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FOR OFFICIAL USE ON‘!‘

. APPLICATION FOR D&N“
LICENSURE AND/OR EXAMINATION i \g

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 Carefully follow all steps outlined on the IN STR UCT&%%

Licensure and/or Examination in lllinois: addition, note the following: SH SECTION

1. Four page APPLICATION FOR LICENSURE AND/OR A. Type or print legibly with black ink enE.A
EXAMINATION. o B. FEES ARE NOT REFUNDABLE.  MAY 29 2012

2 INSTHL‘,’GT!ON S.HEET‘ which gives. atop by step 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 GdEpilEd Statttes 100/10-

3. REFERENCE SHEET, which gives detailed coding 65 to obtain a license. The social figusitProfeyzisrabRtguationied
information for your profession. to the lllinois Department of Public Aid to identify persons who are

4. SUPPORTING DOCUMENTS, forms, andfor 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 atax return, pay tax, penalty or interest shown

5. Ifthe name shown on your supporting documents is differ- in a filed return, or to pay any final assessment or tax penalty or
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 |:" Application Category Information

A SEE REFERENCE SHEET, CHART |, OR INSTHUCTIONS PRIOR TO COMPLETING ITEMS 1 THROUGH 4
1. PROFESSION NAME 2. PROFESSION CODE 3. LICENSURE METHOD 4. FEE
PHYSICIAN 1 2 5 NON-EXAMINATION $100
B. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION
XX This is the first time | have made application for this [] My application for this profession had previously been
profession in Ninois. denied in llinois. | am reapplying since | have fulfilled
1 1 have previously made application for this profession in additional requirements.

llinois. However, my previous application expired and | am 1 1 have previously made application for this profession in

now reapplying. llinois. However, | am now applying under new statutory
I:I Other: language.

PART. Il: .Applicant ldeﬁtllying Information--You must notify the Depértmeni of Financial and Professional Regulation - :
" ‘Division of Professional Regulation and/or Continental Testing Service in wrmng, of any address changes al‘ter you
- file this applicallon in'order to receive any further information. ’

1. NAME LAST FIRST MIDDLE 2. TITLE (e.g., M.D,, D DS, etc } 3. UNITED STATES SOCIAL SECUH!TY NO.
lenminGgs, VALERE  Lauw EM n.o.

4. PERMANENT MAILING ADDRESS STREET CITY STATE/COUNTRY ZIP CODE COUNTY

5. BUSINESS ADDRESS  STREET CITY  STATE/COUNTRY ZIP CODE COUNTY
5. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING 7. MOTHER'S MAIDEN NAME

DOCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE)

bt I
8. PLACE OF BIRTH  CITY STATE/COUNTRY 9 DATE OF BIRTH 10.AGE
E— o
] Male

11. TELEP REACHED 12 PREFERRED e-MAIL

Work: ( ADDRESS(ES) [If available]

Fax:

- - ‘

L486-1019 0306 (L) 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.
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7. SPECIALIZED TRAINING (Residency, Professional Training, Vocational Training, Practical or Clinical Training)

f . 5 LOCATION DATES OF ATTENDANCE | Did You Complete
INSTITUTION NAME (City and State or Country) FROM TO Training?
Manth/Year Month/Year ey
[ Yes [ No |4
S
o
t
3 ves [ No i“g";_
[ Yes [ No
3 Yes [ No
3 Yes [J No

IL486-1018 03/06 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 2 of 4



PART IV:' . Recordof 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
Hiinois is not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

DATE OF LICENSE STATUS
STATE PROFESSION NAME LICENSE NUMBER ISSUANGE (Active, Lapsed, etc.)

State of Original Licensure

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

Other States of Licensure

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

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, youmustcomplete 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.
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NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS
VSmMLE  SYE? \ ([
VIMLE  STER 7 C K -
ASenLs SYEY 2 &S L

m aaditional 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 minar traffic violations)? /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.

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 ar condition; (2) alcohol or other substance abuse; (3) physical disease or caondition, 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 fram a city, county, state or federal position? If yes,
attach a detailed explanation.

PART VII: Examination Coding Information (This part is for examination applicants only)

EFERENCE SHEET enclosed with this application package and complete the following:

a) CHART Il-  Select exami s) you desire - : ]
: and enter Test Codes,

b) CHARTIIl-  Select the examination site you-d&sire and enter

c) CHARTIV-  Find your of Graduation and enter school code:

& number of times you have taken this exam in lllinois or any other state: \Ql

PART Vili: 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 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 disclplinary 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? _
(NOTE: If you are not subject to a child support order, answer "no.")

2. In accordance with 20 llinois 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 Depariment 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?

PART IX: © ' Certifying Statement

Under penalties of perjury, | declare that | have examined the application and all supporting documents submitted by me in
con wledge, they are true, correct, and complete.

ant

o327 | 2oz
[ Date

I UN ABLE. My signature above authorizes the Department of Financial and Professional
Reg 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.
IL486-1019 03/06 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 4 of 4
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STATE OF ILLINOIS
DEPARTMENT OF FINANCIAL AND PROFESSIONAL REGULATION
DIVISION OF PROFESSIONAL REGULATION

July 10, 2012

VALERIE LAUREN JENNINGS MD
UNIV OF ILLINOIS MEDICAL CENTER
DEPT OF GME |

820 S WOOD ST MC 675

CHICAGO, IL 60612 -

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. |dfpr com.
Simply click on the Express Access License Look-up icon to verify a license.

