/9535 © | S0 - 918

75.00
APPLICATION FO LICENSE TO PRACTICE
? 3 Z MONEY CTL.
{Check ore) D MED“CINE
O OSTEOPATHIC MEDICINE ano SURGERY
FEES o '
:;(—Z‘d'l cine with exan S] 75.00 DEPARTMENT OF LICENSING Make remittance
edicine w/o exam §150.)0 DIVISION OF PROFESSIONAL LICENSING payable to:

Osteopathic Medicine P. 0. BOX 9649 STATE TREASURER

and Surgery $150.90 OLYMPIA, WA 98504

Note: If you have a Limited License to Practice then the fee with exam is $100.00 and without exam is $75.00

Application for licensure is made by: (Check one)

Jq National Board waiver.
O Reciprocity from (state)
O washington Examination. (FLEX)
OL MC C.
O Flex waiver.

FOR OFFICE USE ONLY

PROG TRANS PROF CODE PIC/CIC STAT TYPE

LA 252

KEY DATE CLASS ASSN BILLED AMOUNT

MI-HA-LL-5470QJ o 00-0

MIHALOV,LINDA S

APPLICANT'S NAME MiHALoOV L H:J DA S.
Last irst Midale
ADDRESS 152— N & 53&0 ST'.
cTy_SEATTLE STATE WA 7p 48105 county __Kin 6 | |
TELEPHONE NO. S43-3333 SOCIAL SECURITY NUMBER _ |
Enter the number at which you can be Requested for identification purposes only. Entering SSN is
reached during normal business hours. voluntary and is not required for licensing approval.
SEX (ForM) __F_ pATE OF BIRTH___ !/ L ( 53 OFFICE USE ONLY
mo. ay yr.
BIRTHPLACE _DRIDGE PoRT (1 rpRe rgef] SEMDATE
City State County GRAD YH/SC.H L— |
MEDICAL SPECIALTY __O8& / GVI\/ — —

Medical/Osteopathic School UN" VE RS IT’V O'f‘ ILLinNot S Year Graduated _ /49 §o

INSTRUCTIONS

1. ALL APPLICANTS
(a) This application and supporting documents, should be filed with the Division of Professional Licensing at
least thirty (30) 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 section to which they 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.

edT B 3
e

(R/2/80) Pg. 1ol 4

MED-657-020 Mad./Osleo. App. JUL 22 \gﬁ\
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APPLICANTS MUST PROVIDE THE FOLLOWING

2. CERTIFICATION )
(a) Applicants for licensure by NATIONAL BOARD WAIVER must furnish “Certification of Record” direct from
the National Board of Medical Examiners, 3930 Chestnut Street, Philadeiphia, Penn. 19104, OR the National
Board of Examiners for Osteopathic Physicians & Surgeons, 22 5. Washington St., Park Ridge, Ill., 60068.

{b) Applicants for licensure by FLEX WAIVER must furnish examination results direct from FLEX office, 2626- B
West Freeway, Fort Worth, Texas 76102.

{c) Applicants for licensure by L.M.C.C. must furnish certification direct from The Medical Council of Canada,
1867 Alta Vista Dr., Box 8234, Ottawa, Ontario K1G 3H7.

{d) Applicants for licensure by STATE RECIPROCITY must have Page 4 of the application completed.

3. MEDICINE ONLY

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

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

{c) 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.

{f) See accompanying EXCERPTS for more detailed information.

4. OSTEQPATHIC MEDICINE AND SURGERY ONLY

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

(by Certificate showing completion of one year of internship in any nationally accepted approved one year
internship program; or the first year of a residency program approved by the American Osteopathic Asso-
ciation, the American Medical Association or by their recognized affiliate residency accrediting organ-
izations,

{c) Two (2) letters of recommendation attached to this application.

{d) See accompanying EXCERPTS for more detailed information.

5. IN ADDITION TO the requirements listed above, graduates of U.S. and Canadian medical schools and osteo-
pathic schools must provide official transcripis direct from their school of graduation. Transcripts will NOT be
accepted from the applicant.

IDENTIFICATION 1___
HEIGHT 5 ' (p H WEIGHT { G O .
COLOR OF EYES COLOR OF HAIR
B0 o n/ PR Ows )

P 2 - LD
PERSONAL DATA 94 |5 Frubaley

If any of the following questions are answered “Yes", full details mus! be furnished on a separate {8%x11 inch) sheet
and attached 1o this application. Yes No

1. Have you ever been called belore 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 ,E[
2. Have you ever been convicted of a felony or misdemeanor other than traffic violations? .......... O ,Bf
Have you ever been convicted of a violation of any state or federal Controlled Substances Act, or
any drug OF NAFCOTIC JAW D ... it et et s e et et e et e e O
Have you ever had a license to practice revoked or suspended? .............c.cciiiiiiiiinivnan... 0 R[
Have you ever been addicted to or treated for addiction to any controlled substance? ............ a g
(|
0
2%
h

@

Have you ever received psychiatric treatment or received treatment for a mental illness? .........

Have you ever engaged in the excessive use of alcohol or received treatment for alcoholism?

Have you ever been denied the right to take an examination for licensing in any state? ...........

Are you presently suffering from any disability or iliness which could affect your ability to safely

_ practice MediCing? .. .. ... . e O
10. List any malpractice actions that have been filed against you, including the nature of the case, date

and address of court where it is filed, and case status.

IR 4
MED-557-020 Mea./Osteo. App. Y ,._!- < 4
{R/8/80) Pg.2af 4 i

LOoNDO A
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PREVIOUS REGISTRATION

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

if license is current:

Certiticate Li Recei B
State or Ober Prolession PelrrLarnent cense Receed By Gurrently
Year No. Temporary Examination Other in Force
(,L)H5Hrr\1(,~r0fd mb 1 a8o T¢pn P /

PROFESSIONAL TRAINING AND EXPERIENCE

List in chronological order all professional education and experience. Include college, university, medical or
osteopathic school, and ALL periods of time from the date of graduation from medical or osteopathic school 1o
the present whether or not engaged in activities related to medicine.

