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Renewal - 1.017586

Name MARK A BLUMENFELD MD
Credential 1.017586
Fee Details
Renewal Application Fee $565.00

$565.00

Address Maintenance

Demographic Information

2. Please provide your Date of Birth.
02/06/1945

Workforce Survey Introduction
Dear Licensee:

Thank you for renewing your license online. It IS NOT necessary that you mail your hardcopy renewal application to the
Department after you have renewed online.

The purpose of the next several questions is to allow the Department of Public Health to collect valuable workforce data
that is currently unavailable but critical in identifying and addressing healthcare workforce shortage issues.

Thank you for assisting the Department in this important initiative.

Current Workforce Status

3. What is your current work status in Medicine?
Part-time (less than 30 hours per week)

Workforce Survey

4. In the next 12 months, do you plan to (please mark all that apply):
Significantly reduce patient care hours?

5. If you are NOT working in your licensed profession, please indicate your plans for returning to work in your licensed field.
| plan to return to work in my licensed profession within the next year

6. Please provide the number of hours per week that you provide DIRECT PATIENT CARE in your primary professional position.

If you do not provide hours in this category, please indicate O.
15

7. Please provide the number of hours per week that you work as an ADMINISTRATOR/MANAGER in your primary professional
position.

If you do not provide hours in this category, please indicate 0.
10

8. Please provide the number of hours per week that you work as an EDUCATOR/FACULTY in your primary professional position.
If you do not provide hours in this category, please indicate O.

5

9. Please provide the number of hours per week that you work as a RESEARCHER in your primary professional position. If you do
not provide hours in this category, please indicate 0.
0
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10. If your primary profesional position is in a category other than those above, please provide that category in the box below and
indicate the number of hours per week.

If you do not provide hours in this category, please indicate 0.
0

11. Please indicate the setting of your primary professional employment.

Enter comments if "Other" is selected.
Qutpatient Clinic

12. Gender
Male

13. Race: Choose all that apply:
14. Ethnicity: Please choose one:

Not Hispanic or Latino

Practice Location

If you are providing direct patient care, please identify the location of the primary site where you spend the most time
providing direct patient care.

15. Address 1
360 Market Street

16. Address 2
17. City
Hartford

18. State
CT

19. Zip Code
06120

Primary Source of Payment
What percent of your patients have the following source of Payment?

20. Medicare
less than 10%

21. Medicaid
51 - 75%

22. Self-Pay
less than 10%

23. Private Insurance
11 - 25%

24. Other
None

Attestation

25. Have you been convicted of a felony since your last application?
No
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26. Have you had any disciplinary action taken against you or any such actions pending by another State's licensing/certification
authority since your last application?
No

By completing this renewal online, | verify that all the information | have provided is accurate and that | satisfy the renewal
requirements that apply to my license.

Important Note

Please note that you will receive your new licensing documents (2 wallet-sized cards and 1 suitable for posting) during the third
week of next month. DO NOT submit the hardcopy renewal application with an additional fee.

To continue processing your renewal, please click "Next" below.

On the review screen, click "Add to Invoice."

On the top right of the invoice screen, you will be given the option to "Pay Invoice" or "Print Invoice." When you are ready to pay
the renewal fee, choose "Pay Invoice" to process your credit card payment.

Thank you for processing your renewal online.

Review
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Renewal - 1.017586

Name MARK A BLUMENFELD MD
Credential 1.017586
Fee Details
Renewal Application Fee $565.00

$565.00

Address Maintenance

Demographic Information

2. Please provide your Date of Birth.
02/06/1945

Workforce Survey Introduction
Dear Licensee:

Thank you for renewing your license online. It IS NOT necessary that you mail your hardcopy renewal application to the
Department after you have renewed online.

The purpose of the next several questions is to allow the Department of Public Health to collect valuable workforce data
that is currently unavailable but critical in identifying and addressing healthcare workforce shortage issues.

Thank you for assisting the Department in this important initiative.

Current Workforce Status in Medicine

3. What is your current work status in Medicine?
Inactive in the profession

Workforce Survey
4. In the next 12 months, do you plan to (please mark all that apply):

5. If you are NOT working in your licensed profession, please indicate your plans for returning to work in your licensed field.
6. Please provide the number of hours per week that you provide DIRECT PATIENT CARE in your primary professional position.
If you do not provide hours in this category, please indicate O.

7. Please provide the number of hours per week that you work as an ADMINISTRATOR/MANAGER in your primary professional
position.

If you do not provide hours in this category, please indicate 0.

8. Please provide the number of hours per week that you work as an EDUCATOR/FACULTY in your primary professional position.
If you do not provide hours in this category, please indicate O.

9. Please provide the number of hours per week that you work as a RESEARCHER in your primary professional position. If you do
not provide hours in this category, please indicate 0.

10. If your primary profesional position is in a category other than those above, please provide that category in the box below and
indicate the number of hours per week.

If you do not provide hours in this category, please indicate 0.
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11. Please indicate the setting of your primary professional employment.
Enter comments if "Other" is selected.