LICENSE DETAILS

LICENSE NUMBER: : 125.062425

PROGRAM START DATE: 07/10/2012

EXPIRATION DATE: 07/09/2015

PROGRAM: | Obstetrics and Gynecology
TRAINING FACILITY: UNIV OF IL 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.

1v3.125-approval.rtf
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IMPORTANT NOTICE: Completion of this form is SUPPORTING DOCUMENT
necgssary for consideration for licensure under 225
ILCS 60/1 et. seq. (lllinois Compiled Statutes). CERTIHCATE'%:RACCEPTANCE
Disclosure of this information is VOLUNTARY. CA-MED
However, failure to comply may result in this form SPECIALTY/RESIDENCY PROGRAM
not being processed.

" NOTE: ¢ An applicant snall nat commence specialtyfrasldency tnlning bafora he or the hospitalﬂnaﬂtution

g gt & _receives written notlce Pf the approval of his appllcatlon frvom the Depanment of Flnanclal and ;
Professlonal Ragulaﬂon. B . o e § O P e e s B

[P AN ! 2 L —_—

APF_'i.ICAﬁT: ' Gompleta the applicant section of lhls form then forward |t tothe hospilalhnstitution lhai has accaplsad
B " .you for specualty!res:dency tralmng, for campletion of the remainder of the form. - o

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

Jennings, Valerie Lauren - _

Monih / Day / Year

4. ADDRESS STREET, CITY, STATE, ZIP CODE 5. REFER TO REFERENCE SHEET. Record profession name and thrae digit
profession code for which you are making lllinois application.
6. MAIDEN OR GIVEN SURNAME PhYS|C|an 1 2 5
Profession Name Frofession Code
;' ABMIN lSTR&TOR - Conplete the temainder of this form and feturnitto the appligant. , - ot
A. HOSPITALANSTITUTION NAME B. BEGINNING DATE C. ENDING DATE f
. _r . Z 20
University of lllinois at Chicago 0l 24, 2012 O 6 23, 5
Manth Day Yaar Month Day “Year
D. BUSINESS ADDRESS STREET, CITY, STATE, ZIP CODE E. SPECIALTY /RESIDENCY NAME
820 South Wood Street (MC 675) Obstetrics & Gynecology
Chicago, lllinois 60612
F. BUSINESS TELEPHONE NUMBER G. YEAR OF POSTGRADUATE TRAINING

I an

| 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

Valene SwiatKowsKi, Mb

Print Name of Program Director

SEAL
Program Director

Title

a4 [lgli

Date

IL486-0272 08/04 (MD)
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IMPORTANT NOTICE: Compietion of this SUPPORTING DOCUMENT
form is necessary to accomplish the

requirements outlinedin2251LCS 60/1 et.seq. C ERTI FlCATION 0 F’ G RADUAT' ON

llincis Compiled Statutes). Disclosure of E D - M E D
this information is VOLUNTARY. However, (Current Year Graduates of LCME and
failure to comply may result in this form not COCA-Accredited Programs Only)

being processed.
APPLICANT: Complete the applicant section of this form, then forward itto the school forcompletion of the remainder

of the form.
1. NAME LAST FIRST MIDDLE 2. DATE OF BIRTH 3. SOCIAL SECURITY NUMBER
Jewwes  wucme  eween | NS B
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,

TemeoeAly mew Las

Profession Name Profession Code

8. MAIDEN OR GIVEN SURNAME

| hereby authorize a school official of the institution named above t cial and

Professional Regulation or its designated testing service the infor

(a!zs'!Zo 2

Date

SCHOOL OFFICIAL: Complete the bottom portion of this page an
transcript. DO NOT certify this form more than 30 days prior to the graduation date.

A. MEDICALSCHOOL INFORMATION colEsE oF B. DATESOF ATTENDANCE
Name: (ST = Y 5- W

Address: {893 \o. Poull &1

City, State, zip: L WACAGO T o2
Phane: .35&-010”9- 8938

Fax: 3 {3 -GG, - 8§59

Degree: :& MD

DO

Applicant will complete all requirements for the medical degree as of O ’i ! C_’?L ;9_?_9 4 2 andwil

graduateon QG /1(y(gp /RO (A . Month  Day Year
Month Day Year

When this form is certified prior to the actual graduat;on of the appf;cant the school official is responsrb!e for notifying
the Department of Financial and Professio
requirements forgraduation.

| certify that the information recorded herein i

SCHOOL

SERL DIRECTOR; RECORBS-&REGISTRATION

@ / Title /}‘

Date
IL4B6-1426 02/12 (L&T) ED-MEDCERTIFICATIONOF EDUCATION




IMPORTANT NOTICE: Completion of this ' - SUFPORTING. DOGLMENT
form is necessary to accomplish the 3
requirements outlined in 225 of the lllinois VE R|F|CATION OF

Compiled Statutes. Disclosure of this : EMPLOYMENT [ EXPERIENCE“ ' VE-PC _

information is VOLUNTARY. However,

failure to comply may result in this form PROFESS'ONAL CAPACITY

not being processed.

