- WUN&C'}:‘{_U o4c1 Lr ‘_"““"JU:L_J‘J
APPLICATION FOR LICENSE TO PRACTICZ  °

b 222 B MEDICINE
ele O OSTEOPATHY axo SURGERY M & Mt l

MONEY CTL.

/2177
FEES DEPARTMENT- OF LICENSIN i
~Medicine with-Exam——-rr $125.00— — |- <. —=r it - OF G Make remittance
Medicing wio Exam ..., § 75.00 DIVISION OF PROFESSIONAL LICENSING payable to:
Ostecpathy & Surgery ..... $ 75.00 P. O. BOX 9649 STATE TREASURER

OLYMPIA, WA 98504

Note: If you have a Limited License to Practice then the fee with exam is $100.00 and without exam is $50.00

Application for licensure is made by: {Check one) ?Egggvgg
_ . Y : . &
% National Board waiver. 4 s

Reciprocity from (state) )

O Examination. (FLEX) JUH 221979

OL M C.C e e iy

O Flex waiver. WE-LC-HP-DS516JE - Q- 00-00-00 DIVISICM OF .

WELCH,PHILIP DAVID ESSIONAL LICENSING
FOR OFFICE USE ONLY
PROG TRANS PROF CODE - PIC/CIC
LA 252
KEY DATE . LLASS ‘ . ASSN BILLED AMDUNT

PLEASE TYPE OR PRINT CLEARLY

APPLICANT'S NAME WELH _ P P DAV __
ADDRESS MO & VI CE L '
CITY__ St A77 ~ _STATE_ WA _71p_98// = COUNTY KN &z : -j
TELEPHONE NO. 322: 78¢5 SOCIAL SECURITY NUMBER |
Enter the number at which you can be Requested for identification purposes only. Entermg SSN is
reached during normal business hours. voluntary and is not required for licensing approval.
SEX (ForM) Z!!l _ DATE OF BIRTH “/ Sd; z/y? OFFICE USE ONLY
. BIRTHPLACE __/71 RTF. 0RD S AR VOTERDIST, i
MEDICAL SPECIALTY __O&~ Gy GRADYR/SCH o L
ARE YOU A U.S, CITIZEN? ] YES O NO U o Wad. - /778

IF NOT, ARE YOU A RESIDENT ALIEN? [0 YES [ NO

INSTRUCTIONS

1. ALL APPLICANTS
(a) This application and supporting documents, should be fited with the Division of Professional Licensing at
least forty-five {45) days prior to the board meeting at which it is to be reviewed. (Or for Flex exam by April 1
for the June examination and October 1 for the December examination.)
{b) If additional space is required, attach separate {8 x 11 inch) sheets indicating the sectlon to whichthey refer.
(c) 'COPIES OF ALL DOCUMENTS MUST BE CERTIFIED AS TRUE AND NOTARIZED.
(d) ALL APPLICATIONS MUST BE ACCOMPANIED BY APPLICABLE FEE. FEES ARE NON-REFUNDABLE.
A 3

% MED-§57-020 Med./Qsteo. .;pp.
{Remitr WELCH, PHILIP MD_00018862 PAGE 1



PREVIOUS REGISTRATION

hC

wlch, ¥ 0.

Speciticalty list licenses granted as temporary, rempmcny exemption or similar with type, date, grantor, and

if license is current:

ﬁr'"

FROFESE14:

WAL hUCEN ST‘NB

"'l F“'" 1 3 .
) Cerut-cate Perrnanent e ‘Lu:{r?s-e g&ewed By
Stata or Other Prolession or Currently
Year No, Temporary ¢rpy Fxpqination Other in Force
_— — :
| WASH mee | 138 (ED7 (Drlicus: —... 7ES
* - ] ul; O N

PROFESSIONAL TRAINING AND EXPERIENCE=

List in chronological order all professional education and experj"‘«*e including college, university, medical schoal,

osteopathic school, post- graduate training, internships, residen.__

3 and practice. Include ALL periods of time from -

the date ot graduation from medical or osteopathic school to the present whether or not engaged in activities related

« to medtcme

From . .To . I Degree or Certificate and Date |
Month, Day, Year Name and Location of Institution, Ptace of Practice or Qther Received, or Nature of Experience |
or Specialty |
DA : !
| C/7% | 679 | soepiad wesp SedrE, wA INTERN S/ ¢ P Ji
- '
e [ G | \yave _oasv WD R RALD
__/L 9 1 7/1/ INTPEPER I T &yl 7
a1 | Y4 Vof w/ /[RE~ mESS BS .- 2o oGy
‘7/? /13 ) e of WD G = ML

//U 752105#//" SCUtﬂfﬁfJ ﬁca? S 47'; Ao

50@;50 y[ f@dm

de ey | O o )

;-

A

OB-Gyil), CHrEtaditl.

Page 3
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APPLICANTS MUST PROVIDE THE FOLLOWING

2.

MEDICINE ONLY

(a) Copy of diploma issued by a medical school approved by the Board of Medical Examlners

(b) Certificate showing completion of one year of postgraduate medical training in a program acceptable to
the Board.

