STATE OF VERMONT
RENEWAL APPLICATION

I hereby apply for the renewal of my LIMITED TEMPORARY LICENSE as a Physician for the
period from 07/01/91 to 06/30/92 under the provisions of 26 V.S.A. § 1391(e).
Renewal fee $40.00

ol G134 ) o
ALLELER LOCTLEE gy AL AL
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SURLINGTON 0T f540;

Home Address:

City, State, Zip Code:

INFORMATION NEEDED

PLEASE CIRCLE YES OR NO. A "YES" ANSWER REQUIRES AN EXPLANATION.

Have you ever had any emotional disturbance or mental illness which has impaired your ability to practice medicine or to
function as a stadent of medicine? YES/NO

Have you ever had an organic illness which has impaired your ability to practice medicine or to function as a student of
medicine? YES/NO

Have you, at any time, been a defendant in any criminal proceeding other than minor traffic offenses? YES/NO

Are you now, or have you been in the past, dependent upon alcohol or drugs? YES/NO

Are any formal disciplinary charges pending or has any disciplinary action been taken against you in the last ten years by any
governmental authority, by any hospital or health care facility, or by any professional medical association (international,
national, state or local)? YES/NO

Has any medical malpractice claim been made against you in the last ten years (whether or not a lawsuit was filed in relation
to the claim)? YES/NO

Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied, suspended
or revoked, or resigned from a medical staff in lieu of disciplinary action? YES/NO

Have you ever voluntarily surrendered a license to practice medicine or any healing art? YES/NO

Has your privilege to possess, dispense or prescribe controfled substances ever been suspended, revoked, denied, restricied or
surrendered, or have you been called before or warned by this statc or any other jurisdiction including a federal agency at any
time? YES/NO

Have you ever been denied the right to participate or enroil in any system whereby a third party pays ail or part of a patient’s
bill?  YES/NO

Have you withdrawn an application for a medical license or been denicd a medical license for any reason? YES/NO
Have you ever been turned down for coverage by a malpractice insurance carrier? YES/NO

Other states where you are now licensed to practice:

YOU MUST SIGN THE REVERSE SIDE OR YOUR LICENSE WILL NOT BE RENEWED



A professional license may not be renewed uniess the licensee certifies that he or she is in good standing
with respect to or in full compliance with a plan to pay any and all child support payable under a
support order as of the date the application is filed. "Good standing" means that less than one-twelfth of
the annual support obligation is overdue, or liability for any support payable is being contested in a
judicial or quasi-judicial proceeding; or he or she is in compliance with & repayment plan approved by
the office of child support or agreed to by the parties; or, the licensing authority determines that
immediate payment of child support would impose an unreasonable hardship (15 V.S.A. § 795).

A professional license may not be renewed unless the licensee certifies that he or she is in good standing
with the Department of Taxes. "Good standing" means that no taxes are due, the tax liability is on
appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable
hardship (32 V.S.A. § 3113). The maximum penalty for perjury is fifteen years in prison, a $10,000
fine, or both.

STATEMENT OF APPLICANT

I hereby certify that; I am not subject to any support order or I am subject to a support order and
am in good standing with respect to or in full compliance with a plan to pay any and all child support
due the State of Vermont as of the date of this application.

I hereby certify, under the pains and penalties of perjury, that [ am in good standing with respect
to. or in full compliance with a plan to pay any and all taxes due to the State of Vermont as of the date
of this application.

I further certify that all information contained in this renewal application is true and accurate to
the best of my knowledge.

Date Signature

Print Name:

IMPORTANT: Please be sure to write your license number on your check., Check for correct
spelling of name and proper address. Print any changes in the adjoining space. Sign and date the
application. Enclose the correct fee in check or money order payable to the Secretary of State.
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FOR OFFICE USE ONLY: VERMONT BOARD OF MEDICAL PRACTICE

Renewal: Complete: Sent to Board for Review:

Posted: Returned from Board for posting: /
Date Initial
i.icense Printed:



VERMONT BOARD OF MEDICAL PRACTICE

LIMITED TEMPORARY LICENSE RENEWAL

STATEMENT OF SUPERVISING PHYSICIAN

I certify that is engaged as an intern, resident, fellow or
medical officer at:

Hospital:

Department:

Address:

City, State, Zip Code:

[ state that the above applicant is under my direct supervision and control. I further state that I shall be
legally responsible and liable for all negligent or wrongful acts or omissions of the limited temporary
ficensee.

Supervising Physician’s Name Printed Date

Address

City, State, Zip Code

Signature of Supervising Physician Supervising Physician’s License Number

NOTE: "Affidavit of Supervising Physician" must be completed by and signed by the individual who
will be supervising your work at the location indicated on this Renewal Application.

Return the completed form and fee to: Vermont Board of Medical Practice
109 State Street
Montpelier, Vermont 05609-1106
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RENEWAL APPLICATION

I hereby apply for the renewal of my LIMITED TEMPORARY LICENSE as a
Physician for the period from ©7/01/1990 to 26/36/9Y wunder the

provisions of Title 26, Chapter 23 VSA. Renewal Fee $10.00

SPECIAL INSTRUCTIONS ‘
DURING THE PREVIQUS YEAR, HAVE YOU: A YES REQUIRES AN EXPLANATION
please circle either yes or no

Had any treatment for mental illness? E
Had any convicticns other than for minor tratfic violations?

Had an addiction to ¢r been treated for drug or alcchol abuse?
Had any jurisdiction deny or take action against v i ?
Had any final liability judgments or settlementg?
Had any hospital privileges denied, conditiocned or revoked:?

A new law provides that a professicnal license may not be renewed
unless the licensee certifies that he or she is in gocd standing with
the Department of Taxes. Good standing means that no taxes are due,
the tax liability 1s on appeal, the taxpayer is in compliance with the
payment plan approved by the Commissioner of Taxes, or the licensing
authority determines that immediate payment of taxes would impose an
unreasonable hardship (32 V.S.A. § 3113).

The maximum penalty for perjury is fifteen years in priscn, a
$10,000 fine, or both,

I hereby certify that the information contained on this renewal
application is true and accurate to the best of my knowledge.

I further certify, under the pains and penalties of perdjury, that
I am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due the State of Vermont as of the date of
this application.

7 g
_ o ‘ ny Z
Date :ﬁ/;léz/ﬁ%CJ Signature Lﬁéﬁéﬂ?/vﬂww,Zi;éz4qﬂ”,%vm -

ITMPORTANT: Check for correct spelling of name and proper address. Print any changes in the” adijoining

space. B5ign and date the application. Enclose the correct fee in 2 check or money order payable teo the
Secretary of State.



STATEMENT OF SUPERVISING PHYSICIAN

I certify that the physician named in the Renewal Application above is
engaged as an intern,(f%fifiﬁgg fellow or medical office at:

Hospital: Medical Center Hospital of Vermont

Dept: Family Practice

City, State: Burlington, Vermont

I further state that I recognize that I shall be legally responsible
and liable for all negligent or wrongful acts or omissions of the
limited temporary licensee.

Allan M. Ramsay, M.D. May 22, 1990
Supervising Physician’s Name Printed Date
(ilLﬂJQU\ﬂ.%iiﬂﬂ$§HﬁthgPAﬂﬁﬁﬁf 42-0006573 (veymont)
Signature of Supervising Physician Supervising Physician’s License ¥
NOTE: "Affidavit of Supervising Physician®™ must be completed by and signed by the individual who will

be supervising your work at the location indicated on this Renewal Application.

Return the completed form and fee to: Board of Medical Practice
Licensing & Registration Div.
Pavilion Office Building
Montpelier, V7T 05602
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STATEMENT OF SUPERVISING PHYSICIAN

I certify that the physician named in the Renewal Application above is
engaged as an intern, resident, fellow or medical office at:

Hospital: Medical Center Hospital of Venuont

Dept : Family Practice

;« Burlington, VI' 05401 __

I further state that I recognize that I shall be legally responsible
and liable for all negligent or tirorigfiil acts or omissions of the
limited temporary licenseé.

John J. Saia, M.D, S May 1, 1989
Supervising Physician’s Name Printed Date
j%(/: o 42-000-4287

Signatubé“%f Sppervising Physician ~ Supérvising Physician’s Licenss ¥
S

NHOTE : "Attidavit of Supervising Physician™ mist be completed by and sigrned by the individual who will
be supervising youfr work at the location indicated on this Rehewal Application.

Return the completed form and feé to: Board of Medical Practice
Licensing & Registration Div.
Pavilion Office Building
Montpelier, VI (05602
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VERMONT STATE BOARD OF MEDICAL PRACTICE
APPLICATION FOR LIMITED TEMPORARY LICENSE TO PRACTICE MEDICINE
To the Vermont State Board of Medical Practice:

I hereby make application for a limited temporary license to practice
medicine and surgery as an intérne, resident, fellow or medical officer in

the State of Vermont at the ﬁ%;ﬂgg%éiﬁ-% ity HOSPItal;;éﬁ V?vamﬁf

Department of Frwiily fvwrdizy under the supervision of John J. Saia
K]

,M.D., and submit the following information as required

by law.
1. HName in full J&e H &g Y s, L oon iy bber 5 e o ien o N,

2. Vermont Address

-

3. Present Address (If Different) <, wis. A

6. Have you ever been convicted of a crime other than a minor traffic vio-

lation?  p/o 1f yes, explain.

7. Have you ever discontinued your education, training or practice for a

period of more than three menths? yﬁﬁ ~If yes, explain on back.
8. Education: List chronologically each college or university at which

you have been enrolled.

é‘w‘r %s,kf 4 £obles . &{rb\ft‘@ﬁﬂ E\jf ‘é’/?éé - "’/!“7’ ﬁ;/ﬁi
Name ¥ Loeation ‘Dates Degres
Tompkins* ol _Conmity bolbye eyl 1l Uy gy —
Name Location ° " Dates Degree
Vegwmedt  Calle o o ed i ﬁ§u¥@%ma§ma B T du- ffﬁﬁ M 1
“Name ' Location ' Y Dates Degree

9, Training: List chronologically all post-graduate training positions held.

By Nv\ Lt g/yé S f" - ,;;f} Ve d M“Q -E‘\fﬂ \ M. - 4
Name of Institution Location

Dates

Name of Institution Location Dates

Name of Institution Location Dates
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10. Have you ever been denied a certificate by, or the privilege of taking an

examination before any State Medical Examining Board? {o If yes, ex-
plain.
1i. Do you have a Standard ECFMG Certificate? Mo If so, attach copy.
12. Have you ever taken the FLEX Examination? W If so, where?
When Passed or Failed

13. Attach a photbcopy of your Medical School Diploma. If possible.

DATE : &tmg b, 1944 SIGNED: s e M.D.

AFFIDAVIT TC APPLICANT

I, Adbrs Sy BEING FIRST DULY SWORN, DEPOSE AND SAY THAT I AM THE
PERSON REFERRED TO IN' THE FOREGOING APPLICATION AND SUPPORTING DOCUMENTS AND
THAT THE ATTACHED PHOTOGRAPH IS A TRUE LIKENESS OF MYSELF. I HAVE READ THE
QUESTIONS IN THIS APPLICATION AND ANSWERED THEM TO THE BEST OF MY ABILITY AND
KNOWLEDGE, FURTHER, SHOULD I FURNISH ANY FALSE INFORMATION ON THIS APPLICATION
I HEREBY AGREE THAT SUCH ACT SHALL CONSTITUTE CAUSE FOR DENIAL OF MY APPLICATION
OR IMMEDIATE REVOCATION OF MY LIMITED TEMPORARY LICENSE.

" -

o ,/ P
ffﬁéﬁf{% a2 fff
: o éﬁ-GNEp -
SUBSCRIBE AND SWORN TO BEFORE ME THIS .« DAY OF __ /)y 199k
g ; N LA . s i L
COUNTY  {_ e STATE Ve pant
A e ey
NOTARY PUBLIC () o e
’ SIGNED

Board of Medical Practice
Licensing & Registratrion
Pavilion Building
Montpelier, VF 05602

Mail completed form to:

Telephone: (802) 828-2673



SUPERVISORY AUTHORIZATION

This section must be completed by the physician who will be supervising
your work while in Vermont. This licensed physician will be responsible
and liable for all negligent or wrongful acts or omissions of the limited
temporary licensee. Termination of appointment as interne, resident, fel-
low or medical officer of such designated hospital or institution shall
operate as a revocation of such limited temporary license. Such limited
temporary license shall be revoked upon the death or legal incompetency of
the licensed physician or upon ten-days written notice of the licensed
physician. ' :

I certify that the said Dr. Atlegra Shummey is engaged as

an interne, resident, fellow or medical officer for the Medical Center

Hospital for the period _June 23, 1988 to June 30, 1989

I further state that I shall be legally responsible and liable for all

. . . .y o .
negligent or wrongful acts or omissions of this llmlte%ftgégorary licensee.

-

Qw_w} P

D At e

;jhﬁwzwﬁ, M.D.
%&pervéﬁéﬁg Phystetan John J. Saia, M.D.

Vermont License 4287

Seal of (NOTE: If hospital has no seal the signature must be acknowledged
Hospital before a Notary Public)
State of
County of
In on the day of
19, before me personally appeared M.D.

te me known and known by me to be the party executing the foregoing instrument,

and he acknowledged said instrument, by him executed, to be his free act and deed.

(SEAL)

Notary Public

My commission expires on .




CERTIFICATE OF GRADUATION

Must be Completed For All Applicants

To whom it may concern:

This is to certify that Alpavo Lo Slhooiniidel o
4] ¥

attended Ay, e 4ot z - earvaga t Ligpf !r’} £ ‘"«“J ‘Tff’;"é«zi'..j VO A
from Sgoh, {944 wnedl May A9
H ¥

The degree Doctor of Medicine was conferred on Moy 2t 19444
!

i %a;‘""ﬁ .
5 kX 13
Eae ™ ~ Y
(President, Secretary or Déan)
S e
(SEAL) ’ (Title) =
r.» ﬂ/ﬂf i“f
W‘?; K )
K]

Please forward completed form to:

Board of Medical Practice
Licensing & Registration
Pavilion Building
Montpelier, VT 05602

Telephone: (802) 828-2673






ace ‘provided is
$*or-the application

insufficient, attach additional sheets. All documents must be received wit
becomes invalid.
Must Be Completed By All Applicants

Name in full Sl vcna i 4 Bl o Leiile

(Last) (First) (Middle) (Former)

pailing Addrass

Office Address
(Street) {City)
(State) (Zip Code) (Phone)
Name as you wart it to appear on your license certificate: A e o va 5 b ma fad 2t 5

e

Have you everlegally changed yourname? _ M ¢ [fso, enclose a centified copy of the legal document stating the change.

PREMEDICAL EDUCATION
g‘\\r‘ %g‘ft»l\h 4 ff“ﬁ’wé : ﬁfu&“fuw N'ﬁf gf/?ﬁ;” SM/?‘% Iffb A.
(Name and location of institute) {(From/ To) (Degree)
(Nameand location of institute) (From / To) {Degree)

MEDICAL EDUCATI(N - See also Certificate of Medical Education

_ o elleqe o B
ATDE Ny fJ @-ﬁ Vevwipnt  pudipine Nk !1 kf/’g g 5% O
(Nameand location of instilute) LR uﬂ% VT (?rom/To) {Degree)

{(Nameand location of institute) (From/ To) {Degree)







CERTIFICATE OF MEDICAL EDUCATION

To be completed by an officer of your School of Medicine

| hereby certify that Allegra Shumway, M.D. was
{(Name)

admitted to the____ University of Vermont School of
Medicine in Burlington, Vermont on August 27 1984

(City and State) {Date)
and completed all requirements for graduation on_ April 30 1988

- (Date)
A Doctor of Medicine was granted on May 21, 1988
(Specify penificateidiplorma/degree) {Date)

(SEAL)

Date October 18 1990 Signed L. el -
- (Autﬁor;zedbfflcer of thé\School)

David M. Tormey M.D. Assoc1ate%Dean for Student

Affairs and Alumni Re1at10ns

VERMONT SECRETARY OF STATE'S OFFICE, BOARD OF MEDICAL PRACTICE, PAVILION OFFICE BUILDING,
MONTPELIER, VERMONT 05802 - (802) 828-2363

REY. 4/89



NATIONAL BOARD OF MEDICAL EXAMINERS® » 3930 CHESTNUT STREET, PHILADELPHIA, PA 18104
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE

UNITED STATES OF AMERICA

Allegra Le Shumwayy Mal

having satisfied all the reguirements and having successfully passed t_h:e examinations is hereby

declared a Dipfomate of the National Board of Medicat Examiners.

Attest Lo THOMPSON BOWLES, MeDey PHaDao
Chairman of the Board S T . oo

SEAL ROBERT La VOLLEs PH2D.

Philadelphia, Pa, President of .thé éuar&

G?/01/89 Certificate # 363332

11 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 U VERMUNT COL OF MEDIUINE

in MAY 1988  andwhosebirthdateis C1/25/ 1956 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 6786
Anatomy 480 79
Physioiogy . 555 B4
Biochemistry &5 78
Pathology 535 83
Microbiclogy 485 80
Pharmacoiogy 5058 41
Behavioral Sciences SPC 85
TOTAL TEST (Minimum Passing Score 380/75) 515 31
PART |i passed 09787
Medicine 475 81
Surgery 505 82
Obstetrics and Gynecology 580 g6
Public Heatth and Preventive Medicine 645 £9
Pediatrics 495 B2
Psychiatry 500 g7
TOTAL TEST (Minimum Passing Score 200/75) 560 a4
PART 1t passed 03/89
A General Test of Clinical Competence
TOTAL TEST (Minimum Passing Score 290/75) 595 85
GENERAL AVERAGE {Parts, |, 11, and 11! Scale Score) 83

*For those individuals who have not yet satisfactorily completed one full year of post-M.D. training the date shown on the facsimile is the date
which has been certified by the physician's residency program director as the date on which this requiremeant for certification by the National

Board will be fulfiled gnd such certitication wili be awarded.

Secretary for Certification

SEAL 18/19790

Mot




dir;a[ e ';pr'ra.’qf Vermont
September 13, 1990

Vermont Board of Medieal Practice
Pavilion Office Building
Montpelier, Vermont 05602

To Whem It May Concern:

This letter is written on behalf of the Medical Center Hospital
of Vermont and the University of Vermont College of Medicine in
regards to:

Allegra Shumway, M. D.,

who has satisfactorily completed one year of a Residency in
Family Practice at this institution from June 22, 1988 to June
30, 1989, Dr. Shumway has remained in this program since July 1
1989 and continues to perform satisfactorily. This program is
accredited by the Acceditation Council for Graduate Medical
Education (ACGME),

H

If you need further information, please contact Dr. Louis
1. Hochheiser, Chairman, Department of Family Practice, Medical
Center Hospital of Vermont, Burlington, VT 05401,

Sincerely,

§ = )
Ry 00
John W. O'Donnell
Executive Vice President

JWO/jon

(802) 656-2345
Burlington, Vermont 05401
A Vermont Health Foundation Company ¥

Voluntary Hospitais of America, Inc.



The University of Vermont

DEPARTMENT OF FAMILY PRACTICE
COLLEGE OF MEDICINE, A111 GIVEN BUILDING
BURLINGTON, VERMONT 05405-0083  {802) 656-4330

October 11, 1990

Vermont Board of Medical Practice
26 Terrace Street
Montpelier, VT 05602

Re: Allegra Shumway, M.D.
Dear Sirs:

It is with great pleasure that I write a letter of
recommendation for Allegra Shumway, M.D. for a permanent Vermont
medical license. As the Associate Chairman for the Department of
Family Practice at the University of Vermont College of medicine,
I have worked with Dr. Shumway since she joined our residency
program as an intern in June, 1988. Having worked closely with
her during her residency, I feel qualified to speak of her
capabilities as a family physician.

Dr. Shumway has proven herself to be a knowledgeable and
skillful physician in training, and I have no reason to suspect
that she will not continue to progress during the remaining time
in our residency. She is hardworking, intellectually honest, and
very diligent in her pursuit of quality patient care. I
recommend her to you without reservation for licensure in the
State of Vermont.

Sincerely,

Cortlbon CLliocllarsf
William C. Wadland, M.D.
Associate Chairman




The University of Vermont

DEPARTMENT OF FAMILY PRAGTICE
COLLEGE OF MEDICINE, A111 GIVEN BUILDING
BURLINGTON, VERMONT 05405-0083 (802} 656-4330

October 11, 1990

Vermont Board of Medical Practice
26 Terrace Street
Montpelier, VI 05602

Re: Allegra Shumway, M.D.
Dear Sirs:

I am pleased to support the application of Allegra Shumway,
M.D. for licensure in the state of Vermont. As Residency
Director for the Department of Family Practice at the University
of Vermont College of medicine, I have worked closely with Dr.
Shumway since she began her residency training in our Department
in June, 1988. I feel gualified to speak knowledgeably reference
her capabilities as a family physician.

She has a strong medical knowledge base, a compassionate

personality, and high standards of personal conduct. I recommend
her to you without reservation.

Sincerely, /?

Céﬁg@%ﬁf{&f“&%@&ﬂf;

Allan M, Ramsay, M.D. *~
Residency Director




The @mway%%y of Vermont

DEPARTMENT GF FAMILY PRACTICE
COLLEGE OF MEDICINE, A111 GIVEN BUILDING
BURLINGTON, VERMONT 05405-0063  {802) 656-4330

September 21, 1990

Vermont State Board of Medical Practice
109 State Street
Montpelier, VT (05602

Re: Allegra Shumway, M.D.

Dear Sirs:

I am writing in support of Dr. Allegra Shumway'’s application
for medical licensure in the State of Vermont. Dr. Shumway is
currently a third year resident in our program here at the
University of Vermont College of Medicine. My contact with Dr.
Shumway reveals her to be a thoughtful, competent, caring
physician who performs in an excellent manner.

Dr. Allegra Shumway maintains the highest moral standards
and I recommend her for medical licensure without reservation.

m/\/v

Louis I. Hochheiser, M.D.
Professor and Chairman




AFFLICANT: Please £i1] out 1} through 8) pelgy and forvmed o -t

Federation of State Medical Boards ar the desisnated
address,

DISCTPL.MARY INQUIRIES

Federation of State Medical Boards
2630 West Freeway, Suite 138
Forr Worth, Texas 76102-7999

The VERNDNT EOARD OF MEDTCAL, pRAGT7c: Tequasts a discinlinary searcy
Concerning the following mdividual

1) A” A & day WA Ll ot
Nera

2) TR
A HED PRYSEf
3)
acT 2 8 1990
JAMES R, WINN, .0,
EXECUTIVE VFCE~PHE$§QENT

7) LK g - A .
8) Dats of Graduarion (1L app icable}
Requesting organization: Verment Board of Madical Pracrice

Secretary of Stace

26 Terrace Streer

Pavilion Office Buildin_q
Montpelier, Vermone 05602

¥y

. n
- ;h—f_ﬁ,‘ / e £ E— .w.__
FhysiclonTs Sigraghto



State of Vermont

Office of the Secretar:

e s APPLICANT’S STATEMENT REGARDING CEIED-SUBPORT

Title 15 § 795 requires that this form must be completed by anyone applyin

: g for a license,
certification or registration to practice g profession in the State of Vermont,

contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with g repayment plan

rity determines
that immediate payment of support would Impose an unreasonable hardship (15 v.§.A. § 795),

STATEMENT OF APPLICANT

i

A S e s {/j(:}_k},f_ o — &m applying for a license ag a/an
(Print Full Name)

(Profession)

I hci‘éby écrtif‘§ rha‘tLI am not subject to any support order or I am su ject to a support order ang
am in good standing with respect 1o or in full compliance wigy a plan to pay any and al] child support
due the State of Vermont as of the date of this application, . '

— T IE

Signature

2 —

&

Secretary of State’s Office, Office of Professional Regulation
Pavilion Office Bldg-‘\ion!pc!icr, VT (03602-2710
| (802) $28-2363
Rev. 650 '



Office of the Vermont Secretary of State
Redstone Building, 26 Tetrace Street

James H. Douglas
Sccretary of State

Paul S. Gillies
Deputy Secretary of State

Mail: Pavilien Office Building
Montpelier, VT 05602-2710

BOARD OF MEDICAL PRACTICE

October 30, 1990

Allegra .. Shumway, M.D.

Dear Doctor Shumway:

Your application for medical licensure appears to be complete. It now becomes your
responsibility to contact the Board member listed below to arrange for your personal
interview.

H. Gordon Page, M.D.
One South Prospect Street
Burlington, Vermont 05401
Telephone: (802) 656-3457
The full Board will act upon your request for licensure at their first, regularly

scheduled meeting following your interview. The Board of Medical Practice usually
meets on the first Wednesday of each month.

Should you have questions or concerns, please feel free to contact ws.

Sincerely,

Debbie Morehouse
Staff Assistant
VT Board of Medical Practice

/dm

Telephone: Corporations Division (802) 828-2386  ¥or all other divisions (802) 828-2363  or toil free: 1-800-642-5155



Office of the Vermont Secretary of State
Redstone Building, 26 Terrace Street

Mail:

James H. Douglas
Secretary of State

Pavilion Office Building
Mentpelier, VT 05602-2719

Paul S. Gillies
Deputy Secretary of State

VERMONT BOARD OF MEDICAL PRACTICE

Octobker 30, 1990

H. Gordon Page, M.D.

One South Prospect Street

Burlington, Vermont 05401

RE: Applicant for Personal Interview

Dear Doctor Page:

The completed application for medical licensure for Allegra L.
Shumway, M.D. appears complete and is enclosed for your review and
presentation at the first, regularly scheduled Board meeting
following the personal interview,

Should you have questions or concerns, please let us know.

Sincerely,

Debbie Morehouse

Staff Assistant

VI Board of Medical Practice
/dm

Enclosures

Telephone: Corporations Division (802) 828-2386  For all other divisians (802) 828-2363  or toll free: 1-800-642-5155

TRy
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Office of the Vermont Secretary of State

James H, Douglas
Redstene Building, 26 Terrace Street

Secretary of State

Mail: Pavilion Office Building

Paul 8. Gitfies
Montpelier, VT 05609-1101

Deputy Secretary of State

PROFESSTIONAL CERTIFICATE

- Thereby certify that the following named persons are fully qualified to practice
Medicine and Surgery in the State of Vermont.

NAME Allegra L. Shumway, M.D.
LICENSE # 42-0008297
ORIGINAL ISSUE DATE February 15, 1991

EXPIRATION DATE November 30, 1992

License is in good standing. We have no derogatory information in our files,

February 15, 1991
Date

(SEAL)

Staff Assistant

REV. 6/89




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE ONE OF Si

| hereby apply for the renewal of my LICENSE AS MLQ!AN for the period from

12/01/92 to 11/30/94. TWO YEAR RENEWAL FEBY $205. <3 ,,2;‘/’;

Enclose a check in the amount of $205. made payable ¢/ the Vermont Board of Medicai\ﬁ@m;g%w@;
st

42-00082%7 A

Rilegra Lugille Shumuay MO

*k ********l'***i**‘l’*'lrir***********!’***************** LESS A8 2 20 2 Y *t*t*itﬂ'*******'l‘i********i**********f**************l’i

Important:

- Pleasa print legibly or type your answers,

- Answer all questions (front and back of each pagej completely-it is not adeguate to state that the
Board already has the information. Use the enclosed Form A to provide explanations to "yes" answers
in Section .

- Make a copy of this form and afl attachments for Yyour 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 |

1. Name:__ A He‘,ﬁ}‘(‘a\ Paseadlee  Shiwmde ?/ 2. Vermont License Number: 42- &€ 0% 5.9 7

3. Other Name(s), if any, under which you were licensed in Vermont and eisewhere:

4. Home Address:

City, State, Zip Ced

5. Office Address: | M, ,f.}‘it\ ‘é.T\ (ufw,ﬂ%;@):ik T R

City, State, Zip Code:
6. Daytime Talephone Number: Arsa Cod

7. Date of Birth: M
8. Place of Binth: . R Male gg Ferale

10. Licensing Examination Taken - Check: v~ National Boards FLEX
State Examination-ldentify State: Other Examination Specify:

1. Undergraduate Degree - Circ:!e:@l7 B.S. AB. Other: Year of Graduation:__{ 4 F ¢

Degree Granting institution: K\ K Lawd Lo lle, o Location:__¢®.{ n +ra FJ\,/
First Institution (If transfer): J Location: ) '

12. Medical Dagres - Circle: CME} Cther: Year of Graduation: 114 X

i

Degree Granting Medical Schoof: Uiy, J%E’T&fjﬁ}g t)*; U'é)ﬁm ot Location: 3, w\f’“lle }“;m U

First Medical School (If transfer): Location:




STATE OF VERMONT - BOARD CF MEDICAL PRACTICE
1882-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF SiX

13. Do you have haospital privileges in Vermont? *)L Yes No

Name{s) and Location(s} of Hospital(s):

&Of))é}:’/ Hﬂﬁpl_{‘@l ]\/\QWiﬂ\}\”& J VT

14. Did you practice in Vermont during the past 12 months? X Yes No

15. Other states where you now hold an active license to practice: n OviL

1€. States where you previously were licensed ta practice: A g2 £

17. Please list your speciaity(les) and indicate if you are American specially board certified in those specialties:

Specialty(ies) & Subspecialty(ies) American Speciaity Board Certified (Yes or No)

@ Feawil " Popstice _AYes ___ No Year Certified/Recertiied{ 4% |
(B | Yes No Year Certified/Recertified:__ ¢

{c) e Yoes ___ No Year Cartified/Recertified: /

18. Please iist the postgraduate educational degrees that you have earned related to your practice:
Institution City State Degree Year

{a} S

{b) S

19. Please list the institutions where you have had residency or fellowship training:
institution City State Specially Year Completed

(a) /\{«—bcL'xdai T I’-fﬂ_c:‘-';i;-l‘uf J{"”U’l ‘é:-%f[;\tﬁi-fh LT F’M‘J.} 'P\m&‘lt et in_‘:'ff
(b)

{c)

SECTION IIl: PLEASE CHECK YES OR NO.
A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A.