1. NAME LAST FIRST MIDDLE 2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOU ARE
APPLYING:
JENH INGD \ALER\E Lawe e~

3. ADDRESS  STREET, CITY, STATE, ZIP CODE

K Temporary Physician Training License 125

Profession Code

4. DATE OF BIRTH

m - _ O Chiropractic Physician License 038

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 "~ | JoBTITLE
ArvNeI Y oF rarNe)s RESVDENY  PAYSICGVAR]
ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED

Bzo S.Wod S Unicogo, It o
DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK

Residerny  Physicion M

Oovies and  Gune exlo
From0 b 125 1221 % Bo LS S
Month  Day Year TYPE OF EMPLOYMENT
o 06/30/201 G
wonn ey vem | Fultime  ClPart-time
TOTAL TIME WORKED (Year/Month)
Nov Y \ueg\%
B. NAME OF BUSINESS / INSTITUTION - JOB TITLE
UNWEZSITY  ofF WL™oS MEDICAL STUDNENY
ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED
Blo S Loeeo! S, U‘\ic_a%n, Il oL\ T '
DATE OF EMPLOYMENT/ATTENDANCE| HOURS WORKED PER WEEK CSrodied  tradl o
4o ¥
TYPE OF EMPLOYMENT
Month  Day Year [BFull-time DPaﬂ-time

TOTAL TIME WORKED (Year/Month})

3 ‘-{;1&4‘3}""( TN Z N

I1L486-1965 08/06 (MD)




-S‘EMPORARY APPLICATION CHEC‘ST ,

IC .
@CA-MED (125)
Start 6[ag|9019-
End

G320l
Program _of /& {rd

EDUCATIONAL DOCUMENTATION

ESTIC GRADUATES
remedical Transcripts

Medical Transcripts w/degree date

FOREIGN GRADUATES
___ECFMG 5th Pathway

MED.or Roster CURRENT YEAR GRADUATES ONLY
Degree date

\ bA-rEb ;Lf Ja2.7-%

es# See Worksheet for documents
E-PC from Grad to Present for PPH
MLB

ZgSITIVE PERSONAL HISTORY INFO

q

Outline which includes but not limited to: staff info;
description; pre-requisites; clinical goals, activities
& responsibilities; educational gq'als, research info;
evaluations; venue

0T

ITD

f(\&' MM& + ﬁt\qf
wad x\—mscn‘ql_ mw:J'

o B P

29/

Social Service

__ Premedical Transcripts - ___Transliations
___Medical Transcripts ____Translations Degree date
___AF-MED Part A
AF-MED PartB DOCUMENTATION .
Int Med Hosp: Psych:Hosp:
Evaluation: Evaluation: €
AF-MED B and Agreement AF-MED B and Agreement

OR

OR

Verbal Affidavits: Hospital ___School___ Verbal Affidavits: Hospital ___School___
Ob/Gyn Hosp: Surgery Hosp:
Evaluation: Evaluation:
AF-MED B and Agreement AF-MED B and Agreement
OR OR

Verbal Affidavits: Hospital ____School____ Verbal Affidavits: Hospital ____School____
Peds Hosp:
Evaluation: _
AF-MED B and Agreement OR Verbal Affidavits: Hospltal School ____
___ED-NON Total months -must be minimum of 36 w/premed; 54 combined

Minimum 4-weeks: IM_ Ob/Gyn ___ Peds ___ Psych __ Psych Affidavit ___ Surgery ___

1

S@PORTING DOCUMENTS
Verification of Professmnal Capacity (VE-PC) - actlve practice in 2-years preceding app

Last Active Practice
50 hours CME out 2-3 years
100 hours CME out 3-4 years
150 hours CME out 4-5 years
CT- Original Licensure State & Number

over 5 yrs-VE-PC Graduation to present

150 hours Cat 1 & Mgr Aprv

'
il
o

1 Discipline?

CT - Current Jurisdiction of Practice & Number

Discipline?

WlA .Name Change Federation Check



06/29/2012 09:13 FAX 3120963050 gme @ooo2/0002

JUN-1B-2012 14:44 MEDICAL UNIT P.81/81
Diract inquiries to tha_ : s : . TR VRT IV VI
Technical Assistance Unit ' STATE OF ILLINOIS >
DEPARTMENT OF FINANCIAL & PROFESSIONAL REGULATION Initlals: DR
Telephene No.: 217.782-8556 320 West Washington Street, 3" Floar
TDD Ne.: 217-624-6738 Springfiald, lillncis 62786 Licanse No: 126 Atln: 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
BEEN MET. '

TO:!

VALERIE LAUREN JENNINGS
EDICAL CENTER RETURN THIS FORM

DEPT OF GME

AND APPLICATION
WITH REMITTANCE,

IF APPLICABLE

Deficiency Checklist

Submit oﬁ‘{w
graduation, u havese

Submit £50 application fee.

Has This gone - 4/1'”{
+hru cash DE@EUWED u\@ﬂ
[/)Qﬂd(atl’)\j \/67,) JUN 18 2012
What i 7ne
Statu S

MED form certified not more than 38.davs ori
fied not more -t ige4® graduation.

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

TOTAL P.a@1
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Direct Inquiries to the Date; 6/18/2012
Technical Assistance Unit STATE OF ILLINOIS .
DEPARTME

OF FINANCIAL & PROFESSIONAL REGULATION Initials: DR
Telephone No.: 217-782-8556 320 West Washington Street, 3" Floor ‘
TDD No.: 217-524-6735 Springfield, lllinois 62786 License No: 125  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
BEEN MET.

TO:

VALERIE LAUREN JENNINGS MD
UNIV OF ILLINOIS MEDICAL CENTER RETURN THIS FORM

AND APPLICATION

WITH REMITTANCE,

IF APPLICABLE

Deficiency Checklist

Submit official transcript(s) verifying medical education with graduation date OR ED-MED form certified not more than 30 days prior to
graduation. If you have or will graduate after 5/11/2012 please submit transcripts certified not more than 30 days prior to graduation.