Degree or Certificate and Date

o i By, Vaar © Name and Location of Institution, Place of Practice or Other Received, or Nature of Experience
G [72] 5/13 |[macmurRAY CollEGE; JALKSOMVILLE|IL —
3/73 (9/7+ MNATL C—DLLC:GE OF EJUCATT OIL/l‘EVA'IUSTONI s —
3j-z+ /76 U!\J!UE!QSIT}’ of 1LLiNOsS - u,eg:moAL;L. A.S. L]/76
ﬁgéj&, 680 | UNIVERSITY of 1LLINGLS Coci E6E of
mErDllc-/U €, CtHceAabo, /- m.D. é/go
7/80| ©/38] VN IVERSITY 6p WOASH 1N 6TON FIRST YEAR RESIDENS

SEATTLE | wA

N OBSTETRICS v
GHYNNECOLOGY
7

seans
''''''

MED-857-020 Mad./Osieo. App.
{R/8/80) Pg. 3ot 4
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Applicants for licensure by STATE RECIPROCITY must provide the following certification.

To be execuled by the Secretary of the Board or Department of the State upon whose license the applicant relies

for reciprocat registration in Washington. (To be completed only if license was obtained by written examination).

| certify that the Aforesaid oo iR R examination before the
of this state attained a general average of ............. percent {or FLEX WEIGHTED AVERAGE OF ..._.......... percent)
and the foltowing marks in the subjects named:

Subject Percent Subject Percent

If FLEX examination please provide the following averages for each day.
DAY | DAY 1l DAY Il
BASIC SCIENCES ... ... CLINICAL SCIENCES ....... IESSUR CLINICAL COMPETENCE ... ... ...

| do further certify that @ CertifiCate L0 PraC IO et en e aame e
was issued to said applicanton the ... dayof ... ... 190 . upon the following qualifications:
and said certificate has not been revoked or suspended and that, from the records now on file in this office, I believe
ho.. to be of good moral character and worthy of professionat 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 ... ... e
In testimony thereof, witness my hand and seal this ... day of . 19
[SEAL] SECRETARY OF THE ... e

POST OFFICE ADDRESS .........ccooomiiiiioomececcviticioscierenreees
AFFIDAVIT

LinDA S MIH’ALO\/

pnm or type full name or apphcant

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 diploma 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.

| hereby authorize all hospitals, medical institutions or organizations, my reterences, personal physicians, em-
ployers (past and present), busingss 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, ethical and physical qualifications for licensure
in the State of Washington. | understand the Board may request a physical or mental evaluation to determine my
fitness for practice.

I have carefully read the questions in the foregoing application and have answered them completely, without
reservations of any kind, and | deciare under penalty of perjury that my answers and all statements made by me herein
are true and correct. Should | furnish any false information in this application, | hereby agree that such act shall
cgnitltute cause for the denial, suspension or revocation of my license to practice in the State of Washington.

. S N ko o, MO

app'icant's 3i grl:lure 5 H
Subscribed and sworn to before me this ... ,Z

K 193/

, being first duly sworn, depose and say that | am the

[SEAL]

MED-857:020 Med./Qsteo. App. [
(R/8/80) Pg.4o0l4
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MEOICAL BOARD WORKSHEET

NAME Linda S. Mihalov DATE OF RECEIPT 9/1/81

DATE OF BIRTH 11/11/53

1. LICENSURE BY

a) National Board Waiver /) jlx?

b)  Reciprocity from /]

c) FLEX Waiver [

d}  LMce ST

e) Examination /.
2. FEE 7 £75 Amdie.
3.  ADDITIONAL PHOTOGRAPH /T

4.‘ PROOF OF EDUCATIONAL EXPERIENCE

a) Medical School Diploma /] /L
b) Transcripts /N ) ﬁm’ok

c) Postgraduate Medical Training / & /

d) Chronology |
5. Pérsona] Qualifications Y
6. FOREIGN GRADUATE
a) ECFMG [
b) HMedical School Subjects /T
7.  LETTERS OF RECOMMENDATION 1::];2{7’“ _
8.  AFFIDAVIT n=a,
9.  STATE CLEARANCE M1d. ;T

10.  AMA CLEARANCE Mld. grzlal Ve

ADMINISTRATIVE RECOMMENDATION

BOARD ACTIGHN

' LICENSE . EXAM
APPROVED = —
DISAPPROVED — oate P35/
/ \
PENDING REVIEWED BY ,4:?§%éii}jiéiiiéézuz-—

MED-657-24
(N/5/80) wpc MIHALOV, LINDA MD_00019539 PAGE 5



]OH(I;JO iP;Erl;‘l.g:tAN JOHN GONSALEZ

Director

STATE OF WASHINGTON
DEPARTMENT OF LICENSING

September 10, 1981

Linda S. Mihalov, M.D.
152 RE 53rd st.
Seattle, Wa. 98105

Thank you for your medical application received in this office

on 9-1-81 . The next meeting of the Board will be
on 1i-6 & 11-7,1981 . Applications will be reviewed between

Board meetings upon completion. Applications that need special
Board consideration will be sent to the next Board meeting,

if complete. Administrative requirements for processing
applications take approximately 6-8 weeks after receipt of an
application.

Your application lacks the following:

We have not received a certified copy of your Medical School
Subjects,

COPIES OF ALL DOCUMENTS MUST BE CERTIFIED AS TRUE.