.. {¢)_Foreign.medical graduates must submit proof of medical school curriculum meeting the requirements of the

Washington Medical Practice Act, RCW 18.71.055.
(d) Foreign medical graduates must provide their original standard E.C.F.M.G. certificate.
(e} Two (2} letters of recommendation attached to this application.
() See accompanying EXCERPTS for more detailed information.

. OSTEOPATHY AND SURGERY ONLY

(a) Copy of diploma issued by.a legally chartered school of osteopathy and surgery.

(b) Certificate showmg completlon of one year of internship in an approved hospital having at least 25 beds for
each intern:.

{¢) Evidence of at Ieast six weeks in the maternity department with attendance upon not less than six confine-
ments. .

{d) Evidence of experlence in and practical working knowledge of pathology, and the administering of internal
medicineg and drugs including anaesthetics.

{e) Two (2) Ietters of recommendation attached to this application.

() See accompanying EXCERPTS for more detailed information.

IDENTIFICATION o
HEIGHT L WEIGHT z=
5y A
COLOR OF EYES } COLOR OF HAIR
r Sy

Phlllp Welch M. D

PERSONAL DATA

if any of the following questions are answered “Yes”, full details must be furnished on a separate (82 x 11 inch)
sheet and attached to this application.

1.

NN

_ Yes No
Have you ever been called before any state board for interrogation concerning any violation of the »
laws or rules pertaining to the profession for which you are applying or unethical conduct? ....... O
Have you ever been convicted of a felony or misdemeanor other than traffic violations? .......... O
Have you ever been convicted of a violation of the Controlled Substances Act, or any narcoticlaw? .... O
Have you ever had a license to practice revoked or suspended? ... ... ... ... i, .
Have you ever been addicted to or treated for addiction to narcotic drugs? ...l [
Have you ever received psychiatric treatment or received treatment for a mental illness? .......... O
Have you ever engaged in the excessive use of alcohol or received freatment for alcoholism? ..... O
Have you ever been denied the right to take an examination for licensing in any state? ........... O

Page 2
WELCH, PHILIP MD_00018862 PAGE 3



PREVIOUS REGISTRATION

Specifically list licenses granted as temporary, reciprocity, exemption or similar with type, date, grantor, and

if license is current:

[+

Caertificate

Permanent

License Receivaed By

State or Other Frofession ar Currently

) Year No. Temporary £ xamination Other in Force

’ & — .

- WAL, Ameo 78 - \T7EmR vES

PROFESSIONALTRAINING AND EXPERIENCE=:

&

List in chronological order all professional education and experience including college, university, medical school,
osteopathic school, post-graduate training, internships, residencies and practice. Include"ALL: periods of time from
the date of graduation from medical or osteopathic school to the present whether or not engaged in activities related

to medicine.
From To Degree or Certificate and Date
Month, Day, Year Name and Location of Institution, Place of Practice or Other Received, or Nature of Experience
' ' ) ] or Specialty
/7% | L[29 | Swepin wesp setrac, wh INTERN St 1

WELCH, PHILIP MD_00018862 PAGE 4
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CERTIFICATION-
Applicants for licensure by NATIONAL BOARD \WAIVER must furnish “Certification of Record” direct from
National Board.

Applicants for licensure by FLEXWAIVER must furnish examination results direct from the FLEX office, 1612 Summit
Avenue, Fort Worth, Texas 76102. -

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

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

N certify that the aforesaid.......................... et oo inh._ ... examination before the
of this state attained a general average of ... percent {or FLEX WEIGHTED AVERAGE OF ... percent)
and the foliowing marks in the subjects named: '

Subject Percent Subject Percent

3 y -, :
If FLEX examination please provide the following averages for each day.
DAY | DAY It DAY Il
BASIC: SCIENCES .................................. CLINICAL SCIENCES ... -..CLINICAL COMPETENCE

| do fur’ther certlfy that a certn‘scate to practlce ................................................................................................ e

was issued to said applicantonthe .. day. of ..o L9 , upon the following qualifications:

and said certificate has not been revoked or suspended and that, from the records now on file inthis offlce } believe
s S 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.____topractice ...
fn testimony thereof, witness my hand and seal this ... ABY OF e 19
[SEAL] SECRETARY OF THE oo
' POST OFFICE ADDRESS e

AFFIDAV!T
IR e e a et b2 A mtn et e aen s aen et s enn , bemg first duly sworn, depose and say that 1 am the

print or type full name of appticant
person described and identified; that | am of good moral character; that | have not engaged in any of the acts

prohibited by the statutes of the State of Washington; that | am the person named in the diptoma which accom-
panies 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.
1 hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians, em-

pfoyers {past and present) business and professional associates (past and present) and all governmenta! agencies
and instrumentalities (local, state, federal or foreign) to release to this licensing Board any information, files or
records required by the Board for its evaluation of my professional, ethical and physical qualifications for licensure

in the State of Washington.
| have carefully read the questions in the foregoing application and have answered them completely, without

reservations of any kind, and | declare under penalty of perjury that my answers and al! statements made by me herein
are true and correct. Should | furnish any false information in this application, | hereby agree that such ac_;t shall
constitute cause for the denial, suspension or revocation of my license to practice in the State of Washington.