12. Gender

13. Race: Choose all that apply:

14. Ethnicity: Please choose one:

Practice Location

If you are providing direct patient care, please identify the location of the primary site where you spend the most time
providing direct patient care.

15. Address 1
16. Address 2
17. City

18. State

19. Zip Code

Primary Source of Payment
What percent of your patients have the following source of Payment?

20. Medicare
None

21. Medicaid
None

22. Self-Pay
None

23. Private Insurance
None

24. Other
None

Attestation

25. Have you been convicted of a felony since your last application?
No

26. Have you had any disciplinary action taken against you or any such actions pending by another State's licensing/certification
authority since your last application?

No

By completing this renewal online, | verify that all the information | have provided is accurate and that | satisfy the renewal
requirements that apply to my license.

Important Note

Please note that you will receive your new licensing documents (2 wallet-sized cards and 1 suitable for posting) during the third
week of next month. DO NOT submit the hardcopy renewal application with an additional fee.
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To continue processing your renewal, please click "Next" below.

On the review screen, click "Add to Invoice."

On the top right of the invoice screen, you will be given the option to "Pay Invoice" or "Print Invoice." When you are ready to pay
the renewal fee, choose "Pay Invoice" to process your credit card payment.

Thank you for processing your renewal online.

Review
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) Physician Profile Survey
. Please Print or Type and Provide All Information Requested in Each Gectlon

Biograglucal and Current Practice Information

CT License Number: O35y é Social Security No.: _ = — __
_ast Name: BLumeVEse) First Name: 7 4 £k ; m: A
Telephone No. (Where you may be reached, 8:30 a.m.-4:30 p.m. ( “ / 6 Y 2 33 - 77 é (/7
Are you currently practicing medicine in Connecticut?\g[ YES [] NO )
Primary Practice Location-Name of Practice: DYy S fé/foa/// ' Ce),~ ZZ

Address: 3L 0 Nk T St

City, State Zil-): /ézt‘v—f’é: A R (— ?L' OE 0

List of languages, other than English, spoken at practice location:

&S;ﬁt‘vru S‘L

Other Practice Location(s)-Name of Practice:

Address:

City, State Zip:

List of Languages, other than English, spoken at practice location:

Please list the Connecticut hospitals/nursing homes at which you have staff privileges:

Name/City, State Name/City, State
ST Frneye e A T '
/7¢fi :;::~£ﬂ] /l é?é&/2j2(ﬂ<{ CE%TL

2. Medical School ) .
Medical School: __ (/nivzors, Lud /OMJ«LM,, e //‘g{, éw A {/ e i Year of Graduation ~ %7 7

*...#‘.‘.‘..““.“'#‘#‘..“"t‘.t“‘t“‘t‘Oit“"tt‘tl#t‘#“‘t#.“#"##t".“#tt“.t#“‘#‘##t‘tt‘tttt.“#t‘ttt###




3. Post Graduate Training (Please list your postgra:i&ale training) . ,
Site: ) . 19 =8 4 Afvusf { /e /ty ;)m/&n / City: / 7= { 1/"’7/ Country: C""N'i »’(“/

Anclusive bates: From: 7 / i /2 ¢ To: é'/ G 28 ntern [] Resident [ Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine):
t####**##***t***t**********#*#*****#***#*********************t****************************************************

Site: ;77" ﬁ-f?-ﬁmﬂ szrﬁ. City: / "7,2«/ _ Country: (S A

/A /
Inclusive Dates: From: 1) 170 To: £ 1 2v | 7 ‘4 O Intem\g Resident [] Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine):
************************t***********#***********************************#*******#****************#****************

Site: City: Country:
Inclusive Dates: From: / / To: / / (] Inten [] Resident [] Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine):
***#****************#****#***##***#**#******###****#*********************#***##****

s sk ok o ok 3 ok ok ok ok ok ok ok ok ok ok ok ke ok ok R kK ok Rk ok ok kK K
Site: City: Country:

Inclusive Dates: From: / / To: / / [ Intern [ Resident [ Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine):
Rk Rk kR Rk Rk Rk kR kR Rk Rk R Rk Rk R AR KR XX

‘**###************#*********#*****##*********#***********#*********###

Site: City: Country:
Inclusive Dates: From: / / To: / / [ Intern [J Resident [ Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine):
**‘ttttt###*t**‘t*t#**t#*tt*##t‘#####“*#**##*******#*#**t##*#*#

sk ko okok Rk kok koK k R kokok Rk kR Rk kR kR Rk kR KRRk

Site: City: Country:
Inclusive Dates: From: / / To: / /

[ Intern [] Resident [ Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine):
T e ey s22 233 SE 2 2222 222 22 2 b Lt b

4. Specialty Area/American Board Certification
Practice Specialty: =2 74‘5 e -~ 4) MM/:/ ., Practice Sub-Specialty:
and sul ble §pecialties)

