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CASH SEGY? FOR OFFICIAL USEONLY
APPLICATIONFOR i | ;s
LICENSUREAND/OR EXAMIN&E);ION =

b U =1
IMPORTANT NOTICE: Completion of this form is necessary for cunsadmamn for licensure
under 225 of the lilinois 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 outiined on the INSTRUCTION SHEET. In

Licensure and/or Examination in llinois: addition, note the following:

1. Four page APPLICATION FOR LICENSURE AND/OR A Type or print lagibly with black ink only.
EXAMINATION. o B. FEESARENOTREFUNDABLE.

2. INSIR!;CTI_ONWSﬂEETf', which rgfwes_ step by step | ¢ pisclosure of your U.S. social security number, if you have one, is
apphestion structions for your profession. mandatory, in accordance with 5 lllinois Compiled Statutes 100/

3. REFERENCE SHEET, which gives detailed coding 10-65 to obtain a license. The social security number may be
information for your profession. provided to the lllinois Department of Public Aid to identify persons

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

5. If the name shown on your supporting documents is interest shown in a filed retum, or to pay any final assessment or
different from that shown on your application, you must tax penaity or interest, as required by any tax Act administered by
submit PROOF OF LEGAL NAME change - copy of mar- the lllinois Department of Revenue, or to other entities forverification
riage license, divorce decree, affidavit or court order. of identification.

-PART |: Application Category Information
A. SEEREFERENCE SHEET, CHART |,ORINSTRUCTIONS PRIOR TO COMPLETINGITEMS 1 THROUGH4

1. PROFESSION NAME 2. PROFESSIONCODE 3. LICENSURE METHOD 4. FEE
Physician 0 3 6 mﬂ}\ Trennnder— '$700.00
B. CHECKBOXINDICATING THEAPPROPRIATE INFORMATION REGARDING YOU! ON v
This is the first time | have made applic:atron for this ] My application for this profession had previously been
profession in llinois. denied in lllinois. | am reapplying since | have fulfilled
[ 1 have previously made application for this profession in additional requirements.
lllinois. Hawgwer, my previous application expired and | am 3 1 have previously made application for this profession in
now reapplying. iilinois. However, | am now applying under new statutory
[ other: s language.
PART II- Applicantidentifying Information—You must notify the Department of Financial and Professional Regulation - Division

gt . .of Professional Regulation and/or Continental Testing Service in writing, of any address changes after you file this.. .
: appilrzatlon in order to receive any further information.

1. NAME LAST FIRST 2. TITLE(e.g.,M.D.,D.D.S,,etc.) | 3. UNMEDSTATES SOCIAL SECURITYNO.
| chite. fndms Bee. | WD —
4. PERMANENT MAILING ADDRESS STREET CITY STATE/COUNTRY COUNTY
5. BUSINESS ADDRESS STREET CITY STATE/COUNTRY ZIP CODE COUNTY
6. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING 7. MOTHER'SMAIDENNAME

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

LACE OF BIRTH CITY _ STATE/COUNTRY a_DNATE OF RIRTH 10.AGE
-gFemale
] Male

11. TELEPHONE NUMBER WHERE YOU MAY BE REACHED 12. PREFERREDe-MAIL
Work: Home: ( ) s ADDRESS(ES)(Ifavailable]

(Area Code {Area Code)
o (T e ) -
(Area Code) (Area Code) '
IL486-1019 01/14 (LT) APPLICATION FOR LICENSUREAND/OR EXAMINATION - Page 1 of 4

Additional application forms can be downloaded from the IDFPR Web site at www.idfpr.com.



PART\%III Educauonlnfannauon Lo o U TR RSN
. PRELIMINARY EDUCATION {Elementary and Hngh School or G.E.D. qude number of years cumple1ed)
Graduated Received
12346678010 11@ High School? )@/‘-{es [COONo OR G.ED.? [dYes [JNo
2. NAME OF LAST PRELIMINARY SCHOOL 3. LAST PRELIMINARY SCHOOQOL LOCATION
5. COLLEGE OR UNIVERSITY (Circle number of years completed)
123456T7(8 Graduated? ms CINo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) (City and State or Country) FROM TO DEGREE EARNED
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7. SPECIALIZED TRAINING (Residency, Professional Training, Viocational Training, Practical or Clinical Training)

