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Pursuant to the New Hampshire Code of Administrative Rules, Med 301.03(c), a

Temporary License is issued to:

Alain L. Campbell, M.D.

The State of Massabhusetts has provided the New Hampshire Board of Medicine
proof that Dr. Campbell holds a full unrestricted medical license in that state.

This license is effective for the period stated below:

August 1, 2007 through February 1, 2008.

%1@ v lanlen

Penny '@ylor, ﬁ,ﬂministrator

(SEAL) Date: August 1, 2007
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President
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CATHERINE F. PIPAS, M.D

BRIAN T. STERN, PUBLIC MEMBER
GAIL A. BARBA, PUBLIC MEMBER

AMY FEITELSON, M.D.
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March 5, 2008
ALAIN CAMPBELL MD

Dear Dr. Campbell:

Congratulations, your application for licensure has been granted by the New
Hampshire Board of Medicine. Your license, numbered 13850, is dated March 5, 2008,
and is enclosed with this letter. .

Please make note of the expiration date. You are required to renew your license
on a biennial basis and forms for that purpose will be forwarded to you at the address on
file with the Board in April of the year in which your renewal is set to occur. For this
reason, a form is enclosed which should be returned to us if and when you change your
home or business address. Please be aware that you are required to inform the board of
any change of address within 30 days of that change.

An engrossed certificate of licensure will be provided to you within the next six
months. This certificate is for display purposes only and does not constitute a legal
document which verifies current licensure. The enclosed pocket size card should be used
for that purpose.

Please feel free to contact this office if you have any questions.

Sincerely, o

Lpi I b,(r\r f (LLJ( {1
l C[‘]_ny Tayl\f}}
Administrafor

L

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

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

Physician Name: fren Lo OAMPRELL
Business Name: __ Conepld) [Femvist /3 ?/ZA'LT/VL Ceultn
(7] Address:_ DE SeoTi- AN S T
Con coRD AN 6320/
Office telephone: 03~ 225273 (}

| £95
Business Fax Number: 6@ g ’2’2@ 62 Business E-Mail:

Home
Address:

o Home telephone: «

Specialty: kB ’47" A/ Board certified: / 75 é / 77 é ¢ é
Hospital affiliations;: A0 V& Sﬁépﬁé/ Méﬂ (CAZ- Cén B’Z’%’ 5# ém
fud LYt/ MA, VARTIERS  HomeTH Coks

In what other states do you hold a current license: /M /?




Application for Physician Licensure

NHEOAgD |

1. Name: Indicate your full legal name. [f your name has changed at any time during your life and you are n
FCVS, you must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name

change.

1. Fult Name (use no initials)

Last Name C;_ﬁ m _|D B¢ L L
First Name /4'4/4//[/ 5
Middle Name Aes7eR

Suffix ’V/{’?

Maiden Name "U//ll
M.D. 4. D.0.
W4

All other names used

2. Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is to be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the “Public Access” address on their website, therefore you
should consider what your preferred address is for these purposes.

Practice Address AT LAN TICARE ¢8- g_')//\/
X Public Access
R Mailing Street_ 9 Bosror s7 suwre 9
city LYA N state/Province__MA- 7P Code GL 70

Telephone TE/-592-300 CO’
Fax FRI—S 92— G225
E-mail address__ A//A'

Alternate Phone (e.g. pager or cell phone)__

Home Address

] Public Access Street :

O Mailing City _ _____ State/Province _. ZIP Cod
Telephone .- ( —
Fax

E-mail address ) _ P

Alternate Phone (e.g. pager or cell phone) _

Applicant Name: C/‘&Mp&ﬁéé}, SIS A Date: JU‘Y__{V: 200 F

Common License Application Form
Page 1




3. Identification: If you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
notarized copy of your current, valid passport.

3. Identification

pes

Date of Birth T BithCity  Birth Sthte/Province  Birth Country
(mmvdd/yyyy)
Gender Social Security Number Are you a U.S. Citizen? [ yes E No

Green/ CARD A # /z( 5S4

Your social security number is requnred to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. Sections 1320a-
7e(b), 5 U.S.C. Section 552a, and 45 C.F.R. pt. 61) and for accurate identification under the federal and state child support enforcement law {42
U.S.C. Section 666 and applicable state law). It may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. Section 11101 and
45 C.F.R. pt 60) and for other investigative/enforcement purposes in compliance with state laws governing physician discipline or as otherwise
required by state or federal law.

4. Medical School; List all medical schools you have attended, even those from which you did not graduate in
chronological order. Attach an additional sheet if necessary. If you are not using FCVS, you must complete the
attached “Medical Education Verification™ form and send it to all medical schools you have attended. You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding it to this Board.
Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
must forward all documentation directly to this Board.

4. Medical School (attach additional pages if necessary)

1. School Name_ SClovt. o Mebronvg, Melize JYmvees: 77
Address_ e TN Re Bored i &, 2655 PoamsnADESIR WittiAmpsie,
City [or YR AL
State/Province CQ OEWheEC
ZIP Code H=2@ 1Y QD
Country cA’NﬂDﬂ'

Attendance-Dates (From-To)__- Si?‘r 19t 10 l'-‘ﬂ"‘\ lq}(é
Graduation Date___ MV a* I"T:HQ
Degree n D CIM - A ATODNT ],b :[ﬁ-fg—(?@g

2. School Name
Address
City
State/Province
ZIP Code
Country

Attendance Dates (From - To)

Graduation Date

Degree

Applicant Name: CAm PE)&A/_ A A/ L  Dater  ofuef f‘/ 200 1

Common License Appllcanon Form
Page 2




vaypne FCU S

5. Fifth Pathway: If you attended a Fifth Pathway program and are not using FCVS, you must complete the attached
“Fifth Pathway Verification” form and send it to your medical school and to the institution where you completed your
rotations. You must include a copy of your diploma. The medical school and institution must forward all documentation
directly to this Board.