***#it*##t******##ti*###**#t*###*t*#**#*****#*********##***tt******

(Please use the hed table of specialti ub-specialties for a list of
Practice Specialty: Practice Sub-Specialty:
(Please use the hed table of specialties and sub-specialties for a list of acceptable specialties)

Please list current certifications held by the American Board of Medical Specialties or the American Board of Osteopathic Medical Specialties

American Board of: Date Certified: / /
American Board of: Date Certified: / /

American Board of: Date Certified: / /

####t#‘tt‘#ttt‘t"itttt“‘#ttt‘tt*#‘ttt##t#lt#tttt

t“‘t‘“#*#t*tt‘t#.'##ttt‘#tt*##‘t#"t“t*##t*tt##t*t#!*ttt##‘t#
5. Medical Educational Responsibilities (This Section is Voluntary)

Are you a member of the faculty of a Connecticut medical school? &}/es 0O No

If Yes, Please indicate which one.

[0 Yale University Medical School KUniversity of Connecticut School of Medicine

Do you have current responsibility for graduate medical education? \BYes O No
.“..““#“‘.‘Q“".““‘t““‘.“t“““‘t'“"‘l#.‘ltt‘#‘

6. Publications in Peer Reviewed Journals/Professional Services Offered/Activities and Awards (This Section is Voluntary, but provides
you an opportunity to highlight accomplishments, ABMS Board Eligible status or special interests.)

FEEEEEBE AR AR A R R R R R R ER R AR XXX R RRER LR KRR KR KKK SRR RS

If you include publications or awards, please use the following format:

For publications: Include name of journal, title of article and date published.




For awards: Include name of entity issuing award, title of award, and date received.

1.

-

© P N o AW

10.

7. Medical Malpractice History

Date Resolved Amount Paid Practice Specialty Related To Payment

Non”
=

8. _Hospital Discipline Within Last Ten (10) Years - In Any State

Hospital, City. State, Country

/ o /
5T
7

1=
I
14

Disciplinary Action

i
9. Felony Convictions Within Last Ten (10) Years - In Any State

Date of Conviction Conviction

4/&»—‘//’
/
e

‘.“##‘““"‘.“#*l##ttt‘t“#‘#t‘ttt##lt*ttttt##t“#t"t“#tt“t#t##t“t#*#tt######“###*'*tt*tt#*##t*#*#*#***t#‘

ATTESTATION

I hereby certify that to the best of my knowledge, the information contained in this profile is true and accurate and understand that providing
false information may be grounds for sanction, which may include suspension or revocatiop of my license to practice medicine in Connecticut.

/7“%7%//7// £ o5 SO0

Signature Date

Please return as soon as possible, but no later than 60 days from the postmarked date of this survey. You may send it via facsimile to
“Physician Profiles” at (860) 509-8457 or by mail (please use the enclosed, addressed envelope) to:

Department of Public Health
Physician Profiles
410 Capitol Ave., MS # 12 APP
PO Box 340308
Hartford, CT 06134

If you have questions, please contact this office at (860) 509-7557.
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This profile contains information that may be used as a starting point in evaluating a health care provider. This profile should not,
however, be the sole basis for selecting a health care provider. Please direct questions and comments about this profile to:
Connecticut Department of Public Health, Physician Profiles, 410 Capitol Ave., M.S. 12 APP, P.O. Box 340308, Hartford, CT 06134-
0308, oplc.dph@ct.gov.

Name MARK A BLUMENFELD MD
Credential 1.017586

Current Practice Locations

1. Are you currently practicing medicine in Connecticut?
Yes

2. Are you actively involved in Patient Care?
Yes

3. Enter your practice locations

Practice Name JAddress 1 |Address |Address |City State Zip Primary Languages Spoken at
2 3 Code Practice this Location

Summit Medical [360 Market Hartford|Connecticutf06120 |Yes

Center St.

Connecticut Staff Privileges

4. Indicate the Connecticut Hospitals or Nursing Homes for which you have Staff privileges.
Facility Name City State
SAINT FRANCIS HOSPITAL AND MEDICAL CENTER
MT SINAI HOSP

Medical School

5. Medical School
Universidad Autonomao De Guadalajara

6. Enter the Year of Graduation from Medical School
1974

Post Graduate Training
7. List your postgraduate training:

Site Name City State Country Start Date |End Date |Level Type
Saint Francis Hospital and Medical Center {Hartford |Connecticut [UNITED STATES |07/01/1975 |06/30/1978 |Resident
Dalhousie Medical School Halifax CANADA 07/01/1974 |06/30/1975 |Intern

Specialty Area/American Board Certification
This physician has reported the Certification information below. For more information regarding Board Certification please contact:

o The American Board of Medical Specialties at www.abms.org, or
o The American Osteopathic Association at www.am-osteo-assn.org.