Submit $50 application fee.

o~
Ohk

e

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



Place Label Here . <.
Lic#:
JENNINGS, VALERIE LAUREN
036 Cred #3493108 05/22/2015

By:A ’2}‘ 1 {

SSN:

v
LT T y .

' Profession Code License # or SSN #

O3 135 sYo

FILE ROUTE CARD

DO NOT WRITE ON FILE FOLDER

IL486-1327 10/04 (RS)
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e VE_-D ' B ‘ FOR OFFICIAL USE ONLY
3 -} SECTION APPLICATION FOR

LICENSURE AND/OR EXAMINATION

3
‘;?a

L E

% Completion of this form is necessary for consideration for licensure
*ﬁi“ - W ot Compiled Statutes. Disclosure of this information is VOLUNTARY.
AR ever, failure to 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 ap-

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

mandatory, in accordance with 5 lllinois Compiled Statutes 100/10-65

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

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

5.  Ifthe name shown on your supporting documents is differ- return, or to pay any final assessment or tax penalty or interest, as
ent from that shown on your application, you must submit required by any tax Act administered by the lllinois Department of
PROOF OF LEGAL NAME change - copy of marriage Revenue, or to other entities for verification of identification.

Ilcense divorce decree, affidavit or court order.
"PART I: Application Category Information

T ———
A SEE REFERENCE SHEET, CHART |, OR INSTRUCTIONS PRIOR TO COMPLETING ITEMS 1 THROUGH 4
. PROFESSION NAME 2. PROFESSION CODE 3. LICENSURE METHOD 4. FEE

Atlophane 66  Excrmadion $ Fo
Phusteian 3. L N ©
B. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION

This is the first time | have made application for this L] Myapplicationforthis profession had previously been denied
profession in Minois. in lllinois. | am reapplying since | have fulfilled additional
1 | have previously made application for this profession in requirements.

Hlinois. Howevgr. my previous application expired and | [ | have previously made application for this profession in
A iom teapplying: lllinois. However, | am now applying under new statutory
[ Other: language.

—
PART Il: ' Applicant, ldentll’ymg Information--You must notify the Department of Financial and Professu:mal Regulation -
* Division of Professional Regulation and/or Continental Testing Service in writlng, of any add&ess changes after you
file this applncation, in order to recoive any further information.

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

] ENnainas N alexie Lovacen M.
4. PERMANENT MAILING ADDRESS STREET CITY STATE/COUNTRY ZIP CODE

5. BUSINESS ADDRESS  STREET CITY  STATE/COUNTRY ZIP CODE COUNTY
Bzo S. Dood svreekinem 233 Chitegole WK 001 2—=Y9375 (gok
6. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING 7. MOTHER'S MAIDEN NAME
DOCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE)
A Gwobs
8. PLACE OF BIRTH  CITY STATE/COUNTRY 9 DATE OF BIRTH 10.AGE
. (Sq Female
Month Day [ Male

12. PREFERRED e-MAIL
ADDRESS(ES) [If available]

IL486-1019 01/14 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 1 of 4
Additional application forms can be downloaded from the IDFPR Web site at



PART |V: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 Licen-
sure 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 llinois, 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
e
=
m

F
+1]
w
-~
i
3l
w
-
=

T NSE STATUS
STATE PROFESSION NAME LICENSE NUMBER el A (kﬁi Fapead eic ik
State of Original Licensure TemR ety .
Pousitr oy |2§-0bZMZT | 3 [ro] 2oz | Ao
LS vyt
State of Current Licensure where you TermPoroy -
most recently have been practicing. Pastesesy (25 0oLTHTs —,;Iw I?.UI - Actwe
Laco ~guw R

Other States of Licensure

#SS

('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 EXAMINATION ATTEMPT 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

USMLE Step T TL
UsMLE stepIl CK 5y
VSMLE Step T CS =L
USMLE  Step T T/ _

)
-
S
1
"
Lk
o
3

(If additional space is needed, attach a separate sheet.)
IL466-1019 APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4




7. SPECIALIZED TRAINING (Residency, Professional Training, Vocalional Training. Practical or Clinical Training}

INSTITUTION NAME

LOCATION

DATES OF ATTENDANCE

(City and State or Country) FROM

TO

Did You Complete
Training?

z
>
=2
m
—
-
V]
v
_ﬂ
=
|
ik
=

1 Yes [] No

o
A
=]
S
®
“n
@,
o
S

[ Yes [ No

[ Yes [] No

[ Yes [ Na

1L486-1019

APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 2 of 4



PART Vi: Personal History Information (This part must be completed by all applicants)

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 not give
details on minor traffic charges, but do include information relating to Driving While Intoxicated (DWI) charges. If yes, altach a cerified
copy of the court records regarding your conviction, the nature of the offense and date of discharge, if applicable, as welf 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? If yes, atfach 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 pro-
fession, 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 1o practice
your profession? If yes, aftach a detailed statement, including an explanation whether or nol you are currently under treatment.

5. Have you been denied a professicnal 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 explanalion,

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.

