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Commonwealth of Massachusetts - Board of Registration in Medieine :“

560 Harrison Avenue, Suite #G4, Boston, MA 02118 (617) 654-9810 - www.massmedboard.org

FULL LICENSE APPLICATION iy

Al

Applieation Fee: Please gnclose g check or money order in the amount of $600,00 made payable to the Commonwealth of
Muassachuserts,

Check One; ;?J U.8./Canadian Graduate O International Graduate
Legal Name (do net use nicknames or initials, unless they are part of your legal name)
Mooeg NLCoLA L-OULSE
Last Name {type or print clearly) First Middle Suffix (Jr.. ete.)
F! M.D.O p.old phDp O Otherdegree . O Male ;\chalﬁ

Other Name(s) Used - List any other name(s) you have used which may aﬁpenr on your identifying documents, such as
medical education and examination records. If not applicable, check here

Entire Last Name (type or print clearly) First Middle Suffix (Jr.,e1c.)
Dateof Birth: _ _ __ . . . Social Sceurity Number: . _
Month Day Year
— o \
Place of Birth: LO M_._ ﬁ_d N Pt {:: NG LAND L}&V’ﬁh wl' \C} w&&gm
- City State/Province/Territory Mamarew if oot USA

Home &ddmﬂs:

City State/Provinee/Territory Zip (or posial} Code

[Business Address;

Number and Street

City State/Province/Territory Zip (or postal) Code
Business : Home =
Telephone: - . XL, Telephone: - =
Preferred Mailing Address: [)  Business Address ‘% Home Address



PRINT NAME; MC}C’(L&’# N(coLA Louse

PAGE 2 OF 3

Pre-medical School

\ E From
Facility; *'I \Q.‘ u“\dﬁ‘@ﬂh Degres; Ph R/ _/F2 MH"G
Street: __ W\ O Col‘m@& et ciy New Hanew State: _C T~

Facility; Yﬁ[ﬁ- SChmt O'Q ME.CQ-'-C&Q- Degree: NPH' qn" ﬁ@ 6! fgz'
Street;. 322, Cedoy  CWee¥ ciy NewW Wavew  sute: (.1

Medical Sehool

Facility; Mbﬁ’f)( %W‘n"y!\'e\'f\ Cﬁ[[ﬁ‘g u@) Degree; M 'D ?ﬂ !ﬁﬁéﬁﬁ

Street: _\ 300 MOC{\S Yic N City: l‘%zcﬁﬂ.}f _ State:
Facility: Degree: P O | S
Street; _ City: State;

Date of medical school graduation: Cp / .S i q Ci

Note: U.S. graduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in medical education, Intemational graduates must provide a written explanation for the
duration of medical education longer than six (6) years and any breaks in medical education.

Paostgraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account {or all
periods of training or postgraduate work from the time you graduated from medical school.

FG‘M H ':'CJ:.!\ . From
Facility: \"} C{h W \-s(ogp i \Pgsmﬂn R@fdeﬂfz ;ﬁ 9;&2{ 0L
Street: %%% %“ __Sé, &gg Clly _ ta
lawd

;ICI]I'L}’_M ﬁof'g‘smon Fe_{ fou) 91’25 U-'z_héjfg 0.5
Street: ;g@@ % A J‘Q P;!L@ City: _%:1 04 .;E e State: A/

te

Facility: P:.'::smc-n: il ot it e
Street; _ City: State:
Facility: Position; ik A
Street: | ; City: State:
Patilityr . Position: T . sl

Street; City: State:




PAGE 3 OF 3

oyt xamz:_[MOORE , Nicot A LOVISE

Hospital Affiliations and Emplovment

List hospital appointments, in chronological order, where you had active staff privileges. Include the name and el

address of the facility, your position and dates of affiliation. Also include periods of unemployment or
employment outside of medicine. Attach a separate sheet of paper if necessary.

From Ta

Facility: u'ﬂ'\‘k\f dg '-Zd}c,\ﬁtgw _ Position: \u%’l’ﬁﬂ.ﬂw _j_ﬁo_ﬁ_.,_?
Street: S-};'%S SoutHe Kve- iy f?.ﬂchw State: NY

Facility: MV\&H i RZ“T‘O_%P Position: &'S%ﬁt ﬂr“"{ AL 1y

Street; 3O =2 F\ MADLI AL City:

State H u

acili \/\ (ADQ L“‘B + k 081 nnf%c ﬂ- (]
glreétty Hﬁgmﬁﬂﬁ &SQH:f:&D, %‘P‘gﬂg‘:\- (I;Ityﬂ c U‘TLHV State: f_‘% ?ZT_JF L,L
Lf

Faeility; HH;V' dﬁﬁﬂﬁ‘ﬂ\ﬁg {“9/{- Pmiti@n;%ﬂcﬁr_@ /0 _?/ LA

Street: _ RS g:ﬂtli& Pie City:_@ge(%% State:
See atrached

I. List other states (abbreviations) where you are currently or have ever been licensed: ﬂ \“f

2. Are you certified by the American Board of Medical Specialties? E’ Yes[] No

g A
3. List Board Certification(s): F G.vi"l.tl;/ :P{-—GLC-'EW ce_ Certification date: O F 04

Certification date; !

4. Have you attached an up-to-date copy of your curriculum vitae? M Yes [ No

5. Reason for requesting a Massachusetts medical license: _Movedh 4o MA o sTay
ANTICAPATED. WoRA | MASSACAUSeTTS -

6. Name of Facility: ;

7. Address: City: e e
8. Anticipated starting date in Massachusetts: _L/ﬁ_ﬁ_j_
Affidavit of Applicant

/

wh Ha

Srother

I, the undersigned applicant, hereby certify that all information included in this application for licensure constitutes

a trugstatement made under the penalties of perjury.

Pl ~

V/M‘Jg\ﬁmw ‘?/u/o‘:‘

Signature of hpplicm{;f" Date"

Rev: 12172002
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Massachusetts
Board of Registration in Medicine 4
Physician Profile
NICOLA L MOORE MD %
l. Physician Information
(The information in sections | - V has been provided by the physician.)
License Status: Active
License Issue Date: 32}’15!2(]05
Accepting New Patients: \;/é’_ =
Accepts Medicaid: ,NG’" Yes R
Primary Work Setting:  NoneReported (C1tvit C— \%Lse( i
Business Address: RlehdateAverte Judel \(_EM W (;\.
At UG Yokt ?t
+ LOW ‘I*
. 4 oy ine
Fhone: {61—?&-5494*—'62&5 Sog 02 b < :f"
Translation Services Available: Mone Repcrted ) lﬁs’ -Gz
Insurance Plans Accepted: Mere-Reperied Mam, 7
Hospital Affiliations:  More-Repered 240, '-a,met‘\ gumnegg
M ewden—
Il. Education & Training
I_'!J]e_dil;a! School: Albert Einstein College of Medicine Yeshiva Univ
Graduation Date: 1999
Post Graduate Training: 6/21M1999-6/28/2000 - Univ. of Rnchester - Intern:
; Family Practice
6/29/2000-9/22/2002 - Univ. of Rcchester - Resident:
Family Practice
5;’2312{)(}2@."35}.-’2 03 - University of Rochester - Fellow:
Famil \anmn EN
ai:ﬁ/naa&- 5/3/2065 U\hhr&fﬁr}‘b\ O‘Q
i'\_\\fe,f?ﬂc‘.'}\l =
. Specalty pipe ey “;*1 et
Area of Specialty: Family Practice "'ﬁ'ﬂ’ P H”ﬂ%“ e wl
ABIAS Board Certification: Family Practice

V. Honors and Awards




\ Nicola Loulge Moﬂl_'n

email:

Undeed States Address

EDUCATION:
UNIVERSITY OF ROCHESTER Fellowship in Family Planaing 2003
UNIVRERSITY OF ROCHESTER Residency in Family Medicine 2003
ALBERT EINSTEIN Dector of Medicine 1999
COLLEGE OF MEDICINE
YALE UNIVERSITY Master of Public Health 1982
YALE UNIVERSITY Bachelor of Arts 1976

ACADEMIC AND HOSPITAL APPOINTMENTS:

1003
presant

1/03-
12/04

12/02-
12/04

9/02.
9/03

1 1/00.
6/02

CLINICAL INSTRUCTOR, Department of Family Medicine, School of Medicine and Dentistry,
University of Rochester, Rochester, New York

ASSOCIATE ATTENDING WITH ADMITTING PRVILEGES, Highland Hoapital, Rochester, New York
ASSOCIATE ATTENDING WITH ADMITTING PRIVILEGES, Department of Pedlatrics,
Strong Memorial Hospital, Rochester, New York

INSTRUCTOR IN FAMILY MEDICINE, School of Medicine and Dentistry, Unlversity of Rochester,
Rochester, New York

ASSOCIATE IN FAMILY MEDICINE, Schaol of Mediciae and Dentistry, Unlvaﬂlry of Rochuater, Rochester,

New York

WORX EXPERIENCE:

104-
02/05

11/03-
7/04

9/02-
GfDE

9/02
6/03

DOCTOR. Provided outpatient, and inpatient services in remotae rural sres; tropical end paraasitic disenses,
tuberculosis, sexually transmitted dizoases, malnutrition, wound managoment, obstetrics, abartian management,

wayn

Mipistry of Health and Child Welfare, Bulawavo. Zimbabwse
GOVERNMENT MEDICAL OFFICER - DRIENTEE, Provided clinical services In large referral hospital while
receiving orientation to Jocal protocols for medicine, pediatrics, obstetrics, gynecology and surgery,

Weataide Health Sorvices - Browy Square Health Centor. Rochester. New York
FAMILY PRACTICE PHYSICIAN, Full spectrum family practics, Including obstetrics, in Inner-city community
health center and community hospital,

FJ\MILY PLANNING CLINIEAL AND RESE&REH FELLDW Raproduﬂiva health services, including famlly
planning, abortion/pregnancy completion, sexually transmitied disease management in multiple public and private
outpatient facilities,



7/89- Highlapd Hosr g Are
3/02 FAMILY MEDICINE RESIDENT.
* Primary care » Inner-city community health canter, 50% Hispanic; $0% Medicaid,
*  Qbstetrics/Gyneenlogy - advenced tralning, Including 6 menths of inpatient obstetrics, Jarge continuity OB practice.
* Inpatient Services - sommunity hospital, including slinical care, teaching and superyision
*  Emecrgenoy cars ~ pediatrlc, surgical and medical ED services

[
L

8/92- Albgrt Eipstein Collega g L jicg L. Bronx, Ngw York
6/94 PROJECT DIRECTOR, TUBERCULOSIS INITIATIVE. Coordinated multiple tuberculosis-related activities for
facilitles associated with an urban medical center and jts medieal schoal affiliate (including hospitals, community
health centers, methadene maintenance treatment facilities and & prisen health servise).
»  Established and managed dircotly cbacrved therapy program (20,000 visits/ycar) to serve pediatric and adult TB
patients (80% HIV-infeored).
* Established, with prison smff and health department and provider representatives, new systams for coordinating
post-relense care of inmates with tuberculosis.