8. Please indicate practice specialties, subspecialties and the date you were certified by ABMS or ABOMS.
Ispecialty |subspecialty |certifying Board |Certification Date |

Medical Education Responsibilities
9. Are you a member of the faculty of a Connecticut medical school?
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10. Select the state medical schools at which you are a member of the faculty.
University of Connecticut School of Medicine

11. Do you have current responsibility for graduate medical education?
Yes

Publications, Professional Services, Activities, and Awards
12. Publications, Professional Services, Activities, and Awards
[Publisher/issuer JTitle/Award Name |Date |

Medical Malpractice Information
13. Indicate your malpractice insurance carrier:

14. Indicate the Medical Malpractice Payments you have made within the past ten years.
Some studies have shown that there is no significant correlation between malpractice history and a physician’s competence. At
the same time, consumers should have access to malpractice information. This profile contains information about the malpractice
payment history of the physician. Payment amounts have been placed into three statistical categories: below average, average
and above average. To make the best health care decisions, you should view this information in perspective. You could miss an
opportunity for high quality care by selecting a doctor based solely on malpractice history.

When considering malpractice data, please keep in mind:

o Malpractice histories tend to vary by specialty. Some specialties are more likely than others to be the subject of litigation.
This report compares physicians only to the members of their specialty, not all physicians, in order to make an individual
physician’s history more meaningful.

o This malpractice information reflects data for the last 10 years of the physician’s practice. For physicians practicing less
than 10 years, the data covers their total years of practice. You should take into account how long the doctor has been in
practice when considering malpractice averages.

e The incident causing the malpractice claim may have happened years before payment is finally made. Sometimes it takes
a long time for a malpractice lawsuit to move through the legal system.

e Some physicians work primarily with high-risk patients. These physicians may have malpractice histories that are higher
than average because they specialize in cases or patients who are at very high risk of problems.

o Settlement of a claim may occur for a variety of reasons that do not necessarily reflect negatively on the professional
competence or conduct of the physician. A payment in settlement of a medical malpractice action or claim should not be
construed as creating a presumption that medical malpractice has occurred. For example, an insurer may choose to
settle a case even if the physician opposes such settlement.

You may wish to discuss the information provided in this report, and malpractice generally, with your physician.

Payments made by or on behalf of this healthcare provider:

Resolved Date Payment Category Specialty
06/05/2003 Average Obstetrics and Gynecology

Connecticut Hospital Discipline

This section contains categories disciplinary actions taken by hospitals during the past ten years which are specifically required by
law to be released in the physician's profile.

16. Hospital Discipline
[Hospital Name Icity [state  |Country |Discipline Date IDisciplinary Action |

Other State License
18. Indicate States outside of CT where licenses are held.
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State Disciplinary Action

New York No

Connecticut Licensure Disciplinary Actions

19. The following lists any past disciplinary actions taken against this licensee. If there is no data present, there have been no

disciplinary action taken.

Date of Action Action License Status
09/19/2000 Consent Order ACTIVE
05/21/1996 Consent Order ACTIVE
Felony Convictions
20. Felony Convictions within the previous ten years.
|Convicti0n Date |Conviction |

Profile Attestation

| hereby certify that to the best of my knowledge, the information contained in this profile is true and accurate and
understand that providing false information may be grounds for sanction, which may include suspension revocation of my

license to practice medicine in Connecticut.

21. Enter the date.
01/22/2011

Review
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dERTIF IED MAIL - RETURN RECEIPT REQUESTED NO.

. m—

-~ STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
BUREAU OF HEALTH SYSTEM REGULATION
DIVISION OF MEDICAL QUALITY ASSURANCE

In Re: Mark Blumenfeld, M.D. Petition No. 930720-01-130

I e

CONSENT ORDER

WHEREAS, Mark Blumenfeld of Hartford, CT (hereinafter "respondent") has been
issued license number 017586 to practice as a physician by the Department of Public
Health (hereinafter "the Department") pursuant to Chapter 370 of the Connecticut

General Statutes, as amended;

WHEREAS, respondent’s license has been subject to an Interim Consent Order, approved
and accepted by the Connecticut Medical Examining Board (hereinafter "the Board") on
September 19, 1995, and extended from time to time thereafter (true and complete copies

of the Order and extensions are attached hereto marked Attachment “ )

B WHEREAS, the Department alleges that:

1.  While undertaking two surgical procedures, respondent in one instance provided
pre-operative and in another instance post-operative care which deviated from the

minimal standard of care in this State.



2. The above described facts constitute grounds for disciplinary action pursuant to

Connecticut General Statutes Section 20-13¢(4); and,

- -~ ~ —

WHEREAS, respondent, in consideration of this Consent Order, has chosen not to contest
the above allegations of wrongdoing but, while denying guilt or qui:gdoing, agrees that
for purposes of this or any future proceedings before the Board the above allegations in
this Consent Order shall have the same effect as if proven and ordered after a full*hearing

held pursuant to §19a-9, §19a-14, and §20-13c(4) of the General Statutes of Connecticut.