AN T2

apphcams signatura . . / 3 o'

[SEAL] A iSO
Notary PubliC for the state of ... WA#HA-TEW

P 4 WELCH, PHILIP MBr<00018862 PAGE5A77LE




RS e 16888 70 pujize Vg,
RSEAECATLMITED LICENSE  ¢°3
5 wa """ TO PRACTICE MEDICINE -

!’

FEE ............ $40.00 o ;
(Includes $25.00 application DIVISIQN OF PROFESSIONAL LICENSING ,.Mgk .E
fee and $15.00 License Issuance P. 0. BOX 649 payable To= y
fee.) el _OLYMPIA, WA 98504 o

A TR 1SIA;anTREASUREH
Limited license application is made in conjunction with t—:ompIOé55 entﬂr\;,-s@p ck one)

O Institutions O County-City Health Dept. Hénﬁ%nnin@g@w_,
wivn #1ZFOR OFFICE USE ONLY
PROG-;f{ B’:TB.ANS PROF CODE | I PIC/CICEY e I__ [ lﬁ‘ EXPIRATION DATE TYPE

alern 25218, WE—LC-HP-DST6JE 0 00-00-00
';'Z?{-%f"w WELCH,PHILIP DAVID

‘E."m..*o‘.r BT S e =T S N

e

PLEASE TYPE OR PRINT CLEARLY o
APPLICANTS NAME Welch Phﬂw ‘ David

Last First Middie

ADDRESS Swedish Hospital Medical Center 747 Summit Avenue

CITY - Seattle STATE_ WA 7ip98104 _coOUNTY __ King

EMPLOYER'S NAME (DBA) __The Swedish Hospital Medical Center

APPLICANT'STELEPHONENO. 206-292-27265  APPLICANT'S SOCIAL SECURITY.NO.

Enter the number at which you can be Requested for identification purposes only. Entering SSN
reached during normal business hours. is voluntary and is not required for licensing approval.
APPLICANT'SSEX (ForM)_M  DATEOFBIRTH __4/5/49 OFFICE USE ONLY
. ma. day ¥r.

PLACE OF BiHTH Hartford. Connecticut

ARE YOU A U.S. CITIZEN? EXYES ONO -
IF NOT, ARE YOU A RESIDENT ALIEN? DO YES OO NO

GRADYR/SCH ., | . . .

MEDICAL SPECIALTY

APPLICANT'S RESIDENCE ADDRESS _2{07 £. MERER ST

CITY __SEATTLE STATE_ WA zp_ 781 COUNTY

INSTRUCTIONS .

1. This application, together with supporting documents and fee should be filed with the Division of Professional
Licensing not fater than forty-five (45) days prior to the Board meetlng at which it is to be reviewed.

If additional space is required, attach separate {8'2 x 11 inch) sheets, indicating the section to which they refer.
Attach a certified copy of Medical School diploma.

Attach a certified copy of one year of postgraduate training. (If appropriate)

Attach a certification of licensure status from another state {If appropriate)

if a foreign medical graduate, attach evidence of completion of E.C.F.M.G.

Two (2) Letters of recommendation attached to this application.

COPIES OF ALL DOCUMENTS MUST BE CERTIFIED AS TRUE AND NOTARIZED.
FEE MUST ACCOMPANY APPLICATION.

Noo kN

MED-657-056 L1a. Lic. App. WELCH, PHILIP MD_00018862 PAGE 6



IDENTIFICATION

sheet and attached to this application.

HEIGHT =7 ~’/"- i WEIGHT o

S {80

COLOR OF EYES ™ COLOR OF HAIR
e e B RO e - Boew/ i}

1. Have you ever been called before any state board for interrogation concern'ihg any violation of the

laws or rules pertaining to the profession for which you are applying orunethical conduct? ............ 0O Ed

2. Haveyou ever been convicted of a felony or misdemeanor other than traffic violations? ............... O K
3. Haveyou everbeen convicted of a violation of the Controlled Substance Act, or any narcotic law? ..... O E
4. Haveyou everhad alicense to practice revoked or suspended'? ...... e O R
.5. Have you ever been addicted to or treated for addiction to NArcoticArugs? v ue.eennesrenseenunennn. O
8. Haveyoueverreceived psychiatric treatment or received treatment foramental illness? .............. O B
7. Haveyou ever engaged in the excessive use of alcohol or recéived treatment foralcokolism? ~......... O R

PREVIOUS LICENSURE

Specifically list licenses granted as temporary, reciprocity, exemption or similar with type, date, grantor, and if

license is current:

STATE QR
OTHER

CERTIFICATE

PROFESSION

YEAR

NO.

