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Fields ofOpportu% | STATE OF IOWA

CHESTERJ.N%ULVER IOWA BOARD OF MEDICINE
PAGOVE§UDRGE ‘ ANN E. MOWERY, Ph.D,
TTY EXECUTIVE DIRECTOR

LT, GOVERNOR

August 21, 2008
Nicola Louise Moore, M.D.

Dear Dr. Moore:

Congratulations! This is a letter of confirmation informing you that you have been issued license
number 37992 with an effective date of August 21, 2008, authorizing you to practice medicine
and surgery in the state of Iowa. This license will expire December 1, 2009. Enclosed you will
find your certificate of license.

A renewal notice will be mailed to you 60 days prior to the expiration date. Please be aware that
the renewal fee must be paid immediately. Please keep this fetier for proaf of your expiration
date as you will not receive a wallet sized card until you renew your license.

Every practitioner who administers, prescribes, or dispenses any controlled substance must be
registered under both state and federal controlled substance acts. For more information contact
the Towa Board of Pharmacy at (515) 281-5944.

Please contact this office should you need further verification, or have had any change of
address. Notifying the Board promptly of an address change will ensure that information sent
from this office will promptly reach you.

@erely,
Sylvia H. Crook

+ Licensing Specialist
lowa Board of Medicine

ce: file

400 SW 8th STREET, SUITE C, DES MOINES, |A 50309-4686
PHONE:515-28B1-5171 FAX:515-242-5808 www.medicalbeoard.lowa.gov
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Crook, Sylvia [IBM]

From: Crook, Sylvia [IBM]

Sent: Thurgday, August 21, 2008 2:33 PM
To:

Subject: lowa Medical License

Importance: High

Dear Dr. Moore,

| am pieased to inform you that your permanent lowa medical license has been issued. Please rnaké note of the following
information:

lowa License # 37992
Qriginal Issue Date: 8/21/08
Expiration Date: 12161/09

Your expiration date is based on your birth month and birth year. You will always renew your license by the first day of
your birth month, always in an even or odd numbered year depending on the year you were bom. Fees and continuing
education requirements will be prorated down accordingly for your first renewal to reflect a shorter than normal initial
licensure period.

An official confirmation letter and wall certificate will be sent to you within the next two weeks. Please contact me with any
questions, either by phone or e-mail. | am generally available Monday - Thursday, between the hours of 7:00 a.m. and
5:30 p.m.

5511/:23 /7( Crooﬁ

Licensing Specialist

lowa Board of Medicine

400 S.W. 8th Street, Suite C

Des Moines, IA 50309-4686

{515) 281-5172 - phone

{515) 242-5908 - fax

e-mail address: sylvia.crook@iowa. gov

*CONFIDENTIALITY NOTICE*
This email message and its attachments are for the sole use of the intended recipient, and may contain confidential information that is exempt
From disclosure under JTowa Code chaplers 22, 147, 272¢ and other applicable law. IF you believe thot you have received this transmission in
error, please reply to the sender, and then delete afl copies of this message and any attachments. If you are not the intended recipient, you are
hereby notified that any review, use, retention, dissemingtion, distribution, or copying of this message is strictly profibited by law.

8/21/2008



Application for lowa Physician License
IOWA BOARD OF MEDICINE
400 S.W. 8th Street, Suite C, Des Moines, |A 50309-46886, (515)-281-6641

e

Section 1--Type of Licenss A
Indicate the type of license you are applying for below. If you have questions about the type ef -'.| I g
license you should apply for, cail (6§15) 281-6641. 7

Permanent License—$505 Application Fee
This license allows an M.D. or D.Q. fo practice medicine and surgery or osteopathic medicine
and surgery in lowa.

] Resident Licanse—$205 Application Fee
This license is for physicians who are entering a post-graduate training program in
lowa. A resident license restricts a physician’s practice to the board-approved program listed
in Section 15 of the application and is valid only for practice within that program under the
supervision of a licensed physician.

[[] Special License—$355 Application Fee
This license Is for physiclans who do not meet qualifications for permanent licensure, but
are held in high esteem for their unique contributions to medicine and are being appointed as
a member of the academic staff at a college of medicine or osteopathic medicine. A special
license restricts a physician's practice to the coliege of medicine or osteopathic medicine.

[ ] Temporary License—$255 Application Fee
This license is for physicians who are participating in one of the following board approved
activities. Temporary licensure is not meant to be used as a way for a physician to practice
before permanent licensure is granted. it is not intended for locum tenens physicians.
Indicate which hoard approved activity you will be participating in.

] Covering for an lowa licensed physician who unexpectedly is not available to provide medical
care to his/her patients.

[] Demonstrating or proctoring that invoives providing hands-on patient care to patients in lowa.

- Conducting a procedures on a patient in lowa when the consultant's expertise in the
procedure is greater than that of the lowa-llcensed physician who requested the procedure,

- Providing medical care io patlents in lowa if the physician is enrolled in an out-of-state
resident training program and does not hold a resident or permanent license in the home state
of the resident training program,.

[} serving as a camp physician.

] Particlpating as a learner in a program of further medical education that allows hands-on
patient care when the physician does not currently hold a license in good standing in any
United- States jurisdiction.

[7] Anocther activity approved by the Board.
[ | Reinstatement of Inactive lowa License—$555 Application Fee

This process applies only to physicians who hold a permanent lowa license that has been
inactive for more than 12 months.

Applicant Name: Moore Nicola Louise
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Section 2— [dentifying Information
Complete every item. Enter your full legal name. Do not enter an initial for your middie name,

unless an initial is your legal middle name. Licenses are issued in the physiclan's legal hame. List
other names you have used, such as a nickname or name that is used on the diploma, If different
from your legal or maiden name. Describe any identifying marks, such as scars, birthmarks, or
fattoos. An e-mail will be sent to the applicant’s e-mail address and the other e-mail address listed
after a review of the application is completed. The aother e-mail address can be for the person
assisting you with the application process.

Full Legal Name:
Last First Middle Sufix

Moore Nicola Lowse

Other Name(s) Used: Check if Not Applicable | Maiden Name:

Current Home Address: -
Street, City, State, Zip

{County-for lowa addresses only)

Home Phone: (N

Current Work Address: Boston Healthcare for the Homeless Program
Street, City, State, Zip, 729 Massachusetts Avemme
(County- for lowa addresses only) Boston, MA 02118

Work Phone: (857) 654-1000

Applicant E-mail (NSRS

Other E-mail: g

Mailing/ Website Address: This address will be the address used for all correspondence from
this office and will be displayed on our website with your license information.

[ ] Work Home

Soclal Security Number: [

Privacy Act Notice: Disclosure of your Social Security Number on this license application is required by 42 U.S.C.
Section 666(a){13) and lowa Coda Section 2524.8(1). The number will ba used In connection with the collection of
child support abligations and as an internal means to accurately identify licensees, and may be shared with taxing
autherities as allowed by law including lowa Code Section 421.18.

Height: -IWeight: —I Hair Color: ailigm Eye Color:qumgy

Identifying Marks: Check if not applicable

U.S. Citizen? Yes [__]No
If No, Visa Type or Alien Registration Number:

Applicant Name: Moore ' Nicola Louise
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Section 3—Birth Information

Complete every item. Provide your date of birth in month/day/year format.

Date of Birth; Dacember 30, 1955 City of Birth: London

State of Birth: England Country of Birth: United Kingdom

Father's Full Name: JNENNNEEERN

Mother’s Full Name IR

Section 4—Medical Education

List all medical schools you have attended, even those you did not graduate from. Provide an expia-
nation below if 1) it took longer than five years or fewer than four ysars fo complete your medical
education, 2} had a break in your medical education, or 3) the end date of your education is different

than the date of your degree. .
02%-620
Institution City, State, Country From (Mo/Yr} {To (Mo/Yr)
Albert Einstein Co]lcgé of Medicine Bronx, N.Y., USA. 08/95 06/99

545

Cote 65> pmaidfl)

Degree Received: MD Date of Degree (Mo/Yr): 06/99

A copy of my diploma is submitted herewith. | further state that | am the identical person to whom
this diploma was granted, that the same was procured in the reguiar course of study without fraud or
misrepresentation and that the copy presented is a true copy.

Explanation:

if you are an international medical graduate, are you currently certified by the Educational
Commission for Foraign Medical Graduates (ECFMG) or did you complete a Fifth Pathway
Program?

ECFMG:[_]Yes [ INo Fifth Pathway Program:  [_]Yes [INo

Applicant Name: Moote Nicola Louise
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Section 5—Post-Graduate Medical Training

List all post-graduate training programs you have attended in the United States or Canada, even
those you did not complete. List internships, residencies, and fellowships separately. Applicants
applying for a special or temporary license must also list post-graduate training programs attended
outside the United States or Canada.

