BOARD OF REGISTRATION IN MEDICINE SEE REVERSE SIDE
TEN WEST STREEZ S0C. SeC. _[ { I YOU ARE REQUIRED TO COMPLETE THE QUES-
Sy HUMBER, - - TIONS BELOW AND ON THE REVERSE SIDE OF THIS
BOSTON, MASSACHUSETTS 02411 OPTIONAL [ I | ! I ! | T APPLICATION. {SEE THE ENCLOSED INSTRUC-
RENEWAL APPLICATION TIONS FOR DETAILS)
1987-1989 = = s IF YOU ANSWERED “YES" TO QUESTIONS 15
Z g5ty THROUGH 24, YOU MUST CHECK THIS Bo&;ﬁ
T T PLEASE USE THE ENCLOSED RETURN ENVELOPE
FEE T FENENONED | LATEFEE . THIS APPLICATION MUST BE SIGNED
cooE TYFE REGISTRATION NO, AMOUNT wo | oa | va NOTE! aND RETURNED WITH A $100 PAY-
$100 L
= - = Sevmnd x L
M 1 41923 100 11 G4 57 CHECKS ARE ACCEPTABLE.
PAYABLE TO:
COMMONWEALTH OF
MASSACHUSETTS
AUSTIN O WERTHEIMER TEN WEST STREET, 2nd FLOOR

BOSTON, MABSACHUSETTS 02111

PLEASE PRINT ANY NAME OR ADDRESS
CHANGES BELOW

YOU MUST READ THE INST| UCTIONS ENCLOSED WITH THI% FORM TO ANSWER QUESTIONS 1-26.

1. Print Name: usTin  J. Wertheimer 2. Dateof Birth: —____ -
- - MAOMTH DAY YEAR"™
3. Mocical scnootCOse Western Reserve. o, E’r 0.0.2 [ ] (Chack One.) l
4. Coyntry whera Medical School located: U‘ S L p" . 5. Dale ol Gradualion: (a-_t[ \ L 7Q
6. American Specially Board Cartitied? {Check if yas.}
Which Boards? &_‘d\-ﬂﬁc&u\ EJMyﬂ? o CObsrefvic gud _Gyhculeé_\;

{ = =
7. Principal Speclalty(ies): G-li“f- Lﬂl@ 5,}! 8. Principal work setting: ;@c&aﬂfﬁ&__—
9. Home address: ga,m hs Clove. 10. Principal businass address: 80 it SUT!“ ?A

ol 02140

11. List all hospitals at which you hava currently effective privileges: 2 '

12. List ell hospitals at which you have held privileges in the past 20 years:

13. Statas other than Massachusstts in which you ara presantly licansed to practica: N ohwe -

14. List any other slates where you were praviously licensed to practice: ﬁ'\hc--

15. Has any medical malpractice claim been made agalnst you in the last ten years {whether or not a iawsult was filed in relation to the claim)? ]

16. Hava you, at any time, been a defendant in any criminal procseding ofher than minor traffic offenses? % ‘

17. Are any formal disciplinary charges pending or has any disciplinary aclion bean taken agains! you in the 1ast 1en years. by any gevernmental =
authority, by any hospilal or health gare facilily, or by any proisssional medical association [internetional, naticnal, stale or local)?

18. Has your privilege to possess, dispenss or prescribe controlled subslances ever been Suspended, revokad, dsnied, restriciad, surrendsred,
or have you been called belors or warned by this state or any other jurisdiction Including & fedsrzl agency. al any tima? T

198, Have you ever withdrawn an application for medical licensure or been deniad a medical license for any reason?

20. Have you ever had any mants! iliness which has impaired your abilily to practice medicine or 10 funclion 83 a studeni of medicine?

21, Have you ever had an organic ilinsss which has impaired your ability ta practice medicine or 1o lunclion a& a student ol medicine? )

22. Are you now, or have you bean in the past. dependant upon glcohol ar drugs?

23. Have you ever, for any reason, lost American Spacialty Board Certification?

24. Heve you been denled recertification by one or more specialty boardst
If yas, which ona(s)?

25, | have completed my C.M.E. requirements in the two years ending on the renawal dale as follows:

28. | am En aclive gnﬂdh{ﬁ m practitionar. [Check Ona.)

| HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS 1S TRUE.

PURSUANT TO CHAPTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ABLE CHARGE FOR MY SERVICES.

PURSUANT TO M.G.L. ¢. 62C, § 49A, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT I, TO MY BEST KNOWLEDGE AND BEUEF, HAVE FILED ALL STATE TAX
RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU RESIQE OUT-OF-STATE OR OUT OF THE COUNTRY.

oare: ___GJ€/<7

{See Reverss Side)




Board Uss Only:

Reglstration No. Status

Important:

. Read the accompanying Instructions in thelr entirety before completing this
form can rasul In disciplinary action.

. Print legibly or type your answers.

, Answer all non-optional questions (front and back of form) complstaly=Ht Is not adequate to state that the Board already has the Information.

. Sign tha renewsl appiication at the bottom of pags one and i in the number of atached pages in the paregraph above the signature.

. Make a capy of this form and all aMachmentis for your own records—you must give hospitals and cther health care facilities coples for credentialing purposss.

. Enciose the 5150 renewal fee by means of & canifiad chack, money order or personal check made payabis to the Commonweaith of Massachusstis,

1, &) Nama (LAST:) \Ae ct lﬁ [T AA JFIRST:) Pf (&) 5"": n [RAL:) Y
1. b} Other Name(s), if any, that you were ever licensed under:

2 a) Address (Malling): Sawme- 05 above

2. b) Address (Homs):; Sae as o hove

2. ¢) Address (Business): HBO Regcpn ST Svite 7A

Brooklie M A 02 ING

2.d) Telephone (Business): (L 1) 73 1-(, _&j’Q Extension 2. &) Telephone (Homes} (Cptional):

3. Dats of Blrth (MO/DA/YR 4.Sex: MALEV FEMALE 5. Sacial Security No. (Optional): _
6. 8} Medical Sehool Cods (See Tabis 1): D O Qo #9959, write Name:
6. b) Year Graduated: I ¢ 6. c} Degres; M_D,_\_/‘ DO,

6. d) Gounlry: U.S, v Canada__ Code il Other (See Tabla 2): - K999, writs Name:

7. Work Setting (Cicle and indicate Percent{) of Fractice Tima);

(] % (5 Frivate Off @ % 20 Partnership,/Group Fractics %

25 Clink % 30 Mental Health Center % 35 Nursing Home %
20 HMO Facility % 45 Educational nstitution % 50 Medical Soclety ®
65 Governmenl Facility % 60 Plant/Commercial Setfing = 88 Other %

8. Professional Activity (Circle and indicafe Percent(%) afFrdas_;bnaJ Time): e 8. b) Mass. Lic. Issus Date
10 Resident of Fellaw % (20 Practics involving Direct PatlemiCar> /7D % (see your wall certificate)
30 Administrative Activities % 40 Medical Teaching i : wooaNRE OIALY 77
B0 Madical Resaarch % . 99 Other %

9. Spacialty Code (See Taie 345 Y Percentof Practice Time; | OO%  Speciaity Code: ______ Percent of Practica Time: %

If 05, specify:

10. a) Ara you Americen Specialty Board Certified? (Y/N] 1 10. b) if YES, circle which Board(s): |
Al Board of Allargy & Immunology M Board of Nuclsar Medicine PS Board of Plastic Surgery
A Board of Anesthegiclegy Board of Obstetrics & Gynecology PM Board of Preventive Medicine
CAS  Board of Colon & Rectal Surgery oP Board of Ophthalmology PN Board of Psychiatry & Neurology
D Board of Dermatology 05 Board of Octhopedic Surgery R Board of Radiclegy
EM Board of Emergency Medlcine T Board of Otclaryngology 5 Beard of Surgery
FP Board ef Femily Practice PA Eoard of Pathology T8 Board of Thoracic Surgery
M Board of Intérnal Medicina PE Board of Pediatrics u Board of Urclogy
NS Board of Neurological Surgery PMR  Board of Physical Medicine & Rehabdlitation

1. a) Hospitals at which you have currently eflective privileges and other Health Care Facilities with which you are essociated; Percent of Practice Time at sach.
{See Table 4] _
FaciﬁtyCoduTE)_(Qi 1O = Facimyt:odn:QEg [0 = Facliity Code: Qéz [0 =
Faclity Code: | % Facility Code: % Facility Code: _ %

933, write Nama|s):

11. b} Additional Hospitals at which you previousty held privileges and other Health Care Facilitiss with which you were associated in the past 10 years.
(See Tabla 4.)
Facllity Code: {.-_)Ei Facility Code: ;?_QZ Facility Code: __ Facllity Code: __ Facility Code:
f 353, write Name(s):

.
L horeby seriify that if requesting INACTIVE status, 1 will not practice medicine In Massachusetts.
Pursuant to M.G.L. 9475, | will not charge to or collect from a Medicare baneliclary mere than the Madicare reasonable charge for my services.

