REDACTED COPY

Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 62111 (617) 727-3086
http://fwww.massmedboard.org

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. This completed renewal form with attachments must be returned in the
green envelope 4 weeks before your renewal date.

* Remit $250.00 for renewal fee. . + Return renewal application in GREEN envelope.
= Add late fee of $25.00, if necessary. + Enclose check with coupon in BLUE envelope.

Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required.

1. Current Status:  Active Registration No.:47131 Renewal Date: 01/08/2001

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

] Active [ Retiring {see instructions) [ Inactive (see instructions) L Do not wish to renew
Pleasc make cerrections (type or pring)

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

Other Name(s):
3. A) Mailing/Business Addressi~~ Mailing Address:
Ellen M Penso \ City/Town: . State:
58 Day Street, Suite 229 e
Somerville, MA 02144-28 Zip:___ Coumtry: .
Business Address:
B) Home Address: City/Town: State: _
Zip; Country:
Business Telephone: ( )
N [Home Address:
7 City/Town: State:
] Zip: Country:
Home Phone: Home Telephone:  { )
Business Phone: (1 7v628.3710 PLEASE NOTE: No P.0, Box addresses for home o
business addresses,
4. a) Date of Birth: b Sex: 7. C\gtﬁegé ::mcrican Board of Ié[:éi:al Specialties Certification (See Table 2
) 8S#: ’
¢ 8. Drug License Numbers, if any:

5. a} Name of Medical School: a) Federal (DEA):
b) Massachusetts:

Univers(}ty of Miami School of Medicine
b) Year Graduated: 1977 ¢) Degree: yp. 9. a) Other states where you are now licensed to practice (Abbr.)

6, Specialty Code(s) (See Table 1)
Codefs) Hours per Week in Mass.
GYN 0 Gynecology B tns T
0

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

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 healtk 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: 7.5 |_V/{AP) /00 % Facility Code: 299 * (AP)_O % Facility Code:____/___(AP) %
Facility Code: ___'_2/:/_ ¥ (AP)__0Q % FacilityCode:____/ (APY___ % FacilityCode:____/ __ (AP) %

If 999, print name(s):




PRINT YOUR LAST NAME: ﬂ?&/\j 50 LICENSE NUMBER: {'/7 / 7

11. My medical malpractice insurance is covered by a) Insutance Carrier  b) [] Letter of Credit N
Name of Insurer: P LOMUTUAL Alternatively, indicate as follows:
L am registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
2) ] Notinvolved in direct/indirect patient care in Massachusetts b) [ ] Otherwise exempt
Please explain exemption;
12. Are you currently in a post-graduate training program in Massachusctts as a resident or clinical fellow? (check one) [] Yes [ No
13. A. What is your principal work setting? (See Table 4) _ | iﬁ
B. Care of patients in Massachusetts (see instruction booklet),

I) Average weekly hoars invelved in: a) outpatient care {j_/_ hrs/wk  b) inpatient care _é__hrsfwk
2) What is the approxirnate percentage of your patient care hours in primary care? _fz__%
PART A - TONS REFER ONLY TO THE PAST T 2} YEAR,
uestions 14 throagh 22 refer to th i ears only. C cither YES or NO (NOT N/A) to each que rovi
details on For for wers except for guestion 22, Refer to the Instr additi information an

laved.

definitions, Yo 5 SWE his form will b rned to vo

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

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

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

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

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

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

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

21. Has any professional lability insurance provider restricted, limited, terminated, imposed a surcharge or .

co-payment, or placed any condition related to professional competency or conduct on your coverage or have
you voluntarily restricted, limited or terminated your insurance coverage in response to an mquiry by a

professional liability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? ﬁcs [ No
[J CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) ] CME exemption
See Instructions for CME requirements, Do not submit documentation of your CMEgs with your renewal application.
Pursuant to G.L. ¢. 112, § 2, [ will not charge to or collect from a Medicare benefictary more than the Medicare fee schedule amount.

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

*  Pursuant to G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C, 1194 relating to
withholding and remitting Child Support,

*  Pursuant to G.L. c. 112, § 14, I will fulftll my obiigation to report abuse or neglect of children as required by G.L. e 119, § 514,
s Thereby certify under the penalties of perfury thagall the/information on the Renewal Application and Form R s true,

Signature: %L/gmv'{z/‘[),//j .ﬂ Date: {7 /20100

‘YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations require that you notify the Board, in writing, of any change of address

MAKE A COPY OF YOUR APPLICATION AND ALI, ATTACHMENTS BEFORE MAILING.




Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617) 654-9810 hitp://www.massmedboard.org

Physician Registration Renewal Application

need copies for credentialing and ether purpose.. is completed renewal ith attachments must be retuerned in the

green envelope gt least 4 weeks before your reney At atw - 4 m

*Remit $400.00 for renewal fee (non-ref da etgrn rpnewal application in GREEN envelope.
«Add late fee of $25.00, if necessary, RD OF FH:GIST Hitbse gheck with coupon in BLUE envelope

I L

Please review carefully the following in)‘brﬁi‘ a‘ tion jor accuracy and completeness. Make any corrections or
alterations as required. AUl questions must be answered or your renewal will be delayed,

, o ) )
Before proceeding, plegse read the instvuction ju [:.F His ; 4 1$L attachments for your own records; you witl

1. Current Status:  Active Registration No.47131 Renewal Date: 01/08/2003
If you want to change your current status, please check one of the following boxes to indicate your pew status: {Check only one)

] Active | Retiring (see instructions) [ ] Inactive (see instructions) {7 Do not wish to renew
Please make correetions (print)

2, Other Name(s), if any, under which you were ligensed:

A) Mailing/Business Address: (] Other Name(s)  [] Name Change (enter name below)
3. Ellen M Penso
58 Day Street, Suite 229 Mailing Address:
Somerville, MA 02144-2300 City/Town: State:
Zip: Country:
B) Home Address:
Business Address:
City/Tow: State:
Zip: Country:
Business Telephone: { }
Home Address:
City/Town: State:
Home Phone: Zip: Country:
] Hommne ( }
Business Phone:  (617)628-3710 PLE OTE: Only pne address can be & P.O. box. The
mailing address cannot be a P.O. Box.
4. a) Date of Birth: b} Sex: 7. Current American Board of Medical Specialties Certification (Sec Table 2)
Ik Code: Code:
¢) 8S#:
i 8.Drug License Nu&gcrs, if any:
5. a) Name of Medical School: a) Federal (DEA):

b) Yo &

rsg' L% of Miami Sch %of Mcdmme b) Massachusetts:

ted: c
. 1977 9. a) Other states where you are now licensed to practice (Abbr.)
6. Specialty Code(s) (Sce Table 1)
Codefs) Hours per Week in Mass. b) States where you were previously licensed (Abbr.)
GYN O Gynecology .60

U
10. List all current health care facilities ai which you are affiliated or have completed the credentialing process for the provision patient
care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privi ges (AP).

Next 1o each facility, write the approximate percentage of patient care hours that you provide in each facility). _ No affiliatios .
Facility Code: __ 7 $7 v (AP) 700 % Facility Code:___/__(AP) % FacilityCode:____ /(AP _ %
Facility Code: ____ _ /  (AP) % FacilityCode:_____/ (AP) % FacilityCode:_ ___ / (AP} _ %

If 999, print name(s):




-

PRINT YOUR LAST NAME: NS0 LICENSENUMBER: 7704

11. My medical malpractice insurance is covered by [V} Insurance Carrier ~ [[] Letter of Credit i~
Insurer’s name. (Required): froutust Policy dates: From: (ﬂ/ 50 0o b 43D Iy

Alternatively, indicate as follows: Iam registering with Active status but I am not covered by medical malpractice insurance
because I am: 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) / S, If you are affiliated with n healthcare facility or credentialed
for the provision of patient care you must complete quegtion #10 on page 1 and list your affiliations.

vajt
H

13. Care of patients in Massachusetts (see instruction bookléf).
1) Average weskly hours involved in: A) inpatient care _é___hm/wk B) outpatient care ﬁhrsfwk
2) What is the approximate percentage of your patient care hours in primary carc? %
= QUES NS RE Y TO THE PAST T 2) YEARS INSTR ONS

14, CLAIMS MADE (New or Pending): 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 lewsuit was filed in relation to the claim?

