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ROBERT P. CERVENKA, M.D.

ROBERT M. VIDAVER, M.D.
LOUIS E. ROSENTHALL, M.D.
NICK P. PERENCEVICH, M.D.

ROBERT J. ANDELMAN, M.D.
President

AMY FEITELSON, M.D.

N . JOHN H. WHEELER, D.O.
Vice President MARK SULLIVAN, P.A.
GAIL A. BARBA, PUBLIC MEMBER

PENNY TAYLOR

DANIEL MORRISSEY, O.P., PUBLIC MEMBER
Administrator EDMUND J. WATERS, JR_, PUBLIC MEMBER

New Hampshire Board of Medicine RECEIVED

2 INDUSTRIAL PARK DRIVE, SUITE 8, CONCORD, NH 03301-8520
Tel. (603) 271-1203  Fax (603) 271-6702 AUG 312010
TDD Access: Relay NH 1-800-735-2964
WEB SITE: www.nh.gov/medicine

NH BOARD

PLEASE COMPLETE AND RETURN TO THE BOARD OF MEDICINE
AS SOON AS POSSIBLE. PLEASE PRINT.

#%*NOTE......Please mark the box next to the address you would prefer to list as your mailing address.
Physician Name: __50thleen M. ﬂj\/mmcm Q
Business Name: _¥oothl 22 M. T owanen, M.D.
D Address: %7"5 Creen kond Q/:q , 6 I
%74'5 VY)eUﬂq N H o220 Office telephone: M@é (0‘7

Business Fax Number:;__ _ —_ 3usiness E-Mail: -~

@ Home Address: T
/’} .
— S ) Home telephone:

Specialty: &\;PQ:[,O‘ ,9/5 ﬁ Board certified: 'yf > 4, ﬂ &U_ny

Hospital affiliations:

In what other states do you hold a current license: Ma/l ry.




State of Netn Hampshire

BOARD OF REGISTRATION IN MEDICINE BOARD MEMBERS

HEALTH & WELFARE BUILDING — HAZEN DRIVE STUART W. AUSSELL MO
CONCORD, NEW HAMPSHIRE 03301 HUGH F. FAIRLEY. MD.
JOHN PERLEY
STEPHEN A. TZIANABOS, M.D.
JANE WALTER. APT, M. £d.

) WILLIAM T. WALLACE, Jr, M.D.
TEL. (603) 271-4502 EXECUTIVE SECRETARY

May 2, 1985

Kathleen Marie Toivanen, M.D.

This is to certify that you have been granted licensure to practice medicine
in the state of New Hampshire. Your license #7106 is dated May 2, 1985.

Licensure is issued under the provisions of 329:16 which states in part,
"...licenses issued under this section shall be conditioned upon the recipient
taking up actual practice of medicine in the state within 18 months after
issuance of the license and continuing such practice for at least one year..."

As soon as your engrossed certificate is received in this office, it will be

forwarded to you. Until such time, this letter is your full authorization for
the privilege of practicing medicine in this state.

o T\bv%.ma.mﬂﬁ

William T. Wallace, Jr., M.D., M.P.H.
Executive Secretary

Encs.

/tm'“
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Thie s to inform you that | will be practicing gynecclogy only as a sole
propnetorship as of July 1. 1998, My new practice location will be 1245
Washington Road, P.CC. Bax 677, Rye, NH 03870 (phone 603-964-6918).

36 address any communications to me at my new address and phone or

¢ ~1§}~’ 4 4’: AR f‘%*.,"?:f?'ﬁf?

after dune 301998, Thank you 100 your assistance,
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Katieen M Tovanen, M.



e allowed foX
10 days to be 2l ;
'.Qt%;catgn of Board 2T
following meetng

Che State of New Hampshire
| If.-?narh of Registration in Medirine
/ W - b’f’)’v\ﬁm\o\%‘; Application No. .... 770I%) ...........

I hereby apply* for license to practice Medicine in the State of New Hampshire as a Doctor of
Medicine [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 enclose a
certified check or postal or express money order for the regular fee of $150.00 (U. S. Funds) No Refunds.

1. Personal Particulars

Name in full ....... SATHEEEN oo, MAQ\E .............................. LoivAaNEN

(Do not use initials) First : Middle names in full Last _

Present residence: No. . oy . Street, ... i e

(City or town) (County) (State) Lip

Post office address ... SmT oo, reteb b et bbbt et s e e b et et et sneateteaeesenteeeseareneearesnerates Code ...

Date of birth ....c.c.... ™ , Birthplace ... L.
(City town or county) (State or foreign country)

If foreign born, date and place of naturalization as a citizen of the United States: Date .....ccoerruenene.

.................... Lo PLACE ittt vetess st s st eebtessr s sr s sab s satasnesatesatsess sobesantesensasaesesstesssesnesseensesareans

Age at last ' . Single, Married, Widowed, or Color or

birthday ... . e Sex ..FEMALEDivorced (write the word) .. ...ecceidivreenns race ...

