STATE OF MICHIGAN
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JAMES J. BLANCHARD, Governor Lansing. Michugan 4899

Teiopnone: (517) 373.0680

DEPARTMENT OF LICi NSING AND REGULATION

ELIZABETH P HOWE, Director

December 3, 1984
Leigh Ellen Watlington, M.D.

Detroit, Mich. 48201
Dear Doctor:

We are enclosing your copy of Michigan medical licensure #_4gpngq
dated Nov.—29 1984/ , and effective to Jag. 31,1986 %

This certificate will enable you to practice medicine and apply for your
Controll Substances Registration, and hospital staff privileges.

The engraved certificate of medical licensure will be ordered and forwarded
to you when it has been obtained from the engraver, and the proper seal and
signatures affixed. This usually takes several months.

YOU .ARE ADVISED TO KEEP THIS OFFICE INFORMED OF ANY CHANGE IN ADDRESS.

PLEASE NOTE ENCLOSURES:

1. Continuing Medical Education Rules
2. Rules - Standards of Practice Regarding Amphetamines
3. Informational material from the Michigan Department of Health

Sincerely yours, .

MICHIGAN BOARD OF MEDICINE
| .

. D
1o A Nasn < I iAf—
Herman Fishman
Licensing Executive

Encls.

NOTE: Copy of the Michigan Public Health Code, Act 368, PA 1978, as amended
may be obtained by forwarding a check for $2.00 for each booklet to:
Receipts Accounting Secticn, Dept. of Licensing & Regulation, P.0. Box
30018, Lansing, MI 48999. Checks should be made payable to State of
Michigan - P.H.S.R.P.



/ A LMD-050 (10/82)
STATE OF MICHIGAN 1*-‘- Ladl 165 (

DEPARTMENT OF LICENSING AND REGULATION #3558 11584
MICHIGAN BOARD OF MEDICINE
P.O. BOX 30018
Lansing, Michigan 48909 (DO NOT WRITE IN THIS SPACE)
APPLICATION FOR A by
LICENSURE BY EXAMINATION ( NATIONAL
BOARNS ) INSTRUCTION TO APPLICANT
FEE $165.00 — Make check or money order, in U.S. currency. 1. i additional space is Necessary, USe Separaie Paper.
payable to: STATE OF MICHIGAN — MEDICINE 2. The application must be complotely filled out.
(ALL FEES SUBMITTED ARE NOT REFUNDABLE) 3. The affidavit must be properly completed.
4, Before a license is issued, a personal appesrance before the
WA T e/ NG RN (e H ELL N Board may be required.
NAME 5. dates and will be dete: by the
A s
4 RS o Srve. Cry. S ) oA
peTrs U, M) o gi $T

1. Have you ever been convicted of a felony or mis- if yes, ¢o NOT

dwmeanor for which you could have been sent to give details at

jail? (You may exclude traffic violations not related this time.

to alcoho! or substance abuse.) D Yes dNo
2. Have you ever had an adverse civil judgment If yes, state

(including malpractice)? [ Yes Ejm subject of judgment.
3. Have you been ined by the N | Board If “YES", give details.

or any State Board of Medicine? g Yes [] No pa/f% 5, ﬂ‘l 25
4 Do you hold a license to practice medicine in any It “YES", give states.

state or states? D Yes Q/No
— e
5. EDUCATIONAL RECORD

[~ NAME ANG LOCATION OF INSTITUTION ATTENDED l DATES OF ATTENDANCE Degrees Obtained
Yr Mo/ Yr]
PR VAEO  Meprepe S cppod 9 /17 xo © /g/ ™ D.

MEDICAL
EDUCATION
(Submit Dates
for Each
Scheol Year)
POST
GRADUATE
EDUCATION

Note: Please attach complete summary of medical training and experience

e
6. AFFIDAVIT OF APPLICANT

STATE OF TOUNTY OF
o0 N AL Ay o movmb@( (O:MRU
L—e'tq M+ l\f\a‘h)f\' being duly sworn, deposes and says thatshe is the applicant named

in the ldnJolng application fo\d Certificate to practice Medicine and Surgery in the State of Michigan; that he has read the
foregoing cpplication and knows the contents thereof and swears the same to bg E!'E'f'
no C

Notary Public, :‘ ayne
Note: This form required by PA368 of 1978, as amended. Must be completed for licensure :

Sliberfied uBd swom %o betoy M
o AL



P

7. POST-GRADUATE TRAINING /7 43 - & ¥
mwmh“m'“mmnm“m.m“”w.m

I hereby certify that Dr.__-eigh Watlington, satistactorily served twelve monm%__
XX residency
Affild d /7‘8/
ate
internship injayne State University Hospital from__ U1y 1. 198  ,, June :10, ;93[4
Verufoedo I-2 -84 4l XS
& * ABOVE) S —fir Pt

