Michigan Department of Community Health CHILMD. 040 (02/06) Faga 10f 2
Beard of Medicine

P.O. Brv 30182
Lansin-: sl 48909

(517, & ~0918

wew lchigan youhealticense Tran Info:630101 15884226-1 O&/)2/10
APPLICATION FOR MEDICAL DOCTOR LICENSURE o LR

Authonty Pubiic ACt 368 of 1978, 25 amenden
I this form 15 Aot Completed, 3 Beense will not be ssued

A controlled substance license s roquired for every person who prescnbes, manufactures
distributes, or dispenses any controlled substance in Michigan as descrbed n Article 7 of

Public Act 268 of 1978, as amended (nformation on obtaning a Federal confrolled License Mumber
substance license may be obtaned by contactng the Regional Branch, Drug Enforcemeant o
Adminictration, 431 Howard Street, Detrof, M 48226 (Telephone 1-800-822-3539) \

Type or Print Only Dete of L-censursf? 3) m *

1' AM APPLYING FOR THE FOLLOWING:
 Licanse by Examination Fee: $150.00 71-4301-01

Your check or money order drawn on all S financial msitubon and made payable to the STATE OF MICHIGAN must accompany this appacation
DO NOT SEND CASH. Fees are deposied upon recaipt and can only be refunded undar refund rules promulgated by the Depariment

First Mame Middie Name Last Name
p('tm‘%qﬂ Lowther

Lyn
el Diaytime Phopiaiiadths
I 150 PUTAR 7 - (viCL 15.243(1)(a)

Y4106

Ali Previous Names andfor Birth Mame Used (if applicane)

Al
Hava you ever neld a health professional license in Michigan? Michigen Permanent | D. Mumber and Expiration Data
O Yes B No

Check the appropriate answer to each of the following questions. NOTE: Aitach a detailed explanation
for any Yes answer you check.

1. Have you ever been convicied of a felony? O Yes m” Mo
2. Have you ever been convicled of a misdemeanor purishable by imprisonment for O Yes B Mo
amaximum of 2 years?

3. I'll\':'wu ever baen convicled of a misdemeanor involving the illegal delivery, possession, or O Yes B No
use of alcohol or a controlled substance (including motor vehicle wviolalions)?

4. Have you been ireated for substance abuse in the past 2 years? O Yes D" No

5. Have you had 3 or more malpractice setllements, awards, or judgments in any O Yes B Mo
consaculive 5 year period?

6. Have you had one or more malpractice seltlemenis, awards, or judgments totaling $200,060 O Yes 8 No

or more in any conseculive 5 year perod?

7. Have you ever had a federal or state health professional or confrolled substance license O Yes B Mo
revoked, suspended, or otherwise disciplined; been denied a license; or currenlly
have disciplinary action pending against you?

8. Have you ever been denied the privilege of laking an examination by any state medical board? O Yes Mo

The Department of Community Health will not dscnminate against any indwidual o group because of race, sex, religon, age, national ongim, color,
mauta status, disability or political beliefs.  If you need assistance with reading, wnbing, heanng, efc , under the Americans wath Dhsabilities Act, you
may make your needs known o this agency




DCHAMD-040 (0206) FPage 2o L

gt ﬂvglﬁjml Lﬂ'\fj’\ Low ther

9. Have you ever been censured, or requested lo withdraw from a healih care facility's staff or had O Yes & HNo
your heallh care faciiity slaff privilege involuntarity modified?

10. Do you hoid or have you ever held a permanent medical license in any slate. U S. Territory or O Yes & No
Canadian Province? If yes. list the slate(s) U.S. Temitory or Province in which you hold or
have held a medicine license. the license or registralion number, the dale issued. and how the
license was oblained. DO NOT LIST TEMPORARY LICENSES. You must have each licensing

___agency verify licensure directly to this board office. (Attach additional sheets, if necessary)

Siate, U.S. Temitory or

: How obtained
Province License Mumber Date of issue

(Endorsement or examinalion)

Provide a complete chronological record of your educational preparation.
Altach additional sheets if necessary.