16. Has eny 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 setsted, adjudicated or
otherwise resolved?

17. Have you been charged with any crimipal offense?

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

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

22, CME CERTIFICATION; Have you completed your CME requiremnents preceding your renewal date? IZ/Yes {] No
[ CME Waiver, CME waiver form must be submitted at least 30 days prior to license expiration date,

CME EXEMPTION: Checkone: [[] Inactive status [J Residency/Fellowship training (See instructions).
See Instructions for CME walver or exemptions. Do not submit documentation of your CMEs with application.

e Pursuant to G.L. c. 112, Sec 1A, | understand my obligations to report abuse ot neglect of children under G.L. ¢. 119, Sec. SIA
and the punishment for failure to comply.

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

¢  Pursuant to G.L. c. 62C, 49A, I cortify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts stato tax retums and payment of all Massachusetts state taxes; reporting of employees and contractors 1 der
G.L. c. 62E, and withholding and remitting child support pursuant to G.L. ¢. 119A. (See instructions).

I hereby certify under the penalties of perjury that all jformation on this Renewsl Application, Part B and FormR s true,

Signature: &:ﬁ ,Q/J/U&—QU/_\ Date: .ZL /__/ 0L
Y ST SIGN CLUDE PART YOUR RENEW PLICATIO!
Board R ons reguire t OU HO e Board, i, in an nge of address

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




: Massachusetts Physician Renewal Application

x Physician Name: Ellen M Penso License Neo.: 47131
PART A
) Current Status: | Active’ Due Date: 12/09/2004 Birth Date:

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

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

Please make corrections (print)

2a) MAILING ADDRESS
! 58 Day Street, Suite 229 Mailing Address:
! Somerville, MA 02144-2800 .
‘ City/Town: State:
; Country:
‘ 3 Check here to change this o
|
El 2by HOME ADDRESS
\
l State:
! Country
! Phone: )
1 Check here 1o change this address Home address cannot [f"-’ a Post Qffice Box
2¢) BUSINESS AD, DRESS : Business Address;
38 Day Street, Suite 229 .
Somerville, MA 02144-2800 City/Town: State:

Zip: Country:

Business Telephone: { )

Phone: (617)628-3710

) Check here to change this address Business address cannot be a Post Office Box

i 3y E-nall Address:

4) Fax Number: ‘(61’7)924 -2Y S,Z

I
5) Speeiaities (S;el| Renewal Instructions, page 4.) Delete? Additional specialtics:
Gynecology 0
(M|
0

6) Current American Board of Medicql Specialties (ABMS) or Additional certifications:
American Osteopathic Association (AQA) Certifications, (See ’

Renewal Instructigng, page 4.) Delete?
Obstetrics & Gynecology ]
' D
a
Neurolagy H

Page 1 of 5




‘ Massachusetts Physician Renewal Application

, Physician Name: Ellen M Penso License No.: 47131

1

i(See Renewal Instructions, page 4,) Please make corrections as necessary

7) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusettd;
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)
¢) Federal (DEA) X5:

}9) What is your principal work setting? (See Renewal Instructions, page 4.)
i Principal Work Setting: Private Office
i Change to: Hours per Week: b3 4

10) List all current health care facilitics where you are affiliated or bave completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
{Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
|Assaciate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
iinclude any affiliations with on-line prescribing services or companies. Please provide all information for additional

[facilities on a separate sheet, if necessary.

No Affiliations []

. . Staff Crtegory # Hours
Health Care Facility [See Renewal }nstrycIJOn.v, page 4.} Delete?} o ene Change per Week

{Cambridge Hospital (The)

1] Mount Auburn Hosgital

‘New England Medical Center Hospitals

Acrive &

Newton-Wellesley Hospital

Quincy Hospital

Oo0®RORMY

E 11} Care of patients in Massachusetts (See Renewal Instructions, page 4.)
{‘ Average weekly hours involved in; &) inpatient care 6 hrsiwk Change to: hrs/wk
b) outpatient care  _54__ hrs/wk Change 10: hrs/wk

12} Medical Liabifity Insurance “lnform'ation {See Renewal Instructions, page 5.)
My medical liability insurance is provided through: (check one)

53 Insurance Carrier {complete below)

Current Insurance Carrier: ProMutual Group Change to:
Policy dates;  From Q" 1S9 oY To b 30/ of
frequired)

3 Letter of Credit subjeet to Board approval (attach a copy)
0 vam registering with Active status but I am not required to have medical liability insurance because I am:

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

(7 Government Employee Federal Tort Claims Act (FTCA)
[0 Otherwise exempt (Please explain):

Page 2 of 5 f




Massachusetts Physician Renewal Application

Physician Name: Ellen M Penso License No.: 47131

i
|
T
L

3) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) Yes No
I Yes, please complete Form PCA-Q "Office Based Surgery”

w‘am

questions 14-21, the phrase "time period" refers to the following: all time from the day you signed your last

iense renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, puge 3)

Y ou must check either YES or NO to each question. Provide details on Form R if you answer “YES” 1o any questions. Refer to

Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.
YES NO

14) CLAIMS MADE ‘
a) New: Has any medical malpractice ¢laim 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 claims against you today, any claims that have not been
finally settled or. finally adjudicated?

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

resolved, settied, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 reﬁers to claims or actions related 1o your competency to practice medicine or your

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

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

claims, during this time period?

17) CRIMINAL CHARGES
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 crijninal offenses/charges against you been resolved during this time period?

18) Have you becn charged with or disciplined for any violation of laws, tules, by-laws or standards of practice
of any governmental authority, health care facility, group practice or profess:ona! society or agsociation?

19) Has your privilege to possess, dispense or prescribe controled substances been suspended, revoked,

denied, restricted by, or surrendered to any state or federal agency?
i ' !

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 medic;'al liability insurance carrier restricted, limited, terminated, imposed a sorcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you volumtarily restricted, fimited or terminated your insurance coverage in rcsponse fo an inquiry by

|

|

; a medical liability insurance carrier?
!

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date?

Bt Yes I No

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

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

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

CME EXEMPTION: (check onc) [J Inactive Stawus [ Residency/Fellowship training

T

Page 3 of &



Massachusetts Physician Renewal Application
Physician Name: Eilen M Penso License No.: 47131

‘ PHYSICIAN PROFILE
% Ihave reviewéd my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.
I3 I'have reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

J CERTIFICATIONS

1} 1 certify that T have compfied with my obligations to report abuse or neglect of children pursuant to G.L. ¢, 119, sec. 51 A,
and 1 understand thd punishment for failure to comply.

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

13) 1 certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
: pursuant to G.L, ¢. 194, sec. 15, and T understand the punishment for failure to comply.

4) I certify that k have complied with my obligations to report the treatment of wounds, burng and other injuries pursvant to
G.L.c. 12, sec. 124,

I
5)1 certify that | ha{ve complied with my obfigations to report the treatment of victims of rape or sexual assault pursuant 1o

G.L.c. 112, sec. 12A 172,

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

: regulation,

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

8) 1 certify that I have complied with my obfigations to file Massachusetts tax returns and to pay Massachusetts taxes, and |
understand that, pupsuant to G L. ¢. 62C, sec. 4%A, my license shall not be issued or renewed uniess | make these

certifications under penalties of perjury.

9) 1 certify that | have complied with my obfigations refated to the reporting of employees and contractors pursuant to G.L.
c.62E,

{
I

10} T certify that ] flavc complied with my obligations retated to the witbholding and remitting of child support pursuant to
G.L.c. 119A,

11} 1 certify that [ ‘mvc 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 243 C.M.R. 3.00 et seq., and 1 understand that the Patient Care
Asgessment (PCA) programs at the heaith care facilities where 1 practice report certain Major Incidents to the Board.

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

| Signature; /( [zﬁ: f—ZMﬂ_*___ Date: ﬂ_r’__,/_m{g“l{

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

Page 5 of 6
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NATIONAL PROVIDER IDENTIFIER

T) REPORTING FORM
o T

PROVIDY ENTIFIER (NP

The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. {Til

The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans, goverament i

programs and heaith care purchasers for purposes of conducting these business transactions. g;

Under the final HIPAA NPI Rule, all individual and organization covered providers will be required 10 obtain an NPI by May ‘F;:

23, 2007. %)

0y

Please select one option below: : ]
Option 1: 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 NPI and you have not received it yet. Once you have received your NPI g
Number, you must notify the Board. Please complete the NP form at the Board's web site at www, jmassmedboard.org ?\:

Option 3: Certify another authorized institution has applied for ap NPI on your behslf and you have not received it yet (mpp-lg'

institution's name). Once you have received your NPT Number, you must notify the Board by completing the NP}_[tg_n o

at the Board's website (see Option 2). 5 ~ =

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf. = = = E
=%

=) |

Check the appropriate box below, supply appropriate information, and sign the bottom of the page. = g:"-' gé o
. = &5

o wyewsorss [T T YOOI -

[ 1have personally applied for an NPI.