B lin

JACORESS OF HOSPITAL

Vayne State University Affiliated Hospitals Graduate Medical Ed.
4201 St. Antoine #2C
Detroit, Michigan 48201

s 3 ﬂ &QQM)}{ 6‘}01%:1\

e ——— e e
8. CERTIFICATE OF DEAN, SECRETARY OR REGISTRAR OF MEDICAL COLLEGE

i hereby certify that | have reviewed the answers in the above application. | certify that to the best of my knowledge all of
the within answers or statements are true and are a matter of official record in this school, and that | am unaware of
information that would suggest that said applicant is nct of good moral and professional characer.

| fwther certify that M.D. matriculated in the
©n —m and was graduated T at which time, he was granted the
degree of If the degree, Bachelor of Medicine is conferred upon completion of

four years of medical school, further state the conditions and time the degree, Noctor of Medicine will be granted

2 A
Ko

9. NATIONAL BOARD CERTIFICATE OF RECORD: (copies are not acceptable)
Please submit your National Board Certificate of Records with this application:
or you may ask the National Board to forward it directé, to this office.




LMD-0%0 (10/82)
STATE OF MICHIGAN
; DEPARTMENT OF LICENSING AND REGULATION
MICHIGAN BOARD OF MED!CINE i &
P.0. BOX 30018 N9 34695345 =**165.1
Lansing, Michigan 48509 (DO NOT WRITE IN THIS SPACE)
APPLICATION FOR Acpe by
LICENSURE BY EXAMINATION ( NATIONAL —
; BOARDS ) INSTRUCTION TO APPLICANT
FEE $165.00 — Make check or money order, in U.S. currency, o } space is y. USe sepa:ate paper.
payable to: STATE OF MICHIGAN — MEDICINE 2. The must be pletely fitled out.
(ALL FEES SUBMITTED ARE NOT REFUNDABLE) 3. The affidavit must be proporly completed.
4. Bofore a license is issued, a personal appearance before the
NAME 5. dates and s will be J by the
—— e
ADORESS (No., Sirest, City, State. Zip) %
peTrRs T M) S Fl . )
1. Have you ever been convicted of a feiony or mis- It yes, do NOT
demeanor for which you could have been sent to give details at
18il? (You may lude traffic i not related this *ime
to alcohol or substance abuse.) D Yes dNo
2. Have you ever had an adverse civil judgment If yes, siate
(iichding malpractice)? D Yes wNo subject of judgment.
3. Have you been examined by the National Board it “YES", give detalls.
or any State Board of Medicine? E ves [] No PGA’L Sy, E[ 25
4. Do you hold a license to practice medicine in any It “YES", give states.
state or states? ] Yes E/No
5. EDUCATIONAL RECORD
NAME AND LOCATION OF INSTITUTION ATTENDED DATES OF ATTENDANCE Degrees Obtained
Mo/ Yr Mo/Yr
= JHARVAED  MeEprepr S cppnd] ‘7/77 o ol | Mo
MEDICAL
EDUCATION
(Suomit Dates
for Each
School Year)
POST
GRADUATE
EDUCATION

Note: Please attach complete summary of medical training and experience

o
6. AFFIDAVIT OF APPLICANT

STATE OF COUNTY OF
Muchion o Whdiy o I Novem ber (0: 1984
L-e (C\hJ M+ h f\a‘f])/\ being duly sworn, deposes and says thatshe is the applicant named

in the foV:Jomg application fo J Cthilcalo to practice Medicine and Surgery in the State of Michigan; that he has read tie
loregomg application and knows the contents thereof and swears the samg !o DQ tmon\

.// ¢ 7%.&;-.1 A\ Notory Pulilis,

Signature of Apphicadt in Full NO'I ,PUBLIC . A. 4/
{at] 7873 /L ( S

Note: This form required bv PA368 of 1978, as amended. Must be combleted for licensure

s Copmty, .ﬂ




NATIONAL BOARD OF MEDICAL EXAMINERS*+ 3930 CHESTNUT STREET, PHILADELPHIA, PENNA. 19104
ENDORSEMENT OF CERTIFICATION

| NATIONAL BOARD OF MEDICAL EXAMINERS
| OF THE
UNITED STATES OF AMERICA

Leigh E. Watlington, M.D.
having satisfied all the requirements and having successfully passed the examinations is hereby
declared a Diplomate of the National Board of Medical Examiners.

