
MEDICAL BOARD WORKSHEET


NAME 

2.  

3.  

k.


5.  

6.  

7.  

8.  

9.  

Elizabeth Pirruccello Newhall


LICENSURE BY


DATE OF RECEIPT 5-2-80


a)
 National B oard
Waiver


b)  Reciprocity from


c) FLEX Waiver


d)  LMCC


e)  Examination


FEE


ADDITIONAL PHOTOGRAPH


PROOF OF
EDUCATIONAL
EXPERIENCE


Medical School Diploma

TRANSCRIPTS

Postgraduate Medical Training


a)  

b)  

c)  Chronology


d) Personal Qualifications


FOREIGN GRADUATE


a)  ECFMG


b)  Medical School Subjects


LETTERS OF RECOMMENDATION


AFFIDAVIT


STATE CLEARANCE Mid. 


AHA CLEARANCE Mid.  5 *— ̂  "*5^


ADMINISTRATIVE RECOMMENDATION


Z 

z


Z


32

Z


z:


h


d. o. b.  7-10-53


BOARD ACTION


APPROVED

DISAPPROVED


PENDING


LICEN^̂  EXAM


DATE


REVIEWED BY


MED-657-2A ( R 8/75)
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8355 70 05 

APPLICATION FOR


?3sjr

(Check one)


LICENSE TO PRACTICE


• MEDICINE

• OSTEOPATI


100 50,00


MONEY CTL.


FEES

Medicine with Exam $125.00

Medicine w/o Exam $ 75.00


Osteopathic Medicine & Surge ry $ 75.00


MAY 21980

DEPARTMENT OF LICENSING


DIVISION QF^MOresiSiPMLOHCENSING

PROFKSOMSUfi LICENSING


OLYMPIA, WA 98S04


ANDSURGERY


ill y/p®

Make remittance

payable to;

STATE TREASURER


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)


[B National Board waiver.

• Reciprocity from (state)

•"'Examination. (FLEX)

• L. M. C. C.

• Flex waiver.


NE-WH-flE-P472MS 0 00-00-00

NEWHALL,ELIZABETH PIRRUCELLO


FOR OFFICE USE ONLY


PROG 

LA 

TRANS PROF CODE


252


KEY DATE CLASS


PIC/CIC 

ASSN 

EXPIRATION DATE STAT 

BILLED AMOUNT SIGN SPLIT OTRD


TYPE


APPLICANT'S NAME _


ADDRESS _ 

CITY.

PLEASE TYPE OR PRINT CLEARLY


First Middle


•RTATF 7IP r.nilNTV 

TELEPHONE ND nniA[ SECURITY NUMBER

Enter the number at which vou can be
 Requested for identification,purposes only. Entering SSN is
you 
reached during normal business hours.


F SEX (ForM) 

BIRTHPLACE


DATE OF BIRTH


Requested for identification,purposes only. Entering 
voluntary and is not required for licensing approval.


T- 10

mo, day yr.


Oily 

MEDICAL SPECIALTY //]Mrru


County 

Medical/Osteopathic School Q^- C cL i foriTlUj i S 

OFFICE USE ONLY


EXAM DATE , .

VOTER DIST. , ,

GRAD YR/SCH , ^


Year Graduated


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 (SVz 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.


MED-6S7-020 Med./Osieo. App.

<R/i/ao)


1 - DOH Licensee Health Professional Home Address and/or Phone - RC...

1 - DOH Licensee Health Pro... 1 - DOH Li... 1 - DOH Lic... 1 - DOH Licensee Health ...

1 - DOH Licensee Health Professional Home Ad... 2 - DOH Licensee Social Security Number - R...
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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, Philadelphia, Penn. 19104, OR the National

Board of Examiners for Osteopathic Physicians & Surgeons, 22 S. Washington St., Park Ridge, III., 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 KIG 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) le tters of recommendation attached to this application.

(f) See accompanying EXCERPTS for more detailed information.


4. OSTEOPATHIC MEDICINE AND SURGERY ONLY

(a) 
(b) 

(c) 
(d) 

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

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.

Two (2) le tters of recommendation attached to this application.

See accompanying EXCERPTS for more detailed information.


IDENTIFICATION


HEIGHT ^ (4 —


COLOR OF EYES COLOR OF HAIR


PERSONAL DATA


If any of the following questions are answered "Yes", full details must be furnished on a separate (872*11 
and attached to this application.


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? 

2. Have you ever been convicted of a felony or misdemeanor other than traffic violations? 
3. Have you ever been convicted of a violation of any state or federal Controlled Substances Act, or


any drug or narcotic law? 4 
4. Have you ever had a license to practice revoked or suspended? 
5. Have you ever been addicted to or treated for addiction to any controlled substance? 
6. Have you ever received psychiatric treatment or received treatment for a mental illness? 
7. Have you ever engaged in the excessive use of alcohol or received treatment for alcoholism? .... 
8. Have you ever been denied the right to take an examination for licensing in any state? 
9. Are you presently suffering from any disability or illness which could affect your ability to safely


practice medicine? 

