e
Commonwealth of Massachusetts Board of Regrét'ratign in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

[N

bitp://'www.massmedboard.org :;
Physician Registration Renewal Applica Hon>
AL

CE N

s a1l attachments for your own records: you i
lrm with attachments must be returned in the

need copies for credentialing and other purp .
green envelope 4 weeks before your renewal

o renewal application in GREEN envelope.
nclofe cheek with coupon in BLUE envelope.

* Remit $250.00 for renewal fee.
* Add late fee of $25.00, if necessary.
Please review carefully the following
alterations as required. A
1 FCUACTED

Renewal Date: gg/25/2001

N o
v1. Cument Status: 4 pive Registration No.208097

If you want to change your current status, please check gre of the following boxes to indicate your new status: (Check only one)

[ Active [J Reuring (see instructions) [J Inactive (see instructions) [] Do not wish to renew

, . . Please make corrections Qr print
2. Other Name(s), if any, under which you were licensed: ¢ ¢ {type or print)

and completeness. Make any corrections or

Py

Other Namae(s): e e =
12 A) Mailing/Business Address: Mailing Address:
Rebecca Jackson City/Town: » State:
Zip: __ Country:
Business Address:
B) Home Address: City/Town: State:
Zip: — . Country:
Business Telephone: ( )
Home Address: .
City/Tawn: State:
‘ Zip: Country:
Home Phone: Home Telephone:  ( )
Business Phone: < ‘ N
(978)526-7717 PLEASE NGTE: No P.O. Box addresses for liome or
business addresses.

- . L7 Current American Board of Mcdical Specialties Certification (See
A47 al Date of Birth: b} Sex: F Code: |43 Code:
Y SSE: _

)58 8. Drug License Numbers. if any:

\&772) Name of Mcdical School: a) Federal (DEA):
b) Massachusetts;
Da th Medical School
b) ‘z’carrggg:llualc aied |973? ¢} Degree: M.D. V9 a) Other states wherc you are now licensed to practice {Abbr.)

L& Specialty Code(s) (See Table 1)
Codefs} Hours per Week in Mass.

EP o M. O -8
[¢]

b) States where you were previously licensed (Abbr.)

MM AZ -

Table 2}

V. Current health care facilities at which you have completed the credentialing process for the provision of patient care. (Supply
the codes from Tablc 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 cach facility).

Facility Code: _?_‘i(g_ !.. (AP) [OD % Facility Code:______/ __ (AP) % Facility Code:__ __ _/
FacilityCode: 7/ (AP) % Facility Code:_____ / _{AP) % Facility Code:____/
I 999, print name(s): e -




PRINT YOUR LAST NaME: - JACKSoA/ LICENSE NUMBER: 203097?

My medical malpractice insurance is covered by a) [ ] Insurance Carrier b) ] Letter of Credit

Name of Insurer:__ A/t 0\}10 nol  Wnion Altemnatively, indicate as follows:
T'am registering with Active status but I am not covered by medical malpractice insurance because | am (check one)

a) [[] Notinvolved in direct/indirect patient care in Massachusetts b) [] Otherwise cxempt

Please explain exemption:
(J27 Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ Yes [No

(A% A. What is your principal work setting? (See Tabled) o,
B. Care of patients in Massachusetts (see instruction booklet). (0
1) Average weckly hours involved in: a) outpaticnt care Cﬁ hrs/wk b) inpatient care hrs/wk

2) What is the approximate percentage of your patient care hours in primary carci\‘?% m O ?
S

ART A ~ QUESTIONS REFER ONLY TO THE PAST TWO () Y.

uestions 14 through 22 yefer to the past two {2) vears only. Che i ach guestion. Provid
details on Form R {or all YES answer ion 22. T to the instructi ooklet for additional info tiocn and
i Wi ! d yvour license renewal.may be delayed.

YES NO

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 resolved, whether or not a lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency o 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 taffic violation?

18. Have you been charged with or disciplined for any violation of laws, rales, by-laws or standards of practice of
any govemnmental 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, denied,  _
restricted by, or surrendered (o any state or federal agency? {

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

21. Has any professional Lability 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 response to an inquiry by a
professional liability insurance provider?

22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? [B3*Yes [ No
O CME Wiiver regiestéd (CME waiver form dile 30 days priof'to date’of lidense exXpifatiol) ~~ [} CME exermption’

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewa) application.

Pursugnt to G.L. c. 112, § 2, 1 will not charge to or colfect from a Medicare beaefiviary more than the Medicare fee schedule amount.

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and bellef, T have filed all Massachusetts state tax returas and paid all
Massachusetts state taxes that are requived under Faw, NOTE: This applies even if you reside out-of-state or out of the United States.

» Pursuantto G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Ckild Suppor,
¢ Pursuant to G.L. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as reguired by G.L. ¢. 119, § 51A.

» I hereby certify under the penalties of perjury that ali the information on the Renewal Application and Form R is true,

Signature: ﬁ
=

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

Board Regulations require that you notify the Board, in writing, of any change of address

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

Date: _[_1 /4 1 200y
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Commonwealth of Massachusetts - Board of Registration in M.
10 West Street, 3rd Floor
Boston, MA. 02111 - (617) 727-3086

FULL LICENSE APPLICATION ¢ %,
S S

S S
Application Fee: . Please enclose a check or money order in the amount of $350 made\p‘%bfg to the
Commonwealth of Massachusetts. 2 .

Check One: & U.S./Canadicn Graduate [0 International Graduate L

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

JACKSON Remecen —
Last Name (type or print cleariy) First Middle Suffix (Jr., etc.)
MMD. [ DO. [J] PhD [ Other degree

Other Name(s) Used - List any other name(s) you have used which may appear on your identifying
documents, such as medical education and examination records. If not applicable, check here m—

Entire |.ast Name {type or print clearly) First Middie Suffix {Jr., etc.)
Date of Birth: __  __ Social Security Number: S
Month Day Year : :
Place of
mith: D0 aton Massacuvserrs
City State/Province/Teritory Country if not USA

Home Address:

Number and étreet

~Clty State/FrovincelT emitory Zip (or postal} Code

Business Address._ 24 G ar DIN ER. Sfl—
Number and Street _
Kt ponn Mg 04357
City State/Province/Territory Zip (or pastal} Code

Business _ Home
Telephone: (AU] ) 7B 7- 4358 T, ext. Telephone: { _
Preferred Mailing Address: [] Business Address ﬂ Home Address.

EHwn/ IFE o
#6360

£/53/00



Page - 2

/
APPLICANT'S NAME: ?{2 bhecea J 0L £500

Pre-medical School

‘ : Fro To
Facility: “Radelifle CUHQG;& Degree: Zj/ AN AN
Street: __ 60 Cavden S City: (@mbcidee State: ™A
Facility: Degree: f ! i
Street: City: State:
Medical School

From Io :

Facilty_ b0 wth Medieal Sele pegree: My 27 _ilo Gl 173
Street: City: _Hanowee. State: _MH
Facility: Degree: [/ i
Street: City: State:

Date of medical school graduation: J Une 197, 5

Note: U.S. graduates must include a written explanation for the duration of medical education longer than
four (4) years, and for any breaks in medical education. Intemational graduates must provide a written
explanation for the duration of medical education longer than six (6) years and any breaks in medical

education.

