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INSTRUCTIONS: Answer each question, read the statements that follow as they relate to your license, and sign and date below.
1. Within the last year have you bgen convicted of a felony or have you had any discipiinary action taken against you or hiave any such actions pending by another state’s

licensing authority? NO YES
2. Are you presently working in your licensed/certified profession in Conrecticut? NO YES l/ Hours of Practice Per Week: A L)
Are you actively involved in ditect patient/client care? NO YES [ )
3. What is the address of your primary place of employment?  Provide Name: . HacTTovef  Gopn o ntey-
stest: L Waiu §ff’ City: ___Hea oo ok State: _ Q.7 Zip: _ QGO

Type of Agency: Ciinic Phone: _‘E_E_O_“%ﬁL?‘OO
4. What is the address of your residence?  Streat; LS, Eluvex hAa L a.Cf - __
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&. If an optomatrist, are you qualified to hold yourself out as authorized to practice advanced optometric care? MO YES

6. If certified in a lead or ashestos discipline, verification of annual refresher training should be submitted to the depariment by the course instructor or your certificate will not be
renewed,

7. Continuing education is mandatory for many professions. As a licensee/certificate holder, you are responsibte for farniliarizing yourselt with the current laws and regulations
regarding your profession. You may access this information online at www.ct govidph/flicense. Advanced Practice RNs and PAs must maintain certification from the national
certifying body that qualified them for initial licensure in order to renew such license. By signing this application, you are attesting that you are in compliance with current
continuing education requirements, mandatory certification requirements, if applicable and that you are familiar with the laws and requlations governing your profession.

8. Many practice acts require that a licensee/certificate helder providing direct patient care services must maintain professional #ability insurance or other indermnity against
liabifity for professional malpractice, in accordance with CT General Statutes. You may find information regarding your profession online at www.ct.gov/idphflicense. By
signing this application, you are attesting that you are in compliance with mandatory maipractice insurance coverage requirements appropriate to your profession.

I have reviewed the information provided and requested on this form. | verify that it is accurate and that | satisfy the requirements as they apply to my license/certificate.

Vorir L Koe mp 1237 12

Signdture Date
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Name JANICE L LEE
Credential 1.020580
Fee Details
Fee Increase Effective 7/12/13 $5.00
Renewal Application Fee $565.00
$570.00

Demographic Information

1. First Name
JANICE

2. Middle [nitial

3. Last Name

LEE

4. Personal Suffix

5. Maiden Name

6. Please provide your Date of Birth,

01/11/1951

7. Gender
Female

8. Ethnicity: Please choose one:
Not Hispanic or Latino

9. Race
White

Workforce Survey Introduction

Dear Licensee:

Thank you for renewing your license online.

The purpose of the next several questions is to allow the Department of Public Health to collect valuable workforce data
that is currently unavailable but critical in identifying and addressing healthcare workforce shortage issues.

Thank you for assisting the Department in this important initiative.

Current Workforce Status in Medicine

10. What is your current work status in Medicine?
Part-time (less than 30 hours per week)

Workforce Survey

11. In the next 12 months, do you plan to {please mark all that apply):

https://www elicense.ct.gov/SnapshotViewer.aspx?qabid=499346&key={6D373D1D-75EA... 8/8/2014




Renewal - 1.020580 Page 2 of 3

12. If you are NOT working in your licensed profession, please indicate your plans for returning to work in your licensed field.

13. Please provide the number of hours per week that you provide DIRECT PATIENT CARE in your primary professional position.

If you do not provide hours in this category, please indicate 0.
15

14. Please provide the number of hours per week that you work as an ADMINISTRATOR/MANAGER in your primary professional
position.

If you do not previde hours in this category, please indicate 0.
o

15. Please provide the number of hours per week that you work as an EDUCATOR/FACULTY in your primary professicnal position.
If you do not provide hours in this category, please indicate 0.

0

16. Please provide the number of hours per week that you work as a RESEARCHER in your primary professional position. If you do
not provide hours in this category, piease indicate 0.