Dates of Atlendance

Name and Address of Institution From To Degree

Unete Collese] 31995 [G /00 B

bl Unjvers: Haow |$/aovo0 nahe

s ] Ave o8 -:M::ﬂh %m S/o0F MD

Provide a description of your pruiessional medical experience.
Altach additiona! sheets if necessary.

Name and Address of Employer anﬂ“ Sl acke To Duties
RO e e 1ol 720t | Gfacl0 [P Milne 4
CERTIFICATION

1 understand thal it is the policy of this agency 1o secure a criminal conviction history as pait of ihe pre-iicensure screening
process. | authorize this agency to use the informalion provided in this application te oblain a criminal conviction history
file search from the Ceniral Records Division of the Michigan Department of Slale Police or olher law enforcement or
Judicial record-keeping organization.

| further consent fo the release of information fo this agency regarding ar- isciplinary investigations conducted by a
similar licensure, registration, or specialty cerification board of this or any other stale, of the United States miltary, of the
federal govemment, or of another couniry.

The statements in this application are true and correct. | have not withheld information that might affect the Jecision to be
made on this applicalion. In sigring 1his applicalion, | am aware that a false stalement or dishonest answer may be
grounds for denlal of my application or revacation of my license and that such misrepresentation Is punishable by law.

Sglatureofﬁpplg.t Date L{!/G/RO_‘O




Michigan Department of Community Health DCHLPH-090 (02/10)
Board of Pharmacy
P.O. Box 30670
Lansing, Ml 48909
(517) 335-0918

www.michigan gov/healthlicense Tran Infor430137 15884226-2 O0&/12410
CONTROLLED SUBSTANCE LICENSE APPLICATION Onli: 226 fat: $65.00
AuthortyPUIC Act 369 Gf 1976, 35 amerded Hin 9MET30s7 1semsa2s-3 oa/12f10

If thits form is not compieted, & ieerde will not De (35ued

A controlled substance license is required for every person who manufacturers, dsinbutes [m:;- 216 “t' 520.00
prescribes. or dispenses any confrolled substance in Michigan as descnbed in Article T of It 276767984
Fubkc Act 368 of 1978, as amendad

A separate controlled substance license s required (or each business location from which you
manufacture, distnbute, or dispense controfiad substances. I youw only prescribe controlied
substances et more than oneg lo.abion, you only need one confralled substance license Al
phamacies, practticners.and velennanans who dspense controlled substances n
Schedules 2.5 muUSt repoft this prescnption data 1o e Michigan Automated Frescnpion
S:I}rslam [MAPS) as stated in Board of Pharmacy Rules 338 21620 (d)

Information on oblaining aFederal controlied subsancelic snse may be oblanadby contacting - e
the Regional Branch, Crug Erforcement Administration 431 Howard Street, Detroit, Michigan Diate.of Lic B
48228 (telephone. 800-882.9329). The Michigan Board of Pharmacy is unable to answer S 7 b
questions about the federal licensng process

Type or Print Only

INSTRUCTIONS

1. CONTROLLED SUBSTANCE FEE: Inilial {first time) professional license or relicensure of your profassional license - $85.00.
If you already hold a professional licensa and your professional license expires in:

0-12 months the fee is $85.00 (13757) 13-24 menths 'he fee is $160.00 (23757) 25-36 months the fee s $235.00 (33757)

2. MD.JD.O. Applicants: This application may not be used for prescribing physicians for drug treatment programs.
Plaase request an application for the Prescribing Phys.cian for a Drug Trealment Program.

