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STATE OF VERMONT
RENEWAL APPLICATION

I hereby apply for the renewal of my: Physician License

EDD G LYON MD

140 HOSPITAL DRIVE

- BENNINGTON VT 05201

11/30/90

Renewals postmarked after the expiration date must include a late fee of $25.00

, _ INFORMATION NEEDED
A YES REQUIRES AN EXPLANATION. DURING THE PREVIQUS 2 YEARS, HAVE YOU:

Had any illness ‘ iidons which impaired your ability to func
as a physician? ‘ _ ‘ '
Had any convicti® than for minor traffic violations? YES

Had an addiction to or been treated for abuse of drugs or alcohol?
Had any jurisdiction deny or take action against your license? YES
Had any final liability judgments or settlements against you? YE QMD
Had any hospital privileges denied, conditioiid or revoked? YES/

Recently started practicing in Vermont? YES5

List all hospitals you currently hold hospital privileges or have held in
the past two years: (give dates)

So%%#vn vt Medical (2012, “H?/W

ADDITIONAL QUALIFICATIONS FOR RENEWAL

s

You must sign the reverse side or your license will not be renewed



A professional license may not be renewed unless the licensee certifies that he or she is in good standing
with réspect 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-twclfth
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 t

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 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 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 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 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. ' _ , ‘

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

' S : A - o » gq |
Date_ / 0/2?// g0 : Signature W (7494\/ /4/\ ,
/ , ' —

[

IMPORTANT: Please be sure to write your license number on your check. geck for correct spellivng
of name and proper address. Print any changes in the adjoining space. Sign and date the application.
Enclose the correct fee in a check or money order payable to the Secretary of State.

Secretary of State’s Office
Office of Professional Regulation
Pavilion Office Bldg-Montpelier, VT 05602-2710
(802) 828-2363




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

| hereby apply for the renewal of my LICENSE AS A/BbPIS{CIAN for the penod from
~12/01/92 to 11/30/94. TWO YEAR RENEWAL FEE: 205
Enclose a check in the amount of $205 made payable to the Vermont Board of Medical Practlce

42-0006255 A

Edleilbert Lyon MD

140 Hospltal Drive
Benningten VT 05201

i*it*tii*******iii**ﬁ*l‘**til'itiiiii.it'*"iiti*i.l‘t'ii’t***iii*iﬁi’ﬁi"i*.ii.tiﬁ*ﬁ.i*.ﬁ*i'.ii*iiii‘**iil’ttti*i.it'iiiﬁi
. t

Important: ..

- Please print Iegibly or type your answers. :

- Answer all questions. (front and back of each page) completely-it is not adequate to state that the
Board already has the information. Use the enclosed Form A to provnde explanations to "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.

- Thank you for your cooperation.

-

SECTION |

1. Name: EB b (7' (/\/@N : ' 2. Vermont Licensé Number: 42- HO O € Z.Stg~

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

4. Home Address:

City, State, Zip Code:

5. Office Addres;: £ ({O {”}‘DS\P f'ﬂ"\/(-/ b P ﬁ
City, State, 2ip Code: [SC*,('\\S (\J N (:7»0/\3 , V’TA, © D/Z,HFJ |

6. Daytime Telephone Number: Area Code: (_ 202 ) &b T) — [ G § l

7. Date of Binh: Mo

8. Place of Birth: Male Female

-

/ :

10. Licensing Examination Taken - Check: National Boards FLEX

State Examination-identify State: Other Examination Specitfy:
11. Undergraduate Degree - Circle: \B.A.}) B.S. A.B. Other: Year of Graduation: [Ctb ﬁ
Degree Granting Institution: H’AM ICTON  CDLLFEEE - Location: i U\)'D/J N\Z
First Institution (If transfer): ' Location:
12. Medical Degree - Circle: @ Other: Year of Graduation: (? 7 2

Degree Grantlng Medical School /AW/J'N\( ‘ML(“D CU“LHL Locatlon %}mﬂf\}\/ Mj
First Medical School (If transter): Unt JE/Q.-FLD,‘hS WW’VOMA’ Location: gt’#ﬂMWA? HSY—C(’—O




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF SIX

13. Do you have hospital privileges in Vermont? _ Yes ____ No
Name(s) and Location(s) of Hospital(s): |
CoUTHWESTERN VT, MepicAl cgm FE/F
BeNNINGTDN VT,
| /

14.; Did you practice in Vermont during the past 12 months? v Yes __. No

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

16. States where you previously were Iicensed to practlce: ' D[,<L/¢ MB ’/1/4'

17. Please list your specialty(ies) and indicate if you are American specialty board certified in those specialties:

Specialty(ies) & Subspecialty(ies) American Specialty Board Certlfled (Yes or No)

(a) FA’WL\/ F/U’rﬂfﬁé \/Yes ‘ No Year Certified/Recertified: ___2/ 70
(b) | y ‘ Yes _No Year Cemﬂed/Recertmed /___
(c)\ ) i - ' Yes No Year Cenlfled/Recenlfled:_%/ ‘

18. Please list the postgraduate educational degrees that you have earned related to your practlce
Institution City State Degree Year

@ ALBANY  MedifL Coutge ~ ALBANY NY. M) g5
b)_ ' -

’

19. Please list the mstltutlons where you have had resndency or fellowship training:

Institution City State Specialty - ’ Year Completed
5 UNiU OF @ku‘h ToLsA Ok, Famif frde . - 1973
(b)_ ' . o

()

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

A. Have you ever had any emotional disturbance or mental illness which has impaired y, i i
medicine or to function as a student of medicine, resident or fellow? .

2. Have you ever had an organic iliness which has impaired your ablhty to practice medig jon.
student of medicine, resident or fellow? '

3. Have you, at any time, been a defendant in any criminal proceeding other than minor trafflc , ‘
offenses? . , ‘ YES \/NO

4, Are you currently under investigation for a cnmlnal act?

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



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF SIX
~ SECTION It CONTINUED {

6. Are any formal drscrphnary' 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 professmnal medical association
(international, national, state or local)? ‘ . » : YES NO

7. Has any medical malpractice claim been made against you in the last ten years (whet i
filed in relation to the claim/complaint/demand for damages)? :

8. 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 resigped from
a medrcal staff after a complaint or peer review action has been initiated against you? YES NO

9. Have you ever voluntarlly surrendered or resrgned a license to practice medicine or any healing \/
NO

art'? ‘ . YES

10. Has your privilege to'possess, dispense or prescribe controlled substances ever been suspended, revoked,
denied, restricted or surrendered by any jurisdiction or federal agency at any time? YES . NO .
11. Have you ever been demed the right to participate or enroll in any system whereby a third party pays g or part
of a patient's bill? Y:S ~~ NO

12. Have you ever withdrawn an apphcatron for a medical license or been denied a medical license for any
reason? ____YES ~~“NO

13. Have you ever been turned down for coverage by a malpractice insurance carrier?: ' YES W NO

\ : .
14. Have you ever been notified as a responsible party of a Severity Level |l quality problem (quality. of hospital -

care provided to Medicare patients) by the Peer Review Organization (PRO) in Vermont or
elsewhere? _ ___YES 34 NO

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

/

16. Have you ever been dlsmrssed or asked to leave from a resrdency trammg program(s) . : /
before completion? YES NO

"SECTION Ill - TO BE COMPLETEDloNLY BY PHYSICIANS PRACTICING IN VERMONT
1. Current Status (please check one): (./Actlve . Retired* Other (please explain) ‘
*Note: If you are retired or are not practlcrng in Vermont, you need not complete SECTION HlI; however you-
must complete SECTION Iv.

2. Postgraduate training in Vermont:

Are you currently in a postgraduate training program in Vermont as a resident or clinical fellow? ___ Yes __{/_NO
If you are in a Vermont program, are you a : Resident Clinical Fellow Research Fellow?

How many hours per typical week do you spend in this Vermont postgraduate trarnrng program" hrs./wk. in
Vermont.

3. What is the date you started practicing medrcme (excludmg resrdency or fellowship training)?

{Month/Year) 3 /ZE

4. What is the date you started practicing medlcme in Vermont (excluding residency or fellowshrp tralnlng)

{(Month/Year) E /Z&

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

‘
7



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 one "site" section for each location where you
practice Be as detailed as possible. Estimate if exact figures are not available.

The codes to be used for the Employment Setting column are as follows (if apphcable, I|st multiple’ codes

_ at one practice site):

Obstetrics  If you practlce obstetrics, approxmately how many deliveries do you perform per year at all
practice sites? : '

1 Solo Practice : 6 HMO (Health Maintenance Organization) 11 Teaching
2 Group Practice * 7 Extended Care Facility 12 Other Specify:
3 Community Health Center * 8 School/College Health
4 Hospital Outpatient Clinic 9 Occupational Health
5 Hospital Inpatient 10 Emergency Room
6. Practice Site Ndmber One
Street Address: ____ 14O HospiThAL DR.
Town: EeNN INVGToN Zi;o . OS50
Please complete.one full line for each specialty (example pediatrics) that you practice at this site.
E What t of Will you What percent of Will you
:ooz. a Sem::: et m“ the pl':cu'; of :Q:.mew the pa%:r:t:nlno . accept new | the petients in .| accept new
engaged (See dh‘c:::;uog within | patients in this specialty are Medicaid this speciaity are Modicare
. . In direct codes the next 12 montha? | this speciaity? 1uE:\:od by"Modlcald? rulﬂ:m | :;\:od :y“Modlcaro? ::'dl":r.\u
i te n this ma
Specialty :‘:‘?‘ ;:90 o (Yesor No) (Yes or No) :locer::ary.) pecialty? ) specialty?
MY PRACTILE| 30 | 2 No Ves 30% | JES | _30% JES
/
Check the financial orgahization which best describes this site: l/ For-profit Nonprofit
It applicable, check the type of services that you perform at this site, even if the se\rvice is not practiced as a
specjalty: ‘
v/ Adult Medicine (/Pedlatnc Medicine Prenatal Care \/ Gynecologlc Care v
- Obstetrics |If you practice obstetrics, approximately how many deliveries do you perlorm per year at all
practice sites? ___
(For example, a physician specnahzmg in family practice who performs deliveries would check "Obstetrics".)
7. Practice Site Number Two . - - ?4
Street Address: ~ & ROPERTS NDKT"}' Town:  ROUTCANN A
Please complete one full line for each specialty that you practice at this site. . .
T Emps " Wha f will What t of: Will you
::::‘. P :o“‘:::““"' V“\:‘II.I :he ;':dl: of r::‘::'ogl:nw the ;:a‘::::‘l‘no ncce::::\ew the pa':i:':;nlno accept new
engaged (See dhco::nuogwmn patients in this specialty are Medicald this specialty are Medicare
-In direct codes 1 the next 12 months? | this speciaity? luEt.\ged :y"Modlcdd‘l :wt;:r:u ::m‘da:y"uodlcau? :‘M‘l:lt:h
Lt n
Specialty :“:"' Page 4) (Yes or No) (Yes or No) fm“:w) poclalty? | r y) spocialty?
GVNELoLOGY | 3 | 3 No [Yes | 5% |VYes | © yes
Check the financial organization which best describes this site: For-profit \thprofit
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



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FIVE OF SIX

SECTION |l CONTINUED

8. Practice Site Number Thrge - :
Street Address: 6@ NI Gmf\) C'ULLE_’EG
Town: RenN (N GT OAN Zip: 03520/

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

. Hours per | Employment Will you What percent of Wil you What percent of Will you
woek Setting ml.l :‘p::;:y“;: of .:L.L new the patients in accept new the patients in accept new
engaged (See - discontinued within | petients in this speciaity are Medicaid this specialty sre Medicare

- in direct codes funded by Medicald? patient funded by Medicare? | patients °
the next 12 monthe? | this speclaity?
. Speci a"y . patient - | on (Yes or No) (Yes or No) (Estimate if in this (Estimate if ) In this
care Page 4.) necessary.) pecialty? Y) specialty?

3 ¥ No [Yes | © Nes | © |NGs

ERM (LY pRAcTIg

Check the financial organization which best describes this site: . For-profit \/Nonproﬁt

ChegK the type of services that you perform at this site, even if the service is not practiced as a speciaity:‘
-~ Adult Medicine . Pediatric Medicine Prenatal Care Gynecologic Care

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

9. Practice Site Number Four ro ' o o

Street Address: v
Town:, , o ~ Zip:
Please complete one full line for each specialty that you practice at this site.

Will the practice of | Wil you What percent of Will you What parcent of Wil you-

Hours per | Employment
woek Setting lalty be accept new the patients in accept new the patients in accept new
engaged (See : :::'c::::c WI within Pwﬂ:‘l in this specialty are | Medicald this specialty are Medicore
« in direct codes | the next 12 monthe? | this spaciaity? funded by Medicaid? patients tfunded by Medicare? | patients
Specialty patient on (Yes or No) (Yos or No) (Estimate if in this (Estimate if If\ this
care Page 4.) necessary.) peclalty? y.) ‘| speclaity?
\ t
Check the fihancial 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 ____ Prenatal Care ___ Gynecologic Care
- Obstetrics f you practice obstetrics, approximately how many deliveries do you perform per year at all
practice sites? :

’




SECTION IV: STATE OF VERMONT - BOARD OF MEDICAL PRACTICE |
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SIX OF SIX

A professional license or other authority to conduct a trade or business may not be renewed unless 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 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 would impose an unreasonable hardship (15 V.S.A. § 795).

A professional license or other authority to conduct a trade or business may not be renewed unless the licensee certifies that he
or she is in good standing with the Dapartment 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 immiediate 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. : :

APPLICANT’S STATEMENT REGARDING CHILD SUPPORT

\/ | hereby certify that | am not subject to any support order or | am subject to a support order and am in good standing
with respect to or in full compliance with a plan ta pay any and ali child support due as of the date of this application.
oo OR . C .
| hereby certify that I-an 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 unreasonabie
hardship. Please forward an "Application for Hardship” to the address below.

/ | 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: (The maximum penalty for
perjury is fifteen years in prison, a $10,000 fine, or both)

i

APPLICANT'S STATEMENT REGARDING TAXES

OR :
| 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” to the address below.

STATEMENT OF APPLICANT

| 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 acl ;

Social Security Number

The disclosure of your so ) cited by the authority granted by 42 U.S.C. §
405(c)(2)(C), and will be used by the Department of Taxes in the administration. of Vermont tax laws, to identify
individuals affected by such laws. - -

oot (Dl/ c[/ Q% -Signature: ' M

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

Montpelier, Vermont 05609-1106

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

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 $205.* in check or money order payable to the Vermont Board of Medical Practice. -

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

*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. :



R <

42-6255  Lyon, Edd Gilbert

STATE OF VERMONT BOARD OF MEDICAL PRACTICE ' -
1994-1996. PHYSICIAN LICENSE RENEWAL APPLICATION PAGE ONE OF TEN ,“b 262725
ry L

1 hereby apply for the renewal of my LICENSE AS A PHYSIC AN for the period from
12/01/94 to 11/30/96. TWO YEAR RENEWAL FEE{ $205.00,

Enclose a check in the amount of $205 00 made payab e-tothe Vermont Board of Medical Practice

Edd Gllbext Lyon
140 Hospital Drive
Bennington, VT 05201

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 IIL

- Make a copy of this form and all attachments for your own records.

- Do not delegate this important task to an employee, as false statements on this form are grounds for
unprofessional conduct. :

-Thank you for your cooperation.

SECTION 1
(Section I contains general information of interest to both the Board of Medical Practice and the Department of Health.) D)

1. Name: Lyon ,EBdd Gilbert

N
1

)

2.V t Li N L 42 "
‘Vermont License Number: 42-6255 -

=Z

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

City,,_SLanz\ipCMe: Bennington VT 05201
5.\ Office Address:j AL /WLD "lkf M :BV . A

City, State, Zip Code: £241 o g — b |4 7Z - bS5 ROJ

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

6. Daytime Telephone Number:_(802)447-1191

7. Date of Birth:

8. Place of Birth:

9. Sex (M/F): M

Pagé 1
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42-6255  Lyon, Edd Gilbert

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

SECTION I CONTINUED

10. Licensing Examination Taken - Check: / National Boards FLEX _State Examination-Identify State:
- ' USMLE Other Examination Specify:
3 : :
11. Undergraduate Degree: (B.A., B.S., etc.): BA ' Year of Graduation:_1969 ‘
Major Course of Study: gﬁv\@ g Y
- \//

Degree Granting Institution: HAMILTON COLLEGE _

' Location: CLINTON NY _ USA

First Institution (If transfer):

Location:

12. Medical Degree: (M.D. or Other, please specify): _MD Yeéar of Graduation:_1975

Degree Granting Medical School: ALBANY\ MEDICAL COLLEGE

Location; ALBANY ' . NY USA

First Medical School (If transfer): v, eSSy A wd ‘Q(VL“(‘(W A Bﬁ Lo Mﬁ\"\,\'f‘y‘&’

Location: C7 Oo‘dﬂ/la } AV ,,‘ Nu/)ﬁ/"(/b

13. Do you have hospital privileges in Vermont? / Yes No

Name(s) and Location(s) of Hospital(s):__ S
Voo s n V. Medi Gl lenil

Renning ton _\ 12

14. Did you practice in Vermont during the past 12 months? A és __No

oot

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

. 16. States where you previously were licensed to practicg.: O é L/’e ‘

, \ ' C

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

Specialty Code(s) , Specialties Certified

* (See the list of specialty codes.) " (Yesor No) Year Certified/Recertified
w oo L _ Mes (a7 @qa
(b) _ _ o | , " | -

(©) - A | /

Page 2



42-6255  Lyon, Edd Gilbert

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 degfees (MBA, MS, Ph.D,, JD, etc.) that you have earned related to your practice:

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

Major Coursé of Study:

Degree Granting Institution:
\

Location: : -

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

Major Course of Study:

Degree Granting Institution:

" Location: .

© Poétgraduate Degree: (Ph.D., etc.): Year of Graduation:

Major Course of Study:

. Degree Granting Institution:

~

Location:

Page 3



42-6255  Lyon, Edd Gilbert

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

- SECTION I CONTINUED

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

(@)  __ . Institution . City ~ State Country
Vaiu. 0‘(: Okla ' [uhs o Pelen VI
Specialty Code . ' Year

(See attached list of specialty codes) Completed

b oo [ _ 1977

b) Institution ' City "~ State Country

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

(a) : Institution ' City ) State ' Country

‘ ~ 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)? As No
If yes, please list: , N ATLe PV“? ﬁque«/ :
' " Check if:
Name of P.A. ' Primary and/or Secondary

Panl  Cragthor - | e

Page 4
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42-6255  Lyon, Edd Gilbert

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

, : ‘ SECTION 1 CONTINUED / '
21, Are you now in a collaborative relationship with a nurse practitioner? _Yes _No

If yes, please list the name(s) of the nurse practitioner(s): -

S/Cw PrevigUs \

. Page5



42-6255  Lyon, Edd Gilbert

. 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



42-6255  Lyon, Edd Gilbert

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

~ SECTION II: PLEASE CHECK YES OR NO.
v A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A. o
(Section 1T 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 illness, emotional disturbance or mental illness which has impaired yourghialy i icine
or to function as a student of medicine, resident or fellow? ‘

__yes Ao

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 . _u/NO

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

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

4. Have you been dependent upon alcohol or drugs?

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

7. Have you had staff privileges, employment or appointment in a hospital or other health care institution denied, reduc

]

suspended or revoked, resigned from a medical staff in lieu of disciplinary action or resigned from a medical staff aftep-a
complaint or peer réview action.has been initiated against you? YES )

8. Have you voluntarily surrendered or resigned a license to practice medicine or any healing art in lieu of disciplinziry tion?
' - o ‘ YES _YNO

9. Has your privilege to possess, dispense or prescribe controlled su_bstanées been suspended, revoked, denied, restricte\d/)r
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 pa)tient’s bill?:

YES V'NO

11. Have you withdrawn an application for a medical license or been denied a medical license for any reason? e
: ' __YES ¥ NO

' : . , (.
12. Have you been turned down for coverage by a malpractice insurance carrier? YES 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 you been the subject of an investigation by any other licensing board?

Page 7



42-6255  Lyon, Edd Gilbert
. .

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

SECTION 1I CONTINUED
15 Have you been dismissed or asked to leave a residency training program(s) before compleuon‘? YES ¢ NO

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

Except for questlons 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 1994- 1996 period if the

answer to any of the questions above changes from ""No'' to ""Yes''.

L o

EDF

Page 8



42-6255  Lyon, Edd Gilbert

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

. SECTION III _ o
(Section III 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 Explana‘tion‘Below)

'\/ 1 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 as of the date of this application. :
' ‘ ‘ OR .
I hereby certify that I am NOT 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" to
the address below. '

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

\/ 1 hereby certify, under the pains and penalties of perjury, that I am in good standing with respect to or in full compliance with a plan to pay any and all
taxes due 1o the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen years in prison, a $10,000 fine, or both.)
: . -OR :
1 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 I 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 NUMBE

The disclosure of your social security number is mandatory, is solicited by the authority granted by 42 US.C. § 405(c)(2)(C), and will be used by the
Department 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 informa&jon contained in this renewal application (including all

ges and attachments) is true and accurate to the best of my knowledge.

Failure to provide truthful and accurate information may constitute bunds for denialfef license renewal or disciplinary action.
Date: (0 \ 7} ’[L\{ Signature: ’ “/M N )\ .
Return the completed form and fee to: Vermont Board of Medical Practice

(Return envelope enclosed) 109 State Suect
Montpelier, Vermont 05609-1106

A professional license or other authority to conduct a trade or business may not be renewed unless 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 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 license or other authority to conduct a trade or husiness 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. ’

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

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

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

*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.

’Pabge 9
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Lyon, Edd Gilbert

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

This page was intentionally left blank:
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42-6255  Lyon, Edd Gilbert

VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV

To be completed‘ only by physicians ‘prac‘ticing‘ in‘Vermont.

Page 1



426255  Lyon, Edd Gilbert
VERMONT DEPARTMENT OF HEALTH SURVEY
SECTION 1V

(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 IV.

1. Current Status (please check one): A/'\ctive 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 iﬁo
(b) Are you a ___Resident © ___ Clinical Fellow ___Research Fellow? ' : »
(c) 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) - [/ ' S

4. What is the date you started practicing medicine in Vermdnt (excluding residency or fellowship training)?
(Month/Year) 1 77 '

5. Are you a staff physician involvéd exclusively in inpatient care or an emergency room setting? Yes \/Ié

6. What is your Unique Physician Identification Number (UPIN)? __ DO 3 l Y {

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 sections, one for each combination of practice and site:

Practice | Site ' WORK SITE Section in this form
Mountain Pediatrics - ‘| 126 Cherry St., Burlington NUMBER ONE -

City Hospital ' Pine St., Burlington . ‘ NUMBER TWO

Mouptain Pediatﬁcé v Route 116, Hinesburg NUMBER THREE

' Lakeviéw Pediatrics | Route 7, Vergennes ‘ NUMBER FOUR

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

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

Page 2




42-6255  Lyon, Edd-Gilbert
VERMONT DEPARTMENT OF HEALTH SURVEY

: SECTION IV CONTINUED
7(a). WORK SITE: NUMBER ONE

Name of Practice(s): f NG %’L“"’\ . S;!”/'W lw fa‘f ﬁt;‘i e

Street Address: (4o 'K‘;LOS"pi“\%Q B J I

Town: Rotwmipad=fin . VW1l - o Zip Code: 290
Y # 'i

Is your practice at this site affiliated with an IPA HMO? _‘ZY es __No

Is your practice at this site affiliated with a Group/Staff HMO? _/ Yes __ No
Do you engage in teaching at this site? __-{_ Yes __ No

Do you engage in research at this site? ___ Yes iﬁo

Is your personayeome from this practice site based on (check as many as apply): _ _
__ Salary *_/Fee for service ~ ___Capitation ~___ Costbased ~___ Other (please specify) "

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

1 Solo Practice . ' : 7 Hospital Owned/Operated Office Practice

Group Practice: SingleSpecialty 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 6r Worksite 12 Other: Specify

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

SPECIALTY(IES) : Do you plan to Will you accept Will you accept
AT THIS SITE Average hours per . . continue the Will you accept new Y . P Y . P
: . Practice Setting . A . . new Medicaid new Medicare
(Please use week engaged in (use codes provided practice of this patients in this alicm aticm
code(s) from the DIRECT PATIENT ¢ codes provide specialty for the | specialty? patie patiel
. . above on this page) specialty? specialty?
list of specialty CARE next 12 months? YES or NO YES or NO YES or NO
codes.) ' YES or NO .
& 60 4O Z Yes yes _No Neg
O] e L0 AN AN "

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

7 ' . ‘
General pediatric medical care ' '@ 3

v General adolescent medical Care < 5-

~ General ‘adult medical care - _ | 5

v General geriatric medical care - {O

s .. . 5

General gynecological medical care :
General Qbstetric medical care

Page 3



42-6255  Lyon, Edd Gilbert

VERMONT DEPARTMENT OF HEALTH SURVEY

N

SECTION IV CONTINUED
7(b). WORK SITE: NUMBER TWO

Name of Practice(s): @‘Z’v’\ Ay \'\,Cﬁ‘)’f”if\v (—f’D ua’-’*ﬂﬂf
Street Address: ' . ‘ \ ‘ / _
Town: | i\} Crn ;;:9\,7 <o .\ : Zip Code: EEEY

Is your practice at this site affiliated with an IPA HMO? Yes \/{\Io ’
Is your practice at this site affiliated with a Group/Staff HMO? Yes- \/No o

Do you engage in teaching at this site? Yes N o
Do you engage in research at this site? Yes . gf\’]o

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:

T

1 Solo Practice - -7 Hospital Owned/Operated Office Practice
Group Practice: SiriglevSpecialty , 8 Hospital ‘Emergen’cy Room ‘

Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic

2
3
"4 FQHC/RHC Community Health Center 10 Hospitali Inpatient -
5
6

. School or College Health Center 11 Extended Care Facility .
Business or Worksite 12 Other: Specify
Please complete one full line for each SPECIALTY that YOU practice at this site. <

SPECIALTY(IES) o Do you plan to . .

