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Vermont Department of Health
Board of Medical Practice

Agency of Human Services S

\

" June 4, 2003

Kym Boyman, MD
1391 Robinson Road
, Ferrlsburgh VT 05456

Re: - 4 Vermont Medxcal Llcensure
42 -0010597

Dear Dr. Boyman:

Congratulations! On June 4, 2003, by unanimous vote of the Vermont Board of Medical
Practice, you were granted a Vermont medlcal hcense Please note your license number
indicated above. '

S
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Your reglstratlon card is enclosed and a wall Certlflcate~has been ordered and Wlll be
sent to you under separate cover. All med1ca1 hcensesrmustgbefrene}w by*Nove_mber

"

Please let us know if you have any questlons or concerns T

// . e

Sincerely,

A

Tracy Hayes -
, Administrative Assistant
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Please Note: It is your respon51b
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Vermont Department of Health
Board of Medical Practice -

Agency ofHuman Services
VERMONTERS |

2010

April 29, 2003

Kym Boyman, MD
1391 Robinson Road
Ferrisburgh, VT 05456

Dear Dr Boyman:

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

Please call after 9:00 a.m.

Dewees H. Brown, M.D.
26 West Street
Bristol, VT 05443
(802) 453- 3686 w,.,:w::::f:‘:i‘:‘:::"::wa

ot e M N
,.r gt e L

S

You must’ complete your interview within six monthsﬂfromzthe dat é;\ofwsthls’l otter orm RN S
application will be considered stale. This meanSathat‘*wou. Wl” il hav to%pda%e he foll wmg N

License verifications from other states; three:}etters of %commend’ahon*Nattonat Practmone X
Data Bank Self Query, and the AMA Proﬂlef ° T m"‘ @/

The full Board W||| act upon your reques{for Ilcensure atf h

O
S
y
— R
o

Slncerely,

Tracy Hayecsﬁ%

Administrative Assistant
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Yermont Department of Health
Board of Medical Practice

Agency of Human ‘Services
VERMONTERS [

2010

April 29, 2003

Dewees H. Brown, M.D. S
26 West Street ‘ o
Bristol, VT 05443

Dear Dr Brown:

The abplicationfc)r'medical licensure for Kym Boyman, M.D., appears complete, and is
enclosed for your review. The applicant will be calling you to schedule a personal interview:
Following the interview, you may present the application at the first, regularly scheduled Board
meeting.

Should you have any questions or concerns, please let me know.

S~

Sincerely,
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Tracy Hayes 5

o
#i

Administrative Assistant sF L %
Enclosures ‘
/

108 Cherry Street



Medical Doctor Application Checklist
For Office Use Only
STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

Name of Appllcant \/'\\jm M\OQ\(QSL \&\)\l YD
Address: \ XA l@‘b\(\b(% \QC)

’\’@W\@DL&Y’C\(&(\\ NT 6545(@
Telephone: %9\ %ﬂ’—?”' (&Q%%

Date Applic;itioh Received: . L'!/ Q % ,O %

US Graduate Canadian Graduate __ International Graduate
(Unless noted, a copy of original, and English translation if applicable, is required to be submitted):

1) £FEE of $400.00
2) 7< COMPLETED APPLICATION for License to Practice Medicine in Vermont.
; PhotOgraph Applicant’s signature required on photdgraph.

Tax & Child Support Statement Applicant’s signature required.
Form B: Release Applicant’s signature required.

*3)‘\'( BIRTH CERT

IEICATE - Notarlzed i _ - o ‘a
Date of Birth: gf . Place ofBirth:t)\Y\ LC)\ ,k\\% , “’\\%ﬁ@kﬁ\\ﬁ\

*4) MEDICAL SCHOOL DIPLOMA Notarized

GV I Dat66766( \GD\Q

*5) # “MEDICAL EDUCATION CERTIFICATE’- Direct Verlﬁcatlon

*6) A“MEDICAL LICENSURE CERTIFICATE" - Dlrect Verification
B‘\All in good standing

PN

\

*7) EXAMINATION SCORES: Direct Verificafion of Examination Scores:

Vo

&USMLE**' : FLEX o National Boards State Exam

i/ Number of times applicé;ant has taken USMLE Step 3 (can be no more than 3 times).
___ Number of years applicant has taken to complete (can be no more than 7 times)

*8)" 14 'o) A AMERICAN SPECIALTY BOARD CERTIFICATE if appllcable - Notarlzed

o@/c\/yo




~

*9) - A POSTGRADUATE TRAINING from an ACGME approved residency program - Direct
Verification. “VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION" must be
completed by Program DerCtOI‘

\Lb\%\\)\ __ DATBS__ - ~~ AcoME

DATES ’ ACGME

DATES : ACGME

'105 & Three (3) COMPLETED REFERENCE FORMS malled directly to the Board by the Chief of
Service and two other active physician staff members at the hospital where the applicant has a
current or recent appomtment Program Director should be substituted for Chief of Service for
applicants who are applying for license while, Stlll in residency trammg or have completed a
residency w1th1n the last year.

_____#1 Chiefof Serv1ce

orj: Program Dlrector C/\\&Km \ LDm \\\D
Ji#z Active Physician Staff Membem C‘}\\(\Q m)f\\c)f(\(‘\ \»\!\D

j{; #3 Active Physician Staff Member Sii\\\ C\ %m\L k}\b

11) gAmerlcan Medlcal Association Profile Form.
- O Verify information provided on apphcatlon

*12) IR p’ﬂ ECFMG Certificate, if International Graduate. Verlﬁcatlon of Fifth Pathway
a Passed/Approved . e ,

-

, o
13) National Practitioners Data Bank self-query: Applicant sends the original, unaltered
' resporise to the Board. ’

() Has applicant included everything on the appfication
14) pl PsFORM A if applicant answered “Yes” in Section III—Refer to licensing Committee

15) zg FEDERATION CHECK
(] Check for board actions

* NOTE: FCVS Acceptance - The Board aecepts certain documents noted by asterisks (*) above.

SAMEDFORMS\WMDCHEKL.WPD



VERMONT DEPARTMENT OF HEALTH
> BOARD OF MEDICAL PRACTICE

108 Cherry Street, PO Box 70
Burlington vT 05402-0070

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

I hereby apply for LICENSURE AS A PHYSICIAN-in the state of Vermont.

Instructions '

- Please enclose a i check in the amount of $400 payable to ‘the Vermont Department of Health.

- Please print legibly or type your answers. Please type or prmt in block letters, one letter (or digit) in each box.

" - Answer all questions completely.

- Use the enclosed Form A to provide explanations to "yes'' answers in Parts\ I and IV.

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

- Please be sure to complete the Applicant's S'tatement Regarding Child Support Taxes, Unemployment
Compensation Contributions. -

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

- Do not delegate this important task to an employee. False statements on this form are grounds for fi ndmﬂs of
unprofessional conduct.

N

\

- PartI- Idehtity Questions

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

‘Eirs_tnéme:' R k \ |m ' . .
Middle name: mlp et lp ICE (T ')E@EHWE
Last name: D ' .
M
1o 1 Imlor 1N APR 2.8 2003
~ Extension:
' o . ’ ) VERMONT BOARD OF
2. Have you ever legally changed your name? . Yes D No MEDIGAL PRACTICE

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

*Name as it should appear on your hcense R"}W\ (VLM ﬁ’ oLt Rm]ﬂm/\

Other Name(s), if any, under which you were licensed elsewhere:

3. Your date of birth: MMDDI|Y Y Y Y
Llzle L 21616
4: Your mailing address:  (Check one: *C E ome address) Wak address)

“Care of:
Street: ' RIBKIEAR llo |B i [M|S je |~ kD ..
Town/CiFy: FleELif]tl S |G~ 4 H-

Vermont Department of Health, Board of Med|cal Practice - Application to Practice Medicine |n Vermont- Physician - Medical Doctor
Page 10f13



State:. ‘ N/ T

Zip Code: 0. C z,,{ c

5. Your electronic addresses:

Home telephone (optional): | ¢

Work telephone: e

E-mail (optional): [ [m

Ll )
oTl- [e]al3]- [¢1élg ]z ] example: 802-555-1212
ol2]- [€lyi3l-lilololo]™*0]%]}]1
,(;ay-mfx,d@.\/%mlep//z((—'forl

6. Were you in active practice in Vermont in the past 12 Months? @ Yes DNO / a5 & ﬂc;.’,&m">,

7. Have you ever held a Vermont L1m1ted Temporary License?
If yes, License Number 0( 0000 2(8S

Yes DNO

8. Do you hold, or have you ever held, a medical license in any other state" D Yes . | X] No

If yes, complete the section below

State | License Number

Date Issued

MMIDD|Y Y Y Y

Status (Active, inactive, other)

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

B Part II — Education, Training,j Practice and Ekaminations

9. Premedical Educatlon .

¢

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

Name and

location of institution ~|Degree From |[To
Stunfoe) Univeash: ol pg.  thister, 1%+ 4/%1
Cootlon Goiteae: Tt 252 | posren ¢ (e 5/
Mv*\*qomc’n/\ &((Zq,t ""‘4‘“’"“ . (a2 (4/22

If ecessary, please use an additional sheet and check this box
m.lilu»-q?\f,oucﬁe, AL 2/

S - \ée enclosed

Uriinjon Gl

10. Medical Profess1onal School

u’"[l' Mo nn

D AL

ertificate of Medical Education

- ~/4L/
¢ ‘/Z— a3

Please provide thé names of medical professional schools you attended and the dates of
attendance. Note: This mformatton should be provided in the Statutory Prof le Section (Part

V#36) A u"slﬁb aé W/\/ww’l(’ (,u//%j/( wé WJ’O‘/\& 3//45/’ /77

l 1. »Graduate Medical Education -

'\Ar\\\fU')‘}B/

o f Verenie L[4 6[073

" Please provide the names of graduate medical schools you attended and the dates of attendance.

