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A PPORTANT NOTICE: Cempleuon of lhis forn is RN
-necessary for consideration fer licensure under 225 APP LlCATION F O;R‘FEB 53 2003
of F;he 1I|t|_r;iis C&’S‘E“tj’ﬂ%?{\“f"" Disclosure of this ) o
nfarreation s . Howsver, failure lo -
comgly may result in ths foom nat being processed LiC ENSU RE ANDIO R EXAMINATION
The following materizls are required to make Application tar Carefully follow ali steps outlinad o!w'th'a’liﬁ-.*STRl‘JCTIUN'SHEET‘ In
Licensure and/or Examinationinilinois: add:lion. note [he following:
1. Four page APPLICATION FQR LICENSURE AND/OR A. Type or print legibly with black ink anly.
EXAMINATION. 8. FEES ARE NOT REFUNDABLE,
2. INSTRUCTION SHEET, which gives step by step C. Disclosure ofyour U S. social security number, ifyouhave one,
applicaticn insiructions foryaur profession. ismandalery_inaccordance with 5 lilinois Compiled Statutes
3. REFERENCE SHEET, which gives delailed coding 100/10-85lc obtain alicense. Tha socialsecurity numbermay
informalion for your profession. be provided 10 the Hllinois Department of Public Aid Lo Identify
4. SUPPORTING DOCUMEMTS, farms, and/or any other persans who are more than 30 days delinguent in complying
documentation you may be required to submil with your with a chile support order, or to the lllinois Department of,
application. Revenueloicentify personswho have failedtoﬁiealgx—relum.
5. iflhename shownon your suppertingdocumants is differ- pay tax, penaity arinterest shown in a filed relurn, ar topay any
ent frem that shown on your application, you must submit finalassessmentortax penally orinterest, as required by any
PROCF CF LEGAL MAME change - capy of marriage tax Act administeted by the IHinois Depariment of Revenue, or
ficense, divorce fecree, affidavit ar court order. to ather entities for verificalion of identitication
'PART [I: Application Category Information
A, SEE REFERENCE SHEET, CHART [, OR INSTRUCTIONS PRIOR TO COMPLETING ITEMS 1 THRQUGH 4 )
1. FROFESSION NAME 2. PROFESSION 3. LICENSURE METHOD 4. FEE
. CODE : . _ e
Physician 0 32 b Acc.e_g‘f'ggcg of Exam 5 300,00

8. CHEE'JK BOX INDICATING THE APPROCPRIATE INFORMATION REGARCING YOUR AFPLICATION

R This is the first tene 1 have made application for this (] w4y appbealion for this profession had previously been
professioniniliinos, cenred in lllingis. [ am reapplying since | have fulfibied

. additional requirements.
71 1 have previousty made applicalion for this profession in

Hlinois. However, my previous application expired and farm [L] 1 have previousty made application for this profegSian i
now reapplying Minais. Mnwever, | am.now applying under new statutory
language
1 other: guag

PART It: Appiicant identifying Information -You must notify the Department of Professional Regulation andfor
Continental Testing Service in writing, of any address changes after you file this application in order to
receive any further information.

4

1. NAME LAST FIRST MIDDLE 2 TITLE (g, MD, D05  eic}) 3. UNTED STATES SOCIAL SECUHITY' NGO
3 S |
Gaccia, Anthony. Qoseph | M D
4. PERIMANENT MALING ADORESS ¢ STRFET CiTY  STATE/COUNTRY ZP CODE COUNTY
B 432 Ccook
: STATE/CCUNTRY 2P CODE COUNTY
A Hare ¢rT, .00 o
19 & w. a %0 & FIPT . _@__QQ_L a__“__‘-—“ C-OOK
Chicaao, T/ -
5 MAICEN, GVEN dSURNAVE, DR ANY NAME(S] UNDER WHICH SUPPORTING 7. MOTHER'S MAIDEN NAME
COCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE) ) ,
N/A Cagtor

8§ PLACE OF BIRTH CITY  STATE/COUNTRY

10.AGE
I %-3 29 0 Female
Maonih

Year m Male
11, TELEPHOMNE NUMBER WHERE YOU MAY BE REACHED i

v IE—— -~
{Area Code ! "

12 PREFERRELD e-iall. ADDRESSI(ES) (If avalable] | i

Additionat application forms can be downloaded from the IDPR Web site at www.dpr.state.Lus.
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PART HI: Educatlnninformatmn

1 PRELIMINARY EDUCATION (Elementary and High School or GED  Croe numdw: of yoars compiina.

Graduated Reteven
1234567 @
SRS 310 MW o schoor B Yes CINe CR GED7 Mlves 5t
2. NARAE DF LAST pnrummm SCHOOL LAST PRELIMINARY SCHOCA LOTATION | 1 LATE OF GRAZZATITh
ATTENDED fc.ty and Siawe) ) G /| 3 1 f
z .__J.___QJ_’"'* M+ f A : Woer - veam -
. COLLEGE OR UNMERSHTY (Croe.number of years comoleted) ¥ '
123@5678 S Gradusted? (% ves [in
E COLLEGE OR UNIVERSITY NAME LOCATION I DAES OF ATTEIEMENCT Tt O
{Undergraduale and Graduate) {Cny ang State or Countyd T FECI ‘ ) i DECREE L[ARED
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“PART IV:  Record of Licensure Information

I you have ever been licensed to practice the profession for which you are now making application, or held a réfated license,.
complete the information requested below. If you have ever held a temporary, lraineé or apprenticeship license, or & permit,
it must be fisted here also. In addition, the INSTRUCTION SHEET enclosed with thf:s Application package may fns{!fﬁcl‘. you
to have Certification(s} of Licensure in other state(s) prepared and submitted in support of your application (conréﬁf[‘ﬁfhé?
state(s) regarding possible fee). You must also list alf other licenses held in Hiinois, however, certification of ficensure from.
| Minois is not required. Failure to disclose all licenses held may result in denial of your application or other appropriate. stion

ETESGET

tion.

