\d

Medical Center Hospital of Vermont

August 6, 1986

Board of Medical Practice
Licensing & Registration Division
Redstone

26 terrace Street

Montpelier, Vermont 05652

Re: Cheryl A. Gibson, MD

Dr. Cheryl A. Gibson has satisfactorily completed her Internship
at the Medical Center Hopsital of Vermont in the Department of
Obstetrics and Gynecology. Her internship began June 22, 1985
and ended June 30, 1986

John D. Lewis, MD
Associate Director
Residency Training Program
Dept. of Ob/Gyn

JDL /vms

(802) 656-2345
Burlington, Vermont 05401

A Vermont Health Foundation Company &

Voluntary Hospitals of America, Inc.



James H. Douglas

State of Vermont
Secretary of State

Board of Medical Practice

Redstone Building, 26 Terrace Street
Mail: Pavilion Office Building
Montpelier, Vermont 05602-2198
(802) 828-2673

Paul S. Gillies -
Deputy Secretary of State

Toll Free 1-800-642-5155
STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

August 25, 1986

John vVvan S. Maeck, M.D.
Medical Alumni Association
Vermont College of Medicine
Given Building

Burlington, Vermont 05405

Dear Dr. Maeck:

The completed application for Cheryl Ann Gibson, M.D.
has been enclosed for your review.

He will be contacting you to arrange for a personal interview.

Should you have questions or concerns, please do not hesitate
to contact this office.

Sincerely yours,

Everen Farnham, Office Secretary
Vermont Board of Medical Practice



James H. Douglas

State of Vermont
Secretary of State

Board of Medical Practice

Redstone Building, 26 Terrace Street
Mai!: Pavilion Office Building
Montpelier, Vermont 05602-2198
(802) 828-2673

Paul S. Gillies
Deputy Secretary of State

Toll Free 1-800-642-5155
STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

August 25, 1986

Cheryl ann Gibson, M.D.

Dear Dr. Gibson:

Your application for medical licensure appears to be complete.
It now becomes your responsibility to contact John Van S. Maeck,
M.D. to arrange for your personal interview.

Dr. Maeck's address is Medical Alumni Association, Vermont College
of Medicine, Given Building, Burlington, Vermont 05405. The
telephone number is 802-656-4093. '

The full Board will act upon your request for licensure at their
first, regularly scheduled meeting following your interview.

The Board of Medical Practice usually meets on the second
Wednesday of each month.

Should you have further questions or concerns, please do not
hesitate to contact this office.

Sincerely yours,

Eotrn Yoonhore

Everen Farnham, Office Secretary
Vermont Board of Medical Practice



STATE OF VERMONT BOARD OF MED‘CAL PRACTICE

APPLICATION FOR LICENSE TO PRACTICE MEDICINE IN VERMONT,

.

Please submit in typewrltten form only. Incomplete applications w1II be returned. When space provnded is
insufficient, attach additional sheets. All documents must be received within six (6) months or the application
becomes invalid.

soon s

Must be Completed By All Applicant\s

Name in full Gibson . ' Charyl : P
N (Y ?F- st —Middie) ~— {Maiden)

Name as you want it to appear on your license certificate:
Cheryl A. Gibson MD’

no

' Have you ever I:egally changed your name? If so, enclose a certified copy of the legal document -

- stating the change.

Office Address Medical Ctr. Hosp.' of Vt. Burlington Vermont" 05401 802-656-2345
(street) (city) (state) . (zip code)_ ~ (phone)

s ______EEEmPWA W

. ~
ORI eI S e e R e 2 R I TR 2 TS ST TS S I IR S R RS AL R LA S LR b bk

PREMEDICAL EDUCATION -

T~ 3

University of Vermont Burl ington, Vermont : Sept. 1972-May 1977 BS-
(Name and location of institute) (From/To) (Degree)/
(Name and Iocati.o/n of institute) - (From/To) ’ (Degree)

[ R PAEEREE  S R  e s 2 e A R E T R R R e 2 22 TS S S ST R a2 R Al bt i h it b

MEDICAL EDUCATION - See also Section Il

Univ. of Vermont CoHeqé of Medicine Burlington 9/81-5/88 MD
{(Name and location of institute) ' (From/To) g (Degree)

(Name and location of institute) - (From/To) — - (Degree})



*******.*********************************************************************************************

_Training:~ List chronologically residency or other pdst-graduate training. Give name, address of hospitals,
exact dates, and type of training. Include COPIES OF CERTIFICATES.

Name \ Address _ From/To Training
Medi_cal Ctr. Hosp of Vermont: Burlington 6/85-present OBZGYN residency

) .
*****************************************************************************************************

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

Name Address From/To Training

none

****************************************************************************************i************

1

Have you ever hél‘dfa Vermont Limited Tempbrary License? YeS__If so, # 11293

Do you hold or have you ever held a medical license in any other state? _NO__If yes, complete below and also
Section lll. h .

" State License # Date Issued Status

;

**************************************************i***************************************li********

Specialty areas in which you practice medicine. Obstetrics-and gynecology
Are you Board Certified? _NO__ |fyes, enclose a copy of Board Certificate. N

FOREIGN GRADUATES: ECFMG Standard Certificate# _____Date Issued
A certified copy of your ECFMG CERTIFICATE must accompany this application.




FLEX: Have you ever taken the FLEX examination? . NQ

Date -~ . N State " Passed/Failed

Date State o Passed/Failed

NATIONAL BOARDS: Have you taken the National Boards? ——yes— If yes, have a certified copy of your
results forwarded to this office by the National Board of Medical Examiners. (See enclosed card.)

********4****************-l--l-*************************************************************************
X

1) Have your previously applied for a license in Vérmon}? Yes No
If yes: Underwhatpame. ____ Year

2) Have you ever applied for and been denied a license in another state?
Yes No__X

3) Have your hospital privileges ever been denied, conditioned, or revoked? '
"Yes__- No___X '

4) Doyou now hold or have you ever held amedical license that has been subject to disciplinary proceedings

before any state board of medical practice or had a license suspended, revoked, or limited in any way?
Yes No X

5) Have you ever been convicted of a criminal offense, other than minor traffic violations?
Yes No X

6) Hive iiu ever received care for an emotional or mental problerh? )
7) Have iou ever had or do iou now have a problem with drug addiction, alcoholism, or both?

8) Have you ever had any malpractlce judgments agamst you7
Yes No___X

IF THE ANSWER TO ANY OF THESE QUESTIONS (#'s 1 thru 8) IS YES, PLEASE IDENTIFY BY NUMBER AND «
EXPLAIN FULLY USING A SEPARATE SHEET.

************l************'I-**********************&********************ii*i*****l********i&***********

In which part of the state would you prefer to be interviewed? (Southern, Central, etc.)

Northern

N



P
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Attach photo taken

within the last 60 .

days(head and

shoulders). Proofs
_ not acceptable.

Sign front of photo.

AFFIDAVIT OF APPLICAN

I, ‘Cheryl A. Gibson MD :
thatlamthe person, referred to in the foregoing application and sup
photograph is a true likeness of myself. '

I have carefully read the questions in the foregoing application and have answered them completely, without
reservations of any kind, and | declare under penalty of perjury that my answers and all statements made by
me herein are true and correct.

Should | furnish any false information on this‘application, | hereby agree th’uch an act sha

cause for denial of my license to practice medicine in the State of Vermon( W
" 'Date ' — — Signdture

S[B6 ,
oA

Subscribed and sworn to before me this 5 day of _ m&%’/ : 193%@

“copstitute

County of Chittenden

| State of | Vermont % / A
My CommissiO_n Expires &//0/%7 ' — 7*0 )/% /W

T ' Notary Public /

******************************************}*****************************************#***************

FOR OFFICE USE ONLY - DO NOT WRITE IN THIS SPACE

Application received License #

) N
Interviewer: . Forwarded

Approved by: : : Date:




SECTION I

Must Be Completed By All Applicants

CERTIFICATE OF MEDICAL EDUCATION
To be completed by an officer of your School of Medicine

I.hereby certify that C h&M ‘ A &%W WD was admitted to

¥ (Name)
the uV\\W L“Vl\ Oﬂg' VQ/Y MM i School of Medicine in
Burlington, Vermont 05405 on August 31, 1981
(City and State) (Date)
and completed all requirements for graduation on 4/30/85
. . (Date)

A __Doctor of Medicine was granted on May 18, 1985

(Sprgityxgentificatesdiplomaxdegree) (Date)

(SEAL)

Date May 8a 1986 : Signed m&\(h

\Authorized‘Officer of the School
David M. Torm@y, ,
Assocjate Dean for\ Admissions,
Student Affairs Alumni
Relations

Please forward completed form to: Board of Medical Practice
¢/0 Secretary of State’s Office
State Office Building
Montpelier, VT 05602



James H. Douglas
Secretary of State

State of Vermont

Board of Medical -Practice

Redstone Building, 26 Terrace Street
Mail: State Office Building
Montpelier, Vermont 05602-2198

(802) 8282673

Toll Free 1-800-642-5155

Paul S. Gillies
Deputy Secretary of State

STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

June 25, 1986

Cheryl A. Gibson, M.D.

Dear Dr. Gibson:

This letter is in regards to your application for medical licensure in
the State of Vermont.

At the present time you are missing the following documentation from
your application file.

Certified copy of your medical school diploma
Copy of your post-graduate certificate
One reference letter, we have letters from Drs. Riddick and Reardon

When these documents have been received by this office, I will be contacting
you as to a physician member of the Vermont Board of Medical Practice to

contact for a personal interview.

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

Sincerely yours,

Evtrom Fatnhane

Everen'Earnham
Office Secretary
Vermont Board of Medical Practice

EVF/me



James 11, Douglas
Sccretary of State

State of Vermont

Board of Medical Practice

Redstone Building, 26 Terrace Street
Mail: State Office Bullding
Montpelier, Vermont 05602-2198

(802) 828-2673

Toll Free 1-800-642-5155

Paul S. Gillies
Deputy Secretary of State

STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

May 26, 1986

. RE: Medical licensure application

Dear Dr.)ﬂibgoh:

The Vermont State Board of Medical #Practice has received your
application for medical licensure.#® The following documents have
not yet been received by this office. (See checked items.)

Certified copy of your birth certificate.

X Notarized'copy of your medical school diploma.

i
Section II, "Certificate of Medical Education:. This must

be sent to your medical school and be returned directly to
this office.

Notarized copy of your ECFMG certificate. This must be a
valid certificate, check your expiration date.

Section III, "Certificate of Medical Licensure" from

FLEX scores, even if you took the examination in Vermont, the
Board requires these scores be sent to us directly from the
FLEX or National Board elxamining agency.

:

Notarized copy of your Specialty Board Certificate.
|

i

!

A Post graduate certificate

Ii)é letters of recommehdation, we have letters from

Riddick : |

THANK YOU FOR YOUR PROMPT ATTENTION TO THIS MATTER.




.- Toll Free 1-800-642-5155

James H. Douglas

State of Vermont
Secretary of State

Board of Medical Practice

Redstone Building, 26 Terrace Street
Mail: Pavilion Office Building
Montpelier, Vermont 05602-2198
(802) 828-2673

Paul S. Gillies
h Deputy Secretary of State

STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

September 18, 1986

Cheryl A. Gibson, M.D.

RE: Vermont Medical License
#42-0007465

Dear Dr. Gibson:

On Wednesday, September 10, 1986, by unanimous vote of the
Board of Medical Practice, you were granted a Vermont Medical
License. Please note your license number indicated above.

A wall certificate and registration card have been ordered and
will be sent to under separate cover. All medical licenses must
be renewed annually on or before January 31st and you will
receive a notification annually in December.

Please let us know if you have questions or concerns.
Sincerely yours,

Estrom Yarmhoa—

Everen Farnham
Office Secretary
Vermont Board of Medical Practice

EVF/me
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The University of Vermont

DEPARTMENT OF OBSTETRICS AND GYNECOLOGY
MEDICAL CENTER HOSPITAL OF VERMONT

MARY FLETCHER UNIT

BURLINGTON, VERMONT 05401

May 5, 1986
State of Vermont
Board of Medical Practice
State Office Building
Montpelier, VT 05602
Dear Sir or Madam: : RE: Cheryl A. Gibson, M.D.

Dr. Cheryl Gibson,who is applying for licensure in the State
of Vermont,is currently a resident in Obstetrics and Gynecology
at the Medical Center Hospital of Vermont. She has proven to be
a competent physician, sensitive to patient needs, and has done
very well in the Operating Room. I fully support her application
for licensure.

If T can provide you with any additional information, please
do not hesitate to let me know.

With best regards.

DHR/ds - o




INTERNAL MEDICINE
Peter D. Alden, M.D.

Jonathan B. Hayden, M.D. Aesculapius Medical Center

Edward S. Leib, M.D.
Thomas W. Martenis, M.D. ONE TIMBER LANE o SOUTH BURLINGTON, VERMONT 05401
TELEPHONE: 802—658-4714

John H. Milne, M.D.
Mildred A. Reardon, M.D.
Michael J. Scollins, M.D.

May 21, 1986 .

State of Vermont
Board of Medical Practice
Pavilion Building
Montpelier, Vermont 05602

To Whom It May- - Concern

I am a licensed physician in Vermont and have been since

1968. Over the past several years I have worked with a former
medical student, at the University of Vermont Collegeof Medicine
and current resident in the program of Ob-Gyn at the Medical
Center Hospital of Vermont whose name is Cheryl Gibson. I
understand that she is applying for license in the State of
Vermont, and I can say after having worked with her with
patients, that she does exhibit the skills and integrity we

need expect of physicians in Vermont. I support her application
for a license to practice medicine in the State of Vermont.

Sincerely,
Mildred A. Reardon, M.D.

MAR: sam



Herbert A. Durfee, Jr., M.D.
Acting Chairman

John D. Lewis, M.D.

James F. Clapp 111, M.D.

Theodore E. Braun, Jr., M.D.

Philip B. Mead, M.D.
Jerome L. Belinson, M.D.
Mark Gibson, M.D.

Susan F. Smith, M.D.
Eleanor L. Capeless, M.D.
Patrick M. Catalano, M.D.
R. Gerald Pretorius, M.D.
Cynthia A. Farner, M.D.
Francis W. Byrn, M.D.
Emma Wennberg, M.D.

University Associates in

Obstetrics and Gynecology, Inc.
COLLEGE OF MEDICINE
UNIVERSITY OF VERMONT
ONE SOUTH PROSPECT STREET ‘- BURLINGTON, VERMONT 05401
802/658-1472

May 28, 1986

Vermont Board of Medical Préctice
Pavilion Office Building

Montpelier, VT 05602

Gentlemen:

RE Cheryl Ann Gibson,

M.DQ

It is a pleasure to recommend Cheryl Gibson for
permanent licensure as a physician in the State of Vermont.

I have known Cheryl Gibson since the fall of 1976 and
have always found her to be of the highest moral character.
She has aluways demonstrated integrity and genuine concern in
her dealings both with patients and peers. She will be an
excellent addition to the Vermont corps of physicians.

If you have any questions in this regard, please feel

free to call me.

SFS:mac

Slncerp1y YaYr S,

Susan F Smlth4\M D.

.g



Herbert A. Durfee, Jr., M.D.
Acting Chairman

John D. Lewis, M.D.

James F. Clapp 111, M.D.

Theodore E. Braun, Jr., M.D.

Philip B. Mead, M.D.
Jerome L. Belinson, M.D.
Mark Gibson, M.D.

Susan F. Smith, M.D.
Eleanor L. Capeless, M.D.
Patrick M. Catalano, M.D.
R. Gerald Pretorius, M.D. .
Cynthia A. Farner, M.D.
Francis W. Byrn, M.D.
Emma Wennberg, M.D.

University Associates in

Obstetrics and Gynecology, Inc.
COLLEGE OF MEDICINE
UNIVERSITY OF VERMONT
ONE SOUTH PROSPECT STREET - BURLINGTON, VERMONT 05401
802/658-1472

May 28, 1986

Verhont Board of Medical Practice
Pavilion Office Building

Montpelier, VT 05602

Gentlemen:

RE: "Cheryl ‘Ann Gibson, M.D.

It is a pleasure to recommend Cheryl Gibson for
permanent licensure as a physician in the State of Vermont.

I have known Cheryl Gibson since the fall of 1976 and
have always found her to be of the highest moral character.
She has always demonstrated integrity and genuine concern in
her dealings both with patients and. peers. She will be an
excellent addition to the Vermont corps of physicians.

If you have any questions in this regard, please feel

free to call me.

SFS:mac

Susan F: Smith, M.D.



RENEWAL APPLICATION

I hereby apply for the renewal of my LIMITED TEMPORARY LICESSE ms: ar physician

for the period of July 1, 1987 to June 30, 1988 under ‘the prowisions: of

Title 26 Chapter 23. I enclose the correct fee of $10.00.

3

NAME : ‘
650-0001293
GIBSON CHERYL ANN
DEPARTMENT OF OB=-GYN
" MEDICAL CENTER HOSPITAL,
BURLINGTON, ' VT 05401
DATE: . SIGNATURE:

AFFIDAVIT OF SUPERVISING PHYSICIAN
I certify that the above named Doctor is engaged as an intemn, resident, fellow

or medical officer in the Department of

at the Hospital,

I further state that I shall be legally responsible and liabie for all
negligent or wrongful acts or omissions of the limited temporary #icemsee while

practicing under my supervision.

DATE: SIGNATURE:

VERMONT LICENSE #

Return completed form to : Board of Medical Practice
Office of the Secretary of State
Licensing & Registration Divisiom
Pavilion Office Building
Montpelier, Vermont 05602

NOTE: RENEWAL APPLICATIONS FOR LIMITED TEMPORARY PERMITS WILL BE APPROVED ONLY

IF THE APPLICANT IS ENROLLED IN AN ACGME APPROVED PROGRAM.



KLivEwWML AFrLILCALLIUN

1 hereby apply for the renewal of my LIMITED TEMPORARY LICENSE as a .

i

physician for the period 7/1/86 to 6/30/87

under the provisions of Title 26 Chapter 23
LICENSE # L-1293

TYPE OR PRINT ONLY

NAME Cheryl A. Gibson, MD
EMPLOYMENT " Medical Center Hospital of Vermont
ADDRESS :

Dept . of Ob/Gyn

| . Rurlington, VT 05401 /})/J%/ |
DATE Q/Bm/%%a SIGNATURE <_[Q%%2{§7v 78 M.D.

AFFIDAVIT OF SUPERVISING PHYSICIAN

{ certify that the said Doctor named in the Renewal Application above
is engaged as an interne, resident, fellow or medical officer in the

Department of 0b/Gyn at theMedical Center
Hospital.gf  Vermont. -

[further state that 1 shall be legally responsible and liable for all
negligent or wrongful acts or omissions of the limited temporary

licensee while practicing under my supervision.

DATE: 7 (7 {4/5/ SIGNvATURE: 40/1)1/1/1/

e
VERMONT ENSE # 42-000_3540

INSTRUCTIONS

"Renewal Application" must be completed and include:

Dates (One-year contract period)
License Number
Name and Employment Address

Be sure to Date and Sign this section

"Affjdayi@ of Supervising Physician” must be comp]eted by and signed by
the individual who will be supervising your work at the location. indicated
in the Renewal Application. ' -

Return completed form to:

Board of Medical Practice
Licensing & Registration Div.~
109 State Street

Montpelier, Vermont 05602



" VERMONT STATE BOARD OF MEDICAL PRACTICE.
APPLICATION FOR LIMITED TEMPORARY LICENSE TO PRACTICE MEDICINE
To the Vermont State Board of Medical Practice:

I hereby make application for a limited temporary -license to practice

medicine and surgery as an inteérne, resident, fellow or medical officer in

the State of Vermont at the MCé(C&L C@V“W 409DOF V(J/WHOSpltal

Department of OB - 65\{5J , under the supervision of \jc,ﬂﬂ) _Z>
/ EWI(S )M.D., and submit the following information as required
by law: '

1. Name in full CL\C(\{( YAW\V\ G\bsdv\

2. Vermont Address

3. Present Address ifrerent) —

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

lation? bt{) If yes, explain.

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

period of more than three months? k&@ If yes, explain on back.
8. Education: List chronologically each college or university at which

you have been enrolled.

umvws\h of Negenondt W\r\y‘ﬁv\ 972-(972 BS

) Name Locatwn Dates = Degree
(memér(-m & Vermat ) M\W\/\ ag\-asC  MD
| Name Location » Dates Degree
Name Location Dates Degree

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

New Jorset| Collge o€ Medins  Newarl NY- 1978 -

Name of Institution’ Location . Dates -
(Mv/\k Prachbomer "MMMFSB .
Name of Institution Location Dates -

Name ‘of Institution | 'Loéation Dates



-4

" 10. Have you ever been denied a certificate by, or the privilege of taking an

examination before any State Medical Examining Board? 19(} If yes, ex-

plain. . e |
11. Do you have a Standard ECFMG Certificate? fouks 1:§114ﬂ#i?\55;)ﬁitzzﬁ copy.
12. Have you ever taken the FLEX Examination? h)O’ . 1f so, where?

When Passed or Failed

13. Attach a photdcopy of your Medical SchoolkDiploma. If possible.

. | v‘ {;; /ﬂ
DATE; 5’1’%5’3/- SIGNED: M%\ M.D.

. , ; i - )

1, CHERYL AK)(\\G\&O(Q;EING FTRST DULY SWORN, DEPOSE AND SAY THAT I AM THE
PERSON RLFERRED TO IN THE FOREGOING APPLICATION AND SUPPORTING DOCUMERES™AND
THAT THE ATTACHED PHOTOGRAPH IS A TRUE LIKENESS OF MYSELF. 1 HAVE READ THE
QUESTIONS IN THIS APPLICATION AND ANSWERED THEM TO THE BEST OF MY ABILITY AND
KNOWLEDGE. FURTHER, SHOULD I FURNISH ANY FALSE INFORMATION ON THIS APPLICATION

I HEREBY AGREE THAT SUCH ACT SHALL CONSTITUT E FOR DENIAL ' APPLICATION

OR IMMEDIATE REVOCATION OF MY LIMITED TEMP 49 LI

. SIGNED Y, L

NOTARY PUBLIC éﬁ%w/j, ey
» : . :\{;,/ SIGNED /?uzﬁflw,z.,.i‘ ‘.

SUBSCRIBE ‘SWORN TO BEFORE ME THIS /3 D7 OF W{/;,j' L. 19 ¥S
COUNTY %fﬁuﬂ . STATE //L///V)&/p(/ﬁ/ A 7

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

Mail completed form to:

Telephone: (802) 828-2673



NATIONAL BOARD OF MEDICAL EXAMINERS®
3930 CHESTNUT. S‘PREET o PHILADELPHIA, PA. 18104

-.. REPORT ‘'OF SCORES PART.|

PASS
FAIL -

" NBME NUMBER | TEST DATE |t 1"

S5 TANaT] [ Puvs:] [eiock
STANDARD '
-~ SCORE

‘|s09=83 {179 |&s

| 3osars

PERCENTILE
CRITERION

PERCENTILE
REFERENCE

- GCIRSCN CRERYL A NB3CE4TS

8

SCORE INTERPRETATION IS PROVIDED ON THE ENCLOSED SHEéT

]

- - R s

l | | |

' NATIONAL BOARD OF MEDICAL EXAMINERS®

3930 CHESTNUT STREET - PHILADELPHIA, PA. 19104

REPORT OF SCORES PART I} !

