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Application Fee: . Please enclose a check or money order in the amount of $350 made’ p‘é@bl@ 10 the
Commonwealth of Massachusetts, U
Check Cne: Y U.S./Canadian Graduate [0 International Graduate
Legal Name (do not use nicknames or initials, unless they are part of your legal name)
JALKSON Remeccn —
Last Name (type or print clearly) First Middle Suffix (Jr., etc.)
[Z(M.D. £ R0 2 Phb [] Other degree

Other Name(s) Used - List any other name(s) you have used whi_cﬁ may appear on your identifying
documents, such as medical education and examination records. If not applicable, check here [3—

Entire Last Name (type or print clearly) First Middie Suffix (Jr., etc.)
Date of Birth: S R Social Security Number;
Month Day Year ¢
Place of
gt ODaston Massapcqvsers
City State/Province/Territory Country if not USA

Home Address:

Number and Street

: City State/Province/Teritory Zip (or postal) Code
Business Address:_ 24 G are DINER. S(’

Number and Street

Rt monn Mo 04357
City State/Province/Termitory Zip (or postal} Code
Business = Home
Telephone:  (A01 ) 13 7- %369 ext Telephone: (
Preferred Mailing Address: [} Business Address ﬁﬁ Home Address.

§Hlewn) DFe o
#6360
$/23/00



APPLICANT'S NAME: ?{2 becea Jo LES0N

Page -2

Pre-medical School

: : Fro To
Facility: /RadC\‘%E CUH(’AC’ Degree: A ?[/ 16S ___j_! ;69
Street: __ 10 Ciavden St — City:  (@m rtc{f@_ State: T2
Facility: Degree; menila s ) S
Street: City: State:
Medical School

From

Facility: D)o( ot Medical Sclo Degree: J\_/TH) 2l L/ 1 73
Street: City: Over., State: M
Facility: Degree: s R e L]
Street: City: State:

June

1973

Date of medical school graduation:

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. International graduates must provide a written
explanation for the duration of medical education longer than six (6) years and any breaks in medical

education.

Postgraduate Education:

List all postgraduate training chronologically from medical school to the present, the name and address of
the facility, your position, e.g. 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 school.

Facility: [ AJM S0M _ BCMC.
street: 221l Lomas  Blvd

Facility UMM som D FC 4 & M

Street: 2400 TJucke,

Facility:

Street:

Facility:

Street:

Facility:

Street:

I”}‘]—PJ!V\ Fg’o

__Position:, P\’]l i __J e
City: %bugr W State: //\/;
Position: Residen) 7 1] 1S [ 131177
City: A bmz W s State: /UM
Paosition: sh o [ e e
City: State:
Position: m/ / s R
City: . State:

Position:
City: State:
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APPLICANT'S NAME:

/'\)6 hecea Jacksor\

Hospital Affiliations and Empioyment

List hospital appointments where you had active staff privileges, including the name and address of the
facility, your pesition and dates of affiliatioh in postgraduate training, in chronological order. Also include
periods of-unemployment or employment outside of medicine. Attach a separate sheet of paper if
necessary.

,}g;ﬁc From To

&

Facility: /‘//W/( S@;& M@WW(.&-@ /ﬁﬁmﬁi Position: phmucw N L 179

Street: Cit AN m; State: Az

DN MR - = =

Facility- Dept Fom, CG’M 4 bp Med Position? @Q;@ﬁa/ o s ol il

Street: 24 Tuchea City: State: _/VM
6-89 — 3-9) motlerhood unemploged  pa Mte@ uﬁi .

Facility: KVMm (—> MGMC(C- A Position: sif_ T S M

Street: G Chesmut St City: _Avgusts State: ME

Faciity, R AHC Position, PX4S%a. B 19, 831,200

Street: 24, E*M dinga 84 city: Jchmmand - State: _M&

K

1. List other states (abbreviations) where you are currently or have ever been ficensed: M A2 ME

No re el pend rrg

3
2. Are you certified by the American Board of Medical Specialties? ﬁ Yes [ 7/ o /Z@DD

3. List Board Certification(s): @“‘L"s Yobe ABFP 77 85,92 (zo00)

—>4. B Yes No
5. Reason for requesting a Massachusetts medical license: _MovVin e v Nouth Shore 20 my

Son wﬁoha Landmank Sebhoof /mkmj Ft ool paithpie

6. Name of Facility:

Have you attached an up-to-date copy of your curriculum vitae?

