Commonwealth of Massachusetts Board of Registration in
Ten West Street, 3rd Floor, Buston, MA 02111 (617) 727-308§
http://www.massmedboard.org

d Physman Registration Renewal Appl
Before proceeding, please read the instruction bookiet. Copy this form and all attachments for ymr ow n:ecnrds. you wilh
need copies for credentialing and other purposes. This completed renewal form with attachments must be returned in the
green envelope 4 weeky before your renewal date. i“‘f CRA, T ERY £
i;ngL\J i._L_a {J;eﬁ ‘g:

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope.

* Add late fee of $25.00, if necessary. » Enclose check with coupon in BLUE envelope.
Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required.

1. Current Status: A ive Registration No.:¢q 44 Renewal Date: 4 mem001
If you want 1o change your current status, please check one of the following boxes to indicate your aew status: {Check only one)
[J acnive [ Retiring  (see instructions) [T Inactive ¢see instructions) 7] Do not wish 10 renew
. . . Please make corrections (tvpe or print
2. Other Name(s). if any, under which you were licensed: (tvpe or p ' )
<\\ Other Name(s):
3 oA Mailing/Busincess Address: \ '\:;\'\\ Mailing Address:

ALAIN LESTER CAMPBELL NitJ Ciy/Town: Stave

G BOSTON STREET @ “3 L e

SUITE S ) ountry:

LYNN. MA 01904-0000 ('\ //‘ /p
R
LU Business Address: L .
B) Home Address: (\) City/Town: State:
Zip: Country:
Business Telephone: (¥ ! ) 5422~ 300D
Honie Address:
City/Town: | _ . — o Stater
) Zip: Couniry: _
Home Phone: Ilome Telephone:  ~ 77
Business Phone: PLEASE NOTE: No P.O. Box addresses for home or
business addresses,
N B 7. Current American Board of Medical Specialties Centification (Sec Table 2)
4. a) Datr of Birth: b) Sex: M Ogode: Code:
c) S5#:

8. Drug License Numbers, if any:
5. a) Name of Medical School: a) Federal (DEA):
b) Massachusetts:

b) \M{,%M &dgwarslt» laculty of Meﬁéc%%

1976 M.D. 9. a) Other states where you are now licensed to practice (Abbr.)

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

Codeis} Hours per Week in Mass. &4 b} States where vou were previously licensed (Abbr.)

oBG 0 Obstetrics and Gynccology
I¥)

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

Facility Code: 5 3E/ « (AP) _{¢D % Facility Code: 5 3 &/ & (AP) /@ % FacilityCode: /1 (AP) _ %
Facility Code: 7 (AP) % lacility Code: ¢/ (AP) “ Facility Code: 1 (AP) Y

If 999, print namc(s): e e —_—




PRINT YOUR LAST, NAME: CAMY DECL LICENSE NUMBER: @ @%7 /

e _'— —_
et ¥ ) 5:: :
ll.z My raeditalTos pracnce msumncc is covered by a) B/Insurance Carrier  b) [ Letter of Credit *

Name of Insurer: TR0 UTUﬂ’L— # | -xin2z2 Alternatively, indicate as follows:

1 am registering with Active status but 1 am not covered by medical malpractice insurance because I am (check one)
a) {T] Not involved in direct/indirect patient care in Massachusetts b) [[] Otherwise exempt

Please explain exemption:

12. Are you currently in a post-graduate training program in Massachusetts as z resident or clinical fellow? {check one) [[] Yes [E3No

13. A. What is your principal work setting? (See Tabled) / 2"
B. Care of patients in Massachusetts (see instruction boaklet}.

1) Average weekly hours involved in: a) outpatient care =% hrs/wk  b) inpatient care __ 5~ hrs/wk

2) What is the approximate percentage of your patient care hours in primary care? & %
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

tons 14 through 22 h ears only. Check either or NO (NOT N/A) to each guestion. ?rovid

afls on Form R YES answers except for questiop 22, Refer (o the instruction booklet for additionali

ef' initions. You must answer ALL questions, or this form will be returned to you and your license renewal may be dgggxm,

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not 2 lawsuit was filed in relation to the claim?

15, CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

L6. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine,

or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or

~ otherwise resolved?

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

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

19. Has your privilege to possess, dispense or prescribe controlled substances been suspeaded, revoked, denied,
restricted by, or surrendered to any state or federal agency?

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

21. Has any professional liability insurance provider restricted, limited, ierminated -imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage or have
you volumtarily restricted, limited or terminated your insurance coverage in rcsponse to an inquiry by a
professional liability insurance provider?

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? [# Ves

YES NO

M No

[J CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) O cME exemption

See Instructions for CME requirements. Do not ‘submit documentation of your CMEs with your renews! application.
Pursuant to G.L. c. 112, § 2, 1 will pot charge to or collect from s Medicare beneficlary more than the Medicare fee schedule amount,

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

‘o Pursuant to G.L c. 62C, § 474, o the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 releting to

withholding and remitting Child Support.

*  FPursuant to G.L. c 112, § 14, ] will fulfitl my obligation to report abuse or neglect of children as reguired by G.L. c. 119, § 51A.
o I hereby certify under the penaities of perjury that all the information on the Renewal Application and Form R is true.

Signature: y bs ,v//__ e Date: QL//_Q__ / _0[

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION

Board Regulatio ire that you notify the Board, in writing, of any chan

res.

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.



Commeonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 {617) 727-3086, ext. 320

Physician Registration Renewal Applieation-,

Before proceeding, please read the instruction booklet.
+ Copy this form and all attachments for your own records; you will need copies for credentialing and oter

+ Remit $250.00 for renewal fee. * Return rencwal application in OREEN®ID
* Add late fee of $25.00, if necessary. * Enclose check with coupon jn BEREShtn
Registration No.; 60491 Renewal Date: 04/28/1999 | current Stams:  Active !A—o e
If you want to change your current status, please indicate below: (Check one).
[] Active [J Retiring (see instructions) [ Inactive (see below *) ] Do not wish to renew
2. Other Nameqs), if any, under which you were licensed: Please make corrections (type or print)
Other Name(s):
A) Mailing/Home Address: : _
3. g Mailing Address: __ 4 Bosroal ST .&ﬁgi?‘ y
ALAIN LESTER CAMPBELL, M.D. City/Town: _£ YA A/ State:"_[VL 41 .
) [90& Country:___ . USA
. F— — .. e
B) Business Address: Ofﬂff’”ﬁ: PL.&J?SE bo, NOT QIRCURTE-
ATLANTICARE OB/GYN Citv/T dress:___ — S -
9 BOSTON STREET i oW e -
EAST LYNN, MA 01904 P .oy
Home Phone: Home: . -
Business Phone: (781)5982-3000 Business: ( )
4. A)Date of Birth: Sex: M Is);;e of Birth: (M/D/Y): __/ [/ _ Sex:{JM [JF
B) SS#: T -
Full Name of Medical School:
5. A)Name of Medical School:
McGill University Faculty of
Medicine
B) Year Graduated: 1976 C) Dogree: MD Year Graduated: Degree: ] MD. [] D.O.
6. Specialty Code(s) (See Table 1) Code(s) Howrs Per Week in Massachusetts
% % and Gynecclogy|———
%m Specialty: .
7. Current American Board of Medical Speciakties Certification (See Tabie 2) Cade: Code:
Code: OG Code:
8. Drug License Numbers. if anv :
A) Federal (DEA): i“e:;ral (DEAY:
B) Massachusetts: )
9, A) Other states where you are now licensed to practice
Abbr;: Abbr:
B) States where you previously were licensed to practice
Abbr; Abbr:

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

)



PRINT NAME AND NUMBER: LastName: __CAM LB E £/ Registration Number;___ & O4/F(

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

Facility Code: ____ 8/ « (AP) #3 _ % Facility Code:_ ¥ 2/ ¢/(AP) % Facility Code:__ j_// ¢ (AP) e 7ok %
Facility Code: _____ /__ (AP)___ % FacilityCode:____/ (AP) % Facility Code:_ ¢/ (AP) %
If 999, print name(s):
11. My medical maipractice insurance is covered by a) Msurance Camrier  b) [T] Letter of Credit
© Name of Insurer; WeD igﬁé 'm!r£~ /NS gg & 095 T2 2(  Alteratively, indicate as follows:
I am registering with Active status but [ am nof covereﬁ%y medical malpractice insurance because I am (check one)
2) [] Not involved in direct/indirect patient care in Massachusetts b) [} Otherwise exempt
Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes [ZNo
13. A. What is your principal work setting? (Ses Tebled) /| &
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours invelved in: a) outpatient care ___Xg_hrs/wk b) inpatient care i hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? __[€) %
PART A - STIONS REFER ONLY TO YE

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resoived, whether or not a lawsuit was filed in relstion to the claim?

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency te practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or

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

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

19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended,
revoked, denied or restricted by any state or federal agency?

20. Have you withdrawn an application for a medicat license or been denied a medical license for any reason?
21. Has any professional linbility insurance provider restricted, limited, terminated, imposed a surcharge or
ce-payment, or placed any condition related to professional competency or conduct on your coverage or have
you voluntarily restricted, limited or terminated your insurance coverage in response 1o an inquiry by a
professional fiability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? B/Yes ] Ne
[0 CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [} Training Program exemption
See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
¢«  Pursuant to G.L. ¢, 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount,

o Pursuant to G.L. c. 62C, § 49A, to the best of my knowledge ard bellef, I have filed all Massachusetts state tax returns and paid all
Massachuaetts state taxes that are required under lnw. NOTE: This applies even if you reside out-of-state or out of the United States.

e Fursuant to G.L. c. 112, § 1A, I wiil fulfifl my obligation to report abuse or neglect of children as required by G.L. e, 119, § SIA.
s Ihereby certlfy under the penalities of perjury that all the information on the Renewal Application and Form R i true.

Signature: M%/WL/' Date: df[ /p?é / ??

o

YOU MUST SIGN AND INCLUDE PART B, PAGE 3, WITH YOUR RENEWAL APPLICATION



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

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet.

+ Copy this form and all attachments for your own records; you witl need copies for credentialing and other purposes.

The Board will charge a fee for each copy.
» Remit $250.00 for renewal fee.
+ Add late fee of $25.00, if necessary.

» Return renewal application in GREEN envelope.
*» Enclose check with coupen in BLUE envelope,

Registration No.:  g0491 Renewal Date:

1. Activity Status: [P Active
(Check only one) [C] Inactive *(see below)

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

3. A) Mailing/Home Address:

ALAIN LESTER CAMPBELL, M.D.

B) puginess Address:
ATLANTICARE OB/GYN
9 BOSTON STREET
LYNN, MhA 01504

Home Phone: _
Business Phone: (617)592-3000

4. A) Date of Birth: C)Sex: M
B) Lic. Issue Date: 10/19/88 D) SS#:

5. A) Name of Medical School:

Me@ill University Faculty of

Medicine

B) Year Graduated: 7g C) Degree: MD

6. Specialty Code(s) (See Table 1)
Code(s)  Hours per Week in Mass.

OBG 64 Obstetricas and Gynecology

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

Code: o Code:

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

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

Abbr:

B) States where you previously were licensed to practice

Abbr:

04/28/97
[J Retiring (see instructions) : -
(] De not wish to renew {

ATREWY:
TR 'x‘!

-I: Tt iy

Corrections (type of print)

S

Ly

:

Other Name(s): P

Mailing Address:

City/Town: State:

Zip: Country:

Other Address:

City/Town: State:

Zip: Country:

Home: ¢ )
Business: )

Date of Birth (M/D/Y): A

Lic. Issue Date (M/D/YY: __/ [/ SS#:
Full Name of Medical School:

Sex (M/F):

r

Year Graduated: Degree (MD/DO): o
Code(s) Hours Per Week in Mass.
o8& YO ObsrerRics And Gtwscocag

If OS, Print Specialty:

Code: Code:

Federal (DEA):

Mass:

Abbr:

Abbr:

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




PRINT NAME AND NUMBER: Last Name:  CATAPBE LL Registration Number: /. © 44

10. A, Current health care facilities at which you have completed the credentiating process for the provision of patient care. Supply the codes from
Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Facility Code: © _93 {&TAP) Facility Code:__ __ _ / (AP) Facility Code:__ ____/_(AP)
Facility Code:Q _(__E/ ' TAP) Factlity Code:______ / (AP) Facility Code:_____ / (AP)
If 999, print name(s):

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

Facility Code:______ Facility Code:__ Facility Code:______ Facility Code:__

Facility Code:____
1£ 999, write Name{s):
11. My medical malpractice insurance is covered by a) _#& Insurance Catrier b) Letter of Credit

Name of Insurer: ‘A’ he ,QLQA—;J MB(()Q’(/ ‘A? b, fdﬁrt—

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

Iam (check one) a) Not involved in direct/indirect patient care in Massachusetts b) Otherwise exempt

Please explain exemption:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? (check oac) C}Yes [BNo
13, A. What is your principal work setting? (See Table 4) __[_ _5__
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weckly hours involved in: &) outpatient care &hrs/wk b) inpatient care ihrs/wk
2) What is the approximate percentage of your patient care hours in primary care 7 *5:_“__%

PART A

Questions 14 through 22 refer to the past two (2) vears only. Check either YES or NO (NOT N/A) to each question. Provide
ils on Form R for all YES an for question 22. o the i ction booklet for additional information and

definitions,

IN W YEARS: YES NO

14, CLAIMS MADE: Has any medical malpractice claim been made agaihst you that has not yet been finally settled or
adjudicated, whether or not a lawsuit was filed in relation to the ¢laim?

15. CLAIMS RESOLYE]): Has any medical malpractice claim that has been made against you been settled, adjudicated, or
otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. THas any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine, or your
professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or otherwise resolved?

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

18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmenta! authority, health care facility, group practice or professional society ot association?

19. Has your privilege o possess, dispense or prescribe controlled substances beon surrendered to or suspended, revoked,
denied or restricted by any state or federal agency?

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

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or
placed any condition related to professional competency or conduct on your coverage or have you voluntarily restricted,
limited or terminated your insurance coverage in respounse to an inquiry by a professional linbifity insurance provider?

22. Have you completed your CME requirements preceding your renewal date (see instruction bookley)?
[ Waiverrequested  {(waiver form due 30 days prior to date of license expiration). [ Training Program exemption

|
|

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
RENEWAL APPLICATION CONTINJED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED.

Date: §€- / 75’/ 9¢




z\v

Commonwealth of Massachusetts Board of Registration in Medicine

Ten West Street, 3rd Floor, Boston, Massachusetts 02111

——
ke

1995-1997 Physician Registration Renewal Application

Regisiration No. Stams Fee  RenewalDate  Late Fee
£0491 ACTIVE 92500 g4/2a/95 $2500 Correction of Malling Address
Mailing Address: Address (Mailing):
ALAIN LESTER CAMPBELL, M.D.
City/Town:
State:
Country:

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

+ Fallure to renew in a timely manner will ckuse your license to lapse and may affect your
abllity to practice medicine in the Commonwealth. (See enclosed letter).

+ Add late fee If necessary.

* Make a copy of this form and all attachments for your own records - you will nssd copies for
credentialing and other purposes. The Board will charge a fee for each copy it provides.

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

Pre-Printed Information
1. Other name(s}, if any, under which you were licensed:

2. Business Address:
ATLANTICARE 0B/GYN
493 WESTERN AVENUE
LYNN, MA 01504

3, Date of Birth: Sex:

Lic. }ssus Date: 10/19/88 SS4:
Home Phone Husiness Phone
(617)592-3000
4. Name of Medicel School:
Mc@ill University Faculty of
Medicine
Year Graduated: 76 Degree; MD

5. a) Other states where you are now licensed to practice (Abbr):

b) States where you previously were licensed 1o practice (Abbr): %U&.fag'— CRMIDA

6. Specialty Code(s) (See Table 1):
Code _Hours per Week in Mass.
OBG 64 Obstetrics and Gynecology

r

7. 1f you are currenitly American Specislty Board centified, enter codes: (See Table 2)

Code: 0@ Code:
8. Drug license number(s), if any: gy Fegeral (DEA)
b) Massachusetts

Date of Birth (M/D/Y):  —dd

Sex (M/F):
Lic. Issue Date (M/D/Y): /L /.