NBME NUMBER TEST DATE [—SCHOOL weo, | [sure. | [ostevw] [ ewiew PED. poven. | [ TOTAL 1 [PaSS ;
368478 04-84 | 179 |85 |S804°| 405] |440| | 60| | 480|445 |4TC| [aus]|?

EacENor | 16 | [2e | |97 |41 ||28 |57 | |4
, pmomtiel o | 2| |8 [|an | |3z ||30 | |45
GIESGN CHERYL A NE3CE4TY |

e LT
> .
. - ,4‘}
. ’ 'l -
- . - N 4 '

Foe s
‘p" Ty
. §
SCORE INTERPRETATION IS PROVIDED ON THE ENCLOSED SHEET 4'/'. CRENN
. i



SUPERVISORY AUTHORIZATION

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

I certify that the said Dr. <jh€yu‘ A. (;1&5#?\ is engaged as :
. L

an interne, resident, fellow or medical officer for the Fhaiuuzﬁ. CZHT&WF<HOﬂDQF

Hospital for the period 6/23/85 to 6/30/86

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

negligent or wrongful acts or omissions/j;/}his i}zizji:;zézzfary licensee.
ALY/ oy JEZ .
: 7 7 Superitsing (Physteian

Vermont License #_ 3540

Seal '
ed Of( (NOTE: If hospital has no seal the signature must be acknowledged

Hospital before a Notary Pub}ic)

State of vermont

County of _Chittenden

In ol on the ,&ay of

19 , before me personally appeared ' £ L M.D.
to me known and known by me to be the party executing.the_foregoing instrument,

and he acknowledged said'instrﬁment,.by,him exécuteag'to be his free act and deed.

(SEAL)

Notary Public

My commission expires on




CERTIFICATE OF GRADUATION

Must be Completed For All Applicants

To whom 1t may concern:

This is to certify‘that (quﬁ44{\ /%WWV\ (;1k)5k7V*\
attended .LAfKUﬁﬁékkﬁ C&l \JQW?VQOVVf (i@((%?C,QF' /LKQL£(quuL__
from W lqg l until MCLL,(\ (C{%S

The degree Doctor of Medicine wasAconferred on ﬁ“&;*1f 15?' [ﬂg@:—

QT
(Prelidéét, Secretary or DegnX\

David M. Tormey, M.D.
Associate Dean for Admissions and Student Affairs

(SEAL) : - ' (Title)
May 20, 1985
Date

Please forward completed form to:

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

Telephone: (802) 828-2673




NAME:

ADDRESS :

MEDICAL BOARD PHYSICIAN STATUS SHEET

Application Received: ‘/-b Fee Received:

X
X
A
el
MA

ok <

Interviewer: Date Sent:

COMMENTS : _

Birth Certificate, Notorized

Certified Copy of Medical School Diploma froinm

Certificate of Medical Education, Section II
ECFMG Certificate, Certifieq

License Verification' (Section ITI) from

License Verification (Section III) from

License Verification (Section III) from

FLEX Score m National Board Score Z zg—a (From FLEX or National Board)

Specialty Board Certificate, Certified from

Reference Letter from @ A amta W n AR Wi e ). W B _

Reference Letter from%\w A Egﬂk(}ﬂh ) .'D.
Reference Letter from ?UAQ/Y\ F SJ\“M

AMA Profile Sheet Requested Received /




State of Vermont
* -Raard of Medical Practice
Redstone Building, 26 Terrace Street
< Mail: Pavilion Office Building
Montpelier, Vermont 05602-2198
(802).828-2673

Toll Free 1-800-642-5155

STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

Cheryl Gibson, M.D

Dear Doctor Gibson:

June 19, 1989

s

Enclosed please a renewal form for your to fill
out for renewal of your licensure in Vermont. Please
make sure that you sign the back of the renewal form,
answell of the questions on the front, and include a
check for $106.00 ($96.00 renewal fee and $10.00 late

fee).

If I do not,receive_your.renewalqgngghgck*withiq

=10 wotking days~ from the date of fhis letter, your
license will be considered expired pursuant to Board
Rules 82.3.1 and a lapsed license application will have

to be completed by you.

If you have any questions,
contact me.

/dm

Enclosure

please feel free to

Sincerely,

Debbie Morehouse
Staff Assistant
VT Board of Medical Practice

James H. Douglas
Secretary of State

Paul S. Gillies
Deputy Secretary of State



LICENSING & REGISTRATION DIVISION
PAVILION OFFICE BUILDING
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RENEWAL APPLICATION — - :

I heleby applv f01 the renewal of my llcense AS
A Physac1an : PR
bt@@mnwfmm“;f 2/0171939 to 11/3ul19°0 e

267 Chapter 23 qu uameNUMBHp'ggégD ?$5

; ectfee as follows: 06.00

CHERYL Ari MaBa: . -
SP'E;CIALI INSTR UCTION.{S
> PREVIOUS ¢ YEARS, HAVE YOU: A YES REQUIRES AN EX

.. please circle either yes
y treatment for mental illness? ﬂ
Yo convict1ons other than for minor traff1~ vialat1ons’

nal L1ab1l1ty Judcments or settlements7 YKSIMO

pital privileges denied, conditioned or "“\‘r'c:lned'7
terted practicing in. Vermont? YES qu_f~ o
e worklosd r@n Hct )hricd hzs hnan*rﬁv




BE SURE TO USE THIS ENVELOPE FOR YOUR RETURN.
MOISTEN, FOLD OVER AND SEAL

(ALYLS 40 AHYLIHOIS 03 sjqeded (4seo ou) 1opIo ABUOW 10 4O8YD B U1 88) L DAHHOD 84} Pesojous noA sner
. . N juotigoydde arep pue ubis NOA Al
(ssauppe Jedoud pue aweu jo Bulljads 1 D3HHOD 104 uoneondde Q3WDIHD NOA saeH

TVM3INIY L

20950 EINOWH3A ‘Y31T3dLNOW
ONIaTNg 301440 NOITIAVd
NOISIAIQ NOILVHLSIDIH B DNISN3IOIT
31V1S 4O AHVL3HO3S

ECEL]
3OVLSOd
SSY10
1sdid
30Vd

‘NOHd



‘

N

il

RENEWAL APPLICATION
I hereby apply for the renewal of my_License as a Physician for the

period- from 02/01/1989 to 11/30/90, under the provisions of Title 26,

Chapter 23 VSA. ReneWal Fee ‘ License # 42- 0007465
~ ol.oo
YOu MUST SIGN THE REVERSE SIDE OR YOUR LICENSE WILL NOT BE RENEWED
C?gTARY_

L T
Gibson, Cheryl A. S - RECEIVED

. ‘ SPECIAL INSTRUCTIONS 2
DURING THE PREVIOUS 2 YEARS, HAVE YOU: A YES REQUIRES. AN
please circle either yes or no . R

JUN 26 1989

|

Had any treatment for mental illness?
Had any .convictions other than for minor traffic v1olat10ns°
Had an addiction to or been treated for drug or alcohol abuse?

Had any final 1liability Jjudgments or settlements? YES

- Had. any Jjurisdiction deny or take action against your lliense° YES

Had any hospital privileges denied, conditioned or revoked?} YES@EQ
Recently started practicing in Vermont? YES /f hawve been in
To distribute workload renewal period has been adjusted & fee prorated



A new law provides that 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).

1

The maximum penalty for perjury is fifteen years in prison, a
$10, OOO f1ne or both

Remember, 1f you don't sign this certificate, your'license will

,rnot be -renewed. VE =

I hereby certrfy, under the paﬂnc and penaltieg of perjury, that I am
1n good standing with respect to or in full mpliance with a plan to
n_pay, any and all taxes due the State of £ date of this -

diJ.&.J.J..L\..G.LLULL.
Date é;»;k?4?7 Signature e /44213

IMPORTANT: Check for correct spelling of name and proper address.
Print any changes in the adjoining space. Sign and date the
application. Enclose the correct fee in a check or money order payable
to the Secretary of State.




o STATE OF VERMONT
RENEWAL APPLICATION

I he'«:by apply for the renewal of my:

™y

Physician License

CHERYL A‘GTBSON<MD

1 1 /?0/00.

Current Expiration ! _ Renewal Period Coverin
Renewals postmarked after the expiration date must include a late fee of $25.00

INFORMATION NEEDED

A YES REQUTRES AN EXPLANATION. DURING THE PREVIOUS 2 YEARS, HAVE YOU:

Had any il;ne: ions which impaired your ability to function
as a physician _ -

Had any convic than for minor traffic violations?

Had an-addlctioﬂ to or been treated for abuse of drugs or alconol

Had any jurisdiction deny or take action against your license?

Had any final liability judgments or settlements against you?

50
1

Had any hospital privileges denied, conditigned or  yevoked?

Recently started practicing in Vermont? (XESYNO ,

List all hospitals you curr ~ently hold ho:plba- privileges or have held in

+ A o b

the past (give dates) w} Mciﬁ‘ Cﬁthlq ‘%%mﬁ%ﬁzﬁ Q# V£&VWJVJr*
3 A(4 ~ P/W\ff’ :

ADDITIONAL QUALIFICATIONS FOR RENEWAL

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 géoq 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 corfigested in a-
judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved ¥
~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. . ' {

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

. . /. //
Date /0/7— L’/(( v Sighature : ﬁ /

'/

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

Secretéry of State’s Office
L Office of Professional Regulation
Pavilion Office Bldg-Montpelier, VT 05602-2710
(802) 828-2363
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RE\J EWAL APPLICATION

r the renewal of my License AS -

3171937 01/31/1951L

ON CHERYL A, HoDi

HEAD RF /ERSE FIRQT

FoLn

SPECiIiAL INSTRUCTION'SZ_,

'ﬂ

:..”1109.%:: Z YEARS, HAVE YQOU: A YES REQMR
;:please circte either yes cr n -




R
. o

A hew law provides that a professional license may not be renewed unless the licensee certifies that he or
she is in good ,t'mamg with the Deparrment of Taxes. Good standing means that 06 taxes are due] the tax
liability is on appeal, the taxpayer is in compliance with the payment plan approved by the Co.amissioner of
Taxes, or the iicensing authority determines that immediate payment of taxes would impose an unreasonable
hardship (32 V.5.A. § 3113).

The maxirnum };cpql y for perjury is fifteen years in prlson a $10,000 fine, or both.
Remember, if you don't sign this certficate, your license will not be renewed.

I hereby cemfy under the pains and penalties of perjury, that I dm in good smnumg with respect to or in full
Compllanf with a pi*m to pay, any and all taxes due the Srate of Vermont as of the dace of this application.

Jis/¢ '
DATE_____ [ 1> §+ . S{GNATURE

INSTRUCTIONS FOR USING '!‘Hi‘S FORM

1. Check for correct spelling of name and proper address. Print changes in adioining space. :
: b t = =)
2. Sign and date the apphication.

BY

Lnclose rhe correct fee in a check or money order (no cash} payable o Secrerary of St‘ e.
4. Rewurn application and fee in the preuaddrcssed return envelope provided.

5. Your new lcense will fiot be issued uniil just before the new license period starrs. There's no need to check with us
before then to see if we got your application. In fact, it would slow things down.

6. Write the Licensing and Registration Division immediately Whenever you have a change of address or name.
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1994 PHYSICIAN LICENSE HENEWAL APPLICATION, PAGE ONE OF SlX

| hereby apply for the renewal of my LICENSE AS EAQ?;ICIAN for the period from

12/01/92 to 11/30/94. TWO YEAR RENEWAL FEE; $20
Enclose a check in the amount of $205. made payable to the Vermont Board of Medical Practice.

ol v

42-0007465 A | | , @WL\

Cheryl A, Gibson M) ‘O

ii*i***ﬁ**i****iif****iii***ti**i*i*i****t*t&*tiii**iiitﬁ*"t*i****iﬁi*ii*it*i.it*ﬁ***iiiiﬁii*i*ittt**t*ﬁiiﬁ'ti*'*i*
i

Important: SN : :

- Please print legibly 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 provide explanations to "yes" answers
in Section II.

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

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

. - Thank you for your cooperation.
SECTION |

1. Name: Cl’\ﬁv\/}' A 61@5“\ A’l \—) 2. Vermont License Numbg_;l:%z- P—Z"—“,;S

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

4. Home Address:

City, State, Zip Cod

5.' Office Address:

Z % /L(a/v\-—ir .
City, State, Zip Code: BVVL«O/‘/Y d

6. Daytime Telephone Number: Area Code:

7. Date of Birth: Mo
8. Place of Birth:

10. Licensing Examination Taken - Check:

____ State Examination-ldentify State: _ Other Examinati(J~TSpecify: ‘ ‘

11. Undergraduaté Degree - Circle: B.A. (B.S.) A.B. Other: Year of Graduation: {6(7'1

Degree Granting Institution: LL V/V\ _ Location: BU»’L{‘ V"’("{'L'VW VI~
First Institution (If transfer): Location;

12. Medical Degree - Circle: @ Other: Year of Graduation: l lgS o
Degree Granting Medical Sch‘oolz- LL\//V\ Location: BLL"\,(U\\:RV\ VI

First Medical School (If transfer): Location:

'



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

13. Do you have hospital privileges in \_lermont\’> . Yes

Name(s) and Location(s) of Hospital(s): NLthC&UZCMLIl A Hfﬁ D Cﬁ l/‘@ VVLI’LC’IL_

'ﬁmmu‘ A Hos 7 ita l

14. Did you practlce in Vermont dunng the past 12 months? _ Z_\Yes - No

15, Other states where you now hold an active license to practice: M &U (’UV{‘&I‘“ < A’(C(/l‘-e..

{

16. States where you previously were licensed to practlce' —

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 Certified (Yes or No)

(a) GB . %/V’l V) erS _____ No Year Certified/Recertitied:L?;/_ii_I
(b) . " Ves ' No Year Certified/Recertified:___/____
(c) __Yes ‘No Year Certified/Recertified:_'_/__

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

(a) - | - 5 )

(b)

19. Please list the institutions where you have had residency or fellowship training:
Institution ; ) City . - State Specialty Year Completed

a)MCHV o Bw\.@w\ff\m VI Oh @U V) 4 /Cl_é_c ,,]

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

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

2. Have you ever had an organic iliness which has |mpa|red your ability to practice medigi i
student of medicine, resident or fellow? =~

3. Have you, at any time, been a defendant in any cnmmal proceedlng other than minor traffic x
offenses? YES NO

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

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

N



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

. 1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF SIX
-SECTION 11 CONTINUED _ N

6. 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 associati
(international, nanonal state or local)? __YES NO

7. Has any medical malpractlce claim been made against you in the last ten years (whe i
f|led in relation to the clalm/complalnt/demand for damages)? :
8. Have you ever had staff privileges, employment or appointment in a hospital or other health care lnstltutlon

denied, reduced, suspended or revoked, resigned from a medical staff in lieu of disciplinary action or g ned from
a medical staff after a complaint or peer review action has been initiated against you? _ __YES ¢ NO

/9. Have you ever voluntarily surrendered or reS|gned a Ilcense to practuce medlcme or any healmg
an? . . - YES NO

10. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended r veked,
denied, restricted or surrendered by any jurisdiction or federal agency at any time? __YES . NO

11. Have you ever been denied the right to pammpate or enroll in any system whereby a in party pays all or part
of a patient's bill? . . YES ___NO

12. Have you ever withdrawn an apphcatlon for a medical license or been demed a medical license for?e{ :
‘reason? : _ _ ____YES

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

14. Have you ever been noftified as a responsible party of a Severity Level HIl quality problem (quality of hospital .
care provided to Medicare patients) by the Peer Review Organlzatnon (PRO) in Vermont or

elsewhere? - . . _YES & NO |

15. To your knowiedge, are you the subject of an investigation by any other licensing i
application'7 . , ‘

16. Have you ever.been dismissed or asked to leave from a reS|dency training program(s)
before completion? _ YES: NO

SECTION ill - TO BE COMPLETED ONLY BY PHYSICIANS PRACTICING IN VERMONT

1. Current Status (please check one): \( Active Retired* "~ Other (please explain)

*Note: If you are retired or are not practicing in Vermont you need not complete SECTION lil; 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 yNo
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 trammg program'7 hrs./wk. in
Vermont.

3. What is the date yo staned practicing medicine (excludmg residency or fellowship tralmng)
(Month/Year) % [

4. What is the d yo§ started practicing medicine in Vermont (excluding reS|dency or fellowshlp trammg)
" (Month/Year)

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



\

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

SECTION lil CONTINUED

Instructions for completing the next portion: Please complete one "site” section for each location where you
practice. Be as detailed as possible. Estlmate if exact figures are not available.

The codes to be used for the Employment Setting column are as follows (If applicable, Irst multiple codes
at one practice site):

1 Solo Practice 6 HMO (Health Maintenance Organization) Teaching
2 Group Practice 7 Extended Care Facility ' ther Specify: %"’(ﬁk\ PQL"’Z’
3 Community Health Center 8 School/Coliege Health ' / \ 7\1‘2
4 Hospital Outpatient Clinic 9 Occupational Health "JUW\‘/‘\’G H&U ﬁl
. 5 Hospital Inpatient 10 Emergency Room )
6. Practice Site Number On ol v
Street Address: . T ﬁiéw\&ge»((( 4'\‘C .
Town: (’h/v&(/i;»ﬁ\&\/\ ' Zio 640 |
Please complete one full Ir@e for each specralty (example: pediatrics) that you practlce at this site.
What t of will What t of Will you
. :oo;.w :en::‘:: ment mllihop':cﬂ;: of: . :I::.mew lhepa‘;':;nlno : DCOpr:‘:'IOW r{npo:'::nlno asccept new |-
engaged (See db:::r‘::wwhfin pationts in this specialty are _ Medicald | this speclaity are Medicars
in direct codes the next 12 months? | this spaclaity? funded by Medicaid? |- Ipat;:nh ‘ lg.\zod :yl:kdlwo"l :‘w”:r:u
Specialty _ Pwe | pageay | WMesorder (Yes or No) hecovaary) - pociaty? | noconsary) | spociaity?
o~ - . - b4 U . . 3 2 : - -
OB SN O | 172 NV Neéo 25 N L0 e N
o ' / 7
Check the financial organization which best describes this site: _ For-profit £ Nonprofit
If applicable, check the type of services that you perform at this sne even if the service is not practrced as a
specialty: ]
Aduit Medlcrne i Pediatric.Medicine Prenatal Care $ Gynecologic Care

Obstetrics If you practrce obstetrics, approxmately how many dellverrs?(io you perform per year at all

practice sites? i::iﬂ \T. e, R ao C,s,

(For example, a physician specra izihY in famlly practice who performs‘deliveries would check "Obstetrics".)

7. Practice Site Number Two
Street Address: Town: Zip:

Please complete one full line for each spec:alty that you practice at this site.

Hours per | Employment wiil What percent of Wil you What percent of Will you
‘week Setting ml.l :h’ :;:l:: of occog‘:\ow the patients in . accept new the patients in accept new
engaged (See . dhcoxnu od within | patients In this specisity sre Medicaid this specialty are Medicare
: in direct codes the noxt 12 the? | this specialty? funded by Medicaid? patients funded by Medicare? ::M;:nu
i patient on Y N (Estimate if in this (Estimata if n this
SPGClalty care Page 4.) (Yes or No) (~ o8 or No) necessary.) pecialty? y) specialty?
Check the financial organization which best describes this site: For-profit ____ Nonprofit
R If applicable, check the type of services that you perform at this sne even if the service is not practiced as a
specialty: _ Adult Medicine - Pediatric Medicine_ Prenatal Care . Gynecologic Care

Obstetrics If you practice obstetncs approxmately how many deliveries do you perform per year at all
practice sites?



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

SECTION Iiil CONTINUED

8. Practice Site Number Three
Street Address:

1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FIVE OF SIX

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

Hours per | Employment will What percent of Will you What percent of Will you
week Setting :I‘:I.l ?‘ g;:yu: of occo:::\ew the patients in accopt new | the patients in - sccept new
engaged (See dkco::n uod within ' | patients in this specialty are Medicald this speclalty sre Medicare
in direct codes the next 12 the? | this speciaity? funded by Medicald? |- patients funded by Medicare? :)at:nb
Specialt patient on Yes or No (Estimate if in this (Estimate if n this
P y. care Page 4.) (Yes or No) ( ) necessary.) peciaity? y.) speclalty?
Check the financial organization which best describes this site: For-profit Nonprofit
Check the type of services that you perform at this site, even if the service is not practiced as a specialty:
Adult Medicine Pediatric Medicine Prenatal Care . Gynecologic Care
Obstetrics If you practice obstetrics, approximately-how many deliveries do you perform per year at all

practice sites? ‘

9. Practice Site Number Four

Street Address:

Town: Zip:

Please complete one full line for each specialty that you practice at this site.
Hours per Employment . Will you' W_ha(porcem of Wil you What percent of Will you
week Setting : ml.l :h. ::I:yu: of ““L new the patents in accept new the patients in accept.new
engaged (See dhcomnuod within | petients In this specialty are Modicaid this specialty are Medicare
In direct codes the next 12 monthe? | this specialty? funded by Medicald? patients funded by Medicare? | patients

Spacialty patient on’ (Yes or No) {Yes or No) (Estimate If in this (Estimate if in this

care Page 4.) necessary.) pecialty? Y} -speclalty?

Check the financial organization which best describes this site: _- For-profit Nonprofit

Check the type of services that you perform at this site, even if the service is not practiced as a specialty:

Adult Medicine Pediatric Medicine Prenatal Care

Gynecologic Care

Obstetrics If you practice obstetrics, approximately how ‘many deliveries do you perform per year at all

-practice sites? .




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

: \
A professional 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 fuil 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 business may not be renewed unless the licensee certifies that he
v 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. ’

’ 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 sfanding
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.
[¢)

| hereby.certify that 1 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 unreasonable
hardship. Please forward an "Application for Hardship” to the address below. ' .

APPLICANT’S STATEMENT REGARDING TAXES
! ‘ | 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) ! ‘ )

' OR yLooot : ‘ ;
| 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 agli ’

Social Security Numbe

The disclosure of youi social security number IS m . ited 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. :

v e g ]
Date: (/l /30 / {7" Signaiure:

1 L

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

Montpelier, Vermont 05609-1 106
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
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 yeérs of age or older are exempt from payment of a renewal fee; however the physician license
renewal application must be completed and submitted. i ' ;



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

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

Your Name: C h(,)/’)fu { 5”,//)& ﬂ’q Vermont License Ndmber:w (’3(
VU SN 2| 1e<

SECTION A MEDICAL MALPRACTICE CLAIM (QUESTIO 7) You will need TABLE lon Page 3 to complete this

section. Please supply the following information regarding each instance of alleged maipractice: ‘This form should be

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

Insurer:

Claimant Name: ' ‘ » \

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

Basis Code: 'Basis Code:

Basis que: 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 respansibility for the course of treatment in leading to the claim.

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

’

Incident Locanon (circle one) !