YES|NO

b) CHART lll-  Select the examination site you desire and enter Test Center Code: ID:,
¢) CHARTIV-  Find your School of Graduation and enter school code: |

PART VII: 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.

d) Record the number of times you have taken this exam in lllinois or any other state: |:|:|

—  ——————————
PART VIII: 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 100/10-85(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 delinguent in complying with a child support order?
(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 nn 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 Cammission 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 lilinois
Student Assistance Commission or other governmental agency of this State?

PART IX: Certifying Statement

u e examined the application and all supporting documents submitted by me
in knowledge, they are true, correct, and complete.

3!112 20{S

nt Date

ABLE. My signature above authorizes the Department of Financial and Professional
amount submitted is not correct. 1 understand this will be done only if the amount
r, butin no event shall such reduction be made in an amount greater than $50.

4
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=
m
=
w
o
_:'0
it
L
a
=

#SS

1L48 APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 4 of 4
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IMPORTANT NOTICE: Completion of SUPPORTING DOCUMENT

this form is necessary to accomplish ILLINOIS DEPARTMENT OF FINANCIAL
the requirements outlined in 225 of the y '
lllinois Compiled Statutes. Disclosure AND PROFESSIONAL REGULATION P H _
of this information is VOLUNTARY. .
However, failure 1o comply may resultin’ |- PERSONAL HISTORY INFORMATION
! this form not being processed. -
NAME LAST FIRST MIDDLE
deaainas Vaerve. | Lowcen

In order for your application to be evaluated, you must respond to each of the following questions:

YES

1. Have you ever been disciplined (including but not limited to restricted, suspended, or terminated) by any
hospital or health care entity? If yes, attach a separate sheet with complete and accurate explanation.

2. Have you ever resigned in lieu of discipline or while under investigation that could lead to any restriction,
suspension, or termination by any hospital or health care entity? If yes, attach a separate sheet with
complete and accurate explanation. '

3. Have you ever been denied staff membership or privileges in any hospital or health care facility or had
such membership or privileges involuntarily reduced, limited, placed on probation, relinquished, denied,
revoked or suspended? You must answer yes if any of these actions are currently pending or if you have,
withdrawn or failed to proceed with an application for privileges/memberships. If yes, attach a separate
sheet with complete and accurate explanation AND request the hospital or health care facility to submit a
report directly to the Department regarding the action. ' :

4. Has your provider status ever been restricted, suspended or terminated by any insurance carrier, -
including but not limited to Medicare, Medicaid, Tricare or any private carrier? If yes, attach a separate
sheet with complete and accurate explanation.

5. Have you ever voluntarily surrendered a license to practice medicine in any state, country, or U.S.
federal jurisdiction? This does not include allowing your license to expire solely due to non-payment
of the renewal fee. If yes, attach a separate sheet with complete and accurate explanation AND
request all official disciplinary documents including initial complaint, stipulations, orders, agreemenis or
" reprimands be sent directly to the Department. :

6. Have you ever withdrawn an application for a license to practice medicine or any temporary/resident
license in any other state, country, or U.S. federal jurisdiction? /f yes, attach a separate sheet with
complete and accurate explanation AND request all official disciplinary documents including initial
complaint, stipulations, orders, agreements or reprimands be sent directly to the Department.

7. Have you ever been admonishéd, reprimanded, censured and/or disciplined in any way by any
professional or medical society or association or committee thereof, or by any non-licensing
governmental agency including but not limited to any governmental assistance agency? (Disciplinary

“actions include, but are not limited to, any allegations currently pending.) Disclose any stipulation
to informal disposition in response to this question. If yes, aftach a separate sheet with a complete
and accurate explanation and request all official disciplinary documents including initial complaint,

stipulations, orders or reprimands be sent directly to the Department.

e e —

Certification Statement

Under penalties of perjury, | declare that | have examined this Form and all supporting documents and/or information
; i , and to the best of my knowledge, they are true, correct, and complete.

?!n' o\

Date




IMPORTANT NOTICE: Completion of SUPPORTING DOCUMENT
this form is necessary to accomplish the
requirements outlined in 225 of the lllinois HEALTH CARE WO RKE RS
Compiled Statutes. Disclosure of this cc A
information is VOLUNTARY. However, CHARGED WITH OR CONVICTED
failure to comply may result in this form not OF CRIMINAL ACTS
being processed.
1. NAME LAST FIRST MIDDLE 3. PROFESSIONAL LICENSE NUMBER (if any)
dean g5 Voo Loscen lzs-o0bZ24zes
2. ADDRESS STREET, CITY, STATE, ZIP CODE 4. SOCIAL SECURITY NUMBER

W- !!l!' le Ie!a!menl requires lhe following professionals to disclose information regarding con-

victions pertaining to certain offenses. Please check applicable profession.

[C] Acupuncturists [] Naprapaths [J Physician Assistants
[ Advanced Practice Nurses ] Nursing Home Administrators [} Podiatrists
[ Athletic Trainers ] Occupationa!l Therapists [] Professional Counselors
[] Audiologists [ Occupational Therapy Assistants [1 Prosthetists
3 Clinical Psychologists ] Optometrists [ Registered Nurses
[ Clinical Social Workers ] Orthotists [C] Registered Surgical Assistants
[C] Dental Hygienists ] Pedorthists [ Registered Surgical Technologists
[ Dentists ] Perfusionists [[] Respiratory Care Practitioners
[ Genetic Counselors [] Pharmacists [ 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 Osteopathic Medicine (D.0O.), and Chiropractic Physi-

cians (D.C.)

[] Marriage and Family Therapists

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 order for your application to be evaluated, you must respond to each of the following questions:

Yes No

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?

