DEPARTMENT OF CONSUMER AND REGULATORY AFFAIRS
% K K GOVERNMENT OF OCCUPATIONAL AND PROFESSIONAL LICENSING ADMINISTRATION
I THE DISTRICT P.0O. BOX 37200
S rF; cOLOMBIA WASHINGTON, D.C. 20013-7200 Iy
OPLA-24 &
e 10/68) APPLICATION FOR D.C. LICENSE
FOR OFFICE USE ONLY I APPLICATION NO. /-

AMOUNT DATE BASIS OF LICENSURE date CATEGORY CODE

OF FFE 7 /| O EXAMINATION . T VIR
APPLICATION 9 EAimACORE DT :
EXAMINATION $ .................................... O RECIPROCITY o s COMPLAINTS FILED
LICENSE S : OYes No[d
LICENSE PEROD (... | STREET CODE .rren

C |0 OTHER ... STREET CODE .

from to K QUADRANT CODE ........ccoo.....

TO BE (OMPLLTFD BY APPLICANT (PLEASE READ INSTRUCTIONS FIRST) (PRINT IN INK OR TYPE)

5. i@ Individual 6. BASIS OF X Examination 11, DATE OF AI’I’LICATION
[J Partnership APPLICATION [ Re-examination !4 18
[J Corperation O Reciprocity x 12, SOCIAL SFCURITY NUMBER
TSI Male 0O l(i)l::orsement e .
O Female [0 Other ooy [ 13 DATE OF BIRTH
3. RESIDENGE ADDRESS —
(Street, City, State, Zip Code)  , 8. [] TRADE NAME ll.14. PLACE OF BIRTH .
OR 15. TELEPHONE NUMBER
- p— ] EMPLOYER NAME . Residence
4. BILLING ADDRESS _ 9. BUSINESS ADDRESS (Street, City, Sme, Llp Code) Business (300, 423- 8171k

(Street, City, State, Zip Cod
"e: IS é 31 Liwdern pve ey 16 (JFERTII;IC?iI‘E OF OCCUPANCY
-~ AS . D.C. (if applicable)
ek BACT. Rl A\1OL I - Sppical

NUMBER
17. SCHOOI. ATTENDED (name, city, state or 18. Total No. 19. Date of 20. Type of 21, Year Degree
foreign country) of Hours Graduation Degree/Certificate Received

atate Mud, 0p WAty 412 . > GNVE

ave you ever heen arresteil or convicted of a erime? (omit traffic violations) 23. Are you currently honded? [J Yes o No

22
O Yes [D/No If yes, attach explanation, If yes, give expiration date
24. Are you now or have you ever heen licensed in .C. or any other jurisdiction? [Yes [J No
If yes, give the following information on original ]n‘em-l Jurisdiction
License Date Wu% {:5 | C[ License No. \ b Issue Basis
25. Have you ever surremlered license or has license l:een demed, revoked or suspended by any jurisdiction? [J Yes J-No
If yes, attach explanation.
26. AFFIDAVIT OF APPLICANT

= \k_} eSS & ESROCHES \ h'> , being duly sworn, deposes and sayss

including all writings and exhibits attached hereto, is true and complete. /‘)
e/ (Lo M2

District of Columbia ss, : \ Qﬁ\a\@’of‘z"\pplicum /s
4 < .
L /

297 H
Subscribed and sworn to before me this { day of , 19 7/ by the affiant, who personally

appeared Dbefore me. / LQM ‘)&w ﬂa_/
(SEAL) /

My Commission expires 6 / ,’ I?QS ' Notary Public

That the information given in this application,

All applicants must complete applicable portions of supplemental page and submit all supporting documents required.

Fee must accompany application. All fees ate earned when paid and cannot he transferred or refunded.

Make checks payable to D.C: TREASURER. A charge of $15.00 will be imposed for dishonored checks. (Public Law 89-208)

False or misleading statements will he cause for rejection of application or revocation of license.

1f more space is needed to fully answer questions, attach additional page(s).

*Under the authority of Public Law 93-579, Section 7(b), the Department of Consumer and Regulatory Affairs requests your Social Security Number to
assist in the administration of D.C. tax laws. Disclosure is not required as a part of the licensing process and will not be made available to the public.

AR
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF CONSUMER AND REGULATORY AFFAIRS
OCCUPATIONAL AND PROFESSIONAL LICENSING ADMINISTRATION
PO BOX 37200 WASHINGTON DC 20013-7200

BoaRD OF MEDICINE

ADDRESS ALL COMMUNICATIONS
TO THE BOARD

SUrPLEMENTAL INFORMATION FOR
APPLICATION TO PRACTICE MEDICINE/OSTEOPATHY

Name \A)ESU:l bESP\OC.Hes Check one:
- A ,
Address e e i — Dsteopathy & Surgery
I S T Jﬁedicine&Surgery
1. Have you cver taken an examination in the basic scicncs or any examination in

the healing an under the authority of the the Board of Medicine? v ves __ no
If yes, please provide da[e(sé and 1ype of examinaton

________ ELER 141 S
2. Have you ever been party 10 a medical malpractice action or had a medical
malpractice suit brought against you? __ _ves _vno
3. Have you ever settled a malpractice charge made against you out of courl?
yes L"no
4. Have you ever voluntarily surrendered a license after formal charges have been

filed against vou or whilc you were under invcsti\g}acn?
——_yes V' no

5. Has your license to practice medicine/osteopathy ever been restricted or censorcd?
_ves _Lo
6. Have you ever surrendered your clinical privileges or have your clinical privileges
ever been denied, revoked or suspended at any ho@zﬂ or hcalth care facility?
yes no
7. Have you ever been terminated from or resigned whilc on probation, from a clinical

training program?
yes no

If the answer to any of the above questions is "yes", plcase give dates, facts, and a dcrailed
history of each on a separdlc sheet of paper.



8. Please list below all training and practice since date of medical school graduation to
present date. Include periods of unemployment or other employment. Please
provide complete addresses including department and/or name of
supervisory physician. All employment will be" verified by the Board of
Medicine administrative staff. from to

] ‘!Qt ‘ ( S'r r [ :! -onth/ ear Illonth/year

Bopw-P. AT,

—u3)_ 11 -9 P&'«\MTE Practice C () <
cHt

T4)_ 1411 - \q78 POTERBs P HARCED  HOSPre | tago. Rexns

Y

T 187091281, Reciveved [ Howi Unw) (makton Me (agem.
~ o 1381 —13% _ Aon_Seours Hospac Ce.t Ltgéeww-a,)

o \aqp_ - To_ PRecewnr, [MAﬁwwh Eie Hox(’rm:_) w‘&ﬂéﬁxm

S. List below all states where you are presently licensed or have ever been licensed 1o
practice medicine/osieopathy.  For each state listed, have a letter of good statnding
sent to the D.C. Board of Medicine, Application Division, P.O. Box 37200, Room 904,
Washingion, D.C. 20013-7200.

—1 HAZ A LA
2) D C.
3) Pa &

If additional space is required, please attach information on a separate sheet of paper.

I cenify that the information provided on ihis supplemental information sheet is true. By
certifying this information, I will be available to interpret or substantiate the information
provided should the Board of Medicine need clarification a later d

wmw\/u;

Signature of Mélic\a@
Li- 18-9%)

Date



HOWARD UNIVERSITY

HOWARD UNIVERSITY HOSPITAL AND AFFILIATED HOSPITALS
WASHINGTON, DISTRICT OF COLUMBIA

THIS IS TO CERTIFY THAT

WESLY DESROCHES, M.D.

HAS SATISFACTORILY COMPLETED THREE YEARS
OF POSTGRADUATE MEDICAL EDUCATION IN

ANESTHESIOLOGY

THROUGH OUR TRAINING PROGRAMS AT HOWARD UNIVERSITY.
JULY 1, 1979 TO JUNE 30, 1982

b ads
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NEW YORK CITY HEALTH AND HOSPITALS CORPORATION

in affiliation with
College of Physicians & Surgeons

of Columbia University
at

Harlem Iomﬁmﬂm._ Center

certifies that

Wesly Destcoclies, 0).D.

has satisfactorily performed the duties of
Restdenc-S urgery,

from July 1, 1977 to June 30, 1978.

In Witness Whereof, the Eenrw..mm.m_\aﬂnr have affixed
their signatures this 30 th Orn.mm of Junc, 1978.

= . . - y
- S b T e g s
yn L= [N L S ‘ ,.:...—f’p~h/
PRESIDENT OF ._.I&D_UDI.D._._OZ

EXECUTIVE D_m.mn.«n_ DEAN, COLLEGE OF PHYSICIANS & SURGEONS DIRECTOR OF BERVICE
HARLEM HOSPITAL CENTER OF COLUMBIA UNIVERSITY




BON SECOURS HOSPITAL

April lj, 1991

To whom it may concern, this is to certify that Dr. Wesley
Desroches has worked in the Anesthesia Department at Bon Secours
Hospital. The dates are as follows: August, 1982 through June
30, 1990; during which time I was chairman of the department.

b5 ﬂ%ﬁ et

Kwang Bag Lee/M.D.

2000 West Baltimore Street, Baltimore, Maryland 21223 301/362-3000 Good helip to those in need since 1919



MARYLAND GENERAL HOSPITAL
BALTIMORE, MARYLAND 21201

April 8, 1991

To Whem It May Concern:

This is to certify that Wesly Desroches, M.D. hazs besan
working as a Staff Anesthezicliagist at Marylanad General
Hospital since July 1, 1880.