7. Address: City:

L Laer

8. Anticipated starting date in Massachusetts:
Affidavit of Applicant

I, the undersigned applicant, hereby certify that all information included in this application for licensure
constitutes a true statement made under the penalties of perjury.

o A

Signature of icant

W Ao

Date




dtm vg ) 4 (97
lci |
é, Q/LgﬂmCu] @ (I\)WQ‘ |

c,
Jzé ngzw
/IQ(,U e @(ﬂ’ #CM
; (Mﬂ— ME

M)’@? M(ﬂ@rui "Daman
Midwasy --Ed% IWM%M
. €




SUPPLEMENT FORM

Name: ./RﬁlOE_CCCL JGCV\SO(\ Date: | /'] 12000

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

additional information on pages 4-10,

S NO

" 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 a 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 enroﬂmcnt'i-rl 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
examination, any part of the National Boards, any Step of the USMLE, or have you failed
to gain certification from the National Board of Medical Examiners or any foreign licensing
or certification body? _ ;

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 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 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, healtheare facility, group or
professional medical society or association ( national, state or local)?

e e 4 Page 1




Print Name: "/Rﬁ hecca Jackson

s

|

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 2 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?
[oL 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 wamned 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 by
Blue Cross and/or Blue Shicld, Medicare, Medieaid; or-any-other-medical-Reimbursement-plan;
or have you ever been restricted from receiving payments from any Blue Cross and 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/TPA or other prepaid health care plan or your contract as 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
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 resolved?

Applicant’s Signature: @A%&ﬂ»//gﬂﬁ LR Date: [/ 7 | 2000

/
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Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 s
http://www.massmedboard.org =

Physician Registration Renewal Applicaﬁ?q;;ﬁ
AL

N

L morss
|
.

Gt
all attachments for your own recerds; you

~
Before proceeding, please read the instruc >
rm with attachments must be returned in the ‘/;@Q

need copies for credentialing and other purp
green envelope 4 weeks before your renewal

= Remit $250.00 for renewal fee. « Retugn renewal application in GREEN envelope.
+ Add late fee of $25.00, if necessary. : Bncloje check with coupon in BLUE envelope.

Please review carefully the following
alterations as required.
oAl Coreent SEMS  acpve Registration No.208092 Renewal Date: 08/25/2001
If you want to change your current status, please check gne of the following boxes to indicate your new status: (Check only one)
] Active [ reuring (see instructions) [] Inactive (sce instructions) [] Do not wish to renew

4 7 Please make corrections e or print
2. Other Name(s), if any, under which you werc licensed: @ RERH)

Other Name(s):
(& A) Mailing/Business Address: Mailing Address: I
Rebecca Jackson CityTown: T Smle
]
Zip: Country: :
Business Address: EiES
B) Home Address: City/Town: 2 State:
Zip: _.__ Country:
Business Telephone: ( i)
Home Address: o ‘
City/Town: State:
Zip: Country: ety
Home Phone: Home Telephone:  ( )
o Blsiness Phone: & : N
(978)526-7717 PLEASE NOTE: No P.O. Box addresses for home or

business addresses.

: ; L7 Current American Board of Mcdical Specialties Certification (See Table 2)
A47 a) Date of Birth: b) Sex: F "Code: 2P0 Code:

} SS#: 3
= 18 Drug License Numbers. if any:

a) Federal (DEA):

L5 a} Name of Medical School: !
b) Massachusetts:

D th Medical School :
b} Ycai}rg}g vaied: [907;) c) Degree: 1 p 14~ a) Other states where you arc now licensed to practice (Abbr.)
248 Me e
“Specialty Code(s) {See Table 1) !
Vﬁ/?:ode(s'; Hours per Week in Mass. b) States where you were previously licensed (Abbr.)
EP o MEAEBE. O -8 NM AT B
0

\J0. Current health care facilities at which you have completed the credentialing process for the provision of patient care. (Supply
the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in cach facility).