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

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.

Under penalties of perjury, | declare that | have examined this Form and all supporting documents and/or information sub-
mitted by me in connection therewith, and to the best of my knowledge, they are true, correct, and complete.

3| l\\ Lo\
Date LI

Page 1of 3




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

VERIFICATION OF
EMPLOYMENT / EXPERIENCE--

SUPPORTING DOCUMENT

VE-PC

on

ay ear

failure to comply may result in this form not P ROF ESSIO NAL CAPACH-Y
being processed.
1. NAME LAST FIRST MIDDLE 2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOU ARE
. APPLYING:
A'U‘\f\ \ur\g.’ \pQ\QﬁQ. Leosasenr
Profession Code
3. ADDRESS  STREET, CITY, STATE, ZIP CODE
— ﬁ S .
O Temporary Physician Training License 125
4. DATE OF BIRTH
O Chiropractic Physician License 038

5. SOCIAL SECURITY NUMBER

Record work history chronologically for the five (5) years

6. MAIDEN OR GIVEN SURNAME

N

preceding the date of application beginning with present

employment. Also list any breaks of six (6) months or longer in medical practice since graduation from medical school.

A. NAME OF PRACTICE / WORK LOCATION
£
Unrersivgy o Winos

JOBTITLE

Ressdens  Physicreon

ADDRESS STREET, CITY, STATE, Z2IP CODE

8205 wood $£- Chicasp, 1L 60b12-

DESCRIPTION OF DUTIES PERFORMED

Rasvcilend Vrylictan N By Wt e

ond G\\-&\M 89—

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK
Fom% b /Z4 /201 % | 0-Bo
Month  Day o TYPE OF EMPLOYMENT
To ___ /___ I Pregent
Mok Diy = Yem XIFull-ime  [JPart-time

TOTAL TIME WORKED (Year/Month)

Z Kors s F ovontng

B. NAME OF PRACTICE / WORK LOCATION

U"IW(,’I’SH«, of Tllinois

JOB TITLE

Medlcal Student=

ADDRESS STREET, CITY, STATE, ZIP CODE

DESCRIPTION OF DUTIES PERFORMED

Shidendt

508 S wooo{ﬂ

DATE O

Cfm{a@o It §66/2

HOURS WORKED PER WEEK

(o-§0

TYPE OF EMPLOYMENT

CJPart-time

MFull-time
TOTAL TIME WORKED (Year/Month)

Sge TMmonth

IL486-1965 01/14 (MD)




IMPORTANT NOTICE: Completion of this form
is necessary for consideration for licensure
under 225 ILCS 60/1 et. seq. (lllinois Compiled
Statutes). Disclosure of this information is
VOLUNTARY. However, failure to comply may
result in this form not being processed.

CERTIFICATION OF
POSTGRADUATE CLINICAL TRAINING

SUPPORTING DOCUMENT

TN-MED

{OPR)

APPLICANT: Complete the applicant section. The re mainder of this form must be completed by the postgraduate
training program director of the institution at which you ¢ ompleted your training.

1. NAME LAST FIRST MIDDLE 2. DATE OF BIRTH 3. SOCIAL SECURITY NUMBER
Jennings  Valerie  lduren
5. REFER TO REFERENCE SHEET. Record profession name and three
digit profession code for which you are making lllinois application.
IVEN SURNAME PP)ijfUﬁ” D 3 o
N ’ A Profession Name “Profession Code
7. ILLINOIS TEMPORARY LICENSE NUMBER (If applicable) 8. ISSUANCE DATE
125-0§2425 7 [1s 2012

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

This is to certify that the above-named applicant satisfactorily completed =3 months of postgraduate clinical

Obstetrics = furetsloay

training in
~ J{Name of Specigity Program)
from 0% 12—1 IZDIL to 03 IHOI L 0’5 at the following hospital:
MM/DD/YYYY
Hospital: Uﬂ"\/efSi. [-\‘1"? I”WIDIS a,‘t Chl(ﬂ_qo
1 4
Number and Street: 6?-0 S. oo 5{ St .

City, State and Zip Code:

C)/n (OU\O ( 'L L()OLH')_
J

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

E the ACGME

I:I the CFPC, RCPSC or FMLAC (Canadian Programs)
[] theAoA

D not accredited in the US or Canada

V

A

Name of Postgraduate Clinical Training Program Director:

Signature of Postgraduate Clinical Training Program Directo:

Date of this Certification: .2 | |5 2.0/

Telephone No; 3 [d_’ qlq [.0 B 0632—

University/Hospital
SEAL

(If no seal, attach letter on letterhead
stating no seal exists.)

IL486-1535 10/06 (MD)
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L§ S‘MI,E Ul*ed States Medical Licensing E ination® (USMLE®) &
United States Certified Transcript™® Scores

Mwﬂmal This document was prepared by the
Licensing Federation of State Medical Boards of the United States, Inc.
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 - Telephone (817) 8684000

Examination

Date:  05/15/2015
Recipient:
llinois Department of Financial and Professional Regulation
ATTN: Sandy Dunn, Manager of Med Licensure
320 W Washington Street

3rd Floor
Springfield, IL 62786

Examinee ID¥:  5-245-833-8
Examinee: Jennings, Valeric Date of Birth:
Alt Name(s): Jennings, Valerie Lauren