Name of Facility: University of Rochester From (Mo/Yr) |To (MofYr)
Asddress: 777 South Clinton Avenue 06/99 09/02
(Street, City, Rochester, NY. 14620 | :

County, State, Zip)

Type of Training: QO Intern @ Resident O Chief Resident O Fellow O Research

Program Specialty: Family Medicine

Name of Facility: University of Rochester From {Mo/Yr) | To (MolYr)
Address:
(Street, City, 777 South Clinton Avenue 09/02 06/03

County, State, Zip} Rochester, N.Y. 14620

Type of Training: (O Intern O Resident O Chief Resident @ Fellow (O Research

Program Spscialty: r/&m‘\\y P lannin &

Name of Facility: From (Mol¥r) | To (Mol¥r)

Address:
{Street, City,
County, State, Zip)

Type of Training: Ointern (O Resident (O ChiefResident O Fellow (O Research

Program Specialty:

Name of Facility: From (Mo/Yr} | To (Mo/Yr}

Address:
(Street, City,
County, State, Zip)

Type of Training: Olntern (O Resident O Chief Resident (O Fellow ¢ Research

Program Specialty:

Applicant Name:



ction 8—Chronglogy of Activiti

Provide a chronological listing of all medicat and non-medtcal activities from the date you entered
medical school to the present date, with no gaps in time. Do itute a tesume or feulu
vitae for this section. inciude exact nature, location, and time frame of each activity. For any non-
working time, you must state on the form exactly what your activities were such as “vacation™ or
*seeking employment.” Applicants may copy this page or attach additlonal shests of papsr, labsled
with your name and signed by you, If more space s needed.

Activity Location {City/State)  [From (Mo/Yr)| To (Mo/Yr)
Medical School Bronx, N.Y. 08/95 06/99
Residency Rochester, N.Y. 06/99 09/02
medical leave during residency Rochester, N.Y. 09/01 10/01
medical leave during residency Rochester, N.Y, 02/02 03/02
Fellowship Rochester, NY, 09702 06403
per diem work at residency site Rochester, N.Y. 07403 10/03
Work (volunteer) in Zimbabwe Bulawayo, Zimbabwe 11/03 07/04
vacation b ] 08/04 09/04
Work in Sudan Ler, South Sudan 10/04 02/05
Study (tropical medicine) Liverpocl, England, UK. |02/05 05105
vacation L 06/05 07/05
Work in Massachusetts Pro{fni.tncetown, MA 08/05 12/05
Work in Zambia Katete, Zambia 01/06 05/06
Wark in Massachusetts Provincetown, MA 06/06 09/06
vacation I ] 10/06 10/06
Work in Zimbabwe Bulawayo, Zimbabwe 11/06 01/08

02/08 (%p: -

Work in Boston ' Boston, MA 05/08 ‘“091’6# 3
£ oeMT |

caring for ill elderty mother

Applicant Name: Moore , I_\Iicola Lomise
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Section 7—Hospital Privileges

List hospitals where you were granted privileges within the last five years. Do not list hospital privi-
leges that were granted to you as part of your post-graduate training program. Do not guess on the
dates of your privileges; verify the dates with the facliity prior to compieting the appitcation. You will

be required to correct any incorrect dates.

D Not Applicable, check here if you have not held any hospital priviteges that were not part of your

training program.

Hospitai Name Address From (Mo/Yr)| To (Mo/Yr)
Strong Memorial Hospital 601 Elmwood Ave, Rochester, NY 12/02 1p-b1 12/04 v
Highland Hospital 1000 South Ave, Rochester, NY 09/02 12104
ghi p 581 403 i
Beth Isracl Deaconess MedCtr | 330 Brookline Ave, Boston, MA 08/05 03’03/0 , (’ L
’ . . - A

WL,

KMIZ

Applicant Name: Moore

Nicola
8
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Section 8-— Medical/Osteopathic License information
List all state and Canadian provinces where you currently hold or have held any type of

medicallosteopathic license. Do not guess on the license number or original issue date of your li-
cense, verify the information with the licensing agency prior to completing the application. You will
be requested to correct any incorrect information. Appilcants applying for a speclal or temporary
license must also list licenses held outside the United States or Canada.

[ ] Not Applicable, check here if you have never held any medical/osteopathic licenses.

State/Country

License Number

Original lssue

License Type

- Date (Mo/Yr) |(i.e. Training, Permanent)
Massachusetts, U.S.A. 223184 09/03 A-4% (Permanent
New York, US.A. 219226 09/00 Permanent
California, US A. ABSG46 12/04 Permanent
LW
(eee b2 Loraidjl)

X
v

gection 9— Other Professional License Informaticn

List all state and Canadian provinces where you currently hold or have ever held any professional
license, such as a chiropractic, nursing, or physician assistant license. Applicants applying for a
special or temporary license must also list licenses heid outside the United States or Canada.

EI Not Applicable, check here if you have not held any other professional licenses.

State/Country License Number | Original Issue |License Type & Profes-
Date (Mo/Yr) |sion (i.e.Training/Nurse)
Applicant Name: Moore Nicola Louise

7

SN




Section 10—Examination information

Indicate the license examination you have taken. If you took a combination of examinations, indi-
cate all that are applicable to your examination history. Applicants who took longer than seven
years to pass the USMLE or COMLEX are required to be specialty board certified by a member
board of the American Board of Medical Specialties or the American Osteopathic Association. Appil-
cants who do not meet this rule wili need to request a waiver of this licensure rule. Contact the Di-
rector of Licensure & Administration at (515) 281-6492 to discuss requesting a waiver of this rule.

v} USMLE Did you pass Steps 1-3 within seven years? Yes L1 No
[] COMLEX Didyou pass Levels 1-3 within seven years [ | Yes 1 No
{1 NBME

[ NBOME

O FLEX

O wmce

[] State Board Examination State:

[0 SPEXExamination within the last ten years

[1 Not Applicable

Section 11—Practice Information '

List your proposed lowa practice or proposed post-graduate training location. If it is unknown,
please explain. Indicate if you are specially board certified by an American Board of Medical Spa-
clalties (ABMS) or American Osteopathic Association (AOA) speciaity board. If you are applying for
a témporary or special license, list the speciaities for which you are certified and indicate in which
country.

Proposed lowa Practice or Proposed Post-Graduate Training Program Address:
(Institution/Group, Street, City, State, Zip Code)

Council Bluffs Center

Planned Parenthood of Nebraska and Council Bluffs, Inc,
1604 Second Avenue

Council Bluffs, IA 51501

Are you ABMS specialty board certified? (® Yes O No

Are you AOA specialty board certified? O Yes O No

Are you specialty certified in another country? O Yes O No
Specialty: Date Certified: Country:
1. Family Practice 1, 08/2004 1. USA.
2 2. 2.

3 3. 3.
Applicant Name: Moore Nicola Louise




Section 12— Question Definitions
it Is important to review the definitions below before answering the questions in this section.

“Ability to practice medicine with reasonable skill and safely” means all of the following:

The cognitive capacity to make appropriate clinical diagnoses, to exercise reasoned medical judg-
ments and to leam and keep abreast of medical developments; The abllity to communicate medical
judgments and information to patients and other health care providers; and The capability to perform
medical tasks such as physical examinations and surgical procedures, with or without the use of aids
or devices.

"Medical condition™ means any physiological, mental or psychological condition, impairment or
disorder, including drug addiction and alcoholism.

“"Chemical substances" means alcohol, Iégal and illegal drugs or medications, including those taken
pursuant to a valid prescription for legitimate medical purposes and In accordance with the pre-
scriber's direction, as well as those used illegally.

“Currently” The medical condition has had an ongoing or adverse impact on the ability to function
and practice.

“Improper use of drugs or other chemical substances” means all of the following: The use of any
controlled drug, legend drug or other chemical substance for any purpose other than as directed by a
licensed heaith care practitioner; and the use of any substance, Including, but not iimited to, petro-
leum products, adhesive products, nitrous oxide and other chemical substances for mood enhance-
ment.

"lllegal use of drugs or other chemical substances" means the manufacture, possession,
distribution or use of any chemical substances prohibited by law (e.g. heroin).

lowa Physician Health Program {IPHP)
The IPHP is a confidential, voluntary program offered to physicians who may be dealling with
impairment issues, such as, but not limited to alcohol or drug abuse, dependency or addiction, neuro-
psychiatric disorder, or physical disability. The IPHP develops an individualized program for each
physician, with the goal of allowing the physician to continue to practice with reasonable skill and
safety. Oftentimes, the Licensure Committee of the Board will refer physicians with impairment issues
to the IPHP for review and bases licensure decisions on its recommendations.