Sincerely,

WOLu, Lfhr2,

Wiliiam Hazs., M.D.
Chief Of Anesthezia



GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF CONSUMER AND REGULATORY AFFAIRS
OCCUPATIONAL AND PROFESSIONAL LICENSING ADMINISTRATION

P.O. BOX 37200. WASHINGTON. D.C. 20013-7200

H
BOARD OF MEDICINE

ADDRESS ALL COMMUNICATIONS
TO THE BOARD

re:_WES1Y DESpocues KD

Dear Sir/Madam:

The applicant whose name appears above has applied for a license to practice
medicine/osteopathy in the District of Columbia. In order to assist the Board
in evaluating this applicant, we would appreciate your providing the following
information, Any additional remarks may be added on a separate sheet of paper.

Please camplete this form to the best of your ability and return it to:
D.C. Board of Medicine
Application Division
P.O. Box 37200, Room 904
Washington, D.C. 20013-7200

Your prompt reply will enable the Board to consider this individual's
application in a timely manner.

1. Please evaluate Applicant's performance: (please indicate with check)

n/a* | poor | fair [ good superior

Professional Knowledge
Clinical Judgemaont
Relationship with Patients
Ethical/Professional Conduct
Interest in Work

Ability to Communicate !
*unable to evaluate

PSP X,

2. Recammendation: (please indicate with check)

1. Recommend highly and without reservation X
2. Recommend as qualified and competent

3. Recommend with some reservation (explain)
4. Do no recammend (explain)




3.

4.

5.

This evaluation is based on: (please indicate with check)
1. Close personal observation X

2. General impression

3. A camposite of evaluations

4. Other (please specify)

Relationship to Applicant: (please indicate with check)
1, Program Director .

2. Immediate Supervisor X

3. Other (please specify) -

Additional Comments

(Wl U the

Signature of Evaluator

Willum H. Hacs MDD

please print or type name

(e of Amu%

Title of Evaluator

£ Ap 9/

Date '



GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF ZONSUMER AND REGULATORY AFFAIRS
OCCUPATIONAL AND PROFESSIONAL LICENSING ADMINISTRATION

P.O. BOX 37200. WASHINGTON, D.C. 20013-7200
. 1

BOARD OF MEDICINE

ADDRESS ALL COMMUNICATIONS
TO THE BOARD

re:_WEsLy Decpocuss ps

Dear Sir/Madam:

The applicant whose name appears above has applied for a license to practice
medicine/osteopathy in the District of Columbia. In order to assist the Board
in evaluating this applicant, we would appreciate your providing the following
information. Any additional remarks may be added on a separate sheet of paper.

Please camplete this form to the best of your ability and return it to:
D.C. Board of Medicine
Application Division
P.O. Box 37200, Room 904
Washington, D.C. 20013-7200

Your prompt reply will enable the Board to consider this individual's
application in a timely manner.

1. Please evaluate Applicant's performance: (please indicate with check)

n/a* | poor | fair | good supe;ior
Professional Knowledge v/
Clinical Judgement L,
Relationship with Patients (%
Ethical/Professional Conduct vV
Interest in Work v
Ability to Communicate !

*unable to evaluate
2. Recammendation: (please indicate with check)

1. Recommend highly and without reservation
2. Recammend as qualified and campetent

3. Recommend with same reservation (explain)
4. Do no recammend (explain)

Il



3. This evaluation is based on: (please indicate wit.h}:éck)
1. Close personal observation
2. General impression
3. A composite of evaluations
4. Other (please specify)

4. Relationship to Applicant: (please indicate with check)
1. Program Director _
2. Immediate Supervisor
3. Other (please specify) LSLLbA-G Ue L

5. Additional Comments

HeolioT ST geraay B
please print or type name

A&M&W&F
Title of Evaluator ,
i~ 1O—~ Q|
Date N ’




GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF CONSUMER AND REGULATORY AFFAIRS
OCCUPATIONAL AND PROFESSIONAL LICENSING ADMINISTRATION

PO BOX 37200 WASHINGTON. D.C 20013-7200

BoARD OF MEDICINE

ADDRESS ALL COMMUNICATIONS
TO THE BOARD

Re: \A)EES LY *:r\ esRocHes, MY

Dear Sir/Madam:

The applicant whose name appears above has applied for a license to practice
medicine/osteopathy in the District of Columbia. In order to assist the Board
in evaluating this applicant, we would appreciate your providing the following
information. Any additional remarks may be added on a separate sheet of paper.

Please complete this form to the best of your ability and return it to:
D.C. Board of Medicine
Application Division
P.O. Box 37200, Room 904
Washington, D.C. 20013-7200

Your prompt reply will enable the Board to consider this individual's
application in a timely manner.

1. Please evaluate Applicant's performance: (please indicate with check)

n/a* | poor | fair [good | superior
-

Professional Knowledge
Clinical Judgement
Relationship with Patients
Ethical/Professional Conduct
Interest in Work

Ability to Communicate
*unable to evaluate

MASRE

2. Recommendation: (please indicate with check)

Recommend highly and without reservation
Recommend as qualified and competent
Recommend with same reservation (explain)
Do no recommend (explain)

—
—

W N
- -



4.

This evaluation is based on: (please indicate with check)
1. Close personal observation

2. General impression ;
3. A composite of evaluations —

4. Other (please specify)

Relationship to Applicant: (please indicate with check)
1. Program Director _

2. Immediate Supervisor —
3. Other (please specity) -

Additional Comments

fusnd B8B4G (&

please print or type name

ﬂﬁ/* /Q/./tﬂcf-l/ 6 @%2/2&

Title of Evaluator

‘f/f’ 7 T

Date



A PHYSTCTAN PROFILE

AMERTCAN MEDTCAL A
S5 MORTH ETATE

L illf‘“n"uxﬁ TLLIROTE Uf-iﬂ

DIVISTON OF SURVEY AMD DATa RESQURCES BaTE: @4-15-91
DEFARTMEMT OF PHYSICTAN D&TA JERVI TiME: %:12 AM

HAME DESROCHES , WESLY, M.D.
ADDRESS : i L e

BIRTHFLACE D . e s o
EIRTHDATE :
MEMBER OF aMa:  NOT MEMBEFR
MEDTCAL  §CHODL =
UNMEV DYETAT DUHAITI, ESC DE MED ET DE FHARMACIE, FORT-AU-FRINCE, HALTE
YEAR OF GRADUATION: 1972
LICENSES (INITIAL YEAR GRANTED BY STATE):
FaiETY
VA P8
Lt 1981
NATLONAL BOARD CERTIFICATION: NOME REFORTED TO DATE
FFECTALTY ROARD CERTIFICATION: NONE REFORTED TO DATE

i"'H TETCTAM'E PROFESETONAL ACTIVITIES:  OFFICE BASED FRACTICE
ELF DESTGHATED EFECIALTIEY
FRIMARY AME S THES TOLOGY
F lJNDni-.Y UNSFECTFTED
TERTIARY . UNEPECIFIED

CURRENT MEDICAL TRAINING: NONE REFORTED TO DATE

FRIOK MEDICAL TRATMING: [
HOSFITAL :
TES OF TRATNING :

EFCTR ORM K
P06 TE e (CONFTRMED
GENERAL SURGERY

HEW YORK MY a3y

Y ITDENCE MO WESHIMGTON D FO017
G/ CODMF TRMIED S

TRICE AMND GYMECOLOGY

l!rli"! ECIFIED

W TRATNING :

Hf']l.dr"lﬂﬁ LiMTY HOXF WA EHIMNGTOM B 20065
V'Fifr-‘% TN MG GTVSVR-04/82 - COONF LTRMED )

FiEE T TOLDGY

UMSFECTFTED

MOME REFORTED TO DATE
THE FOLLOWING T8 HMIETORIGCAL .  CHECK WITH PRIMARY SOURCES FOR CURRENT ZTATUE:

NaTIOMAL SCTENTIFIC MEDICAL SOTITETIES:
AR LCAN SOCTETY OF aMESTHESTOLOGLETY

FROFESSORIM. AFPOTNTMENT:  NONE REPORTED TO DATE

CORPYREIGHT 1991 AMERICAHN MEDICAHL AXFOCTATION. JEE REVERSE.wxeaMa FILES CHECKED



Tos

Subg

It

S

Dist. of Columbia.

The Hederation of SBtate Medical Boards

. ofthe Hnited Btates
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- \ soc\)o.wésTEHN PLACE, SUITE 707
SO0
% | FORT WORTH, TEXAS 76107-4618
- (817) 735-8445
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ect: Examination and Board Action History Report

WESLY DESROCHES

is certified that the above rnamed physician took
l.icensing and/or Special Purpose Examination on the
for the State Medical Licensing Board({s) listed and

Dress

FIN: 461111002

EXAMINATION DATE:
STATE TAKEN FOR:

BRSIC SCIENCE

Arat

DMy

Physinlogy:

Biwoe
Path
Micr

hemistry:
ology e
obiolgys

Pharmacology:

EBsha

BAGI

vioral Science:

C SCIENCE AVE. :

CLIN

Med i
Surg
Ohst
Publ
Pedi
Psyc

CLIN

CLINICAL COMPETENCE

FLEX

msh

ICAL SCIENCE

cine:

Brys
etrics:

i Health:
atrics:
hiatry:

Date of

12778 ne/78
139 139

ICAl. SCIENCE AVG. :

WEIGHTED AVG.

