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THIS IS TO Cf:_/mfy

p » o tﬁat JCym Boymcm M. I)

a grac[uate of the ’Unwerszty of Vermont 1999

having Successfu\[[y qualified as aprabtitioner of medicine before
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~ Secretary: Hilton H Dierg

: Burlington
~ Date: June 4, 2003
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VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE 6
108 Cherry Street, PO Box 70
Burlington VT -05402-0070°
802 657-4220 or 800-745-7371

2004 PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART |
1. Your legal name: KYM, BOYMAN MARGARET
Last Name _ First Name’ Middle Name - Suffix
a. Have you ever legally changed your name? ‘/Yes No

If yes, enter your former name and any other name(s) under which you were llcensed in Vermont or elsewhere
in the past two years;

Govmenn \ULM . MALGARET | .
- Last Name ~ First Name - Middle Name: : Suffix
(I‘/cra T bewve neve teen (;LLAYC«_I uAkes 4l f Agomt. . The Ckﬁmﬁe Sos )1;4; ;7 )

b. indicate your name, as it should appear on your license: )
Geymasd & Mf\'ﬂ—&ﬁ(bc‘r
Last Name . First Name Middle Name: ' Suffix

2.. Your Date of Birth:

\

Mon

3. Home Address: : o T e

4. Work Address:

(Street) ‘ ‘

B ling oA ] vT _ 0SYoi
(City) ? (State) (Zip)
5. Please check your preferred mailing address: Home v Work

NOTE: The mailing address will be publicly listed on the Board’s web site. ~

6. Home Telephone Number with Area Code: (‘

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Apphcatlon 5-17- 04 '
Page 1 of 15



7. Work Telep‘hone Number with Area Code: ( Jor ) ¥h3- qoel

8. E-mail address:

Please c!ec! !ere Il t!e !epartment of Health may use this e-mail address to send you public health mformatlon

wyes .ono
PARTII

9. Were you in active practice in Vermont in the past 12 Months? jyes ono

10. Do you hold, or have you ever held, a medical license in any other state? Xyes ono
If yes, complete the section below and attach additional pages if necessary. ' ‘

None reported

State : License Number Type of License Date Issued N Status (Active or Inactive) ‘
N (ri1g My icloz Petive
ME 0y b2yg . My lrfez L Aosve

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 medlcme or any other healmg art?
o yes AZno .

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 Have you ever withdrawn an application for a license to practice medicine or any other healing art?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 resugned a license to practice medlcme or any
other healing art in lieu of disciplinary action?

oyes: ,IZ’nO ’ ’ oo

14. Are any formal dlsmplmary charges pending or has any disciplinary action ever been taken agamst you
-by any governmental authority, by any hospital or health care faclhty, or by any professional medical
assomatlon (international, national, state or local)?

oyes @&no

15. Have you ever been denied the privilege of takmg an examination before any state medical examlmng
board? . .

oyes @ho

16. Have you ever discontinued your education, trammg, or practice for a period of more than three months
for reasons other than a family need?

o yes 2o

17. Have you ever been dlsmlssed or suspended from or asked to leave a re5|dency training program
before completion?

oyes .Ano

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?

. oyes @no
~ Vermont Department of Health, Board of Medical Pracfice

‘Physician’s License Renewal Application 5-17-04 -
Page 2 of 15 .



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

oyes gno .
20. Are you presently or have you ever been a defendant in a criminal proceedlng'>
Ayes a'no

~PART i

(Unless otherwise ordered by a court, your responses fo the questions in Part lll are considered exempt
: ( from public disclosure.)

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

21, To your knowled
of this application? _

22. To your knowledge, are you presently the subject of a criminal investigation? _ v

The following definitions are provided to assist you in answering questions 23 throUgh 25,

an investigation by any other licensing board as of the date ‘

"Ability to practice medicine” ThlS term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medlcal
' judgments, and to learn and keep abreast of medical deveiopments; and
2. The ability to communicate those judgments and medical information to patients and other health
v - 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, wnth or without the use of aids-or devices, such as corrective lenses or hearing alds

"Medical condition” - Includes physmloglcal mental or psychologlcal conditions or disorders, such as, but
not limited to, orthopedic, visual, speéch, 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 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).

"{llegal use of controlled substances” - This term means the use of drugs, the possession or distribution
of which is untawful 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 law.

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

your fMith 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

Vermont Department of Health, Board of Medica! Practice
Physician’s License Renewal Application 5-17-04
© Page 30of 15



participated or do participate in a monitofing program.

24. Are you currently engaged in the use of alcohol or other chemical substances that in any way |mpa|rs

your a

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 par’umpate ina
monitoring program.

25, ArMngaged in fhe illegal use of controlled substanées?

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.

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners

identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For

CONFIDENTIAL ASSISTANCE IS AVAILABLE

/

Heaith Program, a service of the Vermont Medical Society. This is @ confidential program for the

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 individuai profiles on all health care professionals licensed, certified,
or registered by the Department available to the public. Your physician proflle is Iocated at the following website
http: //healthvvermonters com/bmp/mbsearchform.shiml.

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 appllcatlon without them.

26.

27.

/

Criminal Convictions [26 VSA § 1368(a)(1)] &z Check here If none

Please provide a descrlptron of all crimes (felonies and misdemeanors; this includes DUI but not speeding
or parking tickets) of which you have been convicted within the past ten years not listed below, Please

provide complete copies of documentation for each matter
None reported

(Conviction Date) (Court) (City/State) , (Crime

Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] _,z(C'heck 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 Department of Health, Board of Medical Practice
Physician's License Renewal Application 5-17-04
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28.

29.

30.

. . ( ,
(ConV|ct|on Date) (Court) (City/State) , (Charge)

Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] )z/Che'ek 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

i

(Pate) . ) | (Final Disposition - Summary)

Licensing or Certification Authorltv Matters in Other States [26 VSA § 1368( )(4)]
= Check here if none

Piease provide a description of all formal charges served by licensing or certification authorities of other -
states, the findings, conclusions, and orders of such authorities, and final disposition of such matters by the
courts, if appealed, in those states, if not listed below. Please provide complete coples of
documentation for each matter.

None reported’

(Date of Final Disposition)  ~{Licensing or Certification Authority)  (Court) (City/State) (Nature of
Charge) ’ : : ,

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

A. Revocation/ln\'//oluntarv Restrictions - : ,z/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 coples of documentation for each matter.
None reported

(Date) | (Hospital) (State)  (Nature of Restriction).  (Reason for Restriction)

B. Other Restrictions : ) _zrCheck here if none

Please provide a description of all resignations from, or non-renewal of, medicat 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) - _ (State)

(Nature of Action) » : : (Action)

. In lieu : In settlement
(Reason for Action) .

Vermont Department of Health, Board of Medica! Practice
Physician’s License Renewal Application 5-17-04
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31.

32.

33.

( ' : ‘
Medical Malpractice Court Judgments/Settlements [26 VSA § 1368(a)(6A)]
A.  Judgments o ' ’ .  Check here if none

~ Please complete the attached Form A and provide ajdescrlptlon of all medical malpractlce 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 - | ' Check here if none

Please provide a description of all settiements 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 fmal
disposition and, if possible, a copy of the complaint for each matter

(Date) ' - (Court) (State) . (Amount of Settlement Against You)

Medlcal Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medlcal professional schools you attended and the dates of graduatlon if not
listed below.

[y

UNIVERSITY OF VERMONT, VT
1999

. (School/lnstitution) ) (City) (State) (Year of Graduation)

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

‘Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

N

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
2003

{(School/Institution) - - (Specialty) (City) - - (State) (Year of

Graduation)

~ If-necessary, please usé\an additional sheet and check this box: ...... O

\

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5- 17 04
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34 Specialty Board Certification [26 VSA § 1368(a)(9)] )

Please verify the following information regardlng your specialty board cert|f|cat|on and update as necessary
* using the attached Specualty Codes List.

a//obstetrlcs and Gynecology

Specialty Specialty Name (if code |Board Certified Year Year
Code unknown) Name of Board - Certified  |Recertified
O yes ‘JZ( no
Oyes Ono

)

35. Years of Practice [26 VSA § 1368(a)(10)]

Month and year you started practicing as a physician? 2003

36. Hospital Privileges [26 VSA § 1368(a)(11)] = & Check here if none

List all information for all hospitals.where you currently have hospital staff privileges if not listed below:
Fletcher Alien (FAHC, MCHV)
VT

(2003 -) ' ‘

. (Name) _ ' ' (City) (State) S S .(”Year‘Started) )

37. Appointments/Teaching [26 VSA § 1368( )(12)]

Note: Answering #37 is optional. By.answering, you are granting permlsswn to have this information posted
on the web, exactly as growded to the Board

A. Aggomtment o Check here if none

Please provide information about your appointments to medical school or professional school
faculties if not listed. .

Vermoﬁ£ Women's Choice-

Staff Physician

Women'; éealth‘Care Sérvice/Fletcher Allén Health Care
’ Burlinéton{ VT |

Attending Physician

University of Vermont

Burlington, VT

Vermont Department of Health, Board of Medical Practice
Physician's License Renewal Application 5-17-04
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—Assigtart Director, Medical Student Clerkship
University of Vermont

Burlington, VT

{

. Cli
(School) (City) | (State). (Nature .of Appointment) From (year) To (year)
B.  Teaching ) o Check here if none

Please provide information regarding your respon5|b|llty for teaching graduate med|cal educatlon
wnthm the past 10 years if not hsted

None reported. . .
u/\: ‘/ujlw G\-{’ VM\.:»\."’ .
e th (e Brclirgdon VT 1"\/§5l5h4 t f@ é"rfjaf\ QA)L/Q o pruemr
-~ (School/Institution) (City) (State) (Nature of Teaching) From (year) To A(year)

38. Publications: [26 VSA § 1368(a)(13)] m’Check here if none

Note: Answering #36 is optional. By answerlng you are-granting permlssmn to have this information posted
on the web, exactly as provided to the Board. :

Please provide information regarding your publlcatlons in peer-rewewed medical literature within the past
10 years if not listed.

~None reported

(Titie) . (Publication) ’ .\ ‘ ' (Year)

39. Activities [26 VSA § 1368(' a)(14)] "~ 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 professwnal or community service activities and awards if not

listed.
I1Ste -— A’(,O(f VU/‘V\.an‘f’ \]Vq\..}r re/“DvJ SZC/{’]D,\ C/(.a..c/‘ 2 o0
None reported = G""{,P”"‘"”'ﬁ?ﬂ thamanism sndd Ex cedléncs in
'é{‘t’/""ﬂ? A LDo .
- AMw A &'QAWVB‘{W wzfj Loo3

-~ D j@nvn ‘Z_A’le + Av./«g(ﬁ, ow(—}ﬂn{,l,,\j '&SCAIZL
in WJW‘/ H?—:&Hl- 2003 .

(Activities or Awards) -

40. Practice Setting [26 VSA § 1368(a)(15)] i o Check here if. none
‘ What is the location of your primary practice setting?
T -
gw’ | [Ing ’n’n ! \/ |
Town or City State

)

Vermont Deparfmentbf Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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\

A1 Translating Services [26 VSA § 1368(a)(16)] /m’"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 transiating 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? jz(yes ono o notapplicable
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? )a’yes -ono onotapplicable

Part VvV

| hereby affirm that the mformatlon provided above is true and accurate, and that | have answered the questions to
the best of my knowledge and ability.

Date:__ 7/?5/0‘/ _— | . {C/svm/’\

Applicant's &ignature

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 'Heélth, Board of Medical Practice -
Physician’s License Renewal Application 5-17-04
Page 9 of 15



\

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

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

{Questions 11 and 12) Withdrawal or denial of License - Attach documents

State Year

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

(Qﬁestion 13) Voluntarily surrendered or resigned a license to practice medicine or-any healing art - Attach
documents '

State : o . : Year

Circumstances

(Question 14) Disciplinary charges or action - Attach documents

Name of organization involved ' " Date

Duration

Action taken (circle all th.at 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 Wiritten reprimand or admonition 15 Medical Records Suspension
05 Restriction of right or privilege 16 Probation

06 Non-renewal of right or privilege L " 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 S _ " Year

Circumstances‘under which examination privileges denied

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
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(Questions 16 and 17) Residency Training Program(s) not completed discontinued educatlon training,
practice - Attach documents

- Residency Training Program(s)

Location of Programs ' Year

Circumstances

(Question 18) Affecting Health Care Instltutlon Staff Privileges, Employment or Appomtment Attach
documents

‘

Institution involved

Location . : Year

Circumstances

~

(Question 19) Privilege to prescribe controlled substances - Attach documents

Name of organization involved

Type of restriction ' _ . v Date

Circumstances of restriction .

(Questions 20 and 22) Criminal Investigation - P‘roceedinn‘_:; - Attach documents

Court Fa)\rf/ﬁ( C,Dwvft, 6’&.,«?,(7\/( D”'\>Mc/t’ [-m\f‘t'

City énd State @/v( F#tzv)( '1 Vi (11 TIPS
Charge Dbs et gree F»ﬂzﬂqe

Description ACre§ vek zﬁf‘ an Act of civil disebeditact
S eglgd |

Status Ch N‘c}e Ais missed 9| u{ﬁ 1

Conviction? Yes )( No Date

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Appli¢ation 5-17-04
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& Criminal O Traffic
District Court

(xeneral sttrut Court
] Juvemle and Domesnc Relauom

------- FATRFAK-COUNTY

~ TO ANY AUTHORIZED OFFICER.

You are hereby commanded in the name of the Commonwealth of Virginia iorthwnh to arrest and bring
the Accused before this Court to answer the charge that the Accused, within this city or county, on

1991

| check if applicable: (0 commercial motor vehicle

! \

(J hazardous materialsj

I, the undersigned, have found probable cause to beheve that the Accused committed the offense charged,

- based on the sworn statemems of
OfflcerP J.o'H EIN#1618

..................................... ’W&R@Eﬁ

D permitted at offlcers discretipn

Fairfax County Pollce Dept.

B ﬁﬁ@?fﬁ”ﬁﬁﬁ

Execution by summons
wuout 7:15 A.M.

DATE AND TIME ISSUED B ';:: !(-E:
SUMMONS (If authorized above and by serving officer) 3
You are hereby commanded to appear before this court located at... .. L &
...................................... B‘i A
Aths O rh &
at.... ] Qriginal re

I promise to appear in accordance with this Summons.

ACCUSED

WARNING TO ACCUSED: You may be trled and convicted in your absence if you fall to
dppear in responseae thiy Summons. Will [ful failure to appear is a Separate offense.
SIGNING THIS NOTI(;E DOES NOT CONSTITUTE AN ADMISSION OF GUILT

HorRM DC. 2314 690 (114:50615 7591,

“yi

s

J’

{“nA-MfL(RM ‘T' it .

l
]
|
|
|
L

| (J EXECUTED by summoning the Accused

'4~o HARR PT

December 13th , 1991

9_”91‘9 Aj;m

’;ALMLQHAL.BBIXX’QQAD.EQ&§§L~JL2?“W

ACCUSED:

(()\1”1 T DALY BELOW - k\i)\\
—————
| i { EYE TN
N l

f 8{135[ha35rq

HATK i
.

RACES NpN BORN
i

Commomnalth of Virginia

NN
@MARRANTOFARREST

e\

i
i
1

ASS

X EXECUTED by 41re>lm5 the
,.\ qdmed above on this day:

MISDEMEANOR';

VA

Accuscd

; nar}sd above on this day

DAY AND TiM Y

. \i\'RI hYl l.\(:l’)i'f'iilk :

?ﬁﬁﬂﬁ FK Co o, 0zg

liz\l)(‘t— NO. \( i .\(\ AND RIS MRS lJll IU\

~

,\_‘ P—
SHERIFF

\ W.
Attorney for the Accus % 7

PP



] Motion to Change Bondon:.............. ...
@ changed to ... I
{5 no~change ‘

JUDGE

The Accu§ed was this day:
- [ tried in absence -
[ present

Attorneys Present:

Z PROSECUTING ATTORNEY (NAME)

T DEFENDANTS ATTORNFY (NAME)

0 NO ATTORNEY
- O ATTORNEY WAIVED R
The Accused PLEADED:
U not guilty -

O nolo contendere

D guilty

0 I 1mp0€e the following Sentence: 91020

~ don PROBATION for ...

AMT: ﬂ 7 coﬂ (7 in addition to other sentence provisions
’ [ to be credited against fines and cost.

78

OFINEof$.......... with $......... suspenaed
0 JAIL sentence of ..................imposed:
with ......0..................c......,. suspended

conditioned upon being of good behavnor and.
keeping the peace, :

{3 Serve jail sentence on weekend

beginning
00 Work release authorized if eligible
O] Work release required

O DRIVER’S LICENSE suspended
o éf .e.r.r.e,(.l. i&{ R o e
O RESTITUTION of §.........ooe... e

Payable t0.. ..o IESTT

ROND PEFUNDEDRS condmon of suspended sentence.