Facility Code: _?_‘jé_ !__ (AP) |00 % Facility Code:_____/__(AP) % Facility Code:____ _/___ (AP) %
FacilityCode: ____ _ / (AP) % Facility Code:__ ___ /___(AP) % Facility Code:_____ /_ (AP) %
1£ 999, print name(s): e 1




B

PRINT YOUR LAST NAME: ) A—LKSO‘A/ e LICENSE NUMBER: 2020972

My medical malpractice insurance is covered by a) [_] Insurance Carrier  b) [] Letter of Credit
Name of Insurer:__ A/4 GJ'I(D nal Union Alternatively, indicate as follows:
I am registering with Active status but I am not covered by medical malpractice insurance because [ am (check one)

a) [ Notinvolved in direct/indirect patient care in Massachusetts b) [] Otherwise cxempt

Please explain exemption:
,,w.’ Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ Yes mo

L A3 A. What is your principal work setting? (See Table 4) as

B. Care of patients in Massachusetts (see instruction booklet). (D
1) Average weekly hours involved in: a) outpaﬁcnt care ﬁ hrsfwk  b) inpatientcare _ hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? o M O EZ
PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer to the past two (2)_vears only. Check either YES or NO (NOT N/A) to each question. Provide

details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional information and
—~—~ ~ _definitions._You.must answer ALL questions, or this form will be returned to.you and your license renewal-may be delayed.

YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS RESOLVED; Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim? 2

16. Has any lawsuit, other than a 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 been settled, adjudicated or
otherwise resolved?

17. Have you been charged with any criminal offense, other than a minor traffic violation?

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

19. Has your privilege to possess, dispense or prescribe controlled subsiances been suspended, revoked, denied, .
restricted by, or surrendered to any state or federal agency?

20. Have you withdrawn an application for a medical license or been denied a medical license for any reason?

21. Has any professional Hability insurance provider 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
professional liability insurance provider?

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? [Yes [ No
[] CME Waiver requestéd (CME waiver form dite 30 days prior to date of license expifation) ~~ ] CME exeinption’

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.

Pursuant te G.L. c. 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and bellef, I have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law, NQTE: This applies even if you reside out-of-state or out of the United States.

®»  Pursuantto G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support.

e Pursuant to G.L. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119, § 51A4.
o [ hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R is true.

Signature: ﬁ Date: _[ 1 14 1 deey

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations require that you notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




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

green envelope at least 4 weeks before your renewal date.

*Remit $400,00 for renewal fee (non-refundable). * Return renewal application in GREEN envelope. .
+*Add late fee of $25.00, if necessary. *_Enclose check with coupon in BLUE envelope.

Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required. All questions must be answered or your renewal will be delayed.

1. Current Status:  Active Registration No.: 208092 Rencwal Date: 08/25/2003

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

[J Active [ ] Retiring (see instructions) [ Inactive (see instructions) [} Do not wish to renew

4 : : Please make corrections (print
2. Other Name(s), if any, under which you were licensed: i make corrections (print)

A) Mailing/Business Address: [[] Other Name(s) ] Name Change (enter name below)

3.  Rebecca Jackson
Mailing Address:
City/Town: State:
Zip: - Country:

B) Home Address:

Business Address:
City/Town: State:
Zip: Country:
Business Telephone: ( 9)
Home Address:. :
City/Town: State:

Home Phone: Zip: Country:

X Home Telephone:  ( )

Business Phone:  (978)526-7717 . |PLEASE NOTE: Only one address can be a P.O. box. The

mailing address cannot be a P.O. Box.
4. a) Date of Birth: * b) Sex: i 7. Current American Board of Medical Specialties Certification (See Table 2)
. FP ey
o) SSH: Code: Code: PR
: . 8.Drug License Numbers, if ~—~
5. 2) Name of Medical School: a) Federal (DEA):

3 :
artmouth Medical School B) Massichiners

b) Year Graduated: c) Degree:
1973 M.D. 9. a) Other states where yww&icemed to practice (Abbr.)

6. Specialty Code(s) (See Table 1)

C_QQ.Q%)P ﬁ&% b) Statzes where you were previously licensed (Abbr.)

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Next to each facility, write the approgmate percentage of patient care hours that you provide in each facility). __ No affiliations.