3. Allow up to sbe weeks for your paper license to arrive.

¥ our check of money order drawn on a U S finencig! institution and made payable to the STATE OF MICHIGAN must accompany this application
NOT SEND CASH Fees are depositad upon receipt and can only be refunded under refund rules promulgated by the Depanment

First Name A’\lsa;l MI”E'NE“:\(_L\ Lé'stNa'neLow,_{,L\LF

Michigan Permanent | DiLicense Number Expiration Date of License "]

Licerrse Number:

3/

Mame of Pharmacy or ManufacturerVholesaler (f applicable)

Telephone Mymber
YA - (oL 15.2431)(2))

ZIPCMGQHIOG

STATUS:
{Please Check One): Regular Educ. Lat.  Volunteer 1. Have you ever had any health professional license
0O 29-01D.D.S. 71-5315 o o O limited, suspended, revoked, denied, or surenderad?
O Yes ® No
0 59- -5315
S8 01D FM. 71-6 a i el If Yes, please axplain on separate sheet.
-01 DVM. or
0 oM & a 2. Is your current professional license limded as a result
#4301 MD. 71-5315 ® o 0 ofF 0O of Board disciplinary action?
O 51-01D.0. 715315 o R o S O Yes @ W
049-01 OD. 71-5330 = 3. ::_)o you already hold an active controlled subslance
icense?
O 53- 01 Pharmacy Store 71-5301 O &  Yes O  No
0O 53-02R.Ph. 71-5302 o 4. s this applicalion for an additional localion?
0 53 -06 Manuf Wholesaler 71-5306 O O Yes B  No

| am applying for a conlrolled subsiance license in Michigan and cerlify hal lhe stalements and informalion above are true.

e (s oY /06/20D

The Depariment of Community Health will not discnminaie aganst any mdwvidual or group because of race, Sex, religion, age, netional angn, color, martal
status, disability or political beliefs |fyou need assistance wih reading, wiiing, heanng, et , under the Amernican’s wih Disabilties Act, you may make your
neads known to this agency
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Murphy, Tracy S

From: Abigail Lowther [ RcU@gmail.com]
Sent:  Tuesday, April 20, 2010 9:30 PM

To: Murphy, Tracy S

Subject: Abigail Lowther's license application

Dear Ms. Murphy,

I wanted to correct my address for my Michigan Medical License and Michigan Controlled Substance (Pharmacy
License).
My correct address is:

Abigail Lowther

L2003 Women's Hospital

1500 E. Medical Center Drive
Ann Arbor, Michigan 48109-5239

| apologize for the error. Please let me know: if you have any questions or concers about this.

Thank you,
Abby Lowther

Abigail Lowther

cel: 216 [HTERTE

4/29/2010



Norris, Brittany

From: aliasresponse@michigan.gov

Sent: Saturday, April 17, 2010 1:3% PM
To: bhpdata

Subject: Administrative Hit/No Hit Notificatior.
STATE OF MICHIGAN

DEPARTMENT OF STATE POLICE

CRIMINAL RECORDS DIVISION
PO BOX 30634, LANSING MI 48913

DATE: 04/17/2010
TCN: AD10959955701

Requester: MI DEPT OF COMMUNITY HEALTH
Reason Printed: LHP - Licensed Health Care Professional (MCL 333.16174) Subject Printed:
LOWTHER, ABIGAIL L

pop R 980

The following e-mail response(s) is computer generated ard is based on the criminal history
information on file as of the date noted above.

Since entry of new arrests, court dispositions for prior arrests or other database changes
occur daily, a future record search for this person could be different.

STATE RESPONSE:
A Michigan record has not been found that meets the dissemination criteria.

FBI RESPONSE:
An FBI record has not been found that meets the dissemination criteria.