Postgraduate Education:

List alt postgraduate training chronologically from medical school to the present, the name and address of
the facility, your position, e.g. PGY 1, 2, feliow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the time you graduated from medical school.

mdeay, me

Facility: [AA/M SOM - &CMC  Position: R‘f sy
Street: 231l Lomas  blvd City: /4419(/&3 V\QA_@/M/( State

Facilty: UNMsoM D FC 4 & 1) Position: QGS&@.\A}_ Tl IS 31177
Street: 2400 Tuckew City: /{{bmfb M/L? AL State: _//M
Facility: Position: ) [
Street: City: State:
Facility: Position: . T,
Street: City: . State:
Facility: Position: i/ f_d

Strest: City: State:




Page - 3

APPLICANT'S NAME: /pe hecea JQC%SO(\

Hospital Affiliations and Employment

List hospital appointments where you had active staff privileges, including the name and address of the
facility, your pesition and dates of affiliatioh in postgraduate training, in chronological order. Also include
periods of-unemployment or employment outside of medicine. Attach a separate sheet of paper if

necessary.
From To
eteff
Faciity MYHE - Saeg Memov il Hoo bt Positionghwpicen (o /_ /77 o/ (7§
Street: v ‘ City: _GCrANADO State: Az

by MR- 4 - St
Faciity Dept Fom: Com, & . Med postion®S5te o 9189
Street: 24 Tucken City: [ State: _/VM
-89 — 3-9) pmofheLhood ,unemployel  tn mc&.:u:& ‘

Facility, KM (—> MGM (- A Position: sl |
Street: __( Chestud Sf City: _Awguste. State: Mg
Facility:_ [ A HC Position;_PrySta, 2, 19/ %13 100

Street: gg_gmﬂ&@;& City: Jqchmad State: Mo

'%4

1. List other states (abbreviations} where you are currently or have ever been ficensed: AM A2 ME&
3
2. Are you certified by the American Board of Medical Specialties? ﬁ Yes [ No re w_;‘/j o %j@*'\g
(% ’ (
3. List Board Certification(s):_family | ohce  ABFP ‘7785 42 (2e00)

ﬁzt. Have you attached an up-to-date copy of your curriculum vitae? [J Yes [J No _
5. Reason for requesting a Massachusetts medical license: _MOVIN g fv Nowth Shoee 30 m i

2 cmjo%b Landman k Sheo/ /mkwgﬁfc Loodle pathine

6. Name of Facility:

7. Address: City:

8. Anticipated starting date in Massachusetts: OZ 1| 12000
Affidavit of Applicant

, the undersigned applicant, hereby certify that all information included in this application for licensure
constitutes a frue statement made under the penalties of parjury.

'Signature of

77 2000

Date
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RERECCA JACKSON,
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Dependent

L3 SR

Certificatian

Employment
fsugust 14,

1995~

Judy

194

1655

December 21,1992

July 1,

June 17, L1FF1e

August 0, 1571

199 -
1,

March 1,

Juua

L1971

M. D,

Foaguet =5, 195 3T

Chiristopher, pors July 24,
Mairne Board of Reglzmtration
Modicine #O1L28705
of Family
s LTV
1552

Amaerican Boaro
Fractice Diplomad
Recartification,

Family Fhysician
contract, parttime
Richmond Aresa Health
Richmomd . ME

Comtear

Core Taculty--partoimne

e s
R

L

Maine-—Dartmoutih Family Fractics

Residency
Fugusta,  fE
Emmrgency Room Fhy
Emergericy Madicine
Ouford, ME

Locum tenens

Laveloy Health Center
Albign, ME

Lerium benensg
Fichmond Area
Rickhmond, MNE

Center

Healtbh
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Tesaming

Clommun oy

Flaagaarah

Januay 1R3!

July

duties

Jarisary 194g5-

Derremlyesr 1987

duties
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Pl todme
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AL
racords sand o
Restdents in
and L outlving clinicsy
Medical Students traditional
track: Family Fractice and
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workehop leader., pivase la
coordiva tor-

Trainer Albuguergue Rape (Orisis
Lenter,.clinics at the Women =
unit Sltate Fenitentiary, A1)
Faiths Racsiving Home,

Change in percaeption of
riskiness in vouth participating
imooan experiential, proplem
pusing ourrilculue on aloehol and

tance ahussiracurrent risi

LI

et

JIThimey

ARE

Srtatt physician

Abartion and Pragnancy T
Ciinmie

Al buguergue . bkl

first trimesiter suction

curettage abortions

Q
[

Madical Director

Alochol Treatment Frogram
Hermalillo Countlty Mental Health
Center, UNM/S0R

Albuqueruge, MM

supervising PA and FNF providing
medical care and in—~ and
outpatient drug and alcohol
detoy
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1978

Imternashio

Fesidency

SEaTy physlalean v

e Memorial HMospital
Mavaho Maticn Heaith rouoncation

) i
0y, L

FRR I
e

Dartmouth Medig
Hanover ., R
Juneg 1975

Fotating d4-fFedigtrics & Medicins
Llniversity of New Poegico :
of Medicins (UNMASCM)

AL Davuerope . NP

June 197<4-June 1%74

Family Medicine
LM H0OM

Slbugusrrgue, NM
Auguet 1

P

tioa,
Bolivia, _
Furope, Tunisis, Irang
Mepal, Bangkobk, Talwsan, Wnina,
Cross—country shiing, =i
FLrding, SWwimming, S&LLING,
cecking, 'ctello, piano
fluent: English, French
conversant: Spanish, Amerilcan
Sign Language, GSsrnan
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STATE LICENSE VERIRCATION

MO FEE RECEIVED | 1
B 7" LR Y Y

T prmT e /o »
= 4o Conimenweal assachx{setﬁg Board of Registrgtion in Medicine
10 West Street, 3rd Floor, Boston; MA 2441 .

Agglicani’é instructions: Compiete the-waiver for{re_tease,Of.in

where you are currently licensed or were ficensed in‘thi past, i3 i

Applicant's Waiver for Release of Information:

I am applying for licensure in the Commonwealth of Massachusetts and the Board of Registation in Medicine reqguires that
this form be completed by each state where | hoid or have ever held licensure. | hereby autharize the reiease of any

information in your files, WM
Signature of physician: . Date: %/ 7 ) L20p

Printortypename?@[ﬂ €Clon J@{(SO o) M D

License number:__(Q1A¥ 2 S Status oflicense:  [gAGtive [ Inactive (1 Other

TO BE COMPLETED BY STATE BOARD

1. Name of medical school of graduation:

. ME
2. Date of graduation: / / License number: Date of i Bu& ﬂﬁ"RE W

3. Basis for licensure:

Name(s) of medicat licensing examinations(s). )
4. Expiration date of license: / !
§. Status of license: (check one) [} good standing [J revoked [] suspended

6. If revoked or suspended, please explain:

YES NO

7. Has the licensee ever been on probation? [} 1
8. Has the licensee ever been requested to appear before the board? ] O
H'yves " please explain:
Other derogatory information:
Remarks:

Signed:
BOARD SEAL Print Name:

Title:

State Board: Date: ! /

PLEASE RETURN DIRECTLY TO THE MASSACHUSETTS BOARD OF REGISTRATION
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ija‘monwealth of Massachusetts Board of Registration in MedmmtBOAHD OF
"FE10 West Street. 3rd Floor, Boston, MA 02111 (617) 727-3086 ™ ~ICAL EXAMINISS

[ STATE LICENSE VERIFICATION }

Applicant’s Instructions: Complete the-waiver for release of information and forward this form to every state board
where you are currently licensed or were licansed in the past.

