STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE ONE OF

| hereby apply for the renewal of my LICENSE AS A/BbPIS{CIAN for the penod from
~12/01/92 to 11/30/94. TWO YEAR RENEWAL FEE: 205
Enclose a check in the amount of $205 made payable to the Vermont Board of Medical Practlce

42-0006255 A

Edleilbert Lyon MD

140 Hospltal Drive
Benningten VT 05201

i*it*tii*******iii**ﬁ*l‘**til'itiiiii.it'*"iiti*i.l‘t'ii’t***iii*iﬁi’ﬁi"i*.ii.tiﬁ*ﬁ.i*.ﬁ*i'.ii*iiii‘**iil’ttti*i.it'iiiﬁi
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Important: ..

- Please print Iegibly or type your answers. :

- Answer all questions. (front and back of each page) completely-it is not adequate to state that the
Board already has the information. Use the enclosed Form A to provnde explanations to "yes" answers
in Section |I. "

- Make a copy of this form and all attachments for your own records.

- Do not delegate this important task to an employee, as false statements on this form are grounds for
unprofessional conduct.

- Thank you for your cooperation.

-

SECTION |

1. Name: EB b (7' (/\/@N : ' 2. Vermont Licensé Number: 42- HO O € Z.Stg~

3. Other Name(s), if any, under which you were licensed in Vermont and elsewhere:

4. Home Address: R [(; E //-\/MJ?

City, State, Zip Code: CBENNIN GON , U7 P29

5. Office Addres;: £ ({O {”}‘DS\P f'ﬂ"\/(-/ b P ﬁ
City, State, 2ip Code: [SC*,('\\S (\J N (:7»0/\3 , V’TA, © D/Z,HFJ |

6. Daytime Telephone Number: Area Code: (02 ) & fj — [jO l

7. Date of Birth: Month: . (L Day 20 Year ‘{L’
8. Place of Birth: TV LS4 ( O LA - 9. Sex: <~ Male Female
10. Licensing Examination Taken - Check: /National Boards FLEX

State Examination-identify State: Other Examination Specitfy:

11. Undergraduate Degree - Circle: @ B.S. A.B. Other: Year of Graduation: [Ctb ﬁ
Degree Granting Institution: H’AM ICTON  CDLLFEEE - Location: k*LU'\)'D/\” N\Z

First Institution (If transfer): ' Location:

12. Medical Degree - Circle: @ Other: Year of Graduation: (? 7"

Degree Grantlng Medical School /AW/J'N\( ‘ML(“D CU“LHL Locatlon %}mﬂf\}\/ Mj
First Medical School (If transter): Unt JE/Q.-FLD,‘hS WW’VOMA’ Location: gt’#ﬂMWA? HSY—C(’—O




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF SIX

13. Do you have hospital privileges in Vermont? _ Yes ____ No
Name(s) and Location(s) of Hospital(s): |
CoUTHWESTERN VT, MepicAl cgm FE/F
BeNNINGTDN VT,
| /

14.; Did you practice in Vermont during the past 12 months? v Yes __. No

15. Other states where you now hold an active license to practice:

16. States where you previously were Iicensed to practlce: ' D[,<L/¢ MB ’/1/4'

17. Please list your specialty(ies) and indicate if you are American specialty board certified in those specialties:

Specialty(ies) & Subspecialty(ies) American Specialty Board Certlfled (Yes or No)

(a) FA’WL\/ F/U’rﬂfﬁé \/Yes ‘ No Year Certified/Recertified: ___2/ 70
(b) | y ‘ Yes _No Year Cemﬂed/Recertmed /___
(c)\ ) i - ' Yes No Year Cenlfled/Recenlfled:_%/ ‘

18. Please list the postgraduate educational degrees that you have earned related to your practlce
Institution City State Degree Year

@ ALBANY  MedifL Coutge ~ ALBANY NY. M) g5
b)_ ' -

’

19. Please list the mstltutlons where you have had resndency or fellowship training:

Institution City State Specialty - ’ Year Completed
5 UNiU OF @ku‘h ToLsA Ok, Famif frde . - 1973
(b)_ ' . o

()

* SECTION Il: PLEASE CHECK YES OR NO.
A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A.