LICENSE STATUS }

Slate of Original Licensure ) | s ; g
N Y / -
Vebras kg Phyv gician Ha iy 7/4000 i
Stats of Current Licensure where yau . ’ ’ S
most recently have been prasticiag, ‘T .. " : :, s
T llineis -thscmqn 135-043783 109/01/300] Ac
Other Slates of Licensura ! o

AQOY Uy

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

-

-

PART V:Record of Examination

v

If you have ever taken a licensure examination in lllinois or any other state for the prafession fdr which you argi AOW e
apphcatiop, you must complels the information requested below. EACH EXAMINATION ATTEMPT MUST B SHOWN. Fi
fo disciose an examination attempt may result in the deniai of your application or othar appropriate action.

EXAM- aﬁs.u.rs

IL48E-1019 0202 (LT)

MAME OF EXAMINATION STATE MONTHIYEAR M- .

VSMLE _ Srep | DT @197 e
DSmLE  Step |} CA 10/97_ | Passed |
USMLE - Step QA C A 2l 98 | Failed |l
USMLE  Step & cA 3/99  Passed |
USMLE Step 3 CA ‘al/a_oao- Pa qsea{ E
S

3J

(If additional space js needed, altach a separate s heet)

APPLICATION FOR LICENSURE ANDIGR EXAMINATICN - Page 3 of 4




PART VI; Personal History Information (This part must be completed by ail applicants)

1. Have you been convicted of any criminal offense in any state or in federal cournt (other than sinor fraffic aolaUensy? I yes, anuach a
certifigazopy of the cour racords regarding your canviction, the nature of the offense and date of ois charge, f apohicable, as well g5
a slalement from the probation or parole office

. Have youhed or do you row have any disease or condition thai interferes with your ability 1o pedor the essentia Tunctiors of your
professien, including any disease of condition generally regarded as chronat by the medicat comeun ty. 1 & . {1} mental or emotonal
disease or conditicn: (2 atcohol o other subsiance sbuse; {3} pysical disease or conaimon, thal presantly mterderes with your ability
lo practce your profession? if yes, atlach a delailed slatement, including an expfanation whether or no!l you are currenliy under
treatment.

2
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=

3. Have ytbu beendenied 3 professicnal license or permif, or priviiege of Laking an exammation, or had a professiong koense or permit ;s‘i)
drsciplined in any way by any hcensing authority i imnis or elsewhere? lfyes aifach s delarsd exglanation ' X o
4. Have you ever baan discharged other thar honoraby from the armed service or from 2 cly county state or fedaral posdion” Jf yes. in
altach adetaifed explanaticn. ' X fo
. . — ]
PART ViL:Examination Coding Information (This part is for examination applicants only) E'
[
. . |
Refer to Ihe REFERENCE SHEET enclosed with this application package and cemolete the follovang. ;>
: 5
a2) CHART Il - Select examination(s) you desire | ~-
' and enfer Tesl Codes. i
by CHART I} - Select the examination site you desire and enter Test Center Codo m
| ¢} CHART v - Find your Schoot of Graduation and enter schaot code: { I
.d) Record the nurrber of imes you have taken this exam in lllincis or any other state !:D

2} Do you authorize the Depariment to release your Licensure Examination Scores 1o
the education program from which you graduated? Yes Ij o D

j == ~—~ ————'_—————————__—.—_————-—-“—__\—;_—_—__—_—-___——;?
PART Vill:  Child Support and/or Student Loan information (Every applicant is required by law to respond fo the

following questions)-

S Aoy

1. Inaccordance with 5 illinois Complled Statutes 10044 C-65(c}, applications ‘or renewal of a icense or a new ligense shathinclude
the applicant’s Social Security numper, and the kcensee shall cersty. under penalty of perjury thal he or she s not more than 30
days delinquent in complying with a chitd supporl order  Faiture to cenify shalt result in disciplinary action, and making a
false statement may subject the licensee to contempt of court.

Are you more than 30 days definquent in complying with a child support order? Yes D No
' (NOTE: if you are not subject to a child support order. answer “ns.” ’

2. lnaccordance with 20 IRinois Ctmvpiied Slatules 2105/2105-{5), "The Departmeni shaltdeny any heense of rencwa authsrized
2y the Crail Administrative Code of linois 16 any person who has defaulled on an cocucational lsan os scholarship provided by or
guaranieed by the llinois Siudent Assistance Commission or any governmental agency of this Stale, Fowever, the Departmer)
mayissue alticense orrenewalif the aforementicned persons have esiablished a satisfactory repaymentrecord as determined

- by the llinais Student Assistance Commission or other aporgpriate governmental agency of this State * {Proof of 2 satisfaciory
repaymentrecord mustibe submitied.)

