REDACTED ¢opy

e g THL COMMONWEALTH OF MASSACHUSETTS -25cuv-d)
e i Tlsagproved:

i BOARD ,OF REGTSTRATION IN MEDICINE data:

;L e ¢ g > @/;/ h
j Application for Endortement. Registration — NATIONAL BOARDS
(Fee — ¥#5-86-must accompany APPLICATION — No currency of personal checks)

. e $150.00 For Office Use - - =
Filed:-4¥- 4.5-83 Application # M&Q__,

o
- e

By: _ﬁ?.ﬁ:f‘____ 5 APR 2 1‘ {007 ;
Form of Fee: AIEO_L._/Z]_Q_ ; : Ceniﬁca!g # 50975 Date of Issue JUN 2 2 1983
Please Print SWORN STATEMENT Bate.. 12-18 -R2
Mailing ;
Name ___BKIAN WLIAM W ALSH Address _ GrSE
First Middle Lase
Date of Birth ___ o : el i

Place of Birth hew REMARIN (O uN .,

U.S. Citizen es ——wo : :
e re-Medical Education Medical Education
School _BRowN UNWVERS iTY School __ BRowM  yp ey iTY
Years Attended 1974 - 19717 | Years Attended _1977 198! -
— rostgraduate Lducation
Place Position Dates
_BRIGHAM + womepss HOSPITA L _PES DENT @S icAN JONE 20 1981 4o Present

.ist: all other states in which you have been fully licensed: NoNE

Dther names under which you have been licensed: No HE

List Specialty Boards by which you are certified; NorE

L. Has your license ever been revokad, suspended, cancelled, or ; hes iNo
otherwise restricted? - 15

2. Have you ever been denied a license? : Z; e S

-3, llave you every been denied the privilege of taking an examination
for medical licensure? 3. ]

4. Have you ever failed an eXamination for licensurae? I}a

5. Do you have a pending complaint or charge agaiast you before any .
licensing board? =t

6. Have you ever been requested to appear before any Mediecal Society
because of a complaint or charge? SO0

7. Have you ever had an action against you by the Narcotics Bureau
of the Treasury Department, or a Federal, State or local drug -
cnforcement agency? =

8. Have vou ever resigned from the staff of a hospital, clinic or
other medical facility staff for any reason re’ ted to your com- 5
petence to practice medfcine? ——

9. Has a mental or physical impairment ever interfered with your 3
education or professional duries? —L

‘. Arc you now or have you ever been dependent upon the use of alcohol, 10

. stimulants, or other habit-forming drugs? e

Have you ever been a defendant in g civil or criminal case except 11
for minor traffie viclations? =t -

12.  Have vou ever been convicted of any crimes except minor traffie 1.9,
violationsg? e 7'" —

If you wiswered YES to any of the above questions, PLEASE GIVE DETAILS.




g e e b e s Dt L PLICATION INDICATES THAT 1
RCOM 1520 — 100 CAMBRIDGE APPL a EC 1
: UNDER THE PENALTIES OF PERJURY THAT I, TO MY I
o CENATARIIGNO Y B RCMEREN A BT ATTEST UNDER THE PAINS AND |
BOARD OF REGISTRATION REQUIRED UNDER LAW. PENALTIES OF PERJURY TO THE
IN MEDIC INE soc sec | o COMPLETION OF CONTINUING
’5“5‘“ ‘J EDUCATION REQUIREMENTS IN |
AS A REGISTERED YOUu MUSTSIGN BELOW COMPLIANCE WITH THE BOUARD®'S
PHYSICIAN A b STATUTES AND/OR RULES AND
e e . X_'E APPLVCANYSSIGMAYIJR?/ m REGULATIDNS. i
LICENSE NUMBER PAY THIS DATL 10 DE RENEWED
T L FEE LATE FEE
CODE L TYPE RESISTRATIONNO. | AMOUNT __ PR - eieasE USE THE ENOEOSERRE IR ELORE
MD 50975 100.00 [100.00|01|15|84 | THIS APPLICATION MUST BE SIGNED AND
B -z )L&tb RETURNED WITH A CERTIFIED CHECK OR
o3 PLEASE PR&':L’:EEs Q?fo%‘ ADDRESS ‘Q MONEY ORDER — PAYABLE TO
22 BRIAN W WALSH e T GOMM. OF MASS,
= ] P.0. BOX 6
Su B an s R BOSTON, MASS. 02297
<
85 e UNCERTIFIED PERSONAL CHECKS/BUSINESS

CHECKS WILL NOT BE AGCEPTED.
3500600509752 011584 1G00D0000009

1. Principal Spe: .\Ily J:-s) ’ 3 'EO , { 4 l 2. Principal work setting:  * r_g_ J(o
3. Home Address: 4. Primary work address: BRIG H4mM 1 MEN'S  Hoef
' P FRANGS 1 Bosiop, MA ozirs e -

5. States tlwr l!mrz Massachusetts in which you are licensed to practice:  NO

6. Has a judgement boen re turm e} .mdmul you in a malpractice suit since llbma’

7 Hrm* you ever boen convicted of any criminal offense other ihan minor traﬁm offenses?

8 Has any disc mlin.uy action been taks‘n aqcun st you in this state or any other?

- Has your privilege to possess, dispense or proscribe controlled s substances ever baen suspended or revoked | 7 '
In this stale or any other?
= Il Sl

10. | bave cornpleted my GMLL . recuirements botween 1/ 15/82 & 1/15/84 ag follows: * [ O Ji(() J

FPHEREBY CERIIEY UNDFEH THE PENALTY OF 11 RJURY THAT THF ABOVE INFORMATION IS FRUE. O o ___c ;fc j 4f
o S SIGNATURF
*SEF CODF SHH | (YOU MUST ALSO SIGN THE FRONT OF THIS CARD)



PRI S IHATION IN MEBICINE IMPORTANT — READ, COMPLETE AND SIGN —  SEE REVERSE SIDE = » L

ROOM 1507 — 100 CAMBRIDGE STREET PURSUANT TO M.G.L. c.62C, §49A, | CERTIFY U A 3 :
BOSTON, MASSAGHUSETES 05502 HESﬂL’SﬁEE&TﬁSFEEE"F“”" W%TL" Tomy YOU ARE REQUIRED TO COMPLETE THE QUESTIONS |
3 B . HAVE FILED ALL ON THE REVERSE SIDE OF THIS APPLICATION.
RENEWAL APPLICATION STATE TAX RETURNS AND PAID ALL STATE TAXES e e
1986-1988 REQUIRED UNDER LAW. THE ENCLOSED INSTRUCTIONS FOR DETAILS.)
ﬁ%c SEG L (] : I IF YOU ANSWERED "YES"” TO ANY OF THESE QUES- !
OPTIONAL

= ~ | TIONS, YOU MUST CHECK THIS BOX:
YOU MUST SIG [:]