Facility Code: g g 9/_.“_ (AP)
FacilityCode: _ _ _/  (AP) % FacilityCode: __ /  (AP) % Facility Code:
11999, print name(s):

% Facility Code: ! (AP) % Facility Code: / (AP} Yo
Lo SR AT AR S e e
/ (AP) %

e




| :
PRINT YOUR LAST NAME: (BRC,KQO/\J ' __uicENsENUMBER: (D092, | )

11. My medical malpractice insurance i$ covered by I]/ﬁ]surauce Carrjer (] Letter of Credit
Insurer’s name. (Required); WW’O\D Wi ?I/UL \8 Q)licy dates: From: (= /3110210 12121 103
Alternatively, indicate as follows: I'am registering with Actiye-sfatus but I am not covered by medical malpractice insurance
because [ am: Check One: [] Nof involved in direct/indifect patient care in Massachusetts [ ] A government employee.
[ Otherwise exempt Please explain exemption; (oo ¥ [AM 2l ‘Z‘f[ 03  3fonpjoy

12. What is your principal work setting? (See Table 4) 2 ) If you are affiliated with a healthcare facility or credentialed
for the provision of patient care you must complete question #10 on page 1 and list your affiliations,

13. Care of patients in Massachusetts (sje instruction booklet),
1) Average weekly hours involvied in: A)inpatientcare _ hrs/'wk  B) outpatient care _E_hrs/wk
2) What is the approximate perJ:ntage of your patient care hours in primary care? _)__l?g%
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTIONS

Questions 14 through 22 refer to the period since you signed vour last renewal application, Check either YES or NO to each
question. Provide details on Form R for all YES answers (except question 22). Refer to instructions for additional information
and definitions. A questions in this|section must be answered. Do not answer NA or the form will be incomplete and dela
Your renewal, !

i YES NO
4. C MADE (New or Pending): Has any medical malpractice claim been made against you that has not

yet been finally settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS (Resolved): Has any medical malpractice claim that has been made against you been settled,

adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than a 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 been settled, adjudicated or
otherwise resolved? 1 -

17. Have you been charged with any crirpinal offense?

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?

19. Has your privilege 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 or been denied a medical license for any reason? |

21. Has any professional liability insurance provider 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 inated your insurance coverage in response to an inquiry by a
professional liability insurance provider? :

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? [T Ves [J No
[0 CME Waiver. CME waiver fon*n must be submitted at least 30 days prior to license expiration date.

CME EXEMPTIQN: Checkone: |[] Inactive status [] Residency/Fellowship training (See instructions).

See Instructions for CME waiver oﬁ- exemptions, Do not submit documentation of your CMEs with application.

* Pursuant to G.L. c. 112, Sec 1A, [ understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec, 51A
and the punishment for failure to|comply.

* Pursuantto G.L, c. 112, Sec. 2, Ijwill not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount.

* Pursuant to G.L. c. 62C, 49A, I certify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢, 62E; and withholding and remitting child support pursuant to G.L. c. 119A. (See instructions),

I hereby certify under the penalties ol'lperjury that all information on this Renewal Application, Part B and Form R is true.

pue: 016 105




Massachusetts Physician Renewal Apphcatlon

Physician Name: Rebecca Jackson _License No.:. 208092
PART A : B b
1) Current Status: - Active: - Renewal Due Date: 07/28/2005- Sl Bu'th I)ate

If “you want to change your current status, please check one of the followmg boxes to md:cate your new status:
(Check only one). (See Renewal Instructions, page3.) -

[T Active  [J Retiring [ Inactive " [ Donot wish to renew

SO LD

3 o
.y

¥

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.

2a) MAILING ADDRESS
-~ Mailing Address:
: City/Town: State:

?Zip: Country: M,n N{,J, Sleole s ;{;ﬁl\m'ca.

Please make corrections (print)

)
it

SR Home Address:
City/Town: State:
: Zipao i Country: u,h )‘R(L Sdales d'gm
phone ( Home Telephone: )

0o C heck here 1o change rhzs

. Hom address annot be~a'}.’c-)slll_.o_[_}’iég‘3-¢;x .
- 2¢) BUSINESS ADDRESS

e =
: e 7 é‘ﬁ!’é{? o
- ' - Zip: M} Counuy m
: : o | Business Telephone: {Wm
Phone: ;

E1 Check here 10 change this address ; Business address carmot be a Post Office Box
3) E-mail Address: : : - q,éol'm/m c(p njﬁf s e)\ease‘\ﬁtg
T : eh on
4) Fax Number: { E@ n + lf\a,ve ane
5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Family Practice _ [}
: : O
O

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Assocnatmn (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 AQA| Certificate/Subspecialty Correct? Delete?
Family Medicine ABMS | Family Practice this fgfoedip
0 O
O m}
O O

Page 1 of 5
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Massachusetts Physician Renewal Application

