
Physician (MD) Application

Are you requesting to be credentialed as a PCP if Family Practice, Internal Medicine, or Pediatrics?

Other Names Used:

MDHarpalRameet Singh

FCVSApplying using:

 Yes

Will you be applying by endorsement?

FGender: USACitizenship: Boston, MAPlace of Birth:

Immigration Status: Certification #:

Social Security Number:

State Tax ID#:  Pending  PendingFed. Tax ID#:

Current Mailing Address

Home address

Date of Birth: /1970

Medicare #: Medicaid #:H85520 Pending 403641700 Pending

H85520 PendingUnique Physician Identification Number (UPIN):

National Provider Identifier Number (NPI): 1639171192 Applied

What are your immediate or future Practice Plans in New Mexico?

I plan to practice in the Department of Obstetrics and Gynecology at the University of New Mexico.

Foreign Languages (spoken fluently by practititioner)

Punjabi

Hindi
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English

Other Practice Locations

Practice Name:

Odenton MD 21113

Johns Hopkins Womens Health Services at Odenton

Practice Limited to: (Clinical Specialty):

410-874-1594Telephone Number:

Answering Service:

Facsimile:

08/01/2007Effective Date:

1132 Annapolis Road

Office Manager or Contact Person:

Manager's Phone Number:

Billing Address:

MD 21113

Telephone Number: Facsimile: 410-874-1594

Contact Person:

Practice Associates:

Roxanne Jamshidi

Betty Chou

Nell Molano

Call Coverage:

Call Coverage:

Call Coverage:

M-F/8-5

Answering service. On call ob/gyn team at Johns Hopkins Bayview Medical Center.

What are the office hours for your Practice or Group Practice? (Provide days/hours):

What provisions have been made for after hours?:

United States

1132 Annapolis Road

United States

Practice Name:

Baltimore MD 21224

Johns Hopkins Bayview Medical Center

Practice Limited to: (Clinical Specialty):

410-550-0335 410-550-0245Telephone Number:

Answering Service:

Facsimile:

07/01/2003Effective Date:

4940 Eastern Avenue Room 121 A1C

Office Manager or Contact Person: Victoria Wisniewski

410-550-0337Manager's Phone Number:

Billing Address:

United States

mailrameet@jhmi.edu

2/10Page:



MD 21224

Telephone Number: Facsimile:410-550-0335 410-550-0245

Contact Person:

Practice Associates:

Anne Burke

Nancy Hueppchen

Roxanne Jamshidi

Call Coverage:

Call Coverage:

Call Coverage:

Mon-Friday 8-5

Ob/Gyn attending and residents on call.

What are the office hours for your Practice or Group Practice? (Provide days/hours):

What provisions have been made for after hours?:

4940 Eastern Avenue Room 121 A1C

United States

Practice Name:

Baltimore MD 21224

Johns Hopkins Bayview Medical Center

Practice Limited to: (Clinical Specialty):

410-550-0335 410-550-0245Telephone Number:

Answering Service:

Facsimile:

07/01/2003Effective Date:

4940 Eastern Avenue Room 121 A1C

Office Manager or Contact Person: Victoria Wisniewski

410-550-0337Manager's Phone Number:

Billing Address:

MD 21224

Telephone Number: Facsimile:410-550-0335 410-550-0245

Contact Person:

Practice Associates:

Anne Burke

Nancy Hueppchen

Roxanne Jamshidi

Call Coverage:

Call Coverage:

Call Coverage:

Mon-Friday 8-5

Ob/Gyn attending and residents on call.

What are the office hours for your Practice or Group Practice? (Provide days/hours):

What provisions have been made for after hours?:

United States

4940 Eastern Avenue Room 121 A1C

United States
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EDUCATION

Undergraduate Eductation

Brigham Young UniversityCollege or University:

Address:

City: State/Province: Zip Code:Provo UT

United States

84602

Dates Attended From: To:

Degree:

Graduation Date:08/92 06/95

Bachelor of ScienceDepartment: CES Admissions A-41 ASB

1995

Telephone Number: Facsimile:

Contact Person: Title:

Email Address: Specialty:

Country:

Graduate Education

University of UT School of Medicine (website)College or University:

Address:

City: State/Province: Zip Code:

