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FULL LICENSE APPLICATION L

Application Fee: Please enclose a check or money order in the amount of $600.00 made payable to the Commonwealth of
Massachusetts. The application fee is non-refundable.

Check One: /] U.S/Canadian Graduate [0 International Graduate

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

Spurrell, Timothy Patrick
Last Name (type or print clearly) First . Middle Suffix (Jr., etc.)

¥IMD.[O Do PhD [ Other degree ¥ Male [ Female

Other Name(s) Used - List any other name(s) you have used which may appear on your xdcntlfymg documents such as
medical education and examination records. If not applicable, check here [ |

Entire Last Name (type or print clearly) First Middle Suffix (Jr., etc.)

Date of Birth: . Social Security Number:
Month Day Year

Place of Birth: Lowell, MA

City State/Province/Territory Country if not USA
Home Address:
Number and Street
Crty State/Province/Territory Zip (or postal) Code
Business Address: 215 Toll Gate Road, #306
Number and Street
Warwick, RI 02886
City State/Province/Territory Zip {or postal) Code
Business Home
Telephone: (401 739-2000 , ext. Telephone: _
E-mail Address:_
Preferred Mailing Address: [ ] Business Address m Home Address

Are you applying for licensure through FCVS? (See instructions page 11) [] Yes ¥l No

\ L | 140D



PRINT NAME: T!mothy Spu rrell, MD s PAGE 2 OF 4

Pre-medical School

From To

Facility: University of Massachusetts, Lowell Degree: NA  _ 09/ /81 05/ /83
Street: 883 Broadway Street, Room 104 City: Lowell State: MA
Facility: Radford University Degree: BS 09/ /83 12/ /85
Street: _115 Martin Hall, PO Box 6904 City: Radford State: VA
Medical School

) From To
Facility: University of Connecticut Degree: MD 08/21/92 05/23/96
Street: _263 Farmington Avenue, MC1827 City: Farmington State: CT
Facility: Degree: AN AR A )
Street: City: State:

Date of medical school graduation: 05 /23 /1996

Maath Day Year
Note: U.S. graduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in medical education. International graduates must provide a written explanation for the
duration of medical education longer than six (6) years and any breaks in medical ‘education.

Postgraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the time you graduated from medical school.

From To
] OB/GYN

Facility: Women and Infant's Hospital of Rhode island Position: Residency 06/ 24/ 96 06/23 /00
Street: 101 Dudley Street City: Providence ' State: RI
Facility: Position: A A Y A
Street: City: State:
Facility: Position: Y A AR S
Street: City: State:
Facility: Position: A S A
Street: City: State:
Facility: Position: _
Street: City: State:
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Commonwealth of Massachusetts - Bo2¢® of gistration in Medicine 0]
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 (617) 654-9810 - www.massmedboard.org n
FULL LICENSE APPLICATION
)
Application Fee: Please enclose a check or money order ip the f .00 made payable to the Commonwealth of
Massachusetts. The application fee is non-refundable.
Check Oupe: I/l U.s./Canadian Graduate [ Intemational Graduate

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

Spurrell, Timothy Patrick
Last Name (type or print clearly) First Middle Suffix (Jr., etc.)

¥IMD.[] D.O[] PhD [ Otherdegree @ Male  [] Female

Other Name(s) Used_- List any other name(s) you have used which may appear on your identifying documents, such as
medical education and examination records. If not applicable, check here

Entire Last Name (type or print clearly) First Middle Suffix (Jr., etc.)
Date of Birth: ___ Social Security Number: _
Month Day Year
Place of Birth;_Lowell, MA
City State/Province/Territory Country if not USA
Home Address:
Number and Street
- City B State/Province/Territory Zip (or postal) Code
Business Address; 215 Toll Gate Road, #306
Number and Street
Warcick, Rl 02886

City State/Province/Territory Zip (or postal) Code
Business Home
Telephone: (401) 739-2000 , €xt. Telephone:
E-mail Address: _
Preferred Mailing Address: [] Business Address [C] Home Address

Are you applying for licensure through FCVS? (See instructions page 11) [] Yes ¥ No



PRINT NAME: Timothy Spurrell, MD PAGE 3 OF 4

Hospital Affiliations and Employment

List hospital appointments, in chronological order, where you had active staff privileges. Include the name and
address of the facility, your position and dates of affiliation. Also include periods of unemployment or
employment outside of medicine. Attach a separate sheet of paper if necessary.

From To
Facility: Women and Infant's Hospital of Rhode Island - Position: Staff Privileges 06, /00 Present
Street: _ 101 Dudley Street City: Providence State: Rl
Facility: Women's Care Position; Phyisican 08, /00 o8/ s0t
Street: _ 390 Toll Gate Road City: Warwick State: RI
Facility: Rhode Island Hospital Position: Staff Privileges 08/ /00 Pregenty
Street: _ 593 Eddy Street City: Providence State: RI
Facility:_Caring for Women Position: Physician/Partner 08/, /01 Present
Street: 215 Toll Gate Road, #306 City: Warwick State: RI

1. List other states (abbreviations) where you are currently or have ever been licensed: R

2. Are you certified by the American Board of Medical Specialties? m Yes [] No

3. List Board Certification(s); ~merican Board of Obstetrics & Gynecology Certification date: 10 / /03

Certification date: /

4. List your practice specialt(ies) OB/GYN

5. Have you attached an up-to-date copy of your curriculum vitae? m Yes [] No

6. Reason for requesting a Massachusetts medical license:

8. Name of Facility:
9. Address: ‘ City:
10. Anticipated starting date in Massachusetts: / /
Affidavit of Applicant

I, the undersigned applicant, hereby certify that all information included in this application for licensure constitutes
a true statement made under the penalties of perjury.

