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MEDICAL BOARD WORKSHEET

NAME Elizabeth Pirruccello Newhall DATE OF RECEIPT 5-2-80

1. LICENSURE BY d.0.b. 7-10-53

a) National Board Waiver

b) Reciprocity from

c) FLEX Waiver

d) LMCC

e} Examination

2. FEE

3. ADDITIONAL PHOTOGRAPH

L. PROQF OF EDUCATIONAL EXPERIENCE

a) Medical School Diploma
TRANSCRIPTS
b)  Postgraduate Medical Training

c) Chronology

d) Personal Qualifications

5. FOREIGN GRADUATE

a) ECFMG

b) Medical Schoal Subjects

6. LETTERS OF RECOMMENDATION

7. AFFIDAVIT

8. STATE CLEARANCE MIid.

3
f

JOEE0D B DBIOUD &

9. AMA CLEARANCE MId. §—-& -850

ADMINISTRATIVE RECOMMENDATION i?

BOARD ACTION

LICENSE/ EXAM (Lo

APPROVED \j a

DI SAPPROVED DATE .
— LYY

PEND ING _ REVIEWED BY N M

' \N

MED-657-24 (R 8/75)
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R " 8355 70 EIEEEBD 50.00

AﬁLICATIO FOR LICENSE TO PRACTICE
MONEY CTL.

(Check one) O MEDICINE Rg@ﬁ%
7-3-¢° O OSTEOPAT & SUIZEERY

e MAY 21980 : - ”“t‘.," Jty [0
;edigne with Exam _.......... $125.00 DEPARTME F LICENSlNG Make remittance
Medicine w/o Exam. ...... .. § 75.00 DIVISION qu&O BNALQRCENSING payable to:
Osteopathic Medicine & Surgery $§ 75.00 UCENSING STATE TREASURER

OLYMPlA WA 98504

Note: If you bave 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)

@ National Board waiver.
O Reciprocity from (state)
O"Examination. (FLEX)
gL mMC.C.

O Filex waiver.

NE-WH-AE-PY472MS 0 00-00-00
NEWHALL,ELIZABETH PIRRUCELLGO

FOR OFFICE USE ONLY

PROG TRANS PROF CODE PIC/CIC

EXPIRATION DATE EXPT | STAT
LA 252

KEY DATE CLASS ABEN BILLED AMOUNT SIGN SPLIT QTRD

PLEASE TYPE OR PRINT CLEARLY

APPLICANT'S NAME ____ NEWHALL Elizp bt pIRRUC(_eHO
Loct First Midgle
ADDRESS __
CITY STATE zIP COUNTY __
TELEPHONE NO. 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__ DATE QOF BIRTH ‘:}' ldﬂ 55 OFFICE USE ONLY
. ay
BIRTHPLACE Tort k& an wn VOTER DIST
. GRAD YR/SCH __, . .. . .
MEDICAL SPECIALTY

Medical/Osteopathic School _JN1V. OF Call%fﬂ'l% RAVLS Year Graduated _ 13 FD

INSTRUCTIONS P

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'z 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.

a =
e 3
et

MED-657-620  Med./Osteo. App.
aiilan)
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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, Philagelphia, Penn. 19104, OR the National
Board of Examiners for Osteopathic Physicians & Surgeons, 22 S. 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.

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

{f) See accompanying EXCERPTS for more detailed information.

4. OSTEOPATHIC MEDICINE AND SURGERY ONLY

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

(b} 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.

IDENTIFICATION
HEIGHT N WEIGHT
5! q |2 =
COLOR OF EYES COLOR OF HAIR
b\\ki—— '3

PERSONAL DATA

If any of the following questions are answered “Yes", full details must be furnished on a separate (8% 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 E/
2. Have you ever been convicted of a felony or misdemeancr other than traffic violations? .......... O ET/
3. Have you ever been convicted of a violation of any state or federal Controilled Substances Act, or

any drug or narcotic law? .. ... e & O E(
Have you ever had a license to practice revoked or suspended? ..........c..oiiirinernirienn. O E/
Have you ever been addicted to or treated for addiction to any controlled substance? ............ O E/
Have you ever received psychiatric treatment or received treatment for a mental illness? ......... O IB/
Have you ever engaged in the excessive use of alcohot or received treatment for alcoholism? a E/
Have you ever been denied the right to take an examination for licensing in any state? O IE/
Are you presently suffering from any disability or illness which could affect your ability 1o safely
Practice MEdiCiNE? ... . it e e e e = lZ/
10. List any malpractice actions that have been filed against you, including the nature of the case, date
and address ot court where it is filed, and case status. NONE

©XmN®O A

Page 2
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PREVIOUS REGISTRATION

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

Certificate

Permanant License Receved By

State or Qtner Prolession or Currently
Year NO. Temparary Examinalion Other in Force
‘U _ Y :
\Nnjﬂ'“\]bl 0'\) mﬁl[un.e l‘nﬂ[_{;o 257 -4 Ilmxkoihsrtnce v \/ YES
e OOOOC{n. medtal schocly mdugho
REF# pr.geyfp- *d1zmg _ MR iR a3 hkn

(neg.