131

4,



ECHL MD:200 (1308) Michigan Department of Community Health Page 10t 2 (/P
Board of Medicine
P.O. Box 30192
. ; Lansing, MI 48309
(517) 3350918

wwwd michigan govihedthlicense

APR 1 2 2010
DEPT. OF LEG

CERTIFICATION OF POSTGRADUATE TRAINING

Authonty. Public Act 368 of 1978, a5 amenden
If this Wt i5 Aot completed, a Beense will noo DessuEE

INSTRUCTIONS TO APPLICANT:
Complete Section |. Type or print your name exactly as it appears on your application. For completion of Section I, send this form to

the Director of Medical Education where you compleled your posigraduate training. This certification must be submitted directly to
the Michigan Board of Medicine by the Direclor of Medical Education.

SECTION | - APPLICANT INFORMATION
First Mame Middle Name Last Name

%&‘1:‘ l Lj)'\ c/L Low
Ouig -, ritis B o D o oF Dhgh
2- (MCL 15.243(1)(w)) 138O

1- (MCL 15.243(1)(a))

State

-

{2 Code
O | L4106
All Previous Names and'or Birth Mame Uisad (if agplicable)

A

Signature of Applicant D

< " /62000

APPLICANT: UPON COMPLETION OF SECTION |, SEND THIS FORM TO THE DIRECTOR OF MEDICAL
EDUCATION FOR COMPLETION OF SECTION Il

The Department of Community Health will not dscnminate against any individual or group because of race, sex, refigion, age, national origin, color,
manta status, disabikly o pohtical behefs. If you need assistance with reading. writing, heanng, etc_, under the Americans with Disabilities Act, you may
make your needs known o this agancy



DCHAME- 200 (03/06)

i ﬁ-b{g&l L"_-)MJ/L Lowthor

TO BE COMPLETED BY THE DIRECTOR OF MEDICAL EDUCATION

Page 20f 2

INSTRUCTIONS FOR COMPLETING SECTION Il:

Please complete the following information. Relurn this completed carification directly to the Michigan Board of Medicine
al the address shown on Page 1 of this form.

SECTION Il - CERTIFICATION OF POSTGRADUATE TRAINING
Name of Hospital

!_Jni».farsim Hospr'ﬁf (hce. Medical Center

Streel Address of Hospial

11ioo Euvclid Ave

City, State and ZIP Code

Clevelund, OH 44106

| certify that HI‘”-‘?‘UIIJ Lﬂmef-
J {Applicant's Name)

Case Western Reserve U’J:‘V‘E(‘S.;v‘tf

a graduate of ihe

medical school, has successfully compleied posigraduate
clinical training offered by ihe hospial named above from 7/ / / 2007 o 5/50/’-;10:’ o

(MonthDaylv ear) (MonthDiagy ear)
in the clinical area of F'-am:’/y Méﬁff'a{ne-'
7

Is this an aclive training program accredited by miha College of Family Physicians of k{ Yes O Ne
Canada, the Royal College of Physiclans and Surgeons of Canada, or by the National Joint

Committee on Accreditation of Preregistration Physician Training Programs of the Canadian
Medical Association?

W% Y-3- (o

Signature of Director of Medical Educaton Dae of Signature

ALAN CABESKY M

Pnnt or Type Name of Director of Medical Education

{SEAL)

It hospital has no seal, please indicate

NOTE: Certification of Postyraduate Training will not be accepted If signed and submitted more than 15 days prior to
aciual completion.




o Lo [
DAL MD-031 (03104) |
- i Michigan Department of Commumty Health / QFCF‘!VE
Board of Medicine f A D
) AP

P.O. Box 30192 ’(
Lansing, Mi 48909
(517) 335-0918

CERTIFICATION OF MEDICAL EDUCATION FOR GRADUATES OF MEDICAL SCHOOLS
LOCATED IN THE UNITED STATES, ITS TERRITORIES, THE DISTRICT OF COLUMBIA, OR
THE DOMINION OF CANADA

Authoaty Public Act 368 of 1978, as amended
IF LS fomm 15 nol completed, a icense will not be issued

INSTRUCTIONS TO APPLICANT:

Complate Section |. Type or print ycl.w name exaclly as it appears on your application. For Section Il. send this form 12 be completed

by the Dean of the medical school you attended. This cerificalion must be submitted directly to the Michigan Board of Medicine by
1he medical school.

