lllinois Department of Financial and Professional Regulation

Division of Professional Regulation

Reinstatement of IL Physician License — COVID-19

This application is specific to the COVID-19 Pandemic and limited to prior State of Illinois licensees
for physicians and surgeons. To qualify, your license must have been Active or Inactive on May 27, 2018 or in
Not Renewed status after May 27, 2019. License will have an expiration date of 12/31/2022.

Any license not recognized as in good standing may not be considered.

PLEASE TYPE AND SUBMIT ELECTRONICALLY

License No: SSN (Last four only): Date of Birth:
First Name: Last Name:

Address:

City: State: Zip:
Phone Number: Email Address:

CHECK HERE IF NAME OR ADDRESS CHANGE. A name change must be accompanied by documentary
proof. Proof must be one of the following: Marriage Certificate,DivorceDecree,CourtOrder,oranO ffriallylssued
State ID (Driver's License, Passport).

CHECK THE APPROPRIATE ANSWER BELOW:
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”.

NO YES

PURSUANT TO 20ILCS 2105-165(a), the Department requires the disclosure of information regarding convictions
pertaining to certain offenses for this profession. 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? NO YES

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? NO YES

3) Are you required, as part of a criminal sentence, to register under the Sex Offender Registration Act
NO YES

4) Are you currently charged with or have you been convicted of a forcible felony? NO YES

IMPORTANT NOTICE: Completion of the questions below is necessary to accomplish the requirements outlined in
225 ILCS 60 (Medical Practice Act) of the lllinois Compiled Statutes. Disclosure of this information is VOLUNTARY.
However, failure to comply may result in this application not being processed.

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. NO YES

1L486-2397 12/21



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. NO YES

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. NO YES

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. NO YES

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, agreements or reprimands be sent directly to the

Department. NO YES

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? 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. NO YES

7) 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 complete and accurate explanation AND request all official disciplinary documents
including initial complaint, stipulations, orders, agreements or reprimands be sent directly to the Department.

NO YES

8) Do you have any disease or condition that interferes with your ability to perform the essential functions of your
profession, including any disease or condition generally regarded as chronic by the medical community, i.e., (1)

mental or emotional disease or condition; (2) alcohol or other substance abuse; (3) physical disease or condition,
that presently interferes with your ability to practice your profession? If yes,attach a detailed statement, including

an explanation whether or not you are currently under treatment. NO DYES

Under penalties of perjury, | declare 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.

Signature: Date:

FOR EXPEDITED REVIEW AND SERVICE, EMAIL COMPLETED FORM TO: fpr.covidtemporaryapplication@illinois.gov.
License will have an expiration date of 12/31/2021 and a $0 fee.
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