2. Academic Education:

Name and Location of Institutions attended, ] Period of Study
Cbrﬂﬁ.LLUmuszhj;:El'%%N\{ ..ﬂ/l.ﬂﬁﬁ:..élﬁs&? ........................................
Dourirediy.c Prnosybepia, Padds, Pa. R e —

{ Wiireg mmwfﬁyw, WMone 9/ 1913 — |12/FT5
Academic degree of ... &, A...coocvenns , received from .. M%i..ﬂg\){%%a.mmﬂ... 19.6T e
. M- " e V)-N‘V' OF ) yLUH‘f\)\A [q'?o
3. Medical Education: ©.5 " NI O MINNES OTA 1475
Name and Location of All Institutions attended. Years attended with Date

Boslon. Unesitiy. Soheal.of. Medere . BYRTz b8l

Rmctza M ..\ce 7 )quga},k

........................................................................
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*5, Certified Copy of 8tate or Na.tionai Board License or Certificate.

(Give a verbatim copy of License or Certificate certified by the Secretary with seal.)
et .-"

6% | L . ‘

I hereby certify that the above is a true copy of certificate or license No. ..ccccoeeiivevnrievinnnnnn, issued
................................................................................. A, Do
DSEAL] e e e b et sb e bt ettt eees
Secretary.
6. Afidavit of Secretary.
STATE OF ooocovoevossoossseosssossinsssssssrs oo
COUNLY Of ooerrereinree e ebe e ss.

Paxye 2q snw
pieoq dYi jo [eds Y],



7. Afdavit of Internship.

'STATE OF . MA%&ACA—‘:Q%ETI& ....................... | [sEAL]
County of ... 2UEEOLK i ss. '
............................................................................................................ being duly sworn, says that he is
.............................................................. of the L RRUGHTON. 3. LAJOMEN'S. ... Hospital located
v 5L ERANGIS. STy BOSTONIM A s and that . KATILEEN....
MAR‘ETO!\/A(NEN .................... M. D. [D. 0.], has been an intern at said hospital at least
12 months from ... B L. 19.8.1... 10 someree STAMNEL B 19.8%

Type of service (straight or )
Division of service (medical, surgxcal etc.)
If rotating, specify (in months) time devoted to:

Medicine = & - Dermatology Pathology
Surgery = 3 ; . Oto-laryngo-rhinology Neurology _
Obstetrics— 3 Ophthalmology Clinical laboratory
Gynecology Roentgenology .
Pediatrics ' Psychiatry

............................... Y . w404 S———p | ) VY § 03 0.]
Medical Director)  (Chief of Staff)

(affix seal above J3F5™)

Sworn to before me this ... day of i 19 e
........................................................................................ Notary Public
8. Afidavit of
"Internship
Residency
STATE OF .. MASACHUSE TTS e
County of ... SLEFQLK oo,
........................ UM\"—‘\)“\—QL"\, being du]y sv m,says that he is
/?Yék ...... sb 56"%9‘6‘(\« ........... “of the . %QK&%-M’M A AoME "spital located
at ..175. FRANCAS. ST, BOSTON , MA L an” W
MM\ETON/WEVJ ....................... M.'D. [D.0.], h» 1 from
................... TUY Lo 10.8% 10 3%

Type of service {straight)or rotatin'g)
Division of service (medical, surgical, etc
If rotating, specify (in months) tir

Medicine

Surger
?
ecology > 1~

Pediatrics



~ -
-

9.‘. Affidavit of Registrar S¢e '\}O‘thjéé) C,O(%j o}&/ 6!(% CQ,V{:;(/\LA/{'E,

STATE OF ...............

COUNLY Of cvveivvunerinmmsassermssssississssssessnsscieisssinssins ss

........................................................................................................................ sreveresiseesesererssssssansessesesseresess DEINE

duly sworn says that he is the ... creeeerssssssssmssnssmnmsnnsennnenss O the Town (of the Villa‘ge,
(title of official executing this affidavit)

City, County, Registration District, Province, State) of v e

and custodian of the records of birth thereof, and that an official record of birth bearing the name of

...................................................................................................................................................................... born
(give name cxactly as it appears on the record) ‘
DIL oreevereeessessessesssessessesreatasssossessassesssssasnanassoneesss , Lo , at Number ..o Street in
T (month) {day)
own : ‘
th O sreeeeierenirrerirnnenennenens COUNLY Of ettty of ciein,
City f County of e , State Of oo ,
S TT 1o ) AT OO PP U OO PSP PP L PP PPRPSO SNSRI IBRILED SOOI OO ETUR IO SseTTOI e eans
(name -of father exactly as it appcars on the record)
ANA o s is on file in the office of said official, and further that it
(name of mother exactly as it appears on the record)
appears that said official record of birth was iled 0N cvvevvenrcri e y Lo
{month) (day)
(SEENALULE) cvvevvessnrsssesssenesseses e sess s
Sworn to before me this .. day of .o 19,
.......................................................................... (SEAL)
o ~ Notary Public
10. Affidavit of Physician.
STATE OF.... MASSACHIRET TS e
County of ... SIBLERER s ss. | _
I VANESSA. DARES e M. D. [D. 0.] of .. ROSTON. ;. MASSACHUSETTS
being. duly sworn do hereby certify: that I am acquainted with applicant and have known him
 (her) for e TW Q. years; that I hold license No. WHI5329. to practice medicine
[osteopathy] in the State [Province] of - MIASSACHOSETTS.....; and that I know applicant per-
sonally to be a physician [osteopathic physician] of good moral character - 700d professional
D.- [D. O]
19 .F8
"SEAL]