{7 1 have applied for an NP using a thitd pasty (enter name):
E By checking this option and signing the bottom of this page, I hercby authorize the Board to apply for an NPI on my behalf,

1 T OMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to the Taxonomy Codes and Additional NP Information at the Board’s
website 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,

Taxopomy (Specialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: @@@ 0RS#TR isa @A‘/E fd/df:‘/ -—@M[ ﬂ/%ﬁ
Provider Taxonomy: D D DED
Provider Taxonomy: DH%DEED' I I
NP REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect, please review the following information and make corrections as
necessary. Please note: This information is required if you authorize BORIM to apply for an NP1 on your behalf.

Social Security Number:

State of Birth (if US): ELA . Country of Birth {if outside the US):
Gender: [} Mate Female
Pengities for Falsifying I £ B the Natiopal I g Application
18 U.S.C. 1001 suthorizes criminal htics agsinst an indi mhmymmﬁm&wjmwwonofmmmwwofhuwsm

h:owing}ymdwiilfuﬂyﬁ!aiﬁcs,oomealaawovmupbymytrick, scheme or device a matesial fact, or makes any false, fictitious or fraudulent statements or
representations, mmkumyfalumﬁnsmdommtmmmemmoonminnnyﬁlu.ﬁeﬁﬁomm&wdulmtmmmmormuy.lndhﬁd:.uloﬂ‘endon
are saliject 16 fines of up to $250,000 and imprisonment for up to five years. Dﬂ'mdmﬂmtmmnim&onsmmbjoctwﬁnaefwmmo.mo. 18US.LC.
357l(d)aisoamhur‘mesﬁnecot‘upmMuﬁempmdﬂmby&eoﬁmﬁithmmmmwﬂaﬂymbyrhemtmcing
statute.

1 anthorize the Board of Registration ip M to provide my NPI to any antborized hospital, health pian or bealth organization
— Sz p baes 330,04

PLEASE COPY OF THIS FORM AND MAIL THE COMPLETED ORIGINAL FORM TO :
Beard of Regisiration in Medicine, 560 Harrison Avepue, G4, Boston, Massachosetts 02118




. Massachusetts Physician Renewal Application

Physician Name; Elier M Pensc, M.D. License No.: 47131
PART A
£) Current Status: Active Renewal Due Date: 12/11/2006 Birth Date

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

[} Active [ Retiring O Inactive [3J 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 2ny change of address. Home and
Business addresses CANNOT be a Post Office Bﬁx.

2a) MAILING ADDRESS RECE“,E Please make corrections (print)
a

241 Boston Post Road NO y 18 ZBBE Mailing Address:
JA -
2 L City/Town: State:
Wayland, MA 01778 Board of Regastrahﬁn .
in Medigine Zip:______ Country:
1 Check here to change this address
2b)H S
b) HOME ADDRESS Home Address:
City/Town: State:
Zip: Country:
Phone: Home Telephone: { )
[ Check here 1o change this address Home address cannot be a Post Oﬂf ce Box
20) BUSINESS ADDRESS Business Address:
241 Boston Post Road
JA City/Town; State:

Wayland, MA 01778 Zip: Country:

Business Telephone: { )

Phone: (508)358-5707
[l Check here to change this address Business address connot be a Post Office Box

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

4) Fax Number: 508-358-5709

5) Specialties (See Renewal Instructions, page 4.} Delete? List Additional Specialties:
Gynecology O
)
O

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AOA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology o
0
8
0
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Massachusetts Physician Renewal Application

Physician Name: Ellen M Penso, M.D. License No.: 47131
(See Renewal Instructions, page 4.} Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are pow licensed to practice
a) Massachusetts: ‘
b} Federal (DEA): | 9) States where you were previonsly licensed
¢) Federal (DEA) XS:

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

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

Newton-Wellesley Hospital M@W 1ON) M A

gigyain;

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

Average weekly hours involved in: a) inpatient care 6 hrstwk Change to: O hrsiwk
b} outpatient care 54 hrsiwk Change to: 20 hrs/wk

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

[0 insurance Carrier (compiete below)

Current Insurance Carrier: ProMutual Group Change to:
Policy dates:  From _Q/j_f{/ Oé To {130 10%
Type of Policy: [J Claims made with tail coverage Occurence Policy

L3 Letter of Credit subject to Board approval {Artach a copy.)

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

Check one: £J  Not involved with direct or indirect patient care in Massachusetts
(7] A Government Employee under Federal Tort Claims Act (FTCA}

[0 Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 3.) Yes No

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

Page2ot9
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: Massachusetts Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

In questions 14-21, the phrase "time period" refers to the following ~ all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. (Sze 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 additionat information and definitions.

YES NO

14) CLAIMS MADE

a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period? (see above).

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

15) CLAIMS CLOSED

Has 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 LAWSULTS
Question 16 refers to claims or actions related 1o 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 ¢laims, filed against you during
this time period?
b} Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application 10 any governmental authority, health care facility, group practice,
employer or professional association?

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

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

d) Have you been the subject of a disciplinary action taken by any governmental authority, 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 obsofete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limiled, 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 tiability insurance carrier?

22y CME CERTIFICATION: .
a) Have you completed your CME requirements preceding your renewal date? w Yes [] No
b) If no, are you requesting a CME waiver? [JYes [ No

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

CME EXEMPTION: (check one) [J Inactive Staus L] Residency/Feilowship training

Page 3 of 9



: Massachusetts Physician Renewal Application o

Physician Name: Ellen M Penso, M.D, License No.: 47131 —:';
PART C ~
i

Check One: PHYSICIAN PROFILE ifs

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

{1 Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections. {
(|

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

CERTIFICATIONS

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

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

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

4} 1 centify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to G.L. ¢. 112,
sec. i2A.

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

63} 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. S or any Board regulation.

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

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

perjury.
9) 1 certify that | have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) 1 certify that 1 have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.1 19A.

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

12) 1 certify that 1 have complied with my obligations to disclose my ownership interest in anv partnership, corporation, firm or other
legai entity to which [ have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. I2AA.

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 Syste%r Board only and that it will not necessarily disqualify me from

ficensure.
Signature; W Date: ]! / ! /()é

[y v
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: Ellen M Penso, M.D. License No.: 47131 -

NATIONAL PROVIDER IDENTIFIER (NPD) o

4

The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transacticms;,n
The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs

and health care purchasers for purposes of conducting these business transactions.
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NP1 by May 23, 2007,

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

[}

Option 1: 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 NPI Number,
you must notify the Board, Please complete the NPI form at the Board's web site at www.massmedboard.org.

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

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf.

Option §; if your license status is INACTIVE, you may elect not to obtain an NPI number,

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

& My current NP1 is: m@m [—3.__] m m

£ 1 have personally applied for an NPI. (You must provide your NP1 number to the Board when received.)

[3 1 have applied for an NPI using a third party (enter name): {fallow instructions for Option 3)

L] By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NP1 on my behalf,
D3 As an inactive physician, I do not wish to obtain an NPI.

HIPAA TAXONOMY CODES

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

Taxonomy (Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: E] @ @ @ m&wmblﬂm%?
Provider Taxonomy: D D I:]:l D [] D D ED
Provider Taxonomy: I___l D D:] L__J D D D l_]—]

NPI REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect, please review the following information and make corrections
as necessary. Please note: This information is required if you authorize BORIM to apply for an NP1 on your behalf,

Social Security Number:

State of Birth (if US): FL A. Country of Birth (if outside the US):

Gender: [ Male 2 Female
Penalties for Falsifying Information on the National Provider ldentifier Application

18 U.5.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false.
fictitious or frauduient statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years
Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gait
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination
I authorize the Board of Registratiop in Medz‘ ine to provide my NPT to any authorized hospital, health plan, or health organization

Date: _f] /| | | [ff
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 OTHER PURPOSES.