1/87- s . {visl w
7/92 DIRECTOR OF OPERATIONAL SERVICES. Hired to improve suppert and sncillary servicas of 750 bed hospita).
* [Established two suppon service departments; supervised 25 employees; responsible for $3 million supply and §1 .
million capitsl budgets.,
* Redesigned major non-clinical services for 35 Inpatient units: scheduling and coordination of diagnostic procedures;
transpert of paticnts; acquisition and distribution of supplies.
» Coordinated operations aspects of all jnpatient facilities rencvations,

ﬁf&l' S A, Latiig, 7 AL ALl e R I SEAVLESL LR AP it 7 [ R RCLS
12/36  CONSULTANT. Managed consulting projects for government, private and public health sare olients, Provided
planning, technical assistance, operarions review for clinics, hospitals, HMOs and vendors of health care products,

I-D”g" {AaLe H kY . i et of B and ¢ ERLLG, MW HavEeD [IC
6/81 ASSISTANT IN RESEARCH. Evaluated changes in quality of care of renal stone paslents in Connecticut community
hospitals; sbstracting and coding medical records data, data analysis and report preparation.

10/78- L r3ii pnnectic
5/79 RESEARCH ASSISTAN

K

£y L

ST L]

anning,

misl b L] L

T ; Amlnl ni'm tation with radioeetive tracers for diagnnati sc

5177~ : i
2/78 PSYCHIATRIC AIDE. Coordinated treatment plans and dally activities for 20 schizephrenic adplescents in milisu
therapy seming,

RECENT VOLUNTEER EXPERIENCE:
3/03- Mﬂmmmmmﬂwmm

5/03 Provided obstetrical amd gynecological care in large referral hospital. Ptavided ante-natal, delivery and post-natal care
and performed completion of incomplete abortions, Trained anending physiclans and housemen In related progedurss.
Sponsered by Rotary Intemational,

2/01- £
3/01 Provided primary cars and participated in child survival outreach project in Amazon jungle.

6/00-
11/00  Provided screening, vaccinations and primary ¢ate services to laborers and their families at farm worker camps,

D/9s- . Harm Hed Edicators, Toc, apd Ciljwids e Exchangs, Brong, N Tk

6/96 Participated in gtreet-based needle exchange pragrams for IVDUs, Provided clean needles, safe-sex and safe-injection
education and medica) and social service referrals, Organized on-going medical student participation in exchange and
In Influenza and pneumoco¢oal vaceination programs; recruited and trained sthudents,




HONORS AND AWARDS
The Highland Hospital Family Medicine Wornen’s Health Care Award for Qutstanding Accomplishment in the Field of
Women's Health, 2002,

RECENT CONTINUING MEDICAL EDUCATION (éxarmples)
7/03  Johns Hopkins Hospital, Baltimore
Preceptorship in Ultrasound

2/03  DPogtors of the World, New York
Hurnan Rights Clinic Trainjng.

LICENSING AND CERTIFICATION
Board Certified, American Board of Family Pmctice
New York License number 219226
ALSD
NALS
ACLS

LANGUAGES
Spanish, medical and basic

REFERENCES
Available on request,



Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 (617) 654-9810 www.massmedboard.org

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please complete the waiver for release of information and forward this form to your university/medical schooi(s) or
university of graduation for verification.

I authorize the Em%@?:y@i@ listed befow rovide-any and all infopmation pertaining to my medical education at your institution.
<
Applicant’s Signatur&: (\V\HQ\((\N_\( = AL A P Date of Birth _ e
Print or Type Name: Z Ogﬂpﬂm\, 2 H 8?&&4 ~l.\. Sacial Security No: _.
(Last name) (First Name) (Middle Inital)
Other Name(s)

Name of Medical m%oommn_mmmm JMMW_W = MUC#W y.mxncf mmuf/.m.m\m.l B m z @&C\fb\

Address: n W QO EO;H = § .?).:p City: .NUQS X - State or Province: Z V\

- INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete this form and forward it, together with a copy of the official transcript (which indicates courses taken,
dates and hours of attendance, and scores, grades, or evaluations) and mail it to the Board of Registration in Medicine.

APPLICANT'S EDUCATIONAL HISTORY

If name of institution was different from the above named institution when applicant attended, please enter name below:

Premedical Education: Does your school have a premedical school education requirement? N@ Yes m No

If “yes,” indicate where the applicant completed premedical scheol.
,um‘.%., Applicant's Undergraduate School: Yale Universitv
~, : :
o mwvc..wn\c:am@,macmﬁ School-Address: iz New Haven,-CT - = =
&Y - e '
£ 45
e~ =
@ F

. aAOo:m::ma on nmmm.mv. -



Pl T o T Y —
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ELFC A et e i

Enralimant and Participation: Our records indicata that Medical Education Verification - 2
Moore Nicola L.
_F_ﬁm ar print the applicant's namal: (Last name) (First name) htiddle initial}

attended cur medical school on the following dates (indicate the month, day and year in the section below):

ATTENDANCE DATES: EROM 10 FROM 10
pa fi16 f9s 05 [flof96 08 fn2 fem a5 [245 /0 a0
09 /03[ 96 05 /f156 {97 i / J
06 f1s [ 47 05 /31 J¢8 ! ! e T
The applicant attended 176 total weeks {must be included) of continuing on-campus education, not less than 32 weeks In each academic year
checkone  JL wasawarded a degreeIn ___ Doctor of Medicine on (monthidayfyear) 06 03 1399

[ was NOT awarded degree. Please explain reason(s).
Unusual Circumstances: The following guestions apply to unusual circumstances that occurred during any part of the applicant's medical education.
Al questions red. If

=t he ans u answer "YES" to anv of the questions below.

lease enclose an explanation.

1. Did the applicant tzke any leaves of absence or breaks from hismer medical education?
2. Was the applicant ever placed on probaltion?

3. Was the applicant ever discipiined or under investigation?

4, Were any negative reporfs ever filed by instucters regarding the applicant?

COMMENTS:

AFFIX INSTITUTIONAL SEAL HERE " ﬂ? :
(if the institution does not have a seal, this form must be Signature: %ME@ ;

notarized) INTERNATIONAL MEDICAL SCHOOLS MUST  ppit name:  Sarifa Switzer
ATTACH A COPY OF THE MEDICAL SCHOOL DIPLOMA
AND A TRANSCRIPT OR PROVIDE AN EXPLANATION.  Tiye. Registrar

Date: 09 /21 /04 Telephone: (718 ) 430-2102

This form will not be aceepied unless it is stamped with the instituticnal seal or notarized.




Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 (617) 6549810 www.massmedbecard.org

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: | authorize the release of information from my posigraduate training program listed balow, as requested by the
Mazsach EBoard of Registragion in Medic
Applicant’s Signature: Q & AL 2 € G i Date: \%&»rml [ mh 200 ﬁuﬁ

Print or Typa Name: .../w._ﬁn.\.hl.h.u O U .mm.ml Moo (&= ,
Nameof Insition: _-AMILY MEDICINE RESDenNcY, Fhelwlawd __,.fawm,.a\
CTION » : Q._\_rfahﬂfn.}!u«.,_”.ﬁén_ AT% Dh».u.«._.ma,

Plesss complete this form and forwand £ o the applicant in 3 ssalad envelo ;
program, plesse submit documentation of the lnnz dates and hours Aﬁnﬂ,zﬁm.

Mame of Insiiution:
if mame of Instihufion was different when mbtmnﬂ..m.fmw&m...ﬁmn. please enter name:

tha seai. If the deparfment was a "rotaling” or “mansicnal”

A

Enrcliment and Participation: Our reconds indicate that e ,ﬂ_ﬁ_u.l L. Yoows oy participatad in the following program:
(Print pplicant’s name) .
Dates Attended Accredited By
Program Type PGY Department or (MONTH/DAYMEAR) Completed (ACGME, REC, AQA
(internship, residency, (1,2,3,8) | lype of specialty EROM 10 (YESMNGO) or not accredited
fellowship) training
eGandWts ey e mae | tlhnValubdkol “7 | Aceme
11 ] -
ey S n&_.;h_au £ WJ_E £ | ACeamis
o~ Lt
202 Lbsleilalaln o | ACeme

(Continued on page 2)



APPLICANT'S NAME: MyCOLA LOUI\SE MooWE

Unusual Clrcumstancas: The following questions apply to unusual circumstances that occurred during gny part of the applican®s medical education.
Please circle the appropriaie response. If you answer yes to any of these questions, please enclose an explanstion.

UESTIO

Y .

1. Did the applicant take any leaves of absence or breaks from hisiher pest- I.mh o
graduate raining? =c i3
B

2. Was the applicant ever placed on probation? of =1
O— =

3. Was the applicant ever disciplined or under investigation? mm =
= ™

.-l.,u.u. L

4. Were any negalive repofts ever filed by instruciors regerding the applicant? ...nm ﬂﬂ

5. Were zny limitations or special requirements imposed on the applicant
because of questions of academic  incompetence or disciplinary problems?

