State of Vermont
Board of Medical Practice

THIS IS TO CERTIFY

Renee Novello MD

a graduate of The ‘University of Medicine and Dentistry of
New Jersey, 1998

- having successfully qualified as a_practitioner of medicine before
e this Board has been registerved as provided by tﬁe Laws of the State.

erfmmnnﬂn ______
Secretary: Margaret F. Martin

Burlington

Date: Fuly 19, 2006

Received and duly recorded.
Vermont Department of Health
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# VERMONT

Department of Health Agency of Human Services
Board of Medical Practice [phone] 802-657-4220
108 Cherry Street - P. Q. Box 70 [toll freel BOO-745-7371
Aurlington, VT ¢5402-0070 [fax} 8ouz-657-4227

healthvermont.org

july 19, 2006

Renee Novello, MD

Re: Vermont Medical Licensure - 042-0011195
Dear Dr. Novello

Congratulations on receiving the reinstatement license to practice medicine in Vermont,
On July 19, 2006, the Vermont Board of Medical Practice granted you a Vermont
medical license. Please note your license number above. Enclosed please find your
physician license and information relevant to practice in Vermont. A wall certificate is
being processed and will be sent to you under separate cover.

Alb medical licenses are renewed in November of every even year, You will receive a
notification three months prior to the renewal date. Until that time, licensees have a
continuing obligation to promptly notify the Board of any change or new information
including, but not limited to, change of address, 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.

If you have any questions or need additional information please do not hesitate to
contact the Board.

Sincerely,

e ;

-;L?L..(:T"a::J;L‘i_J»-:E' e )
Tracy Hayes
Administrative Assistant




VERMONT

. Department of Health Agency of Human Services
Board of Medical Practice [phone]  802-657-4220
108 Cherry Street - P. 0. Box 70 [tofl free] 800-745-7371
Burlington, VT 05402-0070 [fax} 802-657-4227

healthvermont.org

May 24, 2006

Dear Dr. Novelio:

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

You must complete your interview within six months from the date of this letter or your
application will be considered stale. This means that you will have to update the following:
License verifications from other states; three letters of recommendation, National Practitioners
Data Bank Self Query, and the AMA Profile. '

The full Board will act upon your request for licensure at the next scheduled Board meeting
following your interview

Should you have questions or concerns, please feel free to contact me at 802-657-4223.
Sincerely,

\\Q puEs

Tracy Hayes (
Board of Medica

ctice




‘ef’i g ﬂj{; &..,..‘.?\}‘/ :
<";§w /
e Medical Doctor Application Checklist
- For Otfice Use Only
STATE OF VERMONT - BOARD OF¥ MEDICAL PRACTICE
Name O oo (D) NOSANO

e e . -

Date Application Received: 4 £-4 1LO(
US Graduate Canadian Graduate Iaternational Graduate
(Unless noted, » copy of original, and English traaslation if applicable, is requiredto be submitted):

1) E‘:\ FEE of $450.00

2) £ _ COMPLETED APPLICATION for License to Practice Medicine in Vermont.

Photograph Applicant’s sigonature required on photograph.
/N Tax & Child Support Statement Applicant’s signature required.
% Form B: Release Applicant's signature required.
«3) _/\ BIRTH CE rized
Date of Birth Place of Birth:

T s s
............. OV IO
LA R S Date: ) } %f;‘w‘é /) L3

*S) }_ MEDICAL EDUCATION CERTIFICATE- Direct Verification

“‘AMEMCAL LICENSURE CERTIFICATE - Direct Verification
:}{; .. 3 Allin good standing
I

*T) k EXAMINATION SCORES: Direct Verification of Examination Scores:
_X;_ USMLE** _FLEX ____National Boards __ State Exam

Number of times applicant 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) 25 AMERICAN SPECIALTY BOARD CERTIFICATE if applicable - Notarized

DA f( NRD L m




*G ;>< POSTGRADUATE TRAINING from an ACGME approved residency program - Direct

Verification. VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION must be
completed by Program Director.

?\“\\k’ OO &\ \gf’" ) M \ DATES QD ACGME

DATES ACGME

DATES ACGME
10) §:§ Three (3) COMPLETED REFERENCE FORMS ailed 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 appointment. Program Director should be substituted for Chief of Service for

applicants who are applying for license while still in residency training or have completed a
residency within the last year.

_‘Lm Chief of Service_b” \{"" V.Y ( TR O\~ \ P

or Program Director

\L\ #2 Active Physician Staff Member \2{“» s

» o P
;& #3 Active Physician Staff Member Y - \k& (/" e k“\ \}

i) é ~_American Medical Association Profile Form.
U Verify information provided on application

*12) E !%CFMG Certificate, if International Graduate _____Verification of Fifth Pathway

-0 Passed/Approved
13) _J ; National Practitioners Data Bank self-query: Applicant sends the original, unaitered
response to the Board.

{J Has applicant included everything on the application

14) T A FORM A if applicant answered Yes in Section ITl—Refer to licensing Committee

15) FEDERATION CHECK
U Check for board actions

*NOTE: FCVS Acceptance - The Board accepts certain documents noted by asterisks (*) above.
| S WEDFORMSMDCHEKL WPD



VERMONT DEPARTMENT OF HEALTH RS L

BOARD OF MEDICAL PRACTICE -y
108 Cherry Street, P.O. Box 70 e
Burlington, VT 05402

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

I herchy apply for LICENSURE AS A PHYSICIAN in the state of Vermont,

Instructions

- Please enclose a check in the amount of 3450 payable to the Vermomt Department of Health,

- Please print legibly or fype your answers. Please type or print 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 I'V,

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

- Please provide complete copies of all decumentation related (o questions 30 through 35,

- Please be sure to complele the Applicant’s Statement Regarding Child Support, Taxes, Unemployment
Compensation Contributions.

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

- Do not delegate this important task to an employee. False statements on this form are grounds for unprofessional;
conduct, O A

Part I - Identi tions )
ar entity Question apn 19 2008

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

Newe llo Reree Joncuwensen
Last Name First Name Middle Name Sutfix
2. Have you ever legally changed your name? X Yes _ No

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

*Name as it should appear on your license:

Last Name First Name Middle Name Suffix
Other name(s), if any under which you were licensed elsewhere:

Naove\Wn Renee. .

Last Name First Name Middle Name Suffix

3. Your Date of Birth

4: Your mailing address:  (Check one: & Home address 0 Work address)

Care of:

Stre

Vemont Department of Health, Board of Medical Practice — Application for Licensure to Practice Medicine in Vermont
Physician - Medical Doctor
Page 1 of 11



Town/
State:

5. Your electronic addresses:

Home Telephone Number with Area Code_—_
Work Telephone Number with Area Code: (250, - (195
E-mail Address

X Please check here if the Department of Health may use this e-mail address to send you pubiic health information

6. Were you in active practice in Vermont in the past 12 Months? _ Yes __>S,, No

7. Have you ever held a Vermont Limited Temporary License: __Yes __i No
If yes, License Number

8. Do you hold, or have you ever held, a medical license in any other state? X\ Yes __ No

If ves, complete the section below:

State License Number Type of License Date Issued Status(Active or Inactive)
N.T CMA 72624 Prigsicion (epelor  Acte
If necessary, please use an additional sheet and check this box: ...... a

Part 11 — Education, Training, Practice and Examinations
9. Premedical Education

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

Name and location of institution Degree From Te
Koloecs \)mm@x‘%ﬁ*\% BA '8 5190
Il necessary, please use an additional sheet and check this box; ......[0

10. Medical Professional Schools — See enclosed Certificate of Medical Education
Please provide the names of medical professional schools you attended and the dates of attendance.
Note: This information should be provided in the Statutory Profiles Section (Part V #36)

11. Graduate Medical Education

Vermont Departmant of Health, Board of Medical Practice - Application for Licensure to Practice Medicine in Vermont
Physician - Medical Doctor
Page 2 of 11



Please provide the names of graduate medical schools you attended and the dates of attendance,
Note: This information should be provided in the Statutory Profiles Section (Part V' #37)

12. Examinations
A. USMILE or FLEX Examination

Have you ever taken the USMLE or FLEX examination? X Yes No
If yes, have a Certified Copy of your results forwarded to this office by the Federation of State
Medical Board.

B. National Boards

Have you ever taken the National Boards? X Yes 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 X No

If yes, 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
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: Yes No
If yes, direct verification of your fifth pathway certificate must accompany this application.

14. Practice
Do vou have hospital privileges? X Yes No
List all hospitals where you have, or previously have had, staff privileges. Include name,
address, and dates.

Name Address From/To Specialty/Subspeciaity

Moamoukin Meowal cenee 300 2nd Mve. "goz-Fresent  dojgun
\,ov;vjEw«mr),Mi)" Sy e

Part Il - 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 any other healing art?

~ Yes X No
16. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
Yes A 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

Vennont Department of Health, Board of Medical Practice — Application for Licensure to Practice Medicine in Vermont
Physician - Medical Doctor
Page 3 of 11



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

_ Yes __X No

19. Have you ever been denied the privilege of taking an examination before any state medical
examining board?
_Yes __>_<_N0

20. Have you ever discontinued your education, training, or practice for a period of more than three
months, for reasons other than a family situation?
Yes X No

21. Have you ever been dismissed or suspended from, or asked to leave a residency training program
before completion?
Yes _2_<_ No

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

 Yes _XNo

23. 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?

__Yes _XNo
24. Are you presently a defendant in a criminal proceeding?
Yes X No

Part IV - Confidential Section
Part lli is exempt from public disclosure

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

25. To your knowledge, are you the subject of an investigation by any other licensing board as of the

"

26. To youria I u presently the subject of criminal investigation?

MEDICAIL 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 limits your ability to practice medicine

in th reasonable skill and safety?

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

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

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

Vermont Department of Health, Board of Medical Practice ~ Application for Licensure to Practice Medicine in Vermont
Physician - Medical Doctor
Page 4 of 11



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

mpalrMe medicine in your field of practice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication} or have participated or do participate in a
monitoring program.

29. Are yoWn 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).

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

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

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned
medical judgments, and to learn and keep abreast of medical deveiopments; 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
ienses or hearing aids.

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

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

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

*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 Prastice ~ Application for Licensure to Practice Medicine in Vermeont
Physician - Medical Doctor
Page 5 of 11



“lilegal use of controiled 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 heaith care professional or other uses authorized by the Controlied
Substances Act or cther provisions of faderal law.

Part V - Statutory Profile Questions

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

It is very important for us to receive photostatic copies of eourt 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. For purposes of this
question, “convicted” means that you pleaded guilty or that you were found or adjudged guilty
by a court of competent jurisdiction. Please provide copies of papers fully documenting the

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

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

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

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

{Conviction Date) (Court} {City/State) (Charge)
(Conviction Date) (Court) {City/State) {Charge)
If necessary, please use an additional sheet and check this box: ......[0

Vernont Department of Health, Board of Medical Practice - Application for Licensure to Practice Medicine in Vermont
Physician - Medical Doctor
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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. (We will have the documentation on file; we are asking you to provide
the description.)

{ Date) {Final Disposition — Summary)

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

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
matters by the courts, if appealed, in those states. Please provide copies of papers fully
documenting these matters.

(Date of Final Disposition)  (Licensing or Certification Authority)  (Court) (City/State) (Nature of Charge)

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

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

A. Revocation/Inveluntary 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 provide copies of
papers fully documenting these matters.

(Date) {Hospital) (State) {(Nature of Restriction)  (Reason for Restriction)

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

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 provide copies of papers fully documenting these matters,

Vermont Department of Health, Board of Madica! Practice — Application for Licensure to Practice Medicine in Vermont
Physician - Medical Doctor
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(Date) (Hospital) {State)

{MNature of Action) (Action)

™ n Lieu O In Settlement

{Reason for Action)

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

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. Please complete Form A and
provide copies of papers fully documenting these matters.

[Judgement [ Arbitration

(Date) {Cowrt) {State) {Nature of Case) {Amount Assessed Against You)

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

B. Settlements

Please provide a description of all settlements of medical malpractice claims against
you. Please complete Form A and provide copies of papers fully documenting
these matters.

(Date) (Court) (State) (Amount Assessed Against You

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

36. Medical Professional Scheols [See 26 VSA § 1368(a}(7)]

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

UMDING - i\\em}j@ﬁ&q Meptian Sened) Newar, NT 498
{School/Institution) {City) (State) {Year of Graduation)
If necessary, please use an additional sheet and check this box: ......[J

Vesmont Department of Health, Board of Medical Practice - Application for Licensure te Practice Medicine in Vermont
Physician - Medical Doctor
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37. Graduate Medical Education [See 26 VSA § 1368(a)8)]

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

(Schoo¥/Institution) (Specialty) {City} (State) (Year of Graduation)

If necessary, please use an additional sheet and check this box: ......01

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

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

provided.
Specialty Code{Specialty Name (if code unknown) | Board Certified |Name of Board| Year Certified| Year Recertified
VIVION K yes L[InolABO& 2000 24
{Jves Ono
O yes [ no

39. Years of Practice [See 26 VSA § 1368(a)(10)]
Month and year you started practicing as a physician (excluding residency/fellowship training)?
10 /03

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

List all hospitals where you currently have hospital staff privileges:

Monenoutin Mepicae Long Branan  n.T 2003
(Name) (City)~ (State) (Year Started)
If necessary, please use an additional sheet and check this box: ...... 0

41. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #41 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.)