To self-report to the IPHP or obtain additionaf information, contact the Coordinator of IPHP at 515-
281-6491.

Applicant Name: Moore Nicola Louise




Section 12—Questions
Respond “yes” or “no” to each item. The Board expects full disclosure of events, whether you

consider them to be minor or major in hature. itis better to disclose Information than to not disclose
it.

For every “yes” response, you musl provide a separate statement of explanation that is signed and
dated. This statement must include full details, including dates, locations, actions, organizations or
parties involved. You must also provide the requested supporting documentation. The Board may
request additional suppotting Information, if needed.

A criminal background check packet will be sent to your home address after your application has
been submitted. Your answer to question #6 of the application and the question on the background
check waiver should contain the same information. Discrepancies between the application and the
criminal background check waiver could result In disciplinary action. Some states have court
records available online, which you may want to review if you are unsure how to answer this
question. lowa’s court record website Is www lowacourts state.ia.us.

Applicants must answer all questions. Current IPHP participants, may answer “No” to questions 1
through 5.

Yes No

O @ 1. Do you currently have a medical condition which in any way impairs or limits your
ability to practice medicine with reasonable skill and safety?
If yes, provide a description of your condition and submit the “Verification of
Medical Condition” form which is to be completed by your treating physician(s).

(O (@ 2. Areyou receiving ongoing treatment or participating in a monitoring program that
reduces or eliminates the limitations or impairments caused by either your medical
condition or use of alcohol, drugs, or other chemical substances?

If yes, provide details of your treatment or program, copies of freatment
evaluations, statement from the program indicating your progress and practice
recommendations.

(O (@® 3. Does your field of practice, or the setting or the manner in which you have chosen fo
practice medicine, reduce or eliminate the limitations or Impairments caused by your
medical condition or use of alcohol, drugs or other chemical substances?

If yes, provide a description of your practice and how it has changed since the
diagnosis of your medical condition.

O (® 4. Are you currently engaged in the illegel or improper use of drugs or other chemical
substance?
If yes, provide an explanation.

(O (® 5.Does your current use of alcohol, drugs or other chemical substances in any way
impair or limit your ability to practice medicine with reasonable skill and safety?
If yes, explain your current usage and how this impairs your abllity to practice.

Applicant Name: Moore Nicola Louise
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Yos

No

6. Have you ever been convicted of, or entered a plea of guilty, nolo contendere, or no
contest to a crime other than a minor traffic offense, in any jurisdiction? You must
include all misdemeanors and felonies, even if adjudication was withheld by the court
so that you would not have a record of conviction. (For example, you must report if
your ceonviction was expunged, you received a deferred judgment, or you received an
executive pardon.) Driving under the Influence or driving whife impaired is not a minor
traffic offense.

If yes, provide detalls of the charge and the final outcome. Provide copies of

any court/legal documents related to each incident.

7. During medical school, were you ever terminated, requested to withdraw, or placed
on probation?
If yes, provide an explanation.

8. Have you ever received a certificate of non-compliance from the College Student
Aid Commission regarding non-payment of a student loan?
If yes, provide an explanation.

9. Have you ever been terminated, asked to withdraw, or asked to repeat a portion of
an internship, residency, or fellowship?
if yes, provide an explanation.

10. Have you ever received a warning or reprimand, been asked to participate in
remediation or been placed on probation during an internship, residency or fellowship
program?

If yes, provide an explanation.

11. Have you ever taken a leave of absence for any reason (matemity, family,
personal, financial) during your medical school education, internship, residency, or
fellowship?

If yes, provide an explanation.

12. Have you ever been denied a license to practlce medicine or a license to practice
another profession?
if yes, provide an expianation and a copy of the notice of denlal

13. Have you ever surrenderad any professional license for any reason?
If yes, provide an explanation and a copy of all official documents relating to the
surrender.

13a. If yes, was a license disciplinary action pending against you or were you under
investigation by a professional licensing agency at the time you surrendered the
license?

if yes, provide an explanation and a copy of all related offlcial documents.

14. Have you ever been denied a Drug Enforcement Administration (DEA) or state
controlled substance registration certificate?
If yes, provide an explanation and a copy of the notice of denial.

Applicant Name: Moore Nicola Louise
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Yes

No

15. Have you ever surrendered your state or controlied substances registration or had
it restricted in any way?
If yes, provide an explanation and a copy of all official documents relating to
this.

16. Aside from ordinary Initial requirements of proctorship, have you had your clinical
privileges or medical staff status at any hospital or health care entity, nursing facility,
clinic, or other professionat health care organization ever been limited, suspended,
revoked, not renewed, voluntarily relinquished, denied, or subject to other discipiinary
or probationary conditions?

If yes, provide an explanation and a copy of all related official documents.

17. Have you ever been terminated, sanctioned, penalized, had to repay monies to or
been denied provider pariicipation in any Medicaid, Medicare or other publicly funded
healthcare program?

If yes, provide an exptanation and a copy of all related official documents.

18. Have you ever been danied membership of renewal or been subject to any
disciplinary action, sanction or warning in any medical or osteopathlc organization or
professional saciety?

If yes, provide an explanation and a copy of all related official documents.

19. Have you ever been investigated or subject to an inquiry/review by any
professional licensing agency, including investigations or reviews which resulted in no
formatl action? (Answer "Yes" if you have ever been contacted by an investigator or
Board agent to review a complaint or report filed agaitist you.)
If yes, provide an exptanation of the inquiry, including dates, state, charges,
final outcome and a copy of all related officlal documents

20. Has any jurisdiction of the U.S. or other nation ever limited, restricted, wamed,
censured, placed on probation, suspended, revoked or filed charges against any
license you held?

If yes, provide an explanation and a copy of all related official documents.

21. Are you in violation of any child support order or written agreement to pay child
support?
- If yes, provide an explanation.

22. Have any professional liability suits ever been filed against you?
If yes, complete the attached Professional Liability Suit Information form along
with a copy of the requested legal documents fisted on that form.

23. Have any judgments or settlements been paid on your behalf as a result of a
professional liability case?
If yes, complete the attached Professional Liability Suit Information form along
with a copy of the requested legal documents [isted on that form.

Applicant Name: Moore Nicola Louise
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Section 13— Affidavit of Applicant
Enter the state and county in which the affidavit is being notarized. Sign the affldavit in the presence

of a notary. The notary must supply the jurisdiction at the beginning of the affidavit, sign, enter the
date of the notarization, and the expiration date of hisfher commission. Aftach a recent photo of
yourself that has been taken within the last 90 days.

State of: M%SAC&USE‘\"\' S County of: MCM\?_%Q_,%_
. NICOLA LOVIGE MOORE

hereby swear or affimm, under penalty of perjury, that| am the person described and identified; that
the attached photo is a true likeness of myself; that 1 am the person named in the diploma which
accompanies this application; that | am the tawful holder of said diploma; that said diploma was
procured in the regular course of instruction and examination without fraud or misrepresentation.

[ certify that | have carefutly read the questions on this application and have answered them com-
plately and truthfully. | declare under penalty of perjury that my answers, and all other statements or
information submitted by me in this application process, are true and correct. if it is determined at
any time that | have provided misleading or false information on or in support of this application, | un-
derstand that my application may be denied or that | may be subject to disciplinary action and crimi-
nal prosecution if | am already licensed.

| understand that | am required to update answers or information submitted with this application if
the response or the information changes during the fime period the application is pending. | also
understand that this application is & publfic record in accordance with lowa Code chapter 22 and that
application information is public information, subject to the exceptions contained in lowa law. Finally,
in submitting this application, | consent to any reasonable inquiry that may be necessary to verify the
information | have provided on or in conjunction with this application.

{ also declare, under penalty of perjury, that if | did not personally complete the foregoing application
that | have fully read and confirmed each question and accompanying answer and take full -

res? ibility for gil ans rs_‘conta% this application.
A / JOLNE

= %4

Sigrature of Applicant

gy
N
(Vozn Cestn Duteey
Signature of Ncﬁéry Public
Mo 13 2008
2 wm{?uﬁm/l}g«gwwqb %re me on
/0 '0//9@/.? . Office Use Only

My Qo License Number: 3799 3.
{ssua Date: _Z’ZQ_LZQE

Expiration Date: | Qi 4] |é f?
Initials:

Applicant Name: Moore Nicola Louise
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Section 12 — Questions: o

.
B

Question #11. Have you ever taken a leave of absence for any reason (matemity, family,
personal, financial) during your medical school education, internship, residency, or
fellowship? If yes, provide an explanation.