S58#:

Homs: ( ) Business: ( )

Fuli Nams of Medical School:

Year Graduated: Degree (MD/DO):

Code

Howrs per Week in Mass.

gt wiiii  p———

If OS, print specialty:

Code: Code;

Federal (DEA):
Mass:

9. Activity Status: 1 am spplying to be registered with the following status: ACTIVE Xe INACTIVE
* I'hereby certify that If requesting Inactive status, I will not practice medicine, ineluding writing prescriptions, in Massschusetts,




PRINT NAME AND NUMBER:  Physician Lest Name: _SAMPBEL L Registration Number: _ DO ¥ I/

10. a) Current health care facility(ies) at which you have completed the credentialing process for the provision of patient care. Supply the '
codes from Table 3 and p ark next to those facilities where yoy have admitting privileges (AP).
Facility Code: L2 Facility Code: $2 QO 83 1 X (AP)  Facility Code: e e e / o (AP)

Facility Code! e o e / — (AP) Facility Code: ___ ______/ __(AP) Facility Code: s s s / e (AP)

If 999, print name(s):

b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 3)
Facility Code: . . Facility Code: e wne v FACHLY COHE: s e e Facility Coodes e o Facility Codet e
If 999, write name(s):
11. My medical malpractice insurance is covered by (a) Carrier _&_ ) Latter of Credit ____ If applicable, check one.
List Inswrer: fed cose, MAeP. ~bad Ludaews HSS . #R

Alternatively, indicate as follows:  1am registering with ACTIVE status, but [ am not covered by medical malpractice insurance because I am
(Check One): (i) Not involved in direct/indirect patient care in Massachusatis: (ii) Otherwise eXempt: e

State how otherwise exempt:

12. Are you currently in a post-gradate training program in Mass. as a resident or clinical felow? Yes _ No > (Check one)

13, a) What is your principal work setting? (See Table 4) _L_ .0_

b} Care of patients in Massachusetis (See instruction booklet.)
i) How many hours per typical week are you currently involved in outpatient care in Mass? ﬁ hrsfwk
i) How many hours per typical week are you currently involved in inpatient care in Mass? trs/wk

¢) Approximately whet percentage of your patient care hours are in primary care?

(See instructions for definition of primary care.) O %
Questions 14 through 24 refer to the past two yeara only. Check eathar YES or NO (NO'I‘ N/A) to each quesnon. Provule detaile ~
Forms R-1 and R-2 for all YES answers. Refa I ad :

[ IN THE PAST TWO YEARS: | YE$ NO

14. CLAIMS MADE: Hes any medical mslpractice claim been made against yon which has not yet been finslv satrlad ar -
adjudicated, whether or not a lawsuit was filed in relation to the claim?
15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled, adjudicated or otherwnqqufed.
whether or not a lawsuit was filed in relation to the claim? ...
16. Has any lawsuit, other then a medical malpractice suit, which is related to your competency to pracnoe medicine, or your pro-
fessional conduct in the pracucc. of medicine, been filed agamst you by 2 patient, or been settled, adjudicated or otherwise
TEBOIVEAT ooeiriisccirisinisinsins rsitstsesess rbsnsansssnsssssssssassssonsanasacs 53 8800 5t SaE R 5 S0 Sk AR SAREES A AR 1414 RO A0S P08 nRARERHRO IS o raseriesesesianesens
17. Have you been charged wnh any criminal offense, other than & minoy szf“ ie vmlanon? -
18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
govemnmental authority, health care facility, group practice or professional society of 8550CIAUONT ....v.ourveecinresrenseermrsnisienn
19. Has your privilege to possess, dispense ar prescribe controlled substances besn surrendsred o or suspended, revoked, denied
or restricted by any state of federal aZENCY? ...occiciinein s e s .
20. Have you withdrawn an application for a medical license or been denied a medxcnl license for any reason? ...... werarasarrersessaiane
21. Has any professional liability insurance provider restricted, Yimited, terminated or imposed a smchnrge ON YOUr coverage or
have you voluntarily restricted, limited or terminated your insurance coverage in respanse to an mquu'y by aprcfesswml
linbility insurance provider? I
22. Have you been diagnosed with or do you have a medwal condition wl’ndt hmus or impairs your nbihty to puctme med:cme?
23, Heve you engaged in the use of any chemical substance(s) which in any way interfered with your sbility to practice? .............
24. Have you voluntarily modified or otherwise limited your scope of pragtice of medicine for any reason other then & medicai
COTUILIONT curvrrevesessenssessrseensesesnssmams mamenses s s smL s AR AT R 9820 RRL SRR R0 48 4 4 228 AR08 £ 00484404481 R SE4 74004 RS54 b rrm s e sr e
25. I have completed my CME reqmremm!s in the two years preceding my renewal date:  Yes _&_ No, waiver requested
No, training program exemption (see instruction booklet).
If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
+ Porsuant fo G.L. ¢. 112, sec. 2, I will not charge to or collect from & Medicare beneficiary more than the Medicare reasonable chargex.
+ Pursuant to G.L. ¢. 62 C, sec. 49A, I hereby certify under the pains and penaities of perjury that, to the best of my knowledge and beltef,
L have filed all Massachusetts state tax retnrns and paid all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States.
+ Pursaant to G.L. ¢. 112, sec. 1A, 1 hereby certify that I will fulfill my ohligation to report abuse or neglect of children as required by
G.L.¢. 119, sec. 51A,
+ Ihereby certify under the pains and penalties of perjury that all information on this form and Forms R-1 and R-2 is arue,

Date: @f [;J[ 25-

Signature:




L' PHYSICIAN INFORMATION

UCALAINLESTER
First Nate

o

DOLZ. VWY

Last Name TSuffix T

Mass License #, 80491 ...
License Status.. . Astive

Atlanticare Ob/Gyn
225 Boston St,Suite 205
Lynn, MA 01904
UB.A,

(617) 592-3000

Make addr €S GO reuwua here:

A‘r‘- ..... NTICARe  OB/GY Al
9 _Postod T -
NN M A 0('?6“{

{1y 54353000

Insurance Plan Affiljation: Li
HARVARD. TV ETS ~BCRS.

??e E£DICARE mmm

PRwATE. A‘M\WTY P%NS_"‘H"’% """"

First Issue Date _10/19/88

Hospital Affiliation

AtlantiCare Medical Center
North Shore Medical Center-Salem Hosp

MaKe GRY COITECHONS 10 QBOVE BETE ... oottt e teesmes s e

Accepting New Patients? ¥ Yes [] No

Kyes [INo

Accept Medicaid?

(Plea.se COrrect as necessary)

II. EDUCATION & TRAINING

McGill University Faculty of Medlcme

“Medical Schopl

Mk i Correations Trepe T —

Mg Giis UnvelSery - MonTREAL

....................................................................................................... mmeuawwmzwm w %’ta

Residency Program(s}

Unwsﬂ,ﬁn' IE NatRBAL. Gopephe. Supdey WRLeaY [{gzwb;w fostore

Residency Program(s)

-1 U | A
T SR . A——

End-&'m&:ﬂ
Nuey 2E z.‘j End~dune 8

mn

Huowegsry of Mutrihl Moot -Dety HosP VAL - Sve- Nusrrwe HosP TeRringy GVER Juy BT g,y “MuERo

Residency Program(s)

111, SPECIALTY

Primary Specialty:  Obstetrics and Gynecology

Secondary Speciaity:

Make any correcrions here:

Board of Registration in Medicine

Start

BOARD CERTIFICATION
Cenifying Board Name:

Centifving Board Name:

Board of Obstetrics and Gynecology

Make any corrections here:

Physician Profile



6622.0000

1V, BOARD DISCIPLINE

Final Decisions and orders issued by the Massachusetts Board of Registration in Medicine.
Nature Date Boeard Action

V. HOSPITAL DISCIPL ,
Hospital Date isciplinary Action

V1. CRIMINAL CONVICTIONS

The Board of Registration is unable 10 obtain accurate data for this category at the present time. This information will be
included when the court system is fully computerized. Please list any criminal convictions. Include conviction date and nature
OFCOMPIAINL e

VII. MALPRACTICE
Details of claims paid for Dr. CAMPBELL

Date .. AmountPaid 0,0000 Basis for Complaint

No. of Years in Practice: #

Daie Amount Paid Basis for Complaing ="
Date AmountPaid =~~~ Basis for Complaint ™™

Date ... Amount Paid ... Basis for Complaint

Date . Amount Paid . _ Basis for Complaint

Amount Paid Basis for Complaint

Vill. PHYSICIAN HONORS & PEER-REVIEWED PURLICATIONS
Please enter any peer-reviewed publications to which you have contributed and any awards for community service or
professional recognition you have been given.

. Awards, Honors Publications
(GF2 STOSSNTSHP., NATonas, Pselloh Councee o CARA DA
1932-93 Reseppcll Bupspry " Me Ggﬁac!’gvmz.,.. e
y CEINDLD -
13 M ..'.§.¢;...-..d.gﬁﬁ&,ﬁf&?ﬁ?@&!?ﬁ&ﬁ%u.M&Q{'_‘r&UNW‘@QI ...................................................................................................................................

Note: Please return the survey In the enclosed envelope to:
Atlantic Associates, Inc., 8030 South Willow Street, Manchester, NH 03103

Board of Registration in Medicine Physician Profile



. Commonwealth of Massachusetts Board of Registration in Medicine
‘ Ten West Street, 3rd Floor, Boston, Massachusetts 02111

N 1993-1995 Physician Registration Renewal Application
_;l:gisu'aﬁ; No. Sm;;; Fee Renewal Date -ll,alc Fee - .
20431 ACTIVE $28000 04/28/93 825 <orrection of Maling Address:
Malling Address: Address (Mailing):
ALALN LESTER CAMPBELL, M.D. CiyTown
State:
Country Code (See Table 1):

Directions:  Staple check to bottom of form. Add late fee If necessary.
« Questions 1-8 include information from Board files. Please correct as necessary in the boxes
provided on the right hand side of the page.
+ Before proceeding, please read the instruction beoklet. Some questions are optional.
+* Make a copy of this form and all attachments for your awn records - you will need copies
for credentisling and other purposes. The Board will charge a fes for each copy it provides.

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

payable o the Commonwealth of Massachuseits,
Pre-Printed Information

Corrections of Pre-Printed Information

1. Other namefs), if any, under which you were licensed:
Name:
. Address (Home):
. ddres 5
2. 8) A s (Home) City/Town:
Stae: Zip:
Country Code: Tf 999 print Country:
. . Address (Business):
b) Address (Business): ‘ City/Town:
ATLANTICARE OG/GYN Country Code: 1f 999 print Country:
493 WESTERN AVENUE
LYNN, MA 01904
s Daic of Birth (M/DIY): -—L——L-— Sex (Mm:
3. Date of Birth; Sex: . ) .
Lic. Issue Date: 10/19/88 ss#: Lic. Issu Date MDAY): [ SS#:
Telephone Number: }Tielephonc N)mnbcr Busi ¢ )
' ome: usiness:
Home Busipess (
(617)592-3000 Full Name of Medical Schook:
4. Name of Medical School:
Me3ill University Faculty of
Mzdiicine Year Graduated: Degree (MD/DO):
Year Graduated: 75 Degree: MD
5. 2) Other states where you are now licensed 10 practice (Abbr): # SN Queher
b) States where you previously were licensed to practice (Abbr):
Code Hours per Week in Mass.
6. Specialty Code(s) (See Table 2): ————— a—
Code HomEchkh\Mnss. A i e
, . , _ If OS, pri ialty:
JU6 &4 Dbstetrics and Gynecology print specialty
0
7. 8) If you are currently American Specialty Board Certified, enter Codes: (Ses Table 3)
Code: GG Code: Code: Code: ______
b) If you previously were American Specialty Board certified, but are no longer,
please enter codes of prior certification: (See Table 3) ' ‘
Code: Code: Code: Code: ianimiimreret
8. Drug License Number(s), if any:  a) Federal (DEA) Federal (DEA):
b) State (MA) State (MA):

9. [ have completed my CME requirements in the two years preceding my renewal date:  Yes

No, waiver rcquested

You must fill out & separate Waiver Form. The waiver must be granted by the Board before your license will be renewed, See instructions for

CME requirements. Do not submit documentation of your CMEs with your renewal application.

Staple Check Here



PRINT NAME AND NUMBER:  Physician Last Name: _CAMPREL-C Regiswation Number: __©8 4F/.

4

10. Activity Status: I am applying to be registered with the following status:  Active .&_ Inactive
+ I hereby certify that If requesting Inactive status, I will not practice medicine, Including writing prescriptions, In Massachusetts.

11. My medical malpractice insurance is covered by (o) INSURANCE CARRIER _Z_or (b) LETTER OF CREDIT____ If applicable, check one,
Lisclnsurer: ___MED . 0NACP. JowT Uncdepw. ASS. . MA.
Alternatively, indicate as follows: 1 am registering with ACTIVE status, bus T am not covered by medical malpractice insurance becanse I am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CAREIN MASS: ... (i) OTHERWISE EXEMPT:
(State how otherwisc exempt):
12, Current Health Care Facility Affiliations. Supply the codes from Table 4 and place a check mark next to those facilities where you have

admitting privileges (AP)
Facility Code: . O O 8 / X A ap Fmﬂnycm:_Q.@.g-_i_ﬁ(AP) Facility Code: e oo . / — (AP)

meWMG:Qﬂ;L<M> Facility Code: e e e / — (AP) Facility Code: woe e e / e (AP)
If 999, print nama(s):
Additional hospitals at which you previously held privileges and other heelth care facilities with which you were associated in the past 2 years.

(Sec Table 4.)
Facility Code: wmmm e mae.  Facility Code: s e amee  Facility Code: e s . Facility Code: o Facility Code: o o e

1f 999, write name(s):
13. Are you currently in a post-graduate training program in MA as a resident or clinical fellow? Yes__. NoX_  (Check one)

14. a) Whatis your principsl work setting? (See Table 5) L 9

b} Care of patients in Massachusetts (MA) (See instruction booklet.)
i) How many hours per typical week are you currently involved in owlparient care in MA? 3.1 hrsfwk in MA
ii) How many hours per typical week are you currently involved in inpatient care in MA? 20 nesiwkin MA

Questions 15 through 23 refer tp the past twa years caly., Check enharYESorNO (NOT NtA)meachqmuo:L
Provide details on Form 15A for all YES answers, Refer i ) £ y

IN THE PAST TWO YEARS:
[1x THE PAST TWO YEARS] WS No

15. Has any medical malpractice claim been made against you, whether or not e lewsuit was filed in relation to the claim? .........

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

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

18, Has your privilege to possess, dispense or p:rescnbe controlled substances been surrendered to or mpended, revoiced, denied
or restricted by any state or federal agency? ... ree s

19. Have you withdrawn an application for & medical license or been denied a medical license for any reason? .......ocevimsssisinrncas
20. Have you had any menta!l iliness which has impaired your ability to practice medicine or to function as a student of medicine?
21. Have you had an organic illness which has impaired your ability to praciice medicine or to function as a student of medicine?

22. Are you now, or have you been in the past two years, dependent upon alcohol or drugs?
23. Has mny professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage?......

+ Pursuant to G.L. ¢. 112, sec. 2, 1 will not charge to or collect from a Medicare beneficlary more than the Medicare reasonable charges.

+ Pursuant to G.L. c. 62C, sec. 49A, 1 hereby certify under the penalties of perjury that, to the best of my knowledge and helief, I have
fiied all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies even if you
reside out-of-state or out of the country.

¢ I kereby certify that I will fulfllt my obligation to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. $1A,

* 1 hereby certify under the penalties of perjury that ail information on this form and Form 15A Is frue.

— Wﬁmy@m/ ous 426,95




19911993 Physician Registration Renewal Application

Commonwealth of Massachusetts Board of Registration in Medicinqq’w;
Ten West Street, 3rd Floor, Boston, Massachusetts 92111
| N W/

Registration No. Status Fee Renswal Date For Office Use Only

20491  ACTIVE s150 04728791 MA .
Dre ALAIN LESYER CAMPBELL Pr. e e
Bk. A A
Ch.
D.E ﬁ% A’J_Jigi/
Directlons: )

« Questions 1-7 include information from Board Mles, Please correct It ag necessary.

« Before proceading, please read the instruction bookiet.

« Answer all non-optional questions compietely. (The instructions specify which quastions are optional.)

« Make & copy of this form and a¥l attachments for your own records—you must give health cars facilities coples for cradentialing purposes. The Bosrd charges
$3.00 plus postage for sach copy furnished.

» Enclose the $160.00 renowasl fee b of a cortified check, money or personal check made payable to the Commonwealth of Massachusetis.

Activity Status:
| am applying to be registered with the following etatus:  Active_ XX Inactive
| barsby certify that if requeating Inactive status, | wii not practios medicine In Masesohusetis.