Applicant’'s Waiver for Release of Information:

i am applying for licensure in the Commonweaith of Massachusetts and the Board of Registation in Medicine requires that
this form be completed by each state where | hold or have evet held licensure. | hereby authorize the release of any

information in your files, W y)therw:se /
Signature of pliysician,_ 'Zi/ T oy Date’ 8 / 7 /| _ZQDD

Print or type nam:?\efo eCCon JWSO ) ™ )

License number:_EFEE % Status of license: méh%tws [ﬂdﬁ'ctwa ] Other
7750

TO BE COMPLETED BY STATE BOARD

1. Name of medical schoo! of graduation:

2. Date of graduation: / f License number: Date of issue: V)

e

3. Basis for licensure:

Name(s} of medical licensing examinations(s).
4. Expiration date of license: ! /
5. Status of license: {check one) [] good standing [} revoked [} suspended

6. If revoked or suspended, please explain:

YES NO

7. Has the licensee ever been on probation? . ]
8. Has the licensee ever been reguested o appear before the board? 0 0
If “yes,” please explain;
Other derogatory information:
Remarks:

Signed:
BOARD SEAL Print Name:

Title:

State Board: Date: / /

PLEASE RETURN DIRECTLY TO THE MASSACHUSETTS BOARD OF REGISTRATION



board  (op = MALPRACTICE NISTURY

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

MALPRACTICE HISTORY

Applicant’s Instructions: Complete this waiver for release of information and forward a copy to

each of your current and past liability carrier(s) over the past ten (10) vears. You must account for
any gaps in your claims history. If you have additional liability carriers, you may photocopy this

form. Please return the form(s) with your original signature to the Board of Registration in
Medicine.

Waiver for Release of Information

| autharize my professional liability carrier(s) listed below to release to the Commonwealth of
Massachusetts, Board of Registration in Medicine, my malpractice history and any and all claims

- or actions for damages, including the following:

the name(s) of the claimant(s)

nature and date of ¢laim(s)

amounts paid, if any, and

other disposition or information in its possession, custody or control

on my current policy number, and/or any other policy | have had with this

or any other carrier.

Liability Carrier: FV? H[L%\O > /
City: Mec 1esb State: P4
| Policy Number 'HUEg TR D
Liability Carrier: Coumd fue b Manng Tns  Co.
City: %ﬂ@@@ St PAu L State: _ M A7 /
|36

Policy Number MM 0LG 1 B Gbk! - MM CerO
DM Cepo 1849 DM OO0 183

BON

Liability Carrier:
City: State:

Policy Number:

Liability Carrier:
City: State:

Policy Number:

Please forward the information to the Board of Registration in Medicine at the address above.

Signed: %“{W 8’ ”8 i Z@@O

Date
Print Name:/R@bQ%&i(JaCKSOﬂ M )




@ w0k
R
=

) . ‘5..}\7“‘ _ 6 m A

A | W N

R SR
onwealf} achusetts—Board of Registration in Medicine

10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

POSTGRADBATE VERIFIGATION

] POSTGRADUATE TRAINING VERIFICATION [
APPLICANT'S AUTHORIZATION: 1 anthorizs the releass of information from my posigraduste training program listed below toAbe forwarded to the Massachusetts
Board of Registration in Medicine. }

Applicant's Signature: M Date;: _/0-/}-2000
Print or Type Name: (gﬂfﬁ ecm/ / cla cyon s nl

Name of Institution: &/YHV\E/L%‘}\'I\ MMM&D 304 ?)(MW% Cﬂmmw«’{,; ¥ S)M@al.%nﬁ Mediing

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Flease complete this form and forward 1t 1o the Board or Registration in Medicine at the address above. If the department was a “rotating” or “ransitionat”
program, please submit documentation of the rotations, dates and hours of fraining to the Board.
Name of Institution: University of Kew Mexico Health Sciences Center

If name of institution wes different when applicant attended, please enter name: University of New Mexicoe Schogl of Medicine

Rebecca Jackson, M.B.

Enroliment and Particlpation: Our records Indicate that participated in the following program:

{type or print applicant'a name)
Program Type Department Dates Attended Accredited By
(internship, residency, PGY {0ObG, Internal (MONTH/DAY/YEAR) Completed | (ACGME, RSEC, AGA or
fellowship) (1,2,3,4) medicine, ete.) FROM TO: (YES/NO) not aceredited
Residency II Family Practice 07 ! ! 75 06’ / 76 Yes AGGNE
Residency 111 Family Practice 07! 1 o 17 Yes ACGME
{ I I f
I } 1 i
1 T | JQ e




POSTGRADYATE VERIFICATION

Continued on back

APPLICANT'S NAME: Beif;eq o Ja (e e

Unusual Clroumstances: The following questions apply to unusuaf circumstances that occurred during gny part of the applicant's medical education.
Please circle the apprapriate response. f you answer yes to any of these questions, please enclose an explanation,

QUESTIONS YES NO
1. Did the applicant take any leaves of absence or breaks from hisMer post-graduate training?

2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

4. Were any negative repons ever fled by instructors regarding the applicant?

5. Were any limitations of specisl requirements imposed on the applicant because of questions of academic
incompetence or disciplinary preblems?

6. During the applicant’s participation, our postgracuate medical treining was accredited by: [§] ACGME  [[] Other,

COMMENTS;

Certification: | heredy certify that the above information is correct, to the best of my knowledge.

(’;/ /"l ’-——w 7
Pregram Director's Signature: e S0 & ¥
2 77

o

. . ) /
AFFIX [NST IR TR g Print Name: —John Leggort, M.

(if the (nstitution does ystbe Academic Title: _¥amily Practice Residency Program Directar

notarized)
Telephone: (505 )_ 272-6607 Today's Date: __10 1 18 00




MEDICAL EDUCATION VERIAGATIBN

AUG 15 2000
ealth of Massachusetts Board of Registration in Medicine ocT o
57 pecicive LB West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 05 200
- rranon 0 < S
MEDICAL EDUCATION v@eﬁknm\t*v“\
e :
T et
&’m@ Please complele the waiver for releass of informetion and forward this form to your university/medical school(s) or university
of graduation for verification.

Waiver for Release of Information

| authorize the medical school/university listed below to provide any and ali nformation pertaining to my medical education al your institution to the
Massachusetts Board of Regjstration In Medicine.

Applicant's Signature: ( Al Date of Birth ___
Printor Type Name: dackSO A y ?ebe ee. : Social Security No:_
(Last name) (First Name) ( Migdle Initial)
Other Name(s) .
(Plgase type or print name(s)) -
Name of Medical Schoal; o, Medice s Schogp |
Address: _%A{g, 6{ + %d’.m; — 7090 City: HCD’IOV@Q State or Province: A ﬁl‘

INSTRUCTIONS TO THE DEAN OR DESIGNATED CFFICIAL OF MEDICAL SCHOOL

Please complete this form and forward it, toyather with a copy of the applicant's official transcript (which indicates courses taken,
dates and hours of attendance, and scores, grades, or avaluations) directly to the Board of Ragistration in Medicine.

