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PART Ill: Education Information

1. PRELIMINARY EDUCATION (Etementary and High School ar G.E.D. Circle number of years completed)

Graduated Received

12348678910 1112 | School? [JYes [No  OR GE D2 Slves [TINo

2. NAME OF LAST PRELIMINARY SCHOOL | 3. LAST PRELIMINARY SCHOOL LOCATION 4, DATE OF GRADUATION
ATTENDED (City and State) /
Month Year
5. COLLEGE OR UNIVERSITY (Circle number of vears completed)
123456738 Graduated? [J ves [CINo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) (City and State ar Country) FROM TO DEGREE EARNED
Month/Y=ar Month/Year
Univers; h} Oh Pion P, i%zLu\, (550 (68 Al D
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ol biladion % Brlier fan
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Pibvis = Sut {00 DAV Frange. 1EGY | - et Foyelt g/t 555 (Framon s )
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f’/ﬁ}’?’/lﬂb"f/l /ftftfiifé'i_f Sedrooi Flehgng nfa bm.g.meuu,»} PO =l Eatl Braly Sapeite 1 20
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7. SPECIALIZED TRAINING (Residency, Professional Traiping, Vocationa| Training, Practicai or Clinical Training)

LOCATION DATES OF ATTENDANGCE ! Did You Complete
INSTITUTION NAME {City and State or Gountry} FROM TO Training?
Rfa.‘s&ud’, Qlywier "é%«'n’{.x‘bi:tu T \Ei‘* i Monih/Year Month/Year
crmae ) 3_;7 Q\S::x\- b~'j ! ”1{ (X Yes [ 1 No
Unaveas: Fy 8 Poee L £ 54

Fellaw, Dept oy ﬂwmdoéwﬁf.’mj
Lty Y Aebama {ﬂ,@» Ve g o

Ceilow, Dept Thoraedc § Vasunisr |

I arte oo oY Paacts Py Moz | 17/gs | Dves Do

fuirs - e dd Lme;thLz Pz Bothnegn (2 )

?}erw\eiham,ﬁiﬁ%&mm_ l/{jc, 13-};"” IX] Yes [ No

[] Yes [ No

] Yes ] No
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Ifyou have ever been licensed to practice the profession forwhich you are now making application, or held a rela ted license,
complete the information requested below. If you have ever held a temporary, rainee or apprenticeship license, ora permit,
it must be listed here also. Inaddition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
to have Certification(s) of Licenstire in other state(s) prepared and submitied in support of your application (contact other
state(s) regarding possible fee). You must also fist all other licenses held in lifinois, however, cerlification of licensure from
Iinois 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 PRCFESSION NAME LICENSE NUMBER ISSUANCE (Active, Lapsed, etc.)
State of Original Licensure
State of Current Licensure where you
mosi recently have been practicing.
Other Slales of Licensure
Thaliaw Benrd &), Gen Su.rgoﬂ.{ 1991
Evendr Boord S Thewse Subeny 1947
Tromciy Board Op Londiar and~ =
Vasaslan seracrd 444
lotvimois thoand of ThwvecicSun 1ooo
Buropear Yonrd GyTheraac and
(gadiovosurdnn Su#g!‘.v:\ 2000
Sgortish Hosad d‘b@mem\ Surgeny 1005
Soanishh Bogrd 0p Thoreut Sursii 2005
Generat Medicad loungl (W) 2010

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

ISR e e

If you have ever taken a licensure examination in lllinois or any other state for the profession for which you are now making
application, youmust complets the information requested below. £A CHEXAMINATIONATTE
to disclose an examination atlempt may resulf in the denial of your application or sther appropriate action.

MPTMUSTBE SHOWN. Failure

NAME OF EXAMINATION

STATE

MONTH/YEAR

EXAM RESULTS

No - Mone

(Passed, Fafted, Absent)

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

IL486-1019 03/068 (T
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PART VE Personal History Information (This part must be completed by all applicants) YES

1. Have you been convicled of any ciiminal offensein any state or in federal court {other than minor lzaffic viofalions)? i yes, affach a
certified copy of the coun rocords regarding your conviclion, the nafure of the offense and dale of discharge, if applicable, as well as
» & statement from the probation or parole offico.

2. Have you been convicied of a felony?

3. {fyes, haveyoubeenissueda Cerlificate of Ratieffrom Disabiliies by the Prisoner Review Board? !fyes, atfacha copyofihe cerlificate.

