CERT NOC. 1SSUED -
2} i 7-/— 7é STATE OF WASHINGTON
—M DIVISION OF PR/FESSIONAL LICENSING
NN 7-2 3 é: P.0. BOX 649
= OLYMPIA, WASHINGTON 98504

01376
APPLICATION FOR LICENSE TO PRACTIQEOQM%E

PLEASE TYPE OR PRINT CLEARLY

J~ 7 7
vame___ Ko £F . Movrianne [oulse Twyman Eme 3 ay 9 vy 49
last . first middle / sex birthdate
ADDRESS_4040 %th  Ave (UVE #H 30! BIRTHPLACE ﬂsh\ancﬁ OR
street : city state county
Seottle
city
W/ A Qg (oS
state zip
Application is made for licensure by
A.  National Board waivVer ..........c.ccorviviiinmeoerneneneens e 5y
T .Y o oSO S O
C. Flex Waiver .......covvveceiniceirer e e eeeane e et D
D. Reciprocity from s 0
State
E. " EXamination ... ceses e ee s s eeneee e D
ALL APPLICANTS FOR EXAMINATION MUST SUBMIT & PHOTOGRAPIS
WITH THE APPLICATION.
‘ , f/J .,ﬂsw‘;); a-‘. .‘i*r".
INSTRUCTIONS m AR

» ! :
I]“/Of'/ L N (e 'H|

1. This application, together with supporting documents, must be filed with the Division of Professional Licensing, P.O. Box 649,
Olympia, Washington 98504 at least thirty days prior to the board meeting at which it is to be reviewed or by April 1 for the
June examination and October | for the December examination.

2.  Please type or print clearly in ink.

3. Answer all questions. [f answer is “no” or “none”, so state.

4. If additional space is required, attach separate sheets, indicating section to which they refer.

5. All applicants must provide the following: " ./
(1) Copy of diploma issued by a medical school approved by the Board of Medical Examiners. a4
(2) Certificate showing completion of one year of postgraduate medical training in a program acceptable by the Board. na
oy
)
6. Foreign medical graduates must submit proof of medical school curriculum meeting the requirements of the Washington Medical
Practice Act, RCW 18.71.055. -
o
7. Foreign medical graduates must provide their original standard E.C.F.M.G. certificate before licensure.
w
o,
8. COPIES OF ALL DOCUMENTS MUST BE CERTIFIED AS TRUE. 9
]
N

9.  ALL SUPPORTING DOCUMENTS MUST BE NO LARGER THAN 8%"x11".

10.  See accompanying EXCERPTS for detailed information.

MED-657-20 App. for License
{R/10/75) z ] (/ J
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w1 Ty LW
1. PROFESS[ONAL TRAIN[NG'AND EXPERIENCE e TN £ \“
,‘. gs'?g “‘, 5 f‘* r_'ﬂ ki AR . C i

List i ghronologlcal Srder all ‘professional education and experience including college and,"or unwers1ty, medical school post-
graduate training and, practice. Include ALL periods of time mciudmg medical school to the present, whether or not engaged in
activities reldted to medicine. INCLUDE THE MONTH/DAY/YEAR in CHRONOLOGICAL ORDER.

-,

From |} ¢ITo? 11 Name and Location of Institution, Place of Practice or Other Degree or Certificate and Date |
Q@gﬂtpz’_[).gbﬂeag)ﬁ el rc Received, or Nature of Experience
qj(,,? /08 Clar K C',O“&%e. , UO\Y\O_OL_&UGY‘, w A —

leg | @/ 71 MAniversity of LA~ Sealdle wd|l BS - /71
9) 7t lefis]as! Lomae Linda Med School, Lomalinda®® MD - ¢ jis)/7s

- - e A Sy
{/‘75 present F&mi\% Proctice Res \‘c}e,nmﬁ , ProuLJe.n R-}
] Hoso | h}ﬁ) Seattle, WA,
7 LA
=T
i
_ 2. MEDICAL LICENSURE
List licenses applied for or held, currently or in the past.
State or Certificate Permanent License Received By Currently
Other or in
Year No. Temporary Examination Other Force
. 0000131 | Limited
“ . L)
{wte LTI TN
TWYMAN, MARlANN MD 00015 182 PA




3. CERTIFICATION

Applicants_ for licensure by NATIONAL BOARD OF MEDICAL EXAMINERS WAIVER must furnish an original copy of
“Certification of Record”. Thig has been sent to National Board of Medical Examiners as required.

