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The University of the State of New York . Department Use Only
THE STATE EDUCATION DEPARTMENT :
Office of the Professions
Division of Professional Licenging Services

Application. for Licensufe
and First Registration

P

NYS Licgm€ ﬂumber pz (p Xa SD
Dgtg Issued ID/[ [ \p h)—

'S

(Leave this blank if you do nol have a U.S. Social Security Number) 3§

T e e R~
4 | Print Name .

o (REAR] T T T T L]
Fst [A{1miafc] [ ] [ ]|
Middle | [] FTTTT T

3 Mailing Address (You must notify the Department promptly of any address oTWE les) . E-Mail Address (Please print clearly) .

Line 2 | T1 7111 11 »

Line 3 [ l l l I l I l I l l : Now York State DMV ID Number
City lFIO IU IG IHIKIE IEIP IS I /.Ié_ : . (DnverorNon-Dnverl?)

State Zip Code

Sy [T T TTTT1

8 I Namie as it appears on degree or other credentials (if different from above):
) I Citizenship: "ited States

itizen of: 1
ttach a phototop

10[ i wish to becormne Iicensed‘ on the basis of: - ﬁ

Endorsement of another license
" (See "Applicants Licensed in Another State” section of instructions.)

cceptable examination scores (see page 3 of this form)

I am using FCVS to collect my credentials: YES .10

Have you previously applied {or a New York State License or a limited pémﬂt to practice medicine?

Have you ever been found gdilty after tnal, or pleaded guilty, no contest, 6r nolo contendere to a cfime (felony or
misdemeanor) in any court? ) . .

Are criminal charges pending against you in any court?

Has any licensing or disciplinary authority refused to issue you a license or ever revoked, annulled, cancelled, accepted
sumrender of, suspended, placed on probation, refused to renew a professional license or certificate held by you now or
previously, or ever fined, censured, reprimanded or otherwise disciplined you?

Are charges pending against you in any jun‘sdictiqn ,fo; any sort of professional misconduct?

Has any hospital or licensed faeility restricted-or terminated your professional training, employment, or privileges
-of have you ever voluntarily or involuntarily resigned of withdrawn from such assaociation to avoid imposition
of such measures?

NOTE: If you answer "Y&s" to any questions numbered 12-16, submit a lstter giving a complete detailed explanation. include coples of any court records including a
Certificate of Conviction. If there are offenses in multiple courts, please provide the sarne fof each action. If the court can no longer provide documentation, you must
request, from the court, a letter stating why they cannot provide the documents.

Medicine Form 1, Page 1 of 6, Rev. 12111
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jon. Be aure to

In the spacas balow, give an accurate record of your ed!

transiate. If no diploma or degres, indicate number of credits eamed‘ Attach additional sheets If necessary.

Itams A-E for each school. Plsasa print. List diploma or degree titles in original language and

Yerror e

A. NAME OF SCHOOLS ATTENDED AND LOCATIONS

8. NUMBER OF C. ATTENDANCE

YEARS

ATTENDED Entrance Date Lesving Date

D. TITLE OF DIPLOMA
OR DEGREE OBTAINED
(INDICATE MONTH/YEAR

. OBTAINED)

E. IF NO DIPLOMA
OR DEGREE,

INDICATE NUMBER

OF CREDITS EARNED

I[Ign School or Secondary School

F. D, Roosevelt H-qk Sehool /\

School Name /j AN Ny

07,&

e Par k
Clly “State/Country

Sdhoal D,:/mq

0Ll 93

(s) (Ex ) of Madical School)

Colleg,

Tersey .
School Name /

Ewina NT

City 4 ) / /\‘S(aldenw
- -

Schoo! Name

City Stlthoﬁnhy

BS, Biokg
Mmov ~Chewis
Minorf TI¥ g:vws :7
f“}ﬁﬁﬁvs PVlamM
asf17.

lizt ail madice!

umﬁz_m_l_zy Medicl Sdhad

School Nams

02,97 |

cny! o\)‘\’\\ 0\_@% [

NT
\ State/Country
/i

g

School Name

" y’@ .

Thy “Shata/Country

4

If you complated clinicat clerkships In a country other than where your medical school is localed, give the dates and location of theas clerkships. Attach additional sheets if necessary.