Pursuantto M.G.L. ¢.62C sec.494, | cartlfy under the altias of that, 1o my best knowledge and belief, | have filed any Massachusetls stale ta;
returns and palid any Massachusstts. m:lrt-xu. mut'fr: mqumﬁﬂa":‘} lawf' Hort"e‘:r This applies 3“,. i you resids out-of-stafe or out of the country, :

I hateby certify under the penahles of parjury that all Information on this form—front and hack and (#) 2 attached pages-Is true,

Signature: AQ/J’KFZ}(A (g %ib@_ B'W..i/ L)‘Q_/Lif

’ - -’3{;}




Ma
Fiil in name and numbe
12, &) Othier States whe
12. b) States whers yo
13. | em applylng to be
14. 8) | havs completac

Catagory I: !_‘fj
Walver Requesic

14. b} My medical malp~ .

Insurer:
Alternathely, indic
NOT INVOLVED it

14. ¢} Percent of Practic:
Quastions 15 through 1

15. Has any pending o

1. Have you been a del:
17. Are any formal discip!

against you by any ¢

national, staie or loc:

#REGT ANDIRECT PATIENT CARE__

wweetts Board of Registration in Medicine 1939—199i Renewal Application, Page2of2 <
Wey +‘!13- E'fﬁﬂ( Ragimnlbn!&u.:_"t[g_z.ﬁ

velolen Last Name:

il i Hesnsed 10 praciice ;Anbmfm] e Sl o — o Sui
wnny were licansed to practice {-lhbnﬂm:-. i, e —— —
£ o !
wrod with the fol status: ACTVE Y .' INACTIVE m'E:ﬂnmr 14. & he).
W j lowing = 4 5 s questions .7, gtbmug )

ME rsqulmmamlnﬂwmyomapdmuﬁ numwal(@easfoﬂm {me#dhmww of residency, or chack waiver)
Celogory It ____ hes,, (Risk-Mgnagement: i :ﬁl&}. -Hnldencymgnm In: =
*s'funomnapumwdwrf-'mﬂl ,

You fr

eutaim;nnmhmamdhymsummEmLEﬂ\/‘f LETTEROFGHEDH . ifapplicabls, eheck ong and Identify the name.

PFa Institution lesuing Letter of Credit:
12 folhowe: 1mrmmnnmmmuﬁm but | am not covered by medical malpractics insuranoe because | am (Check ona)
OTHERWISE EXEMFTED __ (State how)

¢ in Mazsachusetts: “20 %

o 1o the past four years only. Check either YES or NO {not N/&) to egch question. Provide details on Form 15A, nﬁachﬁd'.m =

alloal malpractice clalm besn made against you (whather of not & lawsult was filed in ralztion to the clalm]? wene
jant In any pending or new criminal procesding cther than a minor tretfic offense? . =EL e

v charges pending of has any discl actlon (a3 defined by Board lations—Ses Instructions) been taken
o .ln'emggj nﬁm:y?nmpm g‘.'ou-.upr'..'“:ﬁ. canl'ml“ly or pmfgashnumnﬁ ical association {n/

1i you answaerad "YES" to questlon 15, 18, of 17 provide detalls on Form 15A, attached.

Questions 18 through 24

18. Has Ivilegs |
have you bean cene

19, Have you withdrawn o
20, Have you had any n e

21, Have you had an oy
22. Are you now, of liey
23. Have you, for BNy 1o

24, Have you been deqlat, ‘acarification by one or more apeclalty boards? i YES, lst Board(s):

wainre oF paen warned by this stale or any nmor]wlwd&:rhnn including a federsal

¢ been in the past, dependent upon aicohol 0F drugsf s "

TR i -

i i he past four years only. Ghack sither YES or NO (not N/A) fo each question. Frovida detalls In the nexd section.  Yes Mo

enus, dispense of prescribe controlled substances been suspended, revaked, denledl,‘ restricted, sumendered, or

soplisation for & medieal icense or been denled a medical lloensa for any reason?, s
| liiness which has Impalred your abllity to practios medicine or to functlon & & student of mMeditiNe?... s
- Vinsss which has impaired your ablilty to practics medicine or 1o function as a studant of mediclne?.......

1. lost Amarican Spaclalty Beard Certification?.

[ ———




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02411 ~
1991-1993 Physician Registration Renewal Application

Reglstration No. _ Stat .R ewal Dat
D5 TieTIvE 704791

$3.00 plus postage for each copy lurnished.

Offlce Use Only .
11704791 A Y
Br. AUSTIN J WERTAEIMER 6 Pr. SE e e
£ i’% BK. S e ras
o ch. e G
N D.E. RSN
Diractions: O % i
o Questlons 1-7 includs information from Board files. Pleasa calr'é'ﬁr it as nacessary. @ f E N TE RE D ;
« Before procesding, please read the instruction bookfat, P SEP 30 1994

« Answer ail non-optional questions completely. (The instructions sﬁ&{& which questions ga tional }
« Make a copy of this form and all attachments for your own records—-yo'dlm.-';; give hadly

« Enclose tha $150.00 renawal fes by means of a certified check, monsy order or personal check rade paysble to the Commonwealth of Massachusalts.

Activity Status:
| am applying to be registered with the fallowing status:

Pre-Printed Information

Active_ Y - Inactive

1 hereby certify that if requesiing Inactive status, | will not praciice medicine In Massachuseits.

Corrections of Pre-Printed Information

re facilities copies for cradentiafing purposes. The Board charges

1. Other Name(s), if any, under which you were licensed: Name:
2, a) Address {Home): Address:
City/Town
Stata: Zip:
: Country Code: (if 999 write Gountry):
Busi R Address:
PRMORE AR, T ReET = _
= ity/Town:
SULTE 74 State: Zip:
BROOKLINE, MA 02146< Country Gode: (it 999, write Gountry):
3. Dete of Birth: sox: M Dalo of Birth (WD/Y): / / Sox (WF):
Lie. lssue Date:1 0r20/77 SSN #. " |Lic. Issue Date(M/D/Y): / / SSN #:
Telephone Numbet: : :
Home Busipes Home: { ) Business: {___}
{ ) = (5|§5?31“66?0
4. Medical Schoot GodePHO0 6 Voar Graduated! © Degree: MO School Code: Year Graduated: Degree (MD/DO):

1 99899, writs Schook;
of Medgicine

Name of School: . : ;
C‘E‘s‘—%chte estern Reserve University School

5. a) Other States whare you are now licensed to practice {Abbr):
b) States where you-previously were licensed 1o practice (Abbry;

6. Specially Coda{s) (See Tabls 3):

Cods Hours in Mass. Gode Hours per Week in Mass.
GYN ynecology 53
0 e

If OS, write spacially;,

7.a) Are you Ametican Specially Board Certified? (Y/N)Y _ 7.b) If YES, Entor Godes:
Coda: Board of Obstetrics and Gynecology

Code:

Code:
Code;,

8. Drug License Number(s) (if any} [optional]: a} Federal (DEA)
c) State (MA) #M

b} How many DEA nos. do you have?

9. 1have completed my C.M.E. requirements in the two years preceding my renewal date: YES \/ Waiver Requested
(You must fill out a separate Walver 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 CME's with your renewal application.

[ For Office Use Only: Waiver Granted Data: ! / |

30M - 9/80 - PB13971




FILL IN NAME AND NUMBER: :
Physiciah Last Neme:__\A/eyTheiwmey RegistationNo.d__| 9 2 3

10. My medical malpractica insurance is covered by (a) INSURANGE CARRIER \/ or (b) LETTER OF CREDIT. . If applicable, check one.

I List Insurar;, J- UF\ o‘?’ MA

Alternatively, indicale as follows: | am registering with ACTIVE status, BUt | am npt covered by medical malpractics insurance because | am {Check ons):

(i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE_____ (i) OTHERWISE EXEMPT,___
(State how otherwise exampt);
11, Gurrent Hospital Affilations (Supply the codes from Table & and place & check mark next to those faciiies whers you have sdmitting privieges (AP}.
Faciity Code: __ (xS} /(AR Faclity Code:_ (o | 1/(AP) Fadlity Code: ______/_(AP)
Fecility Coda: __ig_ I_ﬂiP} Fac.iliw Code:_ _ | {AP) FaciityCode: _____ [ (AP)
If 999, write Namets):
?g;ifllb?_nag}a Hg?pimfs atwhich you previously held privileges and other Health Care Facllities with which you were ussac.latad in the past 4 years.
Faclity Code;__ Facillty Code: _____ Facility Code: __ Facility Code: ____ __

If 8898, write Name(s);

12.  Posl Graduate Training in Massachusetts (MA} (Sge instruction booklet) v/
8) Are you currently in a post-graduate treining program in MA as a resident or dlinical fellow? Yos No {Check one.)
b} !f you are in a MA program, are you a i) Resident i) Clinical Fellow___ or iil) Research Fellow___? (Check one.)

¢) How many hours per typical week do you spend in this MA post-graduats training program? hrs.Avk. in MA.