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, the recommended
minimum passing score (“MP") is shown in parentheses. Pass/fail outcomes are based upon the minimum passing level in place at the
time of test administration and are not altered by subsequent revisions to the minimum passing level. Effective April 1, 2013, test results
are reporied on a three-digit scale only; two-digit scores reported for prior administrations will no longer be reported. Test results
reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

|USMLE STEP 1

USMLE STEP 2
Clinical Knowledge (CK)

Clinical Skills (CS)*

{USMLE STEP 3

FLORIDA

NOTE: A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee,

This document was printed from a secure website and accurately refiects score information maintained by the FSMB.

cDs V051221 27670422 Page 10f 2



036 APpLicATION cHECK-LIsT @

FILES SET-UP IN THIS ORDER (Some exceptions)

DO NOT KEEP BLANK OR DUPLICATE DOCUMENTS

APPLICATION FINDINGS 3 ‘ n l N PROFESSIONAL CAPACITY
| A il;glicatif:n Eeimplete " X VE-PC - Five (5) years from app date
. SSNM::d:it = % Been in active practice past two (2) years
- X No breaks over 6 months
PH Form CCA Form

N Fingerprint _Clear
FCVS Profile Name Change

IL Temp License

Release on File

POSITIVE PERSONAL HISTORY INFO

@@5 # ITD MLB

Documentation:

EDUCATION DOCUMENTATION

& Premedical Transcripts
Translations

X Medical Transcripts
Translations

Degree Date!
Copy of dipiloma if applicable

____ Copy of ECFMG (IMG)
______Social Service (IMG)

5" pathway, if applicable (Mexico only)
____ ED-NON(IMG)

# of months — Minimum 36 months w/premed
verified; minimum 54 months if combined

Internship year
Basic Sciences
Degree Date

Clinical Rotations — minimum of four (4) weeks each
Internal Medicine
Pediatrics _
-Obstetrics-Gynecology
Psychiatry __
Psychiatry Affidavit
Surgery

Signed by Dean and seal affixed - cannot
be certified prior to graduation

if applicable

ad FRt ~na resv kg

N Professional Capacity review required

CLINICAL TRAINING DOCUMENTATION

¥ TN-MED - 24 months* Clinical Training

US/Canada accredited _ ¥
Seal or Letter X

Completed full year(s) _X

*(Proof of 12 months is required if entered program on or
before 12/31/1987)

LICENSURE DOC iIP:‘TENTA'I'IC)INI

— CT - Original Jurisdiction of Licensure
tate & Number
o discipline

— _CT - Current Jurlsdlctlon of Practice
State & Number )
No Discipline

EXAMINATION DOCUMENTATION

xam history -not 5 or more failures
(all exams except state constructed)

emedial training required

SMLE — Completed within 7 yrs of the
first Step passed (either Step 1 or 2)

Waiver requested (MLB Review)
FLEX NBME
COMLEX LMCC___

State-constructed*
*Must have passed clinical competency exam; be
American Board certified in a specialty, or request waiver

Copy of certificate or verified on web site
Requested waiver (MLB Review)

E’ ‘ Federation Check




Direct Inquiries to the . . Date: 6/16/2015
IDFPR Call Center STATE OF ILLINOIS . g
Division of Professional Regulation Initials: DO
Telephone No.: 1-800-560-6420 320 West Washington Street, 3rd Floor
Springfield, llinois 62786 License No: 036
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:

VALERIE LAUREN JENNINGS MD
RETURN THIS FORM

AND APPLICATION
WITH REMITTANCE,

IF APPLICABLE

Deficiency Checklist

Your State criminal history background check has been received. However, the results of your FBI criminal history
background check have not been received. Contact your licensed fingerprint vendor to ensure that your fingerprints were
taken and submitted for a FBI criminal history background check. It may be necessary for you to have your fingerprints
retaken for submission to the FBI only. See enclosed notice.

RETURN INFORMATION WITH A COPY OF THIS NOTICE.

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



IMPORTANT NOTICE: Completion of this form is
necessary for consideration for licensure under 225
ILCS 65/1 et.seq. of (lllincis Compiled Statutes).
Disclosure of this information is VOLUNTARY.
However, failure to comply may result in this form
not being processed.

CERTIFYING STATEMENT OF
FINGERPRINT SUBMISSION

SUPPORTING DOCUMENT

FP-MED

APPLICANT: This form must be completed by out-of-state residents unable to utilize the livescan process for
fingerprinting in the State of lllinois. Attach this certifying statement with the four-page Application
for Licensure and/or Examination as proof of having submitted the required fingerprint cards to the

6. MAIDEN OR GIVEN SURNAME

NIp

(RIPhysician

proper authorities.
1. NAME LAST FIRST MIDDLE 2. DATE OF Bl 3. SOCIAL SECURITY NUMBER
Aemangs \MERIE LAWRE A

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

036

OChiropractic Physician 038

State Police for processing.

Under penalties of perjury, | declare that |, “Q L@ w8 hLﬁ ggngr_\,;i

the required fingerprints pursuant to Section 60-9.7 of the Medical Practice Act of 1988 (225 ILCS 60) and

CERTIFYING STATEMENT

., have subm itted

Signature:

Date: ﬁ:/ 'ﬂo;/! S

the Rules for the Administration of the Act (68 Ill. Adm. Code 1285) to the designated agent of the Illinois

IL486-2110 07/14




Lict: 336.10140 L
JENNINGS; VALERIE LAUREN
336 Cred #3564537 03/01/2016
By:NON-EXAM

s 3.4,

DO NOT WRITE IN BOX

Profession Code License # or SSN #

A

0336-336101407-3

FILE ROUTE CARD

DO NOT WRITE ON FILE FOLDER

IL486-1327 10/04 (RS)



ED

2016 e FEE
FF—B 29t APPLICATION FOR STATE Lick: 53&; feéz IE”&}REN
qqgwaa&@ussmnces REGISTRATION T e #3564537 03/01/2016

ByNSRSE 4l
A SSN 3.4
IMP ANT 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
such application or revoking any registration issued pursuant to such appiication.