Pre-Printed Information Cormrections of Pre-Printed informatian
1. Other Name(s), if any, undar which you were licensad: Name;
2. a} Address (Home): Addrass:
City/Town
Stata; 2Zip;
Country Code; (It 896 write Country);
2. b} Addross {Busineas): : Address:
ATLANTICARE O8/GYN Chy/Tawn:
493 WESTERN AVENUE State: Zip:
LYNN, MA 01904~ Gountry Code: (i 999, write County):
3. Date of Birth: Sex: M Dato of Birth (MD/Y): / / Sex (WF): _______
Uc. tesue Date: 10719788 ggng: Lic. lssue Dato(MIONY): ____ / ___ / _ SSN#
Telephone Number:
Home ﬂg%n%% Home: ( ) Businoss: ( )
) (6 592~3000
4. Medical School Gode: V00T voar Graduated: 76 Degree: MO | School Code:__ Year Greduated: Dagree (MD/DO):____|
Nage of Schoot: 1f 99060, write School;
Faculty of Medicine, McGill Universit
&, a) Other States where you are now licensed to practice (Abiy): none —— a— — e e ——
b) Stats where you previcusly were licensed to practice (Abbr): Quebec, Canada | __ __. . ___ ___  ___
8. Specialty Coda(s) (See Table 3)
Code  Hours per Weok in Mags, Code H&ua.mr_ﬁumgm
036 0 Obstetrics and Gynecololy - (o

0

o

i OS, writa spacialty;

7.8) Are you Ametican Specialty Board Certified? (Y/N) Y  7b) if YES, Enter Codes:
Coge: OG Board of Obstetrics and Gynecology | code:

Coda: Code;,

8. Drug License Number(s) (if any) [optional]: a) Federal (DEA) b) How many DEA nos. do you have? __1

¢) State (MA) #M__ —

8. | have complated my C.M.E. requirements In the two years preceding my renawal date: YES_ *X Waiver Requested
(You must fill out a separate Waiver Form. The waivar must be granted by the Board bafore your licenss will be renewed.) See Instructions for CME
requiraments. Do not submit documentation of your GME's with your renswal appiication,
30M - 9/80 - P813071 [ For Otfice Use Only: Walver Granied Date; / / ]




FILL IN NAME AND NUMBER: %
Physician Last Name:__ CAMPBELL ALAIN LESTER RegimmionNo.:_iq_(‘_gl_mf_ “.

10. My medical malpracice Insurance is covered by () INSURANCE CARRIER_XX_or (b) LETTER OF CREDIT_____. If applicable, check ons, °
Ustinsurer. MED. MALP. JOINT UNDERW. ASS., MA.

Aharmatively, indicats as follows: | am registating with ACTIVE status, but | am not covered by medical malpractoe insurance because | am (Check oney;

{1} NOT INVOLVED IN DIRECTANDIRECT PATIENT CARE;__ () OTHERWISE EXEMPT, ___
{State how otherwise exampt);
1. Cunent Hospital Affillations (Supply the codes from Table 5 and pisce a check mark next to those facliitiss whera you have adminmg priviagos (AP).
Fecility Gode:_008_ K )P} Faclity Code: ___ __ /__(AP) Facillty Code:.______/._(AP)
Faclity Code: _01 4_ A afAP) Faclity Code: ___ __/_(AP) Fadility Code: ____/_(AP)
if 998, write Name(s);
?gfan%% Hg;plmll at which you greviouely held privileges and other Health Care Faoliities with which you were assoclated in the past 4 years,
Faciity Cod_2%8  FaclyGode:_____ FadiyCode:______  Faollty Code: _____
#f 828, write Nama(a);,

2. Post Graduate Training in Massachusetts {MA) {Seg instruction booklet.)
a) Are you currenty in a post-graduate training program in MA as e resident or olinical fellow? Yes___ _ No_XX (Check one,)
b} if you are in a MA program, are youa ) Resident____ K} Clinical Felow___ or I¥) Research Fellow___? {Check ana,)
©) How many hours per typical week do you spend in this MA post-graduate tralning program?, hrs. Awk. In MA.

13. Care of Patients in Massachusetts (MA) (Sg9 instruction bookiet.)
a} Haw many hours per typicat week are you ourrently invoived in cutpationt care in MA? 14 pogawk. in MA,
b) How many hours per typlcal week are you ourrently involved in inpationt care in MA?__ 50 hre./wk. In MA.

14. Principal Work Setting.
&) What is your principal work setting? (Ses Table §) _10

Questions 15 through 22 refer to the payt four yaars only. Cheok efther YES or NO (not N/A) to sach question. Provide detalls on Form 15A.
ina bookid eitge gl in

for 1o the omatio

Lf

Neo
18. Has any pending or new madical maipractios clalm been mada against you (whather o not a lawsu was Kled In relaton to the daim)?

18, Have you been a defendant in any pending or new criminal proceeding other than & Minor trAMC OHENERT..........v.oeerseessssssssss ——

17. Are any formal dieciplinary charges pending or has any discipiinary action (as defined by Board regulations—See Instructions) been taken
sgainst you by any govermmental authority, hospital or other health care facility, o professional medical assoclation fintemationsl, naienal,

19. Has your privilege o possess, dispanse or prescribe controlled substances been suspended, revoked, denled, restricted, surrendered,
or have you bean calied before or beon warned by this state or any other juriediction Inciuding & federal &ZeNCY ... veeecoiicrn: rennraens

10, Have you withdrawn an application for 5 medical license or baen denlod a mecica lcenee for ny 1880NT.......... — e .
20. Have you had any mental linegs which has Impalred your ability to practice medicine or to function as a student of MEEINE?......c e
21. Have you had an organic liiness which has impeired your ability to practice medicine of to function as & student of mediclne?........oowwss

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

Pursuant to M.G.L. a.475, | whl not charge to or oollect from a Medicars bensfiolary more than the Medicsre reasonabls charge for my servioss.
Pursuant to M.Q.L. ©.62C s80.494, | oertify under the penalties of perjury that, to my best knowledge snd baellef, i have fiied any Massaohusetts stete
tax returns snd pald sny Massachusesetts stale taxes, thet are required under lsw. NOTE: This spplies avan U you reside out-of-alate of out of the
oountry.

1 certity that ! wili fulfill my obligation to report abuse or negiect of children pursuant to M.G.L. c.119 sec.51A.

1 hereby cortity under the penaitios of parjury that all information on this form and Form 15A Is true.

Signature: o/ oao_4 2.4/




/Z iHE COMMONWEALTH OF MASSACHUSETTS
H; ARD OF REGISTRATION AND DISCIPLINE IN MEDICINE
Application for Endorsement Registration

(Fee — $150.00 must accompany APPLICATION — No currency or personal checks)

F.. For Office Use 7
3\~e Applicationp . < 7 ~ 7 ¢ 9/&}
Fa 'F { z

moree Certificate # ML_ Date of IssuM

Dt
Fease Prnt SWORN STATEMENT |, ie: Mazch 1lth, 1988.

. Alain Lester CAMPBELL , - :
Name ——— : Address

First Middle Lase
Date or Birth _. l m——
Place of Birth St-Hyacinthe, Quebec, Canlada
Pre-Medical Education Medical Education
School _ Yniversity of Montreal Schoot McGill Upiversity
B.Se. : 1969-72
Years Attended ' gem Attended . 1272-76 . M. 1) ., C. M.
i:\'r“_e_\_f_i.m1e1:rg B,A. (Univ, Mtl, 1969%) -

Postgraduate Education & Hospital Appointments
Place Position (}1 % Dates
iéine

POSTGRADUATE EDUCATION: M,Sc . (Expeg%r]ftléngnivb{e - Endocrinology)
19877-84

—w Residency programs OB/GYN; McGill Univ. and Univ. Mtl;
Fac Medicine ang

Appointments: Assistant Prof Clinical OB/GYN , a '
Graduate SFTuUdres, Univ—momrrrrhdte—dortbre—and-HétolsDion

List all ather states in which you have been fully licensed: _Iiniversity Hospitals; 198l-actual 1988;

QUEBEC, only, Canada , 27 _1R2 )

Other names under which you have been licensed; __ CD¢
List Speciaity Boards by which you are certified: __ AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

9 W_Tw\z-—dd (s sdoon L-M.CC VL-F‘;@KW

Ths spple whnhfn full Lownce o hcmer. mm W"o&/&}w
L YOI PP Y vl A fam-ﬂmﬁ&m g{#’i‘:. 5
reade @ Qrurnd Ml o JBin an 28/¢YN sgme._

hadical Conlir, in LQ’M d—vpa (488~
dese ol M@nﬂg Omf.wnd— ana. a 0B/6YR T

o ot 10 b BT QL oty 1471453

T ranle

@é’»—u wnb.




Wi, CUMMONWEALTH OF MASSACHUSETTS FOR OFFICE US- NLY

/ BOARD OF REGISTRATION IN MEDICINE Full License aj;plicatien
' SUPPLEMENT TO APPLICATION FOR Pending Approved
« FULL .LICKLNSE License #

TO BE COMPLETED BY APPLICANT. PLEASE TYFE OF PEINT. i
NAME: Agai? L. CAMPBELL HOSPITAL: Ste-Justine Hospital
PERMANENT ADDRESS: -

' __AVEADbRESS: 3175 COTE SAINTE-CATHERINE,
LOCAL MAILING Montreal . Quebec, Ca
ADDRESS IN {(MA): H3T 1C5

TOU AKE REQUIRED TO COMPLETE THE GUESTIONS BELOW. JES NQ

l. Hes any medical malpractice claiz ever been pade against

¥ou in the last ten years (vhether or nat a lawsuit was filed

in relstion to the claim)? 1.
2, Heve you ever been denied the right to participate or enroll

in any =ystem whereby a third party pays sll or part of &

nada.

patient's bi117? 2.
3, Heve you ever applied for liceasurs or to sit for an
examination or tsken an examination, under a different name? 3.

4. Heve you ever been danied the privileges of taking or
finishing an exsmination or been accused of cheating and/or
improper conduct during sn examination since your matriculation

in college? . 4.
5. Heave your ever feiled an examination {including the FLEX
Examination) before any state or the Kationsl Boeards? 5.
6. Have you ever been denied s medicel license, whether full,
limited or temporary, for any reason? 6.

7. Have you ever had staff privileges, employment or appointEent

in & hospital or other health cere institution, denied, suspended

or revoked, or resignad from a medical staff in lieu of

disciplinary action? 7.
8. Are sny formal disciplinary charges pending or has any
disciplinary sction been taken against you in the last ten yeara

by any governwental authority, by any hospital or health care
facility, or by any professional medical association

(international, national, state, or local)? B.
9. Have you ever voluntarily surrendered a license to

practice medicine or any healing art? The Board's regulations
define "disciplinary action." Please refer to 243 CMR 3.02,
attached. 9.
10. Have you ever withdrawn an applicetion for medical

licensure, hospital priviledges or appointment, for any ressan? 10,
il. Have you ever for any reason, lost Aperican Specialty

Board Certification? 11.
12. Have you been denied required recertification by one or
more specialty bomrds? If yes, which one(s)? 12,
13. Have you, st sny time, been & defendant in any criminal
proceeding cther than minor traffic offenses? 13,

14, Hes your privilege to possess, dispense or prescribe
controlled substances ever been suspended, revoked, denied,
restricted, surrendered or have you been called before

or warned by this state or sny other jurisdiction including
a federal agency at any time?

15, Have you ever had any emoticonal disturbance or mental
1llness which hes impaired your ebility to prectice medicine
or to function as & student of medicine? 15.
16. HKave you ever had an organic illness vhich hes impaired
your abllity to practice pedicine or to function as & atudent

b4,

of medicine? 16.
17. Are you now, or have you been in the past, dependent upon
alcohol or drugs? 17.
18. Have you ever heild s litense in Masaschusetts or any other ST
state or country? If yes, list other jurisdicrtions. VR 'Jnd; .
[ *

' 18, e .
MNOTEZ ON QUESTIONS 15-17: The harm that baefalls physicisns and patients alike vhen _ fi%' : T AL
impairmsent goes undetected and untreatad by tha medical profession is devastating. ':a'f e R iz\
The doard wants impsired physicians treatsd in the early stages of impsirment bafere o -
irreparable harm to the physician or patient occurs. ™ oL t&c§v |
If you have anavered "yes" to any of the above except 418 plesse explain on'the W e ~
reverse side, Attach additional 8 1/2" x 11" sheets if necesaary, I will téad <y
the Board's regulations, 243 CMR 1.00 through 3.00. To the best of oy kﬁov!Qﬂih Y
I wmeet the qualifications for Ful) Licensure in Messachusetts, N

et

1 hereby certify under the penalty of perjury that sll information on this fors
(front and back) including attached esheets is true.

SIGKATURE: ) é(—— DATE: M ”,-d: ’qgg )




l'mdb hﬂ Vere
Commonwealth of Massachusetts Board of Registration In Medicine l 4 (
Tan Wast Street, 3rd Floor, Boston, Massachusatis 02111 0 ] 8 2 6 4 2 27,
1969-1991 Physiclan Registration Renowal Application, Page 1 of 2

Reglatration No. Status Feo Renews! Date
20401 1 sis0 04/ PB/EY
M.R.
ALAIN LESTER CAMPBELL Pr. ﬁlﬂ:%
Bk, f
Ch. S
D.E 5
R Y
important:

+ Read the accompanying insiructions in thair entirely before compléting this form. Do not delagate this important task to an employes, as false stalements on this
form can resuit In digciplinary setion.

. Print Jegibly or lyps your answers,

. Answer all non-optional questions (font aod back of form) completeh-} s not adequats to state that the Board airendy has the Information.

. Slgn the renews/ application at the bottom of page one and fifl In the number of altached pagee In the paragraph above the signature.

. Make a copy of thia form and a/l attachmenta for your own necords—you must give hospltals and other hesith care faciiities coples for credentialing purposss.

«Enciose the $150 renawal fee by means of a certifiad check, money order or parscnal check mada payable to the Commonwenith of Massachusens,

1. %) Name (LAST:), CAMPRELL APRsT:__ ALAIN amay__ L
1, b) Cther Name (g}, if any, that you were ever li dunder: __NOT APPLICARLE

2. a) Addresa Maiking): SAME AS ABOVE

2, b) Address (Homa): SAME AS ABCVE

2. ¢} Address (Business): ATLANTICARE OB/GYN
493 WESTERN AVE., LYNN, MA. D196%

2.d) Telephone (Susiness): ( 617 | 592.3000  pusnsion_ — =~ 2 e)Tolophons (Home) (Optionall: () _ S
3. Date of Birth (MO/DA/YR);__ 4, Sext; MALE_X FEMALE 5. Soclal Security No. {Optionalis
&. 8) Medical School Code (See Table 7): __ QUDOY  wopong, write Name:_ — =~~~
6.b) Year Gracuated: 1976 8. o) Degres: M.D. XX 0.0,
€.d) Country: US.__ Canada_X Code it Other (See Table 2):_~==__ 1599, write Name: iimdiing
7. Work Setting (Circle and Indicate Percent{%) of Practice Time):
10 Hospital 50 % 15 Private Office % 20 Partnership/Group Praotice 30_%
25 Clinke L20L% 30 Mental Health Canter 35 Nursing Home %
40 HMO Facility % 45 Educational institution % 50 Medical Soclety %
55 Governmant Facifity % B0 Plant/Commerolal Setting % 98 Other %
8. Professional Aotivity (Circle and Indicate Percent{%) of Professional Tima); 8. b) Mass, Lic, lasus Date
10 Resident of Feliow % 20 Practice lnvolving Direct Patient Care 20 % (se0 yourwall cortificate)
30 Administrative Activities % 40 Medlical Teaching % MO/DA/YRY 1019 88
50 Medioal Ressarch 10 % 99 Other %
9. Specialty Code (See Table 3): R Percantof Practics Time: {08 % Specialty Code: ____ __ Percent of Praoctice Time: %
if G5, specis
10, a) Are you American Specialty Board Cartified? {Y/N) __Y 16, b) f YES, circie which Board(s):
Al Board of Allergy & immunalogy Board of Nusiaar Medicine PS Board of Piastit Surgery
A Board of Anesthaslology Bowd of Obstetrios & Gynevalagy PM Board of Preventive Medicine
CRS  Board of Colon & Reotal Surgery OP  Boad of Ophtheimology PN Board of Paychiatry & Neurology
o Board of Dermatology 08 Board of Onthopedto Surgory R Board of Radiology
EM  Board of Emergency Madicine or Board of Otolaryngology 5 Board of Surgery
FP Board of Family Practics PA Bowrd of Pathology TS Board of Thotacic Surgery
1M Board of interna! Medicine PE Bourd of Padiatrics u Board of Lrology
NS Board of Neurclogical Surgary PMR  Board of Physlcal Medicine & Rehabdlitation
11. &) Hospltals at which you have gurrantly etfective privileges and other Health Care Facliities with which you are sssociated; Percent of Practice Time at each.
{Ses Table 4.}
Facllity Code: __ 008 106G Facllity Code: % Facitty Code: %
Facility Code; % Facllity Code: % Facitity Code: _ %

#9089, write Nama{s);

11. b} Additions) Haspitats at which you previgusly heid privitages and other Health Care Facllities with whioh you wers assoclsted in the past 10 ysars,

(See Tadle 4)

Facility Coge: __ 938 Facity Cotte: ____ _ FeclilyCode: _____ Faclity Coder Facllity Code: ____

#999, write Nemey__ @ 9K '\ MeNTRIAL . SV AUSTimg UNIVERSITY NaSProat
MoxTreAt . Hovsl ey Ve vies.2Y  fgasdoinA,

o hereby certify that if raquesting INACTIVE status, | will not practice medicine In Massachuseits.
Fursuantto M.G.L. 0475, | will not chargs 10 or oollect from & Medionre beneficiary more then the Medicare reasonabla charge for my sarvioos.