5. Fifth Pathway (if applicable)

Medical School Name K///fq’
Address
City =
State/Province
ZIP Code
Country

Attendance Dates (From - To)

Graduation Date

Degree

Institution name where rotations performed
Address
City
State/Province
ZIP Code

Country

Attendance Dates (From - To)

Certification Date

Applicant Name:  CAM PB EL - )_ﬂ-aéﬁ//t/ - Date: ___*F(,_U_ Ly 1Y 2081

Common License Application Form
Page 3



6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete.
Attach an additional sheet if necessary. If you are not using FCVS, you must complete the attached “Postgraduate
Training Verification® form and send it to all postgraduate training programs you have attended. You must submit a copy
of your certificate of program completion to this Board. Additionally, the postgraduate program must provide this Board
with the Program Director’'s recommendation letter. The postgraduate program must forward all documentation directly

to this Board.

6. Postgraduate Training (copy and attach additional pages if necessary)

Complete name and address of hospital where training was conducted (Do Not Abbreviate)

1.Hospital Name__~JEwW St/ GepedAL HosPriAl P ﬂac-/f__a g Lok T A Mo Cree Cnnieess 7y
Hospital Address 3¥5S Core  STE-CATHEAINE led/}D J B

City Mo TREAL

State/Province QU e hed

ZIP Code 2T | E2

Country CANAD A

SIRAIGHT
PGY: (e.g. 1, 2, 3, etc.) Internship  [JResidency [ Fellowship [JResearch [ Other

Departrent/Specialty: o~ ~GY N 3 cpLeprred As Lesebewcy |

From: OF 4 ?7— & To: /2~ / /‘9 % Successfully Completed? YesXI No[J In Progress[]
Month Year Month Year

2.Hospital Name Mon YA  SENERRL. M\Sp/ ?\M,.Tlégég éaﬂ?.“‘-’(;eﬂ. Uul.

Hospital Address /650 C&bﬂ‘/z AVE-.
city _ MOUTREAL ~ | |
State/Province d} Ue bs C.

zPcode H G  [AYH

Country CAN 'A bﬁ

STRAVG LT _
PGY: (e.g., 1,2, 3, etc) M Internship [ Residency [J Fellowship [J Research [J Other

Department/Specialty: 0B-GYrJ 5 CReDITED  ARe Kesidswey /
From:oJA—ﬂ/ I ]Q ‘i—?; _To_:\jc,/g/g,_/__/i}_%_ ~ Successfully Completed? Yes&l No[J In Progress[]
Month Year Month Year
Applicant Name: (A PRELL /47//9’//0 - Date: \/0 Y / % 2 i
Ty 7 A

Comimion License Application Form
Page 4



6. Postgraduate Training {continued)

3.Hospital Name__ /7é" TEL b/é(/ "JF Mo 7REA "_(/-’U"(/Zﬂa/a LRloq) 72591
Hospital Address BELD S7T- vREBA A 5 7

City A9/ T/ AT
State/Province & Ug'é'zﬁc—
ZIP Code S IW TS

Country CAA/, i“?‘,&/é’

PGY: (e.g., 1@3, etc.) [Jinternship [¢]Residency []J Fellowship [ Research (] Other

Department/Specialty: CENELATL _SURGEAR V

From: 04-‘// /97"7’ To: be& / /??7—' Successfully Completed? Yegkl Nd1 In Progress[]
Month Year Month Year

4.Hospital Name ﬁ&y'gz_ D/e(} o p Mo 7'7&3145- - C)/Uz\f,’ = Moy 7eeAL
Hospital Address 35 & sy=VUREA/n/ =5

City MNon y2e41
State/Province cp v %E e

ZIP Code HaWw | 7
Country C) /4'/U 24"?)’/-’5-

PGY: (eg., 1@3, etc.) [dintemship X Residency [ Fellbwship [] Research [JOther

Department/Specialty: A/ /e 0L0G y

From: \1}41\/ / / ? 737 To: ﬂﬁm / 9 :7/2_ Successfully Completed? Yes B4 No[]In Progress [J

Month Year Month Year

Applicant Name:_Cﬁ-_/iﬂPjgé,é_(_} JreAn/ C— Dpate: B V/C/é,t( /% ;ldbl

Common License Application Form
Page 5



6. Postgraduate Training (continued)

,,53’/.Hospital Name S7E€ - JAUSFr e ;z,éj,ﬂfﬁ??ﬁ LWEECS . 7Y B Aoy i
Hospital Address (7S Coye S7E - O;@?’/}%}@ME /Q';?_A

City Ao rReAc

State/Province _{Q Ve he @

ZIP Code 37 [CS
Country CAL/U/‘Z'D/%

PGY: (e.g., 1@ 3,etc.) [Jinternship X Residency []Fellowship []Research [JOther

Department/Specialty: IMTEY A MEDICIAE e 17 eV 8 -Gyt

Fromﬁﬁ/{,-f /977 To:JUNE | [N  Successtully Completed? YesX] No[] In Progress[]
Month Year Month Year

(Tg’ﬂiospital Name_ S7E JuST7/H/ 2 A‘fasfo UNtVER St 7Y pf Mon 776547
Hospital Address D/ 7S~ CoTE. <apc. .9,4.7—/{&/.?;/05 A
Gity HevrRe s ¢
State/Province 20 v E£HEC,
ZPcode_ 3BT /| CS
Country CAN A A ]Af‘