Vermont Department of Health, Board of Med|cal Practice - Application to Pracﬂce Medicine in Vermont- Physxman Medical Doctor
Page 2 of 13



1

Note: This information should be provided in the Statutory Profile Section (Part V #37)

12. Examinations _ . ;
A. USMLE or FLEX Examination , -
Have you ever taken the USMLE or FLEX examination? !XT Yes D No
If yes, have a Certified Copy of your results forwarded to this office by the Federation of State
Medical Board. o '

B. National Boards
Have you ever taken the National Boards? D Yes EX] No
If yes, have a Certified Copy of your results forwarded to this office by the National Board of
Medical Examiners. ' ' '

C. State Examination
Have you ever taken a State Medical Board Examination? Yes No
If yés, make sure that the scores are included on the Certificate of Medical Licensure to be sent
to that Board (see enclosed Certificate of Medical Licensure).

13. International Medical Graduates N /A -

*boxes . ‘ :

A. ECFMG Standard Certificate Number: Date issued:

B. Direct verification of your ECFMG Certificate must accompany this application. (See enclosed
request form) '

C. Are you a graduate of a fifth pathway program: D Yes D No
If yes, direct verification of your fifth pathway certificate must accompany this application.

14. Practice’

*Do you have hospital privileges? Yes X No ( ~ M"-'vjbf’ D

List all hospitals where you have; or previbusly have had, staff privileges. Include name, address,
and dates.

Name _ Address  From/To Specialty/Subspecialty

Part III - Licensure and Practice Questions
Any "yes" response to the questions below must be fully explained on the enclosed Form A.

15. Have you ever applied for and been denied a license to practice medicine or_émy other healing art?
Yes ‘No \ :
16. Have you ever withdrawn an application for a license to practice medicine or any other healing art?

, DYes @No

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

[]Yes [X]No

Vérmont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor
: Page 3 of 13 '

~



" 18. Are any. formal dxsmphnary charges pending against you by any governmental authority, hospital
or health care facility, or professional medical association?

[]¥es [ No
19. Have you ever been denied the privilege of taking an examination before any state medical

exammmg board?

D Yes E No

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

DYes @ No

21. Have you ever been dismissed or suspended from, or asked to leave a re&dency training program
before completion? -

'[:]Yes No | | ‘ : /

22. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted?

D Yes @ No

23. Are you presently a defendant in a criminal proceedmg9 -
' [ Yes E No - :

24. To your knowledge, are you presently named in a malpractice action that has not been resolved
(1 e., has not been either dismissed or settled)?

DYes @No

Part 1V - Conﬁdential Section

- PartIVis exempt from public disclosufe

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

250 To your knowledge, are you the subj ect of an investigation by any other licensing board as of the -
date of this application?

- 26. To your knowledge, are you presently the subject of criminal investigation?

MEDICAL QUESTIONS

Please answer “Yes” or “No” to the questions below. Definitions are provided after the questions to
assist you in answering. Please explain any “Yes” answers on Form A.

27. Do you have a medical condition that in any way impairs or 11m1ts your ability to practlce medicine
- in your field of practice with’ ‘reasonable skill and safety?

In explaining a “Yes” answer on Form A, please prov1de reasonable assurances

~ that your medical condition is reduced or amehorated because, for example,
you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a treatment and monitoring program.

Vermont Department of Health, Board of Medical Practice - Apphcatlon to Practice Medlcme in Vermont Physician - Medical Doctor
’ Page 40of13



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

_-In explaining a “Yes” answer on Form A, please provide reasonable assurances that your

useis reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a
rehabilitation and monitoring program.

29. Are'you currentlyéngaied in the illegal use of 'cont;'olled substances?”

In explaining a “Yes” answer on Form A, please provide reasonable assurances
that such use is not a real and ongoing problem in your practice of medicine.

IMPORTANT

Since 1999, part of each license fee has been used to create and maintain the Vermont
Practitioners Health Program, a confidential program for the identification, treatment and
rehabilitation of physicians affected by the disease of substance abuse. If you wish further

information about this program, a service of the Vermont Medical Society, call 802-223-0400
(a confidential line). : - s

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

" Ability to practice medicine” - This term includes: , .
1.~ The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned
- medical judgments, and to learn and keep abreast of medical developments; and

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

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

" lenses or hearing aids.

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

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

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

“Controlled substances" - This term means those drugs listed on Schedules | through V of Section
202 of the ' : : '

Controlled Substances Act (21 USC § 812).

'

Vermont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor
Page 50f 13 . :




"lilegal use of controlied substances” - This term means the use of drugs, the possession or
distribution of which is unlawful under the Controlled Substances Act, as periodically updated by the

. Food and Drug Administration. This term does not include the use of a drug taken under the
supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal law. :

Part V - Statutory Profile Questiohs

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

It is very important for us to receive photostatic copies of court papers, licensing
authority decisions, and other documents relevant to the questions below in order to have a true

and accurate description of the actions taken.

30. Criminal Convictions [See 26 VSA § 1368(a)(1)]

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but
not speeding or parking tickets) of which'you have been convicted within the past 10 years.
For purposes of this question, “convicted” means that you pleaded guilty or that you were
found or adjudged guilty by a court of competent jurisdiction. Please provide copies of
_papers fully documenting the convictions. ‘ L .

Conviction Date : o .
M M|D D|Y Y Y Y |Court City - |State |Crime

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

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

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

Date : : : ! ]
MMIDDIY Y Y Y [Court City State |Charge ~|Nature of Action

- Nolo Contendere
Matter Continued

Nolo Contendere
Matter Continued

©%%  \ermont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor .
. Page60f13



Nolo Contendere.
Matter Continued

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

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

Please provide a description of all formal charges served, findings, conclusions, and orders of
the Board of Medical Practice (including stipulations), and final disposition of such matters by -
the courts, if appealed, within the past 10 years. (We will have the documentation on file; we
are asking you to provide the description.)

Date
M M|D D|Y Y Y Y |Final Disposition‘(Summary)

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

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

Please provide a description of all formal charges served by licensing authorities of other states,
the findings, conclusions, and orders of such licensing authorities, and final disposition of such

f matters by the courts, if appealed, in those states within the past 10 years. Please provide
copies of papers fully' documenting these matters.

Date of Final Disposition l Licensing

M M|D DY Y Y Y |Authority |Court - City State | Nature of Charges

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

4

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

A. Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital
privileges within the past 10 years that were related to competence or character and
were issued by the hospital’s governing body or any other official of the hospital after

7 procedural due process (opportunity for hearing) was afforded to you. Please provide
copies of papers fully documenting these matters.

Date ' \ S Nature of Reason for
M M|D D|Y AY Y Y |Hospital _ State |Restriction Restriction

&

Vermoﬁfbepartmeht of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medical Doctor 7«
) Page 7 of 13 ’



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

B. Other Restrictions
Please provide a description of all resignations from, or nonrenewal of, medical staff
membership or the restriction of privileges at a hospital taken in lieu of, or in settlement
of, a pending disciplinary case related to competence or character in that hospital within-
the past 10 years. Please provide copies of papers fully documenting these matters. - -
Date .| Nature
M M|D DI|Y Y Y Y |Hospital State |of Action | Action Reason for Action
In Lieu of
In Settlement '
In Lieu of
In Settlement
In Lieu of
In Settlement

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

35. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)]

A. Judgments
Please provide a description of all medical malpractice court judgments against you and
all medical malpractice arbitration awards against you within the past 10 years in which
a payment was awarded to a complaining party. Please provide copies of papers fully
documenting these matters.
Date _ ’ - | Amount Assessed
M M|D D|Y Y Y Y |Court State |{Nature of Case | Against Yqu
Judgment
Arbitration
Judgment
Arbitration
Judgment
Arbitration

B.