Explanation re: Question #11

I was a resident in Family Medicine at the University of Rochester from 6/99 to 9/02.
During my residency, I twice had surgery: a resection for colon cancer in August, 2001
and for bowel obstruction from adhesions associated with the initial resection in March
2002. These surgeries were associated with sick leave of approximately 12 weeks in
total. Hence, my completion of residency was delayed from the normal June date to
September of 2002.

5’,//5708
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lowa Board of Medicinse
400 SW 8th Street, Suite C, Des Moines, 1A 50309-4686
(515) 281-6641 www.medicalboard.iows.goy

Verification of Medical Condition

Applicant: You are required to provide a statement explaining any medical condition you have experienced
that has had an ongoelng or adverse impact on your abillity to functlon and practice. Physicians who had a
cendition that interrupted their education or training should also complete this form.

The physician who diagnosed and provides, ot provided, treatment for the condition should ¢complete the
form.

Treating Physician: Complete and mait the form directly to the lowa Board of Medicine. This form is also on
our website as a pdf document which can be completed using the computer and printing the document. The
applicant's signature on page three of this form autherizes the release of information, favorable or otherwise,
directly to the Board.

Applicant's Name (Print Legibly): Ni{ceLf LOUISE Moo R&
Applicant’s Date of Birth (Month/Day/Year): [2 ! 30}[ 55

Nature of Medical Condition {include specific diagnosis}):

g'ﬁ}?{r/ %f;’t Lol ic /ff’J/7/7.

Summary of Treatmant:

/) [alomw v L7 e f/f 208 /

’2) @J;’I 4f aof hisiomy 3//(/2.9@;

Treatment Period: From ﬁé/zoo / To 61/2"/ Roo R
Recommended Troatment: P‘ on {'0 4 (z | 20 /d R J‘gdf }/.
Is/Was the applicant in compllance with his/her treatment? Yes No [

If no, please explain,




Is the applicant taking any prescribed medications for this condition? Yes [ No
If yes, please list the medication(s).

Provide a summary of other prescription medications this applicant is taking.
P 2 O

Has this medical condition in any way affected the applicant's ability to practice medicine with rea-
sonable skill and safety? Yes ] No
if yes, please explain.

Do any Ilmitati'ons’n ed to be in place with regard to the applicant’s practice of medicine?
Yas [] No ,E%
If yes, please explain.

If treatment were to cease for any reason, could the applicant’s cenditien in any way affect his/her
ability to practice medicine with reasonable skill and safety? Yes (] No [W
if yes, please explain.

Is ongoing monitoring warranted? Yos [] No ’]ﬁ
If yes, please explain.

Treating Physician Information:

. ScHIEN/ G g
Name (print legibly): é A D

Signature: MM W JLV“ Date:

Address: (06 Elmwawn  mve LOHE]TEN A /a2

§£30 2734713 Fax: 273"

Phone:




Authorization for Release of Information-Verification of Medica! Condition

The applicant must sign this form and submit it with the Verification of Medical Condition
farm. The treating physician may retain this release of information for his/her own records.

L, NLCOLD t.0UISE MOORE (print name), do hereby authorize a disclosure of records
concerning myself to the lowa Board of Medicine (IBM}. This release includes records of a public,
private or confidential nature.

| acknowledge that the information released to the IBM may include material that Is protected by
federal andfor state laws applicable to substance abuse and mental heatth information. If applicable, |
specifically authorize the release of confidential information to and from the IBM relating to substance
abuse or dependence and/or mental heaith.

| further agree that the |IBM may recelve confidential information and records, including. but not |
imited to the following records:

« Medical Records

« Education Records

+ Personnel or employment records, including records of any remedial, probationary,
disciplinary, or any other adverse information contained in those records.
Post-graduate training (internship, residency, & fellowship) records, including records of any
remedial, probationary, disciplinary, or any other adverse information contained in those

records.
« Any information the {BM deems reasonably necessary for the purposes set {orth in this
release.
Release of Liability. { do hereby irrevocably and unconditionally release, covenant not to sue, and

forever discharge any person or entity, including but not limited to any medical school, residency or
fellowship training program, hospital, health care provider, health care facility, icensing board,
impaired practitioner program, agency, or organization, which releases information to the IBM
pursuant to this release from any liability, claim, or cause of action arising out of the release of such
information. 1 further irrevocably and unconditionally release, covenant not to sue, and forever
discharge the IBM, the State of lowa, and its employees and agents from any liability, claim, or cause
of actlon artsing out of the collection or release of information pursuant to this release.

A photocopy of this release form will be valid as an original thereof, even though the photocopy does
not contain an original writing of my signature.

This authorization is valid until completion of the licensure process, | understand | have the right to
revoke this authorlzation in writing, except to the extent that the IBM has aiready taken action in
reliance upon this consent.

ave read and fullyunderstand the contents of this "Authorization to Release Information.”
s/ 3 log

Slgnature of Phisician /" Datd

PROHIBITION ON REDISCLOSURE
This form does not authorize redisclosure of medical information beyond the limits of this consent. Where
information has been discloged from records protected by federal law for aleohot/drug abuse records or by stata
law for mental health records, federal requirements {42 C.F.R. Part 2) and state requirements (lowa Code Ch. 228)
prohiblit further disclosure without the specific written consent of the patient except as otherwise permitted by
such law andfor regulations. A gensral authorization for the retease of medical or other Informatton Is not
sufficient for these purposes. Civii andior criminal penalties may attach for unauthorized disclesurs of alcohol/
drug abuse or mental heaith Information.
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lowa Board of Medicine
400 SW 8th Street, Suite C, Des Moines, |A 50309-4686

{515) 281-6641 www.medicalbogrd.lowa.qoy

Post-Graduate Training Varification

Applicant: Submit this form to each training program where You were enroiled in an internship, residency, or
fellowship to complete this form. Complete the top portion and page two of the form only and submit the form
to the training program(s).

Program: Complete and mail the compleated form directly from the training program to the lowa Board of
Medicine. Any processing fees are the applicant's responsibility. Programs where the applicantis a current
restdent must mail this form separate from the application.

Applicant's Name (Print Legibly); N (.(O(_A P\O U f%t" M OOIQE
Applicant's Date of Birth (Month/Day/Year): [ &(/ 20 / £S

it is hereby certified that N [COLA LoU ISEe MospE

- «, (Name of Apptlca? . .
received post-graduate training at W W W fvﬁ ﬁ:’"‘—gﬁ /((EM
ame of Program/Facility) ’

located a;tr /5f/ m Ao / /@m; V/l7 s /Vé&j US/}'
; (Address, Clty, State, Zip, Courf) _
From M/ 02 To 2 é/ 03 Program Speclaity: W /(Mébé

{Month/Yaar) (Manth/Yaar)
Fellcwship_éft_, _ Research

Bid the ﬁp}icant complete all required years of the post-graduate training program?
No {explain) Anticipated date of completion

Type of Training Program (select one):
Internship _._.____ Resident.________ Chief Resident

Yes

Was the program acj?iited by the ACGME, AOA, RCPSC, or CFPC when the applicant attended?
Yes No .,

Was any diseiplinary action ever taken against the applicant? Yes No X
If yes, provide details of ths disciplinary action and a copy of any documentation ralated to the avent. :

is there any derogatory”® information on file? Yes Noj(
If yes, provide details of the derogatory information and a copy of any documentation related to the event,
*Derogatory information can include probation, investigation, remediation, andfor other disciplinary attions.

Institutional Seal Completed by the Program Director, Program Coordinator, or Graduate
Medical Education Representative:

PrintName:jﬂ{sA‘M M. G'Alé?bA.iEﬁ,. pfdf'ﬂﬂM CDﬂfDW/Hm
Signature: W//{ . W

If the institution does not| Date (month/daylyear): _{ b/ 4 ‘7/ 0 g Phone: S&5 ~C06 -9y € ¢ x A o
fficial seal, s
?:rvn: :?u:t Lce:anost?a:-izg:i? Faxff)ﬁ {5-473 '2)‘5[5 E-mail: 544 — 94 rdner@® yrme. rochéster. el u

Maélmﬂw@wbﬂa MW 1




W hoa,

UNIVERSITY OF DEPARTMENT OF FAMILY MEDICINE

ROCHESTER b

MEDICAL CENTER

 Angust 13, 2004

Medical Board of California
Licensing Program

1426 Howe Avenue, Suite 54
Sacramento, CA 95825-3236

RE: Nicela Moore, MD CEEN)  (ATS# 149806)
To Whom If May Concern:

This is a strong letter of support for Nicola Moore, MD, for a California license to
practice medicine. Dr. Moore was a Family Planning Clinical and Research Fellow at the
Reproductive Health Program at the University of Rochester, Department of F. amily
Medicine from 9/02 to 6/03. She began her fellowship upon completion of her residency
in Family Medicine in 9/02. Her non-traditional start date for the fellowship was due to
medical problems during her residency which were associated with three months of
medical leave, and hence, a three-month delay in completing residency.