1. Have you ever had any emotional disturbance or mental ilness which has impair it oo
medicine or to functicn as a student of medicine, resident or fellow?

2. Have you ever had an organic lllness which has impaired your ability to practice medigi i
student of medicine, resident or fellow?

3. Have you, at any time, been a defendant in any ctiminal proceading other than minor traffic
offanses? YES _A_NO

4. Are you currently under investigation for a criminal act?

5. Are you now, or have you been in the past, dependent upon alcchol or drugs? _




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1984 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF SIX
SECTION Il CONTINUED

8. Are any formal disciplinary charges pending or has any disciplinary action sver been taken against you by any
governmentai authority, by any hospital or health care facility, or by any professional medicai association
{international, naticnal, state or local)? ves K NO

7. Has any medical m-élpractice claim been made against you in the last ten years (whether or not a | i

fifed in relation to the claim/complaint/demand for damages)? ﬂ
8. Have you ever had staff privileges, employment or appointment in a hospital or ather health care institution
denied, reduced, suspended or revoked, resigned from a medical staff in lieu of disciplinary action or resigned from

a medical staff after a complaint or peer review action has been initiated against you? YES _¥X NO

9. Have you ever voluntarily surrendered or resigned a iicense to practice medicine or any healing

art? YES i NO

10. Has your privilege to possess, dispense or prescriba controlled substances ever baen suspendad, reyoked,
denied, restricted or surrendered by any jurisdiction or federal agency at any time? YES ANO

11. Have you ever been denied the right to participate or enrbll in any system whereby a third party pays all or part
of a patient's bill? YES & NG

12. Have you ever withdrawn an application for a medical license or been denied a medical license for any
reason? YES X NO

13. Have you ever been turned down for coverage by a malpractice insurance carrier? YES ,ﬁ NO

14. Have you ever been natified as a responsible party of a Severity Level lIl quality problem {quality of hospital
care previded to Medicare patients) by the Peer Review Organization (PRO) in Vermont or

elsewhere? ves X no

15. To your knowledge, are you the subject of an investigation by any other licensing board as of the i
application?

16. Have you ever been dismissed or asked 1o leave from a ?asidﬁency training program(s) .
before completion? YES _A_NO

SECTION il - TO BE COMPLETED ONLY BY PHYSICIANS PRACTICING IN VERMONT
1. Current Status {please chack one): ‘g Active Retired* Cther (piease explain)
*Note: If you are retired or are not practicing in Vermont, you need not complete SECTION Ill; however you

must compiete SECTION V.

2. Posigraduate training in Vermont:

Are you currently in a postgraduate training program in Vermont as a resident or clinical feliow? _Yes K No
if you are in a Vermont program, are you a Rasident Clinical Fellow Research Fellow?

How many hours per typical week do you spend in this Vermont postgraduate training program? hrs./wk. in
Vermont,

3. What is the date you started practicing medicine {excluding residency or fellowship training)?

{Monih/Year} i / Ej!

4. What is the date you started practicing medicine in Vermont (excluding residency or fallowship training}?

(Month/Year) % / f“

5. Are you a staff physician involved exclusively in inpatient care or an emergency room setting? __ Yes X No



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1892-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FOUR OF SIX

SECTION il CONTINUED

instructions for completing the next portion: Please complete cne "site"
practice. Be as detalled as possible. Estimate # exact #i

The codes to be used for the Employment Settin

at one practice site);

1 Sole Practice
2 Group Practice

3 Community Health Center
4 Hospital Outpatient Clinic

5 Hospital Inpatient

6. Practice Site Number One

8 HMO {Health Maintenance Crganizationj 11 Teaching
7 Extended Care Facility
8 Schocl/Coilege Health
@ Occupational Health
10 Emergency Room

12 Qther Specify:

saction for each location where you
gutes are not available.

g column are as follows (if applicable, list multiple codes

Street Address:; ¢ H e L sl _
Town:  Haxdoiefs 3 yT Zip: _gg 43
Please compiete one full tine for each specialty (examptle: pediatrics) that you practice at this site.
Hours Employmant What parcent of Wik you What parcant of Wil you
waek - Sating :';::E fwzr;;:vu;: o :V:l:‘:;‘:mw the patients in accept pew | the padents In secapt naw
engagad (See dlu-cm':‘:nu od within | patients In this speciaity ore Medicald this speciaity arg Medicare
in direct codas the fioxt 12 montha? | this speciaity? | funded by Medicald? patients funded by Medicare? | patients
Specialty patient on (Yes or No) (Vs or Ho) | (Estmats it in this {Extimate i in this
cara Page 4.) necagsary.) epacialty? necassary.,) speclalty?
‘F;:;LVW‘L}. g P ‘f‘ti'\“""" e & 3 f\'l{.'? \/e 5 R ‘j“; Ve & FES P Ve‘ <
T
!
Check the financial organization which best describas this site: Forprofit ¥, Nonprofit
It applicable, check the type of services that you perform at this site, even if the service is not practiced as a
specialty:
¥, Aduit Medicine W, Pediatric Medicine %_ Prenatal Care K. Gynecologic Care
Obstetrics If you practice obstetrics, approximately how many deliveries do you perform per year at all
practice sites? ‘
(For example, a physician specializing in tamily practice who performs daliveries would check "Cbstetrics".)
7. Practice Site Number Two
Street Address: Town: Zip:
Please complete one full line for each specially that you practice at this sie.
= Hou'i-. 4 V‘VﬁEm;_alnymm What percent of Wil you What parcant of Wil you
1 weak Satting :::LI :he r;;“;: of :Vclila:ioumw the pstlents in Becept now the patients in sccapt now
! engsged (See diacoxnuad within | patients in this specisity sre Medlcald this spaciaity ars Madicare
in direct codss the next 12 manthe? | this speclalty? | funded by Medicald? patients furkied by Medicare? | patients
] Spacialty patiant on ¥ e No) (Yas or Ho) (Estimate |f in this {Estimata If in this
i care Pega 4.; (Yos ar No - necessary.) spaciaity? necessary.) spaclalty?
|
[
l
Check the financial organization which best descrives this site: For-profit Nonprofit
if applicable, check the type of services that you perform at this site, even if the service is not practiced as a
specialty: __ Adult Medicine Pediatric Medicine Prenatal Care Gynecologic Care

Obstetrics If you practice ohstetrics, approximately how many def

practice sites?

iveries do you perform per year at all




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1882-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FIVE OF SIX

SECTION il CONTINUED

8. Practice Site Number Three

Street Address: _

Town; Zip:

Please compiete one full line for each specialty that you practice at this site.

Hours per | Employment Wil vou What parcent of Wil you What parcent of WHI you
wook Setling ;ﬂ& :ho g;f,:':: of uu:: naw the patlents in accapli haw | the patlants in accapt new
sngaged (See dhcoxnuod within | petiants In this specialty sre Medicaid thie speclaity sre Medicere
In diract codas e nexi 12 monthie? | this speclalty? | furied by Madicaid? petients funded by Medlcara? | patients
Speacialt patient on Yas ot Ho (Estimate i Iny this {Estimata if In this
P ¥ cbra Paga 4.} (Yes or Ho} ¢ ' necassary.) peclaity? . spachalty?
Check the financial organization which best describes this site; For-profit Nonprofit

Check the type of services that you perform at this site, even if the service is not practiced as a specialty:
_____ Adult Medicine ____ Pediatric Medicine . Prenatat Care —__ Gynecologic Care

. Obstetrics # you practice obstetrics, approximately how many deliveries do you perform per year at all
practice sites?

9, Practice Site Number Four
Street Address:

Town: Zip:
Please complete one full line for each specialty that you practicd at this site.

Hours par Empioymant Wilt vou What parcent of Wil you What parcent of Will you
woelk w Satting ::‘ll: ?F;—:’:?: o um‘; new the patients In accept new the pationts in BCCAPA W
sngaged {Soe discontnued within | pati in this spacialty are Medicaid this speclally ore Madicare
in diract coedes I next 12 monthe? | thie speclaity? | funded by Medicald? patlonts funded by Medicare? | patlents
spgc;any patiant oh ' (Yas or Noj (Yos or No} {Estimats If in this {Fetimata If In thiz
core "Page 4,) . necessary.) specialty? neceseary.} speciafty?
Check the financial organization which best describes this site: For-profi Nonprofit

Check the typs of services that you perform at this site, even if the service is not practiced as a specialty:
Adult Medicine Pediatric Medicine Prenatai Care Gynecolegic Care

Obstetrics If you practice obstetrics, approximately how many defiveries do you perform per year at all
practice sites?




SECTION 1V: STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SiX OF SIX

A professional licensa or cther authority to conduct a trade or busingss may not be renewsd unisss the licensee certifies that he
or she is in good standing with respect to or in full compliance with a plan to pay any and all child support payabie under a
support order as of the date the application is filed. "Good standing" means that less than one-twelith of the annual support
obligation is overdue; or liability for any support payable is bsing contestad in a judicial or quasi-judicial proceading; or he or she
ts in compliance with a repayment pian approved by the office of child support or agreed to by the parties. or, the licensing
autharity determines that immediate payment of support would impose an unreasonable hardship (15 V.5.A. § 795).

A professional license or other authority to conduct a trads oy business may not be renewed unless the licensee certifias that he
or she is in good standing with the Dspartment of Taxss. "Good standing™ means that no taxes are due, the tax liability is on
appeal, the taxpayer is in compliance with a payment plan appreved by the Commissioner of Taxes, or the licensing authority
determines that immediate payment of taxes would impose an unreasenable hardship (32 V.S A. § 3113). The maximum penalty
for perjury is fifteen years in prison, a $10,000 fine, or both.

APPLICANT'S STATEMENT REGARDING CHILD SUPFORT

| hereby certify that | am not subject to any support order or | am subject to a suppert order and am in geod standing
with respect to or in full compliance with a pian to pay any and all chiid support due as of the date of this appiication,
Q

| hereby certify that | an NOT in good standing with respect to ¢hild support due as of the date of this application and |
hereby request that the licensing authority determine that immadiate payment of child support woulid impose an unreasonable
hardship. Please forward an "Application for Hardship” to the address below.

APPLICANT'S STATEMENT REGARDING TAXES

e i hereby certify, under the pains and penaities of perjury, that | am in good standing with respact to or in fult compliance
with a plan to pay any and all taxes due to the State of Vermont as of the date of this appiication. {The maximum penalty for
perjury is fifteen years in prison, a $10,00C fine, or both)

CR
| hereby certify that | am NOT in good standing with respect 1o taxes due to the State of Vermont as of the date of this
application and | hereby request that the licensing authority determine that immediate payment of taxes would impose an
unreascnable hardship. Please forward an "Application for Hardship® to the address below.

STATEMENT OF APPLICANT

| further certify that all information contained in this renewal application {including ail pages and attachments) is true and accurate
to the best of my knowledge. Failure to provide truthful and accurate information may constitute grounds for denial of license
renewal or disciplinary action,

"
Social Security Number:
The disclasure of your so . ited by the authority granted by 42 UL.S.C. §

405(c)(2)(C), and will be used by the Department of Taxes in the administration of Vermont lax laws, to identify
individuals affected by such laws.

Date: N av 52' {49 3)_Signature: {i%ﬂw /’ﬁ/éum
é

Return the completed form and fee to: Vermont Board of Medical Practice
(Return envelope enclosed) 109 State Street

Montpelier, Vermont 05608-1106
QUESTIONS?: {802} 828-2673 - Toll Free (Within Vermant} 1-800-439-8683 {Ask for the Medical Board)

IMPORTANT: Please be sure to write your license number on your check, Check for the comect speiling of your name and
proper address on the page one label. Print any changes in the adioining space. Sign and date the apolication. Enclose the
correct fee of $205." in check or money order payabie te the Vermont Board of Medical Practics.

(Medical Board Renewal Fee: $200. + Office of Professional Regulation {OPR) Fee: $5.00 = $205. OPR's $5.00 of the renewad
fee represents an assessment for the Fee Limiting Subfund.}

*Note: Physicians 80 years of age or older are exempt trom payment of a renewal tee; however the physician license
renewal application must be completed and submitted,



MATTHEW THORNTON HEALTH PLAN
VERIFICATION OF STATE LICENSURE

Provider Name: ALLEGRA LUCILLE SHUMWAY, M.D.

License Number: 42-0008297

Effective: 1200192 2 /5/ 4
Date of Expiration:  11/30/94

State of Issue: VERMONT

Is the license current and in good standing? %a/

If no, please describe:

Administrator

ﬁ;//sjw

Date



42-8287  Shumway, Allegra Lucille

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICTIAN LICENSE RENEWAL APPLICATION, PAGE ONE OF TEN

12/01/94 10 11/30/96. TWO YEAR RENEWAL FER: $205.00."

4

I hereby apply for the renewal of my LICENSE AS /:(:ﬂ”‘?‘SGI\AN for the period from
$

Enclose a check in the amount of $265.00 made payablefo-#lic Vermont Board of Medical Practice,™

B
Pt .
2 Luci 19 L BT
Alegra Lucille Shumwa e b ) £
o e w T by
% - L:s{q('\ b /

Important:

- Please print legibly or type your answers,

- Answer all questions 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 delsgate this important task 1o an employee, as false statements on this form are grounds for
unprofessional conduct,

-Thank you for your cooperation.

SECTION T
{Section I contains general information of interest to both the Board of Medical Practice and the Departient of Health,)

1. Name: Shumway Allegra Lucille

2. Vermont License Number: 42-8267

3. Other Name(s), if any, under which you were licensed in Vermont and elsewhere since your last renewal:

5. Office Address,_Havhioiedk  Pare  Heeldh  Aoudas

{ H :u, m‘} r‘f’\ :"ST”
City, State, Zip Code: ﬁf},\{’f& Lok W 05 843

Wl
Note: Circle either i"ﬂm or "Office Address" as your preferred mailing address.

4. Daytime Telephone Number:-
7. Date of Birth:-

. Sex M/F): F

o

Page 1



42-8297  Shumway, Allegra Lucille

10.

i1

12,

13.

14.

15.

16.

17.

{a)
(&)
(c)

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF TEN

SECTION I CONTINUED

Licensing Examination Taken - Check: :& National Boards FLEX State Examination-Identify State:
USMLE Other Examination Specify:
Undergraduate Degree: (B.A., B.S,, etc.}: BA Year of Graduation: 1978

Major Course of Study: &\ ﬁ;’lé?g;'\b \], 4 Pgn‘{ ;{3 g fﬂ/&; d(

Degree Granting Institution:_KIRKILAND COLLEGH

Location: CLINTON NY USA

First Institution {If transfer):

Location:

Medical Degree: (M.D. or Other, please specify): MD Year of Graduation: 1988

Degree Granting Medical Scheol: UNIV OF VERMONT

Location; BURLINGTON VT USA

First Medical School (If transfer):

Location;
Do you have hospital privileges in Vermont? % Yes No
Name(s) and Location(s) of Hospital(s): h
Copley  Hosf il Movesile JT
Did you practice in Vermont during the past 12 months? ﬂ Yes No
Other states where you hold an active license to practice: Wowne
States where you previously were licensed to practice: g wne

Please Hst your specialty(ies) and indicate if you are American Board of Medical Specialties certified in those specialties:
American Board of Medical

Specialty Code(s) Specialties Certified
(See the list of specialty codes.) {Yes or No) Year Certified/Recertified
0 L o 1 Ye s 194 {/
o /
!

Page 2



42-8297  Shwmway, Allegra Lucille

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF TEN

SECTION I CONTINUED
18. Please list the postgraduate educational degrees (MBA, MS, Ph.D., ID, etc.) that you have eamned related to your practice:

(a) Postgraduate Degree: (Ph.D., ete.): Year of Graduation:

Major Course of Study:

Degree Granting Institution:

Location:

(b) Postgraduate Degree: (Ph.D., etc.): Year of Graduation;

Major Course of Study:

Degree Granting Institution:

Location:

{c} Postgraduate Degree: (Ph.D,, etc.): Year of Graduation:

Major Course of Study:

Degree Granting Institution:

Location:

Page 3



42-8297  Shumway, Allegra Lucilie

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-19%6 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FOUR OF TEN

SECTION I CONTINUED

19. Please list the mstitutions where you have had residency or fellowship training:

{a) Institation City State Country
i : J , : j , ] &
M@Aw@f mﬁm E—&éﬁ ﬂ‘(‘: JT t&;ﬂw{m K}’f (.,} <. A

Specialty Code Year
{See attached list of specialty codes) Completed
0 L o | 94t
(b} Institution City State Country
Specialty Code Year

{See attached list of specialty codes) Completed

{a) Institution City State Conntry

Specialty Code Year
(See attached list of specialty codes) Completed

20. Are you a primary and/or secondary supervising physician for a physician’s assistant (P.A)? .~ Yes No
If yes, please list:
Check if:
Name of P.A, Primary and/or Secondary
Mobaocles  Podt arick L

Page 4



42-8297 Shumway, Allegra Lacille

STATE OF VERMONT - BCARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FIVE OF TEN

SECTION I CONTINUED

21. Are you now in a collaborative relationship with a nurse practitioner? v Yes No
I yes, please list the name(s} of the nurse practitioner(s):

Meyica 2l /g(«(" L.){)@r{»,

Page 5



42-8297  Shumway, Allegra Lucille

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SIX OF TEN

SECTION I CONTINUED

This page was intentionally left blank.

Page 6



42-

6.

10.

11.

12,

i4.

. Have you had any organic illness, emotional disturbance or mental illness which has impaired you

8297  Shumway, Allegra Lucille

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SEVEN OF TEN

SECTION [I: PLEASE CHECK YES OR NO.
A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A.
(Section 1l is for the reporting of information which is retained solely by the Board of Medical Practice and is not part of the
data base maintained by the Department of Health.)

During the past two years:

L iiI "M i icine

or to function as a student of medicine, resident or feliow?

. Have you been a defendant in any criminal proceeding other than minor traffic offenses?

YES X0
. Are you currently under investigation for a criminal act? _

. Have you been dependent upon alcohal or drugs?

- Are any formal disciplinary charges pending or has any disciplinary action been taken against you by any governmental

authority, by any hospital or health care facility, or by any professional medical association (international, national, state or
local)? YES N0

Has any medical malpractice claim been made against you {whether or not a lawsuit was filed in relag
claim/complaint/demarnd for damages)?

. Have you had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced,
suspended or revoked, resigned from a medical staff in leu of disciplinary action or resigned from a medical staff after a
comnplaint or peer review action has been initiated against you? YES ¢~No

. Have you voluntarily surrendered or resigned a license to practice medicine or any healing art in lieu of disciplinary action?

YES N0

. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied, restricted or
surrendered by any jurisdiction or federal agency at any time? YES LNO
Have you been denied the right to participate or enroll in any system whereby a third party pays all or pact of a patient’s bill?

YES RO
Have you withdrawn an application for a medical license or been denied a medical license for any reason?

YES £~NO
Have you been turned down for coverage by a malpractice insurance carrier? YES o NO

. Have you been notified as a responsible party of a confirmed quality concern (quality of hospital care provided to Medicare

patients} by the Peer Review Organization (PRO) in Vermont or eisewhere? YES ¥ NO

Have you been the subject of an investigation by any other licensing board? -

Page 7



42-8207 Shumway, Alegra Lucille

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-199¢ PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE EIGHT OF TEN

SECTION II CONTINUED _
15. Have you been dismissed or asked to leave a residency training program(s) before completion? . YES L NO

IMPORTANT NOTE REGARDING THE QUESTIONS ABOVE AND ON THE PREVIOUS PAGE:

Except for questions 1 and 4, ""Yes'' answers on past license renewals must be updated on Form A.
For example, if a previously reported malpractice action has been dismissed, please indicate that on
Form A. You have a continning obligation to update the Board during the 1994-1996 period if the
answer to any of the questions above changes from "No' to '"Yes".

Page 8



42-8297  Shummway, AHegra Lucille

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE NINE OF TEN

SECTION 1Y
(Section I1I contains the assurances required by the Board of Medical Practice and is not part of the data base maintained by the
Department of Health.)

IMPORTANT:
WITHOUT EXCEPTION, ALL LICENSEES MUST COMPLETE (1), (2), (3) AND (4) BELOW OR
THE LICENSE WILL NOT BE RENEWED. THANK YOU FOR YOUR COOPERATION,

(1) APPLICANT’S STATEMENT REGARDING CHILD SUPPORT (See Explanation Below)

L‘f_\ I hereby certify that I am not sulject to any support order or I am subject to a support order and am in good standing with respect to or in full
compliance with a plas to pay any and all child support due as of the daie of (his application.
Ok
1 hereby certify that T am NOT in good standing with respect to child suppert due as of the date of this application and I hereby request that the
licensing authority delennine that immediate payment of child support would impose an unreasonable hardship. Please forward an " Applcation for Hasdship" to
the address below.

{(2) APPLICANT’S STATEMENT REGARDING TAXES (See Explanation Below)

I hereby certify, under the pains asd penaities of perjury, that 1 am in good standing with respect to or in full compliance with a plan o pay any and all
taxes due (0 the State of Vermont as of the date of this application, (The maximum penally for pesjury is fiftecn years in prison, a $30,000 fine, or both,)
OR
1 hereby certify that T am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and ¥ hereby request
that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship.  Please forward an "Application for Hardship® to
the address below.

(3) SOCIAL SECURITY NUMBER:

The disclosure of your social security number is mandatory, is solicited by the authority granted by 42 U.S.C. § 405{c)2XC), and will be used by the
Depavtment of Taxes in the administration of Vermont tax laws, to identify individuals affected by such laws.

(4) STATEMENT OF APPLICANT

I further certify that all information contained in this renewal application (including 2l pages and attachments) is rue and accurate (0 the best of my knowledge.
Failure 1o provide truthjul and aecurare information may constituie grr}m?f;m' denial of license renewal or disciplinary action,

pate: | IS‘: 4 Z‘Of i Signature: !j// Af/ﬁ-}mﬁ\-« /ﬂﬂ ﬁx;t/if/if\g,

Return the completed form and fee to: Vermont Board of Medical Practice
{Return envelope enclosed} 109 State Street
Montpelier, Vermont (5608-1106

A professional license of olber authority (o conduct a trade or business may not be renewed unless the licensee certifies that he or she is in good standing with
respect 1o or in full compliance with a plan to pay any and ail child support payable under a support order as of the date the application is filed. "Good standing”
means that less than one-twelfth of the annual support obligation is overdue; or lability for any support payabie is being contested in a judicial or quasi-judicial
proceeding; or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or, the licensing authority
determines that immediate payment of support would impose an unreasonable hardship (15 V.S.A. § 795),

A professional Heense or other authorily o conduct a frade or business may not be renewed unfess Lhe licensee certities that he or she is in good standing with the
Department of Taxes. "Good Standing" means that o taxes are due, the tax lability is on appeal, e taxpayer is in compliance with a payment plan approved by
the Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship (32 V.S.A. § 3113).
The maximum penally for perjury is fifteen years in prison, a $10,000 fine, or both,

QUESTIONS?: (802) 828-2673 - Toll Free {Within Vermont) 1-800-439-8683 {Ask for the Medical Board)

IMPORTANT: Pleasc be sure to write your license number on yoor check. Check for the comrect spelling of your name and proper address on. the page one
label. Primt any changes in the adjoining space. Sign and date the application. Enclose the correct fee of $205.00° in check or money order payable (¢ the
Vermont Board of Medical Practice. {Medical Board Renewal Fee: $200.00 + Office of Professional Regulation (OPR) Fee: $5.00 = $205.00 OPR’s $5.00 of the

renewal lee represents an assessment for the Fee Limiting Subfund.)

*Note: Physickans 80 years of age or older are exempt from payment of a renewal fee; however the physician license renewal application must be
completed and submitted,
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42-8297  Shamway, Allegra Lucille

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-19%6 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TEN OF TEN
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42-8297  Shumway, Allegra Lucille

VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV

To be completed only by physicians practicing in Vermont.
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42-8297  Shumway, Allegra Lucille

VERMONT DEPARTMENT OF HEALTH SURVEY
SECTION IV

{(Section IV is especially for the needs of health care access planning/physician recruitment and retention efforts in Vermont.)
*Note: If you are retired or are not practicing in Vermont, do not complete Section 1V,

1. Current Status (pleage check one): ,‘# Active ___ Retired* Other (please explain)

2. Postgraduate training in Vermont:
(a} Are you currently in a postgraduate training program in Vermont as a resident or clinical fellow? ___ Yes _XVNO
(b) Are yona ___ Resident ___ Clinical Fellow __ Research Fellow?
(¢) How many hours per typical week do you spend in this Vermont postgraduate training program?
hrs./wk. in Vermont.
{d) What is the medical school that you are affiliated with for this training?
University of Vermont Dartmouth Other {Please specify)

3. What is the date you started practicing medicine (excluding residency or fellowship training)?
(Month/Year) go‘u'M{ ]gﬁgﬂ

4. What is the dagg,you started practicing medicine in Vermont (excluding residency or fellowship training)?
{Month/Year) é;;_mg/ ifiﬂﬂ

5. Are you a staff physician involved exclusively in inpatient care or an emergency room setting? Yes & No

6. What is your Unique Physician Identification Number (UPIN}? E ' b i i)- 6?

Instructions for completing this portion: Please complete a WORK SITE section for each practice and location where you
provide patient care. For example, if your patient care is distributed in the following manner, you would complete four WORK
SITE secticns, one for each combination of practice and site:

Practice Site WORK SITE Section in this form
Mountain Pediatrics 126 Cherry St., Buslington NUMBER ONE

City Hospital Pine St., Burlington NUMBER TWQO

Mountain Pediatrics Route 116, Hinesburg NUMBER THREE

Lakeview Pediatiics Route 7, Vergennes NUMBER FOUR

Be ag detailed as possible. Lstimate if exact figures are not available.
Be sure to include the patient care that you provide in an inpatient setting.

The codes to be used for the SPECIALTY column are enclosed on separate sheets.

Page 2




42-8297  Shumway, Allegra Lucille

VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION 1V CONTINUED
Tla). WORK SITE: NUMBER ONE

Hodbwick  Awa  Hepldn  Aeler

Name of Practice(s):

Street Address: | g Ia 51’

Town: oo d e T Zip Code: 05 2% 3
Is your practice at this site affiliated with an ITPA HMO? Yes Y~ No

Is your practice at this site affiliated with a Group/Staff HMO? Yes No

Do you engage in teaching at this site? Y Yes No
Do you engage in research at this site? Yes ¥ No

Is your personal income from this practice site based on (check as many as apply):
Xg Salary Fee for service Capitation Cost based Other (please specify)

The codes to be used for the PRACTICE SETTING column are as follows:

1 Solo Practice 7 Hospital Owned/Operated Office Practice

Group Practice: Single Specialty 8 Hospital Emergency Room

Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic

10 Hospital Inpatient

School or College Health Center 1T Extended Care Facility

2
3
4 FQUHC/RHC Community Health Center
5
6

Business or Worksite 12 Other; Specify

Please compiete one full line for each SPECIALTY that YOU practice at this site.

SPECIALTY(IES) Do you plan to Will vou accent Wi .

AT THIS SITE Average hours per . . contisue the Will you accept new you flbc.e 3 = you fluwpl
k Practice Sctting . . . o new Medicaid new Medicare

(Piease use week engaged in (use codes provided practice of this patiests in this " 'T“““E‘— fients in this
code(s) from (he DIRECT PATIENT qbo;’c‘(m‘ﬁis . z‘} specialty for the | specialty? P‘"‘f“i‘: e pa @Lt P
list of speciaity CARE ) peg next 12 months? | YES or NO SYPE;m y}\}o i?ggh yﬁ()
codes.) YES or NO o > O

O o | Y b- Ye s Ve S Ye s e &

Check the types of primary care services that you perform at this site, and the average hours per week of patient care, even if the
service is not practiced as a specialty:

Service Hours

(P

b General adolescent medical Care

General pediatric medical care

L1 General adult medical care I
k’ﬂ.,./"

General geriatric medical care

it | O \f" =

,v‘, . -
L7 | Generat synecological medical care

General obstetric medical care

Page 3



42-8297  Shumway, Allegra Lucille

VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION 1V CONTINUED
7(h). WORK SITE: NUMBER TWO

Name of Practice(s): f,. gz{)!g.,j Hos o, .{—& |
Street Address: . Voo '
Town: Meancyis U lle = Zin Code o E L L

Is your practice at this site affiliated with an TPA HMOQ? Yes Y. No
Is your practice at this site affiliated with a Group/Staff HMQ? Yes k No
Do you engage in teaching at this site? Yes E No

Do you engage in research at this site? Yes No

Is your personal income from this practice site based on (check as many as apply):
W Satary Fee for service Capitation Cost based Other (please specify)

The codes to be used for the PRACTICE SETTING column are as follows:

1 Solo Practice 7 Hospital Owned/Operated Office Practice

Group Practice: Single Specialty 8 Hospital Emergency Room

Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic

Scheol or College Health Center 11 Extended Care Facility

2
3
4 FOQHC/RBC Community Health Center 10 Hospital Inpatient
5
6

Business or Worksite 12 Other: Specify

Please complete one full line for each SPECIALTY that YOU practice at this site.

SPECIALTY(ES) Do you plan t© . .