N BELQwW
X %;Wﬁjﬂmb

T ———— PLEASE USE THE ENCLOSED RETURN ENVELQPE

: THIS APPLICATION MUST BE SIGNED AND
LICENSE HiEMEER 5 i m‘:}mﬂ'i’ pee  (ornovenuEo b g pee | NOTE! RETURNED WITH A $100 PAYMENT. A
CODE 1YPE ACGISTRATION NO : MO DA ¥R CERTIFIED CHECK OR MONEY ORDER IS
MD l 50975 100.00 [100.00| 01| 15] 86 @ ACGESRERE =i SVECKEEE
PLEASE FRINT ANY NAME OR ADDAESS ) PAYABLE TO:
: CHANGES BELOW GCOMMONWEALTH OF MASSACHUSETTS
BRIAN W WALSH P.0. BOX §

BOSTON, MASSACHUSETTS 02297

DU NU{ FOLL OR
STAPLE THIS FORM

DO NOT WRITE BELOW THIS LINE

3500600509752 011586 10000000004

'r]

Print Name:~ %&\ﬂ'ﬁ_ _‘-AL}!L(Jﬁ_m__JA)BES_‘i el e sl Rinag ot Bithc e
Medical School: _ ﬁ&Oﬂﬂ_“ L,&!_‘UE Mﬁ._ Date of Graduation: _,_gb_"tg_‘,_—

You must read the instructions enclosed with this form to answer queslions i-12

T~ L N
OBmKs PG\-{ME(OLOGK{ 2. Principat work setting: W& STDAIG  CL c
4. Principal business address: st As  FRenT

1. Principal Specialiy(ics):
3. Home address: seme s

voax

BQ»\(D*MM’ 4+ wWome s dosP iz
boode SLAVD

5. List all hospilals at which you have currently effective privileges:

6. States olher than Massachuselts in which you are licensed to practice:

7. Have you been a defendant in any malpractice suil commenced since 10/1/837 e 4

8. Have you been a defendant in any criminal proceeding other than minor traffic oftenses commanced- since 10/1/837 T ol e .
79, Has any disciplinary aclion been taken ug_ainst you ‘in the last ten years:’by any governmental authority, by any hospital or - ]
professional mecical agsociation (internalional, national, state or local)? —— - |

10. Has your privilege 1o possess, dispense or prescribe controlled substances ever been suspended or revoked in this state or any other’ .

. renderney Wy udr)
11. | have completed my G.M.E. requirements between 1/15/84 & 1/15/86 as follows: - Ahen 4 D
\ Mb
12. | am an active 2.<_ nactive _ . ___ . practitioner. ( : )
| HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT THE ABOVE INFORMATION iS TRUE T
{YOU MUST ALSO SIGN THE FRONT OF THIS CARD)




Commonwealth of Massachusetts Board of Registration In Medicine
Ten West Street, 3rd Floot ‘Massachusetts 02111 009070
1889-1991 Physician R, 3% Aeny: App\llcaﬂon, Page 1 0f 2

£
Board Use Only: Zj AN

7

4

Reglstration No. Status  Fee Renewal Da?’ 3 /{,’ - "P\ \

Giteleh i $150 413 f'—’z'z_.-’i'?“ Gg: ?:;“,%' ool . ( l A)
R e

BRYAN W WalSH d \ B ! Pr.
i ":-j" \\ /£ ’J Bk. 58
Ch.
Fl. i i
Important: oSSt -
» Read the accompanying instructions in their entirety bafore completing this form. Do not delegate this important task to an employes, as false stat ts on this

form can result in disciplinary action,
- Print lagibly or typs your answers,
« Answer afl non-optional questions (front and back of form) completely-it Is not adeq) 1o state that the Board already has the Infor
- Slgn the renswal application at the bottorn of Page one and fill in the number of attached pages in the paragraph above the signature.
- Make a copy of this form and all attachments for your own records—you must give hospitals and other health care facilities copies for credentialing purposes.
- Enclose the §150 ranewal fee by means of a certified check, money order or personal check made payable 1o the Commonwealth of Massachussits,

1.8) Name (LasT)__ W ALSH J(FIRST:) RiAN ML)\

1. b) Other Namae(s), if any, that you were ever licensed under:

2. a) Address (Malling):_ g

v

2.b) Address (Home):

2.0) Address (Business):__ BR\(om YW 1 LB A S Hos P BEPT o f o S oM

7S CRANOGS 51 Tlogion) MA ozng
2.d) Telsphone (Business): (o171 ) 13 2 ~U 2% < Extension 2. e) Telophone (Home) (Optional): ,

3. Date of Birth (MO/DA/YR):_ 4. Sex: MALEL FEMALE_ 5. Soclal Securlty No. (Optional):

6. a} Medical School Code (See Table 1): E_ﬁ_ O O\ /99999, write Name:

6. b) Year Graduated: VAT } 6.c) Degree: MDY~ DO__

6.d) Country: U.8. < Canada___ Code if Other (See Table 2): __ ____ -f999, write Name:

7. Work Setting (Circle and indicate Perceni(%) of Practice Time):
10 Hospital \Q0 % 15 Private Office % 20 Partnership/Group Practice %
25 Clinic % 30 Mental Health Center % 35 Nursing Home %
40 HMO Facility % 45 Educatlonal Institution % 50'Medical Society %
55 Government Facility % 60 Plant/Commercial Setting % 99 Other %

B. Professional Activity (Circle and indicate Percent(%) of Professional Time): 8. b} Mass. Lic. Issue Date
10 Resldent or Fellow % 20 Practice Involving Direot Patient Care 50 g (se@ your wall certificate)
30 Administrative Activities % 40 Medical Teaching 16 % (MO/DA/YR):__/  /
50 Medical Research Ho =% 99 Other %

9. Specially Code (Ses Table 3): K EN Percent of Practice Time: ©£.0 % Specialty Code: © © & porcent of Practice Time: 20 %
if 08, specify:

10. a) Are you American Speclally Board Certified? (Y/N) L\‘_ 10. b} F YES, clrcie which Board(s):

Al Board of Allergy & Immunclogy NM Board of Nuclear Medicine PS Board of Plastic Surgery

A Board of Anssthesiology oG Board of Obstetrics & Gynecology PM Board of Preventive Medlcine
CRS  Board of Colon & Rectal Surgery OP Board of Ophthalmology PN Board of Psychiatry & Neurology
D Board of Dermatology s Board of Orthopedic Surgery R Board of Radiology

EM Board of Emergency Medicine at Board of Otalaryngalogy s Board of Surgery

FP Board of Family Practice PA Board of Pathology T8 Board of Thoracic Surgery

A Board of Internal Medicine PE Board of Pediatrics u Board of Urology

NS Board of Neurological Surgery PMR  Board of Physical Medicine & Rehabilitation

11. a) Hospitals at which you have currently effective privileges and other Health Care Facllities with which you are assoclated; Percent of Practice Time at each.
(See Table 4.)
Facility Code: 4 2.1 50 % Facility Code: % Facllity Code: _

%
Facility Code: n 57 SO % Facliity Code: :__ % Facllity Code; _ %

If 999, write Name(s}:

11. b) Additional Hospitals at which you previously held privilsges and other Health Care Facllities with which You were associated in the past 10 years.
[See Table 4)
Facility Code: ii(a_ Facility Code: Facility Code: __ Facility Code: Facility Code:

#9989, write Name(s):

.rhsrehy certify that If requesting INACTIVE status, | will not practice medi¢ine In M: husetts.

