e

ﬁf&ﬁ? Bf EEEH %mpghim ALBERT ;?S;E:TE;?;;SM.D,_J 0.

PRESIDENT
g} LAWRENCE W. O'CONNELL, Ph. D.
BOARD OF REGISTRATION IN MEDICINE VICE PRESIDENT, PUBLIC MEMBER
2 INDUSTRIAL PARK DRIVE SUITE 8 MARCEL R. DUPUIS, M.D.

ROBERT C. CHARMAN, M.D.
CYNTHIA S. COOPER, M.D.

MAUREEN P. KNEPP, PA-C
TDD Access: Relay NH 1-800-735-2964 ' PARAMEDICAL PROFESSIONAL

CONCORD, NH 03301-8520

TEL. (603) 271-1203

March 1, 1995

VIRGINIA A SIEGFRIED MD
Dear Dr. Siegfried:

This is to certify that you have been granted licensure to practice
medicine in the State of New Hampshire. Your license number 9388 1s dated
March 1, 1995. i

As soon as your engrossed certificate is received in this office, which
should take approximately one year, it will be forwarded to you. Until such

time, this letter is your full authorization for the privilege of practicing
medicine in this state.

Please keep this office informed of any change in home or office address.
Sincerely,

Katen laCroix
Administrator

KL/dg
Enc.
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PRESIDENT
LAWRENCE W. O'CONNELL, Ph. D.
BOARD OF REGISTRATION IN MEDICINE VICE PRESIDENT, PUBLIC MEMBER
2 INDUSTRIAL PARK DRIVE SUITE 8 MARCEL R. DUPUIS, M.D.

ROBERT C. CHARMAN, M.D.
CYNTHIA S. COOPER, M.D.
MAUREEN P. KNEPP, PA-C

TDD Access: Relay NH 1-800-735-2564 PARAMEDICAL PROFESSIONAL

CONCORD, NH 03301-8520

TEL. (803) 271-1203

Application No. [ £id5( .

I hereby apply for a license to practice medicine in the State of New
Hampshire as a Doctor of Medicine or as a Doctor of Osteopathy and submit the
following proofs, as required by the rules and regulations, formulated in
accordance with the laws of the State of New Hampshire, and enclosed a
certified check or postal or express money order for the application fee of
$250.00, check made payable to the "Treasurer, State of New Hampshire" - U.S.
Funds only. Application fees are non-refundable.

1. PERSONAL INFORMATION:
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Maiden

Name i |

Home Address o
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Office Address e
7 11
Date of Barti . o : Place of Birth_ . -
Social Security Numbe:y
2. ACADEMIC EDUCATION:
Name and Location of Institutions Dates Attended Degree Awarded
& ke 7 ,Jj - Ao e e { ; i /;r"f" Kd i =2
et CIfA [ na®y g~ il
(J g . '/.v. i __." &
< _jL; uf{ f‘ e
s fme f o e o
Gia




P

3. MEDICAL EDUCATION:

Name and Location of Imnstitutions
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5.

FOREIGN MEDICAL GRADUATES.

(a) Foreign graduates must submit a transcript of grades and proof of
graduation from medical school. Certified copies of these documents
with certified english translation is regquired.

(b) Foreign medical graduates must also submit original verification
directly from ECFMG documenting that the applicant currently holds
standard certification by ECFMG.

POST GRADUATE EDUCATION.

(a) Internship
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Program Location Dates

(b) Residency
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Program Location Dates

NH Requires at least 2 years of post graduate training. An official,
original letter from the residency program verifying internship and/or
residency is required.

Name of Examination Date of Completion Score

A National Board or FLEX score report form is enclosed. Please have an
official transcript of your scores sent directly to the Board. If
examination is by USMLE, LMCC or state examination, you must contact
these organizations and have an official transcript of your scores sent
directly to the Board.

LICENSURE:

Please list all states where you hold or have ever held a physician’s
license.

o) g
Vi e

You must obtain a verification from all states where you hold, or have
ever held a license. Verifications must be received directly from the
licensing authority. A form is enclosed for your convenience. Please
make coplies as necessary.
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15,

16.
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Are you certified by an American Specialty Board? /- YES NO
1f ves, please provide a notarized photocopy of such certification.