LOCATION DATES OF ATTENDANCE Did You Complete
INSTITUTION NAME (City and State or Country) FROM TO Training?
(__) i_ L\ Mon ear M(inthf‘(ear D ‘m
Ny C 1 /l?h_l::fa_ 11015 Yes No
CfLwc:ch o [C'C\@a d 1:(- / il QM(/VI‘
[ Yes [] No
[ Yes [] No
J Yes [J No
1 Yes ] No

IL486-1019

APPLICATIONFOR LICENSURE AND/OR EXAMINATION - Page 2 of 4



PART IV R:co"d"f'-'censure I"lformatmn ' e i A T

_____ 7 A3, I

Ifyou have ever been licensedto 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 otherstate(s) prepared and submitted in support of yourapplication (contact other state(s)
regarding possible fee). You must also list all other licenses held in lllinois, however, certification of licensure from lllinois is
not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

DATE OF LICENSE STATUS
STATE PROFESSION NAME LICENSE NUMBER ISSUANCE  |(Active, Lapsed, stc.]

State of Original Licensure
Mecl cl Jo, 2S-0wl0 1> ;
L et s GfBp1o—| Aetrt

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

Other States of Licensure

(If additional spaceis needed, attach a separate sheet,)

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

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS

OSMLE  Skep T T L 6/IDID. o red. ssnont
OSHMLE Dhep (exe T L f?j/g\o 1| pessed
USMLE  Skep Ti— ik 2[z015 | pass=d

{ﬂado‘l tional spaceis needed, attachaseparate sheet.)
IL486-1019 APPLICATION FOR LICENSURE AND/OR EXAMINATION- Page 3 of4
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PART VI: Personal History Information (This part must be completed by all applicants) YES

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 feiony?
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3. Ifyes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Review Board? ifyes, 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
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 ather substance abuse; (3) physical disease or condition, that presently interferes with your ability to practice
your profession? If yes, attach a delailed 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 illinois or elsewhere? if yes, aitach 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? # yes,
altach a detailed explanation.

XK X XX X |3

WJM /et 7 f

PART Vil 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 Hi- Select examination(s) you desire
and enter Test Codes.

7

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

d) Record the number of times you have taken this examin lllinois or any other state: Dj

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 liinois Compiled Statutes 100/10-65(c), applcations for renewal of a license or a new license shall include the applicant's
Social Security number, and the licensee shall cedify, 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 r__l No m
(NOTE: If you are not subject to a child support order, answer "no.")

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

- @

‘PART IX: Certifying Statement
Under penaltles of perjury, | declare that | have examined the application and all supporting documents submitted by me in
nct o :

e comrect, and complete.
680 /i<
Date

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.

IL486-1019 . APPLICATION FORLICENSURE AND/OR EXAMINATION - Page 4 of4
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In order for your application to be evaluated, you must respond to each of the following questions:

IMPORTANT NOTICE: Completion of this & suppomﬂem
fom is necessary to accomplish the ILLINOIS DEPARTMENT OF FINANRCIAL

requirements outlined in 225 of the

e b L g O AND PROFESSIONAL REGULATION P H

this information is VOLUNTARY.

However, failure to comply may result PERSONAL HISTORY INFORMATION

in thﬁg..form not being processed.

NAME LAST FIRST MIDDLE SOCIAL SECURITYNUMBER

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.

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? /f yes, attach a separate sheet with
complete and accurate explanation.

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.

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.

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, agreements or reprimands
be sent directly to the Department.

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? If 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.

Have you ever been admonished, 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, attach 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.

Certification Statement

Under penatt:es of pel’jury, I declare that | have examined this Form and all supporting documents and/or information

ne.dn connection therewith, and to the best of my knowledge, they are true, correct, and complete.

fé/éo/fs’

Date

1L486-2098 1/14



IMPORTANT. NOTICE: Completion of this SUPPORTING DOCUMENT
bk oliigpnt e ot gl HEALTH CARE WORKERS
e e o roois: | CHARGED WITH OR CONVICTED CCA
it Somil i vk i i OF CRIMINAL ACTS
1. NAME LAST FRST MIDOLE 3. PROFESSIONAL E NUI (#any)