Inclusive Clerkship Dates

Name of Health Cara Facllity

c“f‘_""‘“' Area And Address

‘Medical Schoot with which
Clerkship Atfllisted and Address

Madicins Form 1, Page 2 of 8, Rev. 12/11




Are you licensed or have you ever been licensed as a physician in any other state or counfry? Yes M No D
If yes, list each jurisdiction. If appropriate, you must also submit a Form 3A or 3B. See pages 14 - 15.

Basis of Licensure

. State or Date License Any Limitations

Number
Count Issued Examination  Limfatio
i {Date passed) Endorsement .

PA ) }(ég MD43+99F 05‘/30108 ' w

Complete this section only if you are a graduate of a program not registered by New York State or LCME or AOA accradited.
Have you completed ali portions of the examination requirements for ECFMG certification? D Yes D No

Do you currently hold a valid ECFMG certificate? Oves O o

Please complete and forward the ECFMG form. '

Are you applying for licensure an the basis of a Fifth Pathway program? D Yes @’ No
If Yes, list name and location of medical school or hospital and the inclusive dates of attendance.

Name and Location of Medical School or Hospital Inclusive Dates of Attendance

Listin English, all specialty qualifications you have eamed. (i.e., Board Specialty Certification or Diplomate Certificate)

Name of Qualifications Name and location of organization issuing credential

.33] 3 1wilt be applying for USMLE Step 3
' OR .
E'I have successfully completed the examination combination indicated below:

EXAMINATION COMBINATIONS

O

@/usmus Steps 1, 2, and 3
FLEX Parts |, 1, and til . D USMLE Steps 1 and 2 and NBME Part il .

USMLE Step 1, NBME Part i, and USMLE Step 3
FLEX Components | and || USMLE Step 1, NBME Pant 1l, and FLEX Component If
NBME Parts |, li, and fit NBME Part |, USMLE Step 2, and FLEX Component [}
NBME Parts | and Il and USMLE Step 3 USMLE Steps 1 and 2 and FLEX Component Il
NBME Part |, USMLE Step 2 and NBME Part lif NBME Parts I-and il and FLEX Component il
NBME Part |, and USMLE Steps 2 and 3 FLEX Component | and USMLE Step 3

NBOME Parts 1, I, and i

Oopoo0oo

USMLE Step 1, and NBME Parts It and IIl

0000000

Other:

Date examination sequence was completed 0"‘{'/30/ 0.1

Medicine Form 1, Page 3 of 8, Rev. 12/11




. oo . )
PR A .

T

Provide a chronological fist of alf activities since graduation from medical school to the present. include vacation periods and periods of '
employment.  Attach additional sheets if necessary.

DATE (mmi/ddiyy)
From

Type of Activity, Beginning with Date of Craduation from Medical School.
include Name and Address of Employers.

To

65! =2 OGI}GI od .

Tlerim Prom medical schp] gmdu@_\; to stat_of Kesd uty -\ catfl

0?’02 od}ﬁi N\/Md whe (Goenl . ?s)/c,ktd’rv\'/ Resdguc‘y _
: leavin
otlos | oulagloe | Vacation ~Tnttim fowm hw»?gim fo_Shvting ot Popsume Res

Oi'alzglok
_ _Lo_lahlo"}

fclaﬂo?

n“&[o&-

Pian Gle Wit S Herchey Melical Coter Cuild/A

| PS c.Lu'a

Rl

P

l\):ﬂgx whelos | Poveume G—eue_,_a.l_ﬁ;gk.‘am fes\“a(enc;/

w htlot | bhohe | PsMstime Clild (Adsles ent f sychiatry Eellau/SL;,'D

‘Z'L,é\lto otlu | Pat—fiwe Independent condt atri3t [ pasttime Privak pracite
O’Hn Coyrenmt | Uwe )o}z&{

If you hoid a New York State license in another profession, indicate the profession, your license number and date of licensure below.

Profession . l

+ License Number

] Date of Initial Licensure (mm/ddlyy)

N

/

1

!

!

1

25 '
——r CHILD ABUSE lDENTlFICA"ﬂON AND REPORTING: {check only one of the following.)

[ 1 graduated from a medical school in'New York State after September 1, 1990.

D | am filing for an exémpﬁon to the requirement and have enclosed the exemption form.

M | am going to take the Child Abuse Identification course and submit the required form.