PGY: (eg.1.2@etc) [ intemship (& Residency [J Fellowship L Research  [IOther

Department/Specialty: o8 -G YA/

From: \l VLY G ?5' To: -J JAYE 19 '?19 Successfully Completed? Yes | No [] In Progress []
Month Year Month Year

Applicant Name: Qﬂ MPE’)M ﬂﬁﬁ?‘ it - Date e d UL-Z‘Z M 7_’

Common Licanse Application Form

Page5 )




6. Postgraduate Training (continued)

@Hospital Name  =7& -Aug _?_’//I/E_/_‘z?_{%_cf L, U IVERS e 7Y o Mo 77Ce 4
Hospital Address IrF s Cote. ST E- CATHELMNE /(759/4_5

City o TR EM<
State/Province d/ U&é?/@,
ZIP Code DT S5

Country OANA B,ﬁ
PGY: (e.g., 1, 2, 3,@.) [IInternship [ Residency [] Fellowship [JResearch  []Other

Department/Specialty; 1% 5 ’é YA/} — %'Q/ A}A' 7_&940 G ‘/

From: /Y2 /9 9 1o L‘Sé&/ / 9‘7‘9 Successfully Completed? Yesi] No[J In Progress[]
/

Month Year Month Year

%Hospita! Name__ AOTEL Dleu MG@R DA UERSITY OF ManmirReA
J
Hospital Address. BDEYLO 57 v R~RBA 4 fb?—

City o7 RE A7
State/Province & % é'b 5@
| zIP Code Yaw | TZ

Country CAN A DA

PGY: (eg., 1,2 3 e%g.) (] lntefﬁship [QLR_esidency {J Fellowship [ Research  [JOther

Department/Specialty: o8 -Gy A-/ 2N CHL0EG Y

From: W/ /950 To: M/ﬁ /95 L Successfully Completed? Yes (X _No [] In Progress [ ]

Month Year Month Year

Applicant Name: __OM )%,é{, J /’(‘6/4’//1/ - Date: \7/0\47 /%: ;@_%

Common Licgnse Application Form .

Pages



6. Postgraduate Training (continued)

zﬂ—lospital Name _ AOTRE -PAME  1loS/f L UWEESiT) o~ BT Rl
Hospital Address I 5_50 5/?’57@5;5?@,&% é?" E.'/4_S‘ 7
City Mo TREAL | -
State/Province CQ JehAG? B

ZIP Code M2l LM/ i

Country OAVAD A

PGY: (e.g., 1, 2,3, etc.) [Jinternship (BResidency [] Fellowship [ Research [1Other

Department/Specialty: OB -GYA !y PDFERLT I £t 7V

From:MlQ / 42 O To:‘J(J/LE. ! /G 50 Successfully Completed? Yesﬂ No[J In Progress[]

Month Year Month Year

4.Hospital Name_sga""wf’?? NE W - HOTEC 'J/G’(/ £oSF
Hospital Address___ :Z/;l S CoTE SVE -CATHERANE [fuAD i 3840 SYLREA v S7=

City MoV r2sAC H3TZ Cs5 Hew Ty
F i

State/Province é VELEC.

ZIP Code

Country, df?}‘f fl‘ .D;4

PGY: (e.g. 1,2 3,efc) [ Intemship [ Residency [J Fellowship [ Research  []Other

Depariment/Specialty: CHEF [Cesbens ;n 48-6 Y/u) TELTIARY CEVTES.

From: "J :Pc.‘f/ / ‘?—-7{ 9 To: Jd/ﬁ/&.& / ff O Successfully Completed? Yes k& No [ In Progress ]
Month Year Month Year

Applicant Name: _C)4'M PB@M} 752{74/,{/ o= ~ Dater ‘JUGL/ /%5’4&7%

Common Licenss Application Form
Page § a)



ISING  FQUS
7. Examination History: If you are not using FCVS, you are responsible for contacting the appropriate examination
entity and having a certified transcript of your scores sent directly to this Board.

ImTExamination History

List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, Etc.).if addition-

al space is necessary, please enclose a separate sheet with your application and include all the information below.

Examination Most Recent Date taken(Month/Year) Passed (P) or Failed (F) Number of attempts
State Board Exam C? E- Mc(;r:k ; /?7—0 #B-r [OF
sae M/ + por mauDATO LY Bol SPEQALISTS 7 Z BEC 1) 19

FLEX Pre-1985 ger OF

FLEX Component 1 : Op OF

FLEX Component 2 Oop  OF _

LMCC - Single Ofr 0OF

LMCC — Part | Oop 0OF

LMCC - Part It Op 0OF

NBME Part | Oep OF

NBME Part [l Orp 0OF

NBME Part Il Or OF

SPEX : Op 0OF

NBOME Part | Op 0OF

NBOME Part i Op OF

NBOME Part Ii! Oop 0OF
COMLEX Leve! 1 ] OrF OF _

COMLEX Level 2 Orp 0OF

COMLEX Level 3 OrFp 0OF

COMVEX Op OF

USMLE Step | ap 03F

USMLE Step Il op 0OF -
USMLE Step Il Op 0Or

Applicant Name: C;‘}MPB_&J(; ﬂ-%fﬂ/ l ~ Date: \/C/C}I' /%WL

Common License Application Form
Page 6



vsiNe FOVE
8. ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and hav-
ing a certified “Status Report” forwarded directly to this Board. There is a separate fee for this report. Reports can be
obtained through the ECFMG web site at www.ecfimg.org.

