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

Physician Registration Renewal Application

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

* Remit $250.00 for renewsl fee. * Return renewal application in GREEN envelope.
* Add iate fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope
Registration No.: 160382 Renewal Date: 08/26/2000 1. Current Status: Active

i
If you want to change your current status, please indicate below: (Checkone). | 1o AMOT WANY TD CHANLS MY
E«cn’v& O Reﬁﬁni’(-sjgjn rugtions) [[] Inactive (see below *) [T Do not wish to renew SJATUS

icensed: Please make corrections (type or print)

-
2. Other Name(s), if any, tnder w

Other Name{s):
;. A Mailing/Besiness-Ad A\ % P \ BUSINELS SCACOAST
* Matthias G Muenzer == DR Mailing Address: D60 MEBRI C
%\9, {_{f—‘i@ S City/Town: N RURY PORT State: M4
3} R - v
z % \ \ Zip:_ O HSQ Country;
\ B Y
B) Home Address: \ f_’,_"" L
Other Address:
City/Town: __ State:
Zip: Couatry:
Home Phone: Home: ( )
Business Phone: @A) Ues-91332 Business: (____ )
4, A)Date of Birth: Sex: M Is)g;c of Birth: (_WD[YT s Sex:[JM [ F
B) S$#: T e e e
. Full Name of Medical School;
3. @Mgﬁ%ﬁﬁ%%‘ﬁ%’érsity | MU e, GERBAN
1931 M.D.
B) Year Graduated: C) Degree; Year Graduated: Degree: [} M.D. g D.O.
6. Specialty Code(s) (See Tahle 1) Code(s) Hours Per Wegk in Massachusetts
Code(s) o Hours per Waek in Mass, O K86 &O ~+
0 ORG o
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: Code:
8. Drug License Numbers, if any: -
A) Federal (DEAY: o deral (DEA):
B) Massachusetts: )
9. A) Other states where you are now licensed to practice
Abbr: NoNE Abbr:
B) States where you previously were licensed to practice
Abbr: on Fab Abbr:

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

[+



PRINT NAME AND NUMBER: Last Name; M U E— N Zt ia Registration Number: | 6 0282—. ‘

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

Facility Code: _é____/m {(AP) _l_S_' % FacilityCode: ____ / (AP) % FacilityCode:_____/ (AP} %
Facility Code: _____/  (AP)____ % FacilityCode:_____ /__(AP)____ % FacilityCode: ____/ (AP %
1 999, print name(s):
11. My medica! malpractice insurance is covered by a) E’Insurance Carrier b) [} Letter of Credit

Name of Insurer: _r‘]) (A M LALTHAM ¢ HA Alternatively, indicate as follows:

I am registering with Active status but I am no; covered by medical maipractice insurance because I am (check one)
) 7] Not involved in direct/indirect patient care in Massachusetts b) [T} Otherwise exempt '

Please explain exemption;

12. Are you currently in a post-graduate training program in husetts as a resident or clinical fellow? (check one) ] Yes Q’No

13. A. What is your principal work setting? (See Table 4) ZD

B. Care of patients in Massachusetts (see instruction booklet). Lo
1) Average weekly hours involved in; a} outpatient care 3__*6__ hrs/wk,. .;B) iz;%gtieﬂ?.‘_édjé _Lt_hrs/wk
2) What is the approximate percentage of your patient care hours in primary care __Jﬁ‘r_% s xt

PART A - QUESTIONS REFER ONLY TO THE PAST TWOQ (2) YEARS

uestions 14 throngh 32 refer to tire past two (2)_vears only, Check either YES or NO (NOT N/A) to each question. Provide

details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional infermation and

definitions. Yoy must answer ALL qyestions, or this form will be returned to you and your license renewal may be delave
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? l

15. CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been settled, t
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 to practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or

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

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

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

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

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professiona} 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? IXYes ] No
[_) CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [J] CME exemption

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application,

s Pursuant to G.L. c. 112, § 2, [ will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount,

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

e Pursuant to G.L. c. 112, § 1A, I will fuifill my obligation to report abuse or neglect of children as vequired by G.L. c. 119, § S1A,
o [ hereby certify under the penaltles of pefjury that all the information on the Renewal Application and Form R Is true.

Signature: 'A A A_/(AI/Z Date: _6__"_2*.{_.’_91‘)

/
YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
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Commonwealth of Massachusetts - Board oi‘ Reglstratlon in Medicine
10 West Street, 3rd Floor
Boston, MA 02111 - (617) 727-3086

FULL LICENSE APPLICATION

Application Fee: Flease enclose a clizck or money order in the ameiint of $350 made payabie 10 the
Commonwea!th of Massachusetts.

Chieck One: [] U.S./Canadian Graduate Q/i;ltemational Graduate

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

MUENZER  MATTHIAS GOTTERIED

Last Name {type or print clearly) First Middle Suffix (Jr., etc.)

mﬁn. ] D.O. (] PhD ] Other degree

her Name(s) Used - List any other name(s) you have used which may appear on your identifying
documents, such as medica! education and examination records. if not applicabie, check here

Entire Last Name (type or print clearly) First Middle Suffix (Jr., etc.)
Date of Birth. ' Social Security Number: _
Month Day Year ' '
Place of
gt GROSSEN - TUSECK  H ESSEN GERMANY.
Ciiy Stater-ravincer T erriory Couthy i nat Lz ( wg&-\—)

Home Address:

“‘umber and Street

ity ' State/Province/Territory Zip {or postal} Code

Business Address: zg O &ROOI/(LI NE A Vg

Number and Street

Lo e A 0221§

City State/Provinca/Territory Zip (or postalj Code
Business ' ~— Home
Telephone: { ()D ) 667 - 2245 ,ext.__- Telephone: , i
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Page - 2 _
appLicANTs NaMe: _MUEN 2ER | MATTHIAS My
Pre-medical School ”QH

- PLY (N GERMANfrom To

Facility: ;D OES NOT AP Degree: _J /I
Street: el City: State:
Facility: / Degree: A, [/
Street: d City: State:
Medical Schiool

LUMMIG - MAY | HYLIAN ~ U IVERS (TAET From To
Facility: QUOOL. OF HED(&INE _Degree: MO &y /1S 107 ;&)
Street. TAVARIA AING 19 Gity: MuseALCHU e L State: _CIRMANY

86226 .

Facility: / Degree: 7_1// ',
Street: e City: . State:
Date of medical schooi graduation: 0 ’ 8‘

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. Internationat 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 {raining chronologically fr dical s to the present, the ddress of
the facility, your position, . 1. 2, fellow, etc. and dates of affiliztion. You must account for all
perieas of fraining or postgraduate work from the time you graduated from medical school.

L .

Pixsician/ - From To

Facility HED. 8EPT, Lt MELHSHAY BN NAYY BASEPosition: 6EN - PeAeTivioval / /82 0 8423
Street: MEPPCMSER. GPobew . City 2684 WILHELMSHAVEN State: _6ERMA by
ENSIVE CARE Pevi

Facility: Au6SToR6 (ENTRAL MoSPim. A”Egk@g/‘l!gs“ition: RES et | A8 3,8,8C

Street: STENELINSTR City: &IbD AVCSRuRE  State: oAUy
INSTINVTE  ofF PATUO LOG ey T — ‘

Facility, QLANEEN- DUERNZRG Bmuggcsw Position:_RES toent 5F &85 T W&6

Street: URANKEWHAVSLIR, 2-(0 City: ££20 ERLAM &N State: GERHANY
DEPT oF o[ etn  (FrAvEN Kiiniik) Peie

Facility: NucRNDER & GONERAL HOSPITAL Position: RESIDENT & ;___/Xé. r2-[ / 3L

Street: _TLURSTR. 7 ‘ City:  X<Do MUERNLRERG 20 State: CERMANY
PEPT. OF SuRGERY PEY 142 ;

Facility: _RAW LERL HACP AL AND MED OIR  Position: RESIDENT | 1__/87 4 /| 83

Street: __RUCER STRASLE 4o City: LD EAH RERG State: _6LAMANY

t ﬁ .“;»iﬂ

ATTA%{@ LAY

L T TR
Db el

Sashipicid 14}



Page - 3

APPLI‘Cﬁ;NT’S name: | M VEN ZQQ, MATIMAS MDD

Hospital Affiliations and Employment

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

necessary.
(EASE SET  ATTACHED LIST

cr'-"n To
PEPT OF 68 (6N o

P&y |
Facility:_JLARU R EW  GENERAL HOSPITAL _Position: QESBENT ..‘."i 185 o/ Iq‘f

Street. _ PO KAHP (44 _City: 22207 o H%Egﬂ&ﬁ;}( State: (SERMANY
Facility, PRACT](E LE]DEDE%ER AND Muson ATTEND NG B | )¢ 3 ,zz,ﬁ’g'
Street: mg NSENSTR. G city: 27709 HAH@M State: _GORMANY
oF OB[6YN
Facility: _MASQAJ’ go&ﬁu:"l MED L LAL (TPosition: QbSlB!:W" S‘IZZ—ﬁf 639497
Street: 201 UEMPSTFAD TPKE City: €AST s_n,e:ggow P, State: AL\ ] A5y
Derr oF o) {evyN
Facility: BETH 182460 DEACOM LS MED GR_ PosmonRESzbENr __6_}27 12 € I[-'g/dﬁ
Street: %:g@ EQQGK! IHL" AL City: m‘_ State: M4-A o<
GERMANY

1. List other states (abbreviations) where you are currently or have ever been licensed: __
2. Are you certified by the American Board of Medical Specialties? [ Yes (3/ No

3. List Board Certification(s):

4. Have you attached an up-to-date copy of your curriculum vitae? EE/ Yes [} No
J. Reasecn 16 requesiing a Massacnuselts medivai ilcense;

AWANT  TO WOoRWK AS GUIJE CO LOGISY (kv HASS.
6. Name of Facilty, ___ SOUTH ~— SHORE HOSP (TR L .
7. Address,_ 5.5 TODGGE  RD City___SOUTH ey ROUTH
8. Anticipated starting date in Massachusetts: _ 77| 1 44~ M4 ©2140

Affidavit of Applicant

I, the undersigned applicant, hereby certify that ali information inciuded in this application for licensure
constitutjs a true statement made under the penalties of perjury.