' Will t Wwill t
AT THIS SITE Average hours per . K continue the Will you accept new 1 you ?cc?p % you ?CCCp

. Practice Setting . . . R new Medicaid new Medicare

(Please use week engaged in (use codes provided practice of this patients in this atiem atic_—nts in this
code(s) from the DIRECT PATIENT | (U5¢¢0¢¢S P specialty for the | specialty? patie pate
list of ialt | CARE . above on this page) (12 ths? YES or NO specialty? specialty?
C(s)d:S )spccm y ) nex months? or . YES or NO YES or NO

YES or NO

cor 3T = | N | Wr [ W [ W

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

S General adult medical care 2z
General geriatric medical care .
\ "/ ‘ General gynecological medical care \

General obstetric medical care

)

\ . Page 4
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42-6255  Lyon, Edd Gilbert

VERMONT DEPARTMENT OF HEALTH SURVEY

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

/ JIMA WVC/( P WM/HM

Rebey 7y Nor1h
Ratlend VA

Is 'your practice at this site affiliated with an IPA HMO? __ Yes

Is your practice at this site affiliated with a Group/Staff;,HMO? __Yes
Do you engage in teaching at this site? ___Yes - _./No

Do you engage in research at this site? ___Yes _+“No

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

Zip Code:

o_y

Is your personal income from this practice site based on (check as many as apply): A
_~Salary Fee for.service ___Capitation Cost based ___ Other (please spemfy)

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

1 Solo Practice 7 Hospital Owned/éperated 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 11 Extended Care Facility

2
3
1 4 FQHC/RHC Community Health Center .
5
6

Business or Worksite 12 Other: Specify

Please complete one full line for e\ach'SPECIALTY that YOU practice at this site.

(use codes provided

patients in this

SPECIALTY(IES) Do you plan 0. Will vou accent w'm. on acoeot

AT THIS SITE Average hours per . . continue the Will you accept new Y o . D Y . 4
. -Practice Setting . . . o new Medicaid new Medicare

(Please use week engaged in practice of this patients in this —_— —

patients in this

code(s) from the DIRECT PATIENT . -specialty for the specialty? 1o SN
list of specialty CARE ’ above on this page) next 12 months? YES or NO syp};:gla;:y& o ifpgs:lil;yﬁo
codes.) ) . YES or NO . )
= R B - . 3 . N By .
C oL 3 9 Jes AR Vot s

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

Service

General pediatfic medical care

Hours

General adolescent medical Care

General adult mediéal care

General geriatric medical care

General gynecological medical care

General obstetric medical care

il
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42-6255

7(d). WORK SITE

' Nafne of Practice(s):

Street Address:

: NUMBER FOUR

Lyon, Edd Gilbert

VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION 1V CONTINUED

Town:

Is your practice at this site affiliated with an IPA HMO?
Is your practice at this site affiliated with a Group/Staff HMO?
Do you'engage in teaching at this site?
Do you engage in research at this site?

Yes No

Yes No

Yes
Yes

No

‘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 spec1fy)

Zip Code:

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 ’HospitallEmergéncy Room

Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic '

FQHC/RHC Community Health Center 10 Hospital Inpatient

School or College Health Center 11 Extended Care Facility °

2
3
4
5
6

Business or Worksite 12 Other: Specify

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

SPECIALTY(IES)
AT THIS SITE
(Please use
code(s) from the
list of specialty
codes.)

Do you plan to
continue the
practice of this
specialty for the
next 12 moriths?
YES or NO

Will you accept
new Medicaid
patients in this
specialty?

YES or NO

Average hours per
week engaged in
DIRECT PATIENT
CARE

Will you accept new
patients in this
specialty?

YES or NO

Practice Setting
(use codes provided
above on this page)

Will you accept
new Medicare
patients in this
specialty?

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

vGeneral adult medical caré

General geriatric medical care

General gynecological medical care

General obstetric medical care

Page 6



42-6255 LYON, EDD G. _ ' : ; / %

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

I hereby apply for the renewal of my LICENSE AS A PHYSICIAN for the period from
12/01/96 to 11/30/98. TWO YEAR RENEWAL FEE: $300.00. '
Enclose a check in the amount of $300.00 made payable to the Vermont Board of Medical Practice.
EDD G. LYON \
140 HOSPITAL DRIVE
BENNINGTON, VT 05201

************************************************************************\ <

Important:
- Please print leglbly O 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 L.
- 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.
-Than\k 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: EDD GILBERT LYON

. 2. Vermont License Number: 42-6255

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

N

4. Home Address:

~

City, State, Zip Code:

5. Office Address: 140 HOSPITAL.DRIVE

" City, State, Zip Code: BENNINGTON, VT 05201

Note: Circle either ""Home Address" or.'Office Address 4s your preferred mailing address.

6. Daytime Telephone Number:.(802)447-1191

7. Date of Birth: -___

8. Sex (M/F): M_

9. Are you currently active in clinical practice in Vermont? fg Yes No



42-6255 LYON, EDD G.

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

SECTION I CONTINUED .o

-

10. Licensing Examination Taken - Check: ;/National Boards FLEX ___State Examination-Identify State:

__USMLE __ Other Examination Specify:
11. Undergraduate Degree: (B.A., B.S., etc.): BA Year of Graduation: 1969 .

Major Course of Study: BIOLOGY

Degree Granting Institution: HAMILTON COLLEGE

Location: CLINTON, NY . USA

First Institution (If transfer):

Location:

12. Medical Degree: (MD or Other, please sbecify): MD - Year of Graduation: 1975 :

Degree Granting Medical School: ﬁ LB /“U"i M E DilAL LoiL tee

Location: ALBANY NY USA
First Medical School (If transfer): UNIVERS i>AD QVT oNTMA b? 6‘)&’) At A TP(EA(
Location: CU Nb D’L AIAR q’ M eV LD

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

(a) SOUTHWESTERN VT. MEDICAL CENTER

(b)

(©)

(d) , - | v !
©)

14. Other states where you hold an active license to practice:

15. States vyﬁere you were previously licensed to practice: o) k L ﬁ’ H’f«’M A



42-6255 LYON, EDD G.

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

Y
i

SECTION 1 CONTINUED

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

, Board
Specialty | ‘ ’ : Certified
Code Specialty Name ' ([Yles/[N]o) Year Certified/Recertified
(@) 0601 FAMILY PRACTICE . 3 Y - - }1q9 /| 44k
(b) /
1 - : ‘ /
17. Please list the institutions where you have had residency or fellowship training:
Residency Institution #1 Residency Institution #2 Residency Institution #3

Institution

Name UNIVERSITY OF OKLAHOMA

City TULSA
- State OK

Country USA
Specialty ‘
Code
(See list) 0601
Specialty
Name FAMILY PRACTICE
Year
Residency . .
Completed | 1978 ' _ C




42-6255 LYON, EDD G.

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



42-6255 LYON, EDD G.

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 II 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 illness, emotional disturbance or mental illness which has impaired your abi

lity to practice medicine or
to function as a student of medicine, resident or fellow? _

vES ¢ NO

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

* 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 taker 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 NO

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

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? i ' YES  NO

8. Have you volur}tarily surrendered or resigned a license to practice medicine or any healing art in lieu of disciplinary act@?
' : YES _+/NO

9. Has your privi]ege to possess, dispense or prescribe controlled substances been suspended, revoked, denied, restricted or
surrendered by any jurisdiction or federal agency at any time? ‘ YES _v 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 v/ NO

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

YES _/ NO

12.Have you been turned down for coverage by a malpractice insurance carrier? YES _« 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 you béer; the subject of an investi'gation by any other licensing board? ‘ -
: v p ‘ , »



42-6255 LYON, EDD G.

v STATE OF VERMONT - BOARD OF MEDI.CAL PRACTICE _
1996 - 1998 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SIX OF EIGHT

SECTION II CONTINUED

15. Have you been dismissed or asked to léave a residency training"program(s) before completion? _‘_YES_ LNO ‘
IMP(-)RTANT' NOTE REGARDING THE QUESTIONS ABOVE AND ON THE PREVIOUS PAGE:

Except for questions 1 and 4,"Yes'" answers oh 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''. : '

y



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996 - 1998 PHYSICIAN LICENSE RENEWAL 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) AND (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 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) S : ‘

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

%/ Thereby certify that as of the date of this application:@l 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) I am subjéct to a support order andI am in full compliance with a plan to pay any and all
child support due under that order.
_ or .
I hereby certify that I am NOT 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 that immediate
payment of taxes would impose an unreasonable hardship. (32 V.S.A. § 3113)

N

2. " . You mixst check one of the two statements below: )

¢

I hereby certify, under the pains and penalties of perjury, that I am in good standing with respect to or in full corﬁpliance with a plan to 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). . _ v '
. ) or ) .
" Thereby certify that I am NOT 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 taxes would impose an unreasonable hardship. Please

forward an "Application for Hardship". - o ~

(continued on page 8)

YOU MUST COMPLETE OTHER SIDE



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 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 Commissiorier; 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 unempioyment contributions or payments in lieu of unemployment
: contributions: " ’ '

3/ 1 hereby certify, under the pains and penalties of perjury, that I 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 fifteen years in prison, a $10,000.00 fine or both). ' :

- . N or : . .
I hereby certify that I am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the 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”.

o socusscormry sovme I o+ or v

* The disclosure of your social security number is mandatory, 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 tax laws, to identify 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 (inclﬁding 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 reriewal or disciplinary action.

Date: )J[/ Lo / flo_  Signaure: | %/OZ/%’Z_ A

Return the completed form and fee to: Vermont Board of MedicaN/ractice
. (Return envelope enclosed) 109 State Street )

Montpelier, Vermont 05609-1106

| QUESTIONS?: (802) 828-2673

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



426255 LYON, EDD G. : :
i 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)

1. (a) Check all of the activities that describe your current status as a physician:
_\[ Active in clinical practice in Vermont
. __ Active in clinical practice outside Vermont
__ Administration '
_{ Teaching
__Research
__ Retired
__ Other
- (b) How many hours per week do you spend on admlmstratlon teachmg and research? _,Lhours
2. Postgraduate training in Vermont: *
(a) Are you currently in a postgraduate training program in Vermont as a resident or clinical fellow?
__Yes J.LNO ‘Note: If you answered YES, please answer questions (b) and (¢)

(b) Are youa __Resident ___Clinical Fellow __ Research Fellow?
(c) 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 rellcensmg application.

A

3. What is the date you started practicing medicine (excluding residency or fellowship training)?
+ (Month/Year) 08/1978 ’

4 What is the date you started practicing medicine in Vermont (excluding residency or fellowship training)?
(Month/Year) 08/1978 ’

5. Do you plan to retire or reduce your patient care hours in the next 12 months? Yes ¥ No

N



42-6255 LYON, EDD G.

SECTION IV CONTINUED
Instructions for completing this portion: B
* Estimate if exact figures are not available. -
* Please complete a WORK SITE section for each location where you provide patlent care.
~* Do not include, as a separate site, hospitals and nursing homes where you prov1de 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 Spec1alty Name columns.
* Do not remove any pages from this document. .

6(a). WORK SITE: NUMBER ONE
Town: BENNINGTON - County: BENNINGTON
(*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
_v/ Group Practice __ Hospital Inpatient
__ Community Health Center or Cllmc (Non Hospital) - ___ Extended Care Facility / Nursing Home

Hospital Outpatient Clinic
__ School or College Health Center
___ Business or Work Site , ) N

Other: Specify

Please complete one full line for each SPECIALTY that YOU ﬁractice at this site:

. Hours

Specialty o ' Per

. ‘ Code Specialty Name . Week
“Primary Specialty at this Site 0601 | FAMILY PRACTICE ' 48

Secondary Specialty at this Site
Other Specialty at this Site

Do you plan to continue practice at this site for the'next 12 months? _\A es __ No
Will you accept new patients at this site? ;/?es_ __No
will you accept new Medicaid patients at this site? '_‘V{Yes __No

~ Will you accépt new Medicare. patients at this site? ;/Yes __No

Are you working ‘with physician’s assistants and/or nurse practitioners at this site? ___\_/Y es __No

1If 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 ﬁo adolescents (ages 10-20) at this site? _v'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



N
- Instructions for completing this portion:

42-6255 LYON, EDD G.

SECTION 1V CONTINUED

* Estimate if exact figures are not available.

* Please complete a WORK SITE section for each Jocation 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. .

o

6(b). WORK SITE: NUMBER TWO

Town: BENNINGTON - . County: BENNINGTON

(*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 : _+v/ Hospital Inpatient
___ Community Health Center or Clinic (Non-Hospital) __ Extended Care Facﬂlty / Nursmg Home
___ Hospital Qutpatient Clinic ___ Other: Specify
"___ School or College Health Center
Business or Work Site ‘ : ’

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

For FAMILY and GENERAL PRACTITIONERS PEDIATRICIANS and INTERNISTS (primary care): Do you prov1de primary
care services to adolescents (ages 10-20) at this site? " Yes __No

site? Prenatal care and delivery Prenatal care'only  _+//_No obstetrical services prov1ded

Hours
Specialty Per
‘ ' Code Specialty Name Week
Primary Specialty at this Site 0601 | FAMILY PRACTICE 3
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 51te" /Yes ___No
Are you working with physman s assistants and/or nurse practitioners at this site? /Y es __ No
If yes, enter the number of: Physician’s Assistants Nurse Practltloners __\__

_For FAMILY and GENERAL PRACTITIONERS: Which of the follow1ybstetrxcal services do you provide to patients from this




42-6255 LYON, EDD G.
| .
SECTION IV CONTINUED
Instructions for completing this portion: '
* Estimate 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. ot
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(6). WORK SITE: NUMBER THREE

Town: RUTLAND CITY ; County: RUTLAND
(*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
v/ Community Health Center or Clinic (Non-Hospital) __ Extended Care Facility / Nursmg Home

Hospital Outpatient Clinic
___ School or College Health Center
____ Business or Work Site

Other: Specify .

/

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

Hours
Specialty ’ o Per
Code Specialty Name Week
Primary Specialty at this Site 0601 | FAMILY PRACTICE . ‘ 3

Secondary Specialty at this Site
Other Specialty at this Site

Do you plan to continue practice at this site for the next 12 months? _.,__/Y es ___No

Will you accept new patients .at this site? _/Y es | __No

Will you accept new Medicaid patienté at this site? _,L/Y es __ No

"' Will you accept new Medicare patients at thls site? / Yes __ No , . |
Are you working with physician’s assistants and/or nurse practltloners at this site? /Y es ___No

If yes, enter the number of: Physician’s Assxstants __ Nurse Practitioners _Z—_

For FAMILY and GENERAL PRACTITIONERS PEDIATRICIANS and INTERNISTS (prxmary care): Do you prov1de primary
care services to adolescents (ages 10-20) at this site? _ Yes __No

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



_ 42-6255 LYON, EDD G.

‘SECTION IV CONTINUED
Instructxons for completing this portion: ' ‘

* Estimate 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 settmg

Be as’detailed as possible. '

Use the enclosed yellow sheet t& make selections for the Specialty Code and Spec1alty 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 wh1ch the sue is located, not a mailing address or Post Office box )

Check the ONE practice settmg 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- Hospltal) 7 Extended Care Facility / Nursing Home -
___ Hospital Outpatient Clinic __* Other: Specify

___ School or College Health Center ' : o

Business or Work Site

Please complete one full line for each SPECIALTY that YOU practice at this site: - ,
: ' ' ' Hours

Specialxty _ ' - Per
Code ‘ Specialty Name : Week:

Primary Specialty at this Site ' ' s
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 yeu accept new Medicaid patients et th.is site? ___Yes __No

Will you accept new Medicare patients at this eite? ___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 provnde prlmary
care services to adolescents (ages 10-20) at thxs 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
1996-1998 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE ONE OF SIX

i

Your Name: éb D L “’/O/\) Vermont License Number: d _YUZ- 61 Sy

SECTION A: MEDICAL MALPRACTICE CLAIM (QUESTION 6) You will need TABLE | on Page 3 to complete
this section. Please supply the following information regarding each instance of alleged malpractice: This form
should be photocopied and filled out separately for each clalm Additional sheets may be attached if necessary.
Please type or- print clearly.

Insurer: p(@ﬂﬂ%‘ [)/'0 kfﬂlh?‘l/\ }U‘JI’MVLQ 6M[w‘jja L‘fﬁ( .
ClaimantName: CHOUN HUA LEE and DA v M)N LEE

Descrlptlon 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: T 5 D Basis Code:

Basis Code: | _ D "2 Basis Code:

Additiona! 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.

D ﬁruwyd 0\'1 ﬁ«/mprot[ mﬂxﬁ/x b-7 Wk ’FJFW{WQ% M
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- WAL /J/V\Ac‘n uv(j‘ﬂ, /Urfwuu// M%/M ‘9 ch(a,/‘ﬁfv\
-¥) I MM WWWA iAvrbssn ey
- ded rM sdion . Ll ired ot
vt Hotined 19"4 O&WCW bt
daimant Lo wel tv_hat vndontud .

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

Incident Location (circle one): i '
01 Emergency Room 02 Labor/Delivery 03 Laboratory/X-Ray/Testing 04 Operating Room

05 Outpatient 06 Patient Room 07 Hospital-Other 08 Hospita-Unknown
09 HMO 10 Clinic 3 11 Nursing Home 12 Physician’s Office
13 Walk-In Center 14 Other 15 Unknown )

L Section A continued on next page



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

FORM A CONTINUED - 1996-1998 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF SIX

SECTION A: MEDICAL MALPRACTICE CLAIM (QUESTION 6) CONTINUED

Your Role (circle one):

01 Anesthesiologist 11 PGY 4
02 Primary Care Physician 12 PGY 5 S
03 Referring Physician 13 PGY 6 '
04 Attending Physician 14 PGY 7 ‘
05 Consultant Specialist - 15 Workmen’s Compensation Evaluator
06 Surgeon 16 Court Psychiatrist
ellow 17 On-Call Physician
08 PGY 1 18 Group Practitioner/Partner )
09 PGY 2 _ 19 Other: Specify :
10 PGY 3 20 Unknown ,

Legal Representative (include name, address and telephone number):

vame: 5. Uroclcey  Beanedt T

i Pav)  Frank ¢ ‘ Lo ling -~ JTuc,
.AddreSS: ' OWL E(fwwaé« S{. PO. bok 307
City, State, Zip: ,.w/[-( M;}Fﬂ-v\ ) ’\/ﬂ[' 0S5 ‘*[Ull
Telephone Number: ( Y2 ) __ bS ¥— 23 i |

Indicate Decision, Appeal, Settiement, Dismissal:
if a Court or Arbitration .Panel heard your, case, indicate the following:

Decision determined by (Check one): < Judge Jury Arbitration Panel
Decision: ﬂ)\pﬂ(q Figrn TSP A\Smiﬂdd Award:

Y52 "y kil p)/v\tbm.a( < . :
If your case was appealed, indicate tik following: Date Appeal Filed (Month, Day, Year) / /
Date Appeal Decided.. / /I

If your case was settled, indicate the foliowing:
Settlement 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 clalm ThIS information can be obtained from your

legal representatlve

Additional information, if any:

Table | for Section A on the next page



\

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

FORM A CONTINUED - 1996-1998 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE THREE OF SIX

TABLE | - BASIS CODES - ALLEGATIONS ONLY

DIAGNOSIS RELATED'

D01 Delay in Diagnosis

Failure to Diagnose:

D02 Abdominal Problems {(other than appendicitis or ulcer)
D03 AIDS/AIDS Related Complex
D04 Allergy

D05 Appendicitis

D086 Arthritis !

D07 Bladder Problem

D08 Bowe! Problem

D09 Breast Cancer

D10 Cancer {other than br'east)
D11 Cardiac Disorder/iliness/Problem (not myocardial infarction)
D12 Circulatory Problem

D13 Diabetes

D14 Fracture/Dislocation

D15 Gall Bladder Disorder

D16 Genetic Disorder

D17 Hemorrhage

D18 Hemia

D19 implanted Foreign Body

© 020 Infection

D21 Kidney Disorder

D22 Liver Disorder

D23 Meningitis '

D24 Myocardial Infarction

D25 Neurological Disorder

D26 Orthopaedic Problem (other than fracture/disiocation)

D27 Pneumonia/Pneumathorax -

D28 Poisoning :

D29 Respiratory Problem

030 Tendon Injury

031 Thrombosis

D32 Tumor. -
D33 Ulcer or Complication(s) of Ulcer

D34 Other Specify:

D35 Failure to Obtain Consent for Diagnostic Procedures/Exceeding consent obtained

D36 Misdiagnosis

D37 Ordering/Performing Unnecessary Diagnostic Tests/Procedures
D38 Failure to Perform Diagnostic Test(s)

D39 Other Diagnosis Relfated Injury

EQUIPMENT

EO1 Equipment: Misuse

E02 Equipment: Malfunction
£03 Equipment: Other Specify:

IMPROPER TREATMENT

TO1 Delay in Treatment

TO2 Failure to Obtain Informed Consent/Exceeding Consent Obtained
TO3 Improper Choice of Treatment

TO4 Infection

TO5 Fracture/Dislocation

T06 Chronic Vegetative State Resulting from Medical Intervention

Improper Treatment: Anesthesia Related

T07 Failure to obtain informed consent/exceeding consent obtained
TO8 Failure to take adequate patient history

T09 Failure to monitor

T10 Failure to lest equipment/improper use of equipment

T11 Improper intubation

T12 Improper positioning

T13 Wrong amount/type of anesthesia prescribed

T14 Allergic/adverse reaction

TjS Teeth damage
T16 Other Specify:

TRANSFUSION
TR17 'Mismatch

' TR18 Caused AIDS
TR19 Caused Hepatitis
TR20 Other Specify:

* T72 Other Specify:

Improper Treatment: Medication Relatéd
T21 Failure to obtain informed consent/exceeding consent obtained
T22 Failure to take adequate patient history

T23 Failure to diagnose drug reiated problem(s) (other than addiction)

T24 Failure to diagnose drug addiction
T25 Prescribing to a known addict

T26 Wrong medication ordered

T27 Wrong dose of medication ordered
T28 Improper route of administration
T29 Drug side effect

T30 Failure to prescribe

T31 Drug toxicity/overdose

T32 Other Specify:

Improper Treatment: Mental lliness Related .

T33 Failure to obtain informed consent/exceeding consent obtained
T34 Failure to diagnose mental disorde?/illnesslproblem : .
T35 Improper medication prescribed

T36 improper commitment

T37 Improper discharge

T38 Improper monitoring

T39 Improper use of seclusion/restraints

T40 Suicide/Suicide attempt by inpatient

T41 Suicide/Suicide attempt by outpatient’

T42 Other Specify:

Improper Treatment: Obstetrics-Gynecology Related

T43 Failure to obtain informed consent/exceeding consem obtained
T44 Failure to diagnose pregnancy, normal

T45 Failure to diagnose pregnancy related problem

T46 Failure to diagnose ectopic pregnancy

T47 Failure to diagnose endomelriosis

T48 Failure to diagnose fetal distress

T49 Failure to identify mother-fetus blood problem

T50 Improper performance of abortion

T51 Improper management of pregnancy

TS52 Improper management of delivery

T53 Improperly performed vaginal delivery

T54 Improperly performed C-section

T55 Delay in performing C-section

T56 Delay in treating fetal distress

T57.Failed sterilization

T58 Wrongful life/birth

T59 Fetal death/stillborn

T60 Maternal death related. to delivery

T61 Other Specify:

Improper Treatment: Surgery Related

T62 Failure to obtain informed consent/exceeding consent obtained
T63 Improper performance

T64 Failure to diagnose post-operative complications

T65 Improper treatment of post-operative complications

T66 Retained foreign bodies (e.g. needle sponge, instrument, etc.)
T67 Delay in surgery '

- T88 Unnecessary Surgery

T69 Wrong body part
T76 Laceration or penetration not within scope of surgery
T71 Death in the course of/resulting from surgery

Improper Treatment: Specified Procedures
T73 Angiography

T74 Arteriography

T75 CAT scan

T76 Cathetenzation

T77 Colonoscopy

T78 Cryosurgery

T79 Discogram

T80 Electroconvulsive Therapy
T81 Endoscopy v

T82 Esophageal Dilatations
T83 Injection/lmmunization
T84 Laparoscopy L
T85 Lasers, used in treatment
T86 Myelography



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A CONTINUED - 1996-1998 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE FOUR OF SIX

SECTION B: CRIMINAL INVESTIGATION - PROCEEDING (QUESTIONS 2 AND 3) - ATTACH DOCUMENTS

\

Court: : Charge: : Date: ) )

Description:

Status; .
‘Conviction?: . Date:

Plea?: : Date:
SECTION C: DISCIPLINARY CHARGES OR ACTION (QUESTldN 5) - ATTACH DOCUMENTS

Name of Organization Involved: - : ‘ Date:

‘Duration:

Action Taken (circle all that apply):

01 Revocation of right or privilege 12 Leave of absence

02 Suspension of right or privilege o 13 Withdrawal of an application

03 Censure * 14 Termination or non-renewal of contract

04 Written reprimand or admonition ’ 15 Medical Records Suspension

05 Restriction of right or privilege ‘ 16 Probation

06 Non-renewatl of right or privilege 17 Assurance of Discontinuance

07 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 or right or privilege 21 Reprimand ' .
11 Resignation - 22 Other Specify: -

\

Circumstances:

SECTION D: PRIVILEGE TO PRESCRIBE CONTROLLED SUBSTANCES (QUESTION 9) - ATTACH DOCUMENTS

Name of Organization Involved: __ ¢

Type of Restriction: ' ' ' ‘ 3 . Date:_

Circumstances of restriction:




te
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A CONTINUED - 1996-1998 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE FIVE OF SIX

SECTION E: WITHDRAWAL OR DENIAL OF LICENSE (QUESTION 11) - ATTACH DOCUMENTS

State: . Year:

Ciréumstances under which license was withdrawn 6r denied (revoked, not renewed, or otherwise terminated):

SECTION F: INVESTIGATION BY ANY OTHER LICENSING BOARD (QUESTION 14) - ATTACH DOCUMENTS

Name of Llcensmg Board: o 3 Date:

Location of Licensing Board:

Circumstances: - : 5

SECTION G: RESIDENCY TRAINING PROGRAM(S) NOT COMPLETED (QUESTION 15) - ATTACH DOCUMENTS

Residency Training Program(s):

Location of Program(s): : . Year:

Circumstances:

SECTION H: TREATMENT FOR EMOTIONAL DISTURBANCE OR MENTAL ILLNESS, ORGANIC !LLNESS
ALCOHOL OR DRUG DEPENDENCY (QUESTIONS 1 AND 4)

Treating Organization:

Address:

Telephone: { )

Person Responsible for Treatment:

Type of Condition and Treatment:

Dates of lliness/Dependency: - . ‘ to

Dates of Treatment: . _to




*a

State: - Year:

PRO: Year:

J
~

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A"CONTINUED - 1996-1998 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE SIX OF SIX

SECTION I: AFFECTING HEALTH CARE INSTITUTION STAFF PRIVILEGES, EMPLOYMENT OR APPOlNTMENT
(QUESTION 7) - ATTACH DOCUMENTS ' :
Institution Involved:

Date:

Circumstances:

SECTION J: VOLUNTARILY SURRENDERED OR RESIGNED A LICENSE TO PRACTICE MED|CINE OR ANY
HEALING ART (QUESTION 8) - ATTACH DOCUMENTS

Circumstances: _ A . . .