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, penaity 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.

— —— — — —
PART [: Application Category Information
1. PROFESSION NAME 2. PROFESSION CODE - Check applicable box 3. LICENSURE METHOD | 4. FEE
0319 Dentist 0346 Optometrist
0316 Podiatrist 0390 Veterinarian ) ) 5
Controlled Substances 2335 Physician Registration $
—_—
PART II: Applicant Identifying Information ’
1. NAME  LAST FIRST MIDDLE | 2. TITLE (e.g, M.D.,0.D., etc) | 3. UNITED STATES SOCIAL SECURITY NO.
" |
leaningy No\ecve Lovre NS,
4. PERMANENT MAILING ADDRESS cITY STATE/COUNTRY ZIP CODE COUNTY

5. NAME OF BUSINESS AND LOCATION (STREET / CITY / STATE / ZIP CODE) WHERE DRUGS ARE STORED AND CONTROLLED SUBSTANC-
ES LICENSE 1S TO BE ISSUED

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. N A
8. TELEPHONE NUMBER WHERE YOU MAY BE REACHED DURING THE DAY
I will not be storing or dispensing controlled Worl FAX ( )
substances, including samples. Area Code
Hom FAX ( )
Area Code
PART Ill: Drug Schedule PART IV: Professional Activity

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

Circle the schedules for which you are applying:

O Dentist 019 -
@ @ @ @ O Optometrist 046 -
li Physician 036-_13 35{{1@
0O Podiatrist 016 -
O Veterinarian 090 -

IL486-0500 7 Application for State Conlrolled Substances Registration - Page 1 of 2



PART V: Personal History Information (This part must be completed by all Applicants) YES | NO

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
not 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,
as well as a statement from the probation or parole office.

2. Have you been convicted of a felony?

3. [f yes, 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
emeotional 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, aftach 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.

7. Has your authority to prescribe or dispense controlled substances granted by either the U.S. Drug Enforcement Administration
(DEA) or any state/territory of the U.S. (including lllincis) 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.

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

1. In accordance with 5 illinois 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 cenlify, under penalty of perjury, that he or 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 false statement may subject the licensee to
contempt of court.

Are you more than 30 days delinquent in complying with a child support order?
{NOTE: If you are not subject fo a child support order, answer “no.")

2. In accordance with 20 lllinois Compiled Statutes 2105/2105-(5), "The Depariment 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 Illinois 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 Iflinois
Student Assistance Commission or other governmental agency of this State?

PART VII: Certifying Statement

| hereby apply for an lllinois Controlled Substances Registration in accordance with the lllinois Controlled Sub-
stances Act. | certify that | have answered all questions on this application to the best of my knowledge.

z!l\l lw
{

Date of Application

| UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature
Regulation to reduce the amount of this check if the amount submitted is
submitted is greater than the required fee hereunder, but in no event shal

Application must be completed in its entirety.

If not completed, it will be returned to the address noted on front of application.
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IMPORTANT NOTICE: Completion of SUPPORTING DOCUMENT

el o el HEALTH CARE WORKERS

Compiled Statutes. Disclosure of this CCA
information is VOLUNTARY. However, CHARGED WlTH OR CONVICTED
failure to comply may result in this form not OF CRIMINAL ACTS
being processed.
1. NAME LAST FIRST MIDDLE 3. PROFESSIONAL LICENSE NUMBER (if any)
.lu\t\lq%:; \)o»\&n-&_ Losuen 0b -1 3854

I 2. ADDRESS STREET, CITY, STATE, ZIP CODE 4. SOCIAL SECURITY NUMBER

Pursuant to 20ILCS 2105-165(a), the Department requires the following professionals to disclose information regarding con-
victions pertaining to certain offenses. Please check applicable profession.

[ Acupuncturists [ Naprapaths [J Physician Assistants
[ Advanced Practice Nurses [ Nursing Home Administrators [ Podiatrists
[ Athletic Trainers [J Occupational Therapists [J professional Counselors
[] Audiologists [C] Occupational Therapy Assistants [ Prosthetists
[] cClinical Psychologists [T Optometrists [] Registered Nurses
[ Clinical Social Workers ] Orthotists (] Registered Surgical Assistants
[C] Dental Hygienists ] Pedorthists [ Registered Surgical Technologists
[ Dentists ] Perfusionists ] Respiratory Care Practitioners
[C] Genetic Counselors [ Pharmacists [ speech Pathologists
[ Licensed Clinical Professional ] Physical Therapists
Counselors ] Physical Therapy Assistants
[ Licensed Practical Nurses Iﬁphysicians, including Medical Doctors (M.D.), Doctors of
[] Licensed Social Workers Osteopathic 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 order for your application to be evaluated, you must respond to each of the following questions:

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?

l

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

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 S

Under penalties of perjury, | declare that | have examined this Form and all supporting documents and/or information
to the best of my knowledge, they are true, correct, and complete.

2 il
Date ' I'"
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