STATE OF MICHIGAN

L,

LGl

JAMES J. BLANCHARD, Governor

DEPARTMENT OF LICENSING AND REGULATION

RAYMOND W. HOOD, SR., Diractor

P.0. Box 30018
Lansing., Michigun 48909

Telephone: (517) 373-1870
January 3, 198%

Williagm H. Richardson, M.D.
1309 Pagly
Detroyrt ,MI 48226

RE: MICHIGAN MEDICAL LICENSURE
DEAR DOCTOR ¢

This is to advise you that you have been issued a Michigan
Medical licensure# 406168 » dated _ December "19, 1988
and effective to _ January 31, 1990. vyou should expect to receive
the Certificate of ULicensure in four to six weeks, In the
interim this letter will serve as your authority to practice
medicine and apply for hospital staff privileges,

The engraved certificate of medical licensure will be ordered aﬁd
forwarded to you when it has been chtained form the engraver, and
the proper secal and signature affixed.

YOU ARE ADVISED TO KEEP THIS OFFICE INFORMED OF ANY CHANGE IN
ADDRESS, WITHIN 30 DAYS OF THE CHANGE.

NCTE: IF YOU HAVE NOT APPLIED FOR YOUR CONTROLLED SUBSTANCE
LICFNSE PLEASE CONTACT THE MICHIGAN BOARD OF PHARMACY, P. O. BOX
30018, LANSING, MI 48909 {517) 373-0620.

PLEASE NOTE THE ENCLOSURES.

. g - . . .
Sincerely Yours, - B S AN C =

Jé’xﬂ?{h&_ ﬂ%’ﬁ 4*-‘.:"(Sfi‘AL)', H \

Florestine Beasley S - N
Board Secretary S
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e e T P STATE OF MICHIGAN v
ARSI [BEPARTMENT OF LICENSING AND REGULATION  [Tms form s requirea by P.A.
’ e BOARD OF MEDICINE 368 of 1978 in order for you to
' P.0. BOX 30018 be licenssc in Michigan.

LANSING, MICHIGAN 48909
517) 373-0680
“0\‘!’ ?9 88 (517) 0

APPLICATION FOR MEDICAL AND CONTROLLED SUBSTANCE LICENSES

3 g for the following:

Ficense by examination [J License by endorsement "] Controlled Substance license

13
Fes: $165.00 Fea: $105.00 Fee: $50.00
MEDICAL LICENSE APPLICATION
I am applying on the basis of the following eramination:
[} FLEX J M/‘NATIONAL BOARDS [3 OTHER

NAME OF APPLICANT (last, first, middle)

R G AP YSO NG VY LT A vy i

ADDRESS (no., street, city, state, zip)

508 BAGL bEYROIT MICH oA p A by (s

i

DATE OF BIRTH SOCIAL SECURITY NUMBER

CHECK THE APPROPRIATE ANSWER TO EAGH OF THE FOLLOWING QUESTIONS. ATTACH DETAILED

EXPLANATION FOR ANY YES ANSWER YOU CHECK.

Have you ever been convicted of a crime?

] YES

o o

Have you ever teen under treatment for addiction or insobriety?

] YES

/.'_
(W NO

Are you now or have you ever been a defendant in a medical malpractice civil suit?

(] YES

& NO

Have you ever been refused a license to practice.professionélly for any reason by
any state or federal agency? .

(] YES

Have you ever been denied the privilege of taking an examination by any state
medical board?

[ YES

Have you ever had your medical or controlled substance license, certificate, registration
or approval revoked or suspended, or have you ever been otherwise disciplined by a
medical board or a board responsible for regulating controlied substances?

{J YES

Do you currently have any charges or complaints pending against you before a
medical board or a board responsible for regulating controlied substance?

[ YES

Have you ever held a restricted state or federal license, certificate, registration,
or approval?

Do you hoid or have you ever held a medical license in another state? If yes,
list each state and the date such license was issued:




Provide a complete chronologica! record of all your educational preparation and work experience from secondary or
high school to the present date, including all undergraduate clinical clerkships you completed. Attach additional
sheets if necessary. )

NAME AND ADDRESS DATES OF ATTENDANCE DEGREE
OF INSTITUTION From To OBTAINED
BUNEDICT) NE WD ) Seudod L 8001w ourd v el & 9[7 of 18 H.5.

DET10 T M) 49

af1% (/)/E(Q\ B.9.