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

. Settlements

Vermont Department of- Health Board of Medical Practice - Application to Practice Medicine in Vermont- Physu:lan Medical Doctor

Page 8 of 13



Please provide a description of all settlements of'medical malpractiee claims against
you within the past 10 years in which a payment was awarded to a complaining party.
Please provide copies of papers fully documenting these matters. '

' : , Amount of Settlement
M M|D D|Y Y Y Y |Court State | Against You

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

. 36. Medical Professnonal Schools [See 26 VSA § l368(a)(7)]

Please provide the name, location, dates of attendance of medical schools attended

- Year of

School : City ‘ State Graduation

Mn,;v', aq[ l/T éﬂ (lﬁpii ﬁt; /-}/‘éd(/ o e ﬁwa’ éi ./\q?f‘ar\ ) l/ T b a4 ?
7 - 5

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

37. Graduate Medlcal Education [See 26 VSA § 1368(a)(8)]

List chronologically residency or other graduate training. Give n names, addresses of hospltals
dates (month, day, year) and type of training. Include copies of Certificate of Attendance.

*Name Address Fron/To Tfainin’g
t v _ : Year of
School/Institution . . ' Specialty City , +State |Graduation
Umiv . of VT _[FAtc OL/égp- - t;ud/\-,\ﬁa% T2 le)0 3

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

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

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

provided.
Specialty Specialty Name (if =~ [Board : Year Year
Code code unknown) Certified Name of Board - - |Certified {Recertified
(T Py | v (9| ploc |
S 7 yes . ‘
yes no

Vermont Department of Health Board of Medical Practice - Application-to Practice Medicine in Vermont- Physician - Medical Doctor .
Page 9 of 13




39, Years of Practice [See26 VSA § 1368(a)(10)]

A, What month and year did you start the practice of medicine (excluding re&dency/fellowsmp training)?

MM[Y Y Y Y

B.. List all hospitals where you previously have had staff privileges. Include name, address and
include dated. : ' '

*Name Address Fron/To Specialiy/SubSpecialty

Name - City , ~ |State |Year Started

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

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

List all hospitals where you currently have hospital staff privileges:

Name City ' State |Year Started
Eletoar Mien Heelp (Fre | Rk jm ViT ﬁé’hdin&}/

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

41. Appomtments/Teachmg [See 26 VSA § 1368(a)(12)] Note: Answering #41 1s optional. By
answering, you are granting permission to have this information posted on the web. (This form -

follows the statutory wording. Since most appointments are teaching appointments, these questlons
may overlap.)

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

School Cify State Nature of Appointment . From (year) To (year)

pn NN 2 [ - VI ok Tmstmetr] A
NI g e U T AT LS

ob ] bty

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

B. Teachmg

’ Vermont Department of Health, Board of Med|cal Practice - Application to Practice Medicine in Vermont Physwxan Medlcal Doctor
-~ Page 10 of 13



Please provrde information regardmg your respon51b111ty for teaching graduate medical
education within the past 10 years.

School/Institution City

State

Nature of Teaching

From (year) To (year)

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

42. Publications [See 26 VSA § 1368(a)(13)] Note: Answering #42 is optional. By answering, you
are granting permission to have this information posted on the web. _

Please provide information regarding your pubhcatrons n peer -reviewed medical literature

within the past 10 years.
Title

Publication

Year

S

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

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

.Please provide mformatlon regarding your professional or community service activities and

awards.

Activities or Awards

N

(55)

The (~bese A /K’f Excelle~cr n Oi,o's,,uz_x{(,; /éf’,,,\,e Colo
H«Q,,«_(n\(,‘—f‘c ﬁovu\ycgn I =at p/j Mo~ je,l"h/«}/ 174
At S~ I~ peLTire - AT A

g (‘1n
d’ B

Tre Gl Fonrcla o
T Vs anis s gn X E)cwc/(—b‘w./z— A T

A Ped ('02)

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

Ao o \/W Ay Clamp e J0 I/C/(«wa Ut

44 Intervnew

,—{/L\(v\r(lul) -{ CM\.——( o2 )

A. In Wthh part of Vermont would you prefer to be interviewed? (Northern - Burlmgton area,
- Southern - Springfield or Rutland areas, Central - Montpelier area)

NV‘M:\

Vermont Department of Health, Board of Medical Practice - Application to Practice Medicine in Vermont- Physician - Medxcal Doctor
Page 11 of 13



B. When are you ‘scheduled to begin work in Vermont? /)Y"ﬁ"«/“"/r Qoo 7
- C. What has been you. ph sical residence (01ty, state) in the past fen years?
L 5‘01/\(7\) h, v T

Part VI - Photograph

PLEASE PROVIDE A PHOTOGRAPH: h
Attach a recent photograph (head and
shoulders). Please sign the front of

‘the photograph. ’

PHOTOGRAPH

Part VII - Signature

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

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

owe ff2cley /@@%/\

Apph@)lt s Signature

Return completed application to: VERMONT DEPARTMENT OF HEALTH
E BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70 :
Burlington VT 05402-0070 C

Vermont Department of Health, Board of Medical Practice - Appllcatlon to Practlce Medicine in Vermont- Physician - Medical Doctor A
Page 12 of 12



Vermont Department of Health - Board of Medical Practice

APPLICIANT’S STATEMENT REGA‘RDING'CHILD SUPPORT, TAXES,
- UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3. |
Regarding Child Support

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

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

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

. under that order. ' : o o ' '
: ' or . A
| hereby certify that | am NOT in good standing with respect to child support dues as of the date of
this 2nnlication and | hereby request that the licensing authority deiermine that immediate
payment of child support would impose an unreasonable hardship. Please forward an
"Anplication for Hardship". :

Regarding Taxes .
Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may
not be issued or renewed unless the person centifies that he or she is in good standing with the

. Department of Taxes."Good standing” means that no taxes are due, the tax liability is on appeal, the

© taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, cr the licensing .
authority determines that immediate payment of taxes would impose an unreasonable hardship. (32
V.S.A.§3113) ‘ x - -

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

- \/l’hereby -~ aAify, under ihe pains and penaltiés or pérjury, that i am in good standing with iespect to
or in full compliance with a plan to pay any and all taxes due to the State of Vermont as of the date
of this application. (The maximum penalty for perjury is fifteen years in prison, a $10,000.00 fine or
both). ,

or

| hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as
of the date of this application and | hereby request that the licensing authority cetermine that '
immediate payment of taxes would impose an unreasonable hardship. Please forward an .

" Application for Hardship". ' :

- Regarding Unemployment Compensation Contributions

~ Vemmont Depaniment of Health - Board of Medical Practice
Applicant's Statement Regarding Child Suppont, Taxes, Unempioyment Compensation Contributions
Page 10t 2 '

i



"Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other:

- authority to conduct a trade or business (including a license to practice a profession) to, or enter into,

" extend or renew any contract for the provision of goods, services, or real estate space with any
‘employing unit unless such employing unit shall first sign a written declaration, under the pains and
penalties of perjury, that the employing unit is in good standing with respect to or in full compliance with
a plan to pay any and all contributions or payments in lieu of contributions due as of the date such
declaration is made. For the purposes of this section, a person is in good standing with respect to any

~and all contributions or payments in lieu of contributions payable if: (1) no contributions or payments.in
lieu of contributions are due and payable; (2) the liability for any contributions or payments in lieu of
contributions due and payable is on appeal; (3) the employing unit is in compliance with a payment plan
approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate

payment of contributions or payments in lieu of contributions due and payable would impose an
unreasonable hardship. '

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

_ ﬂqﬂ"hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to
g Or in full compliance with a payment plan approved by the Commissioner of Employment and
¥4 Training to pay any and all unemployment contributions or payments in lieu of unemployment
- contributions to the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or both.)

or

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

(S

or

o v\/l,hereby certify that 21 V.S.A. § 1378 is not applicablé to me because | am not now, nor have | ever -
been, an employer. '

Social Security #*—_ Date of Birth __ 12 / (° 1¢¢

* The disclosure of your social éecurity number is mandatory, it is solicited by the authority granted by 42
- U.S.C. § 405 (c)(2)(C), and will be used by the Department of Taxes and the Department of Employment

and Training in the administration of Vermont tax laws, to identify individuals affected by such laws, and
by the Office of Child Support. . R ' '

STATEMENT OF APPLICANT
- S : . :
| certify that the information stated by me in this application is true and accurate to the best of my

knowledge and that | understand providing false information or omission of information is unlawful and
may jeopardize my license/certification/registration status. :

. Signature of Applicant /J/é ﬂ]/Z/V\ ' : ‘ Date z/r‘&’/'ﬁ [
J
Vermont Department of Health - Béard of Medical Practice .