Pursuant to M.G.L. ¢.62C sac.40A, | cartify under the penaliies of perjury that, to my best knowledge and bellef, | have filed sny Messachusetts stase tax
retums and paid any Massachusstts siate taves, that are required under law. Note: This applies evan i you reakde out-of-state or out of the country.

Fhareby osrilfy undar the panalties of perjury that ail Information on this MIM-W_B_!]M—!I trus,
b

Signaturs; /)/, MKVL—- N Date: __Hé(,j (939




Massachusetts Board of Registration in Medicine 1989-1991 Renewal Application, Page2of2 .

Fiilin name and number. Physictan LastName: - amMpRET] Reglstration No.;__ 60491
12. a) Other Staies where you are now licensad {0 practics (Abbreviats): c; _ _QH___ S —— e —
12. 1o} States whare you praviously wers licsnsed o praciice (Abbreviate): — ou_ I —_— —— I
*
13, am applying to be registered with the foliowing siatus: AcTive XX INACTIVE # ACTIVE, anewar questions 14. a) ihrough c).
Ppiying v "o - R e e oo i

14. a) thave complsted my C.M.E. requirements In the two years snding on the renewal date &s follows: (Filf in # of hours or type of residency, or check walver.)
Category & _4 0 hrs., Gategory I __g 1y brs., (Rlsk-Managemant: 10 hra)i  Residency Progeam in: ;
Waiver Requeatad__ {You muat fill oul a separate Walver Form.}

14. b} My medieal malprastios !naumv 18 coversd by INSURANCE CARRIER &~ LETTER OF CREDIT__ . if applicable, ohack one and Identify the name,
tnsurer: MED MALC osn T Undeong lss. MA  Institution lssuing Latter of Cradit

Alernatively, Indicate as foliows: | am reglsterng with ACTIVE status, bul ! am not covered by medical malpractios insurance b lam (Check one)
NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE COTHERWISE EXEMPTED__ {Stste how)

14, ¢} Parcent of Practice Time in Massachuzetts. 100,
Questions 15 through 17 refer to the past four years only. Check either YES or NO (not N/&) to each question, Frovide detalls on Form 154, amchad.m

15. Has any panding or new medloal malpractios claim basn mads against you (whethar or nol a lawsult was filsd in relstion 1o the olaim)? ..........
18. Have you baen a defendant in any pending or new oriminat proceseding other than & minor traflic off ? .
17. Are any formal disciplinary sharges pending ot has any disoiplinary action (as defined by Board regulations—Ses instructions) besn taken
agalng; you by any gova";ynmamoal aglhorlgr? hospiltal o‘l’othwpésn.!:t‘ﬁ oare fa‘:imy. o pra?znalonal mgdlcal assoclation {Irmrnlzlnnnl,
nationsd, state or local)? ......ee..n..,
it you od 'YES' to quasiion 18, 18, or 17 provide datalis on Form 15A, attached.

Guestions 18 through 24 refer ta the paet four vegry only. Check either YES or NO (not N/A] fo egoh question. Provide details In the next ssction, Yon HNo

18, Has your privilage Edouuuu, dispense or prescribe controlied substances besn suspended, revoked, denied, restricted, surrendarsd, or
hava you been called befora or basn warned by this atate or any other |urlediction including a federal agenay? .

18, Have you withdrawn an application for & medioal lioense or been denled a medical H08nea fOr ANY MASINT.....e... .o ecessessmrscrmssst st ecsrssacs .
20. Have you had any mental liiness which has impaired your abiilty to practice medicing or to funstion as a student of medicine?.
21. Have you had an organic lliness which has impalred your abllity to practice medicing or 16 function as & student of medicine
22 Are you now, or have you been in the past, dependant upon SCOhDl 6F BIUGET ... ..eerrrimesissrnc s

23. Have you, for any reseon, lost American Specially Board Certifleation ... .. -
24. Have you baen deniad recertification by one of mors apacialty boarde? FYES, MetBoard(s}: s




' VERIFICATION OF LICENSURE

in app.ying for a license to practice mediciue in the Commonwealth of Massachusetts
the Medical Board requirea this form to be completed by each state wherein I hold ’
or have ever held licensure. This is your authority to release any information in
your files, favorable or otherwise, direct to the Board of Registration in Medicipe.
10 West Street, Boston, Massachusetts 02111. Your early respouse is appreciated.
This form mist cowme directly frowm the state licensing board,

W,%A

NOURT same ggatee charge 1 fae T ture)
this corvice., We suggess that
tesn bWy . i ])ﬁ
voy vatl the different ntages NAHE'M A‘:A’U
in wnich vou are licensed beiore
- N A \ * ADDRESS:
vou mati this form, _— - —~—

e Y

My license number 1-:__}5:5“ Wi

(DO NOT DRTACEH)
YUAUL XIEX Province of Québec

Full Name of Licensee: Alain CAMPBELL, M.D.

Graduate of: McGill. 1976
License No.: 77-182 Iesued date: June 17th, 1977

By: Eodorsement/Reciprocity with Diploma which includes oral and written examinations.

By: Your State Board's Written Examination N/A

lLicense is current? Yes If NO, why Not?

Has license been suspended or revoked? No 1f YRS, why?

Has liceatiste ever been on probation?__ NO 1f YRS, Why?

Has license ever been requested to appear before your Board? No

1f YES, Why?

Derogatory information, if aumy N/A ' T

Comments, if
since February 27th, 1981,

sny Doctor Campbell is a certified specialist 1ﬁ/0bstetr}cs\6yn \kp¥vgy

Uacque; e, 7

Title: gssjsggn; ;gﬁggregary generaI

State Board: Erofgssional gorporatign of
Physicians of Québec
Datet January 22nd, 1988

BOARD SEAL

et



COMMONWEALTH OF MASSACHUSETTS FOR OFFICE USE ONLY

BOARD OF REGISTRATION IN MEDICINE Speciaity Licanse Application
SUPPLEMENT TQ APPLICAT.ON FOR Pending Approved
AMERICAN SPECIALTY BOARD Licsnse #

TO BE COMPLETED 8Y APPLICANT. PLEASE TYPE OR PRINT.

NAME: CAMPBE W DR ACAIA L - HOBPITAL:
PERMANENT ADDRESS:
ADDRESS:
LOCAL MAILING: @y, |
@i#( Applying on the basls of which
ADDRESS IN (MA): /i approved American Specialty Board? _ 9 B8 fay A
Certificate Category?

-
L8]

YOU ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW. YES

1. Has any medical malpractica claim sver been mads against you in the last fen years (whather or not a lawsuit
was fllad in relation ta the claim)?
2. Have you sver been denied the right to paricipate or anrol] In any system wharsby a third party pays all or
part of a patisnt's bill?
3. Have you ever appiied for licensure or to sit for an sxamination or taken an examination, under a different name?
4. Hava you evar been denled the privileges of taking or finishing an examination or been accused of cheating and for
impropsr conduct during an examination sinoce your matriculation In college?
5. Have you evar falisd any of the following examinations: the FLEX examination, any state Board sxamination, or falled Part Itl of the
National Boards or failed to gain csrification from the National Board of Medical Examiners?
Have you ever fallad a foreign licenaing or certification examination?
Have you sver {alled an Amesican Speclalty Board examination?
Have you ever besn denisd a medical licansa, whether full, limited or temporary, for any reason?
Have you ever had staff privileges, smpioymaent or appointment In a hoaphial or other heaith care institution
denied, suspended or revoked, or reaigned from & madical statf in lisu of disciplinary action?
10. Are any formai discipiinary charges pending or hag any disciplinary action bean taken against you in the
lagt tan years by any governmantal authority, by any hospitat or heaith care facility, or by any professional
madical assaciation {nternational, national, state or tocal)?
11. Have you ever voluntaslly surrendered a licanas to praciice medicine or any healing art? The Board's
reguiations define “disciplinary attion.” Please refer to 243 CMR 3.02, attachad.
12. Have you sver withdrawn an application for medical Hecensure, hospital priviteges or appointment, for any reason?
13. Have you ever, for any reason, lost American Specialty Board Cerification?
14, Have you been denled requlred recartification by one or mare speclalty boards? If yes, which one(s)?

v e N

15. Have you, at any time, been a defendant in any criminai procesading other than minor traffic offanses?

16. Haag your privilegs to posaess, diapanss ar prescribe controllad substances ever been suspanded, ravaked, denied,
restricted or aurrendered, or have you besn called before or warnsd by this state or any other
juriadiction including a federal agency at any tima?

17. Have you ever had any ematicnal disturbance or mentsl iliness which has impaired your ability 1o practice medicine
or to function sa a student of medicine?

18. Have you evar had an organic iliness which has impalred your ability 1o practics maedicine or to function as a
atudent of medicina?

19. Are you now, or have you besn in the past, dependent upon alcohol or drugs?

20. Have you sver held a licenss in Massachusetts or any other state or country? !f yes, list other jurisdictions,
é webee W F3-1B2.

NOTE ON QUESTIONS 17-19: The harm that befalls physicians and patients ailke when impairment goes undatected and untreated
by the mediocs! profession is devastating. The Board wants impalired physicians treatad in the eeriy stages of Impairment

bafara imeparable harm 1o the physician or patient occurs.

If you have answearsd "yss” to any of the abova except #20 piease axplain on the reveras side. Attach additional 8 1/2" x 11" sheets
if necassary.

i wilf read the Board's raguiations, 243 CMR 1.00 through 3.00. To the best of my knowledge ! meet the qualifications

for American Spacialty Board |lcenaure In Massachusetts.

f hareby certify under the panalty of perjury that all information on this form (front and back} including attached sheeta is trus,

SIGNATURE: m %L DATE: j\’u[‘(‘l} ]?fn", 1459




of - 9%

:‘?HE COMMONWEALTH OF MASSACHUSETTS
W ARD OF REGIS‘TR.—\T!ON AND DISCIPLINE N MEDICINE

Application for Endorsement Registration
(Fee — $150.00 must accompany APPLICATION — No currency or personal checks)

Frag .7' 8/ For Office Use é 9’0

8, Application #
Farm of Fee __%_ éo z E E
Certificate # Date of sy

Please Pring SWORN STATEMENT
' .March 1lth, 1988.

Name Alain Lester  CAMPBELL Date:. Maxg ¢

- Ferst Viddie o Address ___

Date of Birth _. .

Place of Birth St-Hyacinthe, Quebeo, Canfada

Pre-Medical Education Medical Education
School . _University of Montreal School McGill University
v A ded B.Se¢. 1 1969-72
ears Attende . ears Attend 1072-76: M. D , C.M.
Previansglty. B A, (Univ, Mt1l, 1969¥ ed L.

Postgraduate Edacadon & Hospital Appolutments

Place Position - Dates
‘ cGill En%v i?g%
POSTGRADUATE EDUCATION: M.Se. (Experlmen a1t Me ne - Endocrinology)

Residency program; OB/GYN: MeGill Univ. and Univ, Mtl; 1977-80
Appointments: Assistant Prof Clinical OB/GYN , Fac  Medicime amt—

4 £ PR A 3
ttraduate Studies, ULV MonTreat—Ste—duet-inre—aad—ditalal i o

Lnstaltotherstatesmwiuchyouhavebemfuuyﬁeensed: IIniversity Hospitals; 198l-actual 1988;

QUEBEC, only, Canada . 77-189
Other names under which you have been licensad: _ RON €

List Speciaity Boards by which you are certified:

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

D oavtrh Toolethe (oawsliom LM CC m_‘Fg,;_x Fiems |
“This ‘“\"{’ﬁ"&x‘“‘* letete on hoence mmﬂ "16 D&/sy,u
B dawe llifs by o foword am gpul Bl

Neade a_ MMTM‘tD am 28/ YN __
hedicag Conlin on k- inw g o0 el H‘FZ‘:«: A




”EbTP¢0SUEALTH OF MASSACHUSETTS FOR OFFICE US. -NLY

BOARD OF REGISTRATION IN MEDICINE | Full License A;plication
SUPPLEMENT TO APPLICATIOR FOR Pending Approved ]
- FULL LICHNSE | License ¥
TO BE COMPLETED BY APPLICANT. PLEASE TYPE OR PRINT, . .
NAME: Alain 1., CAMPBELL ROSPITAL: Ste~Justine Hospital

PERMANENT ADDRESS:
ADDRESS: 3175 COTE SAINTE-CATHERINE,

LOCAL MAILING i Montreal ,  Quehec, Canada.

YOU ARE REQUIRED YO CONPLETE THE QUESTIONS BELOV YES NO
1. Has any medical malpractice claim ever been made sgainst

You in the lnst ten years (vhether or not a lawsuit was filed

in relation to the claim)? I.

2, Have you ever been denied the right to parcicipate or enroll

in any system whereby a third party pays all or part of a

patient's bill? 2,
3. Have you ever applied for licensure or to sit for an
examination or teken an examipstion, under a different name? 3,

4., Heve you ever been denied the privileges of taking or
finishing &n examination or been accused of chesting and/or
improper conduct during an examination Eince your matriculation

in college? . 4,
5. Heve your ever fgiled an examination (including the FLEX
Examination) before any stete or the Netional Boards? 5,
6. Have you ever been denied » medical license, whether full,
limited or temporary, for any resson? 6,

7. Have you ever had staff privileges, employment or appointment

in a hospital or other health care institution, denied, suspended

or revoked, or resigned from s medical staff in lieu of

disciplinary action? 7.
8. Are any formal disciplinary charges rending or has sny
disciplinary action been takepn against you in the last ten years

by any governmental authority, by any haospital or health care
facility, or by any professional medical association

(international, national, state, or local)? g,
9. Have you ever voluntarily surrendered a license to

practice medicine or sny healing art? The Board's regulations
define "disciplinary action." Please refer to 243 CMR 3.02,
attached, 9
10, Have you ever withdrawn an application for medical

licensure, hospital priviledges or sppointment, for any reason? 10,
11. Have you eaver for any reagon, lost Americean Specialty

Board Certification? 11.
12. Heave you been denied required recertification by one or
more specialty boards? If yes, which one(s)? 12.
13. Have you, at any time, been a defendant in any criminal
proceeding other than minor traffic offenses? 13,

14, Has your privilege to possess, dispense or preggribde

controlled substances ever been suspended, revoked, denied,
restricted, surrendered or have you been ctalled before

or warned by this state or any other jurisdiction dncluding

6 federal agency a4t any time? 14.
15. Have you ever had any emotjonal disturbance or mental

illness which has impaired your ability to practice medicine

or to function as & student of medicine? 15.
16. Have you ever had an organic illness which has impaired

your abilicy to prectice medicine or to function gs a student

of medicine? 16.
17. Are you now, or have you been in the past, dependent upon
alcohel or drugs? 17.

18. Have you ever held a license in Massachusetts or any other
state or country? Xf yes, list other jurisdictions.

. ] A

. i8.
NOTE ON QUESTIONS 15-17: The harm that hefalls physicisns and patients alike whan ;;,' ot
impairsent goes undetectsd and untrested by the medical profession is devastating. P o~

The Board vants impaired physicisns treated in the early stages of impairment befors i

irreparable harm to the physician or patient occurs. i;.
You have ansvered "yos" to any of the above except #]8 pleage explain on'the

reverse side. Attsch additionsl B 1/2" x 11" gheets if necessary. 1 will rénd

the Board's regulations, 243 CHR 1.00 through 3.00. To the best of my knowledge

I meet the qualifications for Full licensure in Massachusetts. T

M
.
]

.