50 North Medical Dr

Salt Lake City UT

United States

84132

Dates Attended From: To:

Degree:

Graduation Date:08/95 06/99

Doctor of MedicineDepartment: Attn:  Erin Oh

Telephone Number: Facsimile:

Contact Person: Title:

Email Address: Specialty:

801 581-2401 801 585-2507

Karen Anastasopoulos Director of Student Affairs

Country:

Johns Hopkins Bloomberg School of Public HealthCollege or University:

Address:

City: State/Province: Zip Code:Baltimore MD

United States

21205

Dates Attended From: To:

Degree:

Graduation Date:07/03 05/04

Master of Public HealthDepartment: 615 N. Wolfe Street

2004

Telephone Number: Facsimile:

Contact Person: Title:

Email Address: Specialty:

410-955-3543

admiss@jhsph.edu

Country:

Residency/Fellowship

Medical College of WisconsinCollege or University:

Address:

City: State/Province: Zip Code:

8701 Watertown Plank Rd.

Milwaukee WI

United States

53226

Dates Attended From: To:

Degree:

Graduation Date:06/99 06/03

Obstetrics/GynecologyDepartment: Office of the Registrar

2003

Telephone Number: Facsimile:

Contact Person: Title:

Email Address: Specialty:

(414) 454-5660 (414) 259-9012

Thomas Hammeke

thammeke@mcw.edu

Director

Obstetrics/Gynecology

Country:

Residency/Fellowship

Johns Hopkins Bayview Medical CenterCollege or University:
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Address:

City: State/Province: Zip Code:Baltimore MD

United States

21224

Dates Attended From: To:

Degree:

Graduation Date:07/03 06/05

Department: 4940 Eastern Avenue

Telephone Number: Facsimile:

Contact Person: Title:

Email Address: Specialty:

410-550-0336 410-550-0245 Country:

WORK HISTORY

Please list all previous practice experience for the previous 15 years, including military or government service, listing the most
recent first.  If military service, state type of discharge and rank achieved and attach copy of discharge or separation documents.
Please provide written explanation for any gaps in work history of 6 months or more.

Location:

Zip Code:

To:

Contact Person:

State/Province:

Phone Number:

From:

Country:

City:

Street:

Explanation of gap:

John Hopkins Univ School of Medicine 07/01/2003

733 N BRdway #147 410 955-3080

Baltimore MD 21205-2196

United States

Office of Registrar-Research BldgDepartment:

HOSPITAL AND HEALTHCARE AFFILIATIONS

Are you a PCP? Do you deliver babies? Are you an MD, DO, or DPM?

(a)  Have admitting privileges at a hospital (list the affiliation in this section) OR
(b)  Provide a written explanation as to the arrangements you have made with a physician to admit your patients along with a
signed letter from that physician confirming the arrangements, and the name of the facility which your patients will be admitted.

Please list all hospital staff membership and/or healthcare organization affiliations in the past (5) years, and the status (active,
courtesy, consulting, etc.).  If an institution is no longer in existence, please provide an alternative source of verification.  Use a
separate page if necessary.

If you answered yes to any question above, you must:

Facility Name

Name: Johns Hopkins Bayview Medical Center

Street:

City:

Type of Appointment:

Privileges Assigned:

From: To:

Phone Number:

State: Zip Code:

Facsimile:

Appointment Dates

5501 Hopkins Bayview Cir

Baltimore MD 21224-2735

410 550-0506 410 550-2612

07/03 Present

Active

Check here if you have restrictions at this facility, and provide a written explanation below:

United StatesProvince: Country:

Department: Medical Staff Office, GME
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Check all that apply:

If you have courtesy or consulting privileges at this facility.

If these courtesy or consulting privileges allow you to admit patients.

If your courtesy or consulting privileges do not allow you to admit patients, please provide a written explanation as to the
arrangements you have made with a physician to admit your patients, along with a signed letter from that physician confirming
the arrangements, and the name of the facility where your patients will be admitted.  The signed letter should be forwarded to
HSC along with your signature pages and other accompanying documents.