_ IUDISSR)0Id

Are you in cefault on an educational loan or scholarship provided/guatantecd by the Jinos
Student Assistance Commission or other governmental agency of this State? - Yes D No

" {PART IX: Cértitying Statement ™ — - —-sme oh - o - - .- - e . - 3‘?
Under penalties of perjury, | declare that | have examined the application and alt suppodting documents submaied by me in | N
conngclion therewith, ang to the best of my knowledge, they atg true, correct. snd co-nplete Hal

~ I~
1
od-3- 2003 in
R L - Bl - TR st g
Signature of Applicant Date o - ';5
| UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above authanzes the Qepartment of Prolessional Regulat on o

%] "o reduce the amount o this check if the amount submilted 13 not correct | understasnd tis will be cone oniy f the Amoun? Simites
i3 gfeater than the roguired fee hereuncer, bul in no event shall such reduction be iirje i ar amount greater ran 50

' T
,#486-1019 0202 ILT) APPLICAT LICONSURE ANDICR EXAMINATION - Page 4 ot 3
A )
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t

) )r.mpor-:mm NOTICE: Campletonol s
form is riecessary for consideration for
écensure ugﬁer 225 of the llinnis Compied 0
latutes. Disclosura of this inforrnation is WOR K H 1 ST RY
VOLUNTARY. Howaver. failure ta comnply - '

| may result in this farm not. being
: processed

APPLICANT: Complete Work Histary. If you have never been employed you may slup at box 8. You arE;.. o
authorized to photocopy this form if additional space is required.

1. NAME LAST FIRST ' MIODLE - 2. DATE OF BIRTH a."socm secuam’ NUMBER".

Q‘QPC i &4 ﬂ K\+L\0ﬂ\l Ta SeP‘q Month  Day Year RS

4. ADDRESS  STREET, CITY, STAIE, 2P CODE ' 5 REFER TQ REFERENCE SHEET, Record pm!assrm name ancf '

_ lhreadlg:t profession codefcrwhichyouare miakifig fifinité aps .E{lk:n-. '_
Pk y Sicianm -0 )

Profegsion Name Prorasaion Cude ’

7, CHECK HERE IF YOU 8. DATE FORM CGMPLETED -
HAVE NEVER BEEN -

M/A S : © | -emplovep

9 RECORD WORK HISTORY CHRDNOLOGICALLY Cormplete Werk Hlstory beginning with pres ent employmcnt and cuncludfng with gradua;[an,
o must account for the entire mie period inctuding periods of unemployment ancf valuntesr work, etc.

35 MAIDEN OR GIVEN SURNMAME

TyoBTmE ~ . . e

A. NAME OF BUSINESS / IN N .
Um\rers;fvuinfllmo:s Ckrcqqa th_sm:uh i _,
ADDRESS STREEl, CITY, STATE, 2P CODE DESCRIPTION OF 'OUTIES PERFORMED - R |
1819 W. PolK ., Room HYl Anatemic and Clinfeal, ‘
Gh;c‘qﬁﬁ) I‘L‘ @O(pla Pa-.‘l‘lr\o[a%y-l'ln
(SUPERVISOR  NAME A Stud Patholoay
Michele  Raible / .‘
"DATE OF EMPLOYMENT/ATTENDANGE| HOURS WORKED PER week | Stu d y Medicing
from G 81018004 :
: Month  Day "r’ealr3 ng ENPLOVVENT S ob YA K- i N %
: (4] o0 . '

,To %o;aﬁ,!"n% 18, “Yeor  |DAFulime  [JPant-time
 TOTAL TIME WORKED (YeatMenth)
| vear omopthg

B. NAME OF BUSINESS 7 NSTITUTION JOB TITLE

Creiahton Unnver5c+)¢‘ Phy S;OIgn .
ADDRESS  © STREET, CITY, STATE. 21 CODE DESCRIPTION OF OUTIES PERFORMED T

ol N, 30t ¢+, Anatomic and Cl'n:&'q‘
OMGL\G) NE @8[31 Pq‘!"halo%y o
SUPERVISOR NAME = + o

Wil iam Hunter STudy fathology

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED FER WEEK

Study Medicine
rom 07,01 /132002 | 90

Month - Day - Year TYPE OF EMPLOYAMENT J ob seeking
o 07/31/3001 ,
Month  Day , Yaar |BBFuli-time  Clran-time

TOTAL THWE WORKED {Yeadionth)
| vear

1L.486-1071 G702 (LT) WH - Work History Faga 1ol2




IMPORTANT NQTICE: Completion of this form
& necessary for consideration for licensure

uncar 225 ILCS 801+ ef. seq, (iincis Gompited CERTIFICATION OF o
TN-MED

SUPPORTING. DOCUMENT

Swatules). Disclosure af this information is
VOLUNTARY However, fallure to compiymay | POSTGRAD UATE CLINICAL TRAINING

result .n this form riot being processed. (OPR)

APPLICANT: Complete the @ppiicant section. The remainder of this form must be completed by the postgraduate
training program director of the institution at which you completed your training,

1. NAME LAST - FIRST MIDOLE 2. DAIE OF BIRTL 3 SOCIAL SECURITY NUMBER

G‘O&FC ;Ol.t A{'\'Hr\ Oy I@SGP"’
Ty u

4 AQCRESS STREET,

$. REFLR TO REFERENCE SHEET, Racord profossion noms, and 0766
digit profession code for which vou are making Iinois applicafion.