Pursuant to M.G.L. c475, | will not charge to or coliect from a Medicare beneficlary more than the Med]care reasonable charge for my services.

Pursuant to M.G.L. ¢.62C sec.494, | certify under the penaltios olcrerjury that, to my best knowledge and belief, | have flled an‘y Massachusetts state tax
returns and paid any Massachusstts state taxes, that are required under law. Note: This applles éven If you retide out-of-stafe or out of the country,

I hereby certity under the penalties of perjury that all Information on this form--front and back and \ attached pages~Iis true.

]
Signature: /_(Q}\ J é} {(//Zé é/(:, y/mb Date: _EL/ __f{g_/_&?

g T¥% TEVaIEs SITe]




Massachusetts Board of Registration In Medicine 1989-1991 Renewal Application, Page20f2

Fill in name and number. Physiclan Last Name: W&L'SH’ Reglstration No.: 5 09 7 5

12. a) Other States where you are now licensed to practice (Abbreviate): _
12. b) States where you previously were licensad to practice {Abbreviate): g_"I;

13.1am applying to be registered with the following status: ACTIVE 2{ *INACTIVE_ ﬁﬁ%&;ﬁgﬂsmr qussqu;;g J;;al,)rhroggh c).
. answer quastion 14. b) only.

14. 8}  have completed my C.M.E, requirernents in the two years ending on the renewal date as follows: (Fill In # of hours or type of residency, or check walver,)
Category I: hrs., Category I: hra., (Rlsk-Management; hrs.);  Resideney Program In: Mmﬁu‘e B¢ 2y Nel_( Ty
Walver Requested___ (You must fill out a separate Waiver Form.)

14. b) My medical malpractice insurance Is covered by INSURANGE CARRIER LETTER OF CREDIT___, ¥ applicabls, check one and identify the nams.

Insurer:__ CRACO 1 1 lesuing Letter of Credit:
Alternatively, Indicate as fojlows: 1am registering with ACTIVE status, but | am not oovered by medical malpractice insurance becauss | am (Check one)

NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE___ OTHERWISE EXEMPTED___ (State how)
14. ¢} Percent of Practios Time in Massachusetts; o0 % $

Questions 15 through 17 refer to the past four years only. Check elthar YES or NO (not N/A) to each question. Provide detalls on Form 154, aﬂachad.L -
es No

15. Has any pending or new medical malpractice claim been made agalnstyou fwhethsr or not a Jawsult was flled in relation 1o the claim)?...........

16. Hava you been a defendant in any pending or new oriminal proceeding other than a minor traffic offense?....,

17. Are any formal disciplinary charges pending or has any disulptinartyn actlon (as defined by Board regulations-Ses tnsrmcﬂonai been taken

against you by any gavernmental authority, nospital of other health care faciilty, or proféssional medioal assoclation (Internafional,
nafional, state or [ocal)?

If you answered "YES' to question 15, 16, or 17 provide detalls on Form 15A, attached.

* R Hirk » .

Questions 18 through 24 refer to the past four vears only. Check sither YES or NO {not N/A) to each question. Provide details in the next section. Yes No

8. Has your privilege to 1 , dispanssg or p ba controlled substances been suspended, revoked, deniad, restricted, surrendaered, or
have you been called before or been warned by this state or any other Jurisdiotion including a federal agency?

18. Have you withdrawn an appilcation for a medical license or been denled a medical lioenss for any reason?
20. Have you had any mental illness which has impaired your abillty to practice medicine or to funotion as a student of medicine?...
21. Have you had an organio lliness which has Impaired your abillty to practice medicine or to function as a student of mediclne?...
22, Are you now, or have you been In the past, dependent upon aicohol or drugs?

23: Have you, for any reason, lost American Speclalty Board Cerification?....
24. Have you been denled recertification by one or more spaclaity boarde? If YES, fist Board(s): N




5 < BT

Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street,
1991-1993 Physician Registration Renewal Application

3rd Floor, Boston, Massachusetts 02111

& &5 " l":“'_v"'r"b“‘ e 1
Reglstration No.  Status Foe .Rene\.val Datp~- ,«i:,;ij‘.}g Q\ - For Office Use Only
U875 .~ ACTIVE $150 06726/ 91 Ltk <03 . MR. e
Or. 3RIAN W WALSH ey RN Pr. ENTERED e
it ./' - Bk. e i '
f g N /';' 7 Ch. o E Hﬂ__ﬁk__!g 9'
N }74 = ][ : DE. e
B Bl i Bz
Directlons: 3\ e o f
« Questions 1-7 include information from Board files, Plek &mr itas necessary) 3
» Balore procsecing, please read the insiruction booklat, A ‘
« Answer all non-optional questions completsiy. (The instrictions ¢escity which qup arabptional)
i o mgs Ty re facilitlos copies for credentialing purposes. The Board charges

o

$3.00 plus postage for sach copy furnished, 3"’ 3

r

» Maka a copy of this form and all aztsdxmems%‘rnggqfv

s Enclosa the $150.00 renewal fee by means of a

L ‘-hs.,':-}_.‘.'t'-
mﬁe‘&&s%a: moné?ﬁrci!ﬁ‘

Acitivity Status:

| am applying to be registered with the following status: Active

- Inactive,

I hereby cortify that If requesting Inactlve status, | will not practice medicine In Massachusstts.

Pre-Printed Information

1. Other Name(s), if any, under which you were licensed: Name;
2. a} Address (Home); - Address:
City/Town
State: Zip;,
; Country Code; (If 999 write Country);
2.b) Address (Business): Address: :
Side % WO'S HOSP,/05=5YN City/Town;
45 FRANCIS STREET State: Zip:
sO3T3iHse KA 02115- Country Gods; (i 999, writs Country);
3. Date of Birthi Sex: 4 [Dato of Binh (OrY): / / Sox (WF):
Lic. Issue Date: /  / SSN # Lic. Issue Date(M/D/Y): /7 _ SSN#:
Telsphone Number:
Home Business Home: e . Business: (G177 ) 122 - 4285
{(6173)732-4220
4. Medical School CodeR I (G4 Year Graduated3 1  Degree: MD School Code:, Year Graduated: Degree (MD/DO);
Name of School: i 98999, write School; :
srown University, Program In Medicine
5. a) Other States where you are now licensed to practice (AbbrR I S el e
b) States where you previously were licensed to practice (Abby: Sar e e g

8. Specialty Code(s} (See Table 3

Corrections of Pre-Printed Information

Cods Hours per Wesk in Mass. Code Hours per Week in Mass.
itih U Endocrinology, Reproductjve Re ™ 7L,
036G U Cbstetrics and Gynecolog 0% 6 30

It OS, writa spacialty;

7.a) Are you American Specialty Board Certified? (Y/NN 7.6) W YES, Enter Codes:
Code: Code:_mcg
Code: Code:,
8. Drug License Number(s) (if any) [optional]: =) Fedaral (DEA) b) How many DEA nos. do you have?
¢) State (MA) #M :
9. | have completed my C.M.E, requirements in the two years preceding my renewal date: YES Weiver Requested

(You must fill out a separate Waiver Form. The waiver must be

granted by the Board bafore your license will be renewed.) See Instructions for CME

requiraments. Da not submit dacumantation of yaur CME's with your renewal application.