8. ECFMG (if applicable) /U/ A

Certificate Number Issue Date _ Valid Through Date .

9. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever
held any type of medical/osteopathic license. You must also complete the attached “Licensure Verifi cation” form (Form
#1) and forward it to all states in which you have held any health care license or certification. The verifying entity must
forward all documentation directly to this Board. Some state boards charge a fee for this information. Contact the state
board where you hold or held a license to determine their requirements.

9. State Licensure ~ MD or DO only — attach additional pages if necessary
1. State/Province MA'Type M g bl-.lcense Number &o C/q / Statusiée'?—I L’lssue Date M/ 94/?%
(MD, DO, etc) crrdocha
2. State/ProvmceCQUszype M D License Number :?—7 /32" Stahlelﬂﬁeﬂygssue Date M/I'?ﬁq% /72 ?
(MD, DO, etc)
3. State/Province Type License Number Status Issue Date
(MD. DO, etc)
4. State/Province Type License Number Status Issue Date
(MD, DO, etc)
5. State/Province Type License Number Status Issue Date
{MD, DO, etc) ) ~
6. State/Province Type License Number —__ Status______ Issue Date
(MD. DO, etc)
7. State/Province Type License Number — Status_________ Issue Date
(MD, DO, efc)
8. State/Province Type License Number ______ Status._ Issue Date
(MD. DO, etc)
9. State/Province Type License Number Status Issue Date
{MD, DO, etc)
10.State/Province Type LicenseNumber __~ Status________ Issue Date
(MD, DO, etc)

sopicant ame: CAMPRELL. frepen) (- vae N oty 1Y panF

Common License Appiication Form
Page 7



1. State/Province

State/Province

State/Province

S SR

State/Province

State/Province __

KI Other Health Care Licensure/Certification (e.g., RN, PA etc.) - attach ad&uc;]al pages if necessary.
e
Type License Number __Status. __Issue Date
_ Type License Number = Status Issue Date
Type License Number ___ Status Issue Date
Type License Number _Status Issue Date
Type License Number _ Status Issue Date

10. Chronology of Activities: List ALL activities (medical and non-medical) in chronological order beginning with med-
ical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working time, you MUST state on
the form exactly what your activities were, such as "vacation” or "seeking employment,” as well as your permanent
address. If you worked for a physician-staffing group or did locum tenens, you must list all facilities where you worked
and include complete dates and addresses. DO NOT SUBSTITUE ANY OTHER RESUME FOR THIS FORM. Be sure
to indicate the percentage of working time spent in clinical administrative duties.

10. Chronology of Activities (copy and attach additional pages if necessary)

Dates: From/To  Practice/Employment

1.

Month:;_(‘m" {
Year:_lggm‘

To:
Manth:

Year: ! Eéz

FromJ Practice/Employment Name__ ST E-ol0S77/E O VELS 7Y Ko S/ oAz

Marith: I (or list non-working time as indicated above)

Year: Practice/Employment Address >/ FS corE SVE CATIELNVE 4"4'-0
City M SN TREAL

To: State/Province d l/g’b %’*’_’

Month:_,zé% ZIP Code /7( T _J/¢5 Country CA; Mﬂ ’4

Yar: /98T Position and Department STRI -06-GYN o, Ciinical _/ B _9% Administrative
Employment [1 Staff Privileges [ Affiliation [J  Other

2.

From: Practice/Employment Name fy/‘!— L7 7’ "F MeDece/s - VI« ?/Wcm%

(or list non-working time as indicated above)

PractlcelEmplo ment Address 2998 E Dol Mow7 Yz e 7 Beud
oN TLEAL
State/Prownce N ehe C—
ZIP Code 27 [T%
Position and Department..2/5 =& YA/ % Clinical _<@9_ 9, Administrative
Employment [] Staff Privileges [] Affiliation [6¢  Other

ASS STANT (Y0l 502 Covldecite. AR EY A/

Country CM@#

Applicant Name:

Cﬁ'ﬂ?ﬁ/@%/ MM_@_ Date:

Yoe 1y, 29T

Common License Application Form

Page 8



Dates: From/To

3.

From:
Month: ~¢ 5/

Year: _{_qcm

To:
Manth: b% o

Year _/ é X

Pra cti_c-éfEmploym ent

GLATERNATIVE  MaDeAC. Clorise

Practice/Employment Name
(or list non-working time as indicated above)

Practice/Employment Address 1(9 ?)_C( %T H‘ VEBEAT ST
City MNop TREAL. o o S
State/Province d{ Y ﬂ,bgc, .
ZIP Code___:H' R 375 Country CAUADA ]
Position and Department O P) N G—VU % Clinical Lﬁ % Administrati\‘/e_éfi_

PRUVATE s EF7CS

Employment [] Staff Privileges [] Affiliation [J]  Other

Month: SW_
Year: / ?35

4.
From: Practice/Employment Name A2ATH _SHoLE mer Ok CepTER ot en) AOSP:
Month:__ £ %% (or list non-working time as indicated above)
Yaar:_L Practice/Employment Address SO LY lai %A 7
City LY
To: State/Province 2N Fr
Month:_ACYUATT  ZIP Code oIF0 Country__ &S
Year: Position and Department 05'6\"""} % Clinical /49 _ %, Administrative______
Employment [ Staff Privileges 8- Affiliation (] Other
5.
From: Practice/Employment Name ALY SHOLE }1&.9( Az CJ&UMW /‘?é‘-‘lo

(or list non-working time as indicated above)