APPLICANT'S EDUCATIONAL HISTORY

If name of institution was different from the above named institution when applicant attended, please enter name below:

Premedical Education: Doesyour schoothavea education requirement? ‘@ Yes “*"—E—Na“"“ T T e - R
if yes, indicate where the applicant completed premedical schoal, \3)

Applicant’s Undergraduate School: %CJC H‘FFE Co ”%ﬂ-
Undergraduate Schoo! Address: o GT G/\.é@\r\ S’{' CQJ"(I {O/\'l cl_g O HA

Continged on hank ﬂ/‘%/ac/fb




MEDICAL EDUEATION VERINICATION
Enrollment and Participation: Our records indicate that

Jackson “Kebeceo Hallen)

(type or print tha applicant’s name}: {Last nzme;) {First name) (Micdle initial)

attended our medical school on the foliowing dates {indicate the month, day and year in the section below):

ATTENDANCE DATES: FROM 10 FROM 10
8% Joy |/ 7o AR AoN / / . )
eZlei] 27 _ot4lasion Y S i
&7l i [ o2 A R / / i

The applicant sttended /.7 ?/z’— total weaks of continuing on-campus educalion, not less than 32 weeks in each academic year and

i [y
check aone [3 was awarded a degrea In *J\Jg(,ﬁ 2 a—é’ HEN v on (mentt/daylyear) ¢ | /% L3

D was NOT awarded degres. Pleaso explain reason(s).

Unusual Circumstances: The foliowing quesiions apply to unusual circumstances that occurred during any_part of the applicant’s medical education. All

questions must be answered. If you apswer “YES” {o anry of the questions below, please enclose an explanation.
YES NO
1. Did the applicant take any leaves of absencs or breaks from hisfher medical education?
2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under nNvestigation?
4. Were any negative reports ever filed by insiructors regarding the applicant?

COMMENTS:

AFFIX INSTITUTIONAL SEAL HERE

i
(if the institution does not have a seal, : ] s

this form must be notarized) PrintName: Mgy M. i Haoac%..

INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A Tite: © e
COPY OF THE MEDICAL SCHOOL DIPLOMA AND A e ?‘i‘f e

TRANSCRIPT OR PROVIDE AN EXPLANATION. Date: 2 B/ i 00 Telephone: ((g3) .56 - 20Yf

LRy

Signature:

Thank you for completing this form,



SUPPLEMENT FORM

Name: /RC becca. JGCKSQ ) Date: _[ /] 12000
IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the

additional information on pages 4-10.
YES NO

L. Since your enrollment in college, have you been subject to any disciplinary
action (see definition) at an academic institution?

2. Have you ever been terminated or granted a leave of absence by a medical school or medical
post-graduate training program or have you ever withdrawn from a medical school or
medical postgraduate training program or had to repeat a year of postgraduate training?

3. Have you ever applied for ticensure or to sit for an examination or taken an examination
under a different name? If so, previous name:

4. Since your enrollment in coliege, have you been denied the privilege of taking or finishing
an examination or been accused of cheating and/or improper conduct during an examination?

S, Have you ever failed any of the following examinations: FLEX, any State Board
examination, any part of the National Boards, any Step of the USMLE, or have you failed
to gain certification from the National Board of Medical Examiners or any foreign licensing
or certification body? .

6-A.  Have you ever, for any reason, been denied a2 medical license, whether full, limited,
temporary, or have you withdrawn an application for medical licensure?

6-B.  Have you ever voluntarily surrendered a license to practice medicine or any healing art?

7. Have you cver, for any reason, lost American Board of Medical Specialty certification
or been denied required recertification by one or more specialty boards?

8-A. - Are any formal disciplinary charges pending against you, or do you have knowledge
of any pending investigation into your professional competence or conduct by any
governmental authority, health care facility, group practice or professional medical
society or association (international, national, state or local)? (See definition).

8-B. Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws,

or standards of practice by any governmental authority, healthcare facility, group or
professional medical society or association ( national, state or local)?

Page 1



Print Name: "?ebe cce QRSO

9-A.

9-C.

9-D.
10.

L1

i2.

13.

14.

15-A.

15-B.

;
3

Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any

hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or
recommended by a medical staff committee or governing board?

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denia] been recommended by a standing medical staff committee or
governing body?

Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment? '

Have you ever been charged with any criminal offense, other than a minor traffic offense?

Has your privilege to possess, dispense or prescribe controlled substances ever been suspended
revoked, denied, restricted or surrendered, or have you ever been called before or warned by any
state or other jurisdiction including a federa] agency regarding such privileges?

Has any professional lizbility insurance provider ever 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 ever voluntarily restricted, limited or terminated your
insurance coverage in response to any inquiry by a professional liability insurance provider?

Have you ever been the subject of any suspension or probation proceedings instituted by

Blue Cross and/or Blue Shield, Medicare, Medicaid; or-any-other medieal-Reimbursement plan;
or have you ever been restricted from receiving payments from any Blue Cross and Blue Shield,
Medicare, Medicaid (any state), or third party programs?

Have you ever had an application for membership as a participating provider rejected by any
HMO/PFO/IPA or other prepaid health care plan or your contract as a participating provider
terminated by any HMO/PPO/IPA or other prepaid plan?

In the past ten (10} years, has any medical malpractice claim been made against you, whether
or not a lawsuit was filed in relation to the claim?

in the past ten (10) years, 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 has such a suit been settled, adjudicated or otherwise resolved?

Applicant’s Signature; @M&&k/&ﬂ E1_. Date: [/ 7 { 2000

L
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Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 - {617) 654-9810 htip:// .massmedbeard.org

Physician RegistratiphRerrew plication

i own records; you will
: ents must be returned in the
Medicine

Before proceeding, please read the instruction booklet, Copy thi¥'fors

need copies for credentialing and other purposes. This completed yenewlal form.y -att
green envelope at legst 4 weeks before your renewal date. go&

Registration in
*Remit $400.00 for renewal fee (non-refundable), * Return renewal application in GREEN envelope. o
U

*Ad 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. All questions must be answered or Your renewal will be delayed.

1. Current Status:  Active Registration No.: 208092 Renewal Date: 08/25/2003
If you want to change your current status, please check one of the following boxes to indicate your new status: (Check only one)

(] Active [ Retiring {see instructions) [ inactive (see instructions) ("] Do not wish to renew

2. Other Name(s), if any, under which you were licensed: Please make corrections (print)

A) Mailing/Business Address: L] Other Name(s)  [] Name Change (enter name below)
3. Rebecca Jackson
Mailing Address;
City/Town: State:
Zip: Country:
B) Home Address:
Business Address:
City/Town; State:
Zip: Country:
Business Telephone: ( )
Home Address:
City/Town: _State:
Home Phone: Zip: Country:
) Home Telephone:  ( )
Business Phone:  (978)526-7717 PLEASF, NOTE: Only one address can be a P.O. box. The
mailing address cannot be a P.O, Box.
4. a) Date of Birth: b} Sex: F 7. Current American Board of Medical Specialties Certification (Sec Table 2)
. Fp e
¢) SS#: Code: Code: P
5 AN ¢ Medical Sehool ' 8.Drug License Numbers. if anx., .
. a) Name of Medical School: .
Dartmouth Medical School 4) Federal (DEA):
b} Massachusetts;

b) Year Graduated: 1973  ©) Degree: MD.