1Sqved vndey

Noye of

P zvd

Ll o~ A whia g i)

PROFESSIONAL TRAINING AND EXPERIENCE

List in chronolegical 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.

( ¢ fawse - nok dl\r(}!\fblt?'ﬁlLﬂJ. order'B

From GFZ&HCI To

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

({2019 (6319 | Saved leark Melicol onder < Fabrigig cechfule
Uroeome §s L’!’O&W ve &fé‘if-zo |
Frmary tove Talernak feditine (e abached \elby )
Wlz  [\a3a | 0BVIS Freéd cuwmic ‘Q""‘“‘t;ti\f yah hyde
W 183 s | gaw. 0F Glf, Pavig R.S. Bicche rmshrg
\WYs c,/w—m Vaw. of Cald Davis Mm.D.
WY 1a3s | Research Bssisiint, Qechern v, G D. &
w

Page 3
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Applicants for licensure by STATE RECIPROCITY must provide the following certification.

To be executed by the Secretary of the Board or Department of the State upon whose license the applicant relies
for reciprocal registration in Washington. {To be compieted only if license was obtained by written examination).

I certify that the aforesaid ... e et e inh. ... 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 | DAY |l DAY 1l
BASIC SCIENCES ... e —— CLINICAL SCIENCES ........... ... e CLINICAL COMPETENCE ...

I do further certify that a certifiCate 10 PraC G . e et et e e et e ee e
was issued to said applicantonthe ... 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, | believe
ho....... to be of good moral character and worthy of professional recognition, and recommend h.......... to the
Divisicn 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_........... 1O PractiCe ..o,
In testimony thereof, withess my hand and seal this ... ... day of e, 19

[SEAL]
AFFIDAVIT

I, E]\C%EM\ P' %U(,(;@\,O ML’U}/\Q[ k , being first duly sworn, depose and say that | am the

print of lype full name ol apphcanl

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 appiication; that | am the lawful hoider 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 references, personal physicians, em-

ployers (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 qualitications for licensure
in the State of Washington. 1 understand the Board may request a physical or mental evaluation to determine my
fitness for practice.

| have carefully read the questions in the foregoing application and have answered them compiletely, without
reservations of any kind, and | declare under penalty of perjury that my answers and all statements made by me herein
are true and correct. Should | firnish any fals mformqtlon in this application, | hereby agree that such act shall

consh te CW [\he denj uspepsion of rev cwy license to practice in the State of Washington.

\J.J(/\/
ﬂPDTIGaI‘IlS sngnalu-re T

Page 4
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STATE OF

WASHINGTON DEPARTMENT OF LICENSING

P.O. Box 9649, Olvmpia, Washington 93504
¢

Dixy Lee Ray
Governo

July 14, 1980
Flizabeth P. Newhall, M.D.

Dear Dr. Newhall

We are pleased to advise that you have been issued Washington State
Physician and Surgeon certification No. n018155

dated Julv 3, 1980 . Enclosed you will find your wallet
size Ticense which bears your certificate number and certificate date.
Your medical certificate will be forwarded to you as soon as it is
engraved. This necessitates some delay and you will not receive the
certificate for several months.

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

Sincerely

JOAN BAIRD
DMINISTRATCR

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

MED 657-10
(R/3/80)
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Elizaheth Pirrnceellno Newhall, MD

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

Ms. Joan Redmond
Assistant Administrator
. Dept. of Licensing
' S Devision of Professional Licensing
P.0O. Box 9649
Olympia, Washington 98504

NEWHALL, ELIZABETH MD00018355 PAGE 9
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ON THE NOMINATION OF THE FACULTY OF THE SCHOOL OF MEDICINE
HAVE CONFERRED UPON

ELIZABETH ANN PIRRUCCELLO

THE DEGREE OF DOCTOR 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

Ebned 1y Bt

GOVERNOR OF CALIFORNIA AND
PRESIDENT OF THE REGENTS

Vet S Sifon

PRESIDENT OF THE UNIVERSITY

CHANCELLOR AT ngyw“

/ e 4 a
DEAN HE SCHOOL

NEWHALL, ELIZABETH MD00018355 PAGE 10



NATIONAL BOARD OF MEDICAL EXAMINERS?® « 3530 CHESTNUT STREET. PHILADELPHIA, PENNA. 19704
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNITED STATES OF AMERICA

ELIZABETH PIRRUCCELLD NEWHALLe MaDa
having satisfied ail the requirements and having successfully passed the examinations is
hereby declared a Diplomate of the National Board of Medical Examiners.