Vaermont Department of Health, Board of Medicz! Practice — Application for Licensure to Practice Medicine in Vermaont
Physician - Medical Doctor
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A. Appointments

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

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

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

B. Teaching

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

Monmou ™ M‘eof&«t Lom\ Brcmdn, NG 2003 - 2000
(School/Institution) (City) ~ (State) (Nature of Teaching) From (year) To (year)

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

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 publications in peer-reviewed medical literature
within the past 10 years.

(Title) (Publication) {Year)

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

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

Please provide information regarding your professional or community service activities and
awards.

(Activities or Awards)

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

- End of Statutory Profile Questions -

Vermont Department of Health, Board of Medical Practice — Application for Licensure to Practice Medicine in Vermont
Physician - Medical Doctor
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44 Interview

A. In which part of Vermont would you prefer to be interviewed? (Northern — Burlington
area, Southern — Bennington, M' entral — Montpelier area, or using video
technology) '
B. When are you scheduled to begin work in Vermont? Nt betore Octoner J2oole
C. What has been your physical residence (city, state) in the past ten years?

Q\AM =00, N ewd s @rs—&q\

Part VI - Photograph

PLEASE PROVIDE A PHOTOGRAPH:
Attach a recent photograph {(head and
shoulders). Please sign the front of the
photograph. Do not use staples

PHOTOGRAPH

Part VII - Signature

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

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

o tfarfro (AW gl N

Applicant’s Signature

Return completed application to: VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICA PRACTICE
198 Cherry Street, PO Box 70
Burlington VT 05402-0070

Vermont Department of Heaith, Board of Medical Practice - Application for Licensure to Practice Medicine in Vermont
Physician - Medical Doctor
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Appointments/Teaching:

A. Assistant Professor of Obstetrics and Gynecology
Drexel Medical School - Pending

B. Director of Clinical teaching services including general obstetric and gynecology hospital
based clinic service, hospital clinic service general in-patient obstetrics and gynecology,
and general hospital clinic obstetrical and gynecologic surgery. Heavily involved with
Monmouth Medical Center, Union Hospital and St. Peter's University Hospital residency
clinical, didactic and research medical education. Heavily involved with Drexel Medical
School and St. George's Medical Schoot medical student clinical and didactic medical
education and research.

43. Activities

Elected Alpha Omega Alpha Honor Medical Society (inducted as a third year medical student)
American Medical Women's Association — Janet M. Glasgow Memorial Achievement Citation
Merck Manual Award for Academic Excellence
Elected to Sigma Xi Scientific Research Society
Dr. Robert A. Mackensie Award (resident who coniributed most to the overall

teaching program and patient care in the field of OB/GYN) — 2001, 2003
OB/GYN Resident Physician Research Award ~ 2000, 2001, 2002

Volunteer Experience & Community Service:

Current: Monmouth Healthcare Foundation
Monmouth Medical Center
Foodbank of Monmouth County
Monmouth Historical Society
Monmouth Conservation
Monmouth University
Planned Parenthood Federation



Renee J. Novello, MD (nee Johannensen)

Curriculum Vitae

Medical Education;

8/92-5/98 University of Medicine & Dentistry of New Jersey — New Jersey Medical School,
Newark, NJ Degree: MD 5/1998

Elected Alpha Omega Alpha Honor Medical Society (inducted as a third year medical student)

American Medical Women'’s Association — Janet M. Glasglow Memorial Achievement Citation

Merck Manual Award for Academic Excellence

Elected to Sigma Xi Scientific Research Honor Society

Commendation: Letter- Department of Pathology

Student Course Representative — Cell & Tissue Biology & Genetics

Admissions Liaison

Undergraduate Education:

1/86-5/90 Rutgers University — Newark

BA, Biology

Elected Phi Beta Kappa

High Honors

College Honor Program

Elected Beta Beta Beta - Biological Honor Society
Dean’s List — All four years

Residency:
07/99-6/03 Monmouth Medical Center
300 2vd Avenue, Long Branch, NJ 07740
Resident: Obstetrics and Gynecology
Chief Resident: 7/02-6/03
Awards: Dr. Robert M. Mackensie Award (to Resident who contributed most to
overall teaching program and patient care in field of OB/GYN) 2001, 2003
Highest In-service score — all four years
Highest in-service score for Level — all four years
OB/GYN Resident Physician Research Award — 2000, 2001, 2002

Licensure:
State of New Jersey - 2001unrestricted since issued



Board Certification;
Board Certified American College of Obstetrics and Gyncology 1/2006 expires 12/31/2011

Medical Employment:

9/03 — Present
Monmouth Medical Center
300 2~ Avenue, Long Branch, NJ 07740
Department of Obstetrics and Gynecology
Director of Clinic Services

Director of general obstetrics, gynecology and colposcopic hospital based clinics,
general hospital clinic service in patient obstetrical, gynecologic and antenatal in-
patient services, and general clinic service obstetrical and gynecologic surgery.

Teaching and Research:
Coordinator of resident research efforts. 2005 submitted 5 projects, 1 awaltmg

publication in national journal
Lecture series, presentations and extensive clinical training of OB\Gyn residents

Lecture series and clinical fraining for medical students from Drexel University College
of Medicine and St. George University School of Medicine. Application pending for
assistant professor.

Research

6/98-6/99
UMDNJ & Albert Einstein College of Medicine, Bronx, NJ

Reproductive Endocrinology
Role of progesterone on regulation of LH secretion and the regulation of the menstrual

cycle. This research came out of the work | did earlier with HMG-CoA reductase
inhibitors & studying pooled progesterone measurements.

2/95-6/96
UMDNJ-New Jersey Medical School
Research Assistant
Worked in a reproductive endocrinology lab initially performing assays and later helping
to refine assays. Research dealt with the effects of HMG-CoA reductase inhibitors on

the menstrual cycie. Sponsored by Merck



9/88-5/90 — Rutgers University — Newark
- Research Assistant - Student ' R
Senior Thesis was derived from work performed in the Physical Baochemxstry
Laboratory. We isolated and studied the physical and biochemical properties of
Rhodopsin and other membrane proteins.

Residency Research Topics: Case Report on Fetal Triploidy and Acute Fatly Liver of
Pregnancy, Case Report Disseminated Gonococcal disease in Pregnancy, Investigation of
cost effectiveness of Bacterial Vaginosis with Gram stain versus Femcard (Research award
given), and the investigation to determine if pregnancy women over utilization medical services
to determine the gender of their fetus (Research award given).

Publications:

6/98

Excellent Correlation of a Single Measurement of Pregnanediol Glucuronide (PDG) from
Whole Cycle Pooled Urine with Mean Daily PDG. Renee Johannensen Novello, Yesim Endaz,
Tovaghgo! Adel, Frank Curvin, Nanette Santoro, MD

10t International Society of Endocrinology

Spanish Lessons for Residents Increase Patient Satisfaction in a Predominately Spanish
Population Clinic. L. Silva, K. Rao, R. Novello
Presented at 2006 APGO Conference in Orlando Florida

Professional Organizations:

AMA - American Medical Association

ACO&G - American College of Obstetrics and Gynecology
APGO - Association of Professors of Gynecology and Obstetrics

Medical Committees:

Monmouth Medical Center — Performance Improvement Committee
Monmouth Medical Center ~ General Medical Education Committee
Monmouth Medical Center - OB/GYN Education Commitiee

Voiunteer Experience & Community Service

Current: Monmouth Healthcare Foundation® Monmouth Historical Society
Monmouth Medical Center* Monmouth Conservation
Foodbank of Monmouth County* Prevention First (Drug Education for
Rumson Country Day School* Children)

Monmouth University*

*Spouse is member of Board of Trustees of these organizations



9/98-6/99
& Current  Planned Parenthood of Central New Jersey
Initially as a general volunteer
Currently as a Clinical volunteer
8/90-12/93  Mountainside Hospital
Volunteer in Departments of Surgery and Obstetrics
9/86-12/86  YMCA - Developed and ran Free Gymnastics Program

Other Employment:

6/84-12/89

Arnhold and S. Bleichroeder, inc. -

Syndicate Associate — Syndication Department

Registered Representative Series 7 & 63

Distribution of initial public offerings and other new public security issues.
{Held this job full time through out coliege)

New York, NY

8/82-5/84

Federal Reserve Bank of New York

Economic Research Department — Administrative Assistant
New York, NY

Gaps in CV:

5/90-8/92 Time dedicated to care of first two children born 2/90 & 9/91. This was time interval
between college and medical school. This period of time also included the
development of Far Hills Securities, a successful international investment banking
firm founded with spouse of which I still maintain an ownership interest.

6/93-8/94- Approved leave of absence from medical school for birth of 3« child. This was after
1 completed year of medical school
5/95-11/95 — Approved leave of absence from medical school due to 3 very young children at
home. Continued to do research as a Research Assistant at UMDNJ — New
Jersey medical school, Reproductive Endocrinology Department.

5/98-7/99 - Time between medical school and residency. Time devoted to family.
Volunteered at Planned Parenthood, continued to do research in Reproductive
Endocrinology laboratory at UMDNJ, volunteer work for Monmouth Historical
Society, children’s schools and sports programs.

Personal: Married, 4 children ages 3-16



Vermont Department of Health - Board of Medical Practice

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

You must answer questions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or husiness may not be issued or renewed uniess the
person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child support payable under
a support order as of the date the application is fifed. “"Good standing” means that less than one-twelfth of the annual support obligation is
overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a
repayment pian approved by the office of child suppott or agreed to by the parties; or the licensing authority determines that immediate payment
of support would impose an unreasonable hardship. (15 V.5.4, § 795)

| hereby certify that, as of the date of this application: {a} | am not subject to any support order or (b) | am subject fo 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 dug under that order.

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

or
@ | hereby certity that | am NOT in good standing with respect to child support dues as of the date of this application and [ hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Application for Hardship”.
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he or she is in good standing with the Department of Taxes. 'Good standing” means that no taxes are due_and payable and
ail returns have bheen 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 wouid impose an unreasonable hardship. (32 V.5.A, § 3113)

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

I hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a plan

to pay any and alt 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
ol | hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application
and | hereby request that the licensing authority determine that immediate payment of taxes wouid impose an unreasonable
hardship. Please forward an "Application for Hardship”.
Regarding Unempioyment Compensation Contributions

Titie 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or ather 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, ot real estate
space with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penaities of perjury, that the
employing unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of
contributions due as of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and
ali contributions or payments in lieu of contributions payabie if: (1) no contributions or payments in Heu of contributions are due and payabie; (2)
the liability for any contributions or payments in lieu of contributions due and payable is on appeal; {3} the empiloying unitis in compfiance with a
payment plan approved by the Commissioner; or (4} in the case of a licensee, the agency finds that requiring Iimmediate 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:

0 1 hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments in lieu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
application. {The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or both,)

or

1 1 hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in fieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request
that the licensing authority determine that requiring immediate payment of unempioyment contributions or payments in tieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship,

or
)’2{ Ih § 1378 is not 2pall t now, nor have | ever been, an employer.
Social Security # Date of Bi
* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 4.5.C. § 405 (c){2)(C}, and will be used
by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to identify individuals
affected by such taws, and by the Office of Child Support.

STATEMENT OF APPLICANT

1 certify that the information stated by me in this apptication is true and accurate to the best of my knowiedge and that { understand providing
false information or omissionof informatjon is untawful and may jeopardize my license/certification/registration status.

Date )}//07/ /ﬂ Cp
| 7
Vermaont Department of Heaith - Board of Medical Practice

Applicant's Statement Regarding Child Suppoen, Taxes, Unernployment Compensation Contributions

Signature of Appti¢ant




Vermont Department of Health
FORM B Board of Medical Practice
' 108 Cherry Street PO Box 70
Burlington, 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 [T MAY CONCERN:

i@fflf’kfi:’? N, ovelle, wid

. HEREBY AUTHORIZE YOU o fumish to the
{Name of Applicant)

Vermont Board of Medical Practice or its designated representative, aii materials and information within your
possession or control relating to me, of whatever kind and wherever located and including, but nat limited to, rry
education, my professional experience and qualifications, my Sicensing 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 usefuf to said Board in its review of my licensing status,

Only in regard to this specific authorization for disclosure ta the Vermont Board of Medical Practice and for no other
purpose, | expressly WAIVE corfidentiality and any privileges or immunities accorded this information by State or
Federai Law, and | bold you hanmless from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report inforrmation, either orally or in writing, directly to the Verment Board of

Medical Practice or its designaled representative on a continuing basis untii this authorization is revoked, by me, in
writing.

A CONFORMED PHOTOSTATIC CQPY OF THIS AUTHORIZATION SHALL SERVE IN ITS STEAD.