6. During the applicant's participation, our postgraduata medical training [ was accredited by: E\\bﬂmzm COther:

COMMENTS;

e

———

~ Certification: | hereby cestify that the above information is comect, o the best of my Ew
e d 0 Wonmos C _ Program Diractor's Signature: 7

57
Prnt Mame: uﬂfu__nnu_m__u. WMWEWWHWW :wmu

this form must be notarized by a _._....,En__, . .

public). Academic Title: gfi C .,..,Eu.\

Telephone: (5F2)_ MM WG Today's Date:.. Nt 1

FLEASE RETURN THIS COMPLETED FORM TC THE APPLICANT IN A SEALED ENVELOPED WITH YOUR m_m_mh.h.r_mm
ACROSS THE SEAL OF THE ENVELCF

DATE: mmmnﬂ,m
INITIALS: R £

POUSTGRADUATE VERIFICATICN FORM PAGE -2

QAAIRODH



Page 4

SUPPLEMENT FORM

PRINT NAME : MOOWE ANICOLA LOVISE pare G 11, 0Y

IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the

additional information on pages 4-10.

6-A.

6-B.

i 4

Since your enrollment in college, have you been subject to any disciplinary
action (see definition) at an academic institution?

Have you ever been terminated or granted a leave of absence by a medical school or medical
post-graduate training program or have you ever withdrawn from a medical school or
medical postgraduate training program or had to repeat & year of postgraduate training?

Have you ever applied for licensure or to sit for an examination or taken an examination
under a different name? If so, previous name:

Since your enrollment in college, have you been denied the privilege of taking or finishing
an examination or been accused of cheating and/or improper conduct during an examination?

Have you ever failed any of the following examinations: FLEX, any State Board
exarnination, any part of the National Boards, any Step of the USMLE, NBOME, or have

you failed to gain certification from the National Board of Medical Examiners or any
foreign licensing or certification body?

Havé you ever, for any reason, been denied a medical license, whether full, limited,
temporary, or have you withdrawn an application for medical licensure?

Have you ever voluntarily surrendered a license to practice medicine or any healing art?

Have you ever, for any reason, lost American Board of Medical Specialty certification
or been denied required recertification by one or more specialty boards?

Are any formal disciplinary charges pending against you, or do you have knowledge
of arly pending investigation into your professional competence or conduct by any
governmental authority, health care facility, group practice or professional medical
society or association (international, national, state or local)? (See definition).

Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws,
or standards of practice by any governmental authority, healthcare facility, group or
professional medical society or association ( national, state or local)? i

0




PRINT NAME: Moo ﬂgf & | COHA (QUIST Page 5

ot
=
wn

|

9-A.  Have you ever voluntarily relinquished any medical staff membership?

9-B.  Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or
recommended by a medical staff committee or governing board?

9-C.  Have you ever been denied medical staff membership, or advancement in medical staff

status, or has such denial been recommended by a standing medical staff committee or
governing body?

9-D.  Have you ever, for any reason, withdrawn an application for hospital privileges or

appointment?
10, Have you ever been charged with any criminal offense, other than a minor traffic offense?
11, Has your privilege to possess, dispense or prescribe controlled substances ever been suspended

revoked, denied, restricted or surrendered, or have you ever been called before or warned by any
state or other jurisdiction including a federal agency regarding such privileges?

12, Has any professional liability insurance provider ever restricted, limited, terminated, imposed
a surcharge or co-payment, or placed any condition related to professional competency or
conduct on your coverage or have you ever voluntarily restricted, limited or terminated your
insurance coverage in response to any inquiry by a professional liability insurance provider?

13 Have you ever been the subject of any suspension or probation proceedings instituted Blue Cross
or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan;
or have you ever been restricted from receiving payments from any Blue Cross or Blue Shield,
Medicare, Medicaid (any state), or third party programs?

14, Have you ever had an application for membership as a participating provider rejected by any
HMO/PPO/IPA or other prepaid health care plan or your contractas a participating
provider terminated by any HMO/PPO/IPA or other prepaid plan?

15-A. In the past ten (10) years, has any medical malpractice claim been made against you, whether
or not a lawsuit was filed in relation to the claim?

15-B. In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is related
lo your competency to practice medicine, or your professional conduct in the practice of medicine,
been filed against you or has such a suit been settled, adjudicated or otherwise resolved?

Applicant’sSignatﬂr/e: %QK Mm: éﬁ /J 0 5[

|2
o



Massachusetts Physician Renewal Application

Physician Name: Nicola L Moore

License No.: 223184
PART A _
1) Current Status: Active Renewal Due Date: 12/02/2005 Birth Date: __

If you want to change your current status, please check one of the following boxes to indicate your new status:

(Check only one). (See Renewal Insiructions, page 3.)
O Active [0 Retiring

. O Inactive

0 Do not wish to renew

-

2) Addresses & Contact Information. Please confirm ¥ hf addresses and make changes, if necessary. You are

required to notily the Board of Registration in
Business addresses CANNOT be a Post Of

il:iné-c?ﬁthin 30 days of any change of address. Home and

Please make corrections (print)

2a) MAILING ADDRESS .
| ?,‘ . ~Mailing Address:
' "‘;"'.;% dty,"]' own: State:
-".E \iip\ Country:
2b) EDC::;:;;;::;: g ﬂgm ‘/\“'? &\ ‘\
e A‘dd:ess
,_.'Q:IJ Mown:: State:
| Zip: Country:
Bl Han?e Telephone: ( ¢ S
Ol Check horio shin s vl Home address cannot be a Post Office Box
~ 2¢) BUSINESS ADDRESS " Business Address: 9 Y N-W Kemp U.)OM
Ctryﬂ'om ?{"G\hﬂ C,E‘,J('Oujr\j Staze M &
Zip 03 (S ¥ Comtry: ~ U S H
Phone: Business Telephone: (50‘2}- L{"gq’ £ C;?:ﬂj =

;ﬁ Check kere to c}i'é-:}rge 1his address

3) E-mail Address:

Business address cannot be a Post Office Box

4) Fax Number: (5-5%\ “‘.% '} =S %g
o i
5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Family Practice ] : O
O
g

&) Current American Board of Medical Specialties (ABMS) or American Dstenpathlc Association (ADA) Information.

(See enclosed instructions and Renewal Instructions, page 4.)

List Certifying Bnard(s} below:

B P

Board Name ABMS or AOA

Certificate/Subspecialty -

Update General Certificates and Subspeclalty Certificates
below. Please add additional Cemf'caimns as rEqulred

Correct? '~ Delete?

- Family Medicine ABMS Family Practice

o e o
oolo

L T L L ]



Massachusetts Physician Renewal Application

Physician Name: Niecola L Moore License No.: 223134
-(See Renewal Instructions, page 4.) Please make corrections as necessary _
T) Drug License Numbers. if any: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetts: - NY C\o{ -
b) Federal (DEAY 8b) States where you were previously licensed (Abbr.)
c) Federal (DEA) XS:

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Change to: C..L- | N{C

Please enter the approximate number of work hours at your principal work setting: 40

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table S on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional

facilities on a separate sheet, if necessary.

Mo Affiliations [ Please enter the approximate number of work hours for each Health Care Facility below:
: o : Stafl Catezory Agproximate
Health Care Facility (See Renewal Instructions, page 4.) Delete? | opreny Change s Hff s per Week

Ber lemmel Deacoviess Heducal Cener Cour ’res\l; @

i

Owler Code Yool Sefngs-Hovinet AcRie, 40

O
O
(R 1 : 'O
wOuwker Cape Heall® Sennen—Welkdest] O [peXye, d
I O £
O
O
11) Care of patients in Massachusetts (See Renewal Instructions, page 4.
Average weskly hours involved in: a) inpatient care @ hrs/wk Change to: hrsiwk
b) cutpatient care 0 hrsiwk Change to: i{l hrafwk
12) Medical Liability Insurance Information (See Renewal Instructions, page 3
My medical liability insurance is provided through: (check one)
%lnsumnte Carrier (complete below)
Current Insurance Carrier: F’TC- Change to:
Policy dates:  From ﬁg_la_éf 96 To i | ne set e,)(e;f&%a W&a,‘b.

(required)
[ Letter of Credit subject to Board approval (affach a copy)

[0 1am registering with Active status but 1 am not required to have medical liability insurance because I am:

Check one:
[0 Not involved with direct or indirect patient care in Massachusetts

ﬂ/ Government Employee Federal Tort Claims Act (F TCA)
[0 Otherwise exempt (Please explain):

Paae Z of 7



Massachusetts Physician Renewal Application

Physician Name: Nicola L Moore License No.: 223184

i3

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) ﬂ'ﬂ O Ne
1f Yes, please complete Form PCA-O "Office Based Surgery”

In questions 14-21, the phrase "time period" refers to the following: all time from the day you signed your last
license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5.)

Y ou must check either YES or NO to each question. Provide details on Form R if you answer *YES” to any questions. Refer to
Renewal Instructions for additional information and definitions. ALL questions in this section must be answersd.
YES NO

14) CLAIMS MADE
a) New: Has any medical malpractice claim been made against you during this time period, whether or
not a lawsuit was filed on that claim?

b) Pending: Are there any unresolved malpractice claims against you today, any claims that have not been
finally settled or finally adjudicated?

15y CLAIMS PAID _
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.

a} New; Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?
17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b} Are there any criminal charges pending against you today?
¢) Have any criminal offenses/charges against you been resolved during this time period?

18) Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice
of any governmental authority, health care facility, group practice or professional society or association?

1%) Has your privilege to ]ﬁossess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? %’ES [0 No
b} If no, are you requesting a CME waiver?

[0 Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your license expiration date. (See Renewal Instructions, page §.)

c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) [J Inactive Status [ Residency/Fellowship training

M. ... ™y _F -



Massachusetts Physician Renewal Application
Physician Name: Nicola L Moore License No.: 223184

PHYSICIAN PROFILE

[ 1have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.
;i I have reviewed my Physician Profile and attached a copy of the Profile with corrections.