30M - 9/90 - PB13971

| For Office Use Only: Waiver Granted Date: / /




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

e

Regiswation No. Status Fee  RemewalDate  Late Fee
50975  ACTIVE 32500 ng/2g5/95  $25.00 Correction of Malllng Address
Malling Address: Address (Mailing):
BRTAN W WALSH, M.D.
e City/Town:
: State:
Country:

e

e
——

Directlons: Before proceeding, please read the instruction booklet, Some questions are optional,

« Fallure to renew n a timely manner will causg your license to lapse and may affect your
abllity to practice medicine in the Commonwealth. (See enclosed letter).

= Add late fee if necessary,

* Make a copy of this form and all attachments for Your own records - you will need copies for
credentialing and other purposes. The Board will chargs a fee for each copy it provides,

+ See instructions on detachable coupon at bottom of this page.

IN by

Pre-Printed Information Corrections of Pre-Printed Information

1. Other name(s), if any, under which you were licensed:
Name:

2.Business Address: gfﬁ‘,;“‘ ;

BR. & WO’'S HOSP./OB-GYN Hediide =

75 FRANCIS STREET oy =

BOSTON, MA 02115
3. Date of Birth: Sex: M D'ate of Bith M/D/Y): —J L. Sex (M/F)

Lic. Issue Date: 06 /2 2/83 SS#: : Lic.Issue Date M/D/Y): £ [ . Ss#
: Home: { ) Business: (017) 132-Y4UR
(617) 732-4265- 4R | Bl Name of Medical Schoo: -

4. Name of Medical School:

Brown University, Program Tn

Medicine Year Graduated: Degree (MD/DO):

Year Graduated: 81 Degree: MD

5. a) Other states where you are now licensed to practice (Abbr):

b) States where you previously were licensed 1o practice (Abbr): RT
6. Specialty Code(s) (See Table 1); Sode Hours per Week in Mass.

Code  Hours per Week in Mass. — s s
REN 20 Endocrinology, Reproductiv T£OS, print specialty:
OBG 30 Obstetrics and Gynecology
7. If you are currently American Specialty Board certified, enter codes: (See Table 2)
Code: 0@ Code: OGO L{ Code: = Code: O G_OL{
8. Drug license number(s), if any: a) Federal (DEA) Federa] (DEA): _
b) Massachusetts Mass:

9. Activity Status: I am applying to be registered with the following status: ACTIVE .&. INACTIVE ____
* I hereby certify that if requesting Inactive status, I will not practice medicine, Including writlng prescriptions, in Massachusetts,



PRINT NAME AND NUMBER: Physician Last Name: __\A} ficsihl Registration Number: S O F 7S ;

10. a) Current health care facility(ies) 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 facilities where you have admitting privileges (AP).
Esciliy€odee S8 2 ) ) Wil Rnwende - g (AP) Bacifity:Cofeee o7 L aDy
FaciityiCode: 2 Sl s g (AP} FaciltyCode: ______ =/ ___ (AP) Facility Codexpas 8 = Wm0 B (AP}
If 999, print name(s):

b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 3) ]

Facility Code: _.___ ___ Facility Code; . ___ Facility Code: .. _ _ FacilityCode: ______ Facility Code;

If 999, write name(s):

—— e

11. My medical malpractice insurance is covered by (a) Insurance Carrier ,Z_ (b) Letter of Credit ____ If applicable, check one.
List Insurer: __C¥ACO

Alternatively, indicate as follows: 1 am registering with ACTIVE status, but I am not covered by medical malpractice insurance because I am

(Check Une}: (i) Not involved in direct/indirect patient care in Massachusetts: (if) Otherwise exempt:

State how otherwise exempt:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? Yes

13. &) What is your principal work setting? (See Table 4) _L _Q_

b) Care of patients in Massachusetts (See instruction booklet.) 1_,1 r)
i) How many hours per typical week are you currently involved in owpatient care in Mass? == hrs/wk

No X {Check one)

i} How many hours per typical week are you currently involved in inpatient care in Mass? hrsfwk
¢) Approximately what percentage of your patient care hours are in primary care? e
(See instructions for definition of primary care.) =0 %

Questions 14 through 24 refer to the past two yea
Forms R-1 and R-2 for all YES answers. Refer tg i
|_IN THE PAST TWO YEARS: | XES No

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

15. CLATMS RESOLVED: Has any medical malpractice claim against you heen settled, adjudicated or otherwise resolved,
whether or not a lawsuit was filed in relation to the claim? 5

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency 1o practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or been settled, adjudicated or otherwise
L Y

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

18. Have you been formally charged with or disciplined for any viclation of the 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 surrendered to or suspended, revoked, denied
or Testricted by any state or federal agency? ... e

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 or imposed & surcharge 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. Have you been diagnosed with or do you have & medical condition which Timits or impairs your ability to practice medicine? ..
23. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice? .............

24. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason other than & medical
conditten .

rs only. Check either YES or NO (NOT N/A) to each question. Provide details on
e NS { )poKiet 1or 3 1 i ation 8 ef

i

B e e MR Es et em e eta s st i Eh Sieament

25. Ihave completed my CME requirements in the two years preceding my renewal date:  Yes No, waiver requested
No, training program exemption (see instruction booklet),
If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
* Pursuant to G.L. c. 112, sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.
* Pursuant to G.L. ¢, 62 C, sec. 49A, I hereby certify under the pains and penalties of Perjury that, to the best of my knowledge and bellef,
T have filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under taw, NOTE: This applies
even If you reside ont-of-state or out of the United States.

» Pursuant to G.L. ¢. 112, sec. 1A, I hereby certify that I will fulfill my obligation te report abuse or neglect of children as required by
G.L.ec. 119, sec. 51A.

+ Thereby certify under the paips and penalties of perjury that all information on this form and Forms R-1 and R-2 Is true.

Signanure; ‘/Ai/}f]/r//, L Dae: 2 420 475




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 {617) 727-3086, ext, 320

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet.
* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.