NOW THEREFORE, pursuant to §19a-17 and §20-13¢(4) of the Connecticut General
Statutes, as amended, and taking into conside-ration respondent’s compliance with the
Interim Consent Order, the parties hereby stipulate and agree to the following:
1. Respondent's license number 071586 is hereby reprimanded.
2. Respondent shall at all times refrain from performing more procedures than he can
safely and competently perform within acceptable standards.
3. Respondent shall comply w1th all state and federal statutes and regulations
applicable to his licensure.
4.  Respondent shall understand that this Consent Order is a matter of public record.
5. That this Consent Order is effective on the day it is accepted and ordered by the
Board.
6.  That the Department's allegations as contained in this Consent Order shall be

deemed true in any subsequent proceeding before the Board in which his



6.

10.

That the Department's aliegations as contained in this Consent Order shall be

" dé€med true in any subsequent proceeding before the Board in which his

compliance with §20-13c(4) of the General Statutes of Connecticut, as amended, is
at issue.

That this Consent Order is not subject to reconsideration, collateral attack or
judicial review under any form or in any forum. Further, that this Order is"ﬁé;t'.,gs :
subject to appeal or review under the provisions of Chapters 54 or 368a of the |
General Statutes of Connecticut, provided that this stipulation shall not deprive
respondent of any rights that he may have under the laws of the State of
Conne'ét.icut or of the United States.

That this Consent Order is a revocable offer of settlement which may be modified
by mutual agreement or withdrawn by the Department at any time prior to its being
executed by the last signatory.

That respondent permits a representative of the Legal Office of the Office of
Special Services of the Department to present this Consent Order and the factual
basis for this Consent Order to the Board. Respondent understands that the Board
has complete and final discretion as to whether an executed Consent Order is
approved or accepted.

That respondent has the right to consult with an attorney prior to signing this

document.



-~

I, Mark Blumenfeld, have read the above Consent Order, and I stipulate and agree to the
terms as set forth therein. I further declare the execution of this Consent Order to be my

free ;tct—;'ld deed.

Mark Blumenf D.

Subscribed and sworn to before me this ‘ { ) day of M(L\,{ 1996.

(o (1 \

Notary Public or person authorized
by law to administer an oath or
affirmation

MY Qommissionexpives: 1A
The above Consent Order having been presented to the duly appomted agent of the

Commissioner of the Department of Public Health on the 1’3 day of _/* % -

Stanle§ K. Peck, Director
Division of Medi¢al Quality Assurance

1996, it is hereby accepted.

The above Consent Order having been presented to the duly appointed agent of

the /:%7 onthe Z/ Z day of /”VU7

1996, it is hereby ordere& and accepted.

BY: /U/Q@@‘W =D

Richard M. Ratzan, M.D., Chairman
Connecticut Medical Examining Board

GDB
Blum?7
5/96



In re. Mark Blumenfzld, M.

§TATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
BUREAU OF REGULATORY SERVICES

Paution No 9%1113.501-206

CONSENT ORDER

WHEREAS. Mark A, Blumenfeld o West Hartferd (hereinatter "tespondeni”) has been issied

lie

ensc number © 1 -03 7586 to practice as a physiciai strgeca by ine Departmens of Puhiic Haalth

(hereinafter "the Department”) pursuant o Thapter 370 o7 the General Suarutes of Conrectiou,

as amended; and,

WHEREAS. the Depertment allegss that:

1

v

Durng 1997 1998 and 1999, respondent self nrascrised Suadol ussal spray for diagnesed
¢luster graine headaches.

During 1997 und 1998, respondernt wrote over 40 nreserptions for the controled suostanc
Swgo! 1o Connie Polomsky, an L.F N. who werked for bim.

During 1998 and 1999, respondent used an alias w write prescriptions for the controilzd
substance Stadol for his former wife. Karrie Ellis.

Om approximately Marca 22, 1999, respondent wrote 2 nrescription for the controlied
substance Stadol for Ellen Markowitz st 2 fictitious address.

Or approximately March 22, 1999, respondent picked np the prescription rererred to in
paragrapn 4.

On ap;ioximately March 22, 1995, Ellen Markowiiz was not 2 patient of respondent’s.
On approximately March 29, 1999, respoadent entercd into ar. Agreement Conceming

Connecticut Contrelled Subsiance Cenificate of Registration with the Connretic 2t
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Department of Consumer Protacrion. The agreement proviged that respondent vwould not

dispense, administer or prescribe controlled substances (0 himself, members of his family
«r Cernie Poiomsky, except in the case of a mediczi emergency.

Dur.ng the period fram Apn! througk July of 1999, respondent self prescribad the

:7‘,

controlled substance Stadol ¢n at least ning 0ccasion:s, 10 vioiation of the Agreement
referenced to in paragreph 7.

9 Onapproximatzly August 19. 1999. respondent voluntarily surrendered his Cenneencut
controlied substance regisiration to the Department of Consumer Proteciion.