4. Have you had or do you now have any disaasé or condition thal interfeses wilh your ability lo perform the essential funclons of your
profession, including any disease or condition generally regarded as chronic by {he medical community, i.e., {1) mental ar emolional
diseasa or condiilon; {2} alcohol or other substnce abuse; (3) physical disease or @mndition. thal presenllyinlederes with yaur abllity

to praclice your professian? I yas, ailach a delaiiod stalement, inclutting an explanalion whethar or nol you are currently under
traalment. \(
5, Hawe you been denied a pmfessional license or permil, or privitege of taking an examinalion, or had a professional license or parmit
disciplined in any way by any licensing authonly in ilinols or elsewhera? If yes. atlach a detailed explanalion. X
. Have you ever been discharged other than honoably from tha ammed service or [rom a city, county, stale or faderal pasiticn? If yas, Y
atlach a detaifed explanalion.
=

PART VII; Examination Coding Information (This part Is for examination applicants oniy)

Refer to the REFERENCE SHEET enclosed with this application package and complete the following:

a) CHART H-  Select examination(s} you desire

and enter Test Codes.
by CHART Il -  Select the examination site you desire and enter Test Center Code: I:I:':[_—_I
c} CHART IV -  Find your School of Graduation and enter schoot code: i J
d)} Record the number of {imes you hava {aken this examin lllinois or any ofher state: |___I:|

PART VIill:. Child Support andfor Student Loan Information {Every applicant is required by law to respond to the
following questions)

t.  In accordance with 5 llinols Complled Statutes 100/10-65(c}, applicaticns for renewal of a license or a new fcense shall include the applicant's
Social Secuily number, and the licenses shall cerify, under penally of perjury, that he or she is not more than 30 days delinquen in complying
with 8 child suppor order. Failure to certify shall result in disciplinary action, and making a false statesmont may subject the licensee to
contempt of court.

Ate you more Ihan 30 days dalinguent in complying with 2 child suppor order? ves [ ] o [X]
{NOTE: If you are no! subjoct lo a clily suppod order, answer *na.")

2. inaccordance with 20 lilincis Compiled Statutes 2105/2105-3), “The Deparment shall deny any license or renewal authorized by Lhe Civil
Adminisiratve Code of Hiincls {0 any person wha has defaulted on an educalionalloan or scholarship pravided by or guaranieed by Lhe lllinois
Studenl Assistance Commission or any governmental agency of this State; however, the Depardmeni may issue a kicense or renev/alif the
aforemeniioned persons have eslablishad 2 satisfactory repayment record as detenmined by the lfinois Sludent Assistance Commission or other
appropripte govammenital agency of this Siale.” {Proof of a satisfaclary repayment record must be submitied.)

Are you in default on an educalional loan or scholarship provided/guaranteed by the lilnois
Studen! Assislance Commission or other gavemmental agency of Lhis State? Yes D Na XI

PART IX: Certifying Statement
eclafe that | have examined the application and all supporting documents submilted by me in

94)06{/15

| UNDERSTAND THAZ FEES ARE NOT REFUNDABLE. My signature above autherizes the Department of Finandal and Professicral
Regulation to reduce tHe amount of this check if the amount submitled 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.
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=0 Illinois Department of Financial and Professional Regulation

Division of Professional Regulation

PAT QUINN MANUEL FLORES

Governor Acting Secretary

JAY STEWART
Director
Diviston of Prafessional Negulation

VARIANCE

Pursuant to the authority granted to me in the provisions of 68 lllinois Administrative Code 1285.14G, |
hereby grant a Variance on behaif of Paolo Macchiarini, M.D. (the “Applicant”), to the provision of 68
lllinois Administrative Code 1285.101(g), which states, in regard to a visiting physician permit, that
"[o]nly one Visiting Physician Permit shall be issued to an applicant. If, at the conclusion of the term of
the appointment for which the permit was issued, the holder of the permit desires to remain in the State
and practice or teach his/her profession, he/she must apply for and receive a license to practice
medicine in all of its branches or as a chiropractic physician,” This Variance is granted based upon
review of the evidence for the following reasons:

1. The surgery that the applicant performed in [llinois, a tracheal implant on a 2 ¥z year old girl,
was the first of its kind in the United States, and has only been performed by the applicant.