/A 5(1{94

S;gnature of Appllcant Date




* Addendum to Page 2 of
Fuil License Application

Postgraduate Education

Matthias G. Muenzer, MD, DOB » SSN

Resident,

PGY 4 from 6/21/98 — 6/18/99

PGY 3 from 6/29/97 — 6/20/98
Department of Obstetrics and Gynecology,
Beth Israel Deaconess Medical Center
330 Brookline Ave

Boston, MA 02215

Program Director: Henry Klapholz, MD
Tel: (617) 667-2285

Resident

PGY | and PGY 3

5122795 through 6 /30 / 97

Department of Obstetrics and Gynecology,
Nassau County Medical Center,

2201 Hempstead Turnpike

East Meadow, NY 11554, USA

Chairman: Peter Hong, MD

Program Director: Elsie Santana-Fox, MD
Tel: (516) 572-6255

Associate Attending

11/1/%4103/22/95.

Practice Leidenberger, Weise and Partners,
Specialists in Endocrinology and Infertility,
Lornsenstr. 4

227709 Hamburg, Germany,

Director: Prof. Freimut Leidenberger

Tel: 011-49-40-3802110



Resident, PGY | - PGY 5

May 1989 to graduation in October 1994
Department of Obstetrics and Gynecology
Barmbek General Hospital and Medical Center
Ruebenkamp 148

22307 Hamburg-Barmbek, Germany

Program Director: Prof. Dr. Constantin Martin
Tel: 01149-40-6385-3511

Fax: 01149-40-6385-2171

Resident

PGY 1 and 2

January 87 - April 1989

Abdominal and Vascular Surgery (1988 and 1-4/89)
Trauma Surgery (1987)

Bamberg Hospital and Medical Center

Buger Str. 60

8600 Bamberg, Germany

Director (General Surgery: Prof. Dr. Joachim Eisenbach
Tel: 011-49-951-5030

Director Trauma Surgery: Prof. Dr. Hans Joachim Wiendl
Tel: 011-49-951-5030

Resident, PGY 1

August 1986 - December 1986

Department of Obstetrics and Gynecology (Frauenklinik)

Nuernberg General Hospital and Medical Center (Klinikum Nuernberg)
Flurstr. 7

8500 Nuernberg 90, Germany

Chairman and Program Director: Prof. Dr. Guenther Stark

Tel: 011-49-911-398-2222

Resident, PGY 1 and 2

April 1985 - July 1986

Institute of Pathology

Erlangen-Nuernberg University Hospital and Medical Center
Krankenhausstr. 8-10

8520 Erlanges, Germany

Chairman and Program Director: Prof. Dr. Volker Becker

Tel: 011-49-9131-85-2286



Resident, PGY 1

January 1984 - March 1985

Anesthesiology and Surgical Intensive Care

Augsburg Central Hospital and Medical Center (Zentralklinikum Augsburg)
Stenglinstrasse

8900 Augsburg, Germany

Chairman and Program Director: Prof. Dr. Joachim Eckart

Tel: 011-49-821-4001

Military Service as General Practitioner at the Wilhelmshaven Navy Base,
August 1982 - October 1983

Medical Department

Marinestuetzpunkt Heppenser Groden

26384 Wilhelmshaven, Germany

Director of the Facility: Dr. Pietsch, Flotillenarzt, Chef der Marinesanitaetsstaffel
Tel: 011-49-4421-5201

May 1975 - December 1981

Medical School of

Ludwig-Maximilian-University (LMU) in Munich,

Studiendekanat der LMU

Bavariaring 19

80336 Muenchen, Germany,

Studiendekan (dean of students): Prof. Dr. H. Gastpar, Associate Dean
011-49-89-5160-7553



Addendum te Page 3 of
Full License Application

Hospital Affiliations and Employment

Matthias G. Muenzer, MD, DOB + SSN

Resident,

PGY 4 from 6/21/98 - 6/18/99

PGY 3 from 6/29/97 - 6/20/98
Department of Obstetrics and Gynecology,
Beth Israel Deaconess Medical Center
330 Brookline Ave

Boston, MA 02215

Program Director: Henry Klapholz, MD
Tel: (617) 667-2285

Resident

PGY 1 and PGY 3

5722795 through 6 /30/97

Department of Obstetrics and Gynecology,
Nassau County Medical Center,

2201 Hempstead Turnpike

East Meadow, NY 11554. USA
Chairman: Peter Hong, MD

Program Director: Elsie Santana-Fox, MD
Tel: (516) 572-6255

Associate Attending

11/1/94103/22/95.

Practice Leidenberger, Weise and Partners,
Specialists in Endocrinology and Infertility,
Lornsenstr. 4

22709 Hamburg, Germany,

Director: Prof. Freimut Leidenberger

Tel: 011-49-40-3802110



Addendum to Page 2 of
Full License Application

Postgraduate Education
Of Matthias G. Muenzer, MD, dob SSN

Resident,

PGY 3 from 6/259/97 — 6/20/98

PGY 4 from 6/21/98 — 6/18/9%
Department of Obstetrics and Gynecology,
Beth Israel Deaconess Medical Center

330 Brookline Ave

Boston, MA 02215

Resident

PGY 1 and PGY 3

5/22/95 through 6/30/97

Department of Obstetrics and Gynecology,
Nassau County Medical Center,

2201 Hempstead Tumpike

East Meadow, NY 11554, USA

Associate Attending
11/1/94t03/22/95.

Practice Leidenberger, Weise and Partners,
Specialists in Endocrinology and Infertility,
Lomsenstr. 4

22709 Hamburg, Germany,

Resident, PGY 1 - PGY 5

May 1989 to graduation in October 1994
Department of Obstetrics and Gynecology
Barmbek General Hospital and Medical Center
Ruebenkamp 148

22307 Hamburg, Germany

Resident
PGY 1 and 2
January 87 - April 1989
Abdominal and Vascular Surgery (1988 and 1-4/89)
Trauma Surgery (1987)
Bamberg Hospital and Medical Center
Buger Str. 60
8600 Bamberg, Germany
Please see over



Resident, PGY 1

August 1986 - December 1986

Department of Obstetrics and Gynecology (Frauenklinik)

Nuernberg General Hospital and Medical Center (Klinikum Nuernberg)
Flurstr, 7

8500 Nuernberg 90, Germany

Resident, PGY 1 and 2

April 1985 - July 1986

Institute of Pathology

Erlangen-Nuernberg University Hospital and Medical Center
Krankenhausstr. 8-10

8520 Erlangen, Germany

Resident, PGY 1

January 1984 - March 1985

Anesthesiology and Surgical Intensive Care

Augsburg Central Hospital and Medical Center (Zentralklinikum Augsburg)
Stenglinstrasse

8900 Augsburg, Germany

Military Service as General Practitioner at the Wilthelmshaven Navy Base,
August 1982 - October 1983

Marinestuetzpunkt Heppenser Groden

Wilhelmshaven, Germany

May 1975 - December 1981

Medical School of
Ludwig-Maximilian-University (LMU) in Munich,
Studiendekanat der LMU

Bavariaring 19

80336 Muenchen, Germany,



| Addendum to Page 3 of
Full License Application

Hospital Affiliations and Employment

Matthias G. Muenzer, MD, DOB + SSN

Resident,

PGY 4 from 6/21/98 — 6/18/99

PGY 3 from 6/29/97 - 6/20/98
Department of Obstetrics and Gynecology,
Beth Israel Deaconess Medical Center
330 Brookline Ave

Boston, MA 02215

Program Director: Henry Klapholz, MD
Tel: (617) 667-2285

Resident

PGY 1 and PGY 3

57/22/95 through 6 /30/97

Department of Obstetrics and Gynecology,
Nassau County Medical Center,

2201 Hempstead Turnpike

East Meadow, NY 11554, USA

Chairman: Peter Hong, MD

Program Director: Elsie Santana-Fox, MD
Tel: {(516) 572-6255

Associate Attending

11/1/94t03/22/95.

Practice Leidenberger, Weise and Partners,
Specialists in Endocrinology and Infertility,
Lomsenstr. 4

22709 Hamburg, Germany,

Director: Prof. Freimut Leidenberger

Tel: 011-49-40-3802110



Resident, PGY 1 - PGY 5
May 1989 to graduation in Qctober 1994
Department of Obstetrics and Gynecology
Barmbek General Hospital and Medical Center
Ruebenkamp 148
22307 Hamburg-Barmbek, Germany
Program Director: Prof. Dr, Constantin Martin
Tel: 01149-40-6385-3511
Fax: 01149-40-6385-2171

Resident

PGY land 2

January 87 - April 1989

Abdominal and Vascular Surgery (1988 and 1-4/89}
Trauma Surgery (1987)

Bamberg Hospital and Medical Center

Buger Str. 60

8600 Bamberg, Germany

Director General Surgery: Prof. Dr. Joachim Eisenbach
Tel: 011-49-951-5030

Director Trauma Surgery: Prof Dr. Hans Joachim Wiend!
Tel: 011-49-951-5030

Resident, PGY 1

August 1986 - December 1986

Department of Obstetrics and Gynecology (Frauenklinik)

Nuernberg General Hospital and Medical Center (Klinikum Nuernberg)
Flurstr. 7

8500 Nuernberg 90, Germany

Chairman and Program Director: Prof Dr. Guenther Stark

Tel: 011-49-911-398-2222

Resident, PGY 1 and 2

April 1985 - July 1986

Institute of Pathology

Erlangen-Nuernberg University Hospital and Medical Center
Krankenhausstr. 8-10

8520 Erlangen, Germany

Chairman and Program Director: Prof. Dr, Volker Becker

Tel: 011-49-9131-85-2286



Resident, PGY 1
January 1984 - March 1985
Anesthesiology and Surgical Intensive Care
Augsburg Central Hospital and Medical Center (Zentralklinikum Augsburg)
Stenglinstrasse
8900 Augsburg, Germany
Chairman and Program Director: Prof. Dr. Joachim Eckart
Tel: 011-49-821-4001

Military Service as General Practitioner at the Wilhelmshaven Navy Base,
August 1982 - October 1983

Medical Department

Marinestuetzpunkt Heppenser Groden

26384 Wilheimshaven, Germany

Director of the Facility: Dr. Pietsch, Flotillenarzt, Chef der Marinesanitaetsstaffel
Tel: 011-49-4421-5201

May 1975 - December 1981

Medical School of

Ludwig-Maximilian-University (LMU) in Munich,

Studiendekanat der LMU

Bavariaring 19

80336 Muenchen, Germany,

Studiendekan (dean of students): Prof. Dr. H. Gastpar, Associate Dean
011-49-89-5160-7553



CURRICULUM VITAE , May 10, 1999

Matthias G: Muenzer, MD

TRAINING IN OBSTETRICS AND GYNECOLOGY

Chief Resident, 7/98 - 6/99 and resident 7/97-6/98

Beth Israel Deaconess Medical Center, Boston

Clinical Instructor, Harvard Medical Schoaol

(special training in advanced operative laparoscopy including laparoscopic supracervical
hysterectomy, myomectomy and Burch procedure)

Resident, 5/95 - 6/97

Nassau County Medica! Center, East Meadow, NY 11554
Affiliated with SUNY at Stony Brook

(high volume general Qb/Gyn)

Attending at office Leidenberger, Weise and Partners, 11/94 - 3/95
Reproductive Endocrinology and Infertility, Hamburg, Germany,
(In vitro fertilization)

Resident in Obstetrics and Gynecology, 5/89 -~ graduation in 10/94

Barmbek General Hospital and Medical Center, Hamburg, Germany

(Included management and surgery of breast diseases as well as a one-year fellowship in
Ob/Gyn-sonography at a level 11T referral center)



SPECIAL TRAINING AND INTERESTS

Laparoscopy and minimally invasive surgery, based on rotations with Dr. Robert
Hunt, Harvard Medical School, Chief Editor of the Journal of the American Association
of Gynecological Laparoscopists and with Dr. Anthony DiSciullo, Director of
Gynecology, Mount Auburn Hospital in Cambridge.