13, The above deseribed facts constitute grounds for disciplinary action pursiant to the

Gerne-al Stztutes of Conrezusuy, §20-13¢, including, but not himited to

a. $26-13c(3Y;
b 320-13c(d); and or.
¢ §E6-13e¢(5N

WHEREAS. respondent, in consideration of this Consent Order, has chosen noi to contest this
matter and agrees that for pucposes of this or any future proceedings before the Connecticut
Medcical Examining Boara (hereinafter "the Beard”), thus (Consent Crrder shall have the same
affect as if p-oven and créered after a ful’ heering held pursuant to §§192-10, 152-14 and 2G-13¢
of the General Stat:tes of Connecticut
N OW THEREFORE., pursuant to §319a-14, 19a-17 and 20-13c of the General Starutes of
Connecxicut. respendent hereby stpulates and agrees to the followiny
. Respondent waives his right to a heanng on the meriis of this matter,
2 TRespondent's license shall be pluced o nrobation for a period of five years under the
follow:ng tenns and conditions:
a. sspondent shali perticipate in reguiacly scheduted therapy at his own expense with
» lcensed psychiatnst or psychciogist pre-approved by the D=partment (hereimatier

‘therapisi™)



o
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12,

{4}
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Respondent shall provide a cepy o this Consent Order to lis taerapist.
Respondent’s therapist shal! timisi written condirmation ‘o the D2purment of
iis OT ner engagement i that capacity and receipt of a copy of thits Consent
Order within fifieen (15) days of the effestive date of thus Conseat Order.
if the therapist deterrnines trat therapy is no longer necessary, that a reduction
in fraguiency of therapy sessions is warranted, or that respor-lent shouid be
transferred 10 ancther therapist. the tierapist shall advise the Department. and
the Departren: shall pra-approve said iermination o1\ aps. reduction in
freguency of therapy sessions, cnd o1 respondent's transfer 1o another
therapis.
The therapist stall submi® reperts manthly for the duation of probattorn.
which “hail address, bur not necessarily be limit=d to, respondent's zhuity o
nvactice rmedizing in an alcoho! aad substancs free state safely and
compecrtly. Said reparts shall continue unt:l the therapist determines that
‘Jreravy is no longer aecessary or the peried of probatior: has terrinated.
The therapist shal! icupediaiely no:ify the Departinent in writing 1f che
therapist believes respondent’s continued praciice poses a danger to the
nublic. or 1t responcent discontinues therapy and’or ferminsies his or her

S2IVICES

During the entire five year probation, espeadent shall refrain from the ingsstion ot

aleohol in anv form and the ingestion, irhalation, injection or other use cf uny

controlled substance anu/or ‘ezend doug unless prescribed cr recomimended or &

isgitimate therapeutic purpose by & heensed health care professional authorizad o

presciibe medizations. 'ni the event a medical cordition ari£os requiring treatment

atilizing controlied substances, iegend drugg, or aleohol in any form, respondent
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shalt noatfy the ['epartmans and, upon reguest, provn de much Vi J0uHneriatior

~

;1)

AR

|

4)

she weaiment as s daonied nacesaury by the Diepartment

During the ficst Two years > the prodetionary period, responders shill srbrm
to random nbserved unnz screens A aicehol controlizd substences, and
t:zend drugs at feast twice per week: durin the third. fovrrth and fifth vears.
he siall subr o such screens ar least onc: each week. Respuncent shall
subenil [0 sueh screers on @ more Teguent hasis if requested 1o de se by the
tnerapist or th2 Depertment. Fard screeas shall ve administerec kv a facility
spproved by the Departmiert. Al such randomn sereens siall e legaily
defensiple in that ths spemimen - nor and cham of ¢ stody shalt be identified

Mraughon the serecning procers. Adl iedorarory reports ziall state thacthe
chai= of custosw pracedurs has deen followed

Responder’ sha'l cause to have the facility provids raorih!y revorts i the
Department on the urine sereens for aleohol, contretled substances and legend
drags. Al such screens shail be negative for alcohel, conaolled subsiavues,
ad legend drags except for medicauions prescribed by respondent’s
phvsician. If respordent has u positive urine screen. *he faciloy shail
amediatelv notify tne Deparmernt. All pestdve raiddom drug and alechol
screens sheil »e contirmed oy gas ~hromatogranhyinass Speciremetss testing.
Respoadent understands and agree: that i¥ te fails € submi: a urine sample
when requestzd by his momtor such mussed screen shali be decemed g pesitive
screen.
Respondzrs shall nonl™ each of his healtk czre professionzls cf al!