Yes No
Have you ever, for any reason, lost American Specialty x&f
Board Certification? £
Have you been denied required recertification by any
specialty boards? If yes, list each such boards and dates
denied. ' N
Has any medical malpractice claim been made against you
in the last ten years (whether or not a lawsuit was filed in N/
relation to the claim)? If so, how many?__.2 s

Have you ever applied for licensure or to sit for an
examination, or taken an examination, under a different name?

Have you ever been denied the privilege of taking or
finishing an examination or been accused of cheating or
improper conduct during an examination since you
graduated from high school?

Have you ever failed any of the following examinations: the

USMLE, the FLEX examination, any state board examination or

have you ever failed to gain certification from the National
Board of Medical Examiners?

Have you ever failled a foreign licensing or certification
examination?

Have you ever been denied a medical license, whether full,
limited or temporary, for any reason?

Have you ever had staff privileges, employment or appointment
in a hospital or other health care institution denied, limited,
suspended or revoked, or have you ever resigned from a medical
staff in lieu of disciplinary action?




Yes HNo

19. Is any investigation or disciplinary action pending, or has
any investigation or disciplinary action been taken against
you in the last ten years by any governmental authority, by :
any hospital or health care facility, or by any professional ./
medical association (international, national, state or local}? i

20. Have you ever voluntarily surrendered a license to practice
medicine or any healing art or allowed such a license to S
lapse in lieu of facing disciplinary investigation or action?

21. Have you ever withdrawn an application for medical licensure, N
hospital privileges or appointment, for any reason? ;

22. Have you ever been a defendant in a criminal proceeding
including driving while under the influence or driving
while suspended, but not including traffic offenses not ¥
classified as misdemeanors? S

23. Has your privilege to possess, dispense or prescribe
controlled substances ever been suspended, revoked, denied,
restricted or surrendered, or have you ever been charged,
investigated or warned by a state or federal agency based 4
on controlled substance issues? i

24. Have you ever had any emotional disturbance or mental illness
which has impaired or would be likely to impair your ability )Y
to practice medicine?

25. Are you now, or have you, during the past 5 years, been N
dependent upon alcohol or habituating drugs? :

NOTE ON QUESTIONS 23-25: The harm that befalls physicians and patients alike
when impairment goes undetected and untreated by the medical profession is
devastating. The Board wants impaired physicians treated in the early stages
of impairment before irreparable harm to the physician or patient occurs.

If you have answered "yes" to any of the above, please explain on the reverse
side. Attach additional 8 1/2" x 11" sheets if necessary.
26. A current curriculum vitae is required.

27. An official certified copy of your birth certificate is required.



28. Applicants must provide proof of commitment to practice medicine in N.H.
An original, signed letter on letterhéad must be submitted from a N.H.

hospital/health care facility or private practice where applicant will be
practicing.

29. A total of 4 reference letters are required. Letters of peference shall
be provided by the following individuals: %
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being duly sworn say that I am the person referred to ,in the above application
for a license to practice medicine as & Doctor of Medicine or Doctor of
Osteopathy in the state of New Hampshire: that I have studied the treatment of
human ailménts not less than four school years, received a degree of Doctor of
Medicine or Doctor of Osteopathy; and that all the statements herein
respecting age, academic and medical education, internship, state or national
board examination and license, good professional standing, and all other
statements made on said application are true in every respect, and that no
investigation or disciplinary action is pending or has been brought against me
by any state, county or local medical society, hospital or health care

facility or professional medical association, except as disclosed on this
application.
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T OFFICIAL SEAL

RARBARA SHLVER

Public-Caoliformia
108 ANGELES COUNTY
Wy Commission Bxpires
Sepiember 28, 19

Sworn to before me this
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THE STATE OF NEW HAMPSHIRE
BOARD OF REGISTRATION IN MEDICINE

(the following is to be filled out by the board)

Application received i

Fee paid

Check Number

License Number

Date of Issue




CURRICULUM VITAE
VIRGINTA STRGFRIED, M.D.