N . . ) Will you aceept Will you accept
AT THES SITE Average hours per . . continue the Will you accept new . .

. Practice Setting . . . Lo new Medicaid new Medicare

(Please use week engaged in (use codes provided practice of this patients in this aticnmls P atienwu—ts 0 this
code(s) from the DIRECT PATIENT | 5P specialty for the | specialty? patients : pAtients 1n this
s . above on this page) . . specialty? speciaity?
ligt of specialty CARE next 12 months? YES or NO YES or NO YES o1 NO
codes.) YES or NG
oGel g \O Y25 Y25 feg Je s

Check the types of primary care services that you perform at this site, and the average hours per week of patient care, even if the
service is not practiced as a specialty:

Service Hours

General pediatric medical care

General adolescent medical Care

Lo

General adult medical care

= [%

—
General geriatric medical care ]

General eynecological medical care

General obstetric medical care

Page 4



42-8297  Shumway, Allegra Lucille

VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV CONTINUED
T(c). WORK SITE: NUMBER THREE

Name of Practice(s):
Street Address:
Town:

Zip Code:

Is your practice at this site affiliated with an TPA HMO? __ Yes No

Is your practice at this site affiliated with a Group/Staff HMO? ___ Yes No
Po you engage in teaching at this site? __ Yes No

Do you engage in research at this site? ___ Yes No

Is your persenal income from this practice site based on {check as many as apply):
Salary Fee for service Capitation Cost based Other (please specify)

The codes to be used for the PRACTICE SETTING column are as follows:

1 Solo Practice 7 Hospital Owned/Operated Office Practice

Group Practice: Single Specialty 8 Hospital Emergency Room

Group Practice: Multi-Speciaity Y Hospital Outpatient Clinic

10 Hospital Inpatient

School or College Health Center 11 Extended Care Facility

2
3
4 FQHC/RHC Community Health Center
5
6

Business or Worksite 12 Other: Specify

Please complete one full line for each SPECIALTY that YOU practice at this site.

SPECIALTY(IES) Do you plan ©

AT THIS SITE
(Plcase usc
code(s) from the
list of specialty
codes.)

Average hours per
week engaged in
DIRECT PATIENT
CARE

Practice Setting
(use codes provided
above on this page}

continue the
practice of this
specialty for the
next 12 months?
YES or NO

Will you accept new
patients in this
speciaity?

YES or NO

Will you accept
new Medicaid
patients in this
specialty?

YES or NO

Will you aceept
new Medicare

patients i this

specialty?

YES or NOQ

Check the types of primary care services that you perform at this site, and the average hours per week of patient care, even if the

service is not practiced as a specialty:

Service

Hours

General pediatric medical care

General adolescent medical Care

General adult medical care

General geriatric medical care

General gynecological medical care

General obstetric medical care

Page 5




42-8297  Shumway, Allegra Laucile
VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV CONTINUED
7(d). WORK SITE: NUMBER FOUR

Name of Practice(s):
Street Address:

Town: Zip Code:
Is your practice at this site affiliated with an IPA HMO? Yes No

Es your practice at this site affiliated with a Group/Staff HMO? Yes No

Do you engage in teaching at this site? Yes No

Bo you engage in research at this site? Yes No

Is your personal income from this practice site based on {check as many as apply):
Salary Fee for service Capitation Cost based Other {please specify)

The codes to be used for the PRACTICE SETTING column are as follows:

1 Solo Practice 7 Hospital Owned/Operated Office Practice

Group Practice: Single Specialty 8 Hospital Emergency Room

Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic

School or College Health Center 11 Extended Care Facility

2
3
4 FQHC/RHC Community Health Center 10 Hospital Inpatient
5
6

Business or Worksite 12 Other: Specify

Please complete one full line for each SPECIALTY that YOU practice at this site.

SPECIALTY(IES) Do you plan (o . .

g . Will you accept Will you accept
AT THIS SITE Average hours per . . continue the Will you accepl new - .
; . Practice Sefting . . . R new Medicaid new Medicare
(Picase use week engaged in (use codes provided practice of this patienis in this al‘icw aticnts i this
code{s) from the DIRECT PATIENT a?uve on lthri}s age) specialty for the specialty? f ecialty? Is‘)‘eci'ﬂ‘l 9 '
1ist of specialty CARE 5 Pag next 12 months? YES or NO i - v Spectaity !

- YES or NO YES or NO

codes.) YES or NO

Check the types of primary care services that you perform at this site, and the average hours per week of patient care, even if the
service is not practiced as a specialty:

Service Hours

General pediatric medical care

General adolescent medical Care

General adult medical care

General geriatric medical care

General gynecological medical care

General obstetric medical care
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STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

THIS IS TO CERTIFY

that m@@mmﬁm._%#ﬁiﬁﬁm?m%hw;..._ of . @olchester, Bepmont
agraduateof .. ... ... BT %@m@hﬁwmwmﬂﬂﬁwmﬁgﬁgw .................................................. R

in the year . 1988 having successfully qualified as a practitioner in medicine before this Board has

been registered as provided by the Laws of the State.

Py
WARAALAAAA LS _SECEORSC RN e L WAy e \\\f.\\_n\ﬁ\m\r\.\,NM\\\
Chairman e Secretary
& "
Certificate No, ... 8297 . ... Montpelier gmmﬁsﬂﬁmum:wwmw
. Date
STATE OF VERMONT
Office of Secretary of State w
Received .. September 6, 1991 . . .. L AN
and duly recorded. Signed Secreta { Scate




Office of the Vermont Secretary of State

James H. Douplas
Redstone Bueilding, 26 Terrace Street

Seerelary of State

Mail: Pavilion Office Building
Montpelier, VT 05609-1101

Paul S. Gillies
Deputy Seerctary of State

BOARD OF MEDICAL PRACTICE

March 7, 1991

RE: Vermont Medica!l License
#42-0008297

Dear Doctor Shumway:

Congratulations! On March 6, 1991, by unanimous vote of the Vermont Board of
Medical Practice, you were granted a Vermont medical license. Please note your
license number indicated above.

Your registration card is enclosed and a wall certificate has been ordered and will be
sent to you under separate cover. All medical licenses must be renewed biennially.
You will receive a notification two months prior to renewal.

Please let us know if you have any questions or concerns.

Sincerely,

Debra Morehouse
Staff Assistant
VT Board of Medical Practice

PLEASE NOTIFY THIS OFFICE IMMEDIATELY OF ANY ADDRESS CHANGE

idm

Enclosure
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NAME
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APPLICATION RECEIVED '©/5//5( FEE RECEIVED Q?Df/m2<>dﬁ

COMPLETED SECTION I

CERTIFIED COPY OF BIRTH CERTIFICATE

NOTARIZED COPY OF MEDICAL SCHOOL DIPLOMA, FROM:
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g SECTION II, "Cé&TIFICATE OF MEDICAIL EDUCATION"

SECTION III, "CERTIFICATE OF MEDICAL LICENSURE"

: — 7 —
y !é % {U“ ; .,f«ﬂ”""“"
- o™
Y
U /H

v

FLEX OR NATIONAL BOARD SCORES(FLEX /ﬁjVaé; NB S
/ NOTARIZED COPY OF SPECIALTY BOARD CERTIFICATE, FROM:
PHOTO COPY~OF POST GRADUATE CERTiFiiZfE, FROM:
o Shedcead (o

VO 4 U7
THREE. LETTERS OF RECOMMENDATION: v

X gt . %/{*M and, (27D
X O’/ﬁ%zﬁ@& V47 A Q&u{/f e /) . k).
K T , blsa AR e cGeq /L) (h aeet)

FORMS FROM THE FOLLOWING AGENCIES:

b , ) !L/)
f AMA FEDERATION /™ ECFMG
X CHILD SUPPORT FORM




ﬁ%

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE | v E} gg 1 g

s
G

1996 - 1998 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE ONE OF EIGHT" 1011

RoEleaet
o

fRedipa) Practioe

42-8297 SHUMWAY, ALLEGRA L.

i hereby apply for the renewal of my LICENSE AS A PHYSICIAN for the period from
12/01/96 10 11/30/98. TWO YEAR RENEWAL FEE: $300.00.
Enclose a check in the amount of $3606.00 made payable to the Vermont Board of Medical Practice,

ALLEGRA L. SHUMWAY

o o e o o s e o A e e o sl st e ok stk s sk s sk s ok ok s ok sk e sk sk sk e ok s sl st s sfe s s ol ok ok sl ol e sl sk ol ool o o sk e ok sboske o oo ok ke e ke sk ok ok

Important:

- Please print legibly or type your answers,

- Answer all questions completely - it is not adequate to state that the Board already has the information.
Use the enclosed Form A to provide explanations {o "yes" answers in Section I,

- 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.

- Do not remove any pages from this document.

-Thank you for your cooperation.

SECTIONI
{Section I contains general information of interest to both the Board of Medical Practice and the Department of Health.)

1. Name: ALLEGRA LUCILLE SHUMWAY
2. Vermont License Number: 42-8267

3. Other Name(s), if any, under which you were licensed in Vermont and elsewhere since your last renewal:

4. Home Address;_

Citys S{ate, le COde:_

5. Office Address: HARDWICK AREA HEALTH CENTER

1 HIGH ST

City, State, Zip Code: HARDWICK., VT 05843

Note: Circle either ""Home Address" or "Office Address" as your preferred mailing address.

6. Daytime Telephone Number:_i
7. Date ofBirth:-___

8. Sex M/Fy F__

9. Are you currently active in clinical practice in Vermont? 1;§ Yes No

LEr iy




42-8267 SHUMWAY, ALLEGRA L.

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996 - 1998 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF EIGHT

SECTION I CONTINUED

10. Licensing Examination Taken - Check: &Nationai Boards ___FLEX _.State Examination-Identify State:
__USMLE ___ Other Examination Specify:

11. Undergraduate Degree: (B.A., B.S,, etc.): BA Year of Graduation: 1978

Major Course of Study: BIOLOGY

Degree Granting Institution: KIRKLAND COLLEGE

Location: CLINTON, NY USA

First Institution (I transfer):

Location:

12. Medical Degree: (M.D. or Other, please specity): MD Year of Graduation: 1988

Degree Granting Medical School: f;{,m"w*a«rﬁ;-kg o erwipn t fi‘-eﬁé’j{e'afkef ‘:‘nt #ediciné

Location: BURLINGTON, VI USA

First Medical School (If transfer):

Location:

13. Do you have hospital privileges in Vermont? MYes __No
Name(s) and Location(s) of Hospital(s):

(a) COPLEY HOSPITAL

(b)

(<)

(d)

(e}

14. Other states where you hold an active license to practice: f\} g é\:“‘ S

15. States where you were previously licensed to practice: No NE




42-8297 SHUMWAY, ALLEGRA L.

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996 - 1998 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF EIGHT

SECTION I CONTINUED

16. Please list your specialty(ies) and indicate if you are American Board of Medical Specialties certified in those specialties:

Board
Specialty Certified
Caode Specialty Name ([ Y]es/[Nlo) Year Certified/Recertified
(a) 10601 FAMILY PRACTICE Y /
(b) /
(c) /
17. Please list the institutions where you have had residency or fellowship training:
Residency Institution #1 Residency Institution #2 Residency Institution #3

Institution

Name MCHV

City BURLINGTON

State VT

Country USA
Specialty
Code
(See list) 0601
Specialty
Name FAMILY PRACTICE
Year
Residency
Completed 1991




42-8297 SHUMWAY, ALLEGRA L.

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996 - 1998 PHYSICIAN LICENSE RENEWAL APPLICATION, FOUR OF EIGHT
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42-8297 SHUMWAY, ALLEGRA L.

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996 - 1998 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FIVE OF EIGHT

SECTION II: PLEASE CHECK YES OR NO.
A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A.
(Section 11 is for the reporting of information, which is retained solely by the Board of Medical Practice and is not part of the
data base maintained by the Department of Health.)

During the past two years:

1. Have you had any organic iliness, emotional disturbance or mental iliness which has impaired your ability 4 “Hee medicine or
to function as a student of medicine, resident or fellow?
2. Have you been a defendant in any criminal proceeding other than minor traffic offenses? YES A NO

3. Are you currently under investigation for a criminal act? _
4 Have you been dependent upon alcohol or drugs? _

5. Are any formal disciplinary charges pending or has any disciplinary action been taken against you by any governmental authority,
by any hospital or health care facility, or by any professional medical association (international, national, state or local)?
YES K NO

6. Has any medical malpractice claim been made against you (whether or not a lawsuit was filed in relatio i
claim/complaint/demand for damages)?

7. Have you had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced, suspended
or revoked, resigned from a medical staff in lieu of disciplinary action or resigned from a medical staff after a complaint or peer
review action has been initiated against you? YES ANO

8. Have you voluntarily surrendered or resigned a license to practice medicine or any healing art in lieu of disciplinary action?

YES _XNO

9. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied, restricted or,
surrendered by any jurisdiction or federal agency at any time? YES ~ NO

10. Have you been denied the right to participate or enroll in any system whereby a third party pays all or part of a patient's bill?
YES _[A.NO

11. Have you withdrawn an application for a medical license or been denied a medical license for any reason?

__YES _ANO

12. Have vou been turned down for coverage by a malpractice insurance cartier? YES g}(\«NO

13. Have you been notified as a responsible party of a confirmed quality concern {quality of hospital care provided to Medicare
patients) by the Peer Review Organization (PRO} in Vermont or elsewhere? .YES NO

14. Have vou been the subject of an investigation by any other licensing board?



42-8297 SHUMWAY, ALLEGRA L.

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996 - 1998 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SIX OF EIGHT

SECTION II CONTINUED

15. Have you been dismissed or asked to leave a residency training program(s) before completion? ___YES _?ngO
IMPORTANT NOTE REGARDING THE QUESTIONS ABOVE AND ON THE PREVIOUS PAGE:

Except for questions 1 and 4, "'Yes' answers on past license renewals must be updated on Form A. For
example, if a previously reported malpractice action has been dismissed, please indicate that on Form A,
You have a continuing obligation to update the Board during the 1996-1998 period if the answer to any of
the questions above changes from ""No'"' to "Yes".



42-8297 SHUMWAY, ALLEGRA L.

STATE OF VERMONT - BOARD QF MEDICAL PRACTICE
1996 - 1998 PHY SICIAN LICENSE RENEWAYL APPLICATION, PAGE SEVEN OF EIGHT

SECTION I

Applicant’s Statement Regarding Child Support, Taxes, Unemployment Compensation Contributions

IMPORTANT: WITHOUT EXCEPTION, ALL LICENSEES MUST COMPLETE (1), (2), (3), (4) ANB (5) BELOW OR THE LICENSE
WILL NOT BE RENEWED. THANK YOU FOR YOUR COOPERATION,

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and ali child support payable under a support
order as of the date the application is filed. "Good standing” means that iess than one-twetfth of the annual support obligation is overdue; or lizbility
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved
by the office of child support or agreed to by the parties; or, the licensing authority determines that immediate payment of support would impose an
unreasonable hardship. (15 V.85.A. § 795)

1. You must check one of the two statements below regarding child support regardless whether or not you have children:

\é I hereby certify that as of the date of this application: (a) I am not subject to any support order or (b) I am subject io a support order and I
am in good standing with respect to it, or () 1 am subject to a support order and I am in full compliance with a plan to pay any and all
chiid support due under that order.

or
I hereby certify that I amn QY in good standing with respect to child support due as of the date of this application and I hereby request
that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship. Please forward an
"Application for Hardship”,

Regarding Taxes
Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certifies that he or she is in good standing with the Department of Taxes. "Good Standing” means that no taxes are due, the tax liability is on appeal,
the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or the licensing authority determines thal immediate
payment of taxes would impose an unreasonable hardship. (32 V.S.A. § 3113}

2. You must check one of the two statements below:

2& Fhereby certify, under the pains and penalties of perjury, that T am in good standing with respect to or in full compiiance with a plan to pay
any and ail taxes due o the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen years in
prison, a $10,000.00 fine or both),

or
F hereby certify that Tam NO'E in good standing with respect to taxes due to the State of Vermont as of the date of this application and I
hereby request that the licensing authority determine that immediate payment of Laxes would impose an unreasonable hardship. Please
forward an "Application for Hardship”.

(continued on page 8)

YOU MUST COMPLETE OTHER SIDE



42-8297 SHUMWAY, ALLEGRA L.

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996 - 1998 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE EIGHT OF EIGHT

SECTION III CONTINUED

Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
{including a license 1o practice a profession} to, or enter into, extend or renew any contract for the provision of goods, services or real estate space
with any employing unit unless such employing unit shail first sign a written declaration, under the pains and penalties of perjury, that the
employing unit is in good standing with respect to or in full compliance with a plan to pay any and a!l contributions or payments in fieu of
congributions due as of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and all
contributions or payments in lieu of contributions payable if: {1) no contributions or payments in Heu of coatributions are due and payable; (2) the
liability for any contribations or payments in lieu of contributions due and payable is on appeal; (3) the employing unit is in compliance with a
payment plan approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment of contributions or
payments in lieu of contributions due and payable would impose an unreasonable hardship.

3. You must check one of the two statements below regarding uvnemployment contribufions or payments in lieu of unemployment
centributions:

l

}é I hereby certify, under the pains and penalties of pesjury, that T am in good standing with respect to or in fuil compliance with a payment
plan approved by the Commissioner of Employment and Training to pay any and all anemployment contributions or payments in lieu of
unemployment contributions to the Vermont Department of Employment and Training due as of the date of this application. (The
maximum penalty for perjury is fifteen years in prison, a $10,000.00 fine or both).

or

1 hereby certify that [ am NOT in good standing with respect to unemployment coniributions or payments in licu of unemployment
contributions due to the to the Yermont Depariment of Employment dnd Training as of the date of this application and I hereby request
that the licensing authority determine that requiring immediate payment of unemployment coniributions or payments in lieu of
unemployment contributions would impose an uareasonable hardship. Please forward an "Application for Hardship”.

4. SOCIAL SECURITY NUMBER: * DATE OF BIRTH:
* The disclosure of your social security number is mandatory, is solicited by the authority granted by 42 U.S5.C. § 405(c)(2)(C), and will be used
by the Department of Taxes and the Department of Employment aad Training, in the administration of tax laws, to ideatify individuals affected
by such laws, and by the Office of Child Support,

5. STATEMENT OF APPLICANT

I further certify that all information contained in this renewal application (including all pages and attachments) is true and
accurate to the best of my knowledge. Failure to provide truthful and accurate information may constitute grounds for denial of
license renewal or disciplinary action.

, 404 A
S ,‘ Ao B
Date: _{ jﬁ f ﬁ 2 Signature: /5// < éﬁ}mfw {g /:f faehoretd -
. 7
Return the completed form and fee to: Vermont Board of Medical Practice
(Return envelope enclosed) 149 State Street

Mosatpelier, Vermont 05609-1106
QUESTIONS?T: (802) 828-2673

IMPORTANT: Please be sure to write your license number on your check. Check for the correct spelling of your name and proper address on the

page one label, Print any changes in the adjoining space. Sign and date the application. Enclose the correct fee of $300,00" in check or mongy
order payable to the Vermont Board of Medical Practice.

*Note: Physicians 80 years of age or older are exempt from payment of a renewal fee; however the physician license renewal application must be
completed and submitted.
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VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV



42-8297 SHUMWAY, ALLEGRA L.
VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV

(Section 1V is especially for the needs of health care access planning/physician recruitment and retention efforts in Vermont)

1. (a) Check all of the activities that describe your current status as a physician:
Jf; Active in clinical practice in Vermont
__ Active in clinical practice outside Vermont
_ Admuinistration
_ Teaching
__Research
.. Retired
__ Other

(b) How many hours per week do you spend on administration, teaching and research? O hours

2. Postgraduate training in Vermont:
(a) Are you currently in a postgraduate training program in Vermont as a resident or clinical fellow?
Yes E&No Note: If you answered YES, please answer gquestions (b) and (¢)

(b} Are you a ___Resident ___ Clinical Fellow ___ Research Fellow?
(¢) What is the medical school that you are affiliated with for this training?
___University of Vermont ___Dartmouth ___ Other (Please specify)

#*% Note: If you are providing patient care in Vermont, CONTINUE.
Otherwise, STOP and return this survey with your relicensing application.

3. What is the date you started practicing medicine (excluding residency or fellowship training)?
(Month/Year) 06/1991

4. What is the date you started practicing medicine in Vermont {excluding residency or fellowship training)?
{Month/Year) 06/1991

5. Do you plan to retire or reduce your patient care hours in the next 12 months? ___Yes j)ﬁ?No



42-8297 SHUMWAY, ALLEGRA L.

SECTION 1V CONTINUED

Instructions for completing this portion:

* Iistimate if exact figures are not available.

* Please complete a WORK. SITE section for each location where you provide patient care.
Do not include, as a separate site, hospitals and nursing homes where you provide care to patients
normally seen in an outpatient/office setting.
* Be as detailed as possible.
Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name colamns.
Do not remave any pages from this document.

*

¥

*

6(a). WORK SITE: NUMBER ONE

Town: MORRISTOWN County: LAMOILLE
{*Note: Enter the town and county in which the site is located, not a mailing address or Post Office box.)

Check the ONE practice setting from the selections below that most accurately reflects your practice at this site:

PRACTICE SETTINGS
_ Solo Practice —— Hospital Emergency Room
... Group Practice _& Hospital Inpatient
Ll - Community Health Center or Clinic (Non-Hospital) %"zt~ Extended Care Facility / Nursing Home
. Hospital Outpatient Clinic — Other: Specify

. School or College Health Center
— Business or Work Site

paimnts whs orlgsna:c frots thss site. P
nm»ca]l hours
Please complete one full line for each SPECIALTY that YOU practice at this site:
Hours
Specialty Per
Code Specialty Name Week
Primary Specialty at this Site 0601 | FAMILY PRACTICE 8
Secondary Specialty at this Site
Other Specialty at this Site
Do you plan to continue practice at this site for the next 12 months? _&\Yes __No
Will you accept new patients at this site? ) Yes __ No
Will you accept new Medicaid patients at this site? _'E{{Yes __No
Will you accept new Medicare patients at this site? X Yes __ No
Are you working with physician’s assistants and/or nurse practitioners at this site? _&Yes __No

If yes, enter the number of: Physician’s Assistants é Nurse Practitioners _J

For FAMILY and GENERAL PRACTITIONERS, PEDIATRICTANS and INTERNISTS (primary care): Do you provide primary
care services to adolescents (ages 10-20) at this site? X Yes __ No

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only X No obstetrical services provided



42-8297 SHUMWAY, ALLEGRA L.

SECTION 1V CONTINUED
Instructions for completing this portion:
* Hstimate if exact figures are not availabie.
* Please complete a WORK SITE section for gach location where you provide patient care.
* Do not include, as a separate sife, hospitals and nursing homes where you provide care to patients
normally seen in an outpatient/office setiing.
* Be as detailed as possible.
* Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name columns,
* Do not remove any pages from this document.

6(b). WORK SITE: NUMBER TWO

Town: HARDWICK County: CALEDONIA
(*Note: Enter the town and county in which the site is located, not a mailing address or Post Office box.)

Check the ONE practice setting from the selections below that most accurately reflects your practice at this site:

PRACTICE SETTINGS
—_ Solo Practice ... Hospital Emergency Room
. Group Practice : . Hospital Inpatient
A Community Health Center or Clinic {Non-Hospital) — Extended Care Facility / Nursing Home
___ Hospital Outpatient Clinic .. Other: Specify
— School or College Health Center
Business or Work Site
speind at this site
ARE. Include both
SPITAL CARE of
site. Please exclide
Please complete one full line for each SPECIALTY that YOU practice at this site: \
Hours
Specialty Per
Code Specialty Name Week
Primary Specialty at this Site 0601 | FAMILY PRACTICE 35
Secondary Specialty at this Site
Other Specialty at this Site
Do you plan to continue practice at this site for the next 12 months? :;);{Yes —_No
Will you accept new patients at this site? FYes __No
Will you accept new Medicaid patients at this site? ﬁ‘{es ___Ne
Will you accept new Medicare patients at this site? EYes _...No
Are you working with physician’s assistants and/or nurse practitioners at this site? il'?imYes __No

If yes, enter the number of: Physician’s Assistants __| Nurse Practitioners __{

For FAMILY and GENERAL PRACTITIONERS, PE]?IATRICIANS and INTERNISTS (primary care): Do you provide primary
care services to adolescents {ages 10-20) at this site? ¥ Yes __ No

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only % _No obstetrical services provided



42-8297 SHUMWAY, ALLEGRA L.

SECTION IV CONTINUED
Instructions for completing this portion:
* Hstimate if exact figures are not available.
* Please complete a WORK SITE section for each location where you provide patient care.
* Do not include, as a separate site, hospitals and nursing homes where you provide care to patients
normally seen in an outpatient/office setting.
* Be as detailed as possible.
* Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name columns.
* Do not remove any pages from this document.

6(c). WORK SITE: NUMBER THREE

Town: County:
(*Note: Enter the town and county in which the site is located, not a mailing address or Post Office box.)

Check the ONE practice setting from the selections below that most accurately reflects your practice at this site:
PRACTICE SETTINGS
. Solo Practice __ Hospital Emergency Room
... Group Practice Hospital Inpatient
. Community Health Center or Clinic (Non-Hospital) —_ Extended Care Facility / Nursing Home
. Hospital Outpatient Clinic . Other: Specify
... School or College Health Center
Business or Work Site

Average hours per week that you spend at this site
providing DIRECT PATIENT CAR :
AMBULATORY

patients who origi
on-call hours.
Please complete one full line for each SPECIALTY that YOU practice at this site: \
Hours
Specialty Per
Code Speciaity Name Week

Primary Specialty at this Site
Secondary Specialty at this Site
Other Specialty at this Site

Do you plan to continue practice at this site for the next 12 months? __Yes __No

Will you accept new patients at this site? ___Yes __ No

Will you accept new Medicaid patients at this site? ___Yes __ No

Will you accept new Medicare patients at this site? ___Yes ___ No

Are you working with physician’s assistants and/or nurse practitioners at this site? ___Yes ___No
If yes, enter the number of: Physician’s Assistants Nurse Practitioners

For FAMILY and GENERAL PRACTITIONERS, PEDIATRICIANS and INTERNISTS (primary care}: Do you provide primary
care services to adolescents (ages 10-20) at this site? __Yes No

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only No obstetrical services provided



42-8297 SHUMWAY, ALLEGRA ..

SECTION IV CONTINUED

Instructions for completing this portion:

* Hstimate if exact figures are not available.

* Please complete a WORK SITE section for each location where you provide patient care.
Do not include, as a separate site, hospitals and nursing homes where you provide care to patients
normally seen in an outpatient/office setting.
* Be as detailed as possible.
* Use the enclosed yellow sheet to make selections for the Specxalty Code and Specialty Name columns.
* Do not remove any pages from this document.

*

6(c). WORK SITE: NUMBER FOUR

Town: County:
(*Note: Enter the town and county in which the site is focated, not a mailing address or Post Office box.)

Check the ONE practice setting from the selections below that most accurately reflects your practice at this site:

PRACTICE SETTINGS
____ Solo Practice . Hospital Emergency Room
... Group Practice ___ Hospital Inpatient
___ Community Health Center or Clinic (Non-Hospital) ... Extended Care Facility / Nursing Home

Hospital Qutpatient Clinic Other: Specify
__ School or College Health Center

Business or Work Site

RE and HOSPITAL CARE of
Ottt this site. Please exeliide

Please complete one full line for each SPECIALTY that YOU practice at this site: \
Hours
Specialty Per
Code Specialty Name Week

Primary Specialty at this Site
Secondary Specialty at this Site
Other Specialty at this Site

Do you plan to continue practice at this site for the next 12 months? ___ Yes ___No

Will you accept new patients at this site? ___Yes __ No

Will you accept new Medicaid patients at this site? ___Yes __ No

Will you accept new Medicare patients at this site? ___Yes __ No

Are you working with physician’s assistants and/or nurse practitioners at this site? __ Yes __ No
I yes, enter the number of: Physician’s Assistants Nurse Practitioners

For FAMILY and GENERAL PRACTITIONERS, PEDIATRICIANS and INTERNISTS (primary care): Do you provide primary
care services to adolescenis (ages 10-20) at this site? ___Yes ___No

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only No obstetrical services provided



FORM A - PLEASE PROVIDE EXPLANATIONS TO SECTION I "YES" ANSWERS ON THIS FORM

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996-1398 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE ONE OF SIX

Your Name: ‘A/[é’f} (e ‘%Liwmda?/ Vermont License Number: M&‘? 52\

SECTION A: MEDICAL MALPRACTICE CLAIM {QUESTION 6) You will need TABLE | on Page .3 to compiete
this section. Please supply the following information regarding each instance of ailleged maipractscg: This form
should be photocopied and filled out separately for each claim. Additional sheets may be attached if necessary.

Please type or print clearly.

Insurer:

Ciaimant Name:

Description of Alleged Basis{es) of Claim (Allegations Only: This does not constitute an admission of fault
or liability.} See Codes on TABLE |, Page 3.