[0 My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 10.)

CERTIFICATIONS

1) 1 centify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 119, sec. S51A,
and 1 understand the punishment for failure to comply.

2) 1 certify that 1 have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L.c. 19C,
sec. 10, and I understand the punishment for failure to comply.

3) I certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant to G.L. ¢.19A, sec. 15, and ] understand the punishment for failure to comply.

4) 1 certify that I have complied with my obligations to report the treatment of wounds, burns and other njuries pursuant to
G.L.c. 112, sec. 12A.

5) 1 certify that | have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to
G.L.c. 112, sec. 12A 1/2.

6) 1 certify that 1 have complied with my obligations to report a physician to the Board of Medicine, pursuant to Gl.c. 112,
sec. 5F, when | have a reasonable basis to believe that person violated any provisions of G.L. c. 112, sec. 5 or any Board
regulation.

7)1 certify that I have complied my obligations related to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and I understand my obligations under G.L. c.112, sec. 2.

8) 1 certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and |
understand that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless 1 make these
certifications under penalties of perjury.

9) 1 centify that 1 have complied with my obligations related to the reporting of employees and contractors pursuant to G.L.
c.62E.

10) 1 certify that 1 have complied with my obligations related to the withholding and remitting of child support pursuant o
G.L.c. 119A.

11) 1 certify that 1 have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. c. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and | understand that the Patient Care
Assessment (PCA) programs at the health care facilities where | practice report certzin Major Incidents to the Board.

Under penalties of perjury, I declare that I have examined this renewal application and all its
accompanying instructions, forms and statements, and to the best of m y knowledge and belief, the
information contained herein is true, correct, and complete. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Ve o (0,12, 05

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.




Massachusetts Physician Renewal Application
Physician Name: Nicola L Moore License No.: 223184

o NATIONAL PROVIDER IDENTIFIER (NP1)
The primary purpose of the NP1 is to uniguely identify health care providers as “health care providers” in HIPAA standard
transactions. The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans,
government programs and health care purchasers for purposes of conducting these business ransactions.

Under the final HIPAA NP1 Rule, all individual and orzanization covered providers will be required to obtain an NPI by
May 23, 2007.

In order for your license to be renewed you must take one of the following actions:

Option 1: Supply the Board of Registration in Medicine with your valid NP1. You can apply for an NP} directly by using the
NPPES web site at wwaw NPPES.cms.hhs.gov.

Option 2: Certify you have personally applied for your NP1 and you have not received it yet. Once you have received your NPI
Mumber, you must notify the Board. Please complete the NPI form at the Board's web site at www massmedboard org.

Option 3: Certify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply
institution's name). Once you have recsived your NPl Number, you must notify the Board by completing the NP1 form
at the Board's website (see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf.

Check the appropriate box below, supply appropriate information, and sign the bottom of the page.

O Myemenets [0

[ 1 have personally applied for an NPI.

O3 1 have applied for an NP] using a third party (enter name): - (follow instructions for Option 3)

:E(By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NPI on my behalf.
HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes {refer to Renewal Instructions, page 13 for more information). In addition to

providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider
taxonomy code is required if you authorize BORIM to apply for an NPI on your behalf,

Taxonomy {(Specialty) Code Taxonomv Description (Print)

Primary Provider Taxonomy: @ E@ @ @ FD-.M \ \nf\ 'PF&LH ce.

Provider Taxenomy: |:| D D] I:I D I:l D m

Provider Taxonomy: LI Tl

NPI REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect, please review the following information and make
corrections as necessary. Please note: This information is required if you authorize BORIM to apply for an NP1 on your behalf.

Social Security Number:
State of Birth (if US): Country of Birth {if outside the US): U . i< s
Gender: O Malke Mﬁzma!e

Penalties for Falsifving Information on the National Provider Identifier Application
13 U.S.C. 1001 autherizes criminal penalties against an individual who in any matter within the jurisdiction of any department or
agency of the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device 2 material
fact, or makes any false, fictifious or fraudulent statements or representations, or makes any false writing or document knowing
the same to contain any false, fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to
$250,000 and imprisonment for up to five vears. Offenders that are organizations are subject to fines of up to $500,000. 18
U.S.C. 3571(d) also authorizes fines of up to twice the gross gain derived by the offender if it is greater than the amount
specifically authorized by the sentencing statute.

Signature: ,4/!/1" 4W Date: | 0,/ Z’e’,ﬂbf

PLEASE MAKE A COPY OF ALL PAGES OF YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES,

< (g I = E R R

-1



Physician Name: Nicola L Moore, M.D.

Massachusetts Physician Renewal Application

License No.: 223184
PART A
1) Current Status; Active Renewal Due Date: 12/02/2007 Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your new status:

Check only one:

'ﬂ’ Active

0 Retiring

(See Renewal Instructions, page 3.)
O mactive

0 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT be a Post Office Box,

Please make corrections (print)

2a) MAILING ADDRESS
Mailing Address;
City/Town: State:
Zip: Country:
[ Check here 1o change this address
2b) HOME ADDRESS o Atidress:
City/Town: State;
’1\:}{9 a. Zip: ‘ Country:
Phiciia: f\: %.@ I. ‘_§‘=§ Home Telephone: ( 3
O Check here fo changs this address %C‘b Fﬁ%\‘p{\& Flome address eannot be a Post Office Box
2¢) BUSINESS ADD e <§§/ &%ﬂg\‘%%&{‘ Business Address: S Lu-k{. S Micciw Hbiﬂi l:ﬂj
RN City/Tovn: Private Saq a1 4 i
Zip: B wl awa;/o Country: 2 Im}n&o\ﬂfi
Phene-{5683TTI355 Business Telephone: (__ )2628183Y q
B Check here to change this address Business address cannot be a Post Office Box
3) E-mail Address: Correct your E-mail and Fax Number below:
4) Fax Number: 58854873285
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Family Medicine O
O
O

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.

(Seg enciosed instructions and Renewal Insiructions, page 4.)

List Certifying Board(s) below:

Board Name ABMS or ADA

Certificate/Subspecialty

Update General Certificates and Subspecialty Certificates
belov. Please add additional Certifications as required.

Delete?

Family Medicine ABMS

Family Practice

ajojo




Massachusetts Physician Renewal Application
License No.: 223184

Physician Name: Nicola L Moore, M.D.

o

(See Renewal Instructions, page 4.) Please make corrections as necessary L
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice %
a) Massachusetts: NY CA #
b) Federal (DEA): 9) States where you were previously licensed ::,
¢) Federal (DEA) XS:
o

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based prescribing services,

or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.
List the names of all work sites in Massachusetts Location State Delete?
(See above and description on page 4.) (City or Town) .

Beth Israel Deaconess Madical Center

Quter Cape Health Services, Inc.

0| O] O |54 | b4

O _ hrsivk

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
0 hrsiwk Change to:

40 hrsiwk  Changeto: ©  hrsiwk

Average weekly hours involved in: 2) inpatient care
b) outpatient care

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:

[0 Insurance Carrier (complete below)

Current Insurance Carrier: Federal Tort Claims Act

Policy dates: From _ [/ [/ To

Type of Policy: [ Claims made with tail coverage O Occurrence Policy
(Enclose a copy of the certificate of insurance or the face sheet)

Change to:

[J Letter of Credit subject to Board approval (Attach a copy.)

ﬂ I am registering with Active status but 1 am not required to have medical liability insurance because I am:

[0 Not involved with direct or indirect patient care in Massachusetts

Check one:
[0 A Government Employee under Federal Tort Claims Act (FTCA)
L Ty
B Otherwise exempt (Please explain). it tif—jnf-\ﬁi-’_;f 2w SWe 'UOM AYa

1S NO WWSUMNE D awtiy Kb

13) Do you perform any surgery in your Massachusetts office? (See Renewal Insiructions, page 5.) [ Yes B Neo

¥ ¥es. please complete Form PCA-O "Office Based Surgery” Form on page 8.




Massachusetts Physician Renewal Application e

Physician Name: Nicola L Moore, M.D. License No.: 223184
W

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last -
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.) -

You must check either YES or MO to each question, Provide details on Form R if you answer *YES” to any questions. Refer 1o f‘j
Renewal Instructions for additional information and definitions. X
YES NO 3
14) CLAIMS MADE i
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).
b) PENDING: Are there any unresolved malpractics claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated? 0

15) CLAIMS CLOSED
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS

Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduet in the practice of medicine.

a) New: Have there been any claims, other than medical malpractice claims, filed against you during o

this time pericd?
b) Resolved: Have you reselved, settled or adjudicated any lawsuits, other than medical malpractice

claims, during this time period?

17) CRIMINAL CHARGES

a) Have you been charged with any criminal offense during this time period?

b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?

d) Are any Applications' for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,

employer or professional association?

b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, health care ;
facility, group practice, employer or professional association? '

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

20) Have you withdrawn an application for 2 medical license, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurancs coverage in response to an inquiry by
a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? B Yes []No

b) If no, are you requesting a CME waiver? [JYes [ No

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

= T Tnactive Stamis [ Residency/Fellowship training




Massachusetts P};;sicia;Renewal Application

Physician Name: Nicola L Moore, M.D, License No.: 223184 :
PARTC
Check One: PHYSICIAN PROFILE b

A

ﬁ [ have reviewed my Physician Profile at http://profiles.massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.}

[ Rt

_—tt

&5

I have reviewed my Physician Profile and attached a copy of the Profile with corrections.
My status is [nactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1) I certify that I have complied with my obligations to report abuse or neglect of children pursuant to G L.c. 119, sec. S1A, and T
understand the pumchment for failure to camplj,f

7]

2) I certify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C, se_t:'. 10, and
1 understand the punishment for failure to comply.

3) 1 certify that I have complied with my obligaticns to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and [ ynderstand the punishment for failure to comply.

4) 1 certify that 1 have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to G.L.c. 112,
sec. 12A.