0

17. If your primary profesional position is in a category other than those above, please provide that category in the box below and
indicate the number of hours per week.

If you do not provide hours in this category, please indicate 0.
0

18. Please indicate the setting of your primary professional employment.
Enter comments if "Other" is selected.

Outpatient Clinic

Practice Location

If you are providing direct patient care, please identify the location of the primary site where you spend the most time
providing direct patient care.

19. Address 1
1 Main St., Suite N1

20. Address 2
21. City
Hartford

22. State
Connecticut

23. Zip Code
06106

Primary Source of Payment
What percent of your patients have the following source of Payment?

24. Medicare
less than 10%

25. Medicaid
76 - 100%

https://www.elicense.ct.gov/SnapshotViewer.aspx?qabid=499346&key={6D373D1D-75EA... 8/8/2014




Renewal - 1.020580 Page 3 of 3

26. Self-Pay
11-25%

27. Private Insurance
11 -25%

28. Other
None

Attestation

29. Have you been convicted of a felony since your last application?
No

30. If yes, please provide details here

31. Have you had any disciplinary action taken against you or any such actions pending by another State's licensing/certification
authority since your last application?
No

32. If yes, please provide details here

By completing this renewal online, i verify that all the information | have provided is accurate and that | satisfy the renewal
requirements that apply to my license.

33. | attest that on this date | completed this renewal application online and that all of the statements made by me on this renewal
are accurate.
12/10/2013

Important Note

Please note that you will receive your new licensing documents (2 wallet-sized cards and 1 suitable for posting) during the third week
of next month.

To continue processing your renewal, please click "Next” below (read the rest of this information first).

On the review screen, click “Add to Invoice.”

On the top right of the invoice screen, select "Pay Invoice™.

Thank you for processing your renewal online.

Review

https://www.elicense.ct.gov/SnapshotViewer.aspx?qabid=499346&key={6D373D1D-75EA... 8/8/2014




Practitioner Profile for JANICE L LEE, 1.020580

Practitioner Profile for JANICE L LEE, 1.020580 [view pub]

Page 1 of 1

Practitioner Profile Status

Prepublication Status
Publication Status
Pending Updates

1. Physician Information [update]

None
Published
NO

License Number

Effective Date

Expiration Date

Curmrently practicing medicine in CT
Actively involved in patient care

Practice Locations [add]

20580
08/01/1978
01/31/2015
YES

YES

Practice
[update] HARTFORD GYN CENTER

Address
1 MAIN STREET

HARTFORD, CT 06070

Staff Privileges [add]

Languages Primary?

YES

Facility
HARTFORD HOSPITAL
SAINT FRANCIS HOSPITAL AND MEDICAL CENTER

[update]
[update]

2. Medical School [update]

Address Start Date End Date

Medical School
Year of Graduation 1974

3. Post Graduate Training [add]

ALBANY MEDICAL COLLEGE

Start End Type Level
[update] 07/01/1985 06/30/1987 OB/GYN
[update] 07/01/1975 06/30/1978 OB/GYN Resident

[update] 07/01/1874 08/30/1975 Internal Medicine  Intern

4. Specialty Area and Board Certification [add]

Hospital
Feliowship MT SINAI HOSPITAL

HARTFORD HOSPITAL

BERKSHIRE MEDICAL CENTER

Address
HARTFORD, CT
UNITED STATES
HARTFORD, CT
UNITED STATES
PITTSFIELD, MA
UNITED STATES

Specialty/Subspecialty Board Cert Date  Speciality End Date

[update] Obstetrics and
Gyneceology [add sub]