‘hours of community service to

ID: pwtanens=d at$ . Jhr. &t
And was TRIED and FOU’\ID by me: L& [JBond: $........o
O 'not guilty DATE: ,1'/5’/'7}7 ............. S ;
] guilty as charged O Other:..o. et
O guilty of oo CK#t: ook . SO ;"{v."'" A
“And was FOUND by me to be: 'RELATED CASES: —. ... URCUURITRRTR

T driving a conmercial motor vehigle
] carrving hazardous materials

%‘FUR—DER the charge dismissed
§ I ORDER a nolle prosequi on

Commonweaith's motion-

L

Q-1-9%

CASH *B?OND

s g

S BY DEFENDANT

= 'BY THIRD PARTY
S JuDGE D.J. SMITH

(enecE

3008

,a *‘he Céark'

FINE -
~ 126 LIQUIDATED
DAMAGES
COSTS

112
140

121 TIA FEE

133 BLOOD 'TEST FEE

Rt ‘{J“ﬁ 132 CICF =
LAKE, CLERK

c8

TOTAL

109 INTEREST CHARGE

TOTAL WITH

INTEREST CHARGE -

h)
>PROCE‘SSING FEE<

Al
“a
S
-
-
hd .
A
(
- .

! District CWER (SPECIFY):

tranty, Yirginis

N

DATE PAID

[ RFCFIPT NO.
i
I
|
-




Plea? Yes - )( No ' Date

(Question 21) Investigation by any other licensing board - Attach documents

Name of Licensing Board e Date

Location of Licehsing Board

Circumstances

(Questions 23-25) Medical condition, treatment, use of chemical or illegal substances

Treating organization

Address : ' Telephone

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

Dates of illness or dependency . to

Dates of treatment to

‘Name of Rehabilitation/Professional Assistance or Monitoring Progr_arﬁ

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/u_sed 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;

3. The nature and extent of your involvement with'the patlent

4. Your degree of responsibility for the course of treatment in leading to the clalm and -
5 Narratlve of event ~

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

Vermont Departrhent of Health, Board of Medical Practice
Physician’s License Renewa! Application 5-17-04
Page 12 of 15 -



Your role (circle one):

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12 PGY 5 -
03 Referring Physician 13 PGY 6
04 Attending Physician 14 PGY 7 ' v
05 Consultant Specialist © 15 Workmen’s Compensation Evaluator
06 Surgeon - 16 Court Psychiatrist
07 Fellow ~ 17 On-Call Physician
08 PGY1 - 18 Group Practitioner/Partner
09 PGY 2 C 19 Other: Specify
- 10 PGY 3 » O 20 Unknown -

Your Legal Represéntative in this matter (include name, address and telephone number)

Name

Firm ‘ .- , ) ~

Address

City, State, Zip

Phone

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

Court___ ' : : - o

Court’s location

Docket number ,

Date the action was filed -

Decision determined by (check one): . Judge Jury Arbitration Panel
Decision: ‘ Award:

if your case was appealed, indicate the following: Date appeal filed (month, day, year) ) /.
Date appeal decided: (month, day, year) /

If your case was Settled, indicate the following:

) Séttlement amount paid on your behalf:

Total settlement amount: __ -
Date of settlement: (month, déy, year) I /
- Case dismissed against ydu Against'aH 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 Medical Practice

Physician’s License Renewal Application 5-17-04
" Page 13 0of 15 A



Additional information, if any:

Vermont Department of Health, Board of Medical Practice
Physician’s License Renewal Application 5-17-04
Page 14 of 15



- 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 Chiid Support

Txtle 15§ 795 requ1res 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 Ies.j. 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 regardlng chiid support regardless whether or not you have

children:

\ﬁ; I hereby certify that, as of the date of this apphcatlon (a) I am not subject to any support order or (b} I am subject toa
support order and | am in good standing with respect to it, or (¢} | am subject to a support order and | am in fuli
compliance with-a plan to pay any and all child support due under that order.

or
Q 1 hereby certify that | am NOT in good standing with respect to child support dues as of the date of this apphcatlon and |
hereby request that the licensing authority determine that immediate payment of child support would impose an
unreasonable hardship. Please forward an "Application for Hardship™.
~ Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed

unless the person certifies that he or she is in good standing with the Department of Taxes."Good standing” means that no taxes are

due, the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or the

- licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. (32 V S.A. § 3113)

2. You must check one of the two statements below regarding taxes: i
1 hers 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 | 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 reqmres 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 employlng 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 |mmed|ate 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 regardlng unemployment contrlbutlons or payments in lieu of
i unemployment contributions: Co
/- 1 hereby certify, under the pains and penalties of perjury, that | am.in good standing with respect to or in full compliance
(I/(v/ with a payment plan approved by the Commissioner of Employment and Training to pay any and all unempioyment
e 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
O 1 hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lieu of
unemployment contributions due to the Vermont Department of Employment and Training as of the date of this
application and | hereby request that the licensing authority determine that requiring immediate payment of
unemployment contributions or payments in lieu of unemployment contributions would impose an unreasonable
"hardship. Please forward an Application for Hardship ’

(p | hereby certify that 21 V.S.A. § 1378 is not applicable to me because i am not now, nor have | ever been, an employer.

Soc:al Security Date of Birth m
* The disclosure r is mandatory, K IS soliCiie 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 Chiid Support. .

‘ _ STATEMENT OF APPLICANT
I certify that the information stated by me in this application is true and accurate to the best of my knowiedge and that | understand
providing false information or omission of information.is unlawful and may jeopardize my license/certification/registration status.

Signature of Applicant (dz]&?‘\% | Date ?/2 } ( © C/

Vermont Department of Health, Board of Med;%l Practice
Physician’'s License Renewal Application 5-17-04
Page 15 of 15 )




B : 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: 042-0010597

1. Your legal name: _ .-

Kym Margaret Boyman
a. Have you ever legally changed your name? KYes __No

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or elsewhere
in the past two years;

@9\7/‘,\@;\/ ‘Li/\,\ ‘ Mﬁ'ﬂ(/ﬁ'ﬁgr

Last Name First Name ! Middle Name: Suffix

b. Indicate your name, as it should appear on your license:

oy moned K Y /MO pRET
Last Name : First Name Middle Name: Suffix

2. Your Date of Birth: -

3. Home Address and email address: »

‘4,  Work Address
Co 23 Mansfield Avenue
BURLINGTON, VT 05401

5. Please check your preferred mailing address: Home 2 E Work .
NOTE: The mailing address will be publicly listed on the Board’s web site.

o ’ ) ' i
6. Home Telephone Number with Area Code: ‘

7. Work Telephone Number with Area Code: ( %2 ) b2 —qoo

Please check here iT the Department of H may use this e-mail address to send you public health information.

}(yes o no

‘{i}




PART Il
. 9. Were you in active clinical p\r_actice’in Vermont in the past 12 Months? &yes o no

10. Do i%u hold, or have you evef held, a medical license (including temporary) in any other state?
yes ©no

If yes, complete the section below and attach additional pages if necessary.

State License Number Type of License  Date Issued . Status (Actlve Inactlve, or other,
Main e o3y s fmeticat fractdieo 2,/173 onditioned, restricted, limited)
/‘/6w “"‘;ﬁ“‘“— % (28 7 meticl Prchde 5’/53/ Aotre
If necessary, please use an additional sheet and check this box: .....0 -

11, 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
, hsted below

UNIVERSITY OF VERMONT, VT
1999

12. - Graduate Medical EduéationIResidencv [26 VSA § —1 368(a )(8v)]

Please prowde information about any graduate medical education/residency attended or completed that i is
not listed below. .

Fletcher Allen Health Care ,VT
~ Obstetrics and Gynecology
2003

If necessary, please use an additional sheet and check th|s box: ...... (]

13. . Speclalty Board Certlflcatlon [26 VSA § 1368(a)(9)]

Please verify the following mformatlon regarding your specialty board certification and update as necessary
- using the attached Specialty Codes List. . '

_ Obstetrics and Gynecology

Specialty Specialty Name (if code {Board Certified Year . |[Year

Code unknown)- Name of Board Certified  |Recertified
\\ O OY | byn " jyes Ono | Ao (— 20e<| NjAN
: . ~ - ‘|Oyes Ono ' .- o T /

(,\)p» V?_(— JW"'

14. Years of Practice [26 \(SA § 1368(a)(10)] o ~e ot ‘L‘j

Month‘and year you started practicing as a physician? . 2003

- 15. 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)




(2003-)

" 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 practlce medicine or any other healing art?
oyes erno

17. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
oyes zmo '

18. Have you-ever voluntarily suspended surrendered or resigned a license to practlce medicine or any
other healing art in lieu of disciplinary action or any other reason? :

oyes @zho .

' 1.9 > 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 (lnternatlonal national, state or local)?

oyes zfio

20. Have you ever been denied the prwnlege of taking an exammatlon before any state medlcal examining
board?

oyes g(no

21. Have you ever drscontlnued your education, training, or clinical practice for a perlod of more than three
months?

oyes eho

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

oyes' zno

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

" oyes @no

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

oyes _=no :

25. Do you currently or have you ever prescribed any prescription medication over the internet?
oyes =zno _

26. Are you presently or have you ever been a'defendant in a. cr|m|nal proceeding?

,_zryes o no

PART il

(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.

27. To your knowledge, are you the suhject 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 ofa crlmlnal investigation under which you have not
been charged?

\

The following definitions are provided to assist you in answermg questlons 29 through 31.

"Ab|l|ty to practice medlcme" This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medlcal
- 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 iimited 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 percelved |mpact on one's functlonlng as
- alicensee.

“Chemlcal substances” - ThlS 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 iliegally.

"Controlled substances" - Tnis term means those drugs listed on Schedules | through V of Section 202 of
the Controlied 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 Iaw ,

29. Do you have a medical condltlon that potentially or in any way impairs or I|m|ts your ablllty to practice

medicine in iour field of practice with.reasonable skill and safety?

in explaining a “Yes" answer on Form A, please provide reasonable assurances

that your medical- condition is reduced or ameliorated because, for exampie,

you have received or do receive ongoing treatment (with or without med|cat|on) or have -
partlcmated or do participate in a monitoring program.

30. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any
way i i ility 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 medlcatlon) or have participated or do part|C|pate ina
monitoring program.

31. Wgaged in the illegal use of controlled substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE ,

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners’
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For
further information about this program, call 802-223-0400 (a confidéntial line).




'PARTIV .

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository
within the Department of Health and to make individual profiles on all health care professionals licensed, certified, .
or registered by the Department avallable to the publlc Your physician proflle 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)] ./Q’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.

‘None reported

\

Nolo Contendere/Matters Continued [26 VSA'§ 1368(a)(2)] _=Theck 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. . o

" None reported

Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] - & Check here if none

Please provide a descrlphon of all formal charges served, findings, conclusmns, 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 deécription 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

cdurts, if appealed, in those states, if not listed below. Please provide complete coples of
documentatlon for each matter

None reported

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 privileges
that were related to competence or character and were issued by the hospltal s governing body or



37.

38. -

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 : _ ' /rf 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. Piease provide

~ complete copies of documentation for each matter.

None reported

Medical Malpractice Court Judgments/Settlementjs [26 VSA § 1368(a)(BA)] .

A

Judgments o ~v,a/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 . 42( Check here if none

Please provide a description of all settlements of medical malpractice claims against you within the
past 10 years (10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include final

disposition and, if possible, a copy of the complaint for each matter.

None réported.

Appointments/Teaching [26 VSA § 1368(a)(12)]

Note: Answerlng #38 is optional. By answenng you are granting permission to have this mformatlon posted
on the web, exactly as provided to the Board.

A

Aggomtment v 0 Check here if none

"Please provide information about your appointments to medical school or professmnal school

facutties if not listed.

Vermont Women's Choice
Staff Physician . , R ‘

Women's Health Care Service/Fletcher Allen Health Care
-Burlington, VT
- Attending Physician




39.

40.

~

Burlin‘g% VT

B. Teaching ’ : ‘ o Check here if none

" Please provide information regarding your responsnbllxty for teaching graduate medlcal educatcon
within the past.10 years if not listed.

U'niversity of Vermont 7 - B
. W C/(«(;\\C,Jk/(} M,(l\}{/(&/\‘)/l”?['y(fegaf— -
2003 Ao prese g

Publications: [26 VA § 1368(z)( )(13)] - - - MPCrAck herettTione ZrC (ofb

Note: Answering #39 is optlonal By answermg you are granting permission to have this mformatlon posted
on the web, exactly as provided to the Board.

Please provide information regarding your publications in peer -reviewed medical literature W|th|n the past
10 years if not listed. A

Activities [26 VSA § 1368(a)(14)] ' o Check here if none

Note: Answering #40 is o_ptional. By answering, you are granting permission to have this infdrmation 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. wJ

ACOG Vermont Junior Fellq;?éeption Chair 2002

1

Gold Foundation Humanism and Excellence in Teaching Award 2002

AMWA Gender EqUIty Award 2003

' Organon Re5|dent Research Award for Outstandlng Research in Women S Health 2003 '

41.

42,

43.

Practice Setting [26 VSA § 1368(a)(15)] _ o o Check here if none
What is the Iocationl of your primary practice sefting? ‘ ' ‘
Burlington, VT

Translating Services [26 VSA § 1368(a)(16)] ' ' .0 Check here if none

Please identify any transiating services available at your primary practice location.
Are any translating services 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? _ )a’ yes Qno
B. New Medicaid Patients

Are you'currently accepting new Medicaid patients? p/yes .ono




’ oo PartV
Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,

Unemployment Compensation- Contributions regardiess of whether or not you have children

| hereby affirm that the information provided above'is true and accurate, and that'l have answered the questions to
> the best of my knowledge and ability. . ‘ ‘ )

Date: ﬁ/% [of - . | /Cé 7

Apblicant's Sigfature




\

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 mformatlon in your renewal
- application for your physman profile.

Please Iet us know whether you wish to have your profile omit the following information by checking the
“OMIT” box below. If the box is not checked, we will include the-information in your profile:

OMIT FROM PROFILE

O 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. -

~

,ZI/ information regarding publications in peer-reviewea medical literature within the last 10 years.

O Information regarding professional or community service activities and awards.

Again, thank you for your cooperatioh.




Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES™ ANSWERS ON THIS FORM

(Questlons 16 and 17) Withdrawal or denial of Llcense Attach documents

State » ’ : ' Year
Circumstances under which license was wrthdrawn denied, revoked, not renewed, or otherwise
terminated : . -

(Questlon 18) Voluntanly surrendered or resrgned a Ilcense to practice medicine or any healmg art - Attach
documents

State ’ : Year

Circumstances

P

‘(Question 19) Disciplinary charges or action - Attach documents

Name of organization involved___- Date

Duration

Action taken (circle all that apply)

01 Revocation of right or privtlege ) 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 - 4 15 Medical Records Suspensnon

05 Restriction of right or privilege 16 Probation

06 Non-renewal of right or prnvnlege : ' 17 Assurance of Discontinuance

07 Fine . 18 Consent Agreement .
08 Required performance of pubhc service 19 Letter of Agreement

09 Education/Training/Counseling/Monitoring 20 Expulsion from Membership

10 Denial of rights or priviiege - 21 Reprimand

11 Resignation ) 22 Other (specify)

Circumstances

(Question 20) Denial of examination privileges - Attach documents

State - ' - Year

Circumstances under which examination privileges denied




(Questions 21 and 22) ReSIdency Training Program(s) not completed - discontinued educaﬂon training,
practice - Attach documents . .

Residency Training Program(s) _

Location of Programs - v » Year {

Circumstances

(Question 23) Affecting Health Care Institution Staff anuleges Employment or Appointment - Attach
documents

Institution involved

" Location _ : Year

Circumstances:

(Question 24) Privilege to prescribe controlied substances - Attach documents

Name of organization involved

Type of restriction , ' _ Date

Circumstances of restriction

(Question 25) Internet ‘prescribing

Please provide a'general description of your‘ practice of internet prescribing




(Questi&ns 26 and 28) Criminal Investigation - Proceeding - Attach documents

(;ourt. {5“‘"'4//“% Covmh;/y WUJ‘—’Q D3~ et Cot b
City and State Tt fx.  \/; r;\ YA '
Charge _ @L?;WU\.C*"' \C_/z.e.. f@}féj e

Description At ey e A /ftrf‘ e Ao o £ i i

Aisobelience ([ i8] A

§

Status : Wﬂ\/—‘ /ﬂ'ﬁ\f}fw-‘\jj e =0 v Cr/ {c / ‘(\ 2
J ; )

- Conviction? - Yes X No ~ Date

“Plea? Yes X No ! Date

(Question 27) investigation by any other licensing board - Attach documents

Name of Licensing Board . ' | Date

Location of' Libensing Board

Circumstances

(Quest_ions 29-30) Medical condition, treatment, use of chemical or illegal substances

Treafing organization _

Address : . ‘ Telephone

\

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

\

>

Dates of iliness or dependency _ to .