VIIWERS | T/ ML | b A
/ - . .. \ i - 3 |
YNWEY <1y 0F MICHIBAY WM DICAL SCHO0N @lo 0 ©[85 Mo

HENPY FORD [os piral. OB[6Y s RISIDENCY 3% b
PROGRA M (DrTRoIT MT)

| understand that it is the policy of the Department of Licensing and Regulation to secure conviction criminal
history information as part of their pre-iicensure sbreening process, and | authorize the department to use the
information pvovided in this application to obtain a conviction criminal history file search from the Central
Records Division of the Michigan Depariment of State Police. | hereby certify that the information in this
application is true sand correct and | hereby make application for medical licensure in Michigan.

. /1 i = . d A ) y ) . J— R - ,‘
Signature AN AT /é /9 1’/7'/}],/;/’{,‘7',7_{/?‘5 Date Hg/ > /’ @8
Subscribed and sworn to before me this b LS d/qy of N’f’\fﬁ‘m ﬁ({i' ~ : — 19%8
Pl Ny :

. ; / 7, : ¥
Signature of Notary Public £/ b4t Lo’ ,Lﬁc LAl A pr
County of U,j///a/{;jﬁul/ My commission expires ){“ 7"/2?@

7

CONTROLLED SUBSTANCE LICENSE APPLICATION

A controlled substance license is required for every person who prescribes, manufactures, distributes, or dispenses
any controlled substance in Michigan as described in Article 7 of Public Act 368 of 1978, as amended. A separate
controlled substance license is required for each business location from which you manufacture, distribute, prescribe,
or dispense controiled substances. If you will practice at an additional location or in a methadone program, please
request in writing an Application for Additional Location from the Michigan Board of Pharmacy, P.O. Box 3001 8,
Lansing, Michigan 48909.

Information on obtaining a Federal controlled substance license may be obtained by contacting the Regional Branch,
Drug Enforcement Administration, 357 Federal Building, 231 Lafayette, Detroit, Michigan 48226 (Telephone
313-226-7290).

I hereby make application for a Michigan controlled substance license.

Signature Dvtlip g M 7 i;//b/"zl/{%/z/"’”“N MD Date '} / Py ,/ 83




State of Michigan
Department of Licensing and Reculation
BOARD OF MEDICINE
B P.0O. Box 30018 y
Lansing, Michigan 48909

CERTIFICATION OF MEDICAL EDUCATION FOR GRADUATES OF MEDICAL SCHOOLSY
LOCATED IN THE UNITED STATES, ITS TERRITORIES, THE DISTRICT OF COLUMBIA,
THE DOMINION OF CANADA :

APPLICANT INSTRUCTIONS

Complete Section I. Type or print your name exactly as it appears on vour
application. Send this form to the dean of the medical school you attended
for completion of Section II. This certification must be submitted directly
to the Michigan Board of Medicine by the medical school.

SECTION I: APPI,ICANT INFORMATION
NAME OF APPLICANT (last, first, middle) NUV;]AIQRP
RicHA R NS0 N PRVIRE Mo H S0
“ABI)“I{E"S"S'"'( no., "s'“-EizéE , city, state, zip) N N, u LG & B
1309 BABRIEY  Seypogt ML AR D¢ OARD OF e

DATE OF BIRTH

SOCIAL SEﬁﬁiiﬁi NUMBER

DATE OF GRADUATION
85

DATE OF ADMISSION

6118 (VIn UNTFREY PROGRAM)

6

SECTION TII: CERTIFICATION OF MEDICAIL EDUCATION

NAME OF MEDICAL SCHOOL

The lniversityv of Michigan Medical School

FULL ADDRESS OF MEDICAL SCHOOL

Ann Arbor, Michipgan 48109-0611

William Henry Richardson

I certify that attended the medical

19 g5

school named above from September 4, 19 80

and was/AREEiEE granted the degree of

through _jype 28
Doctor of Medicine

on June 28, 19 35 .
Novemher 11 {988 -
(Date) A . -
Signature oflDad or' Reaistrar
Carol A. Kauffman, MD-Assitant Dean fox Student Affairs
, Type or Print Name of Dean or Registrar
{ S EAL)
NOTE: This certification must be returned by the medical school directly to

the Michigan Board of Medicine at the address shown above.

(01/88)




State of Michigan
Department of Iicensing and Regulation

BOARD OF MEDICINE 'Y&(E
P.0. Box 30018 v €,
L, Lansing, Michigan 48909 e &2f
06(7 g /9 ()
CERTIFICATION OF PQOSTGRADUATE TRAINING @?/ \6&
APPLICANT INSTRUCTIONS "ﬁqm]

Complete Section I. Type or print your name exactlv as it appears on vour
application. Send this form to the director of medical education of the
hospital in which you completed your postgraduate training for completion
of Section II.