2. a) Other states where e jcensed to practice (Abbr.)
6. Specialty Code(s) (See Table 1) L LI P (

Codefs) Hours per Week in Mass. i i
Tp g+ Famsly Practice b) Statzes where you were previously ticensed (Abbr,)

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care. (Supply the codes from Tgble 3 and place a check mark next fo those health care facilities where you have admitting privileges {AP).
Next to each facility, write the approglmate percentage of patient care hours that you provide in each facility). _.._ No affiliations.

Facility Code: 9 g 9_/____ (AP) % Facility Code:_____ /__ (AP) % Facility Code:_____ / (AP} %
FacilityCode:  _ _/  (AP) % FacilityCode: ____ /_ (AP) % Facility Code:_____ /  (AP) Yo
1999, print name(s):

b ——



|
PRINT YOUR LAST NAME: C)Pf()&gc/\) .__ LICENSE NUMBER: &7%0‘?2. o

11. My medical malpractice insurance i covered by m/ Insurance Carrier [ Letter of Credit
Insurer’s name. (Required): Unign P | I’B. olicy dates: From: (= / 31/ 02710 12 /21 162
Alternatively, indicate as follows: Iam registering with Acti but I am not covered by medical malpractice insurance
because I anu: Check One: [] Not involved in direct/igdifect patient care in Massachusetts [ A government employee.
[ ] Otherwise exempt Please explain exemption: o PLAM w2403 3{@_‘&%’5‘

12. What is your priacipal work setting? (See Table 4) _ O Ifyouare affiliated with a healthoare facility or credentialed
for the provision of patient care you must complete guestion #10 on page 1 and list your affiliations.

13. Care of patients in Massachusetts (sée instruction booklet),
1) Average weekly howrs involved in: A) inpatientcare ____ lrs/wk  B) outpatient care __g__hrsfwk
2) What is the approximate percentage of your patient care hours in primary care? _)_QQ%
PART A — QUESTIONS REFER ONLY TO THE PAST D (2) YEARS (SEE INSTRUCTIONS

Questions 14 throygh 22 refer tg the perlod since vou sisned vour last rene al applicatio heck ejthes S () to each
question. Provide details on Form R for all YES answers {excer guestion 2 Refer to instructions for additional information
and definitions, ALL guestions in thislsection must be answered. Do not answer NA or the for 1 be incomplete and dela
Your repewsl.

| Yes NO
14. CL ing): Has any medical malpractice ciaim 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 settied,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than & medica] malpractice suit, which is related to your comipetency to practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or
otherwise resolved? 5

17. Have you been charged with any cm*mm] offense?

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 saciety or association?

19. Has your privilege to 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 & medical license or been denied a medical license for any reason?

21, Has any professional liability insura.nlf: 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 ferminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? [E/Yes [T No
] CME Waiver. CME waiver fo|+ must be submitted at least 30 days prior to License expiration date.
CME EXEMPTION: Check one: ID Inactive status I Residency/Fellowship waining (See instructions).
See Instructions for CME walver oﬁ' exemptions, Do not submit documentation of your CMEs with appiication,

* Pursuant to G.L. c. 112, Sec 1A, [ understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. 51A
and the punishment for failure to[ comply.

e Pursuantto G.L, ¢, 112, Sec. 2, lzwin not charge to or collect from a Miedicare beneficiary more than the Medicare fee schedule
gmount. i

e Pursuant to G.L. ¢. 62C, 494, | | rtify that I have complied with all laws of the Commonweaith related to the filing of
Massachusetts state tax retums and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. c. 62E; and withholding and remitting child support pursuant to G.L. c. 119A. (See instructions).

I hereby certify under the penalties of perjury that all Information on this Renewal Application, Part B and Form R s true.

Signature: w/\ Date: __@__f_é;/__a__g

YOU MUST SIGN ANDINC T B, WITH YOUR WAL APPLICATION
oard Regulations require that vou notify the Board. in w iting, of any change of address

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




Massachusetts Physician Renewal Application

Physitian Name: Rebecca Jackson  License Np.:..208092 - -~ -
PART A . g
1) Current Status: Active-. Remewal Due Date: 07/28/2005 - - - Bmh Date' >
If: 'you want to change your cuttent status, please check one of the followmg boxes to mdlcate YOUr new status: “[f
(Check only one). (See Renewal Instructions, page 3.) L 91
[} Active E3  Retiring L__l_ Inactive D Do not wish 1o renew o)
2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to no'hl'y 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) a]
2a) MAILING ADDRESS ™
Mailing Address:
City/Town: State:
) Zip: Country: __Apnpfed Stade s J[:Fﬂwta.
3 Check here 16 change this address
2y H
b) HOME ADDRESS Home Address:
City/Town: _ State;
‘ Zip: : - Country: Un rRJ, Sialus d'? AI\L‘?/VU’J-
Phone: : : Home Telephon.e: (' - ) — .
D1’ Gheck here 10 ohange 115 ff % - Home adidress cannot be.a Post Office ‘_Box :
.~ 2¢) BUSINESS ADDRESS i
¥ - ‘ » | S A S0 'x.‘ N tater
Ziv: GQEREY  Comy QEE
Phone: o et
[ Check here 10 change this address Business address cannot be a Post Office Box
3) E-mail Address: qulﬁw de ﬂii: 0“' (’J)\‘Eﬂ& it"\s
- . Ir \‘Fimma, v
4) Fax Number: { EO'(\ + lhaw gne
5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Family Practice ' o
. . 5
0

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Assoclation (AOA) Information.
{See enclosed instructions and Renewal Instruclwns page 4.}

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Subspecialty Correct?  Delete?
Family Medicine ABMS | Family Practice this fgfored g
(W] ]
0 &}
0 0

Page 10f5



Massachusetts Physician Renewal Application

Physician Name; Rebecca Jackson. License No.: 208092
(.S'eé Renewal Instructions, page 4.) Flease make corrections as necessary
7) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetis: ME
b) Federal {DEA): 8b) States where you were previously licensed {Abbr.)
¢} Federal (DEA) XS: i NM L ’

L3 SSarEL 0

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

Please enter the gpproximate number of work hours at your principal work setting: _ /&

AT
Kt

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision 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 (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Inclade any affiliations with on-line prescribing services or companies. Please provide all information for additional
facilities on a separate sheet, if necessary,

No Affiliations [} Please enter the gpproximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4.) Delete? | o rent Steft Cmgg;’;.g . g ;gf:::i’:ﬂ‘;fnk
Clinic O | active o

D .