¢ Training included extensive adhesiolysis, resection of severe endometriosis,
laparoscopic hysterectomy, myomectomy and Burch procedure. I am familiar with a
large variety of ports, graspers, electrosurgical instruments and staplers, with laser,
harmonic scalpel, intra- and extracorporeal knot tying and with the use of the
motorized morcellator.

* Hysteroscopic procedures included resection of fibroids with loop or Versapoint,
endometrial ablation using loop, rolterball and balloon.

* Attendance of the
International Congress of Gynecological Endoscopy 11/98 in Atlanta, of the
Advanced Gynecologic Laparoscopy Course of Ethicon in Cincinnati 12/98 and of
the World Congress on Alternatives to Hysterectomy in Miami 2/99

* Member of the American Association of Gynecologic Laparoscopists

Sonography, based on a one-year fellowship level training at a level IH ultrasound
referral center at Barmbek General Hospital in Hamburg, Germany. This included fetal
echocardiography, the use of Doppler, Color-Doppler and ultrasound guided punctures,

PREVIOUS PROFESSIONAL EXPERIENCE

Resident, Abdominal Surgery and Traumatology, 1/87 — 4/89
Bamberg Hospital and Medical Center, Germany

Resident, Obstetrics and Gynecology, 8/86-12/86
Nuernberg General Hospital and Medical Center, Germany

Resident, Institute of Pathology, 4/85-7/86
Erlangen-Nuernberg University Hospital and Medical Center, Germany

Resident, Anesthesiology and Surgical Intensive Care, 1/84-3/85
Augsburg Central Hospital and Medical Center, Germany

Military Service at the Withelmshaven Navy Base, Germany, 8/82 — 10/83
(mandatory military service, primary care in an ambulatory center of a large navy base)



MEDICAL SCHOOL

Medical School of Ludwig-Maximilian-University in Munich, Bavaria, Germany,

5/75 - 12/81

RESEARCH AND PUBLICATIONS

Publication;

Research:

Poster;
Lectures:

Muenzer M, "Alkaptonurie und Ochronose” Medizinische Klinik 82
(1987) 715-718

"Xanthinoxidase activity in the liver and intestine of the rat under
allopurinol and oxipurinol" at the Department of Internal Medicine of
Munich University Medical Center, ‘82-’84

"Ochronosis of the Eye" at Erlangen-Nuernberg University, ‘86
"Alcaptonuria and Ochronosis" at Erlangen-Nuernberg University, ‘86
"Alcaptonuria and Ochronosis” for pathologists at Munich University, ‘86
“Endometriosis™ in *95 at Nassau County Medical Center

“Obstetrical Sonography” in ‘96 at Nassau County Medical Center
Grand Rounds at BIDMC on “Gynecologic Sonography” in ‘97 and on
“Adhesions, Pathogenesis and Prevention™ in ‘99

MISCELLANEOUS

Board certified in Ob/Gyn in Germany 4/95

Member of the committee for graduate medical education at BIDMC 7/98-6/99

Member of the Committee for Quality Assurance in Gynecological Surgery,

Hamburg 2/93 - 10/94

Translation of large section of the Mosby 1993 Yearbook of Ob/Gyn into German
o Igrew up in Madrid, Spain and speak and write Spanish fluently

PERSONAL DATA

Bomn;
Married to:
Children:

near Frankfurt / Main, West Germany in 1954

one s0n, , born

German citizen, unrestricted green card



KEALPRACTICE RISTORY

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 relsase of information and forward a copy to
each of your current and past liability carrier(s) over the past ten (10) years. You must account for
any gaps in your claims history. [f you have additional liability carriers, you may photocopy this
form. Please retum the form(s) with your original signature to the Board of Registration in
Medicine.

aiver for Release of Info! fon

| authorize 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 mycurrent policy number, and/or any other policy | have had with this
other carrier.

PN

161 MA? T Cityy CAMARIDEE State:__MA 02142
Policy Number: _ £RC 0024 R 1DMC

ér: _ NASSAU  (vunrYy
City: _EAST MEA DO State: MY UusEYy
Policy Number: SEE  ENCLOSED  LETTER

. VEREINTE VERSICHERUNES Al CoFfice
City: _HAVMOvEL State:_cERMANY 204659  LErantaua
Palicy Number: 60 —10-51 - 09p( — 19{ HA W HAkBJRS)
Liability Carrier: O CARRIER AT RARN BEX, HOSP AL, AARDURG |
City: State:

Policy Number:

Please fomard the informatiop to the Board of Registration in Medicine at the address above.

Signed: [ / qq

Dat
Print Name: MAWI AS H/UENZEDQ aeHb




STATE LICENSE WERIHCATION

d

'; I . ey - I 3 . _»
i) :{ Commonwealth of Massachusetts Board of Registration in Medicine
Nl 10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

l STATE LICENSE VERIFICATION I

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 licensed in the past.

Applicant's Waiver for Release of Information:

! am applying for licensure in the Commonwealth of Massachusetts and the Board of Registation in Medicine requires that
this form be completed by each state whiere | hold off have ever held licensure. | heraby authorize the release of any
information in vour files, favorable or ofhlerwise,

Signature of physician; . .,A., A ‘ )(AE& Z Date: S—f 7 / 9
Print or type name; MA TTH‘ A S Gl : NUEN Z‘ER @

License number: Status of ficense: [ Active g’lnacu’ve 0O Oher

PRk P98 oY (COPY _CNCLOSED)

TO BE COMPLETED BY STATE BOARD
1. Name of medical schoo! of graduation:

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

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 licenser aver bean on probation? ] In
8. Has the licensne ever been requaestad to appear before the board? m M
If“yes,"” please explain:
Other derogatory information:
Remarks:

Sighed.
BOARD SEAL Brint Name:

Title:

State Board: Date; / /

PLEASE RETURN DIRECTLY TO THE MASSACHUSETTS BOARD OF REGISTRATION



. . . Application #: _|
: Date Approved: ra -

Commonwealth of Massachusetts Board of Registration in Medli¢ihe: . 3 1998
Ten West Street, Third Floor, Boston, Massachusetts 0211 |
BOARD OF REGISTRATION

o 10 MEDIGHN——

RENEWAL APPLICATION - LIMITED LICENSE

IMPORTANT: Please read the accompanying instructions before completing this form, and print Ieglbiy
or type your answers,

SECTION A: Sections A and C on page 2 are to be completed by applicant.

. Name: (Lasty JVWE N 2ER, l(First) HAT T A S (MI) G

Telephone -
. Mailing Address: , Number:__\

J

City, State and Zip: . ) _ -_—
! X

Name of Training Hospital: 'D 2 "da el Desep en Heok C‘?z(

3. Current Limited License Number: q 7 — é 18 Z _ 6TC7

Other states (abbreviations) where you are now fully licensed to practice medicine: W
TO BE COMPLETED BY PROGRAM DIRECTOR

el
B

_l.ll

Has the physician been subject to past or pending disciplinary action in this program? ] Yes Ag’l(o
I hereby certify that the above-named physician is in good standing in the training program.

Print Name: —&M—W‘Ht ) Date:_ 3 /_17/ 9%
JUC 2

Signature of Program Director: Telephone: ¢ g 77 -2 2 €5

SECTION B: TO BE CONIPLETED/AEID\\SQN@BY THE DESIGNATED OFFICIAL OF THE
INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN APPOINTMENT,

This certifies that Ma%ms Mognzs £ rnh has been appointed to the

{Name o Applicant}

positionof: [T Intem {7] Resident {J Fellow
Program Name: ) 4 / (p V,{} Faci}ily:_Maéﬂ&MmﬂML_

Beginning Date: __ 7 / [/ /[ G #7 Anticipated Completion Date of Training: _ ( /30 / 99

Is the program accredited by the ACGME: ' Yes [] No
If o, is there an approved ACGME program in applicant’s specialty? Yes [ No
Designated Official: i Telephone: APEY

(Title)

Designated Official’s Signature: . Date: 3 /07 9§
IR aZ e ™
o o oNE:
112 O T ik

FEE: $50.00 Chech



L4
T

Page 2 of ¥ -,

NAME:

SECI‘IOE Ct Read the instructions. Check either YES or NO to each question. Do not answer N/A.
If vou answer YES to any of these questions, you must provide details on Limited Supplement attached,

YES N

SINCE YOUR LAST RENEWAL

16, Have you been granted a leave of absence or withdrawn from a post-graduate training program ?

i7. Have you been denied the privilege of taking or finishing an examination or have you been
accused of cheating or improper conduct during an examination?

18. Have you, for any reason, been denied a medical license, whether full, limited or
or temporary or have you withdrawn an application for medical licensure?

19. Have you voluntarily surrendered a license to practice medicine or any healing art?

20, Are any format disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any governmental
authority, by any hospital or health care facility, or by any professional medical association
(national, international, state or Jocal)?

21 Has any disciplinary action (see definition) been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association
(international, national, state or local)?

22. Have you been denied medical staff membership, or advancement in medical staff status,
or has such denial been recommended by a standing medical staff committee or governing body?

23. Have you, for any reason, withdrawn an application for hospital privileges or appointment?
24, Have you voluntarily relinquished medical staff membership?

23. 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?

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

27. Has your privilege to possess, dispense or prescribe controlled substances been restricted,
revoked, denied or surrendered, or have you been calied before or warned by this state
or any other jurisdiction including a federal agency regarding such privileges?

28. Has any medical malpractice claim been made against you (whether or not a lawsuit was filed
in relation to the claim)?

29. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to
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 resolived?

o T




Commonwealth of Massachusetts lb:g\lnl’;fﬁsqm
Board of Registration in Medicine :

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086
DINESH PATEL, M.D.
ALEXANDER F. ELEMING An Agency within the Executive Ofiice of Consumer Afiairs snd Business Fleguiation

EXECUNIVE DIRECTOR

VERIFICATION OF PREMEDICAL AND MEDICAL INSTRUCTION AND GRADUATION
INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete this form in full and return it_PIRECTLX TO THE

This Verification cannot be accepted nor can a license
be issued to the applicant unless you send this form directly to the
Board of Registration in Medicine. Thank you for your cooperation.

1 certiFy THAT _MATTHIAS &, MUEN 26R CREDITAELY

NAME OF APPL

COMPLETED AT LEAST IWO YEARS OF A PREMEDICAL COURSE INCLUDING PHYSICS,
BIOLOGY, INORGANIC AND ORGANIC CHEMISTRY AT:

LUDWILE - MAX LI ANS - DN VER S (TRET  MUVEN CHEN
NAME AND LOCATION OF UNDERGRADUATE EDUCATIONAL INSTITOTION

NAME AND LOCATION OF SECOND UNDERGRADUATE INSTITUTION (IF APPLICABLE)

for admission to:_ LUDWIGE- HAX({ ML ANS - U (VERS TRAET™
NAME OF MEDICAL 8§

MUEN CHMEW, TUAVARIA LER MLAVNY
TOCATION OF MEDICAL SCROOL {C1TY, STATE, COUNTRY)

I FURTHER CERTIFY THAT MAT T™MIAS &LoTTFRIED MOEN 2ER.
NAME OF APPLICANT

HAS COMPLETED AND ATTENDED FOR ACADEMIC YEARS QF INSTRUCTIONM,
NUMEBER

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

aT:_(UDWIG -MAXMILIANS - UN) VERSITRET MUENCGHEN

NAME OF MEDICAL SCHOOL

FORM E-IMG CONTINUED ON BACK OF THIS PAGE



LIMITED

. FORM E-IMG CONTINUED

TO MEDICAL SCHOOL: PLEASE COMPLETE THE ENCLOSED FORMS IN
FULL AND ATTACH A COMPLETE OFFICIAL COPY OF APPLICANT'S
TRANSCRIPYIS. FORMS AND TRANSCRIPTS MUST BE RETURNED -
DIRECTLY TO THE BOARD OF REGISTRATION IN MEDICINE, TEN WEST
STREET, BOSTON, MASSACHUSETTS 02111
Give exact dates of instruction, including month, day of
month and year for each year to show the number of weeks,
excluding vacations, in each year.

. APPLICANT NAME:_MATTHIAS GTTFRIED MUEN 268

i

FrROM: G | 75 10: 2 3 gl

MONTH DAY YEAR MONTH DAY YEAR
FROM: TO:

MONTH DAY YEAR MONTH DAY YEAR
FROM: _ TO:

MORTH DAY YEAR MONTH DAY YEAR
FROM: TO:

MONTH DAY YEAR MONTH DAY YEAR
FROM: _ TO: _ .

MONTH DAY YEAR MONTH DAY YEAR
FROM: TO: _ .

MONTH DAY YEAR MONTH DAY YEAR .
FROM: - TO: _ ‘

MONTH DAY YEAR  HONTH DAY YEAR

AND HAS RECEIVED/WILL RECEIVE A DEGREEE OF APP RO LA TLON
oN ’2 )%O 19 XI . AL.-S ARZ T

 Qew

SIGNATURE OF DEAN OR DESIGNATED OFFICIAL

. B Broder
\\\\:v: \{ &%\Nm AND TITLE (PLEASE TYPE OR PRINT)
ARCRIC AN




Wi~ 7997
Commonwealth of Massachusetts
Board of Registration in Medicine
10 West Street, Boston, Massachusetts 02111

INITIAL LIMITED LICENSE APPLICATION

IMPORTANT: Read the accompanying instructions before completing this form, and print
legibly or type your answers. Please aftach 2 $50 check payable to the Commonwealth of

Massachusetts. C(, 7 ~0/La - ?7
CHECK ONE:

(]~ Graduate of a Medical School in the United States, Canada, or Puerto Rico (USMG)
X" Graduate of an Intemational Medica School (IMG)
(3 Graduate of an International Medical School applying under the Special Refugee Physician

Program
NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS
SECTION A: Sworn Statement to be Completed by Applicant

t-A. Name: (Lasty MUENZ2ER Eisy_ MAT T HIAS o &
1-B.  Other Name(s) ‘ YES No

1) Have you ever been known under a different name or combination of names?
2) Have you ever been licensed under a different name?
3) Have you ever applied for licensure, or applied to sit for an examination, or taken
an examination under a different name?
If yes, you must provide additional information. (See instructions.)

2. Current Residence: . __Telephone Number:

3. Date of Birth (Mo/Da/Yr): — __ PlaceofBirth: LUSE (I / CERM ANY
4. Sex: Male X Female _%_ 5. Social Security Number:

6. Name and address of Massachusetts Training Hospital: LETH (SRALCL.

DEACONESS MED. TR _ EAST ng?us,r 230 Xﬁooxu"/f/a:
AVE  Doson, MA 02215 UsA -




o

|

. Page 2 of 6
name:  MATTHIAS G MUENZER, M. D
7. Name of premedical school(s) DOES NoT  APPLM 16 GoRrhan
Location: MEDICAL Slcaovl  TRAINING
(City, State, Country)
8.  Name of medical school(s) WD WIG - RAX{ MILIANS - UM | VERS |TRET
Location: MUENCHEN, KAVARIA , (ERMANY
{City, Staic, Country) !
Year of Graduation _ & | Degree Received: M. D. ¥ D. O. (] Other (specify)
9. Have you had previous post-graduate training? Yesm No[] US.(X International ;g
Name of Institution: St ATTACHED cv
Address:
Name of Program: Dates of Training:
(If additional space is needed, please continue your answer on a separate sheet of paper.)
10.  List states (abbreviations) where you are currently licensed to practice medicine;
11, List states {(abbreviations) where you were_previously licensed to practice medicine (include
residency training licenses):
12.  Medical School Training:
YES NO
a) If you are a USMG, have you taken more than 4 years to complete medical school? 00
b) If you are an IMG, have you taken more than 6 years to complete medical school? X 0O
If yes, you must provide additional information. (See instructions.)
13.  Has more than one year passed between the date of your graduation from medica! - KO

school and the anticipated start date of your limited licensure in Massachusetts?
If yes, you must provide additional information. (See instructions.)



Page 3 of 6

NaME: MATTHIAS 4. MuENZER

14.

B
B

Have you ever been enrolied in a residency training program(s) that you
did not complete? H yes, a letter from your program director is required.
(See instructions.)

Explanation attached? >< Program Director’s Certification requested?

SECTION B: Read the instructions. Check either YES or NO to each question. Do not answer
N/A. If you answer YES to any of these questions, you must provide details on the Limited

License Supplement.

15.

16.

17.

18.

19.

20.

YES NO

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

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 post-graduate training program?

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

Have you ever, for any reason, been denied a medical license, whether full,
limited or temporary, or have you withdrawn an application for medical licensure?

Have you ever voluntarily surrendered a license to practice medicine or any
healing art?

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, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?



Page 4 of 6

name: MATTHIAS &, MWEN2ER

21

22.

23.

24,

25.

26.

27.

28.

29,

YES NO

Has any disciplinary action (see definition) ever been taken against you by any
governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial 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 voluntarily relinquished 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 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 federal agency

regarding such privileges?

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



Page 6 of 6

naME_MATTHIAS G, MvENZER, MDD

SECTION C: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL
OF THE INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN
.APPOINTMENT.

This certifies that NU\ i (?}1.0\6‘ 6. MQ&"{) e~ Wi hasbeen appointed
(Name of Applicant)

to the position of [J Intem [KResident [] Fellow

in thejgﬁrf) Tepapl \p{z\c O hes.g MQQ\E“A\ Cgfﬁéw ORg -GynJ_

(Name of Program)

at £OTY Trael \bwwo nexg V\)erl‘m\ Cey o

(Name of Hospital)

beginning & ;17 1?7 to anticipated completion of training: ,___ég -, ?9’

(date) (date)
 YES NO

Is the program accredited by the ACGME? N O
If no, is there an ACGME-approved trainj gram in the applicant’s specialty? [ [

Designated Official’s Signature:
Type or Print Name and Tltle %9 D K‘ U\(;L’/" %
Date: s /16 197 Telephone Number: 6/ /- 4 7zzg

e:/share/formailinapp2.doc(2/2897)



Supplement Form

Nomer MATTHIAS G. MUENZER M, & 7 Y

Imrmm: “If you answer yes-£o any of these questions you must-provide the additional

6-A,

&Bl

8-A.

8-B.

YES NO

information on pages 4-10.

Since your matriculation in college, have you been subject to any disciplinary
action [see definition} at an academic institution? _

Have you ever been terminated or granted a leave of absence by 2 medical school or

‘medical post-graduate training program or have you ever withdrawn from a medical

school or medical post-graduate training program?

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

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

Have you ever failed any of the following examinations: FLEX examination, 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?

Have you evey, for any reason, been denied a4 medical license, whether full, limited or
temporary, or withdrawn an application for medical licensure?

Have you ever voluntarily surrendered a license to practice medicine or any healing art?

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

Are any formal disciplinary charges pending against you, or do you have knowledge
of any pending investigation into vour professional competence or conduct by any
governmental authority, by any hospital or health care facility, or by any professional
medical association {international, national, state or local)?

Has any disciplinary action [see definition) ever been taken against you by any

" governmental authority, by any hospital or health care facility, or by any professional

medical association {international, national, state or local)?

Continued on page 2



Nome: MATI“‘A; Q HUE:/\M ‘2“;’2 ' Hb PageZ

YES NO
9-A. Have you ever voluntarily relinquished any medical staff membership?

9.B. Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, denied, not renewed or subject to probation-
ary conditions, or has processing toward any of those ends been instituted or recom-
mended by a medical staff committee or governing board? .

9.C. Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committee or
governing hody?

9D, Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment?

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

n. 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 this state or any other jurisdiction including a federal agency
regarding such privileges?

12. Has any professional liability 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 an inquiry by a professional
liability insurance provider?

13, 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 medical reimbursement
plan; or have you ever been restricted from receiving payments from any Blue.Cross and
Blue Shield, Medicare, Medicaid (any state}, or other third party programs?

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

15-A. In t&e 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)?
15.B. In the past ten 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 been settled, adjudicated or otherwise

resolved?