Applicant's Staiement Regarding Child Support, Taxes, Unemployment Compensation Coniributions
Page 2 of 2 :



: - Vermont Department of Health
FORMB, Board of Medical Practice
108 Cherry Street PO Box 70
Burlingten, VT 05401

FORM B: 1) AUTHORIZATION FOR RELEASE_ OF RECORDS AND INFORMATION
AND 2) AUTHORIZATION TO COMMUNICATE WITH FUTURE EMPLOYERS REGARDING

' THE STATUS OF YOUR APPLICATION
TO WHOM IT MAY CONCERN: ' .

1)L KL. N 1/4 7Y AN . HEREBY AUTHORIZE YOU to fumish to the
‘ / (Name of Applicant)

Vermont Board of Medical Practice or its designated representative, all materials and information within your
possession or control relating to me, of whatever kind and wherever located and including, but not limited to, my
education, my professional experience and qualifications, my licensing history, my practice as a physician, civil and
criminal court records, and any other material or information, including investigative files, which, in the sole discretion

of the Vermont Board of Medical Practice, may be useful to said Board in its review of my licensing status. -

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

YOU ARE ALSO AUTHORIZED to report information, either orally or in writing, directly to the Vermont Board of
Medical Practice or its designated representative on a continuing basis until this authorization is revoked, by me, in
writing. . : ' - '

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

. " 2) I further authorize the Vermont Board of Medic’al_' Practice to communicate with future employers and/dr locum
tenens companies regarding the status of my application for licensure.

Signature: ZC> M(O yo

?

Date: L | _5/ / 073

Print or Typé Name: )4"-‘ [ @‘9 ‘/’} MaN
- 7

Address: |39 ( ﬂ/" binSon L.

City, State, Zip Code: F&"“\lﬁ‘%wﬁjL, VT ol4qlé |
'TelepﬁoneNumber:( gDL- y XC}}-"&CY? e

V:Subscn'bed and swom to before me, this - ‘ li/ ) B day ofﬂﬂu CUM\;’/ ' 0'7 Oo 5
(N @b | P
Notary Public = | i | :

TAfR & attr . .‘ 'My Licen;se Expires: D? / ’ Q/ (9 OO 7 . _

RETURN ORIGINAL TO THE BOARD WITH YOUR APPLICATION
SEND COPIES WITH THE REFERENCE FORMS <
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Vermont Department of Health
Board of Medical Practice

108 Cherry Street PO Box 70
Burlington, VT 05401

CERTIFICATE OF MEDICAL EDUCATION - T see 1o
. . - | b L 5

To be completed by an officer of your School of Medicine

\[j/'/\ M @D b\ idindh

I hereby certify that

s

was admitted to the

” (Name)

. University of Vermont College of Medicine

" School of Medicine

in Burlington, VT, on 8/15/95
(City and State) (Date)
' ahd completéd all requirements for graduation on 4/30/99 .
‘ o : (Date)
A Doctor of Medicine waé granted on 5/23/1999
 (Specify cenrﬁcate/dlplomaldegree) (Date) '
{(AFFIX SEAL)
2/6/03
Dat /87
Signed: Jasi <

(Au‘thOﬂZéd ‘ce fthe School) Mar?f usan Sproul M.D. ' - A )
ate Dean for Student Affalrs



Pass/
Fail

Three-Digit
Score (Passing)

Two-Digit
Score  (Passing)

PASS

Pass/
Fail

197 (179)

' Three-Digit

Score '(P-assing)

81 (75)

Two-Digit
Score (Passing)

PASS

Pass/

206 - (170)

Three-Digit
Score (Passing)

83 (75)

Two-Digit
Score . (Passing)

204 . (177)

83




Vermont Department of Health
Board of Medical Practice

Burlington, VT 05401

- o wer 17 203
VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION

To be completed by the Training Program Director:

Name of Institution: University of Vermont/Fletcher Allen Health Carg L

‘Address: 111 Colchester Avenue / ‘ : o , o B

. Burlington, VT 05401

If name of the Institution was different when applicant attended, please enter name; :

| hereby certify that )llq m @0 ev/;/k&m . _was enrolled in the
Nam ' . :

_0B/GYH Residency ,
Program Type (residency, fellowship)

0B /GYN
. ADepartment (e.q. Radiology, Internal Medicine)

at this institution from 06 1_23 /___ 1999 to
- Month . _ , . Day Year
06° / 22 , ; 2003
- Month Day - Year

During the time of the applicant's participation, our postgraduate medical training was accredited by the
ACGME. If Canadian Training circle if approved by Royal College of Physicians and Surgeons of Canada.

will

.Our records indicate that the applicant received a certificate of corﬁpletion' on
06 ;22 ;03 ‘
Month Day . Year

(AFFIX SEAL)

Date: ,;f// 3//1\4/)3}'ﬁ / ,\,‘ ' ’

o LT A

(Ofﬁ?élvofft'héf’Spbnséring institution)

Print Name: Marjorie C. Meyer, M.D.

Title: OB/GYN Residency Program Director

R

108 Cherry Street PO Box 70 . - @E CEIWVE F\l



* Vermont Department of Health
Board of Medical Practice
108 Cherry Street PO Box 70
Burlington, VT 05401

]%/1» @DL)/MM, M

LIST OF THREE REFERENCES
Detach the attached Reference Forms and send to the individuals designated below* ALONG WITH A CoPY
OF THE SIGNED FORM B RELEASE. Return this sheet to the Board with your application. Individuals
completing the reference forms must return the forms directly to the Board.

*NOTE: Program Dlrector should be substituted for Chief of Service for apphcants who are applying for a license

while still in residency training or have completed a res:dency within the last year. (SEE ATTACHED SEPARATE
FORM FOR PROGRAM DIRECTOR.)

Names, addresses and telephone numbers of three references: :
*1) Reference #1 - Chief of Service (See Program Director Note * above): O(/\“"'\’\éa, o> "’Vb/, MDD

Address: Pz;f/w‘m\e/\ t el LTL/ b ‘,, FhAde — My Cawguvf :

T J - :
[0 Coledasrer Ave | Guwpess 2, B Lincaon, vT - U570 -
- 7 ) &

City, State, Zip Code: _
Telephone' C gbl’ ) gt/ } -~ S o

How long and in what capacity has this individual known you" il ?M £ 'é‘ et 2 > ‘{ /(u

g. D,‘Y‘f/ W
: 2) Reference #2 - Active physucnan staff member at the hospnal where you have a current or recent
appointment:

Name:  \JTane nae fyn S i

Address: Dé{/’/ﬂ%%k ¢ ﬁé///(/» ; Frtc = mMeitv /-W\ﬂwf
L\ C" Aesves Ave 'évf/yof 7

;:}ty,-State,ZipCode: - @\JZ/'Y/"W\ \/Jﬁ oS o (

Telephone: (302 ) ?"/7 D lboo

How iong and in what capacity has this individual known you? 7 3 @Y - A< ’ét (/z,«(—%(»/"\‘b

3) Reference #3 - Active physician staff member at the hospital where you have a current or recent
appointment:

Name: j(,\/(,\\a, /érvo(c, D
Address: 1L (! (/{NQS?‘C‘J" Ve -

" City, State, Zip Code: ___ B~ M}w‘*’ﬂ, VT oy ol
Telephone: ( Bo1L ) gél - :} 573 8/

How iong and in what capacity has this individual known you? ~ % 3’(5 _ — AS (e~ e s S S?'*\ﬂéf/‘/?‘r
' ‘ 06( by esikhants, anJ o5 74~uz~€/9,
Note: If you are unable to provide references from these individuals because you havé never held hospital
privileges, attach such an explanation to this form when you submit your application. Three other references from
physicians you have worked with most recently will _then be required.
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Vermont Department of Health
Program Director Farm . Board of Medical Practice
Return Directly to Board 108 Cherry Street PO Box 70
' Burlington, VT 05401

EVALUATION FORM TO BE COMPLETED BY PROGRAM DIRECTOR, PAGE ONE OF THREE
Name of Applicant: léu, m B, UGN o ’
/ 7

The physician named above has applied to the Vermont Board of Medical Practice for a license to practice medicine
in Vermont, The applicant has listed your name as one who has requisite knowledge through recent observation of
the applicant’s cusrent clinical competence, ethical character, and ability to work coopsratively with others. In this
regard, please compiete the following evaluation form. Thank you for your ¢qeoperation.

Please complets all parts of this form. If more reom is needed, please attach additional inform..atiOn.