Dates of treatment , to

Name of Rehabilitation/Professional Assistance or Mohitoring Program

Address - , Telephone

Contact person at Program




(Question 37) Medical Malpractice Claim -

Please provide the following information regarding each instance of alleged malpractice. This section should be
photo copied and filled out separately for.each claim. Additional sheets may be obtained/used if necessary.

Insurer

Al .
* ' Claimant name

\

‘Description of alleged claim (allegations only): This does not constitute an admission of fault or liability.

Please indicate: o
‘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. '

aprON=

}

If the incident resulted in p‘atient’s‘death, indicate cause of death according to autopsy or patientlcha'rt_:

~
Your role (circle one):
01 Anesthesiologist ' 11 PGY 4 7 :
02 Primary Care Physician : 12PGY 5 0
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-Cali Physician
08 PGY 1 : 18 Group Practitioner/Partner
09 PGY 2 19 Other: Specify

10PGY 3 - 20 Unknown
- Your Legal Representative in this matter'(include name, address and teléphone number)

‘Name

Firm

Address

City, State, Zip

Phone .

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

Court

Yermont

Py

¥




&

Court’s location

Docket number

Date the action was filed

Decision determined by (check one): - Judge __ Jury Arbitration Panel N
Decision: | Award:

If your case was appealed, indicate the following: Date appeal filed (month, day, year) / /
Date appeal decided: (month day, year) / /

N

If your case was settled, indicate the following:

~ Settlement amount paid on your'behalf:

Total settlement amount:

\

Date of settiement: (month, day, year) / /

-Case dismissed against you Against all defendants
Important: In addition to thé above inform’afion 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 representatlve

Additional information, if any:




TR .- . . ‘i'December 13th , 1991 Ais
....... . General District Court - 8 Criminal O Traffic | 9"‘?3'9 s E
: ?’&g& Z%O}q '@QUNTY {J Juvenile and Domestic Relations District Court ‘
. » - | Az;ln-Q}:{AL._RELDQ An EAREAX VA onna
TO ANY AUTHORIZED OFFICER: : C ' ‘

| ACCUSED:
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| L 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.

- Regardmg Child Support

Title 15 § 795 requires that: A professnonal license or other authorlty 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 orie-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 |mmed|ate payment of support would impose an
unreasonable hardship. (15V.S.A. § 795)

1. You must check one of the two statements below regarding child support regardiess whether or not you have children:
1 here 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 |n full compliance with a plan to pay any
and all child support due under that order
. or
O I hereby certlfy that | am NOT in good standing with respect to child support dues as of the date of this apphcatlon and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonabie hardshlp
Please forward an "Application for Hardship".
Regarding Taxes '
- Title 32 § 3113 requires that A professional Ilcense 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)

2. You must check one of the two statements below regardmg 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 penaity for perjury is fifteen years in
prison, a $10,000.00 fine or.both).

or '
Q 1hereby 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 Compensatlon Contributions

Title 21 § 1378 requlres 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 iin 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 requmng immediate payment of contributions or payments in
lieu of contributions due and payable would impose an unreasonable hardshlp

3. You must check one. of the three statements below regarding unemployment contributions or payments .in lieu of unemployment
contributions:
Q | hereby certify, under the pains and penaltles of perjury, that | am in good standing with respect to or in full compliance wnth a
N 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 I hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lieu of unempioyment
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 1 i 378 is not applicable to me because | am not now, nor have | ever been, an employer.
Social Security Date of Birth . : B

- * The disclosure of your social security number i$ 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 Iaws, to identify |nd|v1duals affected
by such laws, and by the Office of Chlld Support

STATEMENT OF APPLICANT ' -

| certify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or omission of informatipon is7un|awful and may jeopardize my license/certification/registration status.

. Signature of Applicant v,“ Date 7 / i / 3 g

e
o




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. ‘ ' ‘

Ve

I further understand that, for the purposes of this section, a person 1s 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:

(D 60 days or fewer have elaps/ed since the date a judgment was issued; or -

(2) the person is in compliance with a repayme‘ntvplan approved by the judiciary.
Date: (7/ Le /O( . . v/‘/’ /; .

PLEASE NOTE:

In accordance with 4 V.S.A. § 1110 (b), you must sign, date, and return this
Statement of Good Standing in order for us to renew your license. Thank you.



VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
- 108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800 745-7371

2010 PHYSICIAN'S LICENSE RENEWAL APPLICATION

\

PART |
License Number: 042-0010597 , ' - ‘

1. Your legal nan;e:

0CT 25 2000
Kym Margaret Boyman

a. Have you ever legally changed your name? X Yes . _ No

L

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; .

Boymen  Kim Ml LARET

Last Name . First Name o Middie Name: ‘ Suffix’

b. Indicate your name, as it should appear on your license:

Qovmand KNmt  hpeealtET
Last Name ‘“ First Name Middle Name: : Suffix
2. Your Date of Birth: 12/10/1966

3. Mailing Address and email address:

4. Work Address:
23 Mansfield Avenue -
BURLINGTON, VT 05401

5. Please check: your preferred mailing address: )(Home Work
NOTE: The mailing address w:II be -publicly listed on the Board s web site.

6. Home Telephone Number with Area Code: __

7. Work Telephone Number with Area Code: ( gD P ). gl@ 3 - c? oo

8. E-mail address (if not appearing in #3):

Please check here if the Department of Health may use this e- mall address to send-you public heaith’
information.
Yemmoni Departrent of Health, Board of Medica! Praclice
Physician 2010 Renewai License Appiication {(Reviced 3/10/10)
. Page 10of 18 ’



oyes ono . _
PART Il
9. Were you in active ;_:Iinical practicé in Vermont in the past 12 Months? Mes ‘@ no

10. Do you hold, or-have you ever held, a medical license (inciuding temporary) in any other state?
Q/yes a.no

if yes, complete the section below and attach additional pages if necessary.

State License Number Type of Licenée Date Issued  status (Active, Inactive, or other,

’ ’ ‘ : conditioned, restricted, limited)
ME2003 OL63ys” pradizat poredics 1jaife3 .A"Z/f“_*’“
NH2003 ;5 ;2§ Mediial fRetce  (([S]63 Aeoe

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

11. © 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. o '

UNIVERSIﬁ OF VERMONT, - A o
1899 :

12. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)] .

- Please provide information about any graduate medical education/residency attended or
completed that is not listed below.

) Fletcher Allen Health Care VT _ , _
Obstetrics and Gynecology -
2003 '

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

13.  Specialty Board Certification [26 VSA § 1368(a)(9)]

Please verify the following information regarding your specialty board certification and update as
“necessary using the attached Specialty Codes List. _

Obstetfics and Gynecology

American Board of Obstetrics and Gynecology

2005, N/A
Specialty . Specialty Name (if code |Board Certified ~ |Year Year
Code unknown) . v : Name of Board Certified |Recertified
' Oyes Ono ' '
Cyes QOno

J

14. Years of Practice [26 VSA § 1368(a)(10)] |
Month and year you started\praCticing as a physician? 2003 -

15. Hospital Privileges [26 VSA § 1368(a)(11)] - o Check here if none

Vermont Department of He'aiml Board of Medical Practice
Physician 2010 Renewal License Application (Revised 3/10/10)
Page 2 of 18



-~

List all information for all hospitals where you currently have hospital staff privileges if not listed
below: :

Fletcher Allen (FAHC MCHV)
Burlington, VT .+ .
(2003-Present)

‘ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE
~ ENCLOSED FORM A.

16. Have you ever applled for and been denied a license to practice medlclne or any other healing
art? _ ‘

oyes gho
17. Have you ever withdrawn an appllcatlon for a license to practice medicine or any other heallng
art?
o yes zno
18. Have you ever voiuntarily'suspended, surrendered or resigned a license to practice medicine
or any other healing art in lieu of disciplinary action or any other reason?
- oyes @no
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 @no '

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

oyes @no
21. Have you ever discontinued your education, training, or clinical practice for a period of more
than three months?

Dyes oMo

22. Have you ever been dismissed or suspended from, or asked to leave a reS|dency training
- program before completion?

ayes gho

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

- oyes o

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

o yes o}
25. Do you currently or have you ever prescribed any prescription medication over the internet?
This does not include prescribing you would do using electronic medical records in your practice.

oyes gfo

26. Are you presently or have you ever been a defendant in a ‘criminal proceeding?

;/es ono C- . ‘ |
| | . PARTNI

Vermont Department of Health, Board of Medical Practic
. Physician 2010 Penewak License Appiication iRe\zssed 3 ? 710}
Page 3 of 18



\

{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.

27. To your knowledge; are you the subject of an investigation by any other licensing board under

which iou have not been charged as of the date of this application?

© - 28. To your knowledge, are you presently.the subject of a criminal lnvestlgatlon under which you .,

have not been charged? .

The following definitions are provided to assist you in answering questions 29 through 31.

"Ability to practice medicine" - This term.includes:

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

_ other health care providers, with or without the use of aids or devices, such as voice
- amplifiers; and :
3. The physical capabiiity 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 hcensee

"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 iflegally.-

“Controlled substances"” - This term means those drugs hsted 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 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. )

29, Do you have a medical condition that potentlally or in any way impairs or Ilmlts your ability to
practi i j r field of practice with reasonable skill and safety?

In explaining a “Yes" answer on Form A, please prowde reasonable assurances

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

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

30. Are you currently engaged in the use of aicohol 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? '




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 w;thout medlcatlon) or have participated or do participate in a
monitoring program.

31. Are iou currinili engaged in'the illegal use of controlled substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont 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).

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 physncnan profile is
located at the following webS|te http://healthvermont.gov.

Please include photocoples of court papers, licensing authority declsmns and any other relevant
documents if 'your answers to questions 32 through 37 have changed since your last application.
We cannot process your appllcatlon without them

32.

33.

34.

35.

Criminal Cohvictions’ [26 VSA § 1368(a)(1)] ,=Theck here if none .

Please provide a description of all crimes (felonies and misdemeanors; this includes DUl 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) /zr 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 withouta
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)] & Check here if none

Please provide a description of all formal charges served, findings, conclusions, and orders of the -

- Board of Medical Practice (mcludmg stipulations), and final.disposition of such matters by the

courts, if appealed. .

"~ - None reported

Licensing or Certification Authorlty Matters in Other States [26 VSA § 1368(a)(4))
. /z/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
compliete copies of documentation for each matter.

None reported

~

\farmcmf Diuar tment of Health, Board of Medinal Practice
Physician 2010 Renswal License Application (Revised 3/10/10)
FPage & of 18




. 36. - Restriction of Hospital Privileges [26 VSA § 1368(a)(5))

A

Revocation/involuntary Restrictiohs : , B E/Check here if none

Please provide a description of any revocation or involuntary restriction of your hospital
privileges that were related to competencé 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 : : Z 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 Couft JudeentsISettIementg [26 VSA § 1368(a)(6A)]

A

\

Judgments . )szheck heré 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
complalnt for each matter.

None reported
Settlements . . .. #Check here if none

Please provide a description of all settiements 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 inciude final disposition and if possible, a copy of the
complaint for each matter.

None reported ' - s

38.  Appointments/Teaching [26 VSA § 1368(a)(12)]

Note: Answering #38 is optional. By answering, you are granting permission to have this
information posted on the web, exactly as provided to the Board.

A

Appointments - o Check here if none

Please provide information about your appoi'ntments to medical school or professional
school faculties if not listed. :

Verm omen's Choice

- Staff sician

Women's Health Care Service/Fletcher Allen Health Care

Vearmont Department of Health, Board of Medical Practice
~ Physician 2010 Renewal License Application (Revised 3/10/10)

Page 6 of 18



“Burlington, VT
"Attending Physician

B.  Teaching - o 0 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
Clinical Assistant Professor
. 2003 Present

30 -Publlcatlons i26 VSA§1368(a)(13)] .- . . ocCheckhereifrone | -

Note: Answering #39 is optional. By answering, you are grantjng pe’rmission to have this
information posted on the web, exactly as provided to the Board.

Please provide information regarding your publlcatlons in peer-reviewed medical literature within
the past, 10 years if not Ilsted

40.  Activities [26 VSA § 1368(a)(14)] : " o Check here if none -

Noté: 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.

ACOG Vermont Junior Fellow Section Chair 2002

Gold Foundation Humanism and Excellence in Teaching Award 2002

-AMWA Gender Equity Award 2003

Organon Resident Research Award for Outstanding Research in Women's Health. 2003

FP‘HC— U\y(%y\ Aol egilon ‘ra(/»a&v\/\é ﬁwa«# ’lde["l/JoS’

41. Practice Setting [26 VSA § 1368(a)(15)] ‘ O Check here if none
What is the location of your primary practice setting? '
Burlington, VT
42, Translating Services [26 VSA § 1368(a)(16)] . . o Check here if none

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

If yes, please describe here the translating services available:

None

43. Medicaid/New Patients [26 VSA § 1368(a)(17)] -
A. Medicaid participation
' Do you participate in the Medicaid program? Ayes nono
B. - New Medicaid Patients
Are you currently accepting new Medicaid patnents7 Jyes 0Ono

Vermont Department of Haalth, Board of Medical Practice
Physician 2010 Renewal License Application (Revised 3/10/10)
Page 7 of 18



: P_artV

Reminder - You must also complete the enclosed Appllcahté Statement Regardmg Child Support,

Taxes, Unemployment Compensat/on Contnbutlons regardless of whether or not you have
_ chlldren

| 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: (?/'ﬁ"o - K %35(\/'—

~ Applicafiy's Signature

Vermont Depanrﬁent of Health, Beard of Medical Practice
© Physician 2010 Renewal License Application (Revised 3/10/10)
Page 8 of 18



Physwlan Profile Update

26 VSA § 1368 reqmres the Department to prowde 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
in_formation in your renewal application for your physician profile.

' Pleasé let us know whether you wish to have your profile omit the following informaﬁon 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 brofessional school faculties, and an indication as to

’ ~ whether you have had a responsibility for teaching graduate medical educat|on within the
last 10 years. - -

‘P/ ',Informatlon regardlng publlcatlons in peer-rewewed m dlcal Ilterature W|th|n the Iast 10
: years. - A i '

O Informaﬁon regarding professional or community service activities and awards.

Again, thank you for your cooperation.

'\/ermoni Department of Health, Board of Medical Practice
Physician 2010 Renewal License Application (Revised 3/10/10)
Page 9 of 18



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 documenfs

State-

_Year

Circumstances under which license was withdrawn, denjed, revoked, not renewed, or otherwise

terminated

" (Question 18) Voluntarily surrendered or resrgned a Ilcense to practlce medicine or any healing art

- Attach documents

State | Year
Circumstahc'es _
{Question 19) Discipliﬁary charges or action - Attach documents

'Name of organization involved Date

_Duration_’

Action taken (circle alf that apply)

01 Revocation of right or privilege 7

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

Circumstances

12 Leave of absence -

13 Withdrawal of an application

14 Termination or non-renewal of contract
15 Medical Records Suspension

16 Probation

17 Assurance of Discontinuance

18 Consent Agreement -

19 Letter of Agreement

20 Expulsion from Membershlp

21 Reprimand

22 Other (specify)

(Question 20) Denial of examination privileges - Attach documents

1

State

Year

Circumstances under which examination privileges denied

YVermont Department of Health, Board of Meadical Practice
Physician 2010 Renewal License Application (Ravised 3/

Page 10 of 18



(Questions 21 and.22) Residency Tralnmg Program(s) not completed - discontinued education,
training, practice - Attach documents

Residency Training Program(s)

Location of Programs ' o Year |

Circumstances

(Question 23) Affectlng Health Care Instltutlon Staff Privileges, Employment or Appointment -
Attach documents

' Institution mvolved

Location . . ' - ’ ' __Year

Circumstances

(Question 24) Privilege to prescribe controlled substances - Attach documents

Name of organization involved .