01_Emergency Room 02 Labor/Delivery - 03 Laboratory/X- Ray/Testmg 04 Operating Room °
05 Outpatient 06 Patient Room 07 Hospital-Other " 08 HospitaHJnknown
09 HMO : 10 Clinic 11 Nursing Home 12 Physician's Office
13 Walk-In Center 14 Other 15 Unknown

Section A continued on next page



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE ,

FORM A CONTINUED - 1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF SIX

SECTION A: MEDICAL MALPRACTICE CLAIM (QUESTION 7) CONTINUED

Your Role (circie 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
06 Surgeon 16 Court Psychiatrist '

07 Fellow 17 On-Call Physician

08 PGY t 18 Group Practitioner/Partner

09 PGY 2 19 Other: Specify

10 PGY 3 20 Unknown

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

Name:

Firm: -

Address:

City, State, Zip:

)
f

Telephone Number: ( )

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: * Award: !
If your case was appealed, indicate the following: Date Appeal Filed (Month, Day, Year) /
Date Appeal Decided: / /

If your case was settled, indicate the following:
Settlement amount paid on your behalf:
Total settlernent 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: » K

Table | for Section A on the next page



. STATE OF VERMONT - BOARD OF MEDICAL PRACTICE _
FORM A CONTINUED - 1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE THREE OF SIX
TABLE | - BASIS CODES - ALLEGATIONS ONLY

DIAGNOSIS RELATED ' Improper Tr it: Medication Related

D01 Delay in Diagnosis T21 Failure to obtain informed consent/exceeding consent obtained
Failure to ‘Diagnose: T22 Failure to take adequate patient history
- D02 Abdominal Problems (other than appendicitis or ulcer) ) T23 Failure to diagnose drug related problem(s) (other than addiction)
D03 AIDS/AIDS Related Complex . T24 Failure to diagnose drug addiction
D04 Allergy N T25 Prescribing to a known addict
D05 Appendicitis " T26 Wrong medication ordered
D06 Arthritis T27 Wrong dose of medication ordered
D07 Bladder Problem C T28 Improper route of administration
D08 Bowel Problem .+ T29 Drug side effect .
D09 Breast Cancer , T30 Failure to prescribe’
D10 Cancer (other than breast) _ T31 Drug toxicity/overdose
D11 Cardiac Disorder/lliness/Problern (not myocardial infarction) . T32 Other Specity:
D12 Circulatory Problem - X ’ o \
D13 Diabetes ’ . improper Treatment: Mental liiness Related
D14 Fracture/Dislocation . T33 Failure to obtain informed consent/exceeding consent obtained
D15 Gall Bladder Disorder ' T34 Failure to diagnose mental disorder/illness/problem
D16 Genetic Disorder T35 Improper medication prescribed . '
017 Hemorrhage . T36 Improper commitment ' :
D18 Hernia . - T37 Improper discharge
D19 tmplanted Foreign Body N T38 Improper monitoring
D20 Infection _ T39 -improper use of seclusion/restraints
D21 Kidney Disorder ", T40 Suicide/Suicide attempt by inpatient
022 Liver Disorder T41 Suicide/Suicide attempt by outpatient
D23 Meningitis T42 Other Specity:
D24 Myocardial Infarction .
D25 Neurological Disorder improper Treatment: Obstetrics-Gynecology Related N
D26 Onthopaedic Problem (other than fracture/dislocation} T43 Failure to obtain informed consent/exceeding consent obtained
D27 Pneumonia/Pneumothorax T44 Failure to diagnose pregnancy, normal
D28 Poisoning ’ T45 Failure to diagfiose pregnancy related problem
D29 Respiratory roblem ) A T46 Failure to diagnose sctopic pregnancy
D30 Tendon Injury - ’ T47 Failure to diagnose endometriosis
* D31 Thrombosis . T48 Failure to diagnose fetal distress
D32 Tumor : T49 Failure to identify mother-fetus blood problem
D33 Ulcer or Complication{s} of Ulcer ' TS0 Improper performance of abortion
D34 Other Specity: T81 Improper management of pregnancy
T52 Improper management of delivery
D35 Failure to Obtain Consent for Diagnostic Procedures/Exceeding consent obtained T53 Improperly performed vaginal delivery
D36 Misdiagnosis T54 Improperly performed C-section
D37 Ordering/Performing Unnecessary Diagnostic Tests/Procedures T55 Delay in performing C-section
D38 Failure to Perform Diagnostic Test(s) T56 Delay in treating fetal distress
D39 Other Diagnosis Related Injury T57 Failed sterilization
’ T58 Wrongful life/birth .
EQUIPMENT 758 Fetal death/stillborn .
EO1 Equipment: Misuse . T60 Maternal death related to delivery
E02 Equipment: Malfunction T61 Other Specify: __ i

£03 Equipment: Other Specily:
N Improper Treatment: Surgery Related

IMPROPER TREATMENT T62 Failure 1o abtain informed consent/exceeding consent obtained
TQ1 Delay in Treatment T63 improper performance
T02 Failure to Obtain Informed Consent/Exceeding Consent Obtained T64 Failure to diagnose post-operative complications
T03 Improper Choice of Treatment T65 Improper treatment of post-operative complications
T04 Infection T66 Retained foreign bodle’s (e.g. needle, spongse, instrument, etc.}
T05 Fracture/Disiocation . T67 Delay in surgery
T06 Chronic Vegstative State Resulting from Medical Intervention . T68 Unnecessary surgery
T69 Wrong body part -

Improper Treatment: Anesthesia Related : i T70 Laceration or pénetration not within scope of surgery
TO7 Failure to obtain informed consent/exceeding consent obtained T71 Death in the course of/résulting from surgery
TO8 Failure to take adequate patient history T72 Other Specify: . ~
T09 Failure to monitor ’
T10 Failure to test squipment/improper use of equipment improper Treatment: Specified Procedures
T11 Improper mntubation T73 Angiography
T12 improper positioning . T74 Arteriography
T13 Wrong amountitype of anesthesia prescribed T75 CAT scan
T14 Allergic/adverse reaction ~ T76 Catheterization
T15 Teeth damage T77 Colonoscopy
T16 Other Specify: i T78 Cryosurgery

. . ' T79 Discogram
TRANSFUSION : T80 Electroconvulsive Therapy
TR17 Mismatch T81 Endoscopy
TR18 Caused AIDS T82 Esophageal Dilatations
TR19 Caused Hepatitis . T83 Injection/Immunization
TR20 Cther Specify. - ) : . T84 Laparoscopy

T85 Lasers, used in treatment
T86 Myeiography



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A CONTINUED - 1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE FOUR OF SIX

SECTION B: CRIMINAL INVESTIGATION - PROCEEDING (QUESTIONS '3 AND 4) - ATTACH DOCUMENTS

Court: ' ' ‘ Charge: Date:

_ Description\:

\

Status:
Conviction?: Date:
Date:

Plea?:

SECTION C: DISCIPLINARY CHARGES OR ACTION (QUESTION 6) - 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 Education/Training/Counseling/Monitoring
10 Denial or right or privilege

11 Resignation .

Circumstances:

12 Leave of absence

13 Wlthdrawal 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:

SECTIOND: PRIVILEGE TO PRESCRIBE CONTROLLED SUBSTANCES (QUESTION 10) - ATTACH DOCUMENTS

Name of Organization Involved:

Type of .Restriction:

Date:

Circumstances of restriction:




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

‘ SECTION E: WITHDRAWAL OR DENIAL OF LICENSE (QUESTION 12) - ATTACH DOCUMENTS

State: ' ) ' Year:

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

SECTION F: INVESTIGATION BY ANY OTHER LICENSING BOARD (QUESTION 15),- ATTACH DOCUMENTS

Name of Licensing Board: , Date:

Location of Licensing Board:

Circumstances:

SECTION G: RESIDENCY TRAINING PROGRAM(S) NOT COMPLETE[&J\(QUESTIQN 16) - ATTACH DOCUMENTS

Residency Training Program(s):} - -

Location of Program(s): Year:

Circumstances:

"SECTION H: TREATMENT FOR EMOTIONAL DISTURBANCE OR MENTAL ILLNESS,'ORGANIC ILLNESS,
ALCOHOL OR DRUG DEPENDENCY (QUESTIONS 1, 2 AND 5) )

Treating Organization:

Address: v . b

Telephone: ( \ )

- Person, Responsible for Treatment:
J

Type of Condition and Treatment:

Dates of liiness/Dependency: ' ! to

Dates of Treatment: ‘ to




STATE OF VERMONT - BOARD OF MEDICAL ‘PRACTICE
FORM A CONTINUED - 1992-1994 P_HYSICIAN LICENSE RENEWAL APPLICATION - PAGE SIX OF SiX
{
SECTION I: AFFECTING HEALTH CARE INSTITUTION STAFF PRIVILEGES, EMPLOYMENT OR APPOINTMENT 7
(QUESTION 8) - ATTACH DOCUMENTS
Institution Involved:

_Date:

Circumstances:

' S ' .
SECTION J: VOLUNTARILY SURRENDERED OR RESIGNED A LICENSE TO PRACTICE MEDICINE OR ANY
HEALING ART (QUESTION 9) - ATTACH DOCUMENTS

State: Year:

Circumstances: : -

SECTION K: DENIAL OF RIGHT TO PARTICIPATE OR ENROLL - THIRD PARTY PAYER (QUESTION 11)
ATTACH DOCUMENTS

Third Party Payer: CH Year: MC(Z

Circumstances: IVIC(( “”b envvl| as CHf {?,/e\/lch” wad( wis
r*( / INTY ﬂ%/ﬂht/\k CML/\\ ﬂ\a& ‘H\U»i c_(,{ci //ld'} W”L»N{" ]LV

bL cﬁ%l,n ted wadtia Planved Paardhend / MY ém?“\/w)

" SECTION L TURNED DOWN FOR COVERAGE BY MALPRACTICE INSURANCE CARRIER (QUESTION 13)
ATTACH DOCUMENTS

Malpractice Insurance Carrier: Year:

Circumstances: r

SECTION M: SEVERITY LEVEL Ill NOTICE BY PEER REVIEW ORGANIZATION (PRO) (QUESTION 14) .
ATTACH DOCUMENTS '

PRO: ] ' ' Year:

Location of PRO:

Circumstances:




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

I hereby apply for the renewal of my LICENSE AS ’SICIAN\for thc penod from
" 12/01/94 to 11/30/96. TWO YEAR RENEWAL FEE: $205 00.

Enclose a check in the amount of $205.00 made paya € Vermont Board Medlcal Prac

et

< 18 @ mged_ PR
**************************************** %k sk sk ok 3 sk 3k ok ok 3k ok ok ok ok %k 5k ok ok ok ok ok %k ok ok ok kK
Important: .
- Please print legibly or type your answers.
- Answer all questions completely - it is not adequate to state that the Board already has the information.
Use the enclosed Form A to provide explanations to "yes" answers in Section II.
- Make a copy of this form and all attachments for your own records.
- Do not 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. )

Name:__Chewl A. Grbron MD
. Vermont License Number: TS

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

. Home Address:__ not aveclalle

City, State, Zip Code:____
- 7’,
_ Office Address: 23 Mwmz;\,a( d e

Bl N&/‘{‘\W\ - cSHO|

City, State, Zip Code:

Note: Circle either "Home Address" og”™Office Address™as your preferred mailing address.

6. Daytime Telephone Number:____ _

7. Date of Birth:

8. Place of Birth:

9. Sex (M/F):




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

SECTION I CONTINUED

. Licensing Exammanon Taken - Check: )( National Boards FLEX State Examination-Identify State:
' __USMLE Other Examination Specify:

. Undergraduate Degree: (B.A., B.S., etc.): BS Year of Graduation:__I !’ ﬁ-??—

Major Course of Study:_ ?\/D(SW onall Nusi I"S/
Degree Granting Institution:___ (/Ln \ \/J,/L merd—
/6 VT et wm mondt—

Location:

First Institution (If transfer):

Location:

. Medical Degree: (M.D. or Other, please specxfy) MD Year of Graduauon / q%
A
Degree Granting Medical School: __Ln1uzvat } Vemad  £g (pe 6? fed twre
Location: Bunl '&"TU‘/\ \/M/WL

First Medical School (If transfer):

Location:

. Do you have hospital privileges in Vermont? XYes ) o |
Name(s) and Location(s) of Hospital(s): Med 2l @l;b(—c/f\ 'H'DE rf‘l'("LQ /,L ‘/J/LWWVU(‘
' Funnul Al Htsm-lw( '

. Did you practice in Vermont during the past 12 months? _7& Yes __ No

. Other states where yoﬁ hold an active license to practice: Ma (hL : NW W‘g l’" <
( L]

. States where you previously were licensed to pfactice: Nt

. Please lxst your specialty(ies) and indicate if you are American Board of Medical Specialties certified in those specxaltles:
] _American Board of Medical
Specialty Code(s) Specialties Certified
(See the list of specialty codes.) ~ (Yes or No) ' Year Certiﬁedeecertified

\»

/

/




42-7465  Gibson, Cheryl A.

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

SECTION I CONTINUED
18. Please list the postgraduate educational degrees (MBA, MS, Ph.D., JD, etc.) that you have earned related to your practice: N / A

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

Major Course of Study:

Degree Granting Institution:

Location:

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

Major Course of Study:

Degree Granting Institution:

Location:

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

Major Course of Study:

Degree Granting Institution:

Location:

Page 3
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42-7465  Gibson, Cheryl A. N

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 h@ or fellowship training: .
(a) Institution : City State Country

 Mediad Condn thospd VT Badirpton v oM
UM Colep of Medlre ] |

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

lLoo [ 148

Institution ‘ Country

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

A

Institution _ 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.)? zé Yes
If yes, please list:
' . 7 Check if:
Name of P.A. ‘ . Primary and/or Secondary

TFudith Swllvan - P4

_ Hanpst Howen 04
Coaf  Nichdlas - PA
/AWM/{ ) f}ucu\dm/n Ph-




42-7465  Gibson, Cheryl A.

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

SECTION I CONTINUED

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

ad| e ;owwame/vs’ WW/(&/ Planred. ﬁmxwﬁawd c;ﬁ
Nsevn  Neud W

Page 5



42-7465  Gibson, Cheryl A.

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

SECTION I CONTINUED




427465  Gibson, Cheryl A.

' STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN LICENSE RENEWAL APPLICATION, PAG\E-SEVEN OF TEN

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

During the past two years:

1. Have you had any organic illness, emotional disturbance or mental iliness which has impaired you i i i
or to function as a student of medicine, resident or fellow?
2. Have you been a defendant in any criminal proceeding other than minor traffic offenses?

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

4. Have you been dependent upon alcohol or drugs?.

5. Are any formal disc\iplinary 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 ANO

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, 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 _><_NO

i
i -

8. Have you voluntarily surrendered or resigned a license to practicé medicine or any healing art in lieu of disciplinary ction? -
. ’ ~ -YES /SNNO

9. Has your privilege to possess, dispense or prescribe controlled substances been suspended, rerked, denied, restricte or
surrendered by any jurisdiction or federal agency at any time? ' ' YES . _ANO

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 0]

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

;o ___YES b@
e ‘ ' o o >/ N
12. Have you been turned down for coverage by a malpractice insurance carrier? __YES 2NO

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 _XNO

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




-

42-7465  Gibson, Cheryl A.’

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

SECTION II CONTINUED

, L
'15. Have you been dismissed or asked to leave a residency training program(s) before completion? YES —)_<_ NO

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

Except for questions 1 and 4, ''Yes' answers on past license renewals must be updated on Form A
For example, if a previously reported malpractice action has been dismissed, please indicate that on
Form A. You have a 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".

Page 8



1427465  Gibson, Cheryl A.

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

SECTION TII =
(Section 1II 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: ’ - C
WITHOUT EXCEPTION, ALL LICENSEES MUST COMPLETE (1), (2), (3) AND (4) BELOW OR
THE LICENSE WILL NOT BE RENEWED. THANK YOU FOR YOUR COOPERATION.

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

; S I hereby certify that 1 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 pian 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 T 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)

/ ; I hereby certify, under the pains and penalties of perjury, that 1 am in good standing with Tespect to or in full compliance with a plan to pay any and all
taxes due o the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen years in prison, a $10,000 fine, or both.)
OR : :
I hereby certify that I am NOT in good standing with respccf {0 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. : o

)

(3) SOCIAL SECURITY NUMBER:

The disclosure of your social security number n d 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. '

(4) STATEMENT OF APPLICANT

I further certify that all information contained in this renewal application (including all pages and attachments) is true and accurate 0 the best of my knowledge.

Failure to provide truthful and accurate information may titﬁw for denial of license renewal or disciplinary action.
W W, |
Date: 0 I:} 4 \/ Signature: /w':’j //7 > / /L(/O

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

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 business 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 lability 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. o '

v

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 proper address.on the page one
fabel. 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 Renewal 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. ) "

Page 9



42-7465  Gibson, Cheryl A.

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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+42-7465  Gibson, Cheryl A.

VERMONT DEPARTMENT OF HEALTH SURVEY

- SECTION 1V

- To be completed only by physicians practicing in Vermont.




42-7465  Gibson, Cheryl A.

VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV
(Sectlon IV is especmlly for the needs of health care access planmng/physxclan 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): Active Retired* Other (please explain)

2. Postgraduate training in Vermont: C \/
(a) Are you currently in a postgraduate training program in Vermont as a resident or chnlcal fellow" ~) No
(b) Are youa ___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 (excludmg residency or fellowship trammg)?
(Month/Year) | &€

(Month/Year)

y

4. What ié the date yo! star%e:,g practicing medicine in Vermont (excluding residency or fellowship training)?

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

6. What is your Unique Physician Identification Number (UPIN)?

Instructions for completing this portion: Please compléte 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 i WORK SITE Section in this form
Mountain Pediatrics 126 Cherry St., Burlington ‘ NUMBER ONE

City Hospital ) Pine St., Burlington * - : NUMBER TWO

Mountain Pediatrics Route 116, Hinesburg 3 NUMBER THREE

Lakeview Pediatri¢s Route 7, VergennesA | NUMBER FOUR

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

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

Page 2



142-7465  Gibson, Cheryl A,

VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV CONTINUED
7(2). WORK SITE: NUMBER ONE

Waonenst Cho e ?\(m Ao uakes /)ﬂ(amr\v.eﬁ pa/wr&bmrcﬁ# Mf\/ﬂ’l
23 Mondaeld
T3uwAvlireten 2 U7

Is your practice at this site affiliated with an IPA HMO? __ Yes >< X No

Is your practice at this site affiliated with a Group/Staff HMO? SLYes __No
Do you engage in teaching at th]S site? _~Yes ___ No

Do you engage in research at this site? _}_Q_Yes ___No

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

n/, o
Zip Code: CKY0 /

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

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

1 Solo Practice 7 Hospital Owned/Operated Office Practice

Group Practice: Single Specialty 8 Hospital Emergency Room

Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic

10 Hospital Inpatient

School or College Health Center 11 Extended Care Facility

Plannd (’M«v\ih&g‘&m A&i/o)«,uaka(

2
3
4 FQHC/RHC Community Health Center
5
6

Business or Worksite 12 Other: Specify

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

SPECIALTY(IES) Do you plan to Will you accept Will you ac‘ce t
AT THIS SITE Average hours per . . continue the Will you accept new Y .o P Y . b
h Practice Setting . . . R 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 p specialty for the specialty? p . p [
. . 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
DL 5D (2 Veg. Ves . Neg \feg
7 7 7 /

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

Service

Hours

General pediatric medical care

General adolescent medical Care

General adult medical care

6/

General geriatric medical care

General gynecological medical care

"

General obstetric medical care

Page 3



42-7465  Gibson, Cheryl A.

VERMONT DEPARTMENT OF HEALTH SURVEY - »

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

Name of Practice(s):
Street Address:

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

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

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

1 Solo Practice 7 Hospital Own_ed/Oper;;lted Office Practice
2 Group Practice: Single Specialty 8 Hospital Emérgency Room

l3 Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic

4 FQHC/RHC Community Health Center 10 Hospital Inpatient

5 School or College Health Center 11 Extenéled Care Facility

6 Business 'or Worksite- 12 -Other: Specify

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

SPECIALTY(IES) Do you plan to

Will ept Will you accept
AT THIS SITE Average hours per’ . . continue the Will you accept new 1 you ?CC. P i you ? P
. Practice Setting . . . L new Medicaid - new Medicare
(Please use . week engaged in (use codes provided practice of this patients in this atie———nts in this atic—_nls in this
code(s) from the DIRECT PATIENT use p specialty for the specialty? patie p ; :
list of specialt CARE above on this page) t 12 months? YES or NO specialty? specialty?
peciaity ex s YES or NO YES or NO

codes.) . YES or NO

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

Service Hours

General pediatric medical care -

‘General adolescent medical Care

General adult medical care »

" General geriatric medical care

General gynecological medical care

General obstetric medical care

Page 4



L

. P

. 42-7465  Gibson, Cheryl A.

VERMONT DEPARTMENT OF HEALTH SURVEY

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

Name of Practice(s):
Street Address:

Zip Code:

Town:

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

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

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

Solo Practice 7 Hospital Owned/Operated Office Practice

Group Practice: Single Specialty - 8 Hospital Emergency Room

Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic-

10 Hospital Inpatient

School or College Health Center 11 Extended Care Facility e

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

Business or Worksite

12 Other: Specify

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

codes.)

YES or NO

SPECIALTY(IES) Do you plan to Will you accept Will you accept

AT THIS SITE Average hours per . . continue the Will you accept new you . p Y . P
h Practice Setting . . . S new Medicaid new Medicare

(Please use week engaged in (use codes provided practice of this patients in this alien—ts in this atic——ms in this

code(s) from the DIRECT PATIENT above on thpi’s page) specialty for the specialty? Epeci alty? 5 pecialty?

. . 9 ? ?

list of specialty CARE next 12 months? YES or NO YES or NO YES or NO

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

Service

Hours -

General pediatric medical care

General adolescent medical Care

General adult medical care

General geriatric medical care

General gynecological medical care

General obstetric medical care

Page 5



42-7465 .

Gibson, Cheryl A.

VERMONT ,DEPARTMENT OF HEALTH SURVEY

SECTION IV CONTINUED

7(d). WORK SITE: NUMBER FOUR

Name of Practice(s):

Street Address:

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

Yes
Yes

No

No.

Is your pérsonal income from this practice site based on (check as many as apply):

___Salary

Fee for service

__ Capitation ___Cost based __ Other (please specify)

Zip Code: _

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

1

Solo Practice 7 Hospital Owned/Operated Office Practice
2 Group Practice: Single Specialty 8 Hospital Emergency Room '
3 Group Pra\ctice: Multi-Specialty 9 Hosbital Outpatient Clinic
‘4 FQHC/RHC Community Health Center 10 Hospital Inpatient
5 School or College Health Center 11 Extended Care Facility
6 Business or Worksite 12 Other: Specify

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

Please complete one full line for each SPECIALTY that YOU f)racticé at this site.

-CARE

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

Will you accept
ncw Medicaid
patients in this
specialty?

YES or NO

Average hours per
week engaged in
DIRECT PATIENT

Will you accept new
patients in this A
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 cdre

General adolescent medical Care

General adult medical care

General geriatric medical care

General gynecological medical care

General obstetric medical care

Page 6




Medilert-IRIS™
Division of The Castlemark Corp.

P.O. Box 14050 | T
."Scottsdale, AZ 85267-4050 o

. PH. 800-846-1351 . ) °
- ’ FAX 800-765-4814 -

August 31,1995

Vermont Board of Medlcal Practlce
109 State Street. .
Montpeller VT. 05609-1 106

ATTN: License Verifi caton ¢ -

RE: o Glbson Cheryl A., MD
(LICENSE# 7465 .