Physicianm o3 0

M / P‘ Protession Name meg{_s_si'onau-de
7. LUNOIS TEMPORARY LICENSE NUMBER (i applicabie) 8. ISSUANCE DATE .
25~ 043729 _ 04/ot /aco]

POSTGRADUATE CLINICAL TRAINING PROGRAM DIRECTOR
Complete the remainder of this form.. Return the completed form directly to;- - ©o- oo T
Hiinois Department of Profassionaf Regulation, 320 West Washington - MED-1, Springfield, Hlinois 62786

This is o certily that the above-named applicant salisfactorily completac _j L. months of postgraduate clinical

waining m _Apnatomic _and  Clinical Fat!;,a!aa_y
(Name aof Accredited Postgraduate Clinical Trairing Program)

from __87/ 205 ! o 3 / 200 3 at the following hospital

Hospital: Un:vf’(“s(‘}y GF Tiliness a+_CL1Jg_a_;30

Number and Street: _$ 2 O S. Wooad St o _
Chy, State and 2ip Code: S ¢ ago, T L _ (a0/s | 2

I further centify that at the time of such training the pragram was accredited by;

E‘ the Accreditation Council for Graduate Madical Educatiary:
the Accreditation Councit on Canadian Graduate Medical Education; or

[:] the American Osteopathic Associslion

WA .
e ‘lgtl

g O
ol e
ll‘ j“'."'.‘\?“ ! ,' . ‘IT ('!
ot e . .
..i‘}‘,-' Name of Posigraduale Clinical Trairing Program Director: M1 ¢ lhedle Ralbla o M0
R h
“'Signature of Poslgraduats Clinical Training Program Director: __ T—————

- RECEMEDR /%05 i i
'S EAL MAY  12ehfifde no: - |

1DRR-MEDICAL UNIT
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IMPORTANT NOTICE Campletion of this form ' | SUPPORTING " DOCUMENT
is n8cessary for consideration far foensure

. '.Tn.
under 223 ILCS 60N et. seq, {Ilincis Compited CERTIFICATION OF T N _ M E D

Statules}. Disclosure of this informalion is
VOLUNTARY. However, falure tocomplymay | POSTGRADUATE CLINICAL TRAINING

rasult in this Ioem nol being processed. {CPR)

APPLICANT: Complete the applicant section. The remainder of this form must be campleted by the postg‘féduate
training program director of the institution at which you compieted yeour training.

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

___.__6.:..9__":.9_1“1 An—“"‘ﬂny JDSQPL’ Month __Day Year —
4. ADDRESS STREET. Iy 5. REFER TO REFERENCE SHEET, Record profossion rama and ice
digit profession code for which you are making lllingis appjicalion,
6. MACEN OR GIVEN SURNAME - _ Q2
Physician . _Qg_é
N / A Y Profession Name Profession Cade
7. WLINOIS TEMPORARY LICENSE NUMBER {f appicabia) 8 ISSUANCE OATE -

"

. POSTGRADUATE CLINICAL TRAINING PROGRAM DIRECTOR
Complete the remainder of this form. Return the completed form directly ta: - : -
- linois Department of Professional Regulation, 320 West Washington - MED-1, Springfield, flinais 62786

+

This.is lo,certify that the above-named appilicant satisfactorily completed ___1_%, manths of postgraduate clinicat’

veining in Apnatemic .and Clinical Pathe loa y:
{Name of Accredited F’csWuate Clinical Training Pragram)

from 07,/ o / 2000 _ngf_l_ at the following hospitai:

(_f‘e;%h'}OA Un;v‘érsi’!‘y
Hespitat ST, I o se?h 'S Ho_§P|'+a | Faa sy e

== WY
. t+h u‘.js-""t_—yi_,j?lj\y "E_D
Number and Street (O \ N, 20 ST, SRR i

. AR O 2 2003
City, State and Zip Cote:__ QO maha , NE. (6313 _.I___u___w.__“____ﬁ N
&2 PR-MEDICAL Uit

t further cerlify that at the time of such training the program was accradited by:

[E the Accreditation Council for Graduate Medical Education;
D the Accreditation Council an Canadian Graduate Medical Education; or
the American Osteapathic Association '

- Name of Postgraduate Clinical Training Program Director: WET Hounen M.
Lfl“'““J?H)‘}”f ,
"+ Sightitite "of; Bostgraduate Clinicat Training Program Director _

.

T . -

.:'T

" c:’ e
Iy .

1y E Date of this Certification: ___ /5 Fede 2pnz

i . =
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5141 ws_ncn_ﬁaa, Drive .
Lo Angeles, CA 90032 |
{323) 343-3840

e \ll..fr1

R I R

SCRIPT OF ACADEMIC wmooﬁ |

ACCREDITATION

T700-749 Courses intended primarily for jowsr division: students,
" loward degret or credentind programs bul acceptable for proféssional

- Al credits are offered beginning Summer 1967 in quarter units.
" operates on a four quarter systern. All quarters contributing nn_cu:u. to the académic

Cal Statc L.A. is Rlly accredited as a four-year degree-granting institution: by

E &wéo«ﬂn.ﬂ Association &. mnroo; nnﬂ_ Colleges.