Basis Code: Basis Code:

Basis Code: Basis Code:

Additional Descriptive Information - Please indicate:

1) Patient's condition at point of your involvement:

2) Patient’s condition at end of treatment:

3} The nature and extent of your involvement with the patient; and

4) Your degree of responsibility for the course of treatment in leading to the claim,

If the incident resulted in patient’s death, indicate cause of death according to autopsy or patient chart:

Incident Location {circle one):

1 Emergency Room 02 Labor/Delivery 03 Laboratory/X-Ray/Testing (4 Operating Room
65 Qutpatient 06 Patient Room 07 Hospital-Other 08 Hospital- Unknown
09 HMO 10 Clinic 11 Nursing Home 12 Physician's Office
13 Walk-1n Center 14 Other 15 Unknown

Section A continued on next page



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
] SiX OF SiX
FORM A CONTINUED - 19961998 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE
APPOINTMENT
SECTION I: AFFECTING HEALTH CARE INSTITUTION STAFF PRIVILEGES, EMPLOYMENT OR
(QUESTION 7) - ATTACH DOCUMENTS
Institution Involved:

Date:

Circumstances;

E TO PRACTICE MEDICINE OR ANY

SECTION J: VOLUNTARILY SURRENDERED OR RESIGNED A LICENS
HEALING ART (QUESTION 8) - ATTACH DOCUMENTS

State: Year: _/

Circumstances:

QUESTION 10)
SECTION K: DENIAL OF RIGHT TO PARTIGIPATE OR ENROLL - THIRD PARTY PAYER {

ATTACH DOCUMENTS
Third Party Payer: Year: ___—————

Circumstances:

R (QUESTION 12)
SECTION L: TURNED DOWN FOR COVERAGE BY MALPRACTICE INSURANCE GARRIER (

ATTACH DOCUMENTS

. . Year. e
Malpractice insurance Carrier:

Circumstances:

1ON (PRO)
SECTION M: CONFIRMED QUALITY CONGERN NOTICE BY PEER REVIEW ORGANIZATION (

(QUESTION 13) ATTACH DOCUMENTS -/
ar

Location of PRO:




109 State Street
Montpelier, VT 05609-1106
Tel.: (802) 828-2673

Fax: (802) 828-2853

State of Vermont
Board of Medical Practice

Wponiber o 1FUs

(Date)

License # "j/g’ ?5@7

Your 1996 physician license renewal has been received by this
office. Your renewal_ CANNOT be processed until we receive

v $300.00 renewal fee + Bo5.00 late -;Déc’{ = ’&/379\5‘ 00

Page one, Section I, Item

Page two, Section I, Itenm

Page three, Section I, Item

Page five, Section II, Item

Page six, Section II, Item

Page seven, Section III, Item

Page eight, Section III, Item

A copy of the page that needs to be completed'is attached.
Please complete the necessary item, initial, date and return as soon
as possible.

Sincerely,
@?LQ_ [Boats_

Cheryl Blake
Staff Assistant



State of Vermont
Board of Medical Practice
109 State Street
Montpelier, VT (05609-1106
(802) B2B-2363

VERIFICATION OF LICENSURE

This is to cerify that according to the records of the
Board of Medical Practice on 08 August 1997 regarding:

Allegra Lucille Shumway MD

The Board of Medical Practice granted this License as a
Physician numbered 042-00082%7 on 15 February 1991. Current
Specialty registered in: Family Practice

Current Status: ACTIVE
Date of Expiration: 30 November 1958

Cur records also indicate the following information:

Date of Birth:

School/College Education: University of Vermont
Date of Graduaticon: 05/21/1988

Degree earned: MD

Bagig of Licensure: Unknown code
Examination Information:
Subject
National Boards 83 07/01/1989 lst

This licensee met all regquirements at the time of licensure
in accordance with the appropriate regulations of this state.

Board Action information:
No charges have been preferred against this licensee,
I hereby certify, as a staff assistant to the Board of

Medical Practice, to the best of my knowledge, the information
above is true and accurate.

@L Uu,(/ﬁ O _ \{'%103 Ve S gcr)

Signature g@ Staff Assistant Date



Professional Credentials Verification Service

July 18, 1997

Vermont Medical Practice Board ‘ of,
109 State Street W
Pavillion P.O. '

Montpelier, VT 05609-1101

RE: Allegra LWD. 000000008052

Date of Birth:

Lic No: 0420008297

The above referenced practitioner has applied for affiliation with a garticipating hospital/managed
care plan of the Professional Credentials Verification Service (PCVS) and states that he/she is
currently licensed to practice in your state. We would appreciate your verification of this
information by completing the statement below and returning it in the enclosed envelope.

Attached is an authorization for release of information signed by the applicant allowing us to make
this mquiry.

Thank you for your prompt response.
Sincerely,

Qﬂw. AY|E Qe
Professional Credentials Verification Service

Enc: Authorization for Release; Return Envelope

License Number C/?IQ -(CC g?? (i / Date Issued (9 15 - (7 /

Date of Expiration f ] ‘-jD«Q g

Has this license ever been voluntarily/involuntarily relinquished? Yes*

_
Has this Board ever suspended, revokegereduced, limited, or refused to
renew this license? Yes* No

Has this Board ever initiated any disciplinary action against the applicant, or is any such action

pending? Yes* No Sﬁ.ﬁ atiae

*If yes, please provide appropriate details on a separate page.

Verified by: (\ P‘ u&{u/( Q \@&laﬂ &M &)ﬂdﬁ@j&iﬁ‘
7 \ Name/Title T2
Date: 8 8 (/ f‘/

ooslic.]t3




‘309 State Street
Montpelier, VT §5609-1106
Tel.: (802) 828-2673

Fax: (802) 828-2853

State of Vermont
Board of Medical Practice

This Board has never taken disciplinary action against this
individual.

Under Vermont Statute 3 VSA §131 this Board can neither confirm nor
deny whether there are closed or pending investigation files.

O/ LCH uk (/( . \“»(%If 48

Cheryl Al Rlake
Staff Assistant




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE ONE OF FIVE

| hereby apply for the renewal of my LICENSE AS A PHYSICIAN for the period from

12/01/98 to 11/30/2000. TWO YEAR RENEWAL FEE: §300.

Enclose a check in the amount of $300. made payable to the Vermont Board of Medical Practice.
Physicians 80 years of age or older or on full time active military duty (verification required} are exempt from
payment of a renawal fee; howsver the physician license renewal application must be completed and submatted
LATE FEE: Late applications are assessed a $25 laie fee. :

important:

@ Please print iegibly or type your answers,

® Answer all questions 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 Il

® Make & copy of this form and ali attachments for your own records,

L 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.

SECTION1
Name: S b g il ad Aﬁ g&ﬁ: Y Lo zudl 2

(Last) ' (First}h (Middie) (Former)

Vermont License Number: &7 L{w}\ - & o “’%? f;ﬂ 4 %7

Other Name(s), if any, under which you were licensed in Vermont and elsewhere since your last
renawail:

Mailing Address

Office Address: M one,

(Street)

(City) (State) {Zip Code) (Phone)

Home Address: %5 e WAL ai L ilmﬁ; 2 gig*fw 4.5

City, State, Zip Code:

Note: Circle your preferred mailing address. Please note that this address will be public and listed on the Board's
website.




STAYE OF VERMONT - BOARD OF MEDICAL PRACTICE
1988-2000 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF FIVE

Are you currently active in clinicat practice in Vermont? Yes No

Do you intend to practice medicine without hospital privileges? Yes No

SPECIALTY

- P
Specialty: i“”mmﬁﬁf Visetice

Subspecialty:

American Specialty Board Certified? _ X, Yes No

Specialty?: Year Certified?:

If applicable, year recertified?

Subspeciaity Certificate?: Year Certified?

If applicable, year recertified?

PRACTICE

Do you have hospital privileges? Yes No

List ail hospitals where you have, or previously have had, staff privileges. Include name, address, and dates.

Name Address From/To Speciaity/Subspecialty
OTHER LICENSES
Do you hotd, or have you ever held, a medical license in any other state? Yes | No if yes, complete the

section below.

State License Number Date Issued Status {Active or Inactive}




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1928-2000 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF FIVE

SECTION I}
SECTION Il - *Yes” answers to Questions 1 - 24 require an explanation on the enclosed Form A.
Important note regarding the following questions: *Yes” answers on past renewals must be updated on Form A. For example, if a
previously reported malpractice action has been dismissed, please indicate that on Form A. You have a continuing obligation to
update the Board during the 1988-2000 pericd i the answer to any of the questions on the next two pages changes from “No” to
“Yes”. (Section il is for the reporting of information which is retained solely by the Board of Medical Practice and is not part of the data
base maintained by the Department of Heaith.)

During the past two years:

1. Have you applied for and been denied a fcense to practice medicine or any healing art? Yes _& No
2. Have you withdrawn an application for a license to practice medicine or any healing art? Yes ?t No
3. Have you voluntarily surrendered or resigned a license to praclice medicine or any healing art in lieu of disciplinary action?
Yes No
4, Are any formal disciplinary charges pending or has any disciplinary action been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association (international, nationg), state or
local)? : Yes No
5. To your knowledge, are you the subject of an investigation by any other licensing board as of them?
6. Have you been denied the privilege of taking an examination before any State Medical Examining Board?
Yes ‘% No
7. Have you discontinued yeur education, training, or practice for a period of more than three moenths?
‘ Yes K No
8. Have vou been dismissed or asked fo leave a residency fraining program(s) before completion? Yes ﬁ No
9. Have you had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced,
suspended or revoked; resigned from a medical staff in fieu of disciplinary action; or resigned from a medical staff after a
complaint or peer review action has been initiated against you? Yes % No
10. Have you been denied the right to participate or enroll in any system whereby a third party pays all or part of a patient’s
hili? Yes ___#» No
11. Have you been notified as a responsible party of a confirmed quality concern (quality of hospital care provided to
Medicare patients) by the Peer Review Crganization (PRO} in Vermont or elsewhere? Yes A No
12. Has any medical malpractice claim heen made against you (whether or not a lawsuit was filed in ialed
claim/complaint/demand for damages)?
13. Have you been turned down for coverage by a malpractice insurance carrier? Yes b( No
14. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied, restricted
or surrendered by any jurisdiction or federal agency at any time? Yes No
15. Have you been a defendant in any criminal proceeding other than minor traffic oifenses (Note: DWI - Driving While
Intoxicated - is NCOT a minor offense)? Yes i& No

16, To your knowledge, are you the subject of an investigation for a criminal act? -



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FOUR OF FIVE

SECTION It CONTINUED - “Yes™” answers to Questions 17 - 24 require an explanation on the enclosed Form A.
For purposes of Questions 17 - 24, the following phrases or werds are defined below:

“Ability to practice medicine” is to be construed to include ail of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments,
and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other heaith care
providers, with or without the use of aids or devices, such as veice amplifiers; and

3. The physical capability to perform medical tasks such as physicat examination and surgical procedures,
with or without the use of aids or devices, such as corrective lenses or hearing aids.

“Medical condition” includes physiological, mental or psychofogical conditions or disorders, such as but not fimited to orthopedic,
visual, speech, and hearing impairments, cerebral paisy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease,
diabetes, mantal retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis, drug addiction, and
alcoholism.

“Chemical substances” is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a valid
presctiption for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used Hlegally.

“Currently”, for purposes of this renewal application, does not mean on the day of, or evenin the weeks or months preceding the
completion of this application. Rather, it means recently enough so that the use of drugs may have an ongoing impact on one's
functioning as a licensee, or within the past two (2) years.

“illegal use of controfled substances” means the use of controlled substances obtained illegally as well as the use of conirolied
substances which are not obtained pursuant to a valid prescription or not taken in accordance with the directions of a licensed health
care praciitioner.

17. Do you have a medicai condition which in any way impairs or limits your ability to practice medicinggas & and
safety? If “ves,” please explain.

18. Does your use of chemical substance(s) in any way impair or imit your ability to practice medicine g il and
safety? If “yes,” please explain.
19, Are the limitations or impairments caused by your medical condition reduced or ametiorated because you receive ongoing

freatment (with or without medications) or participate it a menitoring program? 1f “yes,” please ex_
20. Are the limitations or impairments caused by your medical condition reduced or ameliorated beca i i

the setting or the manner in which you have chosen to practice? If "yes,” please explain.
. i ” “ves."
23. if “ves,” are you currently participating in a supervised rehabilitation program or professionai assistance program which

monitars you in order to assure that you are not illegally using controlled substances? If "yes,” %

21. Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibition
please explain.

22. Are ydu currently engaged in the ilegal use of controlled substances?

24, Have you been diagnosed with or have you been treated for bipolar disorder, schizophrenia, par.
disotder?




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE - SECTION I
1898-2000 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE FIVE OF FIVE
STATEMENT REGARDING CHILD SurPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
Applicant’s Statement Regarding Child Support

Title 15 § 795 requires that: A professional license or other authority fo conduct a trade or business may not be issued or renewed unless
the person cerifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child support
payable under a support order as of the daie the application is filed. "Good standing” means that less than one-tweifth of the annual
support obligation is overdue; or labiiity for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she
is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the licensing authority
determines that immediate payment of support would impose an unreaseonable hardship. (15 V.5.A. § 795}
1. You must check one of the two statements below regarding child support regardiess whether or not you have

chitdren:

{2& | hereby certify that, as of the date of this application: (&) | am not subject tc any support order or (b} | am subject to a support
order and | am in good standing with respect to it, or (¢} | am subject to a support order and | am in fuil compliance with & plan
to pay any and ali child support due under that order.

or

| hereby certify that | am NOT in good standing with respect to child support due as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable
hardship, Please forward an "Application for Hardship” .

Applicant’s Statement Regarding Taxes
Title 32 § 3113 requires that. A professiona! license or other authority to conduct a tfrade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with the Department of Taxes, "Good standing” means that no faes are
due, the tax fiability is on appeal, the faxpayer is in compilance with a payment plan approved by the Commissioner of Taxes, or the
licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. (32 V.8.A. § 3113)

2. You mus! check one of the fwo statements below:

b‘q\ ! hereby cerify, under the pains and penaiies of perjury, that | am in good standing with respect to or in full compliance with a

plan to pay any and all taxes due {o the State of Vermont as of the date of this application. (The maximum penalty for perjury is
fifteen years in prison, a $10,000.00 fine or hoth).

oF
| hereby certify that | am NOT in good standing with respect o taxes dus to the State of Vermont as of the date of this
application and i hereby request that the licensing authority determine that immediate payment of taxes would impose an
unreasonable hardship. Please forward an "Application for Hardship”.
Applicant’s Statement Regarding Unernployment Compensation Contributions

Title 24 § 1378 requires thal:  No agency of the sfate shall grant, issue or renewal any license of other authority to conduct a trade or
husiness (including a license to practice a profession) io, or enter into, extend or renew any contract for the provision of goods, sefvices
or real estate space with any empioying unit unless such employing unit shall first sign a written dectaration, undear the pains and
penalties of perjury, that the employing unit is in good standing with respect to or in full compiiance with 2 plan to pay any and ali
contributions or payments in fieu of contributions due as of the date such dectaration is made. For the purposes of this section, a person
is in good standing with respect to any and ali contributions or payments in lieu of contributions payable if: (1) no contributions or
payments in lieu of contributions are due and payable; (2} the liabitity for any contributions or payments in lieu of contributions due and
pavable is on appeal; {3) the employing unit is in compliance with a payment plan approved by the Commissioner; or {4} in the case of a
licensee, the agency finds that requiring immediate payment of contributions or gayments in liet of contributions due and payable would
impose an unreasonable hardship.
3. You must check one of the two statements below rega: Jing unemployment confributions or payments in lieu of

™, unemployment contributions:

g[g t hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full compliance with &
payment plan approved by the Commissioner of Employment and Training to pay any and alf unemployment contributions or
payments in lieu of unemgployment contributions to the Vermont Department of Employment and Training due as of the date of
this application. (The maximum penalty for perjury is 1% years in prison, a $10,000.00 fine or both}.

oF
| hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lieu of
unemployment contributicns due to the Vermont Depariment of Employment and Training as of the date of this application and
| hereby request that the licensing autharity determine that requiring immesdiate payment of unemplayment contributions or
payments in lieu of unemployment contriputions would impose an unreasonable hardship. Please forward an Application for
Hardship.

Social Security Cate of Birth

* The disclosure of your social security numoer s mandalory, is solicited by the authority granted by 42 U.S.C. § 405 (¢)(2){C), and will be used by the Department of

Taxes and the Department of Employment and Training, in the administration of tax laws, to identify individuals affected by such jaws, and by the Office of Child Suppart.
STATEMENT OF APPLICANT

| certify that the information stated by me in this application Is frue and accurate to the best of my knowledge. | understand that providing

false information or omission of information is unlawful apd may jeopardize my icense/certification/registration status.

Date fUI/ E ’3{/??

Signature of Applicant : J'_ y



Deborah L. Murkowitz

Redstone Building
Seeretary of State

26 Terrace Swreet
Drawer 09

Montpelier, VT 05609-1101 William A. Dalton

Deputy Secretary

Tel: (802) 828-2363 ; y
hitp-/fwww pec state. vi.uz = = Jessica G. Porter
State of Vermont Director, Professionul Regulation

Office of the Secretary of State

VT SECRETARY OF STATE
OFFICE OF PROFESSIONAL REGULATION
26 TERRACE STREET, REDSTONE BUILDING
' DRAWER 09
MONTTELIER, VT 05609-1106
(802) 828-2390

MEMO

To: Allegra Shumway, M.D.
From: Diane W. Lafaille, Board Administrator DWL’

Subject: Ionizing Privilcges
Date: 23 May 2003

Dear. Dr. Shumway:

I'have forwarded a copy of your application for certification of your having read the Syliabi on
Radiography Radiation Protection and Fluoroscopy Radiation Protection, and viewed the VCR
tape to the VT Board of Medical Practice.

That Board will add ionizing privileges to your medical license and issue you a new license with
that endorsement on it. This letter will serve as compliance with § 2804 until that license is
received.

Feel frce to contact me at (802) 828-2390 if you have questions. My E-mail address 1s:

“dlafaill@sec state. vt us”

Thank you.



STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE ONE OF FIVE

TWO YEAR RENEWAL FEE: $350.00
Enclose a check in the amount of $350.00 made payab!e to the Vermont Boars

late fee.

nnnnnnnnnnnnnnnnnnnnnnnnnnnnnn FF g Rk ke ke Rk A e Rk R e e e de ok ek de e e de e et R e R o R de R ek

IMPORTANT:

. Please print legibly or type your answers. P
Answer all questions completely; it is not adequate to state that the Board already has the' mformat%on
Use the enclosed Form A to provide explanations to "yes” answers in Section |l.

Make a copy of the completed 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.

SECTION |

Name: & huemt Weay  Alleavca Lo dlz

{Last) I (Firsty —~J (Middle) {(Former)

Vermont license number: f")fff—,}« — {0 ’:5;)&:? 7+ Other name(s}, if any, under which you were
licensed in Vermont and elsewhere since your last renewal

“MAILING ADDRESS” will be public and listed on the Board’s website. All addresses must be
included.

MAILING ADDRESS:

OFFICE ADDRESS: E\i A by s /,L p z::i,\;‘am'”l‘”’ Lz. m»f AU foye w‘il’w
{Street) ;
Wew poct T 054858 Foh- 334~ SRAN
(City) {State) (Zip Code) {Telephone)
HOME ADDRESS:
{Street)
Sany N A i {m.:: Oc(,ét-‘ﬁf;g

{City) (State) (Zip Code)  _\ {Telephone)



STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
2000 - 2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF FIVE

Are you currently active in clinical practice in Vermont? N Yes . No
Did you practice in Vermont during the past 12 months? _ Yes ___No
Do you intend to practice medicine without hospital privileges? __ Yes ___No
SPECIALTY
Specialty: F‘CK-W‘E (1{ ?Q"{"Ci{:/{f (e
Subspecialty:
American Specialty Board Certified: _& Yes . No
Specialty: F’c:uw N { Poartio o Year Certified:., \l
If applicable, year recertified: g z“) {49 ¢
PRACTICE
Do you have hospital privileges? Yes % No

List all hospitals where you have, or previously have had, staff privileges. Include full information.

Name . Address Dates/From-To Specialty/Subspecialty

LICENSE IN OTHER JURISDICTIONS

Do you hold, or have you ever held, a medical license in any other state? __ Yes _K No
if yes, complete the section below.

State lLicense Number [Date Issued Status (Active, Inactive, Other)




STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF FIVE

SECTION HlI: “Yes” answers to Questions 1 - 24 require an explanation on the enclosed Form A,

important note regarding the following questions: “Yes” answers on past renewals must be updated on Form A. For
example, if a previously reported malpractice action has been dismissed, indicate that on Form A. YOU HAVE A CONTINUING
OBLIGATION TO UPDATE THE BOARD DURING THE 2000-2002 PERIOD IF THE ANSWER TO ANY OF THE QUESTIONS
ON THE NEXT TWO PAGES CHANGE FROM “NO” TO “YES”.

{Section Il is for the reporting of information which is retained solely by the Board of Medical Practice and is not part of the data
base maintained by the Department of Heaith.}

DURING THE PAST TWO YEARS:

1. Have you ever applied for and been denied a license to practice medicine or any healing art? _ Yes _% No
2. Have you ever withdrawn an application for a license to practice medicine or any healing art? . Yes _& No

3. Have you ever voluntarily surrendered or resigned a license to practice medicine or any healing
art in lieu of disciplinary action? ___Yes _ﬁ No

4. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against
you by any governmental authority, by any hospital or health care facility, or by any professional

medical association (international, national, state or local)? ____Yes _ﬁ No
5. To your knowledge, are you the subject of an investigation by any other licensing board as of
the date of this application?
6. HMave you ever been denied the privilege of taking an examination before any State Medical .
Examining Board? ___Yes _K No

71 Have you ever discontinued your education, training, or practice for a period of more than three
months? ___Yes _\& No

8. Have you ever been dismissed, suspended, or asked to leave a residency training program(s}
before completion? . Yes ﬁ No

&. Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked; resigned from a medical staff in lieu of
disciplinary action; or resigned from a medical staff after a complaint or peer review action has

been initiated against you? __Yes _K No
10. Have you ever been denied the right to participate or enrcll in any system whereby a third party

pays all or part of a patient’s bill? o Yes ;& No
11. Have you ever been notified as a responsible party of a confirmed quality concern {quaility of hospital /

care provided to Medicare patient) by the Peer Review Organization (PRO} in Vermont or elsewhere?  Yes E(_ No
12. Has any medical malpractice claim been made against you {whether or not a lawsuit was filed in

refation to the claim/complaint/demand for damages)? _
13. Have you ever been turned down for coverage by a malpractice insurance carrier? e Yes KNO

14. Has your privilege to possess, dispense or prescribe controfled substances ever been suspended,
revoked, denied, restricted by or surrendered to any jurisdiction or federal agency at any time? . Yes “& No

15. Have you, at any time, been a defendant in any criminal proceeding other than minor traffic offenses?
(Note: Driving while intoxicated is NOT a minor offense.) .. Yes _bﬁNo

16. To your knowledge, are you the subject of an investigation for a criminal act? _



STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FOUR OF FIVE

SECTION Il CONTINUED: “Yes” answers to Questions 17 through 24 requires an explanation on the enclosed Form A.
For purposes of Questions 17 through 24, the following phrases or words are defined helow:

“Ability to practice medicine” is to be construed to include all of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments, and to
tearn and keep abreast of medicat developments; and

2. The ability to communicate those judgments and medical information to patients and other health care providers,
with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical procedures, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

“Medical condition” includes physiclogical, mental or psychological conditions or disorders, such as but not limited fo
orthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer.
heart disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis,
drug addition, and alcoholism.

“Chemical substances” is to be construed fo include alcohol, drugs, or medications, including those taken pursuant to a valid
prescription for legitimate medical purposes and in accordance with the prescriber's direction, welf as those used ilegalty.

“Currently”, for purposes of this renewal application, does not mean on the day of, or even in the weeks or months
preceding the completion of this application. Rather, it means recently enough so that the use of drugs may have an ongoing
impact on one’s functioning as a licensee, or within the past two (2) years.

“llegal use of controlled substances” means the use of controlled substances obtained iflegally as weli as the use of
controlled substances which are not obtained pursuant to a valid prescription or not taken in accordance with the directions of a
licensed health care practitioner.

17. Do you have a medical condition which in any way impairs or limits your ability to practice medicine
with reasonable skill and safety? if yes, explain on Form A.

18. Does your use of chemical substance(s) in any way impair or limit your ability to practice medicine with
reasonable skilf and safety? If yes, explain on Form A.

19, Are the limitations or impairrhents caused by your medical condition reduced or amelicrated because
You receive ongoing treatment {with or without medications) or participate in a monitoring program?
If yes, explain on Form A.

20. Are the limitations or impaimments caused by your medical condition reduced or amelicrated because
of the field of practice, the setting or the manner in which you have chosen to practice?
if yes, explain on Form A.

21. Have you ever been diagnosed as having or have you ever been treated for pedophiiia, exhibitionism,
or voyeurism? If yes, explain on Form A.

22. Are you currently engaged in the illegal use of controlled substances?
23. Wyes to 22, are you currently participating in a supervised rehabilitation program or professional
assistance program which monitors you in order to assure that you are not illegaily using controlied

substances? If yes, explain on Form A.

24. Have you been diagnoses with or have you been treated for bipolar disorder, schizophrenia, paranoia,
or any other psychotic disorder?




STATE OF YERMONT - BOARD OF MEDICAL PRACTICE-PAGE FIVE OF FIVE
SECTIONTV
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

PAGE FIVE OF FIVE
You must answer questions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that A professional license or other authority to conduct a trade or business may not be issued or renewed uniess the person centifies that he o she is in good
standing with respect to or in full compliance with a plan to pay any and all child support payable under a support order as of the date the application is filed. "Good standing'' means
that fess than one-twelfth of the annual support obligation is overdue; or fiability for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in
compliance with a repayment pian approved by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would impose
an unreasonable hardship. (15 V.5.A. § 795)

1. You must check one of the two statements below regarding child support regardless whether or net you have children:

._X._ I hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b} I am subject to a support order and | am in good
standing with respect to it, or (c) T amn subject to 4 support order and I am in fuli compliance with a plan to pay any and all ¢hild suppost due under that
order.
or
I hereby centify that I am NOT in good standing with respect to child support dues as of the date of this application and 1 hereby request that the licensing
authority determine that immediate payment of child support would impose an unreascnable hardship. Please forward an "Application for Hardship”.
Regarding Taxes

Title 32 § 3113 requires that; A professional license or other authority to conduct 2 trade or business may not be issued or renewed unless the person certifies that he or she is in good
standing with the Department of Taxes." Good standing™ means that no taxes are due, the tax Hability is on appeal, the taxpayer is in compliance with a payment plan approved by the
Commissioner of Taxes, or the Hcensing authority deermines that immediate payment of taxes would impose an unreasonable hardship. (32 V.S.A. §3113)

2. You must check one of the two statements below regarding taxes:

% I hereby certify, under the pains and penalties or perjury, that I am in good standing with respect to or in full compliance with a plan to pay any and all
taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen years in prison, a $10,000.00 fine or
hoth).

or

— 1 hereby certify that ] am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this apptication and | hereby request
that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship. Please forward an "Appiication for
Hardship".

Regarding Unemployment Compensation Contributions

Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other autherity to conduct a trade or business {including a license to practice a profession}
to, or enter into, extend or renew any contract for the provision of goods, services, of real estate space with any employing unit unless such employing unit shall first sign a writien
declaration, under the pains and penalties of perjury, that the employing unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or
payments in hiew of contributions due as of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and all contributions or
payments in liew of contributions payable if: ¢1) no contributions or payments in lieu of contributions are due and payable; (2) the liability for any contributions or payments in lieu of
contributions due and payable is on appeal; (3} the employing unit is in compliance with a payment plan approved by the Commissioner; or (4) in the case of a licensee, the agency finds
that requiring immediate payment of contributions or payments in lieu of contributions due and payable would impose an unreasonable hardship.

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment contributions:

———  Thereby centify, under the pains and penalties or perjury, that I am ini good standing with respect to or in full compliance with a payment plan approved
by the Commissioner of Employment and Training to pay any and all unemployment contributions or payments in lieu of unemployment contributions
to the Vermont Department of Employment and Training due as of the date of this application. (The maximum penalty for perjury is 15 years in prison,
a $10, 000.00 fine or both.}

or

—— | hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in leu of unemployment contributions due
1o the Verment Department of Empioyment and Training as of the date of this application and 1 hereby request that the licensing authority determine
that requiring immediate payment of unemployment contributions or payments in lieu of unemployment contributions would impose an unreascnable
hardship. Please forward an Application for Hardship.

or
ESL 1 hereby certify that 21 V.S.A. § 1378 is not applicable to me because T am not now, nor have 1 ever been, an employer.

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 405 (¢}(2)(C), and wili be used by the
Depariment of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, i¢ identify individuals affected by such
iaws, and by the Office of Child Support.

STATEMENT OF APPLICANT
1 certify that the information stated by me in this application is true and accurate to the best of my knowledge and that providing false information or omission of

information is untawful and may jeopardize my licenie%%reglstmuon status.
Signature of Applicant__ Date ié) /9\ 3 I/ 0@
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VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE

2002 PHYSICIAN’S LICENSE RENEWAL APPLICATION

I hereby apply for the renewal of my LICENSE AS A PHYSICIAN for the period from 12/01/02 to 11/30/04.

Instructions
- Please enclose a check in the amount of 3350 payable to the Vermont Department of Health.
Note: Physicians 80 years of age or older or on full-time active military duty (verification required) are exempt
from payment of a renewal fee; however, the physician license renewal application must be completed and
submitted.
LATE FEE: Applications post-marked or received after 11/30/02 are assessed a $25 late fee.
- Please print legibly or type your answers. Please type or print in block letters, one letter (or digit) in each box.
- Answer all questions completely; it is not adequate to stale that the Board already has the information.
. Use the enclosed Form A to provide explanations to "yes' answers in Parts I and 11,
- Please be sure to write your name and license number on each attachment.
- Please be sure to complete the Applicant’s Statement Regarding Child Support, Taxes, Unemployment
Compensation Contributions.
- Make a copy of the completed form and all atmchments Sfor your own records.
- Do not delegate this important task to an employee. False statements on this form are grounds for unprofessional
conduct. '
- Please return the document in s entirety at your earliest convenience. Your current license expires on November
3¢, 2002.