2}V further aumorrze the Vermont Board of Madacai Prachce s ] commumcate with re employers and/or locum

Date; \W// ‘7/// / 7//” Czﬁf’

Print or Type Name: /@3&7c‘féf 2 L/g//f? L I D

City. State, Zip Co
Telephone Numbe

Subserbed and swom to before me, this

sayof e id  doo b

e
% w2 V%v\dfw”/\ Xiﬂ'

Notary Publis

Affi Seal® My License Expires:

RETURN ORIGINAL TO THE BOARD WITH YOUR APPLICATION

SEND COPIES WITH THE REFERENCE FORMS YARGARET A, IMPERATO

NCTARY PUBLIC
STATE OF NEW JERSEY
MY COMMISSION EXFIRES NCY. 15, 2010




New Jersey Office of the Attorney General

Division of Consumer Affairs R o e
JON S, CORZINE State Board of Medical Examiners ZuLiMA V. FARBER
Governor P.O. Box 183, Trenton, NJ 08625-0183 T Attorey General

' KIMBERLY S. RICKETTS
B Direcior

May §, 2006 . RS 1 0 ?ﬁ@% . For overnight deliveries:
e s i 140 East Frort St., 2 Floor
i PO Box 183
Trenton, NJ 08608

{508) 826-7100

FAX: (8D9) 826-7117
Re: Renee J Novello

License: 25MAQ7262400
Issued: 006/26/2001
Expires: 06/30/2007

To whom 1t may concern:

The New Jersey State Board of Medical Examiners has been requested by the above
captioned to forward a letter of good standing regarding the physician'’s license to practice
medicine and surgery in the State of New Jersey.

Please be advised that the records of this office reflect that the above captioned is
currently registered to practice medicine and surgery in the State of New Jersey. A review of the
records of the Board of Medical Examiners reveals no current or prior derogatory information.

Very truly yours,

BOARD OF MEDICAL EXAMINERS

Gy

By: William V. Roeder
Executive Director

WVR/wgj

New Jersey Is An Equal Opponunity Employer = Printed on Recycled Paper and Recyclable
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COMPOSED OF MEMBERS NOMINATED BY THE
AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY
AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS
AMERICAN GYNECOLOGICAL AND OBSTETRICAL SOCIETY
ASSOCIATION OF PROFESSORS OF GYNECOLOGY AND OBSTETRICS

-_bstetrics and  -ynecology (@\;\

—~ ; |
Renee Johannensen Novello, M.D. (&

HAVING PURSUED AN ACCEPTED COURSE OF GRADUATE STUDY AND CLINICAL WORK, i \
HAS MET THE STANDARDS AND QUALIFICATTIONS, AND PASSED THE EXAMINATIONS < ‘
REQUIRED BY THE AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY, INC,, A
AND IS AN ACKNOWLEDGED DIPLOMATE OF THE BOARD -
FROM JANUARY, 2006 THROUGH DECEMBER 31, 2011
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Yermont Departwment of Healdh
Chief of Sarvica Eanm Board of Medicel Proctice
Return Directly to Board 108 Cherry Street PO Box 70
’ Burlington, VT 05L40L
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- . -
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Yermont Deporiment of Health
Pt ¢ i Board of Medical Proctice
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Yermant Department of Health
f

Referanon Form 93 Boourd of Medical Practize
Return Dirscily to Board 108 Cherry Street PO Box 70

Burlivgton, VT 40401
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VERMONT

Department of Health Agency of Human Services
Board of Medical Practice [phone]  802-657-4220
108 Cherry Street - . . Box 70 [toll free] B0O0-745-7371
Burlingion, VT os402-0070 [fax] 8o2-657-4227

healthvermont.org

May 23, 2006

Renee Novello MD

Dear Dr. Novelio:

Your application for Vermont physician licensure was received by the
Board of Medical Practice on April 19, 2006. As of today, the following
information required to complete your application has not yet been received.

- Birth certificate

- Medical school diploma

- Medical education certificate

- Verification of examination scores

- Verification of post-graduate training

The Board is scheduled to meet on June 7%, 2006. If your application and
interview have been completed by that date you may be presented to the Board
for licensure. If you have any questions or need additional information please do
not hesitate to let me know.

Sincerely,

Tracy Hayes (" |
Administrative-Assistant




The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service
P.O. Box 619850
Dallas, Texas 75261-9850
Telephone: (817) 868-4000
Fax: {817} B68-4099

Physician Information Profile

This report is compiled exclusively for:

Name: Renee Novello
SSN:
DOB:
Packet ID: 60819
Recipient: Vermont Board of Medical Practice
NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/ her medical
credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this report were received
directly from the issuing institution per written request made by FCVS. All documents bearing the official FCVS seal are ceritified to be an
exact reproduction of the original. Where required, original documents are provided according to the agreements with the institution
issuing such document. FCVS maintains all original documents (excluding third-party examination transcripts) in the physician's source

file,

Physician Information Profile is compiled and published by the Federation of Statc Medical Boards of the United States, Inc. as a
reference source for its member boards and other authorized entities. Physician Information Profile may not be republished, sold, resold
or duplicated, in whole or in part, for commercial or any other purposes, or for purposes of compiling lists or files without the express
written consent of the Federation's Executive Vice President as authorized by its Board Of Directors. The use of this Physician
Information Profile to establish independent data files or compendiums or information is strictly prohibited.

Copyright ©@2006 by the Federation of State Medical Boards of the United States, Inc., PO Box 619850, Dallas, Texas 75261-9850.

Rev. 4/7/04 Request [ 16562951
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FEDERATHON CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name: Renee Novello

Other Name Used: Renee Johannensen
Renee Johannensen Novello

Gender: Female

Date of Birth:

Place of Birth:

SEN:

Permanent Address: Same

Telephone Numbers: Bus: 732-923-6795
Fax: 732-523-6793
Home:
Other: N/A.

Physical Description: Height: 51037
Weight: 105 1bs
Eye Color: Green
Hair Color: Brown

Physical Marks: Description; N/A
Location: N/A

Premedical Education (Reported by physician, Nol verified by FCVS):

Institation: Rutgers State University of NJ, Newark, NJ 07162
Dates of Attendance: 01/1986 - 05/1990
Degree Conferred/1ssued: Bachelor of Arts
Medical Education:
Medical School: University of Medicine and Dentistry of New Jersey - New Jersey Medical
School

New Jersey Medical School
185 South Orange Avenue/Room B-640
Newark, NJ 07103-2714

Dates of Attendance: 08/24/1992 - 05/15/1998
Date Degree Conferred/Issued:  05/20/1998

Degree Conferred/Tssued: Doctor of Medicine
Unusual Circumstance: Leave

See Ferm



Institution:

Post Graduate Medical Education:

Monmouth Medical Center

Department of Obstetrics and Gynecology
308 Second Avenue

Long Branch, NJ 07740-9998

Post Graduate Year: 1
Program Type: Internship
Department: Obstetries and Gynecology
Dates of Attendance: 07/01/1999 - 06/30/2000
Completion: Yes
Accreditation: ACGME
Post Graduate Year: 2-3
Program Type: Residency
Department: Obstetrics and Gynecology
Dates of Attendance: 07/01/2000 - 86/30/2002
Completion: Yes
Accreditation: ACGME
Post Graduate Year: 4
Program Type: Chief Resident
Department: Obstetrics and Gynecology
Dates of Attendance: 07/01/2002 - 06/30/2003
Completion: Yes
Accreditation: ACGME
Unusual Circumstance: None
Fifth Pathway:
N/A

Examination History:

Transcripts Enclosed For:

USMLE Step 1
USMLE Step 2
USMLE Step 3

Board Action:

A Repeort of the results from a search of the Board Actien Data Bank is enclosed.



Credentials Analysis Report

The Credentials Analysis Report is a comparative report of a physician’s credentials as reported to FCVS by the
physician applicant and the primary source (Medical School, PGT program, etc.). It will also list particular
missing documentation, if any, as outlined in the FCV'S Policies and Procedures,

Physician Identification:
Name:
DOB:
SEN:
Packet ID:
Request TD:

OMISSIONS

There are none identified.

DISCREPANCIES

There are none identified.

MISCELLANEOUS INFORMATION

Miscellaneous 1:
Section of Profile; Edentity

Issue: FCVS requests the applicant provide a photocopy of a birth certificate, passport, court
order, baptismal certificate, naturalization certificate, marriage certificate or divorce
decree to support alternate names. If the applicant cannot provide one of these
documents, we request completion of the Explanation of Alternate Name Fornt.

Follow-Up: This information is provided as information only. No follow up performed.

Miscellaneous 2:
Section of Profile: Medical Education
Issue: The applicant and UMDNI-New Jersey Med Sch report Leave in the Unusual

Circumstances sections of the application and the verification form, respectively
during attendance at this institution.

Follow-Up: See comments on Verification of Medical Education Form. A copy of the FCVS
application page reporting the Unusual Circumstances at this institution is included.



Miscellaneous 3:
Section of Profile: Continuity of Education
Issue: There is an interruption of education between completion of premedical education at

Rutgers State University of NI (ends 05/1990) and entrance into medical school at
UMDNI-New Jersey Med Sch (begins 08/24/1992).

Follow-Up: Provided as information only. No follow up performed.

Misceilaneous 4;
Section of Profile: Continnity of Education
Issue: There is an interruption in medical education between the date UMDNI-New Jersey

Med Sch issued the diploma (05/20/1998)} and entrance into the postgraduate training
program at Monmouth Medical Center (begins 07/01/1999).

Foliow-Up: A written explanation from the applicant is included immediately following the
Credentials Analysis Report,

End of report for Renee Novello

Packet Id: 60819 Request Id: 16562951 Report Created By: CGH
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Explanantion of Gaps in Medical Education

Please provide a complete, specific explanation regarding any other training oz breaks between the bepinning of your medical education

and the final year of your postgraduate training, Dates should be reported in mm /yyyy format.

Activity

re [O15] TR Twne  Weta \oeduoeen  (eolesg and
Manth Year
el cod Scine\. Dedicoled to care
To! [EE} ng g .
Manth Vear & brat hwo  caildren and devdoped,

¥ sgouse, Foac thils SecoviheS, o suceesstud
wntexnohonad  (onesrnent Yeniking Kodd) .

Month Year

Menth Year

Activity

o [O15] [110E[5) Bopaved teave X dosense  Lom wmedical
Month war ) . .

To:

@D@;ﬁ Cﬁnjnv’\\.)e,d o Ao vesearcin op

Yeseare)  apmisionct _ ae unDra T Weovediuchve
Endocoenologe  Tlepacooness

Activity

From: N9I9g Time OPoeen  tredical  scines) and
Month Year .
_ _residonca Tome _descted o —Cam‘l‘.j
© \%‘;@ D;gm dunkeerzd @ Ranned Qaventiocod, continved
fesearch ot unnbDMT, repupdischive endourma\ogy
Aepaiovent \duteor woolk ot scaneden,

Activity

I T
Month Year

From:

e

oo [T
Month Year

1/_‘_\1 AT —=} P
Signature {physician applicantyDate % / %M P 3/.2«/%
7 'f T
[ E“E 3

FOVS packet 1D Number i

O S |

Federation Credentials Verification Service
Questions? Call B88-ASK-FOVS




Board Action Databank Search
As of: 5/11/06

State Queried For: Vermont Board of Medical Practice

Physician's Namme Novello, Renee

Date of Birth: -

Medical School: 031010 - University of Medicine and Dentistry of New Jersey -
New Jersey Medical School

Year of Graduation: 1998

Social Security Number: -

ECFMG Number: N/A

Results:

WE HAVE N0 UNFAVORABLE 'WFORIATION
REGARCING THE ARCYE HAMED PHYSICIAN

MAY 1 7 2006

DALE L, AUSTIN ’
SENIOR VIGE PRESIDENT
AND CHIEF OPERATING OFFICER

REV 0713105 Reavest TN 16567951 Packet I GORTG



AMERICAN BOARD OF MEDICAL SPECIALTIES
VERIFICATION OF CERTIFICATION

As of: 5/11/06

State Queried For: Vermont Board of Medical Practice

Physician Name: Renee Novello

Date of Birth: -

Year of Graduation: {Doctor of Medicine)

Social Security Number: _

ABMSU ID: 828962

Certification:
Board: Obstetrics and Gynecology
Specialty: Obstetrics and Gynecology
Status: ACTIVE
Initial Certification: 01/13/2006

REV 04/01/2008 Reguest ID: 16562951 Packet ID: 60819
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Identity
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EXPLA&TION OF ALTERNATE NAM?FORM

L
Use this form to explain the use of any name(s} not supporied by the identity document(s) submitted with your application. Do not
wiite on the back of this form. If additional space is required, please make a photocopy(s). Be certain to sign the form in the space
provided at the bottom of the page.,
Documented
Name LastName:  Johannensen
The name reported here .
must be the name on Rest of Name: Renee Mal‘la
your identity document
Birth Certificate.
Last Name:  [Novello
Application Rest of Name: Renee
Explanation of Use of Name:
Mamed Neame. Do ot
Nad,e
Last Narme: Johannensen
Application Rest of Name: Renee
Explanation of Use of Name:
Maiden nave. O id viot
o&ww Y LS. N\ u
VAR dct\a VLGN
Last Name: Johannensen Novello
Applicant Rest of Name: Renee
Explanation of Use of Name:
O cal . Aocomerds  such
05 Wedical  Scaneel  and
(e Adoine o ASQAONVES, v 2 SE
\VoWA vy N a_,\/\ot_mwnad-
Signature: Oy e, Date:

ACI/PID # 60819




Maw 19 08 Cl:12p

EXPLANATION OF ALTERNATE NAME FORM

s B

Use this forrm to explain the use of any name(s) not supported by the Identity d¢ sumentls) submithed with your appRcation, Do not

weite ort the back of this farm. i adational space Is rsquired, please make & pi focopy(s), Be certain to slg[y:";he ﬁ%rm in the space
pravided at the bottom of the nage,

Bagumented
Narne Last Name:  Jghannensen

The name reported hee R
must bathe name on | Rest of Name: Renee Maria

your identity document,

tast Name:  Johanmensen
Rest of Name; Henee Marie

Cxplanation of Use of Name:
Mistoete A Midd\e. tgwne
Loe D5 UerarD  DUStECt dsE
o o \C.@’o/*f%ﬁ' C cf«%i- VANVAN 'l Yashl C_ﬁ’d’
\DM_ Viotned,

| mst Name:
Rest of Name:

Explanation of Use of Name:

‘ Lagt Name:
Rest of Name:

Explanation of Use of Name;

il LN / A P J'} — ;
Signature':.-‘f/‘-r-% / (Ljf)/\élé@/ﬁ?x ‘-é({ Date: b// / 5{/ 0 Cﬁ_ﬁ

-~
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FE.\TION CREDENTIALS VERIFICATION SERVIC VS)

T VERIFICATION OF MEDICAL EDUCATION

o {This form must be completed by the medical school)

INSTRUCTIONS TO THE DEAN

The individual identified on the attached Authorization For Release of Information, Documents and Records
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all information pertaining to their education at your institution. Please complete this form and
forward it to FCVS in the enclosed self-addressed envelope.