2. | believe that a Variance is not unreasonable in this case because: a) the patient is
experiencing complications from the surgery; and b) the applicant is the one of the only
physicians qualified to continue treating the patient..

The purpose of this Variance is to vary 68 lllinois Administrative Code 1285.680(g) in order to allow the
applicant to be issued another Visiting Physician Permit.

This Variance is to be narrowly construed and in no event shall this Variance be construed as qualifying
the Applicant for licensure until ail other requirements for licensure have been met.

| have determined that the provision from which this Variance is granted is not statutorily mandated; no
party will be injured by the granting of this Variance; and the rules from which this Variance is granted
would, in this particular case, be unreasonabie.

Manuel Flores, Acting Secretary
Depariment of Financial and Professional Regulation

Jay\St&art, Director
Divi

Date:

s tacobook.com/ LIERR wwiyidfprcom hitpfwitter.com A LRIER




IMPORTANT NOTICE: Completionof this form CERTIFICATION OF SUPPORTING DOCUMENT
is necessary for consideraton for licensure

under 225 ILCS 60/1 et. seq. (lllincis Compited INVITATION/APPOINTMENT FOR

Statutes). Disclosure of this information is M D_VP H
VOLUNTARY. However, failure to comply may VISITING PHYSICIAN

result in this form not being processed. 180-DAY PERMIT

NOTE: An applicant shall not commence the appointment before the program receives written notification of approval from
the Department of Financial and Professional Regulation.

A Visiting Physician Permit issued pursuant to Section 18(B) of the Medical Practice Act, shall be valid for 180 days
from the date of issuance or until the time the medical, osteopathic, chiropractic, or clinicai studies or technigues are
completed, whichever occurs first. The applicant may be required to appear before the Board for an interview prior
to, and as a requirement for, the issuance of such visiting physician permit.

APPLICANT: Complete the applicant section of this form. Forward the form to the dean or program director of the
school or hospital at which the invitation/appointment has been established. Return the completed
form with the Application for Licensure/Examination at least 60 days prior to the beginning date of the
invitation/appointment. '

1. NAME LAST FIRST MIDDLE 2 3. SOCIJAL SECURITY NUMBER
| . N4
Macehiorini  Prolo T
TE, ZIP CODE 5. MAIDEN OR GIVEN SURNAME
¢~ 0%834%  (abrils Visiting Physician Permit 1 0 6
Profession Name Profession Code

DEAN OR PROGRAM DIRECTOR
OF SCHOOL OR HOSPITAL:_ Complete the remainder of this form, then return the form to the applicant.

A. NAME OF MEDICAL, OSTEOPATHIC, CHIROPRACTIC SCHOOL OR| B. THE TERM OF CONTRACT NOT TO EXCEED 180 DAYS

HOSPITAL

: From 0 124 /200 2 Tof | __|__. _ .
9% SGJV\;T Ffaﬂ{,ts W’Lﬂ.alkca_ﬂ CQ,WW Month  Day Year Month Day Year
C. NAME OF DEPARTMENT OF SCHOOL OR HOSPITAL D. TELEPHONE NUMBER (Include Area Code}
Swrgery, 204 - 0SS - 2244

E. LOCATION OF SCHOOL B8R HOSPITAL {Street, City, State, Zip F. FAX NUMBER (Include Area Code)

) 530 WE Clan ek AT 2306 6SS A3

Peovic T (ILO3

G. DESCRIBE IN DETAIL THE NATURE OF CLINICAL SUBJECT OR TECHNIQUE THAT APPLICANT HAS BEEN INVITED/APPOINTED TO
STUDY. DEMONSTRATE, OR PERFORM.

,ﬁmmu 'fmm,ﬁm 070# Wm‘z v and @tﬁd&ﬂﬁ Caree

| do hereby declare that the above-named applicant has been invited/appointed to study, demonstrate or perform a specific
clinical subject or technigue as a visiting physician for 180 days or until su e as the clinical studies or techniques have
been compieted, whichever occurs first.

Signature f Dean or Program Direclor

SEAL é/&é‘%g T ¢ MAleL

Date Print or Type Name of Dean or Program Director

IL486-1501 10/04 (MD-VPH)
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IMPORTANT NOTICE: Completion of this form CERTIFICATION OF SUPPORTING DOCUMENT
e 338 LGS R0 ok a0, o Carmoied | INVITATION/APPOINTMENT FOR

VOLUREARY. Howsver. failre o comply may VISITING PHYSICIAN MD-VPH
result in this form not being processed. 180-DAY PERMIT

NOTE: An applicant shall not commence the appointment before the program receives written notification of approval from
the Department of Financial and Professional Regulation.