13. Care of Patients in Massachusstis (MA) (Seg instruction booklat.)
a) How many hours per typical wesk are you currently Involved in otlpatient care In MA7 Lf :,i hrs./wk. in MA.
b) How many hours per lypical week are you currently involved In inpatientcare iIn MA?__ S hra.mwk. in MA.

i4. Principal Work Setting.
a) Whatis your principal work setting? (See Table &) _!_ z

Questions 15 through 22 refer to the past four years only. Cheok either YES or NO (not N/A) to sach question. Provide detslls on Form 15A.
sfar to the instruction booklst for additlonal information.

No
15. Has any pending or new medical malpractice cleim been made against you (whether or not a lawsuit was filed in relation to the claim)?.....

16. Have you been a dofendant in any pending or new criminal proceading other than a minor traffic ollensel e e

17. Are any formal disciplinary charges pending or has any disciplinary action (as defined by Board regulations--See Instructions) been teken
against you by any governmental authority, hospital or other health care facility, or professionel medical association (international, naticnal,
stEte o IoCalYP. v e e SRR e A e e GO e

18, Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied, restricted, sumendered,
or have you been called before or been warned by this state or any other jurisdiction including a federal 8gOnCY T........ e secsmsemmerssssniens

ettt T TS ST T TP, s T L P TP

18. Have you withdrawn an application for a medical license or been denied a medical license far BN TORBON Toniiis i it i it

20. Have you had eny mental filness which has impeired your ability Yo practice medicine or o funciion as a studant of medicing?........ccco......
21. Have you had an organic illness which has impaired your ability to practice medicine or to function as a student of medicina?... . ...
22. Are you now, or have you been in the past four years, dependent upon aléchol or gD e e e

Pursuant to M.G.L. ¢.475, | will not charge 1o or collsct from a Medicere beneficlary more than the Medicare reasonable oharge for my services.
Pursuant to M.G.L. ¢.62C sec.49A, | certily under the penaltles of perjury thal, to my best knowledge and ballef, | have filed any Messachusstts siate
tax returns and paid any Massachusetts state tsxes, that are required under law, NOTE: This Bpplies even If you reside out-of-state or cul of the
country.

1 ceriify that | will fultlll my obiigation to report sbuse or nagisot of chiidren pursuant to MLG.L. 6.119 »80.51A,

| hersby certlfy under the penaltles of parjury that all Information an this form snd Form 154 ls true,

Signature; @_@ &767 WMM Date ? f 2( i 9/




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetis 02111
1993-1995 Physician Registration Renewal Application

Registration No. Status Fee  RenewalDate  Laie Fec X
41923 ACTIVE $250.00 11/56/93  $25.00 o Correction et Malling Adress:
Mailing Address: . Address (Mailing):
AUSTIN J sraTHETHZR, KD,
L . o City/Town:
State:

Country Code (See Table 1):

Directions: = Staple check to bottom of form. Add late fee if necessary.

= Questions 1-8 include information from Board files. Please correct as necessary in the boxes
provided on the right hand side of the page.

= Before proceeding, please read the instruction booklet. Sumu questions are optional.

« Make a copy of this form and all attachments for your own records - you will nced copies

for credentialing and other purposes. The Board will charge a fee for ezch copy it provides. :

» Enclose the $250.00 renewal fee by means of a certified check, money order or personal check made | -

payable to the Commonwealth of Massachusetts. ey

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s), if any, under which you were licensed:
Name;
: Address (Home):
: ddr :
2. a) Address (Home) City/Town:
State: Zip:
Couniry Code:_______ IF 999 print Country:
: 2 Address (Business):
b) At_im (Busincay City/Town:
1130 oEACIN STREET Couniry Code: _ If 999 print Country:
SULTE 7A
SRO0KLINS, MA Oc2las
— - Daic of Birth (MD/Y): —L— L Sex (M/F:
3. Datc of Birth: Sex: M - : 2
Lic. IssueDate: 10/20/77  SS# L moDen (M) __F -1~ S5%
" Telephone Number:
Telephone Numben: z =
. Home: () : Business: ()
Home Business -
e = (617)731-6070 Full Name of Medical School:
4. Name of Medical School: ; :
{as52 Wwestarn Reserve University
3chool of Medicine * | Year Graduated: Degree (MD/DOY):
Year Graduoated: 7 & Degree: MD
5. a) Other states where yout are now licensed Lo practice (Abbr):
D) States where you previously were licensed to practice (Abbr):
Codo Hours per Week in Mass.
6. Specialty Code(s) (See Table 2): = =
Code _Howrs per Week in Mass, e e
3¥YN 53 €Gynecology IE0S, peint spociaky:
J
7. &) If you are currently American Specialty Board Certified, enter Codes: (See Table 3)
Code: oG Code: Code: Code:

b) If you previously were American Specialty Board certified, but are no longer,
please enter codes of prior centification: (Sce Table 3)

Cole Code: Code: Code: —= |
8. Drug License Numbexr(s), if any:  a) Federal (DEA) Federal (DEAY ]
b) State (MA) State (MA): ]

9. 1 have completed my CME requirements in the two years preceding my rencwal date:  Yes ..A_ No, waiverrequested —
You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed. Sce instructions for
CME requirements. Do not submit documentation of your CMEs with your renewal application,

| Staple Check Here
I hi

by o v

e e R S T P e N T M T R S AR |



PRINT NAME AND NUMBER:  Physician Last Name: wﬂ’fmﬂ@w Registration Number: ‘ { Z 13

10. Actlvity Status: I am applying 1o be registered with the following status; Active Zé_ Inactive ____
» L hereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts,

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER Xor (b) LETTER OF CREDIT____ If applicable, check one.
Uistinsurer: TR Madial Drofescvef Tnsomnge.  Areintion
Alternatively, indicate as follows: | am registering with ACTIVE status, but I am not covered by medical malpractice insurance because [ am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CAREIN MASS: (ii) OTHERWISE EXEMPT: e—m0__

(State how otherwise exempt):
12. Current Health Care Facility Affiliations. Supply the codes from Table 4 and place a check mark next to those facilitics where you have
admitting privileges (AP).
Facility Code: ___ .&’_11—\{;!“’:! Facﬂ:tyﬁodr.__.._lﬁz! ‘/cAp) Facility Code: . _____ / __ (AP)
Faci!ityCudc:__,_Ezﬂ__ / i(gp) Facility Cud&ﬁ_ | — (AP) Facility Coder e o/ — (AP)

If 999, print name(s):
Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(Sce Table 4.)
Facility Code: ___ ___ Facility Code: —_______ Facility Code: . FacilityCode: ___.____ _ Facility Code: o ___

If 999, write name(s):

13. Arc you currently in a post-graduate training program in MA as a resident or clinical fellow? Yes.. No_.& {(Check one)

14. a) What is your principal work setting? (See Table 5) _L_ i

b) Care of patients in Massachusetts (MA) (See instruction bookler.) 5-
i) How many hours per typical week are you currently involved in owfparient care in MA? ﬂ_ hrsfwk in MA
if) How many hours per typical week are you currently involved in inpatiens care in MA? _S_  hrsfwk in MA

Questions 15 through 23 refer to the past two vesrs only. CheckmhcrYBSurNO (NOTNIA) roeachquesuun,

Provide details on Form 15A for all YES answers. booklet fi f

| IN THE PAST TWO YEARS:]

YES NO

13. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in relation to the claim? .......
16. Have you been charged with any criminal offense, other than a minor waffic ViolatonT..... .. ...ceeecvioeee oo

17. Have you formally been charged with or disciplined for any violation of the rules, by-laws or standards of mmm of any
governmental authority, health care facility, group practice or professional society or association?................u.. S S

18. Has your privilege to possess, dispense or pmsm’b:: controlled substances becn surrendered 1o or mpenﬂed revoked, denied
o restrictid by eny siale or Iederal BEnOYT .o o e e G e e L

19. Have you withdrawn an application for a medical license o- ~-=n denied a medical license for BOY TCASONT oooveereeresscrorrssae
20. Have you had any mental illness which has impaired your ability to practice medicine or to function as a student of medicine?
21. Have you had an erganic illness which has impaired your ability to practice medicine or to function as a student of medicine?
22. Are you now, or have you been in the past two years, dependent upon alcoho} or Grugs? oo
23. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage?......
+ Pursuant to G.L. c. 112, sec. 2, I'will not charge to or collect from & Medicare beneficiary more than the Medicare reasonable charges.
+ Pursuant to G.L. ¢, 62C, sec. 49A, I hereby certify under the penalties of perjury that, to the best of my knowledge and bellef, T have
filed all Massachusetts stafe tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies even if you
reside aut-of-state or out of the country.

. I hereby certify that I will fulfill my cbligation to repart abuse or neglect of children pursuant to G.L. c. 119, sec, 514,

+ T hereby certify under the penalties of perjury that all information on this form and Form 15A is true.

Signawre: 1 Date- 9 faé / gz




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

Registration No. Status Fee  RenewszlDate  Late Fee
__ 41923 ACTIVE $%5000 14 /04/95 $25.00 Correction of Mailing Address
Mailing Address: _ Address (Mailing):
AUSTIN J WERTHEIMER, M.D.
Ciry/Town:
State:
Country:

Directions: Before proceeding, pleass read the instruction booklet. Some questions are optional.