_— Q)/%/ch)'

Signature of Applicant \ \] ' Month Day Year

(Continued on page 4)



PRINT NAME: Timothy Spurrell. MD PAGE 3 OF 4

Hospital Affiliations and Employment

List hospital appointments, in chronological order, where you had active staff privileges. Include the name and
address of the facility, your position and dates of affiliation. Also include periods of unemployment or
employment outside of medicine. Attach a separate sheet of paper if necessary.

Facility: Women and Infant's Hospital of Rhode Island_Position: Staff Privileges 06, /00 Present

Street: __101 Dudley Street City: Providence State: Rl

Facitity: Women's Care Position: Phyisican 08/ (00 08/ /01
Street: _ 390 Toll Gate Road City: Warcick State: Rl

Facility: Rhode Island Hospital Position: Staff Privileges 08/ /00 Pregeny
Street: _ 593 Eddy Street City: _Providence State: Rl

Facility:_Caring for Women Position: Physician/Partner 08/ /01  Present
Street: 215 Toll Gate Road, #3086 City: Warcick State: RI

mm——

1. List other states (abbreviations) where you are currently or have ever been licensed: _RI

2. Are you certified by the American Board of Medical Specialties? w Yes [ ] No

3. List Board Certification(s): American Board of Obstetrics & Gynecology  cortification date: 10 / /03

Certification date: / /

4. List your practice specialt(ies) OB/GYN

5. Have you attached an up-to-date copy of your curriculum vitae? w Yes [] No
6. Reason for requesting a Massachusetts medical license: “To £ & AND MY P RrAreIl O

8. Name of Facility:

9. Address: City:
10. Anticipated starting date in Massachusetts: D/ 1. 0P
Affidavit of Applicant

I, the undersigned applicant, hereby certify that all information included in this application for licensure constitutes
a true statement made under the penalties of perjury.

A\ 02, 10/, 2cog
SigmﬂYKkpplicant Month Day Year
' (Continued on page 4)
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prINT NaME: _Timothy Spurrell, MD PAGE 2 OF 4
Pre-medical Scheel
Tom To

Facility: University of Massachusetts, Lowell Degree: N/A 09/ /81 05/ /83
Street: _883 Broadway Street, Room 104 City: Lowell State: MA
Facility: Radford University Degree: BS 09/ /83 12/ /85
Street: 115 Martin Hall, PO Box 6904 City: Radford State: VA
Medical School

From To
Facility: University of Connecticut Degree: MD 08/ /92 05/ /96
Street: _263 Farmington Avenue, MC1827 City: Famington State: CT
Facility: Degree: _ Y SR A A |
Street: City: State:

Date of medical school graduation: 05 /23 / 9

Month Day Year
Note: U.S. graduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in medical education. International graduates must provide a written explanation for the
duration of medical education longer than six (6) years and any breaks in medical education.

Postgraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the time you graduated from medical school.

From To
- . OB/GYN

Facility: Women and Infant’s Hospital of Rhode Island Position:Restdency 06/ /96 06/ /00
Street: 101 Dudley Street City: Providence - State: RI
Facility: Position: A A A
Street: . City: State:
Facility: Position: A SR A A
Street: City: State:
Facility: Position: A S A A
Street: City: State:
Facility: Position; A A A )

Street: City: State:
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FULL LICENSE APPLICATION PAGE 4of4

N. N, N

The primary purpose of the NP is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.
The NPI will replace all other identifiers assigned to health care providers such as those assigned by health plans, government programs
and health care purchasers for purposes of conducting these business transactions.

Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NP by May
23,2007.

Option 1:  Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NPI directly by using the

NPPES web site at www.NPPES.cms.hhs.gov.
Option 2: Certify you have personally applied for your NPI and you have not received it yet. You must notify the Board once
you have received your NPl Number. Please complete the NP1 form at the Board's web site at www.massmedboard.org.
Option 3: Certify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply
institutiors name). You must notify the Board once you have received your NPI Number.
Ontion 4: Authorize the Board of Registration in Medicine to apply for an NPI on your behalf.

Ctty appropriate box below, supply appropriate information, and sign the bottom of the page.
My

arenNels: [ [ ] l0IGIBIAIHT]

[ 1have personally applied for an NPI.

[0 1have applied for an NPI using a third party (enter name): (follow instructions for Option 3}

By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NPI on my behalf.
P

ONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes. (See page 12 of Full License Application Instructions). In addition to providing the

taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider taxonomy code is
required if you authorize BORIM to apply for an NPI on your behalf.

Taxonomy (Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: @@@@@@ Obstetrics & Gyneco!ogy

Provider Taxonomy: DDDDDDDDDD

Provider Taxonomy: AR EEEEE

NPI REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect, please review the following information and make corrections as

necessary. Please note: This information is required if you authorize BORIM to apply for an NPI on your behalf,
Social Security Number:

State of Birth (if US): MA Country of Birth (if outside the US):
Gender: W Male [J Female

18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or
agency of the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or
makes any false, fictitious or fraudulent statments or representations, or makes any false writing or document knowing the same to
contain any false, fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and
imprisonment for up to five years. Offe e organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also
authorizes fines of up to twice the g by the offender if it is greater than the amount specifically authorized by the
sentencing statute,

Signature of Applicahs — Date

PLEASE MAKE A COPY OF ALL PAGES OF YOUR FULL LICENSE APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.



Massachusetts Application for Licensure

Timothy Spurrell, MD

Addendum to Hospital Affiliations & Employment:

Facility Name & Address Position Dates of Affiliation
Kent County Memorial Staff Privileges 08/2001 - Present
Hospital

455 Toll Gate Road

Warcick, RI 02886
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1987-1989  Mental Health Worker, McLean Hospital, Belmont, MA
Counseled hospitalized patients as part of a multidisciplinary team.