A Visiting Physician Permit issued pursuant to Section 18(B} of the Medical Practice Act, shall be valid for 180 days
from the date ofissuance or until the time the medical, osteopathic, chiropractic, or clinical studies or technigues are
completed, whichever occurs first, The applicant may be required to appear before the Board for an interview prior
to, and as a requirement for, the issuance of such visiting physician permit.

APPLICANT: Complete the applicant section of this form. Forward the form to the dean or program director of the
school or hospital at which the invitation/fappointment has been established. Return the completed
form with the Application for Licensure/Examination at least 60 days prior to the beginning date ofthe
invitation/appointment.

1. NAME LAST FIRST MIDDLE 2. DATE OF BIRTH 3. SOQCIAL SECURITY NUMBER
, R N/A
Maocchioring foolo A S

Month Day Year
4. ADDRESS STREET, CITY, STATE, ZIP CODE 5. MAIDEN OR GIVEN SURNAME
S . D¥DHUR il Visiting Physician Permit 1 0 6
Profession Name Profession Code

DEAN OR PROGRAM DIRECTOR
OF SCHOOL OR HOSPITAL: Complete the remainder of this form, then return the form to the applicant.

A. NAME OF MEDICAL, OSTECQPATHIC, CHIROPRACTIC SCHOOL OR| B. THE TE?M OF CONTRACT NOT TO EXCEED 180 DAYS
HOSPITAL
From Q0! /07 /20 |2 T0o06I3012013
QSF ‘S&‘ﬂt F}M C"S IW‘?C’[{C@ &ZM W Month  Day Year Month Day Year
C. NAME OF DEPARTMENT OF SCHOOL OR HOSFITAL D. TELEPHONE NUMBER {Include Area Code}
\ngmy B0F - (155 - 23 44
E. LOCATION OF SCHOOL OR HOSPITAL (Street, City, State, Zip F. FAX NUMBER (include Area Code)
Code) 520 NE Llenr Dale Ave 205 - 2
y . - - 4
Descie [T (o037 6SS - 2247

G. DESCRIBE IN DETAIL THE NATURE OF CLINICAL SUBJECT OR TECHNIQUE THAT APPLICANT HAS BEEN INVITED/APPOINTED TO
STUDY, DEMONSTRATE, OR PERFORM.

Jracheal Bansplant

Ido hereby declare that the above-named applicant has been mwted!appomted to study, demonstrate or perform a specific
clinical subject or technique as a visiting physician for 180 days or unij ical studies or techniques have
been completed, whichever oeceurs first.

Sigature of Dean or Program Director
SEAL //é@/(p— T ML eR A

Daﬁ; Print or Type Name of Dean or Program Director

1L486-1501 10/04 (MD-VPH)
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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, frainee or apprenticeship license, ora permit,
it must be fisted here also. In addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
to have Cerlification(s) of Licensure in other state(s) prepared and submitied in support of your applicafion (contact other
state(s) regarding possible fee). You must also list alf other licenses held int liinois, however, certification of licensure from
Ilinois is not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

DATE OF E STA
STATE PROFESSION NAME LICENSE NUMBER ISSUANCE (klcct;i\?;\ls!_apsed.fgg_)

State of Original Licensure

State of Current Licensure where you

most recently have been practicing.

Qther States of Licensure
Thaliaw Board &, Gun Sugery 1991
Erondr Boord ShThovar Suaeny 1447
Triridn Goard Op Londiac and~

Nuscalan SM%UE (4449

Lotvmou ond of Thurecic Sune Looo
Europear Thoard hThetadtic and =

Candiova s don Sum}w’-'q OO0

Sgavtish Bonad dploenent Swgeny 2005

Seanish boasd Op Thomut S 22006

bentrat Mediead loundl (ux) 2010

(If additional space is needed, atfach a separate sheet.)

If you have ever taken a licensure examination in illinois or any other state for the profession for which you are now making

application, you mustcomplete the information requested below. EACH EXAMINATION A TTEMPTMUSTBE SHOWN. Failure
to disclose an examination attempt may result in the denial of your appfication or other appropriate action.