' Dear S|r/Madam o 3

, The above named mdrvudual has submltted an appllcatlon to MEDILERT-IRIS for processmg As
“part..of the - credentlallng process, we are requesting verification of this individual's claimed .

~-licensing. We have enclosed appropnate data regardlng thls mdnwdual as well asa photocopy of
a sugned release. - , ‘ St

A self-addressed stamped envelope has been enclosed for your convenlence

N

: , Slncerely I Co _ - S o

_ Jennlfer Douglas VT 250
Administrative Assistant

VERIFlCATlON o AT . R .

't. Provxder’s Llcense Number §/<Q ﬁOO 7?%5‘ L e S
2. .lssuance date ] Oc// O/Xé - ’ L o -

3. -Explratlon Date: /// 0/?4 - ’4 ) -

L 4 s there a record of any llcense suspensmn restriction or revocatlon regardlng this
< .~ . provider? Yes : No

Y. . . . . Vo

I yes, please explain;

i «? ?@4/ ﬁw/)a/:f 7L/
) ignature e 7 ) / | te '. :

¢

We have examined the records of the appropnate Court offices for the above Countles To the best of our knowledge the mformatron )
. on thls page is accurate and complete but no Ilablllty is assumed for.or by reason for any errors or omissions. ‘ ' J

.




I, CM 6"‘1 ( A' : 6_‘ ko 'WB , do hereby grant to Planned Parenthood Federation

of America, Inc., and its affiliates, and/or their agents, permission to gain access to, inspect and duplicate any and all
information, records, summaries or records and statistical reports (including physician utilization profiles pertinent to
my provision of medical services and my medical professional qualifications) currently on file at any and all acute care
facilities, skilled nursing facilities, outpatient centers and any other institutional settings with which I am or have been

affiliated; any local county, state and federal medical trade association, accrediting organization, medical society or
governmental entity.

I hereby release Planned Parenthood Federation of America, Inc., and its affiliates, employees, and/or its authorized
agents, from any and all liability or expense which is incurred by Planned Parenthood Federation of America, Inc., its
affiliates, employees or its authorized agents, due to the release of any of the information described in this Provider

Application to any purchaser of health care services or to any representatives of local, state and federal governmental
agencies.

I agree to immediately notify the Planned Parenthood affiliate with whom I am associated, upon termination,
suspension or denial of my malpractice insurance. I also agree to immediately notify the Planned Parenthood affiliate

with whom I am associated upon termination, suspension or revocation of my staff privileges at any hospital or health
care facility. ‘

Signature of Clinician:

Date: G//;/q\/

This authorization is valid for 24 months from the date shown above.
A photocopy shall be considered as valid as the original.

- 2



| DLE-DDBTHES
W L . o - Cheryl A. Gibson MD

o3 Mansfield fAvernue
Burlington, VT @5401

Vermont Department of Health
Board of Medical Practice

HEALTHY A ency of Human Ser.zzz:c'.es P T
VERMONTERs I |

2010 - [E c EIVER )

_/

)

November 1, 2002 . L Nov 18 2002 i

. Dear Physician: C LS VERMONT BOARD OF .
: _ © B .. MEDICALPRACTICE .

celved by this- offlce and-"~

Your 2002 Physician License Renewal application has be '
cannot be processed until the foliowing information is received. =+

st i

1 $350 renewal fee
0 $25 late fee
U Page 1, item
Page 2, item
Page 3, item
Page 4, item
Page 5, item ;
Page 6, item ‘
Page 7, item
Page 8, item
Page 9, item
Page 10, item
Page 11, item
Page 12, item
age 13, item ~ - _
Child Support, Taxes, Unemployment Compensatlon Statement B
Q Number 1 — check one of the two statements '
0O Number 2 — check one of the two statements -
O Number 3 — check one of the uuree otaten"e. uS - '
U Completed Form A o : ’

coooopdiuoooo

The page(s) that needs completion (i appllcable) i attached PIease complete the )
necessary item, initial, date and return’ as soon as pOSS|bIe g :

_Thank you.
‘":’Si.ncer_eliy,
vrt\:/,Ied-ical P'racti.ce”Board i
> (80?) 657-422.0,"”,' _
Enclosures. ) .. o

108 Cherry Street « PO Box 70. e Burlington, VT '054102-0070- . TEL 802- 657;4?;20 or 800-745-737|
‘ - ‘ ' FAX 802- ‘6‘57-4227



Vermont Department of Health - Board of Medical Practice

'APPLICANT’S STATEMENT REGARDING CHILD suppﬁﬁ“y,@xﬁgég}f RVAERTS
UNEMPLOYMENT COMPENSATION CONTRIBUTION ] 7,ﬂ

You must answer questions 1,2, and 3. - o J l.i WOV 1 a1
Regarding Child Support VERHOMT BOARD OF
MEDICAL PRACTICE 1.

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. § 785) ' '

1. You must check one of the two statements-beiow regarding child support regardiess
whether or not you have chiidren: ’

* | hereby certify that, as of the date of this applicatibn: (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. - - ' _

: 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". S ‘ :

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 two statements below regarding taxes:

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

U(!"ﬁ/ of this application. (The maximum penalty for perjury is fifteen years in prison, a $10,000.00 fine or
> both). . . : : ‘ . ~

n

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". :

Regarding Unemployment Compensation Contributions

" Vermont Department of Health - Board of Medical Practice

Applicant's Statement Regarding Child Support, Taxes, Unemployment Compensation Contributions -
Page 1 of 2



Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other -

. authority to conduct a trade or business (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 uniess 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 stateménté 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
u in full compliance with a payment plan approved by the Commissioner of Employment and '
W aining to pay any and all unemployment contributions or paymenis in iieu of unemployment
C 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 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 '

or

| hereby certify that 21 V.S.A. § 1378 is not applicable to-me because | am not now, nor have | ever

been, an R
Date of Birth -

* The disclosure of your social sepurity 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. : -

Social Security

N

STATEMENT OF APPLICANT

1 cértify 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.

M ow T

Signature of Applicant

Vermont Department of Health - Board of Medical Practice

Applicant's Statement Regarding Child Suppont, Taxes, Unemployment Compensation Contributions
Page 2 of 2 ' )



42-7465 GIBSON, CHERYL A.

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

I hereby apply for the renewal of my LICENSE AS A PHYSICIAN for the peribd 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.

23 MANSFIELD AVE
BURLINGTON, VT 05401

A
: © :
CHERYL A. GIBSON < NOV 19098 ~
™
N
-

Vermont Bue. -
Of

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 all attachments for your own records.

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

- Do not remove any pages from this document. :

-Thank you for your cooperation.

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

1. Name: CHERYL A GIBSON

2. Vermont License Number: 42-7465

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

4. Home Address:

City, State, Zip Code: |, VT '

5. Office Address: 23 MANSFIELD AVE

City, State, Zip Code: BURLINGTON, VT 05401

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

6. Daytime Telephone Number: L
7. Date of Birth:- ' '

8. Sex M/F): F__

9. Are you currently active in clinical practice in Vermont? 7( Yes No



- 42-7465 GIBSON, CHERYL A:

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

SECTION I CONTINUED

10. Licensing Examination Taken - Check: ﬁ National Boards ~ FLEX _Stafé Examination-Identify Statk;:
_ _USMLE ___ Other Examination Specify:

11. Undergraduate Degree: (B.A., B.S., etc.): BS : Year of Graduation: 1977

/

Major Course of Study: NURSING

Dégree Granting Institution: UNIV_OF VERMONT

Location: BURLINGTON, VT USA

First Institution (If transfer):

Location:

N

12. Medical Degree: (M.D. or Other, please speci.fy): MD Year of Graduation: 1985

’ Degree.Graming Medical School: LLay. CC)L» \/\ULW\(M
i 7 N

Location: BURLING'I:ON, VT USA

-First Medical School (If traﬁsfer): _ :

Location:

13. Do you have hospital privileges in Vermont? XY&;S __No
Name(s) and Location(s) of Hospital(s): - ’

(a) EANNY ALLEN-HOSPITAL —~

/> NowJ ‘:LE,MW\ A’\U/V\ H’Cﬂi’nf\ Care
YERMONT ~

(b).

(c)

(d)

(e)

14. Other states where you hold an active license to practice: [\/tcu N , N U9 (’\ﬁl I ' &‘/H nc...

15. States where you were previously licensed to practice: N '(/\' :



42-7465 GIBSON, CHERYL A.

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

SECTION I CONTINUED

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

Board
Specialty Certified
Code Specialty Name ([Y]es/[N]o) Year Certified/Recertified
(@ | 1101 | OBSTETRICS & GYNECOLOGY Y 1991
(b) . /
(c) /
17. Please list the institutions where you have had residency or fellowship training:
Residency Institution #1 Residency Institution #2 Residency Institution #3
Institution
Name MCHV
City BURLINGTON
State VT
Country USA
Specialty
Code
(See list) 1101
Specialty
Name OBSTETRICS & GYNECOLOGY
Year
Residency
_Completed 1989




'

42-7465 GIBSON, CHERYL A.

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

This page intentionally left blank.



42-7465 GIBSON, CHERYL A. o : .

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

o SECTION IT: PLEASE CHECK YES ORNO. ' ,
: 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 a
to function as a student of medicine, resident or fellow? '

 yEs _%Swo

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 aﬁy disciplinary action beeﬁ taken against you by any governmental authorify,
" by any hospital or health care facility, or by any professional medical association (international, national, state or local)? X
: ' : o ' YES N NO

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

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

8. Have you voluntari‘Iy surrendered or resigned a license to practice medicine or any healing art in licu of ‘disciplinary ao>i<m?
. : ‘ ._YES NO

9. Has your privilege to possess, dispense or prescribe éontfolled substances been susperided, revoked, denied, restricted g{
surrendered by any jurisdiction or federal agency at any time? ' YES O _NO

10. Have you' been denied the right to participate or enroll in z\my- system Wheréby a third party pays all or part of a patien.Sg«bill?
: ' . : : o YES NO

11..Have you withdrawn an application for 2 medical license or been denied a medical license fof ény reason? )( '
YES 7N NO

12. Have y\ou been turned down for coverage by a malpractice insurance carrier? I V YES _?{NO
. . \

13. Have you been notified as a responsiple party of a confirmed qualit); concern (quality of hospital care provided to Medicare

patients) by the Peer Review Organization (PRO) in Vermont or elsewhere? , oo YES . NO

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



42-7465 GIBSON, CHERYL A.

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

SECTION II CONTINUED

15. Have you been dismissed or asi(ed to leave a residency training program(s) before completion? - YES ziNO
IMPORTANT NOTE REGARDING THE QUESTIONS ABOVE AND ON THE PREVIOUS PAGE:

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



42-7465 GIBSON, CHERYL A.

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

. o SECTION II1

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.

N

. 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 suppdrt 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:
/ ; 1 hereby certify that as of the date of this application: (a) I am not subject to any support order or (b) 1 am subject to a support order and |

am in good standing with respect to it, or (c) | am subject to a support order and 1 am in full compliance with a plan to pay-any and all
child support due under that order. g

1

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”. '

i ¢

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. § 3] 13) )

2. Youn must check one of the two statements 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 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). 4

or :
- I hereby 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 |
hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship. Please
forward an "Application for Hardship". c ’

(céntinued on page 8)

" YOU MUST COMPLETE OTHER SIDE



42-7465 GIBSON, CHERYL A.

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

SECTION 111 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 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.

Y

3. You must check one of the two statements below régarding unemployment contributions or payments in lieu of unemployment
contributions: . ‘ . \

/)< I 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 fifteen years in prison, a $10,000.00 fine or both}.

’ . - or :
I hereby certify that 1 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”.

4. SOCIAL SECURITY NUMBE

* The disclosure of your social security number 1S manaato

DATE OF BIRTH: .

mal thority granted by 42 U.S.C. § 405(c)(2)(C), and will be use;d '
by the Department of Taxes and the Department of Employment and Training, in the administration of tax laws, to identify individuals affected
by such 1aws, and by the Office of Child Support.”

.5 STATEMENT OF APPLICANT

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

license renewal or disciplinary action. % Z ; /
Date: (0!@?/(, (47 Signature: ) L M ,M

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

Montpelier, Vermont 05609-1106

QUESTIONS?: (802) 828-2673

IMPORTANT: Please be sure to write. your license number on your check. Check for the correct spelling of your name and proper address on the
page one label. Print any changes in the adjoining space. Sign and date the application. Enclose the correct fee of $300.00
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. ' ' :

in check or money

N
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VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV
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42-7465 GIBSON, CHERYL A. - o
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
\X Administration
K Teaching
__Research
__Retired , ; :
__ Other , * —
(b) How many hours per week do you spend on administration, teaching and research? __Q__ hours

2. Postgraduate training in Vermont: - , ‘
(a) Are you currently in a postgraduate training program in‘Vermont as a resident or clinical fellow?
_Yes /3No Note: If you answered YES, please answer questions (b) and (c)
' (b) Are you a __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 providihg patient care in V_ermbnt, CONTINUE.
Otherwise, STOP and return this survey with your relicensing application.

3. What is the date you started practicing medicine (excluding residency or fellowship training)?
(Month/Year) 09/1989 - :

4. What is the date you started practicing medicine in Vermont (excluding residency or fellowship training)?
(Month/Year) 09/1989 '

5. Do you plan to retire or reduce your patient care hours in the next 12 months? Yes X No
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SECTION 1V 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.
* Be as detailed as possible.
* Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name columns.
* Do not remove any pages from this document.

6(a). WORK SITE: NUMBER ONE

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

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

PRACTICE SETTINGS
___ Solo Practice ___ Hospital Emergency Room
Group Practice ___ Hospital Inpatient
__ Community Health Center or Clinic (Non-Hospital) __ Extended Care Facility / Nursing Home
___ Hospital Outpatient Clinic ___ Other: Specify

___ School or College Health Center
Business or Work Site

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

Hours
Specialty Per
Code Specialty Name Week
Primary Specialty at this Site 1101 | OBSTETRICS & GYNECOLOGY . 50
Secondary Specialty at this Site ) '
Other Specialty at this Site

Do you plan to continue practice at this site for the next 12 months? zYes __No
Will you accept new patients at this site? _)S Yes __ No | |
Will you accept new Medicaid patients at this site? {Yes __No

Will you accept new Medicare patients at this site? _&(Yes __No

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

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

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only No obstetrical services provided
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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.
* Be as detailed as possible.
* Use the enclosed yellow sheet to make selections for the Specialty Code and Specralty Name columns.
* Do not remove any pages from this document.

6(b). WORK SITE: NUMBER TWO

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

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

PRACTICE SETTINGS
- Solo Practice ___ Hospital Emergency Room
___ Group Practice ____ Hospital Inpatient

Extended Care Facility / Nursing Home -
Other: Specify

Community Health Center or Clinic (Non-Hospital)
Hospital Outpatient Clinic

School or College Health Center

Business or Work Site

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

Hours’
Specialty ) : Per
Code 2 Specialty Name Week

Primary. Specialty at this Site

Secondary Specialty at this Site

Other Specialty at this Site

Do you plan to continue practice at this site for the next 12 months? ___Yes v__No

Will you acccpi new patients at this site? ___Yes ___No | ” _ _ N
Will you accept new Medicaid patients at this site? ___Yes’ __Noi

Will you accepi new Medicare patients at this site? ___Yes ___No

Are you working with physician’s assistants and/or nurse practitioners at this site? ___Yes ___No

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

J

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

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery — _ Prenatal care only No obstetrical services provided -~
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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.
* Be as detailed as possible.
* Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name columns.
* Do not remove any pages from this document.

6(c). WORK SITE: NUMBER FOUR

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

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

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

Hospital Outpatient Clinic Other: Specify
School or College Health Center

Business or Work Site

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

Hours
Specialty ‘ Per
Code Specialty Name Week

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

Do you plan to co;ninue practice at this site for the next 12 months? ___Yes __ No

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

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

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

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

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

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only No obstetrical services provided
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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 patlents .
normally seen in an outpatient/office setting.
Be as detailed as possible. :
Use the enclosed yellow sheet to make selections for the Spec1alty Code and Specialty Name columns
Do not remove any pages from this document.

*

* ¥

6(c). WORK SITE: NUMBER FOUR

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

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

PRACTICE SETTINGS : A
___ Solo Practice , : , ___. Hospital Emergency Room /
___ Group Practice . - __- Hospital Inpatient '
___~ Community Health Center or Clinic (Non Hospltal) ' __ Extended Care Facility / Nursing 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 . Per
Code Specialty Name _ Week

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

,

Do you plan to continue practice at this site for th_e next 12 months? ___Yes __ No

Will you accept new patients at this site? _Yes __No

Will you accept new Medicaid patients at-this site? ___Yes ___No
- Will you'accept new'Medicare patients at this'site? ___Yes ___No

Are you working with physician’s assistants and/or nurse practitioners at this site? _ Yes __No
1If yes, enter the number of: Physician’s Assistants _____ Nurse Practitioners ____

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

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only No obstetrical servi}ces provided
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2
'1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE ngE/OF IlVE ‘9\9}
2 o,
) & )
| hereby apply for the renewal of my LICENSE AS A PHYSICIAN for the pefigd from '3‘ L) ?.
12/01/98 to 11/30/2000. TWO YEAR RENEWAL FEE: $300. @ T 29w B

N

>

o> >3
Enclose a check in the amount of $300. made payable to the Vermont Board of ﬁe)ggcg& Practicg
e

Physicians 80 years of age or clder or on full time active military duty (verification r %yired) @j,e e m‘;‘)?afrom f
payment of a renewal fee; however the physician license renewal application must b @mpl@ed a%d_ submitt&&'?

LATE FEE: Late applications are assessed a $25 late fee.

’ o C RAS-DIBTA4ES

Cheryl A. Gibson MD
23 Mansfield Avenue
Burlington, VT 3401

.S y
S Y,
& v

, e?ZLzozGVa

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 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.
o Thank you for your cooperation.

SECTION |

Narﬁe: G‘ C/{/\W ‘ 74"
: (First)

- (Last) | First (Middle) (Former)
Vermont License Number: _ $2. A ?\/(A/ »

Other Name(s), if any, under which you were licensed in Vermont and elsewhere since your last
renewal:_ - ' ]

Mailin'gAddress: Z?) /{{Wﬁdc( A’\/‘C’/

(Stréet) .
“Balifbn VI~ osHo | Q2 -G 3900]
(City) 0 . (State) (Zip Code) (Phone)
Office Address: SML—-
(Street)
‘(City) (State) -~ = (Zip Code) o (Phone)

Home Address:

City, State, Zip Code:
Note: Circle your preferred mailing address. Please note that this address will be public and listed on the Board's

- website.

Daytime Telephone Number: Area Code:




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

X

- Are you currently active in clinical practice in Vermont? — Yes N

o
Do you intend to practice medicine without hospital privileges’?A Yes _No

SPECIALTY
Specialty: O%SW M» + aL) MML{SP/(

}

Subspecialfty:
American VSpecialty Board Certified? 74 Yes No
Specialty?: 0/91/ 34’{ 4 Year Certified?___| 99/

If applicable, year recertified? Zov|

Subspecialty Certificate?: " Year Certified?

If applicable, year recertified?

PRACTICE .

Do you have hospital privileges? 2{Yes No

List all hospitals where you have, or previously have had, staff pri\)ileges. include name, address, and dates.

Name ' Address | . From/To Specialty/Subspecialty

Flotthen Ml Hauth G Bud VT 1989 - prosd OB )

OTHER LICENSES

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

Moy e 7539 4h[52 Ackic
Murnae 013193 /el Ahic
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1998-2000 PHYSICIAN LICENSE RENEWAL AEPLICATION, PAGE THREE OF FIVE

- SECTION i .
SECTION Il - “Yes” answers to Questions 1 - 24 require an explanation on the enclosed Form A.
important note regarding the following questions: "Yes” answers on past renewals must be updated on Form A. For example, ifa
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 period if the answer to any of the -questions on the next two pages changes from “No" o

“Yes”. (Section Il is for the reporting of information which is retained solely by the Board of Medical Practice and is not part of the data
base maintained by the Department of Heaith.)

During the past two years:

1. Have you abplied for and been denied a license to practice medicine or any healing art? ' Yes X No
2. Have'you withdrawn an applfcatio_n for a license to practice medicine or any healing art? Yes X No
3. Have you voluntarily surrendered or resigned a license to practice mediciné or any healing art in lieu of disciplinagry.action?
: . ~__Yes No
4. Are any formal disciplinary charges pending or has any disciplinary action been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association (international, nationgl-state or
local)? ' : Yes () No
5. ~ To your knowledge, are you the subject of an inveétigation by any other Iicenéing board as of tth?
6. Have you been denied the privilege of taking an examination before any State Medical Examining Board? X
. Yes %" No
7. Have you discontinued your education, training, or practice for a period of more than three months? _ .
e ora peres Yes 05 No
8.. Have you been dismissed or asked to leave a residency training program(s) before completion? Yes _ 2> 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 s!sf}after a
complaint or peer review action has been initiated against you? ' / ' Yes _¢ No .
10.  Have you been denied the right to participate or enroll in any system whereby a third party pays all or part of a pa ient's:
bill? Yes No
11. Have you been notified as a responsible party of a confirmed quality concern’ (quality of hospital care provided %
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere? Yes L) No
12. Has any medical malpractice claim been made against you (whether or not a lawsuit was filed in

claim/comptaint/demand for damages)?

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

14. Has your privilege to possess, dispense or prescribe controlied substances been suspended, revoked, denied, re icted
or surrendered by any jurisdiction or federal agency at any time? Yes __ N.No

15. Have you been a defendant in any'criminal proceeding other than minor traffic offenses (Note: DWI - Drivirig Wé
intoxicated - is NOT a minor offense)? ) : ' ' Yes ¢ No

16. To your knowledge, are you the subject of an investigation for a criminal act?
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1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FOUR OF FIVE

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

“Ability to practice medicine” is to be construed to inciude 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 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 aiqs.

“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, HIV disease, tuberculosis, drug addiction, and
alcoholism. . '

“Chemicél substances” is to be cor'\‘strued to include alcohol, drugs, or medications, including these taken pursuantto a valid
prescription for legitimate medical purposes and in accordance wjth the prescriber’s direction, as 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
functioning as a licensee, or within the past two (2) years. '

“lliegal use of controlied 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.
Mi” ™
M" "

19. Are the limitations or impairments caused by your medical condition reduced or ameliorated béca ngoin
treatment (with or without medications) or participate in a monitoring program? if “yes,” please ex

-7, Do YOu have a medical condition which in any way impairs or limits your ability to practice medicin
safety? If “yes,” please explain. .

18. Does your use of chemical substance(s) in any way impair or limit your ability to practice medicin
safety? If "yes,” please explain. : '

-

20. Are the limitations or impairments caused by your medical condition reduced or ameliorated bec
the setting or the manner in which you have chosen to practice? If “yes,” please explain.

21. Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitiony icm? If “yes,”
please explain. . : .
22. Are you cutrently engaged in the illegal use of controlled substances?