« Fallure to renew in a tlmely manner will cause your license to lapse and may affect your
ability to practice medicine In the Commonwesalth. (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 charge a fee for each copy it provides.

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

IN MEDICINE

Pre-Printed Information Corrections of Pre-Printed Information

1. Other name(s), if any, under which you were licensed:
Name:
2.Business Address: Aol
1180 BEACON STREET ‘53“3’}"“““' ;
SUITE 7A o = u
Counry;
BROOKLINE, MA 02146
3. Date of Birth: Sex: M D‘alc of BthM/DfY): —L L Sex (M/P):
Lic.Issue Date: 10/20/77 SSi: - Lic. Issue Date M/D/Y): L[ - SS&
Home Phc . fisiinees Pl Home: { ) Business: ( )
€ 39 - (617)731-6670 Full Name of Medical School:
4. Name of Medical School:
Cagse Western Reserve University
School of Medicine Year Graduated: Degres (MD/DOY:
Year Graduated: 76 Degree: MD — :
5. #) Other states where you are now licensed to practice (Abbr);
b) States where you previously wers licensed to practice (Abbr):
6. Specialty Code(s) (See Table 1); cage s per Wesk i M.
Code  Hours per Week in Mass, _— —
GYN 50 Gymecology If OS, print specialty:
7. If you ere currently American Specialty Board certified, enter codes: (See Table 2)
Code: OG Code: Code: Code:
8. Drug license number(s), ifany: g Rederal (DEA) Federal (DEA):
b) Massachusens Mass:

9. Activity Stams: T am applying to be registered with the following stats: ACTIVE i. INACTIVE ___
+ L hereby certify that if requesting Inactive status, I will not practice medicine, Including writing preseriptions, In Massachusetts.

e R B R e e e e



. ‘ 3
PRINT NAME AND NUMBER:  Physician LastName: \nd ¥ TN e {m e Registration Number: T 19423
10. 2} Current health care facility(ies) at which you have completed the credentialing process for the provision of patient care. Supply the
ble: ] :‘:ndi}g: check mark next to those facilities wh y%wve itting privileges (AP).
PRl /
— ——— i —

codes From Tl
i | M (AP)  Facility Code: M (AP)  FaciliyCode: — ____ [ —_(AP)
vooie: — 2T | L apy  Facitiycode: 1.9 (AP FeciliyCode: ______ [ __(ap)

If 99& F AT -mme.(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.
(Sec Table 3)
Facility Code: . ___ Facility Code: ___ __ __ Facility Code: ... __ Facility Code: ______ ___ Facility Code:
If 995, write name(s):
11. My medical malpractice insurance is covered by (a) ance Carrier i (b) Letter of Credit ___ If applicable, check one,
List Insurer: ﬁf‘b P’Iu‘\'b 4

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

(Check Onej: (i) Not involved in direct/indirect patient care in Massachusetts: (ii) 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 — No \/ (Check one)
13, a) What is your principsl work seiting? (See Table 4) _L i
b) Care of patients in Massachusetis (See instruction booklet.) 3 g
4y
—= hrsfwk

s ——

1) How many hours per typical week are you currently involved in outpatient care in Mass?

ify How many hours per typical week are you currently involved in inpatient care in Mass?
¢) Approximately what percentage of your patient care hours are in primary care? :

{See instructions for definition of primary care.) 3 O a,
Questions 14 through 24 refer to the past twao years only. Check either YES or NO (NOT NJA) to each question. Provide details on
Forms R-1 and R-2 for all YES answers. Refer to the instructlon hooklet for s lons atlon g .

|_IN THE PAST TWO YEARS: | YES§ DNO

14, CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been finally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? e e e e ey T e R )
15. CLAIMS RESOLVED: Has any medical malpractice claim agaimst you been seitled, adjudicated or otherwise resolved,
whether or not a lawsuit was filed in relation to the claim? B —— =
16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by & patient, or been settled, adjudicated or otherwise
e : e
17. Have you been charged with eny criminal offense, other than a minor traffic violation?.... ..o O e e

18. Have you been formally charged with or discipliried for any violation of the rules, by-laws or standards of practice of any
govemmental authority, health care facility, group practice or professicnal sociely or association? ...........

T TE T T UL -

19. Has your privilege 1o possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
or Testricted by any state or federal 8Eency? ....ocomrrersssssssssssennes ot e e

20. Have you withdrawn an application for a medical license or been dénied a medical license for BV TEHBIT .t
21. Has any professional lisbility insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, limited or terminated your insurance coverage in response to-an inquiry by a professional
liebility insurance provider? .....ooccomremersssssosions. SsEinn
22, Have you been diagnosed with or do you have a medical condition which Emits 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 a medical
COMIHONT coviivvsirrvmmessimisionssassassssssnsoessasnasanams e SR

25. T have completed my CME requirements in the two years preceding my renewal date:  Yes
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. c. 62 C, sec. 49A, I herehy certify under the palos and penalties of perjury that, to the best of my knowledge and bellef,

I have flled all Massachusetts state tax returns and pald all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reslde out-of-state or out of the United States.

* Pursuant to G.L. c. 112, sec. A, I hereby certify that I will fulflll my obligation to report abuse or neglect of children as required by
G.L.c, 119, sec. 51A.

* I hereby certify under the pains and penalties of perjury that all information on this form and Forms R-1 and R-2 is true.

Signature: @FG'& LTz iam e pe 773025

P i -

- rr e L L T TP A ——

et L LTI BT T PR — R -

8 R T LB A48 8 e e 10 4 e p—

No, waiver requested

“




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

Before proceeding, please read the instruction booklet.

Physician Registration Renewal Applicatipn

* 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 feé.
* Add Inte fee of $25.00, if necessary.

* Return renewal application in GREEN envelope.
* Enclose check with coupon in BLUE envelope.

Registration No.: 47923

1. Activity Status: Active
{Check only one) Inactive *(see below)

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

3. A) Mailing/Business Address:
AUSTIN J WERTHEIMER. M.D.
1180 BEACON STREET
SUITE 7-A

BROOKLINE, MA 02146 SEw -

i Ry
B) Home Address:

Home Phone: ( ) 5
Business Phone: (617)731-6670

4. A) Date of Birth: C) Sex:
B) Lic. Issue Date: 10/20/77 D) SS#:

5. A} Name of Medical School:

Case Western Reserve University

School of Medicine
B) Year Graduated: g C) Degree: up

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

Code(s) Hours per Week in Mass.
GYN 50 Gynecolaogv

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

Code: pg Code:

8. Drug License Numbers, if any:
A) Federal (DEA):
B) Massachuseits:

9. A) Other states where you are now licensed to practice

Abbr:

B) States where you previously were licensed to practice

Abbr:

Renewal Date: 17 /04 /97

[] Retiring (see instructions)
[] Do not wish to renew

Corrections (type or print)

Other Name(s):

Mailing Address:

City/Town: State:

Zip: Country:

Other Address:

City/Town: State:
Zip: Country:

Home: ( )
Business: ()

Date of Bith (M/D/Y): __ /[ Sex (M/F):
Lic. [ssue Date (M/D/Y): __ [/ SS#:

Full Name of Medical School:

'| Year Graduated: i}cgrce (MD/DO}):
Code(s) Hours Per Week in Mass.
ey a
ﬁaﬁiﬁpecia]w:

Code: Code:
Federal (DEA):
Mass:
Abbr:
Abbr:

*1f requesting Inactive status, you agree not to practice medicine, including writing preseriptions, in Massachusetts

w



: -
PRINT NAME AND NUMBER: Last Name: Sr'_u,, e ﬁ t l,j 2\ \MEX Registration Number: f fq 213 ’

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 ieck m nexi to those health care facilities wh o 'e admitting privileges (AP).
Facility Code; FV(AT) Facility Code: %ﬁ% (AP) Facility Code:_~ / (AP)
Facility Code: I MAP) Facility Code: (AP) Facility Code:______/_(AP)
If 999, print namc[s)

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

Facility Code:____ FacilityCode:___ FacilityCode:______ Facility Code:.___ Facility Code:____
If 399, write Name(s):
11. My medical malpractice insurance is covered by a) ﬁ Insurance Carrier b) Letter of Credit

Name of Insurer: % M(/h)e‘.b‘

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

I am (check one) a) Not involved in direct/indirect patient care in Massachusetts b) Otherwise exempt
Please explain exemption:
§2. Are you currently in a post-graduate training program in Mass. asa resident or clinical fellow? (check one) 1 Yes ‘ﬁNn
)

i3. A. What is your principal work sctting? (See Table4) _ ' =~
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: ) outpatient care _ég_hrs.’wk b) inpatientcare __ hrsiwk
2) What is the approximate percentage of your patient care hours in primary care 7 &%

PART A
Questions 14 through 22 refer to the past two (2) vears only. Check ¢ither YES or NO (NOT N/A) to each question. Provide

details on Form R for all YES answers except for question 22, Refef 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 1o 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 2 medical malpractice suit, which is related to your competency to practice medicine, or your
professional conduct in the practice of medicine, bezn 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
povernmental 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. lave you withdrawn an application for a medical licensc 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. Have you completed your CME requirements preceding your renewal date (see instruction booklet)?