Please note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. if your office also processes
transcript requests, please attach the individual's official transcript {which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION
Name of institution: University of Medicine and Dentistry of New Jersey - New Jerse_y Medical School

Complete Address: /£ 2ulh  Oramgp Ao ssen f.
7

Street Address:

City: Merya r/7< State: A7 ZIP Code (Postai Code): o 7/8/7

If name of institution was different when this individual attended, please note this name below:

Premedical Education:

Years of education required for admission to your medical school; k/
Credential/degree presented by the applicant for admission to your medical school: 5 éz'
Enrollment and Participation: Our records indicate that M Ve // o, K £riee Te 4 4 hite N SE4q

5 47 (type/print individual's name: Last, First, Middle, Suffix)
attended our medical school for total of [ weeks of medical education on the following dates (mm/ddfyy):

From f IO?HL / 957?- . To 5[ /5 I??

_ Month Date Year — Maonth Date Year
This individual:
Was awarded the degree of DDL‘]%JI/ 01ﬂ He d:cf'm_ on 5 / azo ! ‘?3
Menih Date Year

Was NOT awarded a degree because:

{please explain - attach additional pages if necessary)

Certification: By my signature, 1, ja } re g - F Lyops Son , certify that the above

(typﬂpn‘nt name)
information is an accurate account of the above named individual's official records maintained at this institution and is true

and correct to my krit:)\medge.

Signhature:
Affix Ingtitutiona) Title: e e . , !
Seal Hars, JOITe BT TUTEOS O Li , O C’
‘ Hnosealls Date of Signature: Asst Dean/Reoistrar 1
avatiable, this form E

Phone: (473 ) 43— He 4 Fax ; )ﬂa?:ﬁ%ﬁ.
SEAL  eman: ’P&W;m{/ e ")&(md/g-‘(&dﬂw
VERIFIED

must be notarized.

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, Inc.
Rev. 08/02/02 Packst |D: 60819 Request ID: 16562951 RQ,) 031010 Pagelof 2




FED ION CREDENTIALS VERIFICATION SERV%C‘CVS)

{continued)
VERIFICATION OF MEDICAL EDUCATION
- Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the
individual's medical education. Please check the appropriate response and provide dates and requested information. "Yes”
responses te any of these questions require a copy of explanatory records or a wrilten explanation (attach additional pages as
necessany).

1. Do this individual's official records reflect {an) interruption(s) or extension(s) in his/her medical education?

Response YES NO [T

If YES, please select the reason(s} for, indicate the dates of the interruption{s) or extension(s) and check wheiher the
interruption/extension was approved or unapproved.

From MofYr To M Approved Unapproved
Pemon@w@ @jg /ﬂj‘; j /Cij = O
[4 T

Academic remediation

Health

Financial

Participation in joint degree
Program (e.g., MD/PhD)
Participation in non-research
special study (e.qg., feliowship,
international experience)

Participation in non-degree research

Othe;iease Specify: Q(MM 4 ‘f’-@af WW
§121a5- ), ]12)a5

2. Do this individual's official records reflect that hefshe was ever placed on academic or discigfinary probation
during hisfher medical education? Response YES [ NO

I YES, please select the reason{s) for the probation, indicate the date(s) of placemnent on and removal from probation
and attach additional documeniation to this report,

I I B o

i%!:l O oloian

From Mo/Yr To Mofyr
Academic Probation

Probation for unprofessional sonduct/behavioral

Probation for other reason

Please specify reason:

3. Do this individual's official records reflect that hefshe was ever discipfined for unprofessional conduct/behavioral teasons by
the medical school or parent university? Response YES [ NO
IF YES, piease provide detailed documentationfinformation about the circumstances and otuicome(s):

4. Do this individual's official records reflect that hefshe was ever the subject of negative reports or an investigation by the
medical school or parent university? Response YES O NO
If YES, please provide detailed documentation/information about the circumstances and outcome(s):

because of questions of academic incompetence, disciplinary problems, or any other reason?
Response YES [] NO
If YES, please provide detailed documentationfinformation about the nature of the limitations or special requirements.

5. Do this individual's official records reflect that there were any limitations or special requirements imposed on I;yiuai

|
i
i

: The Federation Credentials Verification Service is a division of The Federation of Stale Medical Boards of the Uniied Slades, inc.
’ Rav. 08/02/02 Packet 10 60819 Request ID: 16562951 LSM 1031014) Pagelof2
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Medical Education:

Medical School: 031010 - University, of Medicine and Dentistry of New Jersey - New Jersey Medical School
New Jersey Medical School
185 South Orange Avenue/Room B-640
Newark, NJ 07103-2714

Date of Attendance: 0871992 - 05/1998

Graduated?: Y

Degres Conferred/Issued Date: 05/20/1998

Degree Conferred/Tssued: Doctor of Medicime

Clinical Training Dates: Not Reported

FedEx # {International):

Return via FedEx: N

Unusual Circumstances: .

Leave: Y ’

6/93-8/94 approved leave of absence for birth of 3rd child. 5/95-11/95 approved leave of absence to care for 3
small children, Continued research at medical school in reproductive endocrinology

Probation:
Discipline:
Negative Reports:

Limitations:

N

N




o | New Jersey Medical Schonl
 Be it knofim that upon the recovmendation of the Faculty and by the anthority of the
Bouwrd of Trustees, the Hniversity of Medicine and Bentistry

of Nefn Jersey herehy ronfers upon

Renee Iohantensen Nouello
the degree of

¢
Buoctar of Medicine | S

fuitl all the rights and privileges theretn.

- In fuitness fhereof e have hereimto affixed our sigatures mud the seal of the Hrdversity N
| n the State of Nefn Jersey this twentieth dap of May, 1998. PN

7

%7&“@% M Ehrirma, Wonrd of Trustees
;E{ A
Be

| raE [
R A o f 27
M '1}. % £ z . M S:d‘-ﬁﬁé‘—\ S~
N Beeretury, Bowh of Triraters
W =% W W Y -
As - Mg
an/Ro, "
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Postgraduate Training



Fe!ration Credentials Verification Service {FC\’

Federation Place, P.O. Box 8198850, Dallas, TX 75261-9850

Tel: (817) 868-5000 Fax: (817) 868-5090

Verification of Postgraduate Medical Education

Instiution: Monmouth Medical Center

Aadress: Department of Obstetrics and Gynecology
Long Branch, NJ 87740-9998

Program Director

Altention:

Affilated
University:

i Verification For:

Name: Noveilo, Renee

SSN:
DoB:

Individual's Name on Record {If different from above):

§ici ol . ) by
|E RN
i

Vit

APR 63 2006 )

\
i
%
{

Program Participation:

Report Incomplete
postgraduate years (PGY)
separate from those that
were successfully
completed,

If the posigraduate year is
currently in progress, report
the expecied completion

ol T

g Internship

(7] Resldency

{1 Chief Residency
] Faollowship

T Research

L.

SpecialtylSubspecialty: QAS‘/E-A’;(;; ¢ G?Vl’lf,w/uqut
__’L/_A“/ 77 _ A 61301 60"

8 Yes [!d' No C‘ In Progress D
ACGME EZ"AOA T JLCGME [71 RSC [T CFPC ™
RCPSC[™] aApPAP [ None of these i:l.

aa -

v

cantinue your expianatien on
a separate

date In the "To" field. ecolo
[} Intemnship 10: ] L/ 3010 /
Report Internships, i~ Residency [6/ No ™ In Progress D
Residencies and Fellowships [’j Chief Residency :
separalely. 7 Feliowship ACGME 7{ AOA [—) LCGME ] RSC [—] CFPC [
[7] Research
Use one section per ] RCPSC[]  APPAP[ ] None of these [}
Department/Specialty. Ifthe [~ — = - - ]
Depariment/Speciafty is PGy | ....jﬂ:"’_...m Peciaity/Sunspecialty] 055711# ‘.5 @}[/} CLi / o
rotating or transitional, / s é ‘/l/-
please provide a schedule of 1 Internship From:
| Fotatons g,aesidm 7 o9l @ 61305 04"
- . y ; # Yes @’ No z'—* in Progress EWT
[} Chief Residency i i /
Fellowship ACGME ACA ) LCGME RSC CFPC \
] J (-
[] Research RCPSC{7 APPAP [} None of these -
Unusual 1. Did this individual ever take a leave of absence or break from hisiher Baining 7., iYes [ o
. (I
Circumstances: 2. Was this individual ever piaced on PrOBETON?........cc...oowieesssoeeeoacseesioeroeroe "]Yes  AbNo
Check the corract response. 3. Was lris individual ever disciplined or placed under iwestigation.............. i:] Yes Wu
Omitted responses raquire 4. Were any negative reports ever filed by INSHUCEOTS T e eeeoriecee e ivaremserariessne [T} Yes {E‘fNo
writlen explanation. 5. Were any kmitations or special requirements placed upon this individual because of quesbons
I necessary, you may of academic incompetence, disciplinary protiems of any other reason?... [j Yas m o

Please explain any "YES™ response from above:

VER!FIEIP

: Certiﬁcatibn:

Cempietion of the following is certification that the informaticn above is an acturate account of this individual's records

{
Titee: Ch(uf‘rv\a,,\_ i ﬁ‘aqmm :D,p@c{-m' Date of Signature:

Tek: 7‘3?’7"33“&'7?5’ v Fax!

Rev, 07/02/02

Packet {D: €0819

Request 11: 16562051 {18672]

A
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Fedoration Credentiale Verification Sorvice (FCVS)

Fedoration Place, #.0. Bax 619850, Dallas, TX 76261-8850
Tl (817) 868-5000 Fax; (817) 668-5008

Verification of Postgraduate Medical Education

instittion; Monmouth Medical Center

Address:  Department of Obstetrics and Gynecology
Long Branch, Nd 07740-9938

Atention:  Program Director

Affifiated
University:

Varification For:

Departimant/Specialty. 1f the
Depariment/Specially is

Name;
38N:
poB:
Individual's Nams on Record (If different from above):
Program Participation; w pecalt 5y u‘
. a / LoV
Raport mcomgice [ intemship Afm:m KA _JQJ%@,
postgraduate yaae (PGY) ' S .
separals from those that g 2:3?:3 dency . - j Yoo @/'No LJ In Progress u
were siooenrsiully
complotod O] Fellowship ACGME [ ACA [~] LCGME [} RSC [~ CFRC [7]
[T} Research RGPSCI_] ApPAP [} Noneofthese [}
If the postgraduate year Is e e
cuirertly in progress, reporl .
the expscted completion W [ —
dale i the "To" field,
] Internship 107 / /
Report internships, {.] Residency TNEIERER Yes D No D In Progress D
Residencies and Followships | ]  Chisf Residency o
separaiely. (7 Fellowship W ACGME [ AOA [ LCGME |73 RSC ¥ CFPC [
' Research
Use ome section por (" RCPSCL] APPAPI ] None of these i

¥
E

rotating or transitionat,
please provide a schedyle of Intership .
rofations. U . / /
1l Residency ¥, -
: . : iy € QK esD No[j In Progress | "}
: {7} Chief Residency ; . A : L
[ Fellowship W ACGME [] AOA ] LOGME | | RSC ™) CFPC []
{T] Research RCPSC[] APPAP [7] Noneofthase [ ]
Unusuat 1. Did this individusl ever take 2 leava of absence or break from his/her fralning?.....co.co.ee, [TiYes  [MNe
Clrcumstances: 2. Was this Idividual @var PAced O PIOBEONT .. visrses:smmssreieiererssssrisscse et sborsos esssssesnss [Yes {7 No
Check s comact nse. 3. Was this individual ever discipiined of placed under invastigation?.... yves [g/ Nor
Omitled responses require 4. Wora any negative reports aver filed by insiuctors? Mives @/ ;
wrilten axplanation. 5. Were any imitations o specia! requirsmenis placed upon s individual because of quesuons :
of academic incompetence, Miscipiinaty problams or any other rRBSON ... rimeiereeseras [ves [ﬁé"
Please explaln any “YES" responsd from above:
Complation of the following Is eertification that the information abuve s an accurate gHoeen of T individual's reca

and is trua and comsct. This section MUST be signed by the Program irector (i

o Rolaoad A Garache, D spum
Titte { *!—Ufbate of Slgﬂature

73 433 - é,} 967 tax ’732;q__ﬂ_ E-Malk .Bgi@b&;&ﬁh&_&m

Rev. §7/G2/02

Packed 1D: 60819

Request ID: 16562051 ACd {18672




PROVIDED BY
APPLICANT

Post Graduate Education:
Hospitak: Monmouth Medical Center
Affiliated Medical School: Druexel Medical School
300 2nd Avenue
Long Branch, NI 07740

Post Graduate Year: 123
Program Type: Internship/Residency '
Department: Obstetrics and Gynecology
Dates of Attendance: 07/1999 - 06/2002
Complete: Y
Post Graduate Year: 4
Program Type: Chief Resident
Department: Obstetrics and Gynecology
Pates of Attendance: 06/2002 - 06/200
Complete: Y \
Unusual Circumstances:

Leave: N

Probation: N

Discipline: N

Negative Reports: N

Limitations: N




";m{; raxp RCEN :u]uuf

'f(,mmqaw }u ]uul}m; mmmam;n}f li"’

- k . o . "i }n S hmui:r-q m GH \E : S
Cr T ma; & qauip 1];]1*1}f sHtis g ;uu* il 50 zu zp”ze mc R
B i N e s £l e ‘uun i R

/h ﬁﬁ’m‘ﬁg ;

S N R ST e s A S e S ol e St XU e P T b e N i et




IR R,

:' mmch, riu ﬂvrsrq

. *4 aind (jBnrm:fu.: Hmitf; (Lzm,’ ;suedvm
a\ :n‘;}m’ !r rrl tireg Jfﬁfmfr uf !I;c f :

lu :1ffthutr nf H;

4.