Furthermore:

AVG. =

the Federation
date(s) erntered below
cobtained the following

Certification: 25/16G/91

PRI R IR B N R TR N R R R T R N
A search of the Federation?’s Board Actionm Data
Bark reveals v reported disciplinary information

orn the above named physician.



Berlitz Translation Services
1730 Rhode Island Avenue, N.W.
Suite 801

Washington, D.C. 20036

202/331-2085
Fax: 202/331-2185
—BERLITZ )

DISTRICT OF COLUMBIA ) ss

CERTIFICATTION

This is to certify that the following translation number _ 72421012

is, to the best of our knowledge and belief, a true and accurate

translation into English of the attached French -language

document.

o oot

/
(CEERﬁITZ TRANSLATION SERVICES

Sworn and subscribed before me on this __an day of May, 1991.

Moo, betpn,

William W. Heffner el
Notary Public

My commission expires _January 31, 1994 .

Every care is taken to ensure the accuracy of all translations. However, Berlitz International, Inc., its divisions,
affiliates, agents and employees shall not be liable for any damages due to error or negligence in translation or typing.



Berlitz Translatlon Services
1730 Rhode Island Avenue, N.W.

Suite 801
Washington, D.C. 20036 72421012

202/331-2095
Fax: 202/331-2185
> —RBERLITZ }

/caduceus/ /school/

REPUBLIC OF HAITI
NATIONAL UNIVERSITY

SCHOOL OF MEDICINE AND PHARMACY

No. Port-au-Prince, JANUARY 23, 1990

GRADES OBTAINED BY DOCTOR WESLY DESROCHES
IN "PHYSICS, CHEMISTRY, BIOLOGY" OR PRE-MED YEAR OF STUDIES

1966-1967

SUBJECTS PRACTTICAL WRITTEN ORATL

PHYSICS .
CHEMISTRY .
ANIMAL BIOLOGY -
CELLULAR BIOLOGY .
BOTANY

Z00OLOGY -
MATHEMATICS -

TOTAL OF AVERAGES: ~

AVERAGE REQUIRED
TO PASS:

AVERAGE OBTAINED:

REPORT CARD DRAWN UP IN PORT-AU-PRINCE
ON JULY 31, 1967

/rubber stamp:/ SCHOOL OF MEDICINE AND PHARMACY
National University

/signature/
Dr. Gérard CHARLIER, Dean.-

Every care is taken to ensure the accuracy of all translations. However, Berlitz International, Inc., its divisions,
affiliates, agents and employees shall not be liable for any damages due to error or negligence in translation or typing



PAGE No.
BERLITZ TRANSLATION SERVICES G 2 Q 72421012

/caduceus/ /school/
REPUBLIC OF HAITI
NATIONAL UNIVERSITY
SCHOOL OF MEDICINE AND PHARMACY
No. Port-au-Prince, JANUARY 23, 1990
GRADES OBTAINED BY DOCTOR WESLY DESROCHES
IN THE FIRST YEAR OF MEDICAL STUDIES
1067-1968
SUBJECTS PRACTICAIL WRITTEN ORAL
PHTHISIOLOGY - -
ANATOMY
HISTOLOGY =
BIOCHEMISTRY -
EMBRYOLOGY e o

TOTAL OF AVERAGES:

AVERAGE REQUIRED
TO PASS: “

AVERAGE OBTAINED: .

REPORT CARD DRAWN UP IN PORT-AU-PRINCE
ON JULY 31, 1968

/rubber stamp:/ SCHOOL OF MEDICINE AND PHARMACY
National University

/signature/
Dr. Gérard CHARLIER, Dean.-



: No.
BERLITZ TRANSLATION SERVICES PAGE 3 o 72421012

/caduceus/ /school/

REPUBLIC OF HAITI
NATIONAL UNIVERSITY

SCHOOL OF MEDICINE AND PHARMACY
No. Port-au-Prince, JANUARY 23, 1990
GRADES OBTAINED BY DOCTOR WESLY DESROCHES

IN THE SECOND YEAR OF MEDICAL STUDIES
1968-1969

gl

SUBJECTS PRACTTICAL WRITTEN ORA

TOPOGRAPHICAL ANATOMY -
PARASITOLOGY -
BIOCHEMISTRY -
ENDOCRINOLOGY -
MEDICAL SEMEIOLOGY > e

SURGICAL SEMEIOLOGY =

NUTRITION = G -
MORBID ANATOMY . )
PHYSTIOLOGY -
BACTERTOLOGY -
NERVOUS ANATOMY -

TOTAL OF AVERAGES:

AVERAGE REQUIRED
TO PASS: L,

AVERAGE OBTAINED: . _._._

REPORT CARD DRAWN UP IN PORT-AU-PRINCE
ON AUGUST 2, 1969.-

/rubber stamp:/ SCHOOL OF MEDICINE AND PHARMACY
National University

/signature/
Dr. Gérard CHARLIER, Dean.-



PAGE No.
BERLITZ TRANSLATION SERVICES 4 72421012

/caduceus/ /school/

No.

REPUBLIC OF HAITI
NATIONAL UNIVERSITY

SCHOOL OF MEDICINE AND PHARMACY
Port-au-Prince, JANUARY 23, 1990

GRADES OBTAINED BY DOCTOR WESLY DESROCHES
IN THE THIRD YEAR OF MEDICAL STUDIES
1969-1970

SUBJECTS PRACTICAL WRITTEN ORAL
MEDICAIL PATHOLOGY - .1
SURGICAL PATHOLOGY

OBSTETRICAL PATHOLOGY

TROPICAL: MEDICINE -
THERAPEUTICS -
PHARMACOLOGY -
DERMATOLOGY -
RADIOLOGY i =
UROLOGY 1

PEDIATRICS

METABOLIC DISORDERS - -
MORBID ANATOMY -

ORTHOPEDICS -

TRAUMATOLOGY =

PSYCHOLOGY -

TOTAL OF AVERAGES: v

AVERAGE REQUIRED
TO PASS:

AVERAGE OBTAINED:

REPORT CARD DRAWN UP IN PORT-AU-PRINCE
ON AUGUST 14, 1970.-

/rubber stamp:/ SCHOOL OF MEDICINE AND PHARMACY
National University

/signature/
Dr. Gérard CHARLIER, Dean.-



Y, PAGE No.
BERLITZ TRANSLATION SERVICES 5 72421012

/caduceus/ /school/
REPUBLIC OF HAITI
NATIONAL UNIVERSITY

SCHOOL OF MEDICINE AND PHARMACY
No. Port-au-Prince, JANUARY 23, 1990

GRADES OBTAINED BY DOCTOR WESLY DESROCHES
IN THE FOURTH YEAR OF MEDICAL STUDIES
1970-1971

SUBJECTS PRACTICAL WRITTEN ORAL
OBSTETRICAL PATHOLOGY e

SURGICAL PATHOLOGY : —

MEDICAL PATHOLOGY

NEUROLOGY - =
HEMATOLOGY -

OTORHINOLARYNGOLOGY -

RADIOLOGY .

THERAPEUTICS . "oe= Vo
ORTHOPEDICS Yo v .
DERMATOLOGY .-
OPHTHALMOLOGY - .=
ENDOCRINOLOGY = .
GYNECOLOGY .= Eo=
PEDIATRICS . vy .=
PREVENTIVE MEDICINE { .=
TOXICOLOGY . P e .=
SURGERY P .-

PHTHISIOLOGY < .= .=
UROLOGY i .= =
CULTURAL ANTHROPOLOGY - .=
PSYCHIATRY = b= »-

TOTAL OF AVERAGES:

AVERAGE REQUIRED
TO PASS:

AVERAGE OBTAINED:

REPORT CARD DRAWN UP IN PORT-AU-PRINCE
ON AUGUST 2, 1971.-

/rubber stamp:/ SCHOOL OF MEDICINE AND PHARMACY
National University

/signature/
Dr. Gérard CHARLIER, Dean.-



PAGE No.
BERLITZ TRANSLATION SERVICES g 72421012

/caduceus/ /school/

REPUBLIC OF HAITI
NATIONAL UNIVERSITY

SCHOOL OF MEDICINE AND PHARMACY

No. Port-au-Prince, JANUARY 23, 1990

GRADES OBTAINED BY DOCTOR WESLY DESROCHES
IN THE FIFTH YEAR OF MEDICAL STUDIES
(or INTERNSHIP)

1971-1972

MEDICAL CLINIC Vo= Ty
OBSTETRICS CLINIC SRR i =
DERMATOLOGY CLINIC = e
TUBERCULOSIS CLINIC .= #
OTORHINOLARYNGOLOGY =

SURGERY .= .
PEDIATRICS .= L=
UROLOGY .- '
ORTHOPEDICS .- e
PSYCHIATRY .= :
DISPENSARY o=
LABORATORY i

TAL OF i ERAGES: - -
ERAGE Rl UIRED:
ERAGE OL1AINED:

DOCTOR OF MEDICINE DIPLOMA
ACCORDING TO REPORT DRAWN UP IN PORT-AU-PRINCE

ON AUGUST 16, 1972.-

/rubber stamp:/ SCHOOL OF MEDICINE AND PHARMACY
National University

/signature/
Dr. Gérard CHARLIER, Dean.-
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REPUBLIGQUE D'HAITI ] 1"’#*‘; f‘!ﬁl“'l M
UNIVERSITE D'ETAT
FACULTE DE MEDECINE ET DE PHARMACIE
No-. oo | Port-au-Prince, lo .20 JANVIER e} 0ndO

NOTEZS OBTENUES PAR LE DOCTEUR 4ESLY DESROCHES
EN ldrae ANNEE LE WEDECINE

196771968

XATIERES PRATILUE ECRIT ORAL
PHTYSIOLGGIR o= : o
r"lNAT’:\‘rleE A B S b=
ZISTOLLGTE : o7
BICCHTYH IR
S¥BRYIOLOGIE

TOTAL DES NMCYELJES:
MOYENKE DE PA3SAGE
EX1GIBLE H :
MOYENNE OBTENUE H

£r]

PR CE3-VERBAL FAIT A PORT-2U-FRING
LE 31 JUILLET 1968
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REPUBLIQUE D’HAIT!