* Remit $250.00 for renewal fee, * Return renewal application
* Add late fee of $25.00, if Necessary. : * Enclose check with coupon /B

Registration No.: 50975 Renewal Date: 06/26/1999 |, Current Status:

If you want to change your current status, please indicate below: (Check one). :
[J Active [J Retiring (see instructions) [J Inactive (see below *) [[] Do ol '}}éﬁ Shay

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

Other Name(s):

3.A) Mailing/Home Address: Mailing Address:
City/Town: State:

Zip: Country:;

BRIAN W WALSH, M.D.

B) Business Address: : Other Address:
BRIGHAM & WOMEN'S HOSP City/Town: State:
75 FRANCIS ST \OB-GYN Zip: Country:
BOSTON, MA 02115
Home Phone: : T Home: (____ )
Business Phone: (617)732-4648 Business: (____ )
i Ammeo R s u SD;::omeh: (.M/D/Y?: s SBR[ op
B) SS#: e oL e

Full Name of Medical School:
5. A) Name of Medical School: :

Brown University School of Medicine

B) Year Graduated: 1981  C) Degree: MD Year Graduated: Degree: [ ] M.D. [] D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachuseits
Code(s})  Hours per Week in Mass. SR
REN Reproductive Endocrinolog
0BG 30 Obstetrics and Gynecology fﬁ,g,—prgt‘spec;ahy:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: OG Code: OG04
8. Drug License Numbers, if any: Federat e
A) Federal (DEA): o e
B) Massachusetts: y
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr:  RT Aboiey el

*If requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts.

[+




PRINT NAME AND NUMBER: LastName:  \\J A (S H Registration Number: 0975

[

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply 2
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 yoy provide in each facility,

Facility Code: ﬂ -_?,_i/_ﬁi/(AP) {00 % Facility Code: ___ /  (AP) % Facility Code:__ e (AP) %
Facility Code: ___ _/  (AP) % Facility Code:_____ /  (AP) % Facility Code:___ / (AP) %

I£' 999, print name(s): 3
1. My medical malpractice insurance is covered by a) X Insurance Carrier  b) [0 Letter of Credit
Name of Insuref:” CRYNLO : Alternatively, indicate as follows:

I am registering wi ctive status but [ am not covered by medical malpractice insurance because [ am (check one)

__a)'[f] Not involved indjrect/indirect patient care in Massachusetts b) [] Otherwise exempt

;'-.,' Please explain exemption:
12. Are yoti currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) ] Yes &’No
13. A, What is your principal work setting? (See Table 4) ).
B. Care of patiénts in Massachusetts (see instruction booklet).
& 1) Average weekly hours involved in: a) outpatient care _Z_i hrs/wk  b) inpatient care Ii'_ hrs/wk

2) What is the approximate percentage of your patient care hours in primary care? 25 9%
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer to the past two (2) years 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 NoO

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 lawsnit 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 fawsuit was filéd 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?

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

18. Have you been formally 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 surrendered to or suspended,
revoked, denied or restricted by 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 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? ‘ﬁ\’es O Neo
[J CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) 3 CME exemption

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

¢ Pursuant to G.L. c. 112, § 2, T will not cha rge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

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

¢  Pursuant to G.L. ¢, 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as required by G.L. . 119, § S1A.
e [Thereby certify under the penalties of perjury that all the information on the Renewal Application and Form R Is true.

Signature; ‘B? W : Date: _S___/ﬂ_/_@

A

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL-APPLiCATION




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet.
» Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes,
The Board will charge a fee for each copy.

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope.
* Add late fee of $25.00, if necessary. ) * Enclose check with coupon in BLUE envelope.
: -1
Registration No.: 50975 Renewal Date: 06/26/97
1. Activity Status: ™ Active [ Retiring (see instructions)
(Check only one) [J Inactive *(see below) [] Do not wish to renew
2. Other Name(s), if any, under which you were licensed: Corrections (type or print)
Other Name(s):
3. A)Mailing/Home Address:
Mailing Address:
BRIAN W WALSH, M.D. City/Town: State:
Zip: Country;
B) Buginess Address: : Other A dreae
BR. & WO'S HOSP./OB-GYN City/Town: =
75 FRANCIS STREET B oo s
BOSTON, MA 02115 i Country:
Home Phone: gﬁ:;:;ss‘ ((——J)
Business Phone: (617)732-4648 : ;
oo s Date of Birth (M/D/Y): o Sex (M/F);
4. A) Date of Birth: ex: : S
Lic. Issue Date (M/D/Y): Lo SS#:
B) Lic. Issue Date: 06 /22/83 D) Sst: e
_ Fuil Name of Medical School:
5. A) Name of Medical School: ;
Brown University, Program In
Medicine
B) Year Graduated: 81 C) Degree: MD | Year Graduated: _ Degree (MD/DO): L
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass,
Code(s) Hours per Week in Mass. e
REN 20 Endocrinclogy, Reproduc t:lj s
OBG 30 Obstetrica and Gynecology|s 08, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2)
Code: OG Code: Code: OG04  Code: J
8. Drug License Numbers, if any:
A) Federal (DEA): i:de'"_a' PEo . o
B) Massachusetts: _ffss'
9. A) Other states where you are now licensed to practice
Abbr: Abbi i
B) States where you previously were licensed to practice
Abbr: RI Abbr: ;

*If requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachuseits 6
‘ L

————— e — B e - —



PRINT NAME AND NUMBER: LastName: W A/ C [ Registration Number: 502 ¢

10. A. 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),
Facility Code: 7 2  /V(AP) Facility Code:____ "/ (AP) Facility Code:____ / (AP)
Facility Code:_____ / (AP} Facility Code: ___ / (AP) Facility Code:;__ _/ _(AP)
I£999, print name(s):

B. Additional health care facilities at which you previausly held privileges or with which you were associated in the past two (2} years,
(See Table 3) ;

Facility Code:_____ Facility Code:_____ Facility Code: — — Facility Code:__ Facility Code:_
[£'999, write Name(s):

11. My medical malpractice insurance is covered by a) 7% _ Insurance Carrier b) Letter of Credit

Name of Insurer: CP\{CO {{m%ﬂ:‘ll@d Bl Sacivaie CQ\T CRVY 10022.8wH ~0002.

Alternatively, indicate as follows: [am registering with Active status but 1 am not covered by medical malpractice insurance because

F'am (check one) a) Not involved in direct/indirect patient care in Massachusetts b) Otherwise exempt
Please explain exemption:
12, Arc you curfently in a post-graduate training program in Mass. as a resident or clinical fellow? (check ong) [ Yes %NQ

13. A. What is your principal work setting? (See Table 4) il _O_
B. Care of patients in Massachusetts {see instruction booklet). >
1) Average weekly hours involved in: a) outpatient care _L&_hrs/wk b) inpatient care _/_O_ hrs/wk
2) What is the approximate percentage of your patient care hours in primary care ? é&%

PART A

uestions 14 through 22 refer to the past two (2 ears only. Cheek cither 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. :

IN THE PAST TWO (2) YEARS: 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?