. COURSE NUMBERING SYSTEM

000-099 ' Subcoiepiate ievel (no credit allowed toward requirements for academic

~degrees).:

Hea.mow Lower division tourses mm.om:ﬂa% wum mcuraacﬂ Hnﬁz

" 300-399 Upper division courses (junior and senior level) that de not eam graduate
credit

400-49¢  Uipper division ourses (junior and senior level) that may eam graduate credit
for graduate students.

200-59%  Graduate courses for graduate students only.

. 600-699  Specialized graduate cowrses for postgraduate students matriculated in the

Jjoint Ph.I> program in Speeial Education.
Nat acceptable

advancement credit.

750-792 Courses intended primarily for upper division students. Not acceptable
toward degree or credendal programs but acceptable for prefessional
acvancerhent credic.

800-899 Highly specialized courscs intended primarily for graduaste smdents. Not
aceeptable toward degree or credential programs but acceptable for
professional advancement credit,

900 Non eredit courses open to graduate students only.

RECORDS SYSTEM

The University

* year which runs from Sumrmer through Spring Quarters,

All Baccalanreate higher education work is incorpotated in the Eamed Hours {EHRS),
A maximum of 105 guarter units from communaity colleges may be applied toward a
bachelor's depree.

GRADING SYSTEM AND GPA CALCULATION

ding scheme effective Fall 1996}

lus-minus added to

Contibutes To  Quality Points Contributes Te  Effective

Quality Hours Eamed Earned Hours Date
A Superior Yes 4.0 Yes
A~ Qutstanding Yes 37 Yes
B+ Very Good Yes 33 Yeas
B Cined Yes 340 Yes
a- Betier than Average Yes 27 Yes
C+ Above Average Yes |f Yes
c Avenige Yoy 20 Yes
C. Below Average Yes LT H.w. Wﬁnv
O Weak Yes __n_ M_ =Yes
D Poor Yes Gy &8 e
D- Barcly Passing Yes =07 o =i
F Mon-Attainment Yes nncw_a sIho
¥ Unouthorized Incomplete  Yes [l &= ONo  Sum 1967 - Sum 2002
WU Withdmwal Unauthorized Yes : 00 2 fiNo Falb 2002
™ Incomplete Ne ﬂ 00 =y UiNe
[ ncomplete Authorized No q."_ _..._ o by X No Fall 2002
i Expired Incomplete Yes g M pie No Sum (967 - Sum 2002
IC Incomplete Charged Yas {700 i No  Falonz
P Satisfactory Pragress No L-o £3 No
rRP Keport in Mrogress No 0.0 = No Falt 2002
W Withdrwn Nu 0.0 No
CR Crednt No a0 Yes
NC No Credit No 0.0 Na
RD Report Detuyed No a0 Mo
EHRS  (Eamed Hours): those hours which cam credit, but may or may not carry

grade point value

(Quality Hours): those hours which carry grade point value

(Quality Points): points awarded per eourse multiplied by the point value of
ihe grade.

GPa (Grade Point Average) is defermined by dividing Quality Points (QPTS) by
Quality Hours {(QHRS),

Repetition of prier vourse with lower grade removal from GPA calculation.

QHRS
OPTS

Repeat -

This educationat record s subject ta the Educutional Righes and Privacy Act of 1974, as
amended. It is furnished for official usce only and may not be relfezsed to or accessed by
cutslde agencies or third parties without the written consent of the studeni concerned.

I THE TRANSCRIPT 1S PRINTED ON GREEN SAFETY PAPER AND IS OFFICIAL IF IT BEARS THE SEALOF T

* SIGNATURE OF THE UNIVERSITY REGISTRAR, g

HE UNIVERSITY AND THE ‘*

Sum 1967 ~ Sem 2002

Sum 1967 - Sum 2602




haz conferred upon
Anthony Joseph Garcia
 the Begree of
~ Buortor of Medirine
with all ite Rights, Hronors and Responsibilities
® Fn Witness Thereof w ke red the Seal of the Hniversity to be affixed this
E Terexdy-second day of May, Bre Thovsend Nire Hundired Ninety-rere.

N

Sistor Bice Prasivert fox Hexith Seizaces
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NEBRASKA HEALTH AND HL.N SERVICES SYSTEM

L A

Wit B B

. - .t LT
.

- STATE OF NEBRAS

Mike Joratys, Govi

DEPARTUENT OF SERVICES + DE?ARTMENT OF REGULATION AND LICENSURE
DEepagTuEnT OF FINANCE AHD SURPORT

CERTIFICATION OF LICENSE

DEPT OF PROFESSIONAL REGULATION B
320'W WASHINGTON L & T-1 I N
. SPRINGFIELD it 62786 _

FROFESSION NAME.  Temporary Educational Perrmit

Number, 4214 Status: ‘ Lapsed
Issuance Date:  07/01/2000 Expiration Date: 07/0112002

Name.  Anthony Joseph Garcia MD
Address: Creighton - Pathology
601 N 30th Street Suite 1609

Omaha NE 68131
S . Credential Oblained by.  Application
) Exam Type:

School/Graduation Date:  ypjy of Utah School of Med - Salt  05/22/1999
take City

Date of Birth’
Place of Birth:

Disciplinary Action;