UNIVERSITE D'ETAY

FACULTE DE MEDECINE ET DE PHARMACIE

P —— Port-au-Prinoe, s ........25 JANVIER .. ..198...90

NOTES CBTENUES PAR 1E DUCTEUR WESLY DESROCHES
BN 2ame ANFEE DL VEDECINE

196871949

RATIERES FRATIGUE  ECRIT QRAL

ANATCNIE TCPOCRAPHIGUE e _ P
PARASITCLOGIE v
CHIMIE BICLUCIGUE “u -
ENDCCRINCLUGIE e
SE¥ICLOGIE YEDLCALE -

« CHIVUGICALE .
NUTRITION T
ANATOFIE PATHCLOOGIQUE . -
PHYSTOLOCIE v e
RACTERICLOOIE . )
AVATOMIE NERVEUSE sy o

TOTAL DES WOYENVES:

MOYENNE DS PASSACE

EX1GIBLE ' -

NOYENNE OBTENUE ¢ -
L 41T A PORT-AU-PFRINCE
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LE 2 AQUT 1309
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REPUBLIGUE D'HAITI
UNIVERSTE D'ETAT
_ MEDECINE , PHARMA
FACULTE DE ET DE P : CIE
NOwo, oo, Port-au-Prince, Ie. ... 20 LAV IER 168.....90
VCTES QBTENUES PAR LE DCCTEJR #ESLY DESROHLES
EN 3dme ANNEE DE MEDECIVE
1969/1370
¥ATIERES PRATIIUE  SCRIT ORAL

PATHCLOGIE EDICALE

e CHIRURGICALE | =

" CBSTETRICALE . -
MEDECINE TICPICAL - - e
TYERAPEUTIGUE . Cam b -
PUARMACCLOGIE o f o= .-
DERMATOLQGIE s 4= =
RADIOLOGIE . [ove -
URCLOGIE =
PEDTATRIE L
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ANATOMIE PATHOLOTIQUE - -
ORTHOPEDIE -
TRAUMATOLCLCTE - = e
PIYCHOLOATE - R R

TOTAL DES MOYENNES: o

MOTENNE DE PASSACE
TX10IBLE ;
MOYENNT OBTENUE
PRCCES-VEPBAL FAIT 4 PORT-AU~-PRINCE
LE 14 ACUT 1970.- EORCI
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UNIVERSITE D'ETAT
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FATHOLOGIY (B3TKTRICALE - e, B &
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0.R, L, ; - -
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PSYCHIATPIE . - £ .=

TOTAL DEE MOYENNES: v
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DEPARTMENT OF HEALTH AND MENTAL HYGIENE
BOARD OF PHYSICIAN QUALITY ASSURANCE

4201 PATTERSON AVE. P.O. BOX #2571 BALTIMORE, MD 21215. ()09 [
Area Code 301-764-4777

4/ ez / o TTY FOR DEAF: Balto. 383-7555
D.C. Metro 565-0451
DC BOARD OF MEDICINE
APPLICATION DIVISION
P O BOX 37200 ROOM 904
WASHINGTON DC 20013 7200
TO WHOM IT MAY CONCERN:
This is to Certify that WESLY DE\SRGCHESI M.D.

was licensed to practice medicine and surgery in the State
of Maryland on 7/19/79 by STATE RECIPROCITY
and issued license number D23740
< is currently licensed in Maryland
is not currently licensed in Maryland due to
non-payment of renewal fees.

There is no record of derogatory information.

3 rely,

L e}
Paul A, Roeger,{/Director

Physician Licensure Programs

DHMH 288
12/88
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COMMONWEALTH OF PENNSYUANIA
DEPARTMENT OF STATE

BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
STATE BOARD OF MEDICINE
PO. BOX 2840
MARRISBURG. PENNSYLMANIA 17105-2840
(717) 783-1400

\}u ne 1a, 1900

TO WHOM IT MAY CONCERN: N
1 f l \‘\ -~ 4 y )
This is to certify that [.b}:;»l,[‘-..-k,;; a4 N oC % 9 , M.D.
N~ M- B
was issued license mumber m D O 23 I - L to practice medicine

and surgery in Pemmsylvania on (9//4’7(“7

Registration of this license expired on |[7A- 2 - ?4

" The records of the Permsylvania State Board of Medicine show no
derogatory information against this physician.

PEHPERT" oy - o '
ol
(Mrs.) Loretta M. Frank

Administrative Assistant
State Board of Medicine




C N9
ACCESS AMBULATORY ANESTHESIA SERVICES

ANESTHESIOLOGY P.0. BOX 31 . BURTONSVILLE, MD 20866 . (301) 384-4310
LGN

May 6, 1991

District of Columbia
Board of Medicine
Washington, DC

To whom it may concern:

The purpose of this letter is to recommend
Dr. Wesly Desroches. I have had the occasion
to work closely with Dr. Desroches during the
past five years while he was at Bon Secours
Hospital and while I was at Maryland General
Hospital.

Dr. Desroches is a very competent anesthe-
siologist, comfortable in the management of
cases from ASA I to ASA V in the operating
room as well as the Obstetrical suite.

buring the years of our association, he has
demonstrated a great solicitude for patients and
an excellent rapport with fellow physicians. He
is energetic, responsible and intellectually su-
perior.

When all those characteristics are considered,

I can only recommend Dr. Wesly Desroches in the
highest fashion.

Sincerely,

Anesthesiologist



MARYLAND GENERAL HOSPITAL

827 Linden Avenue
Baltimore, Maryland 21201
301 225-8000

William H. Hass, M.D.
Chairman, Anesthesiology
Maryland General Hospitail
827 Linden Avenue
Baltimore, Maryland 21201

District of Columbia Board of Medicine
6id4 H Street Northwest, Room 208
Washington, D.C. 20001

Mo Whom It May Concern,

This letter is to recommend Wesley Desroches, M.D. who has
applied for a D.C. license. Dr. Desroches has been a member of
the Anesthesiology Department at Maryland General Hospital since

July 1990.

During this time, Dr. Desroches has distinguished himself by his
rapports with his peers as well as the nursing statf. He has
proven himself as being a very competent anesthesiologist and a

hard worker.

i highly recommend him and know he wili be a valuablie asset to
any department he joins in the District of Columbia.

Sincerely,

D L LA

William H. Hass, M.D.
Chairman, Anesthesiology

cc: Wesly Desroches, M.D.
file



AUTHORIZATION FOR RELEASE OF INFORMATION
" T0;

APPLICANT/LICENSEE: _ L) o« Desgocies, ki

| hereby outhor{ze yc;u to furnish the Boqrd of Medicine
of the District of Columbia all records, reports, abstracts,
€xcerpts, any other documents and/or information which the
Board may request in relation to my professional capacity.
A pnotocopy of this form shall have the same effect os the

original, |
DATE ; L-42- 9]

(A (;éLv&{ (/E:ZZ&JK‘\/(*\ YAl

Signatufe of App)icoRt/Licensee

Mg suths -

Notary Publlic J
My Commission Expires 6 -/,, (293




7. REFERENCES: List the names and full mailing addresses, including zip codes, of 3 personal acquaintances, not relatives, who have
knowledge of your character and professional practice, or give the name and address of the chartered State or County Medical Society or

other Society nearest your residence.

NAME | ADDRESS ZIP CODE
A = : 1 — A . . - g
eaw  Cigudne  (ouneau - #10N. : e 2
Geqatdy  Guy  PposPee YL , ' 03
qEdee D, Rdadcau . = "

8. PREVIOUS LICENSURE: Give the following information concerning the license on which reciprocity is requested. (If no previous licen-
sure, indicate none)
Jurisdiction of Issuance License Number Date of Issue Buasis

Pentsqoadia HDOARIOL - L redluary MG EXAMINATIO N

Give complete mailing address of the board which issued the above license: : .
LoMagw WweALTw OF i”"eww QYL AW & LOHMIGSEONER OF CAOFESSIONNL ¢ DliudaTiowd

EPX__OF  STATE ' aFEmls. Ao 2bud  WndeasBuRe. B 174120
9. State specifically the specialty, if any, and the himit of such specialty: '
Nowe:
{
10. HAS LICENSE EVER BEEN DENIED BY ANY BOARD, OR SUSPENDED, REVOKED, OR SURRENDERED FOR ANY REASON?
If “Yes”, give full details on an attached sheet. “}Q
11. Declaration of Intent:

As part of my application for Licensure to practice the healing art in the District of Columbia, I hereby declare that it s my inténtion,
if tssued a license, to engage in the practice of the healing art in the District of Columbia.