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.


Page 2


inch) sheet


Yes No


• 0^

• 0


• 0^

•

• 0^

•


0^


•

•


• 
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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:


stale Of Oihc r Pfolession 
Coniticatc
 Permanem 

Of 

Tempofary 

License Received By
Cuffenily 
m Force 

stale Of Oihc r Pfolession

Year No.


Permanem

Of


Tempofary Eitafninaiion Oiner


Cuffenily

m Force


'\Nfl3ii-IWbT0lO

TUtUw


ZS2-14 VE3

iV\fdLL(al. 

a S i

uL V,ca,a<


tuth<M


CN.6. 1S3 f\3iMe d-T

.el lo-iV^ti-'h Hi)


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 to

the present whether or not engaged in activities related to medicine.


- vvoV v  w (i\r orvtilo«^iuJ.


From Z-.i?. 
Month, Day, Year Name and Location of Institution, Place of Practice or Other


Degree
or
Certificate
and Date

Received,
or
Nature of
Experience


or Specialty


\k^\ (WkujJL CWe/f ^ ce/̂hhciiic.


ty/)(umS'S


LOift XAbriA6( IWAAILOVU. c<£.t a \e4je// )


-- ̂ ^ —


OAV/15

c^k^co-k. Me


OAI^ •


\<\1\ 1^":^ S iJvvW^ Ol - Calif, £>lA\/i5


\'̂ >i L OiA W. 0^- Cal 'iV , OA\/I ̂  fV^. D-

Restarck W. C . G-

•V
 •
•
• . 

I, • •


Page 3
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Applicants for licensure by STATE RECIPROCITY must provide ttie 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. (To be completed only if license was obtained by written examination).


I certify that the aforesaid in h examination before the


of this state attained a general average of percent (or FLEX WEIGHTED AVERAGE OF percent)

and the following marks in the subjects named:


Subject Percent Subject Percent


If FLEX examination please provide the following averages for each day.

DAY I DAY II DAY III

BASIC SCIENCES CLINICAL SCIENCES CLINICAL COMPETENCE


I do further certify that a certificate to practice


was Issued to said applicant on the day of 19. .. ., 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

h to be of good moral character and worthy of professional recognition, and recommend h to the

Division of Professional Licensing of the State of Washington as a fit and proper person to receive recognition as


an applicant for a reciprocity certificate permitting h to practice


In testimony thereof, witness my hand and seal this day of , 19


[SEAL]


AFFIDAVIT


SECRETARY OF THE


POST OFFICE ADDRESS


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

prini or type lull name of a pplicant


person described and Identified: that I am o f good moral character; that I have not engaged in any of the acts

prohibited by the statutes of the State of Washington; that I am the person named in the diploma which accom­

panies this application; that I am the lawful holder of said diploma; that said diploma was procured in the regular

course of instruction and examination without fraud or misrepresentations.


I hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians, em­

ployers (past and present), business and professional associates (past and present) and alt 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 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 I declareunderpenaltyof perjury that my answers and all statements made by me herein

are true and correct. Should I fprnish any fals^ information in this application, I hereby agree that such act shall

constitjute Cc orfihe denialf' suspension of revjbc^lion of my license to practice in the State of Washington.


appricanl's signature


(SEAL)


Subscribed sworn to before me this
•/ yy


Page 4


Notary Publ


Residing at
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WASHINGTON DEPARTMENT OF LICENSING

P.O. Box 1649, Olvrnpi.i. Washliiglon 93504


Dixy Lcf? Ray


Gouerno?


July 14, 1900


Elizabeth P. Newliall, M.D.


Dear Dr. Nev/hall


We are pleased to advise that you have been issued Washington State

Physician and Surgeon certification No. nm RISS

dated Julv 3, lOBO . Enclosed you will find your wallet

size license which bears your certificate number and certificate date. 

Your medical certificate will be forwarded to you as soon as it is

engraved.  T his 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

DMINISTRATOR


Mrs.  Joanne Redmon

Assistant Administrator

Health Care Services

( 206)  753-2205


MED 657-10

( R/3/80)


1 - DOH Licensee Health Professional Home A...
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z

(m \A•bf)^sVw^ rec^Aijed , -\hoa^\\ i+wds
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1 - DOH Licensee Health Professional Home Ad...
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Elizabeth Pirruccello Newhall, MD


wn I


\ J


BisseJI

'-Np-rw liUmibia


]5c


J


Ms.  Joan Redmond

Assistant Administrator

Dept.  of Licensing

Devision of Professional Licensing

P. O.  Box 9649

Olympia, Washington 98504


1 - DOH Licensee Health Professional Home Address and/or Phone - RCW ...
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ON THE NOMINATION OF THE FACULTY OF THE SCHOOL OF MEIDICINE