Type of restriction ‘ ' ' . Date

Circumstances of restriction

)

(Questlon 25) internet prescrlblng '

Please prowde a general description of your practice of internet prescrlblng

Vermont Departmeht of Health Boa o of Medical Practice
Physician 2010 Renswal License Application (Revised 3/10/10)
Page 11 of 18 )



| (Questi'ons 26 and 28>) Criminai Investigation - Proceeding -‘\Attach docurﬁents
Court ﬁu\ﬂéﬂﬂ (on *b ._(p'.ﬁ-'\ﬁ—fzue D ttcr (sos
City and State. ' QMV“;A)( . (/f;”ff’r\ U~ ‘
,Charge DY kﬂﬂ/&/ Cres f/—fra%,b , 7
Description AW% et zf«! N AC/({ 19/ ('/“vx ﬂ 4@; g(?/C,/K e«lcj, .
Ly {9y

‘Status‘ M\/\"Zﬂ\/& s plsse R ﬁ‘/u / q 2

Conviction? Yes ud No Date

Plea? ‘Yes X No ' Date

(Question 27) investigation by ahy 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

—

7

Daies of iliness or dependency to

Dates of 'treatment > to

~ Name of R'ehabiIitation/ProfessionaI Assistance or Monitoring Program

Address . _ _ Teléphone

1 Contact person at Program

Vermont Department of Health, Board of Medical Practice
Physician 2010 Renewal License Appl mm\,n Rwssea 310/10)
Page 12 of 18 .



| L : . December 13th , 1991 A,
- ger g 47 General District Court - & Criminal O Traffic | %"93’9 "
' ?’ﬁgﬁ 3%0.} @@UNTV () Juvenile and Domestic Relations District Court SR - § .
i AQQQHMRELDGE,-QQM\‘@QFAX VA 911

TO ANY AUTHORIZED OFFICER: » SR e
You are hereby commanded in the name of the Commonwealth of Virginia forthwith to arrest and bring’ ; 30qun , Ky marg aret
the Accused before this Court to answer the charge that the Accused, within this city or county, on '
~ dovember 18th , 1991 — ?
or about..f...Y. ..... croaoE ""I‘""éAT'é ................................ did unlawfully in \IOldtlon of Section |
l 8. 2 A Code of V1rg1ma .................................................. ‘l

""" : I ‘ COMPLE L DALY BELOW I+ KNOW N .
0of others : . ' | HURS S "_ﬂ-\-k—l_“i s ]k

RACT] SEA ,
) ML) 1)A\ (R n
ls‘E :i °

[135fha45rq
|

: i check ifapplicable: O commercial motor vehicle [ hazardous materials I S A i
. i c ’ ) . \ N . =
I, the undersigned, have found probable caus.¢ to believe that the Accused committed the offense charged, SN Commonm.alth of Virginia
bused on the sworn statements of ' i
OfficerP.J.0'Hara  pryu iy Falrfa}‘g County Police Dept. WARRANT oF ARREST
....................... W&H&m B ﬁﬂﬁ?fﬁm g&}l&sk MISDEMEANOR

Execution by summons O permittcl'd at officer’s dism Z ‘%%73 ' (X EXECUTED b h
a : i _ e v uxrc;tmgt ¢ Accused

spout 7:15 A.M. Noveiber 18th , 1991 named dbove on this day:

""""""""""" DATE AND TIMESSUED 7 S O O CLERKY @I/R»ﬂ A Qi HPUL' CEOTE: el .
3:-, YYNEISY: 7 SN D EXE( UTED by summoning the Accused
SUMMONS (If authorized above and by serving officer) FAIR R ' i ndr;ed above on this day: _ —_
You are hereby commanded to appear before this court located at. ....... Ap ..... . . //g .......... TETTERORs ”,V 5
. £/ PAY AN MM

owfﬁ BT

.................................... B‘{; e ‘ o CARRISTING OFEICLY
. ' . / . I‘.n —‘ ) ‘k) e L “;r\,‘ [ _}ﬂc% 5 f
O B ~ Orginalreien s - S pal /4/ // K- CoPo. 0z9
........................... » o a [ Virain: BADGE NOLAGUNCY AND TURISDICTION
- : - - h h S o t‘ );'. R q)uuly v b e ~
I promise to appear in accordance with this Summons. : ] o for o e

_ N
. . ACCUSED T Attorne; {or the Aucus€[/7'\/ / 7
WARNING TO ACCUSED You may be tried and convicted in your absencé if you fall to | e P |- @ g
uppear in responseato thay Summons. Willful failure to appear is a separate offense, - - _; ‘
SIGNING THIS NOTICE DOES NOT CONSTITUTE AN ADMISSION OF GUILT I[

©IRM DC314 690 111 4 umsmn } . ) [




1 Moation to Chanze Bond On:. ..., U '

(D changed 10 S,
5 no change ‘ -

JUDGE

The Accused was this day:
(O tried in absence -
(J present

Attorneys Present:

- O on PROBATION for

TTPROSECUTING ATTORNEY (NAME)

Tt FF.,'\‘D‘\\'T% ATTORNFY (.\'-\Mé)
O NO ATTORNEY. - | |
O ATTORNEY WAIVED - BC

The Accused PLEADED: |
J not guilty
O nolo contendere
O gulltv

AMT ﬁ/cuo

gl 1mposc the following Sentence: 91020

78

O FINEofS$.......... with$...... suspen’ded
O JAIL sentence of ............ T .. imposed
WIth L suspended

conditioned upon being of good behavior and
keeping the peace. C
O Serve jail sentence on weekend.
beginning’
[J Work release authorized if eligible -
O Work release required

0 DRIVER'S LICENSE suspended ..............
DReferredtoVASAP ...... e
O RESTITUTION of$ ...... FUTTRTTOTR i
AUE DY '
Payable t0. ... .ovviraiieeiieii e oo

D “[FUNDEDS condition of suspended sentence.

. -hours of community service to

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

O in addmon to other sentence provisions -
O to be credited against fines and cost

FINE o

126 LIQUIDATED
DAMAGES
COSTS
112\
140

121 TIA FEE

3
>PROCESSING'FEE<

133 BLOOD TEST FEE |

1D: W_‘_Q_, at® . /hr o A I\O( TESTE: 132 CICF
And was TRIED and FOUND by me: - m/ 3 Bond: $....oooveiiiiii LA '.,5. AKE, CLERK
O not guilty TE: e[ A Cosimind LNTY GENERAGT. APPT. ATTY
:] guilty as charged C}' ¢ O Othett.oooo vt ST "OURT } -
2 guiltv Of L 8D Hy SHEE .o U3 W] NESS FEE

\nd was FOUND by’ me to be:
drmng a commercial motor vehigle
J carrving na7ardous materials EV’”Q

%’FDTUWI R the chdrge dismissed
| ORDER u nolle.prosequi on

Commonweaith’s motion

RELATED CASES: —
mL

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

T}CPH

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

% [[ C};Pa;%? c;%‘c:efil_dﬁ ............. é ASHBON D

E | BY DEFENDANT
® 3 'BY THIRD PARTY
_,_5____,___3110(35 D.J. SMITH

THITRS

W

A8h! Lhe Clerk's

AN &5t q-/.:“ CLERK 125 WEIGHING FEE
ER (SPECIFY)

TOTAL

109 INTEREST CHARGE

TOTAL WITH
INTEREST CHARGE -

h)

DATE PAID

-~

| RECEIPTNO




(Question 37) Medical Malpractice Claim

Please provide the following information regarding each instance of alleged malpractice. This section
should be photo cop|ed and filled out separately for each claim. Additional sheets may be obtained/used
if necessary

Insurer

' Clalmant name

Descrlptlon of aIIeged clalm (al|egat|ons only): This does not constitute an admrssmn of fault or Ilablhty

Please indicate: S o ' '
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 Ieadlng to the claim; and
Narrat|ve of event.

a0~

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

Your role (circle one): ) -

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12PGY 5

03 Referring Physician , 13PGY 6

04 Attending Physician 14 PGY 7 _

05 Consultant-Specialist - - 15 Workmen’'s Compensation Evaluator-
06 Surgeon 16 Court Psychiatrist

07 Fellow o - 17 On-Call Physician _ '

08 PGY 1 i 18 Group Practitioner/Partner .

09 PGY 2 ‘ 19 Other: Specify

. 10PGY3 ) 20 Unknown
Your Legal Representafive in this matter (include name, address and telephone number)

‘Name

.Firm

Address

City, State, Zip ' : .

Phone

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

Court

\/emm 1t Department of Health, Board of Medical Practice
Physician 2010 Renewal License Application (Revised 3/10/10)
Fage '23 of 18 .



Court’s location

Docket number . o

Date the action was filed

Decusmn determined by (check one) _ Judge __~ Jury Arbitration Panel

' DeClSIon _ : _ : ] . Award

If your case was appealed indicate the. foIIowmg Date appeal filed (month day, year)' o
e I [ ‘ o
‘ Date appeal decided: (month day year) __ /

If your case was settled, indicate the following:

Settlement amount paid on your behalf:

Total setﬂement amount:

Date of settlement: (month, day, year) / /

Case dismissed against you Againet 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 dlsposmon of the claim. This information can be
obtained from your legal representative.

Additional information,’if any:

Vermont Department of Health, Board of Medical Practics
Physiclap 2010 Renewal License Applic caiten (| evxsed 310410y
Page 14 of 18 | .



VERMONT’S PRESCRIPTION CONFIDENTIALITY LAW
Prescriber Data-Sharing Program '

CONSENT FORM |

Under Vermont’s Act 80, a law passed in 2007, pharmaceutical companies may not use information that identifies
prescribers in prescription drug records for marketing or promoting prescription drugs unless the prescriber
consents. The text of the law, which took effect July 1, 2009, is found at 18 V.S.A. § 4631. The Vermont Attorney

- General has links to the statute and further information about the implementation of this law on the website. Go to

. http://www.atg state.vt.us/ and follow the link for Prescribed Products and then look for information on Prescription
: Conﬁdentlahty : :

If you wish, you may permit your identifying information in drug prescription records to be used for marketing and
promoting of prescription drugs. The only way to grant permission is by giving your consent in the manner
described below. If you do not consent, your identifying information from prescription drug records cannot be used
for marketing or promoting prescription drugs. .

The list of everyone who has a-current consent on file with their licensing board, as well as consent and revocation
forms are available online at: http://healthvermont.gov/hc/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 llcensmg board for assnstance

How to consent: If you want to consent to the use of.your information for marketing and promoting prescription
drugs, sign your name, complete the form, and return it as part of your license application or license renewal. If you
* consent, your name will be included on the list of Vermont prescribers who have consented, and your information
may be used for marketing and promoting prescription drugs. You may also complete this form at any time and
mail it to your licensing board.

If you«do not consent: If you do not wish your identifying information in prescription drug records to be used for
marketing or promoting prescription drugs, you need do nothing,
If you choose not to consent, please leave this form blank.

%k ok ok ok ok sk ok ok ok ok ok ok ok ok ok ok sk ok ok ok ok ok %k ok ok ok %k ok sk k ok ok ok %k ok ok ok %k ok ok k %k k % *k

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.

"1 consent:
Signature . _ : Date
Name (printed or typed)
License type (préfession) ‘ - - Vermont License Number -
Mailing Address §

~ City, State, Zip

Vermont Denartment of Health, Board of ‘ﬁmmai Practice

Physician 2010 Renewal License Application (Revised 3/10/10}
Page 15 of 18



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 1nfonnat10n the
revocation must occur using this form. :

| (print name) hereby revoke my consent to the use of regulated records which
include prescrlptlon information containing my prescrlber-ldentlﬁable data for the purpose of marketmg or
.promotmg a prescription drug. :

Signéture ’ » - ' o Date

Name (printed or typed)

License type (pfofession) | Vermont License Number
Mailing Address

City, State, Zip

Please mail your 'completled'form to:

Board of Medical Practice : :
Vermont Department of Health : oo
PO Box 70 :

Burlington, VT 05402-0070

J

Vermiont Department of hza ith, Beoard of Medical Praclice
- Physician 2010 Renewal License Application (Ravised 3/10/10)
Page 16 07 18



State of-Vermont
Department of Health
Board of Medical Pra_ctice

Statement of \Good Standihg

Regardmg Any Unpald Judgment Issued by the Judicial Bureau or District Court for Flnes or
Penalties for a Violation or Criminal Offense -

I hereby state that I am in good standing w1th respect to any unpaid Judgment issued by the Jud1c1al bureau or
district court for fines or penaltles 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

‘unpald judgment issued by the judicial bureau or district court for fines or. penaltles fora v1olat10n or crlmmal offense
if: C :

(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:_ L/é(? l?\é/\—--' ‘ " Date: | 2 /(q/fli “

.PLEASE NOTE:

tn accordance V\;ith 4 V.S A. §1110 (b), you must sign, daté, and return this Statement of Good Standing in order for us
to renew your license. Thank you. : )

Yarmont Dapartment of Health, Board of Medical Practice
Physician 2010 Renewsl License Application (Revised 4/22/10)
Page 17 of 18 .
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Vermont Department of Health - Board of Medical Practice

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

‘

You must answer questions 1, 2, and 3. '

Regarding Child Support ) 0

Titie 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) . . ’ :

| 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 (¢) | 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 child support would impose an unreasonable hardship. .
Please forward an "Application for Hardship™.

1. ' ,%m ‘must check one of the two statements below regarding child support regardiess whether or not you have children:
L

A 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)

2, - gou 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 ' | 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 "Appilication for Hardship". ‘ ’
" Regarding Unemployment Compensation Contributions .
Title 21 § 1378 requires that: No agency of the state shall grant; issue or renew any license or other authority to conduct a trade or business
(including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penalties of perjury, that the employing
unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of contributions due as
of the date such declaration is made. For the purposes of this section, a 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 inmediate payment of contributions or payments in
- lieu of contributions due and payable would impose an unreasonable hardship. ’ ’

3. . You must cﬁeck one of the three statements below regarding unemployment contributions or payments in lieu of unemployment -
contributions: - ) . ; R ’

O | hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full compliance with a
payment pian approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments in lieu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penalty for pérjury is 15 years in prison, a $10, 000.00 fine or both.)

. i g or . . . .

O 1 hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment

‘contributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request that
- ‘the licensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.

4 . or
d( | i 378 is not applicable to me because 1'am not now, nor have | ever been, an employer.

Social Securi Date of B,irth-

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 405 (c){2)(C), and will be used by '

the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to identify individuals affected
by such laws, and by the Office of Child Support. '

" STATEMENT OF APPLICANT

! certify that the information stated by me in this application is true and accurate to the best of my knoWIedge and that | understand providing false
information or omission of information is unlawfui and may jeopardize my license/certification/registration status. ' .

Signature of Applicant /é{? 9>(\/ ' Date (2 / [ q// r >
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Renewal - 042.0010597

Name Kym Margaret Boyman
Credential 042.0010597
Fee Details

$500.00

$500.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington, VT 05402-0070
(802)657-4220 or 800-745-7371

PHYSICIAN'S LICENSE RENEWAL APPLICATION
PART |
Please follow the instructions below and submit the completed application with documentation and payment to this office. If you have

any questions or need additional information do not hesitate to contact us at 802-657-4220, 800-745-7371 or
medicalboard@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 - IV

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.

® 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

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=15414&key={CBDS&1... 5/15/2015



Renewal - 042.0010597 Page 2 of 11

must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Boyman

2. First Name:
Kym

3. Middle Name:
Margaret

4. Have you ever legally changed your name?
Yes

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
Kim Boyman December 1966 January 1990 Changed my name from Kim to Kym as a young adult.

6. Date of Birth:

7. Enter your MAILING ADDRESS information:
Attention Kym Boyman

swect

City‘ state ] zio R Country United

States
€-mail Adcress. |
Telephone [ A'ternate Phone (e.o. |

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
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 IProfession License Number Issue Date Expiration Date Status
New Hampshire [MD 12128 11/05/2003 06/30/2011 Not Renewed
Maine |MD 016345 11/21/2003 04/22/2011 Not Renewed

12. Medical Professional Schools [26 VSA § 1368(a)(7)]
Please provide the names of medical professional schools you attended and the dates of graduation.

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=15414&key={CBDS&1... 5/15/2015
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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 06/23/2003 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 |11/11/2005

15. Years of Practice
What year did you start practicing as a medical professional?

2003

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 08/01/2003

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?
Yes

23. State:
New Hampshire

24. Year:
2011

25. Circumstances under which license or certificate was withdrawn, denied, revoked, not renewed, or otherwise terminated:
Chose not to renew NH and ME medical licenses due to not practicing medicine in those states (licensure in NH and ME was
required for my prior job). | currently practice only in Vermont, so am licensed only in Vermont.

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
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28. State:
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):
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50. Year:
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:
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71. Description:
72. Status:

73. Date:

Renewal Part Il

PART llI

(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).
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"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.

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:
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98. Contact person at Program:

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)]
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Please provide a description of all formal charges served by licensing or certification authorities of other states, the findings,
conclusions, and orders of such authorities, and final disposition of such matters by the courts, if appealed, in those states. Please
provide copies of papers fully documenting these matters.

|Date of Disposition |Licensing Authority ||City |State |Description of Disposition |

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

107. Have your hospital privileges ever been revoked or involuntary restricted in relation to competence or character?
No

108.

A. Revocation/Involuntary Restrictions

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.