12/01/1984

5. CT Medical Education Responsibility [update]

Certifying Board
American Board of Obstefrics and Gynecology

Member of faculty of a CT medical school NO
Medical School
Current Responsibility for graduate medical education NO
6. Publications, Professional Services, Activities, Awards [add]
Publisher/lssuer Title/Award Name Date
7. Hospital Discipline [add]
Hospital Address Date Discipline
8. Medical Malpractice Payments [add] [dispute]
Payment Date Payment Category Amount Paid Related Practice Specialty
9. Felony Convictions [add] [dispute]
Date of Conviction Conviction
10. CT Licensure Disciplinary Actions [dispute]
Date of Action Action License Status
http://elicenseadmin.si.ct.gov/credProfileView.asp?Credentialldnt=543386&idnt=543386 8/8/2014




Physician Profile Survey / 1/
Please Print or Type and Provide All Information Requested in Each Section 4
. Biographical and Current Practice Information !\
CT License Number: 020550 - — y

Social Security No.:

Last Name: /o ©  Fapome— FirstName: Jxwice 1V A

Telephone No. (Where you may be reached, 8:30 am.-4:30 p.m. g D V) _ 525 - 700
Are you currently practicing medicine in Connecticut? E( YES [] NO

Primary Practice Location-Name of Practice: HactSoxrel ¢ i . C e,mv‘e Ve

J
Address: 1 Ma'! n_S7.

Haxtfor?d  CT  0GO70

City, State Zip: H‘,ﬁ_ v+t -—5;:3 v’ 5 C7 06070
List of languages, other than English, spoken at practice location:

Other Practice Location(s)-Name of Practice:

Address:

City, State Zip:

List of Languages, other than English, spoken at practice location:

Please list the Connecticut hospitals/nursing homes at which you have staff privileges:

Name/City, State Name/City, State
o ctPocal Hose Fe/
St. Fraupcis Mo <30/7Lm/

2. Medical School
Medical School: Albawn 5{ MQ&//‘ ced / Ce / / fod ‘ﬁ/ e, Year of Graduation /<7 <

l‘##*‘t-‘lli‘ttttt‘#*ll*ttt‘t‘i!‘!illl'tt‘.tttl“lli*“t‘l"i.ltt#tt#tttt*#ﬁt#****!tt.*“‘ﬁl‘#‘*tt“t##**‘t'l‘#**t




3. Post Gradusate Training (Please list your postgraduate training) 7
ite: Lockshite Medice | Cendey  Ciy:_Pithefie [ed | 2vess Couny: __() S/

aclusive Dates: From: __—/ | / 7 ¢ To: & /37 /75 tem [] Resident [] Fellowship (Please check one)
Type of Training (i.e. Pediatrics, Internal Medicine): Frterno ] Meds cine

tt##*##t###**i******tt*t*t*##***t*t*lt***#t#***###*t******#i****I*****t***i****************#t**t#***t******#**ﬁ##*

Ste: Yt Bacdl  Hospidel City: Hav+tford  Cr  Counry ()5
Inclusive Dates: From: _— / [ [/ 7 25" C To ! 27 1 ¢ [ Intern Q]/Resident g Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine): _ &4 5 - - o
****.**‘tt*****‘****t****'t*****“********#t****l****‘********‘** o 3 ool e e o e ek Sk Rk ke dokkk kR kR kR R R Rk

Site: e City: Country:
Inclusive Dates: From: / / \\.,_'I‘o/ ' / [ Intern [] Resident [ Fellowship (Please check one)
Type of Training (i.e. Pediatrics, Intemar']\?ié&icine): P

g epnpnpip g prpepeprpnpparaep P TP P R PEE L RS E LS LA S E L ES R LR S EL PR R EL LA e b L ettt b bbbl

Site:  _ M+ _Sinay #ﬁ)qjoh’a:./ City: HaxtFovred | Cr  Comtry ¢) SH

Inclusive Dates: From: _7 / / [ K4~ To:_(u /3¢ /7 [lntern [J Resident [ -Fellowship (Please check one)
Type of Training (i.. Pediatrics, Internal Medicine): _ T4 S v, [/ +~cr

#*#t#*i#*##**#t**#******tlt****#t#***tttt*###‘#*t**#t#**it****,‘*******!t****#t****t*********tt********#**##******