PERMANENT
OR
TEMPORARY

LICENSE RECEIVED BY GURRENTLY

EXAMINATION

OTHER IN FORCE

PROFESSIONAL TRAINING AND EXPERIENCE
List in chronological order all professional education and experience including college, university, military, tech-
nical-‘or professional school and practice pertaining to the profession for which you are making application.
Include all periods of time from the date of graduatlon from medlcal school to the present whether or not engaged

in activities related to medicine.

Degree or Certificatg and Date

F'?A'Enm,"ﬁa;_"veaf ° Name anc Location of Institution, Place of Practice or Other Received, ongSa;:gaam Experience
7-07 | /=09 | yaLE JWV iSRG IPPATE

G-2( |3~y Ui/, oF WA, BS  7oolbey
G-2¢ (3=-7% | U/ oF L. scHoor &F 975 VE yn>

WELCH, PHILI®##F 00018862 PAGE 7




AFFIDAVIT

1, ')Of-HLfP . wWECH , being first duly sworn, depose and say that | am the person

print or type fult name of applicant™ ™ 7~

described and identified; that | am of good moral character; that | have not engaged in any of the acts prohibited
by the statutes of the State of Washington, 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 misrepresentation.

| 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, federal or foreign) to release to this licensing Board any information,
files or records required by the Board for its evaluation of my professional, ethlcal and physical qualifications for
llcensure in the State of Washington.

| have carefully read the questions in the foregoing application and have answered them completely, without
reservations of any kind, and | declare under penaly of perjury that my answers and all statements made by me

-herein are true and correct. Should | furnish any false information in this appiication, | hereby agree that such

act shall constitute cause for the denial, suspension or revocation of my license to practice in the State of Washington.
Subscribed and sworn to before me

this 28 day of __WAgct 19 78 Signatureofapplicant_ﬂa.%ﬂﬁ):(éz;

/R
/

Notary Publicfor WASH LTI

[Sc_eal]

My commission expires: 7 /6 ¢/

Page 3
WELCH, PHILIP MD 00018862 PAGE 8



MEDICAL BOARD WORKSHEET
"LIMITED LICENSE"

NAME  WELCH, ‘PHIL1P DAVID DATE OF RECEIPT April 11, 1978
1. APPLICATION IN CONJUNCTION WITH:

a) Institutions: : o { ]

Name.

State license

b) County-City Health Dept.:

|

Name

State license

/Reszdency M_ . r—z/
Hospital M | |
w2 d
e
[ ]

I~

Fee:

3. PROOF OF EDUCATIONAL EXPERIENCE:

a) Medical School Diploma

b) Verification of employment

c) Certification of postgraduate
‘ training

A
'd)  ECFMG
e) Chronology
4, PERSONAL DATA : . |
5. LETTERS OF RECOMMENDATION: ' []Zfo
6. AFFIDAVIT: | | [;for_
7. STATE CLEARANCE: M1d. . - 7
‘8.  AMA CLEARANCE: Mld. 0b-11-78 [:]Ef"
ADMINISTRATIVE RECOMMENDATION: id
| | | BOARD ACTION
LICENSE EXAM
S?gﬁggEgVED . ' ooate g?é;/%ﬂd’

n f . {
PENDING ' ' - REVIEWED BY (?Yﬂé?_,,/’

MED-857:38 (RI3/77) WELCH, PHILIP MD_00018862 PAGE 9



AMERTCAN MEDICAL ASSOCIATION .
BEF NORTH DEARBORN STREET
CHICAGO,, TLLINOLE  &0440

CIRCLH aT IO AND BECORDS DEFARTHENT

STUDENT'S MISTORICAL RECORD DATE: 5-26-78 -

NAME : WELCH,PHILIF DAVID. :
ADDRESS: 2107 E MERCER SEATTLE WA PHiid
RIRTHDATE: 04/05/749
MEDICAL EDRDUCATION [SCHOOL YEART:
UNIV OF WASHINGTON SCH OF MED  SEATTLE WA PBIGT 1978
MEMEBER OF AMA: YES
1
e QENERAL ENFORMATION REQUEST ke