T hereby certify under the penelty of perjury that all information on this form Bl

{front and back) including ettached sheets is true. s

SIGNATURE: %W@M{?ﬁék’ DATE: M“Tf IQJX )

htenl,

Ko
Hyppt

Vil

lu!\\;lh
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Massachusetts Physician Renewal Abplication

Physician Name: ALAIN LESTER CAMPBELL License No.: 60491
PART A
1) Current Status: Active " Renewal Duc Date: 03/31/2005 Birth Date:

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

O Active 03 Retiring [ mnactive [J Do not wish to renew

2) Addresses & Contact Information, Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Business addresses CANNOT be a Post Office Box. ]
' Piease make corrections (print)

22) MAILING ADDRESS -
g SSZTON STREET Mailing Address:
g
LYNN, MA 01904-0000 City/Town: State:
Zip: Country:
D0 Check bere to change this address
2b) HOME ADDRESS P
) b R 2 . Home Address:
.l E Y City/Town: State;
o Zi Count
oA [ I ip: ountry;
O & | e
Phone: E'".: ff‘ o " ome Telephone: )
[ Check kere 10 change this address r%:; :; L Home address cannot be a Post Office Box
:‘,”-\: “* é:‘:}_]
22 gggigisgﬁzg];ﬁlss = g Business Address:
SUITE ¢ o City/Town: State:
LYNN, MA 01904-0000 Zip: Country:
Phone: (781)592-3000 Business Telephone: { )
1 Chec# here o change this address Business address cannot be a Post Office Box

3) E-mail Address: _ po7” AVALCARBLE. AT o FFrog
4) Fax Number: ‘-?2 [- 6‘12-— Ciéﬂﬁa

§) Specinlties (Sf; Renewal Instructions, page 4.) Delete? Additional specialties:
Obstetrics and (Eyneco}ogy a
o
O

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA} Information.
(See enclosed instructions and Renewal Instructions, page 4,)

List Certifying fBoard(s) below: ’ Update General Certificates and Subspecialty Certificates
‘ below. Please add additional Certifications as required.
Board Name ABMS or AQA Certificate/Sabspecialty Correct?  Delete?
. Amgﬁ;m b!@gg' Dbste 7ges Q!_,mflﬁ O Obstetrics & Gynecology 4 0
o o O O
O 0 o O
3] O 0 0

Page 1 of &



Massachusetts Physician Renewal Application

Physician Name: ALAIN LESTER CAMPBELL License No.: 60491
{See Renewal Instrictions, page 4.) FPlease make corrections as necessary
7) Drug License Numbers, i any: 8a) Ot!;; ,.%tfi-fes where you are now licensed to practice (Abbr.}
a) Massachusetts:
b) Federal {DEA): 8b) States where yon were previousiy licensed (Abbr.)
¢} Federal {DEA)} XS: FVE BEC

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Private Office Change to:

Please enter principal work setting hours per week here: 2 2o

10) List all current heakth care facilities where you are affiliated or have completed the credentialing process for the

proevision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Adumitting, Active, Courtesy,
Associate or Consulling), and the approximate number of hours of patient care that you provide at that facility,

Include any affiliations with on-line preseribing services or companies. Please provide all information for additional

facilities on a separate sheet, if necessary.

No Affiliations [0

Health Care Facility (See Renewal Instructions, page 4.) Delete? | ovens Staff Cmgm'yChﬂnge :e:iwcr:k
North Shote Medical Center - Salem Hospital Admitting o.5
Union Hospital Admitting

mHEH s n] N

i

11} Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care S_ hrs/wk Change to; _/ _ hrs/wk
b) outpatient care  _30_ hrs/wk Change to: /2-[? hrs/wk

12) Medical Llability Insurance Information {See Renewal Instructions, page 5.)
My medical liability insurance is provided through: (check one)

IR Insurance Carrier {camplete belaw)

Current Inshrance Carrier: ProMutual Group /- 3/02. 2. Change t0:
Policy dates:  From 04, /4¢/ & g T 22 161 06
‘trequired) '

O Letter of eredit subject 1o Board approval {atfach a copy)
[ 1am registering with Active status but | am not required to have medical liability insurance because 1 am:

Check one:
[} Not involved with direct or indirect patient care in Massachusetts

[0 Governmerit Employee Federal Tort Claims Act (FTCA)

[0 Otherwise exempt (Please explain):

Page20of b
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Massachusetts Physician Renewal Application
Physician Name: ALAIN LESTER CAMPBELL, License No.: 60491

13) De you perforih any surgery in your office? (See Renewal Instructions, page §.) Yes No
If Yes, please complete Form PCA-O "Office Based Surgery"

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

Hban il

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

14) CLAYMS MADE ,
a) New: Has any medical malpractice claim been made against you during this time period, whether or
not a lawsuit was filed on that claim?

b) Pending: Are there any unresolved maipractice claims against you today, any claims that have not been
finally settled or {inally adjudicated?

15} CLAIMS PAID
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settied, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.

a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period?
b} Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?
17) CRIMINAL CHARGES
2) Have you been charged with any criminal offense during this time period?
b} Are there any criminal charges pending against you today?
c) Have any criminal offenses/charges against you been resolved during this time period?

18) Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice
of any govemmental authority, health care facility, group practice or professional society or association?

19) Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked,
denfed, restricted by, or surrendered 10 any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

21) Hes any medica] liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, mited or terminated your insurance coverage in response 1o an inquiry by
a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed yonwr CME requirements preceding your renewal date? {X Yes [] No

b} If no, are you requesting a CME waiver?

[[] Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
yout license expiration date. (See Renewal Instructions, page 8.)

¢} If you are exempt from CME requirements, check reason for exemption. (See Renewal Insiructions, page 8.)
CME EXEMPTION: (checkone) [ Inactive Status (] Residency/Fellowship training

—

Page 3 of5



Massachusetts Physician Renewal Application

Physician Name: ALAIN LESTER CAMPBELL License No.: 60491

PHYSICIAN PROFILE

ﬁ 1 have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.

[J  1have reviewed my Physician Profile and attached a copy of the Profile with cortections,

[J My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, puage 10.)

CERTIFICATIONS

1)1 certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec, 51A,
and 1 understand the punishment for failure to comply.

2) 1 certify that | have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C,
sec. 10, and I ynderstand the punishment for failure to comply.

3) 1 certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant to G.L. ¢.19A, sec. 15, and I understand the punishment for failure to comply.

4} ¥ certify that | have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to
G.L.c. 112, sec. 12A. :

5) 1 centify that 1 have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to
G.L.c. [12, sec. 12A 172,

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

7) ! certify that | have complied my obligations related to charging and collecting fees from Medicare benefictaries in
accordance with the Medicare fee schedule, and | understand my obligations under G.L. ¢.112, sec. 2,

8} 1 certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I
understand that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless | make these
certifications under penalties of perjury.

9) 1 certify that | have complied with my obligations related to the reporting of employees and contractors pursuant to G.L.
¢.62E.

10) 1 certify that | have complied with my obligations related to the withholding and remitting of child support pursuant (o
GL.c, 1194,

11) T certify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. ¢. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and } understand that the Patient Care
Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board,

Under penalties of perjury, I declare that I have examined this renewal application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct, and complete. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Date: €5 / 367 e _5’-’

Signature: o &

MAKE A COPY!OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 5 of 5
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Dr. Alain Lester Campbell Data Bi§gNse Number: 60481
NATIONAL PROVIDER IDENTIFIER (NP1)

The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs
ang health care purchasers for purposes of conducting these business transactions,

Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 2007,

In order for your license to be renewed you must take one of the following actions:

Option 1: Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NPI directly by using the NPPES web
site at www. NPPES ems hhs.goy,

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NPI Number,
you must notify the Board, Please complete the NPI form at the Board's web site at www.massmedboard.org.

Option 3: Certify another authorized institution has applied for an NP1 on your behalf and you have not received it yet (supply
institution's name). Once you have received your NPI Number, you must notify the Board by completing the NP} form at the
Board's website (see Option 2). :

Option 4: Authorize the Board of Registration in Medicine to apply for an NPI on your behalf.

Option 3; If your license status is INACTIVE, you may elect not to obtain an NPT number.

Check the appropriate box below. supply appropriate information. and sign the bottom of the page.

] My current NP1 is: DDD I:I D D D D I:I:]

[ 1 have personally applied for an NP1, (You must provide your NP1 number 10 the Board when received.)

[J 1 have applied for an NP1 using a third party (enter name}: (follow instructions for Option 3)
K By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf,
EJ As an inactive physician, 1 do not wish to obtain an NPI.

A TAXONOMY
Please provide the HIPAA taxonomy (specialty) codes (refer to enclosed Taxonomy Code List). In addition to providing the taxonomy

code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider taxonomy code is required if you
authorize BORIM to apply for an NPJ on your behaif,

Taxonomy (Specialty) Q;)de Taxonomy Pescription (Print)
Primary Provider Taxonomy: @ @ @ @ @ @Z’ ObsTetreS & Gipecolody

Provider Taxonomy: D D I:I:] L__] D D I:l I—I_l
Provider Taxonomy: D D []j D D D D m

NPI REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect, please review the following information and make corrections
as necessary. Please note: This information is rgquired if you authorize BORIM to apply for an NPI on your behalf.

Social Security Number:
State of Birth (if US): Country of Birth (if outside the US):  CALADA
Gender: W Maie [J Female
Penalties for Falsifying Information on the National Provider Identifie ication

18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
(Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination

Check one box: ﬁ 1authorize LI ¥ do not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or health organization.

Please sign and date to confirm th;t all of the information on this form is true and accurate.

Signature; ”7 y’m./— Date: 2/ /7 13@4’




= E G @@s@bf@yg:g?s Boe?rd of Reglstra-tzon in Medicine
_.. 1360 Harrison Avenue, Suite G-4
' Boston, MA 02118

617-654-9810

]
o

Dr. Alain Lester Campbell 01/25/2007
9 Boston Street

Suite 9

Lynn, MA 01904-0000

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the use of the
National Practitioner Identifier (NPI), a unique identifier for health care providers. The NPI program is overseen by
the Centers for Medicare and Medicaid Services (CMS) under the Department of Health and Human Services.
Under the final HIPAA NPI rule, all individual and organization covered providers will be required to obtain a NPI
by May 23, 2007. Without this number, you may be ineligible for reimbursement from federally-funded benefits
programs. As a condition for renewal of your license, you must complete the NPI form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their NPI numbers.
In addition to providing this service for physicians, the Board is the designated repository for electronic storage and
dissemination of the NPI number. By having your NPI in this central repository, we hope to reduce the amount of
administrative duplication in your office.’ .

Please follow the instructions on the NP1 form on the back of this letter. If you already have a NPI number, you

must enter it in the space provided. If you have not yet submitted an application for a NPI number, you may request
that the Board apply for the NPI number on your behalf, or you must indicate that it is being requested by another
entity. You must check one of the boxes regarding NPT and you must sign and date the form to authorize the Board
to provide the NPI number to authorized entities, although this is not required. Should you need any assistance in
completing the NPI form, please contact the NP1 coordinator ai (617) 654-9810.

[ would also like to take this opportunity to thank you for your continued service to the citizens of the
Commonwealth.

Sincerely,

Martin C. Crane, M.D.
Board Chair

PLEASE COMPLETE NPI FORM ON THE BACK OF THIS LETTER AND RETURN TO
THE BOARD IN THE GREEN ENVELOPE. PLEASE REMEMBER TO SIGN AND DATE
THE FORM BEFORE MAILING. THANK YOU



, Massachusetts Physician Renewal Application

Physician Name: Alain Lester Campbell, M.D. License No.:  6049]
PART A
1) Current Status: Active Renewal Due Date: 03/31/2007 Birth Date:

If you want to change your current status, please check ope of the following boxes 10 indicate Yous new statis:

Check only one: (See Renewal Instructions, page 3.}
O Active (1 Retiring CJ Inactive ] Do not wish to renew

2) Addresses & Contact Information. Please confirm Your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT be a Post Office Box. -

Please make corrections (print)

2a) MAILING ADDRESS :
9 Boston Street APR 1 8 2007 Mailing Address:

Suite 9
Lynn, MA 01904-0000

~ | City/Town: State:
! Zip: Country:

[ Check here 1o change this oddress

2b) HOME ADDRESS

Home Address:
City/Town: State;
Zip: Country:

Phone Home Telephone: ( )

O Check here 1o change this address Home address cannot be u Post Office Box
2c¢) BUSINESS ADDRESS Business Address:

9 Boston Street

Suite 9 City/Town: State:

Lynn, MA 01904-0000 Zip: Country:

Business Telephone: ( )

Phone: (781)592-3000

[0 Check irere 1o change this uddress Business address cannot be a Post Office Box

Correct vour E-mail.and Fax Number below:
3) E-mail Address:

4) Fax Number: 781-592-9625

5) Specialties (See Renewal Instructions, paged.) Delete? List Additionza) Specialties:
Obstetrics and Gynecology 0
0
]

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.
{See enclosed instructions and Renewal Instructions, page 4,)

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AOA| Certificate/Subspecially Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology 0
' o
0
O
Page 1 of 9




Massachusetts Physician Renewa]?\mﬁolication

L]

Physician Name: Alain Lester Campbell, M.D. License No.: 60491
(3ee Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice

a) Massachusetts:
b) Federal (DEA): 9) States where you were previously licensed

c) Federal (DEA} XS:

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing bomes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based prescribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetfs Location State Delete?
(See above and deseription on page 4.} (City or Town) ’
North Shore Medical Center - Salem Hospital SALE A VY )
Union Hospital A AS MA 0
O
0
]

11) Care of patients in Massachysetts {Sec Renewdl Instructions, page d.)

Average weekly hours involved in: a) inpatient care ] hrsmwk Change to: hrsiwk
b} outpatient care 18 hrsiwk Change to: hrs/wk

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

B Insurance Carrier (complete below)

Current Insurance Carrier: ProMutnal Group Change 10:
Policy dates:  From #2/94, 800 1,43 ;0% ; 200D

Type of Policy: £ Claims made with 1ai| coverage X Occurrence Policy
(Enclose a copy of the certificate of insurance or the face sheet)

[ Letter of Credit subject to Board approval (drach copy.)

0O ram registering with Active status but I am not required (o have medical liability insurance because | am:

Check one; O  Notinvolved with direct or indirect patient care in Massachusetts
[J A Government Employee under Federal Tort Claims Act{FTCA)

O  Otherwise cxempt (Please explain);

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) Yes No

If Yes, please compiete Form PCA-Q "Office Based Surgery” Form on page 8.

Page 2 of 9
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Massachuseltts Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

In questions 14-21, the phrase "time period" refers to the following — all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.}

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

YES NO

14) CLAIMS MADE
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).
b) PENDING: Are there any unresotved maipractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

15) CLAIMS CLOSED
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your compelency to practice medicine or your

professional conduct in the practice of medicine,

a) New: Have there been any claims, other than medical malpractice claims, filed against you during
this time period?

b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?

17} CRIMINAL CHARGES

a) Have you been charged with any criminal offense during this time period?

b) Have any criminal offenses/charges against you been resolved during this time period?

©) Are there any criminal charges pending against you today?

d) Are any Appiications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,

employer or professional association?

b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢} Have you been the subject of an investigation by any governmential authority, health care facility, group
practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surtendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited. terminated, imposed a surcharge or
co-payment, or placed any condition related to professional compelency or conduct on YOUr coverage, or
have you voluntarily restricted, limited or terminated vour insurance coverage in response 10 an inquiry by
a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? B3 Yes [ No

b) If no, are you requesting a CME waiver? [dYes [] No

A CME waiver request form must be submitted at least 30 days prier to your license expiration date.
c) If you are exempt from CME requirements, check reason for exemplion. (See Renewal instructions, page 8.)

CME EXEMPTION: (check one) [1 Inactive Status [ Residency/Fellowship training

Page 3 of §
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Massachusetts Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

PART C
Check One: PHYSICIAN PROFILE I

$8- 1 have reviewed my Physician Profile at hnp://profiles.massmedboard.ore and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile wil) also be updated.)

[1 thave reviewed my Physician Profiie and attached a copy of the Profile with corrections. 21‘
O ..

ATy

1 e

My status is Inactive and | do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1) I certify that | have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 1 19, sec. 51A and I
understand the punishment for failure to comply.

2) 1 certify that | have complied with my obligations to report abuse or negiect of disabled persons pursuant to G.L. c. 19C, sec. 10, and
J understand the punishment for failure to comply.

3) Ecertify that 1 have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and I understand the punishment for failure 10 conply.

4) 1 certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuantto G.L. ¢. 112,
sec. 12A,

5) I certify that 1 have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢. ] 12,
sec. 12A 172

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. ¢. 112, sec. 5F,
when 1 have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

7} | certify that | have complied with my obligations related to charging and coHecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and | understand my obligations under G.1.. ¢. 112, sec, 2.

8) I certify that I have complied with my obligations to file Massachuseits tax returns and to pay Massachusetts taxes, and | understand
that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless [ make these certifications under penaities of

perjury,
9) I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.

10) I eertify that I have complied with my obligations reated to the withholding and remitting of child support pursuant to G.L. ¢.119A.

11} 1 certify that ] have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 112 sec. § and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ef seq. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1| practice report certain Major Incidents to the Board.

12) I certify that I have complied with my obligations to disclose my ownership interest in any partnership. corporation, firm or other
legal entity to which I have referred a patient for physical therapy services pursuant to G.L. ¢, 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, 1
understand that a criminal record check may be conducted Jor conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure,

Signature: / M . Date: £33 173 / &3

Cd

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.

Page 5 of 9




Massachusetts Board of Registration in Medicine
56( Harrison Avenue, Suite G-4
Boston, MA 02118
617-654-9810
www.massmedboard.org

Dear Colieague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the
use of the National Practitioner Identifier (NPI), a unique identifier for health care providers. The
NPI program is overseen by the Centers for Medicare and Medicaid Services (CMS) under the
Department of Health and Human Services. Under the final HIPAA NPI rule, all individual and
organization covered providers will be required to obtain a NPI by May 23, 2007. Without this
number, you may be ineligible for reimbursement from federally-funded benefits programs. Asa
condition for renewal of your license, you must complete the NPI form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their
NPI numbers. In addition to providing this service for physicians, the Board is the designated
repository for electronic storage and dissemination of the NPI number. By having your NPI in this
central repository, we hope to reduce the amount of administrative duplication in your office.