5) 1 certify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursvant to G.L. c. 112,
sec. 12A 1/2.

6} 1 certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. ¢. 112, sec. 5F,
when I have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation,

7)1 certify that I have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and [ understand my obligations under G. L.c. 112, sec, 2.

81 cenify that 1 have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and [ understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless I make these certifications under penalties of

perjury.
9) 1 certify that [ have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10} 1 certify that I have complied with my obligations related te the withholding and remitting of child support pursuant to G.L. c.119A.

11} I certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 112 sec, 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ef seg, [ understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

12) I certify that [ have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which I have referred a patient for physical therapy services pursuant to G.L, ¢. 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete, As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

, u::'t"b sl
Si@amre:_f\/a"(pf.a [Mere, £er "Slc.i'l. ‘Eﬂ ol e Date: |2 126 1 07

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS. FOR CREDENTIALING AND FOR OTHER PURPOSES.




123184

MA Licenss Number:
Date license revived:

: Lo%r\ r\
Commonwealth of Massachusetts - Board of Registration in Medicine

56{) Harrison Avenue, Suite #G-4, Boston, MA 02118 - (617) 654-9810
www.massmedboard.org

0
uﬂa

W I

.
F
LAPSED LICENSE APPLICATION & 8o
Ld@ 6}
Application Fes:  Please enclose a check or meneyv order in the amount of $600.00 in U.ﬁgf@ g ‘%’?
currency, made payable to the Commonwealth of Massachusetts. 6’,;;-“?3;;
Q‘pﬁ %@

Activity Status:

’Ej Active

Legal Name (do not use nicknames or initials, unless they are pari of your legal name)

[] Inactive*

MooRE NIiCOoLA LOU\SE
Last Name (type or print clearly) First Middle Suffix (Jr., elc.)
Medical Degree: iﬁM.D. [ 1 D6, 1 Ph.D. [ Other degree

Other Mame{s) Used - List any other name(s) you have used which may appear on your

identifying documents, such as medical education and examination records. If not applicable,
check here []

Entire Last Name (tvpe cr print clearly) First Middle Suffix {Jr., efc.)

Date of Birth: % Social Security Number: s g
Month Day Year
Place of \ (SL u \
Birth: Lownds n Enalan s Ve i
City tate’Province/T emiory Country if not USA

Home 5
Address: > a —~

Mumber and Strest

i City N State/Province/Termitory Zip {or postal) Code

Business
Address:

Number and Street
=y = State/Province/Temitory Zip (cr postal) Code
Business Home
Telephone: 3 = iext. Telephone:

E-mazil Address Fax Number:

S{Homa Address

*Inactive status: If you check inactive status when you sign the lapsed application, you
certify that you will not practice medicine in Massachusetts.

i

Preferred Mailing Address: [ ] Business Address

e



Page 2 of 5
APPLICANT'S NAME: NiCOLA LCUI\SE Meoe

Postaraduate Education:

List al postgraduate training chranologically from medical school to the present, the name and
address of the facility, your position, €.9. PGY 1, 2, fellow, etc. and dates of affiliation. You must
account for all periods of training or postgraduate work from the time you graduated from medical

schooi. _ R
H‘l@x\ic’w\ﬁg\ b‘{‘g?t From To
Facility: LE Wajo e Yin of Eogieak( Position: \ wXexrn 120199 1200

Street: __ |C© O %‘f&&?—bu Lrﬁ:‘%--% City: _YocdoSior State: _ANY
Hrel\e S @uia .

Facility; SA W\(Re fﬁ% @‘@agxeiﬂ Position: E%_xci.u& (-cf_z_?f 60 9,22 162

Street: ce DTw\ »-—J\{:U‘-’c—'(:ity: o e\ ste 4 State: N Y

e S e =
Facility: %\t&ﬁ% eA %b:\c-z,\ ﬂ-:‘.1)5'\‘z'l!'.bg%(:':’-:}siticm: f’(‘i’[ lOu) ? ;25;‘02 Gf-g@:' 9_3
Street: _ |60 SR A w0 city: 12 octosie . State: AJ N

Faciiity:bk v:x\i'&(%:\‘\fv\ hiveyr _4& F'osit]on:tl{e\oma $5 3,05 S73,05)
Street: _ Pemnrak e/ ccel City: {_..._.HEQQ@ S{ S,m% ~- Eezrﬁ
ewng

Facility: Position: - A

——_

Street: City: State:

Hospital Affiliations and Employment X

List in chronological order all hospital appointments whera you had active staff privileges,
including the name and address of the facility, your position and dates of affiliation in posigraduate
training. Also include periods of unemployment or employment outside of medicine. Do not
include postgraduate training facilities. Attach a separate sheet of paper if necessary.

From: Tc:

Facility:U\Nu‘ of Eacb\%'lr‘ik Positioﬂ:.lﬂ%%(mﬁécffgjw__ 0903
Street: _ % RS mowlle AE. City: Kechas e  "State NV

2
Faciity. 25 rere Mew. thesp Position;g%ﬁ. P 10z 27 04
E

Street: =0y ) FAMWUD Bve City:  \e Rkl State: _N 'Y

Facility: \ﬁ‘lxeﬂw\&% \-lrc%ﬁ“f&(\ Position: ﬁgi%ﬂjaf_{_f 03 |&-_. 104
s

Street: |\ C =snaatth Aspe Gty _ % w054 n  State: F Y
Facility: L\r.!;j ad Rockashe. Position:Cvn s lops 9, oY
Street: _Z 55  Sontlo Bogl City: :ﬁ;g C‘-\-x.")w State: N Y

_ A )
Facility_\N es¥ande Vel Sovaa, Position, S O 162 Olp 03
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Page 2A
APPLICANT’S NAME: Nicola Louise Moore

From: To:
Facility: Medicins Sans Frontieres Hosp Position: Doctor 10/04 2/05
Street: Ler City: Ler Staté: South Sudan
I 1 s _
Facility: Outer Cape Health Services Position: FP Doctor  8/05 12/05
Street: 47 Harry Kemp Way City: Provincetown State: MA
Facility: St. Francis Hospital Position: Doctor 1/06 5/06
Street: Lusaka Road City: Katete State: Zambia
~Noh
Facility: Outer Cape Health Services Position: FP Doctor  6/06 9/06
Street: 47 Harry Kemp Way City: Provincetown State: MA
Facility: St. Luke’s Mission Hospital Position: Doctor 10/06 present

Street: Victoria Falls Road Citiy: Lupane Qmwﬂm” Zimbabwe
N



APPLICANT'S NAME; NI COLA | OVIGE  §A ©OItpage 3 0f5

Medical Malpractice Information:

My medical malpractice insurance coverage is by: [] Insurance carrier [] Letter of Credit

Print name of insurer:

Policy dates:  From: T3y}

Alternatively, indicate as follows: | am registering with Active status but | am not covered by
medical malpractice insurance because:

% | am not involved in direct patient care  [] Otherwise exampt

Explanexemptlnn l G- noy 13\3@\\]&&\ Ll C&k{‘@ﬁ:\_
JP sy Cace. o MASSHeWLSerkts | wock Ln
Py m\am\oma o Ale NoMewt,

Continuing Medical Education Credits

Read instructions for continuing medical education requirements before completing.

Activity status: ﬁ Active [ Inactive [J Exemption

e

Category 1 credits [C S Risk management Category 1 _/ O__
Category 2 credits ____ Risk Management Category 2

Continuing medical education credit requirements must be completed before the Lapsed License
can be revived if you are applying for active license status. (See Lapsed License Instructions).

1. List other states (abbreviations) where you are currently or have ever been licensed: N '}_’ _C,Jq'

2. Are you certified by the American Board of Medical Specialties (ABMS)? ‘E(Yes [J Neo

3, List only ABMS cerlification(s)__AXM €@ C B Board ﬁ-f Jf“i‘*kl*i ﬁf&*h*“"“ﬂ‘

4. Reason for reviving Lapsed License in Massachusetts: I_Tvm..r \CLD‘%L QCe. U{'EC& V) %f_t’-\-""‘i-ﬁ
L wWas aletrseasy Q&m& ?M) Mol wes lm::* sewy ‘o M

0s nesMuckred. T u}_t}t,k\& \Qéﬁf Yo woek Yw diteed
Ponewsys  Cae Gala. Lo Me %%G\[K_kgggj\j\t} i . 0 (O

5. Please attach your current curriculum’vitae VNN WALeRY .

Continued on page 4
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Page 4 of 5
CERTIFICATIONS

1) | certify that | have complied with my obligations to report abuse or neglect of children pursuant
to G.L. c. 119, sec. 51A, and | understand the punishment for fzilure to comply.

2) I certify that | have complied with my obligations to report abuse or neglect of disabled persons
pursuant to G.L. c. 18C, sec. 10, and ! understand the punishment for failure to comply.

3) | certify that | have complied with my obligations to report abuse, neglect or financial exploitation
of elderly persons pursuant to G.L. c.1 8A, sec. 15, and | understand the punishment for failure fo
comply.

4) | certify that | have comptied with my obligations to report the treatment of wounds, burns and
other injuries pursuant to G.L. ¢. 112, sec. 12A.

5} I certify that | have complied with my obligations to report the treatment of victims of rape or
sexual assault pursuant to G.L.c. 112, sec. 12A 1/2.

6) | certify that | have complied with my obligations to report a physician o the Board of Medicine,
pursuant to G.L. c. 112, sec. 5F, when | have a reasonable basis to believe that person violated
any provisions of G.L. ¢. 112, sec. 5 or any Board regulation,

7) | certify that | have complied my obligations related to charging and collecting fees from
Medicare beneficiaries in accordance with the Medicare fee schedule, and | understand my
obligations under G.L. ¢.112, sec. 2.

8) i certify that | have complied with my obligations fo file Massachusetts tax returns and to pay
Massachusetts taxes, and | understand that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall
not be issued or renewed unless | make these certifications under penalties of perjury.

9} | certify that | have complied with my obligations related to the reporting of employees and
contractors pursuant fo G.L. ¢.62E.