11. Affidavit of Physician. ‘
STATE OF ..[MARSACHUSET TS ......

County of ..MIPDLESEX. ........
I . SXRAN. BENGTSON..
being duly sworn do here’
(her) for .......... Fowe

[osteopathy] in *’
sonally to b~

standir



12. Affidavit of Officer of Medical [Osteopathic] Bociety:
STATE OF oveeieecieecrernrsmrerersissesessssssssisssnssssssssesses

CoUunty Of .cviveiicrmnirinesnsniersensnsssisiesisansreeness ss.
.................................................................................................... M. D. [D. 0.] of cccirrrrnicniissnisnisniisinisnes
being duly sworn, says that he is President or Secretary Of the .
Medical [Osteopathic] Society, and that ........cemmciimiiie M. D. [D.0O.] of
OO T TP ORISR IR is at present a member in good standing of the

said Medical [Osteopathic] Society and that he is an ethical practitioner of good moral character.

..... ' M.D. [D.O.}
Sworn to before me tﬂis .................................................................. day Of .o 19......
T DO U— oo Notary Public.
13. | Affidavit of the Applicant:
STATE OF ..MASSACHURET TS s
County of SUFFOL\/‘ ................................ sS.
KATHLEEN. MARLE. ToMANEN ... of . BRROOKIINE., MAsSACHISETTS

being duly sworn says that she is the person referred to in the above application for a license to prac-
tice medicine as a Doctor of Medicine [as a Doctor of Osteopathy] in the State of New Hampshire;
thatshe is a citizen of the United States [of Canada in the province of ...

.............................................. ] as shown by the above Affidavit of Registrar, wherein hi& name appears as

................................. o KATHLEEN  MARLE.TOLVANEN s

[or Proof Of CItiZENShID .cciviviiinininini et hereto attachedl: that



» .

THE STATE OF NEW HAMPSHIRE
BOARD OF REGISTRATION IN MEDICINE

. (the following is to be flled out by the board)
Application received ; Z // / 19&\S Application approved [denied} » 19........
E i 19
Application  examined 19..... xamination

oﬂ /Acccptcd without examination ....ceesesssssrmessssssssosssss 19nssins
19

Candidate interviewed ..... l///d """ 6 Li d M }) g M
| ‘7 icense grante o
J Brarsbe /54% D Sl &

!
Fee paid ' 3/ /( 19(3:-\S License No. ~_7 / /) 67

P.0. Check Cash | Express | Other
Form order Order
of fee
Remarks: oo




Name :

Address:
Phone:

Date of Birth:

Place of Birth:

Occupation: f>

Marital Status:
Spouse's Name:

Spouse's Occupation:

NumBer of Children:
Education:
v 1969. A.B.
197Q M.A.

1975 B.S.

1981 M.D. —om

Work Experience:
1967-1969
1969-1976
1970-1972
1972-1973
1973-1975

1976-1979

Kathleen Marie Toilvanen

617-732-6987 (work)

Chief Resident, Obstetrics and Gynecology,
Brigham and Women's Hospital, Boston, Ma.

Retina Fellow, Massachusetts Eye and Ear
Hospital, Boston, Ma.

’

Cornell University, Ithaca, N.Y., magna
cum laude, Psychology and Engllsh '
University of Pennsylvania, Philadelphia,
Pa., Experimental Psychology"

University of Minnesota, Minneapolis, Min:
with high honors, Nursing

Boston University School of Medicine,

‘Boston, Ma., rum laude

" Teaching Feliow; Introductory Psychology,

Cornell University, Ithaca, N.Y.

Research Fellow, Department of Psychology
University of Pennsylvania, Philadelphia,
Assistant Editor, College Division, Hough
Mifflin Publishing Company, Boston, Ma.
Clerk, Rustler Lodge, Alta, Ut.

Research Assistant, Department of Oto-
laryngology, University of Minnesota,
Minneapolis, Minn.

Registered Nurse, General Medical and
Medical ICU, Beth Israel Hospital,

Boston, Ma.



Postdoctoral Training:

Internship and Residencies:

v/1981—1985 Obstetrics and Gynecology, Brigham and
- Women's Hospital, Boston, Ma.

Licensure and Certification:

1984 ./ Massachusetts License Registration
' No. 53813

Awards and Honors:

1968 Psi Chi (Psychology Honorary), Cornell
University, Ithaca, N.Y.
1980 Alpha Omega Alpha, Boston University
_ School of Medicine, Boston, Ma.
1981 Benjamin Tenney Award in Obstetrics and

Gynecology, Boston University School of
Medicine, Boston, Ma.