SECTION K: DENIAL OF RIGHT TO PARTICIPATE OR ENROLL - THIRD PARTY PAYER (QUESTION 10) '
ATTACH DOCUMENTS ’ g '

Third Party Payer: ‘ ' Year:

Circumstances:

SECTION L: TURNED DOWN FOR COVERAGE BY MALPRACTICE INSURANCE CARRIER (QUESTION 12)
ATTACH DOCUMENTS

Malpractice Insurance Carrier: . : Year:

Circumstances:

SECTION M: CONFIRMED QUALITY CONCERN NOTICE BY PEER REVIEW ORGANIZATION (PRO)
(QUESTION 13) ATTACH DOCUMENTS

Location of PRO:

Circumstances:




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

NS

<

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

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 olde

Edd Gilbert Lyon MD
‘143 Hospital brive

r 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 ang,s
LATE FEE: Late applications are assessed a $25 late fee. ’ _ S

PAE-DRAG 2SS

Bennington, VT . @&3cHi
"""""""" R i \
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 il.
] Make a copy of this form and ail 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. :
L Thank you for your cooperation.
‘ ' - SECTION| ‘
- ) - ! o
Name: L\/O’d ED CILBERT

(Last)

Vermont License Number:

(First) (Middle) . (Former)

OH2Z - BOOWLLS 5

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

_renewal:

Mailing Address:

(49 Fbxwmt D

o Stree T
BenniNeTvN /T D520 |  302-UYT-0CF]
(City) ) (State) (Zip Code) (Phone)
Office Address: ‘ A H’D}\’O e DR L
‘ (Street)
B NN OTIN vT. 0520 P02 -4 7-119]
(City) (State) (Zip Code) _ (Phone)

Note: Circle your preferred mailing address. Please note th

City, State, Zip Code:

website.

Daytime Teélephone Number:l Area Code: ( 802' ) "( "{ 7"’ “ q |

.

at this address will be public and listed on the Board's

\

PV 5o e
dbrnitted: < ;3;{?\




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

Are you currently active in clinical préctice in Vermont? L Yes : No
Do you intend to practice medicine without hospital privileges? Yes )K No
SPECIALTY -
Specialty FaMiLy  PRACTILE
Subspecialty:
American Specialty Board Certified? X _ Yes No

Specialty?_ FAMiLY  PRACT LE vear Certifiear._ 19V&

If applicable, year recertified?

Subspecialty Certificate?:. Year Certified?

If applicable, year recertified?

-PRACTICE

Do you have hospital privileges? __ TN Yes No
List all hospitals where you have, or previously have had, staff privileges. include name, address, and dates. .

Name : Address ' From/To " . Specialty/Subspecialty

SoUTR WESTERN) VT TMED. (BLTER 1879~ Present P

P

OTHER LICENSES

Do you hold, or have you ever held, é medical license in any other state? X Yes No If yes, complete the
section below. :
State License Number . Date Issued ' ‘Status (Active or Inactive)

OKLA . Dond't Knew (975 | FNACTIVE




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

. , SECTION It ' , :
SECTION i - “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 1998-2000 pericd if 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 Health.) ’

’

During the past two years:

1. Have you épplied for and been denied a license to practice medicine or any healing art? - ____Yes _}é_ No

2. Have you withdrawn an application for a license to practice medicine or any Healing' art? ____Yes __'LNO

3. Have you voluntarily surrenderea or resigned a license to practice medicine or any heéling art in lieu of disciplinary action?
o __ Yes __'LNO

4. Are any formal disciplinary charges pending or has any di§ciplinary action been taken agaihst yc?u by any governmental

authority, by any hospital or health care facility, or by any professional medical association (international, national, state or -

local)? "~ Ves '_)(_No

5. To your knowledge, are you the subject of an investigation by any other licensing board as of thi ii'i i' Iili aiilication?

6. Have you been denied the privilege of taking an examinatioh before ény State Medical Examining Board?

Yes No

7. Have you discontinued your education, training, or practice for a périod of more than three months? _

. B Yes )( ‘No

8. Have you been dismissed or asked to leave a residency training program(s) before completion? Yes g 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 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

10. - Have you been denied the right to participate or enroll in any system whereby a third party pays all or part ofa patient’s
bill? : o “Yes: M 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 Organization (PRO) in Vermont or elsewhere? _ Yes _&X No-

12. Has any medical malpractice claim been made against you (whether or not a lawsuit was filed in’ o

. claim/complaint/demand for damages)? ’

13. Have yéu been turned down for coverage by a malpractice insurance cartier? Yes A No

14. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denieq, restricted
or surrendered by any jurisdiction or federal agency at any time?. ' Yes ﬁ No

15. Have you been a defendant in.any criminal proceeding other than minor traffic offenses (Note: DWI - Driving While

Intoxicated - is NOT a minor offense)? : ____Yes

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 Il CONTINUED - “Yes” anéwers to Questions 17 - 24 require an explanation on the enclosed Form A. - ~
For purposes of Questions 17 - 24, the following phrases or words are defined below: ‘ ‘

\ B [

“Ability to practice medicine” is to be construed to include all of the followingz.
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” ihcludes 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, 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
prescription for legitimate medical purposes and in accordance with the prescriber’s direction, as well as those used illegally.

“Currently”, for purposés of this renewal applic_:étion, 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. '

“lllegal use of controlled substances” means the use of controlled substances obtained illegally as well 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 medici i able skill and
safety? If “yes,” please explain. " » ‘ : ’

18. Does your use of chemical substance(s) in any way impair or limit your ability to practice medicingdad il and
safety? If “yes,” please explain.. P : B

19. Are the limitations or impairmen{s caused by your medical condition reduced or ameliorated because you receive ongoing

treatment (with or without medications) or participate in a monitoring program? |f “yes,” please e_
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. _

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

i urism? If “yes,”

22 Are you currently engaged in the illegal use of controlled substances?
23. If “yes,” are you currently participating in a supervised rehabilitation program or professional assistance program which
‘ monitors you in order to assure that you are not illegally using controlied substances? If “yes,’_
24. Have you been diagnosed with or have you been treated for bipolar disorder, schizophrenia, par
disorder? :

mdﬂc



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE - SECTION I
1998.2000 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE FIVE OF FIVE
STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
o . Applicant's Statement 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
payabie under a support order as of the date the appiication 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) :
- You must check one of the two statements below regarding child support regardiess whether or not you have
. children: i i ) B ' ‘
x | hereby certify that, as of the date of this application: (a) 1 am not subject to any support order or (b) | am subject to a support
~ order and I'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. : ) o
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 ficensing 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 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 ptan approved by the Commissioner of Taxes, or the
ficensing 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:

s | hereby certify, under the pains and penalties of perjury, that 1 amin 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 pe{jufy is
fifteen years in prison, a $10,000.00 fine or both). - )
X : or . :
| 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
unreasanable hardship. Please forward an "Application for Hardship”.
Applicant’s Statement Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renewal 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 alf
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 compiiance with a payment plan approved by the Commissioner; or {4) in the case of &
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 unemployment contributions or payments in lieu of
~ unemployment contributions: ’ o
Rl | hereby certify, under the pains and penalties of pérjury, that | am in good standing with respect to or in full compliance with a
payment pian 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 unempioyment contributions or payments in fieu of .
unemployment contributions due to the Vermont Department of Employment and Training as of the date of,this application _ané‘
| 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
Hardgai . -

Social Security . Date of Birth

* The disclosure of your social security number is mandatory, 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 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 knowiedge. | understand that providing

false information or omission of infw unlawflul and may jeopardize my ficense/certification/registration status.

, _ Date ‘6/5'/5}'-?

o

Signature of Applicant




FORMA - PLEASE PROVIDE EXPLANATIONS TO SECTION Il "YES" ANSWERS ON THIS FORM

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

Your Name: E D D G (LACAT L'\/Oi\s

MEDICAL MALPRACTICE CLAIM (QUESTION 12) You will need TABLE 1 on Page 3 to complete this section.
Please supply the follow:ng information regarding each instance of alleged malpractice: This form should be photocopied
and f|||ed out separately for each claim. Additional sheéts may be attached if necessary. Please type or print clearly.

Insurer: PH" C 9]

Cla#nant Name: ’Q a Qﬂ\ 2 1 M (Cld{@ﬂ(/‘%{-

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

Basis Code: T L] "’ 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.

I 4 ad eetn tee His piliat . e Atcived
Cart  frow  oor /)/«c4—1u: Hoay 5 (L 62
S o] il Sving  H-£ “p yaLh i
0t o uwihwle / ' |

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

Incident Location (circle one):

01 Emergency Room 02 Labor/Delivery .03 Laboratory/X-Ray/Testing 04 Operating Room
05 Outpatient 06 Patient Room . 07 Hospital-Other HospitaHUnknown
09 HMO 10 Clinic 11 Nursing Home hysician's Office

13 Walk-in Center 14 Other 15 Unknown °

Question 12 continued on next page



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

FORM A CONTINUED -1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF SEVEN

MEDICAL MALPRACTICE CLAIM (QUESTION 12) CONTINUED

Your Role (circle one): -

01 Anesthesiologist 11 PGY 4~

02 Primary Care Physician - 12PGY 5

03 Referring Physician 13PGY 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 : Group Practitioner/Partner

09 PGY 2 19 Other: Specify

10 PGY 3 . _ 20 Unknown

Legal Representative (include name, address and teléphone numbér): o,

Name: .S (KOC](FP jCMNET'

Firm: Pﬂw& qu/\k 5 CQ ﬂ\t/lf / Tl .
Address: NS C)a’\MJ\(/(/\ ST PD @D % ISU
City, State, Zip: 0¥\ \M{vm’\ - _OSL{UZ._

Telephone Number: ( ‘F‘Cl )_Q) ? ~ 00 VI pa

Indicate Decision, Appeal, Settlement, Dismissal:

If a Court or Arbitration Panel heard your case, indicate the following: o
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: o s

If your case was settled, indicate the following:

Settiement 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:

Table | for-Question 12 on the next page



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A CONTINUED - 1998-2000 PHYSICIAN LICENSE RENEWAL APPLlCATION
: PAGE THREE OF SEVEN
’ TABLE | - BASIS CODES - QUESTION 12 - ALLEGATIONS ONLY

DIAGNOSIS RELATED

D01 Delay in Diagnosis

Failure to Diagnose:

D02.Abdominal Problems (other than appendicitis r‘r ulcer)
D03 AIDS/AIDS Related Comiplex .

D04 Allergy , L

D05 Appendicitis

D086 Arthritis

D07 Bladder Problem
D08 Bowe! Problem

D09 Breast Cancer

D10 Cancer (other than breast) i

D11 Cardiac Disorderfiliness/Problem (not myocardial mfarctron)
D12 Circulatory Problem .

D13 Diabetes

D14 Fracture/Dislocation

D15 Gall Bladder Disorder

D16 Genetic Disorder

D17 Hemarrhage N

D18 Hernia )
D19 implanted Foreign Body
D20 Infection

D21 Kidney Disorder

D22 Liver Disorder

D23 Meningitis

D24 Myocardial infarction
D25 Neurological Disorder
D26 Orlhopaedic Probtem (other than- fracture/dnslocailon)
D27 Pneumonia/Pneumothorax

D28 Poisoning ’

‘D29 Respiratory Probtem

D30 Tendon Injury

D31 Thrombosis

D32 Tumor

D33 Ulcer or Complication(s) of Uicer

D34 Other Specify:

D35 Failure to Obtain Consent for Diagnostlc Procedures/Exceeding consent obtained

D36 Misdiagnosis

D37 Ordering/Performing Unnecessary Diagnostic Tests/Procedures
D38 Failure to Perform Diagnostic Test(s)

D39 Other Diagnosis Related Injury

EQUIPMENT

E01 Equipment: Misuse ~

£02 Equipment: Malfunction S

EO3 Equipment: Other Specify: '

IMPROPER TREATMENT

T01 Delay in Treatment

TO2 Failure to Obtain informed Consem/Exceedmg Consent Obtained
T03 Improper Choice of Treatment

T04 Infection

TO5 Fracture/Dislocation

T06 Chronic Vegetative State Resulting from Medical intervention

Improper Treatment: Anesthesia Related

TO7-Failure to obtain informed consent/exceeding consent obtamed
"T08 Failure to take adequate patient history

TO9 Failure to monitor '

T10 Failure o test equipmentimproper use of equipment
T11 Improper intubation

T12 Improper positioning

T13 Wrong amount/type of anes(heaa prescrlbed

T14 Allergic/adverse reaction
T15 Teeth damage
T16 Other Specify:

TRANSFUSION
TR17 Mismatch : !
TR18 Caused AIDS e
TR18 Caused Hepatitis

TR20 Other Specify:

Improper Treatment: Medication Related
T21 Failure to obtain informed consent/exceeding consent obtained
T22 Failure to take adequate patient history

T23 Failure to diagnose drug related problem(s) (other than addiction)
T24 Failure to diagnose drug addiction

T25 Prescribing to a known addict”

T26 Wrong medication ordered

T27 Wrong dose of medication ordered

T28 Improper route of administration

T29 Drug side effect

T30 Failure to prescribe

T31 Drug toxicity/overdose

T32 Other Specify:

Improper Treatment: Mental lllness Related

T33 Failure to obtain lnformed consent/exceeding consent obtained
T34 Failure to dcagnose mental disorder/iliness/problem

T35 Improper medication prescried -

T36 Improper commitment

T37 Improper discharge

T38 Improper manitoring

T39 Improper use of seclusion/restraints

T40 Suicide/Suicide attempt by inpatient

T41 Suicide/Suicide attempt by outpatient

Ta2 Other Specify:

f Improper Treatment: Obstetrics-Gynecology Related

T43 Failure to obtain informed consent/exceeding consent obtained
T44 Failure to diagnose pregnancy, normal

T45 Failure to diagnose pregnancy refated problem

T46 Failure to'diagnose ectopic pregnancy

T47 Failure to diagnose endometriosis

T48 Failure to diagnose fetal distress -

- T49 Failure to-identify mother-fetus blood problem

T50 Improper performance of abortion
T51 Improper management of pregnancy
T52 Improper management of delivery
T53 Improperly performed vaginal delivery
T54 Improperly performed C-section

T55 Delay in performing C-section

T56 Delay'in treating fetal distress

T57 Failed sterilization

T58 Wrongfu! life/birth

T59 Fetal death/stillborn

T60 Maternal death related to delivery
T61 Other Specify:

i t

improper Treatment: Surgery Related ‘ t
T62 Failure to obtain informed consent/exceedmg consent obtained
T63 Improper performance

T64 Failure to diagnose post-operative complications

T65 Improper treatment of post-operative complications

T66 Retained foreign bodies (e g. needle, sponge, instrument, etc.)
T67 Delay in surgery

T68 Unnecessary surgery

T69 Wrong body part

T70 Laceration or penetration not within scope of surgery

T71 Death in the course of/resulting from surgery

T72 Other Specify:

improper Treatment: Specified Procedures
T73 Angiography

T74 Arteriography

T75CAT scan

T76 Catheterization

T77 Colonoscopy

T78 Cryosurgery

T79 Discogram

T80 Electroconvulsive Therapy

* T81 Endoscopy

T82 Esophageal Dilatations
T83 Injection/immunization
T84 Laparoscopy

T85 Lasers, used in treatment
T86 Myelography -



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
‘FORM A CONTINUED - 1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION -
~ PAGE FOUR OF SEVEN

WITHDRAWAL OR DENIAL OF LICENSE (QUESTIONS 1 & 2) ATTACH DOCUMENTS

Year:

State:

" Circumstances under which license was withdrawn or denied (revoked, not renewed, or otherwise terminated):

'VOLUNTARILY SURRENDERED OR RESIGNED A LICENSE TO PRACTICE MEDICINE OR ANY HEALING ART

 (QUESTION 3) - ATTACH DOCUMENTS

State:.

Circumstances:

Year:

DISCIPLINARY CHARGES OR ACTION (QUESTION 4) - ATTACH DOCUMENTS

Name of Organization Involved:

Date:

\ .

Duration:

Action Taken (circle all that apply):

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-renewal of right or privilege

07 Fine

08 Required performance of public service
09 Edqcation/Training/CounseIing/Monitoring
10 Denial or right or privilege

11 Resignation

12 Leave of absence

13 Withdrawal of an application

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 Membershlp

21 Reprimand '
22 Other Specify:

Circumstances:

INVESTIGATION BY ANY OTHER LICENSING BOARD (QUESTION 5) - ATTACH DOCUMENTS

Name of Licensing Board:

Date:

Location of Licensing Board:

Circumstances:




. STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
~ FORM A CONTINUED 1998-2000 PHYSICIAN LICENSE RENEWAL.- APPLICATION, PAGE FIVE OF SEVEN

DENIAL OF EXAMINATION PRIVILEGES (QUESTION 6) ATTACH DOCUMENTS

State: : Year:

Circumstances under which examination privileges denied:
, .

3
/

RESIDENCY TRAINING PROGRAM(S) NOT COMPLETED - DISCONT‘NUED-EDUCATION, TRAINING, PRACTICE
(QUESTIONS 7 & 8) - ATTACH DOCUMENTS

Residency Training Program(s):

Location of Program(s): ' _ Year: -

Circumstances: : : >

AFFECTING HEALTH CARE INSTITUTION STAFF PRIVILEGES, EMPLOYMENT OR APPOINTMENT (QUESTION
9)- ATTACH DOCUMENTS .
Institution Invoived: :

Location: ) - Date:

Circumstances:

DENIAL OF RIGHT TO PARTICIPATE OR ENROLL - THIRD PARTY PAYER (QUESTION 10) ATTACH DOCUMENTS

_Third Party Payer:" Year:

Circumstances: - -

.CONFIRMED QUALITY CONCERN NOTICE BY PEER REVIEW ORGANIZATION (PRO)
(QUESTION 11) ATTACH DOCUMENTS

. PRO: : ’ ' Year:

Location of PRO: ' ) \ ‘ \ ‘

Circumstances:

TO RESPOND TO QUESTION 12 SEE PAGE ONE OF THIS FORM




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

FORM A CONTINUED - 1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SIX OF SEVEN -

TURNED DOWN FOR COVERAGE BY MALPRACTICE INSURANCE CARRIER (QUESTION‘13)
DOCUMENTS

Malpractice Insurance Carrier: _ " . . Year: _

ATTACH

Circumstances:

PRIVILEGE TO PRESCRIBE CONTROL_LED SUBSTANCES (QUESTION 14) - ATTACH DOCUMENTS

Name of Organization, Involved:

Type of Restriction: ___ . Date:

Circumstances of restriction:

CRIMINAL INVESTIGATION - PROCEEDING (QUESTIONS 15 AND 16) - ATTACH DOCUMENTS

Court:

Cityand State: ) ‘ -

Charge:

Date:

Description:

Status:

Conviction?: Date:

Plea?: - ) Date:




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A CONTINUED - 1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION
PAGE SEVENOF SEVEN =~

'MEDICAL CONDITION, TREATMENT, USE OF CHEMICAL OR ILLEGAL SUBSTANCES (QUESTIONS 17.18,19, 20,

21,22, 23, & 24) .

Treating Organization:

Address: _ . -

Telephone: (___~ 4 )

Person Responsible for Treatment:

Type of Diagnosis, Condition or Treatment - Field of Practice - Use of Chemical Substances:

Dates of lliness or Dependency: to

Dates of Treatment: ‘to

Name and Location of Rehabilitation/Professional Assistance or Monitoring Program:

)

Telephone: (__ )

Contact Person at Program:
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STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
- 2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE C

MLDl(,M. PRACTH LE
I hereby apply for the renewal of my LICENSE AS A PHYSICIAN for the period from 12/01/00 to 11/30/02.
TWO YEAR RENEWAL FEE: $350.00 .

Enclose a check in the amount of $350.00 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 renewal fee; however, the physician license renewal application must be completed

and submitted. LATE FEE: Applications post-marked .or received after 11/30/00 are assessed a $25.00

- late fee. . ' ‘ )
- 042-0006255

Edd Gilbert Lyon MD
148 Hospital Drive
Bennington, VT 05201

.
***************************************.*************;*****’***********1\'*************************1\-*********;.**************
IMPORTANT: ' i
. 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 exptanations to “yes” answers in Section Il.
" 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
unprofesswnal conduct.

SECTION |

Name: L\j OIJ E.Db B 6lL BE_‘/LT—

(Last) _ (First) _ (Middle) . : (Former)

Vermont license number: 0 “{ 2 0006255 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 webs:te All addresses must be
included.

MAILING ADDRESS: WO P}VSPITA’L bR\VE

(Street) .
BeweTIN _vT. 0S 2o\ - Po2~-4qT7-B 14
(City) " (State) (Zip Code) ‘ (Telephone)
OFFICE ADDRESS: S AMLT
- (Street)
(City) | State) " (Zip Code) (Telephone)

HOME ADDRESS:

(Telephone)

7




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? _X_Yes __ No -
Did you practice in Vermont during the past 12 months? X Yes — No
Do you intend to practice medicine without hospital privileges? ___ Yes X No
SPECIALTY
Specialty: F4Mity  PRACTICE
- Subébeciglty: | -
American Specialty Board Certified: , _X_ Yes . _____ _No
specialy: ___ FAMIN] PRACTICE  vearcertifiea: _ 47
If applicable, year recertified: 1996
PRACTICE .
Do you have hospital priviléges? ‘ X Yes ‘ No '

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

Name ' ‘ Address Dates/From-To Specialty/Subspecialty

fowﬂwen@(t\l VT. Med. (eNTER 37 - presenr - FAMIN PRACTIE .

Hoseirp DR- BeawNiNenN AT 6S200

LICENsE IN OTHER JURISDICTIONS » i

Do you hoid, or have you ever held, a medical ||cense in any other state’? Yes - X No
if yes complete the sectlon below. '

State License Number Date Issued . Status (Active, Inactive, Other)




N

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

SECTION IlI: “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 oh 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”. ’ ' o

(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 Heaith.) ‘ : ‘

DURING THE PAST TWO YEARS:

1. Have you ever applied for and been der;ied a license to pracﬁce medicine or any healing art? ' __ Yes _X No

~

2. Have you ever withdrawn an application for a license to practice medicine or any healing art? - Yes X No
. - ) O

3. Have you ever voluntarily surrendered or resigned a license to practice medicine or any healing .
art in lieu of disciplinary_action? . ) ' Yes A 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 X No
' A\

5. To your knowledge, are you the subject of an invéstigation by any other Iicensbing board as of -
the date of this application? ' :

6. Have you ever been denied the privilege of taking an examination before any State Medical ]
" " Examining Board? . . , o ___Yes X No
“73 Have you ever discontinued your education, training, or practice fora period-of more than three ‘ ,
months? . ) C : ___Yes X No

8. Have you ever been dismissed, suspended,;o;r asked to leave a residency training program(s)
before completion? . o '

. __Yes _X__ No
9. 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 _>_S No

10. Hévé you ever been denied the right to participate or enfoll in any system whereby a third party : .
© pays all or part of a patient's bill? ‘ . _ .. _Yes ¥ No

11, Have you ever been notiﬁed as a responsible party of a confirmed quality concern (quality of hospital o
care provided to Medicare patient) by the Peer Review Organization (PRO) in Vermont or elsewhere? ___Yes X No

12. Has any medical malpractice claim been-made against you (whether or not a Iawsuii was filed in
relation to the claim/complaint/demand for damages)?

13. Have you ever been turned down for coverage by a malpractice insurance carrier? Yes _{ No

14. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, ]
revoked, denied, restricted by or surrendered to any jurisdiction or federal agency at any time? .- __ Yes l No

e

15. Have you, at any time, been a defendant in any ,crimivnal proceeding other than minor traffic offenses? S
(Note: Driving while intoxicated is NOT a minor offense.) : ‘ ___Yes _7\__N0
o i

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

L



STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
12000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION PAGE FOUR OF FIVE -

SECTION lit 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 below:

“Ability to practicé 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
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 bhysical capability to perform medical tasks such as physical examination and surgical procedures, with or
_ without the use of ards or devices, such as corrective lenses or hearing aids.

“Medical condition” mcludes physiological, mental or psychologncal conditions or disorders, such as but not limited to
orthopedic, visual speech, and hearing impairments, cerebral palsy, epllepsy, muscular dystrophy, multiple sclerosis, cancer,
heart disease, diabetes, mental retardation, emotional or mental iliness, specific learnmg disabilities, HIV disease, tuberculosrs
‘drug addition, and alcoholism. "

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

“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 functlonmg as a licensee, or within the past two (2) years.

“Illegal use of controlled substances” means the use of controlled substances obtained illegally as well 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 practltloner

17. Do you have a medlcal 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 wrt
reasonable skill and safety?' If yes, explam on Form A. ) ,
19. Are the limitations or |mpa|rments caused by your medical condition reduced or ameliorated because

. You receive ongoing treatment (with or without medications) or parhcrpate ina monrtonng program’7
If yes, explain on Form A.

AN

20 Are the hmrtatlons or impairments caused by your medical condition reduced or amehorated becau
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 havmg or have you ever been treated for pedophilia, exhibitioni
or voyeunsm'7 If yes, explain on Form A.:

22. Are you currently engaged in the |llegal use of controlied substances? -

23. If yes to 22, are you currently participating in a supervrsed rehabilitation program or professional
assistance program which monitors you in order to assure that you are not illegally using controlied
substances? If yes, expl‘am on Form A,

24. Have you been diagnoses with or have you been treated for blpolar disorder, schizophrenia, paranora
or any other psychotic disorder? - . ‘ ,




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE-PAGE FIVE OF FIVE '

- SECTION IV v .
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

- g " 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 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) : ‘ )

N
s

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

_‘&_ I hereby certify that, as of the date of this application: (&) 1 am not subject to any support order or (b) I am subject 10 a support order and | am in good
standing with respect to it, or (c) 1 am subject to a support order and 1 am in full compliance with a plan to pay any and all child supporn due under that
order. ' : : -

’ or : ; .