Dr. Moore was an exemplary fellow with excellent knowledge and experience. She
currently holds an appointment as an instructor in the Department of Family Medicine at
the University of Rochester.

I strongly support her license in California. IfI can be of further assistance, please let me
know.

Sincerely,

Eric Schaff,
Professor of ily Medicine, of Pediatrics, and of Obstetrics and Gynecology
University of Rochester School of Medicine

Reproductive Health Program
Highland Hospital

1000 South Avenwue, Box 101
Rochester, New York 14620

(585) 271-1206 Fax: (585) 271-9055




lowa Board of Medicine 7 70
400 SW 8th Street, Suite C, Des Molnes, A 50309-4686 )
(615) 281-6641 www.medicalboard.iowa.gov

g

Certification of Medical Education

Applicant: The board requires each medical school where you received all or part of your medical education

to complete this form and afttach an official transcript of your education. Complete the top portion and page
two of the form only and submit the form to the medical school{s).

School: Complete this form, attach an official transcript of the applicant’s education, and mail the completed
form directly from the medical school to the lowa Board of Medicine. A transiation of any transcript not in
English Is also required. Any processing fees are the applicant’s responsibility.

Applicant's Name (Print Legiblyy___ NACOL A LOUWSE MooRrE
Applicant's Date of Birth (Month/Day/Year): V2 | 301455

it is hereby certified that Nicola L. Mooxe
{Name of Applicant)

received their medical education at Albert Einstein College of Medicine of Yeghiva University
{Name of Schosl}

located at 1300 Morrig Park Avenue, Bronx, NY 10461
(Address, City, State, Zip, Country)

From _08/16 To__05/24/1999 Date Diploma Recelved __- 06703/1999
(Manthi{Year) {Manth/Year) (MonthfYear)

Medicine

Granted a diploma with the degree of DOCTOR of

Was the schoo! accredited by the Liaison Committee of Medical Education or the Amercan Osteopathic
Association at the time the applicant graduated?

Yes _ XXX No Not Applicable

Is the above school name different from when the applicant attended? Yes No_XXX

List previous school hame:

X
Any disciplinary action or derogatory information on file? Yes No
I yes, provide a copy of documentation related to the action or information.
Institutional Seal Completed by the KEE Registrar:
Print Name: Sarifa Switzer
Signature:_%&ﬁﬂ%
Date (month/day/year)._06/11/08 Phone, (718) 430-2102
If the institution does not
have an official seal, the | Fax:_(718) 430-8B40  E.ngy;_ sswitzer@aecom.yu.edu
form must he notarized.

06\’ A 1;/2 .|

/PCVD




[#)

.
N
s
Authorization for Release of Information—Certification of Madical Education "a&
4
z,
The appllcant must sign this form and submit it with the Certification of Medical Education. ‘.
The medical school may retaln this release of information for thelr own records. %

L NECOLA KOUISE MookEprint name), do hereby authorize a disclosure of records
concerning myself to the lowa Board of Medicine (IBM). This release includes records of a public,
private or confidential nature.

t acknowledge that the information released to the IBM may include material that is protected by
federal and/or state laws applicable to substance abuse and mental health information. If applicable, |
specifically authorize the release of confidential information to and from the IBM relating to substance
abuse or dependence and/or mental health.

| further agree that the IBM may receive confidentlal information and records, including, but not
limited to the following records:

« Medical Records

« Education Records

« Personnel or employment records, including records of any remedial, probationary,
disciplinary, or any other adverse information contained in those records,

» Post-graduate training (internship, residency, & feliowship) records, Including records of any
remedial, probationary, disciplinary, or any other adverse information contained in those
records,

« Any information the IBM deems reasonably necessary for the purposes set forth in this
release.

Releass of Liability. ! do hereby irrevocably and unconditionalty release, covenant not to sue, and
forever discharge any person or entity, including but not fimited to any medicat school, residency or
fellowship training program, hospital, health care provider, health care facility, licensing board,
impaired practitioner program, agency, or orgahization, which reteases information to the IBM
pursuant to this release from any liability, claim, or cause of action arising out of the release of such
information. | further irrevocably and unconditionally release, covenant not to sue, and forever
discharge the IBM, the State of lowa, and its employees and agents from any liability, claim, or cause
of action arising out of the collection or release of information pursuant to this releases.

A photocopy of this release form wili be valid as an original thereof, even though the photocopy does
not contain an original writing of my signature.

This authorization s valid until completion of the licensure process. | understand [ have the right to
revoke this authorization in writing, except to the extent that the IBM has aiready taken action in
reliance upon this consent.

| haye read a fﬂwder’stand the cgntents of this "Authorization to Release Information.”

. Sndl O s/ic/ox
- ‘Signature of Physitian Data

PROHIBITION ON REDISCLOSURE
This form does$ nat authorize redisclosure of medical information beyond the limits of this consent. Where
information has been disclosed from records protected by federal law for alcohot/drug abuse records or by state
law for mental health records, federal requirements (42 C.F.R. Part 2) and state requirements (lowa Code Ch, 228)
prohlibit further disclosure without the specific written consent of the patlent except as otherwise permitted by
such law and/or regulations. A general authorization for the release of medical or other information is not
sufficient for these purposes. Civil and/or criminal penalties may attach for unauthorized disclosure of alcohol/
drug abuse or mental health information.
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towa Board of Medicine %.
400 SW 8th Street, Suite C, Des Moines, |IA 50309-4686 2
(515) 281-6641 www.medicalboard.iowa.goy R
7o)
Post-Graduate Training Verification 0’_-}
£
Appiicant: Submit this form to each training program where you were enrolled in an intemship, residency, or 'Pc},
fellowship to complete this form. Complete the top portion and page two of the form only and submit the form a

to the training programi(s).

Program: Complste and mail the completed form directly from the training program to the lowa Board of

Medicine. Any processing fees are the applicant's responsibility. Programs where the applicant is a current
resident must mail this form separate from the application.

Applicant's Name (Print Legbiyi_ MLLCOLA L HUSE MOORE
Applicant’s Date of Birth (Month/Day/Year); ‘l\l ?70! Sg

ltis hereby certified that \?\\ wolo \_\__,o\u Waxy m Qane,. .
a of Applicant)

received post-graduate training at OM o WDA/{,V ) \&A a UOW\QJ b\a}}g

{Name of Program/Facility) ‘

ocated st L L) = . C A hen Ot arslus _

{Address, City, State, Zip, Country)

From To Program Specialty: =~ ( B
{(Menth/Year) {Month/Year)

Type of Training Program (select one):

Internship _________Resident _____ L7 Chief Resident Fellowship_____ Research

Did the applicant complete all required years of the post-graduate training program?
Yes_l_éNo____ (explain Anticipated date of completion

Was the program accredited by @ OA, RCPSC, or CFPC when the applicant attended?
Yes_— ¢, No

Was any disciplinary action ever taken against the applicant? Yes No._ Le—"
if yos, provide details of the disciplinary action and a copy of any decumentation related to the avent.

Is there any derogatory* information on file? Yes No L
if yes, provide details of tha derogatory informstion and a copy of any decumentation felated o the event,
*Derogatory information can include probation, investigation, remediation, and/or cther disciplinary actions.

Institutional Seal Completed by the Program Director, Program Coordinator, or Graduate
Medical Education Represeiative:

Print Name: ' OWOAW H ﬂ

‘ Signature: Q/f?, - v
iveans_Lal18[°
If the institution does noti Date (manth/dayfyear): ng‘ / J & Phone: SPK ~f>?'.79~ fl P fj/ )
have an official seal, the
form must be notarized, | Fax._ 5% S~ H42~ %l 7] Emdl:_MMMLM, .