medicaticas presciibed for him by any and gl other health care professionals.
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(51 Respondent is bereny advized thzt the ngesuon ol poppy sewds and
moutiwash has from tne to tie. been rarsed o8 a dafemse 0 a posiive
screen result for morpline, gpraces ancor aicohol  For thar raason, respomlent
agress to refrain from ingesiing poppy seeds ir any food substances, and
woathwash during “he term ¢f this Cousent Order. in the evear respondent
has a positive screen: for norphine, opiates and/ar alcohol, responCart agrees
that the ingesuor of poppy seeds and or moutawash shail a0t constiiuLe a
qefenss to such 4 screen,
Respomdent shall nrovide hiz empioser. parter ard’or associaie at anv aospiial.
olonic. parmership and’ar associatior 2 which he 15 emploved or with which he s
affiiiated or has privileges at each place where raspor:dent rraciicss as a
physician‘sgear througrout the probatiorary pericd witp a copy of this Cousent
Order within fiftecn i 13) davs of 1ts effective date, or within fifteen (15) devs ¢
commencemer. of employrent at a new facility. Respondent zgress w provide
reports from such empisyer monthly jor the duration of probation, stating hat
respondent is practicing «ith reasonable skil! and safety and in an clechol and
s Jbstence-frec stat2
N ring the period of probanei, respondent shall only practice medicine inan offce
and practice zetting thar includes other physiciuns.
Respodan hereby agrees taat the Departimient may provide a8 copy of thie Consent
Order to £1) the Separtment of Consurner Protection, Drug Control Drvision and (2)
siv. Federal Drug Enforcement Adminisiration, 30 long 4 thev cach agree 0
raz'nrgin the confidenniaiity of this Congent Order. The Department shall secure
such zaveements, in writing, and provide a copy of such agreements 10 respoadent

prior o relzasing this Order =0 such entities.
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Al conespondence and reports ars ta Ye acdressed to:

Bonnie Pinkerton, Narsz Consultany
Department of Public Health
Division of Heaith Sysiems Regu.atics
410 Capiiol Avenue, MS #:21:SR
P.O. Box 340308
Haxford, CT 06134-030%

All reports requivac by the terms of this ©onsent Order shall be due acrording 1w 4

schedule to be established by the Departmenl of Pubiic Health,

Resocnden: shall comply w:th afl state and federal siatutes and reguiahons applicable to

his loensure

Fesporcent ahiall pay all cusrs necessary 10 commply wiith this Cousexi Order.

Ary &leged viclaticn of any srowvision of this Consent Order may resu't i the felowing

procedmes at “he discretion cf the Department

w

The Deoartmen: shall notify respondent in writirg by firsi-cings mat! that the term(s

of this Consent Ocder have been violated, nrovided that o prer writien consent for

deviaticn from said termi{s) has been granied

Said -wtification shall include the 2cts or onission(s) which violaie the teren(s) of

this Consent Order.

Respondent siall bs allowed ‘iftecn (15 Gays from the date of the mailing of

no-ification required in paragreph 7a above o Gemonstrate to tha satisfaction: of the
epartmant taat e has corplied with the terms of this Consent Crder or, mn the

:sltemnat.ve, thai bz has cared the violation in question

If respondeant Ji &5 not demonsaate compliance or cure the vivlation by the lirnited

fiftcer. (15) da date sertain contained i the notification of viclation iv loe

satisfaction ¢ the Department, be shall be entitled w a hearing befors the Boerd

shich shal! make a final getermination of the disciplinary action to be taken.
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e, Evidencepresented 10 2 Bard by eitner the Departiment o7 respondent. in an such
hearing shall be limited to the alleged violation(s) or the wenmdsi of this Consent
Order.

"0 ihe avent respondent vicle es any & of thrs Coosent Order, respondent agrees

imened:ately 1o refrain Tom practicing 25 a phsician, vpon ragues: by e Deportment,

with notice to ihe Board for a period not 10 axcead 45 days. During thar time period,
respondent further agrees to cooperate with the Department in its iavest: gation of the
violation, and to submit 1o and compiete a medical, psychiatne and’or psvehological
evaluaiion, if requested to do 50 by the Department; and, that iie results of the evaliation

snall be submmiited directly to the Departiment. Respondent further ugrees that fatlure 1o

cooperate with the Deparum=ai ir its investigaiion during said 4§ day poriod shall

sonssitute grounds for ihe Department i zeek 2 sumnary cusoensicn ¢f resprudent’s
tcerse In any such surmmary wction, raspondent stipulates that his failure o cocperate
with 1he D. parument's mvestigation skall constitute 40 admission that nis cenduct
constitutes a sleur and immediate dager us required pUrsua: 1o the Generai Stawtes of

Conneeiiei, sections 4-182(c) and 19&-17(2).

In the event respondent violates any term of this Consen, Urder, sad violation may alzc

constitute grounds for the Department 10 S€¢K 2 Summary suspension of his license bafere

rhe Board

I ezal nosice shall be sufficient if sent to respondert's lust known address of record

veportad ta the Licensare and Regisation Section of the Division of Heulth Systems

Regulation oi the Department.