) . They will forward a copy.
Applicants for licensure by FLEX WAIVER must furfiish examination results directly from the FLEX office, 1612 Summit
Avenue, Fort Worth, Texas 76102

Applicants for licensure by STATE RECIPROCITY or LM.C.C. must provide the following certification:

To.be_ gxecgted by the Secretary of the Board or Department of the State upon whose license the applicant relies for reciprocal
registration in Washington.

[ certify that the af0resaid .ottt eeees e esesss s AT Flovs oo examination before the
of this state attained a general average of.............. per cent or FLEX WEIGHEED-AVERAGR OF A7 nercent and the followin
marks in the subjects named: : Mﬁiﬁw Vi p.,qu = gwmﬂ P ' &
ERTIE BYTIER VAT SN0
Subject Percent LShbjeet? B Percent
PP T
If FLEX examination please provide the following averages for each day. f?fi-\; ‘ "“-Q, L
DAY I DAY II DAY 1| 7 Gy
BASIC SCIENCES..........c.c.ococvneernenecvneneeeo CLINICAL SCIENCES...........ooovoereeeee  .CLINIC AL COMPETENCE:-.. ..o,
g el
R T
I do further certify that a certificate to PractiCe. ... ....ccoreriicorerninese et e 4“"‘ ..... AR
“‘;,' . . .. ) _ I.
was issued to said applicant on the......cccooeeiiinennes day of e y 19 , upon the following qualifiactions:

and said certificate has not been revoked or suspended and that, from the records now on file in this office, I believe h.........to be of
good moral character and worthy of professional recognition, and recommend h........ to the Division of Professional Licensing of
the State of Washington as a fit and proper person to receive recognition as an applicant for a reciprocity certificate permitting

h........ to practice...........c.....

In testimony thereof, witness my hand and seal this.............oday of , 19,
(SEAL) SECRETARY OF THE vescereeoeeseseseseessesseremesssesms s ses s

POST OFFICE ADDRESS -....oveiiiiieaiecemeeeeeeaeesanesieamraemssnsensssenseanans

4. PERSONAL DATA . (3 ‘. . ‘,:_t:f.yges no
If any of the following questions are answered ““Yes”, full details must be furnished on separate sheef’anc'l"iatta'(‘:\hﬁf_i(:‘l‘.' ; = L
1. Do you hold a license in any of the other healing arts"’\/‘”“f\u"D . IB
2. Have you ever been called before any state board for interrogation concerning any violation of the Medical Practice -
Act or unethical condUet?.......ov e .'.'.l\.j. ‘ 0O X
3. Have you ever had a license to practice medicine revoked o1 suspended?. . e 0O X
4, Have you ever been convicted of a felony or misdemeanor other than traffic violations? ... OX
5. Have you ever been addicted to or treated for addiction to narcotic drugs? . ... OR
6. Have you ever been convicted of a violation of the Harrison Narcotic Law, or any narcotic law? ... O
7. Have you ever received psychiatric treatment or received treatment for a mental illness?.......oiiinnn O X
8. Have you ever engaged in the excessive use of alcohol or received treatment for alcoholism? ... oo 0 E
9. Have you ever taken the Washington State Medical Examination?.............. 0 &

TWYMAN, MARIANNE MD 00015182 PAGE 3




5. LETTERS OF RECOMMENDATION

To: DIVISION OF PROFESSIONAL LICENSING To: DIVISION OF PROFESSIONAL LICENSING
STATE OF WASHINGTON 3TATE AOF WASHINGTON
Kl'his is to certily that I have known’v>rm|(4’~w This is to certify thaVﬁave knownmar‘\awnt‘
‘ I/L .............. IND for.../. ................... years , [la‘f o (O ff_f;] ................. fop....... I ................. years,
- sapplicant’s name in full 6 applcan _ na‘me n 7 6 _
from.......... /q‘){ ............... to/q‘) .................... , during from.......w’v.. 75_/’[03 2 e ireereneeee G UEING
which period.....52.he was engaged in the study or active practice which period..S...he was engaged in the study or active practice
of medicine. To the best of my knowledge... 3 he is of good of medicine. To the best of my knowledge_g...he i§ of gqod
moral and professional character, is free from habits which moral and professional character, is free from habits which
might interfere with h.<2r.. professional activities and is worthy might interfere with h2 .professional activities and is worthy
of holding a Mcende to practice medicige in the State of of holding a license to practic icipe in the State of
Washington. Washington7 S
. [V
Signature..........\;-....../ .................................................. Signature.....£. ¥t

. RICHARD #.
Address\/mownmctm

Licensed under the laws of..... ; Ilif.‘ﬁ%ﬁ ............. o, | Licensedunder the laws of....... 87 €2, T4
EA 7
To practice......£.1 "706\""1fm

Loy
Subscribed and sworn to before me tms‘/s_day of

.................. MM%’
................... ﬂi—r‘—ﬂ.m’]\.
Notary Public for the State onVJG’*ﬂ//""‘-‘C’ ................. Notary Public for the State of !

pm— g
Residing at.... .A/l&ﬁﬂfﬂ:/’ Residing at

Y

(NOTARY SEAL HERE) {NOTARY SEAL HERE)

. AFFIDAVIT ) .