Al
1




@7/16,2888 B2:28 NO. BES Do

towa Board of Medicine
400 SW 8th Street, Sulte C, Des Moines, 1A 50309-4586

(616) 281-6641 www.meglcgjboard.lowa.doy
Hospital Privilege Verlfication

Appilcant; Submit this form lo aach hespital where you held privileges within the lasy five years. Complata
the top portion and page twa of the form only and submit the form to the hospital,

Hospital: Complete and mail the form direclly from the hospits! to the lowa Board of Madicine, Any
processing fees are the applicant’s responsjbiiity. . i

Applicant's Name (Print Leglbly); \C Ol # l«_s_o U@ - MWOOF E_
Applicant's Date of Birth (Month/Day/Year): Y 2 ‘ 30 \ §S_

1t 15 hareby certified that N \C-DLA \“OU\SE M OORE}__
{Narna of Applicant)

had hospital privileges at Shvona_ Memonal WOQF‘J&'\ (?d f!ﬂﬁf@)

N ) {Name of Hospital)

jocated at _CQO\ Z\MNOOC& PV‘J‘E-' \RO('.\/\GS‘)‘-\.)MV ’L{an

(Address, Gity, State, Zip, Cduntry)

From.L.OIDz To q }03 \

{Month/Yesr) (Month/Year)

Was anv disciplinarnv ?iun ever taken against the applicant? ’

([
If yes, provide details of the diseiplinary action and & copy of any documentation related fo the event.

is thare anv derogateyy” Information on file?
Yes.— —.-No
if yes, provide detalis of the dercpatory information and a copy of any documentation related lo the event.
_ *Derogatory information can include probation, investigetion, remedlation, and/or other disciplinary actiens.

Compieted by the Med|cal Staff Office;

Print Name:

Signature:

Date (month/dayfyear): 7 / U/ DK’ Phone: _78‘—} "&}3‘
if tho inslitution does not —-]ﬂ( &35 -—1 f

have an officlal geal, the | Fex: = E-mail;
form must he notarized.




———

@7/16-2008  ©2:28
- NO. B85

UN{VERSITY ¢

ROCHESTER

MEDICAL CENTER

FAX COVER SHEET

Medical Stafl Office

internal Address: 601 Eimwpod Aye, Box 612, Rochester, NY 14842
pctugl Address: 135 Corporate Woods, Sulte 130, Rochester, N 14823
Phone; (5B5) 784-8822
Fax;  (365) 784-8387

Tﬁm M From: Tammy Green
__Q_ud Y #OJ\{];H Madical Stalf Ofice

= fyog) Budl 2

Ll

Phone: Date: ] } /(( )O ?

Re: Hospltal Affifiation or Clelnt Hislary

Megsage:

Confidentiality Notice - Doaument intendad for use of Addressan Only

Thu Infermation conkalned in this facimile Is lagally privileged and confidéntial, Intended anty for the usq of the indlvidus
ar anthy nsmat above, (f the raader of thia ia¢simila fs not the Intandad reciplant, you are harshy notiffert that any
{ thia fax in ethgtly protibitsd. o you have recoived thie fax In arror, plosss

dissemination, distribution or copy
Immediately notify the ssnder at the teleghone numbar llated above snd raturn the otiginal messagh to us at the address

ahave via the Uniled States Post Dffice.

This Informaton hes been discloasd to you from confidantial records, which are protectad by New Yok Biete law and
HIRAA roguiations. Thess lawe and raguisilona prohibit you from making any further disclosurs of thiv Informatian
wiihaut the specific writlan consant of the person 1o whom It pertaing, or s otharwise permitted by law. A genoral
suthorization for ihe roleass of madical or other Information not aufficlans muthorization af furthor diaoloaurs of

By NYS Pubilc Heaith Law Article 27-F of Title 42 of the Code of Fadera] Reguiations, Any

Information, whigh s pratacted
wnautherzed further discinsure in vigiation af Stats 1aw may resuly In a fige or Jall sentences of hoth,

Pal



lowa Board of Medicine 74
400 SW 8th Street, Suite C, Des Moines, IA 50309-4686 7,

Hospital Privilege Verification

Applicant: Submit this form to each hospital where you held privileges within the last five years. Completa
the top portion and page two of the form only and submit the form to the hospital.

Hospitai: Complete and mail the form directly from the hospital to the lowa Board of Medicine. Any
processing fees are the applicant's responsibility.

Applicant's Name (Print Legibly): N l CﬂLIQ- 1\0 U f Sﬁ /MO Oﬁ—?

Applicant's Date of Birth (Month/Day/Yeat): ] 2 } 20 [ SC
’ L

ltis hereby certified that —Df’ ‘ MIKCOICL m( YXe

(Name of Applfcant) )

had hospital privileges at )LH% / af]//( }kﬁpj’

¢/ Name of Hospi
located at ’DDO SOU)[’L HY-Q(t ?EL%J )\«’\7) /g&?o'lo

Address, City, State, Z'ip, Countrir)

~ From IO/DD‘ To QIOB

(MontH/Year) (Month/Year)

Was any disciplinary S?tion ever taken against the applicant?
Yes No_>
If yes, provide details of the disciplinary action and a copy of any documentation related to tha event,

{s there any derogatory® information on file?

Yes : No

If yes, provide details of the derogatory information and a copy of any decumentation related to the event.
*Derogatory information can include probation, investigation, remediation, and/or other disciplinary actions.

Institutional Seal Completed by the Medicaj Staff O

flice:
Frint Name: lamm éﬁr—%
Signature®. jW %’I

If the institution does not
have an official seal, the | Fax: ,781'/" g&j E-mail:

form must be notarized.

(515) 281-6641 www.medicalboard. jowa.gov T=

Date (monihfday/year):éé&[d& Phon@%} ’BL}'g%;L ;‘

s



lowa Board of Medicine
400 SW 8th Street, Suite C, Des Moines, IA 50309-4686

(515) 281-6641 www.medicalboard. iowa.gov

Hospital Privilege Verification

Applicant: Submit this form to each hospital where you held privileges within the |ast five years. Complete
the top portion and page two of the form only and submit the form to the hospital.

Hospital: Complete and mail the form directly from the hospital 1o the lowa Board of Medicine. Any
processing fees are the applicant's responsibiity.

Applicant's Name (Print Legibly): N (COBLA L ouviceE Moo e
Applicant's Date of Birth (Month/Day/Year): % - / 50 / s

Pl

It is hereby cerified that Dr— M 'lC O} (i)‘ mlwr&
ame of Applicant .
had hespital privileges at S_’/r Oﬂ@ m@mmé [ /L/OSD} —}QQ

Name of'

located at ZJJO} 2/”(){4(1)?)0\\/ < H?(lt;lﬂ') Ai\//c/é’ (7/1

(Address, City, State, Zip, Country) !

From /O/OQ“ To 9/03 '

(Morith/Year) (Month/Year)

Was anv disciplinary salzticm ever taken against the applicant?
Yes No...,
If yes, provide details of the disciplinary action and a copy of any documentation related to the event,

Is there any derogatory* information on file?
Yes No %\

If yes, provide detalls of the derogatory information and a copy of any documentation related to the event,
*Derogatory information can include probation, Investigation, remediation, and/or other disciplinary actions.

Institygis Spal Compisted by the Medical Staff Office:

Print Name: / Q/mafa QYM

Signature: \M M .

If the institution does not éggsmonih/daylyear);% F’hone:£3<< )’XL/'TQS ‘-'9 ;\
have an official seal, the | Fax: ’)SL} "83!!7 E-mail: }QWG _\G’r&,/(@uymc,

form must be notarized, ro W i M

i




06~09-08A10:35 RCVD
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lowa Board of Medicine
400 SW 8th Street, Suite C, Des Molnes, 1A 50309-4686
{515) 281-6641 www.medicalboard.iowa.gov

Hospital Privilege Verification

Applicant: Submit this form to each hospital where you held privileges within the last five years. Complete
the top portion and page two of the form only and submit the form to the hospital.

Hospital; Complete and mail the form directly from the hospital to the lowa Board of Medicine. Any
processing fees are the applicant’s responsibility.

Applicant's Name (Print Legibly); N lCOLA LD UISE M O ocE
Applicant's Date of Birth (Month/Day/Year): | :d‘%o [ S—S—

It is hereby certified that N 1 Cf)[ L. Moor c A 10
{Name of Applicant)

had hospital privileges at Bt Lspreel (>eacanrss fapdizal Conte~
{Name of Hospital)

located at 550 Bwoklivy Avenve  Gostpr MA O Lo A

(Address, City, State, Zip, Country)
o] 2eos o to| Zeok ‘
(Montthear) (Month/Year)

From

Was any dtsciphnarv aclti/; ever taken against the applicant?
Yes No.,

if yes, provide.detalis_ of the disciplinary action and a copy of any documentation refated to the event.

is there any derogatory® ‘jjo’rmatlon on file?

Yes No

If yes, provide details of the dercgatory information and a copy of any documentation related to the event.
*Deragatory information can include probation, investigation, remediation, and/or other discipiinary actions.