The address on the application will be on your medical license,
unless otherwise notified. ‘

+

Sincerely,

Chris Robert Rose
Administrative Assistant
Medical Section

‘Iﬁ.'}r%.tsi%%l%ef Professional Licensing
P. O. Box 9649 :

Olympia, WA 98504

(206) 753-2205

MED 657-14
(R/7/81)

MIHALOV, LINDA MD_00019539 PAGE 6



AMA FHYSICIAN PROFILE

AMERICAN MEDICAL ASSOCIATION
535 NORTH DEARRORN STREET
CHICAGO, ILLINQIS 40440

; DIVISTION OF SURVEY AND DATA RESQURCES
L DEFARTMENT OF DATA RELEASE SERVICES
DATE: 09~i0-81
TIME : 5:19 Fi

NAME : MIHALOV,LINDA §, M.D. MEDICAL EDUCATION NUMBER: 01611801943

ADDRESS : UNIV WASH AFFIL HOSFS-DRGYMN SEATTLE WA 78195

BIRTHFLACE: BERIDGEFORT,CT ' BIRTHDATE: 1t/13/53

MEDICAL EDUCATION (SCHOOL YEAR): '-’/,
JNIV OF ILLINOIS COLL MED,CHICAGO IL 60642 ' 780

NATIONAL EOARD 'CERTIFICATION: NONE REFORTED-TO DATE
LICENSES : Lo ' '
. NONE REFORTED TG DATE
FHYSICIAN'S FROFESSIONAL ACTIVITIES:
RESIDENT T :
FRIMARY SFECIALTY: OBSTETRICS AND GYNECOLOGY
SECONDARY SFECIALTY: "UNSFECIFIED
TERTIARY SFECIALTY: UNSPECIFIED
SFECIALTY ROUARD CERTIFICATION: NONE REFORTED TO DATE
MEMEER OF AMA: NOT MEMEER
NATIONAL SCIENTIFIC MEDICAL'SOCIETIES: NONE REFORTED TO DATE
FROFESSORIAL-AFFOINTMENT: NONE REFORTED TO DATE
CURRENT MEDICAL TRAINING: INTERN
HOSFITAL : MNIV WASH AFFIL HOSFS : SEATTLE WA 98195
DATES OF TRAINING (07/80-06/81 ‘ ,
SFECIALTY: ORSTETRICS AND GYNECOLOGY
SFECIALTY: UNSFECIFIED

!

INTERNSHIF:

NONE REFORTED TO DATE
RESIDENCY:

NONE REFORTED TO DATE

COFYRIGHT 1981 AMERICAN MEDICAL ASSOCIATION ®xAMA FILES CHECKED#x SEE REVERSE

MIHALOV, LINDA MD_00019539 PAGE 7



£
AMA PHYSICIaAN PROFILE ICDNT U:D) [y BRI
. LA || Joaeoasb LICTE I TN ALY I S b
TR ﬂl\“iéi“" N 1T
(DI LAV ARG
T D T L T S T A 1 S 41 S B W Y
RORE P TREY B SO AUt B SR R 41 4 S T A I R 1
f ATt
(T Cmn
voookad i'(: P A R Y S U O '_L"\ E X iﬁ-iﬁ"-ﬂ"' :."‘3 [ER T

IT 15 MUTUALLY AGREED 8eTyeen THe dMeRTCay mEOTCAL® ASSOCIATION ‘T
(AMA) AND THE REQUESTING ORGANIZATION"THAT YIS PrySICIAN, L7 Wrdils -
PROFILE, (SEE REVERSE) 1S PROVIDED TO, th.R‘QUE&TINLWORGANIlATIUN ET”'”
WITr' THE UNDERSTANDING THAT (1) THE., INFORMATIDN ‘ON THEJPROFILt uILL
BE TREATED WITH TOTAL CONFIDENTTALYTYS ‘13 “THaT ¢{Uch INEGRMATIOR 1S "
GRANTED SOLELY TO THE REQUESTING ORGANIZATION ANO _[S.GRANTED AS.A ...
NMON-EXCLUSIVE LIMITED LTICENSE, CONSISTENT WiTh.anD' UIMITED: JTOSTHE,, fq
SPECIFIC PURPOSES SET FORTH UN THE PHYSICIAN PRérILE RequEér roam-“

(3) THaT NO PRUFILE INFORMATION WILL BE RELEAS EQy . CORIEDy. . EXTRACTED

DR OTHERWISE USURPED FOR TmE USE By ARy '0THER™ Pakjv, ENTTTYy o T AT
ORGANIZATION OR GOVERNMENT AGENCY; AND (4) THAT URUN A éREACH O T
ANY OF THE FOREGOING COVENANTS, OR-UPON THE EFFECTIVE, DATE UF‘Aqg R .
STATOTE, REGULATION OR COURT DECISION MANDATING™ANY DisCLD URE. T e s
WHATSUEVER OF SUCH PROFILE. INEORMAT.LON, BY THE,REQUESTLNGIOR uANIZA — Enﬁﬁi”"

TION, SUCH LICENSE T0 USE”AND 'POSSESS™THE PAGRLLE SHALL” BE 'AUTOMATIC=
ALLY AND IMMEDTATELY TERMINATED aND ThHE ' PRDFIL: AND ANY I FGRMATlUN -

| ."t .|. 4

OR DATA CONTAINEU THEREON, R, IN.ANY WAY, DERLVED THER:FﬁbJ 'SHalL"" ;j;”?;J"‘“‘
BE RETUKRNED TO THE AMA IMMtUIATELY. BUTs  IN. NG, tV:NT, LATERnTHAN vﬁiﬂ;"“
45 HOURS AFTER SUCH AUTOMATIC, TERMINATIONG “.) .70 Lo 0 AP
G
FATPERINE
I ) TR T I
AR b
A 0 STELITR S Lnnn
Tra MR AT e MGTIEG ARt eawe WO TL D0 e ASIINR L DT D e RYEN