T

ﬂ;irfwﬂ;

“L © of. .jxuw,

atd

n}mrch ruurﬁf af Sfui‘m :

e sty gzm;-nie Hieial

o Kk s . LR 3
e i = R e e =t e Li,r—--\-w%‘ e gy ‘q...,,,_.._vﬁ,..-




Section V

Examination History/Score Transcripts



Eimied States Medgmi Llw ' nsing Exmmwmimn o {‘U MLE,QE:”
Ceriifwﬁ 'Emmuxp;-{f‘ cores - :

Inited: States..
Hedival
Licensing A ) : i ‘ i . i L
" Exacvinaiion I R P S This documentwas prepartd bv tl\c LT
o — L TR L S Federation 0fState Med‘tal Boards of the Umwd States, lnc : :
Federatmn Place! Po Box 519550 Da!lns, TX 7526]-9850 - *1 c[ephone 817) 868-4:141
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VERMONT DEPARTMENT OF HEALTH J{*:‘
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 6574220 or 800-745-7371

2006 PHYSICIAN'S LICENSE RENEWAL LICATION

PART I
License Number: O3 - 0011195

1. Your legal name:

MO\J ello Qemaﬁ. J

Last Name First Name Middle Name Suffix

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

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

T onesnensen ) enee, ™M,

Last Name First Name Middle Name: Suffix

b. Indicate your name, as it should appear on your ficense:
JeMo Revess, .
Last Name First Name Middie Name: Suffix

2. Your Date of Birth:
Month /Day /Year

3. Home Address:

4. Work Address:

{Street)

{City) (State) (Zip)

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



6. Home Telephone Number with Area Code: -____

7. Work Telephone Number with Area Code: { }

8. E-mail address:

Please check here if the Department of Health may use this e-mail address to send you public health information.
wyes 0no

PART I
8. Were you in active practice in Vermont in the past 12 Months? 0 yes Xno

10. Do you hold, or have you ever held, a medical license (including temporary) in any other state?
Hyes cno

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

State License Number Type of License Date Issued Status {Active, Inactive, or other,
€.g. conditioned, restricted, limited)
New Sersey 285 MAOT2400 Medica) C@!Z.uicﬁi Ahctive

New Bamparire. 18120 Medical ol Achve.

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

11. Have you ever applied for and been denied a license to practice medicine or any other healing art?
oyes no

12. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
nyes #no

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

nyes Bno

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

myes ¥no

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

oyes ¥Xno

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

oyes ¥no

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

cyes Who



18. Have you ever had staff privileges, employment or appointment in a hospital or other heaith 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 mﬁ)

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

uyes Sfno
20. Are you presently or have you ever been a defendant in a criminal proceeding?

oyes ﬂno
PART iii

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

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

21. To your knowledg i an investigation by any other licensing board as of the date
of this application?
22. To your knowledge, are you presently the subject of a criminal investigation? _

The following definitions are provided to assist you in answering questions 23 through 25.

"Ability to practice medicine” - This term includes:

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

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

3. The physical capability to perform medical tasks such as physical examination and surgical

procedures, with or without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but
not fimited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular
dystrophy, multipte 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 encugh to have a real or perceived impact on one's functioning as
a licensee,

"Chemical substances” - This term is fo be construed to include alcohol, drugs, or medications, including
those taken pursuant fo 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 § §12).

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



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

your fieid of iractice with reasonable skill and safety?

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

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

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

24, Are you currently engaged in the use of alcohol or other chemical substances that in any way impairs
your abiliti {o iiiir[‘e medicine in your field of practice with reasonable skill and safety?

in explaining a “Yes” answer on Form A, piease provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a
monitoring program.

25. ArM 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).

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 individuat profiles on all health care professionals licensed, certified,
or registered by the Department available to the public. Your physician profile is located at the following website
hitp:/fhealthvermont.goy.

Please inciude photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 26 through 31 have changed since your last application. We
cannot process your application without them.

26. Criminal Convictions [26 VSA § 1368(a)(1)] % Check here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but not speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each matter.

(Conviction Date) (Court) (City/State) {Crime)
27, Nolo Contenderg/Matters Continued [26 VSA § 1368(a)(2)] dCheck 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 matier was continued without a finding by a court of
competent jurisdiction not listed below. Please provide complete copies of documentation for each
matter.



28.

29.

30.

31

(Conviction Date) (Court) (City/State) {Charge)
Vermont Board of Medical Practice Mafters {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 (including stipulations), and final disposition of such matters by the courts, if appealed.

(Date) (Final Disposition - Summary)

Licensing or Certification Authority Matters in Other States [26 VSA § 1368(a)(4)}
R Check here if none

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

{Date of Final Disposition}{Licensing or Cerlification Authority) (Court) (City/State) (Nature of Charge)

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

Al Revocationfinvoluntary Restrictions Check here if none

Please provide a description of any revocation or involuntary restriction of your hospital privileges
that were related to competence or character and were issued by the hospital's governing body or
any other official of the hospital after procedural due process (opportunity for hearing) was afforded
to you if not listed below. Please provide complete copies of documentation for each matter.

{Date) {Hospital) (State)  (Nature of Restriction) (Reason for Restriction)
B. Other Restrictions J¥ Check here if none

Please provide a description of all resignations frore, 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.

{Date) {Hospital) {State)

{Nature of Action) {Action}
= In lieu ] In settlement

(Reason for Action)

Medical Maipractice Court Judgments/Settiements [26 VSA § 1368(a)(6A)]

A. Judgments ) Check here if none

Please complete the aftached 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 compiaining party if



32.

33.

34.

not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

1 Judgement [ Arbitration

{Date) (Court) (State)  (Nature of Case) (Amount Assessed Against You)
B. Settlements ¥.Check here if none

Please provide a description of all seftiements of medical malpractice claims against you within the
past 10 years (10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

(Date) {Court) {State) (Amount of Settlement Against You)

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.

UMDNE - New je_(ge\;, N\a& Sedn Newav¥ NT a4e
{Schoolfinstitution) ; {City) (State) (Year of Graduation)
(School/Institution) (City) {State) (Year of Graduation)

f necessary, please use an additional sheet and check this box; ... |

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.

Moamputs Medicol Conber ool qyn LowsBanch NI 2003

(School/institution) (Specialty) (CityY (State) (Year of Graduation)
{School/Institution) {Specialty) (City) (State) (Year of Graduation)
(School/institution) {Specialty) (City) (State) (Year of Graduation)

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

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 Specially Codes List.

Specialty Specialty Name (if code |Board Certified Year Year
Code unknown) Name of Board Ceriified |Recertified
OB/ 6NN ®yes Ono |RAROG 2008,
Dyes [Ino




35.

36.

37.

38.

39,

Years of Practice [26 VSA § 1368(a)(10)]
Month and year you started pracficing as a physician?

\0]200%

Hospital Privileges [26 VSA § 1368(a){11)] o Check here if nohe

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

{Name) {City) (State) (Year Started)

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

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

A Appointments o Check here if none

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

Draxel Universi Med. S, Oniladelpia, P4 Assh. Clinical Dot 2000-200

(School) (City) ™ {State) (Nature of Appointment) From (year) To (year)
B. Teaching a Check here if none

Please provide information regarding your responsibility for teaching graduate medical education 2063 ~
within the past 10 years if not listed. 2004,

Movnusi Medical (anker Lona Brandy, NT Direcior ot (livig Cenvices

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

Publications: [26 VSA § 1368(a)(13)] o Check here if none

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

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

(Title) (Publication) {Year)

{Title) (Publication) {Year)

(Titie) . {Publication) (Year)
Activities [26 VSA § 1388(a)(14)] | n Check here if none

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

Please provide information regarding your professional or community service activities and awards if not
listed,



APéxO Bssoc. o Profeccors of 6*1%“‘0% and Obslelncs

(Actzvmes or A\{vards x. celence  (w Teacht CjA’ ward,

o (Acttv:ties or Awards)

{Activities or Awards)

40. Practice Setting [26 VSA § 1368(a)(15)] 1 Check here if none
What is the location of your primary practice setting?

Town or City State

41. Translating Services [26 VSA § 1368(a){16)] 1 Check here if none

Please iderdify any franslating services available at your primary practice location.
Are any franslating services available at your primary praclice location? o Not applicable

If yes, please describe here the translating services available:

if necessary, please use an additional sheet and check this box: ...... 3

42.  Medicaid/New Patients [26 VSA § 1368(a)(17)]

A. Medicaid participation

Do you participate in the Medicaid program? oyes ono  oonhotapplicable
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? rryes ono o not applicable

Part V

| hereby affirm that the information provided abov and accurate, and that | have answered the questions to
the best of my knowiedge and ability. W
Date.__ // /20./9({’

/ ¥

ApplicanTs Signature

Reminder - You must also completfe the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardiess of whether or not you have children

Physician Profile Update

26 VSA § 1368 requires the Depariment 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 o use the information in your renewal
application for your physician profile.

Please let us know whether you wish to have your profite omit the following information by checking the
“OMIT” box beiow. [f the box is not checked, we will include the information in your profile:

OMIT FROM PROFILE



L 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.

0 Information regarding publications in peer-reviewed medical literature within the last 10 years.
O Information regarding professional or community service activities and awards.

Again, thank you for your cooperation.



Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3.
Regarding Child Support
Title 15 § 795 requires that: A professionatl license or other authority to conduct a trade or business may not be issued or renewed
uniess the person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and ail child
support payable under a support order as of the date the appiication is filed. "Good standing"” means that less than one-twelfth of the
annual support obligation is overdue; or liability for any support payabie is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15V.5.A. § 795)
1. You must check one of the two statementis below regarding child support regardless whether or not you have
children:

I hereby certify that, as of the date of this application: (a) | am not subject to any support order or {b) | am subject to a

support order and | am in good standing with respect to it, or (¢} | am subject to a support order and | am in full

compliance with a pian to pay any and all chitd support due under that order.

or
3 1hereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and |
hereby request that the licensing authority determine that immediate payment of child support would impose an
unreasonable hardship. Please forward an "Application for Hardship”.
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
uniess the person certifies that he or she Is in good standing with the Department of Taxes."Good standing” means that no taxes are
due, the tax liahifity is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or the
licensing authority determines that immediate payment of taxes wouid impose an unreasonabie hardship. {32 V.5.A. §3113)
2. Ypu must check one of the two statements below regarding taxes:

y{’ I hereby certify, under the pains and penaities or perjury, that | am in good standing with respect to or in full compliance
with a plan to pay any and afl taxes due fo 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
0O 1 hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this
application and | hereby request that the licensing authority defermine that immediate payment of taxes would impose
an unreasonable hardship. Please forward an "Application for Hardship".
Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or
business (including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods,
services, or real estate space with any employing unit unless such employing unit shall first sign a written declaration, under the
pains and penalties of petjury, that the employing unit is in good standing with respect to or in full comptiance 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: {{) no
contributions or payments in lieu of contributions are due and payable; {2) the tiability 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 ticonsee, 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 fieu of
unemployment contributions:
I hereby certify, under the pains and penaities of perjury, that | am in good standing with respect to or in full compliance
@f) with a payment plan approved by the Commissioner of Employment and Training to pay any and ali unemployment
contributions or payments in lieu of unemployment contributions to the Vermont Department of Empioyment and
Training due as of the daie of this application. (The maximum penaity for perjury is 15 years in prison, a $10, 000.00 fine
or both.)
or
L Thereby ceriify that | am NOT in good standing with respect to unemployment coniributions or payments in lieu of
unemployment contributions due to the Vermont Department of Empioyment and Training as of the date of this
application and | hereby request that the licensing authority determine that requiring immediate payment of
unemployment contributions or payments in lieu of unemployment contributions would impose an unreasonabie
hardship. Please forward an Application for Hardship.
or

nx I hereby certify that 21 V.S.A. § 1378 is not applicable to me because { am not now, nor have | ever heen, an empioyer.

Bocial Security Date of Birt
* The disclosure ber 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 unlawful and may jeopardize my licensefcertificationiregistration status.