Physician Name: Rebecca Jackson. ; License No.: 208092
5S‘eé Renewal Instructions, page 4.) Please make corrections as necessary
.} 7) Drug License Numbers, if any: . 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetts: ,  _ . g ME
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)
c) Federal (DEA) XS: AZ NM ;

N8 Sl 220

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Clinic . Change to:

¥ .t
Please enter the approximate number of work hours at your principal work setting: __/ %

]
Lo

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 5 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. ‘

No Affiliations [] Please enter the approximate number of work hours for each Health Care Facility below:
Heatth Care Facility (See Renewal Instructions, page 4.) Delete? | 0 S Ca!egg;);’ngc = {:ff:::‘:a‘;fﬂk
Clinic B otlwe | i

M ]

O

0

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 8 hrsiawk  Changeto: _f{y hrsiwk

12) Medical Liability Insurance Information (See Renewal ]nstmc!ioﬁ.';; page 5.)
My medical liability insurance is provided through:- (check one)

F] Insurance Carrier (complete below)
Current Insurance Carrier: Nat:onal Union Fire Ins Coof P:nsburghehaﬂge—te, '

Policy dates:  From 12 /31/0Y To 1Z2/7/31/095
(required) a@)o PlAM Z#D'-lr-—v?’/iﬂ‘lﬂs—'
a

[ Letter of Credit subject to Board approval ¢h a copy)

L] 1am registering with Active status but I am net required to have medical liability insurance because I am:

Check one: :
[F Not involved with direct or indirect patient care jn Massachusetts
[0 Government Employee Federal Tort Claims Act (FTCA)
[} Otherwise exempt (Please explain).:-
Page 2 of 5



Massachusetts Physician Renewal Application
Physician Name: Rebecca Jackson. License No.: 208092

13) Do you perfdrm any surgery in your office? (See Renewal Instructions, page 5.) ﬁyes MND
If Yes, please complete Form PCA-O "Office Based Surgery” pner”

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.)

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. ALL questions in this section must be answered.

- 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, ény claims that have not been
finally settled or finally adjudlcated" ;

15) CLAIMS PAID
Has any medical malpractice claim against you (whether or not a Iawsult 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 ]awsuns other than medical maIpracnce claims, been filed against you
during this time period?

b} Resolved: Have you resolved, settled or adjudlcaled any lawsuits, other than medical malpractice
claims, during this time period? ,

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense durmg this time period?

b) Are there any criminal charges pendmg 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?

19) Has your privilege to possess, dispense or prescnbe 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. profe‘ssional competency-or conduct on your coverage, oF
have you voluntarily restricted, limited or terminated your insurance coverage in response to an mqu:ry by
. a medlcal liability i insurance carrier?

22) CME CERTIFICATION: :
a) Have you completed your CME requirements preceding your renewal date? & Yes [] No
b) If 10, are you requesting a CME waiver?

[ 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 8.)

c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) [ Inactive Status 1. Residency/Fellowship training

Page 3of 5
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Massachusetts Physician Renewal Application

Physi¢cian Name: Rebecca Jackson License No.: " 208092

2 PHYSICIAN PROFILE

@ I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.,

[J 1 have reviewed my Physician Profile and attached a copy of the Profile with correctiops.

[0 My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 10.)

CERTIFICATIONS

1) I certify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 1 19, sec. 51,
~and I understand the punishment for failure to comply.

)1 ccrufy that | 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 1 have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant to G.L. ¢.19A, sec. 15, and I understand the punishment for failure to comply.

4) I certify that 1 have complied with my obligations to report the treatment of wounds, bumns 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 pursuant 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. c. 112,
sec. 5F, when I have a reasonable basis to believe that person violated any provisions of G.L. c. l 12 sec. 5 or any Board
regulation.

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

8) 1 certify that | have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I
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 I have comphcd with my obligations related to the reportmg of employees and contractors pursuant to G.L.
¢.62E.

10} 1 certify that | have complied with my obligations related to the withholding and remittir;g of child support pursuant to
G.L.c. 119A.

11) I 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 1 understand that the Patient Care
Assessment (PCA) programs at the health care facilities where I practice report certain 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 my 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
Cnmmal History Systems Board.