Current Position

Attending Obstetrician/Gynecologist
Cedars-Sinai Medical Center (CSMC)
Los Angeles, California

Clinical Instructor
University of California, Los Angeles (UCLA)

Committee Appointments, CSMC

-]

(-]

(]

Medical Executive Committee (1993-p1:ésent)

Advisory Committee, Department of Obstetrics and Gynecology

(1988-1989, 1993-present)

Risk Management Committee (1993-present)

Joint Practice Committee, Departments of Obstetrics and
Gynecology/Pediatrics/Nursing (1987-1988, 1993-present)
Reappointment and Peer Review Committee (1991-1992)

Professional Practice and Training

@ © o & o @ o

Private Practice, Obstetrics and Gynecology (1983-present)
Attending Obstetrician/Gynecologist, CSMC (1983-present)
Clinical Instructor, UCLA (1983-present)
Women's Clinic, Beverly Hills, CA (1983-84)
Los Angeles County Prenatal Clinics (1981-1982)
Planned Parenthood (1980-1982)
Obstetrics and Gynecology Residency
University of California, Los Angeles School of Medlcme
(July, 1980-June, 1983)
Obstetrics and Gynecology Internship
University of California, Los Angeles School of Medicine
(July, 1979-June, 1980)
Medical Education
M.D. (1979)
Columbia University
College of Physicians and Surgeons
New York, New York
Undergraduate Education
B.S. Biology (1975)
Stanford University
Palo Alto, California



Specialty Training

¢ Laser Surgery
¢ Pelviscopy

Teaching Experience

° Family Planning Clinic, Staff Physician, CSMC (1990-present)
e Gynecology Clinic, Staff Physician, UCLA (1983-1989)

Awards and Honors

e American Medical Women's Association Honors Citation (1985)
e Alpha Omega Alpha (1979)

Board Certification

¢ National Board of Medical Examiners (1980)
¢ American College of Obstetrics and Gynecology (1985)

Licensure
¢ (California (42637
Organizations/Societies

American Association of Gynecologic Laparoscopists
Fellow, American College of Obstetrics and Gynecologists
American Medical Association

California Medical Association

Los Angeles County Medical Association

Los Angeles County Women's Medical Association

Los Angeles County Obstetrical and Gynecologic Society
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COMPOSED OF MEMBERS NOMINATED BY THE
AMERICAN GYNECOLOGICAL AND OBSTETRICAL SOCIETY
AMERICAN MEDICAL ASSOCIATION
AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS
ASSOCIATION OF PROFESSORS OF GYNECOLOCY- OBSTETRICS

CERTIFIES THAT r

VIRGINIA SIEGFRIED

HAVING PURSUED AN ACCEPTED COURSE OF GRADUATE STUDY AND CLINICAL WORK, HAS MET THE STANDARDS
AND QUALIFICATIONS AND PASSED THE EXAMINATIONS REQUIRED BY THE AMERICAN BOARD OF OBSTETRIG
AND GYNECOLOGY. INC. SHE HAS THEREBY DEMONSTR ATED TO THE SATISFACTION OF THIS BOARD THAT
SHE IS POSSESSED OF SPECIAL KNOWLEDGE. AND BY THE AWARD OF THIS DIPLOMA HER PROFICIENCY
[N THE SPECIALTY OF OBSTETRICS AND GYNECOLOGY S RECOGNIZED AND SHE IS AN ACKNOWLEDGED
DIPLOMATE OF THIS BOARD
DECEMBER 13. 1983
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EXPIRES:

0673071997

VIRGINIA A STEGFRIED
EXETER HAMPTON 0B-GYN
3 ALUMNI DR #302 .
EXETER MH 03833~

EXPIRES:

6/30/98

VIRGINIA A SIEGFRIED, MD
EXETER HAMPTON OB-GYN
3 ALUMNI DR 302

EAETER NH 03833-
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STATE OF NEW HAMPSHIRE

Board of Medicine

Please check muoﬂo_o:mﬂm mailing ma%mmm

Name in full R‘: S\;
\K Place of mé@_o,\am:ﬂ, ot
Exeter Y
Business Tel: m,inu

i s e

Home Address _ ~ ey

Home Te : e
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STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
e 2 Industrial Park Drive, Suite §
Telephone #: 603-271-6934 £ Concord, NH 03301-8520
RENEWAL APPLICATION
For expiration on: 6/30/1090 Renewal Fee: $100.00

If you do not wish to renew your license, check here. D
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of any
change in address within 30 days of the change.