SECTION I: APPLICANT INFORMATION

NAME OF APPLICANT (last, first, middle)
RitHARDse ™, Wittt A\ H

ADDRESS (no., street, city, state, zip) )
(204 A kY DETYR ¢35y M HB Il P OF Lo

SECTION II: HOSPITAL CERTIFICATION OF TRAINING

HOSPITAL NAME ]
HINRY Foroy Wogp7AL

HOSPITAL'S COMPLETE ADDRESS
D799 WEST Giradd BV L pETPOIT ML 4PABDE

I certify that wyibuam 4. =+ ARDse N a graduate of the

JgNavERSITY 0F MICYHI A N medical school, has successfullv

completed postgraduate clinical training offered by the hospital named above

; ’ ! g oA D
from J VLY J 1985 through Af&’lﬁﬁmb’pf 19 P8 in the clinical
N\

area of _0ORsTeTIRIcs ANo GYNEcOLoay

ECIEY: Sl 7, Ll

(Date) Signature of Director of Medical Education

A/O(} 21 e [[,’/ [‘/% - é)u s /(/}'7{(—— )

Type or Print Name of Director of Medical Education

Clair. /Z»/%/()/{(pé//Ziyé7

Yes No
Wﬁ 3(, A :’7 Is this training progra;: accredited bv ACGME E] D

2 cr k_:y the national joint committee on accredi-
= tation of preregistration physician training
. (S,EA L) programs of the Canadian medical association?
g Pl

If hogpital has no seal, please so indicate.

NOTE: Certification of postgraduate training will not be accepted if
certified more than 15 days prior to actual completion.

(01/88)




PENNA. 19104

NATIONAL BOARD OF MEDICAL EXAMINERS *« 3030 CHESTNUT STREET, PHILADELPHIA
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNITED STATES OF AMERICA

Wwilildam e Richardsony l“lnl.)v/ﬁﬁﬁgﬁgw @
i re\'fg "

having sausfied all the requirements and having successfully passed the examinations IS

DEC 06 1954
Attest [ Y %’i’lLLin'] LI}KCQ)LH{\I;L;V&' JR«.' Melio

Chairman of the Board nEPT GF LBC 8’

SEAL ULt Je LJAUWIARD dEumenicitys

Phitade!phia, Pa. Prestdent of the Board

U770/ a6 Certificate # 35 | s L 2 |

ceclared a Diplomate of the National Board of Medical Examiners.

\k_z’. P

1t 1s certified that the above is a facsimile of the Diplomate Cemf:cate which has been or will be” awarded to the
physician named above, who graduated from L CHJL o A i Al oUkuubL

in JURE LoD and whose birth date is This physician has successfully completed
all examinations required for certification by the National Board of Medical Examiners. The scores obtained by
this physician upon which his/her certification is based are as follows:

Standard Scale
Score Score
PART | passed U9/483
Anatomy, incl. histology and embryology
Physiology
Biochemistry
Pathology

Microbiology, incl. immunology

Pharmacology and Materia Medica

Behavicral Sciences

TOTAL TEST {Minimum Passing Score 380/75)

Part | passed U7/64

Internal medicine and the medical specialties
Surgery and the surgical specialties

Ohstetrics and Gynecology

Public Health and Preventive Medicine
Pediatrics

Psychiatry

TOTAL TEST (Minimum Passing Score 290/75)

PART I} passed 03/66

A General Test of Clinical Competence

TOTAL TEST (Minimum Passing Score 290/75) -
\

GENERAL AVERAGE (Parts, I, I, and 11l Scale Score)

*For those individuals who have not yet satisfactorily completed one full year of post-M.D. training the date
shown on the facsimilz is the date which has been certified by the physician’s residency program director as the
date on which this requirement for certification by the National Board wili be fulfilled and such certification will

7%% Lé&azz,

Secretary for Certification

12/02/88

SEAL
’ Date




STATE OF MICHIGAN DEPARTMENT OF LICENSING & REGULATION
P.O. BOX 30018 LANSING. Ml 48008

BOARD OF MEDICINE

EDUCATION/TRAINING LIMITED M.D,

HENEWAL FEE IF PAID BEFORE

|
! RENEWAL INSTRUCTIONS:
I

1. Postgraduate tromee completes ALL ap
reverse side. The Director of Medical
'tems on the righi portion of rayerae side. Po

2. Make check or money ordar payable tg;
STAIEOF MICHIGAN  MEDICINE

'oprata dems bolow and on,
ducation must complate all )

stgraduate trainee I
responsible for returning campleted application in envelope provided.