Site: City: Country:
Inclusive Dates: From: / / To: / / O Intern ] Resident [ Fellowship (Please check one)
Type of Training (i.e. Pediatrics, Internal Medicine):

#*“tttttt#**t##tt*#‘t#ttittt***#***##ttt****i‘##***#*1t#*#tttt*****ﬂ‘*‘****itt****#'##**ttt***tt*t***#ttttt*tltt#

Site: City: Country:
Inclusive Dates: From: / / To: / / (] Intern [J Resident [J Fellowship (Please check one)
Type of Training (i.e. Pediatrics, Internal Medicine):

l*‘*'t‘t‘*t*#ttt*t*‘i“‘****t‘?tt**#*i#ttt****ttttt#***ttt#*****ttl‘lt****#‘tt****t*‘*****H’t****t*#t**t#***#t‘ttt

4. Specialty Area’/American Board Certification

Practice Specialty:

(Plesse use the hed table of speciaiti

Practice Sub-Specialty:

=nd

Practice Specialty: Practice Sub-Specialty:

(Plense use the hed table of specialtics and sub-specialties for a list of acceptable speciaities)

Please list current certifications held by the American Board of Medica! Specialties or the American Board of Osteopathic Medical Specialties

American Board of: Phote tvico %ﬂ}n e o /ojajd/ Date Certified: _ e/ / I__ /g g
American Board of: Date Certifted: / !
American Board of: Date Certified: / /

t*tt#‘l‘lli*‘l‘tttttt#.*‘tiilltttit#t#.l‘ttttttt##ttt*t*l'lt#tltt‘lli‘.t****t*‘#****t.llt*tt*tt*t**#*#*ﬁﬁ!t!*****‘

5. Medical Educational Responsibilities (This Section is Voluntary)
Are you a member of the faculty of a Connecticut medical schooi? O Yes O No

If Yes, Please indicate which one.

[O Yale University Medical School O University of Connecticut School of Medicine

Do you have current responsibility for graduate medical education? [ Yes [J No
#“‘t!i’t#t..i#‘!‘ﬁ‘l*'.t"tttt#tttt#“tittt!..‘.ttlltt'tl--!U.'.“.‘*‘t..i‘ﬂltltttt*t*‘tttlttt#‘!ttttttt‘t**ttttt

6. Publications in Peer Reviewed Journals/Professional Services Offered/Activities and Awards (This Section is Voluntary, but provides
you an opportunity to highlight accomplishments, ABMS Board Eligible status or special interests.)

If you include publications or awards, please use the following format:

For publications: Include name of journal, title of article and date published.




Tor awards: Include name of entity issuing award, title of award, and date received.

3.

4,

5.

6.

7.

8.

9.

10.

7. Medical Malpractice History 1 ~ 1w

Date Resolved Amount Paid

Practice Specialty Related To Payment

8. Hospital Discipline Within Last Ten (10) Years - In Any State 4 5 Y -2

Hospital, City, State, Country Date Disciplinary Action

9. Felony Convictions Within Last Ten (10) Years - In Any State

N one

Date of Conviction Conviction

t't'#‘.t"t#‘*“#‘t#llt‘t-“tti‘l#tttt*t*‘.t.t‘t##***‘*‘lItlt‘ittt‘#!‘#*****#ttt‘itil“l!‘*t#*tlt‘t*****t**i##l"li*

ATTESTATION

[ hereby certify that to the best of my knowledge, the information contained in this profile is true and accurate and understand that providing
false information may be grounds for sanction, which may include suspension or revocation of my license to practice medicine in Connecticut.

SL&,{,&Q Lee MD alal |00
Signature Date

Please return as soon as possible, but no later than 60 days from the postmarked date of this survey. You may send it via facsimile to
“Physician Profiles” at (860) 509-8457 or by mail (please use the enclosed, addressed envelope) to:

Department of Public Health
Physician Profiles
410 Capitol Ave., MS # 12 APP
PO Box 340308
Hartford, CT 06134

If you have questions, please contact this office at (860) 509-7557.