Dr. KYM Bovyman __wasat_ 6B/ éL/M Befm(wd'

- from J@L[q 9 ’ to b/ZD'DZ - . During that ﬁme. he/she was
(List status in the institution): M (:(me | e~ HM/V‘Z\ (e

IMPORTANT NOTE: If you rate the applicant "poor” or air* in a particular categery, please elaborate on this aspect
. of the reference in 35 much detail as possible, : . ‘ :

Basic medical /

knowledge: Poor Fair Average Above Average
Professional judgment: Poor . Fair . _ Average ‘/Abow;- Average
Sense of responsibility Poor Fair Average ‘(/Ahove Average
Moral character/ . ' - . '

ethical conduct- ' Poor Fair : Average (/_Above Average

7 . ;

Competence and skill: Poor Fair Average Above Average
Cooperativeness,

ability to work with : . ' \/

others; Poor Fair Average Above Average
. ) * ‘»‘ .

History & physical exam . a/ ‘
taking: Poor Fair Average Above Average
Record keeping - Poor Fair Average ‘/ Above Average
Case presentations: Poor Fair Average ___; Abave Average
Patient management: Poor Faiir Average _;‘_/Above Average
Physician-Patient o ' / _ o
relationship: Poor - Fair . Average Apcwe Average
Competence in being able to
‘communicate in reading, wiiting . _ :

and speaking the English ’ \/

language: ’ __ Poor —_ Fair ~—..Average ___ Above Average
Participation in ‘ \/

Medical Staff Aftairs Poor. Fair ' Avérage Above Average




fmm——a v s caaa

L Vermont Department of Health
Program Director Form Board of Medical Practice

* Continued 108 Cherry Street PO Box 70
' Burlington, VT 05401

-_EVALUATIDN FORM TO BE COMPLETED BY PROGRAM DIRECTOR, PAGE TWO OF THREE

Name of Applicant: ) <V} 1o Y AN
- How long have you known the applicant? 3 V2. 4rs
]

To the best of your knowledge, does/did the applicant carmry out the duties and res'ponsibiliﬁef}frme position at your

~

institution in a satisfactory manner? ¢ : Yes

No

Do you know of any emotional disturbance, mental iliness, organic iliness, alcohol or drug problem, whic
impair the applicant's ability to practice medicine? : ‘ Yes

Do You know of ény pending professional misconduct proceedings or medical malpractice .

claimg? Yes

/N

o]

Do you know if the applicant has been a defendant in any crminal proceeding other than
minor traffic offanses? (Note: DWI (Driving While intoxicated) is not minor.) - Yes

/

No

Do you know of any suspension, restriction or termination of training ar professional
privileges for reasons related to mental or physical impairment, incompetence, misconduct

or malpractice? Yes

Do you know of any resignation or withdrawat from training or of professional privileges

0 avoid imposition of disciplinary measures? Yes

* ¢ . '
" Do you know of any confirmed quality problemn (quality of hospital care provided
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or
elsewhere? ' . : Yes

No

Do you knaw of a failure of the applicant to complete a residency training

program(s)? Yes

AR

No

Does the applicant call upon consuits when needed? o Yes

“ o

Unusual Cireumstances: The following questions apply to unusual circumstances that oceumed during any part of

the applicant's medical education, Please check the appropriate response. If you answer yes to any of these

Questions, please enclose an explanation.

Did the applicant take any leaves of absence or breaks from his/her medical education? Yes_ ¥ No

Was the applicant ever placedlori probation or otherwise formally disciplined? Yes v/ No
Were any limitations or special requirements impased on the applicant because of : l/
questions of academic or technical competence? i Yes___ ¥ No

N

elaboration on the above and any additional information you have available 1o aid the Board in evaluating this

applicant. Of particular value to us in evaluating any candidate are comments regarding his/her notzabie strengths
and/or weaknesses. We would appreciate such comments from you. Any additional information should be attached

to this form.

h might
‘}“ No

In addition to the informatian provided on the previous page, please uge the space below and the raverse slde for

W uu4



, ' Vermont Department of Health
Program Director Form Booard of Medical Practice

Continued : 108 Chefry Street PO Box 70
. Burlington, VT 05401

'

EVALUATION FORM TO BE COMPLETED BY PROGRAM DIRECTOR, PAGE THREE OF THREE '

Name of Applicant: Kj}_m @ oY MAN
7

Th?bnve report is based on:
Close personal observation
— —— General impression
A composite of previous evaluations
.. Other - Specify: '

\

[urther certify that at the time of completion of the above training, or during my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action.

| recommend K‘/m : B(LMW(A’A/ - for licensure in Vermont.
‘ Name of Physician ¢] : .

Signe&; /A/W /{M A | Date: 3//2./ 4>
_ J 0 | L .

Print or Type Namé and Title: CtiCeen G WoNG . Jap .
%WZZ, Royen Lrectv  of SR/ f/ 7/\/
B  Oetrster DS phenfrr o

T v v



‘.@; e hogmen, P

Vermont Department of Health
Board of Medical Practice

108 Cherry Street PO Box 70
Burling'ron, VT 05401

RESIDENCY EVALUATION FORM TO BE SUBMITTED TO THE BOARD
IF YOU ARE STILL IN RESIDENCY TRAINING OR
HAVE COMPLETED A RESIDENCY WITHIN THE LAST YEAR

Detach the attached Evaluation Form and send it to your Program Director ALONG WITH A COPY OF THE
SIGNED FORM B RELEASE. - Return this sheet to the Board with your application. The Program Dnrector
completmg the evaluation form must retumn the form dlrectly to the Board.

Name, address and telephone number of your Program Director:
P :

1) Name of Program Director: CM"%{ . 4»"2}" M

Address: ’ ’D@fk'mﬂ'é’ o é [)&/é?ﬂ"
— 1 : —)

| erur Nlen Hwh (zce /VLCW (Wmf#;

H ( Cof cAes e [Ave 1 /(;\,\1’6 25 2

City, State, Zip Code: (s /éﬁv()/&w\ LT (); 7o/

'.Telephbne:ngOL ). 5\"/:)/ S—NO'




Vermont Depariment of Health
Boord of Medical Practice

108 Cherry Street PO Box 70
Bur'lmgfon VT 05401

Reference Form #2
Return Directly to Board

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSP[TAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMEN'T PAGE ONE OF TWO

. Name of-Applicant: ](’\q 1428 @0‘1 AN ' .-

The physician named above has applied to the Vermont Board of Medical Practice for a license to practice medicine
in Vermont. The applicant-has listed your mame as one who has requisite knowledge through recent observation of
the applicant's current cfinical competence. ethical character, and ability to work cooperatively with others. in this
regard, please complete the following reference form. Thank you for your cooperation. Is

Please complete all parts of this form. If mere room is needed, please attach additional information.

br. Kym  Boy an And '  wasat_ fFrestted Aciesnt v tH (ARE
fram LG99 0’) to 20073 /Pf& eSENT _ During that time, he/she was
(List status in the Instih.tion): R ng e 051 Sy~ )

IMPORTANT NOTE: If you rate the applicant *poor” or “fair" in a particular categmy. piease elaborate on this aspec‘t
of the reference in as much detsil as possible.

Basic medical . _ ‘
knowiedge: Poor Fair Average A Above Average
Professional judgmant Poar L Falr Average . Y _ Above Average
Sense of responsibility: Pocr . ' Fair ) Average Y._Above Average
Moral charactar/ ‘

ethical conduct: Poor . Fair Average A Above Average
Competence and skill: Poor . Fair Average X _Above Average
Cooperativeness, ‘

ability to work with A , :
others: - Poor Fair Average X Above Average
History & physical exarn

taking: ‘ Poar Fair Average Y Above Average
Record keeping Poor Fair o Average X _ Above Average
Case presentations: Poor Fair Average ~ Above Average -
Patient management: Poor Fair ) Average X _ Above Average
Physician-Patient X

refationship: N Poor ’ Fair . Average X Above Average

Competence in being able 10

communicate in reading, writing

and speaking the English , ] , .

language: Poor Fair Average X Above Average

Participation in . . 4 .
Medical Staff Affairs Poor . Fair - Average A Above Average



Vermont Department of Health

Refe e - Board of Medical Practice
cf»ntm: orm 108 Cherry Street PO Box 70
_ : Burfington, VT 05401

: - REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMENT, PAGE TWO OF TWO

Name of Applicant: )L‘f n %a? AN

To the best of your knowledge, does/did the applicant camy out the duties and responsibilities of the position at your
institution in a satisfactory manner? ' v _Yes No

Do you know of any emational disﬂrbarice, mental iliness, omganic iliness, alcohol or drug problem, which might

impair the appiicant’s ability to practice medicine? __Yes X No.
Do you know of any pending professional misconduct proceedings or medical malpractics
. dairn:_;? . : ) Yes P< No
_ Do you know if the applicant has been a defendant in any criminal proceeding other than ’ b< A
V» No

minor waffic offenses? (Note: DWI (Driving While Intoxicated) is not minor.) ___ Yes

~ Do you know of any suspension, restriction or termination of taining or professional ) .
privileges for reasons related to mental or physical impairment, incompetence, misconduct S

or malpractice? : ’ Yes % No

Do you know of any resignation or withdrawal from training or of professional privileges _

t avoid imposition of disciplinary measures? _ . Yes b( No

Do you know of ' any corfirmed quality p'rublem {quality of hospttal care provided
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or

eisewhere? . , o : ves __ X No
Do you know of 3 failure of the applicant to complete a residency training _Yes_N_No
program(s)? _ N

Does the applicant call upon consuits when needed? » o : b\ Yes No

in addition to the informatian provided on the previous page, please use the space below and the reverse side for
etsboration on the above and any additional information you have available to aid the Board in evaluating this
applicant. Of particular value to us in evaluating any candidate are comments regarding his/her notable strengths
and/or weaknesses. We would appreciate such comments from you. Any additional information should be attached

to this form. DR, Kym %Q\IMN WAL PaoweN  TU 3¢ AN BRC EPTION v
Q\,\-\, Sveib | P Suaaear Skl T AE EXLELLENT .