[] Waiver requested (waiver form due 30 days prior to date of license expiration). [} 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 . Date: ?! /‘? f§7




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 ﬂ

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 in GRE e ;
= Add late fee of $25.00, if necessary. . * Enclose check with coupo WBEE@VEP& 7 lt_ 3
=) &

Registration No.: 41923 Renewal Daie: |1/04/1999 1. Current Status: A o4y,

If you want to change your current status, please indicate below: (Check one).

[ Active [C) Retiring (see instructions) [] Inactive (see below *) ] Dono 3
i pri
2. Other Name(s), if any, under which you were licensed: Elease make corrections (typs or pring
Other Name(s):
3. A) Mailing/Business Address: Mailing Address:
AUSTIN ] WERTHEIMER City/Town: State:
1180 BEACON STREET :
SUITE 7-A Zipp_ Country:
BROOKLINE, MA 02446
B) Home Address: Other Address:
City/Town: State:
Zip: Country:
Home Phone: Home: ( )
Business Phone: Business: ((, 177)_ 77 i (10
4. A)Date of Birth: Sex: M o nah QY I |- Sec.EAM L] F
B) SS#: S T T
Full Name of Medical School:
5. A) Name of Medical School: :
Case Westemn Reserve University School of Medicine
B) Year Graduated: 974 C) Degree: M.D. Year Graduated: Degree: [ ] MD. [] D.O.
6. Specialty Code{s) (See Table 1) Caode(s) Hours Per Week in Massachusetts
Code(s)  Hours per Week in Mass. s z (D
GYN 0 Gynecology T
0 If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: nG Code:
8. Drug License Numbers, if any: 5
A) Federal (DEA): g';:;ral (DEA):
B) Massachusetts: =
9. A) Other states where you are now licensed to practice
Abbr; Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr:

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

&




< _
PRINT NAME AND NUMBER: Last Name: HT{ Sa‘f ] LUW \,'T/I E.U-ﬂ?zl/ Registration 'I‘a‘lz(—tut{a‘::i:'2‘3
-—-——E-..._r'____
10. Current health care facilities at which you have completed the credentialing process for the prevision of patient care. Supply ™ .-

the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP). Next to
each facility, write the\appro imate percemage of patient care hours tha \)nu provide in each facility.

Facility Code: 1 (AP) L% Pucility Code:_H Y 7V (ap) _| % FacilityCode:_____ /(AP %
Facility Code: Caix (AP)_\q % FacilityCode:____/__(AP)___ % FecilityCode:___/ __(AP) %
If 999, print name(s):
11, My medical ma[practlce msunmce is cowt-ed by a) E/Insurance Carrier b) [] Letter of Credit
Alternatively, indicate as follows:
I am registering with Active status but I am not covered by medical malpractice insurance because I am {(check one)
2y 1 Nmmvomé%:m dirccsfindlrect patient care in Massachusetts b) [} Otherwise exempt
Please explain e'cemptzon
12. Are you currently in a pospgraduate training program in Massachusetts as a resident or clinical fellow? (check onc) [] Yes %Nﬂ
13.'A. Whiat iS‘yuurprtnmpa[twork setting? (See Table 4) _L 2
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care O hrsiwk b) inpatient care D_C.(;’_chrs!wk
2) What is the approximate percentage of your patient care hours in primary care? .Q-J) Yo
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer fo 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 ALY guestions, or this form will be returned to you and your license renewal may be delaved.

YES N0

Name of Insurer;

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 nét 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 fo practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been ssttled, 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 govemnmental authority, health care facility, group practice or professional society or association?

19. Has your privilege to possess, dispense or prescribe conirolled substances been surrendered to or suspended,

— L —————————————————————— —. T—

revoked, denied or restricted by any state or federal agency? I
20. Have you withdrawn an application for a medical license or been denied a medica! license for any reason? B
21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or i

co-payment, or placed any condition related to pmfessional competency or conduct on your coverage or have
you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry bya

professional liability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? EYBS ] No
[0 CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [[] 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, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

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

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

Signature: _@(M@M Date: i.f ﬂ‘/i?’

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 Rec'lv
htip://www.massmedboard.org = PP

Physician Registration Renewal Application

=
1}
.
s
[
P
£5

all attachments for vour own records; you wiil
m with attachments must be returned in the

need copies lor credentialing and other purgod
greer: envelope 4 weeks before your renewal

SEP 25 2001

= Kemit $250.00 for renewal fee.
¢« Add late fee nf $25.00, if necessary,

* Retutn renewal application in GREEN envelope.
ope check with coupon in BLUE envelope.

: = Hncl
) .OF REGISTRATION ;
in Mwﬂd completeness. Make any corrections or

1. Current Status: 4 crive Registration No.;4 973 Renewal Date: 1/04/200)

Please review carefully the following
alierations as required.

If you want to change your current status, please check gre of the following boxes to indicate your rew status: (Check only one)
[C] Active [(J Retiring  (see instructions) [J Inactive (see instructions) [ Do not wish to renew

Please make corrections € or print
2. Other Name(s), if any, under which you were licensed: (/pe:0¢ piat)

Other Name(s):
3. A)Mailing/Business Address: Mailing Address:
AUSTIN ] WERTHEIMER City/Town: State:
1180 BEACON STREET
. SUITE 7-A Zipp = Counny:
BROOKLINE, MA 02446

usiness Address:
B) Home Address: Ciry/Town: State:
Zip: Country:
Business Telephone: ( )
Home Address:_
City/Town: Statc:
Zipp = = Coonny:
Home Telephone: () =

Business Phone: (|7 - 713U-7,00 PLEASE NOTE: No P.0. Box addresses for home or

business addresses.

Homc Phone:

7. Currcnt American Board of Medical Specialtics Certification {See Table 2)

4. a) Date of Birth: bl Sex; M o€ode: Code:

c) S8

8. Drug License Numbers, if any:

5. aY Name of Medical School: ;% E’;demianA]:
assachusells:

w

b) Ygaafq };’gaéiga:Rcscwc Umvcrsb[{)%‘%!‘:_oglof Medicin

1976 c M.D 9. a} Other states where you are now licensed to practice (Abbr))
6. Specialry Code(s) (See Table 1)
Codefs) Hours per Week in Mass. Cpo b) States where you were previously licensed (Abbr.)
GYN 0 Gynecology '
0]

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

Facility Code: _'LEH l_f_ %P}__i_ % Facility Code:_& 3_!__‘{;}‘] O _% Facility Code: (AP) %
Facility Code: __ o[/ v(AP) _U_ % Facility Code:_____/__(AP) % Facility Code:______/ __ (AP) %
If 999, print name(s): = 1

—_— e —



PRINT YOUR LAST NAME: _ \\for TheIMes LICENSE NUMBER: “T{973

M

i1. My medical malpractice insurance is covered by a) 'ﬂlmrance Camrier b) [] Letter of Credit

Name of Insurer:; P'I'U M'b"h ) Alternatively, indicate as follows:
T am regisicring with Active status but I am not covered by medical malpractice insurance because I am (check one)

Icg

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/ﬁyo
13. A. What is your principal work setting? (See Table d) _| S
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care ﬂhm‘wk b) inpatient care _\_hm‘wk
2) What is the approximate percentage of your patient care hours in primary care? 2.0 %

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

ions 14 through 22 refer to the past two {2) vears only. Check either NO (NOT N/A) to each question. Provide
details on Form R for all nswers except for gquestion 22. Refer to the instruction booklet for additional information and
delinitions. You must answer ALL questions, or this form will be returned io vou and your license renewal may be delaved,

YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finzlly
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 setiled, adjudicated or

otherwise resolved?

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

18. Have you been charged with or disciplined for any violation of laws, 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? '&ch 0 No
[0 CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [ ] CME exemption

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

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

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid 2l
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 c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support.