Allest WI{LTAM Be HOLDEN

Chairman of the Board

SEAL EDITHE Jo LEVIT
Philadelphia. Pa Presiden! of the Board

07/01/80 Cenr. # 219113

It is certified that the above is a copy of the Diplomate Certificate issued to the named physician,
a graduate of U CALIF DAVIS SCH OF MED in
JUNE 1979 . whose birth dateis 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:

Slandard* Scale
Score Score

PART | passed 06/77
Anatomy, incl. histology and embryology 405 75
Physiology 405 75
Biochemistry 520 82
Pathology 390 75
Microbiology, incl. immunology 455 18
Pharmacology and Materia Medica 465 78
Behavioral Sciences 495 80
(Minimum Passing Grade 380/75) TOTAL GRADE/AVERAGE™" 435 77
Part |l passed 04/79
Internal medicine and the medical specialties 445 79
Surgery and the surgical specialties 515 83
Obstetrics and Gynecology 550 85
Public Health and Preventive Medicine 500 82
Pediatrics 445 79
Psychiatry 450 80
(Minimum Passing Grade 290/75) TOTAL GRADE/AVERAGE** 475 81
PART ill passed  03/80
A General Test of Clinical Competence
(Minimum Passing Grade 290/75) AVERAGE 490 Bla7
GENERAL AVERAGE (Parts I, Il, and [ll) 799

(Scale Score)
*Examinations taken since June 1971 are reported with both Standard and Scale Score Equivalents,

“Since 1966 Nalional Board criteria for cerification are based upon candidate’s Total Grade in Part |,
Part Il, and Part lll, and not scores of individual subjects within each Pan.

e N He |

Secretary for Certification
05/05/80

SEAL

Date
NEWHALL, ELIZABETH MD00018355 PAGE 11



.
2
R
3
Yo
l- l.-
PR
Pl L 4
‘l‘-'i-
¥ -

Cali iforuia

Ched /i Bt

COTIRUORN OF CAloTNTRi: ARD
MISDENT aF TR ARy

:\\“' :}7/ &7 7 L 4 e

} IR ELICN 80 O

/ b
AT PR TH MD00018355 PAGE-R

SSEwe Op Tud ¢ A RNLTY



This is to certify that this is a true copy of the original document. @(W

Subscribed:sand sworn before me this -18th day of April 1980 .
Doy £ St

Notary public. in and for the S
State of Washington, residing in ' .
Spokane.

b,

NEWHALL, ELIZABETH MD00018355 PAGE 13
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Tt VAE 7 sTuhrM

LA TOPEKA,

KANSAS

COLLLGE

MAJOR PROGRAM

C7-10-53°

SEFT 197%

nana

FLAGE OF ofiTH

OATE OF AT

UNIVERSITY
OF

DAVIS

f
CALIFORNIA !
|
!

OATE ADMITITD STungNy ey T T T T
GRALUATE STUDENT RECGRL LARD - CFC 1 07-10-79
.= PREVICUY DIGREES - —~ MASTEAS DEGREE - ;
510 .BS UNIV TF CALIF DAVIS 06~15 i
3
i
~ DOCTORS DEGREE - | p
DEGREE CONFERRED JUNE 15,11979 C
DOCTOR OF MEDICINE e
| ; | ! : | = CREDINTIALS/OTHER AWARDS - ! 5 ! ; i
T R R VR o U E ------- IR N
600 | TWO CARES : | b i 727 {ELEC PRECEPTCRSHIP [FAM PRA 5401 ) 2.005 | = Hsy |
7 2 : 1 : ! 728 [ METABOLIC REGUL SYSIMED SCI S420A: 5.0 8 | HSU
! FLLL  WUARTER 1575 ! : ! ; 729 [ PATIERT RVAL 'MED SCT S421A | 3.00S | HSU |
TLE P MCL & CALL B P MET 3L 4100 €015 HSUj 730 :PRINC PHARM TMED SCI 5423 4.0:S | HSU |
712 | GREAM SYST bitL PEED S5l 4L1Al €l0l S H5UL 731 : PATHOBIOL IMZD SC1 s422 ) 6.00S RSU |
713 | INTRU PATICNT VAL | MED 581 4124 2.00S | T ! I 2040k L
Tia | HUH OUVEL CRED SCL 41340 2.008 HS ! : 5 | ! B
: ‘ 16 0% ! ; : FALL QUARTER 1976 : 3 : ; :
; ; : ; E | 732 1ELEC PRECRPTORSHIP [FAM PRA 401 | 2.0:5 ! HSU
| DoWlnTeh QUARTER l97e ; ! : | 733 [HEMATOPRIETIC SYST MED SUCL 4208 6.0(5 | HSU |
715 0 THL SCIENTIST & S0C BIOU&PE 2257 2.015 HSUL 734 | MUSCULDSKELETAL SYSIMED SCI 420C ! 4.00S | HSU |
716 1 CUNT MG BIZUHEM  CUILLCEM 416 1.00 5 HEU] 735 | CARDIOVASCULAR SYSTiMED SC1 4200 @ 6.015 | CEYVI
i TAT JUbGel SYST ELC CFED ST 4Llp ilel00S H5U| 7306 [ PATIENT EVAL {MLD SCI 4218 3.005 | HSU |
TIOOTINTRC CRTIANT LVAL ML LUl 41Eb D 24005 HSU| 737 [SPLCIAL TUPICS P NCURGL 466 34019 HSU |
719 kUM DEVEL Cel SC1 41300 2.018 [iSU | : a0k |
} i | 1940k ! | : ! P A
i ; ! . ; C WINTER  GQUARTER 1977 } L L
{ OSPRIMG QUARTER  1%76 : i ; 737A4 FLEC PRFCEPTCRIHIP [ FAM PRA 401 | 2.01H HSU {07
L T2) L GRULP STULY CEAM PRA 4S8 Gl0IH HSU| 739 [ADV GROULP STUDY {HUM ANA 4S8 2.0iS | HSU |
722 L GRGAL SYS ol CMEL OSCI O 4110 012.00 5 HSU[ 740 [ RESPIFRTORY SYST IMED SCI 4208 ¢ 6.018 HSU
L T23 ¢ INTRO PATIENT #VaL [ MED SCI 41200 2.015 H5U] T4l | NEURDSCIEMCES {MED SCI1- 420F © 7.00S | HSU |
724 0 FCUND CUMM REALTH . M2L SCH 414 2,0@ s HSU S T42 L INTEGUMENTARY SYST IMFD SCI 4206 ¢ 3a0:8 i ffibu-m"l Loy 24
72% | AUTCPSY CASt STUBY .« PATH 408 1 2,015 ! HSUL 743 §PATIENT VAL {MED SCI  421C ! 3,005 | BISU L oo e 0y
726 | GIRECTEL GP STUDY  PSYCHTY 498 1.01S i HSU! 744 | GRUOUP STUDY 'RAD DIA 4581 2,005 $5J7, \ d/p
o 125, 04 g ! - ! 25a0% A
? ; : = ‘ ’ = ! : ! t :
SUMMLR  QUARTER 1575 T i | SPRING GQUARTER 1977 A P \
e BESGTIRE W s oou e Lerons fonant fon enrs loope] _qmr__ | LSO  _UFEARTMUNT COURSE "ONEWM@EQ%NB@Hmoom 8355 PAGE 14
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745 L GROUP STULY [FAM PRA 490 3,008 | HSU = MEMCRANDA - 5 : ; | j
TaL [ URTNARY SYSTiEM PRENSCT O AZDF 64003 HSU| 950 ! 06=07=-77 ALLOWFD TOIRETROACTIVELY ALD | | 3 _
747 P GASTRCIATLATINAL D NMLD SUT 42011 64005 ! HSUL 9511 FAM PRA 498 WINTERIQTR 1677 v PET | | 5 '
748 | FUPRCOUSTIVE SYST  ¥ED 5CI- 42041 4.00S ! HSU| 952+ 5U CARDIO 460 I GRLICHG V PET o¥-05-79 | | L
149 L PATIENT EVAL FMSC S0 421D 34008 HSU| 953 | ##06-23~79 CARDIC 440 WINTSR QTR 1979 ! X P
756G | iNDIV GP STUDY CBED MIC 498 2.005 HSU| 954 | UNITS LHG FR 640 TO 8.0 V PET 5 5 | :