Attest WILLIAM B, HOLDENy, MsOa
Chairman of the Board

SEAL EDITHE Jo LEVITy, M.D,

Philadelphia, Pa President of the Board

07/01/82 Certificate # 245862

It is certified that the above is a facsimile of the Diplomate Certificate which has been or will be® awarded to the
physician named above, who graduated from HARVARD MEDICAL SCHOO

in JUNE 1981 and whose birthdate is Il 1 5 5 5 This physician has successfully completed
all examinations required for certification by the National Board of Medical Examiners. The scores obtained by
this physician upon which his/her certification is based are as follows:

Standard Scale
Score Score
PART | passed 06/79
Anatomy, incl. histology and embryology
Physiology
Biochemistry
Pathology

Microbiology, incl. immunology

Pharmacology and Materia Medica

Behavioral Sciences

TOTAL TEST (Minimum Passing Score 380/75)

Part I! passed 09/80

Internal medicine and the medical specialties
Surgery and the surgical specialties

Obstetrics and Gynecology

Public Health and Preventive Madicine
Pediatrics

Psychiatry

TOTAL TEST (Minimum Passing Score 290/75)

PART Il passed 03/82
A General Test of Clinical Competence
TOTAL TEST (Minimum Passing Score 280/75)

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

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

Secretary for Certification

¢ a6
SEAL JS/?l/J-_

Date



State of Michigan — Dept. of Licensing and Regulation
MICHIGAN BOARD OF MEDICINE
P.O. Box 30018, Lansing, MI 48909
EDUTATIONAL/TRAINING LIMITED LICENSE
RENEWAL APPLICATION
MAKE CHECK OR MONEY ORDER PAYABLE TO: STATE OF MICHIGAN ~ MEDICINE

LMD-230 (1WBY)

0n4s1:

(Do Not Write in This Space) &

Renewal Instructions:

YOUR LIMITED LICENSE EXPIRES ON JUNE 30, 1984.
RENEWAL FEE IF PAID BEFORE 6-30-84 $30.00 Postgraduate Trainee Completes All Appropriate Items Below and on
ADDITIONAL LATE FEE DUE AFTER 6-30-84 $20.00 | ReverseSide. The Director of Medical Education Must Complete all Items on
the Right Portion of Reverse Side. Postgraduate Trainee is Responsible for
TOTAL FEES DUE NOW $30.00 | Returning Completed Application in the Envelope Provided,
r~ AtLING‘ JN' LEIG” E ‘3-‘? It you are in a different program than you were last year, give naw program name below.
RAYNE S UNIV AFFIL HSPS 002445 _@IGVN
GRADUATI MED Ep ApM 2-C s = = =
4201 ST ANTOINE £2 > ‘
DETROIT MI 48201 Enter any hospital name changes balow.

LICENSEE AND MEDICAL EDUCATION DIRECTOR
COMPLETE REVERSE SIDE

THIS SIDE TO BE COMPLETED BY
POSTGRADUATE TRAINEE

Check One Box Below Which Describes Your
Renewal Status:
Ri Status:
| am continuing my training beyond June 30 at
the same location shown in the label on the
reverse side. Correct any errors that appear
on the label in the area provided on the
reverse side. Or
D | am continuing my training beyond June 30,
but will transfer to a new hospital and/or ! 59
program. Enter new program name, new !
hospital name and address in area provided
on reverse side. |
[2J 1 wili not continue my training in Michigan |
beyond June 30. I \
Termination Date )
Forwarding Add

EDUCATION

This Certifies That

NG
3

43=41
002449

82

WATLINGTON, LEIGH £
WAYNE ST UNIv AFFIL HgPS
GRIDUATE MED ED ADM 2-C
42C1 ST ANTDINE

DE TROIT MI 48201

Entor eny hospital address changes or corrections below.

City State red County

THIS SIDE MUST BE COMPLETED, SIGNED AND SEALED BY THE DIRECTOR OF MEDICAL

Appointed to the Position of (Check one box below and enter Program Name)
"] categorical First Year In __
O catega ~ *.7 -

CERTIFICATION OF TRAINING AFPOINTMENT
Has Been

i ] e Trainee

Mwarin
".

) . ne) Year Residert In Obstetrics & Gzng‘;:‘gl:gy

M.S.U. Affiliated nosiizgzi_QAMLE,
oy Naa .

A
ducaton

' Margaret F. Morrison - Coordinator
Printed Name of DI ot M

dune 29. 1984
Date Completed (Month, Day, Yean




- v :
WAYNE STATE UNIVERSITY - FORCREICEESE L
GRADUATE MEDICAL EDUCATION PROGRAM ds i
APPLICATION FOR GRADUATE CLINICAL TRAINING e

INSTRUCTIONS: Please typo (prelerrad) o pont This lorm will be used for purposes of
stipand payment as well as delermining your academic and professional gualifications

Date Rec'o.