Page 7 of 8
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Massachusetts Physician Renewal Application

Physician Name: Ellen M Pease, ML.D. License No.: 47131
PART A
1) Current Status: Active Renewal Due Date: 12/11/2008 Birth Date:

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 Active 1 Retiring I inactive [ Do not wish to renew

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

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

2a) MAILING ADDRESS
241 Boston Post Road Mailing Address:
1A ‘
Wayland, MA 01778 City/Town: State:

Zip: Country:

[J Check here 1o change this address

2b) HOME ADDRESS Home Address:

TERE L e g City/Town: State:

Zip: Country:

Phone: g! NOY 10 2008 i Home Telephone: (____)

03 Check here ta change this qygsgsy of Registration Home address cannot be a Post Office Box

2¢) BUSINESS ADDRESS in Medicing Business Address:
241 Boston Post Road
3A City/Town; Siate:
Wayland, MA 01778 Zip: Counlry:

Business Telephone: ( )

Phone: (508)358-5707
I} Check here to change this address Business address cannot be a Post Office Box

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

4) Fax Number: 508-358-5709

5) Specialties (See Renewal {nstructions, page 4.) Delete? List Additional Specialties:
Gynecology O
a
O

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

(See enclosed instructions and Renewal Instructions, page 4.)

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Subspeciaity Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology 0
[
O
0
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Massachusetts Physician Renewal Application

Physician Name: Ellen M Penso, M.D. License No.: 47131
(See Kenewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetis:
b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) XS:

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

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

4 on

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

Newton-Wellesley Hospital /‘/IELV T M /} O
i
|
O

|

11) Care of patients in Massachusetts (Se¢ Renewal Instructions, page 4.)

Average weekly hours involved in: a) inpatient care  .._.0  hrs/wk Change to: hrsfwk
b} cutpatient care 40 hrowk Change to: hrs/wk

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

B Insurance Carrier {complete below)

Current Insurance Carrier: ProMutual Group Change to:
Policy dates:  From e /307 2¢08  To (/30 1 2004
Type of Policy: [ Claims made with tail coverage B Occurrence Policy

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

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

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

Check one; O  Notinvolved with direct or indirect patient care in Massachuselts
[0 A Government Employee under Federal Tort Claims Act (FTCA)

O Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) Yes

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

No

Page 2 of 7
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Massachusetts Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

In questions 14-21, the phrase "time period™ refers to the following -- all time from the day you signed your last &

license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal [nstructions for additional information and definitions.

YES NO

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

15) CLAIMS CLOSED
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim} been
resolved, settled, or adjudicated during (his time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to praclice 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 maipractice
claims, during this time period?

17} CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Have any criminal offenses/charges against you been resolved during this time period?
¢} Are there any criminal charges pending against you today?
d) Are any 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?

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or sumendered Lo 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, teeminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily resiricted, limited or terminated your insurance coverage in response to an inguiry by
a medical liability insurance carrier?

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

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

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

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

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

e
it
£

i
1]
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Massachusetts Physician Renewal Application -
Physician Name: Ellen M Penso, M.D. License No.: 47131 '

Check One: PHYSICIAN PROFILE

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

I have reviewed my Physician Profile and attached a copy of the Profile with corrections. -

0
[ My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

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

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

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

4) I certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to G.L. ¢. 112,
sec. 124,

5) I centify that [ have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢, 112,
sec. 12A 172,

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

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

8) I certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my licensc shall not be issued or rencwed untess 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 to G.L. 62E.
10) I certify that I have complied with my obligations related to the withholding and remiiting of child support pursuant to G.L. c.119A,

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

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

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, 1
understand that a criminal record check may be conducted 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: %ﬂ{@/f/] pwe: 1 1 Y OF

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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iIQARD OF REGISTRATION IN MEDICINE IMPORTANT -- READ, COMPLETE AND SIGN —
ROOM 1507 -~ 100 CAMBRIDGE STREET
BOSTON, MASSACHUSETTS 02202

RENEWAL APPLICATION

1986-1988

PURSUANT TO M.GL. ¢ B2C, § 48A, | CERTIFY
UNDFER THE PENALTIES OF PEAJURY THAT |, TO MY
BEST KNDWLEDGE AND BELIEF, HAVE FILED ALL
STATE TAX RETURNS AND PAID ALL STATE TAXES
REQLHRED UNOER LAW

5O BEC

AITIONAL

YOU MUSTEIGN B

X

APREIUANTE Sla st

LICENSE NUMBER

Lone

Py

RLGIGTRATION Wi}

PAY THIS OATE TO BE BENEWFD
FEE LATE FEE
AMOUNT MO A i

MO 47131 100,00 [(100.00] 01| L5} a6

- PLEASE PHINT ANY NAME OR ADNRESS
55 CHANGES BELOW

or  ELLEN M PENSO

e=

S - -

5% -

QE L e Wl ek e L OW THIS LINE

SEE AEVERSE SIDE ( :

YOU ARE REQUIREDN] PLETE THE QUESTIONS
ON THE REVERSE StDE OF THIS APPLICATION. (SEE
THE ENCLOSED INSTRUGTIONS FOR DETAILS.)

{F YOU ANSWERED “YES" TO ANY OF THESE QUES-
TIONS, YOU MUST CHECK THES BQOX.

PLEASE USE THE ENCLOSED RETURN ENVELOPE

{ THIS APPLICATION MUST BE SIGNED AND
NOTE! ReTURNED WITH A $100 PAYMENT. A
CERTIFIED CTHECK OR MONEY ORDER 15
PREFERRED. PERSONAL CHECKS ARE

@, ACCEPTABLE.

PAYABLE TO:
COMMONWEALTH OF MASSACHUSETTS
P.C. BOXG
BOSTON, MASSACHUSETTS 02297

3500600471318 011586 10000000004



Print Nama: . E':[/Z:/u FCS- NS 0 N [ ate of Birth: _ ,
 Medical School: UN!LA?j _Lm_w E"%ate of Graduatlorb/ ? _7.2_. R

You must read the instructions enclosed wnth this form (o answer queshons 1-12.

1. Principal Speciaily{ies}: 06/@)//1) ot 2. Principal work setling: ____xﬂ.':}"f é (J[F} C _
4. Principal business address, gg B A' 'S\ #/

3. Home address: — —

5. List all hosputals a1 which you have currently effective privileges:

8. States other than Massachusetis in which you are licensed lo practice: m -

7. Have you been a defendant in any malpractice suit commenced since 10/1/837

8. Have you beegn a defandant in any crimingf proceeding other than minor traffic offenses commenced since 1a/1/837

8. Has any disciplinary action been laken against you in the last tan ysars, by any govarnmental authority, by any hospital or hasith cara tacility, or by any
professional medicel association linternational, national, slate or local)?

10. Has your privilege to possess, dispense or prescribe controiled substances ever been suspended or revoked in this stale or any other?

11 { have complatod my C.M.E. requirements batween 1/15/84 & 1/15/85 as {ollows: __.A .[1)

12. [ am an active _14 inactive -~ _ praclittoner. {Chack ons)
i HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT THE ABOVE INFORMATION (5 THUE.

(YOU MUST ALSO SIGN THE FRONT OF THIS CARD)

SIGNATURE



DIVISION OF REGISTRATION IMPORTANT — READ, COMPLETE AND SIGN — PIT DaGivm 1 wive —..

ROOM 1520 — 100 CAMBRIDGE STREET PURSUANT TO M.G.L. C.82C, 548A, | CERTIFY APPLICAT IDN INDICATES THAT I :
BT O A S A U T TS 02202 O AL ENAE fas b AL EATLIOMY A TTEST UNDER THE PAINS AND
BOARD OF REGISTRAT ION LU IAED DR AW D PAIY ALL STATETAXES pENAITIES OF PERJURY TO THE
IN MEDIC INE s0 sec , COMPLETION OF CONTINUING -~
Fofti , EDUCATION REQUIREMENTS IN

AS A REGISTERED COMPLIANCE WITH THE BOARD'S

PHYSICI AN STATUTES AND/DR RULES AND
X A A ggﬂ REGULATIONS.
LICENSE NUMBER PAY THIS DATE 1D HE RENEWFD
MO FEE LATE FEE
e REGIIRATIONKD Pt o ML ORI o ASE USE THE ENGLOSED RETURN ENVELOPE
MD 47131 100. GG 100000 G115 84 (Wote,] IS, APPLICATION MUST BE SIGNED AND
S S S ! AETUANED WITH A CEATIFIED GHECK OR
oz PLEASE FAINT: ANY NAWE O AGDAFSS MONEY QRDER — PAYABLE TO:;
13 .
g; ELLEN M PENSO S COMM. OF MASS.
b3 P.O. BOX 6
§u L BOSTON, MASS, 02207
8¢

e U (Y UNCERTIFIED PERSONAL CHECKS/BUSINESS
DO NOT WRITE BELOW THIS LINE ey CHECKS WILL NOT BE ACCEPTED.