v i Zhe G 5 5 i i : | b

OSUMMEN  QUaRTER 1577 § P | | i i . A

751 D CLIRKSHIP PRED SCI O 5431,10.00S H3U 3 g | 5 ; L
! : 118,08 : | E i i 5 P
| FALL  CUATTER 1577 5 o | i | i P i .
R e e e ST : ' f ' L. ; . A -g ! ! ! ! '
752 JANFECTICUS UJSEASES INF=ULS 460! $.0/5 | HSU|  QUARTER CREDITS CCMPLETED 2423 5 : : ;
753 D PEYCHTY CLIKKSEIP  #ED 201 4230 9,0 H MHSU | #oa FomokoH oW BB k¥ K A R E :
! 18.0% i i 5 ! i : 3
WNTEIC GUARTENR LSTH A | | | § L i
TS0 1 SURG APPRUACH PHYSE D HUM PRY 2210 200§ | H5U i { ; : ;
755 0 SUMESEY CLERKSHIP L mil) sCT 0 430 10a0:5 | HS\ ! 1 ; ; i |
| ' 20.0% a : A
LUSERING LUARTER 1578 : S ] | ! : L |
T56 0 PATURNAL CLEBKSHLE Mol SUL 43280 94008 HSU : 5 ! ! 5 ;
750 CCHILD RLTH CLKSHE - MUD 5CQ 0 43280 9.0 H HSU ; 5 ! 5 : 5
5 ' SUPIVE S : : | i . ;
D OSURMMESR  WUARTEK  LS758 ] f ! | ] ! ! | ; |
5B VEMERG MED ACT INTRN Te MO 54650 9.UIH H5U ! ; : : [

: | BN I ! E i ! i ! |
0 WINTEK  QUARTER 157 AP | g | | o 5
759 WCAMDICL CLIN CLEAK . CARDIC 460 | g}BEH. 5 ASU | i 3 | : |

760 | Fait BRAC CL#RK CFRAI PILA 4GS 9401 H HSU % i ! | ; |
761 | Re3LARLE P GBEGYN 499 . 6.0{H H3U : i ! E ;
| ’ i23.0% | | | | . :
L SERING CUARTER 1675 ; P | ! g i o 5
762 AN PHRLC CLERK PRaM PRA G063 1 9401 H H3U % 5 ! ; | i
763 | RESEARCH PFAM PRA 499 2,005 | HSU ! 5 E P 1
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UNIVERSITY OF CALIFORNIA
l -
| RECE:VED
o
T N JIN
NOTICE CONCERNING TRANSCRIPT r&)}f\'R%qQéH)