Specialty: ORG Board Certified: (Y/N) v
Please list ABMS Board Specialty: OB

Licensed in the states of: (2 letter state abbrev.)

CAMA
Please mark the box next to the address you would prefer to list as your mailing address.
Licensg'#: 9388 ; : File#: 10256
E/W ork Address: I:I Home Address:
VIRGINIA A SIEGFRIED, MD
TG POt ENETRRIAMPTON-OB-GYN-

: - S 2 g
Biomews T A

"3 ALUMNI DR 302
EXETER, NH 03833-

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)
EXETER HOSPITAL, EXETER NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question 1s “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 12 months: : YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any / o

reason, including rehabilitation by a licensing board?

2. Have you been denied or have you surrendered a license in any state other than for relocation i 7

or retirement? | 'y

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

4. Have you been treated for use or misuse of any chemical substance? Ve

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor? b
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a L
copy of the report. W
=9 o
8. Have you been the subject of an investigation or disciplinary proceeding? d
9. Have any hospital privileges been suspended, limited, or denied other than for medical /
records violations, or have you been placed on administrative or medical leave? v
. Gratea o
10. Have any medical malpractice claims been made against you? See attached reporting form. s

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENT!LY ACCURATE.

/foﬁf 1 / (4’{/{15/ 5-%5-9%

S1 gnaﬁne ofl Licensee (Slgnature Stamp Not Accepted) Date
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BOARD OF MEDICINE
s 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 Concord, NH 03301-8520

STATE OF NEW HAMPSHIRE

RENEWAL APPLICATION
For expiration on: EfA0/3000 Renewal Fee: $100.00

If you do not wish to renew your license, check here. D
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of any
change in address within 30 days of the change.

Specialty: OBG Board Certified: (Y/N)
Please list ABMS Board Specialty: cpo

Licensed in the states of: (2 letter state abbrev.)

CAMA
Please mark the box next to the address you would prefer to list as your mailing address.

LiCense .#: i Flle #: 10?3{:

r

VIRGINIA A SIEGFRIED, M
ARTNERS FOR WOMENS HEALT
sLURMNI DR 302

HFETER, NH (3833

Phene:  603%778-0557

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

EXETER HOSPITAL, EXETER NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



R

Please-answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RE MIT
INFORMATION REPORTED ON A PRIOR RENEWATL APPLICATION.

In the past 12 months: YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any it
reason, including rehabilitation by a licensing board? }\

2. Have you been denied or have you surrendered a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

|7<\|;%"

4. Have you been treated for use or misuse of any chemical substance?

5. Have you had any emotional disturbance or mental or physical illness which has impaired o

your ability to practice medicine? ~
v

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor? -
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a /“x':

copy of the report.

x|

8. Have you been the subject of an investigation or disciplinary proceeding?

9. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

N

10. Have any medical malpractice claims been made agrainst you? See attached reporting form.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

!f//// i / (ufk/ ua -6 99

Si1 gnat{{re oﬁ Licensee (Slgrgature Stamp Not Accepted) Date




STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8

Concord, NH 03301-8520

Telephone #: 603-271-6934

RENEWAL APPLICATION
For expiration on: 6/30/2001 Renewal Fee: $100.00

If you do not wish to renew your license, check here. D
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant toc RSA 329:16-f, all licensees must inform the Board of any
change in address within 30 days of the change.

Specialty: ORG Board Certified: (Y/N) v
Please list ABMS Board Specialty: ORG

Licensed in the states of: (2 letter state abbrev.)
CAMA
Piease mark the box next to the address you would prefer to list as your mailing address.

License # g188 File #: 10258
/

v

Work Address Home Address

VIRGINIA A SIEGFRIED, MDD ¥
PARTNERS FOR WOMENS HEALT ‘

3 ALUMNI DR 302

EXETER, NH 03833-

Phone:  603*778-0557

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

EXETER HOSPTTAL, EXETER NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



e

Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWATL APPILICATION.

In the past 12 months: YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any
reason, including rehabilitation by a licensing board?