Name: Johns Hopkins Hospital (Employment Verification)

Street:

City:

Type of Appointment:

Privileges Assigned:

From: To:

Phone Number:

State: Zip Code:

Facsimile:

Appointment Dates

600 N Wolfe St

Baltimore MD 21289

07/03 Present

Active/Part-time

Check here if you have restrictions at this facility, and provide a written explanation below:

Check all that apply:

If you have courtesy or consulting privileges at this facility.

If these courtesy or consulting privileges allow you to admit patients.

If your courtesy or consulting privileges do not allow you to admit patients, please provide a written explanation as to the
arrangements you have made with a physician to admit your patients, along with a signed letter from that physician confirming
the arrangements, and the name of the facility where your patients will be admitted.  The signed letter should be forwarded to
HSC along with your signature pages and other accompanying documents.

United StatesProvince: Country:

Department: Human Resources

PROFESSIONAL REFERENCES

Please list three (3) professional peers familiar with your professional performance in the past five (5) years, (not including current
or impending partners or associates in practice).

Name:

Address2:

City: State/Province: Zip Code:

Phone Number: Facsimile:

600 North Wolfe Street

Baltimore MD

Country: United States

21287

410-955-8496 410-614-8305

Maternal Fetal MedicineSpecialty:Nancy Hueppchen MD

Address1: Phipps 228

Email: nhueppc1@jhmi.edu

Name:

Address2:

City: State/Province: Zip Code:

4940 Eastern Avenue Room 121 A1C

Baltimore MD 21231

Obstetrics and GynecologySpecialty:Cynthia Argani MD

Address1:
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Phone Number: Facsimile:

Country: United States

410-550-0335 410-550-0245

Email: aburke1@jhmi.edu

Name:

Address2:

City: State/Province: Zip Code:

Phone Number: Facsimile:

4940 Eastern Avenue Room 121 A1C

Baltimore MD

Country: United States

21224

410-550-0336 410-550-0245

Obstetrics and GynecologySpecialty:Roxanne Jamshidi MD

Address1:

Email: rjamshi1@jhmi.edu

ECFMG (Educational Commission for Foreign Medical Graduates)

Military Service

Branch:

Dates: From: To:

Rank: Type of Discharge:

Current

Immigration

Status: Certification Number:

CLIA

Number (if applicable): Approval Level: Expiration Date:

Date Issued:Number (if applicable):

Yes 08/31/2010

Certifications

ACLS Certified? Expires:

ATLS Certified? Expires:

PALS Certified? Expires:

STATE PROFESSIONAL LICENSE/CERTIFICATION NUMBERS

D0060365MDState: Number: Expiration Date:Issue Date: 05/22/2003 09/30/2011 Pending

FEDERAL DRUG ENFORCEMENT ADMINISTRATION (DEA) REGISTRATION

02/28/2010Expiration:Number: Pending

STATE CONTROLLED SUBSTANCE REGISTRATION (CSR)

M54233Number: Expiration: 03/31/2011 PendingMDState:

BOARD/SUBSPECIALTY BOARD CERTIFICATIONS

Are you Board Certified? Yes No N/A

Obstetrics and GynecologyCertified/Recertified by the Board/Subspecialty Board of:

Date Certified: Date Last Recertified: Expiration Date:

Accepted for Examination?

12/09/2005 12/31/2011

Certification Number: 9007101
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If not accepted, have you made application?

If no, provide an explanation:

If you are not Board certified by a Board recognized by the American Board of Medical Specialties, the American Osteopathic
Association, the National Commission on Certification of Physician Assistants, the American Nurses' Credentialing Center, or the
National Certification Commission, or accepted for examination in your specialty, please give a brief explanation.  Explain any
gaps or delays in achieving Board certification by the recognized Board in your specialty area.

PROFESSIONAL MEDICAL MALPRACTICE INSURANCE

Do you have current medical malpractice insurance?

(Please list medical malpractice insurance carriers for the past 5 years.)

Carrier

MCIC Vermont IncName:

Street:

City: State: Zip Code:

From: To:Dates Insured

Policy #: Aggregate:  $

76 St Paul St Ste 500

Burlington VT 85402-1530

00

Department: Claims Department - Attn Patricia Keene

United StatesCountry:Province:

Limits Per-claim:   $

LICENSING EXAM: Please check all that apply:

State Board Exam Which State? Date(s) passed?