LATICN OF
At the request of PROFESS: JiiAL LICENSING

Elizabeth Ann Pirruccello (Newhall)

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

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 API'1130' 19 80 Per T oo Depury

To:
Department of Licensing

Division of Professional Licensing
P.0. Box 9649

Olympia, Washington 98504

D 482
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" UNIVERSITY OF CALIFORNIA . -

OFFICE OF TIIE REGISTRAR 1z
‘)’v‘)ﬂ_,. LT
DAVIS. CALIFORNIA 95616 73 p\w&\\""" o
aPR3OY \"4'3. i
0065 t o

AFTIIA PR

NEWHALL, ELIZABETH MD00018355 PAGE 17



INTERNAL MEDICINE SPOKANE

certifies that

¥ (izaberh, A Newfjoll, 3.7,

has successfully fulfilled the requirements of a 1 vyear

Residency in Internal Medicine

from 23 June1979 to 22 June 1950

in witness thereof the undersigned affix their signatures

1
. N ’ /f/ . }q‘\ ‘/ 6'/:)
W@ j-'«"‘% /ké /—""“' Lo /--‘.efr. ‘- s R ':j""‘
Director rminidfea Administraror '
Internal Medicine Spokane Department Internal Mediclne Deaconess Hospital Sacred Heart Medical Center
Spokane, Washington University of Washingiton Spokane, Washington Spokane, Washington

NEWHALL, ELIZABETH MD00018355 PAGE 18



I swear that this is a true and exact copy.

Ol fowccello Newfet! mo

X

Elizabeth P. Newhall MD

signed and. sworn before me this ;?j’day of June, 1980

NEWHALL, ELIZABETH MD00018355 PAGE 19



Newha Il €A

P

INTERNAL MEDICINE SPOKAN;

certifies that

Aﬁﬁfimﬁet% A&,Nm%aff TN 0.

has successfully fulfilled the requirements of a 1 vear

Residency in Internal Medicine

kN

from 23 June1979 to 22 June 1960
[ — R —
in witness thereof the undersigned affix their signatures

(St © Temmcanm, %ﬁ

Director

/'(.’ {'\“ > £
P, . H 1) ¢ -y !
. et e o LK e A
s £
s ministeld
Internal Medicine Spokane Department [nternal Medicine

Spokane, Washington

Deaconess Hospital
University of Washington

Administrator
Sacred Heart Medical Cenrer
Spokane, Washington

Spokane, Washington

NEWHALL, ELIZABETH MD000183



I swear that this is a true and exact copy.

el el bouddio

Eli#abeth Pirruccello Newhall, MD

Signed and swarn before me this 52)——day of June, 1980.

/7 "R S Thei=
-/1/&/110/',(7 The Stufe C(fcuzws/ot)/“
Reodang  wi - Spus

BRI EHT

t
et

N

PRI
wad L

G

BNISNTIT
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LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING
STATE QF WASHINGTON

This is to certify that I have known £ lizpbel P\U?-OCLCU'O Naw hal |

for One - years, from a3 © to % O

during which period<he 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 her professional activities and is

worthy of holding a license to practice Internal Medicine in the

State of Washington.

PLEASE PRINT OR TYPE

Name Patrick 0. Tenniéan, 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 99220

Licensed under laws of Washington

To practice Internal Medicine

Remarks Elizabeth Pirruccello Newhall has exhibited fine qualities which have
enabled T € cine Intern admirably. € has a solid
fund of medical knowledge coup]ed with an eagerness to learn, in add1t10n to a

glve medical problems an € same
time establish a good rapport with patients and health support staff a11ke, is

ighest moral character,

to be a fine phys1c1an and to be a delightful person I highly recommend E£lizabeth
P NewnhalTl fTor ficensure to practice Internal mMedicine 1n the State of Washington.

Signature

MED 657-12 LTR OF RECOMMENDATI
(R/10/79) WPC N

NEWHALL, ELIZABETH MD00018355 PAGE 22



LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING
STATE OF WASHINGTON

This is to certify that I have known Elzahedh PHCI?JUCCle N&UM“
for { years, from _"To [y ]; 1g79 to _ Ppresent

during which period ¢he was engaged in the study or active practice of medicine.
To the best of my knowledge he is of good moral and professional character, is
free from habits which might interfere with hec professional activities and is

worthy of holding a license to practice Me.d tome, in the

State of Washington.