Please follow the instructions on the NPI form. If you already have a NPI number, you may enter it in
the space provided. If you have not yet submitted an application for a NPI number, you may request
that the Board apply for the NPI number on your behalf. You must sign and date the NPI form to
authorize the Board to provide the NPI to authorized entities. Should you need any assistance in
completing the NP1 form, please contact the NPI coordinator at (617) 654-9810,

I would also like 10 take this opportunity to thank you for your continued service to the citizens of the
Commonwealth.

Sincerely,

VAW s S

Martin C. Crane, M.D.
Board Chair

Please complete the NPI form on the following page.

Page € of 9
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Massachusetts Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D, License No.: 60491

|

[N
:{:.

NATIONAL PROVIDER IDENTIFIER (NPl [
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.-|’
The NPI will replace all other identifiers assigned to heaith care providers, such as those assigned by heaith plans, government programg::
and health care purchasers for purposes of conducting these business transactions,

Under the final HIPAA NP1 Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 2007.

In order for your license to be renewed you must take one of the following actions: .

Option 1: Supply the Board of Regisiration in Medicine with your valid NPE. You can apply for an NP1 directly by using the NPPES Web
site at www.NPPES .cms.hhs.gov,

Option 2; Certify you have personally applied for your NPJ and you have not received it yet. Once you have received your NPI Number,
you must notify the Board. Please complete the NP1 form at the Board's web site at www.massmedboard.org.

Option 3: Cenify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply
institution's name). Once you have received your NPt Number, you must notify the Board by completing the NP1 form at the
Board's website (see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NP on your behalf,

Option_5: If your license status is INACTIVE, you may clect not to obtain an NP1 number.

Check the appropriate box below, supply appropriate information, and sign the bottom of the page.

R My current NP1 is: mm m IE @ @ E

£J 1 have personally applied for an NPL. (You must provide your NPI number to the Board when received.)
(7 1 have applied for an NPI using a third party (enter name): . (follow instructions for Option 3)

O By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf,
£] Asan inactive physician, | do not wish to obtain an NPI.

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider
laxonomy code is required if you authorize BORIM to apply for an NP1 on your behalf,

Taxonomy (Specialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: @ @ @ @ sy 7708~ Cv MECH Ty

Provider Taxonomy: D D E]:I D I:I D I:] D:I
Provider Taxonomy: D [__—I EI:] D D D D m

NPI REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect. please review the following information and make corrections
as necessary. Please note: This information is required if you authorize BORIM to apply for an NP! on your behalf.

Social Security Number:
State of Birth (if US): Country of Birth (if outside the US):  C AL
Gender:  [H Male [T Female

Penalties for Falsifying Information on the National Provider Identifier Applicaticn
18 U.5.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of

the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up 10 £500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute,

Autherization for NP1 Dissemination

Check one box: b2 ! authorize [ 1do not authorize the Board of Registration in Medicine to provide my NPJ number to any
authorized hospital, health plan, or health organization.

Please sign and date to conﬁWa f the infprmation on this form is true and accurate,

Date: 69?// 25 8 y—

Signature:

74
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Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetts 02118 2
{(617) 654-9800

STy

DEVAL L. PATRICK Enforcement Division Fax: (617} 451-9568 MARTIN CRANE, MD
COVERNOR Legal Division Fax: (617) 357-8453 SOARDERAR
TIMOTHY P. MURRAY i i ivi - . NANCY ACHIN AUDESSE
LIEUTENANT GOVERNOA Llcensmg Division Fax: (617) 426-9356 EXECUTIVE DIRECTOR
Alain Lester Campbell M.D. March 07, 2007
9 Boston Street
Suite 9

Lynn, MA 01804-0000

Dear Dr. Campbeii:

The Board of Registration in Medicine is the designated repository for National Pravider Identifier (NPI) numbers for
physicians licensed in Massachusetts. Your NP number is listed below;

1184753360

Please Note: This letter serves as your official NPI notification, The NPl noted above belongs to the
provider listed as the addressee and shall remain with the provider. Please retain a copy of this letter
for your records. Medicare requires a copy of this letter if you are a new enrollee or processing any
other changes in your Medicare information.

Your NPI number replaces the identifiers you currently use in HIPAA standard transactions with Medicare and other health
plans. The Board of Registration in Medicine has your authorization on file to provide your NP1 number to any authorized
agency, hospital, health plan or health organization.

The Massachusetls Board of Registration in Medicine is the only state medical board providing free services to assist
licensees in obtaining an NPI number. We hope that this service has been helpful to you and demonstrates the Board's
appreciation for Massachusetts' physicians dedication and service to patients.

Best wishes for your continued success.

Martin Crane, M.D., Chairman Nancy Achin Audesse, Executive Director
Board of Registration in Medicine Board of Registration in Medicine

< Visit Our Website At: http://fwww.massmedboard.arg



. Massachusetts Physician Renewal Application

Physician Name: Alain Lester Campbell, M.D. License No.: 60491 ;";3:
PART A 3
1) Current Status: Active Renewal Due Date: 03/31/2009 Birth Date: @

H you wanl to change your current status, please check gne of the following boxes to indicate your new status:
Check only one: (Sge Renewal Instructions, page 3.)
O Active O Retiring [T Inactive 3 Do not wish 10 renew f

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Business addresses CANNOT be a Post Office Box.

Please make corrections (print)

2a) MAILING ADDRESS
9 Boston Street Mailing Address:
Suite 9
City/Town: State:

Lynn, MA 01904-0000

Zip: Coumry:

[ Check here to change this address

Zb) HOME ADDRESS Home Address:
City/Town: State:
Zip:.  Country:
W © e arge—
Phone: : " Home Telephone: { ) -
L] Check here o change this aﬁm " 2 i Home address cannot be a Post Oﬁ?ce Box
ZcS;) II;USINS!’ISS ADDRESS | / R g 2006 Business Address:
t ' Y
Suit(:QDn et Beaf!d %;R;QISUEHOH City/Town: State:
1 Medigine ‘-
Lynn, MA 01904-0000 e - Zipi-- 77 Country:
Business Telephone:
Phone: (781)592-3000 SRR Shophore: )

[3 Check here to change this address

— o e Bt

Business address cannot be a Post Office Box

Correct y yoitr E-mail and Fax Namber below:

3) E-mail Address: _
4) Fax Number:  781-592-9625 D
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology a
O
]

6) Carrent American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.
{See enclosed instructions and Renewal Instructions, page 4.}

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AOA| Certificate/Sabspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology 0
|
]
4
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, Massachusetts Physician Renewal Applicmation

LY

Physician Name: Alain Lester Campbell, M.D. License No.: 60491
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: NH
b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) XS:

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based preseribing services

| or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetts Laocation State Delete?
(See above and description on page 4.) (City or Town) )
North Shere Medical Center - Salem Hospital O
Union Hospital (]
O
|
£

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

Average weekly hours involved in: a) inpatientcare  ___1_ hrs‘wk Change t0: ... hrs/wk
b) outpatient care 18 hroiwk Change to: /ﬁ hrs/wk

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

7 1nsurance Carrier feomplete below)

Carrent Insurance Carrier: ProMutual Group Change to:
Policy dates: From&Z / o & g To 02,0 / ©
Type of Policy:  [1 Claims made with tail coverage B Occurrence Policy

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

O Letter of Credit subject to Board approval (Attack a copy.)

O 1am registering with Active status but 1 am not required to have medical liability insurance because I am:

Checkone: [ Notinvolved with direct or indirect patient care in Massachuselts
[J A Government Employee under Federal Tort Claims Act (FYCA)

3  Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachuseits office? (See Renewal Instructions, page 5.) Yes No

If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.
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Massachusetts Physician Renewal Apphcatlon
License No.: 60491

.

Phys:cmn Name: Alain Lester Campbell, M.D.

In questions 14-21, the phrase "'time period" refers to the following — all time from the day yeu signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

YES NO

14) CLAIMS MADE
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or

has any medical malpractice claim been made against you during this time period? {sec above).
b) PENDING: Are there any unresolved malpractice claims against you today, i.c., any claims that have
not been finally settled or finally adjudicated?

15) CLAIMS CL.OSED
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during

this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice

claims, during this time period?

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?

b} Have any criminal offenses/charges against you been resolved during this time period?
c} Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,

employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢) Have you been the subject of an investigation by any governmental anthority, health care facility, group

practice, employer or professional association?
d} Have you been the subject of a disciplinary action 1aken by any governmental authority, health care

facility, group practice, employer or professional association?

19) Have your privileges 10 possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you volumarily restricted, limited or terminated your insurance coverage in response to an inquiry by

a medical liability insurance carrier?

1S BOEZ 40

o

[22) CME CERTIFICATION:

a} Have you completed your CME requirements preceding your renewal date? M Yes [ No

b) 1f no, are you requesting a CME waiver? [JYes [J No

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.

c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instruciions, page 8.)

CME EXEMPTION: (check one) [} Inactive Stas [ Residency/Fellowship training
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; Massachusetts Physician Rénewal Applic;tion o

Physician Name: Alain Lester Campbell, M.D. License No.: 60491 5

w4

PART C . Q}
CERTIFICATIONS 8

1} I certify that I have complied with my obligations to report abuse or neglect of children pursnant to G.L. c. }19, sec. 51A, and [
understand the punishment for failure 10 comply.

2) I certify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C, sec. 10, and
1 understand the punishument for failure to comply. &

3) I certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and I undesstand the pumishment for failure to comply.

4) I centify that [ have complied with my obligations to report the treatment of wounds, bums and other injuries pursuant to G.L. ¢. 112,
sec, 12A,

5) I certify that 1 have complied with my obligations to report the treatment of victims of rape or sexual assanlt pursvant to G.L. c. 112,
sec. 12A 1/2.

6} 1 certify that ] have complied with my obligations to report a physician (o the Board of Medicine, pursuant to G.L. ¢. 112, sec. 5F,
when I have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

7) I centify that I have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and I understand my obligations under G.1. ¢. 112, sec. 2,

8) I certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1 understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless | make these certifications under penalties of

perjury.
9) I centify that ! have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10} I certify that I have complied with my obligations related to the withholding and remitting of child support pursnant to G.L. ¢.119A.

11} I certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 CM.R. 3.00 gt seg. I understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

12} I centify that ] have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which I have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. 12AA.

Check One: PHYSICIAN PROFILE

ﬂ 1 have reviewed my Physician Profile 21 hup://profiles. massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

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

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature;

Date: 05/9‘?/@@7

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Alain Lester Campbell, M.D. License No.: 60491
Current Status: Active License Expiration Date: 4/28/2011
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: Cardone & Asso Rep Med, 2 Main St
Suite 150
Stoneham
Massachusetts - 02180
United States of America
Home Address:
Business Address: 2 MAIN ST, CARDONE & associates rep med
Suite 150
Stoneham
Massachusetts - 02180
United States of America
{781) 592-3000
3) Email Address:
4) Fax Number: {781) 438-8601
§) Specialties
Obstetrics and Gynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AOA  Board Name Certification Subspeciailty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology
7) Drug License Numbers
Massachusetts Federal (DEA) Federal (DEA) XS
8) Other states where you are now licensed to practice
New Hampshire
9) States where you were previously licensed
None Reported
10) Work Sites

List of all work sites in Massachusetts, including health care facilities (where you are credentialed}, private
office, clinics, nursing homes, etc

WorkSite Location
None Reported

Paget of 5 Date: 4/26/2011 Time: 11:17 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

11) Care of patients in Massachusetts
Average weekly hours invoived in:  a) inpatient care 0 hrs/iwk
b) outpatient care 10 hrs/wk

12) Medical Liability insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
Medical Professional Mutual Ins Co 02/07/2011 02/07/2012 Oceurrence Policy

13) De you perform any surgery in your Massachusetts office?

14) Claims Made _ o . ) _ _
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical maipractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

18) Ciaims Closed _ _ .
Mas any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resoived, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) Pew: Ha_wcej ’t)here been any claims, other than medical malpractice claims, filed against you during this
ime period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c} Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues _
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

b) Have you ever taken a ieave of absence from any health care facility, group practice or employer?

o; Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, emplayer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controlied substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inguiry by a medical liability insurance carrier?
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: Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts

Board of Registration in Medicine
} Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts

Board of Registration in Medicine
; Physician Renewal Application
Physician Name: Alain Lester Campbeil, M.D. License No.: 560491

Compliance with L_egal Responsibilities

Online profile;
X} | have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and agree fo compé?/ with my obligations to report abuse or neglect of children pursuant to
M.G.L c 118 sec. 51A and [ understand the punishment for failure to compiy.

2) |understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuantto M.G.L. ¢. 19C sec. 10 and | understand the punishment for failure to comply.

3) tunderstand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuantto M.G.L. ¢. 19A sec. 16 and | understand the punishment for failure to comply.

4) | understand and agree to comply with rmy obligations to report the treatment of wounds, burns and cther
mjuries pursuantto M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to comply.

§) |understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuantto M.G.L. ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

8) !understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. c. 112 sec. 5F, when i have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢c. 112 sec. 5 or any Board regulation.

7) | understand and agree to comﬁl¥ with my obligations refated to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuanito M.G.L. ¢. 112sec. 2.

8) | understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withhotding and remitting of child
support payments pursuant to M.G.L. ¢. 119A

11)1 understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major incidents to the Board.

12)| understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other fegal entity to which | have referred a patient for physical therapy services,
pursuantto M.G.L ¢c. 112 sec. 12AA

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 18996 (HIPAA), including the requirement that | abtain and provide to the Board a National Provider

ldentifier (NF1) number.

14)1 understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

15)! understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

[X] 1have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

[XI Under penalties of perjury, I declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealith of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.; 60491

Current Status: Active License Expiration Date: 4/30/2013
1} Activity Status: Active
2) Address & Contact Information

Mailing Address: Cardone & Asso Rep Med, 2 Main St
Suite 150
Stoneham
Massachusetts - 02180
United States of America

Home Address:

Business Address: 2 MAIN ST, CARDONE & associates rep med
Suite 150
Stoneham
Massachusetts - 02180
United States of America
(781) 592-3000

3) Email Address:
4) Fax Number: (781) 438-2601
5} Specialties

Obstetrics and Gynecology

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)

Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug license Numbers
Massachusetts Federal (DEA) Federal {DEA) XS

8) Other states where you are now licensed to practice
New Hampshire

9) States where you were previously licensed
None Reported

10) Work Sites ‘ i . _ )
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private

office, clinics, nursing homes, etc

WorkSite Locaticn
Nore Reported
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alain l_ester Campbell, M.D. License No.: 60491

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b) outpatient care 1 hrs/wk

12) Medical Liability Insurance information
| am not required to have malpractice insurance.
Other

Lymphoma Chemo Dec Jun 2012 comp including 3 hops Sept. Dec. many days IV abx. Adm
asthma Dec, severe neutropenia Ap 23 170 ANC No patient since chemo no wish to retire insurance
costly; take when stable Inactive lic long to re-establish.

13) Do you perform any surgery in your Massachusetts office?

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period~?
b} Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resclved, settled or adjudicated during this time period?

15} Claims Cilosed _ _ _
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits , .
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

a) New: Have there been any claims, other than medical malpractice claims, fifed against you during this
time pericd?

b) Resolved: Have you resolved, settfed or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any crimina! offense during this period?
b; Have any criminal offenses/charges against you been resolved during this time period?
¢} Are there any criminal charges pending against you today?

d) Are any Application of Issuance of Process pending against you?

.18) Other Issues
a) Have you withdrawn an application to any governmental authority, health care factlity, group practice
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
c) Have you been the subject of an investigation by any governmentat authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, ermployer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, heaith care
facility, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controlied substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Alain Lester Campbeli, M.D.

License No.: 60491

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, fimited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, of have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2} for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts

Board of Registration in Medicine
} Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

23) Do you have a medical condition that interferes in any way or {imits your ability to practice
medicine?

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetfs

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Afain Lester Campbell, M.D. License No.: 60491

Compliance with Legal Responsibilities

Online profile:
(X} have reviewed my Physician Profile and confirm that the information is accurate.

1) ! understand and agree to comply with my obligations to report abuse or negiect of children pursuant to
M.G.L c. 119 sec. 51A and ! understand the punishment for failure to comply.

2) | understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L ¢. 19C sec. 10 and | understand the punishment for failure to comply,

3) |understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuantto M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

4) |understand and agree to comply with my obfigations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for faiture to comply.

§) | understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L ¢. 112 sec. 12A 1/2°and | understand the punishment for failure to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when | have a reasonable basis to believe that a person violated any
pravisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) | understand and agree to comgl¥ with my obligations related to char%;ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. c. 112 sec. 2.