I,i.‘]&t.\.ﬂ.!\!\g..L.QL\&.S&’.—..IW.‘ mﬂn.....&&t‘i‘being first duly sworn, depose and say that [ am the person described and identified ;

print or type full name of applicant ‘
that I have not engaged in any of the acts prohibited by the statutes of the Stale of Washington, particularly those acts set forth in
Chapter 18.71 RCW; that | am the person named in the diploma which accompanies this application; that [ am the lawful holder of
said diploma; that said diploma was procured in the regular course of instruction and examination without fraud or misrepresentations.

I hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians, employers (past and
present), business and professional associates (past and present) and all governmental agencies and instrumentalities (local, state, fed- |
eral or foreign) to release to this licensing Board any information, files or records required by the Board for its evaluation of my pro-
fessional, ethical and physical qualifications for licensure in the State of Washington. :

I have carefully read the questions in the foregoing application and have answered them completely, without reservations of any i
kind, and I declare under penalty of perjury that my answers and all statements made by me herein are true and correct. Should I fur- !
nish any false information. in this application, I hereby agree that such act shall constitute cause for the denial, suspension or revocation i
of my license to practice medicine and surgery in the State of Washington.
Subscribed and sworn

to before nie thp/\ff

Y

ant

' > O f
signature of applic -
My commission expires: ;'Wdaj / /77

ALL APPLICATIONS MUST BE ACCOMPANIED BY APPLICABLE FEE. FEES ARE NON—-REFUNDABLE

Notary Pulsiic for ittt 3] B devtretitiven L A N

S chedule of Fees State National Board )
Application Examination Reciprocit (Waiver) Flex Waiver

or LM.C.C. :

$25.00 - $100.00 $50.00 $50.00 $50.00 I

ALL APPLICANTS MUST SUBMIT THE APPLICATION FEE IN ADDITION TO THE EXAMINATION/RECIPROCITY/ NATIONAL
BOARD OR FLEX WAIVER FEE APPLICABLE TO COMPLETE THE REQUIREMENTS FOR LICENSURE.
: TWYMAN, MARIANNE MD_00015182 PAGE 4




STATE OF WASHINGTON

Cert. No. Issusd Ji DIVISION OF PROFESSIONAL LICENSING
—/S-75 /37 LICENSE
Pig/Cis Number ' P.0. BOX 649 Q0
QLYMPIA, WASHINGTON 98504 .
: NOV171975 )
APPLICATION FOR LIMITED LICENSE
TO PRACTICE MEDICINE . DIVISION %FENSING
. —PLEASE TYPE OR PRINT CLEARLY IN INK - PROFESSIONAL L
APPLICANT  pryyMAN-KORFF MARTANNE F
NAME SEX
last first middle
BIRTHDATE __ 2 9 H19 BIRTHPLACE !)j!\ LM{Q 0 R,
month day year city state county
APPLICATION IS MADE FOR LIMITED LICENSURE IN AT
CONJUNCTION WITH EMPLOYMENT IN:
INSTITUTTONS Lottt sn s savsin Must of
COUNTY-CITY HEALTH DEPT. ..ot appli
RESIDENCY or INTERNSHIP ..o,
Entc in
EMPLOYER , ) , ink 2
NAME Providence Family Medical Center
ADDRESS 1715 E. Cherry .
sirect
eattle
city
Wa .. 98122
state zip

1. PROFFSSIONAL TRAINING AND EXPERIENCE

List in c,hronulo;,u,al order all professional education and expcrlcnce inc admg college™

o
FASLLA R TRL AL TN o (TS

residencies and practice. Include ALL periods of time mcludmg medizal school to present, whether or not engaged in activities
related to medu,me INCLUDE THE MONTH/DAY/YEAR in CHRONCLOGICAL ORDER. Use attached sheets if necessary.

internships,

ni)l}(?:i?/yr moﬁgy;yr Name and Location of institution, Place of Practice or Other geg;iﬁigfg‘;igf;éfii?:te Ree’d,