——  Thereby centify that | am NOT in good standing with respect to child support dues 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. Piease forward an "Application for Hardship".

’ . T 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 Iiability is on appeal, the taxpayer is in compliance with a paymeat 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’chéck one of the two statements below regarding taxes:
_><_ I'hereby cef‘tify, under the pains and penalties or petjufy, 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 .
both). ' -

y o ° or . . -
— 1hereby certify that I am NOT 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 taxes would impose ari unreasonable hardship. .Please forward an "Application for
Hardship". : v

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 lo 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 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 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 t_:gmributions 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.
N ’ | " ‘,; . ¢
3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of :inemployment contributions:
_)_(_.. 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 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

" Thereby certify that I 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 1 hereby request that the licensing authority determine
that requiring iInmediate payment of unemployment contributions or payments in lieu of unemployment contributions would impose an unreasonable
hardship. Please forward an Application for Hardship.’ :

) . or :
— " Ihereby certify that 21 V.S.A. § 1378 is not applicable to me because I am not now, nor have I ever been, an employer.

. - . .
Date OfBinh - ’ .

* The disclosﬁre of your social security number is mandatory, it 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 Vermont tax laws, to identify individuals affected by such
laws, and by the Office of Child Support. : . ’ :

Social Security #

.

o : STATEMENT OF APPLICANT
I 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 unlawful and may jeopardizg.my license/cerfification/registration status. ‘ !

’

J
Signature of Applicant Date_ “/ (” / o0
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FORM A - PLEASE PROVIDE EXPLANATIONS TO SECTION Il "YES" ANSWERS ON THIS FORM

L

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION PAGE ONE OF SEVEN "~

Your Name: __ E.)B (—-\/ ON MA

MEDICAL MALPRACTICE CLAIM (QUESTION 12) You will need TABLE | on Page 3 to complete this section.

"Please supply the following information regarding each instance of alleged malpractice: This form should be photocopied

and ﬂlled out separately for each claim. Additional sheets may be attached if necessary Please type or print clearly

Insurer;___ W p I”,’! CO

Claimanf Name K ﬁ'ﬁ r ?L M { D b LE STEA'I)T_ -

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

Basis Code: T é ’ _ Basis Code:

Basis Cq_de: ' Basis Code:s a

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) Yosdegree of responS|b|hty for the course of treatment in ieading to the claim.

2
5)

A/o p/LrﬂmW( car\erj‘ un th 'm[f@vff' Porsim
nolved s Caye. 7%’ ndﬂer WAy va%rf (] tw. 5
Asyiltant  wortis . Dor Pnuchce,

w\ Noorme A  am wile ey o m»z/mber Dt[' DMWKFAP
- bmchue, | S

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

Incident Location (éircle one): .

01 Emergency Room ° . 02 Labor/Delivery 03 Laboratory/X-Ray/Testing 04 Operating Room )
05 Outpatient - 06 Patient Room 07 Hospital-Other ’ italUnknown

09 HMO 10 Clinic 11 Nursing Home , %s’dﬁ@
13 Walk-In Center - 14 Other . 15 Unknown Co -

Question 12 éontinued on next page



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
. FORM A CONTINUED- 2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF SEVEN

* MEDICAL MALPRACTICE CLAIM (QUESTION 12) CONTINUED

Your Role (circle one):

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12PGY 5
" 03 Referring Physician 13 PGY 6

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 QB Group Practitioner/Partner >
09 PGY 2 9 Other: Specify

10 PGY 3 - 20 Unknown

’Legal Representative (mclude name, address and telephone number):
Name: Pl\/v\) f’TW k E CG )0’\ S

Firm: ! D&V)A Spte(mwh

Address: P.O. Box Y397 S :
- City, State, Zip: B\J(i\}\l}m : \{'} . OSL) ol- 1397
Teleph;)ne Number: yOAl‘)__E‘s X ~ 2%l

Indicate Decision, Appeal, Settlement, Dismissal: . .
If a Court or Arbitration Panel heard your case, indicate the following:

Decision determined by (Check one): Judge Jury Arbitration Panel .

Decision: 5 VH ‘&Vv&ﬂdf ' Award: _ )

If your case was appealed,. lndlcate the followmg Date Appeal Filed (Month, Day, Year) ___ / )
Date Appeal Dec:ded /I / .

if your case was settled, indicate the following:

Settlement amount paid on your behalf: W fll,’ 09/()

i

Total settlement amount:

Date of Settlement: (Month, Day, Year) 8 / Zl. / O\'?

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:
G Sm‘Hu/t foe\Lwt s W+ tv
Copael by oguionst ﬂ/\/l/\/f‘V\-g CM/MM %

ploan WP

' Table | for Question 12 on the next page




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A CONTINUED - 2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION
PAGE THREE OF SEVEN
TABLE | - BASIS CODES - QUESTION 12 - ALLEGATIONS ONLY ‘

\
DIAGNOSIS RELATED
D01 Delay in Diagnosis
Falture to Diagnose:
D02 Abdominal Problems (other than appendicitis or ulcer)
D03 AIDS/AIDS Related Complex
D04 Allergy
DOS Appendicitis '
D06 Arthritis <
DO7 Bladder Problem
D08 Bowel Problem
D09 Breast Cancer ' *
D10 Cancer (other than breast)
D11 Cardiac Disorder/lliness/Problem (not myocardlal |nfarct|on)
D12 Circulatory Problem
D13 Diabetes
D14 Fracture/Dislocation
D15 Gall Bladder Disorder \
D16 Genetic Disorder ’
D17 Hemorrhage
D18 Hemia ’
D19 implanted Foreign Body
D20 Infection
D21 Kidney Disorder
D22 Liver Disorder
D23 Meningitis
D24 Myocardiat Infarction
D25 Neurological Disorder
D26 Orthopaedic Problem (other than fracture/disiocation)
D27 Pneumonia/Pneumothorax
D28 Poisoning
D29 Respiratory Problem
D30 Tendon Injury )
D31 Thrombosis .
D32 Tumor
D33 Uicer or Complication(s) of Uicer
D34 Other Specify:

D35 Failure to Obtain Consent for Diagnostic Procedures/Exceedmg consent obtained
D36 Misdiagnosis

"DA7 Ordering/Performing Unnecessary Diagnostic Tests/Procedures

D38 Failure to Perform Diagnostic Test(s)

D39 Other Diagnosis Related Injury

EQUIPMENT

EO01 Equipment: Misuse

E02 Equipment: Malfunction
E03 Equipment: Other Specify:

~J

IMPROPER TREATMENT : N
TO01 Delay in Treatment

T02 Failure to Obtain Informed Consent/Exceeding Consent Obtained
TO3 Improper Choice of Treatment

T04 Infection '

TO5 Fracture/Dislocation

T06 Chronic Vegetative State Resulting from Medical intervention

Improper Treatment: Anesthesia Related

TO7 Failure to obtain informed consent/exceeding consent obtained

TO8 Failure to take adequate patient history

TO9 Failure to monitor

T10 Failure to test equipmentimproper use of equipment

T11 Improper intubation ~
T12 improper positioning

T13 Wrong amount/type of anesthesm prescribed

T14 Allergic/adverse reaction )
T15 Teeth damage )
T16 Other Specify:

TRANSFUSION
TR17 Mismatch
TR18 Caused AIDS
. TR18 Caused Hepatitis
TR20 Other Specify:

improper Treatment: Medication Related -

T21 Failure to obtain informed consent/exceeding consent obtained
T22 Failure to take adeguate patient history

T23 Failure to diagnose drug-related problem(s) (other than addiction)
T24 Failure to diagnose drug addiction
T25 Prescribing to a kriown addict

T26 Wrong medication ordered

T27 Wrong dose of medication ordered
T28 Improper route of administration
T28 Drug side effect

T30 Failure to prescribe

T31 Drug toxicity/overdose

T32 Other Specify:

Improper Treatment: Mental liiness Related

T33 Failure to obtain informed consent/exceeding consent obtained
T34 Failure to diagnose mental discrder/illness/problem

T35 Improper medication prescribed

T36 Improper commitment

T37 improper discharge

T38 Improper monitoring ’ ‘ .

" T39 Improper use of seclusion/restraints

T40 Suicide/Suicide attempt by inpatient
T41 Suicide/Suicide attempt by outpatlenl
T42 Other Specify:

Improper Treatment: Obstetrics-Gynecology Related _

T43 Failure to obtain informed consent/exceeding consent obtained

T44 Failure to diagnose pregnancy, normal

T45 Failure to diagnose pregnancy related problem

T46 Failure to diagnose ectopic pregnancy

T47 Failure to diagnose endometriosis

T48 Failure to diagnose fetal distress

T49 Failure to identify mother-fetus blood problem

T50 improper performance of abortion

T51 Improper management of pregnancy

T52 Improper management of delivery

T53 tmproperly performed vaginal delivery

T54 improperly performed C-section

T55 Delay in performing C-section

T56 Delay in treating fetal distress

T57 Failed sterilization

T58 Wrongful life/birth

T59.Fetal deathlstillborn

T60 Maternal death related t dehvery [{ .

61 Other Specify: __J e JV o l“ 'l e
prégasa

improper Treatment: Surgery Related

T62 Failure to obtain informed consent/exceeding consem obtained

T63 improper performance

T64 Failure to diagnose post-operative complications

T65 Improper treatment of post-operative complications

T66 Retained foreign bodies (e.g. needle, sponge, instrument, etc. )

T67 Deiay in surgery

T68 Unnecessary surgery

T69 Wrong body part

T70 Laceration or penetration not within scope of surgery

T71 Death in the course offresulting from surgery

T72 Other Specify:

Improper Treatment: Specified Procedures
T73 Angiography

T74 Arteriography

T75 CAT scan

T76 Catheterization .

T77 Coionoscopy

T78 Cryosurgery

T79 Discogram

T80 Electroconvulsive Therapy
T81 Endoscopy

T82 Esophageal! Dilatations
T83 Injection/immunization
T84 Laparoscopy

T85 Lasers, used in treatment
T86 Myelography -

47 nv 0(
G TNed Bbovhim.



STATE OF VERMONT - BOARD-OF MEDICAL PRACTICE
FORM A CONTINUED - 2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION
PAGE FOUR OF SEVEN

WITHDRAWAL OR DENIAL OF LICENSE (QUESTIONS 1 & 2) ATTACH DOCUMENTS

State:

~ Year:

Circumstances under which license was withdrawn or denied (revoked, not renewed, or otherwise terminated):

VOLUNTARILY SURRENDERED OR RESIGNED A L|CENSE TO PRACTICE MEDICINE OR ANY HEALING ART

(QUESTION 3) - ATTACH DOCUMENTS

State:

Circumstances:

Year:

DISCIPLINARY CHARGES OR ACTION (QUESTION 4) - ATTACH DOCUMENTS

Name of Organization Involved: _

Date:

Duration:

Action Taken (circle all that apply):.

01 Revocation of right or privilege

02 Suspension of right or privilege

03 Censure

04 Written reprimand or admomtlon

05 Restriction of right or privilege

06 Non-renewal of right or privilege

07 Fine .

08 Required performance of public service
09 Education/Training/Counseling/Monitoring
10 Denial or right or privilege

11 Resignation

Circumstances:

12 Leave of absence

13 Withdrawal of an application

14 Termination or non-renewa! 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 Other Specify:

INVESTIGATION BY ANY OTHER LICENSING BOARD (QUESTION 5) - ATTACH DOCUMENTS

Name of Licensing Board:

Date:

Location of Licensing Board: _ )

Circumstances:




* . STATE OF VERMONT - BOARD OF MEDICAL PRACTICE :
FORM A CONTINUED - 2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FIVE OF SEVEN

DENIAL OF EXAMINATION PRIVILEGES (QUESTION 6) ATTACH DOCUMENTS

State: Year:

Circumstances under which examination privileges denied:

RESIII?ENCY TRAINING PROGRAM(S) NOT COMPLETED - DISCONTINUED EDUCATION, TRAINING, PRACTICE
(QUESTIONS 7 & 8) - ATTACH DOCUMENTS

Residency Training Program(s):

Location of Program(s): Year:

Circumstances:

AFFECTING HEALTH CARE INSTITUTION STAFF PRIVILEGES, EMPLOYMENT OR APPOINTMENT (QUESTION
~ 9)- ATTACH DOCUMENTS o o : '

Institution Involved:
Location: _ - Date:

Circumstances: _

DENIAL OF RIGHT TO PARTICIPATE OR ENROLL - THIRD PARTY PAYER (QUESTION 10) ATTACH DOCUMENTS

Third Party Payer: __~ ) Year:

Circumstances:

CONFIRMED QUALITY CONCERN NOTICE BY PEER REVIEW ORGANIZATION (PRO)
(QUESTION 11) ATTACH DOCUMENTS

PRO: : _ N Year:

Location of PRO:

Circumstances:

g

TO RESPOND TO QUESTION 12 SEE PAGE ONE OF THIS FORM



STATE OF VERMONT - BOARD OF MEbICAL PRACTICE
FORM A CONTINUED - 2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SIX OF SEVEN "

" TURNED DOWN FOR COVERAGE BY MALPRACTICE INSURANCE CARRIER (QUESTION 13) ATTACH'
DOCUMENTS _ o ‘ _ - : v

Malpractice Insurance Carrier: _ Year:

Circumstances:

PRIVILEGE TO PRESCRIBE CONTROLLED SUBSTANCES (QUESTION 14) - ATTACH DOCUMENTS

i

Name of Organization Involved:

~ Type of Restriction: - : ' : - Date:

Circumstances of restriction:

\

CRIMINAL INVESTIGATION - PROCEEDING (QUESTIONS 15 AND 16) - ATTACH DOCUMENTS

Court:

Cityand State: . ' L,

Charge:

Date:

Description:

Status:

Conviction?: A ‘ Date:

Plea?: e _ Date:



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A CONTINUED - 2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION
PAGE SEVEN OF SEVEN

MEDICAL CONDITION, TREATMENT USE OF CHEMICAL OR ILLEGAL SUBSTANCES" (QUESTIONS 17,18.19, 20,
21,22, 23 &24)

Treating Organization:

Address:

Telephone: ( )

Person Responsible for Treatment:

Type of Diagnosis, Condition or Treatment - Field of Practice - Use of Chemical Substances:

»

Dates of lliness or Dependency: ___ to

Datés of Treatment: ] V to

N

Name and Location of Rehabilitation/Professional Assistance or Moniforing Progrém: ‘

Telephone: ( )

Contact Person at Program':



A \’/

» | VERMONT DEPARTMENT OF HEALTH
| %6(;5\ ~ 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 $350 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 1 1/30/02 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 adegquate to state that the Board already has the information.
. .. Use the enclosed Form A to provide explanations to "yes'' answers in Parts Il and 111
- 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 attachments for 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 its entirety at your earliest convenience. Your current license expires on November
30, 2002. . ) : , ‘

Part 1 - Identity Questions

A

Vermont Physician’s License Number:  [042-]0]0 [0 6] 2|5

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

N

Firstname: -~ || [D
Middle name: |G| L |L ] B|E |R|T ‘

. Last name: L \.[ I l\[ 4 ) 1
Extension: . S _ | }

2. Have you ever legally changed your name? D Yes [_/;] No
- Former _ﬁame, or any other name under which you were licensed in Vermont

or elsewhere in the past two years:

3. Your date of birth:  [M M[D DY Y Y Y

4: Your mailing address:  (Check one: 0 Home address &L\Nork address)

Care of: -~

w90 WO e [ K AU DI VE
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Town/City: 5

Ty
<
<
<
<Ny
|
2

State: . -

Zip Code: . Ols|z|Ci) |-

5. Your electronic addresses:

Home telephone (6ptional): -1 - example: 802—555-:12-12 |

Worktelephone: 2 DAVAREL l,l 7 -» ) 1114 x

E-mail (optional):

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

If yes, complete the section below:

: : Date Issued .
State |License Number : M MID DIY Y Y Y [Status (Active, inactive, other)
0K [1417 ]S DlACTIVE

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

Part II - Licensure and Practice Questions o
Any "yes" 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 E\ No ' :
10. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
[___] Yes @ No -
" 11. Have you ever voluntarily surrendered or resigned a license to practice medicine or any other
healing art in lieu of disciplinary action? ' '

. D Yes @ 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?

D Yes [E N;)

Vermont Department of Health, Bdard of Medical Practice - 2002-2004 Physician License Renewal Application
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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? :

DYes No _

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

, D Yes .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? '

[JYes fNo . o I

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

[]Yes [X]No |
18. Are you presently a defendant in a criminal proceeding?

| DYes @No

Part III - Confidential Section .

’

" Partlllis exempt from public disclosure

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

19. To your knowledge, are you the subject of an investigation by any other licensing board as of the
~ dat : it '

20.Toy, e, are you-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” answers on Form A. ' '

21. Do you have a medical condition that in any way impairs or limits your ability to practice medicine
i ] ith 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 ,
impad i tice 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. '

Vermmont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Appiiceftion
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23. Are 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.

’

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 line). ' -

" 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 such as physical examination and
* surgical procedures, with or without the use of aids or devices, such as corrective
" lenses or hearing aids. Co S ' S

"Medical condition”. - Includes physiolo'gical, ‘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 enou h to have a real or perceived impact on one's functioning
: y g P
as a licensee. . '

"Chemical substances' - This term is to be construed to include aléohol, 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 substanées“ - This term means those drugé listed on Schedules | through V of Section
202 of the - : .

~ Controlled Substances Act (21 USC § 812).. B

"lllegal use of controlled substances” - This term‘me'ans 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 faw. : :

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
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Part IV - Statutory Profile Questions

{’ermont 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. _ :

Ttis 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.

Conviction Date ﬁ ' E :
M M|ID D|Y Y Y Y |Court . City State |Crime
If necessary, please use an additional sheet and check this box: ...... 0O

25. Nolo Contendere/Matters Continued [See i6 VSA § 1368(a)(2)]

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 : .
MMDDIY Y Y Y [Court " |City - State |Charge Nature of Action

| S O Nolo Contendere

O Matter Continued

3 .Nolo Conténde(e

O Matter Continued

O Nolo Contendere

J Matter Continued

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

Vermont 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 M|D D|Y Y Y Y |Final Disposition (Summary)

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

27. Licensing Authority Matters in Other States' [See 26 VSA § 1'368(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.

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

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

“A. Revocétion/lnvoluntarv 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 M|\D D|Y Y Y Y |Hospital State - | Restriction Restriction
If necessary, plvease.use an additional sheet and check this box: ......0

Vermoht Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
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B.  Other Restrictions
Please provide a description of all resignatioﬁs 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 docurnenting these matters.

Date N _ ' _ Nature : S
M M|D D|Y Y Y Y |Hospital State |of Action | Action : Reason for Action

O In Lieu of

O In Settlement
O In Lieu of.

D In Settlement
O In Lieu of

O In Settlement a

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

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

)

A. ,!udgmentﬁ T : - ' .

Please provide a descriptioh 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'

M MlD D |Y-.Y Y Y |Court State | Nature of Case | Against You
| RevNiv bYvN 11y, w0 paik by |
JVPERWQR LYURT - Caveily Lor enre
o B_Arbitration perth — T vwu nok
pronary AT denf

0O Judgment

;0 Judgment

1 O Arbitration

O Judgment

1 Arbitration.

- - If necessary, please use an additional sheet and check this box: ... -/ .
Lt no papts o Ty wes f o ré LoVt
B. Settlements | |

sase prowidea description of all settlements ‘of medical malpractice claims againét
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.

Vérmbnt Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application .
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. . _ Amoﬁnt of Settlement
M MIDD|Y Y Y Y |Court : State | Against You .

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

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
Univeetided Bvionoma D¢ bund, | Condaf g fava  Mexioo] X

pfllvﬁ/m,) Medital (o "'L@'Jlﬁ. MLL/\\! . NL/ J14 17157

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

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.)

. Year of

Schgol/Institution Specialty City State |Graduation

UNiV. DF Olcudt. | Eanny Peptrie | Tulsd  olie|)[A1T7(P
If necessary, please use an additional sheet and check this box: ...... O

32. Specialty Board Certification fSee 26 VSA § 1368(a)(9)]

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.
vSpecialty . Specia-lty Name (if Board + |Year Year
Code code unknown) _ Certified Name of Board Certified |Recertified -
1Y) b Bl ) L g\ves O no AW\- 8'3\7{&’}{ V{" F P \ q.., 3 ( q‘\(‘) ,
; Oves [lno ’
Oves [Jno

Vermont Department of Health, Board of Medical 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/fellowship Lraining)'.;
MMY YYY |

34. Hospital Privileges [See 26 VSA § 1368(a)(11)]

List all hospitals where you currently have hospital staff privileges:

Name _ City _ State |Year Started
TovTHWErTAN VI M. (sie? femnilertn vitlvlala|?
If necessary, please use an additional sheet and ‘chéck this box: ...... 0

35. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #351s optiohal. 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. Appointments |

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

School : . City ". State ~Nature of Appointment From(yéa.r) To (year)
: 1 , o e T «
UNW- OF VeCMuS] BuRtiNGed e AJ;%QJSW 1940 | Presond
If nééessary, please use an additional sheet and check this box: ......00

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)

N\

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

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
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36, Publications [See 26 VSA § 1368(2)(13)] Note: Answering #36 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. A ‘
Title ’ Publication Year

r .

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

37. Activities [See 26 VSA § 1368(a)(14)] Note: Answering #37 is optional. By answéring, 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: ...... O

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

What is the location of your primary practice setting?

TownorCity:  |R|e|N|N[ 1 IN|C|TIP

State: i T

39. Translating Service:s~ [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?

-DYes B—]No \

!

If yes, please describe here the translating services available:

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

" . Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
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40. Medicﬁid/New Patients [See 26 VSA § 1368(a)(17)]

A. Medicaid participation : .
Do you part1c1pate in the Medicaid program7 Yes D No

B. New Medicaid Patients
Are you currently acceptmg new Medicaid patients? D Yes . No

4

Part V - Clinical Practice Questlons _
Please fill in all of the boxes below that describe your practice as a physician (check all that apply):
K Active in clinical practice (in direct patient care) in Vermont
O Active in clinical practice (in direct patient care) outside Vermont
-0 Administration _ | , |
& Teaching | o : | S
O Research | r
-0 Not currently in active practice

Are you currently pamc1patmg in re&dency or fellowshlp trammg" [:] Yes [Z} No

BEFORE YOU CONTINUE:

W 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.’

B 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/feliowship
tralan)”

{MMYYYY
o[¥I4171¥ (

42. For each locatlon in Vermont where you prov1de patlent care, please answer all of the questions:

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

A. Town or city (actual location, not mail address):
Site1: " |R |& N[N |VG|T|OIN i
Site 2: clvlTic A ND
. Site3; |

Site 4: *

Question - ’ Site 1 Site 2 Site 3 Site 4

B. Number of weeks per year that you spend

providing direct patient care at this site: L}

(Full-time is considered to be 48 weeks / year)

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physucuan L|cense Renewal 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 health center) ‘

Hospital-based practice (e.g., emergency
rooms, in-patient services, out-patient services,
laboratory, etc.) .......... seetssesnsntsnene e seaes ceeerenes

Schoo_l or college health center

Business or work site

Extended care/nursing home ...

Other: P(M\V\W)\' ‘DWW\)[}\/F)\%{

D. Specialties at each site:

Please note the specialty, using the code from the enc
enter the average number of hours during which you provi
treatment and clinical reporting, in a working week. Include both the ambulato
care hours of patients originating from this office or clinic. Exclude on-call hours.

losed Specialty Codes List. For each specialty,
de direct patient care, including diagnosis,
ry care hours and hospital

Site 1 Site 2 Site 3 Site 4
Specialty Code 0l6 o J |1 6l klO)1
(Specialty name, if qode UnKnown) .....ooeeerennens \
HoUTS PEF WEEK ...vveeeeivcercmsiieennins e 15|10 O3 ~
Secondary Specialty, if anY .....cccorereierrieriienens
.Hours é_er week in secondary specialty ............
Tertiary Specialty, if any ..............c.... R ‘
Hours per week in tertiary Specialty' .................. ‘
E. Please answer each question: Site 1 Site 2 Site 3 Site 4
I will accept new patients here ... fves 5= [&‘ ................... = I - O
I participate in Medicaid here .........coveniiences | oo B o | il B oo | et O i L [
I will accept new Medicaid patients bere .......... | ....... O e oo . O e | v O
I participate in Medicare here .........ccooeconrcusinns | v = B SR [T DO O e
I will accept new Medicare patients here .......... | ... O e e [ TN [ O IO T
Iwork as a 1OCUM 1ERENS NETE .oooererrereesvreesevee | oo O O e [ oo O e | e O e

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Appiication
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qut VI - Signature

Reminder - You must also complete the enclosed Applicant’s Statement Regarding Child Support, Taxes, Unemployment
Compensation Contributions ’

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: | /"W/L/VL S | 61,4{%@ o

rd ' Applican(’/s/ Signature

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

APPLICANT’S‘STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questidns 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 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) :

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 (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. ' : : .

| hereby certify that | am NOT in good standing with respect to child support dues 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". ' ' ‘

l:?ggarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade 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

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:

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

| hereby certify that | am NOT in good standing with respect to taxes due to thé 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

. Vermont Department of Health - Board of Medical Practice
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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 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 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: '

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

| 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 cértify that 21 V.S.A. § 1378 is not applicable to me because | am not now, nor have | ever
been, an employer. e

Social Security _ Date of Birt—

* 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 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 unlawful and
may jeopardize my license/certification/registration status.

Signature of Applicant Mg//“(ﬁ’\g/"\/ . Date - ‘D('{/(D‘Z'

Vermont Department of Health - Board of Medical Practice

Applicant’s Statement Regarding Child Support, Taxes, Unemployment Corﬁpensation Contributions
Page 2 of 2 - .