16. Has any lawsuit, other than a medical malpractice suit, which is refated 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 formally charged with or disciplined for any violation of the 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 surrendered to or suspended, revoked,
denied or restricted by 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 terminated your insurance coverage in response to an inquiry by a professional fiability insurance provider?

22. Have you cempleted your CME requirements preceding your renewal date (see instruction baoklet)?

[J Waiver requested (waivcr form due 30 days prior to date of license expiration). [J Training Program exemption

See Instructions for CME fequirements, Do not submit documentation of your CMEs with your renewal application.
RENEWAL APPLICATION CONTINUED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED,

Signature i é & téi/. W é%\ Date:_i/_gf(_/_?_z




Commonwealth of Massachusetts Board of Registration in Medicine

Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 £t
http:/fwww.massmedboard.org =
s L] . . . =N
- Physician Registration Renewal Application =
=
Before proceeding, please read the instruction booklet. Copy this form and all attachments for your own records; you will
uneed copies or ¢credentialing and other purposes. This completed renewal form with attachments must be returned in-the
green envelope 4 weeks before your renewal date.
* Remit $250.00 for renewal fee, * 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 Jor accuracy and completeness. Make any corrections or
alterations as required.
1. Current Status: Active Registration Nn.:50975 Renewal Date: 06/26/200
[f 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 (sce instructions) [ Inactive (sce instructions) [ Do not wish to renew
Please make ¢ ions int
2. Other Name(s), if any, under which you were licensed: B e
Other Name(s): et
3. A Mailing/B.usincss‘Addrcss: {,’-—#‘g‘@ Mailing Address: _
BRIAN W WALSH y % ] City/Town: e ___State;
] Zip: Country: s
Z O
zT =
ma Business Address” DEPT 0876 YV _B1G HAMm 1 e mEv S e¥.
B) Home Address: =0 City/Town: 7% FeAMCIS ST _BoSBN State: fu A :
' :Z;_ffi Zip_g2us Country: \USA .
g Business Telephone: (1 ) 732 ~du%
z .1 Home Address: f'.
L e City/Town: State:’ g
) T Zip: Country:
Home Phone; _ Home T-_ﬁ:leph-one:_‘\_
T : (508)785-2173
Slisiness Hhiorc: PLEASE NOTE: No P.0. Box addresses for home or
business addresses. i
T o b} Sex: 7. Currtm:;’%mcrican Board Ochdi-C;ﬂ Specialties Certification (See Table 2)
M 0@‘0 1= OG04 Code:
c) 8S#:

8. Drug License Numbers, if any:
5. a) Name of Medical School: a) Federal (DEA):

b} Massachusetrs:

iversity School of Medicine
b) YEPUR Kty e Mstiigtee. - ‘

. a) Other states where you are now licensed 10 practice (Abbr)

6. Specialty Code(s) (See Table 1) :
Codel(s) Hours per Week in Mass. b) States where you were previously licensed {Abbr.}

REN 0 18  Reproductive Endocrinology
QRG 0 Y2 Obstetrics and {‘.}lnerningu

10. Current health care facilities at which you have completed the credentialing process for the provision of paticent carc. (Supﬁl};
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 each facility).

Ri

Facility Code: ﬂ 2L/ (AP \R0 % Facility Code:_ 7/ (AP) % Facility Code:_____ / (AP) Yo
Facility Code: __ ___ /  (AP) % FacilityCode: ___ /  (AP) % Facility Code:_____ /  (AP) Ye
If 999, print name(s):

1

- g B

——TT W A%t P LS.

Pt O e e

R T
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PRINT YOUR LAST NAME: BRIAN) Wy, WS th MT> LICENSE NUMBER: $0975

11. My medical malpractice insurance is covered by a) E’Insurancc Cammier  b) [] Letter of Credit : A

Name of Insurer: € Q—\(D Alternatively, indicate as follows: ™. . G

Iamregistering with Active status but I am not covered by medical malpractice insurance because [ am (check one)
a) [] Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt
Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes IENO
13. A. What is your principal work setting? (See Tabled) _{ ©
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care "3 hrs/wk b) inpatient care O hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? SO %

PART A — QUESTIONS REFER ONLY TQ THE PAST TWO (2) YEARS

uestions 14 th 2 refer to the past two (2) vears on ither 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 beoklet.for additional information and
definitions. You must answer ALL questions, or this form will be returned to you and your license renewal mav be delaved.

Slie oo : . = o o0 YRS, NG

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?

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 2 minor traffic violation?

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 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? E,Yes [J Ne
[J CME waiver requested (CME waiver form due 30 days prior to date of license expiration) [ cMmE exemption !

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

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

fi o - U S, — e oY

Pursuant to G.L. ¢. 62C, § 494, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under Law. NOTE: This applies even If you reside out-of-state or out of the United States.

®  Pursuantto G.L c. 62C, § 474, to the best af my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support.
®  Pursuant to G.L. c. 112, § 1A, I will futfill my obligation to report abuse or neglect of children as required by G.L. c. 119, § 514.

©  Ihereby certify under the penalties of perjury that all the information on the Renewal Application and Form R is true.

Signature: /Kzf) \ (AN, Date: ifif_q_t_

Yo

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. 2




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

Physician Regis

@FWE@

Application

i
Before proceeding, please read the instruction booklet,

APR 17 A3

=/

for your own records; you will

need copies for credentialing and other purposes. This coynpier
green envelope gf least 4 weeks before your renewal dafe.

Registration in Medicine

bnts must be returned in the

*Remit $400.00 for renewal fee (non-refundable).

+Add late fee of $25.00, if necessary.

* Return renewal application in GREEN envelope.

*_Enclose cheek with coupon in BLUE envelope, Lo

win

Please review carefully the following in tformation 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.:50975

Renewal Date: 06/26/2003

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

] Active [ ] Retiring (see instructions)

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

[] Inactive (see instructions)

[_] Do not wish to renew

Please make corrections (print)

A) Mailing/Business Address: (] Other Name(s)  [J] Name Change (enter name below)
3. BRIAN W WALSH
Mailing Address:  _ _ e e
City/Town: State:
Zip: _ o —Comy L
B) Home Address: e RRUEHAWY WaM BN Horg | 5 SR ANKCLS BT~
g /‘ﬁusincss Address: BSOA_REANLDBIACI—H. :
City/Town: Bp4re )t State: WA
Zip: _pw OLUSE _ Country: us A
Business Telephone: ((s1 )_Pb— T732-HoUgp
Home Address: i : :
City/Town: . ey State:
Home Phone; Zip: ' Country: _._
; Home Telephbne: 7 Dl e
Business Phone: PLEASE NOTE: Only one address can be a P.O. box. The
mailing address cannot be a P.0. Box.
cefbs

4. a) Date of Birth:
C} SS#:(

5. a) Name of Medical School:
Brown University School of Medicine

b) Sex:
Code: OG

b) Year Graduated:1981 c) Degree:

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

M.D.