4- 67 16-6% |(Loda Celloge —

9-68 | 6-71 [Uaversdy o Wash AS

11 | 675 oo Suondae Tedied Yahest | my _
s PRESUT| PeanDsile, Mepteal Conmse DEATs WA, Fam Med, Resiniey

2. MEDICAL LICENSURE

List licenses applied for or held, currently or in the past. Use attached sheets if necessary.

g Certificate Permanent | License Received by: Cugrently ™
tate or Othcr Year No. or Temporary | Examination  Other _-| & in Forge «
— 1, \}.A-’ ol S '/
~
~ | ; \. LJ_ N
y Y r‘:‘ -
3 A Ny ,-J
o \\\ ~

HVII(‘;L-LL ADK L

MED-657-56 Ltd. Llc. App.
(N/9/75)

TWYMAN, MARIANNE MD 00015182 PAGE 5
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3. PERSONAL DATA . ‘ ' : -t :

If any of thesfolloq\gmz 8 are'answered “Yes”, full details must be furnished on separate sheet and attaf.hed .

1. Do you I lice :'s E ther healing arts? 1\,0

2. Have you ever been called bcfore any state board for interrogation (.()H(.ernmg:, any violation of the Medical Practice

' +
Act or unethical Contidet ! ¥ .

3. Have you ever, had a ] hcense to practice medicine revoked or suspended? ’Y\/O

4. Have you evabbet i BRI EH of a felony or misdemeanor other than traffic violations? ’ﬂ./O

5. Have $A0 e hbed 44T b f¥dated for addiction to narcotic drugs?

6. Hiave you ever been convicted of a violation of the Harrison Nurcotic Law, or any narcotic law? 'ﬂb

7. Have vou ever received psychiatric treatment or received treatment for g mental iltness?

8. Have you ever engaged in the excessive use of alcohol or received treatment for aleoholism? fn/o
4. LETTERS OF RECOMMENDATION

Lo -

To: Division of Professional Licensing . To: Division of Professional Licensing

State of Washington State of Washington

This is to certify that’) have known This-is to certify that [ have known
M Athth £ WyHAR KoRee™ / years | DMagipsus Twman KOREE  for 0% e,
from W 77 10 Ndu ( , during froma A VG T to NSU . ,during
which period......he was engaged in the study or active practice which period .She was engaged in the study or active practice
of medicine. To the best of my knowledge.....5'he is of good of medicine.” To the best of my knowledge.....S.he is of good
moral and- professional character, is free from habits which moral and professional character, is free from habits which
might interfere with ha..:professional activities and is worthy might interfere with ha¥....protessional activities and is worthy
of holding aflicehse to practice medicing in the State of of holding a license to practice medicine in the State of
Washington, Q/M \@S_\ %Q Washington. mﬂ
Signature - Sigmature
address (U SJE. CH ERRY Sserte, WA | agnes_A21s EACuERRy SarTs W
Licensed under the laws of WASH INGTON Licensed under the laws of __ " OASHINET OAD
name ot slale name ol staie

To practice M&D SLORE. To practice- MZD - SURG.

5. AFFIDAVIT

I Mﬂ&\ﬁm T"‘)"U"‘U‘q’d KLKPL‘ being first duly sworn, depose and say that 1 am the person described and identitied:

print or type full name of applicant
that I have not engaged in any of the acts prohibited by the statutes of the State of Washington, particuiarly those acts set forthin
Chapter 18.71 RCW; that 1 am the person named in the diploma which accompanies this application; that I am the lawful holder of
said diploma; that said diploma was procured in the regular course of instruction and examination without fraud or misrepresentation,

I hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians, employers (past and
present}, business and professional associates (past and present) and all governmental agencies and instrumentalities (local, state, fed-
eral or foreign) to release to this licensing Board any information, files or records required by the Board for its evaluation of my pro-
fessional, ethical and physical qualifications for licensure in the State of Washington.

1 have carefuliy read the questions in the foregoing application and have answered them completely, without reservations ol any
kind, and I declare under-penalty of perjury that my answers and all statements made by me heérein are true and correct. Should | fur-
nish any false information in this application, 1 hereby agree that such act shall constitute cause for the denial, suspension or revocation
of my license to practice medlune and surgery in the State of Washington.

Subscribed and sworn to before me

this W\// ddy of M O/ 197—5' Signature of apphuanhﬁﬂ(ﬂ&&ﬁ&%ﬂ.ﬂlﬁ@%

/ ﬂw‘uﬁt Mw GENERAL INSTRUCTIONS

Institutions and County/City Heaith Dept. Residents
1. Certified copy of medical school diploma 1. Certified copy of med-

- 7 2. Certified copy of one year of postgraduate ical school diploma
Notary Public for MWW . by Y posie Y I

training 2. Fee
3. Certification of licensure status from

My commission expires: %a‘y /7 9 7'7 another state.