RESEARCH EXPERIENCE:

2001 Frishman G.N., Spurrell T.P., Heber W.W. Folic Acid preconception
knowledge; use by infertile women. Journal of Reproductive Medicine.
2001 46 (12): 1025-30. 7
1993-1994 Research Project University of Connecticut School of Medicine,
Farmington, CT. Is social support a predictor for psychotropic
medication use in the nursing home? Awarded $10,000 grant from
the American Federation of Aging Research to conduct study.
1989-199  Research Assistant, Harvard Medical School, The Cambridge Hospital
Cambridge, MA. )
Adapted Luborsky’s Relationship Anecdote Paradigm Model to
Psychotherapy transcripts to assess patterns of self defeating behavior
in persons at high risk for HIV/AIDS.
1988-1989  Research Assistant, Harvard Graduate School of Education,
MA. Researched, reviewed and critiqued the philosophical, empirical and
clinical papers regarding the development and understanding of
emotional ambivalence.

TEACHING EXPERIENCE:

2000- present Voluntary Teaching Faculty, Women and Infants Hospital of Rhode Island
1992-1996  Member, Clinical Medicine Committee, University of Connecticut School
of Medicine, Farmington, CT. ,
Developed new curriculum emphasizing primary prevention and
wellness.
Authored syllabi and led seminars for first year medical students,
1992-1996  Seminar Instructor, University of Connecticut School of Medicine,
Farmington, CT. Led seminars for health center staff and employees in
The areas of sexual harassment and diversity training.

HONORS, AWARDS AND ACTIVITIES:

2001 Voluntary Faculty Teaching.Av‘v,ard, Brown University

2001 Dean’s Teaching Excellence A_\:a‘;ard? Brown University
1999-present Member, OB/GYN Resident Task Force

1996-1998  Medical Student Teaching Award

1996 Merck Scholar, University of Connecticut School of Medicine
1992-1996  Peer Counselor, University of Connecticut School of Medicine

OTHER EMPLOYMENT:

I3 SU/82-80

Pi



CURRICULUM VITAE

TIMOTHY P. SPURRELL, M.D., M.Ed.

'PERSONAL DATA:
Residence: _ _ - Business: Caring For Women
. ' 166 Toll Gate Road
Warwick, RI 02886
E-Mail: Birth Date: '
EDUCATION:

M.D.  University of Connecticut School of Medicine, 1996 Farmington, CT

M. Ed. Harvard Graduate School of Education, 1990, Cambridge, MA

- Counseling Psychology
B.S.  Radford University, Radford, VA
Accounting

CLINICAL EXPERIENCE:

8/01-present Caring For Women 166 Toll &iate Road Warwick, RI 02886

2000-2001  Women’s Care 390 Toll Gate Road Warwick, RI 02886

1996-2000 Resident, Women & Infants Hospital, Department of OB/GYN,
Providence, RI

1990-1992  Staff Psychotherapist, Milford Mental Health Clinic, Milford, CT
Engaged in weekly individual and group therapy with adults suffering
from both acute and chronic psychiatric conditions.

1988-1990  Mental Health Worker, The Cambridge Hospital, Psychiatric Emergency
Department, Cambridge, MA
Served as the psychiatric staff to the emergency room to provide
evaluation and disposition for patients presenting with acute psychiatric
issues. ,

1987-1989  Case Manager/Counselor, North Suffolk Mental Health Association

Chelsea, MA

Supervised mentally retarded/emotionally disturbed adults in a
residential treatment facility. Developed and implemented individual
service plans.
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UCHC EXEC V.P.

068/11/2008 14:00 FAX 860 BT3 1255
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. Board of Registration - :
In Medicine
Commonwealth of Massachusetts Board of Registration tn Madicine
550 Hanlaon Avenue, Sulte ¥G-4, Bostan, MA 02118  (617) 6548910 www.massmadboard.org

MEDICAL EDUCATION VERIFICATION

: Please complete the wajver for release of Infovmation and forward this fomn o your uriversiylmedical schoojg) or - -

" Ploass complela this form aid forward 1, fogether with a copy of te officisl transcript {which Indicates coutses taken,
. mmmmmnumnqmumum}mwnhmaoaMdmmmueuxma. ]

i name of Insitiufion was different from the above named instiitiion when gpplicant atiended, please enter ame below:

APPLICANT BISTRUCTIONS:
university of graduation for verification.
{ cathorizs the medical schoajAniveysity Reted below to provide ary sind a8 information pestatning to my medical eduicafion at your nsfifon.
Appicents Simature: M ' ' DatsofBib_____
Print or Type Narme; Sp_grrell.'ﬂmomg ____sockl SecutyNo. - -
(Last nama) ‘ (First Narmo) (Madkiln Iratia)

Ot amete) Froam tps or pank ramelp) : : ' -

Nama of Medical Schodl: University of Connecticut  Sched\ ot Medicine
Addeess: 263 Farmington Avenue, MC1827 ¢, Farmington statear Provineee O

NSTRUCTICNE TO DA OR DESIGNATED OFFICIAL OF NEDIGAL § '

Premedical Education: Does you school Imve a premedical school education requirement? £} Fes O o
I"yes,” indicate wheve the applicant completed premedical school .

Applloart's Undergradiae Sthoct___ o dford. Mooy ’\:-3 ,VA

Undergrmduate School Addrese:

(Conlinusd onpage2) .

. - |
R T T T ot



1986-1987  Stockbroker, EF Hutton, Cambridge, MA.