WELCH, PHILIP MD_00018862 PAGE 10



AMa PHYSICIAN PROFILE (CONTINUED) .+ . A

IT IS MUTUALLY AGREED BETWEEN THE AMERICAN MEDICAL ASSOCIATION
tAMA) AND THE REQUESTING ORGANIZATION THAT THIS PHYSICIAN

PROFILE (SEE REVERSE) IS PROVIDED TO THE REQUESTING ORGANIZATION
WITH THE UNDERSTANDING THAT (1) THE INFORMATION ON THE PROFILE WILL
BE TREATED WITH TOTAL CONFIDENTIALITY; (2) THAT SUCH INFORMATION IS
GRANTED SOLELY TO THE REQUESTING ORGANIZATION AND 1S5 GRANTED AS A
NON=EXCLUSIVE LYMITED LICENSE, CONSISTENT WITH AND LIMITED TU THE
SPECIFIC PURPUOSES SET FORTH ON THE PHYSICIAN PROFILE REQUEST FORM;
{3} THAT NO PROFILFE INFORMATION WILL Bf RELFASEDy COPIED, EXTRACTED
OR OTHERWISE USURPED FOR THE USE BY ANY UTHER PARTY, ENTITY,
ORGANIZATION OR GOVERNMENT AGENCY; AND (4) THAT UPON A BREACH OF
ANY OF THE FOREGOING COVENANTS OR UPON THE EFFECTIVE DATE OF ANY
STATUTE, REGULATION OR COURT DECISION MANDATING ANY DISCLOSURE
WHATSOEVER GF SUCH PROFILE INFORMATION BY THE REQUESTING UORGANIZ A~
TIONy, SUCH LICENSE TO USE AND POSSESS THE PROFILE SHALL BE AUTOMATIC-
ALLY AND IMMEDIATELY TERMINATED AND THE PROFILE AND ANY INFORMATION
OR DATA CONTAINED THEREON OR, IN ANY HAY, DERIVED THEREFROM SHALL
BE RETURNED TO THE AMA IMMEDIATELY, BUT, IN NDO EVENT, LATER THAN

48 HOURS AFTER SUCH AUTOMATIC TERMINATION.

WELCH, PHILIP MD_00018862 PAGE 11



STATE OF !
WASHINGTON DEPARTMENT OF LICENSING
P.0O. Box 9649, Olympia, Washington 98504

Dixy Lee Ray
Governor

April 24, 1978

Philip David Welch | -
2107 E. Mercer St. : ©
Seattle, WA 98112

Dear Mr. Welch

ThIS is to acknow!edge receipt of your limited medical Ilcense appl|cat|0n
received in this office April 11, 1978

A VIS wile s

The following is required to complete your appli:iﬁjon:_. _ﬁﬁq. L
11(”f). : . letter from the school with the

ertified copy of medical schooi diploma seal and date. of
Cortification of postoraduste traiming and date. of graduation will be
. accepted) '~ :

Fee

Certification of license in another state
Chronology

Letters of recommendation

Affidavit

Personal Data

Verjfication of employment
ijﬁér PHOTOGRAPH

Copies of all documents must be certnfued as true and unaltered copies of
the originals.

Upon receipt of the requested documentation, your appllcatlon will be
acted upon.

Sincerely

JOAN BAIRD
ISTRATOR

(Mrs.} Joanne Redmond
Assistant Administrator
(206) 753-2205
JR: jm
MED-657-59 Ltd. Lic. Ack. Ltr.
(R/4/78) L
WELCH, PHILIP'MD_00018862 PAGE 12



STATE OF
WASHINGTON DEPARTMENT OF LICENSING

P.O. Box 9649, Olympla, Washington 98504

Dixy Lee Ray

Governor
This is to certify that Philip David Welch, M.D. - has been
appointed as a resident* in Surgery i at

Service
the Swedish Hospital Medical Center " hospital for the period
beginning__ Jype 26 1978 . The individual
+ Mo : Day Yr

responsible for this resident's patient care activities will
be Cii}[b&NJL441LfLLAﬁ¢rLlJ¢1 .

Director of_Program\
{Signature) ,

*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
(R/01/78) WELCH, PHILIP MD_00018862 PAGE 13



LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING
. STATE OF WASHINGTON

This is 1o cortily that 1 have known KQH'I(JP Wele

1
for J years, from Z(/(-’/Ul I /97 { o /M(MI 7 i 7/

!

during wiich period __he was engaged in the study or active practice of medicine. To the best of my knowledge

—he is of good moral and professional character, is free from habits which might interfere with h LS professionul

;lc;ivitit:sr and is worthy of holding a license to practice .. Meoi ¢/ L)E — in the State of Washington.

Signature 6M}/W[ ?' ﬁﬂw M ¢ /), ' ' '
Addrcss- ’Z(/)/LWWML/ /O{)%/(d( _ /2‘ /V] . /%75
Licensed under laws of wé f% Mﬁf\/( | =

To practice W ‘/LL(-‘/"VL’ C(JC/WVLM‘GW )
| d/—"

MED-657-12 Latter of Recommendation

(R/1/77) WELCH, PHILIP MD_00018862 PAGE 14



LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING

. STATE OF WASHINGTON

Thix s to certify that T have Known ?DA ‘< ///0 e ot
for / yvars, from et P T T o Pl /F7F

during wiich period —_he was engaged in the study or active practice of medicine. To the best of my knowledge

——he is of good moral and professional character, is free from habits which might interfere with h_ts___professional

activities and is worthy of holding a license to practice _ et et

in the State of Washington.

.