F/ SleQiteanH AvE

Practice/Employment Address

City SALEN

To: State/Province /M /4'
Mot ACTVAL | 71p Code_ o9 7O Country ___/SA
Year: Position and Department 64/3 ‘QYU % Clinical % Administrative
Employment [] Staff Privileges [K_  Affiliation ]  Other
6.
From: Practice/Employment Name ATEANTZ AR E I8 -&yAJ
Month: i ‘ﬂ"'_”__,___ (or list non-working time as indicated above)
Year:lﬁg_ Practice/Employment Address ‘? Besro) Sv— 75'! ,9
City LY VA
To: State/Province /MA‘ = .
vont ACTOAL | zipcoge D) 9D Y __cCountry 2D A—
Year: Position and Department 853-GQ YA, — % Clinical Zﬁﬁ % Administrat’iveﬂé
Empioyment [] Staff Privileges [] Affiliation []  Other BQ'_M‘E@M

Applicant Name:

_ CampPReet J A Aumo

Date:_ﬂx /%ﬂ?:

Common License Appiicaton Form

Page 9
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Dates: From/To  Practice/Employment
& F

From: Practice/Employment Name A5S56 CATESD P S0 cia S REARS I

Month: {or list non-working time as indicated above)

Year: 9 = Practice/Employment Address : BMCO/‘J 27
City  DBlakiiat

To: State/Province Vs S - -

ot ZIP Code Country ¢ 34 .

vear_ 1996 Position and Department GivecosaY % Clinical /¥ _ % Administrative
Employment (4 Staff Privileges [] Affiliation (] Other____

REPRO wwenT 60T af- Buaimess NV RG0S

s
From: Practice/Employment Name £ XA/ EY ""'M"""’-’/ ek d Hitcr A Cenvell
Month: (or list non-working time as indicated above)
Year. /992 Practice/Employment Address 269 Cwrond S7
City LymwonS
To: State/Province A+ 5 _
Month: ZIP Code 28/92( Country SA
Year._/99% Position and Department SYwececocy % Clinical _/a:cL% Administrative_______
Employment (& Staff Privileges [ Affiliation (1  Other
LoCum 7euANVS
&9 )
From: Practice/Employment Name PARTHA 'S VINE Y/‘l‘ﬁ—b }5@? 7 W
Month: (or list non-working time as indicated above)

Yeaﬂﬂ Practice/Employment Address /6/5’5 Pl 7AL ﬁ aAD
City cJAA—ME LUFEES -~ MARTHAS L1neY ARD

To: State/Province

Momth: ZIP Code 0 255 7' Country ,_)314

Year Position and Department &, 5"6 i}’A/ % Clinical M% Administrative
Employment A~ Staff Privileges [] Affiliation [  Other

6.

From: Practice/Employment Name

Month: (or list non-working time as indicated above)

Year; — Practice/Employment Address : e a—
City — —

To: State/Provinge =

Month: ZIP Code S Country —

Year: Positonand Department % Clinical________ % Administrative
Employment [] Staff Privileges [] Affiliation[]] Other =

Applicant Name: CAMPRELL | ALppet/ < — Date: ‘ﬁ/‘/ vEY 7/ 20897

Common Licepse Application Form
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Affidavit and Authorization for Release of Information: You must attach a recent (less than 6 months old)
passport quality, color photograph of yourself to this form. Take the form to a notary public and sign the form in
the presence of the notary public. The notarized form then must be sent directly to this Board.

Affidavit
And
Authorization For Release of Information

I, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this application,
that all statements | have or shall make with respect thereto are true, that | am the original and lawful possessor
and person named in the various forms and credentials furnished or to be furnished with respect to my applica-
tion and that all documents, forms or copies thereof furnished or to be furnished with respect to my application
are strictly true in every aspect.

| acknowledge that | have read and understand the Application for Physician Licensure and have answered all
questions contained in the application truthfully and completely. | further acknowledge that failure on my part to
answer questions truthfully and completely may lead to my being prosecuted under appropriate federal and state
laws.

| authorize and request every person, hospital, clinic, government agency (local, state, federal or foreign), court,
association, institution or law enforcement agency having custody or control of any documents, records and
other information pertaining to me to furnish to the Board any such information, including documents, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other pertinent
data and to permit the Board or any of its agents or representatives to inspect and make copies of such docu-
ments, records, and other information in connection with this application.

| hereby release, discharge and exonerate the Board, its agents or representatives and any person, hospital,
clinic, government agency (local, state, federal or foreign), court, association, institution or law enforcement
agency having custody or control of any documents, records and other information pertaining to me of any and
all liability of every nature and kind arising out of investigation made by the Board.

| will immediately notify the board in writing of any changes to the answers to any of the questions contained in
this application if such a change occurs at any time prior to a license to practice medicine being granted to me
by the board

I understand my failure to answer questions contained in this application truthful
denial, revocation, or other disciplinary sanction of my licensure or permit to pra

AL

Applicant’s Printed Last Name

S A
Appli€afit's Printed First Name, Middle Initial, and Suffix (e.g., Jr.)