PLEASE PRINT OR TYPE

Name dames M. Napia
Title 5Wﬂ€w3emc¥ Phyﬁfudw
Capacity in which applicant known 7 fevrin oA
Rotation in_ LR
Address 8. 209  Liberty hake Dy
Licensed under laws of was h Ur:j] ton L Ll yngis
To practice Meddicine
Remarks 8&,/.,4%&5\ Falo T d anel
leA AJHJr-QQ : G o e Ll ;Aﬁ’}m;o

J d

Signature

MED 657-12 LTR OF RECOMMENDATION

(R/10/79) Wec NEWHALL, ELIZABETH MD00018355 PAGE 23
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J/ rereesmoneon f 41—~ Limirep License @ A

5-49

MONEY CT
I> & 2379 ,TO PRACTICE MEDICINE | L
FEE ............ $40.00 ‘LE‘G‘L
(Includes $25.00 application DIVISION OF PROFESSIONAL LICENSING Make remittance
fee and $15.00 License Issuance P. O. BOX 9649 payable to:
fee.) E" -7'3|'90 CLYMPIA, WA. 98504 STATE TREASURER

Limited license application is made in conjunction with empiloyment in.  (Check one)

O Institutions O County-City Health Dept. O Residency or Internship
FOR QFFICE USE ONLY
. PROG TRANS PROF CODE PIC/CIC —l | EXPIARATICN DATE EXPT STAT TYPE

LA 25718 pI-RR-UE=-%4T2MS 0 00-00-00 i

KEY DATE e PIRRUCCELLO-NEHH ALL,ELIZABETH IGN | SPLT Q1RO

PLEASE TYPE OR PRINT CLEARLY o
APPLICANT'S NAME _ NEWHALL ElizaBETH PIRAGCCELLE
Last First Middle

aporess L6 5 Selamo flort
ary. OAI S state fali € 2756l county _ 2014 no
EMPLOYER'S NAME (DBA) Tndernal nk.-DIC/HUC' RE SipENEY /Sf(Jk-/”UL

LDOEERS s oF JUNE 11,1479 ©
fermanent addiess wad- fem: 2039 15t gre. .

ka2 LLE AT mthCJIL CEMTEL ' DEACONE S5 HOSPIT7T
APPLICANT'S TELEPHONE NO{ 1l  CAPPLICZ 'SSOCIAL 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)F—DATEOFBIRTH K lD b3 OFFICE USE ONLY
ma. day ¥r.

PLACE OF BIRTH _1OPEKA KANSAS

ARE YOU A US. CITIZEN? E'YES O NO
IF NOT, ARE YOU A RESIDENT ALIEN? O YES O NO

MEDICAL SPECIALTY Eidernal e d et sre. IQ&SI.CU/HG,L! SALRED Heart /Oﬁtcm%%

APPLICANT'S RESIDENCE ADDRESS _ WEET [0 %{CIP&L A Vé/me-Cﬂ
ey 0 KANE state_Washiig forpe 4220 COUNTY Sﬂota/nz,

GRADYR/SCH ., 1 , |

INSTRUCTIONS SHV FrANLS O, CokiE Yy (,

t. 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 remewed

2. \f additional space is required, attach separate (8% x 11 inch) sheets, indicating the section to-whlch they rejer.

3. Attach a certified copy of Medical School diploma. Lo{rg_J == FTI

4. Attach a certified copy of one year of postgraduate training, (If appropriate) ox = £y

5. Attach a centification of licensure status from another state (If appropriate) ;"’::-"5 e '“_E

6. It a foreign medical graduate, attach evidence of completion of E.C.F.M.G. :Z?I =

7. Two (2) Letters of recommendation attached to this application. ﬁ? =L
COPIES OF ALL DOCUMENTS MUST BE CERTIFIED AS TRUE AND NOTARIZ@ <

FEE MUST ACCOMPANY APPLICATION. g

MED-657-056 L1d. Lic. App, 3- ﬂ‘ ; 9

ARTT) NEWHALL, ELIZABETH MD00018355 PAGE 26




IDENTIFICATION T
HEIGHT 5 " (_] ‘/2 In WEIGHT /L‘ O
CQOLOR OF EYES COLOR QF HAIR
ALUE RED

PERSONAL DATA

It any of the following questions are answered “Yes”, full detaits mu
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 orunethlcalconduct‘? ............ O ET/
2. Haveyou ever been convicted of a felony or misdemeanor other than traffic wolatlons’? ............... O o
3. Haveyou ever been convicted of aviclation of the Controlted Substance Act, orany narcoticlaw? ..... O o
4. Haveyou everhad alicense to practice revoked or suspended? .................... e O @
5. Have you ever been addicted to aor treated for addiction to narcoticdrugs? ...... . .| ................. O o
6. Have you ever received psychiatric treatment or received treatment for amental |I|nes|s‘7 .............. o o=
7. Haveyouever engaged in theexcessive use of alcohol or received treatment for alcoholism? .......... o &

PREVIOUS LICENSURE

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

1
CERTIFICATE PEAMANENT
STATE OR PROFESSION oR LICENSE RECEIVED BY CURRENTLY
OTHER YEAR NO. TEMPORARY EXAMINATION OTHER IN FORCE
nene-

PROFESSIONAL TRAINING AND EXPERIENCE

List in chronoiogical 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 Certiticate and Date

T . - .
Fr?drgn,t__r_{, bay Year © Name and Location of Institution, Place of Practice or Qther Fllecelved or Nature of Experience
or Specialty

JUNE ! .
Sz | ez [Ung of Cali Femm 0A4vis  DAvs cacr  |B.S. Bisthemishy

Iy prm—— !
> e, Al Se. heof of Meclioine | M, 0.
UAS, GGl foriiig

Pane 2 - NEWHALL, ELIZABETH MD00018355 PAGE 27}




D i i

I

o T e ATy T .