(M

0

(W

0

(I

11) Care of patients in Massachuseits (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 0 hrsiwk Change to: hrsfwk
b)outpatient care  __8 hrswk  Changeto: _[fp hrs/wk

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

"“H1 Insvrance Carrier (complete below)
Current Insurance Carrier: National Union Fire Ins Co of PittsburghChenge-tes

Policy dates:  From JZ /3{/04 To 1Z/31/05

{required) i :
@p’)o P tAM z# O"f«—r g/z;flog"
] Letter of Credit subject to Board approval (astach a copy}

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

[J Not involved with direct or indirect patient care in Massachusefts
[0 Government Employee Federal Tort Claims Act (FYCA)

] Otherwise exempt {Please explain):

Page20of 5



Massachusetts Physician Renewal Application
Physician Name: Rebecea Jackson License No.: 208092

13) Do you perfdrm any surgery in your office? (See Renewal Instructions, page 3.) Yes No
If Yes, please complete Form PCA-O "Office Based Surgery"

Iu 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,

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) CLAIMS MADE

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

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

15) CLAIMS PAID
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 corpetency to practice medicine or your
professnonal 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
a) Have you been charged with any criminal offense during this time period?

b) Are there any criminal charges pending against you today?
¢) 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 governmental authority, health care facility, group practice or professional society or asscciation?

19) Has your privilege to 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 Jicense 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 covemge in response to an inquiry by
_a medlcal liabifity i insurance carrier?

22y CME CERTIFICATION: _
a) Have you compieted your CME requirements preceding your renewal date? E Yes [J No
b) If no, are you requesting a CME waiver?

] Check to request CME Waiver. A CME waiver request form must be submitted at Jeast 30 days prior 1o
your license expiration date. (See Renewal Instructions, page 8.)

<) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) [ Inactive Status 0 Residency/Fellowship training

Page 3of 5
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Massachusetts Physician Renewal Application
Physician Name: Rebecca Jackson License No.: * 208092

PHYSICIAN PROFILE
ﬁ I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate,
[0 1 have reviewed my Physician Profile and attached a copy of the Profile with corrections.

[0 My status is Inactive and I do not have a Physician Profile. (See Renewal mstructions, page 10.)

CERTIFICATIONS

1) I certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 1 19, sec. 514,
_and 1 understand the punishment for failure to comply,

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

3) 1 centify that 1 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) 1 certify that 1 have complied with my obligations to report the treatment of wounds, bumns and other i injuries pursuant to
G.L. c. 112, sec. 12A.

5) 1 certify that ] have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to
G.l.c 112, sec. 12A1/2.

6) ‘I certify that | have complied with my obligations to report a physician to 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. ¢ 1 ]2 sec. 5 or any Board
regulation, :

13 ccnify that | have complied my obligations related to charging and coilectiﬁg fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and I understand my obligations under G.L. ¢.112, sec. 2,

8) 1 certify that | have complied with my obligations to file Massachusetts 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 I make these
certifications under penalties of perjury.

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

10} 1 certify that I have complied with my obligations related to the withholding and reminiﬁg of chiid support pursuant 10
G.i.c 119A,

11) Fcertify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant fo G.L. c. 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 T 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
Crtmmal History Systems Board,

Signature: M Date: 05 |57 2005~

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

Page 5of 5
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Dr. Rebecca Jackson QO 80%& License Number: 208092
NATIONAL PROVIDER IDENTIFIER (NPI)

The primary purpose of the NPI 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
and health care purchasers for purposes of conducting these business transactions. o

Under the final HIPAA NP] Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 2607.
0

-

- In arder for your license to be renewed you must take one of the following actions: 4

Option I: Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NP1 directly by using the NPPES Web
site at www.NPPES.cms.hhs.gov. 4

Qption 2; Centify you have personally applied for your NP1 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 NPI form at the |
Board's website {see Option 2). W

Qption 4; Authorize the Board of Registration in Medicine to apply for an NPI on vour behalf,
Option 5: 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: mmmm@@m E]]

£J 1 have personally applied for an NPL. (You must provide your NP1 number to the Board when received.)
[ 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, 1 hereBy authorize the Board to apply for an NPI on my behalf.
D) As an inactive physician, I do not wish to obtain an NPL
HIPAA TAXONOMY CODES

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 NPI on your behalf,

Taxonomy (Specialty) Code ' axonomy Description (Print
Primary Provider Taxonomy: D D D:I D D D D

Provider Taxonomy: D D l:[] D D D D l I ’
Provider Taxonomy: D D D] D D D D I I l
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 mformation is required if you authorize BORIM to apply for an NPI on your behalf,

Social Security Number: D D D N D D ) D D D D

State of Birth (if US): Country of Birth (if outside the US):

Gender: [ Male [ Female

Penalties for Falsifying Information on the Natjonal Provider Identifier A
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 to $500,000. 18 U.S.C. 357 1(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specificaily authorized by the sentencing statute.

Authorization for NPI Dissemination

Check one box: L 1 authorize [ Ido 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 co) t 21 of the infprmatioy on this form s true and accurate.

Date: ﬁ/_gé/ _2__@ 7

Signature:
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Massachusetts Board of Registration in Medicine

a8 5m—'";m“:‘;.7“"277'560 Harrison Avenue, Suite G-4
{ j Hie e .
"'_J,Lb-(JL U L]E ' Boston, MA 02118
COMAR O 3233 ‘ 617-654-9810

www.massmedboard.org

Dr. Rebecca Jackson 02/2812007

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the use of the
National Practitioner Identifier (NPI), 2 unique identifier for health care providers, The NP1 program is overseen by
 the Centers for Medicare and Medicaid Services (CMS) under the Department of Health and Human Services.
Under the final HIPAA NP1 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 NP 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 €lectronic 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 NP! 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 NPI 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 NPI coordinator at (617) 654-9810.

1 would also like to take this opportunity to thank you for your continued service to the citizens of the
Commonwealth, : : :

Sincerely,

/lw—u.u_ AU
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 YOQU ‘
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‘Massachusetts PhysE:ian Renewal Application

i
i

Physician Name: Rebecca Jackson, M.D. License No.: 208002
PART A
1) Current Status: Active Renewal Due Date: 07/28/2007 Birth Date:

If you want to change your current siatus, please check gne of the following boxes to indicate your new status:
Check only one: (See Renewal Instructions, page 3.)
O Active [J Retiring [ Inactive [J Do not wish to renew

2} Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You zre
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)

Zip: Country:
Business Telephone: ( }

2a) MAILING ADDRESS
Mailing Address:
City/Town: _ = State:
/ Zip: Country:
Check here to change this address
2b) HOME ADDRESS Home Address:
h ) T e =T S
City/Town:, . . . State:
RESENED Ré ;
i’ \| Zip: { . Country:
| .
Phone: AUG 13 2001 Home Telephone: . ] _
Check here to change this ""dﬁﬁ’ar doiR sgistratiﬂn Home address cannot be a Post Office Box .
2c¢) BUSINESS ADDRESS in Medicing Business Address:

City/Town; - State:
O A _— - = —

Phone: (378)618-3888
[ Check here to change this address Business address cannot be a Post Office Box

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

4) Fax Number:
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Famity Practice O
O
[m}

6} Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.
(See enclosed instructions and Renewal Instructions, page4.)