Continuad on page 3



MERICAL EDBCATIAX VERIFICATION ‘

-

Commonwealth of Massachusetts Board of Registration in Medigihe E 0 5 [
10 West Street, 3rd Floor, Bosten, MA 02111 (617) 727-3086 i '

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please complete the waiver for release of information and forward this form to your university/medical schodl(s) o
university of graduation for verification, .

Waiver for Release of information
| authorize the medical schooliuniversity listed below to provide any and all in tion ining to my medical education at your institution to the
Massachuseits Board of Registration in Medicine. / —

. b i ; i :
Appiicant's Signatwe: MATTHIAS, &, MWENZER | . / V[’M"Z Date of Birth,
Print or Type Name:;__ 1A 1 TAIAS &, MUENZER Sacial Security No: _
Name of Medical Schoot:___LUD D16 ~ MAXIHILIAN ~ U IWVERE ( TAET. MUENCHEN —~ STUDIEA DEANAT
Address;_LAVARIA RING 14 city_MUENCHEN  State or Province: _ G EF A0R36E
INSTRUCTY T DESIGNATED OFFIC F MEDICAL SCHOOL o,

Piease complete this form and forward it, together with a copy of the applicant’s officlal trunscript {which indicates courses taken, dates
and hours of attendance, and scores, grades, or evaluations) directly to the Board of Registration in Medicine.

APPLICANT'S EDUCATIONAL HISTQRY

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

7
Premedical Education: Does your school have a premedical school education requirement? [ ] Yes m
I yes, indicate where the applicant completed pramedical school,

Appiicant's Undergraduate School:

Undergraduate Schoo! Address:

Cantinued on back



NEBICAL ERNCATION VERIFICATIEN

Enrofiment and Pasticipation: Qur records indicate that

MUENZER | MATTHIAS 6.
{typerprint applicant's name: iast, first, middie, Suffix) _

attended our medicat school on the following dates (indicate the month, day and year in the section below):

ATTENDANCE DATES: FROM T0 FROM JO
MAY 189S OCJ’?}__Q} AR 1 —_—t 4
i I Y A

I 11 I _ A

The applicant attended 33 total weeks of continuing on-campus education, not fess than 32 weeks in each academic year and

check one E’I/ was awarded a degree in ___ M1 ED1 C (N € on (montnidayyear) 1< s 30, (381

APPRDDATION ALS ARZYT)
[7] was NOT awarded degree. Piease explain reason(s),

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical
education. All questions must be answered. if you answer “YES” to any of the questions below, pleage enclose an explangtion.
YES NO
1. Did the applicant take any leaves of absenca or breaks from hisher medical education?
2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Wero any negative reports ever filed by instructors regarding the applicant?

COMMENTS: Shm. ﬂekﬂl_ D al fﬁ! Medmn )
L &5 <,. 3 #‘ \
AFFIX INSTITUTIONAL SEAL HERE signature: (). (Ar A ol s A
{if the institution does not have a seal, ) g /%'r 4 .E'_-’ g
this form must be notarized) Print Name: x> - Brugler &
) N
INTERNATIONAL MEDICAL SCHOOLS MUST ATTACHA  yo;  nhcal B o N
COPY OF THE MEDICAL SCHOOL DIPLOMA AND A © @z%,. 2 ke b

TRANSCRIPT OR PROVIDE AN EXPLANATION, Date: & /28/99 Telephone: (082 ) Kico-§303




j R o M

Commonwealth of Massachusetts—Board of Registration in Med:m{)e
!

19 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 BOARD OF REGISTRATION
T MEDICINE

[ ' POSTGRADUATE TRAINING VERIFICATION ]
APPLI AUTHORIZATION: I authorize the mZ)f info from my postgraduste training program listed below o be forwarded to the Massachusets
Board of Registration in Medicine.

Appilicant’s Signature: VUM‘ 4 Date: S , 7 /QF}

Print or Type Name: MATTHMIAS 6 HUCN 26R . %

Name ot Institution: ReTH  ICRAEL DEACOMNESS HMEDICAL CeNTER

INSTRUCTIONS TO THE PROGRAM DIRECTOR
Please complete this form and forward it 12 the Board or Registration in Medicine at the address above. |/ the department was a “rotating” or “ransitional®
program, please submit documentation of the rotations, dates and hours of training to the Board.

Name oftnstiuton: 1[0 1 11 ISRAEL DEACONESS MEDICAL Cﬂ'{{ @QON#HA
if name of Institution was different when applicant altended, please enter name:;
Enroliment and Participation: Our recards indicate that_MAT THIAS  G. MWEN ZER YO panicipated in the following program:

{typo or print appliam’s nanme)
Program Type Department Dates Attended Accredited By
{internship, residency, PG {OBG, intemal {MONTH/DAY/YEAR) Completed | (ACGME, RSC, AOA or
fallowship) (1,2,2,4) medicine, etc.) FROM TO: (YES/NO) not accredited

RETIDENCY  |Pey 13| OR/OW | T 1] 199 6 30197 V&S |AL6HT

o . PeY 3+Y4 it T 97 6 12009 | YES | AC GYEe




POSTGRASUATE VERIFCATIGN

Continuzed on back
arpucanrsame: MATTHIAS &, MU ZER 1D

Unusual Circumstances: The fallowing questions apply to unusual circumstances that occurred during any part of the applicant's medical education.
Flease circle the appropriate response. K you answer yes to any of these guestions, please enclose zn explanation.

QUESTIONS YES NO
1. Did the applicant take any leaves of ak:sence or breaks from his/her post-graduate training?

2.‘ Was the applicant ever placed on probation?

3. Was the applicant ever discipined or u:ader investigation?

4. Were any negative reports ever filed by instructors regarding the applicant?

§. Were any limitations or special requiements imposed on the applicant because of questions of academic
incompetence or disciplinary problems?

6. During the applicant's participation, our postgraduate medical training [ ] was accredited by: ACGME [} Other

COMMENTS;___

Cetification: | hereby certify that the above information is comect, to the best of my knowledge, -
!
’ Program Director's SQMMm:M

AFF'XL"’Q“TUT‘ONRLSEA‘ HERE Print Name: Hg” Rv T KL—A PHO LZ \ Mgg ) HD

{if the institution Coes not havs 2 sexi, this form mustbe  Academic Titla: Q‘wﬂ:‘@?ﬁ, ~Keode ssoiz -

nuiskized) Tetephone: (0175 667 ~ 2285 rogayepae: _ S 4 13, 49




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086
http://www.massmedboard.org

el
ds; you wi

o in the

need copics for credentialing and other pusitdds,
green envelope 4 weeks before your renewdl;dg

Rdturn renewal application in GREEN envelope. ..?
dclose check with coupon in BLUE envelope.

* Remit $4006.00 for renewal fee.
dd late fee of $ :

alterations as required.

Active 160382 Renewal Date: 08/26/2002

1. Current Status: Registration No.:

if you want to change your current status, please check one of the following boxes to indicate your new status: (Check only onc)
] Active [[] Retiring (see instructions) (] Inactive (see instructions) ] Do not wish to renew

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

A) Mailing/Business Adgress: Other Name(s): =
3. Matthias G Muen // '
Mailing Address: Jd bHE ApDRECS
City/Town; State:
Zipp ____ Counbry:
B) Home Address;
Business Address: SCA COAGT Qﬂgégu 24 MorRilL (PL.
City/Town: __ AMESHURY State: M A
Zip: __ a1y Country: USA
Business Telephone: (408 )___ 38 ~ SLAL
Home Address: R@E@‘f
City/Town: W ia)Zd State:
Home Phone: Zip; !z\g'oﬁﬁy
. Home Telephone:  ( )
Buginess Phone: (647) 7304385 PLEASE NOTE: No P.O. Box addresses for home or

(475’ > 328 - g 6 4)’6’ business addresses.

4. a) Date of Birth: b) Sex: M 7. Current American Board of Medical Specialties Certification (See Table 2)
Code: — Code:  ~————
c) S8#:
. 8.Drug License Numbers, if any:
5.2) Name of Medical School: a) Federal (DEA):
Ludwig-Maximilians University b) Massachusetiq

b) YeaFi8faduated; M.D.  ¢) Degree:
6. Specialty Code(s) (See Table 1)

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

Code(s) Hours per Week in Mass, b) States where you were previously licensed (Abbr.)
OBG ¢ Obstetrics and Gynecology P \ 7 _
0

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

Facility Code: __ é;_/__ (AP) I00_ % Facility Code: ____/ _(AP) % Facility Code: ____/ _ (AP) %
Facility Code: _ ___ /  (AP) % FacilityCode:______/ _ (AP) % FacilityCode;_____/  (AP) %
If 999, print name(s);




PRINT YOUR LAST NAME: M UE N2 IR LICENSE NUMBER: ‘6(2 229 )

11, My medical malpractice insurance is covered by a) K Insurance Camrier  b) [ ] Letter of Credit
Name of Insurer: ? 1AM Alternatively, indicate as follows:
T'am registering with Active status but ] am not covered by medical malpractice insurgnce because I am (check one)

a) [ L] Notinvolved in direct/indirect patient care in Massachusetts b [ Oth&ﬁige exempt
‘ -

Please explain exemption: i Loy
12. Are you currently in a post-graduate training program in Massachusetfs as ftesideﬁt‘o'r clinical fellow? (check one) [] Yes E’ Np
13. A. What is your principal work setting? (See Table 4) _2_ _Q___ ;

B. Care of patients in Massachusetts (see instruction booklet),

1) Average weekly hours involved in: a) outpatient care H O hrs/wk  b) inpatient cere lO hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? %
= FE TOTH ST 02

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 medxcs'l r“ﬁ’a ract?ce suqt{,\ﬁ;%h i's: xﬁh%ﬁ'to ;gur om%&gnc?to practice medicine, '
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or
otherwise resolved?

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

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

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

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

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition relfated 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? jXYes {J No
[ CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [T] CME exemption

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
Pursuant to G.L. ¢. 112, § 2, I will not charge to or collect from a Medlcare beneficiary more than the Medicare fee schedule amount.

Pursuait to G.L. ¢. 62C, § 494, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid all
Massachusetts stste taxes that are required under iaw. NQTE: This applies even if you reside ont-of-state or out of the Unlted States.

¢+ Pursuant to G.L ¢, 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 Child Support,

¢ Pursuant 1o G.L. ¢, 112, § 14, I will fulfill my obligation to report abuse ot neglect of children as required by G.L. c. 119, § 514,
o I hereby certify under the penalties ofiperjury that all the information on the Renewal Application and Form R is true.