' PROFESSIONAL MEMBERSHIPS:

2000-present American College of Obstetn'cfsl and: Gynecology Fellow

REFERENCES:

Donald R. Coustan, M.D. Obstetrics and Gynecologist in Chief
Professor and Chairman

Gary Frishman, M.D. Associate Professor of Obstetrics and Gynecology
Reproductive Endocrinology

Lori Boardman, M.D.  Assistant Professor of Obstetrics and Gynecology
General Obstetrics and Gynecology

L3S 8D/98,30
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LIMITED LICENSE APPLICANT

Y. 2 . n
NS . ¥
& < - COMMONWEALTH OF MASSACHUS TRATION IN MEDICINE
2 563{1{1131&051 Avenue, Sulte #G-4, Boston, Mass K/é & 9810 www.massmedbeard.org
! pies

e gt ol

-

Ak MEDICAL EDU DN

) — L k
: -~

:BELF%MLMWQ: Ploase complete ¥16 walver for releasi .. .......awun ana farwanrd this fonm to your universityimedical school(s) or
. mivafylly orr;g‘raduaﬂon for verification. '

Ly

i Walvar for Release of Information

o Lo :
¢ [ autherize the medical schooliung sted balow to provide any and all information pertaining to iy medical education at your Institution,
Applicant’s SERW&AM : . Date of Birth

Print or Type Name:__ SOKE ME oy : - ANREWATIY A Soclal Sacurity No:
B {Last name) {Fiesl Nama) (Middie initlal)
Other Namaf{s)
" (Pleasa typs or print name(s) : .
Name of Medical School; COL M ©
Address: Cly,__NEW Toxg State or Provinoe: _AJ 'i
UCT. JO D ED Q |

Please completa this form and forward it, together with m copy of the official transcript (which indlcates courses taken,
dates and hours of attendance, and scores, grades, or evaluations) to the applicant, ﬂmu&m&w&mw&

APPL1 ] | RY
If name of Institution was different from the above named institution when applicant attended, pléase enter nams bealow;

Premadical Education: Does your school have a premedical school education requirement? [ Yes - ANc
If yes, Indicate whers the applicant complated premediaal school.

Applicant's Undergraduate School;

Undsrgraduate School Address:

Continued on page 2
Enroliment and Particlpation: Our records indicate that
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Enrolbment énd Pacticipstior: Our records indicate that

. Spurrefl. Timothy :

) (typo or prt the appFizants nmey {Last e} . {First name) (Mickdlo Inffiad)

alendied our medical schodd on the following dates (indicate Bie month, day'mdmlinﬁmsad!mbemo; .

ATTENDANCE DATES: . - FRON 1a FROM - 10
OS//Q\J 9 oy;a Al :

[goo4/008
E _.
i; ;
;

: L l : I l
The mppicant attanded _| bt fonivecks o totdlicaths {nrast ha lnctuded) g
st contiowing orpcammy educalion, ’ : :
check one s awarded a egree In Dochoc of Medicine ~ oifmontedarean 05 23 1\ 994
[1 wesNOT awanjed degree. Pleasa explain reasoods), _
Unuuﬂc‘mmsunou. ‘ﬂwmquammmummmwaudeﬂmmmnhmwwedummn.

No

4. Did the applicant taio any keaves of aeance or breais from hisher medixl educafion? .
2. Was tha applican ever placed on protmtion?

" 8. Was te applicant ever distiplined or urder iwestigation?
4. Were any negative reporls ever fied by ingtruciors regarding the applicant?

UCHC EXEC V.P.

COMMENTS;_ | o
(it the nstitution does nothave & seal, this form mustbe 0" e Lol bhes

/ k .
notartzad) INVERNATIONAL MEDICAL SCHOOLS MUBT  piconaro. e G
ATTACH A COPY OF THE MEDICAL SCHOOL DIPLOMA | T Name: Janice. LheS

AND A TRANSCRIPT OR PROVIDE AN EXPLANATION,  Tye;_ 'D\Ca \ear
Date: Olg 4 127 0§~ wephom(%o) LF9-29%

This form vl not be acsepted lmlees it 1. mmeu with the Institutional sealorsmﬂed ‘ ( n"
. ATE: 2,

..... T _'N'T'ALSJ[/A

860 679 1255

v ey

06/11/2008 14:00 FAX
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FullLicease Applicatioss

Commonwealth of Massachusetts Board of Registration in Medicine
560 Hamison Avenue, Sulte #G-4, Boston, MA 02118  [G17) 654-3810 www.nassmedboardorg

MEDICAL EDUGATION VERIFICATION

APPLICANT INSTRUCTIONS; Please completa the waiver for release of Information and forward this form to your uriversiiyfmedical schook(s) of
universlty ot graduation for verfication

I authorize the medical schog fisted below to provide any and alf information pertaining {0 my medical educaljon a your institution.

Applicant’s Signature: ; Date of Bilh | -
Printor Type-Name D guﬂ'ell.—'F moth" ~————Social Secuty No:
(Lasst name) (Fist Name) (Micidle leitial) ,
She e ik mame(n) T
Name of Mexical sum?“mw g University of Conneclicut
addess;_263 Farmington Avenus, MC1827 ¢, Farmington Stato or Province:. @1
TQ THE DEAN OR D) D OFFICIAL OF ) ETICAL SCHODL

Please complete this form ard fosward It, together with a copy of the official transcript (which indicates courses (gken,
dates and howrs of atlendance, and scores, grades, or evalgations) and mall It to the Boawd of Reglstration in Nedicine.

APPLICANT'S E HISTORY
(f name of insthution wes differen from the above named instifution when applicant atfended, please enter namea befow:

(LWD) py:TEPL $2-50-68002

IvELSIDEN NNOOQ

8517987088 TV TP T80
§S2L £19 098 X¥4 $0:60 8002/52/80

lf*yes,” inciicale where the applicant completed premedical school.