¢ MIHALOV, LINDA MD_00019539 PAGE 8



arMa FHYSTOTAaN PROFILE

SMERTGCAN MEDICAL ASSOCTATIOM
SAN NORTH DEAREORMN STREET
CHICAGT, TLLIMITEY  A0410

DIVIETOM OF SURVEY aMD IaT
CDEFARTHENT OF BaTh RELEANE

MAME: MIHALDY, LIMDA &, ®.D. R L
ADDEESS : UNIV WASH AFFIL HOSFS-0RGYN SEATTLE WA
EIRTHFLAGE : BRIDGEFORT,CT ETRTHDATE: 14/11/53
MEDTCAL EDUCATION (SCHODL YEAFR) - o
UNTV OF TLLINOLS COLL MED, CHICAGD Tl 46643
NATTONAL ROAKRD CERTIFICATION: NONE REFORTED T DATE
LICEMSES '
NOME REPFORTED T0O DATE |
FHYSTCIAN' & PROFESSIONAL ADTIVITIES:
S TDENT
FRIMARY SFPECTALTY: ORSTETRICE AND GYMECOLOGY
SECOMDARY SFECIALTY: UNSFECIFIED
CTLARY SFECIALTY : UNSFECIFIED
CTALTY BOARD CERTIFICATION: NONE REFORTED TO DATE
CMEBER OF AMaA: NOT MEMBEFR _ A
HATIONAL SCTENTEFEC MEDICAL SOCTETIES: NONE REFORTED TO
FROFESSORIAL AFFOTNTMENT: NONE REFORTED 70 DATE
ENT OMEDICAL TRAINING: THTERN
MOSFITAL: UNIV WASH AFFIL HOSFS TEATTLE WA
DATES OF TRATHING: 07/80-04/8%
FCTALTY . ORSTETRICE AND GYNECOLOGY
SFECTALTY: UNSFECIFIED

ITERMNSH LR

MONE REFORTED TO DatTE
RESTDEREY

MOME REFORTED TO DATE

CORFYRIGHT 1981 aMERICAN MEDTCaAl ASS0CTATION  wxdMa FTLEY

MIHALOV, LINDA MD_00019539 PAGE 9

DATE: 09-15-81,
TIME: $2:1% PP

P81 95

1280

DATE

8195

CHECKED®®  FIE REVERSE



AMA PHYSICIAN PROFILE (CONTINUED)

IT 1S MUTUALLY AGREED BETWEEN THE AMERICAN MEDICAL ASSOCIATIDN

{ aMA) AND THE REQUESTING ORGANIZATION THAT THIS PRYSICIAN

PROFILE (SEE REVERSE) 1S PROVIDED TO THE REQUESTING ORGANIZATION
WITH THE UNDERSTANDING THAT (1) THE INFORMATION ON THE PROFILE WILL
€ TREATED WITH TOTAL CONFIDENTIALITY; (2) THAT SUCH INFORMATION 1S
GRANTED SOLELY TO THE REQUESTING ORGANIZATION ANU IS GRANTED AS A -
NON=-EXCLUSIVE LIMITED LICENSE, CONSISTENT WITh AND LIMITED TO THE
SPECIFIC PURPOSES SET FORTH ON THE PHYSICIAN PROFILE REQUEST FORM;
(3) THAT NO PROFILE INFORMATION WILL BE RELEZASED, COPIED, EXTRACTED
OR OTHERWISE USURPED FUR THE USE BY ANY OTHER PARTY, ENTITY,
NDRGANIZATION OR GOVERNMENT AGENCY; AND (4) THAT UPUN A BREACH UF
ANY OF THE FOREGUOING COVENANTS OR UPUN THE EFFECTIVE DATE OF ANY
STATUTE, REGULATION DR CUURT ODECISION MaNDATING anNY DISCLOSURE
WHATSOEVER OF SUCH PROFILE INFORMATION BY THE REQUESTING ORGANIZA-
FTIUNy SUCH LICENSE TO USE AND PUSSES> THE PROFILE SHALL BE AUTOMATIC-
ALLY ANG IMMEDIATELY TERMINATED AND THE PROFILE AND ANY INFORMATION
OR DAaTA CONTAINED THEREON OR, IN ANY wWaY, DERIVED THEREFROM SHALL
BE RETURNED TO THE AMA IMMEDIATELY, B8UT, IN NO EVENT, LATER THAN