Memberships, Offices and Committee Assignments in Professional Societies:

1982~ o - Junior Feilow, American College of
' Obstetricians and Gynecologists

References:

Dr. Frederick Frigoletto, Department of Obstetrics and Gynecology, Brigham and Women's
" Hospital, 75 Francis St., Boston, Ma. ‘
Dr. Robert Knapp, Department of Obstetrics and Gynecolegy, Brigham and Women's Hospital,
75 Francis St., Boston, Ma. -
Dr. Ruth Tuomala, Department of Obstetrics an

d Gynecology, Brigham and Women's Hospital,
75 Francis St., Boston, Ma. o
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WOMEN’S HEALTH ASSOCIATES of PORTSMOUTH, P.A.
Obstetrics & Gynecology

KATHLEEN M. TOIVANEN, M.D. SUSAN P. TREDWELL, M.D. WENDY A. McLAUGHLIN, M.D.

Orchard Park Bldg. A '
875 Greenland Road 2 .
Portsmouth, NH 03801 g% g’{@ % EV E ﬁ
(603) 436-1128
APRO 3 1991

NH BOARD Cr
REGISTRATION i MEDICINE

March 28, 1991

NH State Board of Registration
in Medicine

6 Hazen Dr.

Concord, NH 03301

ATTN: Records Department

I would like to notify you of a change of address for the
following physicians: |

Our old éddress was: 278 Lafayette Rd.
. Portsmouth, NH 03801

The new address is listed on this letterhead.
Thank you,

G Qe %
Patti Jo West

Office Manager
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JUN 16 1992

Practice? Private ( Other (Specify) Retired?

ARE YOU CERTIFIED BY THE AMERICAN BOARD OF MEDICAL SPECIALTIES?

X< YES NO IF YES, DESIGNATE SPECIALTY SR

SOCIAL SECURITY NUMBER

I do not intend to renew by license - please place my license on inactive.

$75.00 DUE AND PAYABLE PRIOR TO JUNE 30, 1992.

$75.00 RENEWAL FEE + $75.00 LATE FEE FOR ALL RENEWAL CARDS RECEIVED AFTER JULY 1, 1992. -

MAKE CHECK PAYABLE TO: TREASURER, STATE OF NH

CHANGE OF ADDRESS

“Txﬁrnnfza ¥ TOIVA

"ORCHARD . PRRK. EUILQIRG‘A
875 :GEEENLAND . ROAD '

"PORTSROLTH . WM €3201

PR

DURING THE LAST REGISTRATION PERIOD:

1. HAS ANY AACITON, INCLUDING ANY DISCIPLINARY ACTION OR LIMITATION 0R‘
RESTRICTION, OR ANY AGREEMENT FOR ANY REASON INCLUDING REHABILITATION
wN TAKEN OR ENTERED BY A LICENSING BOARD?

‘HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/
REVOCATION OF YOUR DEA?

r>

" 3. HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE?

4. HAVE YOU FAILED A WRITTEN (INCLUDING SPEX) OR ORAL EXAMINATION
" FOR LICENSURE OR COMPETENCY DETERMINATION?

5. HAYE YOU BEEN HOSPITALIZED OR TREATED WITH MEDICATION FOR ANY
PSYCHIATRIC, NEUROLOGICAL, OR COMMUNICABLE ILLN'ESS FOR A PERIOD
EXCEEDING THIRTY DAYS? :

6. HAVE YOU BEBK‘FOUM GUILTY OR ENTERED A PLEA OF NO CONTEST TO
ANY FELONY, OK TO A MISDEMEANOR INVOLVING MORAL TURPITUDE?

7. HAVE YOU EVER BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA
BANK?

‘8. "ARE YOUOR HAVE YOUBEEN'THE SUBJECT OF AN'INVESTIGATION OR
DISCIPLINARY PROCEEDING, BY ANY HOSPITAL, PROFESSIONAL SOCIETY,
OR OTHER HEALTH CARE FACILITY?

9. HAVE ANY-HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED OTHER THAN
FOR MEDICAL RECORDS VIOLATIONS, OR DENIED.

IF THE ANSWER 1S YES, PLEASE FILE A WRITTEN EXPLANATION.

v Ko

THEREBY CERTIFY, UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS CURRENTLY

ACCURATE.

e MDD

sigﬁa!urc of Licensee (Signature Stamp Not Accepted)

¢¢§jQz

LIST ALL HOSPITAL AFFILIATIONS:




JUN14 1993 STATE OF NEW HAMPSHIRE

©6/30/1994

Board of Registration in Medicine

EXEIRES: Please check appropriate mailing address.

AN VP N W N D

Ve AN\ (ocee e Q4
KQO( P S T
oo NN R

KATHLEEN M TOIVANEN MD
ORCHARD PARK BUILDING A

875 GREENLAND RD
PORTSMOUTH NH ©3801-2164

I Practice? Private / Other (Specify) Retired? oo : : )
Specialty % 1;)’ Board Certified? Z’f s If yes, designate specialty QS‘ &ZESI - o

Social'Security #

1 DO NOT intend to renew my license - please place my license on inactive status.

it all hospital affiliations: E QH-SmooTL, ﬁt/%m‘:n! HL&\” )T;)/( :

1 what other states do you hold license:

1. HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON INCLUDING REHABILITATION
BEEN TAKEN OR ENTERED BY A LICENSING BOARD?