The above report is based an: _ .
Y. Close personal observation Swie  PlAacnces A XAND, MeET It vJs o
General impression el Gt g 5 & .
—_— . B AAACS VO A OB Ston § MLE Anc O o
A composite of faculty/staff evaluations _ Sound  ZEsehmi W SwyonTeY?
: Cther - Spedify: ___ : : t :

THesay, I Relwmm =

{ further cerhfy that st the time of completion of the above training, or during my association with the physician, . "¢ W+ S
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action. T 2TVl ATON

| recommend Kyamn B0 o M B O - : : for licensure in Vermont

' SO
Signexd: m ( o Q Date: 3-13-03
\/ AY4 . —

Print or Type Name and Title: Diswe QWA LAND MDD ‘\ | ,




Vermont Department of Health
Reference Form #3 Board of Medical Practice

_ Return Directlyto Board 108 Cherry Street PO Box 70 -

: Burlington, VT 05401

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSIC|AN STAREREMBBBARD OF
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT AP

oYY A
7 .

Name of Applicant: l(.s;, N

) .
i

Pal EAONBAFITWVO

The physician named above has applied to the Vermont Board of Medical P

P

R R e TR

ractic

BRI e v o

cre

e for a license to practice medicine "

in Vermont. The applicant has listed your name as one who has requisite knowledge through recent observation of

the applicant's current clinical competence, ethical character, and ability to work

cooperatively with others. In this

regard, please complete the following reference form. Thank you for your cooperation.

Please complete all parts of this form. If more room is needed, please attach additional information.

or_Kym Bocrman

)
- from 5/74 B

/0/0‘3’

’

u'ra's at F/&/MM’ Afleen. Heal /N (e

During that time, he/she was

(7 N . -~
(List status in the Institution): __{/2£1 M i ObSliPrge, s W?(

iMPbRTANT NOTE: If you rate. the applicant "
of the reference in as much detail as possible.

Basic medical

knowledge: Poor
Professional judgment: Poor
Sense of responsibility: . Poor

" Moral character/ -

ethical conduct: Poor
Competence and skill: Poor
Cooperativeness,

. ability to work with
others: : : ' Poor

History & physical exam

taking: - Ppor
Record keeping - Poof
ACase presentations: ___ Poor
Patient maﬁagement: _. Poor

Physician-Patient

relationship: . - Poor

Competence in being able to
communicate in reading, writing
and speaking the English

language: » Poor

Participation in )
Medical Staff Affairs - ___Poor

Fair
Fair

Fair

Fair

Fair

Fair

Fair

. Fair

Fair

Fair

Fair

- Fair

Fair.

- _Average
Average

- Average

__Average
Average .

Average

Average

. Average

Average

Average

- __Average

Average -

: Average

poor” or "fair” in a particular category, please elaborate on this asped

.~ Above Ayerége
: 4’Abo§/e Average

LAbove Average

&~ Above Average

“ Above Average

Above Average

L~ Above Average
/Above Average
_“ Above Average

“ Above Average

" Above Average

Above Average

\/ Above Average



o Vermont Department of Health
Reference Form #3 ~ Board of Medical Practice
Continued 108 Cherry Street PO Box 70
‘ . - Burlington, VT 05401

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPQINTMENT, PAGE TWO OF TWO

Name of Applicant: - )<\7 n Q,o ym AN

To the best of your knowledge, does/did the applicant carry out the duties and responsibilities of the position at your
institution in a satisfactory manner? ‘ Yes No

Do you know of any emotional disturbance, mental illness, o@anic iliness, alcohot or drug problem, which might
impair the applicant's ability to practice medicine? ' Yes No

Do you know of any pending professional misconduct proceedings or medical malpractice
claims? - : .

Yes L/No

Do you know if the apblicant has been a defendant in any criminal proceeding other than B
minor traffic offenses? (Note: DWI (Driving While Intoxiczted) is not minor.) “Yes _}.~"No
Do you kndvy of any suspension, restriction or terminatioh of training or professional
privileges for reasons related to mental or pnysical impairment, incompetence, misconduct
or malpractice? ' : :

Yes l/No .

Do.you know of any resignation or withdrawal from training or of professional pﬁvil‘eges L
to avoid imposition of disciplinary measures? Yes No

Do you know of any confirmed quality problem (quality of hospital care provided
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or
-elsewhere? '

—

Yes No

Do you know of a failure of the applicant to compléte a residency training ' o
_programy(s)? : o : Yes —_No
Does the applicant call upon consults when needed? ‘ » '\/Yes ___No

In additidn to the information provided on the previous page, please use the space below and the reverse side for
. elaboration on the above and any additional information you have available 10 aid the Board in evaluating this

applicant. Of particular value.to us in evaluating any candidate are commenterregarding his/her notable strengths

and/or weaknesses. We would appreciate such comments from you. Any additional information should be attached
to-this form. :

Th ve report is based on:
Close personal observation
General impression ) ‘
A composite of faculty/staff evaluations
Other - Specify: :

I further certify that at the time of compietion of the above»training,. or~during‘ my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action.

lrecomménd Mﬂi g)"l?(/éﬁ /M /> ' for licensu‘re in Verrmont.

( NE‘me“ofP ician | |
Signed: \m%‘ﬁ/& A /Q - D‘atef QLA / / o3
e E” 2 T '

- Print or Type Name and Title: \] UL f} B ,éﬁ)(/k . M. . |




American Medical Association
Physicians dedicated to the health of America

515 North State Street
Chicago, Illinois 60610

Profile Order Detail | v 03/18/2003

Vermont Board of Medical Practice ‘ Profile Order Number: 1188264
Jenny Audet Received Date: 03/17/2003
108 Cherry Street Balance*: .$0.00

Burlington, VT 05402 . '
* - Negative balances are
enclosed in parentheses

1 Proﬁle processed. ' X | S LA TS e el s L e e Sk et i e

~Kym Boyman

Page 1 of 1



AMA Physician Profile (continued)

’

It is mutually agreed between the American Medical Association (AMA) and the requesting
_organization that this Physician Profile (see.reverse) is provided to the requesting organization
with the understanding that (1) the information on the Profile will be treated with total -
confidentiality; (2) that such information is granted solely to the requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes:
- set forth on the Physician Profile request form or other agreement; and (3) that no Physician
“Profile or information contained therein will be sold, provided to, released, copied, extracted or
otherwise usurped for use by any other party, entity, organization or government agency.
- Disclosure, sale or resale of Physician Profiles or the information contained therein to any third
party, whether or not affiliated with the requesting organization, is strictly prohibited except
that this prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, without limitation, disclosure to the physician about whom any
such data relates), judicial authorities under court order, federal regulatory bodies with
jurisdiction over the requesting organization, or disclosures otherwise required under federal or
state law; provided however, that if the requesting organization is served with a subpoena or
other legal process requiring the production or disclosure of Physician Profiles, then the
requesting organization, to the extent reasonably practicable before complying, will promptly
notify AMA and permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure whatsoever
of such Profile information by the requesting organization, such license to use and possess the
_ Profile shall be .automatically and immediately terminated and the Profile and any information
or data contained thereon or, in any way, derived therefrom shall be returned to the AMA
immediately, but, in no event, later than 48 hours after such automatic termination.-

AMA makes no representations or warranties either, expressed or implied, as to the accuracy,
completeness or timeliness of the information contained in Physician Profiles and assumes no
responsibility for any errors or omissions- contained therein. Furthermore, no warranty,
‘express or implied, is created by providing information through Physician Profiles. The AMA
does not endorse in any way the individuals described in the Physician Profiles; and in no
- event shall the AMA be liable to the requesting organization or anyone else for any decision
-made or action taken in reliance on such information.