A. Have you ever had any emotional disturbance or mental illness which has impaired your i
medicine or to function as a student of medicine, resident or fellow? :

2. Have you ever had an organic iliness which has impaired your ablhty to practice medicine or to jonas a
student of medicine, resident or fellow? ' :

3. Have you, at any time, been a defendant in any criminal proceeding other than minor trafflc , ‘
offenses? . , ‘ YES \/NO

4, Are you currently under investigation for a cnmlnal act?

5. Are you now, or have you been in the past, dependent upon alcohol or drugs?




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF SIX
~ SECTION It CONTINUED {

6. Are any formal drscrphnary' charges pending or has any disciplinary action ever been taken against you by any
governmental authority, by any hospital or health care facility, or by any professronal medical association

(international, national, state or local)? ‘ . » : YES NO
7. Has any medical malpractice claim been made agarnst you'in the last ten years (whether or it was
filed in relation to the claim/complaint/demand for damages)? :

8. Have you ever had staff privileges; employment or.appointment in a hospital or other health care institution
denied, reduced, suspended or revoked, resigned from a medical staff in lieu of disciplinary action or resigped from
a medrcal staff after a complaint or peer review action has been initiated against you? YES NO

9. Have you ever voluntarlly surrendered or resrgned a license to practice medicine or any healing \/
NO

art'? ‘ . YES

10. Has your privilege to'possess, dispense or prescribe controlled substances ever been suspended, revoked,
denied, restricted or surrendered by any jurisdiction or federal agency at any time? YES . NO .
11. Have you ever been demed the right to participate or enroll in any system whereby a third party pays g or part
of a patient's bill? Y:S ~~ NO

12. Have you ever withdrawn an applrcatlon for a medical license or been denied a medical license for any
reason? ____YES ~~“NO

13. Have you ever been turned down for coverage by a malpractice insurance carrier?: ' YES W NO

\ : .
14. Have you ever been notified as a responsible party of a Severity Level |l quality problem (quality. of hospital -

care provided to Medicare patients) by the Peer Review Organization (PRO) in Vermont or
elsewhere? _ ___YES 34 NO

15. To your knowledge, are you the subject of an investigation by any other licensing board as is
application? .

/

16. Have you ever been dlsmrssed or asked to leave from a resrdency trammg program(s) . : /
before completion? YES NO

"SECTION Ill - TO BE COMPLETEDloNLY BY PHYSICIANS PRACTICING IN VERMONT
1. Current Status (please check one): (./Actlve . Retired* Other (please explain) ‘
*Note: If you are retired or are not practrcrng in Vermont, you need not complete SECTION HlI; however you-
must complete SECTION Iv.

2. Postgraduate training in Vermont:

Are you currently in a postgraduate training program in Vermont as a resident or clinical fellow? ___ Yes _{/_NO
If you are in a Vermont program, are you a : Resident Clinical Fellow Research Fellow?

How many hours per typical week do you spend in this Vermont postgraduate tralnrng program" hrs./wk. in
Vermont.

3. What is the date you started practicing medrcme (excludmg resrdency or fellowship training)?

{Month/Year) 3 /ZE

4. What is the date you started practicing medlcrne in Vermont (excluding residency or fellowshrp tralnlng)

{(Month/Year) E /Z&

5. Are you a staff physician involved exclusively in inpatient care or an emergency room setting? . Yes‘;\/No

‘
7



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1892-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FOUR OF SIX

"~ .SECTION Il CONTINUED

Instructions for completing the next portion: Please complete one "site" section for each location where you
practice Be as detailed as possible. Estimate if exact figures are not available.