Code(s) Hours per Week in Masg
REN 28 Reproductive Endocrinology
OBG—12 Gbstetricsand Gynecology

7. Current American Board of Medical Specialtics Certification (See Table 2)

Code: OG04

8 Drug License Numbers, if 20y
a) Federal (DEA); g
b) Massachuseits;

9. a) Other states where you are now licensed to practice {Abbr.)

b} States where you were previously ]icenﬁ?d (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 pri vileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility).  No affiliations,

Facility Code: A 1 A/ V" (AP) \DO % Facility Code:_
FacilityCode: __ _ /  (AP) % Facility Code:
1£ 999, print name(s):

_f (AP % Facility Code:__
./ (AP) % Facility Code;

ofs LAy %
Al .




J

PRINT YOUR LAST NAME: M s LICENSE NUMBER; 50°97§

11, My medical malpractice insuranceis covered by ¥ Insurance Carrier [0 Letter of Credit
Insurer’s name, (Required): cih\to Policy dates: From: _} / | / O3To: [3/ 3]/ 03

Alternatively, indicate as follows: g ar:ﬁ?&g with Active status but I am not covered by medical malpractice insurance

because I am: Check One: (] Not involyed in direct/indiract patient care in Massachusetts [] A government employee.
[ Otherwise exempt Please explain exéimption;

12. What is your principal work setting? (See Table 4) b D) 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,
i

13. Care of patients in Massachusetts (4:3 instruction booklet).
1) Average weekly hours involved in: A) inpatient care © hrsiwk B) outpatient care S < hrs/wk
2) What is the approximate percentage of your patient care houss in primary care? %

PART A ~ QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTIONS

Duestions 14 throup efer to the period since you signed vour last renewal application, Check cither VES or NO to each
questiop pvide details on Form R for al answers (except question 22). Refer to instructions for additional information
and definitions. ALL questions in this section must be answered. Do not answer NA or the form will be incomplete and dela

vour renewal,

: YES NO

14. CLAIMS MADE (New or Pending): Has any medical malpractice claim been made against you that has not
yet been finally settled or adj udicatcfd, 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? '

17, Have you been charged with any cripainal 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, dispe' e or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency?

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

21. Has any professional liability insuratice provider resiricted, limited, terminated, imposed a surcharge or

co-payment, or placed any conditioni 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? g .

22. CME CERTIFICATIQN; Have yqu completed your CME requirements preceding your renewal date? \@:Yes ] Ne
[0 CME waiver, CME waiver forth must be submitted at least 30 days prior to license expiration date,

CME EXEMPTION: Check one: ' ] Inactive status [ Residency/Fellowship training (See instructions).

See Instructions for CME waiver o'; exemptions. Do not submit documentation of your CMEs with application,

1

*  Pursuant to G.L. ¢. 112, Sec 1A, [T understand my obligations to report gbuse or neglect of children under G.L. c. 1 19, Sec. 51A
and the punishment for failure toiconmly.
|

* Pursuant to G.L. c. 112, Sec. 2, I will 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. ¢. 1194, (See instructions).

|
I hereby certify under the penalﬁes@;{ury that all information on this Renewal Application, Part B and Form R s true.

Signature: \/ \_ VL\ Date: M /\L 103
YOU MUST SIGN AND/INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Bogrd 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,




E Massachusetts Physician Renewal Application

Physician Name: BRIAN W WALSH : License No.: 50975
PARTA f =
1) Current Status::~Active Renewal Due Date: 05/29/2005 7 sooBirth Dater T
: Y rWani 0 change your current status, please check one of the-following bokes 6 indiciite your riew status: ™ ~f

one). (Se¢ Reviewal Instructions, page 3.) b
‘Bl Retiring Bl Wucive T

" 01 Do not wish to rene

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

Please make corrections (print)
2a) MAILING ADDRESS :

SR BN

L

Mailing Address:
City/Town: - State:

Zip: Coun_ny: :

-0 Check here to change this address

i

2b) HOME ADDRESS

. Home Address:
1 City/Town: State;
Zip: Country:
> iPhon;::, | Home Teleph?nf:: {___) — -
s o T [Chack e 1o changeyi - - - Home addréss cannot be.a Post Office Box .
29 BPSINE§S ADDRE = b al "jﬁusiness Address: "~ =
BRIGIAM ‘& WOMENS HDSP -l _ ‘
- TSFRANCIS ST 5o g ~8% L CIETOWRS 7 Gtens s mnnns By ieState;
2 Roe Rl e, S Country: i 71 : st
: : Business Telephone:
Plione; (617)732-4648 _ e gl )
[ Check here to change this address ; Business address cannot be a Post Office Box
3) E-mail Address:
4) Fax Number: (017 -Slle-2752_
S) Specialties (See Renewal Instrictions, page 4) - Delete? |  Additional specialties:
Reproductive Endocrinology ’ ]
Obstetrics and Gynecology 0
O ;

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
; below. Please add additional Certifications as required.

Board Name ABMS or AOA| Certificate/Subspecialty Correct? Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology 7 X =
Obstetrics & Gynecology ABMS Obstetrics and Gypecology - Reproductive Endocrinology)st’ O

' 0 0
a0 O
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Massachusetts Physician Renewal Application

v

Physician Name: BRIAN W WALSH : : License No.: 50975
{See Renewal Instructions, page 4.) - . | Please make cerrections as necessary
7) Drug License Numbers, if any: ‘8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetts: : ;
b) Federal (DEA): o 8b) States where you were gréviouslx licensed (Abbr.)
. ¢ Federal (DEA) XS: : RI

9) What is Your principal work setting? (See Renewal Instructions, paged)
Principal Work Setting: Hospital Change to:

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

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 prescribin g services or companies. Please provide all information for.additional
facilities on a separate sheet, if necessary.

No Affiliations [] Please enter the approximate mumber of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4.) P Delete?] Smﬁcalegg;’; ae # ,’,‘,ff::;’::‘{:“k
Brigham & Women's Hospital -0 | Admitting Lo :
O :
m 2
0
O
[
0

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 6 hrsiwk Change to: 4. hrs/wk
b) outpatient care 34 hrs/wk Changeto: 30 hrsrwk

N ; 3

12) Med%l Liability Insurance Information (See.RenewaI Instructions, page 5.)
My médical Liability insurance is provided through: (check one)

g!nsu rance Carrier {complete below)

Current Insurance Carrier: CRICO Change to:
> Policy dates:  From YAV To yr-/ 3/ 68
(required) :

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

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

Check one: f
L[] Not involved with direct or indirect patient care in Massachusetts
[} Government Employee Federal Tort Claims Act (FTCA)
1 Otherwise exempt (Please explain):
Page 2 of 5
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: Massachusetts Physician Renewal Application

Physician Name: BRIAN W WALSH License No.: 50975

1

13) Do you peﬁorm any surgery in your office? (See Renewal Insiriwctions, page 5.} [ Yes B'\ No
If Yes, please complete Form PCA-O "Office Based Surgery"”

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. ALL questions in this section must be answered.