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or ADA| Certificate/Subspecialty Delete?
Family Medicine ABMS Family Practice (]
(m]
O
)
Page 1 0of 9
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‘Massachusetts Physician Renewal Application
Physician Name: Rebecca Jackson, M.D, - License No.: 208092
(See Renewal Instructions, page 4.) Please make corrections as necessary
T) Prug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: ME NH
b} Federal (DEA): 9) States where you were previously licensed
c) Federal (DEA) XS: AZ NM
10) List all work sites including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names ¢ care facilities, refer to Reference Table 4 on

page 18 of the Renewal Instruction booklet. Include any affiliation

h Internet-based prescribing services

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

List the names of all work sites in Massachusetts " Location U Sstate Delete?
(See above and description on page 4,) (City or Town) + ’

. B (]

Uinge. 2¢ WM. Woar g MA O

Pavak OK"\N M&n&h%d(/\ bucfhy g@\- Mﬁ U

_ ! _ O

[

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

Average weekly hours involved in: a) inpatient care 0 hrs/wk Change to: hrs/wk
b) outpatient care 16 hrsrwk Change to: hrs/wk

12) Medical Liability Irsurance Information (See Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:
B/Insu rance Carrier (complete below)
Current Insurance Carrier: National Union Fire Ins Co of PintsburghChange to:
Policy dates: From _\ /1 /D7 "Tol2 /3 /&7

Type of Policy: B/Claims madefwith tai) coverage [0 Occurrence Policy
(Enclose a copy of the certificate of insurance or the face sheet)

O Letter of Credit subject to Board approval (d#tach a copy.)

0 1am registering with Active status but I am not required to have medical liahility insurance because I am:

Checkone: [] Not involved with direct or indirect patient care in Massachusgtts
[0 A Govemment Employee under Federal Tort Claims Act (FTCA)

[0  oOtherwise exempt (Please explain}.,

13} Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page5) Yes No
If Yes, please complete Form PCA-O "Office Based Surgery" Form on page 8.

Page 2 of § - 4{/
‘ IS -4
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-‘Massachusetts Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. License No.: 208092

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 unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

15) CLAIMS CLOSED

Has-aay medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
‘resolyec, 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
professicnal 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 medica! 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 eny health ta¥¢ facllity, group practice or employer?_
¢) Have you been the subject of an investigation by any governmental 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, heaith 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 surrendered to any state or federal agency?

20} Have you withdrawn an application for a medical license(allowed a license application to bem

or have you been denied a medical ilicense for any reason?

21} Has any medical liability insurance camrier 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 respanse to an inquiry by
a medical lability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? Eu}’{es O No

b) If no, are you requesting a CME waiver? OYes A No

A CME waiver request form must be submitted at least 30 days prior to your license expiration date,
¢} If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (checkone) [J I[nactive Stetus [ Residency/Fellowship training

Page3of9



‘Massachusetts Physician Renewal Application ;

Physician Name: Rebecca Jackson, M.D. License No.: 208092 -
PART C :
Check One; PHYSICIAN PROFILE

E{ I have reviewed my Physician Profile at hitp://profiles massmedboard.org and confinm 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.)

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

CERTIFICATIONS

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

O
O

2) I certify that 1 have complied with my obligations to report abuse or neglect of d'mlbl_e_gmns pursuant to G.L. c. 19C, sec. 10, and
1 understand the punishment for failure to comply. 96/

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.194, sec. 15, and I understand the punishment for failure to comply. o

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

sec. 12A. .
o

53 I certify that [ have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢. 112,

sec. [2A 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 | have a reasonable basis to believe that person violated any provisions of G.L. c. 112, sec. 5 or any Board regulation. l‘ﬁ’

7) [ certify that [ have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and { understand my obligations under G.L. ¢. 112, sec. 2 o 09/

8) I 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. c. 62C, sec. 49A, my license shall not be issued or renewed unless I make these certifications under penalties of

perjwry. o
93 I certify that I have complied with my obligations related to the reporting of employees and contractors pursuani to G.L. 62E. ‘#

10) 1 certify that 1 have complied with my obligations related to the withhoiding and remitting of child support pursuant to G.L. c.] 19A.” ”

49.4

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 C.M.R. 3.00 g seg. ] understand that
the Patient Care Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

&
12) 1 certify 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. c. 112, sec. 12AA. l"D/

Under penaities 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: /ﬁﬁﬂ\ Date: 8 / 8 /_890?—

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

Page 50f 8




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

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
NPT 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, ali individual and
organization covered providers will be required to obtain a NP1 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 NPI form, please contact the NPI coordinator at (617) 654-9810.

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

Sincérely,

%—M&)

Martin C, Crane, M.D.
Board Chair

Please complete the NPI form on the following page.

Pageb6of9
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‘Massachusetts Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. ' License No.: 208092

NATIONAL PROVIDER IDENTIFIER (NPD) i
The primary purpose of the NP{ is fo 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-;
and 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 NP1 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 NP1 directly by using the NPPES wéb
site at www.NPPES.cms hhs.gov,

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NP[ 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 NPI on your behaif and you have not received it yet (supply
institution's name). Once you have received your NPI Number, you must notify the Board by compieting 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 5: If your license status is INACTIVE, you may elect not to obtain an NPI number,

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

X My current NPI is: mmmm IZ' E]

3 1 have personally applied for an NPI. (You must provide your NPI number to the Board when received.)

3 1 have applied for an NPI using & third party (enter name): (follow instructions for Option 3)

[0 By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf.
[J As an inactive physician, I do not wish to obtain an NPL

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
taxonomy code is required if you authorize BORIM to apply for an NPI on your behalf,

Taxonomy {Specialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: @ IE' lg—_l E‘ IE] B EE Fami_h‘ rPRG- Cj{' e
3

Provider Taxonomy: D D [:]:] D D D D r—l—l
Provider Taxonomy: D I:l D:] D D EI [:I m

NPE 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 NPI on your behalf.

Social Security Number: [:I D D ) L__l D ) D D D D

State of Birth {if US): Country of Birth (if outside the US);

Gender: [ Male O Female

Penalties for Falsifving Information on the National Provider Identifier Application
18 U.8.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 Bross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Anthorization for NP] Dissemination :

Check one box: B4 I authorize 1 1do 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 datftawonfirm that all of the information on this form is true and accurate,
Signature; v/ WW A Date: 0 9 / 08 1200?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Rebecca Jackson, M.D. License No.: 208092

Current Status: Active License Expiration Date: 8/25/2009
1) Activity Status: Active
2) Address & Contact Information

3)
9)
5)

6)

7

8)

9)

Mailing Address:

Home Address:

Business Address:

Email Address:
Fax Number:

Specialties
Family Medicine

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

ABMS/AOA Board Name Certification Subspecialty
ABMS Family Medicine Family Medicine

Drug License Numbers
Massachusetts Federal {DEA) ‘ Federal (DEA) XS

Other states where you are now licensed to practice
Maine
New Hampshire

States where you were previousiy licensed
Arizona
New Mexico

10) Work Sites

List of all work sites in Massachusetts, including heafth care facilities {where you are credentialed), private
office, clinics, nursing homes, etc

WorksSite Location
None Reported

Page1of4 Date: 6/19/2009 Time: 1,16 AM



Commonwealith of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Rebecca Jackson, M D. License No.: 208092

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

12) Medical Liabiiity Insurance information
I am not required to have malpractice insurance.
Not involved with direct or indirect patient care in Massachusetts,

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

14) Claims Made _ o _ ) ) .
a) New: Have you received notification of a clairn, 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) 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 competency to practice medicine or your
professional conduct in the practice of medicine.
a) ?Iew: Havg ;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 criminatl offenses/charges against you been resoived 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 Civil Lawsuits _

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?

c) Have you been the subject of an investigation by any governmental 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, heaith care
facitity, group practice, employer or professional association?

19) Have your privileges to 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, Jimited, 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 inquiry by a medical liability insurance carrier?