Signature %‘Cﬁ"-‘jﬁ ;7/“’5"/4‘*% Ty, S

Address__SRI ¢ & (”Aesce.a—?ﬂ Dm;‘ua.’ Secnl Py, A FE/D

Licensed under laws of <2< 572,,&, é\/ Ce Leee -/65:...«_‘ Z%/C’/(_;
To practice '7%-24// et D

MED~6§1~12 Letter of Recommendation .
(RATT) WELCH, PHILIP MD_00018862 PAGE 15



MED!CAL BOARD WORKSHEET

NAME Philip David Welch DATE OF RECEIPT 6/22/79

1. LICENSURE BY d.o.b. 4/5/49

a) National Board Waiver

b) Reciprocity from

c) FLEX Waiver

d) LMCC

e) Examination

2. FEE

3. ADDITIONAL PHOTOGRAPH

4. PROOF OF EDUCATIONAL EXPERIENCE

a) Medical School Diploma

b) Postgraduate Medical Training

¢) Chronology

d} _Personal Qualifications

5. FOREIGN GRADUATE

a) " ECFMG

b) Medical School Subjects

6. LETTERS OF RECOMMENDATION

7. AEFIDAVIT

8. STATE CLEARANCE Mld. ‘

%

9.  AMA CLEARANCE MId. 4.-27-77

BIRA0D ARAR ORODDDE
R

ADMINISTRATIVElRECOMHENDATION -‘72;

. O, A\
BOARD ACTION 9,\0\/% W
LICENS EXAM 7
APPROVED 4 :
D1ISAPPROVED - DATE Q*—J-' 72)
PENDING - 4@j REVIEWED BY %’j

MED-657-24 (R 8/75) -

WELCH, PHILIP MD;O0.018862 PAGE 16 -



January 9, 1981

Philip D. Welch, M.D.
2107 E. Mercer
Seattle, WA 98112

Dr. Welch

We are pleased to advise that you have been issued Washington State
Physician and Surgeon certification No. L

dated . o pen . Enclosed yodVwPHI®€ind your wallet
size 1icensef7chibears your certificate number and certificate date.
Your medical certificate will be forwarded to you as soon as it is

engraved. This necessitates some delay and you will not receive the
certificate for several months.

This office will send, as a courtesy, notification of your license
renewal thirty (30) days prior to expiration date to the address on
file. It is important that you keep our office advised, in writing, of
any changes in your address so that you will receive your certificate
and annual renewal notices.

Sincerely

JOAN BAIRD
OMINISTRATOR

Mrs. Joanne Redmon
Assistant Administrator
Health Care Services
(206) 753-2205

MED 657-10
(R/3/80)

WELCH, PHILIP MD_00018862 PAGE 17



DEPARTMENT OF LICENSING

T0: Philip D. Welch, M.D. DATE: 9/11/80

FROM: QW

Carol Berry
Medical Section

RE: Medical application

Please list, on the attached chronology, your activities
from 6/78 to present.

If you have any questions, please do not hesitate to

contact this office.
{206) 753-2205

DOL.-200-6 Memo
(R/12/79)

WELCH, PHILIP MD_00018862 PAGE 18



DEPARTMENT OF LICENSING

10: philiﬁ D. Welch, M.D. ' DATE: 9/11/80

Wb

FROM: Carol Berry
Medical ‘Section

RE: Medical application

Please 1iét,‘on the attached chronology, your activities
from 6/78 to present.

If you have any questions, please do not hesitate to
contact this office.
(206) 753-2205

DOL..200-6 Memo
(R/12/79)

lWELCH, PHILIP MD_00018862 PAGE 19



o A o ————

Lot et A

o

PREVIOUS REGISTRATION
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Specnflcally list licenses granted as temporary, reciprogity, exemption or similar with type date, grantor, and

if license is current:

Certicate Parmanent License Aeceved By
Srate or Gther Profession ar Qurmeiy
Year J No. Tomporary Examination Other n Force
[ . - . —
WA S MED 78 “TEm L Y ES

PROFESSIONAL TRAINING AND EXPERIENCE~

List in chronological order all professional education and experience including college, university, medical school,
osteopathic school, post-graduate training, internships, residencies and practice. Include ALL periods of time from -
the date of graduation from medical or osteOparhuc school to the present whether or not engaged in activities related

tc medicine.
From To N d Location of Institution, Place of Practi Oth nDeg’ES o Featuno of Experionce
a ocaton of Inshiution, a T v , or alure © Xpenen
. Month Day Year ) ame an : C ce O racuce o er ecewve _(_)o; Splelcli?a"y P C
6 /75 | (29 | swevitd wese setracs wa INTERN et
Tje? | V0g Vaee oMY BT,
% ?/ 3 o - s — —_—
i 7/ INTIZZFL N =1 T Emf e/ 1 00 7
' ?/7; "/ 74 e/ . Re- mEs 8% - 2ooroGyY
c?/74,1 ¢/71% u’u.) Sced  OF INERIC E 27 £
R T T S

T
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'NEU\,P‘D .

.“r "\'-.

STATE OF

. ; ‘u
WASHINGTON DEPARTMENT OF LICENSING -/ VED
P.O. Box 9649, Olympia, Washington 95504 2
Dixy Lee Ray b Ig : (,]
Governor

,

PRGF ks"’"‘ iSion op

June 27, 1979 SlENAL "CENSING

Philip David Welch, M.D.
2107 E. Mercer
Seattle, WA 98112

Dear Dr. Welch:

Thank you for your medical application received in this office . June 22, 1979
The next meeting of the Board will be held on _September 7-8, 1979

*at which time your application will be reviewed, if complete. You will be advised 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 Diploma .
State Board Certification . Medical School.Subjects (MED-5)
National Board “Certification Original E.C.F.M.G. Certificate ’
of Record” Other .chronology

Copies of all documents must be certified as true.