I, understand that should I be granted a license by examination to practice the healing art in the District of Columbia, the Commisston
on Licensure to Practice the Healing Art in the District of Columbia will not certify my ezamination scores to another jurisdiction unless and
until I have engaged in the practice of the healing art in the District of Columbia for at least siz months subsequent to the issuance of my

District of Columbia license.
o i
1 1 P -~ {‘}
Signature of Applicant: \lvf 0. '1'1 [/'?f’é}) Date: _(:Tl_\—SJ,-).-L___

12. If endorsement of FLEX cerlificate is requested, give date and place of examination™
N, e . )
Decender B , nakeisluks, PA.

18. HAVE YOU EVER BEEN ARRESTED, INDICTED, OR CONVICTED OF ANY CRIME (other than minor traffic violations)?
If “yes”, give full details on attached sheet. WO -

1. HAVE YOU EVER TAKEN AN EXAMINATION IN THE BASIC SCIENCES OR ANY EXAMINATION IN THE HEALING ART
UNDER THE AUTHORITY OF THE COMMISSION ON LICENSURE TO PRACTICE THE HEALING ART IN THE DISTRICT OF
COLUMBIA? _NQ If “Yes”, give date and type of examinalion:

15. APPLICANT'S CERTIFICATION

I hereby certify that the statements contained in the foregoing application are true and that I am the identical person whose history of
education, practice of medicine, or otherwise, is contained herein.

It is understood and agreed by the applicant thdt any information contained in this application may be furnished to any State Medical
Board or similar organization having official and legitimate need for same.

Signature of Applicant:»"—%"kvk 0/39"4@@“ WQ"/(, Date: -.l:S;LSL‘lfL._
J—— ™ I
A Ly w77
SUBSCRIBED AND SWORN TO BEFORE ME THIS .=z ... DAY OF _. L L 7 , 19 /7
L L/

Signature of Notary Pgb’ﬂic_.%

(Seal of Notary Public) // N‘Z Commission lﬁiﬂi@m

f

]-84678 NOTE: All fees are earned when paid and cannot be refunded or transferred.



B 78 GOVERNMENT OF THE DISTRICT OF COLUMBIA 7\
DEPARTMENT OF LICENSES, INVESTIGATIONS AND INSPECTIG#
OFFICE OF LICENSES AND PER}IIIT ’
OCCUPATIONAL AND PROFESSIONAL
614 H Street, N. W/
Washington, D. C. /

fb FgR/ OFFICIAL USE ONLY

.ﬁ\No 79- IN-2.0

EXAM DATE

APPLICATION FOR LICENSE TO PRACTICE THE /
HEALING ART IN THE DISTRICT OF COLUMBIA [ .~/ /70

_--'-[ BY: ' . DATE ISSUED 7//3/7,?

] Examination
i Endorsement of FLEX
(] Endorsement of National Board | "= "

Diploma e ML covel ot

] Reciprocity

-1
| (Check One) AME sV 7
’ &
. /)9
METHOD OF HEALING (Check one): [1 Osteopathy & Surgery B Medicine & Surgery [ Chiropractic [ Other (Ezplain)
1. NAME; Frst Middle Maiden Last - ) » _
CaL4 DELROLHES .
2. BIRTHDATE: Month Day Year 3. BIRTHPLACE: = City State
. : B T v -y
4. CURRENT ADDRESS: Number Street nC‘im _ State Znp Code Phone No.
Duration of residence at above address: From To - y
4 Hovtns Jues 9 fow  ( ARLE 1o
6. EDUCATION (including Pre-Medical) Location Date Attended Degree
Name of College or University From Mo/Yr. To Mo/Yr. Recetved
STate  Uaidersity DowALl DA D el | 1§ v D
(i LT EYRERT
Codt. - (AN EE
HA VT
6. TRAINING AND PRACTICE since date of graduation to the present. Include periods of unemployment and other employment.
Employer Address Zip Code From Mo/Yr. To Mo/Yr.
LTATE Hose\TaL  GF BuaiOuxr STRALEY. — Juel\ 42 L9 4 [uwe
WALT Doli-au- SRiwee  HavTy
e e -\l x o =
CRACATE  VRACY(cE Tipasss Rod- Lduewe  Maodugy Yy 1w b
SARED Vcokr  osv.ran W0 W, Buid Geanw. ke U\wimf ol June
woeLen  WosRirar  (ewtef | 306 tewos Boe N.M. o4 ©0%) | Qa3 juve % b
?r’\\‘: JiDE W oA MO I nSG Jaeuen 5T N (' - e c- s
140 PO J.; bouabises PN \_,'\:)v‘\'“,s?\“"‘w LRSI ‘j:)( Y ey XUL% E"(: ‘i kl& —t IV



s e e P P

Ry e b J oA S oA S o Fod b

BT DR B

FACULTE DE MEDECINE ET DE PHARMACIE

L2 #0S

Btplnmp de Bocteur en Widert

ﬁ AU NOM DE LA REPUBLIQUE * &%
P E&m l:lll Secrétaire TBtat de VEducation Nat

Vu le procés-verbal dressé  fa Faculté de Médecine et de Pharmacie le. 16 % 2 %
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le grade de Docteur en Médecine pour en jouir, se t;;@s.dmm, prérogatives et conditions prévus par lea Lois, Arrétés et

S

&

{." - - P ‘0-
i‘j':  Raglen 455 4_7”* 3
4

‘
Lo Bucriaiie T €0 1h Senth P vr;o " nwh-un ' “-"‘
&



Reglistered ot the Bureau of
the State University on
Noverber 5, 1973 under No.773

Registered at the College

of Medicine on October

31, 1973 under No. 2007
The Secretsry

Seen for the legalization of the Signature Seen
of Mr. Ermanuel SAGET, Secretary General at
the Department of Natlional Education afﬁ.xed

of the Secretery of Stste for Foreigh Affairs

The Secretary Oeneral

{signed & Secaled) (Signed & Sealed)

: For the Identification
of the Signzture of the
Secretery of State
(signature)
Emmanuel SAGET
Secretary (eneral

Port-su-Prince, Fetruery L, 197k Receipt No.
(2 sigretures) Issued on January 31, 197h

Director of Juridical Affairs (Seal)

(Seal)
(Emblen)
REPUBLIC OF HAITI

opposite Receipt No. 55136 PP
Registered under No. 805 st the Oi'rice

LIBE rY EQUALITY FRATFRNITY

STATE UNIVERSITY
COLIE(E OF MEDICINE AND PHARMACY

DIPLOM. OF DOCTOR IN MEDICINE
In the Name of the Republic

We, Edner BRUTUS, Secretary of State for Natlonal Educatlion

‘Having seen the Official Report drawn up @t the College of Medicine and Pharmacy
on August 7, 1972 and sent to the Office of the Secretary of State for National
Education by the Rector of the State Unlversity attesting that Mr. WESLY DESROCHES
Born 4in Port-au-Prince on November 11, 1946, Departrent of the West, successfully
passed the examinations in arder to obtain the Degree of DOCTCR IN MEDICINE.

By virtue of the Decree of September 9, 1926 and the Decrees of September 16, 1928
and December 16, 1960, do confer on Mr. WESLY DESROCHES the title of DOCTOR IN
MEDICTNE which he may use according to the rights, prerogatives end conditions
provided by the Laws, Decrees and Reguletions in force.

Issued and sealed in Port-au-Frince on August 30, 1972.

Signed by:
The Dean of The Secretary of State The Secretary of State The Rector of the
the College for Public Health and for National Bducation State University

(seal) Populs tion (Seal) (Seal) (seal)
' # . y 77 n 7]
oy O NI o
Nancy W. CHENET
Consultant for Certification

of Document Translations
Institut Haitiano-Americain

Translzted from French on February 6, 197k,

I certify this to be & true and an
accwrate translation.

‘his is a true and correct copy of the original as seen by me on April 25, 1979,
it Washington, D. C.

ly Commission Expires January 1, 1981

éotary Public




HE A
W ESSING CHECKLIST

At “gy
NAME /)eSPDGA'E'J %(Z \/

% licat;oﬁ

Qd%f;?i‘ //94{

Is appllcation form signed®and notarized —

Is photograph attached ; A

Is internship certificate (or notarized copy) or certified

statement from internship hospital 3 S 552

Notarized copy of medical diploma or certified copy or

medical school transcript. \SE!
Notarized copy of ECFMG Certificate (foreign grade only) £Z£!£:fii_j7
Fee attached

Item 11 signed :EE;

File folder attached (Re-examination applicants only)

/}0/ Applications cmw_ﬂ

Applications Examiner

7.