4. Fee
TWYMAN, MARIANNE MD_ 00015182 PAGE 6



MEDICAL BOARD WORKSHEET

"LIMITED LICENSE"

NAME TWYMAN-KORFF, Marianne : DATE OF RECEIPT 11-17-75

1. APPLICATION IN CONJUNCTION WITH:

a) Institutions:

|

Name

State license ) - o

b) County-City Health Dept.:

Name

State license

¢) Residency:

Hospitalfrovidence

2. FEE:

3. PROOF QF ENUCATIONAL EXPERIENCE:

T

a) Medical School Diploma

b) Certification of postgraduate
training

c) Verification of employment

4. PERSONAL DATA:

5. LETTERS OF RECOMMENDATION:

6. AFFIDAVIT:

JHESA0 B Ben L

7. AMA CLEARANCE: Mld.

ADMINISTRATIVE RECOMMENDATION:

BOARD ACTION

 LICENSE EXAM / -
APPROVED | / 2. / 3 - 7 _

01 SAPPROVED ' DATE

PENDING REVIEWED BY z j Z% ;_ '

' MED-657~58 (N/11/75)
' TWYMAN, MARIANNE MD 00015182 PAGE 7




-

STATE OF WASHINGTON -DANIEL J. EVANS, Governor

PROFESSIONAL LICENSING DIVISION
Business & Professions Administration

P.O, Box 649

Olympia, Washington 98504

JACK G. NELSON, Director

L.
This is to certify that MariannejTwyman-Korff, M. D. has been
appointed as a resident* in Family Practice at
Service
the Providence Medical Center hospital for the year 1975‘?6.

The individual(responsible fg{r/t(hé resident’s patient care activities

will be &QL&O CG%?}F\K)’Q/
" /| Director of Program d
(Signature)

Richard H. Layton, M. D.

*Resident physician means an individual who has graduated from a school
of medicine which meets the requirements set forth inm RCW 18.71.055 and
is serving a period of postgraduate clinical medical training sponsored
by a college or university in this state or by a hospital accredited by
this state. The term shall include individuals designated as intern or
medical fellow.

HOSPITAL SEAL

MED-657~57
(N/10/75) '
TWYMAN, MARIANNE MD_00015182 PAGE 8




1 hereby certify that this is a true and correct copy.of said document. -

Sworn and subscribed to before me this 5th day of December 1975 mﬂfv[)mm NY/F}MIA& XMM/
. ) . . An tte W ney“ No TY,

In and ‘ror the/S‘c
. Re51d1ng ate eattle

da- ; m@)em@

SCHOOL OF MEDICINE

'BE IT KNOWN THAT THE BOARD OF TRUSTEES OF THE UNIVERSITY ON THE
RECOMMENDATION OF THE FACULTY AND BY THE AUTHORITY OF THE
| - STATUTES OF THE STATE HAS CONFERRED ON - f

MARIANNE LOUISE KORFF |
THE DEG‘REE - S | C
DOCTOR OF MEDICINE | o s
WITH ALL THE PRIVILEGES AND OBLIGATIONS THERETO PERTAIN ING

GIVEN AT LOMA LINDA IN TI—IE STATE OF CALIFORNIA |

THIS FIFTEENTH DAY OF JUNE, NINETEEN HUNDRED SEVENTY-FIVE. .
; '

PRESID OF THE

Wm

CHAIRMAN OF THE BOARD OF TRUSTEES DEAN OF THE SCHOOL OF MEDICINE

TWYMAN, MARIANNE MD_000151.82 PAGE 9



Hovember 21, 1975

Marianne Twyman-Korff, M.D.
Providence Family 'edical Center
1715 E. Cherry ‘

Seattle, 'fashington 98122

Dear Dr. Twyman-Korff

This Is to acknowledge receipt of your medlcal, Limited License
application received in this office Hovember 17. 1975

The next meeting of the Board will be held on Decemher 2. 1978

at which time your application will be reviewed, if complete. You
will be advised of board decision approximately two (2) weeks after
the hboard-meeting.

ApplicatiOn appears complete ( )
Lacks the following:

rtified copy of medical school diploma
Certification of postgraduate training
Fee .
Certification of license in another state
Chronology : :
Letters of recommendation
Affidavit
Persanal Data
-Verificatlon of meloymunt
‘Other

Copies of all documents must be certified as true and unaltered copies of
the originals. -Applications not complete prior to board meeting date
indicated above, will not be reviewed.