1
2. HAVE YOU EVER BEEN DENIED OR YOU HAVE SURRENDERED A LICENSE IN ANY OTHER STATE? . ... [ [ 1 77 2. __YES 7_; NO
3.'HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSSMEVOCATION OR YOURDEA? ... ... . . .. . . . | [/ 3. __YES - NO
-4. HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE? ) 4 YES NO
5. HAVE YOU FAILED A WRITTEN (INCLUDING SPEX) OR ORAL EXAMINATI S. _54 YES ____ NO
6. HAVE YOU EVER HAD ANY EMOTIONAL DISTURBANCE OR MENTAL Ly 6 YES .::7_ NO
7. HAVE YOU BEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST TO ANY FELONY, T YES ¥ _nNO
8. HAVE YOU EVER BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA BANK? 8. YES z NO
9. ARE YOU NOW QR HAVE YOU EVER BEEN THE SUBJECT OF AN INVESTIGATION OR DISCIPLINARY PROCEEDING? 9. YES NO

10: HAVE ANY HOSPTAL PRIVILEGES BEEN SUSPENDED OR LIMITED OTHER THAN FOR MEDICAL RECORDS VIOLAT! H
- BEENDENIED OR SURRENDERED? . .. ... ... . . . . . . e 10. YES _.Z NO
11. HAVE ANY MEDICAL MALPRACTICE CLAIMS EVER BEEN MADE AGAINST You?

IF THE ANSWER IS YES TO ANY OF THESE QUESTIONS, PLEASE FILE A WRITTEN EXPLANATION

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

1 ¢ Sheld3
v Daté

Signature of Licensee (Signature Stamp Not Accepted)




Vv

EXPIRES:

HAVE YOU BEEN CONTINUQUSLY ENGAGED IN THE ACTIVE

SPECIALTY

MRY 0 9 1904
06/30/1995

KATHLEEN M TOIVANEN

ORCHARD PARK BUILDING A

875 GREENLAND RD

PORTSMOUTH NH 03801-4164

__(E/TY/

UIST ALL HOSPITAL AFFILIATIONS: O

PRACTICE OF w@rDICINE?  YES L\IO U

STATE OF NEW HAMPSHIRE

Board of Registration in Medicine

Please check appropriate mailing

address.

IV 7 i

Name in full {ﬂ‘;ﬂ/‘\{fﬁ"\ M

Place of employment

Business Tel:

MD
Home Address

- Home Tel:

IF NO, PLEASE EXPLAIN

N WHAT OTHER STATES DO YOU HOLD LICENSE:

IN THE PAST 12 MONTHS:

1. " HAS ANY ACTION, INCLUDING ANY DISCIPLI
INCLUDING REHABILITATION BEEN TAKEN
HAVE YOU BEEN DENIED OR HAVE YOU S

COND O AN

HAVE YOU BEEN REPORTED TO THE NAT]
HAVE YOU BEEN THE SUBJECT OF AN INVESTIGATION OR DISCIPLINARY PROCEEDING? ., .

HAVE YOU BEEN PLACED ON ADMINISTRATIVE LEAVE? , ..
10. HAVE ANY MEDICAL MALPRACTICE CLAIMS BEEN MADE AGAINST YOU?

IF THE ANSWER IS YES TO ANY OF THESE QUESTIONS, PLEASE FILE A WRITTEN EXPLANATION,

I HEREBY CERTIFY,' UNDER F”\ENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS CURRENTLY ACCURATE.

4\/7/0:/4 K741 Z 4\

Signétu’re of Licensee (Signature Stamp Not Accepted)

Datel

o7t R

$100.00

RENEWAL FEE;
BOARD CERTIFIED? ;/{Q o )
1 DO NOT INTEND TO RENEW MY LICENSE - PLEASE PLACE MY LICENSE ON INACTIVE STATUS, '
Jily ,ea‘tona,( Hospit,
INARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON E e
OR ENTERED BY A LICENSING BOARD? . | , _ _ . T T T T T 1. L YES _7NO
URRENDERED A LICENSE IN ANY STATE OTHER THAN FOR RELOCATION ORRETREMENT? . . , ., _ _ | . 2. ¥ES 7 NO
HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OF YOUR DEA? . . , . . . e e e el -8 . YES NO
MISUSE OF ANY CHEMICAL SUBSTANCE? S N T TSR T4 — YES NO
BANCE OR MENTAL ILLNESS WHICH HAS IMPAIRED YOUR ABILITY TO PRACTICE MEDICINE? , . ... . . . . .. .5 YES NO.
HAVE YOU BEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST TO ANY FELONY, OR TO A MISDEMEANOR? e i e e "6 YES NO
ONAL PRACTITIONER DATA BANK?  IF YES, PLEASE SUBMIT A COPY OF THE REPORT Vo . . 7. . YES NO
P R A ,8.;_Yss_7r_lo
HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED, OR DENIED OTHER THAN FOR MEDICAL RECORDS VIOLATIONS, OR ) ’ : o ay
.. % _.ves 7 NO ; !
SEE ATTACHED REPORTING FORM , -, . . - .. e e e e 10, YES _ NO ﬁ’g{ljﬁf\&