Applications not complete prior to board meeting date indicated above, will be placed in our inactive
file.

Remarks: **As of this date we have not received your National Board

nCertification of Record" showing subjects and grades. Please

complete your chronology by listing all professional education,

using the enclosed xerox copy.

Sincerely,

By
Healing Arts Sectigf

MED-657-14 App. Rec'd L.ttr.
(R/9/75)
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September 13, 1979

Philip David Welch, M.D.
. 2107 E. Mercer ' '
Seattle, WA 98112

Dear Dr. Welch:

Your application and documents were presented to the Board of Medical
Examiners on Sept. 7-8, 1979 for review.

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

1. Complete chronology by listing all professional education,
and updating from 6/79 to the present.

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

Sincerely,

JOAN BAIRD
ADMINISTRATOR

By (Mrs.) Joanne Redmond
Assistant Administrator
Medical/Nursing Services

JR/cmm

MED 657-011 (rev 1/78)

WELCH, PHILIP MD_00018862 PAGE 22



AME FHYSTCIAN PRUFLLE

AMERIUAN HEGICsL aSsScClallon
535 MURTH DRARBURN STHEEY
CHECAGUy TLLINGIES o0&l

SURvEY UATA CENITEK
DEPARTFENT GF PoYSICLAN STATLSTICS
/7 Dali: Gr=eCG-19
NAME S wWELCH, FRILLF DAaviDy Ml .
AUk S50 210G = MEKCER SealTik wa . H‘,,/ Gulle
oIRTrirtACE: HARTFURDLCT ' BIKTHUATED Us/05/749

MEULUal wbUcATIUN (SCHUUL YEA<} S
Uiy UE WaSAalMNGTUN SCH MED, SEATTLE WA SYolis ;//// . L’T;;B
NATLONAL BUARD CERTLFICATIONT Wi T KEPURTEZD T UAE
LICENSES:
MOT RERORTED TO uATE
FHYSICIAN'YS PROFESSIONAL ACTIvITIEST:
Ro STtm
PRLIMARY. SPECLALTY o OoSTrIr1Cs anvbk GYNEULLGY
sELUMGarRyY SrellacTy: iSpPECIF[G :
TERTIAKY SrollaLiY: UNSPECLFIZUY
SPECTALYY HuAKD CERTIFICATIUMN: wol REPURTED Tu LDATE
MEMBER OF aMA: NOT MEMUER ‘
NATIUINAL SCIENTIFIC MESICAL S3C1elTlESs wNul RebPURTELD Tu DATE
PROGFESSURLAL APPOINTMemT s mdT Re PGkt 10 UAYE

CURRUENT MESICAL TRAINING: INT&ZRN
Huaselfan: SweEDISH HUsP Malr LENTGR SEATILE wA . G614

UDATES UF TralINING: i/ 1e=-00/71Y
SEPELLALTY S GiENDaL 2URGLRY
a@nCLALTY o UNSPECIFIEL

iNTERNSHEP

NOT REFORTEL 10 balr
REsitionNCg Y .

NitT RePuRiER 10 LaTE
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NATIONAL BOARD OF MEDICAL EXAMINERS ¢ 3930 CHESTNUT STREET, PHILADELPHIA, PENNA. 19104
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNITED STATES OF AMERICA

PHILIP De WELCHs MaDe _
having satistied all the requirements and having successfully passed the examinations is
hereby declared a Diplomate of the National Board of Medical Examiners.

Attest'WILLIAM Be HOLDEN

Chairman of the Beard

SEAL EDITHE Je LEVIT
: ; Philadetphia, Pa. ~ , Prasident of the Board
T .07/02/79 Cert.# 201014 -

it is 'cér_tified that the above is a copy of the Diplomate Certificate issued to the named physician,
a graduate of UNIV WASHINGTON SCH MED in

JUNE 1978 , whose birth date is 04/05/1949 , following successful completion’
of all examinations required for Certification by the National Board of Medical Examiners.

The grades obtained are as follows:

Standard* Scale
. Score Score
PART | passed 06/76
Anatomy, incl. histology and embryology....... S 495 80
PSS O OOV - 520 82
Biochemistry ... 555 84
PAtNOIOGY ..o oo 430 76
Microbiology, incl. immunology .........cccooiieioii 595 87
Pharmacology and Materia Medica.... ...........cooooiiii . 475 79
Behavioral ‘Sciences ....................... ETTTETT PR 610 88
(Minimum Passing Grade 380/75) TOTAL GRADE/AVERAGE™ 530 ‘ 82'
Part il passed  04/78 _
Internal medicine and the medical speciaities........... .. e _ . 480 81
Surgery and the surgical specialties................ e ., 210 83
Obstetrics and Gynecology .-.........oooonn. . O 610 - 88
Public Health and Preventive Medicine.................... SUUR 505 . 82
PediatriCs ... oo 605 . 871
PSYCRIAtrY ... SUUTTSTOT _ 540 -84
(Mlnlmum Passing Grade 290/75) TOTAL GRADE/AVERAGE™" 550 84
PART Il passed 03/79 .
A General Test of Clinical Competence............................... _
(Minimum Passing Grade 290/75) AVERAGE - 590 85+4
GENERAL AVERAGE (Parts i, ll, and lll}.............................. 83.8
IR - ‘ (Scale Score)
*Examinations taken since June 1971 are reported with both Standard and Scale Score Equivalents..