3500600471318 011584 10000000009



1. Principal Specialtylies): * l 3 I 6‘4 l i l 2. Principal wotk setting: ¥ 3 13[

3. Home Address: . _ 4. Primary work addross; 5_2 OA}/ S“f‘ #:22 ‘?

e | . o Someeatfle Ha cory
§. States other than Massachuselts in which you are licensed ta prastice: fV/A

| YES Che
6. Has a judgement been returned against you i 2 maipractice suit since 1/15/827

7. Have you ever beon cotwicled of any criminal offensae othar than minor traffic offenses?

8. Has any disciplinary action been taken against you in this state or any othe?

9. Has Qo'ur' pfivilede to possess, dispense of prescribe controlled substances ever been suspiended or revoked
in this state or any other?

10. | have completed my C.ME. raquirements betwoen 1/ 15782 & 1/15/84 as follows: * 1 QJ J_ J

| HEREBY CERTIFY UNDEH THE PENALTY OF PEHJURY THAT (HE ABOVE INFORMAYION 1S TRUE, 2’ LA AT o .
SHANATURT,
*SEE GODE SHEET _ {(YOU MUST ALSO SIGN THE ERONT OF il4ls5 ¢-ARD)




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 ail attachments for your own records; you will need copies for credentialing and other purposes.

* Remit $250.00 for renewal fee.
* Add late fee of $25.00, if necessary.

* Return renewal application in GREEN envelope,
* Enclose check with coupon in BLUE envelope

Registration No.: 473131

If you want to change your current status, please indicate below: (Check one).
[T] Inactive (see below *)
Please make corrections (type or print)

7] Active ["] Retiring (see instructions)

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

3.A) Mailing/Home Address:

ELLEN M PENSO, M.D.

B) Businese Address:
58 DAY STREET 8TE 229
SOMERVILLE, MA 02144-2800

Home Phone:
Business Phone: (617)628-3710

4. A) Date of Birth: Sex: p
B) 8S#:

5. A) Name of Medical Schooi:

Universgity of Miami School of
Madicine

B) Year Graduated: 19777  C)Degree: pm Year Graduated: Degree: [ ] M.D. [[] D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code{s)  Hours per Week in Mass. i
GYN 60 Gdynecclogy e
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: 06 Code:
8. Drug License Numbers, if any: Federal (DEA Y-
A) Federal (DEA): rederal (DEA):
B) Massachusetts: )
9. A) Other states where you are now licensed to practice
Abbr: Abbr;
B) States where you previously were licensed to practice
Abbr; Abbr:

Renewal Date: 03 /08/1999 1. CurrentStatus:  potive

NOY G H 199

7] Do not wish to renew

Other Name(s):

Mailing Address:
City/Town: State:

Zip: _ . Country:

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

Home: ( )
Business: )
Date of Birth: (M/D/Y): __/_ /. Sex: [ M [JF

SS§#: - -

Full Name of Medical School:

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

&




PRINT NAME AND NUMBER: Last Name: P 5 7\/5 O Registration Number: 7 7/ 3/

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). Nextto
each facility, write the approximate percentage of patient care hours that you provide in each facility.

Facility Code: ___75/ v/ (AP) /00 % Facility Code:__J[/ v (AP)_()_% Facility Code: 2991 _am_O %
FacilityCode: ___/ (AP)____ % FacilityCode:_____/ (AP) % Facility Code:_____ / (AP) %
If 999, print name(s):
11. My medical malpractice insurance is covered by a) [3“Insurance Carrier  b) [7] Letter of Credit
Name of Insurer; PROMYTUAL Alternatively, indicate as follows:
[ am registering with Active status but [ am not covered by medical malpractice insurance because I am (check one)
a) [[] Not involved in direct/indirect patient care in Massachusetts b} [] Otherwise exempt
Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes [I) No
13. A, What is your principal work sefting? (See Table4) _/ j_i
B. Care of patients in Massachusetts (see instruction booklet).

1) Average weekly hours involved in: a) outpatient care S E hrs/wk  b) inpatient care (2 hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? 25 %
PART A — TIONS ONLY TO THE PAST TWO (2) YEARS
uesti through 22 refer to the past two (2 rs only, Check either YES or NO (NOT N/A) to each guestion. Provide
detai orm R forall ¥ NSWErS exce uestion 22, Refer to the instruction booklet for addi |l information gnd
efinitions. You must answer ALL tions, or this form will be returned to you and license renewsl m ed.
YES NO
14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally

settled or adjudicated, whether or not a lawsuit was filed in relation to the claim? '

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

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine,
or your prefessional 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 association?

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

20. Have you withdrawn an application for a medical license or been denied 8 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 professional competency or conduct on your coverage or have
you voluntarily restricted, limited or terminated your insurance coverage in response to an inguiry by a
professional lisbility insurance provider?

22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? 4 Yes [] No
] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [] Training Program exemption

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

s Pursuantto G.L. ¢. 112, § 2, I ill ot charge to or collect from a Medlcare beneficiary more than the Medicare fee schedule smount.

o  Purivant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, 1 have filed aif Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or out of the United States.

s Pursuant to G.L. ¢. 112, § 1A, I will fulfilt my obligation to report abuse er neglect of children as required by G.L. c. 119, § SIA.
o I hereby certlfy under the penalties of perjury that all the irq@anaj!on on the Renewal AppHcation and Form R Is true.

Signature: &‘4‘//(_/__3/‘), 1 A0 4D pate: /L 1.8 19L
YOU MUST SIGN AND INCLUDE PART B, PAGE 3, WITH YOUR RENEWAL APPLICATION

—m———



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Baston, 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.
The Board will charge a fee for each copy.
* Remit $250.00 for renewsl fee, * Return renewal application in GREEN envelope.
* Add late fee of $25.00, if necessary, * Enclose check with coupon i in BLUE envelope

Registration No.: 47331 Renewal Date: g1 /08/97
1. Activity Status: Active [7] Retiring (see instructions)
(Check only one) [ Inactive *{see below) [ Do not wish to renew
2, Gther Name(s), if any, under which you were licensed: Corrections (tymﬁ}: .
Other Name(s): TN MEDICINE
3. AMaili . :
Mailing/Home Address: Mol Addrens
ELLEN M PENSO, M.D. City/Town: State:
Zip: Country:
B)Business Addresas: Other Address:
58 DAY 8T STE 229 City/Town: State:
SOMERVILLE, MA 02144-2800 Zip: Country:
Hon_le Phone: g:;?:e:ss: H
Business Phone: (617) 628-3710
] Date of Birth (M/D/Y): __/ /  Sex(M/F): __
4. A) Date of Birth: C) Sex: g Lic. [ssue Date (M/D/Y): __/ _/___ SS#:

B) Lic. Issue Date: D) 88#:
01/12/81 Fuil Name of Medical School:

5. A)Name of Medical School:
University of Miami School of

Medicine ‘
B) Year Graduated: 77 C) Degree: MD Year Graduated: ____ __ Degree (MD/DO):
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass.

Code(s)  Hours per Week in Mass, R

aGYN 60 Gynecology e e
' If OS, Print Specialty:

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

Code: oOG Code: Code: _~~~ Code:
8. Drug License Numbers, if any: -
A) Federal (DEA): Pederal (DEA):
B) Massachuselts: assi. o L : e
9. A) Other states where you are now licensed to practice
Abbr; Abbr:
B) States where you previously were licensed to practice
Abbr; Abbr;
*If requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts @




A

N '
PRINT NAME AND NUMBER; Last Name: P? N S C Registration Number: 7 ,) i 3/

10. A. 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 glgca chegk mark next to those heaith care facilities where you have admitting privileges (AP).