HAVE CONFERRED UPON


ELIZABETH ANN PIRRUCCELLO


THE DEGREE OF D OCTOR OF MEDICINE


WITH ALL THE RIGHTS AND PRIVILEGES THERETO PERTAINING


GIVEN AT DAVIS THIS FIFTEENTH DAY OF JUNE IN THE YEAR


NINETEEN HUNDRED AND SEVENTY-NINE


GOVERNOR OF CALIFORNIA AND

PRESIDENT OF THE REGENTS


ST

PRESIDENT OF THE UNIVERSITY


CHANCELLOR AT DAY,


f/ DEAN OR/HE J
SCHOOL 
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NATIONAL BOARD OF MEDICAL EXAMINERS® • 3930 CHESTNUT STREET, PHILADELPHIA, PENNA., 1 9104


ENDORSEMENT OF CERTI FICATION


NATIONAL BOARD OF MEDICAL EXAMINERS


OF THE


UNITED STATES OF AMERICA


ELIZABETH PIRRUCCELLO NEWHALLt M. D. 

having saiisfied all the requ irements and havin g successfully passed the exam inaiiohs is


hereby declared a Diplomate of ihe National Board of Medical Examiners.


Attest; WILLIAM B. HOLOEN

Chairman ol the Board


Philadelphia. Pa


07/01/80 

SEAL


Cerl. #


EDITHE J. LEVI!


President o f th e Board


219113


It is cerlified that the above is a copy of the Diplomate Certificate issued to the named physician,


a graduate of U CALIF DAVIS SCH OF MEO In


JUNE 1979 , whose birth date is 07/10/1953 . following successful completion


of all examinations required for Certification by the National Board of Medical Examiners.


The grades obtained are as follows:


PART I passed 06/77


Anatomy, incl. histology and embryology 

Physiology 

Biochemistry 

Pathology 

Microbiology, incl. Immunology 

Pharmacology and Materia Medica 

Behavioral Sciences 

(Minimum Passing Grade 380/75) TOTAL GRADE/AVERAGE' 

Standard" 

Score 

405 
405 
520 
390 
455 
465 
495 
435 

Scale


Score


75


75


82


75


78


78


80


77


Part II passed 04/79


internal medicine and the medical specialties 

Surgery and the surgical specialties 

Obstetrics and Gynecology 

Public Health and Preventive Medicine 

Pediatrics 

Psychiatry 

(Minimum Passing Grade 290/75) TOTAL GRADE/AVERAGE** 

PART III passed 03/80


A General Test of Clinical Competence


(Minimum Passing Grade 290/75) 

GENERAL AVERAGE (Parts I. II. and III)


AVERAGE


445 
515 
550 
500 
445 
450 
475 

490 

79


83


85


82

79


80


81


81.7


79.9


(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 I,


Part II, and Part III, and not scores of individual subjects within each Part.


SEAL


Secretary for Certification


05/05/80


Date
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THE RE(GI:NTS OF THE


OiN THE NOMINATION OF TFfl rACi;L"n* OF THE SOIOOL OF MEDIONE


HAVE dONni^KU) L ION


ELIZABETH |\NN PIRRUCCELLO

V.


THE DEGREE C 

Vrmi ALL THE RIGHTS AT^ 

GIVEN AT DAVIS THIS FB 

NINETEEN HU^ 

(F txxrroK or MEIIIONE

—


0 HtlVILEGIS THEKrrO FERTAJNING


n^ENTH DAY Of JUNE IN THE YtAR


imilJ AND 5r\*ENT^'.NI.NE


/is-.

cut


car f tui cojiwyn


ST 5  ^^

•̂ tigitiwi cut 91B0


/


• 9


wẐ .
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This is to certify that this is a true copy of the original document. 


n


Subscribedivand sworn before me this : 18th day of April 1980


Notary public  ̂ in and for the

State of Washington, residing in

Spokane. 
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llfZL


RL-SIlIia

Hcr.iuiNcr- ?IATI


SEPT 1975


69511-C^8 G 
nosiri- NUMUi " 