48 HOURS AFTER SUCRH AUTOMATIC TERMINATION. . ‘

MIHALOV, LINDA MD_00019539 PAGE 10



SOCIAL SECURITY NUMBER DATE ENTERED | COLLEGE UNIVERSITY OF ILLINOISatthe |V
ll 9-20-76 | MEDICTNE
NAME AND ADDRESS
Mihalov, Linda. Sue
1140 Elizabeth Avenue DoctoSEﬁMdIﬁﬁhe
Naperville, Illinois 60340 June 6, 1980
CHANGE OF DIVISION OF =]
NAME TO: PROFESSIONAL LICE
OATE OF BIRTH PLACE OF BIRTH HIGH SCHOOL Naperville Centrn ]
November 11, 1953 Bridgeport, Connecticut | Naperville, Illinois 1972 [
ILLINOIS B ves ) gex O male RESIDENCY University of Washington Hospital
RESIDENCY O no b Femate Seatrrle UWacshineton
COLLEGE(S} ATTENDED AND SEMESTER CREDITS EARNED 4 =
MacMurray College - (36) University of Illineis - Urbana - (69)
National College of Education - (29)
DEGREESB,S.,University of Illinois-Urbana, May 1976 I
CERTIFYING EXAMINATIONS
DATE DISCIPLINES INCLUDED IN COMP EXAM )—Anatomy [bath gross
6-77 comPEXAMI s ud and microscopicl, Biochemistry, Physiology, Microbiology, Genatics,
10-79 comp eExamil 5 X U Behavioral Sciences, Pharmacology, and the Neurosciences.
2=77 NATIONAL BOARD-PArt 1 s®E vd DISCIPLINES INCLUDED IN COMP EXAM I1—Medicine, Surgery, Ob-
9-79 naTiOnaL BOARD -Part 11 s v(] statrics and Gynecology, Pediatrics, Psychiatry, Orthopedics, Derma-
NATIONAL BOARD 53 v tology, Preventive Medicine, and Community Health, plus elamenzis of
a Pathology, Radiology, and Pharmecology woven throughout,
EPEAT
s U EVALUATION OF CLERKSHIP PERFORMANCE by clerkship super-
visors i3 provided through e written description of the swdent's
s v parfarmance of appropriate mator tasks, his attitudes towerds his
53 ud supervisars, his peers, the patiants, and hasith care team. Specific com-
ments are ancouraged ragarding the studant’s willingness 1o accept pro-
fassional responsibility, his curiosity, Initiativa, and ability to perform
LAB SKiLL PERFORMANCES independently
DATE T e e . = T - —_—
6-77 Gross Anatomy 0 . e ELECTIVE EXPERIENCES ¥«
MIHALOV. L INDA S
6-77 Histology o0 s$™ vl : .
6-77 Microbiolo . :
&7 o0 sE VYD hg3a_p6-79 04-21-79 OCCUP MEDICINE *
REPEAT 04~-23-79 05-19-7% FAMILY PRACTICE *
OD SI:] vl 07=16-79 08~11-7% DIAG RADICLOGY *
CLINICAL CLEFKSHIPS 09-10-79 10-20-79 ENDGCRINCLCGY ®
MIHALOVS. LINDA S 11-05-79 11-24-79 CLIN DERMATOLCGY *
11-26-79 12-22-79 FAMILY PRACTICE *
¢9-12=-77 11-19-77 PHARM PATH * 02-25-80 02-22-80 NEPHROLCGY x
11=-26-77 12-17=-77 HISTORY PHYSICAL =% 03-24-80 05=-17-~-380 CARDIQLOQGY % '
01l—-02~-78 D 3I-25-78 PPOBLEM SOLVINMNG *x . !
J3=27-78 lY6-17-78 MEDIC ILNE S
07-17-78 05-30-78 SURGERY s
10_-02-?8 11-25=78 PECIATRICS 0
11-27-76 12-1&£-78 PSYCHI ATRY S
01=-01-79 Q1-27-79 PEYCHI ATRY s/
J1-29=75 )2-24-79 OB GYNE C.
05-21-76 26-16-79 OPHTH S *% ELECTIVES ARE NON-GRADEGC
06=-18-7% 07-14-79 ENT s - EVALUAT ION
Cl1=-28-80 12-23-80 ANESTH S | L o
HORORS :
The Upjohn Award
SEP -3 w3
% NON-GRADED PRECLINICAL 'EXPEF-’.IIIENCE
_ - ‘ /R
—F e
TSTULENTETATUS S mree £
1STYEAR _ 1976-77 (9-20-76/6-11~77) SBMS - MC Promoted tc the gsecond vear.
2ND YEAR _1977-78 (6-20-77/6-10-78) ALSM Promoted to the third yearx
4AD YEAR 1978-79 (6-19-78/6-9-79) ALSM Promoted to the fourth year.
4THYEAR 1979-80 (6/18/79-6/6/B0) ALSM

MIHALOV, LINDA MD_00019539 PAGE 11



NATIONAL BOARD OF MEDICAL EXAMINERS® « 3930 CHESTNUT STREET, PHILADELPHIA, PENNA, 19104
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE VE

UNITED STATES OF AMERICA

Linda Se Mihalove Me.De SEP 11981
having satshed all the requirements and having successfully passed the examinatiofs is
heraby declared a Diplomate of the National Board of Medical Examiners DIVISION OF

Attest WILLIAM Ba HCLDEN

Chawrman of the Board

PROFESSIONAL ucsusrms

SEAL EDITHE Jes LEVIT
Philadselphia, Pa President of the Board k
0o7r/01/81 Cert. # 223128
=
It is certified that the above is a copy of the Diplomate Cenrificate issued to the named physician, ?
gadusteof  UNIVERSTTY OF ILLINGIS in r
NE 158C . whose birnth datejs  11/11/1953 , following successful completion C
of all examinations required for Certification by the National Board of Medical Examiners. )
The grades oblained are as follows: r
Standard* Scale 7))
Score Score ¢
PART | passed 09,17
Anatomy, incl. histology and embryology 585 86
Physiology 465 78
Biochemistry o 580 86
Pathology 545 83
Microbiology. incl. immunofogy 565 85
Pharmacology and Materia Medica 625 88
Behavioral Sciences 595 87
(Minimum Passing Grade 380/75) TOTAL GRADE/AVERAGE** 575 84
Par !l passed 09/75
Internal medicine and the medical specialties . 540 84
Surgery and the surgical specialties 510 88
Obstetrics and Gynecology 685 91
Public Health and Preventive Medicine . 595 87
Pediatrics 590 87
Psychiatry 630 88
(Minimum Passing Grade 290/75) TOTAL GRADE/AVERAGE"* 635 81
PART lil passed _ 03/81
A General Test of Clinical Competence
(Minimum Passing Grade 290/75) AVERAGE 545 83.8
GENERAL AVERAGE (Parts |, Il, ang 111} 8449

{Scale Score)
*Examinations taken since June 1971 are reporled with both Standard and Scale Score Equivalents.

**Since 1966 National Board criteria for certification are based upon candidale's Total Grade in Part |,
Part 1l, and Part 1ll, and not scores of individual subjects within each Part.

e 5

Secretary for Certification
08/s25/81

SEAL

Date
MIHALOV, LINDA MD_00019539 PAGE 12
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LETTER OF RECCMMENDATION

DIVISICN OF PROFESSIONAL LICENSING
STATE OF WASHINGTON

This is to certify that I have Known L//é Zéf'é;‘éﬁg @42 )

for _/ * _ years, from_ -/ fB to_ pptai’
7

during which period gshe was engaged in the study or active practice

of medicine. To the best of my knowledge ,yhe is of good moral
and professional character, is free from habits which might inter-
fere with hgp professional activities and is worthy of holding a

license to practice WM@;&Z/ in the State of

Washington.