- last 12 mok,



. 195

@b/d‘d/ 1996
1106

MAY 7

EXPIRES:

KATHLEEN M TOIVANEN MD
ORCHARD PARK BUILDING A
875 GREENLAND RD
PORTSMOUTH NH 03801-4164

HAVE YOU BEEN CONTINUOUSLY ENGAGED IN THE ACTIVE PRACTICE OF MEDICINE? YES)-__'{NO J—
. SPECIALTY

IF NO, PLEASE EXPLAIN

"Business Tel:

-.::Home Address

STATE OF NEW HAMPSHIRE

Board of Registration in Medicine

Please check appropriate mailing address.

Name in full

Place of employment M)'yﬂ/j 4] %/ LLﬂrJ ﬁ"ﬁg\
CUJ\ 0C L nﬁ_&

(oos~ H36- )] ZS’

08- YN

- BOARD CERTIFIED? e% .

1 DO NOT INTEND TO RENEW MY LICI

Por

» LIST ALL HOSPITAL AFFILIATIONS:

Home Tel:

RENEWAL FEE: ‘$I 00.00

IN WHAT OTHER STATES DO YOU HOLD LICENSE: !\0”

SE - PLEASE PLACE MY LICENSE N INACTIVE STATUS. .
krmouth Keavanal Howe VIZ:I

COND AL

HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, UIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON
INCLUDING REHABILITATION BEEN TAKEN OR ENTERED BY A LICENSING BOARD? ‘. RN

HAVE YOU BEEN DENIED OR HAVE YOU SURRENDERED A LICENSE IN ANY STATE OTHER THAN FOFI RELOCATION OR RETIREMENT ?

HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OF YOUR DEA? . . . e e e 4.
HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE? . . . . '

HAVE YOU HAD ANY EMOTIONAL DISTURBANCE OR MENTAL ILLNESS WHICH HAS IMPAIRED YOUR ABILITY TO PRACTICE MEDICINE? .

HAVE YOU BEEN FOUND GUILTY OR.ENTERED A PLEA OF NO CONTEST TO ANY FELONY, OR TO A MISDEMEANOR?. ; .
HAVE YOU BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA BANK? IF YES, PLEASE SUBMIT A COPY OF THE REPORT
HAVE YOU BEEN THE SUBJECT OF AN INVESTIGATION OR DISCIPLINARY PROCEEDING? .

HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED, OFI DENIED OTHER THAN FOR MEDICAL RECORDS VIOLATIONS OR
HAVE YOU BEEN PLACED ON ADMINISTRATIVE LEAVE? . . . c e e e

10. HAVE ANY MEDICAL MALPRACTICE CLAIMS BEEN MADE AGAINST YOU‘7 SEE ATTACHED REPORTING FORM [

IF THE ANSWER IS YES TO ANY OF THESE QUESTIONS, PLEASE FILE A WRITTEN EXPLANATION,

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

DUV D4 glalas”

SlgnatuIé of Llcensee (Signature Stamp Not Accepted) . l Dat§

PN O R WP



MAY 20 1996 STATE OF NEW HAMPSHIRE - ,) c

Board of Medicine

06/30/1997
EXPIRES: : e
‘ i . Please check appropriate mailing address.
. e,
_athlecn M. Towanen
\ i .
iploymest (Aben's Heal {'ﬂ\_
seraales CA P@f%&modi\ |
O3-Y30- (2%
KATHLEEN M TOIVANEN MO
HAVE YOU BEEN CONTINUOUSLY ENGAGED IN THE ACTIVE PRACTICE OF MEDICINE?  YES Ao —— IF NO, PLEASE EXPLAIN RENEWAL FEE:  $100.00
" SPECIALTY % '(‘71/3/7'\ BOARD CERTIFIED? _j,es ‘ ) ]
G 1 DO NOT INTEND TO RENEW MY LICENSE - PLEASE PLACE MY LICENSE ON INACTIVE STATUS, . v LN
LIST ALL HOSPITAL AFFILIATIONS: p;)Y{'QMr)l)T[’\ 2R\ ma,e l_tﬂ,a
> \$ -
INWHAT OTHER STATES DO YoU HOD License: __ 6 £ r 4 10, . .
IN THE PAST 12 MONTHS: ' C BRI

1. HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON

INCLUDING REHABILITATION BEEN TAKEN OR ENTERED BY A LICENSING BOARD? ., ... oL Lo e oL e e . 1. ves o

+2" HAVE YOU BEEN DENIED OR HAVE YOU SURRENDERED A LICENSE IN ANY STATE OTHER THAN FOR RELOCATION OR RETIREMENT? . . . c e e e e 2. ___YES _g-NO
-8. HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSSREVOCATION OF YOURDEA? , , . , . , . . . . e e e e . 3. YES s NO
4. HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE? ., . . . . . . ., ., ., .. ... " e e e e . 4. __lYES NO
5. HAVE YOU HAD ANY EMOTIONAL DISTURBANCE OR MENTAL ILLNESS WHICH HAS IMPAIRED YOUR ABILITY TO PRACTICE MEDICINE? . . . e e e e 5. w_ YES ZNO
6. HAVE YOU BEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST TO ANY FELONY, OR TO A MISDEMEANOR? . .. . e e e e e e e 6 . ves 7N
7. HAVE YOU BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA BANK? IF YES, PLEASE SUBMIT ACOPY OF THEREPORT . . . . . . . . - 7. L YES .ZNO
8. HAVE YOU BEEN THE SUBJECT.OF AN INVESTIGATION OR DISCIPLINARY PROCEEDING? -, , . . . ., ., , . . . .. e e e e e 8. ___YES NO
9. HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED, OR DENIED OTHER THAN FOR MEDICAL REGORDS VIOLATIONS,.OR

HAVEYOUBEENPLKCEDONADMINISTRATIVELEAVE?. P L I L T T T T T P . .
10. HAVE ANY MEDICAL MALPRACTICE GLAIMS BEEN-MADE AGAINST YOU? SEE ATTACHED REPORTING FORM ,

[-2

&
=~
[22]
N
5

T e e e e e e e e 10.

iF THE ANSWER IS YES TO AZY OF THESE QUESTIONS, PLEASE FILE A WRITTEN EXPLANATION.

K'/ 1 204 I/Vl ﬂjm,bt_—

[ HEREBY CERTIFY, INDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THis FOrm IS CURRENTLY ACCURATE.

Kl ewdrpnen Hig/ac

Signature' of Licensee (S‘Enature_ Stamp Not Accepted) Date




214§

STATE OF NEW HAMPSHIRE

MAY 1 9 1997 Board of Medicine
6/30/98

EXPIRES: | Please check appropriate mailing address.

Name in full_Kattoleen M. Toivaunen

Place of employmentwgfmlmﬁl M
ot tin, NH 028D

Business Tel: (O3~ "\Lgéﬁ [12X

| { Home Address

e
Home Tel:

‘KAT' iLEEN M TOIVANEN, MD

HAVE YOU BEEN CONTINUOUSLY ENGAGED IN THE ACTIVE PRACTIGE OF MEDICINE? YES ZNO — IF NO, PLEASE EXPLAIN

RENEWAL FEE:  $100.00.
SPECIALTY ("' yn BOARD CERTIFIED? Vp <

1 DO NOT INTEND TO RENEW MY LICENSE - PLEASE PLACE MY LIGENSE ON INACTIVE STATUS. .
UST ALL HOSPITAL AFFILIATIONS: -fma&_g%;mgj H\()%‘Dl (Z/P C ch wanl ﬂ)

IN WHAT OTHER STATES DO YOU HOLD. LICENSE: a—

IN THE PAST 12 MONTHS:

1. HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RéSTHlCﬂON. OR AN AGREEMENT FOR ANY REASON

INCLUDING REHABILITATION BEEN TAKEN OR ENTERED BY A LICENSING BOARD? I T T e 1. _—ves Zno
2. HAVE YOU BEEN DENIED OR HAVE YOU SURRENDERED A LICENSE IN ANY STATE OTHER THAN FOR RELOCATION OR RETIREMENT? e 2 __ YEs 2 NO
3. HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OF YOUR DEA? , , , . . . . . e e .. 3. . vEs IO
4. HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMIGAL SUBSTANCE? ., . . . . . [ s . PP 4 — YES 2 NO
S "HAVE YOU HAD ANY EMOTIONAL DISTURBANCE OR MENTAL ILLNESS WHICH HAS IMPAIRED YOUR ABILITY TO PRACTIGE MEDICINE? . .. 5. ___YES NO
8. HAVE YOU BEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST TO ANY FELONY, OR TO A MISDEMEANOR? , . . . _ - . D, 6. _—_ YES NO
7. HAVE YOU BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA BANK? IF YES, PLEASE SUBMIT A COPY OF THE REPORT e L. 7. . YES NO
8. HAVE YOU BEEN THE SUBJECT OF AN INVESTIGATION OR DISCIPLINARY PROCEEDING? . . .. 8 ___YES NO
0 .

HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED, OR DENIED OTHER THAN FOR MEDICAL RECORDS VIOLATIONS, OR
HAVE YOU BEEN QLAGED ON ADMINISTRATIVE LEAVE? . , . , . . . I e e e e e 9 YES K NO
10. HAVE ANY MEDICAL MALPRACTICE CLAIMS BEEN MADE AGAINST YOU? - SEE ATTACHED REPORTING FORM .

=
°
<
&

— NO

IF THE ANSWER IS YES TO ANY OF THESE QUESTIONS, PLEASE FILE A WRITTEN EXPLANATION.