D 1 completed the child abuse coursework and have enclosed a certificate of completion from an approved provider.

_ Medicine Form 1, Page & of 6, Rev. 1211




v
~.
.
e rr——r - o — - -
e T TOUNS PRI RUCARI VU S SEREU
e

i

<
\
o S et
—— e —— . e n v — - LR
e e et A i 8 Mmoot = s i by B e b St i e
g wls
R
ke
'
. .
bl > —
'
e e et et o e e E - — D -
— - - - - . -

S

R o




]

GENDER: G Male D Female

ETHNICITY: - ﬁWhite (not Hispanic) “Black (not Hispanic) nAslan &Hispanic UNaliveAmerican

STUDENT LOAN DISCLOSURE:

The State Education Department is required” 1o ask these questions about any student loans made or guaranteed by the New York State Higher

Education Services Corporation, and to forward any 'yes" respanses to the New York State Higher Education Services Corporation.  Your license
appllcatlon is not complete without this information. " N

{a) Do you have any outstanding loans made or guaranteed by the New York
State Higher Education Services Corporation?

(b) If you have such a loan(s), is any part in default?

Yes

¥ Yes

“New York State Education Law, section 6501-a N

CHILD SUPPORT OBLIGATION:

Everyone applying for a professional license, permit, or registration, or any renswal thereaf, must file a written statement that, as of the date of
the filing, she or he is, or is not, under an obligation to pay child suppon*. individuals who are four months or mora in amrears in child )
support or who have failed to comply with a summons, subpoena or warrant telating to a paternity or child Support proceeding may be
subject to suspension of their business, professional, drivers and/or recreational licenges and permits. The intentional submission of

false written statements for the purpose of frustrating or defeating the lawful enforcement of sup-port obligations is punishable under section
175.35 of the Penal Law. :

‘You must complete this section before we can issua the credential for which you have applied. Individuals who are not in compliance with their
obligation to pay child support can be issued a credential for no more than six months in order to comply with their chilg support obligations,

Check only A or B below. If you check B, you must check one of the five statements listed below it.

' am not under an abligation to pay child support;
' OR L

| am under an obligation to pay child support and (please check only one of 'lhe following)

I am current and am not four months or more in arrears in tha payment of child support; or, ]
J:j am making payments by income execution or By court agreed payment plén or by a plan agreed to by the parties; or,
‘ e child support obligation is ihe subject of a pending court proceeding; or,
am receiving public assistance or supplemental security income; or,
one of the above four statements apply. '

*New York State General Obligations Law, section 3-503

Medicine Form 1, Page 5 of 6, Rev. 12111
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[N
.

28] EDUCATION PROGRAM REVIEW
| give permission to the New York State Education Depariment to release my examination results to my professional school
~ for the confidential purposes of program review and institution research and planning. | may rescind tms authority at any
time by notxfymg the Dwusncn of Professional Lwensmg Servnees in wntmg

™ ves

[ No

Please initia: ZEK |

30| AFFIDAVIT WITH ACKNOWLEDGMENT (Notarization required.)

APPLICANT

I declare and affirm that the statements made in this application, mcludmg accompanying documents, are true, complete
. and correct. | understand that any false or misleading information in, or in connecuon with, my application may be cause
- for denial or loss of licensure and may result in criminal prosecution.

Signature of the applicant: m‘ 4 |

Date__JO /85 1 _0IQ
Month Day Year

NOTARY

State of I\/Pu] VaﬂL . ' — CoumyonMLlju/)A
On the K- th dayof_O 04\7 bﬂ/ in the year MéO [3~ before me, the undersigned,

personally appeared /4’! M / K h an . personally known to me or proved to me on the basis of satisfactory

" evidence to be the individual whose name is subscribed to this application and acknowledged to me that he/she executed
{he abpljcaﬁon and swore that the statements made by him/her in the application and all supporting materials are tfue,

complete, and comect.

v Noiary Public signafure -

Notary ID number fzjbéﬁ 96773
Expiration date: ___ 9 : . g / O? Oclg

. Mdnth Day Year

Notarv Stamp

Mail this form and appropriate fee to: New York State Education Department, Office of the Professions, PO Box 22063, Albany,
NY 12201. DO NOT SEND CASH. Make check or money order payable to the New York State Education Department.