IDate of Restriction IHospitaI Name IState INature of Restriction IReason for Restriction I

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 |Clinical Assistant Professor |1999

115. B. Teaching Please provide information regarding your responsibility for teaching graduate medical education within the past
10 years.
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School/lnstitution City State Nature of Teaching Year Started |Year Ended
University of Vermont College of Medicine Burlington [Vermont JOb/Gyn Clerkship Director 2003 2005

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 |

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

UVM/FAHC Chief Resident Award for Excellence in Teaching (2005-2009)

Organon Resident Research Award for Outstanding Research in Women’s Health (2003)
American Medical Women’s Association Clinical Gender Equity Award (2003)

Teaching Chief Resident, UVM Department of Ob/Gyn (2002-2003)

The Gold Foundation Humanism and Excellence in Teaching Award (2002)

Berlex Best Teaching Resident (2001)

University of Vermont College of Medicine Humanism in Medicine Award (1999)

The Carbee Award for Excellence in Obstetrics and Gynecology (1999)

-

18. Provide the following information for each practice location. Be sure to indicate which is to be your primary practice location.

Practice Name City State |Primary |Languages Accepts Accepts New Medicaid
Practice Medicaid? Patients?

Vermont South Vermont|Yes Yes Yes

Gynecology Burlington

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:
09/07/2012

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
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You must answer these questions.
Regarding Child Support

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

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

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

Regarding Taxes

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:
09/07/2012

Renewal Payment

127. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.

Self / Credit Card

Review
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Renewal - 042.0010597

Name Kym Margaret Boyman
Credential 042.0010597
Fee Details
Renewal $500.00
$500.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington, VT 05402-0070
(802)657-4220 or 800-745-7371

PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART |

Please follow the instructions below and submit the completed application with documentation and payment to this office. If you have
any questions or need additional information do not hesitate to contact us at 802-657-4223, 800-745-7371 or
medicalboard@state.vt.us.

IMORTANT: Your license will lapse if we have not received your completed application and fee by your expiration date. In
addition, you will be subject to late renewal penalty fees and potentially liability if you practice medicine without a license.

INSTRUCTIONS

do not delegate this important task to any other person. False statements on this application may be grounds for charges of
unprofessional conduct.

enter, correct or update all information

answer all questions completely, even if you believe the information is already on file with the Board

use Form A to provide explanations to Malpractice

Malpractice Claim Documentation — If you have reportable malpractice history, you must download Form A, carefully
complete a form for each case, and submit it along with the required documentation. For your application, reportable
malpractice includes:

O Pending claims that have not been resolved.

O Cases that resulted in a payment by you or on your behalf, whether as a settlement, arbitration award, or court
verdict.

O Note that you need not report cases that were resolved in your favor with no payment by you or on your behalf. This
includes cases that were withdrawn without payment, dismissed without payment, or resolved by a verdict in your
favor.

Be sure to submit:
O completed Form A, if applicable
O payment in the amount of $500 to the Vermont Department of Health
O LATE FEE: Applications received after the license expiration date will be assessed a $25 late fee.

Please Note:

e Your Physician License Renewal Application has been pre-populated with information provided by and previously
approved by you prior to the initial release of the Department's physician profiles. Please take this opportunity to
correct any factual inaccuracies and/or update any information as appropriate.

® Licensees have a continuing obligation during each two-year renewal period to promptly notify the Board of any
change or new information including, but not limited to, disciplinary or other action limiting or conditioning their
license or ability to practice in any jurisdiction. Failure to do so may subject the licensee to disciplinary action by the
Board.

Thank you.

Renewal Part |

Name:

Indicate your full legal name (use no initials). If your name has changed at any time during your life and you are not using FCVS, you
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must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Boyman

2. First Name:
Kym

3. Middle Name:
Margaret

4. Have you ever legally changed your name?
Yes

5. If yes, enter your former name and other name(s):
Previous Name |From Month |From Year |To Month [To Year |Reason for Change
Kim Boyman December 1966 January 1990 Changed my name from Kim to Kym as a young adult.

6. Date of Birth:

7. Please provide your preferred email address for receiving important correspondence from this medical board
kboyman@mac.com

8. Enter your MAILING ADDRESS information:
Attention Kym Boyman

srect

City‘ state [Jjj zZio R Country United

States
e-mail Adcress.
Telephone [ A'ternate Phone (e.o. [N

Pager)

9. Enter your PUBLIC ACCESS address information:
Attention
Street 1775 Williston Rd., Suite 110
City SOUTH BURLINGTON State VT Zip 05403
Country United States
Telephone
E-mail Address

Alternate Phone (e.g.
Pager)

Renewal Part Il

10. Were you in active clinical practice in the past 12 months?
Yes

11. Do you hold, or have you ever held, a license or certification as a medical practitioner in any other state?
Yes

12. If yes, complete the section below.
State |Profession License Number Issue Date Expiration Date Status
Maine |MD 016345 11/21/2003 04/22/2011 Not Renewed
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New Hampshire Jmp [12128 11/05/2003  |06/30/2011 Not Renewed

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

School Name: University of Vermont 05/30/1999
State: Vermont

Country: United States
School Type: Medical School
Degree:

14. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]
Please provide information about any graduate medical education/residency attended or completed that is not listed below.

Site Name End Date Specialty
Fletcher Allen Health Care 06/23/2003 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 |11/11/2005

16. Years of Practice
What year did you start practicing as a medical professional?

2003

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 08/01/2003

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

18. Have you ever applied for and been denied a license or certificate to practice medicine or any other healing art in any
jurisdiction? If yes, identify the US state or territory, or Canadian territory or province that denied the application and the year in
which it was denied, and provide a summary of the circumstances and reason for denial, in the following questions. Upload
documents related to the denial where indicated.

No

19. State:
20. Year:
21. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:

22. Denied certificate to practice medicine or any other healing art - Upload documents

23. Have you ever withdrawn an application for a license or certificate to practice medicine or any other healing art, in any
jurisdiction? If yes, identify the US state or territory, or the Canadian territory or province in which you withdrew the application and
the year in which it was withdrawn, and provide a summary of the circumstances and reason for the withdrawal, in the following
questions. Upload documents related to the withdrawal where indicated.

No

24. State:

25. Year:
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26. Circumstances under which the application for license or certificate was withdrawn, specifying your reason or reasons for
withdrawl

27. Withdrawal of application for license or certificate - Upload documents:

28. Have you ever voluntarily surrendered a license or certificate to practice medicine or any other healing art, in any jurisdiction,
after having been notified of an investigation that had not yet been resolved or in lieu of disciplinary action? “Surrendered a license”
includes any form of voluntary abandonment of the right to practice in a jurisdiction, regardless of the terminology used, and includes
allowing a license to lapse after learning of an investigation by a licensing authority. If yes, identify the state, territory, or province in
which you surrendered a license or certificate and the year in which it was surrendered or you resigned, and provide a summary of
the circumstances in the following questions. Upload documents related to the surrender of license where indicated. NOTE: If you let
a license lapse because you no longer practiced in a state, and you had no knowledge of a pending investigation by the licensing
authority, that would not constitute surrender of your license.

No

29. State:
30. Year:
31. Circumstances:

32. Voluntary surrendered license or certificate to practice medicine or any other healing art - Upload documents:

33. Are you currently the subject of any disciplinary charges by, or has disciplinary or employment action ever been taken by, any
governmental authority, hospital, health care facility, or professional medical association, other than matters that have already been
identified in response to preceding questions. If yes, identify the entity bringing the charges or action, the date, the duration of any
discipline or conditions, any action taken, and the circumstances in the following questions. Upload documents related to the
charges or actions where indicated.

No

34. Name of entity involved:
35. Date:
36. Duration:

37. Action Taken (add all that apply):

38. Circumstances:

39. Disciplinary charges or actions - Upload documents:

40. Has any US or Canadian state, territorial, or provincial licensing board ever denied you the privilege of taking an examination to
be licensed as a health care professional? If yes, identify the state, territory, or province that denied you the privilege and provide the
circumstances of the denial in the following questions. Upload documents relating to the denial of the privilege of taking an
examination where indicated.

No
41. State:

42. Circumstances surrounding denial of examination privileges and reason therefore provided by the board that denied you the
privilege of taking an exam:

43. Denial of examination privileges - Upload documents:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=25033&key={295E97... 5/15/2015



Renewal - 042.0010597 Page 5 of 13

44. Have you ever discontinued your education, training, or medical practice for a period of more than three (3) months, NOT
including periods occurring solely during premedical education?
No

45. If yes, please explain, including the dates during which your education, training, or practice was discontinued.

46. Discontinued Education, Training, or Clinical Practice - Upload documents:

47. Have you ever been dismissed or suspended from, or asked to leave a training program before completion?
No

48. Training program(s):

49. Location of program(s):

50. Year:

51. Circumstances surrounding dismissal, suspension, or request for you to leave the training program(s) before completion?

52. Are you currently the subject of an investigation or peer review by any licensing authority, hospital, medical staff group, health
care facility, professional association, or other body that has authority to take actions regarding: your right to practice medicine or
any other healing art; your employment practicing medicine or any other healing art; or your professional qualifications (e.g.,
specialty board certification)? If yes, provide the name of the entity conducting the investigation, its location, the date you learned
about the investigation, and the circumstances that triggered the investigation in the following questions and upload any relevant
documentation you have such as a letter notifying you of the investigation where indicated.

No

53. Entity Investigating:

54. Location of entity investigating:

55. Date (month and year) your learned of the investigation?

56. Describe the event under investigation and the circumstances triggering the investigation:

57. Open investigation by licensing authority, hospital, medical staff group, health care facility, professional association, or
professional certifying organization — upload documents.

58. Has your privilege to possess, dispense, administer, or prescribe controlled substances or other prescription medications or
devices ever been suspended, revoked, denied, restricted, or surrendered as the result of an investigation or action by any
governmental entity at any time? If yes, provide the entity that acted on your privilege to prescribe, the nature of the limitation or
action, the date of the action, and a description of the circumstances underlying the action in the following questions, and upload any
relevant documentation you have regarding the action where indicated.

No

59. Entity that took action on prescribing privileges:
60. Action taken:

61. Date of action taken regarding prescribing privileges:
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62. Circumstances underlying action on prescribing rights:

63. Action taken on prescribing privileges — upload documents.

64. Are you presently a defendant in a criminal proceeding?
No

65. Court:

66. City and state:
67. Charge:

68. Description:
69. Status:

70. Date:

71. Defendant in criminal proceeding - Upload Documents:

72. Do you currently prescribe, or have you ever prescribed, prescription medication or devices solely in response to communication
by computer or other electronic means? This does not include: initial admission orders for newly hospitalized patients; prescribing for
patients of a physician for whom you have taken call; prescribing for a patient examined by a licensed advanced practice registered
nurse or physician assistant, or other practitioner with whom you have a supervisory or collaborative relationship; continuing
medication on a short-term basis for a new patient prior to the new patient’s first appointment; or emergency situations in which the
life or health of the patient is in imminent danger. Nor would this include the use of an electronic medical record or other system for
entering and transmitting prescriptions.

No

73. If you answered yes to the preceding question, provide a general description of any prescribing you do in response to electronic
communications.

Renewal Part Il

PART lll

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from public
disclosure.)

Any "yes" response to the questions below must be fully explained.

74. To your knowledge, are you currently the subject of a criminal investigation that has not yet resulted in charges against you? If
yes, provide the jurisdiction, a description of the matter under investigation, and the date you became aware of the investigation in
the following questions.

75. Jurisdiction:

76. Description of matter under Investigation:

77. Date you became aware of Investigation:
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78. Upload any documents you may have relating to the matter under investigation:

79. To your knowledge, are you the subject of an investigation by any other licensing or certification board that has not yet resulted
in charges as of the date of this application? If yes, provide the board involved, the date you became aware of the investigation, and
a description of the matter under investigation in the following questions and upload relevant documents where indicated.

80. Licensing or certification board conducting investigation:
81. Date of event(s) under investigation:

82. Nature of event(s) under investigation:

83. Pending licensing board investigation — upload documents.

MEDICAL DEFINITIONS
The following definitions are provided to assist you in answering the medical related questions:
"Ability to practice medicine" - This term includes:

1. The cognitive capacity to make and exercise reasoned medical judgements, and to learn and keep abreast of medical
developments; and

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

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

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

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

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

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

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

84. Do you have a medical condition that in any way impairs or potentially impairs or limits your ability to practice medicine in your
field of practice with reasonable skill and safety?

85. In explaining "Yes" answer to the previous question, please provide reasonable assurances that your medical condition is
reduced or ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or
have participated or do participate in a monitoring program.

86. Please upload any documents you have that are relevant to this matter.

87. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way impairs your ability to
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practice medicine in your field of practice with reasonable skill and safety?

88. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that your use is reduced or
ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

89. Please upload any documents you have that are relevant to this matter.

90. Are you currently engaged in the illegal use of controlled substances?

91. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

92. Please upload any documents you have that are relevant to this matter.

Medical condition, treatment, use of chemical or illegal substances:

93. Treating organization:

94. Address:

95. Telephone:

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

97. Dates of iliness or dependency (from, to):

98. Dates of treatment (from, to):

99. Name of rehabilitation/professional assistance or monitoring program:

100. Address:

101. Telephone:

102. Contact person at Program:

Renewal Part IV

Statutory Profile Questions

In accordance with Vermont law, the Board of Medical Practice collects certain information from licensed or certified health care
professionals and maintains it in a data repository that is made available to the public. 26 V.S.A. § 1368. The publicly-available data
base is commonly referred to as the online profile. When licenses are issued to applicants, instructions are provided as to how to
review and update the information provided for the online profile. Answering these questions is mandatory, except for certain
optional questions. Those that are optional are clearly identified. Information collected for the statutory profiles may be considered by
the Board in its review of the license application. Statutory profile information is displayed to the public for only ten years, but the
questions are not time-limited and you must respond regarding your full history.
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Applicants with other events or actions that must be reported (e.g., a criminal conviction) must provide documentation of each event.
It is very important for the Board to receive copies of court papers, licensing authority decisions, or similar documentation, as noted
below. The Board will not act on an application that lacks required documentation. If any reportable event involves alcohol or
drugs in any way, you must contact the Vermont Practitioner Health Program to arrange for an evaluation. The Board will
not act on an application that is missing a required evaluation. You may contact VPHP at (802) 223-0400. Information about
VPHP is online at: http://www.vtmd.org/health-professional-wellness-and-recovery-programs.

103. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crime? This includes both misdemeanors
and felonies; it includes crimes such as driving under the influence (DUI), but not non-criminal traffic offenses such as speeding or
parking tickets. For purposes of this question, “convicted” means that you pleaded guilty or were adjudged guilty by a court of
competent jurisdiction. For this question, it also includes the loss of a driver’s license as a result of a civil process triggered by the
refusal to provide a sample of breath for the purpose of screening for driving while under the influence of alcohol.

No

104. Criminal Convictions continued [See 26 VSA § 1368(a)(1)] Provide information regarding each conviction as defined above.
In addition to entering the information here, you must submit copies of documents that show information about the crime
(s) of which you were convicted and the sentence imposed, to include the police report, any ticket/citation/indictment/arrest
record, and final disposition.

|Date of Conviction |Court of Conviction |City ||State |Description |

105. Nolo Contendere/Matters [See 26 VSA § 1368(a)(2)]
Have you ever had a criminal involvement that resulted in a case resolved by a plea of “nolo contendere,” or where after finding facts
that would establish guilt the matter was continued by the court in lieu of a conviction?

No

106. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Provide information regarding each criminal involvement resolved by a plea of “nolo contendere,” or where after finding facts that
would establish guilt the matter was continued by the court in lieu of a conviction.

|Date of Charges |Court |City ||State |Description of Charges |

107. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]

Have you ever been served charges by, or been the subject of an order by the Vermont Board of Medical Practice or other Vermont
professional licensing authority? (This includes stipulations, consent orders, or other voluntary resolutions that you accepted after
being notified of an investigation, even if no charges were served.)

No

108. Vermont Board of Medical Practice Matters continued [See 26 VSA § 1368(a)(3)]

Provide information regarding each instance in which you were charged by, or were the subject of an order by the Vermont Board of
Medical Practice or other Vermont professional licensing authority, including the findings, conclusions, orders, and final disposition of
the matter by the courts, if applicable.

IDate IFinaI Disposition Summary I

109. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have you ever been charged by, or been the subject of an order by a professional licensing or certification authority in any other US
state or territory, or Canadian territory or province? (This includes stipulations, consent orders, or other voluntary resolutions that you
accepted after being notified of an investigation, even if no charges were served.)

No

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

Provide information regarding each incident in which you have been charged by or been the subject of an order by a professional
licensing or certification authority in any other state, territory, or province. Provide documentation that shows the charges, findings,
conclusions, and orders, plus final disposition by any court or appeal authority, if appealed.

|Date of Disposition |Licensing Authority |City |State |Description of Disposition |

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

111. Have you ever had hospital privileges revoked or involuntarily restricted for reasons related to competence or character?
No

112.
A. Revocation or Restriction of Hospital Privileges Information
Provide information about each instance in which hospital privileges were revoked or involuntarily restricted for reasons related to
competence or character. Provide documentation that shows the date, basis for the action, the authority who took the action, and the
action taken.

| | | | | |
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Date of Restriction Hospital Name IState INature of Restriction ||Reason for Restriction

113. Have you ever, after having been notified of an investigation or peer review that was not yet resolved, or in lieu of or in
settlement of a pending disciplinary case related to competence or character, done any of the following:

resigned medical staff membership or privileges;
not renewed medical staff membership or privileges; or, -

consented to a restriction of hospital privileges?
No

114. B. Resignation or Nonrenewal of Medical Staff Membership, or Restriction of Privileges Information

Provide information about each instance in which you resigned or did not renew medical staff membership, or you had hospital
privileges restricted, after having been notified of an investigation or peer review that was not yet resolved, or in lieu of or in
settlement of a pending disciplinary case related to competence or character? Provide documentation that shows the date, the
hospital, the basis for and nature of the case, and the terms of settlement, if any.