!\)

Have you been denied or have you surrendered a license in any state other than for relocation T
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your D
DEA certificate? L
; o
4. Have you been treated for use or misuse of any chemical substance? -
5. Have you had any emotional disturbance or mental or physical illness which has impaired 1//
your ability to practice medicine?
o
6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor? -
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report. =
.L/A""V

8. Have you been the subject of an investigation or disciplinary proceeding?

9. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

10. Have any medical malpractice claims been made against you? See attached reporting form.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE. |
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BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

RENEWAIL APPLICATION
: Renewal Fee: $150.00

For expiration on: (date}zo/0n7

If you DO NOT wish to renew your license, check here. D
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you

will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of any
change in address within 30 days of the change.

Board Certified: (Y/N) v

Specialty: OBG
Please list ABMS Board Specialty:

OBG

Licensed in the states of: (2 letter state abbrev.)
CAMA

Please mark the box next to the address you would prefer to list as your mailing address.

i File #: 10236

o 2yt

License #:
B/ Work Addrcss D Faome Address

VIRGINIA A SIEGPRIED, MDD e s

AP '?ﬂj%ﬁ—?;{s{_r:g’mg‘; PARTHERS FOR WOMERS BEATT
{evity” 2ATUNIEPR 307
d\({ ,H(/\{ EXETER- 2
i :z@g%@%’f o EerE
s ”/{ “EE i ,7_‘4;*/.‘.{:“‘“ THI-Y4q9¢3 )
i, (Fhone:  G03%HI8-0557 )
"_3("-/ s ;{ .f (23 5 ‘\—»_A,h_”h s st
: Hospital Affiliations: (If Emt a NH hospital, please list city and state where hospital is located.)

EXETER HOSPITAL- EXETER, NE

Neatwort - Dowgluss Hegifal - Dovev, N
, :

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)
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STATE OF NEW HAMPSHIRE BOARD OF MEDICINE

2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

Telephone #: 603-271-6934

RENEWAL APPLICATION
For expiration on: (datey;sp/007 Renewal Fee: $150.00

If you DO NOT wish to renew your license, check here. D :
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of any
change in address within 30 days of the change.

Specialty: OBG Board Certified: (Y/N) v
Please list ABMS Board Specialty: ©BG

Licensed in the states of: (2 letter state abbrev.)
CAMA

Please mark the box next to the address you would prefer to list as your mailing address.

License #: 93883 File #: 10256
’3/ Worl Address D Flome Addiess
VIRGINLA A SIEGFRIED, MD g
¥ ;\«lf\.” ?( ﬂ Sy L t{’t 5
e b Aty
\'ii({ ‘3{’){

M@%fa@@%ﬁ

5 old TElms ]icw”‘ﬂgﬂ‘/‘*f‘?*i{ﬁ‘éc
(rihubv 003 % FHGRESF

{\ ﬁ: ORE2E N . rm et

Y

Hospltal Afﬁhatlons (H Jmﬂt a NH hospital, please list city and state where hospital is located.)
EXETER HOSPITAL- EXETER, NH

U Wortl - Dowgluss ]Lﬂ*’fj}fbu’ - Dale¥ . A
, ]

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)
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BOARD OF MEDICINE
e 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 o Concord, NH 03301-8520

STATE OF NEW HAMPSHIRE

RENEWAL APPLICATION

For expiration on: Renewal Fee: $150.00
6/30/2003

If you DO NOT wish to renew your license, check here. D

If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you

will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of any
change in address within 30 days of the change.

Board Certified: (Y/N)

Specialty:
o Please list ABMS Board Specialty: osg

Licensed in the states of: (2 letter state abbrev.)
CAMA
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 9388 File #: 925
N

L]
Zipom Work Address Home Address

& i)

VIRGINIA A SIEGFRIED, MD
DOVER PROFFESSIONAL CTR.

15 0LD ROLLINSFORD RD STE 201
DOVER, NH 03820

Phone:  603%*749-4963
Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

EXETER HOSPITAL- EXETER, NH WENTWORTH-DOUGLAS

TLOO L TS RS BT
IS =10 VIR INT

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 12 months: YES NG

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any
reason, including rehabilitation by a licensing board?