Facility Code:_ 7 & _/ (AP Facility Code:__ g 7.1 Z{AP) Facility Code: 277 1_(AP)
Facllity Code: _ __{ - {AP) Facility Code:___71 /¥ {AP) Facility Code:____ __ /. (AP}
1f 999, print name(s):

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

Facility Code; /(3 §  Facility Code:__ Facility Code:_
1f 999, write Name(s):
t1. My medical malpractice insurance is covered by a) v Insurance Casrier b) Letter of Credit

Name of Insurer: Vﬂ GMuTUAL

Altemnatively, indicate as follows: | am registering with Active status but [ am not covered by medical malpractice insurance because

Facility Code:__ __ _ Facility Code:__

I am {check one) a) Not involved in direct/indirect patient care in Massachusetts  b) Otherwise exempt

Please explain exemption:

12, Are you currentty in & post-graduate teaining program in Mass. as a resident or clinical fellow? (check one) [} Yes M No
13. A. What is your principal work setting? (See Table 4) _J_ _£
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care ﬂhmfwk b) inpatient care _ﬁ_hnlwk

2) What is the approximate percentage of your patient care hours in primary care ? %

2 refer st two (2) years only. Check either YES or NO (NOT N/ ch question. Provide
(] pswers. Re he tion book)e ddttiona] informs
INT ST TWO ARS:
] YE§ NO
14, CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally settled or

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

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

16. Has any lawsuit, other than a medical malpractice suit, which ia 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 the 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 controlied substances been surrendered to or suspended, revoked,
denied or restricied by any state or federal agency?

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

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or
placed any condition retated 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 ffability insurance provider?

22. Have you completed your CME requiremerits preceding your renewal date (see instruction bookletj?

3 Waiverrequested ©  (walver form due 30 days prior to dats of license expiration). [] Training Program exemgtion

See [nstructions for CME requirements, Do not submit documentation of your CMEs with your renewal application.
RENEWAL APPLICATION CONT ON PAGE 3. }uz QUESTIONS ON PART B MUST BE ANSWERED.

Signatre | Vg,:l;/ & OG- CAL) owel! 1 121 5%




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

Registration No. Status Fee  RenewalDale  Late Fee
47131 ACTIVE $35000 o4 /0g/95 $25.00 Coriection of Malling Address
Malling Address: Address (Mailing):

ELLEN M PENSO, M.D.

_ ~ _ ..:A:F-'.\‘NOLD L. SPERLENG. M.D /
Pirections: Before proceeding, p! real GYNECOL e - o o cou |
OBY. INFERT Ty AND .
lease PeY. Gy

» Fallure to renew In a timely manoer w
ability to practice medicine In the Comr

* Add late fee If necessary. 280 Boston PosT . ‘
OAD .

*» Make & copy of this form and all atta WAYLAND, pma 01778
credentialing and other purposes, The Bs (608) 358.5707 ' SOMERW?_?_ :AY STREET
: MA 02144

» See instructions on detachable coupon 617 628.3719

January 8, 1995

Pre-Printed Information
1. Other name(s), if any, under which y Board of Re i .
str. i
10 West Strezt ation in Medicine

2.Business Address: Boston, mMa 02113

58 DAY STREET #229
SOMERVILLE, MA 021

3. Date of Birth: Renew . .
Lic. Issue Date: 01./12‘/81 al APP'lcanon Form,
Home Phans © Bwelr Sincerely,
_ (61 ¢c T
4. Name of Medical Schaol: Ry -
University of Mia C (/C, oy
Medicine g/’\'{}-»é‘ YYD
Year Graduated: 77 Ellen M. Penso, M.p ‘
rmb

3. a) Other states where you &re n
b} States where you previously
' Enclos .
6. Specialty Code(s) (See Table 1 ure: $3.00 check
Code  Hours per Week
OBG 60 Obste
GYN O Gynec

7. 1f you are currently Americar
Code: 0OG

8. Drug license number(s), if ar

9. Activity Status: [ am appl
* Thereby certify that if requesting Inactive status, 1 wiu s . .

|




PRINT NAME AND NUMBER:  Physician Last Name: . ENSO Registration Number: 7 7/ 3/
10. a) Current health care facility(ies) at which you have completed the credentialing process for the provision of patient care, Supply the
codes from Table 3 a.nd pl eck mark nem 1o those facilities whete you have adm:lung privileges (AP).

e 4 299, _ .

Facility Code: 2. Facility Code: 0.6 ...2. .. {(AP) Facility Code: 20
Facility Code: _Q _Q. _L. / JLANE (AP) Facility Co0e; mmm am cae | e (AP) Facility Code: - ./ . (AP)
If 999, print name{s):

b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
{See Table 3)
Faeility Code: ...é .Q. X_ Facility Code: ee e e Facility Code: o e . Facility Code: . ___ Facility Code: o e e
If 999, write name(s):

11. My medical malpractice insurance is covered by (a) Insurance Carrier A (b) Letter of Credit If applicable, check one.
List Insurer: WA i‘ﬂmmj, ZQMQS,E AL Tasuh e Jden.

Abiernatively, indicate as follows: 1 am registering with ACTIVE status, but { am not covered by medical malpractice insurance because I am
(Check One): {i) Not involved in direct/indirect patient care in Massachuseus (i) Otherwise exempt:
State how otherwise exempt:
12. Are you currently in a posi-graduate training program in Mass. as a resident or clinical fellow? Yes

13. 8) What is your principel work setting? (See Table 4y _J_ 3

No ..& (Check one)

b) Care of patients in Massachuseits (See instruction booklet.) Z
i) How many hours per typical week are you currenily involved in ouipatient carc in Mass? hrsfwk
it) How many hours per typical week are you currently involved in inpatient care in Mass? hrs/wk

¢) Approximately what percentage of your patient care hours are in primary care? /-

(See tnstructions for definition of primery care.} 2 o
Questions 14 through 24 refer to the past two years only. Check either YES or NO (NOT N/A) 10 e.uch quesuon Provide details on
Forms R-1 and R-2 for all YES answers. Re g

[ IN THE PAST TWO YEARS: | YES NO
14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been fi lml]y settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? .. "
15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled adjudlcawd or otherwise resolved,
whether or not a lawsuit was filed in relation 10 the GlEIM? ... e
16. Has any lawsuit, other than a medical malpractice suit, which is related 1o your competency to practice medicine, or your pro-
fessional conduect in the pracnce of medicine, been filed agamst you by 3 panem, or been settled, ad_ludlcawd or otherwise
rezolved? . . v erivene Rt b n e
17. Have you been clm'ged wuh any cn.mmal offense. other than & minor t:affic vloiauon" ........
14. Have you been formally charged with or disciptined for any violation of the rules, by-laws or standards of practice of any
govemmental authority, health care facility, group practice or professional society or association? ....,....
19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
or restricted by Briy State OF fEAEral BEENOYT .wcerermrsirmsresssererssecssmsserssiasiosastsassses ossssassussesasas ves oty 115 8se 448 aet a8 rasn st seceareen
20. Have you withdrawn an application for a medical license or bean denied a medical license for any reason? .......ceeiciiienin.
21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage ot
have you voluntarily restricted, limited or terminsted your insurance coverage in response 1o an inguiry by & professional
liability insurance provider? ........ S rneamEerares reeerae R R eTRS AR ARt Hhon rene Sa e ere AEasranandhen Feden e sa e Taes et e e nRa S TRETARA AR A RS RS rves e s reees
22. Have you been diagnosed with or do you have a medlcal condition w}uch limits or impairs your ability to practice medicine? ..

23, Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability 10 practice? ......ocu....

24, Have you volunta.rily modified or otherwise limited your scope of praclice of medicine for any reason other than a medical
condition? .. . " eerenpigpsensanass

25. 1 have complewd my CME Teguirements in t.hc tWO years precedmg my renewal date Yes
No, training program exemption {see instruction booklet).
If requesting & weiver you must {ill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.

« Pursuant to G.L. ¢. 112, sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.

» Pursuant to G.L. c. 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowiedge and belief,
1 have filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law, NOTE: This applies
even If you reside out-of-state or ont of the Unitad States.
+ Pursuant to G.L. ¢, 112, sec. 1A, I hereby certify that I will fulfil my obligation to report abuse or neglect of chlldren as required by
G.L.c, 119, sec. 51A.
+ I hereby certlfy under the pains and penalties of perjury that afl information on this form and Forms R-1 and R-2 Is true.