Signature: - .,A\,A —d V/I'AM/\ 2 Date: ___6__/_12/_.9_2‘
YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION

ard Re ions require that vou notify the In writin ny ch address

RAL LT 4 MAOANY AT VATIN A0D0F TMLAMTAR AR 4T T 4TI ATERATIRTTO DITTMAYIT AL 4 TE LA NFal
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Commonwealth of Massachusetts Board of Registration In Medicine v'g
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 ~ (617) 654-9810 http:/fwww.massmsdbonr@m &U’ 1
2 o

Physician Registration Renewal Appli‘é@ti’@\l{ & “N

R

il 1,

A A @"Ef:"

2 (\ \> : ? ¥ iil

Before proceeding, please read the instruction booklet. Conv this form and sl] attachments for your own recaré g you will U

need copies for credentialing and other purposes. This completed renewal form with attachments must be retu ""‘. »151 the " o
green envelope gt least 4 weeks before your renewal date. « 4 o

.
<

*Remit $400.00 for renewal fee (non-refundable), * Return renewal applicatlon in GREEN envelope.

+Add late fee of ary. + Enclose check with coupon in BLUE envelopé, R
Please review carefully the following information for accuracy and completeness, Make any corrections or
alterations as required. All guestions must be answered or your renewal will be delayed.

1. Current Status:  Active Registration No.: 160382 Renewal Date: 08/26/2004

If you want to change your curvent status, please check pre of the following boxes to indicate your aew status: (Check only one)
N/Acﬁve [ Retiring (see instructions) [.] Inactive (see instructions) [ Do not wish to renew
Plesse make corrections (print)

2. Other Name(s), if any, under which you were licensed: L
[C] Other Name(s) ] Name Change (enter name below)

A} Mailing/Business Address:
3. Matthizs G Muenzer

NOT €0 RRECL [Mailing Address: ___{IHOME  ADDRLCS
City/Town: State:

Zip: Country:

B) Home Address: (ORRECT fimes Addess ._lﬁ_l_mm_srg%m
7 City/Town: _ MM FORD State: M4

Zip:_ (9216  Country: LSA

Business Telephone: (78] ) ’gﬂ, —Zggi

Home Address:
City/Town: State:
Home Phone; Zip: Country:
Busincss Ph 4 Home Telephone:  ( )
usiness Phone: - - - ELEASE NOTE: Only one address can be a P.O. box. The
72 ' Z I 2‘ Li ZL/ maiting address cannot be a PO, Box.
4, a) Date of Birth: b} Sex: M 7. Current Aéréencan Board of Medical Specialties Certification (See Table 2)
Code: Code:
c) S8#:,
) 8.Drug License Numbers, if anv:
5. &) Name of Medical School: =~ a) Federal (DEA):
Ludwig-Maximilians University b) Massachusetts:

b) Year (.“rralduatec.l:1981 ¢) Degree: MD.
6. Specialty Code(s) (See Table 1)

Code(s W iously li g
56 o Obstetrics and Gynecology b) States where you were previously licensed (Abbr.)

Fat
L4

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 Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

9. a) Other states where yo now licensed to practice (Abbr,
) o 55 p (Abbr.)

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility), ____ No affiliations.
Facility Code; __ _g E_/ \/(‘AP) 5 % FacilityCode:__ __ _/ _ (AP) % Facility Code:_____ / {AP) %
Facility Code: __ 3 B_IZ (AP) % FacilityCode:____/ _(AP) % FacilityCode:___ /  (AP) %

If 999, print name(s):




4

PRINT YOUR LAST NAME: M UE«:“ 'Z—GR LICENSE NUMBER: l 6 0 32 Z

11. My medical malpractice insurance is covered by B Insurance Carrier ] Letter of Credit
Insurer's name. (Required): ¥R.O MUTUVA L. Policy dates: From: _7_/ I8 7 0310: 7 /187 0K
Alternatively, indicate as follows: I am registering with Active status but I am not covered by medical malpractice insurance
because I ant; Check One: [] Not involved in direct/indirect patient care in Massachusetts [] A government employee.
(] Otherwise exempt Please explain exemption:
12. What is your principal work setting? (See Table 4) 2 o If you are affiliated with a healthcare facility or credentialed
for the provision of patient care you must complote quastion #10 on page 1 and list your affiliations,
IF Wo covsipR. o)-eun) PRAMARY CARE
13. Care of patients in Massachusetts (see instryction booklet), HMew 0% ® oy 16 X ProlAGsT CARG
1) Average weekly hours involved in: A) inpatient care 5 hrs/'wk  B) outpatient care hrs/wk THEN 286R0

2) What is the approximate percentage of your patient care hours in primary care? {00 %  106%, t. © B ~GYA

PART A ~ QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTIONS)

i

s DE0G SINEe you Sig

CLAIMS MADE (New or Pending): Has any medical malpractice claim been mads 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 to practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or
otherwise resolved?

17. Have you been charged with any criminal offense?

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

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 or been denied a medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, torminated, imposed a surcharge or !
co-payment, or placed any condition related to professiona) 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? E Yes [ No

[0 CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Checkone: [] Inactive status ] Residency/Fellowship training (See instructions),

See Instructlons for CME waiver or exemptions. Do not submit documentation of your CMEs with application.

* Pursuantto G.L. ¢, 112, Sec 1A, [ understand my obligations to report abuse or neglect of children under G.L. c. 1 19, Sec. S1A
and the punishment for failure to comply.

*  Pursuantto G.L. c. 112, Sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount,

¢ Pursuantto G.L, ¢. 62C, 494, I certify that I have complied with all laws of the Commonwealt} related to the filing of

Massachusetts state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢. 62E; and withholding and remitting child support pursuant to G.L. ¢, 119A. (See instructions).

I hereby certify under the pena%: perjury that all information on this Renewal Application, Part B and Form R s true.
Signature: - g Date: g / [2— /%

L]

U MUST SIGN T B, WITH YO W ICATION
oard Re, ons r e that vou notify the Board, in writin ny change of addres

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




JAN-26-2006 02:36PM  FROM-FAMILY MEDICAL/ELL POND 17813916224 T-200 P.002/002  F~528
. NALIUNAL FIXU VLIRSS SRPELY AR LN, (I L) IUED LA L LLYEY &7 Lramess /L/( ;

hYSic1AN: ? Al
e

nepdmmwdhmkwuwmmmmmqupwm o
The NFI will replace ail other identifiers assigned to health cate providers, such as those ssvigned by health plans, govermment e
mmmw&mmhmﬁrpmmofmn&mﬁngmmﬁmnuuﬁm ’ Eﬁ
!ilsndzcrmu;eﬂmlmrumnm.anhﬂﬁmmmnﬁmwmmﬂauwmumdmom.ammyw é
Flease select omo option below: ' . @
Opsion I: Supply the Board of Registration in Medicine with your valid NPL. You can apply for au NPI disectly by wing the
NPPES web sito at www NPPES.cme hha.gov..

ng_;CaﬂﬁrmmmmyappﬁeﬁtotyomNPIanﬂymhmmmuivedkyetOmmbmcﬁaeMymm
Number.ywmmwmrlmeMMImummmﬁtﬂmm
Qmiqn}.;.Celﬁfymﬂm'mwmﬁhﬁonhasnppﬂdhrmhl?lonynmmmdymmwmﬂdityu(wply. S
insﬁmﬂnn'smmc).Onoeyouhuvtmivedyourmmm.ywmustmﬁfymnoudbyeomplcﬁngtbeﬂ?lﬁonn
at the Board's wabsise (see Option 2). :
gmmdnmm&anMeﬁcMmapprormNﬂonmbehﬂﬁ

Check the appropriate box below, supply appropriate information, and sign the bottom of the page,
Wy raiers [71ETB1B1EIEIBIBI)

[ 1 heve personaily applied for an NPL

3 1 have appiled for an NPT usiog & third party {enter name): _

{7 By checking this option ad signing the botom of this page, T hereby autharize the Board to apply for i NP1 on my bebalf.
thmvldcﬂ:cHIPMmmmy(apcciﬂmm(refumthemommyCMMMMNHW:!:&&:WS
website&rmninﬁ:mnﬁon).md&dwhwﬁuhmwmd&ﬂmmymmmuwpﬁﬁmmmy
Demipﬂm).mpﬂmpmvidcrmmw&ismuiudifyouuumomnomm:pplyformHHmmw

Taxonomy (Specialty) Gode Taxgnoemy Description (Print)

mmw EDJ_EJDZIDDDDED. —alopetic_plupice-
—— O =

In an ongoing effort to imprave the quality of the information we collect, pleaso review the following tnformation aad omke corections &s
W.MnommMQMnhmm&fmmﬂommmlyfmanNPlouynurhdnlf. ]

Social Security Nuaber: .
Stae of Birth ( US): Country of Bisth (if outside the US): GeERMAN T
Genders %dalc O remale

aities

a Informati & Nation ider Identi ti

BUSC mmmmmummmmmmmwmnwymmmmwmofmwu :
agemyofﬂu:UnindSmslmowiuglyandv'villml!yral.siﬁe:,mnoulswmvmupbywmk,mmudwiwammﬁalfaﬁ.w
mWﬁhqﬁﬁﬁomaﬁmm:muunm&umeﬁthdwmuw:m“mw
mnmmanyfakc.ﬁeﬁﬁowwﬁmdnhmmmtwmny.mdudof&ndmmnﬁmmﬁmofupmszso,ooomd
fmpeisomment for up to five yoars. Offenders that are izations are subjoct t fines of up 6 $500,000. 18 U.S.C. 3571(d) also
Bnes of up 1o twice the gein derived by, o&nﬁriﬁhhm&nﬁemmmciﬁuﬂymmwme

Sismre:-/ LU _:Z et {136/2_6

FA X COPY OF THIS FORM AND MAIL THE COMPLETED ORIGINAL FORM TO :
Board of Registratlon ia Medicine, 560 Harrison Avetue, G4, Boston, Masachusetts 02118
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B |
o - Massachusetts Physician Renewal Application

Physician Name: Matthias G Muenzer

License No.: 160382

PART A &
1) Current Status: Active Renewal Due Date: 07/29/2006 Birth Date: N
. . . o
If you want to change your current status, please check gne of the following boxes to indicate your new status: ‘ ‘.\]
{Check only one). (See Renewal Instructions, page 3.) : , o (fj;;
)BfActive [J  Retiring [J Inactive [3 Do not wish to renew G
2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT be a Post Office Box.
' 2 Please make corrections {print) o
2a) MAILING ADDRESS o :
RECENED | | Mailing Address:
City/Town: State:
JUN 2 7 Zﬂﬂﬁ Zip: Country:
E} Check here to change this adde oard of Re g lS’tfﬂﬂ on .
2b) HOME ADDRESS i i
) D S in Medicine Home Address:
City/Town: State:
Zip: Country: '
Phone: | - Home'TeIephone: C ‘ -
‘0 Check here 1o change this address - H ome address cannot be a Post 0.[7508 Box :
Zé)'Bl:}S]N ESS ADDRESS 'Busin'ess_ Address: ,
Family Medical Assoc. - : U - : )
10! Main St. Ste 214 _ City/Town: C o State
Medford, MA 02155 T Zip: Country:
: s - - | Business Telephone:
Phone: (781)391-2424 .. eSS elephone (), _
T Check here to change this address - ' Business address cannot be a Post Office Box