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 8 and 10) - Attach documents ‘

State - - " Year
. Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise
terminated ' '

\

l : . .
" Voluntarily surrendered or resigned a license to practice medicine or any healing art (Question 11)
- Attach documents ' A "

-

State , L ' Year

Circumstances

Disciplinary charges or action (Question 12) - Attach documents B )

* Name of organization involved__- ) ‘ - Date

Duration

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 admonition ‘ : -15 Medical Records Suspension
05 Restriction of right or-privilege ) 16 Probation

06 Non-renewal of right or privilege " 17 Assurance of Discontinuance
07 Fine . . 18 Consent Agreement
08 Required performance of public service 19 Letter of Agreement :
08 Education/Training/Counseling/Monitoring: 20 Expulsion from Membership -
10 Denial of rights or privilege ] 21 Reprimand )
11 Resignation . ) 22 Other (specify)

Circumstances

Denial of examination privileges (Question 13) - Attach documents i

State - ) ’  Year

Circumstances under which examination privileges denied




Vermont Department of Health - Board of Medical Practice
Form A o . -

Residency Training Pi'ogram(s) not completed - discontinued education, training, practice
(Questions 14 and 15) - Attach documents

Residency Training Prbgram(s)

Location of Programs __ i , : Year

Circumstances

Affecting Health Care Institution Staff Privileges, Employment or Appointment (Question 16) -
Attach documents ' '

Institution involved

Location L e Year

Circumstances

Privilege to prescribe controlied substances (Question 17) - Attach documents

Name of organization involved

Type of restriction ’ , ___Date

Circumstances of restriction

Criminal Investigation - Proceeding (Questiohs 18 and 20) - Attach documents

Court

City and State

Charge ____ : B ,

Description

Status

Vermont Department of Health - Board of Medical Practice
Form A - Page 2 of 3 v 3



Vermnont 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 illness of dependency to

/

Dates of treatment to _

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address _ : ' Telephone

Contact person at Prbgram

Investigétion by any other licensing board (Question 19) - Attach documents

Name of Licensing Board | : Date :

Location of Licensing Board___ A .

Circumstances

Vermont Department of Health - Board of Medical Practice
Form A - Page 3 of 3 ' ‘



0101
0102

0201
0202
0203

0301

0401
0402
0403
0404

0501
0502
0503
0504

0601
0602

0603

0701
0702
0703
0704
. 0705
0706
0707
0708

0709

0710
0711
0712
0713
- 0714

0715°

0716

0801
0802
0803
0804
0805
0806

0901
0902
1001

1101
1102
1103
1104
1105

1201

1301
1302

1401

1402
1403

(.

Vermont Department of Health - Board of Medical Practice '

Allergy and iImmunology
Clinical & Laboratory Immunology

Anesthesiology
Critical Care Medicine
Pain Management
Colon & Rectal Surgery

Demmatology
Dermatopathology

" Clinical & Laboratory Dermatology

Dermatological Immunology

Emergency Medicine

Medical Toxicology

Pediatric Emergency Medicine
Sports Medicine )
Family Practice f
-Geriatric Medicine
Sports Medicine

Internal Medicine
Adolescent Medicine
Cardiac Electrophysiology
Cardiovascular Disease -
Critical Care Medicine
Clinical & Lab immunology
Endocrinology Diabetes & Metabolism
Gastroenterology
Geriatric Medicine
Hematology
Infectious Disease
Medical Oncology
Nephrology
Pulmonary Disease

- Rheumatology
Sports Medicine

Medical Genetics
Clinical Biochemical Genetics
Clinical Biochemical/Molecular Genetics
Clinical Cytogenetics
Clinical Genetics (Md)
Clinical Molecular Genetics

Neurological Surgery
Critical Care Medicine
Nuclear Medicine

Obstetrics & Gynecology
Critical Care Medicine
Gynecologic Oncology

* Maternal & Fetal Medicine
Reproductive Endocrinology

Ophthaimology

Orthopaedic Surgery
Hand Surgery

Otolaryngology ,
Otology/Neurotology
Pediatric Otolaryngology

SPECIALTY CODES LIST

1501
1502

1604
1605
1606
1607
1608
1609

1610 -

1611
1612

1613-

1614
1615
1616
1617

1701

1801
1802

1901
1802
1903
1904
1905
1906

2001
2002
2003

Anatomic & Clinical Pathology

Anatomic Pathology )
Clinical Pathology
Blood Banking/Transfusion Medicine
Chemical Pathology
Cytopathology
Dermatopathology
Forensic Pathology

* Hematology
Immunopathology
Medical Microbiology -
Neuropathology
Pediatric Pathology

Pediatrics

Adolescent Medicine
Clinical & Laboratory immunology
Medical Toxicology
Neonatal-Perinatal Medicine
Pediatric Cardiology
Pediatric Critical Care Medicine
Pediatric Emergency Medicine
Pediatric Endocrinology
Pediatric Gastroenterology
Pediatric Hematology-Oncology

. Pediatric Infectious Disease
Pediatric Nephrology

- Pediatric Pulmonology
Pediatric Rheumatology
Pediatric Sports Medicine
Children with Special Health Needs

Physical Medicine & Rehabilitation

Plastic Surgery
Hand Surgery

Preventive Medicine
Aerospace Medicine
Occupational Medicine
Public Health & General Preventive
Medical Toxicology
Underseas Medicine

- Psychiatry & Neurology

(Board Name - Not A Specialty)
Psychiatry i
Neurology ~
Neurology With Special Qualifications

in Child Neurology
Addiction.Psychiatry
Child & Adolescent Psychiatry -
Forensic Psychiatry
Geriatric Psychiatry

Clinical Neurophysiology

Radiology
Diagnostic Radiology
Radiation Oncology

< Radiological Physics
Nuclear Radiology
Pediatric Radiology

Vascular & Interventional Radiology

| (primary care specialties in boldface)

2201

4024
4025

4026
4027
4028
4029
4030

4031
4032
4033
4034

9001

9999

Surgery ‘
Surgery Of The Hand
Pediatric Surgery
Surgical Critical Care
General Vascular Surgery

" Thoracic Surgery

Urology

Abdominal Surgery

Acupuncture

Addiction Medicine

Adult Reconstructive Orthopedics
Allergy

Cardiovascular Surgery
Clinical Pharmacology
Diabetes

Facial Plastic Surgery

General Practice

" Gynecology

Head & Neck Surgery
Hepatology
Homeopathic Medicine
immunology

Legal Medicine
Musculoskeletai Oncology
Neuroradiology

Nutrition

Obstetrics

Oral & Maxillofacial Surgery
Orthopedic Surgery Of The Spine
Orthopedic Trauma

Pain Medicine

Pediatric Allergy

Pediatric Ophthaimology
Pediatric Orthopedics
Pediatric Surgery (Neurology)
Pediatric Urology
Psychoanalysis

Radioisotopic Pathology
Sports-Medicine (Orthopedic Surgery)
Traumatic Surgery

Sleep Medicine

Rotating Internship (Residency)
Other - Please Specify
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STATE OF VERMONT . | BENNINGTON SUPERIOR COURT

BENNINGTON COUNTY, SS - CIVIL ACTION
- - DOCKET NO. v

RACHEL L. MIDDLESTEADT ).
Plaintiff ) ,
) -COMPLAINT:
) Negligence
) Res Ipsa Loquitor
)
)
)

V.

SOUTHERN VERMONT WOMEN'S MEDICAL
CENTER, DR. GOLD, THE BENNINGTON
FAMILY PRACTICE, P.A. PAUL GRAETHER
And John Does I-V

Medical Malpractice
Punitive Damages

Defendants )

NOW COMES the Plaintiff, Rachei L. Middlesteadt, by and through |

‘ undersigned counsel and by way of complaint against the Defendants, and -

each of them, alleges: - | | o L

1. At all times relevant to this cause of actiqn; the Plaintiff, Rachel L.
Middlesteadt, was a resident of Benningten County in the State of
Vermont. _ A /

2. The Defendant. Southern Vermont Women's Health Center upon
information and belief at all times relevant to this cause of action

- was and still is a Vermont Corporation with} a principal place of

business at 187 North \Main Street in Rutland, Vermont.

3. The Defendant, Dr. Gold, is, and was at all times relevant to this
lawsuit, a physician duly licenses to practice‘his profession in;t.he‘
State of Vermont, with offices at 187 North Main Street in Rutiand,
Vermont, where service of process will be had upon him. Upon
information and belief, the}'Southem Vermont Women's Health
Center is the p‘rofessional corporation of the individu_al Dr. Gold,
and Plaintiff hereby claims against the Defendant Dr. Gold and his

corporation.




N e
Upon information and belief,‘ the Defendant Bennington Family
Practice at all times relevant to this cause of action was and still is
Vermont Corporation wittt a princioal p'léce of bu’siness ét 140
-~ Hospital Drive, Bennington, Vermont.

At all times relqvant to this cause of action, P.A. Paul Graether was
the agent, servant and empioy%ee of the Defendant, Bennington
Family Practice and at all times relevant to this cause of action was
acting in the course and scope and service and agency and
employment of the Bennington Famity Practice.
The Plaintiff s cause of action against the Bennington Family
Practice and P.A. Paul Graether arises from (A) their resudence in
Bennington County State of Vermont; (B) committing negligence
and medical malpractice and other tortious acts in Bennington
| County, State ‘of Vermont; (C) causing tortious injury in Bennmgton
County, State of Vermont; (D) having sufficient minimum contacts
with the County of Bennington, State of Vermont, so as to confer |
personal jurisdiction over them. The amount in controversy,
exclusive of interest and costs, exceeds the minimum jurisdictional
requirements of the Bennington Superior Court |
The Pléintiff’s cause of action against the Southern Vermont
Women's Health Center and Dr. Gold arises from their (A) \
. transacting business in_Ben'nington County, State of Vermont; (B)
causing tortious injury to a Benningtoh County resident; and (C)
having sufficient minimum contacts with the County of Bennington,
State of Vermont, so as to confer persoriat jurisdiction over them.
The amourit in controversy, exclusive of interest énd costs, exceeds
the minimum jurisdictionat'r,equirements of the Bennington Superior
Court. | - | e
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11.

. .
. w‘ . —

At all times relevant to this cause of action, Dr. Gold was the agent,
servant and employee of the Southern V_ermont_Womeh’s Health
Center, and at all times relevant 16 this cause of action was aéting in
the course and scope and empioyment ahd agency ofi the Southern
Vermont Women's Health Center.

At all times relevant to this cause of action. the Plaintiff, Rachel L.
Middlesteadt was in the exercise of ordinary care and caution for her

own safety and well-being without any contributory negllgence on

‘her part.

On January 17, 1996 the Plaintiff was admitted to the Southern
Vermont Women's Health Center where she was diagnosed as

being 6.5 weeks pregnant The Plaintiff underwent an elective

procedure known as vacuum aspiration to termmate her pregnancy
‘Dunng the procedure, a speculum was inserted into the Plaintiff's

~ vagina. Her cervix was exposed and grasped with a tenaculum. A

paracervical block was instilled at 3 and 9 o'clock, using a total of 20

ml. of % zylocaine. The Pla‘int‘iff's uterus was sounded to 9 cm and

her cervix was progressively dilated to 23 mm. A 7 mm cannula was

" then inserted into her uterine cavity in an attempt to aspirate the .

products of conception..

At all times relevant to this cause of action,, a doctor-patient
relationship existed between the Plaintiff and th_e Southern Vermont
Women's Health Center, and the Bennington Family Préctice,‘ and
Defendant P.A. Paul Graether.

|
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‘The true names and capacity, whether individual, corporate,

associate or otherwise of Defendants, Southern Vermont Women'’s

_ Health Center and John Does |-V, inclusive, are unknown to the

| Plaintiff, who therefore sues said Defendants by said fictitious

names. Plaintiff is informed and believes, and thereon alleges, that
each of said Defendants is negiigently or otherwise responsible in
some ma’nnér for the events and happenings herein referred to and |
negligently or otherwise caused injuries and damages proximately
thereby to the Plaintiff as herein alleged. |

Plaintiff is uncertain as to the true names and status of the Southern
Vermont Women's Heath Center Defendants, or whether said
Defendants are corporations, general partnerships, limited
partnerships, unincorporated associations, or otherwise. Plaintiff is
informed 'and believes, and therefore alleoes that said Defendants
are duly licenses to do business, and were and are; doing business
under and by virtue of the laws ofd the State of Vt. When the true

status of said Defendants is ascertained, Plaintiff prays leave of this |

: Court to amend this Complaint accordingly.

Plaintiff further states that the Defendant, Dr. Gold, John Does I-V
and the Southern Vermont Women's Health Center were
professronally negligent and their conduct did fall below the

~

standard of care of ordinary careful, skillful and prudent physncuans

‘inthe handhng of the Plaintiff's procedure. Furthermore, that as a

result of Defendant’s mishandling of the Plaintiff's first-trimester

* pregnancy, not all of her fetal tissue was removed, resulting in an

incomplete abortion. ' S l .
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14,

15..

'

While Plaintiff was a patient at the Southern Vermont Women's

Healfh Center on January 17, 1996, said Women's Health Center,
by and through the égents and employees active within the course
and scope of their employment, was negligent by failing to diagnose,
recognize, test, detect and appropriately treat the procedure and
COmp!icatiohs incurred by the Plaintiff, Rachel L. Middlesteadt.

As a direct and proximate result of the Southern Vermont Women's
Health Center's negligence, and the medical malpractice of Dr.

Gold, John Does |-V and their agents, servants, and employees, the

| Plaintiff, Rachel L. Middlesteadt suffered an incomp]ete abortion at

épproximately nineteen weeks (19), gestation which resulted in

. permenent and irreprable mental and physical injury, pain and

suffering, mental anguish and increased medical expenses.

The Defendant, Southern Vermont Women's Health Center failed to

exercise reasonable and ordinary care, skill and diligence, and

.departed from the generally accepted and recognized standard of

care or skill of the medical community in the care, assistance and

treatment of the Plaintiff, and was therefore negiigent in performing

its duties to Plaintiff in one or more of the following particulars:

A)  In faiiing to adopt or implement policies and procedufes
sufficient to providé for adequate care, assistance and
treatment of the Plaintiff,

B) In failing to provide appropriate medical care, assistance, and
treatment to Plaintiff under the circumstances; |

C) In failing to provide proper follow-up care to the Plaintiff.;

D) in failing to remove the fetal tissue during Plaintiff's

s .

procedure;




16.

17.

E)

. .

G)

H)

)

K)
L)
M)

’

In failing to pursue a further investigation to explain Plaintiff's

' pathology report, and in failing up with uitra- sound ora repeat

pregnancy test.

Defendants failed to warn Plaintiff of the dangers in a missed
or, incomplete aboftion, specifically that if the products
concepﬁon are retained for more than about six weeks, the
Plaintiff may develop, among other thin‘gs‘, a serious
coagulation defect o

Defendants made an inadequate warning to the Plaintiff

concerning the risks and dangers of a missed or incomplete

* abortion , and failed'to provude any or proper follow-up -

mstructlons _ : ‘ ’

- was negligent in its care of the Plaintiff.
‘failed {o properly care for the Plaintiff.

Operated an inadequate, hazardous, unsafe, and below
standard heatth center whuch created a hazard to the publuc
and to the Plamtlff

Abandoned the Plaintiff. _

Failed to properly monitor the Plaintiff's condition.

Failed to prox)ide adequate abortion service facilities.

All of the above referenced acts and-or omissions by the Southern

Vermont Women's Health Center, and its agents, servants, and

employees. constituted departures from accepted standards of care.

The Defendant, Dr. Gold, and 'Jehn Doe Defendants |-V, were

negligent, careless, and reckless.in the following acts of commission

or omission in that:

A)
B)

- Failed to properly treat the Plaintiff.

Failed to properly monitor the Plaintiff,
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C) - Abandoned the Plaintiff.

D) Gave madequate orders and instructions to the Health Center
Staff regarding the follow up care of the Plaintiff.

E) | Improperly operated on the Plaintiff.

F) Neglected to care for the Plaintiff in the manner in which he
was cbligated to do. - T |

G') Failed to advise and to obtain the informed consent of the
Plaintiff with respect to the risks and dangers of an

incomplete abortion.

- As a direct and proximate result of one or more of the foregoing

negligent acts or missions on the part of the Defendants, and each
of them', the Plaintiff, Rachel L. Middlesteadt suffered a missed
abortion as a re_sult of whieh she had to undergo a second abortion
at approximately twenty (20) weeks. Said second abortion required
admission as an impatient on April 12, 1996 at Triangle Women's
Health Clinic in Chapel Hill, North Cerolina. Plaintiff has sustained
serious and permanent bodily ihjUry, necessitating medical, surgical
and related care,, and the reasonable expense thereof. Great pain,
distress and ahxiety have been suffered and always will be suffered
by Rachel L. Middlesteadt. She has required hospital and medical
care, aid and attention and may require the same in the future. The

emotional pain which is permanent in nature and will cause her life-

- log pain, humiliation, suffering, anxiety and embarrassment. The _

'Plaintiff had to undergo another surgical procedure which was far

more complex and complicated which was a direct and proximate
result of the Defendants and each of them. There is a probability

that she will have further complications in the future.




18.

1 .

20.

21.

22;

23.

24

Plaintiff at ali times relevant to this cause of action was free of any
contrlbutory neglugence

Plamtlff requests a jury trial on all issues so triable.

COUNT I

3 Plamtlff repeats and realleges paragraphs one through nineteen of

the first cause of action of this Complamt and makes said

paragraphs a part of thls, the second cause of action, as though fully

- set firth herern

That the Bennington Family Practnce holds itself out portends and

otherwrse informs the public, and more partlcularly in the mstance of
the Plamtrff that it had and possessed the reqursate skill,

competence know-how, facilities, personnel equment

technology, and mformatlon to properly care and treat the Plalntnff
That on or about the Plaintiff, Rachel L. Middiesteadt entered
Defendant's Family Practice at 140 Hospitalv Dive in Bennington,

Vermont and entrusted herself entirely to the care of the Defendants

o and P.A. Paul Graether, and each of them, that the Plaintiff

possessed no medical or professional knowledge nor did she have

any facilities to care, diagnose, mend or cure herself.
That at all times mentioned herein, the Plaintiff, Rachel L.

Middiesteadt, was»in the exercise of ordinary care and caution for

 her own safety and was free of any contributory negligence."

(At all times relevant to this cause of action, a patient-physician
relationship existed between Rachel L. Middlesteadt and the

Bennington Family Practice and its agents, servants, employees and

* P.A. Paul Graether.
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26.

® o

‘That it was incumbent of the Defendant, Bennington Family Practice,

and its agents, servants, and employees and P.A. Paul Graether

who was and were a fiduciary by virtue of the ébove, to take

appropriate precautions for its patient to wit: the highest degree of
care commensurate with its facilities, knowledge, informativon,
technology, and that the Defendants, and eaéh of them, failed to do

SO. '

That the Defendant, Bennington Family Practice, and its agents,

servants, and employees, and in particular P.A. Paul Graether, after

assuming the care and treatment of the Plaintiff, Rachel L.

Middlesteadt L. Middlesteadt, then and there care!essly and

negligently committed one or rhore of the following acts or omissions.

of corporate negligence and medical malpractice Interrogatory he |
treating the Plaintiff herein, as foliows;

A)  Negligently, carelessly and/or improperly failed to render, aid,
and service and follow-up care required of a family medical
practice through its.agents, servants, or employees to the
Plaintiff, Rachel L. Middlesteadt;

B) . Negligently, carelessly and-impropefly failed to take any to
the proper tests or diagnostic procedures to check on the
Plaintiff s condition; ‘V o

C) negligenﬁy, carelessly and improperly performed or failed to

| perform a proper pelvic examination of the Plaintiff; |

D) Negligently, carelessly and improperly reviewed the Plaintiff's
pathology, laboratbry and microscopic examination report,

E) Negligently, carelessly and imprbperly failed to. utilize.
ultrasound and sonogram as a very reliable method for

diagnosing the Plaintiff's incomplete abortion;




-

)

Jy

K)

—

, Ne.gligently, carelessly, and impmperly failed to utilize a

repeat pregnancy test or performing an ultrasound of the

Plaintiff's pelvis and uterus to_determine its contents;
Negligently, carelessly and improperly failed to provide and /
or utilize and equip adequate facivlitiesz instruments,
téchnology, and equipment taking into consideration ‘the
cdmmunity wherein the Defendant's Family Practice is
located and the degree of medical aid and service that a
family medical practice in the Bennington area would
_(;rdinarily render; A
Negligently, carelessly and improperly failed to do all the
necessary post-operative treatment.hc—;cessary for the care
and safety of the Plaintiff, | o
Negligently, carelessly and improp’erly failed to treat the
Plaintiff for the post‘-Operative complications for which she -
suffered; | ‘ ,

Negligently, carelessly and improperly failed to provide |
competent physicians, and consultants necessary'fof the
care, well-being and safety of the Plaintiff;

Negligently entrusted the care and treatment of the Plaintiff,
Rachel L. Middlesteadt to PA Pal Graether who carelessly
and negligently treated the Plaintiff and th failed to order
any diagnostic tests to confirm the Plaintiff's-condition:
The Bennington Family Practice carelessly and negligently
employed and engaged incompetent and unskilled personnel

including P.A. Paul Graether considering the' nature of the

. medical services that the Defendants were rendering on

behalf of the Plaintiff;
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M) The Benningtoyn Family Practice carelessly, negligently,

improperly and unskillfully attended and treated the P\laintiff, :
_ Rachel L. Middlesteadt. |

That as a djrect and pr'oxi‘mate result of dne or more of the foregoing -

wrongful acts and o:rvniss,ions of the Deféndaﬁt, Bennington Family

Practiée, and P.Af PéuI,Graether, and their égents, servants and

emp_l,oyees, the Plaintiff, Rachel L. Middlesteadt, was imprope'rly

diagnosed and ill advised and was not told that she suffered an

incomplete abortion and as a result, her pregnancy continued for an

additional thirteen weeks and although her abortion was incc')m.plete,

the Defehdants and espec'ially P.A. Paul Graether, did not utilize
and/or recomrﬁe_nd ultrasound or any test whatsoever to determEne
whether the Plaintiff was still pregnant. As a result of the aboveu
stéted negligence, the Plaintiff, Rachel L. Middlesteadt was admitted
to a Triangle Women’s Health Clinic where she was diagnoses as

19 weeks pregnant and had to undergo a Lamicel / Laminaria

_cervical dilator procedure in her cervix to terminate her pregnancy.

Prior to the procedure, Plaintiff's doctor advised Plaintiff that she
shoulid have the procedure because hér fetus may have been
damaged during the first incomplete abortion. Therefore as a direct
and proximate result of the said negligence and carelessness of the
Defendants, and each of them, Plaintiff was\cause to and did suffer -
severe and excruc@ating pain a_nd distressing mental anguish as a
result of having to go through an abortion at the nineteenth week of
pregnancy. Plaintiff has suffered and for a long period of time to
come will continue to suffer said pain‘and mental anguish as a result '

of said injuries.

1-
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29.

30.

31.

32,

As a result of the aforesaid injuries, Plaintiff has been generally

damaged in a sum in excess of the jurisdictional limits of the
Bennington Superior Court. -

- In the treatment of the aforesaid injuries, Plaintiff has incurred, and

may in the future incur Ilabuhty for physicians, surgeons, nurses.
hospital care, medicine, x-rays. and other medical treatment the true

and exact amount thereof being unknown to Plaintiff at this time, and

Plaintiff prays leave to amend this Complaint accordingly when the

true and exact cost thereof is ascertained by Plaintiff.

As a direct and proximate result of the said negligence and

‘carelessness of the Defendants and each of them, Plaintiff has

iincurred and will incur, loss if income, wages, profits and

commissions, a diminution if earning potential, and other pecuniary .

- losses, the full nature and extent of which are not yet known to

. Plaintiff, and leave is requesied to amend this Complaint to conform

to proof at time of trial. o
Plaintiff requests a jury trial on all issues so triable against the
Bennington Family Practice and P.A. Paul Graether.
| COUNT Il |
RES IPSA LOQUITOR
Plaintiff hereby repeats and incorporated by reference paragraphs
one through thirty one of'the first and second causes of action of this

Complaint, and makes said paragraphs a part of this, the third cause

of action, as through fully set forth herein.

a2
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34.

35.

. ) ~

During and as a direct and proximate resuilt of the actions and

' | omissions of Dr. Gold and the Southern Vermont Women's Health

Center and John Does |-V, along with their agents, servants and

employees during the procedure perforrhed onthe Plaintiffonor -

“about January 17, 1996, the Plaintiff suffered an incomplete abortion

at approximately six and one half weeks gestation. The negligence

- of the Defendants tesulied in the Plaintiff having to undergo a

second procedure at which time she was appfoximate_ly nineteen

~ weeks pregnant.

During the p\rocedure"at the Southern Vermont Women's Health
Center, the Pl-aintiff,RacheI L. Middlesteadt entrusted Plaintiff
completely to the care of the Defendants and each of them, and their
agents, servants, and employees, and thé damage and injury which
she received was caused by the procedures, instruments,
equipment, treatment and méthods, which were and had been
completely and exclusively under the Deféndants direction,

Y

management and control, and in the normal course of events, the

~_injuries and incomplete abortion would not have occurred if the

Defendants, and each of them had used ordinary care while
performing the procedure aﬁd 'utilizi'ng the instruments and methods
under their exclusive control and management. Whereféré, the
Plaintiff hereby relies on the inference of negligence érising from the
circumstances and general situation allowéd under the doctrine of
re_§ ipsa loquitor. ; ’ | \
As a proximate r',esult\of the negligence of the Defendants, and each
of them; under the inference of res ipsa loquitor, Plaintiff sustained

the injuries and damages hereinafter set forth.

13.
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COUNT FOUR
PUNITIVE DAMAGES

36. Plaintiff hereby incorporates and repeats by reference paragraphs
one through thirty five of the first, second and third causes of actlon
of this Complamt and makes said paragraphs a part of this, the

- fourth cause of action, as tnough fully set forth herein.

37. . Atall times herein mentioned, the Defendants, Bennington Famity
Practice, PA Paul Graether as hereinafter set forth in failing to order
-any diagnostic tests or to properly refer the P!annt'ff to a competent
physician in light of her having undergone such a medical procedure
to determine whether she had a complete or incomplete abortion
constituted recklessness and gross negligence, and a conscious
disregard for the safety of the Plai;tiff. Plaintiff is therefore entitled
to exemplary or punitive damages, which would serve to punish and
make examples of these Defendants, and each of them, inan
amount to be determined at trial.