PI.TI-^UCCraiG itLIZAGk'TM ANN
 ^j:DiGIr:k


SAN FP;ANC15CG» CA

'nf.'r.;i


NA'.ii; (<; sTunriN*


TOP£;<A, KANSAS 

coLirai; MAJOR PdocnAM


C7-ia-53

Acn 01' ui nrH DAIK O F- OliUFI


OAU: Ac>:.' .iiiru IMAII.,;,


ClUOOATiS STUDHM okCOPD C/i-*0  CFC 1


UNIVERSITY

OF


CALIFORNIA


DAVIS


07-10-79


PRiiViCUS OkGllL-L-S -
510 ,BS uiNIV Cr CALIr DAVIS 06-75


- MASTLRS DLG.TEC -

, - DGCTOKS DL-GRCE -

DEGREE CONFERRED JUNE 15,1.1979

DOCTOR OF MEDICINE


i


r


- CRiiOFMTIALS/OrHE^ AWARDS -

600 TWO CAPES i 727 FLFC PPJCCPTCPSHIP ifAM PRA S9QI 2.0 5 Hsu

728 MFiTADOLIC RFGUL SYS MkD SCI S920A 5.0 S Hsu


FELL uUAiiTLK 19 7 5 7 29 PATIGNT riVAL iiMCD 5C1 S92JA 3-0 S Hsu

711 Ml.. L 3 C r. L 1. E i I J : MFC SC 1 ^10 6.0; s HSU 730 PRJ.MC PHARM iMLD SCI S923 9.0 s Hsu

712 CH.GAM SYST tlV.l ; M.PD sol 'illA 6.0; s HSU 731 PATHUBKU. : MGD SCI S922 6.0 s Hsu

713 IMSC iNAlU'-NT '•fVAL : MFD SC I 9 I 2.(-\ 2.0; s HSU J 20.0'l»


719 I'iL ri Di. Y i". L : McO SL i 9 i 3 A4 2.0; s HSU 1

1


16.oĵ  FALL QUARTER 1976


732 LLLC PKLChPTriRSHlP i FAM PRA 901 2.0 s H5U

U 1 i < < LI >. 0 U A r. ( 1 '. i ( lS7t> 733 HLWATOPUICTIC SVST IMLD SCI 920B 6.0 s HSU


715 THi. SCriSNTIST r. SOC; Bliji: 3PK 225 2.0i s ISU 739 MUSCULOSKELETAL SYSlMED SCI 9 20C 9.0 s HSU

716 Ci.MiT OlijCHCM : CILLCHM 9 19 l.oi s H.SU 73.5 CAPTUGVASCULAU SYSTi HEu SCI 9 2on 6.0 s HSU

1 17 L'i'C.cfJ SYST UiO : MPO SC I 9 .11 Li 12.0: s -ISU 7.36 PATIENT EVAL IMLD SCI 921B 3.0 s HSU

72 U i 1^-. i PL) I'A i 1 i". 1".' T i- Y'AL 'MCU J L A 9,126 2.0; ro HSU 737 SPLC lAL TOPICS :NLUKCL 966 3.0
s HSU


719 hU^ Gl-ViH. ; Mi-.G LC i 91j[j 2.0; $ iSU 
1


I

1 29.0^


1 19.0!^ 
1 

1 

1 

WINTER GUARTlik 1«!377 

1


1

1


WINTER GUARTlik 1«!377


SP-'- n\(-. QUAF.TFP 1976 737A l-LEC PKI-CLPTCRSHIP 1 FAH PRA 901 2.0 H HSU

721 GKGLP S'lUOY •
 P KA 99 8 6.0; H HSU 739 ADV GROUP STUDY iHUM ANA 998 2.0 s HSU

722 GFtAN SYS GIL , MFD SC I 911C 12.0; 5 HSU 790 P.f:SPIP,e.TORY SYST iMtiD SCI 92Uf: 6.0 s Hsu

723 UJRG PATIFNT kVAL ! MFD SC i 9i2C 2.0; S HSU 791 NcUR05C3FNr.ES iMCD SCI 92QI- 7,0 s HSU
729 FCUNU CCMFI hCALYH ; MFD SCi 919 2.0; s HSU 7 92 iNTEGUMCNTARY SYST ;MFD SCI 9 20G 3.0 Hsu""

725 AUTC-PSY C.^SL STUDY ; PATH 906 2.0; s HSU 793 PATICKT 2VAL iMFD SCI 92 10 3.0 s Hsu-^

726 OiakCTfcp GP STUDY ; PSYCHTY 998 i.O: s HSU 799 GROUP STUDY iRAD DIA 9sa 2.0 s HSU^


25. *

1 

1


25.0 = -•


S U n M S R [»' U A T i; K 19 7 6 j>i-' 1 .SPRING QUARTER 1^77

1


_ L l'l[ _ i)rsi";""i»rivF: I'M t; •* IVl'.%U iH".r |.|i> cd!^nij_5_;_ cn. PUTS coriE LINC nr.Gr niPMV!. Tm r : f>rrAnTMhr;r. counsc NO. cnKOirs OUAOL ud I'rjtG.; coor


2 - DOH Licensee Social Security ...
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/14.' a c- i

TTrriJil'i'lTr'i"


(.) Fi 
n?)?t rrii'frijT'.L't.M 

I•! ;<U C L >.uL U , J.;L I i A U L T h AM

""FMf,<por?rri."iTTi7n


•'••MciUICIIv;;

MAJ6H i-i'Ocn.TO'


745' ;GUDUP STUGY ; FAM PKA 490 3.0 S

74 6 ; URTî JASV SYGTCM : Nl.TJ 3C i 420 H 6.0 5
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UMvicusrn' OF CALIFGHMA


2


NOTICE CONCERNING TRANSCRIPT


At the request of

Divi::c:vj OF


PROFESSIONAL LICENSING


Elizabeth Ann Pirruccello ( Newhall)


we are forwarding to the address given below a transcript of this student's


record in the University of California at Davis.