American Medical Association

Physicians dedicated to the health of America i D) i
Division of S_urvey and Data Resources 312 464-5199 \4\
515 North State Street 312 464-5900 (fax) | | ) o ws
Chicago Illinois 60610 Lol

equest for Ifnvestigation

R

M e

‘Dear Physician Profile Customer:

Thank you for using AMA Physician Profiles. AMA is committed to providing your organization

with accurate physician information supporting your credentialing needs. If you should receive an AMA
Physician Profile with discrepant information, please report the discrepancy to the AMA for immediate
investigation.

“

AMA staff will contact the primary source(s) to verify the requested correction and/or change. No changes
will be made to the AMA Physician Masterfile until verification from the primary source(s) is received. A

. letter detailing investigation outcome and an updated Phy51c1an Profile, when appropriate, will be mailed to
the customer address below.

There is no additional charge for this service provided that the Request for Investlgatlon is received
within 30 days of the original order mail date.

Submitting a Request for Investigation:

- Make changes/corrections directly on a copy of the Physician Profile.

: Provide any supporting documents (DEA certificate, birth certificate, etc). This information will
a531st AMA staff with their investigation.

~ ¢ Include a copy of this form when mailing or faxing discrepancy requests to the AMA.

Please don't hesitate to contact the AMA Physician Profile Unit at 312 464-5199 if you have any »
questions. Thank you in advance for your assistance.

Sincerely,

' Department of Physician Data and Internet Services

" Investigation Request ePhysician Profile Customer Account Informatioh

Aceount #

- Name: Jenny Audet’

Organization: Vermont Board of Medical Practice
Address: 108 Cherry Street

City/State/Zip: Burlington, VT 05402
Daytime phone:

*Copies of this form can be printed from the AMA ePhysician Profile Web site.



AMA Physician Profile (continued) ' ~

It is mutually agreed between the American Medical Association (AMA) and the réquesting

organization that this Physician Profile (see reverse) is provided to the requesting organization
* with the understanding that (1) the information on the Profile will be treated with total
confidentiality; (2) that such information is granted solely fo the requesting organization and is
“granted as a non-exclusive limited license, consistent with and limited to the specific purposes

set forth on the Physician Profile request form or-other agreement; and (3) that no Physician -

Profile or information contained therein will be sold, provided to, released, copied, extracted or
otherwise usurped for use by any other party, entity, organization or government agency.
Disclosure, sale or resale of Physnclan Profiles or the information contained therein to any third

. party, whether or not affiliated with the requesting orgamzatlon, is strictly prohibited except

that this prohibition shall not apply with respect to: disclosures required by federal or state
. government agencies (including, without limitation, disclosure to the physician about whom any
such ‘data relates), judicial authorities under court order, federal regulatory bodies with
Jjurisdiction over the requesting organization, or disclosures otherwise required under federal or
state law; provided however, that if the requesting organization is served with a subpoena or
other legal process requiring the production or disclosure of Physician Profiles, then the
requesting organization, to the extent reasonably practicable before complying, will promptly
notify AMA and permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure whatsoever
of such Profile information by the requesting organization, such license to use and possess the
Profile shall be automatically and immediately terminated and the Profile and any information
or data contained thereon or, in any way, derived therefrom shall be returned to the AMA
1mmed1ately, but,-in no event, later than 48 hours after such automatic termination.

AMA makes no representations or warranties either, expressed or implied, as to the accuracy,
completeness or timeliness of the information contained in Physician Profiles and assumes no
responsibility for any errors or omissions contained therein. ' Furthermore, no warranty,
express or implied, is created by providing information through Physician Profiles. The AMA
does not endorse in any way the individuals described in the Physician Profiles; and in no
event shall the AMA be liable to the requesting organization or anyone else for any de01s10n
made or action taken in reliance on such information.



American Medical Association
Physicians dedicated to the health of America

Division of Survey and Data Resources o

515 North State Street : ' - (
Chicago, lllinois 60610 '

http://www.ama-assn.org/amaprofiles

AMA Physician Profile

Name and Mailing Address: ‘ Pfimary Ofﬁcé Address:

KYM MARGARET BOYMAN MD

1391 ROBINSONRD 111 COLCHESTER AVE
FERRISBURG VT 05456-9663 : BURLINGTON VT 05401-1473

Phone: UNKNOWN

Birthdate:  12/10/1966 ~
Birthplace: TOWN&COUNTRY, MO UNITED STATES OF AMERICA

Physician's Major Professional Activity: HOSPITAL BASED RESIDENTS - ALL YEARS

Practice Specialties Self Designated by the Physician:

Primary Specialty:  OBSTETRIC & GYNECOLOGY
Secondary Specialty: UNSPECIFIED

AMA membership: NON MEMBER

Following Data Provided by the Primary Sources

Medical School:
UNIV OF VT COLL OF MED, BURLINGTON VT 05405 (VERIFIED)
Reported Year of Graduation: 1999 (VERIFIED)

Current and/or Prior Medical Training Programs Accredited by the Accreditation Council for
Graduate Medical Education (ACGME):

Institution: FLETCHER ALLEN HLTH CARE _ State: VERMONT

Specialty : OBSTETRIC & GYNECOLOGY : 06/1999 - 06/2003
: ' (VERIFIED)

Note:  Additional information, used for appointments and privileges, is not solicited, nor is it received from the residency program
director(s). If additional information is required, please contact the program director(s).

AMA Files Checked 3/18/03 09:22:46 * Profile for: Kym Margaret Boyman MD Page 1 of 3
) ©2003 by the American Medical Association



AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the requesting
organization that this Physician Profile (see reverse) is provided to the requesting organization
‘with the understanding that (1) the information on the Profile will be treated with total
confidentiality; (2) that such'information is granted solely to the requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes
set forth on the Physician Profile request form or other agreement; and (3) that no Physician
Profile or information contained therein will be sold, provided to, released, copied, extracted or
- otherwise usurped for use by any other party, entity, organization or government agency.
Disclosure, sale or resale of Physician Profiles or the information contained therein to any third
- party, whether or not affiliated with the requesting organization, is strictly prohibited except
that this prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, without limitation, disclosure to the physician about whom any
such data relates), judicial authorities under court order, federal regulatory bodies with
jurisdiction over the requesting organization, or disclosures otherwise required under federal or
state law; provided however, that if the requesting organization is served with a subpoena or.
other legal process requiring the production or disclosure of Physician Profiles, then the
requesting organization, to the extent reasonably practicable before complying, will promptly
notify AMA and permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure whatsoever
of such Profile information by the requesting organization, such license to use and possess the
Profile shall be automatically and immediately terminated and the Profile and any information
or data contained thereon or, in any way, derived therefrom shall be returned to the AMA
immediately, but, in no event, later than 48 hours after such automatic termination.. .

AMA makes no representations or warranties either, expressed or implied, as to the accuracy,
'.completeness or timeliness of the information contained in Physician Profiles and assumes no
responsibility for any errors or omissions contained therein. Furthermore, no warranty,
express or implied, is created by providing information through Physician Profiles. The AMA
does not endorse in any way the individuals described in the Physician Profiles; and in no
event shall the AMA be liable to the requesting organization or anyone else for any decision
made or action taken in reliance on such information. »



American Medical Association
Physicians dedicated to the health of America

Division of Survey and Data Resources
515 North State Street ’
Chicago, Illinois 60610

http //www.ama-assn. org/amaproflles

AMA Physician Profile
License(s): o MD/ Date Expiration License Last
~ State DO Granted Date Status Type " Reported
VERMONT MD 06/23/1999 ~ 06/30/2003  INACTIVE RESIDENT 01/22/2003

Note: When the specific month and day are unknown, the date will dis;ilay the defaullt value of "01." Not all licensing boards
maintain or provide full date values. Please contact the appropriate licensing board directly for this information.

\

ECFMG Certfication:
Applicant Number:

Note: The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certifi catlon Verification Service in
writing at P.O. Box 13679, Philadelphia, PA 19101,

Federal Drug Enforcement Administration:
TO DATE, FEDERAL DEA REGISTRATION STATUS IS UNKNOWN.

Note:  Many states require their own controlied substances reglstratmn/hcense
Please check with your state licensing authority as the AMA does not maintain this mformatlon

Specialty Board Certlﬁcatlon(s)
Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical

Specialties (ABMS) and the American Medical Association (AMA) through the Llaxson Commlttee on Specialty Boards,
as reported by the ABMS:

Certifying Board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED
Certificate: -
Certificate Type:

Effective: Expiration: : Last Reported:

- Note: For certfication dates, a default value of "01" appears in the month field if data was.not provided to AMA. Please contact the
appropriate specialty board directly for this information.