¢ Pursuant to G.L. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as reguired by G.L . 179, § 51A.
e I hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R is true,

e sl Ll s ‘ e 9. 2250)

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




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

e — --—"—"'""

Physician Registrati ]Rdﬁe@sﬂ A lcatmn

\1&
Before proceeding, please read the instruction booklei, Copy this l»un u records; you will g
need copies for eredentialing and other purposes. This completed re rwa! form with aﬂqcliments ust fe returned in the

SR W
| Road of
J Regustianen Medicme

* Rét

*Remit $400,00 for renewal fee (non-refundable). urn renewal application in GREEN envelope. =

*Add late fee of $25.00, if negessary. + Enclose check with coupon in BLUE envelape. &5
Please review carefully the following information for :wcumcji and completeness. Make any corrections or
alterations as required. All questions must be answered or your renewal will be delayed.

green envelope at least 4 weeks before your renewal date. ==

1. Current Status; Active Registration No.41923 Renewal Date:11/04/2003
If you want to change your current status, please check pne of the following bgxes to indicate your new status: (Check only one)
[ Active [ Reticing (see instructions)} [] Inactive (seei structions) [] Do not wish to renew

; : . Pl ke i inf
2, Other Name(s), if any, under which you were licensed: SEC ke wor et (i),

A) Mailing/Busincss Address: (] Other Name(s) [ ] Name Change (enter name below)
3. AUSTIN ] WERTHEIMER
1180 BEACON STREET Mailing Address:
SUITE 7-A City/Town: State:
00
BROOKLINE, MA 02446 Zip: Country:
B) Home Address;
Busines§ Address:
City/Town: State:
Zip: . 7 Country:
Business Telephone: ( )
Home Address:
City/Town: State:
Home Phone: Zip: Country:
; Hom;_'l_*plephune: { )
Business Phone: G ‘ 1_7 BL{ -‘7 [0 00 | PLEASE NOTE: Only one address canbe a P.O. box. The
mailing address cannot be a P.O. Box.
4. 2) Date of Birth: b) Sex: M | 7. Current Americar] Board of Medical Specialties Certification (See Table2)
¢) SS# Code: 0G Code:

8.Drug License Numbers, if anv-

5. a) Name of Medical School: ). ]
Case Western Reserve University School of Medicine 2;3) i&::::iéf;i }: r, )

s: £
= /
b) Year Grﬂ.dl.ta!edI 976 ¢) Degree: M.D.
6. Specialty Code(s) (See Table 1)

S

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

M&{fﬂ 5%‘3'“1'3 Bﬁ:‘fgﬁﬂyb’fﬂss- b) States where you were previously licensed (Abbr.)
ﬁ — —

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). ___No affiliations.
Facility Code: of L |/ 2 (aAP) v % Facility Code: _/__(AP)___ % FacilityCode: ____/ __(AP) %
Facility Code: __ 48/ | (AP)_V/ % Facility Code; _ i___(AP) % Facility Code: ____/ __ (AP) %

If 999, print name(s):




PRINT YOUR LAST NAME: \\J @
1",

12,

19.

20.
21

22.

I hereby certify under the penaltfles otJ perjury that all information on this Renewal Application, Part B and Form R is true.

Signature:

f

My medical malpractice insurance

Insurer’s name. (Required); P‘

Lt v e

is covered by

LICENSE NuMBER: H | 903
Insurance Carrier [} Letter of Credit

QA My ‘\'U&l Policy dates: From: ll_zf 635 To:j_li/ Qti

Alternatively, indicate as follows: 1
because I am: Check One: [[] No

[] Otherwise exempt Please expla

What is your principal work setting?
for the provision of patient care you

1) Average weekly hours invol

t involved in direct/indirect patient care in Massachusetts

am registering with Active status but I am not covered by medical malpractice insurance
0 A government employee.

exemption:

(See Table 4) l 5 If you are affiliated with a healthcare facility or credentialed
must cormplete question #10 on page 1 and list your affiliations.

- |Care of patients in Massachusetts (see instruction booklet).

ed in: A) inpatient care O hrs/wk  B) outpatient care (OO hrs/wk

2) What is the approximate percentage of your patient care hours in primary care? ,;2, 0%

RT A — QUESTIONS REFER ONLY TO THE PAST TWOQO (2) YEARS (SEE INSTRUCTIONS)

stions 14 through 22 refer to the g
stion, Provide details on Form R{

definitions. ALL fons in this

renewal,

. CLATMS MADE (New or Pengingz: 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 clajm?

. 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 fo the claim?

Has any lawsuit, other than a medical

br your professional conduct in the
btherwise resolved?

restricted by, or surrendered to any s

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

Has any professional liability insuranice provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition|related to

you voluntarily restricted, limited or

CME CERTIFICATION; Have yo

[T] CME Waiver. CME waiver forn

CME EXEMPTION: Check ane:
See Instructions for CME waiver o

*. Pursuantto G.L.c. 112, SeEIlA,
and the punishment for failure to
Pursuant to G.L. c. 112, Selp. 2,1
amount. i
Pursuant to G.L, ¢, 62C, 494, I ¢

or all YES an

ractice of medicine, been filed against you or been settled, adjudicated or

Have you been charged with any crifainal offense?

- 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?

Has your privilege to possess, dispe{s:

terminated your insurance coverage in response to an inquiry by a
professional liability insurance provider? 3 :

riod since you sigm ur lagt renewal application. Check either YES or NO to eac ;
ers (except question 22). Refer to instructions for additional information

section must be answered. Do not answer NA or the form will be incomplete and dela

YES

NO

malpractice suit, which is related to your competency to practice medicine,

or prescribe controlled substances been suspended, revoked, denied,
te or federal agency?

professional competency or conduct on your coverage, or have

u completed your CME requirements preceding your renewal date? Yes
p must be submitted at least 30 days prior to license expiration date.

(] Inactive status [ Residency/Fellowship training (See instructions).
F exemptions. Do not submit decnmentation of your CMEs with application,

I understand my obligations to report abuse or neglect of children under G.L. c. 119, Sec. STA
comply.
will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule

] No

ertify that I have complied with all laws of the Commonwealth related to the filing of

Massachusetts state tax retyrns and
G.L. ¢, 62B; and withhoidix?.g and

payment of all Massachusetts state taxes; reporting of employees and contractors under
remitting child support pursnant to G.L. ¢. 119A. (See instructions),

Wmﬁ | Date: ? //3/0,3

Board Regulations 're
MAKE A COPY OF YOUR

YOU MUST SIGN AND

uire that you notify the Board, in writing. o any change of address

INCLUDE PART B, WITH YOUR RENEWAL APPLICATION

APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.



- Massachusetts Physician Renewal Application

Physician Name: AUSTIN J WERTHEIMER License No.: 41923
PARTA . 2 P
1) Current Status: Adﬁve Renewal Due Date: 10/07/2005 Birih Date:

I you want 1o c‘hangc your current status, please check one of the fn}iowm g boxes to indicate your new status:

(Check only one). (See Renewal Instructions, page 3.) :
- 1 Active R N Retlr;;]g o Inactive ° 4 D Do not wish to renew

2) Aﬂdi‘ﬁses & 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.

BUS]]IESS aﬂdl‘ESSBS CAHNO’T be a Post Office Box. -
Pl_ease make corrections (print)
73) MATLING ADDRESS _ ¥ g
1180 BEACON STREET ) i Mailing Address:
. SUITE7-A" o . : - _
BROOKLINE,MA 02446 - - .. _ GitylTown: __ SRt
=i r,, : - f Wf ﬁpﬁ l Country:
1 Check kere to change this oddress = =~ - ™ ‘_—"‘_ :
2b) HOME ADDRESS ALG 2 4 = I’Home Address:
' Cltyﬂ'.‘ﬂwn. State:

Z]p Country: _

# amome

i Pon ! :
' T ot | Héme Telephone: ( )
Phone: —
] Chick here to'change this address Home address cannot be a Post Office Box
2c) BUSINESS ADDRESS ’ : _I Business Address: .
1180 BEACON STREET - : - : = : : 3
SUITE 7-A = City/Town: - State:
BROOKLINE, MA 02-146_ - - Zip: Country:
: ; Business Telephorie: -
Phone: (617)734-7600 . Tolophmec ().
£ Check here to change this address _ . Businiess address cannot be a Post Office Box
3) E-mail Address: :
- - —— ey + o ——— >
4) Fax Number: - (.0 1-7" 73"' = OOq L? :
5) Specialties (See Renewal Im'rmcn'.(m.n pege ) -Delete? : ~ Additional specialties:
Gynecology : B =
O
e |

6) Current American Board of Medical Spetlalhﬁ {ABMS) or American Ostenpathlc -Association {AOA) Information.
(See enclosed instructions and Renewal Imm.rcnom page4.)

: L_rst— Certifying Board(s) below: Update General Certificates and Suhspeclalty Certificates
e i | below. Please add additional Certifications as reqmred
Board Name _ABMS or AQA | Certificate/Subspecialty Correct?  Delete?
Obstetrics & Gynecology . ABMS Obstetrics and Gynecology )‘s‘( o
e | " D O
O a -
L

Page 1 of 5



Massachusetts Physician RénéWal’ Application

Physician Name: AUSTIN J WERTBEIMER _ License No.: 41923
| (See Renewal Instructions, page 4) .| Please make corrections as necessary _
7) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice {Abbr.)
a) Massachusetts: ' i Ee - 2
b) Federal (DEA): . 8b) States where you were previously licensed (Abbr.)
¢) Federal (DEA) XS: : ' : i

9) What is your ;ﬁm‘ncipal work setting? (See Renewal Iﬁs_.fmcﬁom;— page 4.)
Principal Work Setting: Private Office " Change to:
Please enter the gpproximate number of work hours at your principal work sefting: S 0

10) List all current health care facilities where you are affiliated or haye 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 (Admi tting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line-prescribing services or companies. Please provide all information for additional

facilities on a separate sheét, if necessary.