Applicant’s Undergraduate Schoo:
Undergraduate School Address:

(Ganfinued on page 2)
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G088 S1 55
LIMITED LICENSE APPLICANT - FORM A

liment and Participatg;n: Our records indicate that

oremebiun ;O/dnm LA 1 A

- or print the applicant's name): (Last name) (Fir%ame) (Middle initial)

ded our medical school.on the following dates (indicate the month, day and year in the section below)

ENDANCE DATES: FROM 10 FROM 70
| 12099 _©1/3100 i1 103 5119104

4 1281008 _6I1J510] i .

_bII5I0)  _oIR0D I/ I/

The applicant attended Mtotal weeks (musgBe included) of continuing on-campus education, not less than 32 weeks in each academic year

on (monthicayivean) <3 1 /9 1Y

check one Mas awarded a degree in _

[] will be awarded on [ ] (Form B must also be completed and returned with this Form A)
sual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical education. All
tions must be answered. If you answer “YES” to any of the questions below, please enclose an explanation.

YES NO
d the applicant take any leaves of absence or breaks from his/her medical education? (Explain "personal leaves”.)
as the applicant ever placed on probation? :
las the applicant ever disciplined or under investigation?
Ative regarding the applicant?

%ot MIVLps \/\Z% 749/;4/@541‘,)

v ¢

AFFIX INSTITUTIONAL SEAL HERE Signature: @%M (ﬂ )&Ma\)

e institution does not have a seal, this form must be

rized) ‘ Print Name: g&/‘ﬁ%@g Sfm
RNATIONAL MEDICAL SCHOOLS MUST ATTACHA  Title: /Z) 5o %ﬁ VZJ)WAZ% ; SIS

Y OF THE MEDICAL SCHOOL DIPLOMA AND A

NSCRIPT OR PROVIDE AN EXPLANATION. Date: Z '/ [ d_OQS/TeIephone: Q). 2Y2~ ‘7/790

This form will not be accegfed unless it is stamped with the inétitqtional'seal or notarized.



Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 (617) 6549810 www.massmedboard.org

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: | authorize the release of information from my postgraduate training program listed below, as requested by the

chusetts Board of Registration in Medicine.
Applicant's Signature: Date: % 8%?17

Print or Type Name: _Timothy Spurrell, MD
Name of Institution: _WVomen and Infant's Hospital of Rhode Island

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward it to the applicant in a W&gﬂw_ If the department was a “rotating” or “transitional”
program, please submit documentation of the rotations, dates and hours of training. .

Name of Institution: ((Jomen ¥ ZpFAuTs 9‘4 Ww{?«f /é’,eow.u é(N)’UI/S‘J?_
If name of [nstitution was different when applicant attended, please enter name:

Enroliment and Participation: Our records indicate that marﬂq \%447-&&(_ participated in the following program.
(Print appli€ant's name) :
Dates Attended Accredited By
Program Type PGY Department or (MONTH/DAY/YEAR) Completed (ACGME, RSC, ACA
{internship, residency, (1,2,3,4) | type of specialty FROM To {(YESMNO) or nat accredited
fellowship) training
: e/L3
z&m# / 08[Cyy | SR /9% 972 |y ACome
/23
/,660‘4&/,1% Z 08/Gya | Y/29/s997 ; 797 Y &g ACGm <
= é 23 7
fww 3 08/6 4 bferst) 1998 | 1999 gL Aecm €
. 6/23
W e 08)/Cy/ | ¢fad/pes Yot Y14 4cene

(Continued on page 2}




2505 G 10 .
) Full License Application
EnroBment and Participation: Our records indicata that :
Spurrell, Timothy
(type ot priet the spphicant's neme}; {Las? mame) (First nams) {Midls it

aitended aur madital school on the following dales(hdmteﬂmnmm,daynndyearmmesadfon below): ]

ATTENDANCE DATES: FRON i FROM o y
L rrusz &L__/__'b TEWALY S 24a6
K,__IZRIO\"\ (o 14 12y I I A A
LA G ROISS _ S

The appicaat atianded {0\ tota waeks o\ moiuimoutis (must be mcludet) of notless han 32 wesks in each seatymic vear

timuln -GS,
ducne [ ow awanded a degres hWon(mommmi@ A

[[] was NOT awarded dagrea. Piease explain reason(s).

1. Did Ewappimnlmanywesofak:enoeubmalsﬁomhmmedml education?
2. Was the applicant ever placed on probation?

3. Was he spplicant ever disdplined of under vestigation? -

4. Were any negative reports evex filed by instructars regarcing the applicant?

COMMENTS;

%o "

G621 BL8 098 X¥J 50:60 8002/62/20

86TPo8Y008 THA TP

“Usiusua c&cm«:m.mm quediowappfyb ummlmms!ames that ooourred during any-parf-of the apmu’smedml edycation:

AFFIXINSTITUTIONAL SEAL HERE

" {ifthe institution does not have a seql, this form must be

notarized) INTERNATIONAL MEDICAL SCHOOLS MUST
ATTACH A COPY OF THE MEDICAL scuoowmorm - Fithame: e (ona MO

—osw

{LWD) bhizeibl bzeeo-sacz

dV4ISIH3Y NNOOO

e 2 2o Q)K Telepione: (&@)Gﬂﬁ A2s

This form will not be accepted unless it is stamped \'n!h the institutional seal or notarized.
Seal Verified

DATE: [o O
WU
INITIALS; %[L_

s33Le BUBUSD[Y SuRaBSH WOk §448-868-¥08

enNalR
$060/€00 @

‘d’A 33X3 JHIN



PRINT NAME: _Timothy Spurrell, MD DATE: 12 406/ 07

SUPPLEMENT FORM

IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the additional
information on pages 4-10,

QUESTIONS

L.

6-A.

6-B.

8-A.

8-B.

Since your enroliment in college, have you been subject to any disciplinary action (see
definition) at an academic institution?

Have you ever been terminated or granted a leave of absence by a medical school or medical
post-graduate training program or have you ever withdrawn from a medical school or medical
postgraduate training program or had to repeat a year of postgraduate training?