23. If “yes,” are you currently participating in a supervised rehabilitation prdgram or, professional asgi ’ ich
monitors you in order to assure that you are not illegally using controlled substances? If “yes,”

24. Have you been diagnosed with or have you been treated for bipolar disorder, schizophrenia, pmmﬁc
. disorder? - : . '
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE - SECTION Il
1998-2000 PHYSICIAN LICENSE RENEWAL APPLICATION - PAGE FIVE OF FIVE
STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
. Applicant’s Statement Regarding Child Support ' .
Title 15 § 795 requires that: A professional license or other authority to conduct a frade 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 ai 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 o quasi-judiciat procéeding; or he or she
is in compfiance with a repayment plan approved by the office of child support or agreed to by the parties; or the licensing authority
determines that immediate payment of support woulid impose an unreasonable hardship. (15V.S.A.§ 795)
1. You must check orie of the two statements below regarding child support regardiess whether or not you have
children: : ’ !
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 | am in good standing with respect to it, or (¢) | am subject toa support order and | am in full compliance with a plan
to pay any and all child support due under that order. - } ‘
: or : .
! hereby certify that | am NOT in good standing with respeci to child support due as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable
hardship. Please forward an "Application for Hardship” . ' ’
‘ Applicant’s Statement Regarding Taxes ) -
Title 32 § 3113 requires that: A 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 woutd impose an unreasonable hardship. (32 V.S.A §3113)

You must check one of the two statements below:

2
/( | 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 forperjury 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 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”.
’ ) Applicant’s Statement Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shali 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, sefvices
or real estate space with any employing unit uniess 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 deciaration is made. For the purposes of this section, a person
is in good standing with respect to any and all contributions or payments in fieu 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 fieu 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
icensee, the agency finds that requiring immediate payment of contributions or'payments in lieu of contributions due and payabie would
impose an unreasonable hardship. f : : :
3.  You must check one of the two statemerits below rega: ding unemployment contributions or payments in fieu 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 $10,000.00 fine or both). ’
or .
| hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in fieu of
unemployment contributions due to the Vermont Department of Employment and Training as of the date of thi$ 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 unreasanable hardship. Please forward an Appiication for
Hardgai - .. -

Social Security Date of Birth

* The disclosuré of . . ority 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 faws, to identify individuals affected by such laws, and by the Office of Child Suppon.
STATEMENT OF APPLICANT .

| certify that the information stated by'm

{=ation is true and accurate to the best of my knowledge. | understand that providing
false information or omission of inform

ul and may jeopardize my licénse/ce?ﬁcati n/registration status.

IY 9 X

Date, :

dp

.
/{\ ;_k;ns
0

/]

[

Signature of Applicant
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2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION PAGE ONE OF F

| hereby apply for the renewal of my LICENSE AS A PHYSICIAN for the period from 12/ ‘@3@@ ,
TWO YEAR RENEWAL FEE: $350.00 Z @
Enclose a check in the amount of $350.00 made payable to the Vermont Board/of M dlcaI/Practl
Physicians 80 years of age or older or on full-time active military duty (verification péquired) are exdmpt \k
from payment of a renewal fee; however, the physician license renewal applicationyqust t%xompleted @
and submitted. LATE FEE: Applications post-marked or recelved after 11/30/00 are a esseﬁd,a 0$25 .00 20
late fee. , ST 4// .
042-0087465 [/’g”%\

Cheryl A. Gibson MD 9
. 23 Mansfield Avenue
Burlington, VT 05481

7’

********************************************************************************************************************* Kdekok

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 the completed form and all attachments for your own records.

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

SECTION |

Name: &l%\’\ CJ\M\ A

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

Vermont license number: _ (OH 2 600 ?1-{(0( Other name(s), if any, under which you were
licensed in Vermont and elsewhere since your last renewal “‘

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

included.
MAILING ADDRESS: 22 MO«’Y\Q; ud  fhee_
(Street)

Buliton V- oSy | 02 - $63900]
(City) A (State) | (Zip Code) (Telephone)
OFFICE ADDRESS: 23 Mawshad A

(Street) f
Burl g VvI— ~ oS¥e] 807 -8 390 |
(City) 8 | (State) (Zip Code) (Telephone)
HOME ADDRESS: 23 Mm/w,ﬁ ad A
(Street)

MP(A\,\ T O340 §02 §6590 |

(City) (State) (Zip Code) (Telephone)



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

Are you currently active in clinical practice in Vermont? ﬁas ___No
Did you practice in Vermont during the past 12 months? Z?es ___No
Do you intend to practice medicine without hospital privileges? ___ Yes r~No
_ SPECIALTY
Specialty: OB/ U N
T
Subspecialty:
American Specialty Board Certified: L~ Yes : No
Specialty: B ()fg/ gq A Year Certified: (14 :

If applicable, year recertified:

PRACTICE
Do you have hospital privileges? L~ Yes No

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

Name ' Address Dates/From-To Specialty/Subspeciaity

Aatcher Mlon Heut Carc @ - Prent O”B/ggm.

LICENSE IN OTHER JURISDICTIONS

Do you hold, or have you ever held, a medical license in any other state? _ ZYes ___No
If yes, complete the section below. '

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

N ('(ZLW_PS(/"?C 15 % Uy | eg . Achve
Maine . 0131473 W 2] 4) febne




N

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

SECTION lIl: “Yes” answers to Questions 1 - 24 require an explanation on the'enciosed Form A. ‘
Important note regarding the following questions! “Yes” answers on past renewals must be updated on Form A. For
example, if a previously reported malpractice action has been dismissed, indicate that on Form A. YOU HAVE A CONTINUING
OBLIGATION TO UPDATE THE BOARD DURING THE 2000-2002 PERIOD IF THE ANSWER TO ANY OF THE QUESTIONS
ON THE NEXT TWO PAGES CHANGE FROM “NO” TO “YES”. ..

(Section Il is for the reporting of information which is retained solely by the Board of Medical Practice and is not part of the data
base maintained by the Department of Health.)

_ DURING THE PAST TWO YEARS:

1. Have you ever applied for and been denied a license to practice medicine or any healing art? "~ Yes ¢ No

2. Have you-ever withdrawn an application for a license to practice medicine or any healing art? _ Yes _‘{No

!

3. Have you ever voluntarily surrendered or resigned a license to practice medicine or any healing

art in lieu of disciplinary action? - ___ Yes L"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 T Vs
medical association (international, national, state or local)? ’ ‘ E __ Yes U No

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

6. Have you ever been denied the privilege of taking an examination before any State Medical

Examining Board? ‘ B N . Yes _(Kio
7. Have you ever discontinued your education, training, or practice for a period of more than three ‘

months? : ____Yes ZNO
8. Have you ever been dismissed, suspended, or asked to leave a residéncy training program(s)-- -

before completion? - _ _ o . ___ Yes LMo

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 _l[No

10. Have you ever been denied the right to participate or enroll in ahy system whereby a third party -
pays all or part of a patient’s bill? ___Yes ;\4\10 :
11. Have you ever been notified as a responsible party of a confirmed quality concern (ql]ality of hospital . /
care provided to Medicare patient) by the Peer Review Organization (PRO) in Vermont or elsewhere? ____Yes ¥ No

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

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

14. Has your brivilege 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 VY No

15. Have you, at any time, been a defendant in aﬁy criminal procééding other than minor traffic offenses?- ) /
(Note: Driving while intoxicated is NOT a minor offense.) , , - ___Yes ¥ No

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



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

SECTION Il CONTINUED: “Yes” answers to Questions 17 throughi 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 practice medicine” is to be construed to include all of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments, and to
Ieam_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 cabability 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 i
orthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multipie sclerosis, cancer,
heart disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis,
drug addition, and alcoholism. . o

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

“lllegal use of controlied substances” means the use of controlled substances obtained iliegally as well as the use of
controlied substances which are not obtained pursuant to a valid prescription or not takenin accordance with the directions of a
licensed heaith care practitioner. : ‘ '

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

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

_ 19. Are the limitations or impairments caused by your medical condition reduced or ameliorated because
You receive ongoing treatment (with or without medications) or participate in a2 monitoring program?
Af yes, explain on Form A, ~ : ‘

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

21. Have you ever been diagnosed as having of have you ever been treated for pedophilia, exhibitionis
or voyeurism? If yes, explain on Form A. ‘

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

substances? If yes, explain on Form A.

124, Have you been diégnoses with or have you been treated for bipolar disorder, schizophrenia, parano
"~ or any other psychotic disorder? :




\

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE-PAGE FIVE OF FIVE
‘ , SECTION IV : .
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
- ' PAGE FIVE OF FIVE

You muist 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 deterrines that immediate payment of suppon would impose
an unreasonable hardship. (15 V.S.A. § 795) o -

1. You must check one of the two statements below regarding child support regardless whether or not you have children:
_Lé. 1 hefeb); certify that, as of the date of this application: (a) I am not subject Lo 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 all child support due under that

order.

Y
or b

\——— 1hereby certify that I am NOT in good standing with respect to child support dues as of the date of this application and I hereby request that the ficensing
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 thar: 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 paymehl plan approved by the
Commissioner of Taxes, or the licensing authority determinés that immediate payment of taxes would impose an unreasonable hardship. (32 V.5.A. §3113)

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

v

- 1hereby cenify, under the pains and penalties or perjury, that I am in good standing with respect to or in full compliance with a plan to pay any and all
taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen years in prison, a $10,000.00 fine or
both). ' ' : :

: or .

—— 1 hereby 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". : A

) 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 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 contributioris 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 unernployment contributions or payments in lieu of unemployment contribu'u'_ons:
_Z - Ihereby cenify, under the painé and penalties or perjury, thaﬁ am in good standing with respect to or in full compliance with a payment plan Aapproved
- 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 1 am NOT in good standing with respect to unemployment contributjons or payments in lieu of unemployment contributions due
1o 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’unreasonabie
hardship. Please forward an Application for Hardship. '

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

ate of Binh_

Social Security # _
* The disclosure of your socnal 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. '

’ STATEMENT OF APPLICANT o ‘
is applicatiop is true and accurate to the best of my knowledge and that providing false information or omission of
cedseldértififdtion/registration status. :

A7 : | Date. : ,.0/23/‘/D | ' \

1 certify that the information stated by me i
information is unlawful and may jeopardi

Signature of Applicant




SERE i
' VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE

2002 PHYSICIAN 'S LICENSE RENEWAL APPLICATION

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

Instructions
- Please enclose a check in the amount of $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 physu:tan lu:ense renewal applwanon must be completed and
submitted.
LATE FEE: Applications post-marked or received after 11/30/02 are assessed a $25 late fee.
- Please print legibly or type your answers. Please type or print in block letters, one letter (or digit) in each box.
- - Answer all questions completely; it is not adequate to state that the Board already has the information.
- Use the enclosed Form A to provide explanations to "yes' answers in Parts H and I11.
- Please be sure to write your name and license number on “each attachment.
- Please be sure to complete the Applu'ant 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 unprofess:onal
conduct.
- Please return the document in its entlrety at your earliest convenience. Your current license expires on November
30, 2002.

Part I - Identity Questions _ , T

Vermont Physician’s License Number: 042-]0]0 ol#|l4te6|S E

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

First name: Clhlel|r N l

Middle_ name: A

Last name: é i |bls|o|n
Extension: . | |

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

or elsewhere in the past two years:

3. Your date of birth: MM[D D|Y Y Y Y

4: Your mailing address: (Check one: [ Home address & Work address)

Care of:

Street: 213 Mlaln|s |§

el(1d] AVl

—

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
Page 10of 13




Town/City: Blwlrlili|nlgl+lo]ln

se: (VT

Zip Code: olsT#lo] 1

5. Your electronic addresses:
| Home telephone (optional): ' - 111 example: 802-555-1212
'Work‘telephone: | A IPAREES G| 3|- 19|00 ] X

E-mail (optional):

6. Were you in active practice in Vermont in the past 12 Months? B/ Yes D No
7. Are you currently participating in residency or fellowship training D Yes_/B’ﬁo
8. Do you hold, or have you ever held, a medical license in any other state? A Yes [] No

If yes, cdmplete the section below:

, Date Issued _
State |License Number M MID DI|Y Y Y Y |Status (Active, inactive, other)
M| #539 oHlo N [1 4|8t ]| Ache
M| ©13143. T2l alal 1| Abwe
If necessary, please use an additional sheet and check this box: .....0 -

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 yoil ever z{pplied for and been denied a license to practice medicine or any other healing art?
Yes o . ,

10. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
[___I Yes B’No :
11. Have you ever voluntarily surrendered or resigned a license to practice medicine or any other
healing art in lieu of djsciplinary action? '
CJ¥es [ANo
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 (ipternational, national, state or local)? '

D Yes No

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

Yes No
]

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application
: : Page 2 of 13 E :




20.Toy

’
N

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?’

a D Yes ’Z/No , \ : .

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

‘before completion? - ’ ‘ .
D Yes E/No. . _

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

[]Yes [ANo

-17. Has youf privilege to possess, dispense Or prescribe controlled substances ever been suspended,

revoked, denied, or resiricted by, or surrendered to any jurisdiction or federal agency at any time?
Cve Ave |
18. Are you presently a defendant in a criminal proceedihg?

D Yes No

-~
v

Part I1I - Confidential Section
* Part lil is exempt from public disclosure

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

19. To yo_uf knowledge, are you the subject of an"_investivgation by any other licensing board as of the
date i ication? ’

ou 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. K

21. Do you have a medical condition that in any way irripairs or limits your ability to practice medicine ‘
~inyo : icoauith reasonable skill and safety? '

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

that your medical condition 1s 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. S
ST .

22. Are you currently engaged in the use of alcohol or other chemical substances that in any way
impgg 1ol tice medicine in your field of practice with reasonable skill and safety?

Y

~

3

n 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.

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

N Page 3 of 13 -

I
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-23. Arey ed 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 td 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 fine). '

-DEFINITIONS

In answering the questiohs above, please use these definitions:

2

" 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, qerebral palsy, epilepsy,
muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, menta}I 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,

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 i 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 Controlied Substances Act, as periodically updated by the
Food and Drug Administration. This term does not include the use of a drug taken under the
supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal faw.

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Aphlication
’ " Page 40f 13 :




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 queStioné as best as you can. You will receive a copy of your
profile prior to its initial release to the public and each time the profile is modified or amended. You
will be given a reasonable time to correct factual inaccuracies that appear in such profile. As noted
below, certain questions do not need to be answered. :

{

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

24. Criminal Convictiohs [See 26 VSA § l368(a_)(1)]

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

25. Nolo Cohtendere/Mzittefs Continued [See 2,6 VSA § 1368(a)(2)]

Coﬁvic_tion Date. ( ] : :
M M|D D|Y Y Y Y |Court City State |{Crime
If necessary, pleasé use an additional sheet and check this box: ...... 0O

Please provide a description of all charges to which you pleaded “nolo contendere” (*1 will not
contest it”) or where sufficient facts of guilt were found and the matter was continued without a
finding by a court of competent jurisdiction. Please provide copies of papers fully

_ documenting these matters. .

'Dafe
MM

D D

Y Y Y Y Court

City |

State

Chafge

Nature of Action

-~

O Nolo Contenderé
{0 Matter Continued

{1 Nolo Contendere | . .

O Matter Continued

O Nolo Contendere
0 Matter Continued

Vermont Department of Health, Board of Medical

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

Practice - 2002-2004 Physician License Renewal Application

Page 5of 13




_ the courts, if appealed, within the

Vermont Board of Mediéal‘ Practice Matters [Sée 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

- past 10 years. (We will have the documentatiOn on file; we
are asking you to provide the description.) -

Date

L -

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

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

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

Date of Final Disposition Liccnsjng _ - A
M M|D D|Y Y Y Y |Authority . |Court City . State |Nature of Charges

A T

|

|

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

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

A. Revocation/Involuntary Restrictions

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

[Date

: Nature of Reason for
M MID D|Y Y Y Y |Hospital, .| State |Restriction Restriction
. 1 (

If n_e'cessary,'please_.use an additional sheet and check this box: ...... O

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




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 documenting these matters.
Date Nature
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 -
O In Settlement
O In Lieu of

0 In Settlement

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

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

A.

,!udgrﬁents

Please provide a description of all medical malpractice court judgments against you and
all medical malpractice arbitration awards against you within the past 10 years in which
a payment was awarded to a complaining party. Please provnde coples of papers fully
documenting these matters.

Date

Amount Assessed
Court State |Nature of Case | Against You

| O Judgment : ;
O Arbitration

O Judgment.

| O Arbitration

O Judgment <

| O Arbitration

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

Settlements - _ @

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

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

Page 7 of 13 : ’



D

Court

State

Amount of Settlement

Against You

(

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

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

Please provide the names of medical professional schools you attended and tl}ev 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.) .

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

. ~{Year of -
School . : City State |Graduation.
L. dL Vcrmm;l' //SM'W‘(“D’V\ VITI/ 19 1¢ <
U - g
If necessary, please use an additional sheet and check this BOX: ...... 0O

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.) ‘ -

N 08/9yn
I

. Year of
School/Institution _ |Specialty City State |Graduation
un\d,d&\/ummt//vu# Bt (VIT[/ 19120
/ )

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

32. Specialty Board Certification [See 26,VSA $ 1368(a)(9)]A

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

provided.
Specialty Specialty Name (if Board | Year Year
Code code unknown) Certified Name of Board Certified |Recertified
[ o] s 0ol A Boavd DG/Zﬂ{I/\ (491 | 2001
) 1O ves Ohno . '
0 ves 1 no

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 training)?

MM[Y Y Y

Y

o

b

[ 4|8

9

34. Hospital Prlv1leg_ [See 26 VSA § 1368(a)(11)]

List all hospitals where you currently have hosp1ta1 staff pr1v1leges

Name

City. .

State |Year Started

F/avm&w #wmc

are '—Bu/ﬂ/rfﬁm v

T 191817

35. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #35 is optional. By

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

answering, you are granting permission to have this information posted on the web. (This form
follows the statutory wording. Since most appomtments are teachmg appointments, these questlons
may overlap.) :

A. - Appointments

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

School City State  Nature of Appoitttment From (year) To (year)
UmV.g] dL Vinimont- Bur hniton Clinicad fssocdte 1489 | p -
ollegd 4 pdans 1 Pre |

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

B. Teaching

Please provide information regardmg your responsibility for teaching graduate medlcal
education within the past 10 years.

School/Institution City State _ Nature of Teaching From (year) To (year)
(,Lnn/ e Med i cal Studsatt +~ '
Ll el E| T || e
If necessary, please use an additional sheet and check this box: ...... O

: Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician Ltcense Renewal Application
. Page 9 0of 13



36. Bublications [See 26 VSA § 1368(a)(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 pubhcauons in peer-! rewewed medxcal literature
within the past 10 years. _
Title = Publication Year

I necesséry, please use an additional sheet and check this box: ......0

37. Activities [See 26 VSA § 1368(a)(14)]A Note: Answering #37 is optional. By answering, you are
granting permission to have this information posted on the web.
Please provide 1nformat10n regarding your professional or cornmumty service activities and
awards.
ACthltleS or Awards

/chzc& D/mm%f ~ Planred pamwm(ﬁf Khers w aﬁ@

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

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

What is the location of your primary practice setting?
Town or City: Blul|rll / nlqlflolh
State: ViTT v

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

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

DYes Z/o

If yes, please describe here the translating services available:

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

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Application - '
Page 100t 13
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- 40. Medicaid/New PatientS [See 26 VSA § 1368(a)(17)]

Al Medicaid participation :
Do you participate in the Medicaid program? /B/Yes D No

B. New Medicaid Patients
Are you currently accepting new Medicaid patlents” /Z/Y es D No

Part V - Clinical Practice Questions
“ Please fill in all of the boxes below that describe your practice as a physician (check all that apply):
JZ( Active in clinical practice (in direct patient care) in Vermont -
)ﬂctxve in chmcal practice-(in direct patient care) outside Vermont
)Z]/ Administration
Teaching

Research

O Not currently in active practice
Are you currently participating in residency or fellowshlp training? D Yes m

BEFORE YOU CONTINUE:

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

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 VI

41. What month and year did you start practice of medlcme in Vermont (excludmg re51dency/fellowsh|p
tralmng)"

MMIY YY Y
6719819

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

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

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

Site I: | Blw|r |l |i|n]g|F]o|N

‘Site 2 Bla|r|rle

Site 3:

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: ]
(Full-time is considered to be 48 weeks / year) 4 o o 4

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physician License Renewal Apphcatlon
Page 11 of 13




Question

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) ........coovneenricscsnn.

Hospital-based practice (e.g., emergency
rooms, in-patient services, out-patient services,
1abOTAtOTY, €1C.) wivrrreeieuiorenieeneirinsnsnssensesasnasaanes

School or college health center .........ccoevuvee. o
Business or WOrk Site ........cooeeveneenieciinns R
Extended caré/nurs_ing DIOMMIE «overeveerereeeerresseerees
Other: | ‘

Site 1 Site 2 Site 3 Site 4

.......... O e O e Loz O e B
.......... e e T e | oo O i e O
.......... (U BTN o (VOO UURUOR i EUVOUOOOIOY USesovsesg i ey
.......... D o O i i O [ B s
.......... [T IVUOORRRITR i EOVOOOE DU i IpSeveseen OSSR ST

D. Specialties at each site:

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

care hours of patients originating from this office

or clinic. Exclude on-call hours.

Sitel | Site2 | Site3" Site 4
Specialty Code ...oooiremenecniniiinnsiins : / [10 [ [ /10 [
(Specialty name, if code unknown) ........c.o.c.c.. |
Hoﬁrs per Week ....c.ocoeeuenenn. \ ............... [lO] o2
Secondary Specialty, if any ............ ..........
Houré per week in secondary specialty ...........:
Tertiary Specialty, if any .......... '
Hours pér week in teﬁiaw specialty ......... oo |
E. Please answer each question: Site 1 Site 2 ~Site 3 Site 4

I will accept new patients here ........ e PR
I participate in Medicaid here .........ccoovvveiinnns
I will accept new Medicaid patients here ..........
I participate in Medicare here ...........cooereeeereernn.
T will accept new Medi‘care patients here ..........