Lobefa- Ar\c!rec\ | \206. J—zlfz - QQTS-Q—L’ §ER
2 ADDRESS _ STRBET, CITY, STATE, ZIP CODE 4_SOCIAL SECURITY NUMBER

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

1 Acupuncturists ] Naprapaths ] Physician Assistants
[ Advanced Practice Nurses [] Nursing Home Administrators [ Podiatrists
[ Athletic Trainers [] Occupational Therapists [] Professional Counselors
[ Audiologists ] Occupational Therapy Assistants [ Prosthetists
[ Clinical Psychologists ] Optometrists [] Registered Nurses
[ Clinical Social Workers [ Orthotists [] Registered Surgical Assistants
] 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
[ Licensed Social Workers (M.D.), Doctors of Osteopathic Medicine

[ Marriage and Family Therapists (D.0.), and Chiropractic Physicians (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) Areyou currently charged with or have you been convicted of a criminal act that requires registration under Yes
the Sex Offender Registration Act? * O

2) Are you currently charged with or have you been convicted of a criminal battery against any patient in the O
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?* (I

K| K| WK

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

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 penaities of perjury, | deciare that | have examined this Form and all supporting documents and/or information
submitted by me in connection therewith, and to the best of my knowledge, they are true, correct, and complete.

é/?c/lj"'

iL486-2034 02/13 (crimacts) Page 10f 3




A FINGERPRINTING U S PHOTO

210 SOUTH CLARK ST
( Ground Floor Lobby of Adams & Clark Bldg. )

(312) 782-8144 (312)782-8143

* % = x * www.fingerprintingchicago.com * * * * *
-> -> -> E-mail: fingerprintingchicago@gmail.com <- <- <-

FEE APPLICANT LIVESCAN FINGERPRINTING RECEIPT

Date Fingerprinted: ¢{/ (&l l/ IS~

TCN/DCN#LS 106 88L784 |20 5SS ORI # IL42070(=2  PROF Code — _ PUR Code Q1]
(O Les First Name: _ Anclie4 Middle Initial: < /

Date of Birth: ocial Security #-hone #
sacress: | .. - W - ... N

Last Name:

Fees are not refundable. Signature of official taking Fingerprints_
THANK YOU!!

Please fill out this receipt and send with your application and

application fees.
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IMPORTANT NOTICE: Completion of this

form-is necassary to accomplish the
requirements outlined in 225 ILCS 60/1

CERTIFICATION OF GRADUATION
at_.seq. lilinois Compiled Statutes)

SUPPORTING DOCUMENT

Sivclaatie: ot ol TAEnEI (Current Year Graduates of LCME and ED - M ED

VOLUNTARY. However, failure to comply COCA-Accredited Programs Only)

may rasult in this form not being processed.

APPLICANT: memdmm mwnmmmmmdm
remainder of the form.

1. NAME LAST

FIRST MIDDLE 2. DATE OF BIRTH

3. SOCIAL SECURITY NUMBER

| 5. FIEFEFI TO HEFEHENCE SHEET. Record profession name and three
digit profassion code for which you are making Miinois application
_B. MAIDEN OR GIVEN SURNAME

’T@mpwa% Physicign 1 2 5

Profession Ca
I hereby authorize a school official of the institution named above to furnish to the lllinois Departmem of Financial and
Professional Regulation or its designated testing service the information rec

S/ /2012
i Date

SCHOOL OFFICIAL: Complete the bottom pmﬁohofthis pageand mmmawmntbmdal medical school
transcript. DO NOT certify this form more manmduynpdortomegmduaﬂondata

(=] i

g o

A MEDICAL SCHOOL INFORMATION B. DATES OF ATTENDANCE B = !_ﬂ“]
Name: UNIVERSITY OF CHICAGO— s 08, 04,2008 & % (5
Address: m mm MEI i :INE MOﬂm é Year % il Tﬁj
City, State, Zip: __ 824 EAST 57TH STREET End: MMh 9\‘%{ 7~ @ :‘: .:~i_:g3
NN | R
rax _113-82Y4-19 20 Degree: b cog ™ ful

! , P =l

C. — b

Applicant will complete all requirements for the medical degree as of 5, 31, 20 Q. andwil
graduate on _Olp 0% 201 2

) Month  Day Year
Month Day . Year

When this form is certified prior to the actual graduation of the applicant, the school official is responsible for
notifying the Department of Financial and Professional Regulation of any failure on the part of the applicant to
complete the requirements for graduation.

| certify that the information recorded herein is lrue' and correct accordini to the official records of this institution.