Part I - Identity Questions

Vermont Physician’s License Number:  [042-10 10 (@] Q12147

1. Print your full name as you wish it to appear on the license:

First name: Al lelalvla
Middle name: Llu el T | e
Last name: g I | eelm Wi et )/
Extension:

2. Have you ever legally changed your name? D Yes {g] No
Former name, or any other name under which you were licensed in Vermont

or elsewhere in the past two years:

3, Your date of birth: MMIDDIY Y Y Y

4: Your mailing address:  (Check one: [BHome address 0 Work address)

Care of:

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
Page 1 of 13




Town/City:
State:

Zip Code:

5. Your electronic addresses:

Work telephone: Flolad- [RI3I%]|- 1518 Hx

E-mail (optional):

6. Were you in active practice in Vermont in the past 12 Months? ﬂ Yes D No
7. Are you currently participating in residency or fellowship training [:] Yes [Z[ No
8. Do you hold, or have you ever held, a medical license in any other state? D Yes @ No

If yes, complete the section below:

Date Issued
State | License Number M MID DIY Y Y Y :Status {(Active, inactive, other)
If necessary, please use an additional sheet and check this box: ......[]

Part II - Licensure and Practice Questions _
Any "ves' response to the questions below must be fully explained on the enclosed Form A.

9. Have you ever applied for and been denied a license to practice medicine or any other healing art?
D Yes ﬁ No

10. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
[ ]Yes [X]No

11. Have you ever voluntarily surrendered or resigned a license to practice medicine or any other
healing art in lieu of disciplinary action?

[ ]Yes [X]No

12. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against
you by any governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local}?

D Yes @No

13. Have you ever been denied the privilege of taking an examination before any state medical
 examining board?

[ ] Yes \No

Vemmont Depantiment of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Applicaticn
Page 2 of 13



14. Have you ever discontinued your education, training, or practice for a period of more than three
months, for reasons other than a family situation?

[:] Yes E No

15. Have you ever been dismissed or suspended from, or asked to leave a residency training program
before completion?

{:] Yes ﬁ No

16, Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked, or resigned from a medical staff after a
complaint or peer review action was initiated against you?

EN{)

17. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time?

I:] Yes & No

18. Are you presently a defendant in a criminal proceeding?

D Yes - No
Part Il - Confidential Sectmn

Part Il is exempt from pubhc disclosure

Any "yes'" response to the questions below must be fully explained on the enclosed Form A.

19. To your knowlcdge are you the subject of an investigation by any other hcensmg board as of the

20. To your knowledie are iou presently the subject of criminal investigation?

MEDICAL QUESTIONS

Please answer “Yes” or “No” to the questions below. Definitions are provided after the questions to
assist you in answering. Please explain any “Yes” aniswers on Form A.

21. Do you have a medical condition that in any way impairs or limits your ability to practice medicine

in yo"i ili‘i ii iiiiilii with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

you have received or do receive ongoing treatment (with or without medication} or have
participated or do participate in a monitoring program.

22. Are you currently engaged in the use of alcohol or other chemical substances that in any way

zmpaWnce medicine in your field of practice with reasonable skill and safety'7

In explaining a “Yes” answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or thhout medication) or have participated or do participate in a
monitoring program.

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
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23. Are ymm the illegal use of controlled substances?

In explaining a “Yes” answer on Form A, please provide reasonable assurances
that such use is not a real and ongoing problem in your practice of medicine.

IMPORTANT

Since 1999, part of each license fee has been used to create and maintain the Vermont
Practitioners Health Program, a confidential program for the identification, treatment and
rehabilitation of physicians affected by the disease of substance abuse. if you wish further
information about this program, a service of the Vermont Medical Society, call 802-223-4393 (a
confidential linel.

DEFINITIONS
In answering the questions above, please use these definitions:

* Ability to practice medicine” - This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned
medical judgments, and to learn and keep abreast of medical developments; and
2. The ability to communicate those judgments and medical information to patients and

other health care providers, with or without the use of aids or devices, such as voice
amplifiers; and

3. The physical capability to perform medical tasks stich as physical examination and
surgical procedures, with or without the use of aids or devices, such as corrective
lenses or hearing aids.

“Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as,
but not limited 1o, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy,
muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or
mental iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and
alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one's functioning
as a licensee,

"Chemical substances” - This term is to be construed to include alcohol, drugs, or medications,
inctuding those taken pursuant to a valid prescription for legitimate medical purposes and in accordance
with the prescriber’s direction, as well as those used illegally.

sControlled substances® - This term means those drugs listed on Schedules | through V of Section
202 of the .
Controlled Substances Act (21 USC § 812).

“Hiegal use of controlled substances” - This term means the use of drugs, the possession or
distribution of which is unlawful under the Controlled Substances Act, as periodically updated by the
Food and Drug Administration. This term does not include the use of a drug taken under the
supervision of a licensed health care professional or other uses authorized by the Controlied
Substances Act or other provisions of federal law, :

Vermont Dapartment of Health, Board of Medical Practice - 2002-2004 Physician Licensa Renewal Apptication
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Part IV - Statutory Profile Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Department of Health,
Under this law, the Department must collect certain information to create individual profiles on all
health care professionals licensed, certified, or registered by the Department pursuant to Title 26 of the
VSA. Please try to answer the following questions as best as you can. You will receive a copy of your
profile prior to its initial release to the public and each time the profile is modified or amended. You
will be given a reasonable time to correct factual inaccuracies that appear in such profile. As noted
below, certain questions do not need to be answered.

It is very important for us to receive photostatic copies of court papers, licensing
authority decisions, and other documents relevant to the questions below in order to have a true
and accurate description of the actions taken.

24. Criminal Convictions [See 26 VSA § 1368(a)(1)]

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but
not speeding or parking tickets) of which you have been convicted within the past 10 years.
For purposes of this question, “convicted” means that you pleaded guilty or that you were
found or adjudged guilty by a court of competent jurisdiction. Please provide copies of
papers fully documenting the convictions.

25. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]

Conviction Date
MM|DD|Y Y Y Y Cour City State | Crime
If necessary, please use an additional sheet and check this box: ...... 0

Please provide a description of all charges to which you pleaded “nolo contendere” (“I will not
contest it”) or where sufficient facts of guilt were found and the matter was continued without a
finding by a court of competent jurisdiction. Please provide copies of papers fully
documenting these matters.

Date
MM

DDY Y Y Y |Court

City |

State

Chafge

Nature of Action

0 Nolo Contendere
{1 Matter Continued

3 Nolo Contendere
) Matter Continued

00 Nolo Contendere
[7 Matter Continued

If necessary, please use an additional sheet and check this box: ... o

Vemmont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
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26. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]

Please provide a description of all formal charges served, findings, conclusions, and orders of
the Board of Medical Practice (including stipulations), and final disposition of such matters by
the courts, if appealed, within the past 10 years. (We will have the documentation on file; we
are asking you to provide the description.)

Date
M MID D|Y Y Y Y Final Disposition (Summary)

If necessary, please use an additional sheet and check this box: ...... O

27. Licensing Authority Matters in Other States' [See 26 VSA § 1368(a)(4)]

Please provide a description of all formal charges served by licensing authorities of other states,
the findings, conclusions, and orders of such licensing authorities, and final disposition of such
matters by the courts, if appealed, in those states within the past 10 years. Please provide
copies ‘of papers fully documenting these matters.

Datc of Final Disposition | Licensing .
M M|D DIY Y Y Y Authority |Court City State | Nature of Charges
If necessary, please use an additional sheet and check this box: ...... 1

28. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

A. Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital
privileges within the past 10 years that were related to competence or character and
were issued by the hospital’s governing body or any other official of the hospital after
procedural due process (opportunity for hearing) was afforded to you. Please provide
copies of papers fully documenting these matters.

Date Nature of Reason for

M MD D|Y Y Y Y |Hospital State | Restriction Restriction
If necessary, please use an additional sheet and check this box: ... "

Varmont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
Page 6 of 13



Other Restrictions

Please provide a description of all resignations from, or nonrenewal of, medical staff

membership or the restriction of privileges at a hospital taken in lieu of, or in settlement
of, a pending disciplinary case related to competence or character in that hospital within
the past 10 years. Please provide copies of papers fully documenting these matters.

Date
MM

D

D

Y Y Y Y

Hospital

State

Nature
of Action

Action

Reason for Action

3 In Lieu of
3 In Settlement

1 In Lieu of
O In Settlement

O In Lieu of
0 In Settlement

If necessary, please use an additional sheet and check this box: ...... 0

29. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)]

A, Judgments
Please provide a description of all medical malpractice court judgments against you and
all medical malpractice arbitration awards against you within the past 10 years in which
a payment was awarded to a complaining party. Please provide copies of papers fully
documenting these matters.
Date Amount Assessed
MMID DIY Y Y Y Court State | Nature of Case | Against You
_.J__, _ O Judgment
1 I3 Arbitration
_ O Judgment
-f-a‘--: [J Arbitration
O Judgment
1 O Arbitration
If necessary, please use an additional sheet and check this box: ...... |

B.

Settlements

Page 7 of 13

Please provide a description of all settlements of medical malpractice claims against
you within the past 10 years in which a payment was awarded to a complaining party.
Please provide copies of papers fully documenting these matters.

Vermont Department of Mealth, Board of Medical Practice - 2002-2004 Physician License Renewal Application



Date _ Amount of Settlement
M MDDIY Y Y Y Court State | Against You
If necessary, please use an additional sheet and check this box: ......L]

30. Medical Professional Schools [See 26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of
graduation. (We will have similar information on file with your original application; we are
asking you here to provide an update for the statutory web profile.)

 |Year of
School City State |Graduation
UVM 6&?/(;55}& £ Medicine | Prcy (iw:‘-{w\ JIT|1191819
If necessary, please use an additional sheet and check this box: ...... 0

31. Graduate Medical Education [See 26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education that you have received. (We
will have similar information on file with your original application; we are asking you here to
provide an update for the statutory web profile.)

32. Specialty Board Certification [See 26 VSA § 1368(a}(9)]

Year of
School/Institution Specialty City State |Graduation
uvM [/ Nenv Faml, foechee] Bochuctn  VITI]9]9]]
If necessary, please use an additional sheet and check this box: ......0

Enter up to three specialty codes from the enclosed Specialty Codes List. List your primary
specialty first. If you cannot locate a specialty, please write the specialty name in the space

provided.
Specialty Specialty Name (if Board Year Year
Code code unknown) Certified Name of Board - Certified |Recertified
Olb|o |} | T h Prachice #ves  no @;m?iﬁ{ﬁ; é%;;fc{:é&d 14y [ 1999
Oves [1no
Oves [Cno

Vermont Department of Health, Board of Medicat Practice - 2002-2004 Physician License Renewal Application
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33. Years of Practice [See 26 VSA § 1368(a)(10)]

What month and year did you start the practice of medicine (excluding residency/feliowship training)?

MMIY YYY
ol A
34, Hospital Privileges [See 26 VSA § 1368(a)(11)]

List all hospitals where you currently have hospital staff privileges: NOWE

Name City State |Year Started

If necessary, please use an additional sheet and check this box: ......00

35. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #335 is optional. By
answering, you are granting permission to have this information posted on the web. (This form
follows the statutory wording. Since most appointments are teaching appointments, these questions
may overlap.)

A. Appoihtments

Please provide information about your appointments to medical school or professional
school faculties.

School City State  Nature of Appointment  From (year) To (year)

If necessary, please use an additional sheet and check this box: ...... 0

B. Teaching

Please provide information regarding your responsibility for teaching graduate medical
education within the past 10 years.

School/Institution City State Nature of Teaching From (year) To (year)

If necessary, please use an additional sheet and check this box: ... [

Vermnent Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
Page 8 of 13



36. Publications [See 26 VSA § 1368(a)(13)] Note: Answering #36 is optional. By answering, you
are granting permiission to have this information posted on the web.
Please provide information regarding your publications in peer-reviewed medical literature
within the past 10 years.
Title Publication Year

If necessary, please use an additional sheet and check this box: ...... 0

37. Activities [See 26 VSA § 1368(a)(14)] Note: Answering #37 is optional. By answering, you are
granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and
awards.
Activities or Awards

If necessary, please use an additional sheet and check this box: ......00

38. Practice Setting [See 26 VSA § 1368(a)(15)]

What is the location of your primary practice setting?

Town or City: ?\} elwlple | ¥

State: VT

5

39. Translating Services [See 26 VSA § 1368(a)(16)]

Please identify any translating services available at your primary practice location.
Are any translating services available at your primary practice location?

D Yes D No

If yes, please describe here the translating services available:

If necessary, please use an additional sheet and check this box: ...... a

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
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40. Medicaid/New Patients [See 26 VSA § 1368(a)(17)]
A. Medicaid participation
Do you participate in the Medicaid program? Yes [:] No

B. New Medicaid Patients
Are you currently accepting new Medicaid patients? @ Yes [_—_! No

Part V - Clinical Practice Questions
Please fill in all of the boxes below that describe your practice as a physician (check all that apply):
I Active in clinical practice (in direct patient care) in Vermont
1 Active in clinical practice (in direct patient care) outside Vermont
] Administration ‘
O Teaching
[0 Research
O3 Not currently in active practice

Are you currently participating in residency or fellowship training? [_—_l Yes {3 No

BEFORE YOU CONTINUE:

B Are you active in clinical practice (in direct patient care) in Vermont? If the answer is
No, please skip the rest of this section and go to Part VL,

® Are you currently participating in residency or fellowship training? If the answer is
Yes, please skip the rest of this section and go to Part VL.

41. What month and year did you start practice of medicine in Vermont (excluding residency/fellowship
training)?

MMIY YY Y
ReRENINIE

42. For each location in Vermont where you provide patient care, please answer all of the questions:

- If necessary, please describe sites beyond the first 4 on an additional sheet and check this box: ... [J

A. Town or city (actual location, not mail address):

Site 1 |N|elwl plelelt

Site 2:

Site 3:

Site 4:

Question Site | Site 2 Site 3 Site 4

B. Number of weeks per year that you spend '
providing direct patient care at this site: Y 3
(Full-time is considered to be 48 weeks / year) :

Vermont Department of Heaith, Board of Medical Practice - 2002-2004 Physician License Renawal Application
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Question

Site 1

Site 2

Site 3

Site 4

C. Chose the one description that best fits the
practice setting (of each site). (If you provide
hospital care to patients who originate from
your office or clinic, chose only the setting
from which they originate.)

Community-based practice including associated.
hospital care (e.g., solo or group office sites,
community heaith center)

..................................

Hospital-based practice (e.g., emergency
rooms, in-patient services, out-patient services,

1aDOTAtOTY, BLC.} vuiiiiiirniierierneeee ettt

..........................

School or college health center

Business or work site

Extended care/nursing home ............... ecereeganes
_ L\)e%zﬁwiz{
Other: Covttenrhy ool fn Lort

e ad i
A bt

‘-H‘.......

pBLTLH T
D. Specialties at each site:

Please note the specialty, using the code from the enclosed Specialty Codes List. For each specialty,
enter the average number of hours during which you provide direct patient care, including diagnosis,
treatment and clinical reporting, in a working week. Include both the ambulatory care hours and hospital

care hours of patients originating from this office or clinic. Exclude on-call hours.

- Site 1 Site 2 Site 3 Site 4
Specialty Code ....ovvmveiniinrietiinienes oiblo]l
(Specialty name, if code unknown) ......ooieeee
HOUTS PET WEEK .-voeeceeneasicrcsesasrsessess s N
Secondary Specialty, if any oo
Hours per week in secondary specialty .............
.Tertiary Specialty, if any oo
Hours per week in tertiary specialty ..................
E. Please answer each question: Site 1 Site 2 Site 3 Site 4
1 will accept new patients here ... b 1 R o O s [ e 0 [RONON (P 0.
I participate in Medicaid here ... | B e [ oo O e [ i O] e d s [
I will accept new Medicaid patients here ......... | ... 52N I [ RO IV | e [
[ participate in Medicare here ... o B |, 15 SOOI IR O s | oo 3 I
I will accept new Medicare patients here ... | ... O o b e S ROV IR O e e O e
1 work as a locum tenens here ... L 0 PN U 0 T D U JUROTO IUO I R

Vennont Department of Health, Board of Medical Practice - 2002-2004 Physictan License Renewal Appiicaticn
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Part VI - Signature

Reminder - You must also complete the enclosed Applicant’s Statement Regarding Child Support, Tax.es, Unemployment
Compensation Contribufions

I hereby aver that the information provided above is true and accurate, and that I have answered the
questions to the best of my knowledge and ability.

Date: ! f/ [3”/5}'9\ (///ﬁ/%/ﬂ/m/ %W /

Applicant’s S’ignature

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
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Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3.
Regarding Child Support

Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may
not be issued or renewed unless the person certifies that he or she is in good standing with respect to or
in full compiiance with a plan to pay any and ali child support payable under a support order as of the
date the application is filed. "Good standing” means that less than one-twelfth of the annual support
obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial
proceeding; or he or she is in compliance with a repayment plan approved by the office of child support
or agreed to by the parties; or the licensing authority determines that immediate payment of support
woulid impose an unreasonable hardship. (15 V.5.A. § 795)

1. You must check one of the two statements below regarding child support regardiess
whether or not you have children:

| hereby certify that, as of the date of this application: {a) | am not subject to any support order or
(b) | am subject to a support order and | am in good standing with respect to it, or (¢) i am subject
\/ to a support order and | am in full compliance with a plan to pay any and all child support due
under that order.
: or )
| hereby certify that | am NOT in good standing with respect to child support dues as of the date of
this application and ! hereby request that the licensing authority determine that immediate
payment of child support would impose an unreasonable hardship. Please forward an
*Application for Hardship”.

Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may
not be issued or renewed unless the person certifies that he or she is in good standing with the
Department of Taxes."Good standing” means that no taxes are due, the tax liability is on appeal, the
taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or the licensing

authority determines that immediate payment of taxes wouid impose an unreasonable hardship. (32
V.S.A. §3113) :

2. You must check one of the two statements below regarding taxes:

or in full compliance with a plan to pay any and ali taxes due to the State of Vermont as of the date

of this application. {The maximum penalty for perjury is fifteen years in prison, a $10,000.00 fine or
both).

\/; hereby ceitify, under the pains and penalties or perjury, that i am in good standing with respect to

or

I hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as
of the date of this application and | hereby request that the licensing authority determine that

immediate payment of taxes would impose an unreasconable hardship. Please forward an
" Application for Hardship".

Regarding Unemployment Compensation Contributions

Vermont Department of Health - Board of Medical Practice

Applicant’s Staternent Regarding Child Suppont, Taxes, Unemployment Compensation Contributions
Page faf 2



Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other
authority to conduct a trade or business (inciuding a license to practice a profession) to, or enter into,
extend or renew any contract for the provision of goods, services, or real estate space with any
employing unit unless such employing unit shall first sign a written declaration, under the pains and
penalties of perjury, that the employing unit is in good standing with respect to or in fuli compliance with
a plan to pay any and all contributions or payments in lieu of contributions due as of the date such
declaration is made. For the purposes of this section, a person is in good standing with respect to any
and all contributions or payments in lieu of contributions payable if: (1) no contributions or payments in
lieu of contributions are due and payable; (2) the liabitity for any contributions or payments in lieu of
contributions due and payable is on appeal; (3) the employing unit is in compliance with a payment plan
approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate
payment of contributions or payments in lieu of contributions due and payable wouid impose an
unreasonable hardship.

3. You must check one of the three statements below regarding unemployment contributions or
payments in lieu of unemployment contributions:

| hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to
or in full compliance with a payment plan approved by the Commissioner of Employment and
\/ Training to pay any and all unemployment contributions or payments in lieu of unemployment
contributions to the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or both.)

or

1 hereby certify that | am NOT in good standing with respect to unempioyment contributions or
payments in lieu of unemployment contributions due to the Vermont Department of Empioyment
and Training as of the date of this application and | hereby request that the licensing authority
determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an
Apptication for Hardship.

or

| hereby certify that 21 V.S.A. § 1378 is not applicable to me because I am not now, nor have | ever
been, an employer. ' '

+ The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42
U.S.C. § 405 (c)(2)(C), and will be used by the Department of Taxes and the Department of Employment
and Training in the administration of Vermont tax taws, to identify individuals affected by such laws, and
by the Office of Child Support.

STATEMENT OF APPLICANT
| certify that the information stated by me in this application is true and accurate to the best of my'

knowledge and that | understand providing false information or omission of information is unlawful and
may jeopardize my license/ceriification/registration status.

Signature of Applicant W o % Date
Vermont Department of Health - Board of Medical Practice

Applicant’s Staternent Regarding Child Suppont, Taxes, Unemployment Compensation Gontributions
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Vermont Department of Health - Board of Medicat Practice
Form A

Residency Training Program(s) not completed - discontinued education, training, practice
(Questions 14 and 15) - Attach documents

Residency Training Program(s})

Location of Programs Year

Circumstances

Affecting Health Care Institution Staff Privileges, Employment or Appointment (Question 16) -
Attach documents

institution involved

Location Year

Circumstances

Privilege to prescribe controlied substances (Question 17) - Attach documents

Name of arganization involved

Type of restriction Date

Circumstances of restriction

Criminal Investigation - Proceeding (Questions 18 and 20) - Attach documents

Court

City and State

Charge _

Description

Status

Vermont Depariment of Heaith - Board of Medical Practice
Form A -Page2of 3



Vermont'Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

Withdrawal or denial of License (Questions 9 and 10) - Attach documents

State Year
Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise
terminated :

Veluntarily surrendered or resigned a license to practice medicine or any healing art (Question 11)
- Attach documents

State Year

Circumstances

Disciplinary charges or action (Question 12) - Attach documents

Name of organization involved : Date

Duratiorn

Action taken (circle all that apply)

0% Revocation of right or privilege 12 Leave of absence

02 Suspension of right or privilege 13 Withdrawal of an application

03 Censure 14 Termination or non-renewal of contract
04 Written reprimand or admenition 15 Medical Recocrds Suspension

05 Restriction of right or privilege 16 Probation

06 Non-renawal of right or privilege 17 Agsurance of Disconfinuance

07 Fine 18 Consent Agreement

08 Required performance of public service 18 Letter of Agreement

09 Educaticn/Training/Counseling/Monitofing 20 Expulsion from Membership

10 Denial of rights or privilege 21 Reprimand

11 Resignation 22 Cther (specity)

Circumstances

Denial of examination privileges (Question 13) - Attach documents

State . Year

Circumstances under which examination priviieges denied




Vermont Department of Health - Board of Medical Practice

Form A
Conviction? Yes No Date
Plea? Yes No Date

Medical condition, treatment, use of chemical or illegal substances (Questions 21-27)

Treating organization

Address Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iliness of dependency to

Dates of treatment to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program
investigation by any other licensing board {Question 19) - Attach documents

Name of Licensing Board Date

Location of Licensing Board

Circumstances

Vermont Department of Health - Board of Medical Practice
Form A-Page30f3



Vermont Department of Health - Board of Medical Practice

Allergy and Immunology
Clinical & Laboratory Immunology

Anesthesiology
Critical Care Medicine
Pain Management

Colon & Rectal Surgery

Dermatology
Dermatopathology . -

Clinical & Laboratory Dermatoiogy
Dermatological immunology

Emergency Medicine

Medical Toxicology

Pediatric Emergency Medicine
Sports Medicine

Family Practice
Geriatric Medicine
Sports Medicine

Internal Medicine
Adolescent Medicine
Cardiac Electrophysiviogy
Cardiovascular Disease
Critical Care Medicine
Clinicat & Lab Immunology
Endocrinalogy Diabetes & Metaholism
Gastroenterology
Geriatric Medicine
Hematology
Infectious Disease
Medical Oncaology
Nephrology
Pulmonary Disease
Rheumatology
Sports Medicine

Medical Genetics
Clinical Biochemical Genetics
Clinical BiochemicaiMolecular Genetics
Clinical Cytogenetics
Clinicat Genetics {(Md)
Clinical Molecutar Genetics

Neurological Surgery
Critical Care Medicine
Nuclear Medicine

Obstetrics & Gynecology
Critical Care Medicine
Gynecalogic Oncology
Maternal & Fetal Medicine
Reproductive Endocrinology

Ophthalmeology

Qrthopaedic Surgery
Hand Surgery

Otolaryngology
Otolegy/Neurotelogy
Pediatric Otolaryngology

SPECIALTY CODES LIST

(primary care specialties in boldface)

1501
1502
1503
1504
1545
1506
1507
1508
1509
1510
1511
1512
1513

1601
1602
1603
1604
1605
1606
1607
1608
1609
1610
1611
1612
1613
1614
1615
1616
1617

1701

1801
1802

1901
1902
1803
1904
1805
1906

Anatomic & Clinical Pathology

Anatomic Pathology
Clinical Pathoiogy
Blood Banking/Transtusion Medicing
Chemical Pathology
Cytopathology
Dermatopathology
Forensic Pathology
Hematology
Immunopathology
Medical Microbiology
Neuropathology
Fediatric Pathology

Pediatrics
Adolescent Medicine
Clinical & Laboratory immunclogy
Medical Toxicology
Neonatal-Perinatal Medicine
Pediatric Cardiclogy
Pediatric Critical Care Medicine
Pediatric Emergency Medicine
Pediatric Endocrinology
Pediatric Gastroenterology
Pediatric Hematolagy-Oncology
Pediatric infectious Disease
Pediatric Nephrology
Pediatric Puimonoiogy
Pediatric Rheumatology
Pediatric Sports Medicing
Chiidren with Speciat Heaith Needs

Physical Medicine & Rehabiiitation

Plastic Surgery
Hand Surgery

Preventive Medicine
Aerospace Medicine
Occupational Medicine
Fublic Health & General Preventive
Medicat Toxicology
Underseas Medicine

Psychiatry & Neurology

2001
2002
2003

2004
2005
2006
2007
2008

2101
2102
2103
2104
2105
2106
2107

(Board Name - Not A Speciatty)
Psychiatry
Neurology
Neurology With Special Qualifications
In Child Neurclogy
Addiction Psychiatry
Chiig & Adolescent Psychiatry
Forensic Psychiatry
Geriatric Psychiatry
Clinical Neurophysicicgy

Radiology
Diagnostic Radiology
Radiation Oncology
Radiologicai Physics
Nuclear Radiology
Pediatric Radiclogy

Vascuiar & Interventional Radiology

2201
2202
2203
2204

T 2205

2301
2401
4001
4002
4003
4005
4006
4007
4008
4009

4010

4011

4012
4013
4014
4015

4016
4017
4018
4019
4020

4021
4022
4023
4024
4025

4026
4027
4028
4029
4030

4031
4032
4033
4034

9001
9999

Surgery
Surgery Of The Hand
Pediatric Surgery
Surgical Criticai Care
General Vascular Surgery

Thoracic Surgery
Uralogy

Abdominal Surgery

Acupuncture

Addiction Medicine

Adult Reconstructive Orthopedics
Allergy

Cardiovascular Surgery
Clinical Phammacology
Diabetes

Faclal Plastic Surgery
General Practice

Gynecology

Head & Neck Surgery
Hepatology
Homeopathic Medicine
Immunoiogy

Legal Medicine
Muscuioskeletal Oncology
Neuroradiology

Nutrition

Obstetrics

Orat & Maxitlofaciat Surgery
Orthopedic Surgery Of The Spine
Orthopedic Trauma

Pain Medicine

Pediatric Allergy

Pediatric Ophthalmology
Pediatric Orthopedics
Pediatric Surgery (Neurology)
Pediatric Urology
Psychoanalysis

Radioisotopic Pathology

Sports Medicine {Orthopedic Surgery}
Traumatic Surgery

Sieep Medicine

Roatating Internship (Residency)
Other - Please Specify



BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800-745-7371

VERMONT DEPARTMENT OF HEALTH 2 Z&iri é
B )

2004 PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART i

1. Your legal name: SHUMWAY, ALLEGRA LUCILLE

Last Name First Name Middie Name Suffix

a. Have you ever legally changed your name? __ Yes ‘;7;\ No

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or elsewhere
in the past two years;

l.ast Name First Name Middie Name: Suffix

b. Indicate your name, as it should appear on your license:

Last Name First Name Middle Name:

3. Home Address:

4, Work Address:

79 _coentey AT Auil 3

{Street)
New oct YT O& 85 4~
(Cityy ¥ (State) (Zip)
5. Please check your preferred mailing address: Home Work

NOTE: The mailing address will be publicly listed on the ‘Board’s web site.

8. Home Telephone Number with Area Code:__

Vermont Department of Heaith, Board of Medical Practice
Physician's License Renewal Appiication 5-17-04
Page 1 ¢f 15



7. Work Telephone Number witﬁ Area Code: ( Qﬁ}x ) :%’% Eff"\uf; % e BN

8. E-mail address:

Piease ay use this e-mail address to send you public health information.
B ?'\yes o no
PART Ii

9. Were you in active practice in Vermont in the past 12 Months? qkyes o no

10. Do you hold, or have you ever held, a medical license in any other state? o yes oo
If yes, complete the section below and attach additional pages if necessary.

None reported

State License Number Type of License  Date [ssued Status (Active or Inactive)

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
FORM A.