Medicine Form 1, Page 6 of 6, Rev. 12/11
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_ Aimal Khan

. 7175663192 -

attended

Mandated Reporter Trammg
_ Idcnthymg and Reporting Chn]d Abuse and Maltreatment

2. () lloum

' ' - sponsored by
New York State Office of Children & Family Services
) Bureau of Tralnlng

through a tmining and adiminisnttive services agreement with
. : Center for Development of Human Services
New York State ’ Research Foundation of SUNY
) Buffalo Statc College

gtflfillf;c(:xf&l“amﬂy o N | | | ' ’.’FCDHS

Services

AIMAL KHAN

11/09/2012

nm

Nov 13 T203:50p
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T — " " B T ;:_;; -
FORM 2 The University of the State of New York ﬂ\-d NVIN
EDICINE . THE STATE EDUCATION DEPARTMENT (1 .
M , o Office of the Professions L e A

' . Division of Professionat Licensing Serdic@$, £ | VED 0CT ¢ 92012

89 Washi -r i SING
Alban;?mg:%::ﬁ ‘E% ESSIONAL LICE Hblh%ﬂice or the Registrar

CERTIFICATION OF PROFESSIONAL AND PREPROFESSIONADEBUCATIG G School

APPLICANT INSTRUCTIONS

This form Is for use by individuals whose application (Form 1 with fee or Form 5 with foe) is postmarked prior to December 1, 2002 and are
not using FCVS, After December 1, 2002, you may only use this form if you completad a New York State Licensure Qualifying or LCME or
AOA accradited program.

“1.  Complete Section I. Enter your name as it appears on your New York State Licensure Application (Form 1) or I:imited ﬁemﬂ Abplicatlon (#orm
58). Be sure to sign and date item 10. .

2. Send this-form to the professional school you attended to complete Section Il. Be sure to include any fee required. If you graduated from a
medical school that was not registered by New York State or accredited by LCME/AOA, notify the school that a transcript must accompany this
form. International Medical Graduates may not use this form if Form 1 and fee are submittad aftar-November 30, 2002.
if you attended a medical school that has been closed, send this form to the official repository of the records for that school (e.g., SEESCYT).

This form must be signed by the Registrar, Dean, Rector, or Principal of the medical school and sent back directly to the Office of the Professions

by that school official in an official school envelope to the address at the end of this form.  Forms sent back by the applicant or other parties will
not be accepted.

SECTION I: APPLICANT INFORMATION
3 SOCIAL SECURITY NUMBER _ 35
(Leave ths blani I you have no U.S. Social Securtty Number)

E PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR LICENSURE APPLICATION (FORM 1)
OR LIMITED PERMIT APPLICATION (FORM 5B8) .

Last [K JH [A N[= N , ' E TELEPHONE/E-MAIL
rst JA |1 [M] AlL Al ' HOME

weel | | F ]I LTI TLITITTTTIITTT]

: Code mbe )
WORK

s (T LTI T T T T TL 1] GREHELEHEIER

Area Code _ Number.

__4_"] MAILING ADDRESS: ) . -

- State 2

Provinretg (L [ T T T

Print name under which your degree or diploma was awarded (¥ different from above) :

Preprofessional School Attended: 2 o w er

Professional Schoal Attended: : U HDN‘S = New j?/fehl HQJ“&( Sdmcl .
Address: ’85 sdu‘ﬂf\ Oranﬂe Agl\del MSBJB"AL*(O NQWWk’LLUj 0Fip3

Name of Degree/Diploma: Docte ml'e. Yy F MPJt'dne ' Date awarded: 0‘{ L?OOB

| request and give my permission to the school listed in item 8 above to complete Section ii of this form and mail it to the Néw York State Education

Department at the address at the end of this form, and to release any other information requested by the State Education Department in connection
with my application for liceaayn - : .

Applicant's signature: s " e & Date:__IDS 1 S  1do(2

September 2002 CERTIFICATION BY PROFESSIONAL SCHOOL OFFICIAL IS TO BE MADE ON NEXT PAGE FORM 2, PAGE 1 OF 2
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SECTION !l : CERTIFI

INSTRUCTION TO SCHOOL:
the Office of the Professions a

ATIbN OF PROFESSIONAL EDUCATION

Please complete this section, sign certifying statement, attach the information required in ftem 5 and send directly to
the address shown below. This form will not be accepted if retumed by the applicant or any other party.