Signature: %M/‘,L : : Date: 0% 1$7 2005

MAKE A COPY OF \gJR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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‘Massachusetts Physician Renewal Application

i)

Physician Name: Rebecea Jackson, M.D. License No.: 208092
PART A
1) Current Status: Active Renewal Due Date: 07/28/2007 Birth Date: 08/25/1946

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

O Active 0 Retiring O Inactive [ 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. g ;
Please make corrections (print)

2a) MAILING ADDRESS
Mailing Address:
City/Town: o ol
—/ Zip: Country: ;
Check here to change this address
2b) HOME ADDRESS HomeAdies . A (

—

mmm - e : =

Zip: _ Country:

g‘ ; Home Telephone:
Phone: (978)618-3888 AUG 13 2000 e Telmen E =
e e addﬁﬁ:’d\'d of Registratior Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS in Medicing SRR
City/Town:/ . . ate:
el SN
Zip: Country:
Business Telephone: ( )
Phone: ( =
[l Check here to change this address Business address cannot be a Post Office Box

; Correct your E-mail and Fax Number below:
3) E-mail Address: candrj@earthlink.net

4) Fax Number:
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Family Practice 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 AQA| Certificate/Subspecialty : Delete?
Family Medicine ABMS Family Practice (m]
O
O
O
Page 1 of 9
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I —

_ Physician Name: Rebecca Jackson, MLD, 2l © License No.: 208092
{See Renewal Instructions, page 4.) dﬂﬁ?‘ mm«:amdmasmmy
7) Drug License Numbers ° Corrections: 0% e abthenfate:(whmmmmlwmsedtopncﬁee
2) Massachusetts: . ; ME NH
b) Federal (DEA): - 9) States where you were previously licensed
c) Federal (DEA) XS: : ' AZ WM

10) List all work sites by’ Massachusetis
offices, clinics, nursing homes, ete. For the names of thiehealth mfadﬁna,mfertokefu-nce'l‘abletlon
page 18 of the Renewal Instraction booklet. Include any affiliatiol -
oreompks.?leuepmvﬂeaﬂnformholonaﬂwmmm Separs

jara sheet, if mecessary.
List the names of all work sites in Massachuselts - ~ Locatioa . sate Delete?
(See above and description on page 4.) (City or Town) w4 M =
Clie  Planned Buntsihd bange M Dosten . A

Cinge,. P ¢ LW Wo{‘&&\@\. ' MA

[m]
O
: [}

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.}
Average weekly hours involved in: a) inpatientcare  __ O hrsiwk  Changeto: ___ lns/wk
b) outpatient care 16 prowik Change to: hrsfwk

Y

12) Medical Liability Insarance Informatioa (Se¢ Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical Liability insurance is provided through:
E/lnsnmce(hrﬁer(mkteb&w)
Curreni Insurance Carrier: Natioal Uion Fire Ins Co of PittsburghChange to: _
| Policydates: From \/\ /07 TolZ /™ /6]

Type of Policy: ™ Claims nmde(mlh taid coverage [J Occurrence Policy
(Enclose a copy of the certificate of insarance or the face sheet)

[0 Letter of Credit sabject to Board approval (Atfack a copy.)

O 1am WmmmmhtlmmMmmmeWWMnmbmmlm
Checkone; [1 Notinvolved with direct or indirect patient care in Massachusetts
[0 A Government Employee under Federal Tort Claims Act (FTCA)

[1  Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) Yes [] No
If Yes, please complete Form PCA-O “Office Based Surgery” Form on page 8.

s WM"’“ 8lis/207  amenihd., 418,
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Physician Name: Rebecea Jackson, M.D. License No.: 208092

In questions 14-21, the phrase "ﬂmé period" refers to the'follqwing — 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.)

1o any questions. Refer to

You must check either YES or NO to each question. Provide details on Form R if you answer “YES”

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, o
has any medical malpractice claim been made against you during this time period? (see above).
b) PENDING: Arethaeanymoivednnlplmﬁcechhnsagﬁntyu today, i.c., any claims that have
not been finally settled or finally adjndicated? .

15) CLAIMS CLOSED :
medimlmlpacﬁwch&nagnﬁmtyou(%wudahwsﬂwasﬁhdmﬂntchhn)bm
gﬁm“uﬁmmmwmod?