11. Have you ever applied for and been denied a license to practice medicine or any other healing art?

o yes ‘?‘\go

12. Have you ever withdrawn an application for a license to practice medicine or any other healing art?

o yes ‘ﬁ\no

13. Have you ever voluntarily suspended, surrendered or resigned a license to practice medicine or any
other healing art in lieu of disciplinary action?

oyes Yoo

14. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you
by any governmental authority, by any hospital or health care facility, or by any professional medical
association (international, national, state or local)?

0 yes Eﬁno

15. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

oyes “g.no

16. Have you ever discontinued your education, fraining, or practice for a period of more than three months
for reasons other than a family need?

0 yes @ﬁ\no

17. Have you ever been dismissed or suspended from, or asked to leave a residency training program
before completion?

0 yes F:DO

18. Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked, or resigned from a medical staff after a complaint or
peer review action was initiated against you?

o yes ‘gg_wo

Vermont Depariment of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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19. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time?

nyes §no

20. Are you presently or have you ever been a defendant in a drimina! proceeding?

oyes Thpo
PART i

(Unless otherwise ordered by a court, your responses to the questions in Part lil are considered exempt
from public disclosure.)

Any "yes" response to the questions below must be fully explained on the enclosed Form A.
21. To your knowled

e, are you the subject of an investigation by any other licensing board as of the date
22. To your knowledge, are you presently the subject of a criminal investigation? _

The following definitions are provided to assist you in answering questions 23 through 25.

"Ability to practice medicine” - This term includes:
The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medicai
judgments, and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health
care providers, with or without the use of aids or devices, such as voice amplifiers; and
3. The physicat capability to perform medical tasks such as physical examination and surgical

procedures, with or without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but
not limited to, orthopedic, visual, speech, and hearing impairments, cerebral paisy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mentail retardation, emotional or mental
iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism.

"Currently" - This term means recently enough to have a real or perceived impact on one's functioning as
a licensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including
those taken pursuant to a valid prescription for legitimate medical purposes and in accordance with the
prescriber’s direction, as well as those used illegally.

"Controlled substances” - This term means those drugs listed on Schedules | through V of Section 202 of
the Controlled Substances Act (21 USC § 812).

"lilegal use of controlled substances” - This term means the use of drugs, the possession or distribution
of which is unlawful under the Controlied Substances Act, as periodically updated by the Food and Drug
Administration. This term does not include the use of a drug taken under the supervision of a licensed
health care professional or other uses authorized by the Controlied Substances Act or other provisions of
federal law.

23. Do you have a medical condition that in any way impairs or limits your ability to practice medicine in

your field of iriiilii ivith reasonable skiil and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances
that your medical condition is reduced or ameliorated because, for example,
you have received or do receive ongoing treatment (with or without medication) or have

Vermont Department of Health, Board of Medical Practice
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participated or do participate in a monitoring program.

24. Are you currently engaged in the use of alcohol or other chemical substances that in any way impairs

your abiliti to iractice medicine in your field of practice with reasonable skill and safety?

In explaining a "Yes” answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a
monitoring program.

25, Are iou currentii eniaged in the illegal use of controlled substances?

In explaining a “Yes" answer on Form A, please provide reasonable assurances that such use is not a real
and ongoing problem in your practice of medicine.

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1989, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For
further information about this program, call 802-223-0400 (a confidential line).

PART IV

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository
within the Department of Health and to make individual profiles on all health care professionals licensed, certified,
or registered by the Department available to the public. Your physician profile is located at the following website
hitp://healthyvermonters.com/bmpl/mbsearchform.shimi.

Please include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 26 through 31 have changed since your last application. We
cannot process your application without them.

26. Criminal Convictions [26 VSA § 1368(a)}{1)] “w.Check here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but not speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each matter.

None reported

(Conviction Date) {(Court) (City/State) (Crime

27. Noio Contendere/Matters Continued [26 VSA § 1368(2)(2)] B-Check here if none

Please provide a description of all charges to which you pleaded “nolo contendere” (“ will not contest it”) or
where sufficient facts of guilt were found and the matter was continued without a finding by a court of
competent jurisdiction not listed below. Please provide cemplete copies of documentation for each
matter.

None reported
Vermont Department of Heatth, Board of Medical Praciice
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28.

29.

30.

(Conviction Date) {Court) {City/State) . {Charge)

Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] '@MCheck here if none

Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of
Medical Practice {including stipulations), and final disposition of such matters by the courts, if appealed.
Nene reported

(Date) {Final Disposition - Summary)

Licensing or Certification Authority Matters in Other States [26 VSA § 1368(a)(4)]
‘g-Check here if none

Please provide a description of al formal charges served by licensing or certification authorities of other
states, the findings, conclusions, and orders of such authorities, and final disposition of such matters by the
courts, if appealed, in those states, if not listed below. Please provide complete copies of
documentation for each matter.

None reported

(Date of Final Disposition) {Licensing or Certification Authority) (Court) (City/State) (Nature of
Charge)

Restriction of Hospital Privileges [26 VSA § 1368(a)}(5)]

A. Revocationfinvoluntary Restrictions @Check here if none

Please provide a description of any revocation or involuntary restriction of your hospital privileges
that were related to competence or character and were issued by the hospital’s governing body or
any other official of the hospital after procedural due process (opportunity for hearing) was afforded
to you if not listed below. Please provide complete copies of documentation for each matter.
None reported

{Date) (Hospital) (State)  (Nature of Restriction)  (Reason for Restriction)

B. Other Restrictions F\Check here if none

Please provide a description of all resignations from, or non-renewal of, medical staff membership
or the restriction of privileges at a hospital taken in lieu of, or in settlement of, a pending disciplinary
case related to competence or character in that hospital if not listed below. Please provide
complete copies of documentation for each matter.

Kone reported

(Date) (Hospital) (Staté)

(Nature of Action) (Action)
In lieu in settlement

{Reason for Action)

Vermont Department of Health, Board of Medical Practice
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31. Medical Malpractice Court Judgments/Settlements [26 VSA § 1368(a)(BA)]

A. Judgments ?P\Check here if none

Please complete the attached Form A and provide a description of all medical malpractice court
judgments against you and alf medical malpractice arbitration awards against you within the past
10 years (10 years from payment date) in which a payment was awarded to a complaining party if
not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

Judgement Arbitration
None reported

{Date) {Court) (State}  (Nature of Case) (Amount Assessed Against You)
B. Seftlements X};&Check here if none

Please provide a description of all settlements of medical malpractice claims against you within the
past 10 years (10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

{Date) (Court) (State) (Amount of Settlement Against You)

32, Medical Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of graduation if not
listed below.

UNIVERSITY OF VERMONT, VT
1988

{School/Institution) (City) {State) {Year of Graduation)

If necessary, please use an additional sheet and check this box: ......00

33. Graduate Medical Educatioaneéidencv [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
not listed below.

Fletcher Allen Health Care ,VT
Family Practice

1951

{School/Institution) (Specialty) {City) (State) {Year of

Graduation) )
§

if necessary, please use an additional sheet and check this box: ......[7

Vermont Department of Health, Board of Medical Practice
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34. Specialty Board Certification [26 VSA § 1368(a)(9)]

Please verify the following information regarding your specialty board certification and update as necessary
using the attached Specialty Codes List.

Family Practice
American Board of Family Practice

1991, 1998
Specialty Specialty Name (if code |Board Certified Year Year
Code unknown) Name of Board Certified  |{Recertified

Cyes [Ino

Cyes Cno

35. Years of Practice [26 VSA § 1368(a)(10)]

Month and year you started practicing as a physician? 7//1991

36. Hospital Privileges 126 VSA § 1368(a){11)] o Check here if none

List all information for all hospitals where you currently have hospital staff privileges if not listed below:

None reported

(Name) (City) (State) {Year Started)

37. Appointments/Teaching [26 VSA § 1368(a)(12)]

Note: Answering #37 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided fo the Board.

A. Appointments o Check here if none

Please provide information about your appointments to medical school or professional school
faculties if not listed.

None reported

{Schoot) {City) (State) {Nature of Appointment) From {year) To (year)
B. Teaching 0 Check here if none

Please provide information regarding your responsibility for teaching graduate medical education
within the past 10 years if not listed.

None reported

Vermont Department of Health, Board of Medical Practice
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38.

39.

40.

41.

42.

(School/institution) (City) {State} (Nature of Teaching) From (year} To (year)
Publicafions: [26 VSA § 1368(a}{13)] m Check here if none

Note: Answering #36 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

Ptease provide information regarding your publications in peer-reviewed medical literature within the past
10 years if not listed.

None reported

{Title) {Publication) (Year)

Activities [26 VSA § 1368(a)(14)] 2 Check here if none

Note: Answering #39 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

Please provide information regarding your professional or community service activities and awards if not
listed.

None reported

{Activities or Awards)

Practice Setting [26 VSA § 1368(a)(15)] o Check here if none
What is the location of your primary practice setting? NEWPORT, VT

Town or City State

Translating Services [26 VSA § 1368(a)(16)] o Check here if none

Please identify any translating services available at your primary practice location.
Are any translating services available at your primary practice location? o Not applicable

If yes, please describe here the translating services available:

None

If necessary, piease use an additional sheet and check this box: ...... O

Medicaid/New Patienits [26 VSA § 1368(a)(17)}
A Medicaid participation
Do you participate in the Medicaid program? %iyes o N0 o not apphlicable

B. New Medicaid Patients
Are you currently accepting new Medicaid patients? ?&ges ono o not applicable

Vermont Department of Health, Board of Medical Practice
Physician's License Renewat Application 5-17-04
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Part vV

| hereby affirm that the information provided above is true and accurate, and that | have answered the guestions to
the best of my knowledge and ability. /

Date:. Moy |, LOoW Ww .
o L Apﬁant’s Signature {)

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

Vermont Department of Health, Board of Medical Practice
Physician’s License Renawal Application 5-17-04
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Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

(Questions 11 and 12) Withdrawal or denial of License - Attach documents

State Year
Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise
terminated

(Question 13} Voluntarily surrendered or resigned a license to practice medicine or any healing art - Attach
documents

State Year

Circumstances

{Question 14) Discip!ihary charges or action - Attach documents

Name of organization involved Date

Puration

Action taken (circle all that apply)

01 Revocation of right or privilege 12 Leave of absence

02 Suspension of right or privilege 13 Withdrawal of an application
03 Censure 14 Termination or non-renewal of contract
04 Written reprimand or admoenition 15 Medical Records Suspension
05 Restriction of right or privilege 16 Probation

06 Non-renewal of right or privilege 17 Assurance of Discontinuance
&7 Fine _ 18 Consent Agreement

08 Required performance of public service 19 Letter of Agreement

09 Education/Training/Counseling/Monitoring 20 Expulsion from Membership
10 Denial of rights or privitege 21 Reprimand

11 Resignation 22 Other (specify)

Circumstances

(Question 15) Denlal of examination privileges - Attach documents

State ' Year

Circumstances under which examination privileges denied

Vermont Department of Health, Board of Medical Practice
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{Questions 16 and 17) Residency Training Program(s} not completed - discontinued education, fraining,
practice - Attach documents

Residency Training Program(s)

Location of Programs ' Year

Circumstances

(Question 18) Affecting Health Care Institution Staff Privileges, Employment or Appointment - Attach
documents

Institution involved

Location : Year

Circumstances

(Question 19) Privilege to prescribe controlied substances - Attach documents

Name of organization involved

Type of restriction Date

Circumstances of resfriction

{Questions 20 and 22) Criminal Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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Plea? Yes No Date

(Question 21) Investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Location of Licensing Board

Circumstances

(Questions 23-25) Medical condition, treatment, use of chemical or illegal substances

Treating organization

Address Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of illness or dependency fo

Dates of treatment to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program

(Question 31} Medical Malpractice Claim

Please provide the following information regarding each instance of alleged malpractice. This section shouid be
photo copied and filled out separately for each claim. Additional sheets may be obtained/used if necessary.

Insurer

Claimant name

Description of alleged claim (allegations only): This does not constitute an admission of fault or tiability.

Please indicate:

Patient's condition at point of your involvement;

Patient's condition at end of treatment;

The nature and extent of your involvement with the patient;

Your degree of responsibility for the course of treatment in leading to the claim; and
Narrative of event.

SRS

If the incident resulted in patient's death, indicate cause of death according to autopsy or patient chart:

Vermont Department of Heaith, Board of Medical Practice
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Your role (circle one):

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician - 12PGY 5

03 Referring Physician 13PGY 6

04 Attending Physician 14 PGY 7

05 Consultant Specialist 15 Workmen's Compensation Evaluator
06 Surgeon 16 Court Psychiatrist

07 Feflow 17 On-Call Physician

0B PGY 1 18 Group Practitioner/Partner

09 PGY 2 19 Other: Specify

10PGY 3 20 Unknown

Your Legal Representative in this matter (include name, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

Indicate Decision, Appeal, Settlément, Dismissal;
If a Court or Arbitration Panel heard your case, indicate the following:

Court

Court's location

Docket number

Date the action was filed

Decision determined by (check one): Judge Jury Arbitration Panel
Decision: Award:

If your case was appealed, indicate the following: Date appeal filed (month, day, year) / /
Date appeal decided: (month, day, year) / /

If your case was settled, indicate the following:

Settlement amount paid on your behalf:

Total settlement amount:

Date of settlement: (month, day, year) / /

Case dismissed against you Against all defendanis

Important: in addition to the above information, please attach a copy of the complaint and final judgment,
settlement and release, or other final disposition of the claim. This information can be cbtained from your
legal representative.

Vermont Department of Health, Board of Medical Practice
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Additional infor_mation, if any:
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Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer gquestions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with respect to or in full compliance with a ptan to pay any and ali chiid
support payable under a support order as of the date the application is filed. "Good standing” means that less than one-twelfth of the
annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judiciat proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. {15V.5.A, §795)
1. You must check one of the two statements below regarding child support regardtess whether or not you have

hildren:

%\ [ hereby certify that, as of the date of this application: {a) | am not subject to any support order or (b} 1 am subjectto a
support order and | am in good standing with respect to it, or {c} | am subject to a support order and | am in full
compliance with a plan to pay any and ali child support due under that order.

or

U i hereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and |
hereby request that the licensing authority determine that immediate payment of child support wouid impose an
unreasonable hardship. Please forward an "Application for Hardship™.

Regarding Taxes
Title 32 § 3113 requires that: A professional license or other authority to conduct a frade or business may not be issued or renewed
‘uniess the person certifies that he or she is in good standing with the Department of Taxes."Good standing” means that no taxes are
due, the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or the
licensing autherity determines that immediate payment of taxes would impose an unreasonable hardship. (32 V.5.A. § 3113)
2 You must check one of the two statements below regarding taxes:

@ - I hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance
with a plan to pay any and all taxes due to the State of Vermont as of the date of this application. {The maximum
penalty for perjury is fifteen years in prison, a $10,000.00 fine or both),

or

Q  lhereby certify that 1 am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this
application and | hereby request that the licensing authority determine that immediate payment of taxes would impese
an unreasonable hardship. Please forward an "Application for Hardship”.

Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or
business (inciuding a license to pracfice a profession) to, or enter inte, extend or renew any contract for the provision of goods,
services, or real estate space with any employing unit uniess such employing unit shall first sign a written deciaration, under the
pains and penalties of perjury, that the employing unit is in good standing with respect to or in full compliance with a plan to pay any
and ail contributions or payments in lieu of contributions due as of the date such declaration is made. For the purposes of this
section, a person Is in good standing with respect to any and al! contributions or payments in lieu of contributions payabie if: (1) no
contributions or payments in lieu of contributions are due and payable; (2) the liability for any contributions or payments in lieu of
contributions due and payable is on appeal; (3) the employing unit is in compliance with a payment plan approved by the
Commissioner; or {4) in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in lieu
of contributions due and payable would impose an unreasonable hardship.
3, You must check one of the three statements below regarding unemployment contributions or payments in lieu of
unemployment contributions:

QI hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full compliance
with a payment plan approved by the Commissioner of Employment and Training to pay any and ail unemployment
contributions or payments in lieu of unemployment contributions to the Vermont Department of Employment and
Training due as of the date of this application. {The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine
or hoth.)

or

L 1 hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lieu of
unemployment contributions due to the Vermont Department of Employment and Training as of the date of this
application and | hereby request that the licensing authority determine that requiring immediate payment of
unemployment contributions or payments in lieu of unemployment contributions would impose an unreasonable
hardship. Please forward an Application for Hardship.

or
@\ | hereby certify that 21 V.S.A. § 1378 is not applicable to me because | am not now, nor have | ever been, an employer.

Social Security Date of Birth
* The disclosure r is mandatory, uthority granted by 42 U.S.C. § 405 (c}{2){C), and

will be used by the Depariment of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to
Identify individuals affected by such laws, and by the Office of Chitd Support.
STATEMENT OF APPLICANT
! certify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand
" providing false information or omission of information is unlawful and may jeopardize my license/certification/registration status.

Vo S
Signature oprpiican,t/J/// // Date ?\)‘3 i/ {g} Q\C:}OL)[‘
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VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Strest, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800-745.7371

2006 PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART I
lLicense Number: 042-0008297
1. Yourlegal name:
Allegra Lucille Shumway
a. Have you ever legally changed your name? _ Yes _%. No

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or elsewhere
in the past two years;

Last Name First Name Middle Name: Suffix

b. indicate your name, as it should appear on your license:

Sum wa s AL £ A Lz e
Last Name P First Name-~ Middle Name:

2. Your Date of Birth:

3. Home Address and email address:

4. Work Address:

PO Box 932
79 Coventry Street Suite 3

5. Please check your preferred mailing address: Home i}{ Work
NOTE: The mailing address will be publicly listed on the Board’s web site.

8. Home Telephone Number with Area Code____

7. Work Telephone Number with Area Code: ( gk 3R - g ) Tk

8. E-mail address (if not appearing in #3):




;ﬁasa check here if the Department of Health may use this e-mail address to send you public health information.
& no _

PART Ii
9. Were you in active practice in Vermont in the past 12 Months? ;ﬁyes & no

10. Do you hold, or have you ever held, a medical license (including temporary) in any other state?

©yes  Wno ,
If yes, complete the section below and attach additional pages if negessary.

State License Number Type of License Date Issued Status (Active, Inactive, or other,

e.g. conditioned, restricted, limited)
None reported

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
: ' FORM A,

11. Have you ever applied for and been denied a license to practice medicine or any other healing art?
o yes @«no

12. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
o yes %éﬁmo

13. Have you ever voluntarily suspended, surrendered or resigned a license to practice medicine or any
other healing art in lieu of disciplinary action?
oyes o

14, Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you
by any governmental authority, by any hospital or health care facility, or by any professionai medical
association (international, national, state or local)?

oyes @mo
15. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

o yes \?QHO

16. Have you ever discontinued your education, training, or practice for a period of more than three months
for reasons other than a family need?

oyes a0

17. Have you ever been dismissed or suspended from, or asked to leave a residency fraining program
before completion?

o yes \F-ﬂo

18. Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked, or resigned from a medical staff after a complaint or
peer review action was initiated against you?

L1 yes }1?‘4\0
19. Has your privilege to possess, dispense or prescribe controlied substances ever been suspended,
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time?

O yes 0

20, Are you présentiy or have you ever been a defendant in a criminal proceeding?




o yes @no
PART il

(Unless otherwise ordered by a court, your responses to the questions in Part ill are considered exempt
from public disclosure.)

Any "yes" response to the questions below must be fully explained on the enclosed Form A.

21. To your knowledge, are you the subject of an investigation by any other licensing board as of the date
of this application?

22. To your knowiedge, are you presently the subject of a criminal investigation?

The following definitions are provided to assist you in answering questions 23 through 25.

"Ability to practice medicine" - This term includes:
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
judgments, and to iearn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health
care providers, with or without the use of aids or devices, such as voice amplifiers; and
3. The physical capability to perform medical tasks such as physical examination and surgical

procedures, with or without the use of aids or devices, such as corrective lenses or hearing aids.

- "Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but
not fimited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental
iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one's functioning as
alicensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including
those taken pursuant to a valid prescription for legitimate medical purposes and in accordance with the
prescriber’s direction, as well as those used illegally.

"Controlled substances" - This term means those drugs listed on Schedules | through V of Section 202 of
the Controlled Substances Act (21 USC § 812).

"lllegal use of controlied substances™ - This term means the use of drugs, the possession or distribution
of which is unlawful under the Controfied Substances Act, as periodically updated by the Food and Drug
Administration. This term does not include the use of a drug taken under the supervision of a licensed
health care professional or other uses authorized by the Controlled Substances Act or other provisions of
federal law.

23. Do you have a medical condition that in any way impairs or limits your ability to practice medicine in

your fieid of iractice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ametiorated because, for example,

you have received or do receive ongoing treatment (with or without medication} or have
participated or do participate in a monitoring program.




24, Are you currently engaged in the use of alcohol or other chemical substances that in any way impairs
your ghbili ice medicine in your field of practice with reasonable skill and safety?

In explaining a “Yes” answer on Form A; please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a
monitoring program. "

25. Are you current]i engaged in the illegal use of contrdiled'substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Saociety. This is a confidential program for the
identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For

further information about this program, call 802-223-0400 {a confidential line)

PART IV

The following questions are required by Vermont faw, 26 VSA § 1388, to update and maintain a data repository
within the Department of Health and to make individual profiles on all health care professionals licensed, certified

or registered by the Department available to the public. Your physician profile is located at the following website
http://healthvermont.gov. '

Please include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 26 through 31 have changed since your last application. We
cannot process your application without them.

26. Criminal Convictions [26 VSA § 1368(a)}(1)] w.Lheck here if none
Please provide a description of all crimes (felonies and misdemeanors: this includes DU but not speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each matter.

None reported

{Conviciion Date) (Court) (City/State) (Crime)

27, Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] i@iCheck here if none

Please provide a description of all charges to which you pleaded *nolo contendere” ("1 will not contest it™) or
where sufficient facts of guilt were found and the matter was continued without finding by a court of
competent jurisdiction not listed below. Please provide complete copies of documentation for each
matter.

None reported

{Conviction Date) {Court) (City/State) (Charge)

28, Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] ?&Cheok here if none




29.

30,

31.

/‘([ e r,} o S Ert i /

Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of
Medical Practice (including stipulations), and final disposition of such matters by the courts, if appealed.

None reported

(Date) : (Finat Disposition - Summary)

Licensing or Certification Authority Matters in Other States [26 VSA § 1368(a)(4)]
. Check here if none

Please provide a description of all formal charges served by ficensing or certification authorities of other
states, the findings, conclusions, and orders of such authorities, and final dispositionl of such matters by the
courts, if appealed, in those states, if not listed below. Please provide complete copies of
documentation for each matter,

None reporied

(Date of Final Disposition)(Licensing or Certification Authority)  (Court) (City/State) (Nature of Charge)

Restriction of Hospital Privileges [26 VSA § 1368(a)(5)]

A Revocation/lnvoluntary Restrictions Ip.‘Check here if none

Please provide a description of any revocation or involuntary restriction of your hospital privileges
that were refated to competence or character and were issued by the hospital's governing body or
any other official of the hospital after procedural due process (opportunity for hearing) was afforded
to you if not listed below, Please provide complete copies of documentation for each matter.

None reported

{Date) (Mospital) (State)  (Nature of Restriction)  (Reason for Restriction)

B. Other Restrictions F\Check here if none

Please provide a description of all resignations from, or non-renewal of, medical staff membership
or the restriction of privileges at a hospital taken in lieu of, or in settiement of, a pending disciplinary
case related to competence or character in that hospital if not listed below. Please provide
complete copies of documentation for each matter.

Neng reported

(Date) {Hospital) (State)

{Nature of Action) {Action)
7 Inlieu O In settlement

(Reason for Action)

Medical Maipractice Court Judgments/Settiements [26 VSA § 1368(a)(BA)]
A Judaments Wg\gheck here if none

Please compiete the attached Form A and provide a description of all medical malpractice court
judgments against you and all medical malpractice arbitration awards against you within the past




fgi«(&‘a} e ffgﬁq/z,é-z,wbw\/

10 years (10 years from payment date) in which a payment was awarded to a complaining party if
not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

None reported

0 Judgement [ Arbitration

(Date) (Court) {Siate}  (Nature of Case) {Amount Assessed Against You)
B. Settlements Mheck here W Y / 1 / /6

Please provide a description of all settlements of medical malpractice claims against you within the
past 10 years (10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include finai
disposition and, if possible, a copy of the complaint for each matter,

None reported

{Date) (Court) {State) : {Amount of Settlement Against You)

32. Medical Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of graduation if not
listed below.

UNIVERSITY OF VERMONT, Burlington, VT
1988

33. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
rot listed below.

Fletcher Allen Health Care VT
Family Practice

1991
{Schooiinstitution) {Specialty) {City) {State) {Year of Graduation)
{Scheol/institution) (Speciakty) {City) {State) {Year of Graduation}

If necessary, please use an additional sheet and check this box; ...... O

34. Specialty Board Certification [26 VSA § 1368{a)(8)]

Please verify the following information regarding your specialty board certification and update as necessary
using the attached Specialty Codes List.

Family Practice
American Board of Family Practice

1991, 1998{ e 3




Specialty Specialty Name (if code {Board Certified Year Year
Code unknown) Name of Board Certified  Recertified
&l | B-yes 0Ono AML’W} Con Poey: glg o 99/ (799 2ok
. Fowaty %J\; BT +
Cryes [Ono

35. Years of Practice {26 VSA § 1368(a)(10)] -
Month and year you started practicing as a physician? - 7i1991

36. Hospital Privileges [26 VSA § 1368(a)(11)] }zﬁCheck here if none

List all information for alt hospitals where you currently have hospital staff privileges if not listed below:

None reported

(Name) {City) (State) (Year Started)

37. AppointmentsiTeaching [26 VSA § 1368(a)(12)]

Note: Answering #37 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided fo the Board,

A Appointments YCheck here if none

Please provide information about your appointments to medical school or professional school
facutties if not listed.

None reported

{School) (City) (State) {Nature of Appointment) From (year) To (year)
B. Teaching o Check here if none

Please provide information regarding your responsibility for teaching graduate medical education
within the past 10 years if not listed.

None reported

{School/Institution) (City) {State}) (Nature of Teaching) From {(year) To (year)
38. Pubiications: [26 VSA § 1368(a)(13}] F\Qheck here if none

Note: Answering #38 is optional. By answering, you are granting permission to have this information posted
on the weh, exactly as provided to the Board.

Please provide information regarding your publications in peer-reviewed medical literature within the past
10 years if not listed.

(Title) {Publication) {Year)




38.

40.

41,

42,

(Title) {Publication) (Year)

{Title) {Publication) {Year)
Activities [26 VSA § 1368(a)(14)] ‘ o Check here if none

Note: Answering #3¢ is optional. By answering, you are-granting permission fo have this information posted
on the web, exactly as provided to the Board.

Please provide information regarding your professional or community service activities and awards if not
listed.

None reported

(Activities or Awards)

{(Activities or Awards)

{Activities or Awards)

Practice Setting [26 VSA § 1368(a)(15)] &z Check here if none
What is the location of your primary practice setting? NEWPORT, VT

Translating Services [26 VSA § 1368(a)(16)] & Check here if none

Please identify any translating services available at your primary practice location.
Are any translating services avaitable at your primary practice location? o Not applicable

If yes, please describe here the translating services available:
&f)wi ?L’{'M% fg,smi)wﬁ; = WL l‘f’\;"PVﬁkal ™ C"/'futafuu—g /{&,Ma‘,ﬁ: & fun .é‘[;';u L&ﬂ{ju'
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If necessary, please use an additional sheet and check this box: ...... ]

Medicaid/New Patients [26 VSA § 1368(a)(17)]

A. Medicaid participation
Do you participate in the Medicaid program? Wyes wono o notapplicable
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? ﬁm\yes rnno o notapplicable

PartV

I hereby affirm that the information provided above is true and accurate, and that | have answered the questions to
the best of my knowledge and ability.

pate: L /il Jo( /M s %
/7 7

A%ii/ca-rﬁ’s Signat(ire




Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer gquestions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child
support payable under a support order as of the date the application is filed. “Good standing” means that less than one-twelfth of the
annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. {15 V.5.A. § 795)
1. You must check one of the two statements below regarding child support regardless whether or not you have

children:

QAEH.. { hereby certify that, as of the date of this application: (a} | am not subject to any support order or (b} | am subject to a
support order and { am in good standing with respect to it, or (c) | am subject to a support order and | am in full
compliance with a ptan to pay any and all child support due under that order.

. or

O | hereby certify that { am NOT in good standing with respect to child support dues as of the date of this application and |
hereby request that the licensing authority determine that immediate payment of child support would impose an
unreasonable hardship. Please forward an “Appiication for Hardship”.

Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a frade or business may not be issued or renewed
uniess the person ceriifies that he or she is in good standing with the Department of Taxes."Good standing" means that no taxes are
due, the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or the
licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. (32V.8.A. § 3113)
2. ou must check one of the two statementis below regarding taxes:

| hereby certify, under the pains and penaities or perjury, that | am in goed standing with respect to or in full compliance

with a plan to pay any and all taxes due to the State of Vermont as of the date of this application. {The maximum

penalty for perjury is fifteen years in prison, a $10,000.00 fine or both).

or

& Ihereby certify that | am NOT in geod standing with respect to taxes due to the State of Vermont as of the date of this
application and | hereby request that the licensing authority determine that immediate payment of taxes would impose
an unreasonabie hardship, Please forward an “Application for Hardship”.

Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or
business (including a license {o practice a profession) to, or enter into, extend or renew any contract for the provision of goods,
services, or real estate space with any employing unit unless such employing unit shall first sign a written declaration, under the
pains and penalties of perjury, that the employing unit is in good standing with respect to or in full compliance with a plan to pay any
and all contributions or payments in lieu of contributions due as of the date such declaration is made, For the purposes of this
section, a person is in good standing with respect to any and alt contributions or payments in lieu of contributions payable if: {1} no
contributions or payments in lieu of contributions are due and payable; {2} the liability for any contributions or payments in lieu of
contributions due and payable is on appeal; (3) the employing unit is in compliance with a payment pian approved by the
Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in lieu
of contributions due and payable would impose an unreasonable hardship.
3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of
unemployment contributions:

O 1 hereby ceriify, under the pains and penaities of perjury, that } am in good standing with respect to or in full compliance
with a payment plan approved by the Commissioner of Employment and Training to pay any and al} unemployment
contributions or payments in lieu of unemployment contributions to the Vermont Department of Employment and
Training due as of the date of this application. (The maximum penalty for perjury is 15 years in prison, a $10, 600.00 fine
or both.)

or

0O 1 hereby certify that 1 am NOT in good standing with respect to unempioyment contributions or payments in lieu of
unemployment contributions due to the Vermont Department of Employment and Training as of the date of this
application and | hereby request that the licensing authority determine that requiring immediate payment of
unemplioyment contributions or payments in Heu of unemployment contributions would impose an unreasonable
hardship. Please forward an Application for Hardship.

or
@\ I hereby certify that 21 V.5.A. § 1378 is not applicable to me because | am not now, nor have | ever been, an empioyer.

Social Security # Date of Birti
* The disclosure of your soctal security number is mandato™®® ority granted by 42 U.8.C. § 405 (c}{2)(C), and

witl be used by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to
identify individuals affected by such laws, and by the Office of Child Support.

STATEMENT OF APPLICANT
| certify that the information stated by me in this application is true and accurate fo the best of my knowledge and that | understand
providing false information or omission of information Is unlawful and may jecpardize my license/certification/registration status,

Signature of Applicant ,;,i/?iﬁ e ’Z “\f’/ Date w {// “«1«'// &) (;
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Allegra Lucile Shumway, MD
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789 Coventry Stroet Suife 3

Neawport, VT 05855
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Board of Medical Practice iphone] 802-657-4220 o
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Date: November 17, 2006
Dear Physician;

Your 2006 Physician’'s License Renewal application has been received by this office and cannot
be processed untif the following information is received,

o $450 renewal fee .
Application g

Part | a item 17 G'/i:em 31B
L) item 1 U item1s O item 32
- tem2 0 item 1o U ttem 33
J tem3 W item 20 O item 34
L ltem 4 Part lil . 8 ttem 35
O items U ttem 21 & item 36
O ttems Gl ltem 22 O stem3za
WU ttem7 O item 23 U ltemars
J items W Item 24 B item 38

Part i Joitem 25 O tem 39
U ltemo Part IV O em 40
U stem10 Ll ltem 26 O item 41
L stem 11 J item 27 O item 42a
O item 12 U ttem 28 O ttem 428
0 ttem13 L item 29 Part
W dtem 14 ( item 304 O Date
U ttem1s U stem 308 L signature
U item1s O rtem 314

Child Support, Taxes, Unemployment Compensation Statement
U Number 1 ~ check one of the two statements
() Number 2 - check one of the two statements

U Number 3 — check one of the three staterments
Completed Form A

U Completed form

The page(s} that needs completion (if applicabie) is attached. Please complete the necessary item,
initial, date and return as soon as possible so that processing may be finalized.

Thank you.
Sincerely,

Medical Practice Board
{802) 85_7—4220 or (800) 745-7371

Enclosures




A
VERMONT DEPARTMENT OF HEALTH \

BOARD OF MEDICAL PRACTICE

108 Cherry Street, PO Box 70 ! //“f\?/
{

Burlington VT 05402-0070
802 657-4220 or 800-745-7371

2008 PHYSICIAN'S LICENSE RENEWAL APPLICATION

l.icense Number: 042-0008297
1. Your legal name:

Ailegra Lucille Shumway

a. Have you ever legally changed your name? __ Yes X No

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or elsewhere
in the past two years;

Last Name First Name Middle Name: Suffix
b. Indicate your name, as it should appear on your license:

Ahuwiiday A i A Ko Lid e ( !’(i”’;
l.ast Name ; First Namg Middle Name: Suffix

2. Your Date of Birth: -

3. Home Address and email address:

4 Work Address:

5. Please check your preferred mailing address: Home K Work
NOTE: The mailing address will be publicly listed on the Board’s web site.

6. Home Telephone Number with Area Code: ____

7. Work Telephone Number with Area Code: (4 &/} FH-E « X [y

1/1“"
Y

8. E-mail address (if not appearing in #3);

Please check here if the Department of Health may use this e-mail address to send you public health information.




Fyes

ano

PART ii

9. Were you in active clinical practice in Vermont in the past 12 Months? myes ono

10. Do you hold, or have you ever held, a medical license (including temporary) in any other state?

1.

12.

13.

14.

15,

fiyes o©no

If yes, complete the section below and attach additional pages if necessary.

State License Number Type of License  Date Issued  Status (Active, Inactive, or other,
T conditioned, restricted, limited)
MR {OCema Temtus 364 eypried
None reported

If necessary, please use an additional sheet and check this box: ...... ]

Medical Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of graduation if not
listed below,

UNIVERSITY OF VERMONT, Burlington, VT
1988

Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
not listed below.

Fletcher Allen Health Care VT
Family Practice
19N

If necessary, please use an additional sheet and check this box: ...... o

Specialty Board Cerfification [26 VSA § 1368(a)(9)]

Please verify the following information regarding your specialty board certification and update as necessary
using the attached Specialty Codes List.

Family Practice
American Board of Family Practice

1991, 1998
Specialty Speciaity Name (if code  |Board Certified Year Year
Code Unknowr:) Name of Board Certified  |Recertified
Oyes fno
Cyes Ono

Years of Practice [26 VSA § 1368{a)(10}]
Month and year you started practicing as a physician?  7//1991

Hospital Privileges [26 VSA § 1368(a)11)] A, Check here if none




List el information for all hospitats where you currently have hospital staff privileges if not listed below:

None reported

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
FORM A.

16. Have you ever applied for and been denied a license to practice medicine or any other healing art?
oyes §no

17. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
oyes gho

18. Have you ever voluntarily suspended, surrendered or resigned a license to practice medicine or any
other healing art in lieu of disciplinary action or any other reason?

oyes tno

19. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you
by any governmental authority, by any hospital or health care facility, or by any professional medical
association (international, national, state or local)?

£Yyes @no
20. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

~oyes tgno
21. Have you ever discontinued your education, training, or clinical practice for a period of more than three
months?

oyes no
22, Have you ever been dismissed or suspended from, or asked to leave a residency training program
before completion?

oyes ®.no

23. Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked, or resigned from a medical staff after a complaint or
peer review action was initiated against you?

Oyes Bno

24. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time?

Cyes jwno
25. Do you currently or have you ever prescribed any prescription medication over the internet?

0yes |no
26. Are you presently or have you ever been a defendant in a criminal proceeding?

oyes %@.no
PART 1l

(Unless otherwise ordered by a court, your responses to the questions in Part ill are considered exempt
from public disclosure.)

Any "yes” response to the questions below must be fully explained on the enclosed Form A.




27. To your knowledge, are you the subject of an investigation by any other licensing board under which
you have not been charged as of the date of this application?

28. To your knowledge, are you presently the subject of a criminal investigation under which you have not
been charged?

The following definitions are provided to assist you in answering questions 29 through 31.

"Ability to practice medicine” - This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
judgments, and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health
care providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical

procedures, with or without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition" - Inciudes physiological, mental or psychological conditions or disorders, such as, hut
not fimited to, orthopedic, visual, speech, and hearing impairments, cerebrai palsy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental
iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism.

“Currently” - This term means recently enough to have a real or perceived impact on one’s functioning as
a licensee. : .

"Chemical substances” - This term is to be construed to include alcohol, drugs, or medications, including
those taken pursuant to a valid prescription for legitimate medical purposes and in accordance with the
prescriber's direction, as well as those used iffegally,

"Controlled substances" - This term means those drugs listed on Schedules | through V of Section 202 of
the Controlled Substances Act (21 USC § 812).

"lilegal use of controlled substances” - This term means the use of drugs, the possession or distribution
of which is unlawful under the Controlled Substances Act, as periodically updated by the Food and Drug
Administration. This term does not include the use of a drug taken under the supervision of a licensed
health care professionat or other uses authorized by the Controlled Substances Act or other provisions of
federal law.

29. Do you have a medical condition that potentially or in any way impairs or limits your ability to practice

medicine in iour field of practice with reasonable skill and safety?

In explaining a "Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitering program.

30. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any

way imiairs ioir iiimr to practice medicine in your field of practice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, piease provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a
monitoring prograrm.

3. ArWengaged in the illegal use of controlled substances?




CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
identification, treatment and rehabiiitation of physicians affected by the disease of substance abuse. For
further information about this program, call 802-223-0400 (a confidential line).

PART IV

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository
within the Department of Health and to make individual profiles on all health care professionals licensed, certified,
or registered by the Department available to the public. Your physician profile is jocated at the following website
hitp://healthvermont.goy.

Piease include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 32 through 37 have changed since your last application. We
cannot process your application without them.

32

33.

34.

35.

36.

Criminal Convictions [26 VSA § 1368(a)(1)] ﬁ Check here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but ot speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each matter. o

None reported

Nolo Contendere/Matters Continued [26 VSA § 1368{(a)(2)] @ Check here if none

Please provide a description of all charges to which you pleaded “nolo contendere” ("1 will not contest it"} or
where sufficient facts of guilt were found and the matter was continued without a finding by a court of
competent jurisdiction not listed below. Please provide complete copies of documentation for each
matter.

None reported

Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] 2 Check here if none

Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of
Medical Practice (including stipulations), and final disposition of such matters by the courts, if appealed.

None reported

Licensing or Certification Authority Matters in Other States [26 VSA § 1368(a)(4)}
i, Check here if none

Please provide a description of all formal charges served by licensing or certification authorities of other
states, the findings, conciusions, and orders of such authorities, and final disposition of such matters by the
courts, if appealed, in those states, if not listed below. Please provide complete copies of
documentation for each matter.

None reported

Restriction of Hospital Privileges [26 VSA § 1368(a)(5)]

A Revocation/lnvoluntary Restrictions @.Check here if none




37.

38.

Piease provide a description of any revocation or involuntary restriction of your hospital privileges
that were related to competence or character and were issued by the hospital’s governing body or
any other official of the hospital after procedural due process (opportunity for hearing) was afforded
to you if not listed below. Please provide complete copies of documentation for each matter.,

None reported

Other Restrictions ® Check here if none

Please provide a description of all resignations from, or non-renewal of, medical staff membership
or the restriction of privileges at a hospital taken in lieu of, or in settlement of, a pending disciplinary
case related to competence or character in that hospital if not listed below. Please provide
complete copies of documentation for each matter,

None reported

Medical Malpractice Court Judgments/Settlements [26 VSA § 1368(a)(6A)]

A,

Judgments & Check here if none

Please complete the attached Form A and provide a description of all medical malpractice court
judgments against you and all medical malpractice arbitration awards against you within the past
10 years (10 years from payment date) in which a payment was awarded to a complaining party if
not listed below. Please provide complete copies of documentation, to include final

disposition and, if possible, a copy of the complaint for each matter.

None reported

Settlements @ Check here if none

Please provide a description of all settlements of medical malpractice claims against you within the
past 10 years (10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include final

disposition and, if possible, a copy of the complaint for each matter.

None reported

Appointments/Teaching [26 VSA § 1368(a)(12)]

Note: Answering #38 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

A,

Appointments , # Check here if none

Please provide information about your appointments to medical school or professional school
faculties if not listed.

None reported

Teaching .Check here if none

Please provide information regarding your responsibility for teaching graduate medical education
within the past 10 years if not listed.

None reported




39.

40,

41.

- 42,

43.

Publications: [26 VSA § 1368(a)(13)] &3 Check here if none

Note: Answering #39 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided fo the Board.

Please provide information regarding your publications in peer-reviewed medical literature within the past
10 years if not listed.

Activities [26 VSA § 1368(a)(14)] o Check here if none

Note: Answering #40 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

Please provide information regarding your professional or community service activities and awards if not
listed.

None reported

Practice Setting [26 VSA § 1368(a)(15)] T Check here if none
What is the location of your primary practice setting?
NEWPOREAT 47 Nehws mw{ VT

Translating Services [26 VSA § 1368(a)(16]] _ o Check here if none.

Please identify any translating services available at your primary practice location.
Are any translating services available at your primary practice location?
If yes, please describe here the translating services available:
ST L RN SEMig s e
Nomg  Tigedladon  S0ices
agtrlo bl wfon Wguest
Medicaid/New Patients [26 VSA § 1368(a)(17)]

A, Medicaid participation
Do you participate in the Medicaid program? g yes ono
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? |yes ono

Part V

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

I hereby affirm that the information provided above is true and accurate, and that | have answered the questions to
the best of my knowledge and ability.

Date: @}{j 9*&?;/ ] x”jz/\l f ’g(

?ﬁpéicant's@ignatura




Physician Profile Update

26 VSA § 1388 requires the Department to provide you with a copy of your profile prior to the initial release
to the public and each time your profile is modified or amended. We intend to use the information in your renewal
application for your physician profile.

Please let us know whether you wish to have your profile omit the following information by checking the
“OMIT” box below. If the box is not checked, we will include the information in your profile:

OMIT FROM PROFILE

g‘] Appointments to medical school or professional school faculties, and an indication as to whether
you have had a responsibility for teaching graduate medical education within the last 10 years.

#.  Information regarding publications in peer-reviewed medical literature within the last 10 years.

[@\w Information regarding professional or community service activities and awards.

Again, thank you for your cooperation.




Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

{(Questions 16 and 17) Withdrawal or denial of License - Attach documents

State Year
Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise
terminated

{(Question 18) Voluntarily surrendered or resigned a license to practice medicine or any healing art - Aftach
documents

State Year

Circumstances

(Question 19) Disciplinary charges or action - Aftach documents

Duration

Action taken (circie all that apply)

01 Revocation of right or privilege 12 Leave of absence

02 Suspension of right or privilege 13 Withdrawal of an application
03 Censure 14 Termination or non-renawal of contract
04 Written reprimand or admonition 15 Medical Records Suspension
05 Restriction of right or privilege : 16 Probation

06 Non-renewal of right or privilege 17 Assurance of Discontinuance
Q7 Fine 18 Consent Agreement

08 Required performance of public service 19 Letter of Agreement

0% Education/Training/CounselingMonitoring 20 Expuision from Membership
10 Denial of rights or privilege 21 Reprimand

11 Resignation 22 Cther (specify)

Circumstances

(Question 20) Denial of examination privileges - Attach documents

State Year

Circumstances under which examination privileges denied




(Queétions 21 and 22) Residency Training Program(s) not completed - discontinued education, training,
practice - Attach documents

Residency Training Program(s)

Location of Programs Year

Circumstances

(Question 23) Affecting Health Care Institution Staff Privileges, Employment or Appointment - Attach
documents

Institution involved

Location Year

Circumstances

{(Question 24) Privilege to prescribe controlled substances - Attach documents

Name of organization involved

Type of restriction Date

Circumstances of restriction

{Question 25} internet prescribing

Please provide a general description of your practice of internet prescribing




(Queétions 26 and 28) Criminal Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date
Plea? Yes No Date

(Question 27) Investigation by any other licensing board - Attach documents

Name of Licensing Board ___ Date

Location of Licensing Board

Circumstances

(Questions 29-30) Medical condition, treatment, use of chemical or illegal substances

Treating organization

Address Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iliness or dependency to

Dates of treatment He)

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact persen at Program




(Question 37) Medical Malpractice Claim

Please provide the foliowing information regarding each instance of alleged malpractice. This section should be
photo copied and filled out separately for each claim. Additional sheets may be obtained/used if necessary.

Insurer

Claimant name

Description of alleged ciaim (aliegations only): This does not constitute an admission of fault or liability.

Please indicate:

Patient's condition at point of your involvement;

Patient's condition at end of freatment:

The nature and extent of your involvement with the patient;

Your degree of responsibility for the course of treatment in leading to the claim; and
Narrative of event,

el

If the incident resulted in patient’s death, indicate cause of death according to autopsy or patient chart:

Your role {circle one):

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12 PGY 5

03 Referring Physician 13 PGY 6

04 Attending Physician 14 PGY 7 .

05 Censultant Specialist 18 Workmen's Compensation Evaluator
06 Surgeon 16 Court Psychiatrist

07 Feliow 17 On-Cali Physician

08 PGY 1 18 Group Practitioner/Partner

09 PGY 2 19 Other: Specify

10 PGY 3 20 Linknown

Your Legal Representative in this matter (include name, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

Indicate Decision, Appeal, Settlement, Dismissal:
If a Court or Arbitration Panel heard your case, indicate the following:

Court




Court's location

Docket number

Date the action was filed

Decision determined by (check one): Judge Jury Arbitration Panel
Decision: Award.

If your case was appealed, indicate the following: Date appeal filed (month, day, year) / /
Date appeal decided: (month, day, year) f /

If your case was settled, indicate the following:

Seltlement amount paid on your behalf:

Total settlement amount:

Date of settlement: (month, day, year) _ / /

Case dismissed against you Against all defendants
Important: In addition to the above information, please attach a copy of the complaint and final judgment,
- settlement and release, or other final disposition of the claim. This information can be obtained from your
legal representative.

Additional Information, if any;




Vermaont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer cuestions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child support payable under a support
order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obligation is overdue; or liability
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved
by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would impose an
unreasonable hardship. (15 V.5.A. § 795)

1. You must check one of the two statements below regarding child support regardless whether or not you have children:

.. lhereby certify that, as of the date of this application: {a} | am not subject to any support order or (b} | am subject to a support order
and | am in good standing with respect to it, or (¢} | am subject to a support order and ! am in full compliance with a plan to pay any
and all child support due under that order.

or

(1 1 hereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Application for Hardship”.

Regarding Taxes
Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed unless the
person certifies that he or she is in good standing with the Department of Taxes. "Good standing” means that no taxes are due and payable and ail
returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. (32 V.5.A. § 3113)

2. . You must check one of the two statements below regarding taxes:

. | hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in fuli compliance with a plan fo
pay any and all taxes due to the $tate of Vermont as of the date of this application, {The maximum penaity for perjury is fifteen years in
prison, a $10,000.00 fine or both).

or
L1 | hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and |
~ hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship.
Piease forward an "Application for Hardship”,
Regarding Unemployment Compensation Contributions

Title 21 § 1378 requires that: Mo agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
(including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penalties of perjury, that the employing
unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of contributions due as
of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and all contributions or
payments in lieu of contributions payable if: (1) no contributions or payments in lieu of contributions are due and payable; (2} the liability for any
contributions or payments in lieu of contributions due and payable is on appeal; (3) the employing unit is in compliance with a payment plan
approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in
tieu of contributions due and payable would impose an unreasonable hardship.

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment
contributions:
& 1 hereby certify, under the pains and penalties of perjury, that { am in good standing with respect to or in full compliance with a
- payment plan approved by the Commissioner of Employment and Training to pay any and al) unemployment contributions or
payments in lieu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
apptication. {The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or both.)
of
LI | hereby certify that | am NQT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship,
or
W | hereby certify that 21 V.S.A. § 1378 is not applicable to me because | am not now, nor have | ever heen, an employer.

Social Security #*_ Date of Birth _

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 405 (¢)(2)(€), and wiil be used by
the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax taws, to identify individuals affected
by such laws, and by the Office of Child Support.

STATEMENT OF APPLICANT

| certify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing faise
information or omission of information is unlawful and may jeopardize my license/certification/registration status.

7 / ﬁ
Signature of Applicant ,Z//j! - é};“\/ Date “q ! A ;/ o5
£ 4




State of Vermont
Department of Health

Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or
District Court for Fines or Penalties for a Vielation or Criminal Offense

I'hereby state that [ am in good standing with respect to any unpaid judgment
1ssued by the judicial bureau or district court for fines or penalties for a violation or

crimmnal offense.

[ understand that a license may not be issued or renewed without such a
statement,

I further understand that, for the purposes of this section, a person is in good
stapding with respect to any unpaid judgment issued by the judicial bureau or district
couwt for fines or penalties for a violation or criminal offense if:

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

(2) the person is in compliance with a repayment plan approved by the judiciary.

PIEASE NOTE:

In accordance with 4 V.S.A. § 1110 (b}, you must sign, date, and return this
Sutement of Good Standing in order for us to renew your license. Thank you.
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Renewal - 042.0008297

Name Allegra Lucille Shumway
Credential 042.0008297
Fee Details
Renewal $500.00

$500.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington, VT 05402-0070
(802)657-4220 or 800-745-7371

PHYSICIAN'S LICENSE RENEWAL APPLICATION
PART |
Please follow the instructions below and submit the completed application with documentation and payment to this office. If you have

any questions or need additional information do not hesitate to contact us at 802-657-4220, 800-745-7371 or
medicalboard@state.vt.us.

IMORTANT: Your license will lapse if we have not received your completed application and fee by your expiration date. In
addition, you will be subject to late renewal penalty fees and potentially liability if you practice medicine without a license.

INSTRUCTIONS

enter, correct or update all information

answer all questions completely, even if you believe the information is already on file with the Board

use Form A to provide explanations to Malpractice

do not delegate this important task to any other person. False statements on this application may be grounds for charges of
unprofessional conduct.

Be sure to submit:

completed application

completed Form A, if applicable

payment in the amount of $500 to the Vermont Department of Health

LATE FEE: Applications received after the license expiration date will be assessed a $25 late fee.

Please Note:

e Your Physician License Renewal Application has been pre-populated with information provided by and previously approved
by you prior to the initial release of the Department's physician profiles. Please take this opportunity to correct any factual
inaccuracies and/or update any information as appropriate.

e Licensees have a continuing obligation during each two-year renewal period to promptly notify the Board of any change or
new information including, but not limited to, disciplinary or other action limiting or conditioning their license or ability to
practice in any jurisdiction. Failure to do so may subject the licensee to disciplinary action by the Board.

Thank you.

Renewal Part |

Name:
Indicate your full legal name (use no initials). If your name has changed at any time during your life and you are not using FCVS, you
must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Shumway

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015



Renewal - 042.0008297

2. First Name:
Allegra

3. Middle Name:
Lucille

4. Have you ever legally changed your name?
No

5. If yes, enter your former name and other name(s):

Page 2 of 11

|Previous Name ||From Month ||From Year |To Month

|To Year |Reason for Change |

6. Date of Birth:

7. Enter your MAILING ADDRESS information:
Attention

street

Cit‘ Stat.
E-mail Address |

Telephone Alternate Phone (e.g.
Pager)

8. Enter your PUBLIC ACCESS address information:
Attention
Street 90 Washington St.
City Barre State VT
Country United States
Telephone
E-mail Address

Alternate Phone (e.g.
Pager)

Renewal Part Il

zio N Country United
States

Zip 05641

9. Were you in active clinical practice in the past 12 months?
Yes

10. Do you hold, or have you ever held, a license or certification as a medical practitioner in any other state?

Yes

11. If yes, complete the section below.

State Profession License Number |Issue Date Expiration Date Status

New Hampshire MD 14395 |01/04/2009 06/30/2013 Active

12. Medical Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of graduation.

School

Graduation Date

School Name: University of Vermont
State: Vermont

Country: United States

School Type: Medical School
Degree: MD

01/01/1988

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015



Renewal - 042.0008297 Page 3 of 11

13. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]
Please provide information about any graduate medical education/residency attended or completed that is not listed below.

Site Name End Date Specialty
Fletcher Allen Health Care 07/01/1991 Family Practice

14. Specialty Board Certification [26 VSA § 1368(a)(9)]
Please verify the following information regarding your specialty board certification and update as necessary.

Specialty Certification Board Certification Date Specialty Expiration Date
Family Practice [American Board of Family Practice 01/01/1998 12/31/2015
Family Practice [American Board of Family Practice 01/01/1991 01/01/1998

15. Years of Practice
What year did you start practicing as a medical professional?

1991

16. Hospital Privileges [See 26 VSA § 1368(a)(11)]
List all hospitals where you currently have hospital staff privileges:

Facility Name State Start Date
None reported

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

17. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
No

18. State:
19. Year:
20. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:
21. Denied certificate to practice medicine or any other healing art - Upload documents
22. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
No
23. State:
24. Year:
25. Circumstances under which license or certificate was withdrawn, denied, revoked, not renewed, or otherwise terminated:
26. Please upload any documents you have that are relevant to this matter.
27. Have you ever voluntarily surrendered or resigned a license or certificate to practice medicine or any other healing art in lieu of
disciplinary action or any other reason?
No

28. State:

29. Year:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015
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30. Circumstances:

31. Please upload any documents you have that are relevant to this matter.

32. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association (international, national, state or local)?

No

33. Name of organization involved:
34. Date:
35. Duration:

36. Action Taken (add all that apply):

37. Circumstances:

38. Please upload any documents you have that are relevant to this matter.

39. Have you ever been denied the privilege of taking an examination before any state medical examining board?
No

40. State:
41. Year:
42. Circumstances under which examination privileges denied:
43. Please upload any documents you have that are relevant to this matter.
44. Have you ever discontinued your education, training, or clinical practice for a period of more than three (3) months NOT including
premedical education?
No

45. If yes, please explain and include the dates over which your education, training, or clinical practice was discontinued:

46. Discontinued Education, Training, or Clinical Practice - Upload documents:

47. Have you ever been dismissed or suspended from, or asked to leave a training program before completion?
No

48. Training program(s):

49. Location of program(s):

50. Year:

51. Circumstances:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015
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52. Please upload any documents you have that are relevant to this matter.

53. Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced,
suspended or revoked, or resigned from a medical staff after a complaint or peer review action was initiated against you?

No
54. Institution involved:
55. Location:
56. Year:
57. Circumstances:
58. Please upload any documents you have that are relevant to this matter.

59. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, or restricted
by, or surrendered to any jurisdiction or federal agency at any time?

No
60. Name of organization involved:
61. Type of restriction:
62. Date:
63. Circumstances of restriction
64. Please upload any documents you have that are relevant to this matter.

65. Do you currently, or have you ever, prescribed any prescription medication over the internet? This does not include any
prescribing you would do using electronic medical records in your practice.

No

66. Please provide a general description of your practice of internet prescribing:

67. Are you presently, or have you ever been, a defendant in a criminal proceeding?
No

68. Court:

69. City and state:

70. Charge:

71. Description:

72. Status:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015



Renewal - 042.0008297 Page 6 of 11

73. Date:

Renewal Part Il

PART lll

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from public
disclosure.)

Any "yes" response to the questions below must be fully explained.

74. To your knowledge, are you the subject of an investigation by any other licensing or certification board under which you have not
been charged as of the date of this application?

75. Licensing or certification board:
76. Date:

77. Location of Licensing Board:
78. Circumstances:

79. Please upload any documents you have that are relevant to this matter.

MEDICAL DEFINITIONS
The following definitions are provided to assist you in answering the medical related questions:
"Ability to practice medicine" - This term includes:

1. The cognitive capacity to make and exercise reasoned medical judgements, and to learn and keep abreast of medical
developments; and

2. The ability to communicate those judgments and medical information to patients and other health care providers, with or
without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks and procedures, with or without the use of aids or devices, such as
corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but not limited to,
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart
disease, diabetes, mental retardation, emotional or mental iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis,
drug addiction, and alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one's functioning as a Physician Assistant
licensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a
valid prescription for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.

"Controlled substances" - This term means those drugs listed on Schedules | through V of Section 202 of the Controlled
Substances Act (21 USC § 812).

"lllegal use of controlled substances" - This term means the use of drugs, the possession or distribution of which is unlawful
under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This term does not include the
use of a drug taken under the supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal law.

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015
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80. Do you have a medical condition that in any way impairs or potentially impairs or limits your ability to practice medicine in your
field of practice with reasonable skill and safety?

81. In explaining "Yes" answer to the previous question, please provide reasonable assurances that your medical condition is
reduced or ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or
have participated or do participate in a monitoring program.

82. Please upload any documents you have that are relevant to this matter.

83. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way impairs your ability to
practice medicine in your field of practice with reasonable skill and safety?

84. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that your use is reduced or
ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

85. Please upload any documents you have that are relevant to this matter.

86. Are you currently engaged in the illegal use of controlled substances?

87. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

88. Please upload any documents you have that are relevant to this matter.

Medical condition, treatment, use of chemical or illegal substances:

89. Treating organization:

90. Address:

91. Telephone:

92. Type of diagnosis, condition or treatment - field of practice - use of chemical substances:

93. Dates of iliness or dependency (from, to):

94. Dates of treatment (from, to):

95. Name of rehabilitation/professional assistance or monitoring program:

96. Address:

97. Telephone:

98. Contact person at Program:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015
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CONFIDENTIAL ASSISTANCE IS AVAILABLE
Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners Health Program, a service of
the Vermont Medical Society. This is a confidential program for the identification, treatment and rehabilitation of physicians affected
by the disease of substance abuse. For further information about this program, call 802-223-0400 (a confidential line).

Renewal Part IV

Statutory Profile Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Department of Health. Under this law, the Department must collect
certain information to create individual profiles on all health care professionals licensed, certified, or registered by the Department
pursuant to Title 26 of the VSA. Please try to answer the following questions as best as you can.

99. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets)? For purposes of this question, “convicted” means that you pleaded guilty or that
you were found adjudged guilty by a court of competent jurisdiction.