8) | understand and have comptied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 489A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) ! understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. c. 1T19A

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events ocour in my private office, pursuant to M.G.L c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which | have referred a patient for physical therapy services,
pursbant to M.G.L c. 112 sec. 12AA

13}l am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1896 (HIPAA), Including the requirement that | obtain and provide to the Board a National Provider
identifier (NF1y number,

14}! understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

16)! understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

[X] 1have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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July 18, 2002

Ms Luz A. Carrion

Paralegal, Clinical Care Unit
Board of Registration in Medicine
Boston, MA

Dear Ms Carrion:

The medicai record of ' 118 enclosed. You asked for ultrasound films, so
1 suppose you wonder why there is a discrepancy between my results and the ultra-sound
performed elsewhere.

The following comments expreased in quotes come from Williams Obstetrics, the
classical textbook of Obstetrics (Williams Obstetrics, Norwalk, CT, Appleton & Lange)

1- Many Ob/Gyn and Hospitals use different tables for fetal measurements, hence
different resuits: “As emphasized by Jeanty (1991), deciding which table(s) to use
can be difficult”.

2- The choice of the perceritile will influence results: “For example, a biparietal
diameter of 40mm could represent a fetus of 14 weeks (5™ percentile) or 20 weeks
(95" percentile) as compared with 17 weeks when the 50% percentile is uged.”
Most clinicians (but rot all) will use the 50® percentile.

3- have had other cases in the office where my ultrasound gave the same results as
an ultrasound performed elsewhere.

4- Even with the same table, there is a variation among readers: “Different fetal
dimensions have different refiability and ease of measurement at different
gestational ages.”

5- The exam and ultrescund were

.. The
diagnosis ot twins 15 often missed, even with ultrasound: “Most contemporary
reports on twin gestations where selective (based on indications ) ultrasound
examinations were performed indicate that about 80 percent of twins are
diagnosed before labor using this approach (Andrews and colleagues, 1991;
Kovacs and co-workers, 1989). Kemppaineu and co-workers (1990) diagnosed
three fourths of twins by 21 weeks in over 4600 Helsinki women receiving
clinically indicated ultrasound examinations. ... The identification of pregnancy
complicated by multiple fetuses is missed not so much because it is unusually
difficult but because the examiner fails to keep the possibility in mind.” So s
fairly large number of twins are missed on clinical grounds, -

6~ The patient left a Lynn address, so I referred her to an Ob/Gyn in Lynn,
~, 225 Boston St. (my address is 9 Bostoa St.). The office was closed when I




called but 1 left a message for her to be seen the next week for continuity of care. I
understand she now gives a New Hampshire address.

7- The subsection “diagnhosis of multiple fetuses™ in the chapter “Multiple
pregnancy” starts in Williams with the following comments: “It is unfortunate
that the diagnosis of twins has frequently not been made until late in pregnancy,
often as late as the time: of labor and delivery.”

8- “Before the third trimester, it is difficult to diagnose twins by palpation of fetal
parts. It is apparent in Figure 39-9 that even late in-pregnancy it may not always
be possible to ulenufy twins by transabdominal palpation, especially if one twin
overlies the other, ...

9- “In the case of a woman that appears large for gestational age, the t‘ollowmg
possibilities are considered: (1) multiple fetuses, (2) elevation of the uterus by a
distended bladder, (3) inaccurate menstrual history, (4)hydramnios, (S)
hydatidiform mole, (6} uterine myomas or adenomyosis, (7) a closely attached
adnexal mass, and (8) fetal macrosomia late in pregnancy.”

. Dr. Blass would have investigated her the next
week by a complete obstetrical exam of a regular OB patient and the ordering of a
complete and thorough detailed ultrasound exam in the hospital.

I believe that I have illustrated my point. 1 know many surgeons who have removed a
normal appendix on a pathology exam but they acted with good faith and do not have
to justify themselves at various units of the Board of Registration in Medicine. As
well, patients have to pay a fee for the medical service rendered.

I do have medical expenses to run my office and it is perfectly legal to charge patients
for a medical visit and physical exam including uitrasound for evaluation of the

This is a standard fee in
this state. This case is a medical act like any medical act. Themwﬁlbemanymnths
before we know how many:weeks she approximately was at the time of the visit but
still here, as we are desling with clinical medicine, there will be a range of weeks, We
are dealing with clinical medicine, not mathematics. The BPD (biparietal diameter)
found by the other physician is not the gold standard of medicine and I am happy that
he/she found the patient is having twinson a complete antenstal uttrasound evaluation
for regular obstetrical care.

’I'herepoxtoftheulhummd (U/S) is enclosed in the medical notes, page 8 of the
chart of the patient, a3 is done at and

across Massachusetts. Fundal size was 25 cm, corresponding to a normal clinical
pregnancy of 24-26 weeks. BPD was estimated at 53-54mm, corresponding to a
gestauonofzzweeks Femur could not be assessed accurately as the fetus was
moving too much, so & questxonnble 44mm, which would be 24 weeks. Again,
dmcrepancmmmtmalyzed as it was not a case for the office. As you will note,
there is no place in the chart for placental location as the U/S is done simply to
complement a clinical exam; if appropriate, I write placental location in the chart.



Thope the patient can understand those limitations in the practice of medicine.
Thank you and sincerely yours,
Alain L. Campbell, MD, MSc, Diplomate ABOG (1986, recertified 1996)

References:

I~ Andrews WW, Leveno KJ, Sherman ML et al; Elective hospitalization in the
management of twin pregnancies. Obstet Gynecol 77:826, 1991

2- Kemppaineu AS, Karjalainen O, Ylostalo P, et al: Ultrasound screening and
perinatal mortality: Controlled trial of systemic one-stage screening in pregnancy.
Lancet 336:387, 1990

3- Kovacs BW, Kirschbaum TH, Paul RH: Twin gestations, 1. Antenatal care and
complications. Obstet Gynecol 74:313, 1989

4- Jeanty P: fetal biometry. In Fleischer AC, Romero R, Manninf FA, Jeanty PJ,
James AE (eds): The principles and Practice of Ultrasonography in Obstetrics and
Gynecology, 4" ed. Norwalk, CT, Appleton & Lange, 1991, p 93

BO 2050

L=

W0



COMPLAINT FORM

Flease type or print clearly, and provide all of the information requested.
Patient Name {(if different)

B Mrs.  Your First Nane Your Last Name
BrMs. '

LM - i“

Street Address . Mailing Address (if different
City Sinte Zip Code. -
Business/Daytime Phone " T HomePhone

Complaint against MD. ¥, D.0. ,Awptmdwist
mrmmmwcwnmm urses, Optometrists, Podiatrists ar
Division of Registration at (617)727-7408, or 238 Caunmy St.. Bum.MA 2124,

This rocessed without the full name of the physician or acupunciurist. Please verify spa
FunNamm&LuﬂofPhymhnmAmpmm(mmpermmmmmnﬂe
ell

Address

Mmu&%n MA O\qos

2&1 - 5943 - 5634

MM% o€ NA
Neme and Location of Health Care Facility (If _

Nature of Complaint

0  Substandard Medical Care O  DrugDealing

(m) Professional Misconduct (%] Criminal Conviction

(] Sexual Misconduct i Patlent Neglact/Abandoamant

] Rude or Discourteaus Behavior o Unlawful Discrimination

o Impaired by Alcokol or Drugs [w] BilHng for Services Not Rendered

[m Impaired by Mental or Emotional lliness 0) Failure to Supervise Staff

0 Fatlure to Provide Medical Records 0 False Advertising
gmuzgmdu'{geformmm \ O . Fraud E




Fallure to complete and sign this relazse may prevent Investigation of your complaint.

Release of Medical Records and Information
Patient Name: _ . - . Date of Birth: _ - [
. o .

1 HEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR INSTITUTIONS TO RELEASE
ANY AND ALL OF MY MEDICAL RECORDS TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE,

Signature of Patlent: __ o T ___Date: 3/']/0’3-

{Or Legal Representative)

I FURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(S) TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALL OF MY MEDICAL RECORDS TO THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE. THIS AUTHORIZATION REPRESENTS A
WAIVER OF THE PSYCHOTHERAPIST-PATIENT PRIVILEGE. AS DESCRIBED IN G.L. ¢. 233,§ 20B.
Signatureof Patlent, . - Date: _/1/0

(Or Legal Representative)

- L R . e St oty

MMNMMW&EW&MMWMMMMEMD%M

If you are not the patlent, what is your relationship to the
1 Spouse, O Parent, 0 Child, L) Other Relative O Friend, O Attormey, Q Other,

HamhphysldeY Wmmmmmnmom:mmemmmwmm)

es,
hﬂﬂsphgi&mggemynu(orm]mﬂymmwu(wmjmw

s,
How you (or patient) been under this physician’s care?

m%mulmlzmtiltozmﬂmolm EJétoSyws.ClSmnrme
Whufomofmmamwmmde?cmckasmmy as apply.
aw ﬂCnmmdallnmme. Jlulmummnmﬁnmnuma{nmmnmm
Amyou(:poﬂau]expectedmmaporﬂnnoﬁhisbiﬂw‘t'ofpocka?

Hathepgslcm;mmmdﬂuehﬂlinmyw , for examplo, was the fee o copayment reduced or waived?
Yes,
Is the fee gr copayment in dispute?

Yes, £ No
Has the been cantacted abowt this comeplaint?

Yes, O] No
Dates of Treatment: E:Lm%‘_ e I . m

B0 50D

1B

Y]
Ly



Describe your complaint here of atlach. If you need more space, continue on feverse or on another sheet of paper.

‘bﬁd_g,m;tcl_DL_LQmMK ’Q‘\v

. _' ' — _He C,\mmool thmt, I“wg.a_gam})’_-[

A AR vt -
& 8 NOCHD A n X3 \O NE, ONTITDOM ]

mmw%mmamnm.a%m?&ﬁmmw
Your signature: _ . _ Dm3/‘)/(‘3§
Mall this form to: Consumer Protection Conrdinator

Ton et Sooch,Thid ot~
[ Boston MA 02111

I< re @R did. his job The Fght ung:mﬁth@

Could have oeen done,



Commonwealth of Massachusetts

Board of Registration in Medicine

580 Harrison Avenus, G-4 :
Boston, Massachusetis 02118
(617) 854-9800

Enforcement Division Fax: (617) 451-0568
Legal Divislon Fax:.{817) 357-8453
Licensing Divislon Fax; (847) 426-8358

April 3, 2003

O Bostgn Street, Sulte 9

Alain Lester Campbelf, M.D.

Lynn,

e: e
Docket No: 03-075

Dear Dr. Campbell;

he Complaint Committee of the Board of Registration in Medicine met on
April 2, 2003 and carefully considered the information both you and the
complainant fumished in the above-referenced matter. They determined that no
further|action was warranted and the matter has been closed. Despite the
decisioh to close the above complaint the Board reserves the right to reopen the
compldint should you commit any violations of Board statutes or regulations In
the futyre.

f you have any questions regarding this matter, | can be reached at the
or address listed above.

Very truly yours,

4yY.78

thieen M. Shea
Consumer Protection Manager -

[

REDACTED gopy

{Iisu Our Wabaite Al: http://www,massmedboard.org




Commonwealth of Massachusetts
Board of Registration in Medicine

550 Harrison Avenue, G-4
Boston, Maasachusetis 02118
{617) 864-8500

Enforcement Division Fax; (617) 451-8568
Lagal Division Fax: (617) 357-8453
Licensing Divislon Fax: (817} 426-9358

April 3, 2003

Ro:  Alain Lester Campbell, M.D.
Docket No: 03-076

Dear

The Complaint Committee of the Board carefully considered the
information you furnished regarding your complaint against the physician
referenced above. A copy of the complaint was sent to the physiclan, who was
required to respond In writing to the Board regarding the issues that were raised.

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

hould you have any questions | can he reached at the number or
address listed above,

Thank VOI:I ;again for your concern.

Very truly yours,

Rttt/ Mg

athleen M. Shea
Consumer Protection Manager

KMS\sp

Visit Our Webslte Al; htip://www.massmedboard, org

i



March 0

Ms
Co

5, 2008

een M, Sheé
Protection Manager

Board off Registrationl in Medicine

Boston,

Dear Ms

A

Shea Re

" Docket Number 03-075

|

Thank yqu for your l&m, dated February 13, 2003, There is a civil action filed against me

himself
the case

Idoha
action. I

son the seme allegations, dated August 2002. Her attorney signed
ut of the case recently, due to irreconciliable differences between him and her, so

88t g il for now, the Court having accepted his withdrawal. So I believe
decided to lle a compleint with you.

d problems tcl read her handwriting but the comments are the same, as in the civil

im surprised she stayed with me from 1991 to 1999 if she was not satisfied with

dach to her care,

I am sending you & oﬁgz ofthedmﬁalbymyatto@ (1st defense), as the comments are

similar.P

Delivery

QGestations

case as wellrefer 1o the letter that I prepared for the reviewers, dated

was po:formled with the usual standard of care, as well as ante-natal care.
diabetes is not an indication for cesarean delivery, neither is a baby 7 pounds 8

Hleeding was benign and irregular, with no anemia. Problems were diagnosed and

ically andlsurgicm;r, with the usual standard of care.

ed to offer iedical and surgical treatment of her endometriosis, a chronic and

ent disease, V:B}ere both medical and surgical treatment offer similar response rates.I
refused t0 perform

elective hysterectomy in her case, as explained in the letter dated

10-20-2002. 1 told her other gynecologists could opt for an hysterectomy, but I would not

perform

myself. Hef bleeding could have been controlled by endometrial ablation. I have

no notion of a signifigant fibroid in her case

In summ;:'y, she had gtandard medical care and was treated medically and surgicaily for

her endo
daughter

etriosis and bleeding. She had a normal vaginal delivery for her beagtiful

fsgéo SEQAED

735

W

A



I believe that if” ‘ sseesmyanswem,itwillgiveheranedgeincouﬂagainstme

as the ar mnts-axmbers will be the same.

I am thus asking the Board to suppress her right in the actual circumstances to see my
answers, [She could see them after a Court decision is reached. She could in fact use this
complaint as an excuse to have access to my defense pre-trial,

Thank ydu,

Sincerely, yours,

4

cc: Bsq Gharles P Reidy III, Martin, Magnuson, McCarthy & Kenney
101 Merrimac St, ot, MA 02114; 617-227-3240
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COMPLAINT FORM
Please or pript ., 8hd ide all of the information
O M, | Your First Name Your Last Name . Patient Name (if different)
0O Ms. ) :
Street Address Mailing Address (if differont)
e T . T Fip Code

| , o .-
mayﬁmc Phone * Home Phone : \

pint against M.D. &, D.O. ,Awpummrht )

plaints against Chlropraetors, Dentists, Nurses, Optometrim, Podiatrists or Psychologists, please
mua Division of Registration at (617)727-7406, or 239 Causeway St., Boston, MA 02114.)
This coniplaint cannot be processed without the fall name of the physician or scupuncturist, Please verify g
e (First & Lat) of Physician ar Acupuncturist (one name per form) Photocopies are acceptable.
Ax. Fgns Compaed, EYW

Address |

City i State Zip Code

Bugsiness|Phone

Name and Location of Health Care Facility (if known)

m-u c

ju]
[ Sexual Misconduct
00 . RudeorDiscoirteous Behavior =] i i
o Impaired by Alcohol or Drups O Bﬁling forServicesNotRandmad
0 impaired by Mental or Emotiona! Hliness O Failure to Supervise Staff
Q Faiture to Provide Medical Records o False Advertizing
g Overcharge for Mﬂﬁcﬂlkm ] Fraud
OTHEF y . Ee -/

[

SO/EO

4f
1S 80t
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Release of Medical Records and Information
S Date of Birth:

” -

—

m—

| HEREBY]AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR INSTITUTIONS TO RELEASE
AND ALL OF MY MEDICAL RECORDS TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE

MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE.
Signature bf Patlent: __ . N Date: %d &, 2002

1 FURTHHR AUTHORIZE MY MENTAL HEALTH PROVIDER(S) TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALL OF MY MEDICAL RECORDS TO THE .

SETTS BOARD OF REGISTRATION IN MEDICINE. THIS AUTHORIZATION REPRESENTS A
DF THE PSYCHOTHRRAPIST  PATIENT PRIVILEGE, AS DESCRIBED IN G.L. c. 233,§ 20B.

~

"Date: -%5 g, 2022

el

.
p— — -

S 4p

mtthepaﬁmtwhntismrehﬁomhiptothepaﬁem?
Spqnsc,DPuen!,ﬂChild,DOﬁaarhﬁvc ,DFﬂmd,ﬂAuomcy.E!Oﬂwr

mamwthmemﬂmommmemnumzhmmm)

How lonk have you (or patisnt) been under this physician’s care? S
noaoays.mwmmﬂ:s,mmz-ym,mmmmu 8 yearsormore

What forhn of payment was made? Check a5 wany as 2pply.
(1 Commercial Insurance, mmmumgmmummummmmm

= Workers’ Compensation, L) Self, [J Other,
Are you orpeﬂm)mectedtopayaporﬁonofthishinoutnfpocbt? A

X Yes, INo -
Has the ph ﬂmpdﬂmbﬂlhanyway,forammple.mmfeecrwpaymwnMdo:waiwd?

es, LI No-

1s the fet or in dispute?
EY“:ENO
Has the ph sician been contacted about this complaint?
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Taint here or attack. If you need more sps y mnﬁnueonmwm'ﬁd&:u“ﬁ

L¥]

Y COID

2/0 SRy e bt

o, - r"’i.-;/—)“v

——— _ Due: Fous. 572083

Mail this fprm to; Consumer Protection Manager
Board of Registration in Medicine
560 Harrlson Aveme, G4
Boston, MA 02118
!