Signature of Applican@/W Date ///}0/0 O
7 /




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 I

License Number: 042-0011195
1. Your legal name:

Renee Johannensen Novelio

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 ilcensed in Vermont or elsewhere
in the past two vears;

Jokannensen Kence Meirice

Last Name First Name Middle Name: Suffix

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

I\/O Vf//C? /25:}7&:’ Joh aaner e

Last Name First Name Middle Name: Suffix

2. Your Date of Birth: -

3. Home Address and email address:

4. Work A Mt Asce i"b& /{;5/0,7‘39/ &m—)ﬁmw‘/ﬁ /7{7[% ock
ZS‘? (oam'rc 724 Ab Weclical Gnit—
(Windsor, VT o6BEY ! Weddy cal Conter De
5. Piease check your preferred mailing address: Home __ Work Leb(,mar;/ NH I
NOTE: The mailing address will be publicly listed on the Board’s web site. 5 Ao

6. Home Telephone Number with Area Code: (_

7. Work Telephone Number with Area Code: ( FO2 74~ LI //(005’ b 50~ §o°°

8. E-mail address (if not ap

may use this e-mail address to send you pubiic health information.

Please check here if the Depariment o
yes ono

PART i




Y. Were you in active clinical practice in Vermont in the past 12 Months? {yes w©no

10. Do you hold, or have you ever held, a medical license (including temporary} in any other state?
yes ono

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

State License Number Type of License  Date Issued  Status (Active, Inactive, or other,
g EMA 0T 2100 T medical  of /2/7  conditioned, restricted, limited)
N T . He. 7! VE
N-H- [ 3120 Ve e LY A éﬂ/'?/,:zw(;p ,i,;,,ﬂ'ué'
If necessary, please use an additional sheet and check this box: ...... o

M. 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.

UMDNJ, NEWARK
5/20/1998

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 befow. ¢ S
' i IMedd i cend 2
2/}%)”7,%[;; / :24’#(’ Ling /‘?f‘&fn b y NI ovradd

ifn

ecessary, please use an adé|t|onal sheet and check this box: ...... [

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

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

Obstetrics and Gynecology  / // B/Zoo(g thru 1% al/z,ou

Specialty Specialty Name (if code [Board Certified Year Year
Code unknown) Name of Board Certified  |Recertified
Oyes (Ino
Oyes Ono

14, Years of Practice [26 VSA § 1368(a)(10)]
Month and year you started practicing as a physician?  / a/.;z,oo =

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

List all information for af hosp ftals where you currentiy have hospital staff privileges if not listed below:
pit. Aecatimee ,;ﬂ fez } Daefmosie Hhieh coc b Medical cop fee
0 ,73? Courr Ty el C i meclicad  (evrfer Drived

Windsof, N 05087 [ebaner, NH 276
ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
FORM A.

16. Have you ever applied for and been denied a license to practice medicine or any other healing art?




oyes Xno
17. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
oyes N0

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

oyes ®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 medicai
association (international, national, state or local)?

oyes #no

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

Syes o

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

wyes nno

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

cyes ¢kno

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

1 yes ﬁ(no

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

o yes =60
25. Do you currently or have you ever prescribed any prescription medication over the internet?

oyes oo

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

oyes axr(o
PART Il

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

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

27. To your Knowledge, are you the subject of an investigation by any other licensing board under which
you have not been charged as of the date of this application?

28. To your knowledge, are you presently the subject of a criminal investigation under which you have not
been 2




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
ludgments, and to learn and keep abreast of medical developments; and

2. The ability to communicate these 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, {uberculosis, 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 o 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
prescribetr’s direction, as well as those used iflegally.

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

"lilegal use of 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 Controlied Substances Act or other provisions of
federal faw.

29. Do you have a medical condition that potentially or in any way impairs or {imits your ability to practice
mediciged ialet of practice with reasonable skill and safety?

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

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

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

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

In explaining a “Yes” answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a
monitoring program.

31. Are iou currentT engaged in the ilega! 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, calf 802-223-0400 (a confidentiat line).




PART IV

The following guestions are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository
within the Department of Health and to make individual profites on all health care professionals licensed, certified,
or registered by the Department available to the public. Your physician profile is located at the following website
http://healthvermont.gov.

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

32.

33.

34

35.

36.

Criminal Convictions [26 VSA § 1368({a)(1)] @/Check here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but not speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each matter.

None reported

Nolo Contendere/Matters Continued [26 VSA § 1368(a}{2)] Eéheck here if none

Please provide a description of ait charges to which you pleaded "nolo contendere” {*I will not contest it"} or
where sufficient facts of guilt were found and the matter was continued without a finding by a court of
competent jurisdiction not listed below. Please provide complete copies of documentation for each
matter,

None reported

Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] f"g/éheck 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.

Licensing or Certification Authority Matters in Other States {26 VSA § 1368(a){4)]
heck here if none

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

None reported

Restriction of Hospital Privileges [26 VSA § 1368(2)(5)] .

A, Revocation/involuntary Restrictions m/gheck here if none

Please provide a description of any revocation or involuntary restriction of your hospital privileges
that were related to competence or character and were issued by the hospital's governing body or
any other official of the hospital after procedural due process (opportunity for hearing) was afforded
to you if not listed below. Please provide complete copies of documentation for each matter.

None reported /

B. QOther Restrictions “ﬁf! 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 reiated to competence or character in that hospital if not listed below. Please provide
complete copies of documentation for each matter.

None reparted

37. Medical Maipractice Court Judgments/Settlements [26 VSA § 1368(a)(6A)]

A. Judaments @éheck here if none

Please compiete the aftached Form A and provide a description of all medical malpractice court
judgments against you and all medical malpractice arbitration awards against you within the past
10 years {10 years from payment date) in which a payment was awarded to a complaining party if
not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter.

None reported
B. Settlements E/C/heck here if none

Flease provide a description of all settlements of medical maipractice claims against you within the
past 10 years {10 years from payment date) in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to inciude final
disposition and, if possible, a copy of the complaint for each matter,

None reported

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

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

Al Appointments o Check here if none

Flease provide information about your appeintments to medical school or professional schoo!
faculties if not listed. ' . <. /
Diie 7‘)775’4(‘/{? iHeddical Schioo

None reported { [iical Justyue /3(

B. Teaching ot Check here if none
Please provide information regarding your responsibility for teaching graduate medical education

within the past 10 years if not listed.
2103 - 200l ~ fous shont Eclucalton al Monmodlf el ca /
T ey wf.",é? Z_CY(:K g”ﬁfﬂfjj NTT
) . ey £
None reported 200 @ - Assistentt P ‘4"350 Y B FHeclr T
j"’n"ﬁ Diraxel Uimwrﬁx% Vs Schr
: §.C P
39.  Publications: [26 VSA § 1%68 13)] — CAinical 1 5 fiegl here if none S/
Dg&;/‘l’)%}o&f’z e éﬁﬂ‘t bf{}i;;»% /j;/é/?éé@f(
- Sl 7
Note: Answering #39 is optionai. By aﬂsweﬂég you are’%rammgc permission to have tgfgim?orf%anon posted Epn
on the web, exactly as provided to the Board. Megtical Con i

Flease provide information regarding your publications in peer-reviewed medmal fiterature within the past
10 years if not listed.




40, Activities [26 VSA § 1368(a){14)] 1 Check here if none

Note: Answering #40 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board,

Flease provide information regarding your professional or community service activities and awards if not

I‘ t&@ ay ? " s . . .

S 2006 AP Fxcell omce a1 fec Cj%ﬂf ctoarys
None reported “ i

41, Practice Setting [26 VSA § 1368(a)(15)] o1 Check here if none

What is the location of your primary practice setting?
/755}9, bl based Clin,
42, Translating Services [26 VSA § 1368{a}(18)] 11 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

43.  Medicaid/New Patients [26 VSA § 1368(a)(17)]

A Medicaid participation
Do you participate in the Medicaid program? E(;es 0 no
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? @4;5 o no

Part V

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

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

e i /3:)08 \/ p/(,&/wgzwu/

..... 7 Appticant’'s Signature

-




Physician Profile Update

26 VSA § 1368 requires the Department to provide you with & copy of your profile prior to the initial release
to the public and each time your profile is modified or amended. We intend to use the information in your renewal
application for your physician profile.

Please et us know whether you wish to have your profite omit the following information by checking the
"OMIT” box below. If the box is not checked, we will include the information in your profile;

OMIT FROM PROFILE

0  Appointments to medical school or professional school faculties, and an indication as to whether
you have had a responsibility for teaching graduate medical education within the last 10 years.

O Information regarding publications in peer-reviewed medical fiterature within the last 10 years.

0 Information regarding professionat or community service activities and awards.

Again, thank you for your cooperation.




Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

{Questions 16 and 17) Withdrawal or denial of License - Attach documents

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

{Question 18) Voluntarily surrendered or resigned a license to practice medicine or any healing art - Attach
documents

State Year

Circumstances

(Question 19) Disciplinary charges or action - Attach documents

Name of organization involved Date

Duration

Action taken (circle all that apply)

01 Revocation of right or privilege 12 L.eave of absence

02 Suspension of right or privilege 13 Withdrawal of an application
03 Censure 14 Termination or non-renewal of coniract
04 Written reprimand or admonition 15 Medical Receords Suspension
05 Restriction of right or privilege 16 Probation

06 Non-renewa! of right or privitege 17 Assurance of Discontinuance
07 Fine 18 Consent Agreement

08 Reguired performance of public service 19 Letter of Agreement

08 Education/Training/Counseiing/Monitoring 20 Expuision from Membership
10 Denial of rights or privilege 21 Reprimand

11 Resignation 22 Other (specify)

Circumstances

{Question 20) Denial of examination privileges - Attach documents

State Year

Circumstances under which examination privileges denied
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Gaps in CV




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

Residency Training Program(s})

Location of Programs Year

Circumstances

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

Institution involved

Location Year

Circumstances

{Question 24) Privilege to prescribe contrelled substances - Attach documents

Name of organization invoived

Type of restriction Date

Circumstances of restriction

(Question 25) internet prescribing

Please provide a general description of your practice of internet prescribing




{Questions 26 and 28) Criminal Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date
Plea? Yes No Date

{Question 27) Investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Location of Licensing Board

Circumstances

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

Treating organization

Address Telephone

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

Dates of illness or dependency to

Dates of treatment o

Name of Rehabiiitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program




{Question 37) Medical Malpractice Claim

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

insurer

Claimant name

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

Please indicate:

Patient’s condition at point of your invelvement;

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,

S

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

Your role (circle one):

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12 PGY S

03 Referring Physician 13 PGY B

(4 Attending Physician 14 PGY 7

05 Consultant Specialist 18 Workmen's Compensation Evaluator
06 Surgeon 16 Court Psychiatrist

07 Fellow 17 On-Call Physician

08 PGY 1 18 Group Practitioner/Partner

09 PGY 2 19 Other: Specify

10 PGY 3 20 Unknown

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

Name

Firm

Address

City, State, Zip

Phone

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

Court




Court's location

Docket number

Date the action was filed

Decision determined by (check one): Judge Jury Arbitration Panej
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 seitled, indicate the foilowing:

Settlement amount paid on your behalf:

Total settiement amount:

Date of settlement: {month, day, year) ! /

Case dismissed against you Against all defendants
important. In addition to the above information, please attach a copy of the complaint and final judgment,
settlement and release, or other final disposition of the claim. This information can be obtained from your
legal representative.

Additional information, if any:




Vermont Department of Health - Board of Medical Practice

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

You must answer questions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all chiid support payable under a support
order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obligation is overdue; or liability
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved
by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would impose an
unreasonable hardship. {15 V.8.A. § 795)

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

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

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

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed uniess the
person certifies that he or she is in good standing with the Department of Taxes. "Good standing” means that no taxes are due and payable and all
refurns 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)

| hereiby certify, under the pains and penaities or perjury, that t 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 $10,0006.00 fine or both).

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

or
O 1 hereby certify that [ am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and 1
hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship.
Please forward an "Application for Hardship".
Regarding Unemployment Compensation Contributions

Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
{including a license 10 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 dectaration, under the pains and penaities of perjury, that the employing
unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of contributions due as
of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and all contributions or
payments in lieu of contributions payabie if; {1) no contributions or payments in lieu of contributions are due and payahle; (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 ptan
approved by the Commissicner; 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 payabie would impose an unreasonable hardship.

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

O | hereby certify, under the pains and penaities of perjury, that | am in good standing with respect to or in full compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments in lieu of 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 Vermoent Department of Employment and Training as of the date of this application and | hereby request that
the licensing autherity determine that requiring immediafe payment of unemployment contributions or paymends in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.

R or
% t hereby certify that 21 V.5.A. & 1378 Is not applicable to me because | am not now, nor have | ever been, an employer.

Social Security # Bate of Birt]

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

STATEMENT OF APPLICANT

| certify that the information stated by me in this application Is true and accurate to the best of my knowledge and that | understand providing faise
-prkawful and may ;’eoparc?é‘ Yy Iicense.’certification/h;egistration status.
= 4

information or omissi?af/info mation i
TH . -
f}/‘ _ 4 . _;(j 7 ﬁ ﬁ
'’ 7 # : -
A £7 Date_____/ ‘f“_f)/ il / -
/
El

4 L .
Signature of AppEic{nt )K " e
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State of Vermont
Department of Health

Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment {ssued 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.