3) E-mail Address: _

4) Fax Number: 28! - 3‘31 - 627"4

T

S) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Obstetrics and Gynecology ’ 0
' 0
= | | ]

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

List Certifying,Bo_ard(s) below: Update General Certificates and Subsﬁerﬁially Certificates -
B below, Please add additional Certifications as required. - ¢
Board Name : ' ABMS or ADA Certificate/Subspecialty : Correct? Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology ) X a
— . "o o
(M) [m}
N ]
Page 1 of 7
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Massachusetts Physician Renewal Application

Physician Name: Matthias G Muenzer License No.: 160382
(See Renewal Instructions, page 4.) : Please.make corrections as necessary g,'
7) Drug License Numbers, if any: - | 8a) Other states where you are now licensed fo practice (Abbr,) | B
a) Massachusetts: : NI FL ' ' [“l
T— 3
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.) éﬁ
¢) Federal (DEA) XS: NY %
9) What is your principal work setting? (See Renewal Instructions, page 4,
Principal Work Setting: Partnership or Group Practice Change to: .
Please enter the approximate number of work hours at your principal work setting: H O -l

10) List all current health care facilities where you are affiliated or bave completed the credentialing process for the
provision of patient care. (Supply the name of the heaith 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.
Include any affiliations with on-line prescribing services or companies. Please provide ail information for additional
facilities on a separate sheet, if necessary.

No Affiliations [ Please enter the approximare number of work hours for each Health Care Facility below;
Health Care Facility (See Renewal Instruciions, ;uage 4) Dejete? Current Smﬂcmggﬁ,,g, 4 l‘:ﬁ:ﬁ?:rveeeu
Hallmark Health -Lawrence Memorial Hospital 0o Acnve {
Melrose-Wakefield Hospital 0o Acrivg | [fo)]

0 . o

[

0

0

(M

1) Care of patients in Massach usetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatientcare  _ 3 hrorak Changeto: ___ hrs/wk

b) outpatient care _ 37 hrs/wk Change to: hrs/wk

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

Insurance Carrier (complete below)

Current Insurance Carrier: Promutual Insurance Change to: HM " k ANA éé‘"—‘l{v,?_yf""
Policy dates:  From j_O_LQI_O_S: To 10 /__9_\_/ 06 MU( ces C4YH A&
(required) .

. [J Letter of Credit subject to Board approval (aftach g copy)

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

Check one:
‘ [ Not involved with direct or indirect patient care in Massachusetts
[J Government Employee Federal Tort Claims Act (FTCA)
[J Otherwise exempt (Please explaing:
Page 2 of 7
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: ' Massachusetts Physician Renewal Application
Physician Name: Matthias G Muenzer License No.: 160382

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) Yes No \
If Yes, please complete Form PCA-O "Office Based Surgery"

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

You must check either YES or NO 10 each question. Provide details on Form R if you answer “YES” to any questions. Refer to R
Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.
YES NO
14) CLAIMS MADE B

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

b) Pending: Are there any unresolved malpractice ¢laims against you today, any claims that have not been
finally settled or finaily 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 CI1VIL LAWSUITS
- Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine. '

a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period? ‘
b) Resolved: Have you resolved, settled or adjudicated any Jawsuits, 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 dffenses/cha_rges 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 governmenta) authority, health care facility, group practice or professional society or association?

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

20) Have you withdrawn an application for 2 medical license, allowed a license application 10 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 Ol your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response 10 an inquiry by

22) CME CERTIFICATION:
a} Have you completed your CME requirements preceding your renewal date? /&" es [ No
b) If no, are you requesting a CME waiver?

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

€) If you are exempt from CME reﬁuiremems, check reason for exemption. (See Renewal Instructions, page 8.
CME EXEMPTION: (check one) [ Inactive Status 3 Residency/Fellowship training

Page 3 of 7
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Massachusetts Physician Renewal Application

Physician Name: Matthias G Muenzer License No.: 160382
PHYSICIAN PROFILE g
/K I have reviewed my Physician Profile at proﬁles.massmedboérd.o;g and confirm that the information is accurate. fg,’
[} 1have reviewed my Physician Profile and attached a copy of the Profile \;vith corrections. %,
L] My status is Inactive and | do not have a Phyéician Profile. (See Renewal Instructions, page‘ 10.) 2
CERTIFICATIONS
1) I certify that I have complied with my obligations 1o report abuse or neglect of children pursuant to G.L. ¢. | 19, sec. 51A, B

and I understand the punishment for failure to.comply,

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

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

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

3) I certify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to
G.Lc. 112, sec. 12A 1/2. . '

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuam to G.LL. ¢. 1 iz,
sec. 5F, when | have a reasonable basis to believe that person viokated any provisions of G.L. ¢. 112, sec. 5 or any Board -
regulation. : i

7) I certify that I have complied my obligations related to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and 1 understand my obfigations under G.1.. ¢.1 12, sec. 2.

8) I centify that I have complied with my obligations to file Massachusetts tax retums 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 1 make these
certifications under penalties of perjury. ‘

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

1) 1 certify that § have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. 119A. '

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

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

Criminal History Systeius Board. :
V/{/[/l g - Date: 6 / ZS% ‘

MAKE A COPY OF YOUR APPLICATION AND ALL ATI“ACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Signature:
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| ~'Massachusetts Physician Renewal Application

Physician Name; Matthias G Muenzer License No.: 160382

, NATIONAL PROVIDER IDENTIFIER (NP}
The primary purpose of the NP is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. gj
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs f::::,
and heaith care purchasers for purposes of conducting these business transactions. o

Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NP1 by May 23, 2007, g;
1

In order for your license to be renewed Yyou must take one of the following actions: o
Option I: Supply the Board of Registration in Medicine with your valid NP1. You can apply for an NPI directly by using the NPPES web
' site at www NPPES cms.hhs.gov, ‘ '
Option 2: Certify you have personally applied for your NP1 and you have not received it yet. Once you have received your NPJ Number,
you must notify the Board. Please complete the NP! form at the Board's web site at www.massmedboard.org.
Option 3: Centify 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 NP1 Number, you must notify the Board by completing the NP1 form at the
. Board’s website (see Option 2). o -
Option 4: Authorize the Board of Registration in Medicine to apply for an NPI on your behalf.
Option 5: if your license status is INACTI VE, you may elect not 1o obtain an NPI number.

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

M/ly current NP js: m IE '

[3J 1have personally applied for an NPL.

00 t have applied for an NP1 using a third party (enter name): - ' — (follow instructions for Option 3)

1 By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NP1 on my behalf.
E] As an inactive physician, 1 do not wish to obtain an NPL. ' '

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (speciaity) codes (refer to Renewal Instructions, page 13 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 NP1 on your behalf,

Taxonomy (Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: D D Dj I:l D D I:I D:l

Provider Taxonomy: D D I:[] D D DD ' I l
Provider Taxonomy: D D l:[:] D D I:I D D:]
NP1 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 1o apply for an NPI on your behalf,

Social Security Number: @-D D - D I:] . D I:I D D

State of Birth (if US): Country of Birth (if outside the US):
Gender: £1 Male EJ Female
' Penalties for Falsifving Information on the Nationak Provider Identifier Application . - .

18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the Jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or frandulent 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 ate organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up 16 twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

e

A4, . - Date: / ZS—/ 05
4 vv‘\ ’ Vuv‘v* 2 ] ‘6“““““““ _

PLEASE MAKE A COPY OF ALL PAGES OF YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENT]ALING AND OTHER PURPOSES.

PageGof 7

I authorize the Board of?rgistratio/[in Medicine to provide my NP1 to any authorized hospital, health plan, or health organization.
A 14

Signature:
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Massachusetts Physician Renewal Application

Physician Name: Matthizs G Muenzer, M,D. License No.: 160382
PART A
1) Current Status: Active Renewal Due Date: 07/29/2008 Birth Date:

If you want to change your current status, please check one of the following boxes 1o indicate your pew status:

-Check only one: (See Renewal Instructions, page 3.)
O Active Ol Retiring [T Inactive [ Do not wish to renew

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

Business addresses CANNOT be a Post Office Box. . A
' Please make corrections (print)

2a) MAILING ADDRESS
/ Mailing Address:
City/Town: State:
Recrven Zip: Country:
[ Check here 1o change this address
2b) HOME ADDRESS JUL 3 0 2008 Home Address:
Board of Registration \/ City/Town; State;
cdicing Zip: Country;
Phone. Home Telephone: ( )
C1 Check Aere ta change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS Business Address:
Family-Medicelassos. (] (. POD OB[6YA)|
101 Main St. Ste 214 [ City/Town: State:
Medford, MA 02155 \{( Zip: Country:
Phone: (781)391-2424 Business Telephone: (____ )
one: 8
[ Check here to change this address Business address cannot be a Post Qffice Box
Correct your E-mail and Fax Number below:
3) E-mail Address:
4) Fax Number: 781-391-6224
§) Specialties (See Renewal Instructions, page 4.) Delete? List Additiona) Specialties:
QObstetrics and Gynecology O
0
g

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AOA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology o
a
=]
s

Page 1 of 7
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Massachusetts Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

{See Renewal Instructions, page 4.) Please make corrections as necessary

7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: FL
b) Federal (DEA): 9) States where you were previously licensed
¢} Federal (DEA) XS: NY a2

offices, clinics, nursing homes, etc, For the names of the health care facilities, refer to Reference Table 4 on

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

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private

page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based prescribing services

List the names of all work sites in Massachusetts Location State Delete?
(Seg above and description on page 4.) (City or Town) )

Halimark Health -Lawrence Memorial Hospital

Melrose-Wakefield Hospital

Oioaio|o

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

Average weekly hours involved in: a) inpatient care 3 hrs/wk Change to: hrs/wk
b) outpatient care 37_ hrs/wk Change to: hrs/wk

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

y Insurance Carrier {complete below)

Current Insurance Carrier: Marsh Management Services Cayman Change to:

Policy dates:  From Lq_/_‘_/ _Q___I To _[Or Ol 0& ANMU AL REIVD WAL ’

Type of Policy: [} Claims made with tail coverage Occurrence Policy
(Enclose a copy of the certificate of insurance or the face sheet)

O3 Letter of Credit subject to Board approval (dttach a copy.)