10} | certify that | have complied with my obligations related to the with holding and remitting of child
support pursuant to G.L. ¢. 119A.

11) I certify that | have complied with my obligations to file an Incident Report with the Board when
certain adverse events occur in my private office, pursuant to G.L. ¢. 112 sec. 5 and 243 C.M.R.
3.00 et seq., and | understand that the Patient Care Assessment (PCA) programs at the health
care facilities where | practice report certain Major Incidents to the Board.

Under the penalties of perjury, | declare that | have examined this lapsed application and
all its accompanying instructions, forms and statements, and to the best of my knowledge
and belief, the information contained herein is true, correct and complete. As an applicant
for revival of a lapsed license to practice medicine, | understand that a criminal record
check may be conducted for conviction and pending criminal case information from the
Criminal Higiesy Systems Board only and that it will not necessarily disqualify me from
licensure:

Signa ep% g@"ﬁk 7?% Date: 0?\ JQB / @14
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR
YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Continued on Page 5
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HATIONAL PROVIDER IDENTIFIER (NP1}

The primary purpose of the NP is to uniquely identify health care providers as "health care providers” in HIPAA standard
transactions. The NP will replace all other identifiers assigned to health care providers such as those assigned by hezlth
plans, government programs and health care purchasers for the purposes of conducting these business transactions.

Under the HIPPA NP1 Rule, 2ll individual and organization coverad providers will be required to obtain an NPI by May 23, 2007.

In order to complete your license application must take one of the following actions:

Option 1: Supply the Board of Registration in Medicine with your valid NP1, You can apply fer an NPI directly by using the
MFPES web site at www MPPES cms hhs.gov.

Ootion 2: Cerlify you have personally applied for your NP| and you have not received it yet. Once you hava recsived your NPI
Mumber you must notify the Board. Pleass complete the NF| form at the Board's wab sita at www.massmedboard.org.

Option 3: Certify another authorized institution has applied for an NPI en your behalf and you have nct received it yet (supply
instituticn's narne). Once you have received your NPl Number you must notify the Beard (ses inslructions for Option 2).

Oplion 4: Autherize the Beard of Registration in Medicine to apply for an NP1 en your behalf,

Chack the appropriate box below, supply appropriate information, and sign the bottem of the page.

Timwrfenmp' = [ UEENERITRIM

| have perscnally applied for an NFI.

El | have applied for an NPI using a third party (enter name) {follow instructions for Optien 3)

D By checking this optien and signing the bettom ef this page, | hereby autherize the Board to apply for an NPt on my behalf,
HIPAA TAXONOMY CODES

Please provide the HIPAA taxcnomy (specially} codes. (See Lapsed License Instructions, pages 7. 8 and 8). In 2ddition to providing
the taxonomy code, please indicale your specialty In the space provided (Taxoncemy Description). The primary provider taxoncmy
code is required if you authorize BORIM o apply for an NPl on your behalf,

Taxonomy (Specialty} Code Taxonomy Description (Print)

Primary Provider Taxonomy: @@ FCl M ; \ = H 2 c!;‘l‘ C ‘:M
Provider Taxonormy: Dl:l DDDDD DDD J
Provider Taxonomy: DDDDDDDDDD

MNPl REQUIRED INFORMATION

In an engeing sffort to improve the quality of the information we collect, please review the following infarmation and make corrections
as necassary. Please note: This information is required if you authorize BORIM to apply for an NFI on your behalf,

Social Security Number:
State of Birth (if US): Country of Birth (if cutside the US): u i \< ’

Gender: O Male ’m Fernale

Penalties for Falsifying Information on the National Provider |dentifier Application

18 W.8.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdicticn of any department or agency of the
United States knowlngly and willfully faisifies, concaals or covers up by any trick, scheme or device a material fact, or makes any false, fictiious or
fraudutent statements or represantations, or makes any false writing or document knowing the sama to contain any false, fictifcus ar fraudulent
statement or entry. Individual cffanders are subject fo fines of up to $250,000 and imprisonment for up to five years. Ofandars that are
organizations are subject to fines of up to $500,000. 18 U.S.C. 35T 1(d) aso authorizes fines of up to twice tha gross qain derived by the offender if
it is greater than tha amount specifically authorized by the sentancing statute,

Authonzation for NPl Dissemination
Check cne b-c-x l authorize [ 1 do not authorize the Board of Registration in Medicine to provide my NF to any autherized

hospital, health nu:h th erganization.
Slgnature / ﬁdﬂﬁ / /M Date: Q\ J;Z‘X.r : %




Nicola Louise Moore
email:

USA:

Zimbabwe 5t Luke’s Mission Hospital, P. Bag R5314, Bulawayo, Zimbabwe
Zimbabwe Hospital: 263 (0) 898 362/349

EDUCATION
UNIVERSITY OF LIVERPOOL Diploma in Tropical Medicine and Hygiene 2005
UNIVERSITY OF ROCHESTER Fellowship in Family Planning 2003
UNIVERSITY OF ROCHESTER Residency in Family Medicine 2002
ALBERT EINSTEIN Doctor of Medicine 1999
COLLEGE OF MEDICINE
YALE UNIVERSITY vlaster of Public Health 1982
YALE UNIVERSITY Bachelor of Arts 1976
ACADEMIC AND HOSPITAL APPOINTMENTS:
8/05-  STAFF (Courtesy)
9/06  Department of Medicine, Beth Israel Deaconess Medical Center, Boston, Massachusetts
10/03- CLINICAL INSTRUCTOR
9/04 Department of Family Medicine, School of Medicine and Dentistry, University of Rochester,
Rochester, New York
1/03- ASSOCIATE ATTENDING WITH ADMITTING PRVILEGES
12/04  Highland Hospital, Rochester, New York
12/02- ASSOCIATE ATTENDING WITH ADMITTING PRIVILEGES
12/04  Department of Pediatrics, Strong Memorial Hospital, Rochester, New York
9/02- INSTRUCTOR IN FAMILY MEDICINE
913 School of Medicine and Dentistry, University of Rochester, Rochester, New York
11/00- ASSOCIATE IN FAMILY MEDICINE
6/02 School of Medicine and Dentistry, University of Rochester, Rochester, New York
WORRK EXPERIENCE
10/06-  St. Luke’s Mission Hospital. Lupane, Zimbabwe
present DOCTOR.
Provides outpatient, inpatient and obstetrical/gynecological care in rural hospital. Manages and provides all physician
services in hospital-based HIV clinic, including caring for 700 adult and pediatric patients receiving anti-retroviral
medication and providing related inpatient services, and caring for approximately 2000 other HIV-positive patients.
1/06- St. Francis Hospital, Katete, Zambia
5/06 DOCTOR.

Provided outpatient, inpatient, HIV/AIDS and obstetrical/gynecological services to remote rural population in large

limited-resource referral hospital.

« General outpatient pediatric, adult and gynecological care; care of HIV-positive patients (pregnant patients, adults,
infants and children), including management of ARVs

+ Surgical obstetrics and gynecology: cesarean section, instrumental delivery, bilateral tubal ligation, evacuation of
retained products of conception, ectopic pregnancy management and adnexal cystectomy.



8/03-
12/05
and
6/06-
9/06

10/04-
02/05

11/03-
7/04

9/02-

6/03

9/02
6/03

7/99-
8/02

8/92-
6/94

1/87-
7192

6/81-
12/86

Outer Cape Health Services. Provincetown and Orleans, Massachusetts
FAMILY PRACTICE PHYSICIAN.,

Provided primary care services at a rural community health center,

Medicins Sans Frontieres — Haolland. Ler, Western Upper Nile, South Sudan

DOCTOR.

Provided outpatient, and inpatient services in remote rural area with extremely limited resources: tropical and parasitic
diseases, tuberculosis, sexually transmitted diseases, malnutrition, wound management, obstetrics, abortion
management.

Ministrv of Health and Child Welfare, Bulawavo, Zimbabwe
GOVERNMENT MEDICAL OFFICER - ORIENTEE.
Provided clinical services in large referral hospital while receiving orientation to local protocols for medicine,

pediatrics, obstetrics, gynecology and surgery. Focus on reproductive health issues, including pregnancy completion
and management of septic abortion.

Westside Health Services — Brown Square Health Center, Rochester, New York
FAMILY PRACTICE PHYSICIAN.

Full spectrum family practice, including obstetrics, in inner-city community health center and community hospital...

Department of Family Medicine, University of Rochester, Rochester, New York

FAMILY PLANNING CLINICAL AND RESEARCH FELLOW,

Reproductive health services, including family planning, abortion/pregnancy completion, sexuzlly transmitted disease
management in multiple public and private outpatient facilities.

Highland Hespital and Brown Square Health Center. Rochester. New York

FAMILY MEDICINE RESIDENT.

* Primary care - inner-city community health center, 50% Hispanic; 90% Medicaid.

* Obstetrics/Gynecology - advanced training, including 6 months of inpatient obstetrics, large continuity OB practice.
» Inpatient Services - community hospital, including clinical care, teaching and supervision

= Emergency care - pediatric, surgical and medical ED services

Albert Einstein College of Medicine/Montefiore Medical Center, Bronx, New York
PROJECT DIRECTOR, TUBERCULOSIS INITIATIVE.

Coordinated multiple tuberculosis-related activities for facilities associated with an urban medical center and its

medical school affiliate (including hospitals, community health centers, methadone maintenance treatment facilities and

a prison health service), ;

* Established and managed directly observed therapy program (20,000 visits/year) to serve pediatric and adult TB
patients (80% HIV-infected).

« Established, with prison staff and health department and provider representatives, new systems for coordinating
post-release care of inmates with tuberculosis.

Montefiore Medical Center. Moses Division, Bron ew York

DIRECTOR OF OPERATIONAL SERVICES.

Hired to improve support and ancillary services of 750 bed hospital.

» Established two support service departments: supervised 25 employees; responsible for 88 million supply and $1
million capital budgets.