/Y /é;- 9—@?\

Date of Signature

t be signed in the presence of a notary)

NOTARY
Dated_ ;TQH_UQLJSigned . M""D _ S

State of__M&ﬁ_‘; O coadts __County of 6 M\ f’lfl\? HeK ] ___AMY WALSH

- Notary Public
SUBSCRIBED AND SWORN TO before me thi —— day — Aot o Massaaiwsote
My commission expires: Q' do a009 m,L\f‘ Q/Q““) ___ (NOTARY puBLiC § RE &s&pmm Exp

Applicant Name: C,?/V(P/Q%,/ Az ¢ ) Date: «f =Y / ‘3/: a@%

Common License Application Form
Page 11




e
Fiole s

ADDENDUM TO APPLICATION

Please answer the following questions. If you answer “yes” to any of these queﬂion@;!ﬁ%ﬁ}ﬂﬁp on
the reverse side of this sheet, or attach an additional 8 1/2" x 11" sheet(s) if necessary. '

YES NO
1. Are you certified by an American Specialty Board? (If yes, pro- e
vide a notarized copy of all certificates).
2. Have you ever, for any reason, lost American Specialty Board 07
Certification?
3. Have you been denied required recertification by any specialty )
boards? (If yes, list each boards and dates denied). &

4. Has any medical malpractice suit been brought against you or
has any claim been settled on your behalf in the last ten 42
years? (If so, indicate how many).

5. Have you ever applied for licensure or to sit for an examina- Ve
tion, or taken an examination, under a different name?

6. Have you ever been denied the privilege of taking or finishing
an examination or been accused of cheating or improper con-
duct during an examination since you graduated from high %
school?

7. Have you ever failed any national medical licensure examina-
tion, or any part of that examination, state board examination v
or failed to gain certification from the National Board of Medi-
cal Examiners? You must report all exam failures,
even if you later passed the examination. (This does not in-
clude specialty board certification examinations.)

8. Have you ever failed a foreign licensing or certification exami-

nation? ©
9. Have you ever been denied a medical license, whether full, =
limited or temporary, for any reason?
10. Have you ever had staff privileges, employment or appoint-
ment in a hospital or other health care institution denied, lim-
ited, suspended or revoked, or have you ever resigned from a L

medical staff in lieu of disciplinary action?

11. Is any investigation or disciplinary action pending, or has any
investigation or disciplinary action been taken against you in
the last ten years by any governmental authority, by any hos-
pital or health care facility, or by any professional medical as- L
sociation (international, national, state or local)?

New Hampshire Board of Medicine Addendum Page |



12.

13.

14,

16.

16.

YES

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

Have you ever been a defendant in a criminal proceeding in-
cluding driving while under the influence or driving while sus-
pended, which has not been annulled by a court, but not
including traffic offenses not classified as misdemeanors or
felonies?

Has your privilege to possess, dispense or prescribe con-
trolled substances ever been suspended, revoked, denied, re-
stricted or surrendered, or have you ever been charged,
investigated or warned by a state or federal agency based on
controlled substance issues?

Have you ever had any physical, emotional or mental iliness
which has impaired or would be likely to impair your ability to
practice medicine?

Are you now, or have you, during the past 5 years, been de-
pendent upon alcohol or habituating drugs or undergone
treatment for such?

Anticipated Practice Location(s) (if known).

NO

conceRd Femust Hrrrt Csw7el | CopcollC, wif
T MR Have A cocom  Terews  Zyows< FRom Yok STATE

WMW CAMPRELL

Joey /9 o0

Applicant's Sigfiature Applicant's Printed Last Name Date of Signature

For Board Use Only:

Application Received: 7{/ /9 2007 Fee Paid:. * 50 — Checkt: #6 3 3
License Number: Date of Issue:

New Hampshire Board of Medicine Addendum Page 2




RECEIVED
JUL 8 § 2007

Alain L. Campbell, M.D. NH BOARD

30 July 2007

NH Board of Medicine
2 Industral Park Drive, Suite 8
Concord, NH 03301

Dear Honorable Members of the NH Board of Medicine:

On May 2, 2007 I was granted a locum tenens license, which is due to expite on August 11,
2007. Since that time I have been providing gynecological setvices approximately one day
per week at the Concord Feminist Health Center with the intent of applying for a2 New
Hampshire medical license. It has been through the application process for both 2
temporary and permanent license that I was informed that the examination requitement that
New Hampshire necessitates is problematic in my situation.

I specifically did not take any national exam, which is apparently a requitement in New
Hampshire as I am a Canadian resident. Please understand that when I graduated from the
McGill University School of Medicine in 1976, I was not required to take the LMCC or any
other US national exam since I was sure I would practice in Quebec and this was not a
requirement for specialists in Quebec. I took the McGill Univetsity exams necessary to
graduate with an MD degree. I received my MD license to practice in Quebec in 1977
without having taken the national exam(s), covering mote general medicine than specialty
medicine, at least this is the way it was seen in Quebec in those days.

As documented in the attached application, my Canadian MD license remained in active
status until 1988. I left Quebec and in 1988 obtained my MD license in the State of
Massachusetts (license number 60491) that remains active and in effect to this day. In
November 2006, I again successfully passed the Annual Board Cettification examination fot
the American Board of Obstetrics and Gynecology (cettified previously for 10 years in 1986
and 1996) . Finally, in addition to my private practice in Obstetrics and Gynecology, I have
staff privileges at the Nozth Shore Medical Center Salem Hospital in Salem and Lynn
Massachusetts.

My responsibilities at the Concord Feminist Health Center (Health Center) have been
limited to gynecological care and more specifically termination procedutes. I am pursuing 2
New Hampshire license because I would like to continue to provide this gynecological
setvice at the Health Center and do not have any plans to extend my practice to any other
medical facility in the state.



INH Board of Medicine
30 July 2007
Page Two

Given the uniqueness of my situation, I respectfully request that the Board waive the
national exam requirement for both my temporary and permanent New Hampshire medical
license as [ am Board certified in my specialty and have unrestricted license in Massachusetts
for 19 years; my practice is strictly limited to Ob/Gyn. If thatis not feasible, will the Board
please consider issuing either a Special or Restricted medical license to Ob /Gyn? If the
Board is unable to make a determination at your August 1% board meeting, could a Couttesy
license be extended until this situation is resolved? I understand that with the present rules,
could apply for a locum tenens license next year and be granted one, as I was this year, as I
have an active license in Massachusetts. I have been practicing medicine since 1977 as a
specialist in Ob/Gyn.