Hosp. Sent

Date Sent __

Application  ar. ..t . 1 To begin 1 1 ' 1 Social Security AnliliZanan
date .. - =y Voo s Ao e ralning Y J PASL  Number 2041 )
Montn Day Yoar Month Day Your
MD DO. DOS
WILINCTON LEIGH LLE] s
Last Name Fieat Name Middle Hame

Sex. M E  Maiden Name (if married lemale) el
Mariial Status:  Single  Divorced  Widowed  Separated I married, name ¢f spouse: wife husband (circle)

Present address and telephone number
N4 DN 1€ l

Numbaed Stee! Gy State 2w Code Country (Moot U S ) Tucptmn-

Address and telephone number whire you can be reached dunng Ihe day {Hospital, office)
(J -‘( » l- otk | ":'\

I o a0
Numbor Sueet Caly Sitate 2wp Code Country (Hnot U S ) Telephol

Date of Place of
Citizenship: ] US. [[] Other (Specity) - Bnnh...-:.;eum —

1 Month Day Your Cnty Siate Country

. 1. 3 ~
State group, racial or ethnic minorty Sl3CcK Alierica

Provious Education:

Philadelphia Vig) chool For Cirle DPhiladelshin 2, Y604 /73 DNiRTar

c & 3 a2l - aEEals]
Proparstory or Migh Schod! Locaton From - To |1ates] ¢ . .lh!:!'v' ;
an usetts Tt s g o g S g ‘ambiri ., L/ b lon JE NManao
20 of Universty Y Location From - To td Dogton
iarvarcé ledical hool «0ator /on=5/81
Medical o¢ Dental School Location From ' To (oates! Dugren
'y Soacd w o i 4 P 423 Ay - ~ .

Year of Traming Prefetred 2% © _» o Ao L L7 sSpecialty Depanment - va s Lo l
Do you intend 1o enter NEMP matching program/ IiYes | ING

Previous post —= M D /DO /D DS ramng (show tlype or specialty)

1) intemn A

From - 16 (dates) tiame of Instiutson Locaton Trnining Supetvisor

2) Resident

From - To iaes) B o st aen Locanon Traming Superynor

3) Reswent or Feliow

From - To (dates) / P o dnstitaton W Locanon Trawing Supecrwisam

4) fesident or Fellow mm_, s

L e
7] t" Q e oM
£ e - ——es
forowm - Tos pdaten) ‘1.)\;'.',5 R [ SRR E I Focatman Frarmang Sugur e
. Comie!
WY _— -



State of Michigan — Dept. of Licensing and Regulation LMD-220 [3/82)

MICHIGAN BOARD OF MEDICINE 2
P.O. Box 300'8. 905 Southland Ave.. Lansing. MI 48909 M 1g £2 82332143 #+*430.00

LIMITED LICENSE RENEWAL APPLICATION —

POSTGRADUATE TRAINING (Renewal Instructions:
! Your Limited License Expires June 30, 1982 Postgraduate Trainee Completes All Appropriate Items Below and on
3 Reverse Side. The Director of Medical Education Must Complete all
”HST“ASE" eg: :Arlé::g:yuofns?lg:: Uit }tems on the Right Portion of Reverse Side. Postgraduate Trainee is
Responsible for Returning Completed Application in the Envelope
Renewal Fee Renewal Fee Due Provided.
Due Now Is $30.00 After 6-30-82 Is $50.00 [Our Rocores Indicate You Are kn the Program Given Below
License 1D ( (A
Number [alsl -Tali-Tolo] TTT | Cat. &' U= CBJENN
- ATy 1)
WATLINGTON. LEIGH § c2=61] Andk - ORIGYN
RAYNE ST UNTY AFFIL r"?~Q } /&.~"tiww~mnﬁmwbtmw
GRADUATE MED L @ oh e —
L&ZCA ST ANTOINt < |
DETROIT MI “fel Enter Hospaal A Changes Or Corr Boiow

- - City State rald County
Licensee And Medical Ed. Director Compiete Other Side

THIS SIDE TO BE COMPLETED BY
POSTGRADUATE TRAINEE

Check One Box Below Which Describes Your

Rengwal Status
B'”;:m continuing my training beyond June

30 at the same location shown in the
label on the reverse side. Correct any
arrors that appear on the label in the area
provided on the reverse side.