Sincerely

OMA,, 4,..4///7/444/041'5/

57‘ Heallng Arts Sectlon

MED-657-59 Ltd. Lic. Ack. Ltr.
(N/11{75) TWYMAN, MARIANNE MD_00015182 PAGE 10



-
-

MEDICAL BOARD WORKSHEET T

NaMg KORFF, Marianne Louise DATE OF RECEIPT 3-30-76

1. LICENSURE BY

a) National Board Waiver

;
2

b)  Reciprocity from

c) FLEX Waiver

d) LMCC

e) Examination

-2, FEE

3. ADDITIONAL PHOTOGRAPH

'k, PROOF OF EDUCATIONAL "EXPERIENCE

a) Medical School Diploma

b) Postgraduate Medical Training

3

c)  Chronology

d) Personal Qualifications

" 5. FOREIGN GRADUATE

a) ECFMG

b) Medical School Subjects

6. LETTERS OF RECOMMENDAT ION

REOD REBK DRI000R

7. AFFIDAVIT

8. ° STATE CLEARANCE Mld. None

—]
9.  AMA CLEARANCE Mid.. 2-30-76 Ii]
/A

BOARD ACTION

ADMINISTRATIVE RECOMMENDAT ION qLaggg;%gﬁjfg R

LICENSE EXAM
/

. APPROVED Vv o '
D I1SAPPROVED DATE Jf:;lﬁff//]7é’

éai;‘g%& /d/ " | REVIEWED BY Jw

MED-657-24 (R 8/75)

TWYMAN, MARIANNE MD_00015182 PAGE 11



July 6, 197¢

Marianne L. Korff, M.D..
4040 8th Avenue N.E. $201
Seattle, WA 98105

Dear Dr. Rorff:

We are pleased to advise that you have been issued Washington State
Physician and Surgeon certificate No. 15182 , dated
. 7-1-76 . Enclosed you will find your wallet size

Ticense which bears your certificate number and certificate date.
Your medical certificate will be forwarded to you as socn as it is
engraved. This necessitates some delay and you will not receive the
certificate for several weeks. '

This office will send you notification of your license renewal thirty
(30) days prior to expiration date. Please review the enclosed insert.
It 1s important that you keep our office advised of any changes in your
address so that you will receive your certificate and annual renewal
notices.

Sincerely,

KENNETH C. DIEHL
ADMINISTRATOR

By (Mrs.) Joanne Redmond
Executive Secretary, Healing Arts

JR:jkw

MED 657-10 (R/5/76)
TWYMAN, MARIANNE MD_00015182 PAGE 12



NATIONAL BOARD OF MEDICAL EXAIVIINERS . 3930 CHESTNUT STREET, PHILADELPHIA PENNA. 19104

ENDORSEMENT OF CERTI FICATION

OF THE
UNITED STATES OF AMERICA

Attest: JohnS Millis
"7 Chairman of the Board

NATIONAL BOARD OF MEDICAL EXAMINERS

MARTANNE TWYMAN KORFF,
' hawng satisfied all the requirements and having successfully passed the examlnatlons is -
h hereby declared a Dlplomate of the National Board of Medical Examiners.

SEAL -
Philadélphia, Pa. : - L
07/01/76 T Cert # 158425
ESE——— . oo .- . . . -

Mo Do

Robe_rt'A:—'C_hase

, President of the Board ’

It is_certified’ that the above is a copy of the Dlplomate Certnﬂcate |ssued to the named physmlan '

" agraduate of LpMA LINDA U SCH OF MED
SEPTEMBER 1974

whose birth date is 03_/09/1949

in

. fpllowmg successf_ul completlon -

of all examinations reqbired for Oert!hcatlon by the National: Board of Medical Examiners.

' 'The'--gr'ad'es"_obtainad'_are as follows:

. .__'PARTI passed 06/?3_

.Anatomy, incl. histology and embI’onogy.....__......_..: ...... ‘

. Physiology....................... P . U

‘Biochemistry .............. USRI UL -
- Pathology ... e -
.- “Microbiology, incl. immunology ............. T S N
- Pharmacology.and Materia Medica.............. e _

Behavioral Sciences :...... T SO i

- '(Mlnlmum PassmiGrade 380/75) TOTAL GRADE/AVEFIAGE*‘ ,t

“Part I passed 0g/14

i Internal”fnedlcine and-the medical specialties........0.....c......0
"Surgery and the surgical specialties.............. R AR _

" "Obstetrics and Gynecology ................. TR

" Public Health and Preventwe Medicine........... e
" Pediatrics ............ e L ......
“'Psychiatry........... AT e PRI e

) (Mlnlmum Passmg Grade 290/75) TOTAL GRADE/AVEFIAGE”

PART Il pa'ssed' 03/76

" A General Test of Clinical Competence.................. R

_:(Mlnlmum Passmg Grade 290/75) o h AVERAGE

" GENERAL AVERAGE (Parts I, 11, and Il ... o

Standard*
.. -Score .~

.- 580

- 525 -
565 -
- 630

570
- 4907

170

605

570
669 .