3 302000 0 136 070029 | 0

?=l-8k $ 40.00
ADDITIONAL LATE FEE DUE AFTER Ob~30-3L 3 2C. 00
._TOTAL FEES DuE N()i__vm‘r‘_.‘_:ﬁh___ $_30.00
“3L4 GCLLEA 24 Qo3000 oo bogoon e
 RICAARDSON, WILLTAN W B2
HENRY FORD HOSP
2799 4 GRAND SLVD
DETROIT MmI 4a20oe

DeSTH*TRICS/GYNECOLOGY
LICENSEE AND MEDICAL DIRECTOR

piogram name

’— It you are in a different program than you were last year glve new

Enter any personal name
changes at right

ENTER ANY HOSPITAL NAME AND ADDRESS ¢

HANGE™S BELOW ¢

Hospital Name

i

Stroet Address

City State

COMPLETE REVERSE SIDE

B NN N A e

Zip Caunty
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, LMD-060 (3/82)

State of Michigan s 7 WA ngn T okt ¢
Department of Licensing & Regg&%ﬂz{z {'@: e ﬁ v\f —— BAY 31 T #eusony &1 N3
BOARD OF MEDICINES L & £ T Y B2 10D
P.0O. Box 3073 Do not write In this space

Lansing, Ml 48%)9
JUIT0 G oy
FEE: $30.00

APPLICATION FOR LIMITEDDEIBENSE | (. 2 RE(Do not send cash
FOR POST-GRADUATE TRAININGIAN OF (0 pyiciyiMake cheek or money order in

1 U.S. currency payable ta
AN APPROVED TRAINING HOSPITAL STATE OF MICHIGAN — MEDICINE

This is a sworn statement.

Narne (last, first, middle) Daytime Telephone Number

Richardson, William, H, (313 861-2688

Address {strest and number, city, state, ZtP code)

19200 Warrington, Detroit, NI, 48221

Permanem Address o\ Address of Nearest Relative

same

Date of Birth Citizenship

_ Elus. [ other (give visa status,
date and number)

1. Have you ever been ~snvicted of a felony or mis-
demeanor for which you could have gone to jail? (You O Yes 3 No
may exclude traffic violations.)

it yes, do NOT give
details at this time.

2. Have you ever had an adverse civil judgment (including (1 Yes Gt No Ii yes, give details on

malpractice)? {You may exclude divorce decrees.) ) a separate sheet.
3. Have you been examined by the National Board or any i i

f

State Board of Medicine? L3 ves Lo yes give dotails.

4. Have you been certified by the Educational Courcil for : if yes, give
: Yes S

Foreign Medical Graduates? Ll ves B No certificate number: —
5. Have you been certified by the Visa Qualifying Examina- [3 Yes No It yes, give :

tion? ht certificate number: - ..
6. Have. you ever been denied a license to practice ) Yes E No If yes, give details.

medicine?
7. Dtotyo: hold a license to practice medicine in any other [ Yes 1 Ne If yes, give states:

states?

APPLICANT INSTRUCTIONS

1. No application will be accepted without proper completion of the educational and training certifications by the appropriate
. officials, This applies to all applicants without exception. : .

2. The application will not be accepted unless properly signed and sworn to by the applicant, notarized, and endorsed by the
. medical director or superintendent of the hospital in which you will train. : R
~17=3. This application must be complete and on file in the offices of the Board of Medicine on or before July 1 of the year in which

-7 the permiit is requested. o

-4, Intentional misstatements ofr omissions on this application may cause denial of a license, or, if a license was issued before
©o. " - discovery of the misrepresentation, a license may be revoked by the Board and the applicant subjected to prosecution. .

“:5.-Your fee should accompany this -application and shouls be in the form of a check or money order. No responsibility is -

+s. assumed for. fees ‘sent in any other manner. LT
o Gi',Beforge;isspanrce of-the limited license, a personal appearance with your medical school diploma may be required.-

This form I'sr'r'r'equir,ed' by Public Act No. 368 of 1978, as amended, and must be submitted for you to be licensed. :




. CERTIFICATE 'OF DEAN, SECRETARY OR REGISTRAR OF MEDICAL. COLLEGE

| hereby certify that | have reviewed the answers of this applicant. | certify that to the best of my knowledge %” of
the answers or staiements are true and are a matter of official record in this school, and that said applicant is of
good professional character.