Have you ever applied for licensure or to sit for an examination or taken an examination under
a different name? If so, previous name:

Since your enrollment in college, have you been denied the privilege of taking or finishing an
examination or been accused of cheating and/or improper conduct during an examination?

Have you ever failed any of the following examinations: FLEX, any State Board examination,
any part of the National Boards, any Step of the USMLE, NBOME, or have you failed to gain
certification from the National Board of Medical Examiners, any other certification body or
any foreign licensing or certification body?

Have you ever, for any reason, been denied a medical license, whether full, limited, temporary,
or have you withdrawn an application for medical licensure?

Have you ever voluntarily surrendered a license to practice medicine or any healing art?

Have you ever, for any reason, lost American Board of Medical Specialty or been denied
required recertification by one or more specialty boards?

Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any governmental
authority, health care facility, group practice or professional medical society or association
(international, national, state or local)? (See definition).

Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws, or
standards of practice by any governmental authority, healthcare facility, group or professional
medical society or association ( national, state or local)?

YES

Applicant’s Signature: W Date: 2*/ ( 0/08

\

-

QBT /B0
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POSTGRADUATE VERIFICATION FORM PAGE -2

appucants  name:_limothy Spurrell, MD

Unusual Clrcumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical education.
Please circle the appropriate response. )f you answer yes to any of these questions, please enclose an explanation.

QUESTIONS YES © NO

1. Did the applicant take any leaves of absence or breaks from histher post-
graduate training?

2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any negative reports ever filed by instructors regarding the applicant?

5. Were any limitations or special requirements imposed on the applicant
because of questions of academic  Incompetence or disclplinary problems?

6. During the applicant's participation, our postgraduate medical training Mwas accredited by: mME

COMMENTS;

Cother:

Certification: | hereby certify that the above information is correct, to the best of my knowledge.

Program Director's Signature: W ‘E -

AFFIX INSTITUTIONAL SEAL HERE

bt

Print Name: :ZoUALJ f 6,044577%% ’V)

Seal Verified
138&TE:

(if the institution does not have a seal,
this form must be notarized by-a notary

public). . Academic Title: 04 / 6 (,/I,() —Ln- (ZA'?/ p

Telephone: (4 VA2 -ty AL Today's Date:

2, /1, zooa°

PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE

ACROSS THE SEAL OF THE ENVELOPE.

L (o

“anaLs: (e

viogebed 66SLEGVL0P-L+ 0L

(LWD) 60:¥EVL 61-20-8002

S301ISS BUISUSOIT 24ROUESH IWoId  §/06-6EE-H06



9-A.

9-B.

9-C.

10.

11.

12.

13.

14.

15-A.

15-B.

Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or recommended by
a medical staff committee or governing board?

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committee or
governing body?

Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment?

Have you ever been charged with any criminal offense, other than a minor traffic offense?

Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended revoked, denied, restricted or surrendered, or have you ever been called before
or warned by any state or other jurisdiction including a federal agency regarding such
privileges?

Has any professional liability insurance provider ever restricted, limited, terminated,
imposed a surcharge or co-payment, or placed any condition related to professional
competency or conduct on your coverage or have you ever voluntarily restricted, limited or
terminated your insurance coverage in response to any inquiry by a professional liability
insurance provider?

Have you ever been the subject of any suspension or probation proceedings instituted Blue
Cross or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan; or
have you ever been restricted from receiving payments from any Blue Cross or Blue
Shield, Medicare, Medicaid (any state), or third party programs?

Have you ever had an application for membership as a participating provider rejected by
any HMO/PPO/IPA or other prepaid health care plan or your contract as a participating
provider terminated by any HMO/PPO/IPA or other prepaid plan?

In the past ten (10) years, has any medical malpractice claim been made against you,
whether or not a lawsuit was filed in relation to the claim?

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is
related to your competency to practice medicine, or your professional conduct in the
practice of medicine, been filed against you or has such a suit been settled, adjudicated or
otherwise resolved?

Agpplicant’s Signature: Q\/ 'Datez / [ ro / 08

A



9-A.

9-D.

10.

11.

12.

135

14.

15-A.

15-B.

YES NO

Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or recommended by
a medical staff committee or governing board?

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committee or
governing body?

Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment? ‘

Have you ever been charged with any criminal offense, other than a minor traffic offense?

Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended revoked, denied, restricted or surrendered, or have you ever been called before
or warned by any state or other jurisdiction including a federal agency regarding such
privileges?

Has any professional liability insurance provider ever restricted, limited, terminated,
imposed a surcharge or co-payment, or placed any condition related to professional
competency or conduct on your coverage or have you ever voluntarily restricted, limited or
terminated your insurance coverage in response to any inquiry by a professional liability
insurance provider?

Have you ever been the subject of any suspension or probation proceedings instituted Blue
Cross or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan; or
have you ever been restricted from receiving payments from any Blue Cross or Blue
Shield, Medicare, Medicaid (any state), or third party programs?

Have you ever had an application for membership as a participating provider rejected by
any HMO/PPO/IPA or other prepaid health care plan or your contract as a participating
provider terminated by any HMO/PPO/IPA or other prepaid plan?

In the past ten (10) years, has any medical malpractice claim been made against you,
whether or not a lawsuit was filed in relation to the claim?

-"In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is

related to your competency to practice medicine, or your professional conduct in the
practice of medicine, been filed against you or has such a suit been settled, adjudicated or
otherwise resolved?