I understand that a license may not be 1ssued or renewed without such a
statement.

I further understand that, for the purposes of this section, a person is in good
standing with respect to any unpaid judgment issued by the judicial burcau or district
court for fines or penalties for a violation or criminal offense if:

{1} 60 days or fewer have elapsed since the date a judgment was issued; or

{2} the person is in compliance with a repayment plan approved by the judiciary.

Date: 07// 5/ 08 @%M\%‘

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.



BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800-745-7374

VERMONT DEPARTMENT OF HEALTH (@i
N

2010 PHYSICIAN'S LICENSE RENEWAL APPLICATION
PART |

License Number: 042-0011195 T
1. Your legal name:

Renee Johannensen Novello

: i
a, Have you ever legally changed your name? X Yes __ No. %

A e. i
If yes, enter your former name and any other name(s) under which you W nsed-in‘Merment ot
elsewhere in the past two years; L i

Last Name First Name Middle Name: Suffix
b. Indicate your name, as it should appear on your license:

Novello Renee Jehannensen
Last Name First Name Middie Name: Suffix

2. Your Date of Birth: -

3. Mailing Address and emall address:

W@P\anne_cl
Poremntnoe
ot Nor-\‘hef 1
News lennd
]9 3. Mduwn st
West Le.banoﬂ

NH oz 84

)

4. Work Addgess: DArFraoor 5 co e
* Dine Wedical Cev\%\r- Deive.

5. Please check your preferred mailing a
NOTE: The mailing address will be pubhcly listed on the Board’s web site.

6. Home Telephone Number with Area Code:_

7. Work Telephone Number with Area Code: (03 ) (050 -BHoo

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

Please check here if the Department of Health may use this e-mail address to send you public health
mformaton




‘ Reras Novells
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PART Il
9. Were you in active clinical practice in Vermont in the past 12 Months? }(yes ono

10. Do you hold, or have you ever held, a medical license {including temporary) in any other state?

es ohno
b\l

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

State License Number Type of License Date Issued  Status (Active, Inactive, or other,
conditioned, restricted, limited)
NH2006 3120 medical /26000

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

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 isted below.

UMDNJ, NEWARK
52011998

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.

Monmouth Medicl Center \NJ
If necessary, please use an additional sheet and check this box: ..., [

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

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

Obstetrics and Gynecology
American Board of Obstetrics and Gynecology

Specialty Specialty Name (if code |Board Certified Year Year
Code unknown) Name of Board Cerified  |Recertified
Oyes Ono
Oyes 0no

14, Years of Practice [26 VSA § 1368(a)(10)]
Month and year you started practicing as a physician?  3-Oct

15. Hospital Privileges [26 VSA § 1388(a)(11)] o Check here if none

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




Kernes Novell

Mt. Ascutney Hospital CUD — OO /7! g5~
Windsor, VT
Present

Dartmeuth Hitchcock Medical Center
Lebanon, NH
Present

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

16. Have you ever applied for and been denied a license to practice medicine or any other healing
art?

cyes ¥ no
17. Have you ever withdrawn an application for a license to practice medicine or any other healing
art? '

oyes ¥no

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

o yes R0
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 privilege of taking an examination before any state medical
examining board?

oyes Xno
21. Have you ever discontinued your education, training, or clinical practice for a period of more
than three months?

Wyes ©no

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

oyes o

23. Have you ever had staff privileges, employment or appointment in a hospital or other health
care institution denied, reduced, suspended or revoked, or resigned from a medical staff after 2
complaint or peer review action was initiated against you?

oyes  Xno

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 E(»no
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.

o yes ’B(no

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

oyes pAno

PART Ili
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{Unless otherwise ordered by a court, your responses to the guestions in Part IH are considered
exempt from public disclosure.)

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

27. To your knowledge, are you the subject of an investigation by any other licensing board under
which you have not been charged as of the date of this application?

28. To your knowledge, are you presently the subject of a criminal investigation under which you
have not been charged? .

The foltowing 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 fo communicate those judgments and medical information o patients and

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

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

"Medical condition” - Inciudes physiolegical, mental or psychological conditions or disorders,
such as, but not iimited to, orthopedic, visual, speech, and hearing impairments, cerebral paisy,
epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mentai
retardation, emotional or mental illness, specific leaming disabilities, hepatitis, HIV disease,
tuberculosis, drug addiction, and alcoholism.

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

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

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

"lllegal use of controlled substances" - This ferm 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 medicai condition that potentiaily or in any way impairs or limits your ability to
practi icine ip yvour field of practice with reascnable skill and safety?

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

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

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




Renee Novellr,
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30. Are you currently engaged in the use of alcohol or other chemical substances that potentially
or in any way impairs your ability to practice medicine in your field of practice with reasonable

i

In explaining a “Yes" answer on Form A, please provide reasohable 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. )

Mngaged 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 reguired 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 {o the public. Your physician profile is
located at the following website http;//healthvermont.gov,

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

32. Criminal Convictions [26 VSA § 1368(a)(1)] Check here if none

Piease provide a description of all crimes (felonies and misdemeanors; this includes DU but not
speeding or parking tickets) of which you have been convicted within the past ten years not fisted
below. Please provide complete copies of documentation for each matter.

None reported

33. Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] XCheck here if none

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 continued without a
finding by a court of competent jurisdiction not listed below. Please provide complete copies of
documentation for each matter.

None reported

34, 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 (including stipulations), and final disposition of such matters by the
courts, if appealed.

35. Licensing or Certification Authority Matters in Other States [26 VSA § 13588(a)(4)]
p{Check here if none

Please provide a description of ali 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 stafes, if not listed below. Please prowde
complete copies of documentation for each matter.
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36. Restriction of Hosgpital Privileges [26 VSA § 1368(a)(5)]

A Revocation/involuntary Restrictions PRCheck here if none

Please provide a description of any revocation or involuntary restriction of your hospital
privileges that were refated to competence or character and were issued by the hospital's
governing body or any other official of the hospital after procedural due process
(opportunity for hearing) was afforded to you if not listed below, Please provide
complete copies of documentation for each matter.

None reported

B. Other Restrictions %heck here if none

Please provide a description of ail 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. Miedical Malpractice Court Judgments/Settlements [26 VSA § 1368(a)(6A)]

A Judgments P&heck here if none

Please complete the attached Form A and provide a description of all medical
malpractice court judgments against you and all medical malpractice arbitration awards
against you within the past 10 years {10 years from payment date} in which a payment
was awarded to a complaining party if not listed below. Please provide complete
copies of documentation, to include final disposition and, if possible, a copy of the
complaint for each matter.

None reported
B. Settlements B‘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
compiaint for each matier.

None reported

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

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

A, Appointments 0 Check here if none

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

Dartmouth Medical School
Hanover, NH




39.

40.

41,

42.

43.
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Clinical Instrucior

B. Teaching 1 Check here if none

Please provide information regarding your respeonsibility for teaching graduate medical
education within the past 10 vears if not listed.

Monmouth Medical Center
Long Branch, NJ

Resident Education

2003 - 20086

Drexel University School of Medicine
Assistant Professor - 2006

Dartmouth Medical School
Hanover, NH
Clinical instructor
2008 - Present
Darimouth Hitchcock Medical Cent
Publications: [26 VSA § 1368(a)(13)] o Check here if none

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

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

Activities [26 VGA § 1368(a)(14)] : Check here if none

Note: Answering #40 is optional. By answering, you are granting permission to have this
information posted on the web, exactly as provided to the Board,

Please provide information regarding your professional or community service activities and
awards if not listed.

2006 APGO Excellance in teaching award

Practice Sefting [26 VSA § 1368(a}{(15)] 3 Check here if none
What is the location of your primary practice setting?

Whmdsor VT € o “Pareit ot Neocthert New &n \and,
8&‘5%% mam%g& West Leloanon, N W 303784—
Transiating Services [26 VSA § 1368(a)(16)] o Check here if none

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

If yes, please describe here the translating services available:

None

Medicaid/New Patients [26 VSA § 1368(a)(17)]

A, Medicaid participation
Do you participate in the Medicaid program? ¥.yes w©no
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o
B. New Medicaid Patients OYR -0l 95
Are you currently accepting new Medicaid patients? yes ono

PartV

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support,
Taxes, Unemployment Compensation Coniributions regardless of whether or not you have
children

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

pate, 96 /10 (/2) /LQ(IVW

Applicant's Signature

¥
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Physician Profite Update OYA—~00)1i95

26 VSA § 1368 requires the Department to provide you with a copy of your profile prior to the
initial release to the public and each time your profile is modified or amended. We intend to use the
information in your renewal application for your physician profile.

Please let us know whether you wish to have your profile omit the following information by
checking the "OMIT" box below. If the box is nat checked, we will include the information in your
profile:

OMIT FROM PROFILE

O  Appointments to medical school or professional school facuities, and an indication as to
whether you have had a responsibility for teaching graduate medical education within the
last 10 years.

C Information regarding publications in peer-reviewed medical literature within the last 10
years.

O Information regarding professional or community service activities and awards.

Again, thanic you for your cooperation,
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PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

{Questions 16 and 17} Withdrawal or denial of License - Attach documents

State

Year

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

terminated

{Question 18) Voluntarily surrendered or resigned a license fo practice medicine or any healing art

- Attach documents

State Year
Circumstances

(Question 18) Disciplinary charges or action - Attach documents

Name of organization involved Date

Duration

Action taken (circle all that apply)

071 Revecation of right or privilege

02 Suspension of right or privilege

03 Censure

04 Written reprimand or admonition

05 Restriction of right or privilege

06 Non-renewal of right or privilege

07 Fine

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

11 Resignation

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 Membership

21 Reprimand

22 Other (specify)

{Question 20) Denial of examination privileges - Attach documents

State

Year

Cireumnstances under which examination privileges denied
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(Questions 21 and 22} Residency Training Program(s) not completed - discontinued education,
training, practice - Aftach documents

Residency Training Program(s) &E‘{\i\*&\f

Location of Programs Year

Circumstances

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

Institution involved

Location Year

Circumstances

{Question 24) Privilege to prescribe 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
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(Queétions 26 and 28) Criminal Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date
Plea? Yes No Date

{Question 27} Investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Eocation of Licensing Board

Circumstances

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

Treating organizaticn

Address Telephone

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

Dates of illness or dependency to

Dates of treatment to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program
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(Question 37) Medical Maipractice Ciaim O4R —vo tee 95

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

Insurer

Claimant name

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

Please indicate:

Patient's condition at point of your involvement;

Patient’s condition at end of treatment;

The nature and extent of your involvement with the patient;

Your degree of responsibility for the course of treatment in leading to the claim; and
Narrative of event.

oW N

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

Your role (circle one):

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12 PGY 5

03 Referring Physician 13 PGY 6

04 Attending Physician 14 PGY 7

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

07 Fellow 17 On-Call Physician

08 PGY 1 18 Group Practitioner/Partner

09 PGY 2 19 Other: Specify

10 PGY 3 20 Unknown

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

Name

Firm

Address

City, State, Zip

Phone

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

Court
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Court's location

Docket number

Date the action was filed

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

Decision: Award:

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

If your case was settled, indicate the following:

Settlement amount paid on your behalf:

Total settlement amount:

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

Case dismissed against you Against all defendants
Important: in addition fo the above information, please attach a copy of the complaint and final
judgment, settlement and release, or other finat disposition of the claim. This information can he
obtained from your legal representative.

Additional information, if any:
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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.

I further understand that, for the purposes of this section, a person is in good standing with respect to any
unpatd 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.

—-— @ Lol 3 /5/10

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 12{:1/7665’ NO Vc‘://(ﬁ

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES, ©*="~20//( 7 3

UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3,

Regarding Child Support
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 ail child support payable under a support
order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obligation is overdue; or 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 determiines that immediate payment of support would impose an
unreasonabie hardship. (15 V.5.A. § 795}

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

| hereby certify that, as of the date of this application: (a) 1 am not subject to any support order or {b) | am subject to a support order

and | am in good standing with respect to it, or (¢} | am subject to a support order and | am in full compliance with a plan to pay any

and aii child support due under that order,

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

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

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

I hereby certify, under the pains and penaities 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 $10,0800.00 fine or both).

or
QI 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 Unempicyment Compensation Coniributions

Title 21 § 1378 requires that: No agency of the state shali grant, issue or renew any license or other authority {o conduct a trade or business
(including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such empioying unit shall first sign a written declaration, under the pains and penatties 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 confributions 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 unreascnable hardship.