The codes to be used for the Employment Setting column are as follows (if apphcable, I|st multiple’ codes

_ at one practice site):

Obstetrics  If you practlce obstetrics, approxmately how many deliveries do you perform per year at all
practice sites? : '

1 Solo Practice : 6 HMO (Health Maintenance Organization) 11 Teaching
2 Group Practice * 7 Extended Care Facility 12 Other Specify:
3 Community Health Center * 8 School/College Health
4 Hospital Outpatient Clinic 9 Occupational Health
5 Hospital Inpatient 10 Emergency Room
6. Practice Site Ndmber One
Street Address: ____ 14O HospiThAL DR.
Town: EeNN INVGToN Zi;o . OS50
Please complete.one full line for each specialty (example pediatrics) that you practice at this site.
E What t of Will you What percent of Will you
:ooz. a Sem::: et m“ the pl':cu'; of :Q:.mew the pa%:r:t:nlno . accept new | the petients in .| accept new
engaged (See dh‘c:::;uog within | patients in this specialty are Medicaid this speciaity are Modicare
. . In direct codes the next 12 montha? | this speciaity? 1uE:\:od by"Modlcald? rulﬂ:m | :;\:od :y“Modlcaro? ::'dl":r.\u
i te n this ma
Specialty :‘:‘?‘ ;:90 o (Yesor No) (Yes or No) :locer::ary.) pecialty? ) specialty?
MY PRACTILE| 30 | 2 No Ves 30% | JES | _30% JES
/
Check the financial orgahization which best describes this site: l/ For-profit Nonprofit
It applicable, check the type of services that you perform at this site, even if the se\rvice is not practiced as a
specjalty: ‘
v/ Adult Medicine (/Pedlatnc Medicine Prenatal Care \/ Gynecologlc Care v
- Obstetrics |If you practice obstetrics, approximately how many deliveries do you perlorm per year at all
practice sites? ___
(For example, a physician specnahzmg in family practice who performs deliveries would check "Obstetrics".)
7. Practice Site Number Two . - - ?4
Street Address: ~ & ROPERTS NDKT"}' Town:  ROUTCANN A
Please complete one full line for each specialty that you practice at this site. . .
T Emps " Wha f will What t of: Will you
::::‘. P :o“‘:::““"' V“\:‘II.I :he ;':dl: of r::‘::'ogl:nw the ;:a‘::::‘l‘no ncce::::\ew the pa':i:':;nlno accept new
engaged (See dhco::nuogwmn patients in this specialty are Medicald this specialty are Medicare
-In direct codes 1 the next 12 months? | this speciaity? luEt.\ged :y"Modlcdd‘l :wt;:r:u ::m‘da:y"uodlcau? :‘M‘l:lt:h
Lt n
Specialty :“:"' Page 4) (Yes or No) (Yes or No) fm“:w) poclalty? | r y) spocialty?
GVNELoLOGY | 3 | 3 No [Yes | 5% |VYes | © yes
Check the financial organization which best describes this site: For-profit \thprofit
If applicable, check the type of services that you perform at this site, even if the service is not practiced as a :
specialty: __ . Adult Medicine . -Pediatric Medicine Prenatal Care -~ Gynecologic Care



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FIVE OF SIX

SECTION |l CONTINUED

8. Practice Site Number Thrge - :
Street Address: 6@ NI Gmf\) C'ULLE_’EG
Town: RenN (N GT OAN Zip: 03520/

Please complete one full line for each specialty that you practice at this site.

. Hours per | Employment Will you What percent of Wil you What percent of Will you
woek Setting ml.l :‘p::;:y“;: of .:L.L new the patients in accept new the patients in accept new
engaged (See - discontinued within | petients in this speciaity are Medicaid this specialty sre Medicare

- in direct codes funded by Medicald? patient funded by Medicare? | patients °
the next 12 monthe? | this speclaity?
. Speci a"y . patient - | on (Yes or No) (Yes or No) (Estimate if in this (Estimate if ) In this
care Page 4.) necessary.) pecialty? Y) specialty?

3 ¥ No [Yes | © Nes | © |NGs

ERM (LY pRAcTIg

Check the financial organization which best describes this site: . For-profit \/Nonproﬁt

ChegK the type of services that you perform at this site, even if the service is not practiced as a speciaity:‘
-~ Adult Medicine . Pediatric Medicine Prenatal Care Gynecologic Care

" Obstetrics If you practice obstetrics, approximately how many deliveries do you perform per year at all
practice sites? S

9. Practice Site Number Four ro ' o o

Street Address: v
Town:, , o ~ Zip:
Please complete one full line for each specialty that you practice at this site.