690

‘685

655 -,
130

705

625

- B9

Scale
Score

B&~

T B2

B85

a5

- 80

98

86

" B6 ,

- 90 L
91

191

93

90

.90,

8647 .

. BTe6
(Scale Score) .

. T S T . . . - - .-
*Examinations taken since June 1971 are reported with both Standard and Scale Score Equwalents.

\,

"*Smce 1966 Natlonal Board crlterla for certification are based upon candldate s Total Grade in Part I
= Part 1, and Part HI, and not scores of individual subjects within.each Part. - —_

R A

Secretary for Certlflcatlon

SEAL

05/26/76 '

Date

TWYMAN MARIANNE MD_ 00015182 PAGE 13



p——

Aodt fe

I hereby certify that this is a true and correct copy of said doeu

i T
R
[N
.

Yy

~

Sworn and subscribed to before me this 10th day of Juneglké
/.

S A I

7
.

Notary Public in and for the State

Y

]
ﬁ Washington,. residi

/4_/_/_%—"

Sreattle, Washington
Sisters of Protidence in Washington

This Certifies That |

- Marianne L. Tuyman Korff, M4,

~ habing sered us
.H #Hirst Year Hamily Medirine ﬂpmhmt

Jhune 25, 1975 to June 24, 1976

Presented in appreciation for his logalty emtd effort in foorking for the

tmpropenent of the Hospital and its seririces is afuurded this
Certifirate

J fuitness (nherwf {ue fnre affixed our hanhs A the ﬁm[ of the [nspital

“‘"':—'--ﬂ‘\\\\\ _,_1\\\ \\w_,,,_v n \\\\ /Z ,(M Q éﬁ’g@/ﬂw

Presibent, Fedical Stalf Abministrator
C ,me Deznd 4 g 20

’Bn-[j ¢ of Progroms pinztcr af AJ al Lducntion
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STATE OF WASHINGTON ’ DANIEL J, EVANS, Governor
PROFESSIONAL LICENSING DIVISION ' JACK G. NELSON, Dlractor
Business & Professions Administration X

P.0O. Box 549
Oiympia, Washington 98504

May 18, 1976

Marianne L. Korff, M.D.
4040 8th Avenue NE #201
Seattle, WA 98105 '

Dear Dr. Korff:

Your application and documents were presented to the Beard of Medical
Examiners on May 7, 1976 for review.

No further action can be taken on your application until receipt of the
following:

National Board "Certification of Record", showing subjects
and grades. ‘

Certified copy of postgraduate training.

If you have any guestions, please feel free to contact this office.

Sincerely,

KENNETH C. DIEHL
ADMINISTRATOR

By: {(Mrs.) Joanne Redmond
Assistant Administrator .
{206) 753-2205 :

“JR: jkw

TWYMAN, MARIANNE MD_00015182 PAGE 15
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April 1, 1976

Marianne L. Korff, M.D,
4040 8th Avenue NE #201
Seattle, WA 98105

Dear Dr. Korff: .
* Thank you for your medical application received in this office ._March 30, 1976
The next meeting of the Bourd willbec heldon - May 7., 1976

at which time your application will be reviewed, if complete. You will be adv1sed of board decision
approximately 2 weeks after the board meeting.

. Application appears complete () Lacks the following ( x)

FLEX Certification Postgraduate Training

LMCC Certification Medical School Diptoma ,
State Board Certification Medical School Subjecis (MED-5)
National Board “Certification Original E.C.F.M.G. Certificate

of Repord” Other

Copics of all documents rust be certified as true. A
Apnplications not complete prior to board meeting date indicated above, will be placed in our inactive
file.

Remarks: We will need the original copy of your National Board

"Certification of Record" showing your subjects and grades. .

A certified cppy gfuyouo postgraduate training mﬁst be presented

hefore licensure.