Applicant is at least 21 years old L
Applicant has accounted for all practice since M.D. degree
or (reciprocity only) since issue of base license
Method of healing
(pdjcate)
Applying for license by %ﬁ/
indicate
(Examination applicant only)
(a) Applicant asks exemption from Basic Sciences
(b) Questions have been received directly from other Board
(Reciprocity applicant only)
(a) Written licensing examination by
@indicate)
(b) Has provided information re base license
(c) Has practiced at least one year out of the last three
years immedicately prior to this application since issue
of base license
" (d) Applicant has been previously examined in District of Col.
(yes or no)
(1) Exam taken and failed here before base license
(2) Exam taken and failed here after base license )
Applicant has submitted proper fee 7072 /O

(amount)

Applications Examiner

(OVER)




Disposition

1. Returned to applicant by
(date) (initials)

2. Accepted. Form 52 Prepared

(initials)

Applications Clerk

1. Assign application number and enter in journal
2. Process Fee

3. Prepare file envelope

4, Forward Form 52

5. File envelope in "pending" file

(Applications Clerk)

Review of Investigation

1. AMA clearance recelved
2. Police clearance received
3. Satisfactory references received
4., Grades received and approved (National Board and
FLEX only)
5. Licensure verified and reciprocity statement received

(Applications Examinar)'

EXAMINER COMMENTS:

COMMISSION COMMENTS AND ACTION DATE:
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PROCESSING CHECKLIST

NAME _Digroc/; C.t %-S-{P’ '

Applications Clerk

1. Is application form signed and notarized

2. 1s photograph attached

3. 1Is internship certificate (or notarized copy) or certified
statement from internship hospital T e

4. Notarized copy of medical diploma or certified copy or
medical school transcript. - o

5. Notarized copy of ECFMG Certificate (foreign grade only) 2/ ~ 445 -

6. Fee attached

7. . 1tem 11 signed .

8. File folder attached (Re-examination applicants only)

(K3
:

R

4

A

Applications Clerk

Applications Examiner

1. Applicant is at least 21 years old
2. Applicant has accounted for all practice since M.D, degree
_ or (reciprocity only) since issue of base license
3. Method of healing
(jpdicate
4. Applying for license by

)

(indilate)
5. (Examination applicant only)
(2) Applicant asks exemption from Basic Sciernces
(b) Questions have been received directly from other Board
6. (Reciprocity applicant only) °
(a) WVritten licensing examination by

l

(indicate)

(b) Has provided information re base license \

(c) Has practiced at least one year out of the last three
years immedicatelyﬂprior to this application since issue
of base license ‘

(d) Applicant has been previously examined in District of Col.

(yes or no)
(1) . Exam taken and failed here before base license
(2) Exam taken and falled here after base license

7. Applicant has submitted proper fee m
- ' (amount)
Applications Examiner -

\

(OVER)
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Disposition

1. Returned to applicapt by
(date) (initials)

(initials)

Applications Clerk

1. ‘Assign application number and enter in journal
2. Process Fee '

3. . Prepare file envelope

4, Forward Form 52

5. File envelope in "pending" file . .

(Applications Clerk)

Review of Investigation

1. AMA clearance recelved

2. Police clearance received

3. Satisfactory references received

4., Grades received and approved (National Board and
©*  FLEX only) ,
5. Licensure verified and reciprocity statement received

(Applications Examiner)

EXAMINER COMMENTS :

COMMISSION COMMENTS AND ACTION DATE:
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' GOVERNMENT OF THE DISTRICT OF COLUMEIA
. DEPARTMENT OF LICENSLS, INVESTIGATIONS AND INSI‘EC.TIIONS.
Occupational and Professional Licensing Division

- * APPLICATIONS BRANCH -
- 614 H Street N. W., Room 109

ae 2 . . - Washington, D. C. 20001

@'-"6}}*5_,
r? ee\ . -
BT 512/79

Ay
[+ Iyl !
i)
A

% “‘__th :

DDRESS REPLY TYOu

Gerard G. Prosnaer. M N

s
3¢ .

e e L

pplicant_ . _Wesly Desroches
Address ’

TO WHOM IT MAY CONCERN:

_ The applicant whoss name and address are given above has applied for a
- license to practice the healing apt in the District of Columbia. Trhis voucher
-i's being forwarded to you regarding his moral character'and professional expirisnce.

. Your prompt return of this voucher, properly executed and sigred by you,
will greatly assist the Commission when considering nis/her applicaticn'fOr
Jicense. Your reply will be considered as confidential informaticn by the
Commission. :

_ The Commission on Licensure to Practice the Healing Art will expect any
person ‘signing this voucher to understand that the Commission is reguired, by
law, to obtain evidence of the good character of applicants for license &s a
Medical Doctor. Statements’ by responsible persons with actual knowledgze of
the applicant's character and experience will be considered by the Commission as
evidence in this regard.. e ' ' '

- Practice in the medical profession involves relations with the public
‘that necessitate a high degree of honor, intergrity and professional .ability.
Therefore, the Commission desires the person subscribing to this wvoucher Lo
understand fully that the purpose of the law requiring a license is to proiect
the public from the practice of medicine by persons whose character is ques-
tionable or who are not competent to engage in such practice.

:w. PLEASE RETURN THIS VOUCHER TO:

GOVERNMENT OF THE DISTRICT OF COLUMBIA
" Department of Licenses, Investigations and Inspections
. Occupational and Professional-Licensing Division
. ) ) _ Applications Branch
614 H Street, N. W., Room 109
Washington, D. C. 20001. !




CHARACTER REFERENCE'S VOUCHER-

‘. b

. g MER ) ,l\i,.w\.\..‘l"‘ ¥ : v 19‘76{ :

TO THE COMMISSION ON LICENSURE TO PRACTICE THE HEALIhG ART :

. I hercby certify that since @)C\ﬁ N7 |/] 67 , I have bcen so
_ 3 ' lnsext date /) =
closely associated with Dr. \D gs0y ‘MU\M C 4 Eh ,
' appllicant s name
T L P ' :
residing in B [,,q;.,- SAD g S ;.;:'I{ , as .to be able to
_“" = / ;’/

- intelligently express an opinlon as to his character, mental condition, and habits,

and that to'thé gesi @f’my knowlcdge and belicf, he/fgeof goéd moral character and
free {‘rom mental defects and drug hab.i ts liable to interfere with the proper‘l
pr‘act.;ice of the healing art.

I certify further that to my personal knowledge he/she has been actually

- engaged in the practice of ﬁ\()_ Ob Cinn £ for not less than on2

continuous year immediately preceding f’ Gy -7 *‘i{
- datg} of application

Remarks: N 0~ @

/) ;/' |
. | hyp @ N
Professigy or Business

)

| e I"r <
_Qergl!d Guu; | hos ey )" |f}

‘ ( Name- prlnt br tyw_)

).

e Gag 1Tk

Signa Lu rc
A

(F‘acsu"llel‘not acce'vtdble)
/A ) Ty 7

caa -

Address



GOVVERNMENT OF Tile DISTRICT OF COLUMB]A R ' E C ' U '
DEPARTMENT OF LICENSES, INVESTIGATIONS AND INSPECTIONS - e >
Occupational and Professional Licensing bivisioh:l
- " APPLICATIONS BRAKCH s
614 H Street N. W., Room 109 - 7

JUN - 5 1979
Washington, D. C. 20001 '

ADDRESS REPLY YOu

Directenr dec Sesvices Professionngls

Sacred Heart Hospital & G\ ’
TS iy
Mtrl, Canada \"':" U :
== Applicanp—-———Weéiy—Bésrochés
Address '

—— ey

TO WHOM IT MAY CONCERMN:

The applicant whose name and address are given above has applied for a
- license to practice the healing art in the District of Columbid. This voucher
is being forwarded to you regarding his moral character’and professional exporisncs.

Your prompt return of this voucher, properly executed and sigred by you,
will greatly assist the Commission when considering his/her application for i
license. Your reply will be considered as confidential information by the
Commission. '

~The Commission on Licensure to Practice the Healing Art will expect any
person signing this voucher to understand that the Commission is required, by
Yaw, to obtain evidence of the good character of applicants for license as a
Medical Doctor. Statements by responsible persons with actual knowledge of _
the applicant's character and experience will be considered by the Commission as

_evidence in this regard. *

Practice in the medical profession involves relations with the public
that necessitate a-high degree of honor, intergrity and professional ability.
Therefore, the Commission desires the person subscribing to ‘this voucher to
understand fully that the purpose of the law requiring a license is to protect
the public from the practice of medicine by persons whose character is ques-
tionable or who are not competent to engage in such practice. - '

-PLEASE RETURN THIS VOUCHER TO: .

GOVERNMENT OF THE DISTRICT OF COLUMBIA
" Department of Licenses, Investigations and Inspections
‘Occupational and Professional Licensing Division
Applications Branch
: 614 H Street, N. W., Room 109
Washington, D. C. 20001.




CHARACTER REFERENCE'S]VOUCHER
; | S (T,_.LW_ 10 /Y

TO THE COMMISSIO“ ON LICENSURE TO PRACTICE THE HEALING ART:

I hercby certify that since ‘/ 0/ 7@ , I have been so
. insert date
closely associated with Dr. &L/-ﬂf/ gj/L4 L/
applicant's name

residing in Kléﬂb[— , as to be abIo

intelligently express an opinion as to his character, mental condition, and habits,

and that to the best of my ‘Knowledge and belicf, he/fgeof good moral character and
- free from mental defects and drug habits liable to interfere with the proper

practice of the healing art.