To expedite the certification process, the Credentialing Division is using the above farmat. Thére is no derogatory " o
information in the professional's records if the Disciplinary Action section above is left biank. -

[ RECEVED

Helen L. Meeks, Administrator MAR 1§ 2003
Credentialing Division
: IDPR-MEDICAL UNIT o
March 12,,2003 e
TN ADEE You may verlfy licenses under the !ol!owing Internet Wab S;(a
T . -{:.’ Address: http://www.hhs.state.ne.us/iis/lis.asp :
{SEHL) ATRE
,.‘; ;E‘; 1,' S f : N DEPARTMENT of HeaLTit AND FiUsan SERVICES REGULATION AND LICENSURE
A PO Box 95007, Lrvcouk, NE 68509-5007 Puone (402) 4712133
PR 'j"“-"’ s ! Ay EQuit OrpOR IS APFRMATIVE ACTION EUPLOYER

M ".l,’\‘. AN '; H FRINTER WEEH SOV INK ON RECYCLED PAPER
. i -
LY A - LW CEnraaL
. 'f‘jiu 1 . i } )



ot AF’PLICATEON TRANSMITTAL Physm;an '
, ' (This transmittal must accompany the appllcatlon ).
mAME LAST FIRST MIDOLE 2, CATE OF BIR'H

G-ar-ci a, Anﬂ'\ony JOSGPL\

4 ADDRESS s

FOR LICENSURE/EXAMINATION,
Physician 0 3
I - B e
Prolession Name . meessionl:ode .
In the area below, indicate whether yau have enciosed the 4-page application and the other items listed below or if you have
requested an item to be forwarded directly fo the Bepartment by anather enlity (i.e. exam sc07es),

5. REFER TQ BOXES A1 AND A2 IN PART | ON: YOUR AP CATON

Enclosed | Requested Descriplion
_ )( 4-page Application for Licensure andfor Examination
X ._ Appiication Fee |
| . >( . Form WH (required for all appIic.a-nts}

FCVS Physician Profile

X TN;MED Form

ECFMG Certificate {Copy)

e ' Medical Schaol Diploma {Copy)

Proof of Pre-Medlcal and Medical Education (Ofﬁcml I'ranscnpt of grac Es 1ﬁsuad by medlqat’ college
X Catifornia €ta eUnivet‘Sn nﬁel

or universily with school seal affixed) from: _(J A ive@rsS:t 1% O‘F ) +‘ a

AF-MED

EC-NON

Sih Pathway/Social Service

Certification of Licensure {CT) from 'onginai and current state of ficensure

X Exam Scores (Sent directly from USMLE, FLEX. National Board, LMCC or State Board

" The above ltems are those documents most ‘requently requested. [n the area balnw list any other documentatfu_ )
submitting with your application that may be required for licensyre, "

Remarks: _ - —————

IL486-1914 05/0< (MD)



Profession: 036

Date: 3/20/2003
initials: |k a i

DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

To:

Return this form with the requested materlals to:

State of lllinois .
Department of Professicnal Regulation

320 West Washington Street

MED 1

Springlield, lincis 62788

Subimit the raquired lea of $. made payabie to the Department of

Prolasskonal Regulation. This fee is nat retundatle.

21

Complate AF-MED {orm [Corlification of Afiiliation)  Submit alorg wilh coples
et atflliation agreement(s} from the following heapitais)

2 Your appiication is being refuned for complation of Part 1
2
3,
4,
_ 5. ) _

3 Submit a copy of your marnage certificate, divarce decree, or court order 23 Affidavil of verbal afimation agieement 588 aNACHs for specilc Information
showing change of pama from _ 16 that mustk be submittad.

4 Alldocoments in a forsign language musl be accampanied by orginal notarized 24  The Deparment is unable to verity complation of 54 monihs of combined -
‘ransiations by a person cther than yourself wha is fluent in both English ard 4 premedical and madical aducation. Submit proot in the larm ot officiat
language of the document(s}. Oiginal documants wili be relurned 1o you. educations! documaniz verifnng youw meel the minimum educaﬁon :

requiraments. L

5 Submit proct that you ars a tawfully admitied alisn. 25  Submrt a list of your work axperferica from ' et -

1o You musé accouni far
entire ime period since graduation irom medical school {Supporting Dogument |
WH}. Use complele dales (mm/ddvy) and no gaps over 30 :mfl,r :

§  Have appicable documeriation submitted for each positve personal history 26  Submit docurremtabon evidencing maintenance of clinical SKHS qlnoe
respansg, (see anached formj graduation from medical schocl. See attached nsiruglions.

7 Whea yrur application is completn, the Medical Licensing Board will review 27 Submi preo! of profeasional capacity. See copy of atlached lmimulans for
your qualifications. specilic information required to be submitied,

8 Your application will be reviewed by the Med.cal Licensing Board on 28  Have your exam scores larwardad direclly Irom

O Submi completed CA-MED fo/m which indicales beginnirg 800 ending 29  Submit eviderce of remadial iraining. E
program dates.

10 Submit CA-LTD form. 30 Submit TN-MED form signed by pragram director, with seal of hospita.i‘

11

‘Subrmit ED-MED Jorm (certhication of educalion).