REMARKS:


Graduate Transcript only


Davis, California


Date , 19 Per RTO Deputy


To:


Department of Licensing


Division of Professional Licensing

P. O.  Box 9649


Olympia, Washington 98504


1 - DOH Licensee Health Professional Home Address and/or P...
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UNIVERSITY OF CALIFORNIA


OFFICE OF THE REGISTRAR


DAVIS. CALIFORNIA 95616


0065


n • V • . \


> f >•


- / ;


•«n 

\


flPR3Q'«0 I-'.'-..' ij;

/',- r. • *! -
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INTERNAL MEDICINE SPOKAN


certifies that


has successfully fulfilled the requirements of a 1 year


Residency in Internal Medicine


Director


Iriiernal Medicine Spokane


Spokane. Washington


from 23 1979 to 22 4}^nc 19^^


in witness thereof the undersigned affix their signatures


la/rman


Departmenf Internal Medic


University of Washington


Deaconess Hospital


Spokane. Washington


Administrator


Sacred Heart Medical Center


Spo^̂ ane, Wasiiington


fp n > .
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I swear that this is a true and exact copy. 


X


Elizabeth P.  Newhall MD


signed and- sworn before me this day of June, 1980


t̂c(
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certifies that


Director


Internal Medicine Spokane


Spokane, Washiniiton


has successfully fulfilled the requirements of a 1 year


Residency in Internal Medicine


from 23 1979 to 22 3une i960


in witness thereof the undersigned affix their signatures


lanrnan


Department Internal Mec!/c!ne


University of Washington


Deaconess Hospital


Spokane, Washington


/

C\.


I


Administrator


Sacred f leart Medical Confer


SpoA;ane, Washington
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I swear that t&is is a t rue and exact copy. 


V

Eli b̂eth Pirruccello Newhall, MD


fi


Signed and swarn before me this day of June,  1980


Phi /o ̂ ir


•m

' 2! :  x3
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LETTER OF RECOMMENDATION


DIVISION OF PROFESSIONAL LICENSING

STATE OF WASHINGTON


This Is to certify that I have known t.  1 O


for years, from IfQ ̂  to


during which period« ĥe 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  ̂professional activities and is


worthy of holding a license to practice Internal Medicine in the


State of VJashington. 


PLEASE PRINT OR TYPE


Name Patrick 0.  Tennican, M. D. 


Title Director, Internal Medicine/Spokane


Capacity in which applicant known First year resident ( Intern)


Address W 101-8th, TAF C-9, Spokane, WA 9  9220


Licensed under laws of Washington


To practice Internal Medicine


Remarks Elizabeth Pirruccello Newhall has exhibited fine qualities which have

enabled her to function as an Internal Medicine Intern admiraoly.  bne nas a soiid

fund of medical knowledge coupled with an eagerness to learn, in addition to a

delightful sense of humOT.  Her ability to solve medicai prooiems ana at tne same

time establish a good rapport with patients and health support staff alike, is

to be commended.  She has shown herself to be of the highest moral character,

to be a fine physician and to be a delightful person.  I highly recommend Elizabeth

P.  iNewhail Tor licensure to practice internal meaicine in tne btate or Washington. 


Signature


MED 657-12 LTR OF RECOMMENDATION

( R/10/79)  WPC
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LETTER OF RECOMMENDATION


DIVISION OF PROFESSIONAL LICENSING

STATE OF WASHINGTON


This is to certify that I have known


for  ̂ years,  from \u \ j 9 to r>


during which period ĥe was engaged in the study or active practice of medicine


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


free from habits which might interfere with h  ̂professional activities and is


worthy of holding a license to practice [ \V€-A. LOJ. /YVjL in the


State of Washington.


PLEASE PRINT OR TYPE


Name .) a m • hJ cu n \ C  K


Title 6 VY\ f c Y i c/ ix 1/̂ 


Capacity in which applicant known X vi o M


K o /~a f jo n t lA


Address ^-7)0^ l̂ <xl̂ € D


Licensed under laws of as l/\ \ vi ^ fo ir, , XT (11 o i s


To practice AA e cL\c.\̂  c.