PLEASE PRINT OR TYPE

Name o7 . o7 THE P ZS/ .

Tltle@ B r@,/ (gé /
Capacity in which appllcant known éaé’/ //r ﬁ{

Address [ FE57 = /;'@ﬁf Q@i/ﬂ Lz, TELTS

Licensed under laws of sé‘[&zf’ a£ %M’/V,&,é/f/
To practice e sesie  [(15777)

Please comment on applicant's professional character and ethics:

d/zzfgf// / /;'mé ¥ e cowl?, QZ&L_
& 7 Ee. S .45/ ,/é’v‘

ﬂﬂ/ yrrs 2/ G sl féf/ 2, 2 Z

% LH ¥ /AT Lt / ; ;C/-‘ i/ .
i

s >

. 7 r
MED 657-12 LTR OF RECOMMENDATION 7 Signature
(R/10/17/80)

MIHALOV, LINDA MD_00019539 PAGE 15



LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING
STATE QF WASHINGTON

This is to certify that I have Known Linda Mihalov

for 1 plus years, from /—1-80 to current

during which period che was engaged in the study or active practice
of medicine. To the best of my knowledge ghe is of good moral
and professional character, is free from habits which might inter-

fere with hﬁr-professibnal activities and is worthy of holding a

license to practice Medicine and surgery in the State of

1
Washington.

PLEASE PRINT QR TYPE

Name Linda Mihalov, M. D.

Title Residept _in Obstetrics and Gynecology

Capacity in which applicant known g5 above.

Harborview Medical Center
Address 325-9+h Avenue, Seattle, WA, 98104

Licensed under laws of Washington

To practice Medicine and Surgery

Please comment on applicant's professional character and ethics:

Linda Mihalov is an exceptional young physician and surgeon who exhibits

remarkable caring for her patients with her gentle application of her

significant fund of knowledge and her increasing fine-tuned specialty
. ‘ . : l

and her interprofessionaiirelationships closely in the past year

guestioned. It is my opinion that in this regard she well belongs
in that highest category beyond reproach.

éiﬁobé/nﬁCZ{Luu:e,Aﬂzf

MED 657-12 R Signature
LT _OF_RECOMMENDATION Edward Prince, M. D.

(R/10/17/80) Chief, Department of Obstetrics &
: Gynecology

EP/an MIHALOV, LINDA MD_00019539 PAGE 16




' APPLICATION EOR ‘tﬁ/@70 LIMITED LICENSE /i-5b5§ 70 042280 40,0

79 7-1-4% ,..TO PRACTICE MEDICINE
) -— 0

FEE ..... e $40.00 A 7

{Includes $25.00 application DIVISION OF PROFESSIONAL LICENSING Make remittance

fee and $15.00 License Issuance P. O. BOX 9649 .

, . payabie to:
feeg X 7 g/ OLYMPIA, WA. 98504 STATE TREASURER
Limited hcense application is made in conjunction with employment in: (Check one)
0O Institutions 00 County-City Health Dept. ﬁ Residency or Internship
FOR OFFICE USE ONLY
PROG | TRANS PROF CODE ! LTS | | expimaTion DatE EXPT | STAT | TYPE
LA 25214 MI-HA-LL-S470Qy 0 D0-0D-00
KEY DATE CLASS MIHALOV +LINDA S SIGN SPLIT CTRD
|
PLEASE TYPE OR PRINT CLEARLY
APPLICANT'S NAME MIHAL OV LINDA 5.
Last First Middle

ADDRESS I58 HARDING ST.

oTy__ELein sTATE_!L _zip 60140 counTy _KANE

EMPLOYER'S NAME (DBA) __ =

€312
APPLICANT'S TELEPHONENO. 637-5475  ApPPLICANT'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)__ T _ paTeoFBiRTH M __#1 §3 OFFICE USE ONLY
ma. day ¥I.

PLACE OF BIRTH _BRIDGEPORT , CONNECTICUT

Y H L 1 1 | 1
ARE YOU A U.S. CITIZEN? X[ YES O NO GRAD YR/SC ‘
IF NOT. ARE YOU A RESIDENT ALIEN? [J YES [ NO
MEDICAL SPECIALTY
APPLICANT'S RESIDENCEADDRESS _ I8 ¥ HARDING ST.
oy _ELén sTaTE_ /L zip_b0 120 COUNTY __KANE

INSTRUCTIONS

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

. It additional space is required, attach separate (82 x 11 inch) sheets, indicating the section to which they refer.
Attach a certified copy of Medical School dipioma.

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

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

It 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

N R . |
‘@} //\ CR ! ' MAR 1 9 1980
N

MED-657-056 Lid. Lic, App.
(R/ATT)

N O AL

MIHALOV, LINDA MD_00019539 PAGE 17



IDENTIFICATION

HEIGHT P WEIGHT
SG 150
COLOR OF EYES COLOR OF HAIR
BROuIN BR0 W A

PERSONAL DATA

If any of the following questions are answered “Yes”, full details must be furnished on a separate (8'% x 11 inch)

sheet and attached to this application. ' :
YES NO

1. 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? ...............
Have you ever been convicted of aviolation of the Controlled Substance Act, orany narcoticlaw? .. ...
Haveyoueverhadalicenseto practicerevoked orsuspended? ... ... ... i, 0

. Haveyou everbeen addicted to or treated for addiction to narcoticdrugs? ........................... O /g\
Have you ever received psychiatric treatment or received treatment foramentalillness? .............. [~ {
Have you ever engaged in the excessive use of alcohol orreceived treatment for alcoholism? .......... O K

N RO

PREVIOUS LICENSURE

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

CERTIFICATE PERMANENT LIGENSE RECEIVED BY
SL'“TTE OR PROFESSION oR CURRENTLY
HER YEAR NG. TEMPORARY 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 graduation from medical school to the present whether or not engaged

in activities related to medicine.