Institutional Seal Completed by the Medical Staff Office:

Print Name: M‘?‘D f tha
Signature: _é&mm——)

Date (month/day/year): Phone: (el - 823 0384
If the institution does not .
have an official seal, the | Fax. @10 022" 020 £ i, fRisteR). @ SOmMC, HALVALAED U

form must be notarized. _Q
ersonally

aggeared Bolory ms, and proved His/h
§5ﬂifﬂ€f5ﬁ‘ aidente, which gm ¥ ”'ﬂﬂﬂmﬂon fhromh

th perish whese name Ixunn on the ocadl
dmm&mm mypmmmnth:biduyof Su.r:g %

HoonDee Meed Commonweaith Fflossadhsatts
tatery Publie Wy Comenizsinn Expices Dacamber § 2011



P
’ . Beth Israel Deaconess
. &8/ Medical Center

June 02, 2008

To Whom it May Concern:

Due to the increasing volume in requests for verification of affiliation, please accept this

letter in response to your query.

Beth Israel Deaconess Medical Staff providers are credentialed in accordance with
Regulation 243, CMR 3.05 of the Massachusetts Board of Registration in Medicine.

The information provided below satisfies the Massachusetts Board of Registration in
Medicine regulations for reasonable inquiries, Joint Commission on Accreditation of
Healthcare Organization standards, Beth Israel Deaconess Medical Staff Bylaws, and is
accurate to the best of our knowledge.

Practitioner Name:
Department:
Division:

Staff Category:’
Admitting Privileges:

Dates of Affiliation:
Temporary Privilege
Dates

Clinical Performance:

Liability Claims:

@)

Ruthie Pistorino
Professional Staff Affairs Office

Nicola L. Moore, MD
Medicine

Internal Medicine

Wag Courtesy in good standing
Yes '
8/17/2005 To 10/15/2006
8/5/2005  To ' 12/1/2005

There have been no alterations in privileges
resulting, directly or indirectly, from concerns
sbout the professional performance, clinical skills,
physical or mental health status, or any concerns
related to chemical dependency impairment of this
clinician.

Please contact the member's malpractice insurance
carrier(s) for information regarding liability claims.

330 Brookline Ave., PA 620 Phone # 617-632-0384

Boston, MA 02215

Fax # 617-632-0370
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lowa Board of Meadicine
4q0 SW 8th Street, Sulte C, Des Moines, I1A 50309-4686

(515) 281-8641 www.medicalboard lowa.gov

Hospital Privilege Verification

Applicant: Submit this form to each hospital where you held privitegés within the last five years. Compiete
the top postion and page two of the form only ahd submit the form 1o the hospital.

Hospital: Complete and mall the form directly from the hespital to the lowa Board of Medicine. Any
processing fees are the applicant's respensibility,

)

Applicant's Name (Print Legibtyy____ IV LCEOLA L HUISE  MoOKE,
Applicant's Date of Birth (Month/Day/Year): | l‘\% O { SS

it is hereby certified that N 1Calan L. Moeore M 2
(Name of Applicant)

had hospltal privileges at (24 cHn L Strexed D eoocanrss Lt ol et C(_A'-ﬁ—-c--
(Name of Hospital)
lacated at 3% Kowokling Avenve  Bogipm MA Caks Lo A
(Address, City, State, Zlp, Country)
3‘;' 260§ To lo| 2ovl |
(Month/Year) (Month/Year)

From

Was any disciplinary ac,ﬁ}u ever taken against the applicant?
Yes_ No
if yes, provide detalls of the disciplinary action and a copy of any documentation related to tha event.

is there any derogatory”, ijurmatlon on file’?

Yes No

if yes, provide detalls of the derogatory information and a copy of any documentation rejated to the svent,
*Derogatory information can include probatian, investigation, remedfation, andior other disciplinary actions,

Institutional Seal Completed by the Medical Staff Office:

Print Name: M_&__ZL__‘!D_QQ 2
Signature; _é_&m. g D

) Date (monthdaylyear): Phone: _@0(1- (023 0384
if the institution does not ; .
have an official seal, the | Fax: ©I- 1023 OB E.nail QDiS’fD R O Biome, HAEVALAED U

form must be notarized. 'Q
'WWE'?E,’&?&M erionally

53““1!?{ Md'ﬂtl, which ware Identi Mbﬂ H’gwﬁ .
Hié paesen whese nama [t signa
dseumamnmr pfmmur.ﬁ : °" qn '“"iﬂn or Mhd.i

mnmmhh mdwuﬂ:
Hmfvﬁab!k wrmmma\ummmﬂ an



Commonwealth of Massachusetts ,5/
Board of Registration in Medicine /%

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(817) 654-9800

DEVAL L. PATRICK Enforcement Divislon Fax: (617} 451-9568 MARTIN CRANE, MD
GOVERNOR Legal Divislon Fax: {617) 357-8453 BOARD CHAIR
TIMOTHY P. MURRAY i i - - NANCY ACKIN AU
L EUTEN AT GEVER ON Licensing Divislon Fax; (617) 426-9358 EREWVEDIQEG?_ESSE
5/20/12008

To Whom It May Concern:

This certifies that Nicola L Moore M.D., a 1999 graduate of Albert Einstein College of Medicine Yeshiva Univ, has
been duly registered by this beard as provided by the taws of the Commonwealth.

Certificate Number 223184 was issued to Dr. Moore on 02/16/2005. This license is Current, The expiration date is
12/30/2008,

Listed below is certain complaint and disciplinary information on this physician. Please note that the Board can
neither confirm nor deny the existence of open complaints.

Closed Complaint Information
Our files contain 0 closed complaint(s) on this physician.

Final Board Disciplinary Action
Qur files centain 0 Board Discipline(s) to this physician.

This information is derived from Board files from January 1, 1987 to the present. It does not include all the
information contained in a license application.

As a service to the public and to designated agencies, the Massachusetts Board of Registration in Medicine offers
an online profile of all physicians with full licenses who are licensed in the Commonwealth. This profile is updated
dally and may include public information that is not otherwise contained in this certification letter. You may access
this information at the Board's website: www.massmedbgard.org.

Finally, the Board tallies closed complaints separately from disciplinary actions. If the same underlying incident
gives rise to both a complaint and a disciplinary action, the Board counts this as two separate acticns. In the same
way, multiple disciplinary actions are tallled separately, even if they arise from a single set of circumstancas.

SEAL
Staff Member, i i dicing
Carrie Doyle

& Visit Our Website At: hitp://www.massmadboard.org



lowa Board of Medicine
400 SW 8th Street, Suite C, Des Molnes, IA 50309-4686

(515) 281-6641 www.medicalboard.iowa.gov

Professional Licensure Verification

Applicant: Submit this form to each jurisdiction where you were issued a license. Completa the top portion
and page two of the form only and submit the form to the appropriate ficensing agency.

State or Provincial Licensure Board: Complete and mail the form directly to the lowa Board of Medicine.
Any processing fees are the applicant's responsibility.

Applicant’'s Name (Print Leglbly): N { cor A‘ L-ﬂ U l 5 e A"( OOI@_{“:
Applicant's Date of Birth (Month/Day/Year): ) o ] 20] <SS

It Is hereby certified that

(Name of Licenses)

Dateof Birthe e Profession: Issued License Number: =~
By On

(State or Province) (Month/Year}
License Type: Permanent.______ Training/Educational._____Temporary Other,

Has the licensee ever been Investigated or had a complaint filed against him/her?
Yes No Unable to Disclose
If Yes, provide a copy of the documentation retated to the investigation or complaint.

Has disciplinary action ever been initiated, invoked, or is disciplinary action pending?
Yes No Unable to Disclose
If Yes, provide a copy of the documentation refated to the disciplinary action,

Has the licensee ever voluntarily relinquished their medical license?
Yes. No Unable to Disclose .
H Yes, provide a copy of the documentation related to this event.

Institutional Seal Completed by State or Provincial Licensure Board:
Print Name:
Signature;
Date (monthiday/year). Phone:
if the institution does not
have an official seal, the | Fax; E-mail:
form must be notarized.




Authorization for Release of Information-Verlfication of Licensure

The applicant must sign this form and submit it with the Verification of Licensure form. The
licensing agency may retain this release of information for thelr own records.

I, AMLCOtA LOUNSE MD%ﬁnt name), do herehy authorize a disclosure of records
concerning myself to the lowa Board of Medicine (IBM). This release includes records of a public,
private or confidential nature.

| acknowledge that the information released to the IBM may include material that is protected by
federal and/for state laws applicable fo substance abuse and mental health information. If applicable, |
specifically authorize the release of confidentiat information to and from the IBM relating to substance
abuse or dependence andf/or mental health.

| further agree that the IBM may receive confidential information and records, including, but not
limited to the foliowing records:

+ Medical Records

« Education Records '

» Personnel or employment records, including records of any remedial, probationary,
disciplinary, or any other adverse information contained in those records.