Tuis Consent Order is effective on the first day of Novamber 2000,
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Respoadent agrees tiaf this Consest Order sha!l e desmed gpublic docurnen:, and the
Department's allegations as ontained iz this Consent Order shall be deemed tru< in any
susequznt proceeding before the Board in which his compliance with this Consent Order
or with §20-13c of the Generai Statuies of Conrceticut, as arended, is at issue
Anv extension of time or grace period for reportirg granted by the Department shall not be
a waiver ot preclud the Departmert from taking action at a later time. Tae Department
shall not be required o grant future extonsicns of tire or grace periods.
This Consent Order and tenns set furth Rerein are not subiect fo rec onsideration, collateral
anack cr judicial review under any fom cr ‘n any forum, Further, this Order is not subjert
10 appzal or review under the provisions of f apters 54 or 3682 of the General Statutes of
Connecticat, provided that tois stipaianicn shail not deprive respondent of any rights that
hie may have under tne laws of the State of Connecticut or of e United States.
Tris Consert Order is a revocable offer of setilement which may be modified by mutuai
agreement or withdrawn by the Department at any 1ime 9rior 1o its heing executed by the
jast signatcry
.Respcndent permits a reprasentative of the Legal Office of the Bureau of Regulatory
Services to present 'his Consent Order ard the fastual basis for this Consemt Order to the
Board. Respondent understands that tte Board has compiete and final discretion as to
whether this executed Consent Order is approved or accepted.
Responden: understancs and agrees that he is respousible for sarisfying all of the terms of
this Consemt Order during vacations and other periods in which he is away from his
residence.

Respondent has the right to consuit with an attorney prior to signing this document.

(e
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1. Mark A. Blamenfed. have tead the above Consent Order, and I stipulate and agres to the

terms os set forh therein. 7 rther Ceclare the exacuuon of +mis Consent Order £ be my r2e act

;nd deed.

‘.
“eed e

Mark A, Blumenfeld

Suhscribed and cworn 1o Helore rue thig _J Z) i "Gay of SF PTEMN 2, 2000

(L i U7 J.Li

Notary Public or persen .mthonzcd LOU“.

hy law 10 admmsterﬁuahm
oTARﬂ

apted 1o the duly cppotnted agent < f the

Coamissionst of the Depertment of Pyblic Hearzh o e _ ‘, Q,_ k fayv ol

é—Q o @:& 2000, it is hereby aceepted.

Thz above Consent Drder having hesr, pres

Karhicen Zamvella, Dgctor

Division of Health Systems Regulation

The above Consent Crder having deen presenr=rt to the culy appointed agznt of the

Connecticut Medical Examining Board on the l i Th day of

W 2007 it is hereby ordered and accepred.
U
Ppurg DA[W M}\

Conecticut \Iedlca‘ EXAMIILng

5. mirblumenfridegal ca2 §.00



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

November 10, 2005

Mark Blumenfeld, MD
65 Pine Hill Road
Avon, CT 06001-2705

Re: Consent Order
Petition No. 981113-001-206
License No. 017586

Dear Dr. Blumenfeld:

Please accept this letter as notice that you have satisfied the terms of your license probation,
effective November 1, 2005.

Notice will be sent to the Department’s Licensure and Registration section to remove all
restrictions from your license related to the above-referenced Consent Order.

Please be certain to retain this letter as documented proof that you have completed your license
probation.

Thank you for your cooperation during this process.

Very truly yours, )ﬁ

Bonnie Pinkerton, RN, Nurse Consultant
Practitioner Licensing and Investigations Section

cc: J. Filippone

Phone: (860) 509-7400
% Telephone Device for the Deaf (860) 509-7191
410 Capitol Avenue - MS # 12HSR
P.O. Box 340308 Hartford, CT 06134
An Equal Opportunity Employer



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

September 4, 2012

TO WHOM IT MAY CONCERN:
LICENSURE VERIFICATION

Please be advised that Connecticut General Statutes, certain matters involving the investigation and rehabilitation of
Physician/Surgeon remain confidential. Therefore, in response to your inquiry regarding the status of the
Physician/Surgeon identified below, at this time we are providing only publically disclosable information. In order
for this office to confirm or deny whether there is any confidential information relevant to your inquiry, a release
form from such Physician/Surgeon must be provided.

IF YOU WISH TO ESTABLISH WHETHER CONFIDENTIAL INFORMATION EXISTS CONCERNING THIS
Physician/Surgeon, PLEASE HAVE HIM/HER SIGN THE REVERSE SIDE OF THIS FORM, WHICH
CONSTITUTES A RELEASE FOR SUCH INFORMATION, AND RETURN IT TO THIS OFFICE. PLEASE
NOTE THAT ONLY THIS DEPARTMENT’S RELEASE FORM WILL BE ACCEPTED.

This is to certify that the records of the Connecticut Department of Public Health indicate that:

MARK A BLUMENFELD MD

Was issued Connecticut: Physician/Surgeon License
Date of Issuance: 03/15/1976

License Number: 17586

Expiration Date: 02/28/2013

Status of License: ACTIVE, PRIOR DISCIPLINE

Past or Pending Disciplinary History: Yes

Sincerely,

AL,L_} . Q2 . C,QJ\A%,’Q/\
Stephen B. Carragher
Health Program Supervisor

Office of Practitioner Licensing and Investigation

Printed by: Jan Cordero

Phone: (860) 509-7603
Telephone Device for the Deaf (860) 509-7191
410 Capitol Avenue - MS # 12 APP
P.O. Box 340308 Hartford, CT 06134
An Equal Opportunity Employer