I work as a locum tenens here ........ccoeeeceeeiinns

= G 2= g - R I O e
.......... A e D e T | B
.......... O il O | e O i O

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

Reminder - You must also complete the enclosed AppIicant’sb;S'tatement Regarding Child Support, Taxes, Unemployment
Compensation Contributions ’ L

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. o 7

Applicant’s Signature

Date: (® / /! / 02
/' /

Vermont Department of Health, Board of Medical Practice - 2002-2004 Physicbian License Renewal Application
Page 13 of 13
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Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

Withdrawal or denial of License (Questions 9 and 10) - Attach documents

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

Voluntarily surrendered or resigned a license to practice medicine or any healing art (Question 11)
- Attach documents i '

State : ‘ Year

Circumstances

Disciplinary charges or action (Question 12) - Attach documents

Name of organization involved . ’ : Date

Duration___- 7 : |

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

09 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

State Year

Circumstances under which examination privileges denied




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

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

Residency Training Program(s)

Location of Programs . _ - Year

Circumstances

Affectirig Health Care Institution Staff Privileges, Employment or Appointment (Question 16) -
Attach documents . - 7

. Institution involved

Location : ' , : . _ Year

Circumstances

/

Pi’ivilege to prescribe controlled substances (Question 17) - Attach documents

\

Name of organization involved

Type of restriction . 3 Date

Circumstances of restriction

N

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

"Court ' |l

City and State

Charg(e ' /

Description

Status

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



Vermont Department of Health - Board of Medical Practice

Form A
Conviction? Yes No Date
Plea? Yes No Date ‘

Medical condition, treatment, use of chemical or illegal substances (Questions 21-27)

Treating organization

Address : , : Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iliness of dependency _: : to

Dates of treatment to _

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address - , _Telephone

Contact person at Program

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

Name of Licensing Board ' _ Date

Location of Licensing Board

Circumstances

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



0101
0102

0201
0202
0203
0301

0401

Vermont Department of Health - Board of Medical Practice

Allergy and immunology
Clinical & Laboratory Immunology -

Anesthesiology
Critical Care Medicine
Pain Management

Colon & Rectal Surgery

Dematology
Dermatopathology _
Clinical & Laboratory Dermatology
Dermatological Immunology

Emergency Medicine

Medical Toxicology

Pediatric Emergency Medlcme
Sports Medicine

Family Practice
Geriatric Medicine
Sports Medicine

Internal Medicine
Adolescent Medicine
Cardiac Electrophysiology
Cardiovascular Disease
Criticat 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
Clinica! 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

Ophthalmology

Orthopaedic Surgery
Hand Surgery

Otolaryngology
Otology/Neurotology
Pediatric Otolaryngology

SPECIALTY CODES LIST

(primary care specialties in boldface)

1501
1502 Anatomic Pathology
1503 Clinical Pathotogy
1504 Blood Banking/Transfusion Medicine
1505 Chemical Pathology
1506 Cytopathology
1507 Dermatopathology
1508 Forensic Pathology
1509 Hematology
1510 Immunopathology
1511 Medical Microbiology
1512 Neuropathology
1513 . Pediatric Pathology
1601 Pediatrics
1602 Adolescent Medicine
1603 Clinical & Laboratory Immunology
1604 Medical Toxicology
1605 Neonatal-Perinatal Medicine
1606 Pediatric Cardiology
1607 Pediatric Critical Care Medicine
1608 Pediatric Emergency Medicine
1609 Pediatric Endocrinology
1610 Pediatric Gastroenterology
1611 Pediatric Hematology-Oncology
1612 Pediatric Infectious Disease
1613 Pediatric Nephrology
1614 Pediatric Pulmonology
1615 Pediatric Rheumatology
1616 Pediatric Sports Medicine
1617 Children with Special Heaith Needs
1701  Physical Medicine & Rehabilitation’
1801 = Plastic Surgery
1802 Hand Surgery
1901 Preventive Medicine
1902 Aerospace Medicine
1903 Occupational Medicine
1904 Pubtic Health & General Preventive
1905 Medical Toxicology
1906 Underseas Medicine
Psychiatry & Neurology
(Board Name - Not A Speualty)
2001 Psychiatry
2002 Neurology
2003  Neurology With Special Qualifications
In Child Neurology
2004 Addiction Psychiatry
2005 Child & Adolescent Psychlatry
2006 Forensic Psychiatry
2007  Geriatric Psychiatry
2008 Clinical Neurophysiology
2101 Radiology
2102 Diagnostic Radlology
2103 Radiation Oncology
2104 Radiological Physics
2105 Nuclear Radiology
2106 Pediatric Radiology
2107 Vascular & Interventional Radiology

Anatomic & Clinical Pathology

2201
2202
2203
2204

T 2208

2301
2401

4001
4002
4003
4004
4005

. 4006

4007
4008

4009

4010

4011

4012
4013
4014

4015 .

4016
4017
4018
4019
4020

4021
4022
4023
4024

4025

4026
4027
4028
4029
4030

4031
4032
4033
4034

9001
9999

Surgery
Surgery Of The Hand
Pediatric Surgery
Surgical 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
Musculoskeletal Oncology
Neuroradiology

Nutrition

Obstetrics

Oral & Maxillofacial Surgery
Orthopedic Surgery Of The Spine
Orthopedic Trauma

Pain Medicine

Pediatric Allergy

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

Radioisotopic Pathology

Sports Medicine (Orthopedic Surgery)
Traumatic Surgery

Sleep Medicine

Rotating Internship (Residency)
Other - Please Specify



Curriculum Vitae

Cheryl A. Gibson, M.D.
23 Mansfield Ave.
Burlington Vermont 05401
Phone 802-863-9001

Fix 802-862-9637

EMPLOYMENT HISTORY

July 2000-present Clinical Associate Professor
Department of Obstetrics and Gynecology
University of Vermont College of Medicine
Burlington, Vermont

Medical Director

Planned Parenthood of Northern New England

Williston, Vermont
Member Planned Parenthood Federation of America, National Medical Committee

July 1992-June 2000 Clinical Assistant Professor
Department of Obstetrics and Gynecology
University of Vermont College of Medicine
Burlington, Vermont

Associate Medical Director
Planned Parenthood of Northern New England
Williston, Vermont

September 1989- Assistant Professor and Director of Colposcopy Services
May 1992 Depanment of OB/GYN, University of Vermont College of Medicine
Burlington, Vermont

Medical Director
Vermont Womens Health Center
Burlington, Vermont

July 1988- Clinical Instructor
June 1989 Department of OB/GYN, University of Vermont College of Medicine
Burlington, Vermont

1978-1986 OB/GYN Nurse Practitioner and Clinical Supervisor
Planned Parenthood of Vermont
Burlington, Vermont

1977-1978 Nurse Coordinator
Planned Parenthood of Vermont
Burlington Vermont




Cheryl A. Gibson, M.D.

PROFESSIONAL CERTIFICATIONS
Board Certified, American College of OB/GYN, 1991.
National Board of Medical Examiners; Certification 1986, #308479.
NAACOG Certification as Outpatient OB/GYN Nurse Practitioner; 1980.

STATE LICENSURES
State of Vermont; 1986-present #42-0007465
State of New Hampshire; 1987-present #7539
State of Maine; 1991-present #013193

EDUCATION

Post Graduate Medical Education
OB/GYN Residency. Medical Center Hospital of Vermont June 1985-June 1989
Resident Teaching Award 1987,1988

Medical Education
M.D., University of Vermont College of Medicine, Burlington, Vermont
Graduated May 1985

Post Graduate Education
New Jersey College of Medicine and Dentistry/ Planned Parenthood Federation
Certificate, Family Planning Nurse Practitioner, 1978

Undergraduate Education
B.S., Professional Nursing, University of Vermont, 1977

PROFESSIONAL MEMBERSHIPS
American College of Obstetrics and Gynecology, Fellow, 1991-present
American Society of Gynecologic Laparoscopists, 1989-present
American Society for Colposcopy and Cervical Pathology, 1990-present
Association of Reproductive Health Professionals, 1992-present
American College of Obstetrics and Gynecology, Junior Fellow, 1986-1991
Vermont State Medical Society, 1985-present
American Nurses Association, 1977-1986
Vermont State Nurses Association, 1977-1986




Cheryl A. Gibson, MD

BIBLIOGRAPHY
Hughes,SA.,Sun D., Gibson C., Bellerose B., Rushing, L. Chen, H. Harlow, B., Genest, D. Sheets, E.,
Crum, C. “Managing Atypical Squamous Cells of Undetermined Significance (ASCUS): Human
Papillomavirus Testing, ASCUS Subtyping, or Follow-up Cytology” , American Journal of
Obstetrics and Gynecology, March 2002.
Gibson, C., Trask C., House, P. Smith SF., Foley, M., Nicholas C., “Endocervical Sampling: A
Comparison of Endocervical Brush, Endocervical Curette and Combined Brush with Curette
Techniques”, Journal of Lower Genital Tract Disease, January 2001.
Brumsted, J., Kessler, C., Gibson, C.,Nakajima, S., Riddick, D., Gibson, M.,
“Comparison of Laparoscopy And Laparotomy for the Treatment of Ectopic Pregnancy”,
Obstetrics and Gynecology, May 1988.

Gibson, Cheryl, “From Policy to Preventive Services: A Successful Teenage Contraceptive
Program”, 1980 Papers- Planned Parenthood Federation World Conference, September, 1980.

RESEARCH

Coinvestigator in multicenter national trails tesing Mifipristone and Misoprostol for pregnancy
termination,1996-1997.

Coinvestigator in multicenter national trails testing Methotrexate and Misoprostol for pregnancy
termination, 1997.



VERMONT DEPARTMENT OF HEALTH -7,"_1’2_? X XDD
o BOARD OF MEDICAL PRACTICE : R
108 Cherry Street, PO Box 70 ' 6
Burlington VT 05402-0070
802 657-4220 or 800-745-7371

2004 PHYSICIAN'S LICENSE RENEWAL APPLICATION

v PART |
1. Yourlegal name: GIBSON, CHERYL A
Last Name . First Name Middle Name Suffix
o L net smce [tenad ag 4
a. Have you ever legally changed your name? AéYes ___No PM’L( Sl clan

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or elsewhere
in the past two years; ‘

Last Name ~ First Name Middle Name:
b. Indicate your name, as it should appear on your license: ) i H
&ibhson Cinewyl A. Y 1RTHIE
Last Name First Name Middle Name: .o }ﬁ‘i Suffix ii !; ;
N . - [ i y 5 '54 :
| Sl sep 27 w0a RN
2. Your Date of Binhzm .
' ‘ D VERRMONT BOARD OF
: L PRACTICE

MECICAL

PR SR SR .
R S R I

3. Home Address: .

Same as below

(Street)
(City) ' (State) - : -~ (Zip)
4. Work Address:
23 MANSFIELD AVE
BURLINGTON, VT 05401
(Street)
(City) (State) (Zip)
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: ( %Dl ) g/(o 3 "CI OD |

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
Page 1 of 15



7. Work Telephone Number with Area Code: ( ﬁ) 1) % 3 - ci 0o ‘

8. E-mail address:

Please check here mail address to send you public health information.
o yes B»nﬁ

PART Il
9. Were you in active practice in Vermont in the past 12 Months? Wés o no

10. Do you hold, or have you ever held, a medical license in any other state? 5\//es o no
If yes, complete the section below and attach additional pages if necessary. ‘

ME 1991
NH 1989

State - " License Number Type of License  Date Issued Status (Active or inactive)

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED .
FORM A.

11. Have you ever applied for and been denied a license to practice medicine or any other healing art?
oyes Xho
12. Have you ever withdrawn-an application for a license to practice medicine or any other healing art?

oyes ¥no

13. Have you ever voluntarily suspended, surrendered or resigned a license to practlce medicine or any
other heahng art in lieu of disciplinary action?

oyes no

14. Are any formal disciplinary charges pendlng 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)?

o yes Kov '

15. Have you ever been denied the privilege of taklng an examination before any state medlcal examining
board?

o yes Mﬁ

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

oyes Zno

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

o yes ﬁo : ¢

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

Verfnont Department of Health, Board of Medical Practice
Physician's License Renewal Application 5-17-04
Page 2 of 15



ayes ¥no

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

oyes ¥ no

20. Are you presently or have you ever been a defendantin a criminal proceeding?
@es o no
. ~° PARTI

(Unless otherwise ordered by a court, your responses to the questions in Part Il 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 knowledg
of this application?

~ 22. To your knowledge, are you presently the subject of a criminal investigation? _

The following definitions are provided to assist you in answering questions 23 through 25.

the subject of an investigation by any other licensing board as of the date

" 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 include alcohol, drugs, or medications, including
those taken pursuant to a valid- prescription for legitimate medical purposes and in accordance with the
prescriber’s direction, as well as those used illegally.

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

"lllegal use of controlied substances" - This term means the use of drugs, the possession or distribution -
of which is unlawful under the Controlied Substances Act, as periodically updated by the Food and Drug
Administration. This term does not inciude 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 lirhits your ability to practice medicine in
your fj ice 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,
Vermont Department of Health, Board of Medical Practice

Physician’s License Renewal Application 5-17-04 :
Page 3 of 15 ' A



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 3bilj ice medicine in your field of practice with reasonable skill and safety?

in explaining a “Yes” answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do-receive

ongoing treatment (with or w1thout med|cat|on) or have participated or do participate in a
monitoring program.

- 25, Arm engaged 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 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 lnformatlon about this program call 802 223-0400 (a confidential Ilne)

PART IV

The following questlons are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository
within the Depaftment 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 websne
http://healthyvermonters. com/bmp/mbsearchform shiml.

Please mclude photocopies of court papers, Ilcensmg authority decisions, and any other relevant
documents if your answers to questions 26 through 31 have changed since your last application. We
cannot process your application without them.

26. Criminal Convictions [26 VSA § 1368(a 1)] g/Check here if none

Please provide a description of all crimes (felomes 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. ' N
None reported . :

(Conwctlon Date) (Court) (City/State) (Crim‘e

- 27. Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] )z/heck here if none

Please provide a description of all charges to which you pleaded “nolo contendere” ('l wnll 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 prov1de 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
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{Conviction Date) ‘ (Court) , _(City/State) B , (Charge)

28. Vermont Board of Medidal Practice Matters [26 VSA § 1368(a)(3)] T Check here if none

Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of

Medical Practice (including stipulations), and final disposition of such matters by the courts, if appealed.
11//1996 ' ,

- 29. _Licensing or Certification Authority Matters in Other States [26 VSA § 1368(a)(4)]
~&Check here if none '

Please provide a description of all formal charges served by 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. Piease provide complete copies of
documentation for each matter.
None reported

b

_' (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 _ g/Check here if none

Please provide a description of any“revocation or involuntary restriction of your hospital privileges
that were related to competénce 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 : o ) :

1

(Date) ‘ (Hospital) (State)  (Nature of Restriction) (Reason for Restriction)

- B. Other Restrictions ‘ A gc'heck here if none

Please provide a description of all resignations from, or non-renewal 9f, 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 ' '

(Date) — (Hospital) . A (State)

(Nature of Action) (Action) -
- In lieu ' in settiement

(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 Judgments/Settiements [26 VSA § 1368(a)(6A)]

A Judgments é/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 reported

(Date) : (Court) (State)  (Nature of Case) (Amount Assessed Against You)
B. Settlements _ ' gCheck here if none

Please provide a description of all settlements of medical malpractice claims against you within the
past 10 years (10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

(Date) (Court) (State) (Amount of Settlement Against You)

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

Please provide the names of medical professional schools you attended and the'dates of graduation if not
listed below.

UNIVERSITY OF VERMONT, VT
1985 ‘

(School/institution) (City) (State) (Year of Graduation) ‘

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

33. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
not listed below. : '

Fletcher Allen Health Care ,VT
Obstetrics and Gynecology
1589

(School/Institution) (Specialty) (City) (State) (Year of
Graduation)

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

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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.

Obstetrics and Gynecology

Bmerican Board of Obstetrics and Gynecology

11991, 2001
Specialty Specialty Name (if code |Board Certified Year Year
Code unknown) Name of Board Certified |Recertified
Oyes 0Ono ‘
Oyes Ono

35. . . Years of Practice [26 VSA § 1368(a)(10)]

Month and year you started practicing as a physician? 6//1989

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:

Fletcher Allen (FAHC, MCHV)

VT

(1589—)

(Name) :

(City)

(State)

37. . -Appointments/Teaching [26 VSA § 1368(a)(12)]

(Year Started)

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 Check here if none

Please provide information about your appointments to medical school or professional school
faculties if not listed.

University of Vermont

Burlington, VT

Clinical Associate Professor

1989 - present

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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38.

39.

40.

41.

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

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.

University of Vermont
Burlington, VT
Medical Students and residents

1989 - present

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

Publications: [26 VSA§ 1368(;)(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) (Year)

Activities [26 VSA § 1368(a)(14)] B’éheck here if none

Note: Answering #39 is optional. By answering, you are granting permission to have this mformatlon posted
on the web, exactly as provided to the Board.

Please provide information regarding your professional or community service activities and awards if not
listed.

None reported

(Activities or Awards)

Practice Setting [26 VSA § 1368(a)(15)] , o Check here if none
What is the location of your primary practice setting? BURLINGTON, VT

Town or City State

Translating Services [26 VSA § 1368(a)(16)] ¥ Check here if none

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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3

Please identify ahy translating services available at your primary practice location.
Are any translating services available at your primary practice location? o Not applicable

If yes, please describe here the translating services available:

None

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

42.  Medicaid/New Patients [26 VSA § 1368(a)(17)]

A. Medicaid participation
Do you participate in the Medicaid program? ‘g{yes ono o notapplicable
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? '\B/yes ono o not applicable

Part V

?

| hereby affirm that the information provided above is true and accurate, and that | have answered the questions to

the best of my knowledge and ability. ‘
Date: 4,// ﬁol./ /WM

* Applicant's Signature

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

Vermont Department of Health, Board of Medical Practice
Physician’s License 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
Circumstapces under which license was withdrawn, denied, revoked, not renewed, or otherwise
terminated '

(Question 13) Voluntarily surrendered or resigned a license to practice medicine or any healing art - Attach
documents : '

State Year

Circumstances

(Question 14) Disciplinary charges or action - Attach documents

Name of organization involved _ L 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

09 Education/Training/Counseling/Monitoring 20 Expulsion from Membership
10 Deniatl of rights or privilege 21 Reprimand

11 Resignation 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 o
'Page 10 of 15



(Questions 16 and 17) Residency Training Program(s) not completed - discontinued education, training,

- 'practice - Attach documents

Residency Training Program(s)

Location of Programs __ ' Year

Circumstances

(Question 18) Affecting Health Care Institution Staff Privileges, Employment or Appomtment - Attach
documents

» Institution involved

Location i ‘ Year

Circumstances

(Question 19) Privilege to prescribe contrdlled substances - Attach documents

Name of organization involved

Type of restriction n —__Date

Circumstances of restriction

' (ngstions 20 and 22) Criminal Investigation - Proceeding - Attach documents

cot __ Chillendes WW\/ Connd

City and State rBU/\/' i l‘“ﬂ\?“"\ \/MVMM

‘Charge MQJ/D VcL(jh (L_,

Description _ %M\* ol we/wﬁe, d CJ\’W/) l(CaJhOVI S ojﬁ
@Q/VM,Q QWWM

Status /1/\ AWU‘LIUV\S 04’\&\ %M MMC"’L‘;{ /
Dl&?w\mw, ~ ’Pu'\&rq,.

Conviction? Yes K No Date

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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Plea? Yes No Date

(Question 21) Investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Location of Licensing Board

. Circumstances

(Questions 23-25) Medical condition, treatment, use of chemical or illegal substances

Treating organization

Address : o 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 31) Medical Malr;ractice Claim P/AGL‘ - Ceo. ci‘ Le ’&\O’Y\o 20 4+ 22

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 NCUhW\()VQ— ULnm “:7"(/ :L;MWMCL CO
. Claimant name /’ L e D\,(/\/I \/CL(%Q. : /

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; Sec at (”‘(/e "ﬁ(—

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.

QA wN

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

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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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
06 Surgeon | 16 Court Psychiatrist
07 Fellow 17 On-Call Physician
08 PGY 1 18 Group Practitioner/Partner
09 PGY 2 19 Other: Specify

10 PGY 3 - 20 Un/known
Your Legal Representative' in this matter (include name, address and telephone number) '

Name

Firm

Address

City, State, Zip

Phdne

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

Court.

Court’s location

Do'cket 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 yourr case was settled, indicate the following:

‘Settlement amount paid on your behalf:

7 Total _settlement amount:

Date of settlement: (month, day, year) / N

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 Medicél Practice
Physician’s License Renewal Application 5-17-04
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Additional information, if any:

Vermmont Department of Health, Board of Medical Practice
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Vermont Department of Health - Board of Medica! 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 i$ 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 ina 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: . :
I 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 I am in full
compiiance with a plan to pay any and all child support due under that order. . ’
o or _ p
O thereby 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”.
i 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 pian 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: ) : )
ﬁ/ I 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 R
O 1 hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this
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". o
o ~ . 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 payabie; (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 agericy finds that requiring immediate payment of contributions or payments in lieut
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

’

unemplo t contributions: ) :
?I hereby certify, under the pains and penalties of perjury, that 1 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 ali unemployment
@'\/‘/ \Z contributions or payments in lieu of unemployment contributions to the Vermont Department of Employment and
d’ 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 | hereby certify that | am NOT in good standing with respect to unempioyment contributions or payments in lieu of
" unemployment contributions due to the Vermont Department of 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 . .
X | 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 is mandatory, 1T 1 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 omissign of information is unlawful and may jeopardize my licenselcertificationiregistration status.

ao thsd
W Date // / ) 14
Vermont Department of Health, Board of Medical Practice : ’ -

Physician's License Renewal Application 5-17-04
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VERMONT DEPARTMENT OF HEALTH - : q @

BOARD OF MEDICAL PRACTICE /’O J
. ~ 108 Cherry Street, PO Box 70 <
-Burlington VT 05402-0070 \

802 657-4220 or 800-745-7371

2006 PHYSICIAN'S LICENSE RENEWAL APPLICATION
' PARTI

License Number: 042-0007465

1. Your legal name:
Cheryl A Gibson
a. Have you ever legally changed your name? -___ Yes &lo

If yes, enter your former nam‘e and any other name(s) under which you Were licensed in Vermont or elsewhere
in the past two years; -

Last Name First Name Middle Name: _ Suffix

b. Indicate your name, as it should appear on your license:

Last Name . First Name Middle Name:

2. Your Date of Birth:

3. Home Address and eméil address:

4. Work Address:

* 23 Mansfield Avenue

Burlington, VT 05401 ' Z(
5. Please check your preferred mailing address: Home 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: ( ?07’ ) 8 b3 ”6]\00- !

8. E-mail address (if not appearing in #3):

Please check here if the Department of Health may use this e-rﬁail address to send you public health information.
o yes no ,

J
PART Il

Vermont Depariment of Heaith, Board of Madical Practice
Physician 2006 Renewal License Application {(Revised 6/14/06)
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0. Were you in active practice in Vermont in the past 12 Months? Egas o no

10. Do %vﬁold, or have you ever held, a medical license (inoluding temporary) in any other state?
yes ono ‘

If yes, complete the section below and attach additional pages if necessary.

~

State - License Number Type of License Date Issued Status (Actlve Inactive, or other,

, eg condltloned restricted, limited)
ME 1991 '
NH 1989 : : _ _ /\-Lhwc,

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
FORM A.

11. Have you ever applled for and been denied a license to practice medicine or any other healing art?
o yes no

12. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
o yes Ko ' ‘

13. Have you ever voluntarily suspended, surrendered or reS|gned a license to practlce medicine or any
‘other healing art in lieu of disciplinary actlon‘?

oyes b(o

14. Are any formal disciplinary charges pending or has any disciplinary action ever been taken agamst you
by any governmental authority, by any hospital or health care facﬂlty, or by any professional medical
assoclatlon (international, national, state or Iocal)‘?

o yes @/o /

15. Have you ever been denied the privilege of taking an examination before any state medlcal exammmg
board?

o yes h/'no
16. Have you ever discontinued your education, tralnlng, or practice for a period of more than three months
for reasons other than a famlly need?

o yes 0

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

oyes ©no .

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

o yes b/o

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?

o yes 0
20. Are you presently or‘have you ever been a defendant in a criminal proceeding?
o yes no |
, _ y
Vermont Department of Health, Board of Medical Practice

Physician 2006 Renewal License Application (Revised 8/14/06}
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PART Ill

(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 on the enclosed Form A.

v B \ ~ - .
21. To your knowledge, are you the subject of an investigation by any.other licensing board as of the date
of this jicati ' * »

\

22. To iour knowledie, are you presently the subject of a criminal investigation?

Thei foliowing definitions are provided to assist you in answering questions 23 through 25.