+ Post-graduate training (internship, residency, & fellowshlp) records, inciuding records of any
remedial, probationary, disciplinary, or any other adverse information contained in those-
records.

« Any information the IBM deems reasonably necessary for the purposes set forth In this
release.

Release of Liability. | do hereby irrevocably and unconditionally release, covenant not to sue, and
forever discharge any person or entity, including but not limited to any medical school, residency or
fellowship training program, hospital, health care provider, health care faciilty, licensing board,
impaired practitioner program, agency, or organization, which releases infarmation to the IBM
pursuant to this release from any liability, claim, or cause of action arising out of the release of such
information. ! further irrevocably and unconditionally release, covenant not to sue, and forever
discharge the |BM, the State of lowa, and its employees and agents from any liability, claim, or cause
of action arising out of the collection or release of information pursuant to this release.

A photocopy of this release form will be valid as an original thereof, even though the photocopy does
not contain an original writing of my signature.

This authorization is valid unti completion of the licensure process. | understand | have the right to
revoke this authorization in writing, except to the extent that the 1BM has already taken action in
reflance upon this consent.

| have pead and fully undesstand the %;;:his "Authorization to Release Information.”
%j.‘a"é/\ /f)?;w/ 57(/ lol'e

Sigfiature of Physician ™ | 7 Dale

PROHIBITION ON REDISCLOSURE
Thls form does not authorize redisclosure of medicat information beyond the Rmits of this consent. Where
information has been disclosed from records protected by federal law for alcohol/drug abuse records or by state
law for mental health records, federal requirements (42 C.F.R. Part 2) and state requirements (lowa Code Ch. 228)
prohibit further disciosure without the specific written consent of the patient except as otherwise permitted by
such law and/or regulations, A general authorization for the release of medical or other information is not
sufficlent for these purposes. Civil and/or criminal penalties may attach for unauthorized disciosure of alcohoy/
drug abuse or mental heaith Information.




STATE AND CONSUMER SERVICES AGENCY

MEDICAL BOARD OF CALIFORNIA

Biate of

Cllorsk LICENSING PROGRAM
Peperimant 2005 EVERGREEN ST SUITE 1200
Consumer SACRAMENTO CA 98815-3831
Affairs TELEPHONE: (800) B33-2322

FAX: (9168} 283-2844

WWW.nbc.ca.gov

May 28, 2008

IOWA STATE BOARD OF MEDICAL EXAMINERS
400 SW 8TE ST STE C
DES MOINES IA 50309-4686

To Whom It May Concern:

This is to certify that on the date of this letter the records
of the Medical Board of California (Board) indicate the following

information:

Physician: NICOLA LOUISE MOORE

License No.: A 89646

Issued: December 17, 2004

Exam Type: A written examination

Expiration Date: December 31, 2008

Status: Renewed/current \

Board Digcipline: NO

Further public records pertaining to the above licensee may be
available from the Board's Web site at www.mbc.ca.gov.

Kimbepdy Kirchdeyer
Deputy Director

SEAL



 COMMONWEALTH OF MASSACHUSETTS

- Bd

Active License

Nicola L Moore M.D,

Lic. # 223184
Expires: 12/30/2008

o,




wua  The Medicat Board of Californla  4Fogy
camra . 1426 Howe Avenue, Sulte 54 oy
c‘,'\“ﬁ':i':’ Sacramento, Californla 95825-3236 \Jﬂr/
PHYSICIAN AND SURGEON
CERTIFICATE NO.  AB9648 EXPIRATION  12/31/2008
MICOLA LOUISE MOORE
ORIGINAL
ISSUANCE DATE RECEPT NC.

12/7/2004 00000654
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New York State Identiflcatlon
Priysician

NICOLA LOUISE MOORE
Licénse #:; 2iadng

Ragistered Untll* Nov 30 2009

"Z«aén. f}(m o

. Verify' cun‘bpt licensos statys
at ‘v, op nysed.gov
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Section 14— Authorization for Release of Information 75

All applicants must sign and date this section. T, ;

o

I, _Nicotd LONSE MOOREprInt name), do hereby authorize a disclosure of records con-
cerning myself to the lowa Board of Medicine (IBM). This release includes records of a public, pri-
vate or confidential nature.

| acknowledge that the information released to the 1BM may include materiat that is protected by fed-
eral and/or state laws applicable to substance abuse and mental health information. If applicable, |
specifically authorize the release of confidential information to and from the IBM relating to substance
abuse or dependence andfor mental health.

| further agree that the IBM may receive confidential information and records, including, but not lim-
ited to the following records:

+ Medical Records

« Education Recerds

« Personnel or employment records, including records of any remedial, probationary,
disciplinary, or any other adverse information contained In those records.

« Post-graduate training (internship, residency, & fellowship) records, including records of any
remedial, probationary, disciplinary, or any other adverse information contained in those
records.

« Any information the IBM deems reasonably necessary for the purposes set forth in this
release.

Release of Liability. 1 do hereby irrevocably and unconditionally release, covenant not to sue, and
forever discharge any person or entity, including but not limited to any medical school, residency or
fellowship training program, hospital, health care provider, health care facility, licensing board, im-
paired practitioner program, agency, or organization, which releases information to the IBM pursuant
to this release from any liability, ctaim, or cause of action arising out of the release of such informa-
tion. 1 further imevocably and unconditionally release, covenant not to sue, and forever discharge the
IBM, the State of lowa, and its employees and agents from any liabitity, claim, or cause of action aris-
ing out of the collection or release of information pursuant to this release.

A photocopy of this release form will be valid as an original thereof, even though the photocopy does
not contain an original writing of my signature.

This authorization is valid untif compietion of the licensure process. | understand | have the right to
revoke this authorization In writing, except to the extent that the IBM has already taken action in reli-
ance upoen this consent.

I haye read and fulty, understand the contents of this "Authorization to Release Information.”
'fr < : £ -
' /IM’Z . 7/wa 5/Slok

Signature of Physician v " Date

PROHIBITION ON REDISCLOSURE
This form does not authorize redisciosure of medicat information beyond the ilmits of this consent. Where Infor-
mation has been disclosed from records protected by federal Jaw for alcohol/drug abuse records or by state law
for mental health records, federal requirements {42 C.F.R. Part 2) and state requirements {fowa Code Ch, 228)
prohibit further disciosure without the specific written consent of the patlent except as otherwise permitted by
such law and/or regulations. A general authorlzation for the release of medical or other information is not suffl-
clent for these purposes. Civil and/or criminal penalties may attach for unauthorized disclosure of alcohol/drug
abuse or mental health information.

Applicant Name: Moore Nicola Louise
14
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Towa Board of Medicine
Waiver
For Completing Criminal History Background Checks

I hereby give permission for the Jowa Board of Medicine to conduct both an Iowa criminal history record
check with the Division of Criminal Investigation (DCI) and a national check through the Federal Bureau of
Investigation (FBI). Any information maintained by the DCI and the FBI may be released as allowed by law.

PLEASE PRINT
Name: N\ DCJRE N \ CDLA L\O \J l")é
Last First Middle

Other Names Used (Include maiden name):

Street Address:
City
E-mail Address:

Social Security Number: Gender: F

Date of Birth (Month/Date/Year): ___| Z— ! 30 / (955

sign;fdr revocation of mﬂ?ﬂiciﬂe in Jowa.
R . - J ‘. ———
- Mm_% A AT

Answer the following question. For a “Yes” answer, please aftach an explanation. Do not write the explana-
tion on this waiver form.

YES
| Have you ever been convicted of, or entered a plea of guilty, nolo contendere, or no contest to a
crime other than a minor traffic offense, in any jurisdiction? You must include all
misdemeanors and felonies, even if adjudication was withheld by the court so that you would
not have a record of conviction. (For example, you must report if your conviction was
expunged, you received a deferred judgment, or you received an executive pardon.) Driving
under the influence or driving while impaired is not a minor traffic offense.

1 understand that if a license is granted by this Board, it will be based, in part, on the truth of the information
on the waiver and on the application for licensure, which, if false, may subject me to criminal prosecution and
revocation of the license. I declare under penalty of perjury that my answers and all statements made on the
waiver and on the licensure application are true and correct. Should 1 furnish any false information on this
waivey or on the application for licensure, I hereby agree that such act shall constitute cause for denal, suspen-

Tuwe Y 2008

Signature of Applicant Date
DCI & Sex Offender FBI Search
Search Completed on For Office Use Only—Do Not Writs in Boxes Com pleted on

G~ -p8F . 7sof

e

e e ST AT