Degree or Certificate and Date

From .o 1O
Month, Day, Year

Name and Location of Institution, Place of Practice or Other

Received, or Nature of Experience
or Specialty

MACMURRAY COLLEGE

8}7& 5/73 JAcKsoA viLL £, 1L I YR Coiiese
MATIONAL, ColLlLEGE O&F EbutaTi oAl
9/73 [’}1"” EvVANSTON ,IL I yr Corces €
UnNivERSITY bF lLirdors X
gf14 | 5/7¢ VeBANA- CHAMPAIGN )L &.S. -5[7¢
VUPRIVERS) FY ILL/AOIS COLLEGE O mep.
?/76 PreSenf' CH‘CAGOJ L M.p. - @/6}90
MIHALCOV, CINDA MD_00019539 PAGE
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e A

AFFIDAVIT

I, Linon S. MitiacroN , being first duly sworn, depose and say that | am the person
print or type luil name of applicant
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 saigd diploma was procured in the regular ¢ourse of
instruction and examination without fraud or misrepresentation.

I hereby authorize ali 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, 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 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 application, | 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

Ad ) N ' []
this 7 day of 0_&{::4._,1 19 80 Signatureofapplicanlﬁm@w

[Seal] =~

. N\
Notary Publicfor )(é&\ f,?fnw/w
My commission expires: #;//f/

Page 3
MIHALOV, LINDA MD_00019539 PAGE 19



MEDICAL BOARD WORKSHEET
"LIMITED LICENSE"

NAME _rinda S. Mihalov DATE OF RECEIPT 4-22-80

1. APPLICATION IN CONJUNCTION WITH:

a) Institutions:

i

Name

State license

b} County-City Health Dept.:

Name

State license

¢} Residency: Ob/G YN
—F~

Hospital U.m';/, n: qulx.'ﬂé+én

L]
oA
- o
o

3. PROOF OF EDUCATIONAL EXPERIENCE:

a) Medical School Diploma

b) Verification of employment

¢) Certification of postgraduate
training

d) ECFMG

e) Chronology

4. PERSONAL DATA:

5. LETTERS OF RECOMMENDATION:

6. AFFIDAVIT:

7. STATE CLEARANCE: Mld.

8. AMA CLEARANCE: Mld.

JDRRERDD

ADMINISTRATIVE RECOMMENDATION:

BOARD ACTION

MCH?E EXAM o ' %D
APPROVED J \ Lx/ .géﬂ g i
DISAPPROVED DATE 17 . a

. PENDING 29’¢k; REVIEWED BY

MED-657-58 {(R/3/77)

MIHALOV,ULINDA MD_00019539 PAGE 20



al the Mca/ émzw
Lida S. Mihalow

At beor adsrilted Lo Mo Dhogree of
Boctar of Medicine

and ab orndilledd Lo all myﬁéx and Srorord Lherelo ﬂ/;/?/ﬂ'{'/fzx}n,();?y/

7/(./4’/'27{/)4/ e %af 9/’.[%& %zt)ve/rdz'{yz and e s iy??f?/lli'ﬁ?- (//, ) //}/a"rrr;)
s sexdh a/ar o ﬁ/m nineleen Aundoed and “f'

President afmﬁ Pesidem off the Um'bcrsrry
Secretary of rbe Board of Trustees 9 Cban]ﬁ[or

\d&h%#—ﬂxﬂ%xﬁ&m%@w{b S Vhdiadas~ #1.D.

-~ MIHALOV, IfINDA MD 00019539 PAGE 21




STATE OF (Daskn«ﬁh-n

38,
County of ‘< ARASZN

On this [-’(%/ day, of (AWNE A. D |9&)_. before me, the undersigned, a Notary

Public in and for the State of 25 )’l ! “"\m duly commissioned and sworn personally appeared
Tnda = Mobalov, M T

to me known to be the individual__ described in and who executed the foregoing instrument, and acknowledged to me

that S Ye__ signed and sealed the said instrument as €A/ __ free and voluntary act and deed for the uses and purposes

therein mentioned.

.WITNE.SS my hand and official seal hereto affixed the daymcam

Notary Public in apd)for th Stnyte ou M = Mﬁ hj(—’

e

residing ot

(Acknowledgment by Individual. Washingten Title Insurance Company. Form L 28) [

MIHALQOV, LINDA MD_00019539 PAGE 22



e&? cf?- University of lllinois ot the Medical Center, Chicage
§ % THE ABRANAM LINCOLN SCHCOOL OF MEDICINE
l"\ g Ofice of the Dean
% [4] 1653 West Polk Street, Chicago, Hlinois 60612
@@ éi {312} 996-2450
€ o

April 3, 1980

Division of Professional Licensing
P.0. Box 9649

0lympia, Washington 98504

To Whom It May Concern:

Ms. Linda Mihalov, a senior student at the Abraham Lincoln School of

Medicine at the University of I11inois College of Medicine, will have
successfully met all the requirements for graduation by June 6, 1980.
On this date, the degree of Doctor of Medicine will be conferred, and
a diploma will be issued.

ere]y, 2 :%,‘/
Wﬂﬁ@%«)

Gerard M. Cerchio, M.D.

Associate Dean
Undergraduate Medical Education

GMC/nd

@wagl
:222?’45“”“‘4*“5‘ éiéa‘;""%Vékcdkv
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P4(kalov/

STATE OF p
WASHINGTON DEPARTMENT OF LICENSING
P.O. Box 2649, Olympia, Washington 98504
Dixy Lee Ray
Gouernor 2
e,
55 @
o' =g
U
5
This is to certify that Linda S. Mihalov, MD - has been
appointed as a resident* in Obstetrics and Gynecology at
] . Service
the University of Washington Affiliated - hospitals for the period
July 1, 1980 The individual

beginning

Mo Day Yr

respotiéggghfo
; “Leon R.

be
Director of Program
(Signature)

ident's patient care activities will

*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) MIHALOV, LINDA MD_00019539 PAGE 24



LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING
STATE OF WASHINGTON

This is to certify that I have known A v OR- /?7/ HAL OV
for 3 years, from //6 7 7 to /950

during which period 5he was engaged in the study or active practice of medicine.