] For Applicants from N.Y.S.
Applicant met LCME/AOA rg

medical schoo!

Registered or LCME/AOA Accredited Medical Schools:
quirements for admission to medical/osteopathic school?

YWves Owo

If No, number.of préprofessifnal postsecondary credit hours completed by applicant prior to admission to

| semester hours or quarter hours

Did the applicant receive ad

If Yes, indicate when the prig|

documentation in your file to

nced’slanding based on prior academic work? - Q2 ves XNO
work was completed below and submit an official transcript of studies at your institution, and copies of
upport the granting of transfer credit.

to

Name of Institution:

Dates of attendance:

Agplicant's Entrance date: _!

% 1% 40l

Completion Date: 0] ! IS ! 2003

Date of conferral: q ,16 1 2003

Degree/diploma conferred:

vy o& Wedbin

For All Other Applicants:

Years of education requiredd for admission into your medical schoof: .
Preprofessional credentials

Was Social Service requirg

Institution:

.

degree submitted by applicant for admission into your medical school: '

d? Qves Qwno If Yes, give inclusive dates and name of institution in which requirement was met.

Dates: to

Was a pre-graduation inteTnship required? Oves Qno if Yes, give inclusive dates and name of institution in which requirement

was met.

Institution:

Dates:

Submit with this form:

A,
and accepted

The transcript

8.

C.

" FOR ATTENDEES OF CIFAS,

medical school is/was located.

A copy df-dgéu

List of clinical @
starting and en|

to

An official trangeript (course record, index, or marksheets) showing courses taken at your institution

from other institutions for transfer of credit or convalidation.

must bear the original signature of the registrar, dean, principal or rector and original seal of the school.
mentation from your files to support the granting of transfer credit or convalidated course and dlerkships.

erkship completed outside jurisdiction where medical school is located, including (for eabﬁ): area or specialty,
ing dates of clerkship, and name and address of hospital where clerkship was performed.

CETEC, AND UTESA, this list must indude all derkships compléted, .both inside and outside the jurisdiction where the

{ certify that to the best of

Signature:

knowlegdge and belisf the foregding is a true statoment of the record of the individual named on this form.

Type or print name:
Title: ‘

a 813«;1 o Date: 10/ 94 ’/ 12

A LT

POBMITDY

e E. Ferguson, MPA
aBst lean Begigtra

d

Medical school:

(SEAL) |

Newark, NS 071011708

Address:

Telephone:

.

E-mail address:

if‘%_d g\}e ) m&'i, & die.

.

r. 1o Fax 9413 .912.146

CERTIFICATION IS NOT ACCEPTABLE UNLESS
DATED AFTER GRADUATION.

Retumn this form

Directly to—

New Yfrk State Education Department, Office of the Professions, Division of Professional Licensing Services, Medicine
Licensi

g Unit, 89 Washington Avenue, Albany, NY 12234-1000.

September 2002

FORM 2, PAGE 2 OF 2
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. s ' ’ : Certification of completion of
FORM 2PGT ) : The University of the State of New York approved postgraduate training
MEDICINE ) THE STATE EDUCATION DEPARTMENT will be accepted only if it is signed

Office of the Professions no more than one month prior to

Division of Professional Licensing Services the completion date of the training
89 Washington Avenue period in which credit is sought.

Albany, NY 12234-1000 i »

CERTIFICATION OF APPROVED POSTGRADUATE TRAINING
{To be used only by applicants not using FCVS who need to verify
approved posr_graduate training progrants in the US and Canada)

APPLICANT INSTRUCTIONS
1. Coinplete Section ). Enter your name as it appears on your Licensure Application (Form 1). Be sure to sign and date item 7.

2. Please send this form ta the director of medical education of the hospital(s) in which you completed postgraduate training. One form must be
submitted to verify each residency. if you have completed more than one residency, you may photocopy this form.