I certify furtherlthat to my .personal knowledge he/she has been actually

engaged in the practice of ; - for not less than one

continuous year immediately preceding

date of application

Remarks: (,(,a/rév />C/?'7 ‘C/\e Y /(LJL(( 2. /Zz"/'% *‘ﬂ/ r‘w /r/f(f/n/{

, J]—
M !..,Qj,/ f// ( e Ct"/»aau;/ Zt (;241'. .{g_'.,,;,:yz_{,/“ Ao r_,/f( ﬁ(m/ é e Al
”I/L 7@%(& s Lu(\__ ' v '

'Zitgcﬁx{,agf (jé&iaeoi~c;j€;_—

Profession or Business Cf//7
- 744 (w,@ :«,d >

(Name-print or’?ype)

7@@(:/5 NLALE pd

Slgnaturc (F cs1mlle not accept able)

S\FO”’O 4 /"1/ /Ca(.tui

(‘ Zﬂ/)uéu '-/L/

Address



GOVERNMENT OF THE DISTRICT OF COLUMDIA
DEPARTMENTOFIJCENSE&INVESﬂGAﬂONS»KNDINSPCCﬂbNS‘
Occupational and Professional Licensing Divisiom ™
: " APPLICATIONS BRANCH .
) . 614 H Strcet N. W., Room 109

it : Washington, D. C. 20001

JDRESS RCPLY YOt

5/12/79

- -_ Jean Claud Conean_M.D. et A
. oA . : =

2 pplicant Wesly Desroches

-

Address

e

TO WHOM IT MAY CONCERN:

v The applicant whose name and address are given above has applied for a
license to practice the healing art in the District of Columbia. Tnis voucher
is being forwarded to you regarding his moral character'and professional eypirisncs.

Your prompt return of this voucher, properly executed and sizred by you,
L - J

-~

will greatly assist the Commission when considering his/her application for
license. Your reply will be considered as confidential information by the
Commission. )

_ The Commission on Licensure to Practice the Healing Art will expect anv
person signing this voucher to understand that the Commission is reguired, by
law, to obtain evidence of the good character of applicants for license &s a
Medical Doctor. Statements-by responsible persons with actual knowledsze of

the applicant's character and experience will be considered by the Commission as
evidence in this regard. :

Practice in the medical profession involves relation$ with the public
‘that necessitate a high degree of honor, intergrity and professional ability.
Therefore, the Commission desires the person subscribing to this voucher Lo
understand fully that the purpose of the law requiring a license is to protect
the public from the practice of medicine by persons whose character 1s ques-
tionable or who are not competent to engage in such practice.

.PLEASE RETURN THIS VOUCHER TO:
GOVERNMENT OF THE DISTRICT OF COLUMBIA
' Department of Licenses, Investigations and Inspections
Occupational and Professional- Licensing Division
Applications Branch ’
614 H  Street, N. W., Room 109
Washington, D. C. 20001.

-




- ' ' CHARACTER REFERENCE'S VOUCHER-

- . ] _y 0
- i

.
[]
- * :

& C L& L /ﬁr-——%ﬂg_l 7

TO THE COMMISSION ON LICENSURE TO PRACTICE THE HEALING ART:

I heﬁcby certify that since /? &0 , I have bcen so
insert date %

closely associated with Dr. WQ < \ % }\Q g Aoc j’l 4 3 )

licant's name

re51dmg in 82@ \AV\\J\)Q,\_S,_.:L\, c;’t\/\!) E+ & , as to be able to
i‘:.\\\/b\,%(’-\m-oé — My 2P 03

- intelligently express an opinion as to his character, mental condition, and ha its,

and that to the best of my knowledge and belicf, he/ ft of good roral character and
free from mental defects and drug habits liable to interfere wi-th tm proper
pr‘acti.ce of the healing art. '

I certify further that to my personal knowled‘ge he/she has been actuzally

~ engaged in the practice of bhtf'ﬁgxt\ N €. for not less than ono

continuous year immediately preceding M A Y | [?"}'(’]
""date of application

Remarks: No e

Mesical Neetha

Profession or Busilness

CO/VIE Ry JE AN - clrude.

. ’ (Name-print or type)

bpﬁwﬂf{ = . AA:»UZ_ (e Catl

Slgnaturc (Facsimile not acceptable)

a0 = N7 . A~

i e o

‘ P i

X " = et .

Address



GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF LICENSES, INVESTIGATIONS AND INSPECTIONS
Occup:tional.and'Profcssional Licensing Division
' ' " APPLICATIONS BRAKCH
614 H Street N. W., Room 109
: ' Washington, D. C. 20001

ADDRESS REPLY TO1

WAY. 31 1979

Proyidénce HdspiéAI
1150 Varinum St. 'A.E.
Washington, D,C. 20017

Wesly Desroches

pplicant

Address - - ew

|
!
i‘.
‘ ’

TO WHOM IT MAY CONCERHN:

The applican}xwhose name and address are given above has applied for a
license to practike the healing art in the District of Columbia. This voucher.
is being forwardﬁg to you regarding his moral character'and professional expcrisnce.

Your prompt return of this voucher, properly executed and sigred by you,
will greatly assist the Commission when considering his/her application for
license. Your reply will be considered as confidential information by the
Commission.

_ The Commission on Licensure to Practice the Healing Art will expect any
person signing tnis voucher to understand that the Commission is reguired, by
law, to obtain evidence of the good character of applicants for license as a
Medical Doctor. ‘Statements' by responsible persons with actual knowledge of .
the applicant's character and experience will be considered by the Commission as

evidence in this regard.

Practice in the medical profession involves relationS with the public
‘that necessitate § high degree of honor, intergrity and professional ability.
Therefore, the Cojimission desires the person subscribing to this wvoucher to
understand fully }hat the purpose of the law requiring a license is to protect
the public from the practice of medicine by persons whose character is ques-
Itionable or who abe not competent to engage in such practice.

-PLEASE RETURN THIS VOUCHER TO:

GOVERNMENT OF THE DISTRICT OF COLUMBIA
" peplartment of Licenses, Investigations and Inspections
Occupational and Professional- Licensing Division
Applications Branch
614 H  Street, N. W., Room 109
Washington, D. C. 20001.

(]




CHARACTER REFEREMNCE'S VOUCHER-

- .
e e

i : June 5 - 19 79

TO THE COMMISSION ON LICENSURE TO PRACTICE THE HEALING ART:

I hercby certify that since July 1, 1978 , I have been so
insert date . .
closely associated with Dr.__ Wesley Desroches 3
' applicant's name '

residing in __Maryland , as to b2 able to

. intelligEntly’expcess an Qpinibn as to nis character, mental congition, and habits,
and that to the best of my knowledge and belief, he/fgeof good mcral character and
free from mental defects and drug habits liable to interfere with the proper
practice of the healing art. . |

I certify furtherlthat to my personal knowleage he/she has bezn actually

engaged in the practice of Medicine/Surgery for nct less than one

continuous vear immediately preceding May 31, 1979
date of application

Remairks- féiq i -Qﬁﬂmjwa w@/ /iw/zaa&a,a/ az! 0%/{43@
&q W@md" f& .af /?7?- e éf«w‘ its o VW
f/w«t; Y 1§25 (,% XQ«MA@ W@ WE/ ?—3 0‘724’4/ 97«//'/"%

e

Prov1dence Hospital

Profession or Business

Thomas E. Curtin, MD

(Name-print. or typpi‘

) -f/;ééﬁﬂ?&v 65262244/

Signature (Facsimil > not acceptable)

I
1150 Varnum Street, NE,

: Washington, D.C. 20017

Address



DORESS REPLY TOW

. license to practice the healing art in thae District of Columbia. Tris voucher
is being forwarded to you regarding his moral characteriand professional expzrisncs.

-PLEASE RETURN THIS VOUCHER TO: ) - .

" GOVERNMENT OF THE DISTRICT OF COLUMDRIA
DEPARTMENT OF LICCNSES, INVESTIGATIONS AND INSPCCTIONS
Oc;upational’and_Profcssionql Licensing Division
e " APPLICATIONS BRANCH _ '
T 614 H Strcet N. W., Room 109
' Washington, D. C.- 20001

f g@r “\ ) ' 5/12/79 hy
Serge D. Raneau, MD. E;’—'f‘l’f',_. :
23

% S iilgﬁﬁpplicant Wesly Desroche

4

- L]

Address

TO WHOM IT MAY CONCERN:

The applicant whoses name and address are given above has applied for a

\

Your prompt return of this voucher properly executed and sigred by you,
? A

will greatly assist the Commission when considering his/her spplicaticn for

license. Your reply will be considered. as confidential informaticn by the
Commission. i

_ The Commission on Licensure to Practice the Healing Art will expect any

" person signing this voucher to understand that the Commission is reguired, by

law, to obtain evidence of the good character of applicants for license &s a
Medical Doctor. Statements by responsible persons with actual knowledge of .
the applicant's character and experience will be considerad by the Commission as
evidence in this regard. ‘ '

practice in the medical profession involves relation$ with the public

‘that necessitate a high degree of honor, intergrity and professional ability.

Therefore, the Commission desires the person subscribing to this voupher to
understand fully that the purpose of the law requiring a license is to protect

the public from the practice of medicine by persons whose character is ques-

' tionable or who are not competent to engage in such practice.