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

115. Medical Malpractice Court Judgments & Settlements Have you ever had a medical malpractice claim against you that is still
pending or that resulted in any of the following:

- a court judgment against you; or
- an arbitration award or a settlement that you or another party paid on your behalf?

If you have any such cases, you must provide information as requested in the questions below. You must also complete a Medical
Malpractice Case Information Form for each. The form is located here Download the form, fill it out completely, and upload it where
indicated. A form must be completed and submitted for each case. You must also provide documentation for each case as explained
on the form.

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.

[Date Of Settlement |

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 |Assistant Clinical Professor 2003

120. 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 Started |Year Ended |

121. Publications [See 26 VSA § 1368(a)(13)]
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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 publications in peer-reviewed medical literature within the past 10 years.

[Title |Publication |Publication Date |

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

Activity or Award
UVM/FAHC Chief Resident Award for Excellence in Teaching (2005-2009)
Organon Resident Research Award for Outstanding Research in Women’s Health (2003)

American Medical Women’s Association Clinical Gender Equity Award (2003)
Teaching Chief Resident, UVM Department of Ob/Gyn (2002-2003)

The Gold Foundation Humanism and Excellence in Teaching Award (2002)
Berlex Best Teaching Resident (2001)

University of Vermont College of Medicine Humanism in Medicine Award (1999)
The Carbee Award for Excellence in Obstetrics and Gynecology (1999)

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 South 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:
10/10/2014

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
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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:
| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support
order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes

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

127. You must select one of the two statements below regarding taxes:
| hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both.)

The disclosure of your social security number is 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. | certify that the information stated by me in this application is true and accurate to the best of my knowledge and that |
understand providing false information or omission of information is unlawful and may jeopardize my license/certification/registration
status.

Yes

131. Date:
10/10/2014

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/FinalCMERules10.1.12_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.
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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.

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.
C

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. | hereby certify that | have completed the workforce survey per the above instructions
Yes

Renewal Payment

134. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.

Credit Card

Review
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Message

Hayes, Tracy

From: Green, Julie on behalf of medicalboard
Sent:  Wednesday, December 22, 2010 7:39 AM
To: Hayes, Tracy

Subject: FW: change of practice address

Vermont Board of Medical Practice

108 Cherry Street

P.0O. Box 70

Burlington, VT 05402

(physical address: 101 Cherry Street 3rd Floor)

----- Original Message-----

From: Kym Boyman [mailto:

Sent: Tuesday, December 21, 2010 2:49 PM
To: medicalboard

Cc: Boyman Kym

Subject: change of practice address

Hello,

Please note my change of address for my medical license:
Kym Margaret Boyman, MD

1775 Williston Rd., Suite 110

South Burlington, VT 05403

License # 042-0010597 effective 10/26/10

The new practice, if you need it for your records, is Vermont Gynecology, P.C.
The new practice phone # is 802-428-4663

Please send me a new license -- as well as any other mail -- to my home address:

1 understand there is a $10 fee to print the new license. Can you send me a bill for that? Please
send instructions.

I also need to submit a change of address for the DEA. They say "Do not submit this untif you have
an approved state license for the new address.” How soon will that be? |s it something they verify eiectronically?

Thanks,

Kym Boyman, MD

12/22/2010

Page 1 of |



Vermont Department of Health
Board of Medical Practice

Agency of Human Services S
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" June 4, 2003

Kym Boyman, MD
1391 Robinson Road
, Ferrlsburgh VT 05456

Re: - 4 Vermont Medxcal Llcensure
42 -0010597

Dear Dr. Boyman:

Congratulations! On June 4, 2003, by unanimous vote of the Vermont Board of Medical
Practice, you were granted a Vermont medlcal hcense Please note your license number
indicated above. '

S
i T g, e,

Your reglstratlon card is enclosed and a wall Certlflcate~has been ordered and Wlll be
sent to you under separate cover. All med1ca1 hcensesrmustgbefrene}w by*Nove_mber

"

Please let us know if you have any questlons or concerns T

// . e

Sincerely,
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Tracy Hayes -
, Administrative Assistant
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Vermont Department of Health
Board of Medical Practice -

Agency ofHuman Services
VERMONTERS |

2010

April 29, 2003
Kym Boyman, MD

Dear Dr Boyman:

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

Please call after 9:00 a.m.

Dewees H. Brown, M.D.

You must’ complete your interview within six monthsf (elat’
application will be considered stale. This meanSathat‘*wou. wnll nav
License verifications from other states; threeztetters of %

Data Bank Self Query, and the AMA Profnef”

é;\ofwsthls’l etter orm RN
to%pda%e he fo!l wmg\Q\

>

o

The full Board will act upon your reques{for Ilcens;fun
following your interview. The Board of’ edjcat Prae
of each month. ‘

-
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Slncerely,

Tracy Hayecsﬁ%

Administrative Assistant
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108 Cherry Street + PO Box 70 » Burlington, VT 05402-0070% 07457371
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Yermont Department of Health
Board of Medical Practice

Agency of Human ‘Services
VERMONTERS [

2010

April 29, 2003
Dewees H. Brown, M.D.

Dear Dr Brown:

The abplicationfc)r'medical licensure for Kym Boyman, M.D., appears complete, and is
enclosed for your review. The applicant will be calling you to schedule a personal interview:
Following the interview, you may present the application at the first, regularly scheduled Board
meeting. :

Should you have any questions or concerns, please let me know.

S~

Sincerely, : : .
1) BN S .
e \“\
L e A
Tracy Hayes - ;v;f;.-’”* ¢
oy

Administrative Assnstant ’ o

a

Enclosures

108 Cherry Street



Medical Doctor Application Checklist
For Office Use Only
STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

Name of Applicant:
Address:

Telephone: ‘
Date Applic;itioh Received: . L'!/ Q % ,O %

US Graduate Canadian Graduate __ International Graduate
(Unless noted, a copy of original, and English translation if applicable, is required to be submitted):

1) }gFEE of $400.00

2) 7< COMPLETED APPLICATION for License to Practice Medicine in Vermont.
; PhotOgraph Applicant’s signature required on photdgraph.

Tax & Child Support Statement Applicant’s signature required.
Form B: Release Applicant’s signature required.

*3)‘\'4 BIRTH CER rized ; _ - ' ' ‘a
~ Date ofBiﬁhim Place ofBirth:t)\Yi LC)\ ,L\\% , '“"\\f%é@kﬁ\\a\

*4) MEDICAL SCHOOL DIPLOMA Notarized

GV I Dat66766( \GD\Q

*5) # “MEDICAL EDUCATION CERTIFICATE’- Direct Verlﬁcatlon

*6) A“MEDICAL LICENSURE CERTIFICATE" - Dlrect Verification
B‘\All in good standing

PN

\

*7) EXAMINATION SCORES: Direct Verificafion of Examination Scores:

&USMLE**' : FLEX o National Boards State Exam

i/ Number of times applicé;ant has taken USMLE Step 3 (can be no more than 3 times).
___ Number of years applicant has taken to complete (can be no more than 7 times)

*8)" 14 'o) A AMERICAN SPECIALTY BOARD CERTIFICATE if appllcable - Notarlzed

o@/c\/yo




~

*9) - A POSTGRADUATE TRAINING from an ACGME approved residency program - Direct
Verification. “VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION" must be
completed by Program DerCtOI‘

\Lb\%\\)\ __ DATBS__ - ~~ AcoME

DATES ’ ACGME

DATES : ACGME

'105 & Three (3) COMPLETED REFERENCE FORMS malled directly to the Board by the Chief of
Service and two other active physician staff members at the hospital where the applicant has a
current or recent appomtment Program Director should be substituted for Chief of Service for
applicants who are applying for license while, Stlll in residency trammg or have completed a
residency w1th1n the last year.

_____#1 Chiefof Serv1ce

orj: Program Dlrector C/\\&Km \ LDm \\\D
Ji#z Active Physician Staff Membem C‘}\\(\Q m)f\\c)f(\(‘\ \»\!\D

j{; #3 Active Physician Staff Member Sii\\\ C\ %m\L k}\b

11) gAmerlcan Medlcal Association Profile Form.
- O Verify information provided on apphcatlon

*12) IR p’ﬂ ECFMG Certificate, if International Graduate. Verlﬁcatlon of Fifth Pathway
a Passed/Approved . e ,

-

, o
13) National Practitioners Data Bank self-query: Applicant sends the original, unaltered
' resporise to the Board. ’

() Has applicant included everything on the appfication
14) pl PsFORM A if applicant answered “Yes” in Section III—Refer to licensing Committee

15) zg FEDERATION CHECK
(] Check for board actions

* NOTE: FCVS Acceptance - The Board aecepts certain documents noted by asterisks (*) above.

SAMEDFORMS\WMDCHEKL.WPD



VERMONT DEPARTMENT OF HEALTH
> BOARD OF MEDICAL PRACTICE

108 Cherry Street, PO Box 70
Burlington vT 05402-0070

APPLICATION FOR LICENSE TO PRACTICE MEDICINE IN VERMONT
PHYSICIAN - MEDICAL DOCTOR

I hereby apply for LICENSURE AS A PHYSICIAN-in the state of Vermont.

Instructions '

- Please enclose a i check in the amount of $400 payable to ‘the Vermont Department of Health.

- Please print legibly or type your answers. Please type or prmt in block letters, one letter (or digit) in each box.

" - Answer all questions completely.

- Use the enclosed Form A to provide explanations to "yes'' answers in Parts\ I and IV.

- Please be sure to write your name on each attachment. '

- Please be sure to complete the Applicant's S'tatement 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 fi ndmﬂs of
unprofessional conduct.

N

\

- PartI- Idehtity Questions

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

First name: R k \ |m ' . .
Middle name: mlp et lp ICE (T ')E@EHWE
Last name: D .
M
1o 1 Imlor 1N APR 2.8 2003
~ Extension:
C ‘ ’ o o ‘ ) . VERMONT BOARD OF
2. Have you ever legally changed your name? . Yes D No MEDIGAL PRACTICE

If yes, enclose a certified copy of the legal document stating the change.

*Name as it should appear on your hcense R"}W\ (VLM oLt Rm]ﬂm/\

Other Name(s), if any, under which you were licensed elsewhere:

3. Your date of birth: MMDDIY YY Y

4: Your mailing address:

(Check one: *(Home address) Wak address)

"Care of:

Street:

Town/City:

Vermont Department of Health, Board of Med|cal Practice - Application to Practice Medicine |n Vermont- Physician - Medical Doctor
Page 10f13



State:

Zip Code:

5. Your electronic addresses:

Work telephone: R NI o P L G VR o e I I /2 o O%XlOlZI"ll‘ll

E-mail (optional):

6. Were you in active practice in Vermont in the past 12 Months? @ Yes [ |No / a5 o ResiAeat > :

7. Have you ever held a Vermont L1m1ted Temporary License? | Yes DNO
If yes, License Number 0({ 0000 LYS

8. Do you hold, or have you ever held, a medical license in any other state" D Yes . | X] No

If yes, complete the section below

‘ Date Issued ' ' _
State |License Number - M M|D D|Y Y Y Y |Status (Active, inactive, other)

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

~ Part II — Education, Training,j Practice and Ekaminations L

9. Premedical Educatlon .

Please provide the names of premedical schools you attended and the dates of attendance.

Name and :
location of institution ~|Degree From |[To
. ] R - 7
Stunps Um’zvmhb Palo Mo, | g, (histvrg ' U851 €451
Footlow ol lteap Les firos, oo O | e Sy
Mpf\l’qom Cg((&\,& Laq""”z e e o (92T (472
If 4 ecessary, please use an additional sheet and check this box "
Mu{ilu«-—q?\f/ol(cﬁe, AL u/‘ll fNo o 2/ - /4L/
Undv. ¢ Uriiafn Gt S ¢ ‘IZ’ 1%

10. Medical Profess1onal Schools - \ée enclosed ertificate of Medical Education

Please provide thé names of medical professional schools you attended and the dates of
attendance. Note: This mformatton should be provided in the Statutory Prof le Section (Part

V#36) A u"slﬁb aé W/\/ww’l(’ (,u//%j/( wé WJ’O‘/\& 3//45/’ /77

1 l.. »G}raduate Medical Education - i Ao lbf 5 z Vemeni (a[ 9- 6[07
Please provide the names of graduate medical schools you attended and the dates of attendance.

Vermont Department of Health, Board of Med|cal Practice - Application to Pracﬂce Medicine in Vermont- Physxman Medical Doctor
Page 2 of 13



1

Note: This information should be provided in the Statutory Profile Section (Part V #37)

12. Examinations _ . ;
A. USMLE or FLEX Examination , -
Have you ever taken the USMLE or FLEX examination? !XT Yes D No
If yes, have a Certified Copy of your results forwarded to this office by the Federation of State
Medical Board. o '

B. National Boards
Have you ever taken the National Boards? D Yes EX] No
If yes, have a Certified Copy of your results forwarded to this office by the National Board of
Medical Examiners. ' ' '

C. State Examination
Have you ever taken a State Medical Board Examination? Yes No
If yés, make sure that the scores are included on the Certificate of Medical Licensure to be sent
to that Board (see enclosed Certificate of Medical Licensure).

13. International Medical Graduates N /A -

*boxes . ‘ :

A. ECFMG Standard Certificate Number: Date issued:

B. Direct verification of your ECFMG Certificate must accompany this application. (See enclosed
request form) '

C. Are you a graduate of a fifth pathway program: D Yes D No
If yes, direct verification of your fifth pathway certificate must accompany this application.

14. Practice’

*Do you have hospital privileges? Yes X No ( ~ M"-'vjbf’ D

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

Name _ Address  From/To Specialty/Subspecialty

Part III - Licensure and Practice Questions
Any "yes" response to the questions below must be fully explained on the enclosed Form A.

15. Have you ever applied for and been denied a license to practice medicine or_émy other healing art?
Yes ‘No \ :
16. Have you ever withdrawn an application for a license to practice medicine or any other healing art?

, DYes @No

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

[]Yes [X]No

Vérmont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor
: Page 3 of 13 '
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" 18. Are any. formal dxsmphnary charges pending against you by any governmental authority, hospital
or health care facility, or professional medical association?

[]¥es [ No
19. Have you ever been denied the privilege of taking an examination before any state medical

exammmg board?

D Yes E No

20. Have you ever discontinued your education, training, or practice for a period of more than three
" months for reasons other than a family need? ’

DYes @ No

21. Have you ever been dismissed or suspended from, or asked to leave a re51dency training program
before completion? -

'[:]Yes No | | ‘ : /

22. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted?

D Yes @ No

23. Are you presently a defendant in a criminal proceedmg9 -
' [ Yes E No - :

24. To your knowledge, are you presently named in a malpractice action that has not been resolved
(1 e., has not been either dismissed or settled)?

D Yes ‘E No
Part 1V - Conﬁdential Section

- PartIVis exempt from public disclosufe

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

25 To your knowledge are you the subj ect of an investigation by any other licensing board as of the -
l')

- 26.To iour nowie ie| are iou,presently the subject of criminal investigation?

MEDICAL QUESTIONS

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

27. Do you have a medical condition that in any way impairs or 11m1ts your ability to practlce medicine
-ny ctice with reasonable skill and safety?

In explaining a “Yes™ answer on Form A, please prov1de reasonable assurances
~ that your medical condition is reduced or amehorated because, for example,
you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a treatment and monitoring program.

Vermont Department of Health, Board of Medical Practice - Apphcatlon to Practice Medlcme in Vermont Physician - Medical Doctor
’ Page 40of13



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

impairs iour abiliti to iractice medicine in your field of practice with reasonable skill and safety?

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

useis 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
rehabilitation and monitoring program.

29. Are'iou currentlieniaied in the illegal use of controlled substances?”

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

IMPORTANT

Since 1999, part of each license fee has been used to create and maintain the Vermont
Practitioners Health Program, a confidential program for the identification, treatment and
rehabilitation of physicians affected by the disease of substance abuse. If you wish further

information about this program, a service of the Vermont Medical Society, call 802-223-0400
(a confidential line). : - s

DEFINITIONS
in answering the questions avbove, please use these definitions:

" Ability to practice medicine” - This term includes: , .
1.~ The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned
- medical judgments, and to learn and keep abreast of medical developments; and

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

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

" lenses or hearing aids.