**Since 1966 National Board criteria for certification are based upon candidate’s Total Grade in Part |,
Part |}, and Part !ll, and not scores of individual subjects within each Part. .

A

Secretary for Certification -
06/22/79

| . SEAL Date
' WELCH, PHILIP MD_00018862 PAGE 24
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he Hniversity of Washington

2.3
: 2
> 5 68
m 2 &2 : : '
Cp O g g - To all to whom these Tetters shall come, Greeting
D T~y
e 09
% gl e}Regmtw of the Wuiversity on recommendation nft re Facnlty of the Sely haol of Aedicie
| £ and by trivte of the Authority vested tn T pm b Fatw hatre this day admitted

Hhilip Bauin Welch

74.;‘/ A febihe to tlrc dearee of
Nota Public )
et AIL””IBIW ,

King County-State: of Wash. .
and ave granted all the Rights Privileges and Hononrs theretw pertaining

This is to certify this is a true copy

Subscribed sid swom o befora me
m“ 30 dey ot Ao m-f

,Q
)

Rzsiding sl Sestte
Gioen at Seatile, in the State of Washingtor, this tenth day of Fune, the gear of mur Tord
e thousand nine hrudeed seirertty-eight ad of the gffnmcrsdu the one Ipuadred and eighteenty.

President of ] Fniversity

A
[l

M (i XL
¢
Beun of the School of IHedivine

sztfd\rzsibmt of the Fonrd of Regents
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The Swedish Hospital Medical Center

747 summit Avenue Dept. of Medical Education
Seattle, Washington 98104 292-2265

June 7, 1979

Division of Professional Licensing {Medical Section)
P.0. Box 9649
Olympia, Washington 98504

Re: Philip D. Welch, M.D.

Dear Sir:

This is to verify that Dr. Philip D. Welch will have successfully
completed his first year of post-graduate training at The Swedish
Medical Center on June 24, 1979

Sincerely yours,

John. L. Wright, M.D.

Director of Medical Education

JLW/KT

(Hospital Seal)
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LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING

. STATE OF WASHINGTON

This is to certify that 1 have known pM M/ﬁﬂ&é m =3
for ( years, from (aﬂ-Qa- 1973 8 to /) M

during which period __he was engaged in the study or active practice of medicine. To the best of my knowledge

—he is of zood moral and professional character, is free from habits which might interfere with h!3__ professional

activities and is worthy of holding a license to practice W’Q‘QJL/CM;—L in the State of Washington.

Signature /(KA/(<(]2 YV en - <Zn, e
Address / 2.2/ ‘)’V'«ﬂG:JQM £ LY M ?f/@‘/

Licensed under laws of WM@?@
To pl’aCtiCC m—— PP EVE 4

MED-657-12 Lettor of Recommendation
{R/LJTT)
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LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING

. STATE OF WASHINGTON

*
This is to certity that [ have Known /ﬂil /t:;‘o Ld.e,é C.A.
for /O ycars, from- /qé va to /? 72

during whiclt period —_lie was engaged in the study or active practice of medicine. To the best of my knowledge

—he is of good moral) and professional character, is free from habits which might interfere with }Lz'mprofcssionull

P . e ©
activities and is worthy of holding a license to practice Ade dic cove in the State of Washington.

Signature é/ﬂ-f/ l/ %/f
Address 744 S )Qtl_M/(y e/);p//

Licensed under laws of &t/ M -

To practicc__ﬂé:ﬁm

MED-657-12 Letter of Recommendation
(R/1/77)
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Philip David Yelch, M.D.
2107 L. Mercer
Seattle, WA 95112

Dear Dr. Welch:

Thank you for your medical application received in tmse o}f ice. Ji“me ;g% 5 1379 - “
The next meeting of the Board will be held on _>SP - Oy

at which time your application will be reviewed, if complete. You w1ll be advised of board decxslon
approximately 2 weeks after the board meetmg

' an
Application appears complete () Lacks the following ( X )
FLEX Certification - Postgraduate Training
LMCC Certification Medical School Diploma
State Board Certification Medical School Subjects (MED-5)
National Board “Certification Original C FMG, ggrtlﬁcate
» c nolog
of Record™ Other 7

Copies of all documents must be certified as true.

w5

Applications not complete prior to board meeting date indicated above wﬂl be placed in our mactwe A

file.

Remarks:
"Certification of Record" showing subjects and grades. Please

complete your chronology by listing all professional education,’

using the enclosed xerox copy.

Sincerely,

By

Healing Arts Section .
MED-657-14 App. Rec'd Ltiy.
(R/9/75)
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