3. This form must be sent directly to the Department by the hospital in which you did your residency. ‘I the hospital in which you did your resldency
does not have a Director of Medical Education, the forms may be completed by the Department Chair. If the Department cannot determine that
this verification came directly from the hospital, the postgraduate hospital training will not be credited. '

SECTION I: APPLICANT INFORMATION®

] SOCIAL SECURITY NUMBER

o RTATAN] [T 1 1]
o [ALIAIAILT T 11
|

4] MAILIV AWBWQ v _ I

ADDRESS:

. St | )
Provnerao e L [ T 1 [lﬂ[ HEAREEEERE

5 l Print namte under which postgraduate trainirig was completed: AI' ma [ K"w_lh

g | Hoseital in which postgraduate training was corpleted: " New York Medical  Coll ec.e/ West chester NeA.«.( CP»\#er

Address: NYI'\C Bel\ov\om\ l"\Qa\‘\'L\ CEn+Pr, jole Hosp‘}al R:mcl \/a\‘«a\ a NY ,65‘1‘5

7 } | request and give my permlssxon to the hospital listed i in item 6 above to complete Secnon Il of this form and mail it to the New York State Education -
Department at the address at the end of this form, and to release any other information requested by the State Education Department i in connection

with my application for licengyre.
Applicant's signature: m _ Date:_[S Ih -/QDIQ

September 2002 o ) FORM 2PGT, PAGE 1 OF 2
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SECTION I1: CERTIFICATION OF POSTGRADUATE TRAINING

INSTRUCTION TO HOSPITAL: Please complete this section, sign certifying statement, and return the form directly to the Division of Professional
Licensing Services at the address shown below, This form will not be accepted if returned by the applicant.

This is to certify that Q) Mal )Zﬁan MD

(Phys:aan 's name)

agradualeof UM D/UJ //U,&,J \Tﬁr’f&j mecfca/ SCAOO/

(Medical school) '

was enrolled in a postgraduate training program(s) approved by the Accreditation Council on Graduate Medical Education, the
_American Osteopathic Association, or Royal College of Physicians and Surgeons of Canada at

Wisbchusles Wpdical Gudd adhally Y qoo252di1672

" (Name and location of Hospltal) _ (ACGME number)

Level of Training (example: PGY-1) | - Clinical Area Inclusive dates Successfu"y completed
. . (mm/ddyy) :

| ?(,.,\‘,_| ?f)qdma,&n‘ -b_/’./.QJ_/JLLto. JtEs Q no

" . (3 in progress; satis-
L(Q. / 3.0_/_9_2 factog! to date

ves o

6y -2 ?’)qd«,mh o7 161 1062 w0 e
| | 1| im0 | O inmwssisee
= o
PN -3 udviwteq | 071010t | S
, ’ - ol 120 1 05 factory to duts
Q YES L no

O n progress; satis-
factory to date

Qvyes Ono

. O progress; satis-
factory to date

If this ;h{siclan did not successfully complete the postgraduate training program, please attach a letter of explanation with this form,

Explanation is attached

1 am the director of medical education or department chair of the diinical area. | was the program director for the physician named abave during the
postgraduate training indicated and have carefully read and completed this form and heteby attest that the statements made herein are strictly true in
every respect and are supported by hospital records.

Signature of Director/Ghair. __ 'j_'l_h;v/m.-,....!.v.",‘ué.'.-,“.‘_'...x.- ’ - o /) 2% /L

Type or print name ofDi.nedor/Chair. VAL (UA nomrson M N ‘
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nstitution: $ean> Mol Medicad Colless @ LJOOMWI‘(

Address: Do ‘( U, behauiorod Kt Cb
Voddhollo 0~ 1020 | ‘

Telephone: QIL{ L{q‘é Iqu _Fax: ﬁ’l‘/' L/Q5~-(0(5

€-mail Address: /rh OMIOS_O{\ l/\-) O WU, (oo

Return this form directly New York State Education Department, Office of the Professions, Division of Professional Licensing
to: > Services, Medicine Licensing Unit, 89 Washington Avenue, Abany, NY 12234-1000
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Dr. Aimal Khan completed his PGY-1 and PGY-2 years although he was placed on
academic probation during his PGY-1 year. His contrdct was not renewed for his PGY-4
_year and he took BN cing his PGY-3 year, resulting in credit for
only 26 months from 7/1/02-6/30/05.




Dr. Aimal Khan completed his PGY-1 and PGY-2 years although he was placed on
academic probation during his PGY-1 year. His contract was not renewed for his PGY-4
year and he took 4 I 2bscnce during his PGY-3 year, resulting in credit for
only 26 months from 7/1/02-6/30/05.
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