"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. ' ' ‘ - N

“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).

'

Vermont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor
Page 50f 13 . :




"lilegal use of controlied 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. :

Part V - Statutory Profile Questiohs

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 answer the following questions to the best of your ability. 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.

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

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

Conviction Date : o .
M M|D D|Y Y Y Y |Court City - |State |Crime

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

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

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

Date : : : ! ]
MMIDDIY Y Y Y [Court City State |Charge ~|Nature of Action

- Nolo Contendere
Matter Continued

Nolo Contendere
Matter Continued

©%%  \ermont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor .
. Page60f13



Nolo Contendere.
Matter Continued

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

‘32. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]

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

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

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

33. 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

f 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 l Licensing

M M|D DY Y Y Y |Authority |Court - City State | Nature of Charges

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

4

~ 34. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

A. Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital
privileges within the past 10 years that were related to competence or character and
were issued by the hospital’s governing body or any other official of the hospital after

7 procedural due process (opportunity for hearing) was afforded to you. Please provide
copies of papers fully documenting these matters.

Date ' \ S Nature of Reason for
M M|D D|Y AY Y Y |Hospital _ State |Restriction Restriction

&

Vermoﬁfbepartmeht of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor 7«
) Page 7 of 13 ’



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

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 within-
the past 10 years. Please provide copies of papers fully documenting these matters. - -
Date .| Nature
M M|D DI|Y Y Y Y |Hospital State |of Action | Action Reason for Action
In Lieu of
In Settlement '
In Lieu of
In Settlement
In Lieu of
In Settlement

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

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

A. Judgments
Please provide a description of all medical malpractice court judgments against you and
all medical malpractice arbitration awards against you within the past 10 years in which
a payment was awarded to a complaining party. Please provide copies of papers fully
documenting these matters.
Date _ ’ - | Amount Assessed
M M|D D|Y Y Y Y |Court State |{Nature of Case | Against Yqu
Judgment
Arbitration
Judgment
Arbitration
Judgment
Arbitration

B.

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

. Settlements

Vermont Department of- Health Board of Medical Practice - Application to Practice Medicine in Vermont- Physu:lan Medical Doctor

Page 8 of 13



Please provide a description of all settlements of'medical malpractiee 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. '

' : , Amount of Settlement
M M|D D|Y Y Y Y |Court State | Against You

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

. 36. Medical Professnonal Schools [See 26 VSA § l368(a)(7)]

Please provide the name, location, dates of attendance of medical schools attended

- Year of

School : City ‘ State Graduation

Mn,;v', aq[ l/T éﬂ (lﬁpii ﬁt; /-}/‘éd(/ o e ﬁwa’ éi ./\q?f‘ar\ ) l/ T b a4 ?
7 - 5

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

37. Graduate Medlcal Education [See 26 VSA § 1368(a)(8)]

List chronologically residency or other graduate training. Give n names, addresses of hospltals
dates (month, day, year) and type of training. Include copies of Certificate of Attendance.

*Name Address Fron/To Tfainin’g
t v _ : Year of
School/Institution . . ' Specialty City , +State |Graduation
Umiv . of VT _[FAtc OL/égp- - t;ud/\-,\ﬁa% T2 le)0 3

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

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

Enter up to three specialty codes from the erclosed SpeCIaIty 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
(T Py | v (9| ploc |
S 7 yes . ‘
yes no

Vermont Department of Health Board of Medical Practice - Application-to Practice Medicine in Vermont- Physician - Medical Doctor .
Page 9 of 13




39, Years of Practice [See26 VSA § 1368(a)(10)]

A, What month and year did you start the practice of medicine (excluding re&dency/fellowsmp training)?

MM[Y Y Y Y

B.. List all hospitals where you previously have had staff privileges. Include name, address and
include dated. : ' '

*Name Address Fron/To Specialiy/SubSpecialty

Name - City , ~ |State |Year Started

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

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

List all hospitals where you currently have hospital staff privileges:

Name City ' State |Year Started
Eletoar Mien Heelp (Fre | Rk jm ViT ﬁé’hdin&}/

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

41. Appomtments/Teachmg [See 26 VSA § 1368(a)(12)] Note: Answering #41 1s 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 questlons
may overlap.)

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

School Cify State Nature of Appointment . From (year) To (year)

pn NN 2 [ - VI ok Tmstmetr] A
NI g e U T AT LS

ob ] bty

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

B. Teachmg

’ Vermont Department of Health, Board of Med|cal Practice - Application to Practice Medicine in Vermont Physwxan Medlcal Doctor
-~ Page 10 of 13



Please provrde information regardmg your respon51b111ty for teaching graduate medical
education within the past 10 years.

School/Institution City

State

Nature of Teaching

From (year) To (year)

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

42. Publications [See 26 VSA § 1368(a)(13)] Note: Answering #42 is optional. By answering, you
are granting permission to have this information posted on the web. _

Please provide information regarding your pubhcatrons n peer -reviewed medical literature

within the past 10 years.
Title

Publication

Year

S

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

43. Activities [See 26 VSA § 1368(a)(14)] Note: Answering #43 is optional. By answermg, you are
granting permission to have this information posted on the web.

.Please provide mformatlon regarding your professional or community service activities and

awards.

Activities or Awards

N

(55)

The (~bese A /K’f Excelle~cr n Oi,o's,,uz_x{(,; /éf’,,,\,e Colo
H«Q,,«_(n\(,‘—f‘c ﬁovu\ycgn I =at p/j Mo~ je,l"h/«}/ 174
At S~ I~ peLTire - AT A

g (‘1n
d’ B

Tre Gl Fonrcla o
T Vs anis s gn X E)cwc/(—b‘w./z— A T

A Ped ('02)

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

Ao o \/W Ay Clamp e J0 I/C/(«wa Ut

44 Intervnew

,—{/L\(v\r(lul) -{ CM\.——( o2 )

A. In Wthh part of Vermont would you prefer to be interviewed? (Northern - Burlmgton area,
- Southern - Springfield or Rutland areas, Central - Montpelier area)

NV‘M:\

Vermont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medxcal Doctor
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B. Whenare you- scheduled to begin work in Vermont? /)S"%”J“Yr Qoo 7
- C. What has been yo ' ' o] in the past ten years?

Part VI - Photograph

PLEASE PROVIDE A PHOTOGRAPH: h
Attach a recent photograph (head and
shoulders). Please sign the front of

‘the photograph. ’

PHOTOGRAPH

Part VII - Signature

Reminder - You must also complete and sign the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions, Form B, and authorizations for release of information as appropriate,
Form C. ‘ ‘

[ 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.

bue ffacfey 6@0%

Appli{cs)lt’s ‘Signature

Return completed application to: VERMONT DEPARTMENT OF HEALTH
E BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70 :
Burlington VT 05402-0070 C

Vermont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor A
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Vermont Department of Health - Board of Medical Practice

APPLICIANT’S STATEMENT REGA‘RDING'CHILD SUPPORT, TAXES,
- UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

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

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

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

Aereby 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) I am subject
to a support order and | am in full compliance with a plan to pay any and all child support due

. under that order. ' : o o ' '
: ' or . A
| hereby certify that | am NOT in good standing with respect to child support dues as of the date of
this 2nnlication and | hereby request that the licensing authority deiermine that immediate
payment of child support would impose an unreasonable hardship. Please forward an
"Anplication 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 centifies 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, cr the licensing .
authority determines that immediate payment of taxes would impose an unreasonable hardship. (32
V.S.A.§3113) ‘ x - -

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

- \/l’hereby -~ aAify, under ihe pains and penaltiés or pérjury, that i am in good standing with iespect to
or in full compliance with a plan to pay any and all taxes due to the State of Vermont as of the date
of this application. (The maximum penalty for perjury is fifteen years in prison, a $10,000.00 fine or
both). ,

or

| hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as
of the date of this application and | hereby request that the licensing authority cetermine that '
immediate payment of taxes would impose an unreasonable hardship. Please forward an .

" Application for Hardship". ' :

- Regarding Unemployment Compensation Contributions

~ Vemmont Depaniment of Health - Board of Medical Practice
Applicant's Statement Regarding Child Suppont, Taxes, Unempioyment Compensation Contributions
Page 10t 2 '

i



"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:

_ ﬂqﬂ"hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to
g Or in full compliance with a payment plan approved by the Commissioner of Employment and
¥4 Training to pay any and all unemployment contributions or payments in lieu of unemployment
- contributions to the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or both.)

or

| hereby certify that | am NOT in good standing with respect to unemployment contributions or
payments in lieu of unemployment contributions due to the Vermont Department of Employment
“and Training as of the date of this application and | hereby request that the licensing authority
determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an
Application for Hardship. S ’ ' '

(S

or

o v\/l,hereby certify that 21 V.S.A. § 1378 is not applicablé to me because | am not now, nor have | ever -
been, an employer. _ -

Social Security #*_ ‘Date of Birth -

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42
- U.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. . R ' '

STATEMENT OF APPLICANT
- S : . :
| certify that the information stated by me in this application is true and accurate to the best of my

knowledge and that | understand providing false information or omission of information is unlawful and
may jeopardize my license/certification/registration status. :

. Signature of Applicant /J/é ﬂ]/Z/V\ ' : ‘ Date z/r‘&’/'ﬁ [
J
Vermont Department of Health - Béard of Medical Practice .

Applicant's Staiement Regarding Child Support, Taxes, Unemployment Compensation Coniributions
Page 2 of 2 :



: - Vermont Department of Health
FORMB, Board of Medical Practice
108 Cherry Street PO Box 70
Burlingten, VT 05401

FORM B: 1) AUTHORIZATION FOR RELEASE_ OF RECORDS AND INFORMATION
AND 2) AUTHORIZATION TO COMMUNICATE WITH FUTURE EMPLOYERS REGARDING

' THE STATUS OF YOUR APPLICATION
TO WHOM IT MAY CONCERN: ' .

1)L KL. N 1/4 7Y AN . HEREBY AUTHORIZE YOU to fumish to the
‘ / (Name of Applicant)

Vermont Board of Medical Practice or its designated representative, all materials and information within your
possession or control relating to me, of whatever kind and wherever located and including, but not limited to, my
education, my professional experience and qualifications, my licensing history, my practice as a physician, civil and
criminal court records, and any other material or information, including investigative files, which, in the sole discretion

of the Vermont Board of Medical Practice, may be useful to said Board in its review of my licensing status. -

Only in regard to this specific authorization for disclosure to the Vermont Board of Medical Practice and for no other
purpose, | expressly WAIVE confidentiality and any privileges or immunities accorded this information by State or
Federal Law, and | hold you hamless from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report information, either orally or in writing, directly to the Vermont Board of
Medical Practice or its designated representative on a continuing basis until this authorization is revoked, by me, in
writing. . : ' - '

A CONFORMED PHOTOSTATIC COPY OF THIS AUTHORIZATION SHALL SERVE IN ITS STEAD.

. " 2) I further authorize the Vermont Board of Medic’al_' Practice to communicate with future employers and/dr locum
tenens companies regarding the status of my application for licensure.

Signature: ZC> M(O yo

?

Date: L | _5/ / 073

Print or Typé Name: )4"-‘ [ @‘9 WIALZZA

Address:

City, State, Zip Code:

' Telepﬁone Number: o o

V:Subscn'bed and swom to before me, this _lﬂ__ day ofﬂﬂu aﬂ/{\;{ ' 0'7 Oo 5
[y Qg |

Notary Public = | i1

T AfSy sd‘a.l"' : | . .‘ 'My Licen;se Expires: D? / ’ Q/Cgoo'? ' _

RETURN ORIGINAL TO THE BOARD WITH YOUR APPLICATION
SEND COPIES WITH THE REFERENCE FORMS <
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Vermont Department of Health
Board of Medical Practice

108 Cherry Street PO Box 70
Burlington, VT 05401

CERTIFICATE OF MEDICAL EDUCATION - T see 1o
. . - | b L 5

To be completed by an officer of your School of Medicine

\[j/'/\ M @D b\ idindh

I hereby certify that

s

was admitted to the

” (Name)

. University of Vermont College of Medicine

" School of Medicine

in Burlington, VT, on 8/15/95
(City and State) (Date)
' ahd completéd all requirements for graduation on 4/30/99 .
‘ o : (Date)
A Doctor of Medicine waé granted on 5/23/1999
 (Specify cenrﬁcate/dlplomaldegree) (Date) '
{(AFFIX SEAL)
2/6/03
Dat /87
Signed: Jasi <

(Au‘thOﬂZéd ‘ce fthe School) Mar?f usan Sproul M.D. ' - A )
ate Dean for Student Affalrs



Pass/
Fail

Three-Digit
Score (Passing)

Two-Digit
Score  (Passing)

PASS

Pass/
Fail

197 (179)

' Three-Digit

Score '(P-assing)

81 (75)

Two-Digit
Score (Passing)

PASS

Pass/

206 - (170)

Three-Digit
Score (Passing)

83 (75)

Two-Digit
Score . (Passing)

204 . (177)

83




Vermont Department of Health
Board of Medical Practice

Burlington, VT 05401

- o wer 17 203
VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION

To be completed by the Training Program Director:

Name of Institution: University of Vermont/Fletcher Allen Health Carg L

‘Address: 111 Colchester Avenue / ‘ : o , o B

. Burlington, VT 05401

If name of the Institution was different when applicant attended, please enter name; :

| hereby certify that )llq m @0 ev/;/k&m . _was enrolled in the
Nam ' . :

_0B/GYH Residency ,
Program Type (residency, fellowship)

0B /GYN
. ADepartment (e.q. Radiology, Internal Medicine)

at this institution from 06 1_23 /___ 1999 to
- Month . _ , . Day Year
06° / 22 , ; 2003
- Month Day - Year

During the time of the applicant's participation, our postgraduate medical training was accredited by the
ACGME. If Canadian Training circle if approved by Royal College of Physicians and Surgeons of Canada.

will

.Our records indicate that the applicant received a certificate of corﬁpletion' on
06 ;22 ;03 ‘
Month Day . Year

(AFFIX SEAL)

Date: ,;f// 3//1\4/)3}'ﬁ / ,\,‘ ' ’

o LT A

(Ofﬁ?élvofft'héf’Spbnséring institution)

Print Name: Marjorie C. Meyer, M.D.

Title: OB/GYN Residency Program Director

R

108 Cherry Street PO Box 70 . - @E CEIWVE F\l



* Vermont Department of Health
Board of Medical Practice
108 Cherry Street PO Box 70
Burlington, VT 05401

]%/1» @DL)/MM, M

LIST OF THREE REFERENCES
Detach the attached Reference Forms and send to the individuals designated below* ALONG WITH A CoPY
OF THE SIGNED FORM B RELEASE. Return this sheet to the Board with your application. Individuals
completing the reference forms must return the forms directly to the Board.

*NOTE: Program Dlrector should be substituted for Chief of Service for apphcants who are applying for a license

while still in residency training or have completed a res:dency within the last year. (SEE ATTACHED SEPARATE
FORM FOR PROGRAM DIRECTOR.)

Names, addresses and telephone numbers of three references: :
*1) Reference #1 - Chief of Service (See Program Director Note * above): O(/\“"'\’\éa, o> "’Vb/, MDD

Address: Pz;f/w‘m\e/\ t el LTL/ b ‘,, FhAde — My Cawguvf :

T J - :
[0 Coledasrer Ave | Guwpess 2, B Lincaon, vT - U570 -
- 7 ) &

City, State, Zip Code: _
Telephone' C gbl’ ) gt/ } -~ S o

How long and in what capacity has this individual known you" il ?M £ 'é‘ et 2 > ‘{ /(u

g. D,‘Y‘f/ W
: 2) Reference #2 - Active physucnan staff member at the hospnal where you have a current or recent
appointment:

Name:  \JTane nae fyn S i

Address: Dé{/’/ﬂ%%k ¢ ﬁé///(/» ; Frtc = mMeitv /-W\ﬂwf
L\ C" Aesves Ave 'évf/yof 7

;:}ty,-State,ZipCode: - @\JZ/'Y/"W\ \/Jﬁ oS o (

Telephone: (302 ) ?"/7 D lboo

How iong and in what capacity has this individual known you? 7 3 @Y - A< ’ét (/z,«(—%(»/"\‘b

3) Reference #3 - Active physician staff member at the hospital where you have a current or recent
appointment:

Name: j(,\/(,\\a, /érvo(c, D
Address: 1L (! (/{NQS?‘C‘J" Ve -

" City, State, Zip Code: ___ B~ M}w‘*’ﬂ, VT oy ol
Telephone: ( Bo1L ) gél - :} 573 8/

How iong and in what capacity has this individual known you? ~ % 3’(5 _ — AS (e~ e s S S?'*\ﬂéf/‘/?‘r
' ‘ 06( by esikhants, anJ o5 74~uz~€/9,
Note: If you are unable to provide references from these individuals because you havé never held hospital
privileges, attach such an explanation to this form when you submit your application. Three other references from
physicians you have worked with most recently will _then be required.
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Vermont Department of Health
Program Director Farm . Board of Medical Practice
Return Directly to Board 108 Cherry Street PO Box 70
' Burlington, VT 05401

EVALUATION FORM TO BE COMPLETED BY PROGRAM DIRECTOR, PAGE ONE OF THREE
Name of Applicant: léu, m B, UGN o ’
/ 7

The physician named above has applied to the Vermont Board of Medical Practice for a license to practice medicine
in Vermont, The applicant has listed your name as one who has requisite knowledge through recent observation of
the applicant’s cusrent clinical competence, ethical character, and ability to work coopsratively with others. In this
regard, please compiete the following evaluation form. Thank you for your ¢qeoperation.