Signature: /&/.Ir < NN Date; € g/qﬂ’f

-

No, waiver requested




14232 0000

I. PHYSICIAN INFORMATION

GELLEN e Ve PN e
First Name Middle Inirial “Last Name ™~ Suffix

Mass License #_ 47181 First Issue Date _G1/12/81 .. ..
License Status... Active

Hospital Affiliation

58 Day St, Ste 229 Newton-Wellesley Hoapital

Somervilie, MA (2144.2800 Somerville Hospital

U.S.A, Deaconess-Waltham Hospital

(617) 628-3710 New England Medical Center Hospitals

Make address corrections Here: ... iake an;ﬁ)rre DS 10 QDOVE JIIC. oo oop oot

Insurance Plan Affiliation: Licenses Held in Other States:

TUETS) PRaRIM, RAYRIITE 0 BLVE. Accepting New Patients? D{es I No
HCVH fHES T e

Accept Medicaid? [I¥es Q{o

(Please correct as necessary}

I1. EDUCATION & TRAINING

University of Miami School of Medicine MD o 7
Mo Sehosl e

e —— :
. 1;5;)5‘1;3 }gﬂg%%szw “ \%Lrﬁ@(“we ies St 34772 1 Y98 Ena. . '

Residency Program(s) Start”

Residency Program(s) Stare

111, SPECIALTY BOARD CERTIFICATION
Primary Specialty.  Obstetrics and Gynecology Certifving Board Name:  Board of Obstetries and Gynecology
Secondary Specialty: Gynecology Certifying Board Name;
Make any corrections here: Make gty corrections here:
MAM; < PLciAtty = @Vf(ﬁ[&jy Mjg o). 8&%& oF
& Sy = A o@.;mzc.s v. ,.@Nzc ;7/@7

1986

Board of Registration in Medicine Physician Profile



14232.0000

1V. BOARD DISCIPLINE
Final Decisions and orders issued by the Massachusetts Board of Registration in Medicine.

Nature Date Board Action

V. HOSPITAL DISCIPLINE
Hospital

isciplinany Action

g

V1, CRIMINAL CONVICTIONS

The Board of Registration is unable to obtain accurate data for this category at the present titne, This information wili be
included when the court system is fully computerized. Please list any criminal convictions. Include conviction date and nature

ofcomplaint  aweme .

VII. MALPRACTICE
Details of claims paid for Dr. PENSO

No. of Years in Practice: #

Dae ... AmountPaid 00000 Basis for Complaint

Date ™ ot Paid Basis for Complaing =" s
Date " Amount Paid Basis for Complaint ~

Date . AmountPaid . Basis for Complaint

Date.. ... . AmountPaid ... Basis for Complaint
Date. ..o AMOUNE PAIG o Basis for Complaing

VI, PHYSICIAN HOMORS & PEER-REVIEWED PUSLICATIONS
Please enter any peer-reviewed publications to which you have contributed and any awards for community service or
professional recognition you have been given.

Awards, Honors Publications

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

Board of Registration in Medicine Physician Profile



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

1993-1995 Physician Registration Renewal Application

Registration No, Status Fee
97131 ACTIVE: $25000 (1/04/935 %28,
Mailing Address:

Drs ELLEN M PENSO

Renewal D..;,Lc Laie Fee

Correction of Maillgg Address:

Address (Mailing):

City/Town:
State:
Country Code (Sce Table 1):

Directions: Staple check to bottom of form. Add late fee if necessary,
« Questions 1-8 include information from Board files. Please correct as necessary in the boxes

provided on the right hand side of the page.

+ Before proceeding, please read the instruction booklet. Some guestions are optional.

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

» Enclose the $250.00 renewal fee by means of a centificd check, money order or personal check rady

payable to the Commonwealth of Massachusetts,

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

2. a) Address (Home):

h) Address (Business):
>0 VDAY STReeT #229

SOMIRVILLES, MA 02744~

3. Date of Rirth: Sex: F
Lic.Issue Date: 31/12/751 $S#:
Telephome Number:
Home Business

’ (617)0628-3710

4. Name of Medical School:

yniversity of Miami Schooal
of Meagicine
Year Graduated: 7 7 Degree: M D

5. a) Other states where you are now licensed to practice (Abbr):
b) States where you previously were licensed w practice (Abbr):

6. Speciaity Code(s) (See Table 2):

Code  Hours per Week in Mass.
DLk &0 Obstetrics ana Gynecology

3]

7. a)  you are currently American Specially Board Certified, enter Coxles:  (See Table 3)

Code: 03 Code:

b) If you previously were American Specialty Board centified, but are no longer,

please enter codes of prior certification:  (See Table 3),
Code: | , Code:
8. Drug License Number(s), if any:  a) Federal (DEA)
b} State (MA)

Correctlons of Pre-Printed Information m

Name:

Address (Home):

City/Town:

State: Zip;

Country Code: If 999 print Country:
Address (Business):

City/Town:

Country Code: If 999 print Country:
Date of Birth (M/D/Y):  meeerdeme—  Sex (M/F):
Lic. Issue Date (M/D/Y): i I S54:
Telephone Number:

Home: { ) Business: ( )

Full Name of Medical School:

Year Graduated: Degree (MP/DOY:
Code Hours per Week in Mass,
LY N 3¢
If OS, print spzcialty:
Code: Code:
Code: Code:
Federal (DEAY
State (MA): -— 4

9. T have completed my CME requirements in the two years preceding my renewasl date;  Yes l.  No, waiver TEQUESIEH s
You must fill out a separate Waiver Form. The weiver must be granted by the Board before your license will be renewed. See imstructions for

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

[Stap!e Check Here I '




PRINT NAME AND NUMBER: Physician Last Name: FZ MSO Registration Number: :]r ; 2 3, !

10. Activity Status: I am applying 10 be registered with the following status:  Active _& Inactive
= Y hereby certify that if requesting Inactlve status, I will not practice medicine, including writlng prescriptions, tn Massachusetts,

11. My medical malpractice insurance is covered by (2) INSURANCE CARRIER X _or (b) LETTER OF CREDIT____ If applicable, check one.
List Insurer: Jownvt PunerwtiTivg of MASS.
Alternatively, indicate as follows: | am registering with ACTIVE status, but I am not covered by medical malpractice insurance because I am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS: . (i) OTHERWISE BEXEMPT: e

(State how otherwise exempt):
12, Current Health Care Facility Affiliations. Supply the codes from Table 4 and place & check mark ntext o those facilitics where you have
admitting privileges (AP).
FmﬂityCode:.ﬁ_.l_\{/ (APy  Facility Code: _Q _{o 7 1 _&(aPy Facitity Code: 2. 4 4_ / . (ap)
Facility Code: O | 1 V_ (apy  FacitityCode: L _Q & ) ¥V (apy  Facility Code: o __ / __ (aP)

If 999, print name(s). :
Additional hospitals at which you previously held privileges and other health care facilities with which you were associsted in the past 2 years.
" (See Table 4.)
FacimCode: e e e FCAlIY Code? i s e Facility Code: o Facility Code: o .. Facility Code:

If 999, write name(s):

13. Are you currently in a post-graduate training program in MA as a resident or clinical fellow? Yeg Nn_)_{_ (Check one)
14. ) Whatis your principal work secting? (Seo Table ) _J_ 5

b) Care of patients in Massachusetta (MA) {See instruction booklet.) Iy
1) How many hours per typical weck are you currently involved in outpatient care in MA?_Z_i hrs/wk in MA
ii} How many hours per Lypical week mw you currently involved in inpatiens care in MA? hrs/wk in MA

Questions 13 through 23 refer tn the paxt fwo vears only, Check elther YES or NO (NOT N/A) to sach question,
Provide demils on Form 15A for ail YES answers. i

IN THE PAST TWO YEARS:
[N THE PAST TWO YEARS] YEs N0

15. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in relation to the ¢laim? ........

‘ 16. Have you been charged with any eriminal offense, other than a minor oraffic VIOIAGON T ... cuevecreevine s comseseeesessssreststas srsssesess

17. Have you formally been charged with or disciplined for any viclation of the rules, by-laws or standards of practice of any

18, Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
or restricted by any state of federal BEENCYT ..oicci i e e st e rieevees s s ann magsas e A e

19. Have you withdrawn an application for a medical license 0. 1 ~n denied a medical license for any 1¢ason? ......ecoveewmmrssree.
20. Have you had any mental illness which has impaired your ability to practice medicine or to function as a student of medicine?
21. Have you had en organic iliness which has impaired your ability to practice medicine or to function as a student of medicine?

22. Are you now, or have you been in the past two years, dependent upon aleohol or drugs? Ver PR S b beaba e snss snaen e s s d e msnre e
23, Has any professional liability insurance provider restricted, limited, rerminated or imposed a surcharge on your coverage?......

+ Pursuent to G.L. ¢. 112, sec. 2, I will not charge to or coltect from a Medicare beneflclary more thaw the Medicare reasonable charges.

+ Pursnant to G.L. ¢. 62C, sec. 49A, ] hereby certify under the penalties of perjury that, to she best of my knowiedge and bellef, I have
filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies even if you
reside out-of-state or out of the couutry.