I further certify that

matriculated in the

__eptember 4, 1980

If the degree, Bachelor of Medicine, is conferred upon completion of four ye
the conditions and time the degree, Doctor of Medicine, will be granted.

Date

_William Henry Richardson

is expected to
graduate

University of Michigan Medical School

Name of medical school

June 28, 1985 , at which time the degree of

Date will be

Doctor of Medicine ~ . granted.

DATED AT The _University of Michigan

THIS ___4th day of April

(SEAL)

., 1985 _

Seal of college must be attached

of medical school, further state

‘fbvt\j

~ “signature of Dean. Secretury or Registrar

University of Michigan Medical School

Name of medical college

1301 Catherine Rd., Ann Arbor, MI 48109-0010

Address of medical coiiege

- CERTIFICATE OF MEDICAL DIRECTOR OR SUPERINTENDENT OF MICHIGAN TRAINING HOSPITAL

William Henry Richardson, M,D.

This certifies that _

has been appointed to the position of &l CATEGORICAL 1st yr. in _Obstetrics/Gynecology. .

[] CATEGORICAL* 1st yr. in ___

] FLEXIBLE ist yr. in
RESIDENT
In Heary Ford Hospital ; beginning 6/24/85
Name. of Hospital
: 6/30/86

and ending

10. CERTIFICATI(

| hereby certify that Dr;

t,‘f}» -
;¥

T € e A

Signature of Medical Director or Superintendent

"OSTGRADUATE TRAINING:

R blanik if this year of training has not been completed at the date the application is submitted)

satisfactorily
seived a rotating internship in -Hospital.
from the ______day of , 19 , to the ______day of , 19
(Slgned) (Medical Director or Superintendent)
Date
) {Name of hospital)
(SEAL)

{Address ol hospital)



11. ——

Name and Location of Institution FROM (m:natfsyzfarﬁ)mer:(:n;?onth year) Degree Earned

U Sl p—

PREMEDICAL UNWarttY oF MiciH &AM L B.5,
EDUCATION PR ,

CLNTEFLEX P RrROGRAM)D

: MEDICAL S N A )

1 eoucation  |UNIVERSITY 0f wuyciih AN 9/80 6/81

— (Submit Dates M.D. expected

r for Each N 8/81 1/82 6/.8/85

} School Year) 8/82 7/83

E I /1A 2/

|

| POST

| GRADUATE

| EDUCATION

| Type:

! INTERN- 8 Rotating

‘ SHIP Mixed

i [J straight

|

NOTE: Please attach a complete summary of your medicai training and experience. Be sure to include information on any gaps in your training
(military service, illness, other employrent, literary degrees, etc.).

AFFIDAVIT

I, being duly sworn, depose and say that | am the applicant named in this application to practice medicine and surgery in
Michigan under a limited license; that | have read the application and know the contents of it to be true; that 1 have not
withheld any material fact from the Board of Medicine; that | understand intentional omissions or misrepresentations may.
subject me to disciplinary or criminal action; that the photograph attached is a true likeness of myself; and that | hereby agree

to uphold the laws of the State of Michigan and the ruies promulgated thereunder concerning the practice of medicine and
surgery in this state.

v S ;

i S S

g 2 2P A,. - .7 i

Signature of Applicant :/%5‘//"«'//7//)’? %‘//L&’/ZWQ/ EE L
Date of Signature 3/ Z-q / 85

NOTARIZATION OF SIGNATURE

State of Michigan

County Wayne

Subscribed to and sworn before me, a Notary Public

this 29th day of

March 19 85

.ég{%gc 2//)/4,% /
R Signature of Notary Public -~ = 7h =
(SEAL) " 7 Barbara Kartsonas’

February 28, 1989

My commission expires: - .~ : -




"FOR OFFICE USE ONLY

RECORD OF LIMITED LICENSES ISSUED

l-ro-ss No. 1

Number &/68 _ for __*_._Mﬁ{%gg,—,vm_ Fut gl e _______Hospital
Effective Date from Jojw—+—48 ___ to June 30, 19 {’é
N ——————— S S

No. 2
Number ____ for - Hospital
Effective Date from July 1, 19 ____to June 30, 19 ____

No. 3
Number ____ for _ . Hospital

Effective Date from July 1, 19 ___to June 30, 19 ___

No. 4

~ Number for . Hospital =~

Effective Date from July 1, 19 ____to June 30, 19 ___

No. 5

Number for Hospital.

Effective Date from July 1, 19 ____to June 30, 19 _