)|

UniversityHospltal saal musi be afilxed o form. (finstution :bu not have a
gaal, lorm must ba notarized and & lelter on official stalienary must b attached

12

Submit ED-NON ferm compiatad in its entiraty,

32

varityig no seal exists, '
Sigh Form{s) where indleated :

13 Affida

Affidavits, [ED-AFF forris) muat be comple:ad in actordance with DPFL po'icy
Copy of policy atlached.

33

Subrmi ceritication of originat/current Ncensure [Supparting Dbcﬁriwni CT) fromj

14

Verillcation of Pass/Fall Exam History--Request appropriate boardi{s) or
cobncils} 1o farward official zanscript of your pasafail sxam history {(FLEX,
National Board, USMLE) dfirectly fo Ihis Depantmant. Must include date and

results for each exam aliempl,

34

Submit preof that you are baard cetified in & specialty,

15 Submit sificial premedica¥medical transcript vith sehool seal aftizad. 35  Submit restoralion questionnaire {Suppering Dogument ﬁ"s")

16 Submil phofceopy of your dagree, 36 Submit VE iorm. Iin privale practice, subimil swarn statemsnt attesting to your
atlive practea,

17 Submitpreo! of Tituo ar Acta, 37 Asturning orginal decuments.

18 Submit prool of Sotial Sarvice or Fifth pathway. 38 Submit proot of 150 CME (ninimum 80 CAT [ and maximum 30 GAT 1}

19

Submitpract of E.C F M.G. cerfilication

20

Submit copy of evalualion losm lof each of the follgwing core rotations

1. 4
2 5.
3.

Other Instructions: Need TN-MED form from Universily of IL/Chicago.




DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION" -

Profession: .__[030o.
B 3 -4 -0 S initialst a

To: Raturn this form with the requested materlals to:
State of Winols
Department of Professional Regulation
320 West Washington Streat
MED
Springfield, llinois 62786
1. Submil the required fes of § made payable 1o the 21 Complete AF-MED form (Gerdification of Affiliation), Submit’
Department of Professional Regulation. This fee 15 not refundable. ::wgiaﬂ? copios of affillation agreement(s} lrom the following
= e P P =i .
4. Your application is baing returned for completion of Pact 1.
3. Submit a copy of your martiage canificata, diverea dacras, of courd 2,
order showing change of name fram; to 3
4. All documents in a foreign language must be accompanied by original, &
5.

notarized transiations by 3 person other than yourselt who s fluent in

both English and the language of the dacument(s).

5. Submit procf that you are a tawfully admitted alian.

23. Affidavil of vergal affiiation agreement. See attached far

_specific infarmation that must ba submitted.

- You are referred to Step 1, Question #7 of the enclosed application

24. Tha Dapariment is unabls to verify completion of 54 months of

filing instructions. Have applicaple documantation submilted for each combined premedical and medical edycation, Subrn_ii‘ preoof in
positive persanal history response. the form of official educational documents verifying you maest ihe |
7. When your application is complele, the Medica! Licensing Board will minimum educalion requirements,
reyiaw your qualfications. 23 Submit a list of your work experignce from _
8. Your appiication will be reviewed by the Medical Licensing Bozrd 5} . Wou misst
on____ . account for entire time perlpd since graduation from medical
— - . school (Supporing Decumant WH).
9. Submit completed CA-MED form which indicates beginning and ending T—
program dates. 26 Submit documantation evidencing mainlanance of clinjeal skilis
A P s st .
-{ 10, Submit CA-LTD form, sines _9'3""‘“0'1 tom n?'edica_l u:h?ol Sae auachgq__:nfs_f?q_tona __
11. Submit ED-MED form (cartification of education). 27 Submit proof of professional capacity. Ses capy of aflachad

12.

instructions for spacific information required to be su.brjn'ilted.'

Submit ED-NON form complated in fis entirely.

13,

Affidavits, (ED-AFF forms) must be completed in accardance with DPR
policy. Copy of policy attached,

14,

. Hava your
forwarded diractly from

scoras -

Verification of Pass{Fall Exam History—Reques! appropriats
board(s} or council{s} lo forward official transcript of your pass/fail
exam history (FLEX, National Board, USMLE) directly to this Depart-
ment. Must inciude date and resulis for each axam attempt,

. Submit svidence of remedial training.

. Submit TN-MED form signad by program diractor, with seel of
hosgital. -

. Submit official premedicalimedical transcript with schoal seal afixed.

. Submit phatocopy of your degree.

- Umivarsily / Hospital seal must be affixed ta form. {If institution
does not haye g seal. famn must be notarized and a latter op:

. Submit proof of Titula or Acta,

L. offilcal statlonarty must be altached verifying no seal gxlsts,)

. Sign form(s} where Indicaled.

. Submit proof of Social Service or Fith pathway.

. Submit proof of E.C.F.M.G. cedification.