* Redesigned major non-clinical services for 33 inpatient units: scheduling and coordination of diagnostic procedures;
transport of patients; acquisition and distribution of supplies.

* Coordinated operations aspects of all inpatient facilities renovations,

Arthur D. Little, Inc., Health Care Management, Cambridge, Massachusetts
CONSULTANT.

Managed consulting projects for government, private and public health care clients. Provided planning, technical
assistance, operations review for clinics, hospitals, HMOs and vendors of health care products.

w
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10/79-

Yale Unjversity Schonl of Medicine, Department of Enidemiology and Public Health, New Haven. Connecticut

6/81 ASSISTANT IN RESEARCH. i
Evaluated changes in quality of care of renal stone patients in Connecticut community hospitals: abstracting and coding
medical records data, data analysis and report preparation.

10/78-  University of Connecticut Health Center. Department of Nuclear Medicine, Farmineton. Connecticut

5/79 RESEARH ASSISTANT. i
Performed animal experimentation with radioactive tracers for diagnostic scanning, -

3/77-  X¥ale Psvchiatric Institute. New Haven. Connecticut

2/78 PSYCHIATRIC AIDE.

Coordinated treatment plans and daily activities for 20 schizophrenic adolescents in milieu therapy sefting.

VOLUNTEER EXPERIENCE:

3/03-  Mpilo Central Hospital, Bulawavo, Zimbabwe

503 Provided obstetrical and gynecological care in large referral hospital, Provided ante-natal, delivery and post-natal care
and performed completion of incomplete abortions. Trained attending physicians and housemen in related procedures.
Sponsored by Retary International.

2/01-  Mondafia Clinic, Napo Province, Ecuador

3/01 Provided primary care and participated in child survival outreach project in Amazon Jjungle.

6/00-  Finger Lakes Migrant Health, Ontario Countv, New York

11700 Provided screening, vaccinations and primary care services to laborers and their families at farm worker camps.

9/935- A itiwide Needle Exchange. Bronx. New York

6/96 Participated in street-based needle exchange programs for IVDUs. Provided clean needles, safe-sex and safe-injection
education and medical and social service referrals. Organized on-going medical student participation in exchange and
in influenza and pneumococcal vaccination programs; recruited and trained students.

HONORS AND AWARDS

The Highland Hospital Family Medicine Women's Health Care Award for Outstanding Accomplishment in the Field of
Women's Health, 2002.

LICENSING AND CERTIFICATION

Board Certified, American Board of Family Practice
Medical Registration, Zambia

Medical Registration, Zimbabwe

California License number 89646

Massachusetts License number 223184

Mew York License number 219226

ACLS

BLS

LANGUAGES

Spanish, medical and basic
Ndebele, medical

REFERENCES

Available on request.



Supplement - Page 4

SUPPLEMENT FORM FOR LAPSED APPLICATION

priNTNAME: N ICOL B L.ovlsE M@OQ? DATE:&:’QST@&/

IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the additional
information on pages 4-10.

QUESTIONS

1-A.

1-B.

3-B.

Have you ever, for any reason, been denied a medical license, whether full, limited, temporary,
or have you withdrawn an application for medical licensure?

Have you ever voluntarily surrendered a license to practice medicine or any healing art?

Have you ever, for any reason, lost American Board of Medical Specialty or been denied
required recertification by one or more specialty boards?

Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any governmental
authority, health care facility, group practice or professional medical society or association
(international, national, state or local)? (See definition).

Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws, or
standards of practice by any governmental authority, healthcare facility, group or professional
medical society or association ( national, state or local)?

Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any hospital
been limited, suspended, revoked, not renewed or subject to probationary conditions or has
processing toward any of those ends been instituted or recommended by a medical staff
committee or governing board?

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committes or
governing body?

Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment?

Have you ever been charged with any criminal offense, other than a minor traffic offense?

Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended revoked, denied, restricted or surrendered, or rave you ever been called before or

L/

ES

state or o uﬂ;iﬂ? ral agency regarding such .
/ A Date: 2—/ 2 & 0 g
! ]



Supplement — Page 5

YES NO

1. Has any professional liability msurance provider ever restricted, limited, terminated, imposed
a surcharge or co-payment, or placed any condition related to professional competency or
conduct on your coverage or have you ever voluntarily restricted, limited or terminated your
Insurance coverage in response to any inquiry by a professional liability insurance provider?

8. Have you ever been the subject of any suspension or probaticn proceedings instituted Blue
Cross or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan; or
have you ever been restricted from receiving payments from any Blue Cross or Blue Shield,
Medicare, Medicaid (any state), or third party programs?

9. Have you ever had an application for membership as a participating provider rejected by any
HMO/PPO/IPA or other prepaid health care plan or your contract as a participating provider
terminated by any HMO/PPO/IPA or other prepaid plan?

10-A.  In the past ten (10) years, has any medical malpractice claim been made against you, whether
or not a lawsuit was filed in relation fo the claim?

10-B.  In the past ten (10) years, has any lawsuit, other than a2 medical malpractice suit, which is
related to your competency to practice medicine, or your professional conduct in the practice
of medicine, been filed against you or has such a suit been settled, adjudicated or otherwise

\5\ ?§Z 22508

¥

Applicant’s Sign
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Massachusetts Physician Renewal App]icaﬁaﬁ

Physictan Name: Nicola L Moore, M.D. License No.: 223184
PART A _
1) Current Status; Active Renewal Due Date: 12/02/2008 Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your new status:
Check only one: (Sez Renewal Instructions, page 3.)

O Active O Retiring - O Inactive [J Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT be a Post Office Box.

” Please make corrections (print)
2a) MAILING ADDRE#S - . _

: - | Mailing Address:
= City/Town: State:
rﬁtﬁ 15 2008 5 , -
Zip: Country:
D1 Check here 1o change this SRR OF Registration
in Medicine
2b) HOME ADDRESS Homa Address:
City/Town: State:
Zip: Country:
i Home Telephone: ( )
[ Check here to change this address Home address cannot be a Post Office Box
2c) BUSINESS ADDRESS Bsiness Addiass:
City/Town: State:
Zip: Country:
Business Telephone: ( )
Phone
O Check kere 1o change ihis address . Business address cannot be a Post Office Box
Correct your E-mail and Fax Numbher below:
3) E-mail Address:
4) FaxNumber: _(508)487-3285 he FoxX nomger
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Family Medicine O
O
O

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.
(See enclosed instructions and Renewal Instructions, page 4.)

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AOA| Certificate/Subspecialty
Family Medicine ABMS Family Medicine

DDDD%
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Massachusetts Physician Renewal Application

Physician Name: Nicola L Moore, M.D, License No,: 223184
4
(See Renewal Instructions, page 4.)- Please make corrections as necessary _
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: NY _CA Jowa febméka
b} Federal (DEA): 9) States where you were previously licensed
c) Federal (DEA) XS:

10) List all work sites in Massachuseits, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction beoklet. Include any affiliations with Internet-based prescribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetis Location State Filsted

(See above and description on page 4.) (City or Town)

Beth Israel Deaconess Medical Center =
d
O
O
O

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)

Average weekly hours involved in: a) inpatient care 0 hrs/wk Change to: hrs/wk
b) outpatient care 40 hrs/wk Changeto: O hrsiwk

12) Medical Liability Insurance Information (Se¢ Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:
[0 Insurance Carrier {complete below)

Current Insurance Carrier: Federal Tort Claims Act Change to: nent.
Policy dates: From __/__/ To T
Type of Policy: [ Claims made with tail coverage O Occurrence Policy

{Enclose a copy of the certificate of insurance or the face sheet)

O Letter of Credit subject to Board approval (Attack a copy.)

E I am registering with Active status but I am not required to have medical liability insurancs because 1 am:

Checkone: B4~ Not involved with direct or indirect patient care in Massachusetts
[0 A Government Employee under Federal Tort Claims Act (FTCA)

| Otherwise exempt (Please explain).

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) [] Yes ﬁ No

If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.




|

Massachusetts Physician Renewal Application
FPhysician Name: Nicola L Moore, M.D. License No.: 223184

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal Instructions for additional information and definitions.

YES NO

14) CLAIMS MADE
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time peried? {see above).

b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
net been finally settled or finally adjudicated?

15) CLAIMS CLOSED

Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professicnal conduct in the practice of medicine.

a) New: Have there been any claims, cther than medical malpractice claims, filed against you during
this time period?

b) Reselved: Have you resolved, settled or adjudicated any lawsuits, otber than medical malpractice
claims, during this time period?

17) CRIMINAL CHARGES

a) Have you been charged with any criminal offense during this time peried?

b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?

d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS

a) Have you withdrawn an application to any governmental authority, health care fac:lu)r, group practice,
employer or professional association?

b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professiconal association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, heaith care
facility, group practice, employer or professicnal association?

19) Have your privileges to possess, dispense or prescribe controlled substances besn suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to become cbsolete
or have vou been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or

have you voluntarily restricted, limited or terminated your insurance coverage in response to.an inguiry by
a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? lﬁ’“s [O No
b) If no, are you requesting a CME waiver? OYes [ Ne

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
c) If you are exempt from CME requirements, check reason for exemption, (See Renewa! Instructions, page 8.)

CME EXEMPTION: (checkonc) [ Inactive Status [ Residency/Fellowship training




Massachusetts Physician Renewal Application

=l

2

Physician Name: Nicola L Moore, M.D. License No,: 223184 %
PART C é
Check One: PHYSICIAN PROFILE o

s

O  1havereviewed my Physician Profile at http://profiles.massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone number, practice speciaity, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

ﬂ I have reviewed my Physician Profile and attached a copy of the Profile with corrections.
O My status is Inactive and I do not have a Physician Profile, (See Renewal Instructions, page 11.)

102

CERTIFICATIONS

1) I certify that 1 have complied with my obligations to report abuse or m’:glect of children pursuantto G.L. c. 119, sec. 51A, and I
understand the punishment for failure to comply.

2) I certify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢, 19C, sec. 10, and
I understand the punishment for failure to comply.