NAME QF EXAMINATION

STATE

MONTH/YEAR

EXAM RESULTS

I\(o - None-

(Passed, Failed, Absent)

<10y ¥sd1d 358 7) VN

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

X3
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0
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PART VI: Personal History Information {This part must be compieted by afl appficants) l YES

1. Have you been convicled of any Ccrieninat alfense in any stale or in federl count {othas than minor trafic victatiansy? f yeg. ailach &
nFenss anddala of dischame. i appficabl, asweil as

sastiied copy of Ihe court mooids tegarding yaur comvictan, tha natire of tha
a statemsn! rom the srobaton of parcie ofice.

2. Have you bean convictad of a felony?

3. #yes haveyou been issued a Ceriificate of Ralind from Disabfilics by the Prissrer Review Board? ifyes, affach & copyiihe carhlicals.

y o periorm tha zssentiatfuncions of your |

4 Heve you had or do you naw have any diseass or cangition thal intereeas with your zhik
prafessian, including any diseass or condhion generally regarded as chranic by the medizal communily, ie., {1} mental or emationst
Gisease or condition; {2) zicshol or other subetnse zbuse: {33 physical diseass or ondition, that presently iniedems with your ability
to practice your profession? I o8, attach a galailnd statzmant, ncluding an expianation whather o not you &8 cuavently under

frastmant.

ssnsionat licziise o pemiit, of privilege of (aking an examinatien. orhad a professional liense or permit i

5 Have you bzen denied & praiets
disciplinadin any way by any liconsing autharity in ifingis o alsawhare? iFyes sttach a delailcd axplanaion H

[\

 Hava you ever bean gischarged olher ihan hanorably from the armed service o from 2 Gity, county, slate or fedsmi positon? i yes,
¥ Y. i

atiech &5 getadied avplanation.
i

PART VIi: Examination Coding Information (This part is for examination appifcants only) \

Rafer to the REFERENCE SHEET enclosed with this appiication packageWe following:

]

a) CHART #-  Select examination(s} you desire ]

N and enter Test Codes. -
: J/’"/
by CHART lit-  Ssizdt {he exam/inﬁtigfr“‘site you desire and enter Test Center Code: ' [IL,___D

dal of Graduation and enter schoof cods: { X

g} CHARTIV-  Find your

dy Record z’h_e,uu ar of fimes you have taken this exam in Hlinois or any other state: ’ D:l

PART VIli: Child Support and/or Student Loan information {Every applicant is required by faw to respond to the

following questions)

T

1. In accedancewilh 5 linois Compilad Statules 160410-65{c}, applicaiions for renewaiof a licenss or a new ioense shall include Lhe apphcant's
Social Secunly number, and the licensee shall certify, under penally af periury, Ihat he or she is not mom= than 30 days gelnquent in compiying
with a child suppot ordas. Fatlure 10 certlfy shall rasultin disciplinary actien, 2nd making a false statement may subject the licenseetlo

conternpt of court.

Are you more than 30 days delinquent in complying with a child suppoa order? i Yes l:' No D
(NOTE: I you are not suhject to & child Suppot Crder, ANSwWor *no,} N flﬁ\/

2. in accomdange with 20 illinats Compited Si=lutes 210512105-F), "Tha Depanmant shall dery any Lcsnse o rengwal authonizad by the Tt
Adminisirative Cadz of lllingts o any person wha bas defaulted on an educatonatioan of schalarship provided by of guaranieed by the iinois
Student Acsisiance Commission or any govemmental agency of this State; hgwever, the Deparimenl may issue a #eense or conawal if ihe
slnreinaniioned pessons have asiablishad a salsfaciory rzpayment recerd as determined by ihe finois Student Assistance Comimission bt other
apprapriate governmental agency of this Siate.” (Proof of a satisfacary repayment record must be submitted.

Are you in default on an educatonal iean or schalership provided’guaranteed y the ifinos \) i A
Student Assistance Commission of olher govarmmental agancy of this Stale? § j\’r Yes D N3 |

PART X Certifying Statement -~ B SR = _
Under penaities of perjury, 1 declare that | have examined the application and all supporting documsnts submitied by me in jim—
connection therewitivand to the bast of my knowlzdge, they are ius, correcl, and complete. )
419472

Cals

7

S ,.%/ / Signature of Applicant
1 UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signaitre above authorizes tha Depariment of Finangal and Professioral

Reguiation i reduce the amourt of this check if the amount subrhited is nat correct i understang this witl be done onty if the amount
submitied is greaterinan the required fee heraunder, botin no aveni shall such reduction be made i an armount greatar than $50.
APPLICATION FOR LICENSURE ANDIOR EXAMINATION - Page 4 0f 4
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PART VI: Personal History Information (This part must be completed by all applicants). - |YES [ NO -
1. Have you been convicled of any criminal offense in any state or in federal court {other than minor traffic violations}? If yes, aiffach a
certified copy of the court records regarding your conviction, the nature of the offense and date of discharge, if applicabk, as well as X

a sfatement from the probation or parole office.