38.  Plaintiff requests a jury trial on all issues so triable in this fourth

~ cause of action. | . |
WHEREFORE, Plaintiff prays judgment agalnst the Defendants

and each of them, as follows:
1)  For general damages according to proof;
2)  For exemplary or punitive damages according to proof;
3) For Plaintiff s loss of income, wages and earmng potential

accordlng to proof;, ,
4) For Plaintiff s medical and related damages according to
proof; | |

5) For Plaintiff's costs of suit herein; and

14
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6) For such other and further relief as to the Court that may
seem just and proper.

Dated at Bennington, Vermont this déy'of December, 1997.

Gerard J. Altieri, Esq.
Attorney for the Plaintiff
407 Main Street
Bennington, Vermont 05201
(802) 447-3110

-15
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‘Bennington-Family Practice
140 Hospital Drive, Suite 108
Bennington, Vermont 05201

Vermont Department of Health

Board of Medical Practices
108 cherry Street

PO Box 70 '
Burlington, Vermont 05402

Dea‘r‘Medical Practice Board, )

On my application to rénew my license | incorrectly filled out section 29 A.
There was no court judgment against me. The section that should have been
filled out was 29 B. | have enclosed pages 7 and 8 to replace the original ones-|

~ had sent in. Please call if there is any additional information you need to process

my license renewal. Thank you for your help in this matter.

S

Sincerely, W E%Oﬂ % -
EddLyon,MD | '
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Edd Lyon, MD
140 Hospital Drive
o Benmngtonw 05207 T I

Vermont Department of Health .
- Board of Medical Practice - - :

l. 11;\1_1 H Y Agency of Hurﬁan Services
VERMONTIERS '

2010

November 25, 2002

VERMONT Q\)r\ 10 0F
EUICr\L HA CHCE

Dear Physician:

Your 2002 Physician License Renewal application has been received by this ofﬁce and
cannot be processed until the following information is received.

Q $350 I \
O s25iatefee 294 was filied oud and ,1L WES

Q Page 1, item | | mcof[u',ﬂy ﬁ/u.ld M

a Page 2, item
QO Page 3, item WW o
0O Page 4, item .

QO Page 5, item ___

'O Page 6, item
o Page 7. fom et e tali i fpr 24

0 Page 8, item
Q Page 9, item
Q Page 10, item
QO Page 11, item
L) Page 12, item
O Page 13, item '
O Child Support, Taxes, Unemployment Compensation Statement
0O Number 1 — check one of the two statements
O Number 2 — check one of the two statements
O Number 3 — check one of the three statements
Q Completed Form A '

The page(s) that needs completion (if applicable) is attached. Please complete the
necessary item, initial, date and return as soon as possibie so that'processing may be finalized.

Thank you.
Sincerely,
Medical Practice Board ‘
- (802) 657-4220
Enclosures .

108 Cherry Street « PO BoOX 70 « Burlington, VT 05402-0070 TEL 802- 657-4220 or 800-745-7371
' o FAX 802- 6574227



B. Other Restrictions

tb:UVZ FAA 8UZ44Zbuol4 penil. rdm. rirac. . Gy v T
ToU ' L9i1d FAA OUZ Q&0 J34dU Vi.meqalcsal posara : 7 00;

Please provide 2 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 of character in that hospital within
the past 10 years. Please provide copies’of papers fully documenting these mattérs.

/M M|D D|Y Y Y Y |Hospitat  |State’|of Action | |Action

TN — :
Rcasonf_m-Action

- |0 m Lieuof
D ;| O In Sentlement
‘|0 b Licuof
S .| O In Setlement
— : O In Lieu of
B 0w Senement
If necessary, please use ao additional sheet and check this box: -.....0 -
120 Medical jce Court Jud ttloments [See 26:VSA § 1368(a)(6A)]
A, . Judgments o o -
, Please provide a description of all medxcnl mnlpm:m:: caun judgments against you dnd
afl medical malpractice arbitration awards against yoh within the past 10 years in which
a payment was awarded to a complaining party. Please provide copies of papers fully
documenting these matters. S . o : i
Date , o \ : L ~ © | Amount Assessed
MM|D D|Y Y Y Y |Count i .i|Stae |Notureof Casc |Against You | -

u; J'udgmg nt
) Arbitration:

Cl J udgrﬁ:nt
| O Arbitration

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

Plesse provide a description of all sertiernents of medical m:i]pfactine 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. P

_ Vemnant Department of Mealth. Board of Madical Practics - 2002-2004 Physician License Renewal Applicaton
. Pags 7 of 13 B ’ .
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Date ' Amount of Settlement
M M|IDDI|Y Y Y Y|Cout = State | Against You
012212 1ololO anghngwor £ 17,000%2

- Gwt, -

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

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
Varvertided Bvionoma hl buad. | Cuadn|n 1 ava  Minip 1
Mbm\r) M‘-dru,n.l- v IML '(HL-LINI , N LI 117157

; } + -
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 10
provide an update for the statutory web profile.)

' , . | Year of

School/Institution Specialty . City State |Graduation

Univ. pF O, Eamny Patrpe| Tousd vic| Al 2!P
If necessary, please use an additional sheet and check this box: ...... O

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

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

provided.
Specialty Specialty Name (if Board - 4 ' Year Year
Code code unknown) ACentified - Name of Board . 1Cerufied Recentiified
olbip}) |t ves Cino Am. Sswvd of F.P. 1473 | 1947

Clyes [l no

Oves Ono

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
Page 8 of 13
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Edd Lyon, MD
140 Hospital Drive
Bennington VT 05201

Vermont Department of Health
Board of Medical Practice

Agency of Humaﬁ Services

VERMONTERS

2010

November 25, 2002

Dear Physician"

Your 2002 Physncuan License Renewal application has been received by this offlce and
cannot be processed until the followmg information is received.

QO $350 renewal fee ‘ . * )
0O $25 late fee 29A was ‘ﬁltcd out and W was

Q Page 1, item ' ‘ “’\COYQ('/Hy Mld Tut

0O Page 2, item
Q. Page 3, item . ‘ WW
O Page 4, item ' V/,XU %ﬁﬂa
Q Page 5, item ‘
g/Bage 6, item
Page 7, item _Cﬂang.gm‘mihﬂcyv#" 29

0O Page 8, item '
Q Page 9, item
O Page 10, item
U Page 11, item
O Page 12, item ' [
O Page 13, item
£ Child Support, Taxes, ‘Unemployment Compensation Statement

O Number 1 — check one of the two statements

O Number 2 - check one of the two statements

0 Number 3 — check one of the three statements
 Completed Form A :

The page(s) that needs compietion (if applicable) is attached. Please complete the
necessary item, initial, date and return as soon as possible so that processing may be finalized.

Thank you. f L.
- Sincerely,
Medical Practice Board
(802) 657-4220
_ Enclosures

108 Cherry Street ». PO Box 70 < Burlington, VT 05402-0070  TEL B02- 657-4220 or 800.745-737
| - FAX 802- 657-4227



Edd Lyon, MD
140 Hospital Drive
. Bennington VT 05201

Vermont Department of Health -
Board of Medical Practice ‘

: VF] \10\1 TERS Ag“-’"‘}’ 0f Human Services
i .

2/01 (0,

November 25, 2002

Dear Physician:

Your 2002 Physician License Renewal apphcatlon has been received by thlS ofﬂce and
. cannot be processed until the foIIowmg mformatlon is received. '

O $350 renewal fee
Q $25 late fee
U Page 1, item
U Page 2, item
O Page 3, item
O Page 4, item

O Page 5, item . : _
Q Page 6, item '

Y'Page 7, tom _Clae s o Fallzem—fpr 29
U - Page 8, item . o -
O Page 9, item ' :

O Page 10, item
U Page 11, item
Q Page 12, item
U Page 13, item

- Child Support, Taxes, Unemployment Compensation Statement
O Number 1 — check one of the two statements
O Number 2 — check one of the two statements
O Number 3 — check one of the three statements
a Completed Form A

The page(s) that needs completlon (if apphcable) 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 PracticI:e Board
- (802) 657-4220
Enclosures

108 Cherry Street ¢+ PO Box 70 e Burlington, VT 05402-0070  TEL 802- 657-4220 or 800-745-7371
‘ FAX 802- 657-4227
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VERMONT DEPARTMENT OF HEALTH ' L 6
BOARD OF MEDICAL PRACTICE i '\‘)—:7
~ 108 Cherry Street, PO Box 70 \\y

Burlington VT 05402-0070
802 657-4220 or 800-745-7371

2004 PHYSICIAN'S LICENSE RENEWAL APPLICATION

| | PART |

1. Yourlegal name: LYON, EDD GILBERT
Last Name . First Name Middie Name R . Suffix
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 llcensed in Vermont or elsewhere
"in the past two years; S B R I

b

H

Last Name First Name Migdle N_am:e: — T T SR
b. Indicate your name, as it shoulq appear on your lig nse o D '
LNoN EDDN UBERT. M

Last Name First Name ! _,Mlddle_ Name: . = - Suffix

2. Your.Date of Birth:

3. Home Address:

(City)

4. Work Address:
140 HOSPITAL DRIVE "
BENNINGTON, VT 05201

(Street)

(City) | . (State) - ‘ (Zip) =

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: _____

Vermont Department of Health, Board of Medica\l Practice
Physician’s License Renewal Application 5-17-04
Page 1 0of 15
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o

7. Work Telephone Number with Area Code: ( 3 7= ) L“(‘l ‘T - ” q,)

8. E-mail address:

Please check here if the De to send you public health‘information.

" yes o no
PART I
9. Were you in active practice in Vermont in the pést 12 Months? yfyes w©no

10. Do you hold, or have you ever Held, a medical license in any other state? yes ono
if yes, complete the section below and attach additional pages if necessary. ‘

None reported

State License Number Type of License  Date Issued . Status (Active or Inactive)

| BlcL A, | M) |2 79 Innctive

t

Al

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 healmg art?
oyes Wno .

12. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
oyes gno |

13. Have you ever voluntarily suspended, surrendered or resngned a license to practice medlcme or any
other healing art in lieu of disciplinary action?

oyes §no

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)?

oyes R®nNo

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

‘oyes Eno

16. Have you ever discontinued your education, tramlng, or practice for a period of more than three months
for reasons other than a family need? :

oyes “no _ ' ‘

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

oyes §no

18. Have you ever had staff pfivileges,.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 “no

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
Page 2 of 15 .



;

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

O yes ';(no

20. Are you presently or have you ever been a defendant in a criminai proceeding?

oyes ':g\nd
PART Ill

“(Unless otherwise ordered by a court, your responses to the questions in Part lil are considered exempt
from public disciosure.)

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

21. To your knowled

he subject of an investigation by any other licensing board as of the date
of this application? . ' .

ubject of a criminal investigation? -

The foIIoWing definitions are provided to assist you in answering questions 23 through 25.

22. To your knowledge, are y

" 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” - 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
illness, 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 illegaily.

"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 con’trdlled 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 doés 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 fmmth reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances
that your medical condition is reduced or amefiorated because, for example,
you have received or do receive ongoing treatment (with or without medication) or have

Vermont Department of Health, Board of Medicé{ Practice
Physician’s License Renewal Application 5-17-04
Page 30f 15 :



participated or do participate in a monitoring program. "

\

24. Are you currently engaged in the use of alcohol or other chemlcal substances that in any way impairs

your Mmedlcme 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 part1cnpate ina
monitoring program.

25. -gaged 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 1999, part of each license fee has been used-to create and mamtam the Vermont Practltloners
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 v

The following questions are requwed 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 phySIClan profile is located at the following, website
bttp://healthyvermonters. com/bmp/mbsearchform shiml.

Please mclude 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 applucatlon We
cannot process your application without them

| L - - 1o 0V
26. Criminal Convictions [26 VSA § 1368(a)(1)] Check here if none E’ D{ q / (

Please provide a description cf all crimes (fe‘cmns and misdemeanaors; this includes DU! but nct speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please

provide complete coples of documentation for each matter.
None reported’ :

N

(Conviction Date) . (Court) ~ (City/State) (Crime a//w 0 ;i o

- 27. Noio ContendereIMatters Continued [26 VSA § 1368(a)(2 ')] ‘Check here if none E _ _
Please provide a descrlptnon 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 jirisdiction not listed below. Please provide complete copies of documentation for each
matter.

None reported
Vermont Department of Health, Board of Medical Practice -

Physician’s License Renewal Application 5-17-04 )
. Page40of 15 {
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(Conviction Date) (Courty (City/Sta{e) ' (Charge)

28. Vermont Board of Medical Practlce Matters [26 VSA§ 1368(a)(3)] X Check here if none

Please prowde a description of all formal charges served, findings, conclusions, and orders of the Board of

Medical Practice (lncludmg stipulations), and final disposition of such matters by the courts, if appealed
None reported !

-

(Date) _ (Final Dispositioh - Summary)

t

29. Llcensmg or Certification Authontv Matters in Other States [26 VSA § 1368(a)(4)]
P<Check here if none

Piease 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, 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) . , :

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

A Revocation/involuntary Restrictions : “¥.Check here if none

. : Please provide a description of any revocation or involuntary restriction of your hospital privileges ?
that were relatéd to competence or character and were issued by the hospital's governing body or
any other official of the hospital after procedurai due process (opportunity for hearing) was afforded

to you if not listed below. Please provide complete copies of documentation for each matter.
None reported :

hl

(Date) (Hospital) (State)  (Nature of Restriction) (Reason for Restriction)

B. " Other Restrictions ' , yQ Check here if none -

Please prowde a description of all resignations from, or non-renewal of, medical staff membershlp
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. '
.None reported

(Date) (Hospitel) ~(State)

(Nature of Action) | . - (Action) ) :
In lieu In settler_nent

(Reason for Action)

Vermont Department of Health, Board of Medical Practice -
Physician’s License Renewal Application 5-17-04
Page 5 of 15



- 31. Medical Malpractice Court Judgmer_\tsISettIements [26 VSA § 1368(a)(6A)]

A Judgments . . ' X 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.

Judgement Arbitration

None
(Date) ' (Court) (State)  (Nature of Case) (Amount Assessed Against You)
B. Settlements ' T _ a Check here if nbne

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. ~

72 Avq 2000 NC $// 000, 0?

‘ (Date) ~ s (Court) . (State) (Amount of Settlement Against You)

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

Please prowde the names of medical professional schools you attended and the dates of graduation if not
listed below.

ALBANY MEDICAL COLLEGE, NY

1975
(School/Institution) (City) : (State) (Year of Graduation).
If necessary, please use an additional sheet and check this box: ......00
33. Graduate Medical Educatioanésidency [26 VSA §-1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
not listed below. A

University of Oklahoma College of Medicine-Tulsa ,0OK
Family Practice ! '

1978 o _ ;

(School/Institution) (Specialty) (City) (State) (Year of
Graduation) ‘ , '

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

Vermont Department of Health, Board of Medical Practice
Physician's License Renewal Appiication 5-17-04 ) i .
Page 6 of 15 ) :



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

1978, 1997
Specialty Specialty Name (if code |Board Certified Year Year
Code unknown) Name of Board Certified  |Recertified
040! . SLIELLRE. Y B«an? .l 1978 | 2003
Oyes Ono

35. Years of Practice [Zé VSA § 1368(a)(10)]

Month and year you started practicing as a physician? 8//1378

36. Hospital Privileges [26 VSA § 1368(a)(11)]

m]

Check here if none

List all information for all hospitals where you currently have hospital staff privileges if not listed below:

Southwestern Med. Ctr.

VT

(1978-)

5N

(Name)

(City)

(State)

'37.  Appointments/Teaching [26 VSA § 1368(a)(12)]

(Year Started)

Note: Answering #37 is optional. By answerlng you are grantlng permission to have this information posted
on the web, exactly as provided to the Board.

A. Aggomtment

Please provide information about your appointments to medical school or professmnal school
faculties if not listed.

University of Vermont

Burlington, VT

Associate Professor

1990 -~ present

o Check here if none

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04

Page 7 of 15




.38.

" 40.

41.

'39.

1

(Schoot) (City) " (State) (Nature of Appointment) From (year) To (year)

B. Teaching =~ ’ w.Check here if none

Please provide information regarding your responsublhty 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)

Publications: [26 VSA § 1368(a)(13)] ¥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.

Please provide information regarding your publications in peer-reviewed medical literature within the past
10 years if not listed. ’

None reported

~

 (Title) — ) (Publication) -~ T (Yean)

Activities [26 VSA § 1368(a)(14)] ¥ Check here if none

Note: Answering #39 i |s optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

>

Please provide information regardmg your professmnal or commumty service activities and awards if not
hsted

“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? BENNINGTON, VT

Townor City - s State

Translating Services [26 VSA § 1368(a)(16)] ﬁ’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

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
Page 8 of 15



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

42 Medicaid/New Patients [26 VSA § 1368(a)(17)]

A Medicaid participation ' o ' ) '
N Do you par’ucnpate in the Medicaid program’? )(yes ono o not applicable
B. New Medicaid Patients '

Are you currently accepting new Medicaid patients? )§\yes ono o notapplicable '

PartV:

I hereby affirm that the information provided above is true and accurate, and that | have answered the questlons to
the best of my knowledge and ablllty

Date: qfﬂ/ﬂ"‘ - _ w XA«V\MD
U Appllcant’s‘S;gnatureg

‘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 Renewal Application 5-17-04
Page 9 of 15



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 , 5 : Year

\
Circumstances’

(Question 14) Disciplinary charges or action - Attach documents

f

Name of organization involved - » ' Date

Duration

Action taken (circle all that apply)

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-renewal of right or privilege
07 Fine
08 Required performance of public service
08 Education/Training/Counseling/Monitoring
10 Denial of rights or privilege
11 Resignation

12 Leave of absence

13 Withdrawal of an application

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 Other (specify)

Circumstances

(Question 15) Denial of examination privileges - Attach documents

State : . Year -

Circumstances under which-examination privileges denied

Vermont Department of Health, Board of Medical Practice ’ :
Physician’s License Renewal Application 5-17-04
Page 10 of 15 :



(Questions 16 and 17) ReSIdency Trammg Program(s) not completed - dlscontmued education, training,
practice - Attach documents

H

Residency Training Program(s)

Location of Programs . ' Year

Circumstances -

(Questlon 18) Affectlng Health Care Instltutlon Staff inleges, Employment or Appointment - Attach
documents

Institution involved

Location B = Year

Circumstances

-

(Question 19) Privilege to>prescribe controlled substances - Attach documents

Name of organization involved ’ 3 : -

' Type of restriction . ' -Date

Circumstances of restriction

(Questions 20 and 22) Criminal Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description ‘ L ' :

Status

Conviction? Yes ____No V ‘rDate : : -

Vermont Department of Health, Board of Medicall Practice
Physician’s License Renewal Application 5-17-04
Page 11 of 15



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 tréatment - field of practice - use of chemical substances

Dates of iliness or dependency | ' to

Dates of treatment . o ~ to_

Name of Réhabilitatidn/Professiorial Aésistancé or Monitori'ng 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 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 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. ‘ ‘

TR

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

Vermont Department of Health, Board of Medical Practice
Physician's License Renewal Application 5-17-04
Page 12 of 15



\

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 Consultant Specialist 15 Workmen’s Compensation Evaluator N
06 Surgeon ) _ 16 Court Psychiatrist

07 Fellow ' 17 On-Call Physician

08 PGY1 | 18 Group Practitioner/Partner

09 PGY 2 ' 19 Other: Specify

10 PGY 3 20 Unknown

Your Legal Representative in this matter (include name, address and telephone number)

"Name

Firm

Address N

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 B

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) / /

i

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.

Vermont Department of Health, Board of Médical Practice”
Physician’s License Renewal Application 5-17-04
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Additional information, if any:

Vermont Departmént of Hea!fh, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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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 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 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. (15V.S.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) I am subjecttoa -
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.

: . : 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 "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 would impose an unreasonable hardship. (32 V.S.A. § 3113)
2. g\%u 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 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 :
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 unreasonable hardship. Please forward an "Application for Hardship”.
Regarding Unempioyment 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 penaities 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 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:
3} | 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 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. :

. o or
- O [Ihereby certify that 21 V.S.A. § 1378 is not ap

Social Security #_ Date of Birt ) .
* 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 laws, to
identify individuals affected by such laws, and by the Office of Child Support. ’

: - i 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 | understand
providing false information or omission of information is unlawful and may jeopardize my license/certification/registration status.

Signature of Applicant; 6M "WO Date 5]/ 7 . / v ‘4

Vermont Department of Health, Board of Medical Pragtic
Physician's License Renewal Application 5-17-04
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GENERAL RELEASE

T

TO ALL TO WHOM THESE PRESENTS SHALL COME OR MAY CONCERN, GREETING:

KNOW YE THAT I, Rachel L. Middlesteadt, for and in consideration of the total sum of
- ELEVEN THOUSAND and NO/100 DOLLARS ($11,000.00), lawful money of the United States, to
me in hand paid by Bennington Family Practice and Clarence Paul Graether, F.N.P., P.A.-C., the receipt .
whereof is hereby acknowledged, have remised, released and forever discharged and by these presents
do for myself, my heirs, executors and administrators and assigns the said Bennington Family Practice
and its successors, employees and agents and Clarence Paul Graether, F.N.P., P.A.-C. and his heirs,
' executors and administrators of and from any and all manner of action and-actions, cause and causes of
action, suits, uanabes judginents, execuiions, ciaims for personal injuries, property damage and demands
whatsoever, known or unknown, in law or in equity, which I ever had, now have or which my heirs,
executors, administrators or assigns hereafter can, shall, ormay have against Bennington Family Practice
and its successors, employees and agents and Clarence Paul Graether, FN.P., P.A.-C. and his heirs,
executors and administrators for, upon, or by reason of, any matter, cause or thing whatsoever, from the
beginning of the world to the day of the date of these presents and particularly, but without in any manner
limiting the foregoing, on account of any and all claims arising out of care and treatment provided by -
‘agents or employees of Bennington Family Practice, including but not limited to Clarence Paul Graether,
F.N.P., P.A.-C., which were or could have been the subject matter of a lawsuit entitled Rachel L.
Middlesteadt v. Southern Vermont Women’s Health Center, Inc., Bennington Family Practice and
'Clarence Paul Graether F.N.P. P.A-C, ﬁled in Bennington Superior Court, Docket No.: 46-2-98 Bncv.

Settlement Not An Admission of Llablhgg I, Rachel L. Middlesteadt; further agree that I have
accepted payment of the sum specified herein as a complete compromise of matters involving disputed
issues of law and fact and I assume the risk that the facts or law may be otherwise than I believe. It is
understood and agreed to by the parties that this settlement is a compromise of a doubtful and disputed
claim and the payment is not to be construed as an admission of liability on the part of Bennington

Family Practice, or any of its employees or agents, including but not limited to Clarence Paul Graether,
FNP.,PA-C. by whom hablhty is expressly denied.

Indernmificanon: 1, Raciel L. Middiesteadt, further. perxse andblnd mysexf jointly and severally,
to indemnify and hold harmless the said Benmngton Family Practice and its successors, employees and -
agents and Clarence Paul Graether, F.N.P., P.A.-C. and his heirs, executors and administrators, from any
lien(s) that may hereafter be asserted With respect to the aforesaid consideration of $11,000.



Confidentiality: The parties agree that they shall keep the terms and’ amount of this settlement
confidential. Neither party will discuss the amount or terms of this release and agreement with the media
or other persons who have no legitimate interest in its terms. Nothing in this paragraph will prohibit
either party from discussing the fact of or the terms of this settlement with a spouse, an employee, an

attorney, an insurer or any other person or entity with legitimate and lawful reasons for requmng this -
information.

IT IS FURTHER AGREED that there are no collateral or outside agreements of any kind
between the parties hereto and that said payment is an accord and satlsfactlon of a disputed claim.

I hereby declare and represent that the Injuries sustained by me may be permanent and

- progressive, that all injuries, damages and losses, may not be fully known, and may be more numerous
or serious than now expected. In making this release, I rely wholly upon my own judgment about the
future development, pivgress and tesult 67 any injuries, known and unknown. 1have not beeninfluenced
to any extent whatsoever in making this release by any representations (regarding any alleged injuries or
the legal liability therefor) made by the releasee, by any person representing the releasee, or by any

- employee or agent of the releasee. 1 accept the above-mentioned sum in full settlement of all clalms for
mjunes known or unknown.

OM IN WITNESS WHEREOF, we have hereunto set our hands and seal this 922 day of

, two thousand. .

f{achel L. Middlesteadt

STATE OF NORTH CAROLINA -
COUNTY OF LQN(/E .88.

On this Qll day of A‘\A@ wu S‘T -, 2000, before me personally appeared Rachel L.
Middlesteadt, to me known to be the person described herein, and who executed the foregoing release
and she acKnow;eugea that siie executed the s

el

Notary Pubhc

b4

Clients:214821_v1: 3157-00114



VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
. 108 Cherry Street, PO Box 70
N Burlington VT 05402-0070
o 802 657-4220 or 800-745-7371

c 2006 PHYSICIAN'S LICENSE RENEWAL APPLICATION -
PART I

. License Number: 042-0006255
1.5) Your legal name:
- Edd Gilbert Lyon

a. Have you ever legally changed yoqrvname? __Yes_X No

If yes, enter your former name and any other name(s) under which you were licensed in VermontAor_ elsewhere
. in the past two years; . :

Last Name _ First Name Middle Name: ' » " Suffix

<

b. indicate your name, as it should appear on ydur license:

Lyon _ Bdad Gilbert .
* Last Name ' First Name Middle Name:

2. Your Date of Birth: -

3. Home Address and email address:

140 Hospital Dr., Ste. 108
Bennington, VT 05201

4. Work Addresso:
140 Hospital Dr., Ste. 108

Benniniton,VT05201 ’ -

5. Please check your preferred mailing address: _Home. _x 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: (_802 ) 447-1191

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.
Xxiyes ono o

t of Haslth. Board of Medical Praciice
& wewal License Application (Revised 8/14/08)




PART Il
9. Were you in actiVe practice in Vermont in the past 12 Months? j;pyes ono

10. Do you hold or have you ever held a med|cal license (including temporary) in any other state?
’ Xiyes 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 other,
‘ e.g. conditioned, restricted, limited). -
/ 0K 1975 ’ '
. Medical inactive

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAlNED ON THE ENCLOSED
: FORM A.

