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The editors will make every effort to assure accurate reproduction of the material submitted. To assist in interpreting your data the following guidelines are 
provided. 

1. Read the questionnaire to familiarize yourself before completing. 

Z. Type or print legibly. 

3. If possible, keep a copy of your completed questionnaire for your future reference. 

4. You will receive a proof of your data prior to publication for final approval. 

Name as you wish it to appear in the directory. 

Berry Leonidas H. 016--1-30011-3 
1. ----------------------------~--------------------------------------------------------~-----

Last Name First Middle AMA ME number (not for publication) 

2. D2te f;rst elected to ACP ...J.//~ s.J Current membership status and date of election 
· Any member whose dues ~aid in advance for life is designated Life Member (LM). 

Are you a Life Member? Yes___ No __ _ 

3. Placeof a;,th' c;iy V..l o • J.r J_ a I e. N {'.'. State/Prnvince/Count•y Ai -\ ' Month ~ Day 2 Q y.,, I 10 'j/--

4. Married to __ Emm_ a _ _,f-'O"'-'--"-'<-~"'--'--ER~~-'--1----------- Month HO J Day ~ ?- Year I L/~ 3 

5. Subspecialty: Indicate your 3 major subspecialties by first, second and third preference (Limited to the subspecialties listed below) . 

_ Allergy 
_ Administrat ion 
_ Anesthesiology 
_Arthritis 
_ Aerospace Medicine 
_ Bacteriology 
_Biological Chemistry 
_Biomedical Engineering 
_ Bronchoesophagology 
_Cardiovascular Disease 
_Clinical Pathology 
_Clinical Pharmacology 
_Contagious Diseases 
_ Dermatology 
_Diabetes 
_ Diagnostic Roentgenology 
_ Emergency Medicine 

_ Endocrinology 
Family Practice 

~ Gastroenterology I · 
_ General Medicine 
_ Genetics 
_Geriatrics 
_ Hematology 
_ Hospital Administration 
_Immunology 
_ Infectious Diseases 
'7 Insurance Medicine 
I Internal Med icine ~ • 
_Legal Medicine 
_ Medical Education 
_ Metabolic Diseases 
_ Military Medicine 
_ Neurology 

6. Education: Bachelor's, Master's, Doctor's and Medical Degrees 

Institution (with location) 

_ Neuropathology 
_ Neuropsychiatry 
_ Nuclear Medicine 
_ Nutrition 
_Occupational Medicine, 

Industrial Hygiene 
Industrial Medicine 

_ Oncology · 
_ Ophthalmology 
_Parasitology 
_Pathology 
_ Pediatrics 
_ Peripheral Vascular Disease 
_Pharmacology 
_ Physical Medicine & 

Rehabilitation 
_ Physiology 

//,,...// 
~. 

_ Preventive Medicine 
_ Proctology 
_ Psychiatry 
~Public Health~ 
_ Pulmonary Diseases 
_ Radiology 
_ Renal Disease 
_ Research 
_ Retired 
_ Rheumatology 
_ Syphilology 
_ Therapeutics 
_ Toxicology 
_ Tropical Medicine 
_ Tuberculosis 
__:__ Venereal Disease 

Degree Subject 

-B rS 
Year 

I 91'>-~!ilberfoI".ee .University, Wilberforce > rnuo 
----------------------------------------+-~---'-----1-~"----~-+.-------f '---l h ~lit'\ . ' . 

7. Honorary Degrees: \A.!1 1 l-e.vfo--r c -e U#1 ii I M.1.l~/r { e <{)A,~ 
Institution (with location) 
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Professional Training: 

f';KEG i) 'lri kN $ ;./I'S~ vJ ~ 5tf • 
Institution (t h location) 

\) -~ ~· 8t r '~ c; -flt'f ~o 
· Oates 

From To 

8. Internship 

~ -:-1 ~pecialty/Subspecialty IV _ 
p_11-fvt/o / lo/1.ecf.10 tr J_ 

9. Residen 

10. Postgraduate Training -----------+------------------..,..--t----1---­
(Not less than one year at 
an accredited institution) 

11. Current Medical Licensure: Give State/Province/Country with restrictiQP':!1~14.,.........c.....!...\-..:....~....!....~~>LL.J-:.1E~4J..I.4-r~hfi!-M-f-&~T---

12. Year C(ertified), not eligibility, and year Re(certified} by the American Board of Internal Medicine in: Cardiovascular Disease (C} _·_(Re) __ ; 
Endocrinology & Metabolism (C) __ (Re) _ _ ; Gastroenterolog(lp~ (Re) __ ; Hematology (C) _ _ (Re) __ ; Infectious Dis­
ease (C) __ (Re) __ ; Internal Medicintf ftil-~ (Re) __ : Medical Oncology (C) __ (Re) __ ; Nephrology (C) __ 
(Re) __ ; Pulmonary Disease (C) __ (Re) __ ; Rheumatology (C) __ (Re) __ . 