2. Have you been convicted of a felony? X

3. Ifyes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Review Board? /fyes, attacha copy ofthe 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 other subsince abuse; {3) physical disease or condition, that presentiyinterferes with your ability
to practice your profession? If yes, atfach a detafled 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, affach a detailed explandtion. X

6. Have you ever been discharged other than honorably from the armed service or from a city, county, state or federal position? /f yes, )
attach a detailed explanation. /\/

Refer to the REFERENCE SHEET enclosed with this application package and complete the following:

|
a) CHART ll-  Select examination(s) you desire 1
and enter Test Codes. 1]
b) CHART IIl-  Select the examination site desire and enter Test Center Code: EI:I—__]j
c) CHARTIV-  Find your School raduation and enter school code: l |
d) Record the numbersfiimes you have taken this exam in lllinois or any other state: |:|:|

1. In accordance with 5 lilinois 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 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? Yes |:| No |Z|
(NQTE: If you are not subjec! to a child support order, answer "no.")

2. In accordance with 20 lllinois Compited Statutes 2105/2105-(5), "The Departiment shall deny any license or renewai authorized by the Civil
Administrative Code of Illinois to any person who has defaulted on an educationalloan or scholarship provided by or guaranteed by the fllinois
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 satisfaclory repayment record as delermined 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 defaulton an educational loan or schalarship provided/guaranteed by the lllinois
Student Assistance Commission or other governmential agency of this State? Yes D No |Z|

Under penalties of perjury, | declare that | have examined the application and all supporting documents submitted by me in
connection th knowledge, they are frue, correct, and complete.

QA% 15~

5\ } Signature of Applicant Date

| UNDERSTAND THAT FEES ARE NOT RERUNDABLE. My signature above authorizes the Department of Finandal and Professional
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.

I1L486-1019 03/06 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 4 of 4
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REGISTER OF M AL DOCTORS IN THE PROVINC:Z OF LUCCA

VIA GUINIGI, 40- 55100 LUCCA Tel. 0583467276 - Fax 0583490627

Protocol n. 3103

IS CERTIFIED THAT
Dr. MACCHIARINI Paolo

Bomn L] S

Nationality ITALY codice fiscal

Resident in - Cabrils 08348

Who graduated in MEDICINE AND SURGERY at the University of PISA
on 16/04/1986 with 110/110

He passed the qualifying examination for the medicine and surgical practise in 1986 at the University of Pisa (Traly).

Specializations: on at mark

GENERAL MEDICINE 02/07/1991 Pisa 50/50 cum laude

Situation concerning the Medical and Dental Register:

First inscription in the Medical Surgical Register of the Association of the province of Lucca on the 10/09/1986 at number 1759
{Medical Surgical Register).

Dr. MACCHIARINI was not disqualified, suspended or prohibited from practising medicine and the regulatory authority is not aware
of any matters that call into question his good standing.

LUCCA, 30/10/2012

Issued on unstamped paper for all legal uses. If a revenue stamp is needed, please paste a revenue stamp of appropriate value, otherwise this deed wil not be valid.

Issued pursuant to Article 3, Legislative Decree no. 39 dated 12.2.1993, based on data [rom the electronic database of the Association, as drawn from the documents
contained in the persenal file of the above-mentioned member.