11. Have you.ever applied for and been _denied a license to practice medicine or any other healing art? .
oyes Xono : . _

12, Have you ever withdrawn an apphcatlon for a license to practice medlcme or any other healing art?
oyes [no

13. Have you ever voluntarily suspended, surrendered or resugned a license to practlce medlcme or any
other healing art in lieu of disciplinary action?

oyes &no -

14. Are any formal dlsmpllnary 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, natlonal state or local)?

oyes gno

15. Have you ever been denied the prnvnlege of takmg an examination before any state medical examlmng
board’?

oyes X¥no

16. Have you ever discontinued your educatlon training, or practice for a period of more than three months
for reasons other than a family need? :

oyes X no

17. Have you ever been dismissed or suspended from, or asked to Ieave a residency trammg program
before completion?

oyes xpno

18. Have you ever had staff pnwleges employment or apponntment 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? ’

‘nyes Xino

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?

oyes cXno :

20. Are you presently or have you ever been a defendant in a criminal proceeding?
o yes Xno

Vermont Dapartment of Healih, Board of Medical Practice

Physician 2008 Renewal License Application (Revised 8/14/08)
Page 2 of 378



PART Il

(Un!ess otherwise ordered by a court, your responses to the questions in Part lif 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 yod the subject of an investigation by any other licensing board as of the date
of this application? - -

22.-To your knowledge, are you presently the ‘subjegt of a criminal investigation?

The foliowing deﬂh_itions are provided to assist you in answering questibns 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 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" - 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 i_nélude alcohol, drugs, or medications,v 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.

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

"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. : ' ' '

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

your th 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. -

. 24. Are you currently engaged in the use of alcohol or other chemical substances that in any way impairs
your ability to practice medicine in your field of practice with reasonable skill and safety?

ant of Health, £




n

In explaining a “Yes” answer on Form A, please provide reasonable.assurances that your
use is reducéd 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. Mgaged in the illegal use of controlled substances?

Sinﬂce‘1999, part of each license fee has been used to create and maintain the Vermont Practitioners

identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For

CONFIDENTIAL ASSISTANCE IS AVAILABLE

- Health Program, a service of the Vermont Medical Society. - This is a confidential program for the

further information about this program, call 802- 223 0400 (a confldential 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 avallable to the publlc Your physician profile is located at the following website
http://héalthvermont.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. .

27.

28.

- (Conviction Date) - {(Court) - » (City/State) - (Charge)

o

Criminal Convictions [26 VSA § 1368(a)(1)] X Check here if none

Please provide a description of all crimes (felonies and misdemeaners; 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

(Conviction Date) - {(Court) o (City/Sta‘te) (Crime)

Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] & Check here if none

Please provide a descrlptlon of all charges to which you pleaded * ‘nolo contendere” (“I will not contest it") o
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)] 7.} Check here if none

H

Please provide a descrlptlon of all formal charges served, findings, conclusmns and orders of the Board of
Medlcal Practice (inciuding stipulations), and final disposition of such matters by the courts, if appealed.




" None reported

(Date) . : (Final Disposition - Summary)

29. chensrng or Certification Authority Matters in Other States [26 VSA§ 1368( )(4)]
X Check here if none

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, if not listed below. Please provide complete copies of
documentatron for each matter.

None reported

(Date of Final Disposition){Licensing or Certification Authori‘ty) (Court) (City/State) (Nature of Charge)

30. Restriction of Hospifal Privileges  [26 VSA § 1368(3)(5)]

A, Revocatlonllnvoluntarv Restrrctlons - _ »Check here if none .
Please provrde a descrrptlon of any revocation or rnvoluntary 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 o _ * X(Check here if none

Please provrde a description of all resignations from or non-renewal of, medical staff membership =
or the restriction of privileges at a hospital taken in Ileu 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.

None reported

(Date) . T (Hospital) _ | State)

(Nature of Action) ~ (Action)

0 Inlieu 0 In settlement
(Reason for Action) :

31. Medrcal Malpractice Court Judgments/Settiements [26 VSA § 1368(a)(6A)]
A Judgments , ; X Check here if none

Please complete the attached Form A and prowde a description of all medical malpractice court
judgments against you and all medical malpractice arbitration awards against you within the past
10 years (10years 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.

Etf Soard of Medical Practice
on {Revised 6/14/06;

Vermont Daparimant of H
Physician 2006 Renewal L
_ Page 50378




32,

33.

34,

YVermont Department of Health, B
Physicizn 2008 Renewal Licenss
Page 6 of 378

O Judgement O Arbitration

None reported

(Date). (Court) . (State) (Nature of Case) (Amount Assessed Against You)
Settlements - : : 0 Check here if none

Please provide a description of all settlements of medical malpractice c|airﬁs 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 mclude final

_ dlsposmon and, if pOSSIble a copy of the complaint for each matter _ _ !

8/22/2000
Bennington Superior Court VT
11000.
Improper treatment: ObstetrlcslenecoIogy -related; Named as member of practice,
not directly mvolved in patient’s care. . S«t H\ML V\}:‘” 0‘( D(?\W‘\’ IW) M“\Pﬂlﬁh&;
| - Carvite fur ¥ poo
" (Date) (Court) - (State) ‘ (Amount of Settlement Against You)

Medical Professnonal Schools [26 VSA § 1368(a)(7)]

Please prowde the names of medical professmnal schools you attended and the dates of graduatlon if not
listed below.

ALBANY MEDICAL >COLLEGE, NY

1975 N -

Graduate Medical Education/Residency [26 VSA § 1368 (a)(8)]

Please provide information about any graduate medical educaﬂon/resudency attended or completed that is
not listed below.’

*. University of Oklahoma College of Medicine-Tulsa ,OK
Family Practice

1978
(School/Institution) (Specialty) (City) (State) (Year of Graduation)
(School/institution) (Specialty) F(City) (State) (Year of Graduation)

<

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

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

1978, 1997, 2003

svised §/14/06)



Specialty Specialty Name (if code |Board Certified : ‘ Year Year
Code unknown) . Name of Board Certified |Recertified
ECTE )  Ryes gno | RB.RP. [N | 2993
- [Oyes O no .

35. Years of P}actice [26 VSA § 1‘368(a)(10)]
Month and year you started practicing as a physician?  8//1978

36. -Hospital Privileges [26 VSA § 1368{a)(1 1] ' ' o Check here if none
List all information for all hospitals where you currently have hospital staff privileges if not listed below:

~ Southwestern Med. Ctr.
vT : -
(1978-)

(Namé) ' ... (City) . T (State) : (Year Started)

7

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 to the Board.

A Appointments o ' o Check here if none
' Please provide information about your appointments to medical school or professional school
faculties 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 régarding your responsibility for teaching graduate medical education
within the past 10 years if not listed.

None reported -

University of Vt School of Med. Burlinston, .Vt Clinical instructor 1998-present
(School/Institution) (City) (State)  (Nature of Teaching) From (year) To (year)

38. ~.  Publications: [26 VSA § 1368(a)(13)] ' ' o Check here if none

Note: Answering #38 is optional. By answering,v 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. :

(Title) (Publication) . _ (Year)

Va ment of Haalth. Board of Medical Practice
Renews! License Application (Revised 5/14/06)
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(Title) . (Publication) | ’ ' (Year)

(Title) ~ (Publication) - (Year) -

o

39. Activities [26 VSA § 1368(a)(14)] ' 0 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 mformatlon regarding your professional or community service activities and awards if not

listed.
None reported
(Activities or Awards) .
(Activities or Awards)
- (Activities or Awards)-
40. - Practice Setting [26 VSA § 1368(é)(15)] ' " 0 Check here if none

What is the location of your primary practice setting? BENNINGTON, VT

41. = Translating Services [26 VSA§ 1368(a)(16)] - 0 Check here if none

Please identify any translating services avallable at your primary practice location.
Are any translatmg services available at your primary practlce location? o Not appllcable

. Ifyes, p|ease descrlbe here the translating serwces available:

None

If necéssary, please use an additional sheet and check this box: ...... E.lA

42, Medicaid/New Patients [26 VSA § 1368(a)(17)]

A. Medicaid participation -
Do you participate in the Medicaid program? gyes o©Ono o notapplicable

B. - New Medicaid Patients
’ Are you currently accepting new Medicaid patients? Fyes ono 0 notapplicable

PartV

| héreby affirm that the information provided above is true and accurate, and that | have answered the questions to

the best of my knowledge and ability. ' Q{
Date: q'//'l/oh ' /{WMA

App||cant s Slgnature




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

Physician Profile Update

26 VSA § 1368 requires the Department to provide you with a copy of your proflle 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 physnman profile. »

|

Please let us know whether you wish to have your proflle omit the followmg information by checking the
“OMIT” box below. If:the box is not checked, we will include the mformatlon in your proflle

> OMIT, FROM PROFILE

O Appomtments to medical school or professional school faculties, and an indication as to whether
"you have had a responsibility for teaching graduate medlcal education within the last 10 years

O - Information regarding publications in peer-reviewed medical literature within the last 10 years.
0O Information regarding professional or cdmmunity service activities and awards.

Again, thank you for your cooperation.

Vermoni Depariment of Health, Board of Medical | Practice .
Physician 2006 Renewal License Appli n (Revined 6/14/06} N
Daom Gof 378



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 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)
1. You must check one of the two statements below regarding child support regardless whether or not you have
children: o :
1 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 ali child support due under that order. :
i 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”. - oo
) : : 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 would impose an unreasonable hardship. (32 V.S.A. § 3113)
2. ' You must check one of the fwo statements below regarding taxes:
ﬂ | hereby certify, under the pains and penalties or perjury, that 1 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 ) N
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 inmediate 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 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 contribufion_s 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 unempioyment contributions or payments in lieu of
unemployment contributions: - .
: yﬁ\ 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 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 .
I 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 unempioyment contributions would impose an unreasonable
hardship. Please forward an Application for Hardship. ' i

o or )
O | 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 #

* The disclosure ber is mandatory, e 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
-1 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 uniawful and may jeopardize my license/certification/registration status.

- Signature of Appliéant q /( Dl/, /O b : 4}/ ‘//I Q__l/ Date
: ' : 7 N




VERMONT DEPARTMENT OF HEALTH aatn

BOARD OF MEDICAL PRACTICE /L/ o
108 Cherry Street, PO Box 70 «“f/“)

Burlington VT 05402-0070
802 657-4220 or 800-745-7371

2008 PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART i :
License Number: 042-0006255 GCT 71 008 %
1. Your legal name: < e . L
-Edd Gilbert Lyon - "
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;

tast Name First Name Middle Name; Suffix

b. Indicate your name, as it should appear on your license:

Last Name First Name Middie Namae: Suffix

2. Your Date of Birth: _

3. Home Address and email address:

m

4. Work Address:
140 Hospital Dr., Ste. 108

. Please check your preferred mailing address: Home ‘/ﬁ)rk
NOTE: The mailing address will be publicly listed on the Board'’s web site.

6. Home Telephone Number with Area Code: l

. Work Telephone Number with Area Code: { sz y MY q—|

L

-.4

oo

. E-mail address (if not appearing in #3):

“anse check here if the Department of Health may use this e-mail address to send you public health information.
yes ono




PART I
9. Were you in active clinical practice in Vermont in the past 12 Months? Wyes 0 no

10. Do you hold, or have you ever held, a medical license (including temporary) in any other state?

¥yes Cno
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,
conditioned, restricted, limited)

OK 1975 FLA Tnaedis

If necessary, piease use an additional sheet and check this box; ......00

1. 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.

ALBANY MEDICAL COLLEGE, NY
1975

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.

University of Oklahoma College of Medicine-Tulsa ,OK
Family Practice :
1978

If necessary, please use an additional 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.

Famity Practice
American Board of Family Practice
1978, 1997, 2003

Specialty Specialty Name (if code |Board Certified Year Year

Code unknown) Name of Board Certified  |Recertified
Xyes 0o 1978 | 23
Oyes ({Ino

14, Years of Practice [26 VSA § 1368(a)(10})
Month and year you siarted practicing as a physician? 8//1978

15. Hospital Privileges [26 VSA § 1368(a){11)] o1 Check here if none

List all information for all hospitals where you currently have hospital staff privileges if not listed below:




Southwestern Med. Ctr.
VT
(1978-)

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?
myes wgne

17. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
nyes xno

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?

ayes Eho

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)?

cyes no
20. Have you ever been denied the privilege of taking an examination before any state medical examining
board? ’

oyes Hno

21. Have you ever discontinued your education, training, or clinical practice for a period of more than three
months?

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

Lyes Kno

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 ®no

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?

O yes gno
23. Do you currently or have you ever prescribed any prescription medication over the internet?
onyes #&no

26. Are you presently or have you ever been a defendant in a criminal proceeding?

©yes pno
PART Il

{(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 befow 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 appiication?

28. To your knowiedge, 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.

"Ahility 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 physicai 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 paisy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental
illness, 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 Controfied 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 periodicaily 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 iaw.

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?

n explaming 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.

30. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any
way i i ity to practice 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.

31. Am engaged 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 Medicail 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 MHealth and to make individual profiies 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 32 through 37 have changed since your last application. We
cannot process your application without them.

32.

33.

34,

3s5.

36.

Criminal Convictions [26 VSA § 1388(a)(1)] & 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 reporied

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” (“ 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)] J Check here if none

Please provide a description of all formai charges served, findings, conclusions, and orders of the Board of
Medical Practice {including stipufations), 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)]
PRCheck here if none

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, 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/involuntary Restrictions J 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
{0 you if not listed below. Please provide complete copies of documentation for each matter.

None reported

B. Other Restrictions W Check here if none

Please provide a description of aif 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,

None reported

37. Medical Malpractice Court Judgments/Settlements [26 VSA § 1368(a)(BA)]
A Judgments B.Check here if none

Please complete the attached Form A and provide a description of all medical maipractice court
judgments against you and afl 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 iisted betow. Please provide complete copies of documentation, to include fina!
disposition and, if possible, a copy of the complaint for each matter.

None reported

B. Settlements o1 Check here if none

Please provide a description of all setflements 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 compiaint for each matter.

8/22/2000
Bennington Superior Court VT
11000

tmproper treatment: Obstetrics/Gynecology-related; Named as member of practice, not directly
involved in patient's care.

38. Appointments/Teaching [26 VSA § 1368(a)(12)]

Note: Answering #38 is optional. By answering, you are granting permission to have this information pasted
on the web, exactly as provided to the Board.

A. Appointments O Check here if none

Please provide information about your appointments to medical school or professional schoot
faculties if not listed.

University of Vermont
Burlington, VT
Associate Professor
1990 - present

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
39. Publications: [26 VSA § 1368(a)(13)] K 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.

40. 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, exactiy as provided to the Board.

Please provide information regarding your professional or community service activities and awards if not
listed.

None reported

41. Practice Setting [26 VSA § 1368(a)(15)) &3 Check here if none
What is the location of your primary practice setting?
BENNINGTON, VT

42 Translating Services [26 VSA § 1368(a){16)] KCheck here if none

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

If yes, please describe here the franslating services available:

None

43. Medicaid/New Patients [26 VSA § 1368(a){17)]

A. Medicaid participation
Do you participate in the Medicaid program? ¥ yes nno
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? Q&(_yes [1 1o

PartV

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 guestions to
the best of my knowledge and ability.




pate_ Q‘/f‘e é/‘fv U L i

Applicant's Signature U




thsiqian Profile Update

26 VSA § 1368 requires the Department to provide you with a copy of your profite 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 profite,

Please let us know whether you wish to have yeur 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

11 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.

i Information regarding publications in peer-reviewed medical literature within the last 10 years.

O 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 TOC "YES" ANSWERS ON THIS FORM

{Questions 16 and 17) Withdrawal or denial of License - Attach documents

State Year
Circumstances under which ficense 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 12) Disciplinary charges or action - Attach documents

Name of organization involved Date

Duration

Action taken (circie all that appiy)

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 confract
04 Written reprimand or admonition 15 Medical Records Suspension
05 Rastriction of right or privilege 16 Probation

08 Non-renawal of right or privilege 17 Assurance of Discontinuance
07 Fine 18 Consent Agreement

08 Required performance of public service 19 Letler of Agreement

02 Educatien/Training/Counseling/Monitoring 20 Expulsicn from Membership
10 Dental of rights or privilege 21 Reprimand

11 Resignation 22 Other (specify)

Circumsiances

(Question 20) Denial of examination privileges - Attach documents

State Year

Circumstances under which examination privileges denied




(Questions 21 and 22) Residency Training Program(s) not completed - discontinued educatlon 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 invoived

Type of restriction Date

Circumstances of restriction

(Question 25) Internet prescribing

Please 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
Piea? 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 illness or dependency to

Dates of treatment to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person 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 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 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.

GRLN

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

Your role (circie one):

01 Anesthesiclogist 11 PGY 4

02 Primary Care Physician 12PGY 5

03 Referring Physician 13 PGY 6

04 Attending Physician 14 PGY 7

05 Consuitant Specialist 15 Workmen's Compensation Evaluator
06 Surgeon 16 Court Psychiatrist

07 Fellow 17 On-Call Physician

08 PGY 1 18 Group Practitioner/Partner

09 PGY 2 19 Gther: Specify

10 PGY 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 & 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 setiled, 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 obtained from your
legal representative.

Additlonal information, if any;




Vermont Department of Health - Board of Medical Practice

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

You must answer guestions 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 fo or in fuill 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 guasi-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. (15V.8.A. § 795)

1. You must check one of the two statements below regarding child support regardliess whether or not you have children:
38(" I hereby certify that, as of the date of this application: {a) | am not subject to any support order or (b) Fam subject {0 a support order
and 1 am in good standing with respect to it, or {c) | am subject {o a support order and 1 am in full compliance with a plan to pay any
and aft child support due under that order.

or
& 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 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 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.8.A. § 3113)

2. You must check one of the two statements below regarding taxes:
‘hgu | 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
U ! 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 wouid impose an unreasonable hardship.
Please forward an "Appilication 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 contributions due as
of the date such declaration is made. For the purposes of this section, a persen 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
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 Heu of unemployment
contributions:

" I hereby certify, under the pains and penalties of perjury, that | am in good standing with respect o or in full compliance with a
payment plan approved by the Comimissioner 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 both.}

or

T3 Ihereby certify that [ am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Departrient of Employment 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 fieu 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 of your social security number is mandatory, it is solicited by the authority granted by 42 U.5.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 informatio, i‘s unlpwful'and may jeopardize my license/certificationfregistration status.

[ vy '
Signature of Applicant . /\_—-—-\ Date 1{_//6’/2} ?




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

L hereby state that 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.

I understand that a license may not be issued or renewed without such a
statement.

1 further understand that, for the purposes of this section, & 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.

Date: Ci"j[ﬁ /QX

PLEASE NOTE:

In accordance with 4 V.S.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
108 Cherry Street, PO Box 70
Burilington VT 05402-6070
802 657-4220 or 800-745-7371

2010 PHYSICIAN'S LICENSE RENEWAL APPLICATION
PART |
License Number: 042-06006255 ﬁ

1. Your legal name:

Edd Gilbert Lyon

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 twao years;

Last Name First Name Middie Name: Suffix

b. indicate your name, as it should appear on your license;

tast Name First Name Middle Name: Suffix

3.

Mailing Address and email address:

140 Hospital Dr., Ste. 108

4, Work Address:
140 Hospital Dr., Ste. 108

Benﬂiaitcn, VT 05201

5. Please check your preferred mailing address: _: Home Y 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: { )

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 heaith
information.




oyes mho

PARTII
9. Were you in active clinical practice in Vermont in the past 12 Months? y\yes & no

10. Do you hold, or have you ever held, a medical license (including temporary) in any other state?
Ayes ©no

If yes, complete the section below and attach additional pages if necessary.

State License Number Type of License  Date Issued  status (Active, nactive, or other,
conditioned, restricted, fimited)

OK 1875

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

1. Medical Professional Schools [26 VSA § 1368(a){7))]

Please provide the names of medical professional schools you attend'ed and the dates of
graduation if not listed below,

ALBANY MEDICAL COLLEGE, NY
1975

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.

University of Oklahoma College of Medicine-Tulsa ,OK
Family Practice
1978

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

13. Specialty Board Certification {26 VSA § 1368(a){9)]

Pleaée 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
1978, 1997, 2003

Specialty Specialty Name {if code {Board Certified Year Year
Code unknown) ‘ Name of Board Certified  |Recertified
0bg | Poes Dm0 | ARFEP (113
Dyes Ono

14. Years of Practice [26 VSA § 1368(a)(10)]
Month and year you started practicing as a physician?  Aug-78

15 Hospital Privileges [26 VSA § 1368(a)(11)] 3 Check here if none

List all informaticn for all hospitals where you currently have hospital staff privileges if not listed
below:




Southwestern Med. Ctr.
\"a3
(1978-)

ANY "YES" RESPONSE TO THE QUESTIONS BEL.OW 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 fio
17. Have you ever withdrawn an application for a license to practice medicine or any other healiing
art?

oyes 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?

oyes Ko
18. Are any formai disciplinary charges pending or has any disciplinary action ever been taken
against you by any governmentat authority, by any hospital or health care facility, or by any
professional medical association (international, national, state or local)?

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

oyes -gfno

21. Have you ever discontinued your education, training, or clinical practice for a period of more
than three months?

o yes y{”no
22. Have you ever been dismissed or suspended from, or asked to leave a residency training
program before completion?

oyes W 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?

£ yes 5@0

24. Has your privilege o 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?

oyes Bno
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,

oyes no
26. Are you presently or have you ever been a defendant in a criminal proceeding?

oyes no
PART HlI

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered
exempt from publiic disciosure.)




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 tc 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” - Includes physiological, mental or psychotogical 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,
tubercuiosis, drug addiction, and alcohclism,

"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 aicohol, drugs, or medications,
inciuding those taken pursuant to a valid prescription for legitimate medical purpcses 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 undated 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.

29. Do you have a medical condition that potentially or in any way impairs or limits your ability to

practice mediiini |i 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 monitoring program.

30. 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 a

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.

M engaged in the illegal use of controlled substances?
CONFIDENTIAL ASSISTANCE IS AVAILABLE
Since 1988, 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 confidentiai 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).

The following guestions 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://healthvermont.gov.

Please 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)] m/éheck 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 reporied

Nolo Contendere/Matters Continued [26 VSA § 1368(a}(2)} =-Check here if none

Piease provide a description of all charges to which you pleaded “nolo contendere” {“| will not
contest it") or where sufficient facts of guiit 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)]  swCheck 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)]
w-Check here if none

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, if not listed below. Please provide
compiete copies of documentation for each matter.

None reported

Restriction of Hospital Privileges [26 VSA § 1368(a}{5}]




£

A. - Revocation/involuntary Restrictions wCheck here if none m} n(F g

Please provide a description of any revocation or involuntary restriction of your hospital
privileges that were related fo 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
compiete copies of documentation for each matter.

None reported

B. 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

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

A. Judgments Qﬂ(f'heck 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
B. Settlements =Check here if none

Please provide a description of all settlements of medicai 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.

8/22/2000

Bennington Superior Court VT

11000

Improper treatment: Obstetrics/Gynecology-related; Named as member of practice, not
directly involved in patient's care.

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 7 Check here if none

Please provide information about your appointments to medical schooi or professional
school faculties if not listed.

University of Vermont
Burtington, VT




39.

40.

41.

42,

43.

Associate Professor
1980 - present

B. Teaching g-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
Publications: [26 VSA § 1368(a)(13)] w.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 fo the Board.

Please provide information regarding your professionaf or community service activities and
awards if not listed.

None reported

Practice Setting {26 VSA § 1368(a)(15)] o Check here if none
What is the location of your primary practice setting?
BENNINGTON, VT

Translating Services [26 VSA § 1368(a)(16)] 0 Check here if none

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

If yes, please describe here the translating services available:
o ; : . 1 3 =
Ngre \[ES - Fevvened I@"i‘?; v Pr’&‘j’@ v ‘5;3 r¥ite
Medicaid/New Patients [26 VSA § 1368@)(17)] Wk snguage bine Jevvices
A. Medicaid participation

Do you participate in the Medicaid program? Hyes ©no
B. New Medicaid Patients
Are you currently accepting new Medicaid patients? oyes @Eno
PartV

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
guestions to the best of my knowledge and ability.

S O Afrn

Applicant's Signature 6/




Physician Profile Update

26 VSA § 1368 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 appiication for your physician profite.

Please let us know whether you wish to have your profile omit the folfowing information by
checking the “OMIT” box below. If the box is not checked, we will include the information in your
profile:

OMIT FROM PROFILE

0 Appeintments to medical school or professional school faculties, and an indication as o
whether you have had a responsibility for teaching graduate medical education within the
last 10 years.

1 Information regarding publications in peer-reviewed medical literature within the last 10
years.

O Information regarding professional or community service activities and awards.

Again, thank you for your cooperation.




Vermont Department of Health - Board of Medicai 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 - Aftach documents

Name of organization involved Date

Duration

Action taken (circle all that apply)

01 Revocation of right or privilege

02 Suspension of right o7 privilege

03 Censure

04 Written reprimand or admaonition

05 Restriction of right or privilege

06 Non-renewal of right or privilege

Q7 Fine

08 Reyuired performance of pubiic service
09 Education/Training/Counseling/Monitoring
10 Denial of rights or privilege

11 Resignation

Circumstances

12 Leave of absence

13 Withdrawai of an application

14 Terminaticn or non-renewal of contract
15 Medical Recerds Suspensicn

16 Prabation

17 Assurance of Discontinuance

18 Consent Agreement

19 Letter of Agreement

20 Expuision from Membership

21 Reprimand

22 Other (specify)

{Question 20) Denial of examination privileges - Attach documents

State

Year

Circumstances under which examination privileges denied




(Questions 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

L.ocation Year

Circumstances

(Question 24) Privilege to prescribe controlled substances - Attach documents

Name of organization invoived

Type of resfriction Date

Circumstances of restriction

(Question 25) Internet prescribing

Please provide a generat 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 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 to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program




(Question 37) 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 (ailegations only): This does not constitute an admission of fault or Hability.

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.

b wh =

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

Your role {circle onej:

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12PGY 5

03 Referring Physician 13 PGY 6

04 Attending Physician 14 PGY 7

05 Consuitant Specialist 156 Workmen's Compensation Evaluator
086 Surgeon 16 Court Psychiatrist

07 Fellow 17 On-Call Physician

08 PGY 1 18 Group Practitioner/Partner

00 PGY 2 19 Cther: Specify

10PGY 3 20 Unknown

Your Legal Represeniative in this matter (inciude name, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

Indicate Decision, Appeal, Settlement, Dismissat:
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 Pane!