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.
2) New: Have there been any claims, other than medical malpractice claims, filed against you during
b) Resolved: Have you resolved, settied or adjudicated any kawsuits, other than medical malpractice

17) CRIMINAL CHARGES ‘

- &) Have you been charged with any criminal offense during this time period?
b)Hawmyahnhnloﬁens&ddmgmagahstymbmmhedcbningtﬁsﬁne:puiod?
c) 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 - : 3
- 8) Have you withdrawn an application to any governmental authority, health care facility, practice,
employer or professional association? 1 m‘ﬁ‘ e I\S:EN
b) Have you ever taken a leave of absence from sty health ‘cae facllity, group practice or ‘
c)aneyoubemﬂicsaﬂ)jectofanhvcﬁgﬁmbymygovmmm,mnhmﬁcﬂﬂy,m
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) Hﬁwmwﬂ&mmmﬁ@mhamﬁﬁﬁWﬁmmﬁaﬁmmw@
or have you been denied a medical license for anmy reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, fmposed a surcharge or
wwmmwphedmmdﬁonmmdmmfmhmlmmemymmmmmm_
mmwlmﬂyrmmmwmmmmmmthMmh@kyby
a medical liability insurance carrier?

22) CME CERTIFICATION:

a) Have you completed your CME requirements preceding your renewal date? m’{ﬁ [] No
b) If no, are you requesting a CME waiver? OYes @A No

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

CME EXEMPTION: (check one) L[] Inactive Statns [ Residency/Fellowship training

'



Physician Name: Rebecea Jackson, M.D. License No.: 203092

In questions 14-21, the phrase "time period" refers to the following —
license Renewal Application to the day you sign this Renewal Applica

all time from the day you signed your last
tion. (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

e

14) CLAIMS MADE
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
hasmymﬁcalmlpwﬁoqchhnbemnmdeagainstyoudlringtﬁsﬁneperhd? (see above).
b) PENDING: Are there any unresolved malpractice claims against you today, i.c., any claims that have
not been finally settled or finally adjndicated? :

15) CLAIMS CLOSED :
md&duﬂpadiwchﬁnagahstym(wbcﬂnmmtahm&mﬁhdmﬁﬁchﬁn)bm
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
professionat conduct in the practice of medicine. :
a) New: Haveﬂmebwnmychmahalhmmedmlmlpmumchmﬁhdagaimt)mdmmg
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice

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 e

: a)Hmymwitb&xmmap]ﬂicaﬁmmmygwamu!mMy,hwhhmﬁcﬂhy, practice,
employer or professional association? o S mg@m
b}Hmymevulakmaleuveofabmcﬁu:&yhmkh facllity, group practice or emp
c)Haveyonbemmeabjeaofmmvmﬁgaﬁmbymygovmmiamhorﬂy,hmhhm&cimy,m
practice, employer or professional association? :

d) Have you been the subject of a disciplinary action taken by any governmental anthority, 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 licenso allowed a liceuse application to become obsolg>

or have you been denied a medical license for amy reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
wwmmmpbwmymmmlmdmmm%mymmmmmw
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical linbility insurance carrier?

22) CME CERTIFICATION:

a) Have you completed your CME requirements preceding your renewal date? [ﬂ'{“ [0 No
b) If no, are you requesting a CME waiver? OYes m0

A CME waiver request form must be submitted at least 38 days prior te your licease expiration dite.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (checkone) [] Inactive Stams [ Residency/Fellowship training




‘Massachusetts Physician Renewal Application P

Physician Name: Rebecca Jackson, M.D. License No.: 208092 o

-

PART C ¢
Check One: PHYSICIAN PROFILE .

E’j/ I have reviewed my Physician Profile at hitp://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.)

i :

‘[0 Ihave 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 11.
Y 3

CERTIFICATIONS

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

2) L certify that I have complied with my obligations to report abuse or neglect of digzlill_gq_ﬂg_r&ns pursuant to G.L. c. 19C, sec. 10, and
I understand the punishment for failure to comply. 9(-

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

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

sec. 12A. ;
oy

5) I certify that [ have complied with my obligations to report the treatment of victims of rape or sexual assault pursuantto G.L.c. 112,

sec. 12A 1/2. ?ﬁ‘//

6) I 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. c. 112, sec. 5 or any Board regulation. (’ﬁ'

7) L 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 I understand my obligations under G.L. c. 112, sec. 2. o 09/

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

perjury. 3
9) I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.

10) I certify that 1 have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. c.1 19A',V »
H-

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. c. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 et seq. T understand that

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

g
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 1 have referred a patient for physical therapy services pursuant to G.L. c. 112, sec. 12AA. m/

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 fo practice medicine,
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. ((\/[6/
Signature: 1 e Date: % / 8 fé_QOfTr-

A= |
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A |
|

COPY OF YOURAPPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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