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,)

to any questions. Refer to

YES NO

14) CLAIMS MADE

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

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

15) CLAIMS PAID

Has any medical malpractice claim against you {whether or not a Jawsuit 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. i
a) New: Have there been any Jawsuits, other than medical malpractice claims, been filed against you
during this time period? -

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

‘| 17) CRIMINAL CHARGES

a) Have you been charged with any criminal offense during this time period?
b} Are there any criminal charges pending against you today?
<) Have any criminal offenses/charges against you been resolved during this time period?

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

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 éppl ication for a medical license, allowed a license app}ication'lo become obsolete

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or

co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, Fimited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier? . - : :

22) CME CERTIFICATION: :
a) Have you completed your CME requirements preceding your renewal date? R Yes [J No
b) I no, are you requesting a CME waiver?

[ Check to request CME Waiver. A CME wajver request form must be submitted at least 30 days prior to
your license expiration date, (See Renewal Instructions, page 8.)

¢) If you are exempt from CME requirements, check reason for exemption, (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) 1 Inactive Status [ Residency/Fellowship training
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- Massachusetts Physician Renewal Application
Physician Name: BRIAN W WALSH ; License No.: 50975

* PHYSICIAN PROFILE
:ﬁ, 1 have reviewed my Physician Profile at Qroﬁles.massmedboard.-org and confirm that the. information is accurate.

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

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

CERTIFICATIONS

1)1 certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 1 19, sec. S1A,
and I understand the punishment for failure to comply. :

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

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

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

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

6)] certify that I have complied with my.obligations to report a physician to the Board of Medicine, pursuant to G.L. ¢, 112,
sec: SF, when I have a reasonable basis to believe that person violated any provisions of G.L. ¢. ] 12, sec. 5 or any Board
regulation. :

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

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

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

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

1) I certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. c. 112 sec. 5 and 243 CM.R. 3.00 et seq., and I 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 fo 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
Criminal History Systems Bpard. . :

Signature: Ca P ‘- Date: M 7\ fﬁQS/—

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

Physician Name: Brian W Walsh, M.D. License No,: 50975

PART A
1) Current Status: Active Renewal Due Date: 05/29/2007 Birth Date.

If you want to change your current status, please check ore of the following boxes to indicate your pew status:
Check only one: (See Renewal Instructions, page3.)

B Active Pl Retiring O Inactive O 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. ; ’
T Please make corrections (print)

2a) MAILING ADDRESS . REGENED i

Mailing Address:
APR ti Jﬂﬂ? City/Town: State:

Board of Regisiration Zip._ -Coumry:

0 Check here 1o change this address in Medicine

2b)H E ADDRESS
T - Home Address:
City/Town: State:
Zip: Country:
Phone: Home Telephone: ()
OO Check here to change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS B e
BRIGHAM & WOMEN'S HOSP
75 FRANCIS ST City/Town: State:

Boston, MA 02115 Zip: Country:

Business Telephone:
Phone: (617)732-4648 usiness 1elephone: ( )

3 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:

4) Fax Number: 617-566-7752

5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Reproductive Endocrinology/Infertility 0
Obstetrics and Gynecology 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/Subspecially Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology ]
Obstetrics & Gynecology ABMS Obstetrics and Gynecology - Reproductive Endocrinology O

O
O

Page 10f 9

BT
Er2 ik

.__.,
L P T

D

gl
b

1



Massachusetts Physician Renewal Application

Physician Name: Brian W Walsh, M.D. License No.: 50975
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts:
b) Federal (DEA): ; 9) States where you were previously licensed
¢) Federal (DEA) XS: ‘ RI

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

List the names of all work sites in Massachusetts , Location Sfate Delete?
(See above and description on page 4.) (City or Town)
Brigham & Women's Hospital 806‘(0{\1 N A |
NURTH SHole MEDIAL (EWTER saLew - MA 0
a
'l
O

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

Average weekly hours involved in: a) inpatient care 14 hrsiwk Change to: hrs/wk
b) outpatient care _3%  hrs/wk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5, )
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:
A Insurance Carrier (complete below) i
Current Insurance Carrier: CRICO Change to:
Policy dates:  From \ / L/ O7 1o \1/3\/ 67

Type of Policy: E Claims made with tail coverage (1 Occurrence Policy
(Enclose a copy of the certificate of insurance or the face sheet)

O Letter of Credit subject to Board approval (d#tach a copy.)

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

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

L1 Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) [0 Yes [ No
If Yes, please compléete Form PCA-O "Office Based Surgery" Form on page 8.
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. Massachusetts Physician Renewal Application
Physician Name: Brian W Walsh, M.D, License No.: 50975

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last ~':

license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)

You must check either YES or NO to each question. Provide details on Form R if you answer “YES™ to any questions. Refer to
Renewal Instructions for additional information and definitions,

YES NO
14) CLAIMS MADE ! I
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).
b) PENDING: Are there any unresolved malpractice claims against you today, i.e, any claims that have
not been finally settled or finally adjudicated?
15) CLAIMS CLOSED

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

16) OTHER CIVIL LAWSUITS

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

f

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

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

17) CRIMINAL CHARGES

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

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

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

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS

a) Have you withdrawn an application to any governmenta] authority, health care facility, group practice,
employer or professional association? -

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

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

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

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

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

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? é Yes [] No
b) If no, are you requesting a CME waiver? [dYes [J No
A CME waiver request form must be submitted at least 30 days prior to your license expiration date,
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page8)

CME EXEMPTION: (check one) [ Inactive Stas [ Residency/FelIowship training
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. Massachusetts Physician Renewal Application o

Physician Name: Brian W Walsh, M.D. ; License No.: 50975 i
PART C - =
-

Check One: PHYSICIAN PROFILE o

ﬂ I'have reviewed my Physician Profile at h;rtp://oroﬂles.massmedboard._m'g 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 hespital affiliations on your renewal application, your Physician Profile will also be updated.)

I have reviewed my Physician Profile and attached a copy of the Profile with corrections. .;:3]5

5

My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1) 1 certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 514, and 1
understand the punishment for failure to comply.

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

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

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

5) I 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 172,

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. SF,
when I have a reasonable basis to believe that person violated any provisions of G.L., ¢. 1 12, sec. 5 or any Board regulation.

7) I certify that I have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and I understand my obligations under G.L.c. 1 12, sec. 2.

8) I certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I understand

that, pursuant to G.L. c. 62C, sec. 494, my license shall not be issued or renewed unless I make these certifications under penalties of
perjury.

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

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

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

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

licensure., %/\
Signature: % Date: 4 7 107

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