No

100. Criminal Convictions [See 26 VSA § 1368(a)(1)] Please provide a description of all crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets) of which you have been convicted. For purposes of this question, “convicted”
means that you pleaded guilty or that you were found adjudged guilty by a court of competent jurisdiction. Please provide copies of
papers fully documenting the convictions.

|Date of Conviction |Court of Conviction |City ||State |Description |

101. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Have there been any charges to which you pleaded "nolo contendere” ("l will not contest it") or where sufficient facts of guilt were
found and the matter was continued without finding by a court of competent jurisdiction?

No

102. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Please provide a description of all charges to which you pleaded "nolo contendere” ("l will not contest it") or where sufficient facts of
guilt were found and the matter was continue without finding by a court of competent jurisdiction.

|Date of Charges |Court |City ||State |Description of Charges |

103. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have there been any formal charges served, findings, conclusions, and/or orders of the Board of Medical Practice (including
stipluations), and/or final disposition of such matters by the courts, if appealed?

No

104. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of Medical Practice
(including stipluations), and final disposition of such matters by the courts, if appealed.

|Date |Fina| Disposition Summary |

105. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have there been any formal charges served against you by licensing or certification authorities of other states?
No

106. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

Please provide a description of all formal charges served by licensing or certification authorities of other states, the findings,
conclusions, and orders of such authorities, and final disposition of such matters by the courts, if appealed, in those states. Please
provide copies of papers fully documenting these matters.

|Date of Disposition |Licensing Authority |City |State |Description of Disposition |

Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

107. Have your hospital privileges ever been revoked or involuntary restricted in relation to competence or character?
No

108.
A. Revocation/Involuntary Restrictions

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015
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Please provide a description of any revocation or involuntary restriction of your hospital privileges that were related to competence or
character and were issued by the hospital's governing body or any other official of the hospital after procedural due process
(opportunity for hearing) was afforded to you. Please upload copies of papers fully documenting these matters.

|Date of Restriction |Hospital Name |State |Nature of Restriction |Reason for Restriction |

109. Have your hospital privileges ever been restricted, or have you ever resigned or not renewed your medical staff membership at
a hospital in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital?
No

110.

B. Other Restrictions

Please provide a description of all resignations from, or nonrenewal of, medical staff membership or the restriction of privileges at a
hospital taken in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital. Please
upload copies of papers fully documenting these matters.

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

111. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)] Have you ever been involved in a
Malpractice Liability Claim? Please provide a description of all medical malpractice court judgments against you and all medical
malpractice arbitration awards against you, and any pending malpractice cases.

No

112.

A. Judgments
Please provide a description of all medical malpractice court judgments against you and all medical malpractice arbitration awards

against you, and any pending malpractice cases.
|Date of Judgment |

113.

B. Settlements Please provide a description of all settlements of all pending settlements and settlements of medical
malpractice claims against you. Please complete the below information and provide copies of papers fully documenting
these matters.

|Date Of Settlement |

Medical Malpractice Claim

For each response provided in the previous Medical Malpractice Judgements and/or Settlements questions you must complete the
form located here. Please download the form, complete it for each response, and then upload to each respective response. This
information is required for each and every response provided for Judgements and/or Settlements.

Appointments/Teaching [See 26 VSA § 1368(a)(12)]

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

114. A. Appointments Please provide information about your appointments to medical school or professional school faculties.
|School |City |State |Nature of Appointment |Year Started ||Year Ended |

115. B. Teaching Please provide information regarding your responsibility for teaching graduate medical education within the past
10 years.

|Schoo|/|nstitution |City ||State |Nature of Teaching |Year Started |Year Ended |

116. Publications [See 26 VSA § 1368(a)(13)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your publications in peer-reviewed medical literature within the past 10 years.

[Title [Publication [Publication Date |

117. Activities [See 26 VSA § 1368(a)(14)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and awards.

|Activity or Award |

118. Provide the following information for each practice location. Be sure to indicate which is to be your primary practice location.
I T T T T T T 1

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015
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Practice Name City |State [Primary Languages |Accepts Accepts New Medicaid
Practice Medicaid? Patients?

Planned Parenthood of Northern Barre|Vermont|Yes Yes Yes

New England

Granite City Medical Associates Barre]Vermont|Yes Yes No

Statement of Good Standing
119.

State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or Penalties for a Violation or
Criminal Offense

| hereby state that either:

A. This does not apply to me because | don’t have any unpaid judgment issued by the judicial bureau or district court for fines or
penalties for a violation or criminal offense, or

B. I am in good standing with respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for a
violation or criminal offense.

| understand that a license may not be issued or renewed without such a statement.

| further understand that, for the purposes of this section, a person is in good standing with respect to any unpaid judgment issued by
the judicial bureau or district court for fines or penalties for a violation or criminal offense if:

1. 60 days or fewer have elapsed since the date a judgment was issued; or
2. the person is in compliance with a repayment plan approved by the judiciary.
Yes

120. Date:
11/15/2012

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.
Regarding Child Support

Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child
support payable under a support order as of the date the application is filed. "Good standing" means that less than one-twelfth of the
annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15 V.S.A. § 795)

121. You must select one of the two statements below regarding child support regardless whether or not you have children:

| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support
order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015
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Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed
unless the person certifies that he or she is in good standing with the Department of Taxes. "Good standing" means that no taxes are
due and payable and all returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan
approved by the Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes would impose an
unreasonable hardship. (32 V.S.A. § 3113)

122. You must select one of the two statements below regarding taxes:

| hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both.)

The disclosure of your social security number is manditory, it is solicited by the authority granted by 42 U.S.C. § 405 (c)(2)(C), and
will be used by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws,
to identify individuals affected by such laws, and by the Office of Child Support.

123. Social Security Number:

124. Date of Birth:

125. | certify that the information stated by me in this application is true and accurate to the best of my knowledge and that |
understand providing false information or omission of information is unlawful and may jeopardize my license/certification/registration
status.

Yes

126. Date:
11/15/2012

Renewal Payment

127. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.

Self / Credit Card

Review

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=18186&key={8946B&6... 5/4/2015



VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-6070
802 657-4220 or 800-745-7371

2010 PHYSICIAN'S LICENSE RENEWAL. APPLICATION

PART 1
License Number: 042-0008297
1. Your legat name:
woy 16 200 i,
Aliegra Lucille Shumway
a. Have you ever legally changed yourname? __Yes ;\ No = = oo oo

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or
elsewhere in the past two years;

"~ Last Name First Name Middle Name: Suffix
b. Indicate your name, as it should appear on your license;

f:’b\umwaJ A“&c‘ww Lexeille
Last Name First Name ) Middle Name: Suffix

3. Mailing Address and email address;

4. Work Address: -
| - T4 cavbelry £T Sk > &y
8 e ?@M VT e5955

- . th "Yc-
5. Piease check your preferred mailing address: Y Horme i Work ‘é\ e se \.l yT 58

o A
NOTE: The mailing address will be publicly listed on the Board’s web site. L& & &

6. Home Telephone Number with Area Code: _____

7. Work Telephone Number with Area Code: ( 4 ¢ )

8. E~-mail address (if not appearing in #3): _

2. Your Date of Birth:

Please check here if the Department of Heaith may use this e-mail address to send you public health

mformatlon
;




oyes ono
PART Il
9. Were you in active clinical practice in Vermont in the past 12 Months? Hyes ono

10. Do you hoid, or have you ever held, a medical license {including temporary) in any other state?
ffyes ono

If yes, complete the section below and attach additional pages if necessary.

State License Number Type of License  Date Issued  status (Active, inactive, or athor,
. conditioned, restricted, limited)
‘ Y Y4 ) Fiue
NH 2008 SRR ML Actiy

if necessary, please use an additional sheet and check this box: ...... 0

1. Medical Professional Schools [26 VSA § 1368(a)7)]

Piease provide the names of medical professional schools you attended and the dates of
graduation if not listed below.

UNIVERSITY OF VERMONT, Burlington, VT
1088

12. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or
completed that is not listed below.

Fletcher Allen Health Care VT
Famiiy Practice
1991

i necessary, please use an additionai sheet and check this box: ...... ]

13 Specialty Board Certification [26 VSA § 1368(a)(9)]

Please verify the following information regarding your specialty board certification and update as
necessary using the attached Specialty Codes List.

Family Practice
American Board of Family Practice

1991, 1998
Specialty Specialty Name {if code :Board Certified Year Year
Code unknown) Name of Board Certified  |Recertified
oyra Ayes Ono | Amecicanbhoed . | (99( | (949 5
| FRVRT ot
Oyes Ono

14 Years of Practice {26 VSA § 1368(a)(10)]
Month and year you started practicing as a physician?  Jul-91

15. Hospital Privileges [26 VSA § 1368(a)(11)] gﬁ\Check here if none

List all information for all hospitals where you currently have hospital staff privileges if not listed
below:




None reported

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE
ENCLOSED FORM A,

16. Have you ever applied for and been denied a license to practice medicine or any other healing
art?
oyes wno

17. Have you ever withdrawn an application for a license to practice medicine or any other healing
art?

ayes o

18. Have you ever voluntarily suspended, surrendered or resigned a license to practice medicine
or any other healing art in lieu of disciplinary action or any other reason?

0yes §Rno
19. Are any formal disciplinary charges pending or has any disciplinary action ever been taken

against you by any governmental authority, by any hospital or health care facility, or by any
professional medical association (international, national, state or local)?

oyes Tno
20. Have you ever been denied the privilege of taking an examination before any state medical
examining board?

oyes T\no

21. Have you ever discontinued your education, training, or clinical practice for a period of more
than three months?

oyes o

22. Have you ever been dismissed or suspended from, or asked to leave a residency training
program before completion?

o yes s;ftno

23. Have you ever had staff privileges, employment or appointment in a hospital or other health
care institution denied, reduced, suspended or revoked, or resigned from a medical staff after a
complaint or peer review action was initiated against you?

ryes o
24. Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended, revoked, denied, or restricted by, or surrendered to any juriediction or federal agency
at any time?
oyes o
25. Do you currently or have you ever prescribed any prescription medication over the internet?
This does not include prescribing you would do using electronic medical records in your practice.
yes #no
26. Are you presently or have you ever been a defendant in a criminal proceeding?

oyes o
PART Ill

(Unless otherwise ordered by a court, your responses to the questions in Part Hl are considered
exempt from public disclosure.)

Any "yes" response to the questions below must be fully explained on the enclosed Form A,

RtE




27. To your knowledge, are you the subject of an investigation by any other licensing board under
which you have not been charged as of the date of this application?

28. To your knowledge, are you presently the subject of a criminal investigation under which you
have not been charged?

The foliowing definitions are provided to assist you in answering questions 29 through 31.

"“Ability to practice medicine" - This term includes:
The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned
medical judgments, and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and
other health care providers, with or without the use of aids or devices, stich as voice
ampiifiers; and

3. The physical capability to perform medical tasks such as physical examination and
surgical procedures, with or without the use of aids or devices, such as corrective lenses
or hearing aids,

“Medical condition” - Includes physiological, mental or psychological conditions or disorders,
such as, but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy,
epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental
retardation, emotional or mental iliness, specific learning disabilities, hepatitis, HIV disease,
tuberculosis, drug addiction, and alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one's
functioning as a licensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications,
inciuding those taken pursuant to a valid prescription for legitimate medical purposes and in
accordance with the prescriber’s direction, as well as those used illegally.

"Controlled substances" - This term means those drugs listed on Schedules 1 through V of
Section 202 of the Controlled Substances Act (21 USC § 812).

"lilegal use of controlled substances" - This term means the use of drugs, the possession or
distribution of which is unfawful under the Controlled Substances Act, as periodically updated by
the Food and Drug Administration. This term does not include the use of a drug taken under the
supervision of 2 licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal law.

29. Do you have a medical condition that potentially or in any way impairs or limits your ability to

prachr field of practice with reasonable skill and safety?

in explaining a "Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or amelicrated because, for example,

you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

30. Are you currently engaged in the use of aicohol or other chemical substances that potentially
or in any way impairs your ability to practice medicine in your field of practice with reasonable

" i

In explaining a “Yes" answer on Farm A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a




monitoring program.

31. Are iou currentii fngaged in the illegal use of controlied substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
identification, freatment and rehabilitation of physicians affected by the disease of substance abuse. For

further information about this program, call 802-223-0400 {(a confidential line},

The following questions are required by Vermont law, 26 VSA § 1368, fo Update and maintan a dala
repository within the Department of Health and to make individuat profiles on all heaith care professicnals
licensed, certified, or registered by the Department available to the public. Your physician profile is
located at the following website http://healthvermont.goy.

Please include photocopies of court papers, licensing authority decisions, and any ofther relevant
documents if your answers to questions 32 through 37 have changed since your last application.
We cannot process your application without them,

32,

33.

34.

35.

36.

Criminal Convictions [26 VSA § 1368(a)(1)] ®©RCheck here if none

Please provide a description of all crimes (felonies and misdemeanors: this includes DUI but not
speeding or parking tickets) of which you have been convicted within the past ten years not listed
below. Please provide complete copies of documentation for each matter.

None reported

Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] W.Check here if none

Please provide a description of all charges to which you pleaded “nolo contendere” {“I wili not
contest it") or where sufficient facts of guilt were found and the matter was continued without a
finding by a court of competent jurisdiction not listed beiow. Please provide complete copies of
documentation for each matter.

None reported

Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] ¥.Check here if none

Please provide a description of alf formal charges served, findings, conclusions, and orders of the
Board of Medical Practice {including stipulations), and final disposition of such matters by the
courts, if appealed.

None reported

Licensing or Certification Authority Matters in Other States [26 VSA § 1368(a)(4)
g Check here if none

Please provide a description of all formal charges served by ficensing or certification authorities of
other states, the findings, conclusions, and orders of such authorities, and final disposition of
such matters by the courts, if appeated, in those states, if not listed below. Please provide
complete copies of documentation for each matter.

None reported

Restriction of Hospital Privileges [26 VSA § 1368(a)(5)]

A. Revocation/lnvoluntary Restrictions #.Check here if none




Please provide a description of any revocation or involuntary restriction of your hospitat
privileges that were related to competence or character and were issued by the hospital's
governing body or any other official of the hospital after procedural due process
{cpportunity for hearing) was afforded to you if not listed below. Please provide
complete copies of documentation for each matter.

None reporied

B. Other Restrictions 1 Check here if none iV
- % Vg oo
Please provide a description of all resignations from, or non-renewal of, medical staff
membership or the restriction of privileges at a hospital taken in lieu of, or in settlement
of, a pending disciplinary case related to competence or character in that hospital if not
listed below. Please provide complete copies of documentation for each matter.
None reported
37. Medical Malpractice Court Judgments/Settiements [26 VSA § 1368(a)(6A)]
A. Judgments “JCheck here if none e ﬁ/
78 ro [0

Please complete the attached Form A and provide a description of ali medicat
malpractice court judgments against you and all medical malpractice arbitration awards
against you within the past 10 years (10 years from payment date) in which a payment
was awarded to a complaining party if not listed below. Please provide complete
copies of documentation, to include final disposition and, if possible, a copy of the
complaint for each matter.

None reported

it
B. Settlements M. Check here if none J= /{rfg/wio

Please provide a description of all settlements of medical maipractice claims against you
within the past 10 years (10 years from payment date) in which a payment was awarded
to a complaining party if not listed below. Please provide complete copies of
documentation, to include final disposition and, if possible, a copy of the
complaint for each matter.

None reported

38. Appointments/Teaching [26 VSA § 1368(a)(12)]

Note: Answering #38 is optional. By answering, you are granting permission to have this
information posted on the web, exactly as provided to the Board.

A Appointments r: Check here if none

Please provide information about your appointments to medical school or professional
school faculties if not listed.

None reported

B. Teaching 3 Check here if none

Please provide information regarding your responsibility for teaching graduate medical
education within the past 10 years if not listed.

aileqn Shamef 10




39.

40.

41,

42.

43.

None reported
Publications: [26 VSA § 1368(a)(13)] _ 1w Check here if none

Note: Answering #39 is optional. By answering, you are granting permission to have this
information posted on the web, exactly as provided to the Board.

Please provide information regarding your publications in peer-reviewed medical literature within
the past 10 years if not listed.

Activities [26 VSA § 1368(a)(14)] o Check here if none

Note: Answering #40 is optional. By answering, you are granting permission to have this
information posted on the web, exactly as provided to the Board.

Please provide information regarding your professional or community service activities and
awards if not listed.

None reported

Practice Setting [26 VSA § 1368(2)(15)] 01 Check here if none
What is the location of your primary practice setting?

Stdehnsbury A Planwed  dpeufbeaod ot Boythoara Mm}é”’j fewid

Transiating Services [26 VSA § 1368(a)(16)) 0 Check here if none

Please identify any translating services availabie at your primary practice location.
Are any translating services available at your primary practice location?

if yes, please describe here the translating services available:
None

Medicaid/New Patients [26 VSA § 1368(a)(17)]

A. Medicaid participation
Do you participate in the Medicaid program? #hyes ono
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? myes ono

PartV

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support,
Taxes, Unemployment Compensation Contributions regardiess of whether or not you have
children

I hereby affirm that the information provided above is true and accurate, and that | have answered the
guestions to the best of my knowledge and ability.

Date:_ [N\ 13 2ol? /M el %/

“ /%’ﬁplicant’s /S/igf(ature




Physician Profiie Update

26 VSA § 1368 requires the Department to provide you with a copy of your profile prior to the
initia release to the public and each time your profile is modified or amended. We intend to use the
information in your renewal application for your physician profile.

Please iet us know whether you wish to have your profile omit the following information by
checking the "OMIT” box below. If the box is not checked, we will include the information in your
profile:

OMIT FROM PROFILE
Eﬂ; Appointments to medical schoo! or professional school faculties, and an indication as to
whether you have had a responsibility for teaching graduate medical education within the
last 10 years.

Information regarding publications in peer-reviewed medical literature within the last 10
years.

E?» Information regarding professional or community service activities and awards.

Again, thank you for your cooperation.




Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES™ ANSWERS ON THIS FORM

{Questions 16 and 17) Withdrawal or denial of License - Attach documents

State

Year

Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise

terminated

(Question 18) Voluntarily surrendered or resigned a license to practice medicine or any healing art

- Attach documents

State Year
Circumstances

{Question 19) Disciplinary charges or action - Attach documents

Name of organization involved Date

Duration

Action taken (circle all that apply)

Circumstances

01 Revocation of right or privilege

02 Suspension of right or privilege

03 Censure

04 Written reprimand or admonition

05 Restriction of right or privilege

06 Non-renewai of right or privilege

07 Fine

08 Required performance of public service
09 Education/Training/CounselingMonitoring
10 Denia! of rights or privilege

11 Resignation

12 Leave of absence

13 Whthdrawal of an appiication

14 Termination or non-renewal of contract
15 Medical Records Suspension

16 Probation

17 Assurance of Discontinuance

18 Consent Agreement

19 Letter of Agreement

20 Expulsion from Membership

21 Reprimand

22 Cther (specify)

(Question 20) Denial of examination privileges - Attach documents

State

Yeat

Circumstances under which examination privileges denied




(Questions 21 and 22) Residency Training Program(s) not completed - discontinued education,
training, practice - Attach documents

Residerty Training Program(s)

Location of Programs Year

Circumsiances

(Question 23) Affecting Health Care Institution Staff Privileges, Employment or Appointment -
Attach documents

Institution involved

Location Year

Circymstances

{Quuestion 24) Privilege to prescribe controlied substances - Attach documents

N ame of organization involved

Type of restriction _ Date

Circumstances of restriction

{Question 25) Internet prescribing

Piease provide a general description of your practice of internet prescribing




{Questions 26 and 28) Criminal investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date
Plea? Yes No Date

{Question 27) Investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Location of Licensing Beard

Circumstances

(Questions 29-30) Medical condition, treatment, use of chemical or illegal substances

Treating organization

Address Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iliness or dependency to

Dates of treatment ' to

Name of Rehabilitation/Professional Assistance,or Monitoring Program

Address Telephone

Contact persen at Program




{Question 37) Medical Malpractice Claim

Please provide the following information regarding each instance of alleged malpractice. This section
should be photo copied and filled out separately for each ciaim. Additional sheets may be obtained/used
if necessary.

Insurer

Claimant name

Description of afleged claim (allegations only): This does not constitute an admission of fault or liability.

Please indicate:

Patient’s condition at point of your involvement;

Patient's condition at end of treatment;

The nature and extent of your involvement with the patient;

Your degree of responsibility for the course of treatment in leading to the claim; and
‘Narrative of event.

R LN

If the incident resulted in patient's death, indicate cause of death according to autopsy or patient chart:

Your rofe (circle one):

01 Anesthesiclogist 11 PGY 4

02 Primary Care Physician 12 PGY 5

03 Referring Physician 13 PGY B

04 Attending Physician 14 PGY 7

05 Consultant Specialist 15 Workmen's Compensation Evaluator
06 Surgeon 16 Court Psychiatrist

07 Fellow 17 On-Call Physician

08 PGY 1 18 Group Practitioner/Parinar

09 PGY 2 19 Other: Specify

10PGY 3 20 Unknown

Your Legal Representative in this matter (include name, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

Indicate Decision, Appeal, Settlement, Dismissal:
if a Court or Arbitration Panel heard your case, indicate the following:

Courl




Court's location

Docket number

Date the action was filed

. Decision determined by {(check one): Judge Jury Arbitration Panel

Decision: Award:

If your case was appealed, indicate the following: Date appeal filed (month, day, year)
., /
Date appeal decided: (month, day, year) / /

If your case was seftled, indicate the following:

Settlement amount paid on your behalf;

Total settlement amount;

Date of settlement: (month, day, year) / /

Case dismissed against you Against ali defendants

Important: In addition to the above information, please attach a copy of the complaint and final
judgment, settlement and release, or other final disposition of the claim. This information can be
obtained from your legal representative.

Additional information, if any:




VERMONT'S PRESCRIPTION CONFIDENTIALITY LAW
Prescriber Data-Sharing Program

CONSENT FORM

Under Vermont’s Act 80, a law passed in 2007, pharmaceutical companies may not use information that identifies
prescribers in prescription drug records for marketing or promoting prescription drugs unless the prescriber
consents. The text of the law, which took effect July 1, 2009, is found at 18 V.S.A, § 4631. The Vermont Attorney
General has links to the statute and further information about the implementation of this law on the website. Go to
http://www.atg, state. vt.us/ and follow the link for Prescribed Products and then look for information on Preseription
Confidentiality.

If you wish, you may permit your identifying information in drug prescription records to be used for marketing and
promoting of prescription drugs. The only way to grant permission is by giving your consent in the manner
described below. If you do not consent, your identifying information from prescription drug records cannot be used
for marketing or promoting prescription drugs.

The list of everyone who has a current consent on file with their licensing board, as well as consent and revocation
forms are available enline at: hitp:/healthvermont.gov/he/med_board/bmp.aspx. You may check this site at any time
to confirm your status. 1f you consent, your consent is effective until you revoke your consent, If you wish to make
a change, you may download consent and revocation forms at the web address above. If you do not have web
access, you may contact your licensing hoard for assistance,

How to consent: If you want to consent to the use of your information for marketing and promoting prescription
drugs, sign your name, complete the form, and return it as part of your license application or license renewal. If you
consent, your name will be included on the list of Vermont prescribers who have consented, and your information
may be used for marketing and promoting prescription drugs. You may also complete this form at any time and
mail it to your licensing board.

If you do not consent: If you do not wish your identifying information in prescription drug records to be used for
marketing or promoting prescription drugs, you need do nothing,
If you choose not to consent, please leave this form blank,

AR R K ok E ok kK ok ok ok ok ok ok sk ok ok ok dok ok ok o ok ok ok ok ok ok ok ok ok ok ok ok ok ok k% ok

To consent, sign, date, and fiil out the form below. Return the completed form with your license applicatioh or
license renewal or mail the form to Board of Medical Practice, PO Box 70, Burlington, VT 045470-0070,

I consent:

Signature ' Date

Name (printed or typed)

License type (profession) Vermont License Number

Mailing Address

City, State, Zip




VERMONT’S PRESCRIPTION CONFIDENTIALITY LAW
Prescriber Data-Sharing Program

REVOCATION OF CONSENT FORM

If at any time a prescriber wishes to revoke his or her consent to use of prescriber identifiable drug information, the
revocation must occur using this form.

I (print name) hereby revoke my consent to the use of regulated records which
include prescription information containing my prescriber-identifiable data for the purpose of marketing or
promoting a prescription drug,

Signature Date

Narme {printed or typed)

License type (profession) Vermont License Number

Mailing Address

City, State, Zip

Please mail your completed form to:

Board of Medical Practice
Vermont Department of Health
PO Box 70

Burlington, VT 05402-007¢




State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or
Penalties for a Violation or Criminal Offense

I hereby state that [ am in good standing with respect to any unpaid judgment issued by the judicial bureau or
district court for fines or penalties for a violation or criminal offense.

I understand that a license may not be issued or renewed without such a statement.

I further understand that, for the purposes of this section, a person is in good standing with respect to any
unpaid judgment issued by the judicial bureau or district court for fines or penalties for a violation or criminal offense
if:

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

(2) the person is in compliance with a repayment plan approved by the judiciary.

Signature: /%/\/@/ Date:  Nev :‘1'; >e|o
& / é}

PLEASE NOTE:

In accordance with 4 V.5.A. §1110 (b}, you must sign, date, and return this Statement of Good Standing in order for us
to renew your license. Thank you.




Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3,

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certifies that he or she is in good standing with respect to or in full compliance with a plan {o pay any and all child support payable under a support
order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obligation is overdue; or liability
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved
by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would impose an
unreasonable hardship. (15 V.8.A. § 795)

1. You must check one of the two statements below regarding child support regardless whether or not you have children:

thereby certify that, as of the date of this application: {a) | am not subject to any support order or {b) | am subject to a support order

and ! am in good standing with respect to it, or (c] | am subject to a support order and | arm in full compiiance with a plan to pay any

and all child support due under that order.

or
O Ihereby certify that | am NOT in good standing with respect to child support duss as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of chitd support would impose an unreasonabie hardship.
Please forward an "Application for Hardship™.
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed untess the
person certifies that he or she is in good standing with the Department of Taxes. "Goed standing” means that no taxes are due and payable and all
returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. {32 V.S.A. §3113)

2, You must check one of the two statements below regarding taxes:

@; Fhereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a pian fo
pay any and all taxes due to the State of Vermont as of the date of this application. {The maximum penaity for perjury is fifteen years in
prison, a $10,000.00 fine or both).

or

L} ©hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and {
hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship,
Please forward an "Application for Hardship".

Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
{including a license to practice a profession} to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penalties of perjury, that the employing
unit is in good standing with respect to or'in full compliance with a plan to pay any and all contributions or payments in lieu of confributions due as
of the date such declaration is made. For the purposes cf this section, a person is in good standing with respect to any and all contributions or
payments in lieu of contributions payable If: (1) no contributions or payments in lieu of contributions are due and payable; (2) the lability for any
contributions or payments in lieu of contributions due and payable is on appeal; (3} the employing unit is in compliance with a payment plan
approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in
Heu of contributions due and payable would impose an unreasonable hardship.

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment
contributions:

O thereby certify, under the pains and penaities of perjury, that | am in good standing with respect to or in full compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments in lieu of unempioyment contributions to the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penaity for perjury is 15 years in prison, a $10, 000.00 fine or both,) .

or

2 Ihereby certify that | am NOT in good standing with respect to unemployment contributions or payments in fieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and i hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.

or
W | hereby certify that 21 V.5.A. § 1378 is not applicable to me because ! am not now, nor have | ever been, an employer,

Social Security #"_ Date of Birt_

* The disctosure of your social 5ecurity number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 405 {c}{2){C), and will be used by
the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to identify individuals affected
by such laws, and by the Office of Child Support.

STATEMENT OF APPLICANT

[ certify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or omission of information is untawful and may jeopardize my license/certification/registration status,

Signature of Applicant é{;’ M yd é\ / Date Ne&u # | e [0




VERMONT

Department of Health

Board of Medical Practice [phone! 8oz -

108 Cherry Street - PO Box 70 [toll free] BO2-745-7371
Burlington, VT as402-0070 [ax) 802-657-4227

healthvermont.gov

Date: November 18, 2010

Dear Physician:

Your 2010 Physician's License Renewal application has been received by-this-office and cannot be pfoées-se'd o
until the following information is received. '

| $500 renewal fee
3 $25 late fee
Application

Part | Ll tem 18 O item 35
Ll ltem1 L oltem 19 W _item 36A
U sem?2 B rtem 20 ,),tyem 368
[ ltem 3 J em 21 /ja item 37A
W ttem4 O ttem22 ‘ )2 liem 378
J ttems. 3 item 23 < ltem 38A
3 tems J ltem 24 L ltem 388
& otem7 L jtem 25 L1 ttem 39
L tems Ll item 26 (1 tem 40

Part H Part i L3 item 41
W ltem L tem 27 O tem42
O ltem 10 {J item 28 O item 434
LI item 11 U Jtem 29 O sem43B
L otem 12 L ltem 30 PartV
3 ttem 13 O item 31 U Date
L ltem 14 Part IV L1 Ssignature
O item 45 J temaz
3 lem16 W tem 33
O item 17 O item 34

Child Support, Taxes, Uremployment Compensation Statement
L} Number 1 - check one of the two statements
{d Number 2 — check one of the two statements
(1 Number 3 — check one of the three statements
) Sign, Date, SSN, DOB

Additional Forms
d Completed form A
L) Statement of Good Standing

The page(s) that need(s} completion (if applicable) is/are attached. Please complete the necessary item(s), initial,
date and return as scon as possible so that processing may be finalized. 1 he information cannot be
faxed.

Thank you.

Sincerely,
Medical Practice Board
Enclosures
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