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STATE OF VERMONT. BOARD OF MEDICAL PRACTICE ,{ 1)£1: 1\l91 "'t 

·.,,��. · 1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE ONE fs1x ,rrnu"U,l60�R0 en 
...... , 

� '"""'u,oi · :::, 
I hereby apply for the renewal of my LICENSE AS 

�
H CIAN for the period fro � fAedica\ Practl liJ 

12/01/92 to 11/30/94. TWO VEAR RENEWAL FEE: 205. � �� 
Enclose a check In thA amount of $205. made pay o the Vermont Board of Me �flff't!,�

42-0005419 A

PHILIP F WATERMAH
i 

II MD 
2780 CLEUELAHD AUtHUE 
SUITE 819 
FORT MYERS, FL 33901 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

Important: 
- Please print legibly or type your answers.
- Answer all questions (front and back of each page) completely-it is not adequate to state that the

Board already has the information. Use the enclosed Form A to provide explanations to "yes" answers
in Section II.

- Make a copy of this form and all attachments for your own records.
- Do not delegate this important task to an employee, as false statements on this form are grounds for

unprofessional conduct.
. Thank you for your cooperation. 

SECTION I 

1. Name: ?H ILJ/ F dJA'JEl</J1jjA)'I[ HI)2. Vermont License Number: 42- SL/ /Cf 
3. Other Name(s), if any, under which you were licensed in Vermont and elsewhere:

4. Home Address: -----­
City, State, Zip Code

5. Office Address: __;,;J.:...__;7-:_.:�=<->,,<o:;___C=-=L=£=v:;_E=-=L::..L.A-,.J..LL.3.�l2>,c__l2:.....i.....:v:.....,£_.__ _ _;�=-.,o:lL=-i.L_,_Tc...:'=-=--=-!?....:...l_,<j,__ __ _ 

City, State, Zip Code: v:-��r l"1Y W6. Daytime Telephone Number: AreaCode

7. Date of Birth: Month:
B. Place of Birth:

h 3s9CJJ 
 

Day Year _ --
9. Sex: _)£ Male Female 

1 O. Licensing Examination Taken - Check: National Boards .._.../'FLEX 
__ State Examination-Identify State:__ __ Other Examination Specify: _____ _ 

11. Undergraduate Degree - Circle:@ B.S. A.B. Other: Year of Graduation: I tf l CJ 
Degree Granting Institution: L/ A.l.llL CJ F /1 ICH /GA).) Location: /IIJA} t/t?tft::>£, /11,. 
First Institution (If transfer): AJtiRiH-wEffERAJ a. Location: EUA,.[.t:02 A,/ • l'- L, 
12. Medical Degree - Circle: @ Other: Year of Graduation: /t:j '1'/
Degree Granting Medical School: t/ ,A}ll/, t::JF H1?f/JG4,(.} Location: /bvAI /bf&Jk', /11J 
First Medical School (If transfer):-------------- Location: _____ _ 












































































