IMPORTANT NOTICE: Completion of this
form is necessary to accomplish the
requirements outlined in 225 of the lllinois

not being processed.

VERIFICATION OF

e e ‘EMPLOTENTY EXFERIENCE= VE-PC
failure to comply may resultlin this fomf; PRO FESSIONAL CAPACITY

SUPPORTING DOCUMENT

APP LICAN'_I" Gompiete the application section of this form, then forward It to your employer. Upon rece!pt of the completed

orized to

form from the employer, include it with your Appllcaﬂon for Licensure/ExamInation. V_j

photocopy this form as necessary.

1. NAME LAST FIRST MIDDLE

3. ADDRESS STREET, CITY, STATE, ZIP CQODE

4. DATE OF BIRTH

/

Month Day

2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOU ARE

APPLYING:

Profession Code

O Permanent Physician License 036
O Temparary Physician Training License 125
O Chiropractic Physician License 038

5. SOCIAL SECURITY NUMBER

6. MAIDEN OR GIVEN SURNAME

employment

Record work history chronologlcally for the flve (5) years preceding the date of apphcatnon begmning wnth present

A. NAME OF BUSINESS/INSTITUTION

JOB TITLE

ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED
DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK
From__ _ /[ _
Mot gy N TYPE OF EMPLOYMENT

T .aalb b o o . )

Month  Day e ClFul-ime  [CPart-time
TOTAL TIME WORKED (Year/Month)
B. NAME OF BUSINESS / INSTITUTION JOB TITLE

ADDRESS STREET, CITY, STATE, ZIP CODE

DESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANCE| HOURS WORKED PER WEEK

/

/

From __

Day Year

TYPE OF EMPLOYMENT

CdrFull-time

Cdrart-time

TOTAL TIME WORKED (Year/Month)
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