Sincerely,

By

Healing Arts Section
MED-657-14 App. Roc'd L1tr,
(R/9LT5)

TWYMAN, MARIANNE MD_00015182 PAGE 16




Providence Family Medical Center H

PROVIDENCE MEDICAL CENTER
1715 E. CHERRY » SEATTLE, WA. 98122 » (BTt A0 S Aan ok
{206) 326-5581

April 8, 1976

Division of Professional Licensing
Medical Section

P.0. Box 649

Olympia, Washington 98504

Attention: Joanne Redmond

Dear Ms. Redmond:

This is to certify that Marianne Twyman Korff, M. D. will
complete one year of postgraduate training as a first year

resident in Family Practice at Providence Medical Center
in June of 1976.

Her certificate is in the process of printing at the present
time. A certified copy of her certificate will be forwarded
to you when it becomes available to us.

Please include this letter in the file of Marianne Twyman Korff ,M.D.
Thank you very much.

Si rely,

Richard H.
Director
Providence Family Practice
Residency Program

ayton, M. D.

Sealtle's First Hospital * Operated by The Sisters of Providence in Washington » Since 1877
TWYMAN, MARIANNE MD 00015182 PAGE 17



s o
s

MO
L

TWYMAN, MARIANNE MD_00015182 PAGE 18



BIOGRAPHICAL DATA ON PHYSIC{ANS
from the files of
The American Medical Association
535 No. Dearborn St.
Chicago, 11lincis 60610

Jo: Corresponding Officer of Medical Licensing Board:
This form is provided for your convenience in making routine inquiries
regarding physicians seeking medical licensure in your state. Please
enter on this form date you wish verified and mail to the Circulation
and Records Department of the A.M,A.

Executive Officer's Name: KENNETH C. DIEHL, ADMINISTRATOR
Professional Licensing Division
P. 0. Box 649
Olympia, Washington 98504

pate: March 30, 1976

Full name of licensure candidate: Marianne Louise (Twyman) KORFF

Place of birth: Ashland, OR Date of birth: >~J=%49

Mailing address: 4OU40 - 8th Ave. NE, #2017, Seattle, WA, 98105

Medical Education - School: Loma Linda University

M.D. Degree (Year): 1975

Present Application for Licensure:

Examination Reciprocity State

Endorsement of Credentials National Board Waiver

TWYMAN, MARIANNE MD_00015182 PAGE 19
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;ﬁm 'SCHOOL OF MEDICINE
E Ba])f, I'T KNOWN THAT THE BOARD OF TRUSTEES OF THE UNIVERSITY ON THE
g . ERECOMMENDATION OF THE FACULTY AND BY THE AUTHORITY OF THE
k § o STATUTES OF THE STATE HAS CONFERRED ON
z 5% T . o
;‘i‘ﬂ\ A3 MARIANNE TWYMAN KORFF
NN I-ﬁu '
; \@ 2) .
18 B THE DEGREE

this is a

DOCTOR OF MEDICINE

Residt

NPT VI X

Annette T. Sweeney, Notary

"

X

WITH ALL THE PRIVILEGES AND OBLIGATIONS THERETO PERTAINING

GIVE AT LOMA LINDA IN THE STATE OF CALIFORNIA
THIS FIFTEENTH DAY OF JUNE, NINETEEN HUNDRED AND SEVENTY-FIVE.

Sworn afid subscribed to betore me this 15th day of March, 1976

I hereby certify t
State of Washington

PRESIDENT OF THE UNIVERSITY

N N R .
Py IO AN : ' /6%22;;;;;;f
N o i
~ JEO N R -
s v o e
. . \ -

;m -

CHAIRMAN OF THE BOARD OF TRUSTEES
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STATE OF WASHINGTON DANIEL J. EVANS, Governor

PROFESSIONAL LICENSING
DIVISION

Business & Professions Administration
P.O. Box 649

Olympia, Washington 98504

JACK G. NELSON, Director

This is to certify that Marianne Twyman Korff, M.D. has been

appointed as a resident* in Family Practice R-2 at
Service .

the Providence Medical Center hospital for the year 1976-77.

The individu? esponsible for th{d resident's patient care activities
will be \ , w QSL .

\\j Director of Program
(Signature)

Richard H. Layton, M D.

*Resident physician means an individual who has graduated from a school
of medicine which meets the requirements set forth in RCW 18.71.055 and
is serving a period of postgraduate clinical medical training sponsored
by a college or university in this state or by a hospital accredited by

this state. The term shall include individuals designated as intern or
medical fellow, -

HOSPITAL SEAL

MED-657-57

(N/10/75) TWYMAN, MARIANNE MD_00015182 PAGE 21
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