Remarks


^0 /\ y)


'̂ >/yfQyO 7n . '7m r/J


Signature


MED 657-12 LTR OF RECOMMENDATION

( R/10/79)  WPC
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y.'


lo'̂ tlc/ CaJ/y A-

AALt̂ -r} . -̂Oyf


luAS  ̂'~^4cJ • 'IP'̂  ^ t̂^ '̂€c_J
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y AfiP^KATioN F0R^(]\1— LIMITED
LICENSE 

/C> 6 MEDICINE


2 363U 70 05Gĵ 79 î o.oo

MONEY CTL

FEE $40.00

(Includes $25.00 application 
fee and $15.00 License issuance 

DIVISION OF PROFESSIONAL LICENSING

P. 0. BOX 9649


OLYMPIA,
WA. 98504


Make remittance

payable to:

STATE TREASURER


Limited license application is made in conjunction with employment in: (Check one)

• Institutions • County-City Health Dept. • Residency or Internship


FOR OFFICE USE ONLY


PROG TRANS PROF CODE PiC/CIC 1 EXPIRATION DATE 1 EXPT 1 STAT TYPE


LA 25214 PI-RR-UE-«472MS 0 OQ-OQ-DO 
PIRRUCCELLO-NEWHALL,ELIZABETH • u


KEY DATE CLASS 
PI-RR-UE-«472MS 0 OQ-OQ-DO 
PIRRUCCELLO-NEWHALL,ELIZABETH • 1GN 1 SPLIT 1
 OTRD

PI-RR-UE-«472MS 0 OQ-OQ-DO

PIRRUCCELLO-NEWHALL,ELIZABETH
•


APPLICANT'S NAME _ ^ 

"̂ crid'yio ÎOTL


^ _ PLEASE TYPE OR PRINT CLEARLY

NtUlHfli-L rliZAi\F.TI-l h RdOCCELLO


First Middle


ADDRESS 

d/hli6 CITY. .STATE .COUNTY tio


EMPLOYER'S NAME (DBA) Tn4e4l'lQ( AC


APPI ir.AMT't^TFI CPr>i IDiTV Mr»


Enter the number at which you can be 
reached during normal business hours. 

APPLICANT'SSEX(ForM) F DATEOF BIRTH 

:iALSECURITYNO.
Requested for identification purposes only. Entering SSN
Is voluntary and is not required for licensing approval.


1 ID 
oay


OFFICE USE ONLY


GRAD YR/SCH


PLACE OF B IRTH TOPFK/̂ 


ARE YOU A U.S . CITIZEN? H'YES • NO

IF NOT. ARE YOU A RES IDENT ALIEN? • YES • NO


MEDICAL SPECIALTY  ̂ f HV r.F C.L /D^CCm^^


/Q| l/e/77)p-(L^
APPLICANT'S RESIDENCE ADDRESS 

D AJ E STATE fe^iP CITY .COUNTY

Sfotnyyie^


^Z)£5S5 TO/Ut//,/'?7'7 : 
f&rma-nt'ni a-dJiiei,-  ̂ UAU-TJ -i'U/ix '. ̂  3=  ̂ i t̂h fjŷ ,


^/fTl/ FM/UUSi-O, C-Hif
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 resnewed.


2. If additional space is required, attach separate {8V2 x 11 inch) sheets, indicating the section tcmhich they refer.

pf I


3. Attach a certified copy of Medical School diploma. c/>-^ '
"

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

5. Attach a certification of licensure status from another state (If appropriate) 

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


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

COPIES OF ALL DOCUMENTS MUST BE CERTIFIED AS TRUE AND NOTARIZp).


FEE MUST ACCOMPANY APPLICATION. S

o


;*n
0

rn


CO

•—J


CO


MED-657-056 Ltd. Lie. App,

(n/3/77) 3-lil'79


2 - DOH Licensee Social Security N...

1 - DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2)

1 - DOH Licensee ...
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IDENTIFICATION


HEIGHT r i r. u "


b (z

WEIGHT ^ ^ Q


COLOR OF EYES 

/SLU E 
COLOR OF HAIR


/?£0


PERSONAL DATA


If any of the following questions are answered "Yes", full details musi-

sheet and attached to this application.


1. Have you ever been called before any state board for Interrogation concerning any violation of the


3;


4.


5.


6.


YES NO


•


•


•


•


•


•


• Q-

PREVIOUS LICENSURE


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

license is current:


STATE OR

PROFESSION 

CERTIFICATE PERMANENT 

OR 

TEMPORARY 

1

LICENSE RECEIVED BY


OTHER 
PROFESSION 

YEAR NO. 

PERMANENT


OR


TEMPORARY EXAMINATION OTHER IN FORCE


1


1


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.


From To

Month, Day, Year
 Name and Location of Institution. Place of Practice or Other


[Degree or Certificate and Date

Received, or Nature of Experience


1 or Specialty


0 U i\j ti


&-i- 6(0c/ie:,iHs/ry

O'wifS


•Uim} 0̂
 /1L 0.


PanR ?
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AFFIDAVIT


I . ^\\7AN''R{ P/̂ KUCC^jfo _ , being first duly sworn, depose and say that I am the person

print or type full name of applicant


described and identified: that I am of good moral character; that I have not engaged in any of the acts prohibited

by the statutes of the State of Washington, that I am the person named in the diploma which accompanies this

application; that I am the lawful holder of said diploma; that said diploma was procured in the regular course of

instruction and examination without fraud or misrepresentation.


I hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians,

employers (past and present), business and professional associates (past and present) and all governmental

agencies and instrumentalities (local, state, 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 I declare under penaly of perjury that my answers and all statements made by me

herein are true and correct. Should I furnish any false information in this application, I 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 In day of 19 Signature of applicant


Notary Public for


[Seal)


OFFICIAL SEAL =


V/ASDA M. KENNEDY I


_ _ Noiary PuMic • Cniii'ornia :


i YOLO COUNTY f


5 My Commission Expire; May 23, 1980 ;


Page 3
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MEDICAL BOARD WORKSHEET

"LIMITED LICENSE"


NAME PIRRUCCELLO-MEWHALL, Elizabeth


I. APPLICATION IN CONJUNCTION WITH:


a)  Institutions: 


Name


State license


b)  County-City Health Dept. : 


Name


State license


c) Residency: 


Hospital


Fee: 


PROOF OF EDUCATIONAL EXPERIENCE: 


a)  Medical School Diploma


b) Verification of employment


c)  Certification of postgraduate

training


d)  ECFMG


e)  Chronology


PERSONAL DATA: 


LETTERS OF RECOMMENDATION: 


AFFIDAVIT: 


STATE CLEARANCE:  Mid. 


AMA CLEARANCE:  Mid. 


DATE OF RECEIPT 5-4-79


X] 5- -̂19


ADMINISTRATIVE RECOIfl̂ ENDATION:


APPROVED

DISAPPROVED


PENDING


LICENSE


MEO«57-Se (R/3/77)


BOARD ACTION


EXAM


/


DATE ' b h

REVIEWED BY


NEWHALL, ELIZABETH MD00018355 PAGE  29



May 8.  1980


Elizabeth P.  Newhall, M. D. 


Dear Dr.  Newhal1


Thank you for your medical application received in this office -̂2-80 •

The next meeting of the Board will be held on . luTy 1 1 , 1980 at which

time your application will be reviewed,  if complete.  Y  ou will be advised of board

decision approximately two weeks after the board meeting. 


Application appears complete (  )  Lacks the following (  XX)


FLEX Certification xX Postgraduate Training

LMCC Certification Medical School Diploma

State Board Certification Medical School Subjects (MED-5)


XX National Board "Certification Original E.C.F.M.G. Certificate

of Record" Other


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 nf t.hls date we.have not received vour National Board

"Certification of Record" showing subjects and grades.

A nuLdrized cupy of your Internship certificate muot bo submitted

upon completion of training.


Sincerely


Nita Myers

Medical Section

Professional Licensing Division

(206) 753-2205


MED 657-IA

(R/3/80)


1 - DOH Licensee Health Professional Home Addre...

NEWHALL, ELIZABETH MD00018355 PAGE  30



Intereal Medicine Residency Program/Spokane

AN AFFILIATE OF THE INTERNAL MEDICINE DEPARTMENT OF THE UNIVERSITY OF WASHINGTON


SACRED HEART MEDICAL CENTER


Patrick O. Tennican, M.D.

Residency Program Director

Oinicai Associate Professor

University of Washington


Donald D. Storey, M.D.

Associate Director

Clinical Assistant Professor

University of Washington


DEACONESS HOSPITAL


April 14, 1980


Division of Professional Licensing


P. O.  Box 9649


Olympia, Washington 98504


To whom it may concern: 


Elizabeth A.  Newhall will receive an Intern Certificate at the


completion of this year, at which time we will forward a copy

to your office. 


Yours truly. 


KJL i


Patrick 0.  Tennican, M. D. 

Director


POT:ja


WEST 101 EIGHTH AVENUE / TAF-C9 / SPOKANE, WASHINGTON 99220 TELEPHONE: (509) 455-3022
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UNIVERSITY OF CALIFORNIA, DAVIS 
1


BERKELEY • DAVIS • IRVINE • LOS ANCELES • RIVERSIDE • SAN DIECO • SAN FRANCISCO oj! SANTA BARBARA • SANTA CRUZ


W
7 

OFFICE OF STUDENT AFFAIRS

ADMISSIONS OFFICE


FINANCIAL AID OFFICE


SCHOOL OF MEDICINE

DAVIS. CALIFORNIA 95616


April 11, 1979


Division of Professional Licensing

P.  0.  Box 9649

Olympia, Washington 98504


Dear Sir or Madam: 


I am writing to certify that ELIZABETH PIRRUCCELLO NEWHALL

is a student in good standing at the School of Medicine of the Uni­

versity of California at Davis and is expected to graduate with the

Class of 1979 in June, 1979.  I understand that Mrs.  Newhall needs this

certification in order to obtain a temporary license in the state of

Washington.  If you need any additional information, please do not

hesitate to contact me. 


Very truly yours,


u ^'  
iUJ) iI 0 Ojq a ^


Lois F.  0' Grady,  M. D. 