Please do not hesitate to contact me if you have any questions. I thank you for your time
and consideration to my request.

Vety Truly Yours,

Gl

Alain L. Campbell, M.D.



Frank W, Ling, M D
Germantown, TN
President

Philip J. DiSaia, M.D.
Orange CA
Chairman

Mary C. Ciotti, M.D
Sacramento, CA
Vice President

Nanette F. Santoro, M.D.
Bronx, NY
Treasurer

William Droegemueller, M.D
Chapel Hill, NC
Director of Evaluation

Directors:

Bruce R. Carr, M.D.
Dallas, TX

Larry J. Copeland, M.D.
Columbus, OH

David M. Gershenson, M.D.
Houston, TX

Larry C. Gilstrap, Ill, M.D.
Dallas, TX

Diane M. Hartmann, M.D.
Rochester, NY

Nicolette S. Horbach, M.D,
Annandale, VA

Roy T. Nakayama, M.D.
Honolulu, HI

Valerie M. Parisi, M.D., MPH
Galveston, TX

Stephen C: Rubin, M.D.
Philadelphia, PA

Robert S. Schenken, M.D.
San Antonio, TX

Russell R. Snyder, M.D.
Galveston, TX

Michael L. Socol, M.D.
Chicago, IL

Ralph K. Tamura, M.D.
Chicago, IL

George D. Wendel, Jr., M.D.
Dallas, TX

November 1, 2006

Alain L. Campbell, M.D.

Dear Dr. Campbell:

American Board of Obstetrics + Gynccology

First in Wonten's Health

Norman F. Gant, M.D
Executive Direclor

N == -
EQ‘“ | § ‘ED Alvin L. Brekken, M.D.
PR sssistant to the Executive Director

JUL 19 2007
NH BOARD

The Vineyard Centre
2915 Vine Street
Dallas, TX 75204
Phone (214) 871-1619
Fax (214) 871-1943

Congratulations! 1 am pleased to inform you that you have satisfactorily passed the Annual
Board Certification examination. You have earned 25 CME credits which will be awarded by
the American College of Obstetnuans and Gynecologists (ACOG). If you paid for the
additional CME credits, and you answered enough of the questions, your additional CME
credits are included in the above total. 'Your recertification in Obstetrics and Gynecology will

be valid through 12/31/2007. Documentation of passing the annual board certificate renewal
process will be furnished to the engraving company. If you have not been contacted by them
within six (6) months from the date of this Ietter please notify the Board office in writing or by

fax (214) 871-19843.

The answers for all the questions will be ;5051i5hed by the ACOG in the January/February

2007 Clinical Review.

The American Board of Obstetrics and Gynecology, Inc. will notify the American Journal of
Obstetrics and Gynecology, Obstetrics and Gynecology, the American Board of Medical
Specialties, and ACOG of your passing the Annual Board Certification examination.

We have included information to apply for the 2007 Annual Board Certification, allowing you to
continue this process. We hope you will malntaln an active interest in the specialty, and you
will continue to provide excellent care of women.

wiiv.abog.org ‘hen selectABC- Reglstratlon from the r.ght side and followrthe prompfs If you
prefer a paper application please fax a written request to (214) 871-1943. Your application
and fee must be received by January 12, 2007 to avoid a late fee being applied.

1D #:

Sincerely yours,

Dochis

Norman F. Gant, M.D.

Executive Director
NFG:mjm

Password:

QAWLX\NM

AMY WALSH

; i NOtafy F’ubllc
Commonwealth of Massachusette

My Commission Expirec
Feabruary 20, 2000

Incorporated 1930

A founding member of The American Board of Medical Speciallies

www abog.org
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SAMY WALSH
Notery Public
Commonweaith of Masaachussits
My Commission Expires
February 20, 2000

DEA REGISTRATION
NUMBER

THIS REGISTRATION FEE
PAID

[cAMPBELL,;
DEPT OBIG

LYNN, MA 01904 ‘lre' o

=7 ,.ﬂ-“..(\)_ ﬂ“j{\\

el e L T re—p——

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON, D.C, 20537

Sections 304 and 1008 (21 U.S.C. 824 and 958) of the Controlled
Substances Act of 1870, as amended, provide that the Attomey
General may revoke or suspend a reglstration 1o manufacturer,
distribute, dispense, import or export a controlled substance.

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF
OWNERSHIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND IS NOT VALID AFTER THE EXPIRATION DATE.

1 DEA REGISTRATION

CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON, D.C, 20537

THIS REGISTRATION FEE .
NUMBER EXPIRES PAID
BC1705625 08-31-2009 Paid
I
SCHEDULES BUSINESS ACTIVITY DATE ISSUED
2,2N,3 PRACTITIONER 08-21-2006
IN45

DEPT OBIGYN

LYNN, MA 01904

CAMPBELL, ALAIN L MDM SC

ATLANTICARE MEDICAL CENTER
9 BOSTON STREET, STE 9

Form DEA-223 (05/04)

Sect) lons 304 “an
Cantrolled Substifices’

that the’; Atlo Genoralf
registration o manufa'??“’m !

THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSH(P, CONTROL, LOCATION, BUSINESS ACTIVITY OR VALID
AFTER THE EXPIRATION DATE.

x‘_ nﬁe“’;ﬂlspﬂnse. import or

a8 ahrﬁ'ﬁdaf “provide
efqr*‘suapenu a

https://www.deadiversion.usdoj.gov/webforms/rnw224aPrintCertlmage.do

8/21/2006



JE!EZ)
AtlantiCare AtlantiCare OB'GY] Af {y 209>
80,4 A
=y, o
,Jud\( f‘{, 200 1 ;({P;O =
(g&a,wﬂ d"f fucde cone RECEka FROM PHy<: Cliy
Mo Moo start -

o CUAO’W\ ‘TM m’

ﬂ
—

—%—"—’Wl%‘ 0 fn belh o negoctin M&M@m M«Q




BOARD OF MEDICIIGEV 09 2010
2 Industrial Park Drive, Suite 8
Concord NH. 03301@ '

urrently licens «.ul h nclmiﬂ Jetter'state abbreys) =

Youmust ;) Qv "{:L amﬁkl We)snl’? ']lll“!]ik{ll(m‘k‘i street ‘L‘hi]t(v!‘k‘t\ |c"0 Boxes 'lr.lumr ("LJAI]PIULL

e ot ¥
'[“._Iu-ku}-gmf_-' s E -’.,,_.,u..
=1 [Tome Addrass
| HOMeAUUress:
=]

ATZATN I GAMPRELL, MD. - FL

HEN [INIST HEATI]

'*lu" Courtesy C \Uﬂﬂﬂjl‘




wer each of the 101]0\\-11\2 j

misuse of any.chemical'substance, including alcohol?

7, you rmust mm
0 7‘ '/ \rl‘

.;:.'»[.','I".-'-' you! h:rc'i ANy 'IllbltllL]!Ht' Lh {urbance:or :.—t,. =]~ |i u]r,ui_l'} '-."[ i“n-““ "‘mcl | n 1S umh ii:. d

_'j'[,ll_u ln‘nhr‘ 50} pl'lt. cltice me ILIL ne

0Py o) i;(_[i;‘-i'-'; 5;_115_|r-",

"‘_ 1i£ Ve _'I.-'Lln__i]-'_i_-a\:l'- D'IE[._: :lli;iir.’_},'; ‘IE
practice offmedicine? ‘Please

conducted:

"'J'. Have any :;t_r_}:1l.'_lljl:_l_| ;t_Ji;?'.'_f_

records:violations.

any medica |' ma |i.m .wu;.

_17|I|~.||r ant |imd~') \ la ..,)Wui 1. _l.l'-':l:['-_'. '.I'i'i'_r'[_l.rti:
you havean o nr.!_l-.)..t‘.-".!.l_i}."_L.J.".-!.!‘_-:_-‘i.!-- VA A O

orzalcoholior «h-_lﬂi‘:-_ related offensethat'has notibeen annulled if'il\_'_.' _1_!.-'_-;‘,]_!_][1_.{“

Have youlbeen found guilty orentered:a 51{;?:1 offno contestito any: felony. misdemeanor

._:_.'1‘.-1--;. youlbeen :.!!.lr.:uij.'ul. o'the:National:Practitioner’s Ds ita' B4 m ) -Er',".';s_":., I;Jii}:'l-n# _‘mi'ml_fi q

1

YES

NO




JUL 06 2012

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

Cur

Please F:-q’i, L
L'llr(-sﬂfj—i:, hiel {gfélli]'hﬂ':? states of- (2 letter state abbrev.
You must provide both home and /business streetaddress. PO Boxes are u_u':“_-ift"gt_¢1'§1'§lﬁ,;llii,f’_:_--,

:!{!;ff{\\-‘_? park J,‘": ;uu next: 11) f” 'q';}‘;a‘ essvou would _.'?_—'.--,"E'.:_iz f0. LISt as your _‘,‘,p,t'!'ﬂ,,l':: f!f_flﬁﬂ-'_.l.\‘_\';'."

SNSE #. aar il
; 3850

\ ddress

ATN 1. CAMPBELL, MD

02-3000

3usiness Fax l"lil(_l_!.;"-'.-l{
Jusiness FEmail :"H.i"'-'.;'-'
dospital ;,'l.{ul.:"[_:‘i\iy[i}'i}:'j,:'.- f-"_-‘;'-:'-‘t-vL.-c-v'-iL'n.' city and state where l
2 ur'ﬁnil.t_g.p you hold'for each'k Jospitz nl

\ (! ‘ﬁll}]g]l'ﬂ. TE , : WA : : -!_"r'.l".f'll"—',ﬂ-.-.
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Ab1lity to'practice medicine
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The Board will deny licensure if you refuse to submit your social security number (SSN). Your professional lieense will
not display your 5SN. Your SSN will not be made available to the public. The Board is required to obtain your SSN for
: urpose of child support enforcement and in compliance with RSA 161 B 11 This collectlon of your SSN is
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Physician Certification

Name
Alain L. Campbell

Education
MD

Location ( First city and state listed is the last known location )
Natick, MA (United States)

Certification ( For a definition of a specialty or subspecialtyclick here
American Board of Obstetrics & Gynecology
Obstetrics & Gynecology - General (General indicates Primary Certif

% Meeting Maintenance of Certification (MOC) Requirements
American Board Of Obste’[riCS & GyneCO|Ogy (Learn more about Meeting Board's MOC Requi
Obstetrics & Gynecology Yes

For some ABMS Member Boards, physicians who achieved Board Ce
Boards established their MOC programs are not required to participat
information regarding whether a specific physician is required to parti
contact the pertinent ABMS Member Boardhttp://iwww.CertificationMat
boards.aspx. '

https://www.certificationmatters.org/is-your-doctor-board-certified/search-now/In/campbel... 6/30/2014