Applicant’s Signature: \\ ; Datez(p / I ((// O%

Lt



- Massachusetts Physician Renewal Application

‘Physician Name: Timothy P Spurrell, M.D. License No.: 236470
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice -
a) Massachusetts: Q. RI
b) Federal (DEA) 9) States where you were previously licensed
<) Federal (DEA) XS: i

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private

offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on

or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based prescribing services

List the names of all work sites in Massachusetts , Location State Delete?
(See above and description on page 4.) (City or Town) )
1 LANN T (. 05TON Mao_ | O
fLANNED PARENTHoOD WOoRcEsTER_ | MA | O
|
O
0

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)

Average weekly hours involved in: a) inpatientcare  __ 0 hrs/wk Change to: hrs/wk
b) outpatient care -0 hrs/wk Change to: _} 5 hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
gb(ck one. Locum tenens must list policy dates. My medical liability insurance is provided through:

Insurance Carrier (complete below)

Current Insurance Carrier: Change to:
Policydates: From | /1 Q4  To_| /1 /| 0
Type of Policy: Claims made with tail coverage 0O Occurrence Policy

(Enclose a copy of the certificate of insurance or the face sheet)

[ Letter of Credit subject to Board approval (drtach a copy.)

0 1am registering with Active status but I am not required to have medical liability insurance because I am:

Checkone; [  Notinvolved with direct or indirect patient care in Massachusetts
[0 A Govemment Employee under Federal Tort Claims Act (FTCA)

3  Otherwise exefnpt (Please explain)-

/

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) m{es [1 No
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

1S sorg2 10



————

- Massachusetts Physician Renewal Application

‘Physician Name: Timothy P Spurrell, M.D. License No.: 236470
PART A
Renewal Due Date: 01/19/2009 Birth Date:

1) Current Status: Active

only one: (See Renewal Instructions, page 3.)
O Retiring

Ch:
1 Active

1f you want to change your current status, please check one of the following boxes to indicate your new status:

O] Inactive

[J Do not wish to renew

Business addresses CANNOT be a Post Office Box.

'2a) MAILING ADDRESS ‘
1363 Narragansett Boulevard %& RECTY JED »\

Cranston, RI 02905 1;-*’”

U gan2e 20 1§

[0 Check here to change this address B Oafd of Registfaﬁﬂﬂ
2b) HOME ADDRESS in Medicine

Phone: _
3 Check here to change this address
2¢) BUSINESS ADDRESS
Caring for Women
215 Toll Gate Road, #306
Warwick, RI 02886

" Phone: (401)73%-2000
- 3 Check here to change this address

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Please make corrections (print)

Mailing Address:

City/Town: State:

Zip: Country:

Home Address:

City/Town: State:

Zip: . . Country:

Home Telephbne: ( )

Home address cannot be a Post Office Box

Business Address:

City/Town: State:

Zip: Country:

Business Telephone: ( )

Business address cannot be a Post Office Box

Correct your E-mail and Fax Number below:

3) E-mait Address: _
4) Fax Number: L&Q \ }31— ?% " ’L
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology O
O
a

{See enclosed instructions and Renewal Instructions, page 4.)

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Asseciation (AOA) Information.

List Certifying Board(s) below:

Board Name ABMS or AOA

Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.

Certificate/Subspecialty

Delete?

Obstetrics & Gynecology ABMS

Obstetrics and Gynecology

ojaig

LS 80,8210



- Massachusetts Physician Renewal Application
Physman Name: Timothy P Spurrell, M.D. License No.: 236470

YES NO

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

ey

14) CLAIMS MADE
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).

b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

15) CLAIMS CLOSED
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during
this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?

17) CRIMINAL CHARGES

a) Have you been charged with any cnmmal offense during this time period?

b} Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today?

d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practxce,
employer or professional association?

b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
c) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance casrier?

/
22) CME CERTIFICATION: /
a) Have you completed your CME requirements preceding your renewal date? Yes [] No
b) If no, are you requesting a CME waiver? [OYes [] No

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one) [J Inactive Stans [ Residency/Fellowship training

SO/ES/ L0

ie



{ "ACORD. CERTIFICATE OF LIABILITY INSURANCE

DATE {MM/DO/YYYY)
01/08/2009

PRODUCER
Marsh USA, Inc.

1166 Avenue of the Americas
New York, NY 10036

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

INSURERS AFFORDING COVERAGE NAIC #
INSURED : N/A N/A

PLANNED PARENTHOOD LEAGUE OF INSURER &
MASSACHUSETTS INSURER B: National Union Fire Insurance Company 19445
AN AFFILIATE OF PLANNED PARENTHOOD SOERG
FEDERATION OF AMERICA, INC
1065 COMMONWEALTH AVENUE prerep——
BOSTON, MA 02215-1001

INSURER E:

COVERAGES

THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD INDICATED.
NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE
MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN |S SUBJECT TO ALL THE TERMS, EXCLUSIONS AND
CONDITIONS OF SUCH POLICIES. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