" Ability to practice medicine" - This term includes:

1. .The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical

: judgments, and to 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 psycﬁblogical conditions or disorde'rs, such as, but
not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental
iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism.

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

»Chemical substances” - This term is to be construed to include aicohol, 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 iliegally. ' '

o R
"Controlled substances" - This term means those drugs listed on Schedules I 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. ' o ‘ ‘

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

your fi ice with reasonable skill and safety? :
. ‘ ) D

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. ‘ i

24, Are ybu currenfly engaged in the use of alcohol or other chemical substances that in any way impairs

your aMe medicine in your field of practice with reasonable skill and safety?




I4

in explaining a “Yes” answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive

ongoing treatment (with or without medication) or have participated or do participate in a
monitoring program. ' )

25. Arﬂengaged in the illegal use of controlied substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For
further information about this program, call 802-223-0400 (a confidential line).

PART IV

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository |
within the Department of Health and to make individual profiles on all health care professionals licensed, certified,

or registered by the Department available to the public. Your physician profile is located at the following website
http://healthvermont.gov. ' '

Please include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 26 through 31 have changed since your last application. We
cannot process your application without them.

26. Criminal Convictions [26 VSA § 1368(a)(1)] %heck here if none
Please provide a description of all crimes (felonies and misdemeanors; this includes DU! but not speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each matter.

None reported

(Conviction Date) (Court) : (City/State) : (Crime)

27.  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

(Conviction Date) (Court) (City/State) (Charge)

28. Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] = o Check here if none

Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of
Medical Practice (including stipulations), and final disposition of such matters by the courts, if appealed.

None reported




20.

«f

30.

31.

Vermoent Depariment of Health, Board of Medical Praclice

(Date ) -

Licensing or Certification Authori'ty Matters in Other States [26 VSA § 1368(a)(4)]
. . L 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
“documentation for each matter. ' ~

None‘reported )
¥

R

(Date of Final Disposition)(Licensing or Certification Authority) (Court) (City/State) (Nature of Charge)

Restriction of Hdspital Privileges [26 VSA § 1368(a)(5)]

A Revocation/Involuntary Restrictions ‘g/Check here if none

Piease provide a description of any revocation or'involuntary restriction of your hospital privileges
that were related to competence or character and were issued by the ‘hospital's governing body or
any other official of the hospital after procedural due process (opportunity for hearing) was afforded
to you if not listed below. Please provide complete copies of documentation for each matter.

" None reported N
(Date) ' (Hospital) (State)  (Nature of Restr_iction) (Reason for Restriction) .
B. Other Restrictions _ e : ‘_{Check here if none

Please prov‘ide‘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. 5

None reported

(Date) S " (Hospital) . : (State)
(Nature of Action) ’ (Action) )

. ' ‘0 In lieu - O Insettlement
(Reason for Action) ©

Medical Malpractice Court JudE;mentslSettlements [26 VSA § 1368(a)(6A)] ) b

A. Judg‘ments o o ' \ %Jheck 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
ot listed below. Please provide complete copies of documentation, to include final -
disposition and, if possible, a copy of the complaint for each matter.

T4

Physician 2005 Renewal Licanse Applisation (Revisad 6/14/08)

Yt
[N i



None reported

0 Judgement O Arbitration

(Date) {Court) (State)' (Nature of Case) (Amount Assessed Agalnst You)
B. Settlements ‘ . 4 Qp/heck here if none

Please provide a descrlptlon of all settlements of medical malpractice claims against you within the
past 10 years (10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

None reported

(Date) (Court) . (State) o - (Amount of Settlement Against You)

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

" Please provide the names of medical professmnal schools you attended and the dates of graduation if not
listed beIow

UNIVERSITY OF VERMONT, VT
$ 1985

33, Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
not listed below.

Fletcher Allen Health Care ,VT
Obstetrics and Gynecology

1989
(School/Institution) (Specialty) . (City) (State) (Year of Graduation)
(School/Institution) — (Specialty) (City) - (State) (Year of Graduation)

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

34. - Specialty Board Certification [26 VSA § 1368(a)(9)] -

.Please verify the following information regarding.your specialty board certification and update as necessary
" using the attached Specialty Codes L|st

Obstetrics and Gynecology
American Board of Obstetrics and Gynecology

1991, 2001 (
Specialty | Specialty Name (if code : |Board Certified ' . Year Year -
Code unknown) : ‘ Name of Board “|Certified  |Recertified
110] oB [syn |&ves oo | ABOG 1941 | 2001

Vermont Deparimeni of Health, Board of Madival Practice
F’b\zs ian 2000 Renewal License Application { 4
Page 6 of 377




y - |boyes Ono

35.  Years of Practice [26 VSA § 1368(a)(10)]
Month and year you started practicing as a physician?  6//1 989.

36. Hospital Privileges [26 VSA § 1368(a)(11)] : o Check here if none
List all infbrmafion_ for all hospitals where you currently have hospital staff privileges if not listed below:

Fletcher Allen (FAHC, MCHV)
vT
(1989-)

(Name) : (City) T (State) "~ (Year Started)

37.  Appointments/Teaching [26 VSA § 1368(a)(12)]

‘Note: Answering #37 is optional. By answerlng you are granting permission to have this information posted
on the web, exactly as provided to the Board.

A Appointments - , ' \ ' o Check here if none

Please provide information about your appdintments to medical school or professional school
faculties if not listed. ,

c

University of Vermont
‘Burlington, VT

Medical Students and residents
1989 - present '

(School) (City) (State)  (Nature of Appointment) From (year) To (year)
B, Teaching | " o Check hereif none

Please provide information regarding your responsibility for teachlng graduate medical education
within the past 10 years if not listed.

University of Vermont
Burlington, VT
) - Medical Students and residents
. 1989 - present

(School/Institution) (City) ‘ (Stgte) (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, you are granting permission to have this information posted
on the web, exactly as prov:ded to the Board.

i Please provide information regardmg your publications in peer-rewewed medlcal literature within the past
10 years if not Ilsted

tos
814708}

Yermont Departmant of Health, Board of Medical Py
Physician 2008 Renewal License Application (Re
Fage 7 of 377 . -




(Title) . ) (Publi‘cation) ' (Year)

(Title) _ (Publication) | : : (Year)
(Title)‘ | : \ (Publication) . » . (Year)

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 professmnal or commumty service act|V|t|es and awards if not

listed.
 None reported
(Activities or Awards)
(Activities or Awards)
(Activities or Awards) -
40. Practice Setting [26 VSA § 1368(a)(15)] . o Check here if none

What is the location of your primary practice setting? BURLINGTON, VT
{

41. Translating Services [26 VSA § 1368(a)(16)] ’ &/Check here if none

Please identify any translating services available at your primary practice location.
Are any translating services available at your primary practice location? o Not applicable

- If yes, please describe here the translating services available:

None

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

42. Medicaid/New Patients [26 VSA § 1368(a~)(1 1)
A.  Medicaid participation
Do you participate in the Med.icaid program? BSyes ono o not épblicable { |
B. - New Medicaid Patients , ,
Are you currently accepting néw Medicaid patients? ‘gﬁés ono o notapplicable

Part v

| hereby affirm that the information provided above is true and accurate, and that | have answered the questlons to
the best of my knowledge and ab|I|ty

YVermont Dcpar‘mem of Health, Board of Madical Praclics
Physician OF“” Renewal License Application (Revised 6/14/06)
Page 8 of 377 _ ~



‘Date: ' ql/l,g/bé WM

Applicant’s Signature

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

‘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

application for your physician profile.

Please let us know whether you wish to have your profile omit the following information by checking the
“OMIT” box below. If the box is not checked, we will include the information in your profile: :

OMIT FROM PROFILE

0O Appointments to medical school or profeésional school faculties, and an indication as to whether
you have had a responsibility for teaching graduate medical education within the last 10 years.

O Information regarding publications in peer-reviewed medical literature within the last 10 years.
O Information regarding professional or comlenity service activities and awards.

Again, thank you for your'coopera‘tion.

Vermont Department of Health, Board of Medical Praclice
Physician 2006 Renewal License Application {(Revised 8/14/08)
Page 9 of 377



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 S ' : 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 a'rt - Attach
documents ‘

State : : Year

Circumstances

(Question 14) Disciplinary charges or action - 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 ) 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

09 Education/Training/Counseling/Monitoring . 20 Expulsion from Membership

10 Denial of rights or privilege ) 21 Reprimand

11 Resignation 22 Other (specify)

Circumstances

(Question 15) Denial of examination privileges - Attach documents

State : - Year

, Circumstances under which examination privileges denied

/4 .

Vermont Department of Health, Board of Medical Practice
FPhysician 2006 Renewal License Application (Revised 6/14/06)
Page 10 of 377 -



(.Questibns 16 and 17) Residency Traihing Program(s) not completed - discontinued education, training,
practice - Attach documents '

Residency Training Progra'm(s)

Location of Programs : Year

Circumstances

(Question 18) Affecting Health Care Institution Staff Privileges, Employment or Appointment - Attach
documents

Institution involved _ P

Location ' ' . Year

Circumstances

(Question 19) Privilege to prescribe controlled substances - Attach documents ‘

Name of organization involved

Typé of restriction : Date

Circumstances of restriction

(Questions 20 and 22) Criminal Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date

Vermont Department of Health, Board of Medical Practice
Physician 2008 Renewal License Application (Revised 6/14/06)
Page 11 of 377



Plea? __ Yes No Date

(Question 21) Investigation by any other licensing board - Attach documents

Name of Licensing Board___ v Date

~ Location of Licensing Board

Circumstances

(Questions 23-24) Medical "condition, treatment, use of chemical or illegal.substanée's

Treating organization

Address : Teleph/one .

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iliness or dependency _ to

Dates of treatment / ' - fo

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address : : Telephone '

Contact person at Program

(Question 31) Medical Malpractice Claim -

Please provide the following information regarding each instance of alleged malpractice. This section 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:

1. Patient's condition at point of your involvement; ,

2. Patient's condition at end of treatment; : i’

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

4. Your degree of responsibility for the course of treatment in leading to the claim; and
5. Narrative of event. o

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

)

Praotice
vised 6714/06)

YVermont Department of Health, Board of §
Physiclan 20608 Renewat Licensa Applical
Page 12 of 377 :



-

- Your role (circle one):

‘01 Anesthesiologist 11 PGY 4
02 Primary Care Physician 12 PGY &
- 03 Referring Physician 13 PGY 8
04 Attending Physician 14 PGY7
05 Consultant Specialist . 15 Workmen’s Compensation Evaluator
06 Surgeon : 16 Court Psychiatrist
07 Fellow o : 17 On-Call Physician
08 PGY 1 : 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 ' ‘ ‘ N

Addres_‘sv

City, State, Zip

Phone

Indicate Decision, Appeal, Settlement, Dismissal:
If a Court or Arbitration Panel heard your case, mdlcate the followmg

Court '

Court’s location

Docket number .-

~ Date the action was filed

Decision determined by (check one): ' Judge Jufy ~__Arbitration Panel

Decision: : Award:
If your case was appealed, indicate the following: Date appeal filed (month, day, year) [~ -
Date appeal decided: (month, day, year) / /

If your case was settled, indicate the following:

Settlement amount paid on your behalf:

Total settlement amount:

Date of settlement: (month, day, year) / /

Case dismissed against you ‘ ___Against all defendants S

Important: In addition to‘the above information, please attach a cbpy of the conﬁplaint and final judgment,
settlement and release, or other final disposition of the claim. This information can be obtained from your
legal representative. ‘ :

sal Practice
Revised §/14/08)

Varmont Daepanment of Health, Board 0‘ HYE:

e
Physician 2008 Henewal ,,wnw & Application {
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Additional information, if any:

Vermont Depanment of Health, Board of Madical Practice
Physicien 2008 Renewal License Application (Revised 6/14/
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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 ina 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. (15V.S.A. § 795)
1. You must check one of the two statements below regarding child support regardiess whether or not you have -

chitdren: : .
g‘rl hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subjectto a
support order and 1 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 :
Q | 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 chiid 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 inmediate payment of taxes would impose an unreasonable hardship. (32 V.S.A. § 3113)
2. . Yauwmust check one of the two statements below regarding taxes:
) gl 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 :
O 1 hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this
application and | hereby request that the licensing authority determine that immediate payment of taxes would impose
an unreasonable hardship. Please forward an "Application for Hardship". ‘ :
Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or
business (including a license to practice a profession) to, or enter into, extend or renew any contract for the.provision of goods,
services, or real estate space with any employing unit unless such employing unit shall first sign a written declaration, under the
pains and penalties of perjury, that the employing unit is in good standing with respect to.or in full compliance with a plan to pay any
and all contributions or payments in lieu of 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: . ) .
g‘l hereby certify, under the pains and penalities of perjury, that1am 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 ail unemployment
contributions or payments in lieu of unemployment contributions to the Vermont Department of Empioyment 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 | hereby certify that 1 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 :
a 1 i _S.A. § 1378 is not appli to me because ! am not now, nor have | ever been, an employer.

Social Security Date of Birth

* The disclosure r 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 omissi of inf ion is unlawful and may jeopardize my licenselcertification/registration status.

& | ‘Date | 7'//3//2;




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

2008 PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART |
License Number: 042-0007465
1. Your legal name: |
Cheryl A Gibson :
a. Have you ever legally changed your name? ___ Yes XNO

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or elsewhere
in the past two years; .

Last Name First Name Middle Name: Suffix

b. Indicate your name, as it should appear on your license:

Last Name . First Name Middle Name: ~ Suffix

2. Your Date of Birth: ) -

3. Home Address and email address:

4. Work Address:
23 Mansfield Avenue L™
Burlington, VT 05401

—

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: ( 8702_ ) gb 3 ’C(OO‘

7. Work Telephone Number with Area Code: ( @ 2 ) gb 3’ qOD /

8. E-mail address (if not appearing in #3): _

gease check here if the Department of Health may use this e-mail address to send you public health information.
yes 0 no

PART Il

Hoard ¢
rse Applic




9. Weré you in active clinical practice in Vermont in the past 12 Months? Nes o no

hold, or have you ever held, a medical license (including temporary) in any other state?

10. Do yo
ﬁes o no

If yes, complete the section below and attach additional pages if necessary.

1.

2.

13.

14.

15.

State

License Number

ME 1991
NH 1989

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

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

Type of License  Date Issued Status (Active, Inactive, or other,

conditioned, restricted, limited)

Please provide the names of medical professional schools you attended and the dates of graduation if not

listed below.

UNIVERSITY OF VERMONT, VT

1985

Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
not listed below. '

Fletcher Allen Health Care VT
Obstetrics and Gynecology

1989

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

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.

Obstetrics and Gynecology
American Board of Obstetrics and Gynecology

1991, 2001
Specialty Specialty Name (if code |Board Certified 4 N Year Year
Code unknown) Name of Board , Certified  |Recertified
Jlo\ 6 (b‘/ W A Xyes ono |[Awa Biaad 0(5'/ g,,!m 199 ( ZOD/,. i
v Oyes Ono . 26+, 200

Years of Practice [26 VSA § 1368(a)(10)] ,
Month and year you started practicing as a physician?  6//1989

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

0 Check here if none

List all information for all hospitals where you currently have hospital staff privileges if not listed below:

Fletcher Allen (FAHC, MCHV)

ared of




VT
(1989-)

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
’ FORM A.

16. Have you eg applied for and been denied a license to practice medicine or any other healing art?
O yes ) ‘ :

17. Have you ever withdrawn an application for a license to practice medicine or any other healing 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 610

19. Are any formal disciplinafy 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)?

o yes &o

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

o yes %/no

21. Have you ever discontinued your education, training, or clinical practice for a period of more than three
months? ‘

oyes Ano

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

o yes gho

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?

o yes &io

24. Has your‘privil'ege 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 Zono

25. Do you currently or have you ever prescribed any prescription medication over the internet?
o yes no ‘

26. Are you presently or have you ever been a defendant in a criminal proceeding?

o yes ﬁb
PART Il

(Unless otherwise ordered by a court, your responses to the questions in Part Ill are considered exempt
from public disclosure.)

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

-




)

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? -

’

been charied?

The following definitions are provided to assistiyou in answering questions 29 through 31.

28. To your knowledge, are you presently the subjéct of a criminal investigation under which you have not

- "Ability to pfactice 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 psychologiceﬂ 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 areal 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 | through V of Section 202 of -
the Controlled Substances Act (21 USC § 812).

"lliegal use of controlied substances” - This term means the use of drugs, the possession or distributiph
of which is unlawful under the Controlled Substances Act, as periodically updated by the Food and Drug
Administration. This term does not include the use of a drug taken under the supervision of a licensed

health care professional or other uses authorized by the Controlied Substances Act or other provisions of
federal law. ‘

29. Do you have a medical condition that potentially or in any way impairs or limits your ability to practice
me’r’:!ic' i r field of practice with reasonabie 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 @ monitoring program.

30. Are you currently engaged in the use ofvalc_ohél or other chemical substances that potentially or in any
way i i ability 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. ’ : '

ngaged in the illégal' use of controlled substances?




CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is-a confidential program for the
identification, treatment and 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 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 professmnals 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.

35.

36.

Criminal Convictions [26 VSA § 1368(a)(1)] ¥ Check here if none

Please provide a description of all crimes (felonies and misderﬁeanors this includes DUI but not speeding

or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each matter.

None reported

Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] X'Check here if none

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 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)] gstheck 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)]
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
documentation for each matter. .

None reported

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

A Revocation/Involuntary Restrictions E{Check here if none




Please provide a description of any revocation or involuntary restriction of your hospital privileges
that were related to competence or character and were issued by the hospital's governing body or
any other official of the hospital after procedural due process (opportunity for hearing) was afforded
to you if not listed below. Please provide complete copies of documentation for each matter.

None reported

Other Restrictions é/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 §Check here if none

Please complete the attached Form A and provide a description of all medical malpractice court
judgments’against you and all medical malpractice arbitration awards against you within the past
10 years (10 years from payment date) in which a payment was awarded to a complaining party if
not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

None reported

Settlements A Check here if none

Piease provide a description of all settlements of medical malpractice claims against you within the
past 10 years (10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

None reported

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

S
“hy
Page € o118

Appointments a Check here if none

Please provide information about your appointments to medical school or professional school
faculties if not listed.

University of Vermont
Burlington, VT

Clinical Associate Professor
1989 - present

\

Teaching o Check here if none

Please provide information regarding your responsibility for teaching graduate medical education
within the past 10 years if not listed.

o of Madical ©
Agptication (Revi



39.

40.

41.

42.

43.

University of Vermont
Burlington, VT

Medical Students and residents
1989 - present

Publications: [26 VSA § 1368(a)(13)] . ‘ o 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 Ilterature within the past
10 years if not listed.

Activities [26 VSA § 1368(a)(14)] o Check here if none

Note: Answering #40 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

Please provide information regarding your professional or community service activities and awards if not
listed. :

None reported

Practice Setting [26 VSA § 1368(a)(15)] . o Check here if none
What is the location of your primary practice setting?
‘BURLINGTON, VT

Translating Services [26 VSA § 1368(a)(16)] ’ o Check here if none

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

If yes, please describe here the translating services available:

None

Medicaid/New Patients [26 VSA § 1368(a)(17)]

A Medicaid participation

Do you participate in the Medicaid program? Kyes 0O no
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? &es a no

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

| hereby affirm that the information provided above is true and accurate, and that | have answered the questlons to
the best of my knowledge and ability.

Date:

Yarmont De
Physician 2

4]2fos 2

Applicant’'s Slgnature

vent of Heslth, Board of
3 Renswal License Ay
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thsician 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
application for your physician profile. )

Please let us know whether you wish to have your profile omit the following information by checking the
“OMIT” box below. If the box is not checked, we will include the information in your profile:

OMIT FROM PROFILE . -

O Appointments to medical schoo! or professional school faculties, and an indication as to whether
you have had a responsibility for teaching graduate medical education within the last 10 years.

O . 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.

Yarmont k
F?




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. . T

. 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 regardiess whether or not you have children: :
gu 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 all child support due under that order. : '
- or
QO | 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”. - ’ i
’ ' ‘ ' Regarding Taxes o _
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 inmediate 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
O 1 hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and |
hereby request that the licensing-authority determine that immediate payment of taxes would impose an unreasonable hardship.
- Please forward an "Application for Hardship". ) ) - .
' Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
(including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penalties of perjury, that the employing
unit is in good standing with respect to or in full compliance with"a plan to pay any and all contributions or payments in lieu of 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. :

N A
K You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment

contributiops:

\ g I 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 unempioyment 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 :

0O | 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
Q lhe j 1378 is not apAplicable to me because | am not now, nor have | ever been, an employer.

Social Security #* Date of Birtﬁ

* 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 Empioyment 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 i

is,application is true and accurate to the best of my knowledge and that | understand providing false
information or omission of information jis

ul and may jeopardize my license/certification/registration status.

 Date ?/Z/M’/

Signature of Applicant




State of Vermont
Department of Health

Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or
District Court for Fines or Penalties for a Violation or Criminal Offense

I hereby state that [ am in good standing with respect to any unpaid judgment
issued by the judicial bureau or district court for fines or penalties for a violation or
criminal offense. '

\

I understand that a license may not be issued or renewed without such a
statement.

I further understand that, for the purposes of this section, a person is in good
standing with respect to any unpaid judgment issued by the judicial bureau or district
-court for fines or penalties for a violation or criminal offense if:

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

(2) the person is in compliance with a repayment plan approved by the judiciary.

pue 4z}t v/

PLEASE NOTE: | | Chwﬂ A GiloSon AMD
VI # S

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.
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‘ Co. ' 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

2010 PHYSICIAN' S LICENSE RENEWAL APPLICATION
PARTI
License Number: 042-0007465 " o e
.1.‘ Your I‘egal name: |

Cheryl A Gibson

, » ' b
a. Have you ever legally changed your name? ___ Yes KNO E :

If yes, enter your former name and any other name(s) under which yol

é:je'li'ceh"’s‘éd in Vermont or
elsewhere in the past two years; .

Last Name First Name Middle Name: ) Suffix
- b. Indicate your name, as it should appear on your license:
’ Gism Chery | Ann

Last Name ’ First Name ! Middle Name: o - Suffix

3. "Mailing Address and email address:

4. Work Address ‘
23 Mansfield Avenue

Burllniton| VT 05401

5. Please check your preferred mailing address: Home %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: ( %2 ) b2 -900)

8. E-mail address (if _n‘at appearing in #3):

Please check here if the Department of Health may use this e-mail address to send you public health
information.

Vermont Deparbment of
Physician 2010 Renawal L
Page 1 of 17




"« oyes

ono

PART Il

‘9. Were ‘jou in active clinical practice in Vermont in the past 12 Months? pAfes nono

10. Do you hold, or have you ever held, a medlcal Ilcense (mcludlng temporary) in any other state?

1.4

12, .

13,

‘yes 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,
’ ’ . conditioned, restricted, limited)
ME 1991 MD
NH 1989 MD

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

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

Please provide the names of medical professional schools you attended and the dates of
graduation if not listed below.