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

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

B Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.}
If Yes, please compiete Form PCA-O "Office Based Surgery™ Form on page 8.

Yes No

Page2 of 7
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Massachusetts Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

In questions 14-21, the phrase "time period” refers to the following - all time from the day you signed your Iast
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 teday, i.e., any claims that have
not been finally settled or finally adjudicated?

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

resolved, seftled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS

Question 16 refers to claims or actions related to your competency to practice medicine or your:
professional conduct in the practice of medicine.

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

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

claims, during this time period?

17) CRIMINAL CHARGES

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

b) Have any criminal offenses/charges against you been resolved during this time period?
c} Are there any etiminal charges pending against you today?

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

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

employer or professional association?

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

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

d} Have you been the subject of a disciplinary action taken by any governmental authority, health care

facility, group practice, employer or professional association? . N
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?

22) CME CERTIFICATION: :
a) Have you completed your CME requirements preceding your renewal date? %{“ [ Ne
b) If no, are you requesting a CME waiver? ] Yes /E No
A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one} [ Inactive Status {3 Residency/Fellowship training

Page 3 of 7



Massachusetts Physician Renewal Application o

Physician Name: Matthias G Muenzer, M.D. License No.: 160382 0w
PART C N
[

Check One: PHYSICIAN PROFILE g.‘

)

' X I have reviewed my Physician Profile at hitp://profiles massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone number, practice speciaity, board

certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)
0  Thave reviewed my Physician Profile and attached a copy of the Profile with corrections. ' o)
0 My status is Inactive and [ do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

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

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

3) I centify that [ have complied with my obligations to report abuse, neglect or financia! exploitation of elderly persons pursuant to
G.L. ¢.194, sec. 15, and I understand the punishment for failure to comply.

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

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

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. ¢. 112, sec. 5 or any Board regulation.

7)1 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.E. c. 112, sec. 2.

8) I certify that 1 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

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

103 I certify that I have complied with my obligations related to the withholding and remitting of child support pursnant to G.L. ¢.119A.

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

12) I 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. ¢. 112, sec. 12AA,

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, 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: . /IA AA./{JI( Z,; Date: _:Z_-/ _Zl’ _Q K

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Massachusetts Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

FREQUENTLY ASKED QUESTIONS
REGARDING OFFICE BASED SURGERY- FORM PCA-O

Question #1:
“If I only do simple office procedures like freezing warts for removal, suturing simple lacerations,

bone marrow blopS1es and 1&D, under local anesthesia, do I have to fill out the form?”

Local Anesthesia is Level I. Thus, you need only check the Level I box and sign the Jorm. Youdo
not need to fill out the form it its entirety for the questions on the form are related to Level I and
Level Ill Office Based Surgeries. The offices doing more than local anesthesia must determine what
level they are and then fill out the form in its entirety. Guidelines for determining levels are

available at: www.massmedboard.org

Question #2:
“I work in an Emergency Department and I give conscious sedation, do I have to fill out the form?”

The form is for office-based surgery. The Emergency Department is not an office; it is a department
in a hospital. If the physician has a private office outside the Emergency Department, they need to
Jill out the form, and guidelines are available at: www.massmedboard.org

Question #3:
“If I have a Massachusetts license, but practice outside Massachusetts, in another state, and that

practice includes Level II or III office based surgery, do I have to fill out the form?”
You only have to fill out the form if you perform office-based procedures in Massachusetts.

Question #4:
“I work in an office based surgery practice, but [ do not perform office based surgery. Do I have to

fill out the form?”

No, you do not need to fill out the form if you do not perform office based surgery or assist in the
performance of office based surgery.

Question #5
“I work in a diagnostic and treatment center and my friend works in an ambulatory surgery center,

do we need to fill out the form?”

You do not need to fill out the form if you perform procedures in @ Massachusetts hospital, and/or
diagnostic and treatment center, including ambulatory surgery centers. If you perform the Level I,
1l or Il procedures in a private office at any time, you must fill out the form.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

Current Status: Active License Expiration Date: 8/26/2010
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Eft Pond Ob/Gyn
101 Main St. Ste 214
Medford

Massachusetts - 02155
United States of America
(781) 391.2424

3) Email Address:
4) Fax Number: (781) 391-6224

5) Speciaities
Obstetrics and Gynecology

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

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

7) Drug License Numbers
Massachusetts Federat (DEA} Federal (DEA) XS

8) Other states where you are now licensed to practice
Florida

9) States where you were previously licensed
New Jersey
New York

10) Work Sites - ) )
List of all work sites in Massachusetts, including health care facilities {where you are credentialed), private

office, clinics, nursing hoemes, etc

WorkSite Location
Halimark Health -Lawrence Memorial Hospitai

Page 1 of 4 Date: 6/19/2010 Time: 10:08 AM



Commonwealth of Massachusetis

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

Meirose-Wakefield Hospitai

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 6 hrs/wk
b} cutpatient care 37 hrs/wk

12) Medical Liability insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Marsh Management Services Cayman 10/01/2009 10/01/2010 Occurrence Policy

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

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

any medicat malpractice ¢laim 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, settied or adjudicated during this time period?

15) Claiims 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 o
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

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

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

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?

Page 2 0f 4 Date: §/19/2010 Time: 10:08 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

22) Have you completed ail CME requirements (100 hours of CME of which 10 hours must be in risk
management, Reciuirement: 40 hours credit in Categor¥1 and &0 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)

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 Date: 6/15/2010 Time: 10:08 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

Compliance with Legal Responsibilities

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

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant o
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 of neglect of disabled persons
pursuant fo M.G.L. c. 19C sec. 10 and | understand the punishment for failure to comply.

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

4) tunderstand and agree to complg 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.

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

6) | understand and agree to comply with my obligations to report a physical to the Board of Medicine pursuant
to M.G.L. c. 112 sec. 5F, when | have a reasonable basis to believe that a person viclated any provisions of
M.G.L c 112 sec. 5 or any Board reguiation.

7) |understand and agree to comﬁl¥ with my obligations reiated to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto MG.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. c. 62C sec. 49A, my license shail not be
issued or renewed unless | make this certification under penalties of perjury.

9) funderstand and agree to comply with my obligations related to the reporting of the wages of employees
and contracters pursuant to M.G.L. ¢. 82k Sec. 2.

10}| understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L c. 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 e. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board

12)| understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which Ihave referred a patient for physical therapy services,

pursuant to M.G L ¢. 112 sec. 12AA

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the reguirement that | obtain and provide to the Board a National Provider

identifier (NP number.

14)1 understand and am in compliance with HIPAA and all oiher 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.

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

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Matthias G Muenzer, M.D. License No.; 160382

Current Status:; Active License Expiration Date: 8/26/2012

1) Activity Status: Active

2) Address & Contact Information

3)
4)
§)

8)

7)

8)

9)

Mailing Address:

Home Address:

Business Address:

Email Address:
Fax Number: (781) 391-6224

Specialties
Obstetrics and Gynecology

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

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

Drug License Numbers

Massachusetts Federal (DEA) Federal {DEA)} XS

Other states where you are now licensed to practice

Florida

States where you were previously licensed

New Jersey

New York

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
Hallmark Health -Lawrence Memorial Hospital
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Commonwealth of Massachuseits

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

Melrose-Wakefield Hospital

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 6 hrs/wk
b) outpatient care 37 hrsiwk

12) Medical t.iability insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Marsh Management Services Cayman 10/01/2011 10/01/2012 Occurrence Policy

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 ad;udicated during this time period?

15) Claims Closed )
Has any medical maipractice 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 ) o
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

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

b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this 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 o ) o :
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

emplayer 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, including the
Massachusetts Board of Registration in Medicine or any other state medica!l 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?

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?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Malthias G Muenzer, M.D. License No.: 180382

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?

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

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: Matthias G Muenzer, M.D. License No.: 160382

Compliance with Legal Responsibilities

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

1) | understand and agree to comply with my obligations to report abuse or 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 or neglect of disabled persons
pursuant to M.G.L. ¢. 18C sec. 10 and | understand the punishment for failure to comply.

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

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

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

7) funderstand and agree to oomm with my abligations related to char?ing and coflecting fees from Medicare
beneficiaries in accardance with the Medicare fee schedule, pursuantto 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 or renewed unless | make this certification under penalties of perjury.

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

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

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 et seq. and i
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

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

13)! am aware of my obligations and responsibilities under the Health insurance Portability 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 compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

18)| 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.

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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Commeonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

Current Status: Active License Expiration Date: 8/26/2014
1) Activity Status: Active
2} Address & Contact Information

Mailing Address:

Home Address:

Business Address: 101 Main Street
Suite 217
Medford
Massachusetts - 02155
United States of America
(781) 391-2424

3) Email Address:
4} Fax Number; (781) 395-4703

5) Specialties
Obstetrics and Gynecology

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

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

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

8) Other states where you are now licensed to practice
Florida

9) States where you were previously licensed
New Jersey
New York

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
Hallmark Health -Lawrence Memorial Hospital
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

Melrose-Wakefield Hospital

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 6§ hrs/wk
b) outpatient care 37 hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Marsh Management Services Cayman 10/01/2013 10/01/2014 Occurrence Policy

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 period?

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

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits _
Question 16 refers to claims or actions refated to your competency to practice medicine or your

professional conduct in the practice of medicine.

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

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

17) Criminal Charges

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

») 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 , N _
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

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

¢) Have you been the subject of an investigation by any governmentat 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 governmenta!l authority, health care
facility, group practice, employer or professional agsociation?

18) 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?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Matthias G Muenzer, M.D. License No.: 160382

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?

22) Have you comRIeted 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: Matthias G Muenzer, M.D. License No.: 160382

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: Matthias G Muenzer, M.D. License No.: 160382

Compliance with Legal Responsibilities

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

1) lunderstand and agree to comply 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 or neglect of disabled persons
pursuant to M.G.L. ¢. 19C sec. 10 and | understand the punishment for failure to comply.

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

4) |understand and agree to complg with my ob!ié:;ations to report the treatment of wounds, burns and other
injuries pursuart to M.G.L. ¢ 112 sec. 12A and | understand the punishment for failure to comply.

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

7) lunderstand and agree to comply with my ob!i?ations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢ 112 sec. 2.

8) {understand and have complied with my obligations ta 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 ar renewed unless | make this certification under penaities of perjury.

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

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

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

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the reguirement that | obtain and provide to the Board a National Provider
{dentifier (NPI) nurnber.

14)t understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician. '

156)! understand that as an applicant for a license renewal {o practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminat 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.

Xl Under penalties of perjury, | deciare that | have examined this renewal application and alf 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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