Associate Dean


LOG: nme


 ̂LMAe,-
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S^INGTON DEPARTMENT OF LICENSING

P.O. Box 9649, Olymola. Washington 9S504


Dixy Lee Ray


Coî ernor


This is to certify that Elizabeth Pirruccello-Mewhall has been


appointed as a resident* Medicine : ^ at

Service


the ^Sacred Hear^Deaconess Hnqoit-.a 1«; hospital for the period
^^c^red Hea^^ Deaconess Hnetpil-alg 

beginning June 23 1979 " The individual

Mo Day Yr


responsible for this resident,' s patient care activities will


oe

Director of Program


( Signature)


William A.  Dittman, M. D. 


*Resident physician means an individual who has graduated from

a school of medicine which meets the requirements set forth

in RCW 18. 71. 055 and is serving a period of postgraduate clinical

medical training sponsored by a college or university in this

state or by a hospital accredited by this state.  The term

shall include individuals designated as intern or medical fellow. 


HOSPITAL SEAL


MED-657-57


( R/01/78)
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LETTER OF RECOMMENDA'nON


DIVISION OF PROFESSIONAL LICENSING

STATE OF WASHINGTON


This is l o ccrliry lIuU I IK  IVO known 

3 _yt;:)rs. from 

£ I(zf Id10 /J no itdL.


lor ma

during which [icrioĴ he was engaged in the study or active practice of medicine. To tiie best of my knowledge


ialie is of good moral and professional character, is free from liabits which miglit interfere with liGC—professional


activities and is worthy of holding a license to practice_ A3-1L2 in the State of Washington.


Signalu re


Add ress. (ACJy. (k/yi^zM dut-a d3'0\̂ oiama-

Licensed under laws of.


To practice tlA/


M£Q..£S7.12 L«ttar of Recommandatjon


(R/i/77)
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LETTER OF RECX)MMENDA'nON


DIVISION OF PROFESSIONAL LICENSING

STATE OF WASHINGTON


This is l o ccrlii'y lh;i( I liav o known 

for ^ years, froin


PI/g-UCcejio /JliO(lali


during wiiicli iicrioJ_̂ 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 liabits which might interfere with professional


activities and is wortliy of holding a license t o practice. flXJIdiOi/an in the State of Washington.


Sk,d<!̂ im,n lUC.P. sAoflf upWicoua

A .. f ' t ... r\
L ̂ 


Licensed under laws ol_ t Ohio
/y\e di
To practice 

MED-657-12 L«tt«r Recommendation


(R/1/771
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wAsiiiNGTON DEPARTMENT OF LICENSING

P.O. Oox 9649. Olympla, Washington 99!i{}4


Dixy Lee Ray


Governor


May 8, 1979


Elizabeth Pirruccel1o-Newhal1

16-B Solano Park

Davis, CA 95616


Dear Ms, Pirrucce11o-Newha 11 ' 


This is to advise that your application for limited medical

license in t he state of Washington i s complete for review

by the Board o f Medical E xaminers. 


However,  before we can issue the l icense we must receive

a certified and notarized c opy of your medical school

diploma to complete your file.  Please send t hat document

as scon as possible after your graduation.  Your license

will b e processed and forwarded to the hospital w here you

will b e serving your internship/residency within a few days

after we have received t hat document. 


If we can b e of further assistance, you may contact this

office. 


Sincerely


MRS, JOANNE REDMOND

ASSISTANT ADMINISTRATOR

Health Care Services


Arlene Robertson

.Limited License Section

Division of Professional L icensing

( 206)  753-2205
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BUSINESS & PROFESSIONS SYSTEM


INPUT SOURCE DOCUMENT VIDEO OPERATOR EXCEPTION COr.r;


PROG.

CODE (I) LLA TRANS


(3)


PROF,

CODE

(4)


î5Qi nJ


i'lO/CiC

(5) 

MONEY CTL

(6) 

la=*>!</] 
M M 0 0 Y Y ITEM NO. (7) 

sr 
DOCUMENT


EXPIRATION DATEI9) & TYPE (10)


^l̂ lO

AMOUNT (8) 

I I I I I

M M D 0 Y Y


CTATUS 
(11) 

/ TYPE / 
L/-_l (12)'-'-' 

KEY D

(I3)'-'"

0l7l/1^15-0 
M M D O Y Y


CLASS

(14)


ASSN

(15)


1 1 1
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Redaction Summary ( 16 redactions )

2 Privilege / Exemption reasons used:

1 -- "DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2)"  ( 13 instances )

2 -- "DOH Licensee Social Security Number - RCW 42.56.350(1)"  ( 3 instances )

 

 


Redacted pages:

Page 2, DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2), 6 instances
Page 2, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
Page 6, DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2), 1 instance
Page 8, DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2), 1 instance
Page 9, DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2), 1 instance
Page 14, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
Page 16, DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2), 1 instance
Page 26, DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2), 2 instances
Page 26, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
Page 30, DOH Licensee Health Professional Home Address and/or Phone - RCW 42.56.350(2), 1 instance
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