- Submit cerlification of original/current Hcansyrs {Suhpdnlng
e
Document T from N E

X
\
N
i

20. Submit copy of evaluation form for esch of the following core rotaticns: 34  Submit proof that you are Board-cerified in a spacialty.
. 4 35 Submit restoration questionnaire (Supporting Document RS),
2. 5 36. Submit VE form. Ifin pﬂvhie practice, submit swern stalament
N altesting 10 your active practice. _
37. Reluining ariginal documants.
e s TR-MES D M) o T [Oeege

i 3?} - :\!.'--“.JC}- ¢ ..llJ\MrQ :,\J,-AMWL.Q*) ,

|L4BE-1588 LB (LT)




F'rofession

rf# 4' Wy o

‘Date: o - 5% DEInméler

,h ?Lr Al
) -f*o;)

DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATIGN:_ ;

TO:

Return this form with tha requested matetials fo:

State of liinols

Department of Professional Regulation
320 West Washington Street

MED 1

Springfield illinois 62786

- Submit \he required fee of §

mada payabie lo the

Department of Professional Regulation. This fee is fiot rafundable

2._Your applicaticn is belng returnad for completion of Pan

3. Submit a copy of your marniags certificate, divorce decree, or court

to

arder shawing change of name from:’

Alt documents in a foreign language must be accompanied by original,
notarized trans!ations by 8 person otiver than yourself who is flvent in

_..‘ B . . -
21. Complete AF-MED lorm {Carlificalion of Affiliation).  Submit
along with copies of affillation agreement(s) frem the following
hospital(s). .

1.

2
3
4.
5,

both English and the language of the document(s).

Subrmit groof that you are a lawfylly admitted alien,

23. Affidavit of valba! affiiation agraement. See aﬂached far

spacific information that must ba submitted.

6. Yo are referred to Step 1, Question #7 of e gnclosed application” 24. The Department Is unatle to verify complelion of 54 mcnlhs of
filing instructons. Have applicable documentation submitled for each combined premedical and medical education, Submit’ pronf in
pasitive persanal history response. the form of officlal aducatienal docurants verifying you meet the

7. When your application is complete, the Madical Licansing Soard wil minimum ¢ducation requiremants. |
review your qualifications. 25. Submit a Lst of your work experience from o

8. Your application wil be reviewed by the Medical Licensing Board to . You must
on account for antirg time peried  since graduation fromy medical

———— - ' schoal (Supporting Document WH). -~

9. Submit compieted CA-MED form which indicates beginning and ending
program dates, 26 Submit documentation evidencing maintenance of clfnlcal skills

10, Submit GALLTD forrm. since graduation from medical echogl, See attached matmcﬂcns

” - . 27. Submit preof of professlonal capacity. See copy of al'lwhad

11. Submit ED-MED form (cenificalion of education). instructions for specifk: information required to be submltl ed

12, Submit ED-NON form completed In its entlrety. -

13. Affidavits, (ED-AFF forms) must be completed In accordance with OPR] 28. Have your ssqm__s '
palicy. Copy af policy attached. forwarded directly from _ : .

14. Verification of PassiFall Exam Histery—Requast appropriate 29. Submit evidenca of remadial training.
beard(s) or council(s) to forward affizial transcript of your pasaffail
exam history (FLEX, National Board, USMLE) directly lo this Depart- \L 30. ﬁ:ﬁ:’:ﬁtﬂ‘ MED form signed by program dractor, with saal of
ment. Must include date and results for each exam attempt. N _ _ _

- N - : 31. Univarsily 1 Hospital seal must be affixed to form, (if ingtitufion

15. Submit officlal premadical/maedical transcript with schoot seal afixed. does not have a seal, form must be notarized and a letter on

16. Submil pholacapy of your degree. _ offiical stauonary must be attached vedfying no seaf axisis,)

17. Submit proaf of Titulo or Acta. 32, Sign form(s) where indicated.

18. Submit proof of Social Senvice or Fifth pathway. 33. Submil catification of in’glnaucu"aﬂl licansurs fSupnorﬂng

15. Submit proof of E.C.F M.G. certification. \g Bocumant CT) from —? .

20. Submit copy of evaluation form for each of the following core rotalions; 34, Submit progf that you ate Boord-cerified in a spe:lélly.

1 4 35 Submit restoration questionnaire (Suppcrting Dacument RS).
5 36. Submit VE form. If In private practice, submi swarp statement

atlesling to your active practice.

e

- Returning original decuments.

Other Instructions:

1L488-1588 S84 (LT)




036 APPLICATION CHEC.T ENDORSEMENT___ ;!

APPLICATION FINDING - OTHER INFGRM 10
—__Approved Program _".Year
\“Application Complete
-\“Persanal History Yes#

DOMESTIC GRADUATES
medical Transcripts

ﬁdical Transcripts

iploma Date_ =-050-99

FOREIGN GRADUATES
—ECFMG/5th Pathway/Social Service
-—_Premedical Transcripts
___Translations
—Medicail Transcripts

—Translations
—Diptoma Date
__Translation

6-Year Post Secandary Educatlon
- AF-MED Part A

__AF-MED PartB
Evaluations: __Med __.Ob/Gyn
—Peds __ Psych —_Surgery

Afflliations/Contracts

___ED-NON Total Months
Core Rotations: __Med ___Ob/Gyn
___Peds Psych ___Surgery

SUP{_. ORTING DOCUMENTS
ork History
@@ Professional Capacity OK__\~ e

ﬁ:ﬂrigmal Jurisdiction of Licensure
License State & Number_jT -
No Discipline

___Currant Jurisdiction of Licensure
jcense State & Number

Dlsclpl!ne
6\9’ Clinical Trdining 12 or.24 months ‘ﬂé\ W

RPD__«~ «” Accredited
JgA%:eptable Examination or Combination
NBME _ _NBOME _  FLEX

SMLE __LMCC  ___State-constrycted
___American Board Certified

___Name Change : e
_Zl-é:il;ratlon Check’ | —