BOSTON, MA 02215

INSK AD POLICY EFFECTIVE (POLICY EXPIRATION,
TR m‘;ﬁ “TYPE OF INSURANCE POLICY NUMBER DATE (MM/DDIYY) | DATE (MW/DDIYY) umTs
3 . TEACHOCCURRECE
] COMMERCIAL GENERAL LIABILITY PREMOESEAcorence) S
| cams maoe [ occur MED EXP (Any one person} |§
e PERSONAL & ADV INJURY [$
- GENERAL AGGREGATE = |$
GENERAL AGGREGATE LIMIT APPUES PER PRODUCTS - COMPIOP AGG$
] eoucy[ | secr [ | Loc
AUEOMORK R LABLITY COMBINED SINGLE LIMIT  |g
ANY AUTO {Ea accident)
[ | ALL OWNED AUTOS BODILY INJURY $
|| ScHEDULED AUTOS (Per person)
= HIRED AUTOS BODILY INJURY $
NON-OWNED AUTOS (Pec accident)
— PROPERTY DAMAGE
- {Per accident) $
GARAGE UASIUITY AUTO ONLY - EAACCIDENT |
|| anvauto omHERTHAN _EAACC $
AUTO ONLY: p—
EXCESS/UMBRELLA LIABILITY EACH OCCURRENCE $
[
| | occur D CLAIMS MADE AGGREGATE [
$
DEDUCTIBLE s
RETENTION $ e
WORKERS COMPENSATION AND WC STATU- OTH-
EMPLOYERS® LIABILITY
E L EACH ACCIDENT $
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED? E.L DISEASE - EA $
D e oS below L DisEAE - PoLiCY L [$
OTHER
B | MEDICAL PROFESSIONAL 6793286 01/61/09 01/0110 PER CLAIM 1,000,000
CLAIMS-MADE COVERAGE AGGREGATE 3,000,000
PROGRAM RETRO: 11/01/76
DESCRIPTION OF OPERATIONSALOCATIONS/VEHICLES/EXCLUSIONS ADDED BY ENDORSEMENT/SPECIAL PROVISIONS
DR. TIMOTHY SPURRELL IS AN INSURED UNDER THE ABOVE REFERENCED POLICY. !
}
_J
CERTIFICATE HOLDER NYC-003105257-01 CANCELLATION
SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE
TIMOTHY SPURRELL EXPIRATION DATE THEREOF, THE ISSUING INSURER WiLL ENDEAVOR TO MAIL
C/O PLANNED PARENTHOOD LEAGUE OF MASSACHUSETTS 30 DAYS WRITTEN NOTICE TO THE CERTIFICATE HOLDER NAMED TO THE LEFT,
1055 COMMONWEALTH AVE

BUT FAILURE TO DO 8O SHALL IMPOSE NO OBLIGATION OR LIABILITY OF ANY KIND
UPON THE INSURER, s AGENTS OR - REPRESENTATIVES.

A‘l’?’m RESENTATIVE 2 ! - /d_ Q_"p

Chris Kakel

e . e P PR Fe O & NS bhe A DD B
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« Massachusetts Physician Renewal Apphcatlon

o)
Physlcmn Name: Timothy P Spurrell, M.D. License No.: 236470 ;\:
PART C l{)
Ch‘ k One: PHYSICIAN PROFILE f
8 I have reviewed my Physician Profile at http://profiles. massmedboard.org and confirm that the information is accurate. ~
(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)
1 have reviewed my Physician Profile and attached a copy of the Profile with corrections. o

O
O

My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1) T certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 119, sec. 51A, and I
understand the punishment for failure to comply.

2) 1 centify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C, sec. 10, and
1 understand the punishment for failure to comply.

3) I certify that ] have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and 1 understand the punishment for failure to comply

4) 1 certify that 1 have complied with my obligations to report the treatment of wounds, bums and other injuries pursuant to G.L. ¢. 112,
sec. 12A.

5) 1 certify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. c. 112,
sec. 12A 1/2.

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. SF,
when I have a reasonable basis to believe that person violated any provisions of G.L. c. 112, sec. S or any Board regulation.

7) I certify that 1 have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and I understand my obligations under G.L. c. 112, sec. 2.

8) I certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1 understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless 1 make these certifications under penalties of

perjury.
9) I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) I centify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. c.119A.

1) I certify that I have complied with-my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. c. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ¢t seq. I understand that
the Patient Care Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

12) I centify that 1 have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which 1 have referred a patient for physical therapy services pursuant to G.L. c. 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: /((\ /\/\/\ SWM Date: 15,09

MAKE A COPY OF YOUR PL ATION AND Al J ATTACHMENTS REFORYE RMATY INC VOIITMIICST DTT ATR] 4




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timothy P Spurrell, M.D. License No.: 238470

Current Status: Active License Expiration Date: 2/16/2011
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Caring for Women
215 Toll Gate Road, #306
Warwick

Rhode Island - 02886 -
United States of America
(401) 739-2000

3) Email Address:
4) Fax Number: (401) 732-7842
5) Specialties

Obstetrics and Gynecology

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)

Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers
Massachusetts ~ Federal (DEA) Federal (DEA) XS

8) Other states where you are now licensed to practice
Connecticut
Rhode Island

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc "

Work_$_ite Location




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timothy P Spurrell, M.D. License No.: 236470

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care O hrs/wk
b) outpatient care 19 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Promutual Insurance 04/22/2010 04/22/2011 Occurrence Policy
Marsh USA, Inc 01/01/2011 01/01/2012 Occurrence Policy

13) Do you perform any surgery in your Massachusetts office?

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

15) Claims Closed ) ) ) : ) . e s .
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges

ag Have you been charged with any criminal offense during this period?

b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?

d) Are any Application of Issuance of Process pending against you?

18) Other Issues

a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?

b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?
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Compliance with Legal Responsibilities
Online profile: )
[X]! have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L. c. 119 sec. 51A and | understand the punishment for failure to comply.

2) | understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuantto M.G.L. c. 19C sec. 10 and | understand the punishment for failure to comply.

3) | understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.L. c. 19A sec. 15 and | understand the punishment for failure to comply.

4) | understand and agree to comply with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to comply.

5) Iunderstand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

6) | understand and agree to comply with my obligations to report a physical to the Board of Medicine pursuant
to M.G.L. c. 112 sec. 5F, when i have a reasonable basis to believe that a person violated any provisions of
M.G.L. ¢c. 112 sec. 5 or any Board regulation.

7) lunderstand and agree to comply with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedute; pursuanfto M.G.L. ¢. 112 sec. 2.

8) | understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) |understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 62E Sec. 2.

10) | understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. ¢. 119A

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which |'have referred a patient for physical therapy services,
pursuantto M.G.L c. 112 sec. 12AA.

13)! am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
[dentifier (NPI) number.

14)! understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

15)! understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

| have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.