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

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

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

or
XI hereby certify that 21 V.5.A. § 1378 is not applicable to me because | am not now, nor have | ever been, an employer.
Social Security Date of E!irt_

* The disciosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 405 (c)(2)(C), and wili 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

I certify that the mformatlon stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or omissio ormation is unlawful and may jeopardize license/certification/registration status.

e 9/8/10
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Renewal - 042.0011195

Name Renee Johannensen Novello
Credential 042.0011195
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://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=14897&key={63214... 5/18/2016
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must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Novello

2. First Name:
Renee

3. Middle Name:
Johannensen

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 |

6. Date of Birth:

7. Enter your MAILING ADDRESS information:
Attention
Street 2217 Blood Hill Road,
City WINDSOR State VT Zip 05089 Country United
States
E-mail Address
Telephone (802) 436-2910  Alternate Phone (e.g.
Pager)
8. Enter your PUBLIC ACCESS address information:
Attention
Street 2217 Blood Hill Road,
City WINDSOR State VT Zip 05089
Country United States
Telephone (802) 436-2910
E-mail Address
Alternate Phone (e.g.
Pager)
Renewal Part Il
9. Were you in active clinical practice in the past 12 months?
No
10. Do you hold, or have you ever held, a license or certification as a medical practitioner in Vermont or any other state?
Yes
11. If yes, complete the section below.
State Profession License Number Jissue Date Expiration Date Status
New Jersey MD 25MA07262400 06/26/2001 Inactive
New Hampshire MD 13120 06/07/2006 06/28/2014 Active
New York MD 263512 11/08/2011 Active

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

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=14897&key={63214... 5/18/2016
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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
Monmouth Medical Center 06/01/2003 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 |06/30/2006

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
Dartmouth Hitchcock Medical Center New Hampshire

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

17. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
No

18. State:
19. Year:

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

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

22. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
No

23. State:

24. Year:

25. Circumstances under which license or certificate was withdrawn, denied, revoked, not renewed, or otherwise terminated:
26. Please upload any documents you have that are relevant to this matter.

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

No

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=14897&key={63214... 5/18/2016
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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?

Yes

45. If yes, please explain and include the dates over which your education, training, or clinical practice was discontinued:

5/98-7/99 - time between medical school and residency. Time devoted to family. Volunteered at Planned Parenthood of Central
NJ, continued research in reproductive endocrinology at UMDNJ and volunteered at children's schools and sports programs. 6/03-
10/03 - time between graduating residency program and starting position at the hospital where | trained. 6/06-1/07 - Time between
leaving first position and starting work in Vermont. Moved with family from NJ to Vermont.

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):

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=14897&key={63214... 5/18/2016



Renewal - 042.0011195 Page 5 of 11

49. Location of program(s):

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:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=14897&key={63214... 5/18/2016
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70. Charge:
71. Description:
72. Status:

73. Date:

Renewal Part Il

PART lll

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

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

74. To your knowledge, are you the subject of an investigation by any other licensing or certification board under which you have not
been charged as of the date of this application?

75. Licensing or certification board:
76. Date:

77. Location of Licensing Board:
78. Circumstances:

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

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

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

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

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

"Medical condition™ - Includes physiological, mental or psychological conditions or disorders, such as, but not limited to,
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart
disease, diabetes, mental retardation, emotional or mental 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.
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"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.

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:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=14897&key={63214... 5/18/2016



Renewal - 042.0011195 Page 8 of 11

97. Telephone:
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.

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

103. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have there been any formal charges served, findings, conclusions, and/or orders of the Board of Medical Practice (including
stipluations), and/or final disposition of such matters by the courts, if appealed?

No

104. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of Medical Practice
(including stipluations), and final disposition of such matters by the courts, if appealed.

|Date |Fina| Disposition Summary |

105. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have there been any formal charges served against you by licensing or certification authorities of other states?

No
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106. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

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

Date of Disposition ILicensing Authority ||City IState IDescription of Disposition I

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

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

108.

A. Revocation/Involuntary Restrictions

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

|Date of Restriction |Hospita| Name |State |Nature of Restriction |Reason for Restriction |

109. Have your hospital privileges ever been restricted, or have you ever resigned or not renewed your medical staff membership at
a hospital in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital?
No

110.

B. Other Restrictions

Please provide a description of all resignations from, or nonrenewal of, medical staff membership or the restriction of privileges at a
hospital taken in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital. Please
upload copies of papers fully documenting these matters.

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

111. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)] Have you ever been involved in a
Malpractice Liability Claim? Please provide a description of all medical malpractice court judgments against you and all medical
malpractice arbitration awards against you, and any pending malpractice cases.

No

112.

A. Judgments
Please provide a description of all medical malpractice court judgments against you and all medical malpractice arbitration awards

against you, and any pending malpractice cases.
IDate of Judgment I

113.

B. Settlements Please provide a description of all settlements of all pending settlements and settlements of medical
malpractice claims against you. Please complete the below information and provide copies of papers fully documenting
these matters.

|Date Of Settlement |

Medical Malpractice Claim

For each response provided in the previous Medical Malpractice Judgements and/or Settlements questions you must complete the
form located here. Please download the form, complete it for each response, and then upload to each respective response. This
information is required for each and every response provided for Judgements and/or Settlements.

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

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

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

School City State Nature of Appointment Year Year
Started Ended
Drexel Medical School Philadelphia]Pennsylvania [Clinical Assistant Professor of Obstetrics  |2006

and Gynecology
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Geisel School of Medicine at |Hanover New Instructor Obstetrics and gynecology 2008
Dartmouth Hampshire
115. B. Teaching Please provide information regarding your responsibility for teaching graduate medical education within the past
10 years.
School/lnstitution City State Nature of Teaching Year Year
Started Ended
Monmouth Medical Long New Jersey Resident education and training 2003 2006
Center Branch
Dartmouth Medical Lebanon New Clinical teaching and training of OB/GYN 2008
Center Hampshire residents

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

Specialty Certification Board Certification Date [Specialty Expiration Date
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology [06/01/2006

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

|Activity or Award |

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

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

Dartmouth Hitchocock Medical |Lebanon|New Yes Yes Yes

Ceter Hampshire

Planned Parenthood of Lebanon|New Yes Yes Yes

Northern New England Hampshire

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:
08/31/2012

Child Support, Taxes

Varmant Nanarimant Af Haalth Raard Af Madicral Drantina
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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)

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:
08/31/2012

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 - 042.0011195

Name Renee Johannensen Novello
Credential 042.0011195
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:
Novello

2. First Name:
Renee

3. Middle Name:
Johannensen

4. Have you ever legally changed your name?
Yes

5. If yes, enter your former name and other name(s):

Previous From From To Month |To Reason for Change
Name Month Year Year
September|2012
renee March 1964 June 1998 |marriage.Date is approximate, was married about 10 years before
johannensen changing my name to my married name.

6. Date of Birth:

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

8. Enter your MAILING ADDRESS information:
Attention
Street 2217 Blood Hill Road,

City WINDSOR State VT Zip 05089 Country United
States

E-mail Address
Telephone (802) 436-2910  Alternate Phone (e.g.

Pager)
9. Enter your PUBLIC ACCESS address information:
Attention
Street 2217 Blood Hill Road,
City WINDSOR State VT Zip 05089

Country United States
Telephone (802) 436-2910
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.
I | T T 1 1 1
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State Profession License Number Jissue Date Expiration Date Status
New Jersey MD 25MA07262400 06/26/2001 Inactive
New Hampshire MD 13120 06/07/2006 06/28/2014 Active
New York MD 263512 11/08/2011 Active

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 Type: Medical School 05/20/1998
Degree: MD

School Name: UMDNJ
State: New Jersey
Country: United States

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.

End Date
06/01/2003

Site Name
Monmouth Medical Center

Specialty
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 |06/30/2006

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
Dartmouth Hitchcock Medical Center New Hampshire
Mt. Ascutney Hospital Vermont

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:
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25. Year:

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

43. Denial of examination privileges - Upload documents:

44. Have you ever discontinued your education, training, or medical practice for a period of more than three (3) months, NOT
including periods occurring solely during premedical education?

Yes

45. If yes, please explain, including the dates during which your education, training, or practice was discontinued.
| took one year off from medical school after | gave birth to my 3rd child. | split up my 2nd year of medical school due to family
obligations and took another year off. | took a year off before residency training and about 6 months off when | moved my family
from NJ to Vermont.

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.

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

63. Action taken on prescribing privileges — upload documents.

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 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.

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:
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76. Description of matter under Investigation:
77. Date you became aware of Investigation:

78. Upload any documents you may have relating to the matter under investigation:

79. To your knowledge, are you the subject of an investigation by any other licensing or certification board that has not yet resulted
in charges as of the date of this application? If yes, provide the board involved, the date you became aware of the investigation, and
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
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reduced or ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or
have participated or do participate in a monitoring program.

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

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

88. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that your use is reduced or
ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or have
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
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In accordance with Vermont law, the Board of Medical Practice collects certain information from licensed or certified health care
professionals and maintains it in a data repository that is made available to the public. 26 V.S.A. § 1368. The publicly-available data
base is commonly referred to as the online profile. When licenses are issued to applicants, instructions are provided as to how to
review and update the information provided for the online profile. Answering these questions is mandatory, except for certain
optional questions. Those that are optional are clearly identified. Information collected for the statutory profiles may be considered by
the Board in its review of the license application. Statutory profile information is displayed to the public for only ten years, but the
questions are not time-limited and you must respond regarding your full history.

Applicants with other events or actions that must be reported (e.g., a criminal conviction) must provide documentation of each event.
It is very important for the Board to receive copies of court papers, licensing authority decisions, or similar documentation, as noted
below. The Board will not act on an application that lacks required documentation. If any reportable event involves alcohol or
drugs in any way, you must contact the Vermont Practitioner Health Program to arrange for an evaluation. The Board will
not act on an application that is missing a required evaluation. You may contact VPHP at (802) 223-0400. Information about
VPHP is online at: http://www.vtmd.org/health-professional-wellness-and-recovery-programs.

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

No

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

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

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

No

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

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

107. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have you ever been served charges by, or been the subject of an order by the Vermont Board of Medical Practice or other Vermont
professional licensing authority? (This includes stipulations, consent orders, or other voluntary resolutions that you accepted after
being notified of an investigation, even if no charges were served.)

No

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

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

|Date |Fina| Disposition Summary |

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

Have you ever been charged by, or been the subject of an order by a professional licensing or certification authority in any other US
state or territory, or Canadian territory or province? (This includes stipulations, consent orders, or other voluntary resolutions that you
accepted after being notified of an investigation, even if no charges were served.)

No

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

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

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

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

111. Have you ever had hospital privileges revoked or involuntarily restricted for reasons related to competence or character?
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112.

A. Revocation or Restriction of Hospital Privileges Information

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

|Date of Restriction |Hospita| Name |State |Nature of Restriction |Reason for Restriction |

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

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 |
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10 years.

[School/Institution |city [state  |Nature of Teaching |Year Started |Year Ended |

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

[Title |Publication |Publication Date |

122. Activities [See 26 VSA § 1368(a)(14)]
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.

IActivity or Award I

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?

None reported Windsor |Vermont Yes Yes Yes

Planned Parenthood of Lebanon |New Yes Yes Yes

Northern New England Hampshire

Dartmouth Hitchocock Medical |Lebanon |New Yes Yes Yes

Ceter Hampshire

Planned Parenthood of Burlington]Vermont No Yes Yes

Northern New England

Planned Parenthood of New  |new york |New York No Spanish Yes Yes

York City

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:
10/18/2014
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Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.
Regarding Child Support

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

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

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

Regarding Taxes

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

127. You must select one of the two statements below regarding taxes:

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

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

128. Social Security Number:

129. Date of Birth:

130. | 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:
10/18/2014

Continuing Medical Education Requirements

Each applicant for renewal must certify that he or she meets the requirements for CME as indicated by one of the statements below,
a — f. Note that for purposes of this certification, completion of an activity includes taking the steps necessary to receive credit and
obtain documentation of completion. If you cannot certify that you are eligible to renew your license because one of the statements
applies to you, then you must contact the Board of Medical Practice to discuss your renewal application. You are not required to
submit documentation of your CME activities with your renewal application, but licensees are subject to audit and may be asked to
submit such documentation during the next two licensing cycles (for this renewal, through November 30, 2018).

The Rules for Continuing Medical Education are available on the Board’s website at:
http://healthvermont.gov/hc/med_board/documents/Final CMERules10.1.12_000.pdf
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a) | do not have to complete CME for this renewal because | was licensed as an MD in Vermont for the first time on or after
December 1, 2013.

b) | was licensed as an MD for the first time in Vermont between December 1, 2012 and November 30, 2013. Accordingly, my
requirement is to have completed at least 15 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those
hours was on one or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold
or have applied for a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the
subject of safe and effective prescribing of controlled substances. | have completed the applicable requirements.

c) | have completed at least 30 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those hours was on one
or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold or have applied for
a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the subject of safe and
effective prescribing of controlled substances.

d) | am a member of the armed forces of the United States and | was subject to a mobilization and/or deployment (or multiple
mobilizations and/or deployments totaling) one year or more. Accordingly, | am not required to certify that | completed CME for this
renewal.

e) | am a member of the armed forces of the United States and during the period from June 1, 2012 to November 30, 2014, | was
subject to a mobilization and/or deployment (or multiple mobilizations and/or deployments totaling) less than one year. Accordingly,
my requirement is to have completed at least 15 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those
hours was on one or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold
or have applied for a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the
subject of safe and effective prescribing of controlled substances. | have completed the applicable requirements.

f) I have not completed the required CME for renewal, but | have submitted a make-up plan that | have signed and that was
approved by the Executive Director of the Board.

132. | hereby certify that | have satisfied the Vermont Board of Medical Practice requirements for CME as indicated in the above
statement. Select the one that best applies.

Cc

Workforce Survey

“Since 1999, the State of Vermont has been conducting a census of some professions every two years as part of relicensing. This has
allowed us to monitor changes in Vermont’s health care workforce. In 2012, the Legislature enacted a law to make work force data
collection mandatory for all health care professions at license renewal as a necessary part of health care reform and planning for our
health care future. We would like to thank you for your participation in this census.”

You must complete the workforce survey before you may complete your application to renew your license. The mandatory workforce
survey is accessed by clicking here

133. | 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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