To the best of my knowledge S_he is of good moral and professional character, is

free from habits which might interfere with he&professional activities and is

.

worthy of holding a license to practice AC g A in the

State of Washington,

PLEASE PRINT OR TYPE

Name jM g (D(jmi’)/?/ﬂUéS MKJ
rive_Seerion Quier NN VLRTDLY CRES v

Capacity in which applicant known AL qufﬂe‘eo/ SO p)
I/

eehH e Pk SCE&pal ov RLCLL AN

Address /\.V,L//u/: s UV A . HMHoe 2. Mo 5 L7 6orey
Licensed under laws of \\%M g&# Sé&~ t/)a_% é/

To practice WJML

Remarks

Signature
?5/018%9}2 LTR OF RECOMMENDATION We&d
WPC
WWMWD&@@OO%%J#AGE 25



LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING
STATE OF WASHINGTON

This is to certify that I have known /m,(.. /’7:.h/a.5V

for 7 years, from S‘/77 to ///er
7 rd P
during which period she was engaged in the study or—aective—practice of medicine.

To the best of my knowledge she is of good moral and professicnal character, is
free from habits which might interfere with herprofessional activities and is

worthy of holding a license to practice mea/ccm;_s in the

State of HWashington.
PLEASE PRINT OR TYPE

Name 54&1;*/9; /@MEI.L;_}{:MB'
Title ﬁfﬂf’l‘am?' /f;[ermwi A echcin €

Capacity in which applicant known — & 7eadenr

Address f4o0 S Nopd {7 - quaﬁm, Mm}s L D8 /L

Licensed under laws of Z//iapis % Lol prna
[ 4

To practice /echcine

Remarks
o 5 ; s Lo
' |:;‘ ‘J’“. O
:§é$;5213‘4~¢46f'é7 : ‘
Signature ;;
MED 657-12 LTR OF RECOMMENDATION ;f‘;;,

(R/10/79) WPC

T xnbrmrrsote N SR HB0 0 H
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STATE OF N
WASHINGTON DEPARTMENT OF LICENSING

iy Lee Ray
Governar

O, Bor 2649, OIympia, Washinglon 985043

April 24, 1980

Linda S.lMihalov-
158 Harding 5t.
Elgin, IL 60120

Dear Ms. Mihalov:

This ts to advise that your application for limited medical license is’
complete for review by the Board of Medical Examiners.

However, before we can issue the license we must receive a notarized copy
of your medical school diploma. Please send that document as soon as

possible after your graduation. Your license will be processed and
forwarded to the hospital where you will be serving your internship/
residency within a few days after we have received that document.

If we can be of further assistance, you may contact this office.
Sincerely,

(Mrs.) Joanne Redmond
Assistant Administrator
Health Care Services

7 77

Nita Myers

Limited License Section
Professional Licensing Division
(206) 753-2205

MED-657-62 L.L. Ack. Ltr.~111
(N/2/80} wpc
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BUSINESS & PROFESSIONS SYSTEM
INPUT SOURCE DOCUMENT

VIDEQ OPERATOR EXCEPTION COGE

PROG. PRQF,
CODE (1 TRANS CODE
3} #)

S U O T O Y G O O O |

EXPIRATION DATE{S) & TYPE {10)

wonevere |0\ D1/ | 81/ |5|[|0|0' L1 1715190 EEETERE

M M D D Y ¥ ITEM NO. (7) AMOUNT {8} M M D D v v

STATUS [ TYPE KEY D CLASS ASSN
L i AVIVAVITALTS | ETE s L L L1 ]|

M M D D Y Y

TN N I 7[5 ‘2[ |JSIGN SPLIT atRo | ) | | | |

{42) “3) (56)

wwe M HALIOWVY, LI MDAL STy 1y T [

MAILING ADDRESSES (184445}

(/151 IME 53101 (SITT | L L0 L Ll
1 IlllJIIlIlIIJIIiIIIll
sull I O A O A I A O O B O A R R A O A A
oy D IE VA TIT f-JC||1 I

ADDITIONAL ADDRESSES {19.50-61)

| I Y L |1 1| [ I [
2 1 1 | | S | I S [ 1 1 1 [
. I L 1 | | I I N Y B Lt ]
ey [ 4 1 | | I [ I (1L 1 1
e N 0 O O T =
RELATIONSHIP POINTER DATA
REV CODE 20) | | i PC/CIC (21) L1 1 | | 14 1
o3 W I I I O T S I I . [ | 1 | i . [
DOING BUSINESS AS Q3)
ol ||| ] | 1 1 | [ [ | 1 Y O S O
A N N O N I N O S s A [ | |
14 W N - Y T T 12 Y A
EXAM OATE . lM | Dl Dlv lv LOCATION CERT DATE Ml . | - | _ 1 - | - CERT NO. I I I | ]
VOTER DIS‘(I'}F;I)CT / T(I;I})E GRAD Yg;:f)CH L—_'Dl 0413@ | LAST ISS%E)DATE Ml . | - | - | - | -
AST BOND BOND INS. INS,
sl L L L L L L LU L L L

SCREEN 1 — GENERAL SYSTEM INPUT INQUIRY: PROG CODE~—LZ, TRANS—B1
D% 800-300 (A/a2/76) 70 -’?mHALcQ// M)&ID 00019539 PAGE 28



Application File_446049 pdf-r.pdf redacted on: 12/16/2014 14:23

Redaction Summary ( 5 redactions )

1 Privilege / Exemption reason used:

1 -- "DOH Licensee Social Security Number - RCW 42.56.350(1)" ( 5 instances )

Redacted pages:
Page 1, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance

Page 11, DOH Licensee Social Security Number - RCW 42.56.350(1), 3 instances
Page 17, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
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