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

Kloubinep 5/2/97

Signature of Licensee (Signatare Starnp Not Accepted) Datd




MAY 2 7 1998

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
22 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 ' Concord, NH 03301-8520
RENEWAL APPLICATION
For expiration on: 6/30/1999 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 hcense you
will be required to file a reinstatement apphcatlon

The following information represents the 1nforma§10n on file for you with the Board of Medicine. Please make
any necessary changes Please note tha pursuant to RSA 329:16-f, all licensees must inform the Board of any
change in address w1th1n 30 days of the change

Specialty: OBG 7 e Board Certlﬁed (Y/N) Y
Please list ABMS Board Spemalty OBG

Licensed in the states of (2 letter state abbrev) N H

Please mark the box next to the address you wou prefer to llSt as your matlmg address.

License #: 7106

File #: 7798

(e

D Work Addr:ss”

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)

Ythleea M. Towane



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 NO

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

-

2. Have you been demed or have you surrendered a hcense in any state other tha.n for relocatlon
or retlrement? :

3. Have you been subj ect to any demal restnctlon suspensmn or loss/revocation of; your C
DEA cert1ﬁcate‘7 : o : :

Py .

4. Have you been treated for use or misuse of any Achemiealv subs,tance?

your ability to practlce medlcme'7

2

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

CURRENTLY ACCURATE:

) ——y

Signature of Licensee (Signature Stamp Not Accepted) Date



May 15, 1998

Karen Lamoureux

NH Board of Medicine

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

To Whom It May Concern:

This is to inform you that | will be practicing gynecology only as a sole
proprietorship as of July 1, 1998. My new practice location will be 1245
Washington Road, P.O. Box 677, Rye, NH 03870 (phone 603-964-6918).
Please address any communications to me at my new address and phone
after June 30, 1998. Thank you for your assistance.

Sincerely,

Kathleen M. Toivanen, M.D.



MAY 19 1999

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: 6/30/2000 _ Renewal Fee: $100.00

If you do not WlSh to renew your hcense check here. D
If you choose, W, you 1cens‘e.w'11 be placed on 1nact1ve status. To reactivate the hcense you

(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:

NO




MAR 3 1 2000

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE

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

... Telephone #: 603-271-6934

'RENEWAL APPLICATION




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

In the past 12 months: e | -  YES NO

4

&

SﬁbjeCt;to any disc it striction, or agreement forany < -
ng rehabilitatior [ C e b

ce (Signature Star




APR L 0 2001

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: (dateg/3o/2002 Renewal Fee: $150.00

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

1If you choose not to renew, your license will be placed on 1nact1ve status. To reactlvate the license, you
w111 be requlred to ﬁle a reinstatement application. :

The followm» £ mformatmn represents the 1nformat10n on ﬁle for 'V“ou th'th ”Boar 'of Medicine. Please make

(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 th 2 months: o YES NO

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 demal restriction, suspension or loss/revocation of your
DEA certificate? %

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
your ability to practice medicine?

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 mvestlgatmn or disciplinary proceedmg?

9. Have any hosp1tal pnvﬂeges been suspended limited, or denied other than for medical
records violations, or have you:been placed on administrative or medical leave?

1
Kk Kk kK kK K K

|

10. Have any medlcal malpractice ¢laims been made against you? See attached reporting form.

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

Kelblgo N Toomnee _ thiloy

Slgnature of Licensee (Signature Stamp Not Accepted) Date |




A

MAR 1 2 2002 /}
STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
Eqp85 2 Industnal Park Drive, Suite 8
Telephone #: 603-271-6934 .~ . . Concord, NH 03301-8520
| RENEWAL APPLICATION
For expiration on: " ’ - B ‘ 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 1nact1ve status. To reactwate the license, you
» will be requlred to file a reinstatemen apph ation. '

(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 NO

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

N

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

N

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?

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?

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

,.8.;&:;I-'I;a:\‘ze‘you been the sﬁbj eét ofan ~invcstigation or disciplinary propééding? L '

|
Rk KRR KK

any't hospltal pnvﬂeges been suspended limited, or-denied qghe% tg pg%xgal

%

" ~:records vxolatlons or haye you been placed on adm1mstrativeor;medmal Ieave‘?

|
KK

ﬂ;i'O.?i”-Iav;,any medical malpractice claims been made against you?, See attgchajd reporting form.

Pravieahd o ER Y L iy ra?s 33 ”w‘i:mzr& ezfx»}a :

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

Kebloon M.V o 22020 | 3[3[02—

Signature of Licensee (Signature Stamp Not Accepted) Date









MAR 23 2005

STATE OF NEW HAMPSHIRE - [i4es BOARD OF MEDICINE
srelERl e apant s e s LR PR 5 2 Industrial Park Drive, Suite 8
71:6934 - =~ ... Concord, NH 03301-8520




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 month5'




biiteag  RECEN

 BOARD OF MEDICINE

2 Industrial Park Drive, Suite
oncord, NH [03301-8520.




Please answer each of the

: v 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 APPLIC e e -