Pags 2 of 4 Date: 6/19/2009 Time: 1:16 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. License No.; 208092

22) Have you completed all CME requirements {100 hours of CME of which 10 hours must be in risk
managetnent. Reciuirement: 40 hours credit in Category 1 and 80 hours in Category 2} for this Y os,
renewal period? (Iif you are in an approved Residency/Fellowship program, please answer Yes)

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?

Page 3 of 4 Data: 6/19/2609 Time: 1:16 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. License No.: 208092

Compliance with Legal Responsibilities

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

1) lunderstand and a%ree to comp(!:r with my obligations to report abuse or neglect 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 ar neglect of disabled persons
pursuantto M.G.L. c. 18C sec. 10 and | understand the punishment for failure to compiy.

3) 1 understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of

elderly persons pursuant to M.G.L. ¢. 19A sec. 15 and | understand the punishment for faiture to comply.

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

6) | understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuantto M.G.L. c. 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 physical to the Board of Medicine pursuant
to M.G.L ¢ 112 sec. 5F, when i have a reasonable basis 10 believe that a person violated any provisions of
M.G.L ¢ 112 sec. 5 or any Board regulation.

7) | understand and agree to commr 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. 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 shalt not be
issued or renewed unless | make this certification under penalties of perjury.

9) | understand and agree to comply with my obligations refated to the reporting of the wages of employees
ard contractors pursuant to MG L ¢. 625 Sec 2.

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

11)| 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 etseq and|
understand that the Patient Care Assessment (PCA) programs at the heaith 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 te which |'have referred a patient for physical therapy services,
pursuant to M.G.L ¢. 112 sec. 12AA.

13)| am aware of my obligations and fesponsibilities under the Health Insurance Fortabitity and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
identifier (NP1} number.

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

15)| understand that as an appficant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending crimina! case information only from the Criminal History Systems
Board and that it will nat necessarily disqualify me.

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

] Under penaities 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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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. License No.; 208082

Current Status; Active License Expiration Date: 8/25/2011
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Valley Medical Group
31 Halil Drive
Amherst
Massachusetts - 31002
United States of America
{413) 256-8561

3} Email Address:
4) Fax Number:

§) Specialties
Family Medicine

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

ABMS/AOA  Board Name Certification Subspecialty
ABMS Family Medicine Family Medicine

7) Drug License Numbers
Massachusetts Federal (DEA) ' Federal (DEA) XS

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

8) States where you were previously licensed
Arizona
New Mexico

10} Work Sites
List of all work sites in Massachusetts, including health care facilities (where you are credertialed), private
office, clinics, nursing homes, etc

WorkSite Location
Valley Medical Group
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. License No.: 208092

11) Care of patients in Massachusetts
Average weekly hours involved in:  a} inpatient care 0 hrsfwk
b) outpatient care 24 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
Promutual Insurance 01/01/2011 01/01/2012 Occurrence Folicy

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 resolved, settled or adjudicated during this time pericd?

16) Claims Closed _ '
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that clairn} 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) {}Jew: Ha:n.ftcej ;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
a) Have you withdrawn an application to any governmental authority, health care facitity, group practice

employer or professional association?

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

c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,

d) geupyprabbes, tesiayiecto heofissiii yssciimtitai@n 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 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 inquiry by a medical liability insurance carrier?
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Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. License No.: 2080892

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Re«iuirement: 40 hours credit in Category 1 and 80 hours in Category 2} for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or i 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: Rebecca Jackson, M.D.

License No.: 208092

23) Do you have a medical condition that interferes in any way or fimits 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: Rebecca Jackson, M.D. License No.; 208002

Compliance with Legal Responsibilities

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

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

2) | understand and agree to comply with my obfigations to report abuse or neglect of disabled persons
pursuantto 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 persans pursuant to M.G.L c. 19A sec. 15 and | understand the punishment for failure to comply.

4) | understand and agree to complzy with my obligations to report the treatment of wounds, burns and othar
injuries pursuant to M.G.L. c. 112 sec. 12A and | understand the punishmenit for failure to comply.

6) | 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.

8} ! understand and agree to comply with my obligations to report a physician to the Board of Medicine
purslantto 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} lunderstand and agree to corn E{/ with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuartto M.G.L. c. 112sec. 2.

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

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

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

11}| 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 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 nmobiigations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which i have referred a patient for physical therapy services,
pursuantto M.G.L ¢. 112 sec. 12AA.

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIFAA), including the requirement that | obtain and provide to the Board a National Provider
[dentifier (NPI) 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] | have 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 ali 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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Commonwealth of Massachusefts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Rebecca Jackson, M.D. License No.: 208092

Current Status: Active License Expiration Date: 8/25/2013

1) Activity Status: Active

2} Address & Contact Information

3)
4
5)

6)

8)

9)

Mailing Address:

Home Address:

Business Address:

Email Address:
Fax Number:

Specialties
Family Medicine

Current American Board of Medical Speciaities (ABMS) or American Osteopathic Association {AOA)
information

ABMS/AOA Board Name Certification Subspecialty
ABMS Family Medicine Family Medicine

Drug License Numbers
Massachusetts Federal (DEA) Federal (DEA) XS

Other states where you are now licensed to practice
Maine
New Hampshire

States where you were previously licensed
Arizona
New Mexico

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
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. License No.: 208092

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b) outpatient care 24 hrs/wk

12) Medicai Liability Insurance Information
I am not required to have malpractice insurance.
Other
Working Locum Tenens: Various insurance provided by locum tenens companies.

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

14) Ciaims 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 resolved, settled or adjudicated during this time period?

15) Claims Closed ) , ) _ ) )
Has 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?

1€) 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) Resoived: 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 leave of absence from any health care facitity, group practice or employer?
c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, 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 surrendered to any state or federal agency?

Page 2 of 6 Date: 8/22/2013 Time: 12:24 PM



Commonwealth of Massachusetts

Board of Registration in Medicine
= Physician Renewal Application
Physician Name: Rebecca Jackson, M.D. License No.: 208092

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-paymaent, 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 inquiry by a medical lability 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: Rebecca Jackson, M.D. License No.: 208092

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

24) Have you used an¥ 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: Rebecca Jackson, M.D. License No.: 208092

Compliance with Legal Responsibilities

Online profile;
[X]! have reviewed my Physician Profile and confirm that the information is accurate.

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

2) Iunderstand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. c. 19C sec. 10 and i 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. c. 19A sec. 15 and | understand the punishment for failure to comply.

4} | understand and agree to comply with my obiigations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. c. 112 sec. 12A and | understand the punishment for failure fo comply.

5) tunderstand 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 cormply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when i have a reasonable basis fo believe that a person violated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) !understand and agree to comﬁly with my obligations related to char?ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. ¢. 112 sec. 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 of renewed uniess | 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. ¢c. 62E Sec. 2.

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

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 o the Board.

12)! understand and agree to comply with my abligations to disclose ownership interest in any partnership,
corporation, firm or other iegal entity ta which I have referred a patient for physical therapy services,
pursuant to M.G.Lc. 112 sec. 12AA.

13)! am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), inciuding the requirement that | obtain and provide to the Board a National Provider
Identifier (NP1) number.

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

16} understand that as an applicant for a license renewal to practice medicine a criminai 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] |have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

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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