SECTION | - APPLICANT INFORMATION

First hame Whiddle Mame

Motaz | bl Dotbor

Daytane Telephone Number
2 R
1- (MCL 15.243(1)(a))

= 2 OVl v

#ll Pravious Names andlor Birth Name Used (if epplicable)

p-

Crate of Admission

% [Ao03

Date of Graduation

5/20 /2 co#

Signature of Applicant

Y /6010

APPLICANT. UPON COMPLETION OF SECTION |, SEND THIS FORM TO THE DEAN OF
YOUR MEDICAL SCHOOL FOR COMPLETION OF SECTION II.

The Department of Community Health will not dscrminate aganst any individual of group because of race, sex. religion, age, national ongin, color

manta status, disability or poliical beliefs, If you need assistance with reading, widing, heaning, eic., under the Amencans with Dhsabilties Act, you may
miake your needs known 10 this agency.

woeiw machigan gov/hedthlicense
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TO BE. COMPLETED BY THE DEAN OR REGISTRAR OF THE MEDICAL SCHOOL

Page 2of 2

INSTRUCTIONE FOR COMPLETING SECTION II:

Please complete the following information. Retumn this completed cerification direcilty fo the Michigan Board of Medicine al
the address shown cn Page 1 of this form.

SECTION Il - CERTIFICATION OF MED: ZAL EDUCATION
MName of Medical School

Case Western Reserve University
School of Medicine T408

10900 Euclid Ave

o S ST o Cleveland, OH 44109

Sireel Address of Medical School

) contfy that ﬂ'ﬁ 1 Ga, U KO LU’CJ(E;C

[Apphcant's Name)

attended ihe
medical school named above from '2"_7 Sas _I;A’niﬂ_jiL

{MonhDayy eer, (Month/Digy/ ear)
and wasMwill be granted the degree of ﬁa Cﬁlﬁ &7[ M@!Q’%

S Je—-07 .
(MenthiDaylY sar)

%Z, 9"@"“&%”’@”‘ < ~10

y i er@d&mﬂf@ Date of Signature
Jnseph Corrao MEd ISEAL
Registrar

Prnt or Type Mame of Dean of Registrar If school has no seal, please ndicals




USMLE Unitc States Medical Licensing Ex ™ ination™ (USMLE")?,/\ |

T Certified Transcript vr Scores

4 Medical
Licensing
Examination % This document was prepared by the
Federation of Stave Medical Boards of the United States, Inc.
Federation Place, PO Box 619850, Dallas, TX 75261-9850 — Telephone (817) B68-4041
Dete: - 022372010

. Rulpinr,

Federation Credentials Venfication Service

ATIN: FCVS

- Packet1D: 113048

Examinee ID#:.  5-132-688-7

Dare of Birth:  [FE 980

g score (“MP") on cach scale is sl:uwn in parentheses,

e Three-Digit Score Two-Digit Score
‘Test Date Pass/Fail  Total MP Total MP Comments

- 061182005 Pass 1 - (MCL 15.243(1)(a)) ohntes Pl

Three-Digit Score Twe-Digit Score
Pase/Fail  Total MP Total MP Comments
Pass 1-(MCL 15.243(1)(a))
Three-Digit Score Two-Digit Score
Pass/Fall  Total MF Total MP Comments
Eb SRS Three-Digit Score Two-Digit Score
TestDate - Pass/Fall  Toml - MP Total MP.  Comments

0971972009 Pass 1- (MCL 15.243(1)(a))

Fatert SEBGET4
cos’ ! vOB1221 | 21847671 Page 1001

XE N

SEE REVERSE SIDE FOR EXPLANATION OF INFORMATION REPORTED ABOVE.

TouchEafe®.