2. Have you been denied or have you surrendered a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

4. Have you been treated for use or misuse of any chemical substance? L

Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine? :

th

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

8. Have you been the subject of an investigation or disciplinary proceeding? -

S. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

10. Have any medical malpractice claims been made against you? See attached reporting form.

‘\' - !fr” ‘:3_{ ‘:y
I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORMIS |
CURRENTLY ACCURATE.

I 4, 7 o {44 ! i A FEAt 1A
;'f;',f:/,-!/['i«'! FEEEER A

-, 3 B e
Signatur% of L{censee (Signaturé Sta}np Not Accepted) =




STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 Concord, NH 0330 1-8520 e
RENEWAL APPLICATION f e 22T
For expiration on: 06/30/05 Renewal Fee: $300.0(l£/-'
\‘w e 7
If you DO NOT wish to renew your license, check here. D a8 fifﬁ{,ﬂ//

If you choose not to renew, your license will be place on inactive status. To reactive the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please
make any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board
of any change in address within 30 daysof the change.

Specialty: ~ ©BG Board Certified: (Y/N) Y
Please list ABMS Board Specialty: OBG

Licensed in the states of: (2 letter state abbrev.)
CAMA ,
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 9388 File #: 10256

M Worl Address D Home Address

VIRGINIA A SIEGFRIED, MD
DOVER PROFFESSIONAL CTR

15 OLD ROLLINSFORD RD STE 201
DOVER, NH 03820

Phone:  603%749-4963

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located)

EXETER HOSPITAL- EXETER, NH WENTWORTH-DOUGLAS
HOSP-DOVER,NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)
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Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

YES NO

the past 12 months:

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any '
reason, including rehabilitation by a licensing board? cate el

2. Have you been denied, or have you surrendered, a license in any state other than for relocation
or retirement? s st el

(s

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

e

4. Have you been treated, other than through the Physician Health Program, for abuse or
misuse of any chemical substance, including alcohol? e

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine? i Pl

6. Have you been found guilty or entered a plea of no contest to any félony or misdemeanor? ___ _ :

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a Fals
copy of the report.

8. Have you been the subject of an investigation or disciplinary proceeding?

9. Have any hospital privileges been suspended, limited or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

10. Have any medical malpractice claims been made against you? See attached reporting form.

e T i

e 1 B S T - b oo it 1 < -‘“-i:;.; £ {
< WA LGy € (T S e

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

: . . N {!
L 71t i | jf f\( {7 e 00 e S
A R et e

Signature of Licensee (Signature Stamp Not Accepted) Date

rr—
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STATE OF NEW HAMPSHIRE

Qo

Industr

Telephone # 603-271-6934 OnCol

BOARD OF MEDICINE
T

121 Park Drive, Suite 8
d, NH 03301-3520

RENEWAL APPLICATION
For expiration on:

If you DO NOT wish to renew your license, check here. I:l
If you choose not to renew, your license will be place on inactive stat
will be required to file a reinstatement application.

{J = 5 !
(7 /5952

Renewal Feé\: $300.00
\\_“ﬂ__.p"’

s. To reactivate the license, you

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please nete that pursuant to RSA 329:16-F, all licensees must inform the Board of

any change in address &

hin 30 davys of the change.

Specialty: OB Board Certified: (Y/N)

Please list ABMS Board Specialty:

Licensed in the states of: (2 letter state abbrev.)

Please mark the box next to the address you would prefer to list as your mailing address.

License #: cang File #:

Hospital Affiliations: *** Please list city and state where hospital is located. Check off type of

privileges you hold for each Hospital

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)

S,

bt
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Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

I the past 24 months: : YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any
. o e - . ; [
reason, including rehabilitation by a licensing board? Sisime

2. Have you been denied, or have you surrendered, a license in any state other than for relocation

or retirement? L
3. Have you been subject to any denial, restriction, suspension or loss/revocation of your o
. g L’{;.
DEA certificate?
4. Have you been treated, other than through the Physician Health Program, for abuse or iy
misuse of any chemical substance, including alcohol?
5. Have you had any emotional disturbance or mental or physical illness which has impaired L/
your ability to practice medicine? S
6. Have you been found guilty or entered a plea of no contest to ’any felony or misdemeanor rd
9 G
that has not been annulled by a court? B
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a "
copy of the report. e SE e
8. Have you been the subject of an investigation or disciplinary proceeding? e
9. Have any hospital privileges been suspended, limited or denied other than for medical :
o

records violations, or have you been placed on administrative or medical leave?