Will the practice of | Wil you What percent of Will you What parcent of Wil you-

Hours per | Employment
woek Setting lalty be accept new the patients in accept new the patients in accept new
engaged (See : :::'c::::c WI within Pwﬂ:‘l in this specialty are | Medicald this specialty are Medicore
« in direct codes | the next 12 monthe? | this spaciaity? funded by Medicaid? patients tfunded by Medicare? | patients
Specialty patient on (Yes or No) (Yos or No) (Estimate if in this (Estimate if If\ this
care Page 4.) necessary.) peclalty? y.) ‘| speclaity?
\ t
Check the fihancial organization which best describes this site: For-profit Nonprofit

/ .
Check the type of services that you perform at this site, even if the service is not practiced as a specialty:
____Adult Medicine  __._ Pediatric Medicine ____ Prenatal Care ___ Gynecologic Care
- Obstetrics f you practice obstetrics, approximately how many deliveries do you perform per year at all
practice sites? :

’




SECTION IV: STATE OF VERMONT - BOARD OF MEDICAL PRACTICE |
1992-1994 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE SIX OF SIX

A professional license or other authority to conduct a trade or business may not be renewed unless the licensee certifies that he
or she is in good standing with respect to or in full compliance with a plan to pay any and ali 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).

A professional license or other authority to conduct a trade or business may not be renewed unless the licensee certifies that he
or she is in good standing with the Dapartment 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; or the licensing authority
determines that immiediate payment of taxes would impose an unreasonable hardship (32 V.S.A. § 3113}). The maximum penalty
for perjury is fifteen years in prison, a $10,000 fine, or both. : :

APPLICANT’S STATEMENT REGARDING CHILD SUPPORT

\/ | hereby certify that | am not subject to any support order or | am subject to a support order and am in good standing
with respect to or in full compliance with a plan ta pay any and ali child support due as of the date of this application.
oo OR . C .
| hereby certify that I-an NOT in good standing with respect to child support due as of the date of this application and |
hereby request that the licensing authority determine that immediate payment of child support would impose an unreasonabie
hardship. Please forward an "Application for Hardship” to the address below.

/ | hereby certify, under the pains and penalties of perjury, that | am in good standing with respect 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 fine, or both)

i

APPLICANT'S STATEMENT REGARDING TAXES

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 determine that immediate payment of taxes would impose an
- unreasonable hardship. Please forward an "Application for Hardship” to the address below.

STATEMENT OF APPLICANT

| further certify that all information contained in this renewal application (including all pages and attachments) is true and accurate

to the best of my knowledge. Failure to provide truthful and accurate information may constitute grounds for denial of license
renewal or disciplinary action. L

Social Security Number: W ) .
The disclosure of your so er s mandatory, is solicited by the authority granted by 42 U.S.C. §

405(c)(2)(C), and will be used by the Department of Taxes in the administration. of Vermont tax laws, to identify
individuals affected by such laws. - -

oot (Dl/ c[/ Q% -Signature: ' M

Return the completed form and fee to: . Vermont Board of Medical Pracéj
(Return envelope enclosed) ’ 109 State Street

Montpelier, Vermont 05609-1106

QUESTIONS?: (802) 828-2673- - Toll Free (Within Vermont) 1-800-439-8683 (Ask for the Medi_cal. Board)

IMPORTANT: Please be sure to write your license number on your check. Check for the correct spelling of your name and
proper address on the page one label. Print any changes in the adjoining space. Sign and date the application. Enclose, the
correct fee of $205.* in check or money order payable to the Vermont Board of Medical Practice. -

(Medical Board Renewal Fee: $200. + Office of Professional Regulation (OPR) Fee: $5.00 = $205. OPR's $5.00 of the renewal
fee represents an assessment for the Fee Limiting Subfund.) '

*Note: Physicians 80 years of age or older are exempt from payment of a renewal fee; however the physician license
renewal application must be completed and submitted. :