FLEX

LMCC

National Board (NMBE) USMLE

Part/Step 1 Date Passed

Part/Step 2 Date Passed

Part/Step 3 Date Passed

  /Date Passed:

Date Passed:

Part/Step 1 Date Passed

Part/Step 2 Date Passed

Part/Step 3 Date Passed

06/97

08/98

12/00

PROFESSIONAL PRACTICE QUESTIONS

Please answer the following Yes or No questions.  If you answer Yes to any question, you must give details including
name, address, and telephone number of significant parties.  You must respond to each question.

NoHas your professional liability coverage ever been terminated by action of the insurance company except as
a result of teh company ceasing to offer insurance to physicians?

  1.

  2.

  3.

  4.

  5.

  6.

Have you ever been denied professional liability insurance coverage?  If yes, explain below.

Has your professional liability carrier ever excluded any specific procedures from your coverage?  If yes,
explain below.

Have you ever been denied membership or renewal thereof, or been subject to disciplinary action in any
professional organization?  If yes, explain below.

Have you ever had any sanctions imposed by Medicare and/or Medicaid?

Have you ever been arrested?  If so, explain the circumstance, regardless of the outcome (i.e. expunged,
dismissed, sealed, vacated).

No

No

No

No

No
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  7.

  8.

  9.

10.

13.

11.

12.

14.

15.

16.

17.

18.

19.

Have you ever been named as a defendant in any criminal proceedings?

Have you ever been subject to investigation by a governmental entity or Board that either could have
resulted or did result in licensure sanction or other adverse actions, irrespective of the outcome?

Have you ever been named in any formal requests for corrective actions filed by any healthcare entity
where you have had an appointment (a request which could result in either formal or informal
proceedings)?  If yes, explain below.

Have your privileges at any healthcare entity ever been voluntarily or involuntarily suspended, restricted,
diminished, revoked, surrendered, or not renewed, except for medical records delinquency?

b.)  Have you ever agreed not to exercise your clinical privileges while under investigation?

Have you ever resigned from a healthcare entity to avoid modification, suspension, or termination of
privileges, or while under investigation?

a.)  Has your application for licensure or license to practice in any jurisdiction ever been investigated,
voluntarily or involuntarily limited, suspended, revoked, surrendered or denied?

b.)  Are any currently held licenses pending investigation or being challenged?

Have you ever been notified to appear before any licensing agency for a hearing or complaint of any
nature?  If yes, explain below.

Has your federal or state narcotics registration certificate in any jurisdiction ever been voluntarily or
involuntarily limited (stipulations), suspended, revoked, restricted, or are there currently challenges to any of
these items?

Have you ever been involved in a settlement, medical malpractice claim or suit, or have you ever received
written notice of intent to file such a suit?  If yes, please provide the following information for each claim or
suit.

•  Name, age, sex of patient/claimant.
•  Date(s) and type of treatment and/or surgery that led to the allegations against you.
•  Nature of allegations in claims/suits. Specify whether a suit was ever filed.
•  Names of other practitioners and hospital, if any, involved in claims or suit.
•  Disposition or current status of claim or suit (be specific).
•  Name of insurance carrier defending you.
•  Name of defense attorney.

Have you ever been reported to the National Practitioner Data Bank?

In the five (5) years prior to this application, have you had any physical injury or disease, or mental illness
or impairment, which either has affected or could reasonably be expected to affect your on-going ability to
practice medicine safely and competently?  If yes, please have your treating physician send the NM
Medical Board a letter regarding your diagnosis and treatment.

Are you now, or were you in the past, addicted to, abusive of, or in treatments for abuse of any controlled
substances, habit-forming drugs, illegal drugs, prescription medication or alcohol?

Have you ever, for any reason:

a)  Resigned from a medical school or postgraduate training (PGT) program?

b)  Withdrawn from a medical school or postgraduate training program?

c)  Been suspended, dismissed, or expelled from a medical school or PGT program?

d)  Been placed on probation or remediation, including academic probation or remediation, by a medical
school or PGT program?

e)  Taken a leave of absence or break from, or had any interruptions or extensions in, a medical school or
PGT program for any reason, personal or professional (include illness, pregnancy, academic, etc)?

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

No

Explanations:
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