Medicare/Medicaid Sanction(s):

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

AMA Files Checked 3/18/03 09:22:46 Profile for: Kym Margaret Boyman MD Page 2 of 3
) ©2003 by the American Medical Association



AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the requesting
organization that this Physician Profile (see reverse) is provided to the requesting organization
with the understanding that (1) the information on the Profile will be treated with total
confidentiality; (2) that such information is granted solely to the requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes
_ set forth on the Physician Profile request form or other agreement; and (3) that no Physician
Profile or information contained therein will be sold, provided to, released, copied, extracted or
otherwise usurped for use by any other party, entity, organization or government agency.
Disclosure, sale or resale of Physician Profiles or the information contained therein to any third
party, whether or not affiliated with the requesting organization, is strictly prohibited except
that this prohibition shall not apply with respect to: disclosures required by federal or state
government agencies (including, without limitation, disclosure to the physician about whom any
such data relates), judicial authorities under. court order, federal regulatory bodies with -
Jurisdiction over the requesting organization, or disclosures otherwise required under federal or
state law; provided however, that if the requesting organization is served with a subpoena or
other legal process requiring the production or disclosure of Physician Profiles, then the
requesting organization, to the extent reasonably practicable before complying, will promptly
- notify AMA and permit AMA to intervene and contest disclosure or production . time and
circumstances permitiing. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute,. regulation or court decision mandating any disclosure whatsoever
of such Profile' information by the requesting organization, such license to use and possess the
Profile shall be automatically and immediately terminated and the Profile and any information
or data contained thereon or, in any way, derived therefrom shall be returned to the AMA
. immediately, but, in no event, later than 48 hours after such automatic termination.

AMA makes no representations or warranties either, expressed or implied, as to the accuracy, -
completeness or timeliness of the information contained in Physician Profiles and assumes no
responsibility for any errors or omissions contained 'therein. Furthermore, no warranty,
express or implied, is created by providing information through Physician Profiles. The AMA
does not endorse in any way the individuals described in the Physician Profiles; and in no
event shall the AMA be liable to the requesting organization or anyone else for any decision
made or action taken in reliance on such information.



American Medical Association
Physicians dedicated to the health oi_’ America

Division of Survey and Data Resources

515 North State Street ‘ ‘ .
Chicago, Illinois 60610

http://www.ama-assn.org/amaprofiles

AMA Physician Profile

'

Additional Information: .
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.»

The content of the AMA Physician Profile is intended to assist with credentialing. Appropriate use of the AMA Physician Masterfile data
contained on this Profile by an organization would meet the primary source verification requirements of the Joint Commission on Accreditation
of Healthcare Organizations (JCAHO) and the American Accreditation HealthCare Commission/URAC. The Physician Masterfile meets the
National Committee for Quality Assurance (NCQA) standards for verification of medical education, residency training, board certification, DEA
status, and Medicare/Medicaid sanctions. ) '

If you note any discrepancies, please mark them on a copy of the profile and mail or fax to:

Division of Survey and Data Resources

Attn: Physician Profile Unit .
- 515 N. State Street :

Chicago, IL 60610

312 464-5199

312 464-5900 (fax)

’

AMA Files Checked 3/18/03 09:22:46 Profile for: Kym Margaret Boyman MD . Page 3of 3
. ©2093 by the American Medical Association



AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the requesting
organization that this Physician Profile (see reverse) is provided to the requesting organization
with the -understanding that (1) the information on the Profile will be treated with total
" confidentiality; (2) that such information is granted solely to thé requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes
set forth on the Physician Profile request form or other agreement; and (3) that no Physician
Profile or information contained therein will be sold, provided to, released, copied, extracted or
otherwise usurped for use by any other party, entity, organization or government agency.
Disclosure, sale or resale of Physician Profiles or the information contained therein to any third
party, whether or not affihated with the requesting organization, is strictly prohibited except
that this prohibition shall not apply with respect to: disclosures required by federal or state |
government agencies (including, without limitation, disclosure to the physician about whom any
such data relates), judicial authorities under court order, federal regulatory bodies with -
jurisdiction over the requesting organization, or disclosures otherwise required under federal or -
- state law; provided however, that if the requesting organization is served with a subpoena or
other legal process requiring the production or. disclosure of Physician Profiles, then the
requesting organization, to the extent reasonably practicable before complying, will promptly
" notify AMA and permit AMA to intervene and contest disclosure or production time and
circumstances permitting. Upon a breach of any of the foregoing covenants or upon the
effective date of any statute, regulation or court decision mandating any disclosure whatsoever
“of such Profile information by the requesting organization, such license to use and possess the
- Profile shall be automatically and immediately terminated and the Profile and any information
or data contained thereon or, in any way, derived therefrom shall be returned to the AMA
immediately, but, in no event, later than 48 hours after.such automatic termination.

AMA makes no representations or warranties either, expressed or implied, as to the accuracy,
completeness or fimeliness of the information contained in Physician Profiles and assumes no
responsibility for any errors or omissions contained therein. Furthermore, no warranty,
express or implied, is created by providing information through Physician Profiles. The AMA
does not endorse in any way the individuals described in the Physician Profiles; and in no
event shall -the AMA be liable to the requesting organization or anyone else for any decision
made or actlon taken in reliance on such information.



National Practitioner Data Bank

_ DCN:* 5500000028706990
Healthcare Integrity and Protection Data Bank !

. Process Date: 03/17/2003
P.O. Box 10832 . o Page: 1 of 2
Chantilly, VA 20153-0832

www.npdb-hipdb.com : '

RESPONSE TO SELF-QUERY

Requestor Name: BOYMAN, KYM MARGARET
Telephone: (802)877-6683
Address: FLETCHER ALLEN HEALTH CARE
- 1391 ROBINSON RD. :

City, State, ZIP: FERRISBURGH, VT 05456
Country:

Payment Type:” CREDIT CARD

Account Number: _
Expiration Date: 0272006

Transaction Date: 03/17/2003

Transaction-Number: 5500000028706990
Total Charge: s$10.00

.. Subject Name: BOYMAN, KYM MARGARET

Gender: FEMALE
Date of Birth: 12/10/1966

Other Name(s) Used:

. . Organization Name: FLETCHER ALLEN HEALTH CARE
Organization Type: GENERAL/ACUTE CARE HOSPITAL (301)

Other, as Specified:
Home or Work Address: 1391 ROBINSON RD.

City, State, ZIP: FERRISBURGH, VT 05456
Country:
Social Security Numbers (SSN): o
}
Professional School(s) & Year(s) of Graduation: UNIVERSITY OF VERMONT 1999

- Occupation/Field of Licensure (Code): PHYSICIAN INTERN/RESIDENT (MD) (015)
. State License Numbers, State of Licensure: no LICENSE, '

Other, as Specified:
Specialty:

Drug Enforcement Administration (DEA) Numbers:

Naiional Provider ldentifiers (NP1):

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE-ONLY



National Practitioner Data Bank

X . DCN: 5500000028706990
Healthcare Integrity and Protection Data Bank

Process Date: 03/17/2003
P.0. Box 10832 | . » Page: 2 of 2
Chantilly, VA 20153-0832 _ ) '

www.npdb-hipdb.com

Federal Employer Identification Numbers (FEIN):

Unique Physician Identification Numbers (UPIN):

Based on the subject identification information provided by you in Section C above,
a search of the HIPDB has located the following O report(s).

Recipients should verify that the subject idlenbtifive_d.in Section C is,‘in-fa_é't;the ,
subject of interest. ‘ < S

Copies of these reports are enclosed for restricted/limited use as prescribed by Section 1128E of the Social Security Act. Recipients should
verify that the subject identified in Section B of the report(s) is, in fact, the subject of interest. Information from the HIPDB is confidential and
must be used solely for the purpose for which it was disclosed. Subjects of reports who obtain information about themselves from the
HIPDB are permitted to share that information with anyone they ¢hoose.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY

14



Page 1 of 1 |

The Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dallas, Texas 75261-9850
Telephone: (817)868-4000
FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT
April 29,2003 ' o

Attn: John Howland, Jr.

Vermont Board of Med. Practice
- 108 Cherry Street

Burlington, VT 05402

Re: Board Action Query Dated: April 29, 2003
Your Reference Number: : o
FSMB Batch Number: BQ789141 T 4 - . :

The following is a report of the search results from the Board Action Data Bank as of Aprll 29 2003 for practmoners submltted as-part ofthe a .
referenced batch for which NO board actions were identified. : :

Practitioners Cleared with No Actions as o_f April 2"9_'-, 2003 [T

Item Name " . . DOB . School ‘ Yr/Grad Request ID

1 BOYMAN, KYM - 12/10/1966 ‘ | 046010 1999 11099654