Ty TS TR P, N Y PREES TV UTRERLET ,  TR TTRAEARTT AR T T T ST AT AR T O E A e e o

AFFIDAVIT

1, Eliza F;(‘TlfﬁﬁﬂUCC&'{O A0 1 /] , being first duly sworn, depose and say that | am the person

print or typa full 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 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.

| 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 faise information in this application, | hereby agree that such
act shall constitute cause for the denial, suspension or revocation ot my license to practice in the State of Washington.
Subscribed and sworn to before me ;

this (D day of w 191’91 Signature of applicant

- . * ‘ [Seal]
Notary Public for M“ﬂ—a—(d ﬁjw

= @i-lrl—iﬁﬁii!I!}H'Il!E!E!‘.IIiiF.i!l!lIllllllllililllillllllllg

CFFICiAL SEAL
T WANDA M. KEMMNEDY
Notary Public - Califernia
e YOLC CCUNTY
My Commission Expires Moy 23, 1980 :.g
E R B R R HHA BT

My commissmr}“;ﬁm

LRI

FHHMGRITITTE

Page 3
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MEDICAL BOARD WORKSHEET
"LIMITED LICENSE"

NAME PIRRUCCELLO-NEWHALL, Elizabeth DATE OF RECEIPT 5-4-79

l. APPLICATIQN IN CONJUNCTIQN WITH:

a) Institutions: ' | |

Name

State license

b) County-City Health Dept.:

|

Name

State license

c) Residency:

Hospital gaﬂte& :Hea,r- '

3. PROOF-OF EDUCATIONAL EXPERIENCE:

[BS]

Fee:

5-y-79

%%,

5-4-79

a) Medical School Diploma

K

b) Verification of employment

¢} Certification of postgraduate
training

d) ECFMG

e) Chronology 5"('{"7?
S-4-79
5-\-13
5-4-79

4. PERSONAL DATA:

5. LETTERS OF RECOMMENDATION:

(X
h

)

6. AFFIDAVIT:

7. STATE CLEARANCE: Mild.

TNRHER00 3% R %

8. AMA CLEARANCE: MIld.

ADMINISTRATIVE RECOMMENDATION:

BOARD ACTION

LICI?SE EXAM
V.

APPROVED

DISAPPROVED 7 | DATE S/I"/i (11

\

PENDING | REVIEWED BY%

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

NEWHALL, ELIZABETH MD00018355 PAGE 29



May 8, 1980

Elizahath P. Newhall, W.D.

Dear Dr. Newhall.

Thank you for your medical application received in this office Le?aB0 .
The next meeting of the Board will be held on July 11, 1980 at which
time your application will be reviewed, if complete. You 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 of this date we.have not received your National Board
“"Certification o Record” showing subgects and grades. _

oy
upon completion of training,

Sincerely

Nita Myers

Medical Section

Professional Licensing Division
(206) 753-2205

MED 657-14

(R73/80)
NEWHALL, ELIZABETH MD00018355 PAGE 30



Internal Medicine Residency Program/Spokane

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

SACRED HEART MEDICAL CENTER

DEACONESS HOSPITAL

Patrick Q. Tannican, M.D.
Rasidency Program Director
Clinical Associate Professor
Univarsity of Washington

Donald D. Storey, M.D.
Associate Director

Clinical Assistant Professor
University of Washington

April 14, 1980

Division of Professional Licensing
P.0. 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,

Gcck Lo

Patrick 0. Tennican, M.D.
Director

POT:ja

WEST 101 EIGHTH AVENUE / TAF-CO / SPOKANE, WASHINGTON 99220 TELEPHONE: (5089) 455-3022

NEWHALL, ELIZABETH MD00018355 PAGE 31
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UNIVERSITY OF CALIFORNIA, DAVIS

BERKELEY « DAVIS  IRVINE - LOS ANGELES * RIVERSIDE + SAN DIEGO * SAN FRANCISCO SANTA BARBARA - SANTA CRUZ

OFFICE OF STUDENT AFFAIRS SCHOOL OF MEDICINE

ADMISSIONS OFFICE ’ DAVIS, CALIFORNIA 95616
FINANCIAL ALD QFFICE

April 11, 1979

Division of Professional Licensing b
P. 0. Box 9649
M ympia, 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 trul ours,
Y Yy C

14 f,/ . //.7/ . )_ e

) -0 fOJJ/f;Mr.jaPLﬂw@,%
Lois F. 0'Grady, M.D.
Associate Dean

LOG:nme

%,mﬁmcd(ww date CJLMMP:C{, L4+5
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STATE OF
WASHINGTON DEPARTMENT OF LICENSING