3) L certify that T have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and I understand the punishment for failure to comply.

4) I certify that I have complied with my obligations to repert the treatment of wounds, burns and other injuries pursuant to G.L. ¢. 112,
sec. 12A.

5) Lcertify that T have complied with my obligations to report the treatment of vietims of rape or sexual assault pursvant o G.L.c. 112,
sec. 12A 172

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. 5F,
when T have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

7) I certify that I have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and T understand my obligations under G.L. ¢. 112, sec. 2.

8) [ certify that I have complied with my cbligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1 understand
that, pursuant to G.L. c. 62C, sec, 49A, my license shall not be issued or renewed unless I make these certifications under penalties of

perjury.
9) I certify that I have complied with my obligations related to the reporting of emplovees and contractors pursuant to G.L. 62E.

10) I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.119A.

11) I certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events oceur in my
private office, pursuant to G.L. c. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 gt seg. [ understand that

. the Patient Care Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

12) I certify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which I have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, 1
understand that a criminal record check may be conducted for conviction and pending criminal case
:rqfarmanan the Criminal History Systems Board only and that it will not necessarily disqualify me from

W o £ Mo e 11,2),08

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
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Massachusetts
Board of Registration in Medicine
Physician Profile

114

Nicola L. Moore, M.D.

l. Physician Information
(The information in sections | - VI has been provided by the physician.)

Licen Active
i Issu 2/18/2005
Accepting New Patients:  <¥es— A/ /4
Accepts Medicald:  ~Yse— A\///F
Primary Work Sstting: Clinic
Business Address: 1 Richdale Avenue
Apt. 15
Cambridge, MA 02140
Phone: (617) ees-8887
ion S vailable:
ranslation Rorugrese~ // [ A
Ingurance Plans Accapted: Humﬂeus.E!ans-Aeaeptad-N[H—
Hespital Affiliations: Beth-lareel-Bescoress-Medical-Cente

Education & Training
Medical Schoel: Albert Einstein College of Medicine Yeshiva Univ
Gragduation Date: 1899
Post Graduate Trajnipg: Univ. of Rochester - Intem - Family Practice (8/21/1559-
6/28/2000)
Univ. of Rechester - Resident - Family Practice
(6/29/2000-8/222002)

University of Rochester - Fellow - Family Practice
(§/23/2002-6/30/2003)

Univ of Liverpeol- DT Mand H (2/7/2005-5/3/2005)

Specialty

Area of Speciaity: Family Medicine

wip:/ /profiles. massmedboard.org/MA-Physiclan-Proflle-View-Doctor.asp?iD=78309
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V.

rd Certifi
A ican Board of Medical Scecialties (ABMS

Board Name General Certification Subsoecisitv
Family Medicine Family Medicine

11/20/08 11:23 PM
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I &

B0

Hono Awar

The Highland Hospitel Family Medicine Women's
Healthcare Award for Qutstanding Accomplishment in
the Field of Wemen's Health, 2002,

Vi.

Professi licaticn

This physician has reperted no publications.

Vil

Malpractice Information

Some studies have shown that thers is no significant comelation between malpractice
history and 2 decter's competence, At the same time, the Board believes that consumers
should have access to malpractice infermaticn. In these profiles, the Board has given you
information 2bout beth the malpractice history of the physician's specialty and the
physician's history of payments. The Beard has placed payment amounts into three
statistical categeries: belew average, average, and above average. To make the best
health care decisions, you should view this information in perspective. You could miss an
opportunity fer high quality care by selecting a doctor based solely cn malpractice history.
When considering malpractice dats, please keep in mind:

» Malpractice histories tend to vary by specialty. Scme specialties are more likely than
others to be the subject of iitigaticn. This report compares dectors enly to the
members of their specialty, not to all dectors, in order to make individual docter's
history mere meaningful.

s This report reflects data for the last 10 years of a dector's practice. For doctors
practicing less than 10 years, the data covers their total years of praclice. You
should take into account how long the dector has been in practice when consicering
malpractice averages.

s The incident causing the malpractice claim may have happened years before a
payment is finally made. Sometimes, it takes @ long time for a malpractice lawsuit to
move through the legal system.

» Some doctors work primarily with high risk patients. These doctors may have
malpractice histories that are higher than average because they specialize in cases
or patients who are at very high risk for problems.

hetp:/ [ profiles.massmedboard. org/MA-Physiclan-Profile-View-Doctor.asp?iD= 78809

Page 2 of
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o Seltlement of a claim may occur for a variety of reasons which do not necessarily
reflect negatively on the professional competence or cenduct of the physician. A
payment in settlement of a medical malpractice action or claim shculd not be
construed as creating 2 presumption that medical malpractice has occurred.

You may wish to discuss informaticn provided in this report, and malpractice generally, t
with your decter. The Board can refer you to other articles on this subject.

Dr. Mcors has nct made a payment on a malpractice claim In Massachusetis in the
past ten years.

il =

Vil Disciplinary and/or Criminal Actions

The informaticn in this section may not be comprehensive. The couris are now
required by law to supply this informatien to the Board.

Dr. Mecrs has had no criminal convicticns in the past ten years.

B. Hospital Discipline:
This section contains several categeries of disciplinary acticns tzken by
Massachusetts hospitais during the past ten years which are specifically reguired by
iaw to be released in the physician's profile.

Dr. Moora has no record of hespital discipline in the past ten years.

C. Board Discipline:
This seclion includes final disciplinary acticns t2ken by the Massachuseits Beard of
Registration in Medicine during the past ien years.

Dr. Mccre has not been disciplined by the Beard In the past ten years.

Additicnal information about & physician, including
closed compiaints, may be available by calling the
Massachusetts Board of Registration in Medicine
Phone 781-876-8230
Tall Free Numbker (Massachusetis anly) 1-800-377-0530

Return to
? Physician Profile Search
7 Direct questions and comments about these resuits to
Massachusetts Board of Registraticn in Medicine
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
Phone 781-876-8200
For direct response please use Email

Please read the Board of Registraticn in Medicine Disclaimer

™ ©2008 Commenwealth of Massachusetis » prvacy policy » sile map e lemms of use

http:// profiles.massmedboard.org/ MA-Physiclan=Profile-View-Doctor.asp?lD=78809 Page 3 ol



Commonwealth of Massachusetis

Board of Registration in Medicine

s Physician Renewal Application
Physician Name: Nicola L Moere, M.D. License No.: 223184
Current Status: Active License Expiration Date: 12/30/20

1) Activity Status: Active
2) Address & Contact Information
Mailing Address:

Home Address:

Business Address:

3) Email Address:

4) Fax Number:

£) Specialties
Family Medicine

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (ACA)

Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Family Medicine Family Medicine

7) Drug License Numbers
Massachusatis Federal (DEA) Federal (DEA) XS

8) Other states where you are now licensed to practice
California
lowa
Mississipoi
MNebraska
MNew York

9) States where you were previously licensed
None Reported



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Micola L Meore, M.D. License No.: 223184

10) Work Sites . _ o .
List of all work sites in Massachusetits, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, ete
WorkSite Location
Mone Reported

11) Care of patients in Massachusetts
Average weekly hours invelved in:  a) inpatient care O hrs/wk
b) outpatient care O hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Mational Fire & Marine Insurance 01/01/2010 01/01/2011 Claims made with tail coverage
Mational Fire & Marine Insurance 07/1/2010 07/01/2011 Claims made with tail coverage

12) Do you perform any surgery in your Massachusetts office?

14) Claims Made 1
a) New: Have you received nctification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, 1.e., any claims that have not
been resolved, settled or adjudicated during this time period?

18) Claims Closed _ . . ;
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

18) Other Civil Lawsuits _
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine. .
a) F\Eew: Havgghere been any claims, other than medical malpractice claims, filed against you during this
ime period?
b) Resolved: Have you resclved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b; Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today?

d) Are any Application of Issuance of Process pending against you?

18) Other Issues _ i ’
a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association? .
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
Elrar:tice, employer or professional assaciation?
d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?



Commonwealth of Massachusetts
a Board of Registration in Medicine
_ Physician Renewal Application
Physician Name: Nicola L Moore, M.D. License No.: 223184

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?



Commonwealth of Massachusetis
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicola L Moore, M.D. License No.: 223184

Compliance with Legal Responsibilities
Online profile: : ;
I have reviewed my Physician Profile and confirm that the information is accurate.

1) |understand and a%ree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L c. 118 sec. 51A and | understand the punishment for failure to compiy.

2) | understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. c. 19C sec. 10 and | understand the punishment for failure to comply.

3) |understand and agree to comply with my obligations to report abuse, neglect or Financial exploitaticn of
elderly persons pursuant to M.G.L ¢. 19A sec. 15 and | understand the punishment for failure to comply.

4) |understand and agree to comply with my obligations fo report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for fzilure fo comply.

§) |understand and agree to comply with my obligations to report the treatment of victims of rape or sexuzl
assault pursuant to M.G.L. ¢c. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

8) | understand and agree tc comply with my obligations to report 2 physical to the Board of Medicine pursuznt
fo M.G.L. c. 112 sec. 5F, when i have a reasonable basis to believe that 2 person violated any provisions of
M.G.L c. 112 sec. 5 or any Board regulation.

7) |understand and agree to comply with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢. 112 sec. 2.

8) |understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L ¢. 62C sec. 48A, my license shall not be
Issued or renewed unless | make this certification under penalties of perjury.

8) |understand and agree to comply with my cbligations related to the reporting of the wages of employees
and contractors pursuant to MG L c. 62E Sec. 2.

10)! understand and agree to comply with my obligations related te the withholding and remitting of child
support payments pursuant ic M.G.L ¢ 119A.

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
aadverse events occur in my private office, pursuant to M.G.L ¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12)1 understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which I have referred a patient for physical therapy services,
pursuantio M.G.L c. 112 sec. 12AA

13)| am aware of my obligations and respensibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Brovider
identifier (NPI) number.

14)| understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

15)| understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted fer conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

[X] |have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete,

"™ 4 r a j— .