Print Name of School Official

/\D\t’ﬂtﬁ‘\’f‘&\ﬂ
\gfn I)&OI;L

Date

SEAL

Title

IL486-1426 02/12 (LAT)

ED-MED CERTIFICATION OF EDUCATION



1

IMPORTANT NOTICE: Completion of this SUPPORTING DOCUMENT

form is necessary to accomplish the VERIFICATION OF

requirements outlined in 225 of the lllinois

Compiled Statutes. Disclosure of this EMPLOYMENT / EXPERIENCE-- VE_PC

D ol Toiy et e PROFESSIONAL CAPACITY

not being processed.

1. NAME LAST FIRST MIDOLE 2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOUARE
APPLYING:
L Obﬁfc\ ﬂ‘ r\Clr [la ¥ 26(3_. Profession Codo
;ﬁ\ Permanent Physician License 036
’Tem porary Physician Training License 125
4. DATE OF BIRTH £
O Chiropractic Physician License 038
Month Day Year
5. SOCIAL SECURITY NUMBER 6. MAIDENORGIVEN SURNAME

A. NAME QF PRAGTICEJWK LOCATION

JOBTITLE -
Un.vers, 5&' Cl\?(‘a&m ,\)\6&\ CJ-&(\ 3

ADDRESS STREET, CiTY, STATE, ZIPCODE J DESCRIPTIONOF DUTIES PERFORMED

1)\@3 fdeq,{'

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK
From 0 2/6 (12012 70
Month  Day Year I YPE OF EMPLOYMENT
To 0 01 301 205 | :
Month Day Yea( mﬁuu-ﬂme D Part‘t'me
TOTAL TIME WORKED (Year/Month)
L mos
B. NAME OF PRACTICE/WORK LOCATION JOBTITLE
ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED
DATE OF EMPLOYMENT/ATTENDANCE | HOURSWORKED PERWEEK
Fromi. .. . b .. b . .. ..
. Mo Day Year  ["TVPE OF EMPLOYMENT
To ol o b o o o ) ;
Month  Day v OJFul-time  CPart-time

IL486-1965 01/14 (MD)



IMPORTANT NOTICE: Completion of this form
is necessary for consideration for licensure
under 225 ILCS 6011 et. seq. (lllinois Compiled
Statutes). Disclosure of this information is
VOLUNTARY. However, failure to comply may
result in this form not bmng processed.

CERTIFICATION OF
POSTGRADUATE CLINICAL TRAINING

SUPPORTING DOCUMENT

TN-MED

{OPR)

NT. Comp!ere the. apphcant secﬂon“ The remamder of thls form must be completed by the postgra" '
it _trammg pmgmm d:recfor of the msmrmon at wh:ch ycm comp!eted your trammg

MIDDLE 3. SOCIAL SECUHITY NUMBEF!

Kae

1. NAME LAST FIRST 2 DA‘I'E OF BIRTH

Lobersg  Andrea

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

IVEN SURNAME

Lhysican

b3 s

Prdession Name

Profession Code

7. ILLINOIS TEMPORARY LICENSE NUMBER (If appiicabie)

/36 =0k lo1D

8. ISSUANCE DATE .

L _/_%0’.?‘

This is to certify that the above-named applicant satisfactorily completed _Z é’ months of postgraduate clinical

training in Ohﬁ'{”d’fttﬁ w éun-e.-c.o(ae)q

(Name ¢f Specialty Prograt)
from (G’L;\{l ?’O l:)"‘ to (ﬂ { %0 f 20 {S, at the following hospital:
" MMIDDIYYYY © MM/DDIYYYY
Hospital: | ot ( m

Number and Street: 58‘-“ 6’ Mﬂlal | @n ol ﬂ‘i{
City, State and Zip Code: aﬁuc,,u% d/(_.z [ d@é [ 57

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

|:| the CFPC, RCPSC or FMLAC (Canadian Programs)
[ not accredited in the US or Canada

[X] the ACGME
[] theaoa

Name. of Postgraduate Clinical Training Program Director:

it

Slgnature o‘ Poe.tgraduate Clmlcal Training Program Director:

Date of this Certification:

I 2> TDU-059%

Telephone No:

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

1L486-1535 10/06 (MD)