P.O. Box 9649, Olympla, Washington 98504
Dixy Lee Ray ‘
Governor

This is to certify that Elizabeth Pirruccello-Newhall has been

appointed as a resident* in-Internal Medicine - :- : at
Service
the Deaconess Hospitals  hospital for the period
—
beginning June 23 1979 " ' ° . The individual
Mo Day Yr

responsible for this resident's patient care activ}ties will

e W (o (5 e S

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) NEWHALL, ELIZABETH MD00018355 PAGE 34




LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING
. STATE OF WASHINGTON

This is to certify that | have known E “'ZH 6577-{ P" R KU(-L (JJHO N U'U “_(LLL
for 3 years, from : ‘C?:IL@ o {Ct?'ﬁ

during which period 2he was engaged in the study or active practice of medicine. To the best of my knowledge

2he is of good moral and professional character, is free from habits which might interfere with hG__ professional
activities and is worthy of holding a license to practice H(JC( {( Cine? in the State of Washington.

Sigrature Zw(/wu,d 6@4

Address (A’GDL gﬂ@f(d’ W—M’L’{-D ‘W‘ZM &(/’. (U Q%O X?ﬁ %WW“
Licensed under laws of Cd/(/\/[’t)/l/l/l/b-—”(_» LM? TD‘VM/L(f LTJT/?
To practice ' mtm% o~

MED-657-12 Letter of Recommendation .
vnz
(RATD) NEWHALL, ELIZABETH MD00018355 PAGE 35



LETTER OF RECOMMENDATION

DIVISION OF PROFESSIONAL LICENSING
. STATE OF WASHINGTON

This is to certify that 1 have known E’l '3‘1 be)ﬂ' Pl RKU CL&{'(O “ e-"'i) IICL(/(
for L{' years, from - /q ’:]LS lo / r] ?—Ci

during wiich period 2 he was engaged in the study or active practice of medicine. To the best of my knowledpe

She is of good moral and professional character, is free from habits which might interfere with h£4"__ professional

activities and is worthy of holding a license to practice nqﬂ(LL('_L/IL £ in the State of Washington.

Signature \%{/é/ﬁ"/ ///74/[/4/ /7. ‘Z
Address_ St degd s /UCD SQ/[LOO[ 5;( Nedic e U?)‘gumé i Dairy)

Licensed under laws OIJ"'(L/L{_%MM O /“ 0 7 §IU { (/,
To practice me- d,{ (‘/VYL‘QJ

MED-657-12 Latter of Recommendation
(R NEWHALL, ELIZABETH MD00018355 PAGE 36



STATE OF - '
WASHINGTON DEPARTMENT OF LICENSING

IO, fox 9649, Olympia, Washington 955h4
Dixy Lee Ray

.'1
Governor

May 8, 1979

Elizabeth Pirruccello-Newhall
16-B Solano Park
Davis, CA 95616

Dear Ms, Pirruccello-Newhall "

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

However, before we can issue the .license we must receive

a certified and notarized copy of your medical school
diploma to complete your file. 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

Arlene Robertson

Limited License Section

Division of Professional Licensing
(206) 753=2205

NEWHALL, ELIZABETH MD00018355 PAGE 37



BUSINESS & PROFESSIONS SYSTEM
INPUT SOURCE DOCUMENT

VIDEQ OPERATOR EXCEPTION Q0L

sl LA raans | ] o) cooe |=d| S| /1

(3) 4

S

DOCUMENT
EXPIRATION DATE(9) & TYPE (10)

47‘? 26034l (111 #Hdool (1111 []

ITEM NO. (7) AMCUNT (8) M M D D Y ¥

3TATUS / TYPE Q|:7|Z| I |3[ 'E
rf’l). (12) KEY[()U, 0 CLASS ASSN [ O

M M D D Y ¥ (4) (5

SR lél [O_J _JSIGN SPLIT ammo | | | | | |

(a2} (@3) (56)

v PIDRRIUCCQEILILIO-NIEWAIALLL EWLTZABETIH |

MAILING ADDRESSES. (18-44-45)

SIAICREID 1AEART. MED 1CLTR| |
|
|

MONEY CTL
HO]S
M

S0
/

-

1L
| 1|
L1

W 11oll | ETGHTIH AVIEL | 1]

nEanEEEEEeEreenaEEE
oy SIFOKANE L L L b

(36) A |
o WAl w90 W B

)

Lad

l |
[ 1 | I
I |

ADDITIONAL ADDRESSES (19-50-51)

S I N I I T | S [ 11 | S | {1 1
C/ I N N N O I o | [ | | [ [ | | § 1 1
& I I [ 1 1 1 [ I I | 1 1 1 [ [ [ 1|
ey LI 1 | | L1 1 | L1 [ | 1 [ | _
ot I = S T e I
RELATIONSHIP POINTER DATA
REV CODE 20)| | | PIC/CIC (21) b | | |
nawel | 1 ] | [ | 1 1 | I | 1 1 | [ I

D_Ol(NG BLISINESS AS 23}

QAR IED WEAIRTI HED CT & 1 11 11 111 |
L1

SRl I l [ &1 | | 1 |
SSN TAX NO. |
1 N - Y N O O pr I I B
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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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