No Affiliations [ ©~ Please enter the approxiiate number of work hours for each Health Care Facility below:
Health Ca-re_F'acilitj (See Renewal Instructions, page 4.) " | Delete? Corved Shfftateggg‘-gé 8 ll;fup:, per Week
‘Beth Israel Deaconess Médical Center i 1 O fAduitting 19
Faulkner Hospital = PX | Admitting |
=
D :
O
e
O

11) Care of patienls in Massachusetts (See Renewal Instructions, paged.)
Average weekly hours involved in: a) inpatient care O' hrs/wk Change to: _ hrshwk
: b) outpatientcare _60 "hrsfwk  Change to: hrsiwk

12) Medical Liability Insnram:e; Information (See Renewal Instructions, page 5.) -
My medical liability insurance is provided through: (check one)

: H Insu r_auée Carrier (complete below)

Current Insurance Carrier: ProMutual Group = _ _Ciiaﬁge to:
Policydawes: From 1/ 2705 1o 1,.2,00
(requfre::q)

[J Letter of Credit subject to Bn'ard'approval (attach a copy)

] 1am registering with Active status but 1 am not required to have medical liability insurance because 1 am:
[0 Not involved with direct or indirect patient care in Massachusetts

O Govemment Employee Federa) Tort Claims Act (FTCA)

[J Otherwise exempt (Please zxpﬁn’n):-'

Page2 of 5
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Massachusetts Physician Renewal Application
Physician N: ame: AUSTIN J WERTHEIMER ; ; License No.: 41923

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5) ﬁ‘yﬁ O Ne:
If Yes, please complete Form PCA-O "Office Based Surgery” . : :

In questions 14-21, the phrase "time period" refers.to the following: all time from the day you s:"gnéd your last
 license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5.)

~ You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
~ Renewal Instructions for additional information and definitions. ALL questions in this section must be answered. o

'YES NO-

-14) CLAIMS MADE - _
a) New: Has any medical malpractice claim
not 2 lawsuit was filed on that claim?

b) Pending: Are there any unresolved malpra
finally settled or finally adjudicated?

‘been made against yoﬁ during this time period, whether or

ctice claims against you today, any claims that have not been

15) CLAIMS PAID. : ' : i . ICTRO
Has any medical malpractice claim against you (whether or not 2 Jawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period? . :

16) OTHER CIVIL LAWSUITS S . - ,
- Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine. " : : :
a) New: Have there been any lawsits, other than medical ma
during this time period? -
b) Resolved: Have you resolved, settled
claims, dm-ing_ this time period?
17) CRIMINAL CHARGES :
a) Have you been charged withi any eriminal offense during this time period?
b) Are there any criminal charges pending against you today?

¢) Have any criminal offenses/charges against yon been resolved during this time paiod? o i D - :
18) Have you been charged with or disciplined for any ﬁblatio_n of laws, rules, by—llaws or standards of practice
of any goverimental authority, health care facility, group practice or professional society or association? -

Ipractice claims, been filed against you

or aﬂju&icaied any lawsuits, other than medical malpractice

19) Has your privilege to possess, dispense or prescribe controlled substances been mpeﬁded, 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 Tesponse to-an inquiry by

a medical Hability insurance carrier?

22) CME CERTIFICATION: . e _ i
a) Have you completed your CME requirements preceding your renewal date? KY&S ] No

b) If no, are you requesting a CME wajver?
[] Check to request CME Waiver. ACME waiver request form must be.su
your license expiration date. (See Renewal Instructions, page 8.) . )
¢) If you are exempt from CME requiremeénts, check reason-for exemption. (See Renewal Instructions, page8.)

CME EXEMPTION: (check on¢) [ Inactive Status [ Residency/Fellowship training

bmitted at least 30 days prior to :

Page 30f 5
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Massachusetts Physwian Renewal Application

Physn:mn Name. AUS‘I'IN J WERTHE}I\-IER X - License No.: 41923 .
PHYSICIAN PROFILE
1 1have reviewed my Phys:clan Profile at profiles massmedboard.org and confirm that the mformahen is accurate. §
I have reviewed my Phys:man Profile and attached a copy of the Pmﬁle with corrections. | g
-. [0 My status Js.lnactwe and I do not ]mre aPhys:map Profile. (See Renewal In.s.rmcm_ms, page 10.) : ;:3]
" CERTIFICATIONS k-

1) 1 certify that I have comphed with my obligations to report abuse m'neg]ect of children pursuant to G L.c 3 19, sec. 51A,

and I understand the punishment for failure to comply. =

2)1 cemf}' that 1 have complied w:th my obligations to report abuse or neglect of disabled persons pmsuam to G. L.c 19C
sec. 10, and I lmderstand the punishment for failure tocomply. -

3) 1 centify that 1 hzwe complied with my obligations to report abuse neglect or financial exploitation of elderly persons
purshantto G.L. c. 194, sec. 15, and 1 understand the punishment for failure to comply. 2

4) 1 certify that ] have complied wﬂh my abllganuns to repun the treatment of wounds, burns and oﬂ:er m_]unas pursuant to
G.L. c. 112, sec. 12A. ) ’

51 cert:fy that I have complied wnh my obhgahcms to report the treatment of victims of mpe or sexuai assault pul'suam o
G.L.c. 112, sec. 12A 1/2,

6)1 éanify that I have cbmp]ied with my obligations to report a phys--icia:'l to'the Board of Medicine, pursuant to G.L.¢. 112,
sec. 5F, when I have a reasonable basis to belle\rc that person wolared any provisions of G.L. c. ] 12, sec. 5 or any Board -
regulation. -

7) 1 certify that T have complied my obligations related to ChﬂIglIl g and collccnng fees from Medicare beneﬁc:anes in’
accordance with the Medtcare fee schedule; and I understand my obligations vinder G.L. c.l 12, sec. 2: :

8) I centify that L have complied with m}r obligations to file Massachuseus tax returns and to pay Massachusetts iaxes and 1
understand that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issted or renewed unless I make these
certifications under penalties of perjury. .

9) 1 certify that 1 have complied with my cbhgancms related to the reponmg of employees and contractors pursuant.to G.L.
c.62E. :

10}1 ccmﬁ-' that I have comphcd with my obhgauuns related 1o the mt.hholdmg and remmma of child Suppol'l pursuam to
G.L.c. 119A,

1INt cemtj’ that I have comp]ied with my obligations to file an Incident Reporl with the Board when cenam'adverse events
occur in my private office, pursuant to G.L. c. 112 sec: 5 and 243 C.M.R. 3.00 et seq:, and I understand that the Patient Care
Assessment{PCA) programs at the heaiﬂl care facilities where 1 practice report certain Ma_]or Incidents to the Board.

Under penalties of perjury, I declare that I kave zmmfn_ed this renewal appiicatian and aﬂ its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct, and compléte. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Mmac&mem
Criminal History Systems Board, :

Signature: a’}ﬁm W,L,bﬁ ] - | -- g, /7 O\S’J

MAKE A COPY OF YOUR AP?LICATION AND ALL AT’I‘ACHMENTS BEFDR.E MAIL]NG FOR YOUR
RECORDS, FOR CREDENTIAL[NG AND OTHER PURPOSES. y

Page 50of 5
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3 Massachusetts Physician Renewal Application

Ph-}'siciau Name: Austin J Wertheimer, M.D. License No.: 41923
PART A
1; Current Status: Active Renewal Due Date: 10/07/2007 Birth Date:

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

OO Active "~ O 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 CANNOQT be a Post Qifice Box. : 2
; ST Please make corrections (print)

2a) MAILING ADDRESS
1180 Beacon Street . Mailing Address:

Suite 7-A .
City/Town: State:

Brookline, MA (02446
Zip: Country:

O Check here to change this address RECENED

2b) HOME ADDRESS

1 1 ZI]IIT Home Address:
SEP City/Town: State:
Bﬂalfi of REQ‘_SHEHUH Zip: Country:
in Medicine Home Telephone: ( )
I :
Phone: = :
[0 Check here to change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS Business Address:
1180 Beacon Street
Suite 7-A City/Town: State:
Brookline, MA 02446 Zip: Country:

Business Telephone: ( )

Phone: (617)734-7600 :
[ Check here io 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: 617-734-0096

5) Specialties (See Renewal Insiructions, page4) Delete? List Additional Specialties:
Gynecology a
a
= 0

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Asseciation (AQA) 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 AOA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology O
a
O
O

Page 1 of 9



' Massachusetts Physician Renewal Apphcatlon

Phys:c:an Name: Austin J Werthetmer, M.D. License No.: 41923
(See Renewal Instructions, page 4) ] 2 : Pledse make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a} Massachusetts; :
b) Federal (DEA): ; s 9) States where you were previously licensed
c) Federal (DEA) XS: : —

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 : Locsdtion State Delete?
(See above and description on page 4.) {City or Town) =

Beth Israel Deaconess Medical Center

Privvayw (O e, ' b Yoolidong M IQr

Ad.&mcr;\:i- o S site Wo Mo , A

o{oja|o|no

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

Average weekly hours involved in: a) inpatient care 0 hrs/wk Change to: hrsfwk
b) outpatient care _20 " hre/wk Change to: hrs/wk

12) Medical Liability Insurance Information (Se¢ Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:

[J Insurance Carrier (complete below)

Current Insurance Carrier: ProMutual Group Change to:
Policy dates:  From 1/ %/ 2007 To T, % 12008
Type of Policy:  [J Claims made with tail coverage ﬂ()ccurrence Policy

(Enclose 2 copy of the certificate of insurance or the face sheet)

[3J Letter of Credit subject to Board approval (Attach a copy.)