10. Have any medical malpractice claims been made against you? See attached reporting form.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE

ﬁ

7%{( (G4 C(‘ffaL 3 [ibas

Si gﬂature of LICensee Slgnature Stamp Not Accepted) Date




REGEIVED
STATE OF NEW HAMPSHIRE ; BOARD OF MEDICINE
i 2 Industrial Park Drive, Suite’® = 2 © 2007
Telephone # 603-271-6934 APR 2 4 2007 Concord, NH 03301-8520 1 12y s
. e o RENEWAL APPLICATION : g‘»gﬁj\}!
or expiration on: Renewal %

If you DO NOT wish to renew your license, check here. I:]
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in address within 39 days of the change.

Specialty: o Board Certified: (Y/N) _Y
Please list ABMS Board Specialty:_OBG

Licensed in the states of: (2 letter state abbrev.) e ME

Please mark the box next to the address you would prefer to list as your mailing address.

License #: ~>°° _ File #: 1025?

5

Work Address Home Address

VIRGINIA A SIEGFRIED, MD ?Ian red ({%Vefffﬁw"f
2

BOVER-NH-65820
zo7 741:892!
Phone: 6€03%749-4963 010.7 7_47:50?8

Business Fax Number:

f > :
Hospital Afiiiiations: ***Please list city and state where hospital is located. Check off type of

privileges you hold for each Hospital

Hospital Privilege Full Courtesy Consult
—EXETERHOSPIFAL EXETER NH
e WENTWOREH-DOUGLAS DOVER NH

EOHEORO
[ E B EE R

[ T 5 O

No cuviest hospital prinleqes

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 24 months: ' YES NO

1. Have you been subject to any disciplinary action, limitation, restriction or agreement for any

reason, including rehabilitation, by a licensing board? X

2. Have you been denied, or have you surrendered, a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

4. Have you been treated, other than through the Physician Health Program, for abuse or
misuse of any chemical substance, including alcohol?

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor
that has not been annulled by a court?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

X < < gwis b

8. Have you been the subject of an investigation or disciplinary proceeding? Please exclude
investigations and disciplinary proceedings conducted by the New Hampshire Board of
Medicine:

9. Have any hospital privileges been suspended, limited or denied other than for medical .
records violations, or have you been placed on administrative or medical leave?

>

10. Have any medical malpractice claims been made against you? See attached reporting form. £§ 7

**Pursuant to RSA 125:25-¢, I, please attach a list of ALL diagnostic and therapeutic services in which
you have an ownership interest.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

Vi /(Za}//(z% e =117

Signature of Licedsee (Signa%uré Sta}np Not Accepted) Date




HECEIVED

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE ADD 5 2 -
2 Industrial Park Drive, Suite’® ** # 2007

Telephone # 603-271-6934 APR 2 4 2007 Concord, NH 03301-8520 .4 ey

RENEWAL APPLICATION T TS5
For expiration on: g Renewal Fee: $300.00 —)

If you DO NOT wish to renew your license, check here. I:l
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you

will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in address within 30 davs of the change.

Specialty: __OBC Board Certified: (Y/N) _Y
Please list ABMS Board Specialty:_9BG

cAMA, ME

Licensed in the states of: (2 letter state abbrev.)

Please mark the box next to the address you would prefer to list as your mailing address.

License #: 2> File #; 19256
Work Address &/ Home Address
VIRGINIA A SIEGFRIED, D “Plantied Taverthooe

- DOVERPROFFESSIONALCER g 7() [BvesT /gé ¢

LS OLBROH-INSFORPRE-STE-

: 20’{70\/‘{'{5{”&; i
BOVERANH-63829
207 797-898/
Phone: 603%749-4963 - . 5093
Business Fax Number: 010.7 747 5
. - {
Hospital Afiiiiations: ***Please list city and state where hospital is located. Check off type of
privileges you hold for each Hospital

Hospital Privilege Full Courtesy Consult
—EXETERTTOSPIFAL EXETER NH

e WENTWORTH-DOUGLAS DOVER NH

No cuviesrt hOépfth/ ’{Plff‘l/l'(f&(?S

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)
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