Commonwealth of Massachusetts
Board of Registration in Medicine

BO/ED/E0
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560 Harrlson Avenus, G-4
Boston, Massachusetts 02118
(617) 654-9800
MITT ROMNEY Enforcement Division Fax: (617) 451-9568 WARTIN CRANE, MD
GOVERNOR * Legal Division Fax: (817) 357-8453 BOARD CHAIR
KERRY HEALEY Licensing Division Fax: (617} 426-9358 NANCY ACHIN AUDESSE
EXECUTIVE XRECTOR

LIBUTENANT GOVERNOR

VS "BOLLT A0

January 26, 2005

Alain Lester Campbell, M.D.
9 Boston Street

Suite 9

Lynn, MA 01904-0000

Re:
Docket Nu_mber. 05-035

Dear Dr. Campbell;

The Board of Registration in Medicine has received a complaint regarding your
conduct in the practice of medicine, a copy of which is enclosed, The Board is
obfigated by law to investigate such matters relating to the proper practice of medicine.
n compliance with this mandate, the Board's Complaint Committee has directed the
staff of the Board to gather information on all such complaints.

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

Your response should be sent to me, at the address above, within thirty days of
your receipt of this letter, After your response is received, the case may be assigned fo
an investigator employed by the Board, who may contact you if further information is

needed. You will in any event be informed in writing as fo the disposition of this

complaint. Thank you for your attention {o this request.

Very truly yours,

JAB/som -

Visit Our Website At: hip//www.massmedboard.org

&l



LIEUTENANT GOVERNOR

Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, G-4 @
Boston, Massachusetts 02118 N
(617) 654-9800 - l’%
i..
WITT ROMNEY Enforcemant Divislon Fax: (617) 451-9568 MARTIN CRANE, MD
GOVERNOR Legal Division Fax: (617) 357-8453 BOARD CRAIR s

KERRY HEALEY Licensing Division Fax: (617) 426-9358 - NANCY ACHIN AUDESSE

. EXECUTIVE DIRECTOR
LY
January 26, 2005
Re: Alain Lester Campbell, M.D.
Docket Number: 05-035
Dear

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

if you wish to bring additional information bearing on your complaint to the
attention of the Board, please furnish it in writing to me at the address above.

Very truly yours,

. Consumer Protection Coordinator
JAB/som

Visit Our Website At: hitp//www.massmedboard.org

15 BO/EDSD
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Commonwealth of Massachusetts o

. - - - L d \
Board of Registration in Medicine g
£60 Harrison Avenue, G-4 ’ % ]
 Boston, Massachusetts 02118 N -
(617) 654-9800 %3
MITT ROMNEY Enforcament Division Fax: (617) 451-9568 MARTIN CRANE, MO
saveron Legal Division Fax: (617) 3678463 s o e 45
| UEUTENANT GOVERNOR Licensing Division Fax: (617) 426-9358 NSY AGHIN AUDESSE
@

March 14, 2005

Re: Alain Lester Campbell, M.D.
Docket Number: 05-035 -

Dear

Enclosed please find a copy of Dr. Campbell's response. You will be
notified when there is a disposition in this matter.

In the meantime if you have any questions, | can be reached at (617) 654~
9800 ext. 4033

Very truly yours,

Jennifer A. Brown _
Consumer Protection Manager

JAB/bmh
Enclosure

3 Visit Qur Website Al; hUP//WWW. MasSsmMeanoard.org




February 23, 2005

Ms Jennifer A, Brown

Consumer Protection Coordinator
Board of Registration in Medicine
Boston, MA

Dear Ms Brown: Re:’ , 05-035

Thank you for your letter dated 01-26-2003, post marked 01-27-05 and received 02-
01-05 (office is closed on Monday, weekend in between), '

As you indicated in your letter, my answer may be as brief or as lengthy as I choose,

The nature of the complaint involves 5 main items: substandard medical care,
professional misconduct, rude or discourteous behavior, patient neglect/abandonment,
unlawful discrimination. These complaints imply a patient- physician relationship.

I could terminate my letter here stating that & patient-physician relationship was
never established, Thus the complaints are rejected. She came for an
. In fact, we did not even review her

medical history,

Women can choose their physician, likewise, physicians can choose their patients for
an elective procedure. :

However, with respect for the Board of Medicine, who has to answer to all letters
they receive, I will make some comments,

As quoted by Joanne Tetrault, MA, with Joan Roediger, JD, LLM in Physicians
Practice, January 2005: Severing the ties, how to end a patient relationship legaily (p.73):

“to establish a physician-patient relationship, both parties must voluntarily consent
to it, and the physician must indicate an intention to treat the patient.”

I refused to see as a patient for an elective termination of pregnancy.

All of her comments in this letter were negative,
If all the experiences were negative, the Board would be munaarea, monthly, with
letters of complaints that I could not defend. I am a board certified obstetrician-
gynecologist, I still practice general gynecology and my patients are happy.

AS SOXLEADO
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I will make comments in the order of the facts that she is referring to. The secretary

was absent that day. The nurse and myself decided we would see the potential
candidates ourselves. was part of a group of three different people who arrived
[ate and at the same time.

I am registered at City Hall in Lynn as Alain Campbell, MD, DBA Atlanticare
Ob/Gyn and Alternative Medical Care, I function as an individual, not a clinic. This is my
private office where I see established general gynecology patients

My waiting room was completely rebuilt around 1 % years ago, following water
damage. It is modern and clean. I understand that it may not have the nice appearance of
some of the buildings in Cambridge, where lives. Many of my patients come
from Lynn, Lawrence and Lowell. These are poor areas, but people have a right to be
treated no matter where they live. People may have more of a tendency to let
advertisement tags in magazines drop to the floor, without picking them up so we do
clean move often, after office hours. There are, at times, children playing on the ground,
as some of these customers have no money to pay for a baby sitter. I do not know if there
were children the day she came, I enclose a digital picture of the waiting room.

A private medical office is not an airport: people do not have to show a picture
identification. Verification of age is not necessary unless the woman appears young, In
such a case, it will be done in room #1, privately by the nurse or the nurse-assistant, not
in front of everybody. Thisis a standard medical practice. When people schedule an
appointment, different forms of payment are discussed. Insurance data do not belong on
the consent form.

, they will sign curectly on the insurance form (HCFA-1500) that 1
explain myself just before the surgery, when I review the medical chart. A social security
number is not mandatory on this form. As you can see, many of her comments come from
her ignorance of the medical technicalities of the daily practice of medicine.

Her comments about being asked no questions about her name, background, age,
health is irrelevant as that information was supplied by het in the chart. but we never got
to that point as I refused to see her as a patient.

_toid . she had questions for the doctor, so she bypassed room #1
(where a first screening is usually done by the nurse or nurse-asmstant) and she came
directly into the procedure room.

1S 8OsE20/60
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The “makeshift recovery room”, as . ! calls it, was actually decorated by a 3™
year student of Architecture, It is clean and simple. I admit it does not compare to some
of the Cambridge clinics or surgicenters. Digital pictures are enclosed.

The “broken down chair” is actually & lounger that can be reclined into a bed-like
position, so that patients are more comfortable. I have two of these, The blood pressure
was beeing taken by a wrist digital BP cuff, which she probably never saw before.

The procedure room is clean. The ultra-sound machine is oider but still very
functional. Cleaning is done regularly and the usual garbage can is emptied many times a
day. As per law, there are red containers labeled for disposal of needles, syringes, and
spoiled biologic materials, which are picked up by Stericycle (as I am part of the Partoers
Health Care Group through hospital affiliations). There is no hair on the floor, but people
walk in and out, and wear boots in the winter. We do clean the floor in between
customers. The “dirt stains” as 1 calls them, are surgical scrub (lodine), which
stains the tiles permanently.

I am enclosing a copy of the chart and consent forms she completed. As vou can see,

Compare them to the state form enclosed. They were developed by an attorney and more
than three gynecologists. When women bave questions, I always refer to the consent
forms, because they are very comprehensive, and I answer any additional questions they
may have. I answered | :  questions about infection, and told her about my
estimates of risks, which are lower than those on the consent form. I told her the surgery
was considered minor, and she should be fine the next day to go to work. She asked me
about infertility risks.

, o "Everybody
receives antibiotics, but there is always a small group of infertile women, and itis a
possibility that she could be part of them.

This is when J partner asked me if I had any history of malpractice suits (he
did not ask me if my history was above normal, as suggested by ¢ .complaint
letter- witness oresent). 1 answered yes. 1 have a limited history of malpractice

suits, I told him I did not wish to discuss malpractice suits, as they are already reported
with the Board of Medicine, the insurance plans, and the 2 hospitals that I am affiliated
with. I told her there were potential complications associated

and given her great concems, I did not want her to be my patient, I let her know she
should not have her surgery in & private office but rather in the hospital. Scientific data

show no difference in outcome between in the office and hospital
settings. In the past two decades, were performed in office settings, not in
hospitals or surgicenters. I told } i to“please dress and leave the office, and call

- " where we refer.

Ls s0.2-50
LE 20,8060

&t

=}



My “hands incrusted with white paste™ are powder residue from the gloves I had just
removed before seeing her (no infectious material handled), and from the repeated hand
washing throughout the day. As is the case with all physicians, I obviously do take a bath
daily and clean my nails. I wash my hands in between patients and clean the nails
{medical students are taught early to do s0). I do not wear gloves when I speak to a
woman or review her medical chart ( letter suggest it was a mistake not to do
50).

Her medical history, that I did not review with her, shows a history of active
depression.

was upset that I refused to enter a physician-patient relationship with her,
hence a negative letter to the Board of Medicine.

As said earlier, a woman can choose her physician. Likewise physicians can choose
their patients for an clective pregnancy termination. As a physician, I cannot be forced to
when the woman appears greatly concerned of potential
complications or unsure . As well, patients with
potential risks, physical or psychological, are not good candidates for office surgery.

Very truly yours,
np
Alain Campbell, MD, MSc, Diplomate ABOG

LS BOSLESS0
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Commonwealth of Massachusetts 77 ™ /9 0
Board of Registvation in Medicine Gy, =B 2
560 Harrison Avenue, Suite G-4 N ,\,é'.'?."c,}s *ly
Boston, MA 02118 0/%,6{/94 e
"
COMPLAINT FORM
Please type or print clearly, and provide all of the information requested.
g Mis.  Your First Name Your Last Name Patient Name (if different)
m‘ .
Street Address Mailing Address (if different)
City T e Z¥ Code
Business/Daytime Phone Home Phone

Complaint against M.D. 2X__, D.O. ___, Acupuncturist ____.

{For complaints against Chivopractors, Dentists, Nurses, Optometrists, Podiatrists or Psychologisty, please
contzct the Division of Registration at (617)727-7406, or 239 Causewny St., Boston, MA 02114,)

This coraplaint capmot be processed without the fall name of the physician or acupunctorist. Please verify spelling.

Full Name (First & Last) of Physician or Acupanchurist (one name per form) Photocopies are acceptable,

Alcun L. Compbell M.D.
°\ BosJam S SW{& 9 —

thn MA 01404
BunessPoos I3 1 BAQ 3000

MName and Location of Health Care Facility (if known)

dfbla A-Hawhc.are 036'”“\/ ahgl/or* Alkrmjnve MKA I
Care

Nature of Complaint
Substandard Medical Care m] Drug Dealing
Professional Misconduct (™ Criminal Conviction

O Sexual Misconduct E Patient Neglest/Abandorment

x, Raude or Discourteous Behavior Unlawfil Discrimination

Impaired by Alcohol or Drugs g Billing for Services Not Rendered
Impaired by Mental or Pmotionat Einess I:i * Failure to Supervise Staff
Failure to Provide Medical Records False Advertising

pooon

ommm 'b M Ldomteficadton
falvre o answer shonsg (-...55" GHMM SJG;CW#)‘D
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- Failure to cemplete and sign this release may prevem investigation of your complaind.
Releass of Medical Records and Informuation
PafientName: . — e DateofBirh:

Address: P a : . ) v

IHEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR INSTITUTIONS TO RELRASE
ANY AND ALL OF MY MEDICAL RECORDS TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE
MASSACHUSETTS ROART OR REGIRTRATION IN MEDI

Signature of Patiedt’ o :_.____Dale: f,/lslmﬁ
(Or Legal

IFURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(SE) TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALL OF MY MEDICAL RECORDS TO THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE. THIS AUTHORIZATION REPRESENTS A
WAJIVER OF THE PSYCHROTHERAPIST-PATIENT FRIVILEGE, AS DESCRIBED IN G.L. c. 233.§ 20B.

Signature of Patient: Date:
(Or Legal Representative) ‘

Please list the names and addresses of all hesltheae providers and institations that provided trsatment which may nelate  this complaint.

Alan L. Gampbell, M-D_
A Roskr, . Suied
L_U}m,L MA OMD{L

If you are net the patient, what is your relationship to the patieat?

{] Spouse, O Parent, [ Child, [ Other Relative [ Friend, £ Attorney, O Other,
Has this physici ptovidedmmminthepm?(nonmmttheuuhnentinﬁiscomphim.)

£l Yes,

Is this physician the person you (or patient) usually see when you (orpiuent)arel ?
o %‘ W rel end vp m
.

How ve you (or patient) been under this physician’s care?
Ito'a“ﬁdays,l:lltolzmonﬂss,l:llto2yesrs.ﬂ2to4ym,ﬂ4to8yml38ywsormm
What form of payment was made? Check as many as apply.
3 Commiercial Insurance, [1 Heafth Maintenance Organization, L1 Medicaid, [T Medicare, [} Champus
1 Workers' Compensation, [J Self, [} Other
Are you {or patient) expected to pay a portion of this bill out of pocket?
L3 Yes, O No
Hls&mpggcﬁnnl?;mdﬂwbﬂlinmywmforexmple,wuﬂ:eﬁeowopaymemredmdorwaived?
s, (]
lsﬂ:efeeomopaymmtmdspme?
0 Yes, €] No
Has the physician been contacted ebout this complaint?
1 Yoo, B
Dates of Treatment:
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Describe your coraplaint fiere or attach, If you need more space, continne on reverse or on another sheet of paper.

plwce. se allached shotement Hrosgk ou
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Attach coples of related documents to this form. :
The information in thix complaint is taex cotrent and comgletf to the best of my knowledge.

" Your signature: Date: ’!’5/m

Mall this form io: Consumer Profection Coordinator
Bourd of Registration in Medicine
560 Harison Ave Suite G4
Boston MA 02113
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I waited unto 4:50 when I was finally called in 10 a backroom. [ was asgked no questions
about my name, my background, my age or my health. I was not given any counseling
about the procedure.

As 1 walked into the OR I noticed the patient who had gone in before me slumped
over a broken down easy chair in 2 makeshift hallway “recovery-room” monitoring her
blood pressure. I was taken to the O.R. with my partner and told by nurse 1o get wrapped
in a tissue gown. [ said that I would like to ask the doctor a few questions before the

_ . She said, fine, he would be right in. As 1 waited [ puton
my gown and noticed that the O.R. was filthy — there was dust on all the equipment, and
the countertop. The floor had dirt stains on in the center of the room (around the table)
and the outskirts were dirty with bits of dust, hairs and debris. Also it was very crowded
and there was broken-seeming equipment lying around. The garbage can was
overflowing.

Dr. Campbell came in and introduced himself. He said that he had called my
insurance agent himself and that I was covered. He said, “Let’s begin.” I said I had a
coupie questions. First I asked about the risk of infection and/or complication and also
about what recovery would be like. He said he did not need to answer my questions since
all pertinent information was included in the consent forms I had already signed. I
noticed while he was talking that his hands encrusted with white paste and his nails were
dirty. He was not wearing gloves (though hopefully he would have put them on later). 1
persisted and said I really would like to know more about risks and also whether or not he
had had a higher or lower than normal rate of complications from this procedure. Dr.
Campbell would not answer my question beyond directing me to the papers to read.

My parteer then said, “Dr. Campbell, if you won’t talk about
risks, can § ask you if you’ve had greater than normal problem with malpractice.”
Dr, Campbell looked very upset. He turned to me and said, “That's it. [ won’t
speak about this any more and you will not be my patient. I won’t take a risk on
somebody like you. . Get

your things, put on your pants and get out of this office immediately!” Dr. Campbeli then

stormed out of the O.R. 1 scrambled to get on my pants and left the clinic.
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