ORDINE DEI MEG:Cl CHIRURGHI E DEGLI ODONTOIATRI DI LUCCA

VIA GUINIGE, 40 - 55100 LUCCA Tel. 0583467276 - Fax 0583450627 - EMail ordmediucca@virgifio. it

Protocollo Nr.: 3103 SI CERTIFICA

Che il Prof. MACCHIARINI PACLO

nazione cittadinanza ITALIA codice fiscale _

residente a Cabrils in_

laureato/a in MEDICINA E CHIRURGIA c/o 'Universitadi PISA
il 16/04/1986 con voti 110/110
Esami di stato a PISA del 1986

Hala seuuente SItuazmne |n relazione allaull a!bol; Professmnaieh

TR T g R

Prima iscrizione nell'Albo dei Medici Chirurghi di LUCCA il 10/09/1986

E' regolarmente iscritto/a nell'Albo dei Medici Chirurghi di LUCCA dal 10/09/1986 al numero 01759,

LTI TR

A T AT A AT D o S TR AR R

Con specializzazione/i in N ___ottenutafeil a _con vot .
MEDICINA GENERALE 02/07/1991  PISA 50/50 e lode

Non ha in corso procedimenti disciplinari

LUCCA, martedi 30 ottobre 2012

Operatore

Rilasciato in carta libera per gli usi consentiti dalle leggi vigenti. Per gh usi in cui & previsto il bollo, apporre la marca secondo valore vigente, pena fa non validita
dell'atto.

Rilasciato o norma dell'art. 3 det D. Lgs. n. 39 del 12.2.1993 sulla base degli elementi dell'archivio elettronico dell'Ordine, acquisiti daf documenti desunti dal
fascicolo personale dell'iscritto sopra indicato.

T presente certificato non pud essere prodotio agli organi defla Pubblica Amministrazione o ai privati gestori di pubblici servizi.



REGISTER OF MEDICAL DOCTORS IN THE PROVI

VIA GUINIGH, 40 - 55100 LUCCA Tel. 0583467276 - Fax 0583450627

Protocol n, 1259
Certificate of “Good Standing”

IS CERTIFIED THAT

Dr. MACCHIARINI Paolo

b MEDG,,
Nationality ITALY codice fiscale _ Ufw 7

Resident in B C:rils 08348

Degree in MEDICINE AND SURGERY at the University of PISA
on 16/04/1986 with 110/110

He passed the qualifying examination for the medicine and surgical practise in 1986 at the University of Pisa (Ttaly).

Situation concerning the Medical and Dental Register:

First inscription in the Medical Surgical Register of the Association of the provinée of Lucca on the 10/09/1986 at number 1759
{Medical Surgical Register).

Dr. MACCHIARINI was not disqualified, suspended or prohibited from practising medicine and the regulatory authority is not aware
of any matters that call into question his good standing.

LUCCA, 03/08/2012

S49b/8850
I9INING v

T,I

Rilaseiato in earta libera per gli usi consentiti dalle leggi vigenti. Per gli usi in cui ¢ previsto il bollo, apporre la marca secondo valore vigente, pena fa non

validita dell'atto.
Rilasciato a norma deltart. 3 ded D Lgs. n, 39 del 12.2.1993 sulla base degli elementi defl'archivio elettronico dell'Ordine, acquisiti dai documenti desunti dal
fascieolo personale dell'iseritto sopra indicato.



ORDINE DEI MEDICI CHIRURGHI E DEGL! ODONTOIA DI LUCCA

VIA GUINIGH 40 - 55100 LUCGCA Tel 0583467276 - Fax 0583490627

Protocollo nr. 1259

Certificato di “Good Standing”

SI CERTIFICA
Che il Dottore MACCHIARINI Paclo

Nato a I - 051958
nazione cittadinanza ITALIA codice ﬁscal_

residente a I - brils 083438
laureato/a in MEDICINA E CHIRURGIA c/o I'Universita di PISA
il 16/04/1986 con voti 110 /110 e Lode

Abilitato all'esercizio deila professione: Universita di Pisa, anno 1986

Ha la seguente situazione in relazione al/agli albo/i Professionaleli:

Prima iscrizione nell'Albo dei Medici Chirurghi di LUCCA il 10/09/1986 al n. 1759
E' regolarmente iscritto nell'Albo dei Medici Chirurghi di LUCCA dal 10/09/1986 al n. 1759,

Non ha in corso procedimenti disciplinari

LUCCA, venerdi 3 agosto 2012
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Operatore

Rilasciato in earla libera per gli usi consentiti dalle fcggi vigenti. Per gli usi in cui & previsto i bolo, apporre [a marca secondo valore vigente, pena jlanan

validita dell'atto.

Rilasciato a norma dell'art. 3 def D. Lps. n. 3% del 12.2.1993 sulla base degli elementi dell'archivio elettronico dell'Ordine, acquisiti dai documenti desunti dal

fascicolo personate dell'iscritto sopra indicato.