13. Year certified by other American Medical Specialty Boards: Specialty _____________________ Year __ 

14. Year certified by other specialty boards (including foreign) : Board ---------- ---- Specialty _____ Year_. _ 
(incluoe tountry) • 

15. Past Professional Experience: Give a brief account of significant professional experience excluding training. Do not list positions held less than one year. 
Include full time work and major consulting or attending affiliat ions. major research and past private practice. · 

Dates 

lwlJs~~. A / lp,-:;{JN 
From 

I/ / 1 

(f s~ I () 

16. Past Academic Appointments: At college level or higher. Do not include occasional lectures . . 
0 ates 

Position Institution (with location) From 

17. Present Professional and Academic Activities: Check work status with each position. Indicate current private practice under institution. 

Position 
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Institution (with location) From 
Dates 
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Type of Practice: 

18. Type of work : _Indicate P(rimary) or S(econdary) . 'L 

3 > rivate Office Practice .$ e •11 ' ~~ . /(;2-r,-;.e£ 
ublic or private hospital practice - s-e 'm , 

__ ractice in other institutional setting (HMO, clinic or health . 
center, college, industry, etc) 

__ Teaching/training (of others) 

19. Work Site: Indicate P(rimary) or S(econdary) 

__ 'liolo private office practice 
__ /Group private office practice (including multispecialty 

groups) 
__ Military (U.S. or Canadian) 
__ U.S. or Canadian Government, non-military 

(including Veterans Administration) 
__ Public, non-federal hospital (i.e. state/ 

rovincial/local) 
__ vate hospital 

20. Wor S atus: Limited to one. 

__ Full-time private practice 
__ Full -time (35 or more hours/week) in essentially one position 
__ Full-time (35 or more hours/week) involving 

two or more income-producing positions 

__ Research/program evaluation 
__ Consultation 

1 
) 

----X:Administration ( 5 ~ < <. N D ~'(I I 
__ Writing/editing 
__ Other, please specify 

__ Medical school (including parent university and 
associated facilities) 

__ Other General Hospital 
__ Prison or correctional facility 
__ Publicly sponsored clinic (alcohol, drug, mental health, etc) 
__ Other private, for profit non-hospital organization/ 

institution (including industry) ,.....-
---~ther Private, non-profit, no -hospital organi1~on(ill.Stitutiop,f 
--l~~·jP~ S~Qjf( . "~ Su)U I -T'i"~.1 ffl tt1~1.> 

H-f{b1;f f!J ovey11)Jt.Jf ~£'111,.,..,. oof< tJ. l'S\. . ''40-
__ >ifart-time (5 to 35 hours/week) 
__ Not working or working less than 5 hours/week but not retired 
__ Not working or working less than 5 hours/week 

essentially fully retired. 

21 . Honors and Awards: List national, international as well as community service awards which are of professional significance. Limited to FIVE. Please do 
not use initial abbreviations. 

Award 
I 

o~,2l1,( Jr n ing 71 IE j)1r u I /ky:; j[1 A 

/;If STD //i/j;::: -
ZZ. Military Record: Active duty in the Medical Corps; include branch of service, dates and final rank at discharge 

Branch (Air Force, Army, USPHS. etc) 

23. ACP Activities: List of offices and committees held. 

Posi tion National 

Dates 

Regional 
(Name of Region) 

Chapter 
(Name of Chapter) 

Rank 

Dates 
From To 

24. Current Professional Memberships. List international , national, state and local societies. Indicate membership status, past presidencies as well as current 
offices held with term of office. Limited to FIVE. 

Membership Status 



25. Professional Interests: Brief description. Not to exceed 30 words. 

> 
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26. Publications: List the number of your professionally significant books and amcles. Indicate if Author, Coauthor, Contributor, Editor or Coeditor. Give year 
of most recent title. 

Number 
of Books 

)..; 

l" 
' 

Date of most recent 

fti7L/ 
Author 
Coauthor 
Contributor 
Editor 
Coeditor 

Number of Papers Presented _l_~_O __ date of most recent I 'l 1 <j 

Number 
of Articles 

l'/i 
Date of most recent 
I f; '/( 

27. Co.rnmunity Health: List participation in voluntary health organizations and community planning activities which relate to your profession. 

Powion / 
U f tf It, 

ZB. Geographical Location: You will be listed under the city and state of your p r~ ference. The city and state of your geographical location need not be the 
same c1}¥-a~;tate of your mailing address. Only ONE listing will be enterec. Cr~ rl lllences will not be usetl. 

C
. r · 1-.r 1 ( // t: ! ' s L--- / \ 1/VCJ1 S 
1ty ta te --------------------

Street City State/Province/Country Zip 

30. Telephone: Optional listing of office(s) and/or home number. Limited to TWO 

Office: ( Z?_ ~/ Office: ( ) 
Area ~ · . / Jfo' Ace.g Code ~ 

( / t c.A ;< ./ ~ -ut !_) 
31. Signature \ • 

\ 

31.t. ~7-? 33.3 / Home: ( ) __ :::> ______ _ 

Area Cod3 /2.RJ I" 
Date ~ 

Return Promptly to: J1ques C1ttell Press. P.O. Box 25002. Tempe. AZ 85282 

The editors will make every effort to assure accurate reproduction of the material submitted but reserve the right to edit such material on the basis of format, 
content and space limitations. Whenever possible, the biographee will be given an opportunity to check the listing before publication. However, in the event of 
a publication error, the sole responsibility of the publisher will be the entry of corrected information in succeeding editions. 
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