GOVERNMENT OF THE DISTRICT OF COLUMBIA
" Department of Licenses, Investigations and Inspections
Occupational and Professional- Licensing Division
Applications Branch
614 H Street, N. W., Room 109
Washington, D. C. 20001.

‘-




“ . . cm\nncrsn RBFERLNC&.'S voucm:n

" o “'mbvp/n 2"'*" 1904

K ; . e -

TO THE COMMISSION ON LICENSURE TO PRACTICE. THE HEALING ART:

I hercby certify that since L4 67 , I have bcen so
: i insert date .
closely associated with Dr. WLL{)(’L\ PrEAR2 ¢ 4;-_; ,
=" app®icant's name : i :
220 Wby RE. M
re51d1ng in S5 s na ! , as to be-able to

"intelligently express an_opinion as to his character, mental condition, and hablts,

" and that to the best of my knowledge and belicf, he/S8%0¢ good moral character and

free from mental defects and drug habits liable to interfere with the proper

pr’acti‘ce of the healing art. \

I certify further that to my personal Vnowledge he/she has been actually
_.engaged in the practice of ryltwﬂmf&ghMJ for not less than ono
continuous year immediately preceding Mrﬂ; 84

date of application

Remarks:

P R@$ Vi A

Profession or Business

Sevge 0. RHW:HL/ m.o.

(Na'ne prlnt or type)

w

e /fis . e "

,Addresé



AMA PHYSICIAN PROFILE

AMERICAN MEDICAL ASSOCIATION
535 NORTH DEARBURN STREET
CHICAGC, ILLINOIS 60610

SURVEY DATA CENTER
DEPARTMENT OF PHYSICIAN STATISTICS
DATE: 05-17-79

NAME : DESROCHESWESLYy M.D. MEDICAL EDUCATION NUMBER: 44061720209

ADDRESS: PROVIDENCE HUSP DEPT CBG WASHINGTON OC 20016

BIRTHPLACE: , BIRTHOATE:

MEDICAL EDUCATION (SCHOOL YEAR): : : ,
FACULTE DE MED ET DE PHARMACIE DE L UNIV D HAITI, PORT AU PRINCE . 1972

NATIONAL BOARD CERTIFICATION: NOT REPOGRTED TG DATE :

LICENSES: o '

NCT REPORTED TO DATE
PHYSICIAN®'S PRUFESSIONAL ACTIVITIES:
RESIDENT
PRIMARY SPECIALTY: OBSTETRICS AND GYNECOLGGY
SECONDARY SPECIALTY: UNSPECIFIED
TERTIARY SPECIALTY: UNSPECIFIED
SPECIALTY BOARD CERTIFICATION: NGT REPORTED TG DATE
MEMBER OF AMA: NOT MEMBER ,
NATIONAL SCIENTIFIC MEDICAL SOCIETIES: NOUT REPORTED TO DATE
PROFESSORIAL APPOINTMENT: NOT REPORTED TOU DATE
CURRENT MEDICAL TRAINING: RESIDENT n
HOSPITAL: PROVIDENCE HOSP L WASHINGTON DC 20017
DATES OF TRAINING: 07/78-0G6/7¢% ;
SPECIALTY: OBSTETRICS AND GYNECOLOGY
SPECIALTY: UNSPECIFIED

INTERNSHIP:
NOT REPORTED TU DATE
RESIDENCY:
HOSPITAL: HARLEM HOSP CENTER NEW YORK NY 10037

DATES OF TRAINING: Q7/77-06/78
SPECIALTY: GENERAL SURGERY
SPECIALTY:

CCPYRIGHT 1979 AMERICAN MEDICAL ASSOCIATION **%AMA FILES CHECKED*% SEE REVERSE

CGOUTI9L3TFOBA342G4 9



AMA PHYSICIAN PROFILE (CONTINUED)

IT IS MUTUALLY AGREED BETWEEN THE AMERICAN MECICAL ASSOCIATION
(AMA) AND THE REQUESTING ORGANIZATION THAT THIS PHYSICIAN

PROFILE (SEE REVERSE} IS PROVIDED TO THE REQUESTING ORGANIZATION
WITH THE UNDERSTANDING THAT (1) THE INFORMATION ON THE PROFILE WILL
BE TREATED WITH TOTAL CONFIDENTIALITY; (2) THAT SUCH INFORMATION IS
GRANTED SOLELY TO THE REQUESTING ORGANIZATION AND IS GRANTED AS A
NON-EXCLUSIVE LIMITED LICENSE, CONSISTENT WITH AND LIMITED TQO THE
SPECIFIC PURPOSES SET FORTH ON THE PHYSICIAN PROFILE REQUEST FORM;
(3) THAT NO PROFILE INFORMATION WILL BE RELEASED, COPIED, EXTRACTED
OR OTHERWISE USURPED FOR THE USE BY ANY OTHER PARTY, ENTITY,
ORGANIZATION OR GOVERNMENT AGENCY; AND (4) THAT UPGON A BREACH OF
ANY OF THE FOREGOING COVENANTS OR UPON THE EFFECTIVE DATE OF ANY
STATUTE, REGULATION OR COURT DECISION MANDATING ANY DISCLOSURE
WHATSOEVER OF SUCH PROFILE INFORMATION BY THE REQUESTING ORGANIZA-
TION, SUCH LICENSE TO USE AND PGSSESS THE PROFILE SHALL BE AUTOMATIC-
ALLY AND IMMEDIATELY TERMINATEO AND THE PROFILE AND ANY INFORMATION
OR DATA CONTAINED THEREON ORs IN ANY WAY, DERIVED THEREFROM SHALL
BE RETURNED TO THE AMA IMMEDIATELY, BUT, IN NO EVENT, LATER THAN

48 HOURS AFTER SUCH AUTOMATIC TERMINATICN.



NEW YOR

KCITY HEALTH AND HOSPITALS CORPORATION

in affiliation with
College of Physicians & Surgeons

of Columbia University
at

Harlem Iom_ude_ Center

certifies that

Wesly Desroches, M.D

has mDmemQOwO-..r.—E performed the duties of
Restdent- Surgery,

*y *g ‘uozBurysem 3E

186T ‘T Lxenuer soatdxy uoQrssTwwo) LK

77

from July 1, 1977 to Junc 30, 1978.
!

!

In Witness e_JGﬂQO%u% the Cbhwﬂﬂmm.wﬂ.-ﬂn_. have affixed
their signatures this 30th opbl._u of June, 1978.

9ITqnd4IeiloN
" 2

- S
T

mxmm..C._._ E DIBECTO

o’ P \.l..........;
% | i i ( iy -
7 ) Soomnbd P Topley
. s & reti _ - st Slcoaagy
PRESIDENT OF THEZORPORATION.-

_%. DEAN, COLLEGE OF PHYSICIANS & SURGEONS DIRECTOR OF SERVICE
HARLEM HOSPITAL CENTER OF COLUMBIA UNIVERSITY

‘6L6T Gz 1Tady uo auw £q u99s s® [BUTSTIO 94yl Jo Adod 3I91J00 pue onil B ST SIY]



THE FEDERATION OF STATE MEDICAL BOARDS
OF THE UNITED STATES, INC.
1612 SUMMIT AVENUE, SUITE 308
FORT WORTH, TEXAS 76102

DATE: 5/7/ 19_79

TO: GOVERNMENT OF THE DISTRICT OF COLUMBIA

SUBJECT: FLEX Examination Grades for___ WESLY DESROCHES, M.D.

This is to certify that the above person took the FLEX Examination in 12/78

under

Pennsylvania

19

admission number. 139R

and obtained

the following grades:

BASIC SCIENCE:
Anatomy = _—
Physiology
Biochemistry -
Pathology
Microbiology
Pharmacology -
Behavioral Science =

CLINICAL SCIENCE:
Medicine = =
Surgery - S
Obstetrics - -
Public Health - i
Pediatrics — -
Psychiatry - _

CLINICAL COMPETENCE AVERAGE:

FLEX WEIGHTED AVERAGE:

Sincerely,

e

Harold E. Jervey, Jr
Secretary-Treasurer

HEJ :mf: sch

We have no unfavorable
information regarding N
the above named physician.

FLEX Test Processing number

BASIC SCIENCE AVERAGE:

CLINICAL SCIENCE AVERAGE:



. CERTIFIES THAT

WESLY DESROCHES

HAS SATISFIED ALL THE REQUIREMENTS OF THE OOKZHmZOZ
mCOOmmmeH.HR PASSED ITS EXAMINATION JULY 23, 1975

AND HAS BEEN AWARDED CERTIFICATE NO. 214-£L5-2

This is a true and correct copy of the original as seen by me on March 21, 1979, at Washingtom, D. C.

My Commission Expires January 1, 1981 : @\@\O\Cu( Ql@w\?ﬁ@“

Notary Public

.\v“.._”l. ll-l”..;r-.l.'
”~ H\._ i\ .,..\.,Vp o’ \.ﬁv
05 g £ e TN, e AP PR
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S N i =L 3 ﬁ \v\ PRESIDENT
' “ SR \. .ﬁ....ll....u\.y Wi ;
. : - O AN, ‘ .u st B '
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L W . . PRI ] 4 .
- A u\ln\rx M\\ e i
PHILADELPHIA, PLANSYLVANIA 5, Bl ’

\_ ' DIRECTOR