Please complets all parts of this form. If more reom is needed, please attach additional inform..atiOn.

Dr. KYM Bovyman __wasat_ 6B/ éL/M Befm(wd'

- from J@L[q 9 ’ to b/ZD'DZ - . During that ﬁme. he/she was
(List status in the institution): M (:(me | e~ HM/V‘Z\ (e

IMPORTANT NOTE: If you rate the applicant "poor” or air* in a particular categery, please elaborate on this aspect
. of the reference in 35 much detail as possible, : . ‘ :

Basic medical /

knowledge: Poor Fair Average Above Average
Professional judgment: Poor . Fair . _ Average ‘/Abow;- Average
Sense of responsibility Poor Fair Average ‘(/Ahove Average
Moral character/ . ' - . '

ethical conduct- ' Poor Fair : Average (/_Above Average

7 . ;

Competence and skill: Poor Fair Average Above Average
Cooperativeness,

ability to work with : . ' \/

others; Poor Fair Average Above Average
. ) * ‘»‘ .

History & physical exam . a/ ‘
taking: Poor Fair Average Above Average
Record keeping - Poor Fair Average ‘/ Above Average
Case presentations: Poor Fair Average ___; Abave Average
Patient management: Poor Faiir Average _;‘_/Above Average
Physician-Patient o ' / _ o
relationship: Poor - Fair . Average Apcwe Average
Competence in being able to
‘communicate in reading, wiiting . _ :

and speaking the English ’ \/

language: ’ __ Poor —_ Fair ~—..Average ___ Above Average
Participation in ‘ \/

Medical Staff Aftairs Poor. Fair ' Avérage Above Average




fmm——a v s caaa

L Vermont Department of Health
Program Director Form Board of Medical Practice

* Continued 108 Cherry Street PO Box 70
' Burlington, VT 05401

-_EVALUATIDN FORM TO BE COMPLETED BY PROGRAM DIRECTOR, PAGE TWO OF THREE

Name of Applicant: ) <V} 1o Y AN
- How long have you known the applicant? 3 V2. 4rs
]

To the best of your knowledge, does/did the applicant carmry out the duties and res'ponsibiliﬁef}frme position at your

~

institution in a satisfactory manner? ¢ : Yes

No

Do you know of any emotional disturbance, mental iliness, organic iliness, alcohol or drug problem, whic
impair the applicant's ability to practice medicine? : ‘ Yes

Do You know of ény pending professional misconduct proceedings or medical malpractice .

claimg? Yes

/N

o]

Do you know if the applicant has been a defendant in any crminal proceeding other than
minor traffic offanses? (Note: DWI (Driving While intoxicated) is not minor.) - Yes

/

No

Do you know of any suspension, restriction or termination of training ar professional
privileges for reasons related to mental or physical impairment, incompetence, misconduct

or malpractice? Yes

Do you know of any resignation or withdrawat from training or of professional privileges

0 avoid imposition of disciplinary measures? Yes

* ¢ . '
" Do you know of any confirmed quality problemn (quality of hospital care provided
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or
elsewhere? ' . : Yes

No

Do you knaw of a failure of the applicant to complete a residency training

program(s)? Yes

AR

No

Does the applicant call upon consuits when needed? o Yes

“ o

Unusual Cireumstances: The following questions apply to unusual circumstances that oceumed during any part of

the applicant's medical education, Please check the appropriate response. If you answer yes to any of these

Questions, please enclose an explanation.

Did the applicant take any leaves of absence or breaks from his/her medical education? Yes_ ¥ No

Was the applicant ever placedlori probation or otherwise formally disciplined? Yes v/ No
Were any limitations or special requirements impased on the applicant because of : l/
questions of academic or technical competence? i Yes___ ¥ No

N

elaboration on the above and any additional information you have available 1o aid the Board in evaluating this

applicant. Of particular value to us in evaluating any candidate are comments regarding his/her notzabie strengths
and/or weaknesses. We would appreciate such comments from you. Any additional information should be attached

to this form.

h might
‘}“ No

In addition to the informatian provided on the previous page, please uge the space below and the raverse slde for

W uu4



, ' Vermont Department of Health
Program Director Form Booard of Medical Practice

Continued : 108 Chefry Street PO Box 70
. Burlington, VT 05401

'

EVALUATION FORM TO BE COMPLETED BY PROGRAM DIRECTOR, PAGE THREE OF THREE '

Name of Applicant: Kj}_m @ oY MAN
7

Th?bnve report is based on:
Close personal observation
— —— General impression
A composite of previous evaluations
.. Other - Specify: '

\

[urther certify that at the time of completion of the above training, or during my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action.

| recommend K‘/m : B(LMW(A’A/ - for licensure in Vermont.
‘ Name of Physician ¢] : .

Signe&; /A/W /{M A | Date: 3//2./ 4>
_ J 0 | L .

Print or Type Namé and Title: CtiCeen G WoNG . Jap .
%WZZ, Royen Lrectv  of SR/ f/ 7/\/
B  Oetrster DS phenfrr o

T v v



‘.@; e hogmen, P

Vermont Department of Health
Board of Medical Practice

108 Cherry Street PO Box 70
Burling'ron, VT 05401

RESIDENCY EVALUATION FORM TO BE SUBMITTED TO THE BOARD
IF YOU ARE STILL IN RESIDENCY TRAINING OR
HAVE COMPLETED A RESIDENCY WITHIN THE LAST YEAR

Detach the attached Evaluation Form and send it to your Program Director ALONG WITH A COPY OF THE
SIGNED FORM B RELEASE. - Return this sheet to the Board with your application. The Program Dnrector
completmg the evaluation form must retumn the form dlrectly to the Board.

Name, address and telephone number of your Program Director:
P :

1) Name of Program Director: CM"%{ . 4»"2}" M

Address: ’ ’D@fk'mﬂ'é’ o é [)&/é?ﬂ"
— 1 : —)

| erur Nlen Hwh (zce /VLCW (Wmf#;

H ( Cof cAes e [Ave 1 /(;\,\1’6 25 2

City, State, Zip Code: (s /éﬁv()/&w\ LT (); 7o/

'.Telephbne:ngOL ). 5\"/:)/ S—NO'




Vermont Depariment of Health
Boord of Medical Practice

108 Cherry Street PO Box 70
Bur'lmgfon VT 05401

Reference Form #2
Return Directly to Board

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSP[TAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMEN'T PAGE ONE OF TWO

. Name of-Applicant: ](’\q 1428 @0‘1 AN ' .-

The physician named above has applied to the Vermont Board of Medical Practice for a license to practice medicine
in Vermont. The applicant-has listed your mame as one who has requisite knowledge through recent observation of
the applicant's current cfinical competence. ethical character, and ability to work cooperatively with others. in this
regard, please complete the following reference form. Thank you for your cooperation. Is

Please complete all parts of this form. If mere room is needed, please attach additional information.

br. Kym  Boy an And '  wasat_ fFrestted Aciesnt v tH (ARE
fram LG99 0’) to 20073 /Pf& eSENT _ During that time, he/she was
(List status in the Instih.tion): R ng e 051 Sy~ )

IMPORTANT NOTE: If you rate the applicant *poor” or “fair" in a particular categmy. piease elaborate on this aspec‘t
of the reference in as much detsil as possible.

Basic medical . _ ‘
knowiedge: Poor Fair Average A Above Average
Professional judgmant Poar L Falr Average . Y _ Above Average
Sense of responsibility: Pocr . ' Fair ) Average Y._Above Average
Moral charactar/ ‘

ethical conduct: Poor . Fair Average A Above Average
Competence and skill: Poor . Fair Average X _Above Average
Cooperativeness, ‘

ability to work with A , :
others: - Poor Fair Average X Above Average
History & physical exarn

taking: ‘ Poar Fair Average Y Above Average
Record keeping Poor Fair o Average X _ Above Average
Case presentations: Poor Fair Average ~ Above Average -
Patient management: Poor Fair ) Average X _ Above Average
Physician-Patient X

refationship: N Poor ’ Fair . Average X Above Average

Competence in being able 10

communicate in reading, writing

and speaking the English , ] , .

language: Poor Fair Average X Above Average

Participation in . . 4 .
Medical Staff Affairs Poor . Fair - Average A Above Average



Vermont Department of Health

Refe e - Board of Medical Practice
cf»ntm: orm 108 Cherry Street PO Box 70
_ : Burfington, VT 05401

: - REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMENT, PAGE TWO OF TWO

Name of Applicant: )L‘f n %a? AN

To the best of your knowledge, does/did the applicant camy out the duties and responsibilities of the position at your
institution in a satisfactory manner? ' v _Yes No

Do you know of any emational disﬂrbarice, mental iliness, omganic iliness, alcohol or drug problem, which might

impair the appiicant’s ability to practice medicine? __Yes X No.
Do you know of any pending professional misconduct proceedings or medical malpractics
. dairn:_;? . : ) Yes P< No
_ Do you know if the applicant has been a defendant in any criminal proceeding other than ’ b< A
V» No

minor waffic offenses? (Note: DWI (Driving While Intoxicated) is not minor.) ___ Yes

~ Do you know of any suspension, restriction or termination of taining or professional ) .
privileges for reasons related to mental or physical impairment, incompetence, misconduct S

or malpractice? : ’ Yes % No

Do you know of any resignation or withdrawal from training or of professional privileges _

t avoid imposition of disciplinary measures? _ . Yes b( No

Do you know of ' any corfirmed quality p'rublem {quality of hospttal care provided
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or

eisewhere? . , o : ves __ X No
Do you know of 3 failure of the applicant to complete a residency training _Yes_N_No
program(s)? _ N

Does the applicant call upon consuits when needed? » o : b\ Yes No

in addition to the informatian provided on the previous page, please use the space below and the reverse side for
etsboration on the above and any additional information you have available to aid the Board in evaluating this
applicant. Of particular value to us in evaluating any candidate are comments regarding his/her notable strengths
and/or weaknesses. We would appreciate such comments from you. Any additional information should be attached

to this form. DR, Kym %Q\IMN WAL PaoweN  TU 3¢ AN BRC EPTION v
Q\,\-\, Sveib | P Suaaear Skl T AE EXLELLENT .

The above report is based an: _ .
Y. Close personal observation Swie  PlAacnces A XAND, MeET It vJs o
General impression el Gt g 5 & .
—_— . B AAACS VO A OB Ston § MLE Anc O o
A composite of faculty/staff evaluations _ Sound  ZEsehmi W SwyonTeY?
: Cther - Spedify: ___ : : t :

THesay, I Relwmm =

{ further cerhfy that st the time of completion of the above training, or during my association with the physician, . "¢ W+ S
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action. T 2TVl ATON

| recommend Kyamn B0 o M B O - : : for licensure in Vermont

' SO
Signexd: m ( o Q Date: 3-13-03
\/ AY4 . —

Print or Type Name and Title: Diswe QWA LAND MDD ‘\ | ,




Vermont Department of Health
Reference Form #3 Board of Medical Practice

_ Return Directlyto Board 108 Cherry Street PO Box 70 -

: Burlington, VT 05401

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSIC|AN STAREREMBBBARD OF
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT AP

oYY A
7 .

Name of Applicant: l(.s;, N

) .
i

Pal EAONBAFITWVO

The physician named above has applied to the Vermont Board of Medical P

P

R R e TR

ractic

BRI e v o

cre

e for a license to practice medicine "

in Vermont. The applicant has listed your name as one who has requisite knowledge through recent observation of

the applicant's current clinical competence, ethical character, and ability to work

cooperatively with others. In this

regard, please complete the following reference form. Thank you for your cooperation.

Please complete all parts of this form. If more room is needed, please attach additional information.

or_Kym Bocrman

)
- from 5/74 B

/0/0‘3’

’

u'ra's at F/&/MM’ Afleen. Heal /N (e

During that time, he/she was

(7 N . -~
(List status in the Institution): __{/2£1 M i ObSliPrge, s W?(

iMPbRTANT NOTE: If you rate. the applicant "
of the reference in as much detail as possible.

Basic medical

knowledge: Poor
Professional judgment: Poor
Sense of responsibility: . Poor

" Moral character/ -

ethical conduct: Poor
Competence and skill: Poor
Cooperativeness,

. ability to work with
others: : : ' Poor

History & physical exam

taking: - Ppor
Record keeping - Poof
ACase presentations: ___ Poor
Patient maﬁagement: _. Poor

Physician-Patient

relationship: . - Poor

Competence in being able to
communicate in reading, writing
and speaking the English

language: » Poor

Participation in )
Medical Staff Affairs - ___Poor

Fair
Fair

Fair

Fair

Fair

Fair

Fair

. Fair

Fair

Fair

Fair

- Fair

Fair.

- _Average
Average

- Average

__Average
Average .

Average

Average

. Average

Average

Average

- __Average

Average -

: Average

poor” or "fair” in a particular category, please elaborate on this asped

.~ Above Ayerége
: 4’Abo§/e Average

LAbove Average

&~ Above Average

“ Above Average

Above Average

L~ Above Average
/Above Average
_“ Above Average

“ Above Average

" Above Average

Above Average

\/ Above Average



o Vermont Department of Health
Reference Form #3 ~ Board of Medical Practice
Continued 108 Cherry Street PO Box 70
‘ . - Burlington, VT 05401

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPQINTMENT, PAGE TWO OF TWO

Name of Applicant: - )<\7 n Q,o ym AN

To the best of your knowledge, does/did the applicant carry out the duties and responsibilities of the position at your
institution in a satisfactory manner? ‘ Yes No

Do you know of any emotional disturbance, mental illness, o@anic iliness, alcohot or drug problem, which might
impair the applicant's ability to practice medicine? ' Yes No

Do you know of any pending professional misconduct proceedings or medical malpractice
claims? - : .

Yes L/No

Do you know if the apblicant has been a defendant in any criminal proceeding other than B
minor traffic offenses? (Note: DWI (Driving While Intoxiczted) is not minor.) “Yes _}.~"No
Do you kndvy of any suspension, restriction or terminatioh of training or professional
privileges for reasons related to mental or pnysical impairment, incompetence, misconduct
or malpractice? ' : :

Yes l/No .

Do.you know of any resignation or withdrawal from training or of professional pﬁvil‘eges L
to avoid imposition of disciplinary measures? Yes No

Do you know of any confirmed quality problem (quality of hospital care provided
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or
-elsewhere? '

—

Yes No

Do you know of a failure of the applicant to compléte a residency training ' o
_programy(s)? : o : Yes —_No
Does the applicant call upon consults when needed? ‘ » '\/Yes ___No

In additidn to the information provided on the previous page, please use the space below and the reverse side for
. elaboration on the above and any additional information you have available 10 aid the Board in evaluating this

applicant. Of particular value.to us in evaluating any candidate are commenterregarding his/her notable strengths

and/or weaknesses. We would appreciate such comments from you. Any additional information should be attached
to-this form. :

Th ve report is based on:
Close personal observation
General impression ) ‘
A composite of faculty/staff evaluations
Other - Specify: :

I further certify that at the time of compietion of the above»training,. or~during‘ my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action.

lrecomménd Mﬂi g)"l?(/éﬁ /M /> ' for licensu‘re in Verrmont.

( NE‘me“ofP ician | |
Signed: \m%‘ﬁ/& A /Q - D‘atef QLA / / o3
e E” 2 T '

- Print or Type Name and Title: \] UL f} B ,éﬁ)(/k . M. . |




Re:

Page 1 of 1 |

The Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dallas, Texas 75261-9850
Telephone: (817)868-4000
FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT
April 29,2003 ' o

Attn: John Howland, Jr.
Vermont Board of Med. Practice

- 108 Cherry Street

Burlington, VT 05402

Board Action Query Dated: ‘April 29, 2003
Your Reference Number: : o
FSMB Batch Number: BQ789141 T - . :

The following is a report of the search results from the Board Action Data Bank as of Aprll 29 2003 for practmoners submltted as-part ofthe a .
referenced batch for which NO board actions were identified. : :

Practitioners Cleared with No Actions as o_f April 2"9_'-, 2003 [T

Item Name " . . DOB . School ‘ Yr/Grad Request ID

] BOYMAN, KYM . - ' 046010 - 1999 11099654