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 setflement. (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, settiement and release, or other final disposition of the claim. This information can be
obtained from your {egal 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 finks to the statute and further information about the implementation of this law on the website. Go to
hitp/www.atg, state vt.us/ and follow the link for Prescribed Products and then look for information on Prescription
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 online at: http:/healthvermont.gov/he/med board/bmp.aspx. You may check this site at any time
to confirm your status. If 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 lcensing board 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.

ok Rk ok R ko ok ok ok ok R K R oF R S R doR Ok R H K K ok R R R ok A Ak ok K ok ok kK N H kX R

To consent, sign, date, and fill out the form below. Return the completed form with your license application or
license renewal or mail the form to Beard 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,

| (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

Name (printed or typed)

License type (profession) Vermont License Number

Mailing Address

City, State, Zip

Please mail your completed form to:

Board of Medical Practice
Vermeoent Department of Health
PO Box 70

Burlington, VT  05402-0070




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 F 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: 2,{/@[} /%ﬁ*\&«’zf\ Date: q ) ] i 1D
U(}’ l
PLEASE NOTE:

In accordance with 4 V.8.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 uniess 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 jiability
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compiiance 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. Yo/gmust check one of the two statements below regarding child support regardiess whether or not you have children:
& 1 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 1 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 chiid support due under that order.
or
d | 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 "Apptication 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 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 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.S5.A 8§ 3113)

2. l’;}u must check one of the two statements below regarding taxes:

@ 1 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

T | 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
Titte 21 § 1378 requires that: No agency of the state shail grant, issue or renew any license or other authority o 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 goads, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penaities of perjury, that the employing
unit is in good standing with respect to or in full compliance with a plan to pay any and ali 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 empioying 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 impeose an unreasonabie hardship.

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

contributiong’
| 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 fo 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
O 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 { hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in Heu of
unemployment contributions would impose an unreasonable hardship, Please forward an Application for Hardship.
or
O Ihereby certify that 21 V.5.A. § 1378 is not applicable to me because | 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 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 unlawful and may jeopardize my license/certification/registration status.

Signature of Applicant éu{ . 1 Date ! / § j fo

4




Edd Lyon MD

VERMONT | '*’&{3 Hospital Drive Suite 108
Beanningtorn, VT 05201

Department of Health LA R Ay ke s vera e o e
Board of Medical Practice [phone]  802-657-4220
108 Cherry Street - PO Box 70 [tofl free} BO2-745-7371
Burlington, VT o5402-0070 [fax] Bo2-657-4227
healthvermont.gov
Date: October 1, 2010 ey
Dear Physician: g e

Your 2010 Physician’s License Renewal application has been receivéd by éhis offigig an%cazﬂnﬁ?t be processed
untif the foliowing information is received. O B L

Y

& $500 renewat fee fi
a $25 late fee o
Application
Part | [ tem 18 (] item 35
O item 1 O iem 15 Item 36A
L1 tem?2 W temzo W ttem 36B
Wl ottem 3 L item 21 L tem 374
Q item4 O item22 O item37B
L ttems L tem 23 Ll tem3sa
O ttems L ttem 24 &l ttem 388
W otem7 Ll item2s O temas
L) tems L1 item 26 (l ttem4o
Part {I Part I (1 item 41
L 1temo L item 27 L3 hema2
(3 item 10 J tem28 0 ttem 434
L otem 11 L) sem2g U ttem43B
L) tem 12 L item 30 Part vV
W iem 13 L item3t 3 Date
d ttem 14 Part IV U Ssignature
L1 1em1s 0 ltem 32
1 item 18 LI ttem 33
3 ltem17 L1 item 34

Child Support, Taxes, Unemployment Compensation Statement
L Number 1 — check one of the two statements
L1 Number 2 — check one of the two statements
(3 Number 3 - check one of the three statements
U Sign, Date, SSN, DOB

Additional Forms
‘ (4 Completed form A
(L} Statement of Good Standing

The page(s) that need(s) completion (if applicabie) is/are attached. Picase complete the necessary item(s), initiat,
date and return as soon as possible so that processing may be finalized. | N& information cannot be
faxed.

Thank you.
Sincerely,

Medical Practice Board
Enclosures :
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Renewal - 042.0006255

Name Edd Gilbert Lyon
Credential 042.0006255
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:
Lyon

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=17439&key={359418... 5/18/2015



Renewal - 042.0006255

2. First Name:
Edd

3. Middle Name:
Gilbert

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

September 2012 I

6. Date of Birth:

7. Enter your MAILING ADDRESS information:
Attention

streot
ciy I state [l zio [

E-mail Address

Telephone [ A'ternate Phone (e.g.

Pager)

8. Enter your PUBLIC ACCESS address information:
Attention
Street 339 Dewey Street,
City Bennington State VT Zip 05201
Country United States
Telephone (802) 447-1191
E-mail Address

Alternate Phone (e.g.
Pager)

Renewal Part Il

Country United

States

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?
No

11. If yes, complete the section below.

IState IProfession ILicense Number Ilssue Date IExpiration Date

IStatus I

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: Albany Medical College 05/01/1975
State: New York

Country: United States
School Type: Medical School
Degree:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=17439&key={359418...

5/18/2015



Renewal - 042.0006255 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
University of Oklahoma College of Medicine-Tulsa 01/01/1978 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 01/01/1978 01/01/1997
Family Practice [American Board of Family Practice 01/01/1997 01/01/2003
Family Practice [American Board of Family Practice 01/01/2003 12/31/2013

15. Years of Practice
What year did you start practicing as a medical professional?
1978

16. Hospital Privileges [See 26 VSA § 1368(a)(11)]
List all hospitals where you currently have hospital staff privileges:

Facility Name State Start Date
Southwestern Med. Ctr. Vermont 01/01/1978

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:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=17439&key={359418... 5/18/2015



Renewal - 042.0006255 Page 4 of 11

29. Year:
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:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=17439&key={359418... 5/18/2015



Renewal - 042.0006255 Page 5 of 11

51. Circumstances:
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:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=17439&key={359418... 5/18/2015



Renewal - 042.0006255 Page 6 of 11

72. Status:

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

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=17439&key={359418... 5/18/2015
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Substances Act or other provisions of federal law.

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?qgabid=17439&key={359418... 5/18/2015
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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" ("I 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.

IDate IFinaI Disposition Summary I

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.

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=17439&key={359418... 5/18/2015
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A. Revocation/Involuntary Restrictions

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 |Hospita| 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.

Yes

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.
IDate of Judgment I

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

05/17/2005

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 Year
Started Ended

University of Vermont College of Burlington]Vermont|Medical Student Community 2000

Medicine Preceptor

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

ISchooIIInstitution ICity ||State INature of Teaching IYear Started IYear Ended I

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.

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=17439&key={359418... 5/18/2015
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Please provide information regarding your professional or community service activities and awards.
IActivity or Award I

118. Provide the following information for each practice location. Be sure to indicate which is to be your primary practice location.

Practice Name City State |Primary Languages [Accepts Accepts New Medicaid
Practice Medicaid? Patients?

Bennington Family BENNINGTON|Vermont|Yes Yes Yes

Practice

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:
10/23/2012

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
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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

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:
10/23/2012

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
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Renewal - 042.0006255

Name Edd Gilbert Lyon
Credential 042.0006255
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 802-657-4223, 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

do not delegate this important task to any other person. False statements on this application may be grounds for charges of
unprofessional conduct.

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

Malpractice Claim Documentation — If you have reportable malpractice history, you must download Form A, carefully
complete a form for each case, and submit it along with the required documentation. For your application, reportable
malpractice includes:

O Pending claims that have not been resolved.

O Cases that resulted in a payment by you or on your behalf, whether as a settlement, arbitration award, or court
verdict.

O Note that you need not report cases that were resolved in your favor with no payment by you or on your behalf. This
includes cases that were withdrawn without payment, dismissed without payment, or resolved by a verdict in your
favor.

Be sure to submit:
O completed Form A, if applicable
O payment in the amount of $500 to the Vermont Department of Health
O 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.

® 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
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must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Lyon

2. First Name:
Edd

3. Middle Name:
Gilbert

4. Have you ever legally changed your name?
No

5. If yes, enter your former name and other name(s):

Previous Name From Month From Year To Month To Year |Reason for Change
September 2012 I

6. Date of Birth:

7. Please provide your preferred email address for receiving important correspondence from this medical board

8. Enter your MAILING ADDRESS information:
Attention

Street I
city |IIIEIEGNE state JJj zio R Country United

States

E-mail Address

Telephone [ A'ternate Phone (e.g.

Pager)
9. Enter your PUBLIC ACCESS address information:
Attention
Street 339 Dewey Street,
City Bennington State VT Zip 05201

Country United States
Telephone (802)447-1191
E-mail Address

Alternate Phone (e.g.
Pager)

Renewal Part Il
10. Were you in active clinical practice in the past 12 months?
Yes

11. Do you hold, or have you ever held, a license or certification as a medical practitioner in any other state?
No

12. If yes, complete the section below.
|State |Profession |License Number |Issue Date |Expiration Date |Status |

13. Medical Professional Schools [26 VSA § 1368(a)(7)]
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Please provide the names of medical professional schools you attended and the dates of graduation.

School Graduation Date

School Name: Albany Medical College 05/01/1975
State: New York

Country: United States
School Type: Medical School
Degree:

14. 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
University of Oklahoma College of Medicine-Tulsa 06/01/1978 Family Practice

15. 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 01/01/1978 01/01/1997
Family Practice American Board of Family Practice 01/01/1997 01/01/2003
Family Practice American Board of Family Practice 01/01/2003 12/31/2013
Family Practice American Board of Family Medicine 04/17/2013 04/01/2023

16. Years of Practice
What year did you start practicing as a medical professional?

1978

17. Hospital Privileges [See 26 VSA § 1368(a)(11)]
List all hospitals where you currently have hospital staff privileges:

Facility Name State Start Date End Date
Southwestern Med. Ctr. \Vermont 08/01/1978

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

18. Have you ever applied for and been denied a license or certificate to practice medicine or any other healing art in any
jurisdiction? If yes, identify the US state or territory, or Canadian territory or province that denied the application and the year in
which it was denied, and provide a summary of the circumstances and reason for denial, in the following questions. Upload
documents related to the denial where indicated.

No

19. State:

20. Year:

21. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:

22. Denied certificate to practice medicine or any other healing art - Upload documents

23. Have you ever withdrawn an application for a license or certificate to practice medicine or any other healing art, in any
jurisdiction? If yes, identify the US state or territory, or the Canadian territory or province in which you withdrew the application and
the year in which it was withdrawn, and provide a summary of the circumstances and reason for the withdrawal, in the following
questions. Upload documents related to the withdrawal where indicated.

No

24. State:

25. Year:
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26. Circumstances under which the application for license or certificate was withdrawn, specifying your reason or reasons for
withdrawl

27. Withdrawal of application for license or certificate - Upload documents:

28. Have you ever voluntarily surrendered a license or certificate to practice medicine or any other healing art, in any jurisdiction,
after having been notified of an investigation that had not yet been resolved or in lieu of disciplinary action? “Surrendered a license”
includes any form of voluntary abandonment of the right to practice in a jurisdiction, regardless of the terminology used, and includes
allowing a license to lapse after learning of an investigation by a licensing authority. If yes, identify the state, territory, or province in
which you surrendered a license or certificate and the year in which it was surrendered or you resigned, and provide a summary of
the circumstances in the following questions. Upload documents related to the surrender of license where indicated. NOTE: If you let
a license lapse because you no longer practiced in a state, and you had no knowledge of a pending investigation by the licensing
authority, that would not constitute surrender of your license.

No

29. State:
30. Year:
31. Circumstances:

32. Voluntary surrendered license or certificate to practice medicine or any other healing art - Upload documents:

33. Are you currently the subject of any disciplinary charges by, or has disciplinary or employment action ever been taken by, any
governmental authority, hospital, health care facility, or professional medical association, other than matters that have already been
identified in response to preceding questions. If yes, identify the entity bringing the charges or action, the date, the duration of any
discipline or conditions, any action taken, and the circumstances in the following questions. Upload documents related to the
charges or actions where indicated.

No

34. Name of entity involved:
35. Date:
36. Duration:

37. Action Taken (add all that apply):

38. Circumstances:

39. Disciplinary charges or actions - Upload documents:

40. Has any US or Canadian state, territorial, or provincial licensing board ever denied you the privilege of taking an examination to
be licensed as a health care professional? If yes, identify the state, territory, or province that denied you the privilege and provide the
circumstances of the denial in the following questions. Upload documents relating to the denial of the privilege of taking an
examination where indicated.

No
41. State:

42. Circumstances surrounding denial of examination privileges and reason therefore provided by the board that denied you the
privilege of taking an exam:

43. Denial of examination privileges - Upload documents:
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44. Have you ever discontinued your education, training, or medical practice for a period of more than three (3) months, NOT
including periods occurring solely during premedical education?
No

45. If yes, please explain, including the dates during which your education, training, or 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 surrounding dismissal, suspension, or request for you to leave the training program(s) before completion?

52. Are you currently the subject of an investigation or peer review by any licensing authority, hospital, medical staff group, health
care facility, professional association, or other body that has authority to take actions regarding: your right to practice medicine or
any other healing art; your employment practicing medicine or any other healing art; or your professional qualifications (e.g.,
specialty board certification)? If yes, provide the name of the entity conducting the investigation, its location, the date you learned
about the investigation, and the circumstances that triggered the investigation in the following questions and upload any relevant
documentation you have such as a letter notifying you of the investigation where indicated.

No

53. Entity Investigating:

54. Location of entity investigating:

55. Date (month and year) your learned of the investigation?

56. Describe the event under investigation and the circumstances triggering the investigation:

57. Open investigation by licensing authority, hospital, medical staff group, health care facility, professional association, or
professional certifying organization — upload documents.

58. Has your privilege to possess, dispense, administer, or prescribe controlled substances or other prescription medications or
devices ever been suspended, revoked, denied, restricted, or surrendered as the result of an investigation or action by any
governmental entity at any time? If yes, provide the entity that acted on your privilege to prescribe, the nature of the limitation or
action, the date of the action, and a description of the circumstances underlying the action in the following questions, and upload any
relevant documentation you have regarding the action where indicated.

No

59. Entity that took action on prescribing privileges:
60. Action taken:

61. Date of action taken regarding prescribing privileges:
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62. Circumstances underlying action on prescribing rights:

63. Action taken on prescribing privileges — upload documents.

64. Are you presently a defendant in a criminal proceeding?
No

65. Court:

66. City and state:
67. Charge:

68. Description:
69. Status:

70. Date:

71. Defendant in criminal proceeding - Upload Documents:

72. Do you currently prescribe, or have you ever prescribed, prescription medication or devices solely in response to communication
by computer or other electronic means? This does not include: initial admission orders for newly hospitalized patients; prescribing for
patients of a physician for whom you have taken call; prescribing for a patient examined by a licensed advanced practice registered
nurse or physician assistant, or other practitioner with whom you have a supervisory or collaborative relationship; continuing
medication on a short-term basis for a new patient prior to the new patient’s first appointment; or emergency situations in which the
life or health of the patient is in imminent danger. Nor would this include the use of an electronic medical record or other system for
entering and transmitting prescriptions.

No

73. If you answered yes to the preceding question, provide a general description of any prescribing you do in response to electronic
communications.

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 currently the subject of a criminal investigation that has not yet resulted in charges against you? If
yes, provide the jurisdiction, a description of the matter under investigation, and the date you became aware of the investigation in
the following questions.

75. Jurisdiction:

76. Description of matter under Investigation:

77. Date you became aware of Investigation:
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78. Upload any documents you may have relating to the matter under investigation:

79. To your knowledge, are you the subject of an investigation by any other licensing or certification board that has not yet resulted
in charges as of the date of this application? If yes, provide the board involved, the date you became aware of the investigation, and
a description of the matter under investigation in the following questions and upload relevant documents where indicated.

80. Licensing or certification board conducting investigation:
81. Date of event(s) under investigation:

82. Nature of event(s) under investigation:

83. Pending licensing board investigation — upload documents.

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 illness, 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.

84. 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?

85. 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.

86. Please upload any documents you have that are relevant to this matter.

87. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way impairs your ability to
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practice medicine in your field of practice with reasonable skill and safety?

88. 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.

89. Please upload any documents you have that are relevant to this matter.

90. Are you currently engaged in the illegal use of controlled substances?

91. 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.

92. Please upload any documents you have that are relevant to this matter.

Medical condition, treatment, use of chemical or illegal substances:

93. Treating organization:

94. Address:

95. Telephone:

96. Type of diagnosis, condition or treatment - field of practice - use of chemical substances:

97. Dates of iliness or dependency (from, to):

98. Dates of treatment (from, to):

99. Name of rehabilitation/professional assistance or monitoring program:

100. Address:

101. Telephone:

102. Contact person at Program:

Renewal Part IV

Statutory Profile Questions

In accordance with Vermont law, the Board of Medical Practice collects certain information from licensed or certified health care
professionals and maintains it in a data repository that is made available to the public. 26 V.S.A. § 1368. The publicly-available data
base is commonly referred to as the online profile. When licenses are issued to applicants, instructions are provided as to how to
review and update the information provided for the online profile. Answering these questions is mandatory, except for certain
optional questions. Those that are optional are clearly identified. Information collected for the statutory profiles may be considered by
the Board in its review of the license application. Statutory profile information is displayed to the public for only ten years, but the
questions are not time-limited and you must respond regarding your full history.
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Applicants with other events or actions that must be reported (e.g., a criminal conviction) must provide documentation of each event.
It is very important for the Board to receive copies of court papers, licensing authority decisions, or similar documentation, as noted
below. The Board will not act on an application that lacks required documentation. If any reportable event involves alcohol or
drugs in any way, you must contact the Vermont Practitioner Health Program to arrange for an evaluation. The Board will
not act on an application that is missing a required evaluation. You may contact VPHP at (802) 223-0400. Information about
VPHP is online at: http://www.vtmd.org/health-professional-wellness-and-recovery-programs.

103. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crime? This includes both misdemeanors
and felonies; it includes crimes such as driving under the influence (DUI), but not non-criminal traffic offenses such as speeding or
parking tickets. For purposes of this question, “convicted” means that you pleaded guilty or were adjudged guilty by a court of
competent jurisdiction. For this question, it also includes the loss of a driver’s license as a result of a civil process triggered by the
refusal to provide a sample of breath for the purpose of screening for driving while under the influence of alcohol.

No

104. Criminal Convictions continued [See 26 VSA § 1368(a)(1)] Provide information regarding each conviction as defined above.
In addition to entering the information here, you must submit copies of documents that show information about the crime
(s) of which you were convicted and the sentence imposed, to include the police report, any ticket/citation/indictment/arrest
record, and final disposition.

|Date of Conviction |Court of Conviction |City ||State |Description |

105. Nolo Contendere/Matters [See 26 VSA § 1368(a)(2)]
Have you ever had a criminal involvement that resulted in a case resolved by a plea of “nolo contendere,” or where after finding facts
that would establish guilt the matter was continued by the court in lieu of a conviction?

No

106. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Provide information regarding each criminal involvement resolved by a plea of “nolo contendere,” or where after finding facts that
would establish guilt the matter was continued by the court in lieu of a conviction.

|Date of Charges |Court |City ||State |Description of Charges |

107. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]

Have you ever been served charges by, or been the subject of an order by the Vermont Board of Medical Practice or other Vermont
professional licensing authority? (This includes stipulations, consent orders, or other voluntary resolutions that you accepted after
being notified of an investigation, even if no charges were served.)

No

108. Vermont Board of Medical Practice Matters continued [See 26 VSA § 1368(a)(3)]

Provide information regarding each instance in which you were charged by, or were the subject of an order by the Vermont Board of
Medical Practice or other Vermont professional licensing authority, including the findings, conclusions, orders, and final disposition of
the matter by the courts, if applicable.

IDate IFinaI Disposition Summary I

109. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have you ever been charged by, or been the subject of an order by a professional licensing or certification authority in any other US
state or territory, or Canadian territory or province? (This includes stipulations, consent orders, or other voluntary resolutions that you
accepted after being notified of an investigation, even if no charges were served.)

No

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

Provide information regarding each incident in which you have been charged by or been the subject of an order by a professional
licensing or certification authority in any other state, territory, or province. Provide documentation that shows the charges, findings,
conclusions, and orders, plus final disposition by any court or appeal authority, if appealed.

|Date of Disposition |Licensing Authority |City |State |Description of Disposition |

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

111. Have you ever had hospital privileges revoked or involuntarily restricted for reasons related to competence or character?
No

112.
A. Revocation or Restriction of Hospital Privileges Information
Provide information about each instance in which hospital privileges were revoked or involuntarily restricted for reasons related to
competence or character. Provide documentation that shows the date, basis for the action, the authority who took the action, and the
action taken.

| | | | | |
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Date of Restriction Hospital Name IState INature of Restriction ||Reason for Restriction

113. Have you ever, after having been notified of an investigation or peer review that was not yet resolved, or in lieu of or in
settlement of a pending disciplinary case related to competence or character, done any of the following:

resigned medical staff membership or privileges;
not renewed medical staff membership or privileges; or, -

consented to a restriction of hospital privileges?
No

114. B. Resignation or Nonrenewal of Medical Staff Membership, or Restriction of Privileges Information

Provide information about each instance in which you resigned or did not renew medical staff membership, or you had hospital
privileges restricted, after having been notified of an investigation or peer review that was not yet resolved, or in lieu of or in
settlement of a pending disciplinary case related to competence or character? Provide documentation that shows the date, the
hospital, the basis for and nature of the case, and the terms of settlement, if any.

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

115. Medical Malpractice Court Judgments & Settlements Have you ever had a medical malpractice claim against you that is still
pending or that resulted in any of the following:

- a court judgment against you; or
- an arbitration award or a settlement that you or another party paid on your behalf?

If you have any such cases, you must provide information as requested in the questions below. You must also complete a Medical
Malpractice Case Information Form for each. The form is located here Download the form, fill it out completely, and upload it where
indicated. A form must be completed and submitted for each case. You must also provide documentation for each case as explained
on the form.

Yes

116. A. Judgments
Provide the information requested in the following table for each case in which there was a court judgment or arbitration award
against you.

|Date of Judgment |Number of Judgments |

117. B. Settlements
Provide the information requested in the following table for each case in which you were named as a defendant and in which a
settlement was paid by you or on your behalf.

Date Of Settlement
08/22/2000
05/17/2005

118. C. Pending Cases
Provide the information requested in the following table for each case that is currently pending against you.

|Date |

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.)

119. 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
University of Vermont College of Medicine Burlington [Vermont |Clinical Assistant Professor |1995

120. B. Teaching Please provide information regarding your responsibility for teaching graduate medical education within the past
10 years.
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School/lnstitution ICity ||State INature of Teaching Year Started Year Ended

121. 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 |

122. 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
Volunteer at the Bennington Free Clinic

123. Provide information about each current and planned practice location, wherever located. Indicate which is planned to be your
primary practice location.

Practice Name City State |Primary Languages [Accepts Accepts New Medicaid
Practice Medicaid? Patients?

Bennington Family BENNINGTON|Vermont|Yes Yes Yes

Practice

Statement of Good Standing
124.

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

125. Date:
10/22/2014

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES

You must answer these questions.
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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)

126. 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

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)

127. 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 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.

128. Social Security Number:

129. Date of Birth:

130. I 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

131. Date:
10/22/2014

Continuing Medical Education Requirements

Each applicant for renewal must certify that he or she meets the requirements for CME as indicated by one of the statements below,
a — f. Note that for purposes of this certification, completion of an activity includes taking the steps necessary to receive credit and
obtain documentation of completion. If you cannot certify that you are eligible to renew your license because one of the statements
applies to you, then you must contact the Board of Medical Practice to discuss your renewal application. You are not required to
submit documentation of your CME activities with your renewal application, but licensees are subject to audit and may be asked to
submit such documentation during the next two licensing cycles (for this renewal, through November 30, 2018).

The Rules for Continuing Medical Education are available on the Board’s website at:
http://healthvermont.gov/hc/med_board/documents/Final CMERules10.1.12_000.pdf

a) | do not have to complete CME for this renewal because | was licensed as an MD in Vermont for the first time on or after
December 1, 2013.

b) | was licensed as an MD for the first time in Vermont between December 1, 2012 and November 30, 2013. Accordingly, my
requirement is to have completed at least 15 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those
hours was on one or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold
or have applied for a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the
subject of safe and effective prescribing of controlled substances. | have completed the applicable requirements.

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=25743&key={1B64A... 5/18/2015



Renewal - 042.0006255 Page 13 of 13

c) | have completed at least 30 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those hours was on one
or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold or have applied for
a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the subject of safe and
effective prescribing of controlled substances.

d) I am a member of the armed forces of the United States and | was subject to a mobilization and/or deployment (or multiple
mobilizations and/or deployments totaling) one year or more. Accordingly, | am not required to certify that | completed CME for this
renewal.

e) | am a member of the armed forces of the United States and during the period from June 1, 2012 to November 30, 2014, | was
subject to a mobilization and/or deployment (or multiple mobilizations and/or deployments totaling) less than one year. Accordingly,
my requirement is to have completed at least 15 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those
hours was on one or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold
or have applied for a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the
subject of safe and effective prescribing of controlled substances. | have completed the applicable requirements.

f) I have not completed the required CME for renewal, but | have submitted a make-up plan that | have signed and that was
approved by the Executive Director of the Board.

132. | hereby certify that | have satisfied the Vermont Board of Medical Practice requirements for CME as indicated in the above
statement. Select the one that best applies.

Cc

Workforce Survey

“Since 1999, the State of Vermont has been conducting a census of some professions every two years as part of relicensing. This has
allowed us to monitor changes in Vermont’s health care workforce. In 2012, the Legislature enacted a law to make work force data
collection mandatory for all health care professions at license renewal as a necessary part of health care reform and planning for our
health care future. We would like to thank you for your participation in this census.”

You must complete the workforce survey before you may complete your application to renew your license. The mandatory workforce
survey is accessed by clicking here

133. I hereby certify that | have completed the workforce survey per the above instructions
Yes

Renewal Payment
134. 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.
Credit Card

Review
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