[] 1 am continuing my training beyond June
30. but will transfer to a new hospital
and/or program. Enter new program
name, new hospital name and address in

THIS SIDE MUST BE COMPLETED, SIGNED AND SEALED BY THE DIRECTOR OF
MEDICAL EDUCATION

CERTIFICATION OF TRAINING APPOINTMENT
This Certifies That Leigh E. Watlington, M.D. Has Been

Print Name of Postgradusio Trainoe
Appointed to the Position of (Check one box below and enter Program Name).
[:] Categorical First Year In
D Categorical® First Year In
[:] Flex ' >

z 2 One) Year Resident In GYN/VbB,: an yr.

Hospiw Name WSU AfFiT7ated Hospitals
area provided on reverse side. . Graduate Medical Education
D I will not continue my training in Michi-}} « Signature of Director of Medical Education

Jan beyond June 30. I | — :

Termination Date : ( —_— (__, N ==t

; i _ ot Difcior 2ddedical Education =7
Stes o S Grdinator, GME

(B0 Date Compieted (Month. Dy, Yewr) 00=14-82




i

State of Michigan LMD-080 (2/80)
Department of Licensing and Regulaiion
MICHIGAN BOARD OF MEDICINE
P.O. Box 30018
905 Southland
Lansing, Michigan 48909 w29 & Bl9suoss #v+#30.00

APPLICATION FOR LIMITED LICENSE FOR  FEE $30.00 Make check or mooey order, in U.S. currency

POST GRADUATE TRAINING IN to:
AN APPROVED TRAINING HOSPITAL ) OFNWN% b s opatings

(DO NOT WRITE IN THIS SPACE)

I hereby apply for a Certificate of Registration under Section 16182(1)(a) & Section 17012(2) of Act 368,
P.A. 1978, and Acts amendatory thereto:

SWORN STATEMENT:
I Name ... WATLINGTON LEIGH ELLEN

[ sy (e )
2. I . of birh -/55 .. Age . ..........
3. Are United States? .. YES....
4. Ifa ., a is your visa status in the United States? ... o R
5. Bl Detroit,. Michigan. 484Vi...

Name, address, of relative .. Saie_as above

7. In what states do you hold a license to practice medicine? ..None

8. Have you ever been denied a license to practice medicine in any state? No

9. Military service: Date of Entry ... Date of Discharge ................ Branch of serv.ce and
DR A teisaesdsombasescanns
Rank 9

: Period and date of study
University o Spring 1972
Massachusetts Institute of Technology 6/73-6/77

11. MEDICAL EDUCATION: (Submit dates for each school year)

Day Month | Year Day | Month | Year Name and Address of Medical College
9.1772. || & 6 |81 |Harvard Medical School, Boston, Ma.
o
to
w >
......... 0
to

12. POST GRADUATE EDUCATION: NOTE: Please attach complete summary of medical training
and experience since medical school graduation.

Year Year School or Clinic Degrees Obtained

g & & ©

13. Have you ever attended any other college or school teaching any of the healing arts? ......_.......

14. (1) Have you been certified by the Educational Council for Foreign Medical Graduates? ...........
Certificate Number .............

r (2) Have you been certified by the Visa Qualifying Examination?

Certificate Number

A



15. Internship: ... Stmaight e e iy | (hy 4 LR N SO Ve . Hospital, located

(Motating. Mixed or Straight)

at Wayne State University ... - chom: Lo PULY 41988 i 0
(Date)
..... SERe 20, A2 s
{Dute)

16. Received degree of Doctor of Medicine from ... Harvard Medical School . .. . .

17. Have you carefully read Public Health Coae, Act 368, P.A. 19782 ..o

18. Have you ever been convicted of any crime in auy state? - (8 8N e SO Tt i
99. Do yoa unreservedly agree to comply with all the provisions in the laws governing the practice of

medicine in Michigan? ........... XB08....ccccuisisonnrs ssmnreemmmeeesssons

20. Have you bees examined by the National Board or 2y State Board of Medicine? .. NQ. .

If so, are you licemsed in anG State? ...

State of .\¥!"
County of ..*
LEicst Eccem WATLINGETON , being duly sworn, deposes and says thatshe is

the applicant named in the foregoing application for a Certificate to practice Medicine and Surgery in the
State of Michigan; thakhe has read the foregoing application and knows the contents thereof and swears the

same to be ‘rue. ;é ,% y’ﬁk

.......... 7 R e

I heieby certify that the photograph hercto attachv d is a

genuine likeness of LEGH EccEn WATLINGTON

Subscribed and sworn to before me, |
a Notary Public, this ....... /23 lfr
address .4 BazTeoe, Mat..

My Commission expires %" /3, /7&’..