O 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.) ’ﬁ Yes [] No
If Yes, please complete Form PCA-O "Office Based Surgery" Form on page 8.

Page 2 of 9




Y Massachusetts Physician Renewa] Application
Physncmn Name: Austin J Wertheimer, M.D. License No.: 41923

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

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? (seé above).

b) PENDING: Are there any unresolved malpractice claims agamst 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.

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 resoived 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 anji_ ‘governmental 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 facﬁlty group
practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any govemmemal 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 obsclete
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? ﬁYes [ Ne
b} If no, are you requesting a CME waiver? [dYes [] Ne

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, page 8.)

CME EXEMPTION: (check one) O Inaciive Staws [ Residency/Fellowship training

Page 30of 9
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Massachusetts Physician Renewal fg)plication

Ph?wsi{fiam Name: Austin J Wertheimer, M.D. License No.: 41923 :{'
PART C : ; ] e
Check One: PHYSICIAN PROFILE . ; r-:

| I have reviewed my Physician Profile at http://profiles.massmedboard.org and confirm that the information is accurate. &
! (Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

[0  Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections. e
O] My status is Inactive and I do not have a Physician Profile, (See Renewal Instructions, page 11.)

CERTIFICATIONS

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

2) 1 certify that I have complied with my obiigaﬁons to report abuse or neglect of disabled persons pursuant to G.L. ¢. 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. ,

- 4) I certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to G.L. ¢. 112,
sec. 124,

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. ¢. 112,
sec. 12A 1/2.

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

7} I certify that I have complied with my obligations related to chargihg and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and I understand my obligations under G.L. ¢. 112, 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. ¢. 62C, sec. 49A, 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) I certify that [ have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 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 I practice report certain Major Incidents to the Board.

12) T certify that [ 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. c. 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 medicin A §
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: @W’\ &/m Date: i/lfyg 7

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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ALEXANDERF FLEMING : (617) 727-3086

EXECUTIVE DIRECTOR

Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

An Agency within the Executive Office of Consumer Affairs and Business Regulation

March 9, 1993

Austin Wertheimer, M.D.
1180 Beacon Street - Suite 7-A
Brookline, Massachusetts 02146

Re: Complaint No. 93-014
Dear Dr. Wertheimer:

The Complaint Committee of the Board has considered the
above referenced complaint, and has determined that no
further action is warranted. The complaint has been
dismissed. Thank you for your cooperation in the
investigation of this matter. The Committee appreciates the
time and effort which you expended in preparing your
response. If you have any questions, please feel free to
write to the Director of Enforcement at the above address.

Very truly yours,

Petar Clark
Director of Enforcement

REDACTED ¢opy



Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street :
Boston, Massachusetts 02111

ALEJ?ANDEH F. FLEMING : (617) 727-3086

EXECUTIVE DIRECTOR

An Agency within the Executive Office of Consumer Affairs and Busliness Regulatlon

March 8, 1993

Re: T
Complaint No. 93-014

Pear

The Complaint Committee of the Board carefully
considered the information you have furnished us regarding
the physician named above. A copy of your complaint was
sent to the physician, who was required to respond in
writing to the Board regarding the issues.you raised.

After a thorough review of this evidence, the Committee
determined that your complaint and the physician’s response
should be placed in the permanent record of the physician,
While the Committee declined to recommend the initiation of
formal disciplinary action in this case, it is appreciative
of your actions in bringing this matter to its attention.

Should you have any questions or additional material
which you wish the Board to consider, please write to the
Docket Administrator at the above address. I regret that
the Board does not have sufficient staff to respond to
telephone inquiries regarding complaints.,

Very truly yoyrs,
%\

eter Clark
Director of Enforcement



- mBoard of Registration in Medicine
Ten West Street
Boston, Massachusetis 02111

ALEXANDER i FLEMING _ (617) 727-3086

EXECUTIVE DIRECTOR

An Agency within the Executive Office of Consumer Affairs and Business Regulation

January 13, 1993
dustin J. Wertheimer, M.D,

'Re: complaint No. 93-014

Dear Dr. Wertheimer:

The Board of Registration in Medicine has received a
complaint regarding your conduct in the practice of
medicine, a copy of which is enclosed. The Board is
obligated by law to investigate such wmatters relating to the
proper practice of medicine. 1In compliance with this
mandate, the Board's Complaint Committee has directed the

staff of the Board to gather information on all such
complaints.

Please provide a written response to the issues raised
in the enclosed material. Your response may be as brief or
as lengthy as you choose. Under the law, the person filing
the enclosed complaint may have access to your response.

Please be advised that Board Regulation 243 CMR 2.07
(12) reguires that you respond within thirty days of your
receipt of this letter. Your response should be sent to the
Docket Administrator, Disciplinary Unit, at the above
address. After your response is received, the case will be
assigned to an investigator employed by the Board, who may
contact you if further information is needed. You will in
any event be informed in writing as to the disposition of

this complaint. Thank you for your attention to this
natter. :

Very truly yours

Mo THE

Mary F. McGonagle

bocket™Administrator
Enclosure



| Qommonwealth of Machh usetts
Board of Registration in Medicine

Ten West Street :
Boston, Massachusetts 02111

EXECUTIVE DIRECTOR

ALEXANDER F FLEMING | (617) 727-3086

An Agency within the Executive Office of Cansumer Affairs and Business Regulation

January'ld, 1993

Re: Austin Wertheimer, M.D.
Complaint No. 93-014 -

Dear

Your complaint regarding the physician named above has
been received. The physician involved has been asked to
respond in writing to your complaint. Any future
correspondence regarding your complaint should include the
name of the physician and the complaint number as it appears
in this letter.

If you w1sh to bring additional information bearing on
your complaint to the attention of the Board, please furnish
it in writing to the Complaint Department at the address
above. Be sure to include the physician's name and the
complaint number on all correspondence.

s very trul i
Mary F/ onagle

Docke dministrator




AUSTIN WERTHEIMER, M.D.
1180 Beacon St.
Suite 7-A
Brookline, MA 02146
(617) 731-6670

Ll
Janury 27, 1991 3§gqﬁ\namxﬂ
: Nouve o
Docket Administrator . Eﬁﬁk%‘ St

Disciplinary Unit

Board of Registration in Medi e E%i)é%
Ten West Street g%y\&
Boston, MA 02111

Dear Sir or Madame:

This 1is in response to your January 13, 1993 letter reqguesting
that I respond to a complaint filed against me by my pateint

: has complained that I have acted in an
unprofessional manner towards her and have also been neglecting
her care. This is why she has chosen to file this complaint with
the Board of Registration in Medicine.

has been my patient since March of 1989. She is a
year old woman with a history of postural hypotension and Pap
smear showing mild dysplasia. She had an appointment on COctober
23, 1992 for a colposcopy to evaluate the Pap smear abnormality,
prior to which my assistant had instructed her not to skip any
meals. These instructions are given to minimize the risk of
hypovolemia, and therefore to reducde the risk of vasovagal
reaction which can sometimes follow an office procedure such as

colposcopy. Usually this reaction is mild, occasionally it can
be severe.

arrived for her appointment not having eaten anything
substantial since the day before. It is my policy not to perform
the colposcopy on that day if patients have skipped meals,
especially if there is a history of conditions that would
predispose to hypotension, as there was in her. I consulted with
both and her husband and explained this to them. 1I
also offered additional management options, inclinding an
opportunity to reschedule her procedure, but they declined. Even
though I thoroughly explained the risks of vasovagal reaction,
she and her husband requested that I perform the colposcopy at
that time and became increasingly upset as they realized I would
not do something against my medical judgment.

I believe that I gave the best possible care and am
surprised that she feels I neglected her and did not adequately
respond to her guestions while she was my patient. I take pride
in trying to provide patients with all the information they need
so they can better understand the procedures being performed, the
risks involved, and the diagnosis of their medical problem.,




T would have hoped that would have brought her
med 2! concerns and questions to my .attention sooner so that I
counia have answered all her questions and made her feel more

comicriable about her medical care.
Fliease do pot hesitate to contact me should you desire any
further information. I appreciate the opportunity to respond to
this complaint, ‘

With best regards,

Austin Wertheimer, M.D.
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Piint Name: . Ak), k. '-ILM{T[/_‘%(‘ - y Date of Birth:,____ .
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9. Has any disciplinary action been taken against you in the last len yeers, by any governmental aulhority, by any hospital or health care facitity, or by any .

professional medical association {international, nationai, state or local)? %
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