UNIVERSITY OF VERMONT, VT
1985

Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

‘Please provide information about any graduate medical education/residency attended or

completed that is not listed below.

Fletcher Allen Health Care VT
Obstetrics and Gynecology
1989

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

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.

Obstetrics arg,Gynecology
American 5oard of Obstetrics and Gynecology
1991, 20({8 20074

Code

Specialty - Speciatty Name (if code  |Board Certified - Year Year
unknown) Name of Board Certified  |Recertified

Oyes 0Ono

Oyes Ono

14.

15.

Yermont Departiment of Health, Board of Medical Praciz

Years of P'ractice‘ [26 VSA § 1368(a)(10)] .

Month and year you started practicing as a physician? - 6//1989

Hospital Privileges [26 VSA § 1368(a)(11)] , o Check here if none

Physician 2010 Renewsd Li«uer‘w Application. {Revissd |
Page 2 of 17




List all information for all hospltals where you currently have hospital staff pnwleges if not Ilsted
below: : .

Fletcher Allen (FAHC, MCHV)
vT
(1989-)

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?
o yes )z/no

: 17. Have you ever withdrawn an appllcatlon for a license to practlce medicine or any other healing

art?
o yes ;/no

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 pho

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

oyes Mo

20. Have you ever been denied the privilege of taklng an examination before any state medical
examining board? ‘

oyes g#ho

21. Have you ever discontinued your education, trammg, or clinical practice for a period of more
than three months?

o yes yfﬁo

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

oyes zho

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 medlcal staff after a
complaint or peer review action was initiated against you?

‘oyes Ao

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

: oyes o#o
25. Do you currently or have you ever prescribed any prescrlptlon medication over the internet?
This does not.include prescribing you would do using electronic medical records in your practice.

uyeS')z(no

26. Are you presently or have you ever been a defendant in a criminal _proceeding?

o yes ;ﬁmo
PART lii

Vermont Departm@m of Health, Board of Medical Practice
Physician 2010 Renewal License Application (Revised 3/10/10)
FPage 3 of 17



(Unless otherwise ordered by a court, your reéponses to the questions in Part lil are considered
exempt from public disclosure.) ‘

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

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

" ﬂ?

The following definitions are provided to assist you in answering questions 29 through 31.

"Ability to practice medicine" - This term-includes:

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

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

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

"Medical condition" - 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. i o ‘ -

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

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

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

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

29. Do you have a medical condition that potentially or in any way impairs or limits your ability to

practi“ur 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 @ monitoring program. o

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 and safety? '

varmient of Haalth, Board of Med
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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. :

ngaged in the illegal use of controlled substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since :1‘999, pért of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. Thisis 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).

The foIlbw_ing_questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data_
repository within the Department of Health and to make individual profiles on all health care professionals
licensed, certified, or registered by the Department available to the public. Your physician profile is‘

located at the following website http://healthvermont.gov.
: J

Please include,phdtocopies of court pa;;ers, Iicehsing éuthprity 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.

Criminal Convictions- [26 VSA § 1368(a)(1)] )z/(}heck here if nohe

Please provide a déscription of all crimes (felonies and misdemeanors; this includes DUI but not
speeding or parking tickets) of which you have been convicted within the past ten years not listed
below. Please provide complete copies of documentation for each matter.

None reported _ ‘ -

Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] - ):/Check here if none -

Please provide a description of all charges to which you pleaded “nolo contendere” (“ will not
cornitest 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 Mattérs [26 VSA § 1368(a)(3)] '. ;vf,(heck 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

L

Licensing or Certification Authority Matters in Other States [26 VSA § 1368(a)(4)]
: : - pCheck 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. Pleasé provide

complete copies of documentation for each matter.

None reported




- 36. Restriction of Hospital Privileges [26 VSA § 1368(a)(5)]

A

Revocation/Involuntary Restrictions ) ;z’ Check here. if none

Please provide a description of any revocation or involuntary restriction of your hospital
pnwleges that were related to competence or character and were issued by the hospital's
governing body or any other official of the hospital after procedural due process

(opportunity for hearing) was afforded to you if not listed below. Please provide
complete copies of documentation for each matter.

None reported

Other Restrictions ' p/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 Jy_(igmentsISettIements [26 VSA § 1368(a)(6A)]

A

Judgments - | o }%heck here if none

Please complete the attached Form A and provide a description of all medical
malpractice court judgments against you and alt 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
Setflements B " zCheck hére'if none
Please provide a description of all settlements of medical malpractice claims against you

within the past 10 years (10 years from payment date) in which a payment was awarded
to a complaining party if not listed below. Please provide complete copies of

- documentation, to include final disposition and if possnble a copy of the

complamt for each matter.

~ None reported

38.. AppointmentslTeaehing_ 26 vsA § 1368(a)(12)]

Note: Answering #38 is optlonal By answering, you are granting permission to have this
information posted on the web exactly as provided to the Board.

A

Appomtment ’ ‘ : _ 0 Check here if none

Please provide information about your appointmenis to medical school or professional
school faculties if not listed. :

University of Vermont
Burlington, VT

Clinical Associate Professor
1989 - present

Vermont Deoaﬁmen cf Heaith, Board of Madics! Practice

Physician 2010 Renew w Licensa Application (Raviss

Page 8 of 17
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39.

40.

41.

42.

43.

B. Teachlng Fen : o Check here if none

Please provnde mformatlon regardlng your responS|b|I|ty for teaching graduate medical
education within the past 10 yéars if not listed. :

University of Vermont
Burlington, VT
‘Medical Students and residents
- 1989 - present

Publications: [26 VSA § 1368(a)(13)] o Check here if none

" Note: Answering #39 is optibnal' By answering, you are granting permission to have this'-

information posted on the web, exactly as provided to the Board.

Please prowde information regarding your publications in peer-reviewed medlcal I|terature within
the past 10 years if not listed.

Activities [26 VSA § 1368(a)(14)] o o Check here:if noner

Note: Answering #40 is optional. By answering, you are granting permission to have this
information posted on the web, exactly as provided to the Board.

-Please provide information regarding your professmnal 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?

BURLINGTON, VT

Translating Services [26 VSA § 1368(a)(16)] o Check here if none

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

If yes, please describe here the translating services available:

None

Medicaid/New Patients [26 VSA § 1368(a)(17)]
A. Medicaid Qarticigation‘ .

Do you pa_rticipate in the Medicaid program? z/yes_ O no
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? @yes ono.

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 ‘

Vermont Department of Health, Board of Medical Fractice
Physiclan 2010 Renawal License Application (Revised 3/10/10;
Page 7 of 17



R hereby affirm that the information provided above is true and accurate, and that | have answered the
questions to the best of my knowledge and ability. '

Date: 4/’ / (O

“Applicant’s Signature ,

Vermont Department of Heaith, Board of Meadical Practice
Physician 2010 Renewai License Application (Revised 3/10/10)
Page 8 of 17



-

Physician Profile Update

26 VSA § 1368 requires the Dépanment to provide you with a copy of your profile prior to the
initial release to the public and each time your profile is modified or amended. We intend to use the
information in your renewal application for your physician profile.

Please let us know whether you wish to have your profile omit the following information by
checking the “OMIT” box below. If the box is not checked, we will include the information in your
profile: :

OMIT FROM PROFILE

0 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. : .

O  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 Fractice
Physician 2010 Renewai License Application (Revised 3/10/10)
Page 9 of 17



* .

Vermont Department of Health - Board of Medical Practice

Form A

PLEASE PROVIDE EXPLANATIONS TO "YES"” ANSWERS ON THIS FORM

{Questions 16 and 17) Withdrawal or denial of License - Attach documents

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

(Question 18) Voluntarily surrendered or resigned a license to practice medicine or aﬁy healing art

- Attach documents

State Year
Circumstances

(Question 19) Disciplinary charges or action - Attach documents

Name of organization involved Date

Duration

Action taken (circle all that apply)

Circumstances

01 Revocation of right or privilege
02 Suspension of right or privilege

- 03 Censure

04 Written reprimand or admonition

. 05 Restriction of right or privilege

06 Non-renewal of right or privilege

.07 Fine

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

11 Resignation

» 22 Other (specify)

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

(Question 20) Denial of exémination privileges - Attach documents

State

Year

Circumstances under which examination privileges denied '

Vermont Departiment of Health, Board of Medical Practice
Physician 2010 Renewal License Application (Revised 3/10/10;
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(Questions 21 and 22) Residency Training Program(s) not completed - discontinued education,
training, practlce - Attach documents v

Resndency Tralnlng Program(s)

Location of Programs - . Year

Circumstances

(Questlon 23) Affectlng Health Care Institution Staff inleges Employment or Appomtment -
Attach documents ,

Institution involved

deation . Year

Circumstances

(Question 24) Privilege to prescribe controlled substances - Attach documents

.Name of organization involved

Type of restriction : - Date

Circumstances of restriction

(Question 25) Internet prescribing

Please provide a general description of your practice of internet prescfibing

Vermont Department of Health, Board of Medical Practice
Physician 2010 Renewal License Application (Revised 3/10/10} |
Page 11 of 17



(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 V to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program

Vermont Department of Health, Board of MedicaE Practice
Physician 2010 Renewal License Application (Revised 3/10/10;
Page 12 of 17



(Question 37) Medical Malpractice Claim

Please provide the following information regarding éaéh 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:

1.

2.
3.
4
5

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.

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

Your role (circle one):

01 Anesthesiologist ' 11 PGY 4.

02 Primary Care Physician 12 PGY 5

03 Referring Physician 13 PGY 6

04 Attending Physician 14 PGY 7

05 Consultant Specialist 16 Workmen’s Compensation Evaluator

06 Surgeon 16 Court Psychiatrist . :
" 07 Fellow ’ 17 On-Call Physician - o ’ 1

08 PGY 1 18 Group Practitioner/Partner
09 PGY 2 : 19 Other: Specify

10 PGY 3 20 Unknown

Your Legal Representative in this matter (indlude hame, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

, .

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

Colirt.

Vermont Dapariment of Health, Board of Medical Practice
Physician 2010 Renewal Licanse Application (Revised 3/10/10)
Page 13 of 17 : :



Court's location

Docket number

Date the action was filed

Decision determined by (chAeck one): Judge Jury Arbitration Panel

- Decision: Award:

If your case was appealed, indicate the foIIoWing: Date appeal filed'(mbnth, day, year)
/ /
Date appeal decided: (month, day, year) / /

If.’your- case was settled, indicate the foIIowing:

Settlement amount paid on your behalf:

Total settlement amount:

Date of jsettle'ment: (month, day, year) / /

Case dismissed against you Against alt defendants

Important: In addition to the above information, please attach a copy of the complaint and final
judgment, settlement and release, or other final dlsposmon of the claim. This information can be.

obtained from your legal representatlve

Addltlonal information, if any:-

Vermont Department of Health, Board of Madical Practice
Physician 2010 Renewal License Application (Revisad 3/10/10)
Page 14 of 17
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VERMONT’S PRESCRIPTION CONFIDENTIALITY LAW
Prescriber Data-Sharing Program

CONSENT FORM

Under Vermont’s Act 80, a law passed in 2007, pharmaceutical companies may not use information that identifies
prescribers in prescription drug records for marketing or promoting prescription drugs unless the prescriber
consents. The text of the law, which took effect July 1, 2009, is found at 18 V.S.A. § 4631. The Vermont Attorney
General has links to the statute and further information about the implementation of this law on the website. Go to
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 prescrlptlon 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 licensing 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 thls form at any time and
mail it to your licensing board.

If you do not consent: If you do not w15h your identifying infi escription drug records to be used for
marketing or promoting pres rugs, you-needdo nothing.

If you choose not to consent, please leave this form blank.

Kk ok ok ok K ok ok Kk ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok ok sk ok ok sk ok k ok ok Kk ok ok Kk ok

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 Board of Medical Practice, PO Box 70, Burlington, VT 045470-0070.

[ consent:

Signature : Date

Name (printed or typed)

License type (profession) _ ' Vermont License Number
Mailing Address

City, State, Zip

Vermont Department of Health, Board of Medical Practice
Physician 2010 Renewal License Application {Revised 3/10/10)
Page 15 of 17 ~



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.

1 (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
Vermont Department of Health
PO Box 70

Burlington, VT 05402-0070

Vermont Department of Heslth, Board of Medical Practice
Physician 2010 Renewst License Application (Revised 3/10/10)
Page 16 of 17



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 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.

[ 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: [M A Date: 4/ { / (O

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. o : » _ »

Vermont Department of Health, Board of Medical Practice
Physician 2010 Renewal License Application (Revised 4/22/10;
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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 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 regardiess whether or not you have children:
’ F)‘ I 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 1 am in full compliance with a plan to pay any
~ and all child support due under that order. A )
: or :
~ O 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 unreasonable hardship.
Please forward an "Application for Hardship". . '
] ' Regarding Taxes o .
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 inmediate 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: : . . : o
; "I hereby certify, under the pains and penaities or perjury, that | am in good standing with respect to or in full compliance with a planto
. 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). ' ' ‘ S
or
Q | hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and |
hereby request that the licensing authority determine that immediate payment ‘of taxes would impose an unreasonable hardship.
Please forward an "Application for Hardship". . ' . ) ’
Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
(including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penalties of perjury, that the employing
unit is in good standing with respect to or in fuli 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 payabie; (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. - . T )

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemploy}nent
contributiops: ' ' ) . . ‘ .
| 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

Q | hereby certify that-l .ar.'n NOT in good standing with respect to unempioyment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonabie hardship. Please forward an Application for Hardship.

: or
O Ihe 1378 is not applicable to me because | am not now, nor have | ever been, an employer.
Social Security # ate of Birth

* The disciosure of your social security number is mandatory, it is solicited by the authority granted by 42 UY.S.‘C. § 405 (c)(2)(C), and will be uséd 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 -

I Certify that the information stated by me in this

plication is true and accurate to the best of my knowledge and that | understand providing false
information or omission of information js"u

and may jeopardize my license/certification/registration status.

I‘)z;te ’ 9///[0 .

Signature of Applicant

t Denarmeni of Healin, |
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Renewal - 042.0007465

Name Cheryl A. Gibson
Credential 042.0007465

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@vdh.state.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

print legibly or type your answers

answer all questions completely, even if you believe the information is already on file with the Board

use Form A to provide explanations to "yes" answers in Parts Il - [V

write your name and license number on each attachment

do not delegate this important task to any other person. False statements on this form may be grounds for charges of
unprofessional conduct.

Be sure to submit:

completed application

completed Form A

completed Applicant's Statement Regarding Child Support, Taxes, Unemployment Compensation Contributions, whether or
not you have children.

any other attachments

e 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:
Gibson

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=15491&key={07E91E... 5/18/2015



Renewal - 042.0007465

2. First Name:
Cheryl

3. Middle Name:
A.

4. Have you ever legally changed your name?

Yes

Page 2 of 11

5. If yes, enter your former name and other name(s) under which you were licensed in Vermont or elsewhere:

Previous Name ||From Month From Year To Month To Year Reason for Change
Cheryl G Madigan lJune 1984 April 1988 divorce
6. Date of Birth:
7. Enter your MAILING ADDRESS information:
Attention
Street 1775 Williston Rd Suite 110,
City SOUTH State VT Zip 05403 Country United
BURLINGTON States
E-mail Address [N
Telephone [ A'ternate Phone (e.g.
Pager)
8. Enter your PUBLIC ACCESS address information:
Attention
Street 1775 Williston Rd Suite 110,
City SOUTH BURLINGTON State VT Zip 05403
Country United States
Telephone (802) 863-9001
E-mail Address
Alternate Phone (e.g.
Pager)
Renewal Part Il
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 Vermont or any other state?
Yes
11. If yes, complete the section below.
State Profession License Number Issue Date Expiration Date Status
Maine MD 013193 02/23/2010 04/30/2012 Expired

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

State: Vermont
Country:

School Name: University of Vermont

School Type: Medical School

01/01/1985

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=15491&key={07E91E... 5/18/2015
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Degree: MD

13. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]
Please provide information about any graduate medical education/residency attended or completed that is not listed below.

Site Name End Date Specialty
Fletcher Allen Health Care 01/01/1989 Obstetrics and Gynecology

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
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology [01/01/2008 12/31/2012
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology [01/01/1991 01/01/2008

15. Years of Practice
What year did you start practicing as a medical professional?

1989

16. Hospital Privileges [See 26 VSA § 1368(a)(11)]
List all hospitals where you currently have hospital staff privileges:

Facility Name State Start Date
Fletcher Allen (FAHC, MCHV) Vermont 01/01/1989

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?gabid=15491&key={07E91E... 5/18/2015
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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?gabid=15491&key={07E91E... 5/18/2015
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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?gabid=15491&key={07E91E... 5/18/2015
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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?gabid=15491&key={07E91E... 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?gabid=15491&key={07E91E... 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. 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.

It is very important for us to receive 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 actions taken.

If you have been convicted of an alcohol or drug related crime, you must contact the Vermont Practitioners Health Program
to arrange for a confidential evaluation (802-223-0400). The evaluation will need to be received by this Board prior to
licensure.

99. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets)? For purposes of this question, “convicted” means that you pleaded guilty or that
you were found adjudged guilty by a court of competent jurisdiction.

No

100. Criminal Convictions [See 26 VSA § 1368(a)(1)] Please provide a description of all crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets) of which you have been convicted. For purposes of this question, “convicted”
means that you pleaded guilty or that you were found adjudged guilty by a court of competent jurisdiction. Please provide copies of
papers fully documenting the convictions.

|Date of Conviction [court of Conviction |city [state |Description |

101. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Have there been any charges to which you pleaded "nolo contendere” ("l will not contest it") or where sufficient facts of guilt were
found and the matter was continued without finding by a court of competent jurisdiction?

No

102. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Please provide a description of all charges to which you pleaded "nolo contendere" ("l will not contest it") or where sufficient facts of
guilt were found and the matter was continue without finding by a court of competent jurisdiction.

IDate of Charges ICourt ICity ||State IDescription of Charges I

103. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have there been any formal charges served, findings, conclusions, and/or orders of the Board of Medical Practice (including
stipluations), and/or final disposition of such matters by the courts, if appealed?

No

104. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of Medical Practice
(including stipluations), and final disposition of such matters by the courts, if appealed.

|Date |Fina| Disposition Summary |

105. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have there been any formal charges served against you by licensing or certification authorities of other states?
No

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

Please provide a description of all formal charges served by licensing or certification authorities of other states, the findings,
conclusions, and orders of such authorities, and final disposition of such matters by the courts, if appealed, in those states. Please
provide copies of papers fully documenting these matters.
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Date of Disposition ILicensing Authority ICity IState Description of Disposition

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

107. Have your hospital privileges ever been revoked or involuntary restricted in relation to competence or character?
No

108.

A. Revocation/Involuntary Restrictions

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.

No

112.

A. Judgments
Please provide a description of all medical malpractice court judgments against you and all medical malpractice arbitration awards
against you, and any pending malpractice cases.

|Date of Judgment |

113.

B. Settlements Please provide a description of all settlements of all pending settlements and settlements of medical
malpractice claims against you. Please complete the below information and provide copies of papers fully documenting
these matters.

IDate Of Settlement I

Medical Malpractice Claim

For each response provided in the previous Medical Malpractice Judgements and/or Settlements questions you must complete the
form located here. Please download the form, complete it for each response, and then upload to each respective response. This
information is required for each and every response provided for Judgements and/or Settlements.

Appointments/Teaching [See 26 VSA § 1368(a)(12)]

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

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

School City State Nature of Appointment Year Started [Year Ended
University of Vermont College of Medicine Burlington |Vermont |OB/GYN Faculty 1989

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

School/lnstitution City State [Nature of Teaching Year Year
Started Ended
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University of Vermont College of Medicine/Fletcher Vermont

Allen Health Care

Burlington

Teaching medcial students 1989
and residents

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.

Specialty Certification Board Certification Date [Specialty Expiration Date
Obstetrics and Gynecology |[[American Board of Obstetrics and Gynecology [01/01/2008 12/31/2102
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology ]|01/01/1991 01/01/2008

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

|Activity or Award |

118. Provide the following information for each practice location. Be sure to indicate which is to be your primary practice location.

Practice City State |Primary Languages |Accepts Accepts New Medicaid
Name Practice Medicaid? Patients?
None reported |BURLINGTON]|Vermont]Yes Yes Yes

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 | 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:
09/10/2012

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
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annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15 V.S.A. § 795)

121. You must select one of the two statements below regarding child support regardless whether or not you have children:
| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support
order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes

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:
09/10/2012

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.

Mail Payment

Review

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=15491&key={07E91E... 5/18/2015



Renewal

- 042.0007465 Page 1 of 13

Renewal - 042.0007465

Name
Credential

Cheryl A. Gibson
042.0007465

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

e do not delegate this important task to any other person. False statements on this application may be grounds for charges of
unprofessional conduct.

e enter, correct or update all information

e answer all questions completely, even if you believe the information is already on file with the Board

e 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:

® 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:

Gibso

n
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2. First Name:
Cheryl

3. Middle Name:
A.

4. Have you ever legally changed your name?
Yes

5. If yes, enter your former name and other name(s):

Page 2 of 13

Previous Name ||From Month From Year To Month

To Year Reason for Chang_;e

Cheryl G Madigan lJune 1984 April

1988 divorce

6. Date of Birth:

7. Please provide your preferred email address for receiving important correspondence from this medical board

cgibson@vtgyn.com

8. Enter your MAILING ADDRESS information:
Attention
Street 1775 Williston Rd Suite 110,

City SOUTH State VT
BURLINGTON

E-mail Address. |
Telephone [ A'ternate Phone (e.g.

Pager)

9. Enter your PUBLIC ACCESS address information:
Attention
Street 1775 Williston Rd Suite 110,
City SOUTH BURLINGTON State VT
Country United States
Telephone (802) 735-1252

E-mail Address |

Alternate Phone (e.g.
Pager)

Renewal Part Il

Zip 05403

Country United
States

Zip 05403

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?

Yes

12. If yes, complete the section below.

State Profession License Number Issue Date

Expiration Date

Status

Maine MD 013193 02/23/2010

04/30/2012

Expired

13. 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
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School Name: University of Vermont 01/01/1985
State: Vermont

Country: United States

School Type: Medical School

Degree: MD

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
Fletcher Allen Health Care 01/01/1989 Obstetrics and Gynecology

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
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology [01/01/2008 12/31/2015
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology [01/01/1991 01/01/2008

16. Years of Practice
What year did you start practicing as a medical professional?

1989

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
Fletcher Allen (FAHC, MCHV) \Vermont 01/01/1989

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:

26. Circumstances under which the application for license or certificate was withdrawn, specifying your reason or reasons for
withdrawl
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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:

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
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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:

62. Circumstances underlying action on prescribing rights:

63. Action taken on prescribing privileges — upload documents.
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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:

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
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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
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
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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.

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
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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.

|Date |Fina| Disposition Summary |

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.

|Date of Restriction |Hospita| Name |State |Nature 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:
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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 |Hospita| 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.

No

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.

IDate Of Settlement I

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 Associate Professor 2008

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

|Schoolllnstitution |City ||State |Nature 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)]
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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 |

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?

Vermont So. Vermont|Yes Yes Yes

Gynecology Burlington

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:
09/16/2014

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.
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:
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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)

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 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.

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:
09/16/2014

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.

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.
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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.

Employer Pay by Check

Review
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