. 1 hereby certify that I wiil fulfill my obligation to report abuse or negiect of children pursuant te G.L. c. 119, sec, §1A,

' « I hereby certlfy under the penalties of mrjuyﬁymmon on this form and Form 15A is true.
' -~
Sigoane: %‘/ LN LMD pue: 1/ 125782




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1991-1993 Physician Registration Renewal Application

Foa Renewal Date For Office Use Only

Aol VIS $150 Gt At d MR. / / :
6re ELLEN M PENSO Pr. 19 48
Bk, . ity /}
Ch. /
ot s L2 i

Directlons:

« Questions 1-7 inciude Information from Board fles. Please corract il 88 necessary.

« Before procesding, please read the instruction bookiet,

« Answer ail non-optional questions complately. {The instructions specily which questions are optional) '

« Make a copy of this form and all attachments for your own records--you must give health cave facilities copias for credentiafing purposes. The Board charges i
$3.00 plus postage lor each copy fumished.

s Enciose the §150.00 renewal fes. by means of a cartified aheck, money order or '

ersonal 1o the Commonweaith of Massachusetts.

Activity Status:
| am anplying to be registared with the following status: Aclive___ ¢~ Inactive
" hereby certity that if requesiing inactive atatus, | will not practice medlaine In Massachusetis.

+Printed iInformatlon Corrsotions of Pre-Printed Information i
1. Other Name(s), if any, under which you were licensed: Name:
N
2. a) Address (Homa): Address: SN ' o
] City/Town Lo - e
Stats: / ";' ’,;:rzflp i o
Country Gode: (I 899 write Fquntry): T L
2. b) Addrass (Business): Address: N e L
s TEY STREZT g226 Cly/Town; R &Y.
State: ' \\, _2ip; ’_._f"/
SN RVILLE, MA Jrlédée- CounryCoda, _______ (if 999, write 0&1@4{ ,‘;n_‘”-/_
S e
3. Date of Birth: Sex: ¢ Data of Birth (WD/Y): o U S AMYF):
Uc. lssue Date: 51 /1 ,./21 SSN# Uc.issueDatetMDNY):____(  /___ SSN#
Telephone Number: E

Home Business Homs; . .. Business: { { / 7) A 28-37/0

_ (71C) 628=0176

4. Modical School Code: ¢ 1,2  Year Graduated: 7 7 Degree: p | Sehoo Code: Yoar Graduated;

Name of J: {f 99998, writa School.

Jniversity of “iari School of Medicind

5. a) Other Siates where you are now licensed o practice (Abbr):
b) States where you previously ware licensed W practica (Abbv):

Dagroa (MD/DO};

[E———" —_— —— ——— i |

6. Specialty Code(s) (See Table 3):

Gode  Hours per Week In Mass. ode ours per Woek In Mass,
ey N &0

Lt J DOrstetrics ang uynechon
v

If OS, write specialty:

7.8) Are you American Speclaity Board Gertified? (Y/N) y 7B} WYES, Enter Codes:
Coda: 5  “oarc of Cbstetrics anc Gynecology | 00
Coda: Code;
8. Drug License Number(s) (if any) |optional]: a) Federal (DEA)____ b) How many DEA nos. do you have? I
c) State (MA) #M_
8. | have complated my C.M.E. requirements in the two years preceding my renews! date: YES__ L~ Waiver Requestad

(You must i out a separate Waiver Form. The waiver must be granted by the Board before your licensa will be renewed.} Sae Instructions for CME
raguirements. Do not submit documentation of your CME's with your renewal application.
S0M - B/50 - PB13871 { For Offica Use Only: Waiver Grantad Date; / / 1




mLNNAVEANDNOMsER: O\ S () o 4013

-

10, My medical malpractice insurance is coverad by {a) INSURANCE CARRIER / or {b) LETTER OF CREDIT, . I applicable, check one,

List insurer: J-U. A - of MABS T

Alternatively, indicate as foflows: | am registering with ACTIVE etatus, but t am not covered by medical malpractios insurance bacause | am (Check onaj.
[ (I} NOT INVOLVED IN DIRECT/NDIRECT PATIENT CARE: (ily OTHERAWISE EXEMPT:

{State how otherwise exampti__
li 11, Curent Hospital Affiliations (Supply the codas from Table § and place a check mark next to those faoilitios where you have admitting priviiages (AP),
‘ Faciity Gode: 1 9 n/{AP) Faciliy Code: ____ | 1+AP) Facillty Code: /O 8 1V ap)
Facliity Code: __{p '] 1/ (AP) Faciity Gode: 2+ 1.9 1//ap) Fadility Code: ______/_{AP)
) If 899, write Name({s).
| ?ggén?_gg}a ngpitals &t which you previously held privileges and other Health Care Faciities with which you were associatad in the past 4 yeare.
Facility Coder____ Facility Code: ____ Faclity Coddor _ Eacility Code: ____

A ———

#f 998, write Name(e):

12, Post Graduate Training In Massachusetts {MA} {Ses instruction bookiet.)
&} Are you currently in a post-gradusts training program in MA ae & resident or dlinleal fellow? Yes_____ No___t_/ {Check ona.)
b} Hf you are jn a MA program, are you & ) Resident____ H) Clinical Fellow____ or Il) Research Felow___ 7 (Chack cne.)
©) How many houre per typical wook do you spend in this MA post-graduate training program?, hre.Awk. in MA.

13.  Can of Pationts in Massachusatts (MA) (Seg instruction booklet.)
&) How many hours per typlcal week are you ourrently involved in culpationt care in MAT .; hrawi In MA,
b) How many hours per typloal week are you curently Involved In inpatientcare in MA? hre.Awk. in MA.

14.  Principal Work Setling. (5
a) What is your principal work setting? {See Table 6) 9

Questions 15 through 22 refer 1o the pas| four yearg only. Chack sither YES or NO (not N/A) to sach qusstion, Provide detatls an Form 15A.
! the | j kiat { dit] i ation.
: No
16. Has any panding or new madical malpractice claim been made againe! you {whether or not a laweuit was filed in relation to the claim)?......

16. Have you been a defondant in any pending or now criminal proceecding other than & minor traffic OFENBE 7, ...c.vur s ervrcerereroniesin T

17. Are any formal disciplinary charges pending or has any discipiinary action {ag defined by Board regulations--See instructions) bean teken
against you by any governmental authority, hospital or other health care fadiity, or professional medical association (intemational, national,
BLAMO OF IDOBIFT..c..ooevesivoise it st eere o tsns s sssrac st seebamasens s s aras as 1o 96985k s0et s sobt£0be 14+ 18R 1o 2 P8t Se0n HEF MRS RO AL HS SO RATObSERA L EAS A R seRAR SRSt ere e emne

18. Has yous privilege to possess, dispense or prascribe controlled substances been suspended, revokad, denied, restricted, surrendored,
ar have you been callad before or been warned by this state or any other |urisdiction including & federal 8genoy?............coverirmienrineesteronen

18, Have you withdrawn an application for & medical license or been denlad & madical Heanee for BNY MBASONT .....cce s eecseriensesessssesne
20. Have you had any mental liness which has impaired your ability to practice medicine or 1o function as a student of mediding?..........ee ...
21. Hava you had an organic illness which has impaired your ability to practice medicine or to function as a student of madicine?.................

22. Are you now, or have you been in the past four years, dependent uporn alcoho! or drugs?...........c.ee......

Pursuant to M.G.L. ¢.475, | wilil not charge to or collect from & Medioars beneficlary mors than the Medioars ressonsble charge for my setvioos.
Pursusnt to M.G.L, 0.62C 800.40A, | oertlty under the penalties of perjury thet, to my best knowledgs and bellef, | have filed sny Massachusstis alate
tax returns and pald any Massachusells stale taxes, that are required under law, NOTE: This appHas even If you reside out-of-stsie or out of the
oountry.

I certity that | wiil fulflll my obilgation to report abuse or neglect of children pursuant to M.G.L. ¢.110 ss0.51A,

1 hereby certify undor the psnelties of perjury the formation on this form and Form 15A is true.

oo 1), 7,90

Signature:




BOARD OF REGISTRATION IN MEDICINE SEE REVERSE SIDE
YOL) ARE REGQUIRED TO COMPLETE THE QUES-

TEN WEST STREET sac.sec. |
; TIONS BELOW AND ON THE REVERSE SIDE OF THIS
BOSTON, MASSACHUSETTS 02111 SENBkAL - ?ﬁﬁ’scgé%% A?ESE) THE ENCLOBED INSTRUG-
AENEWAL APPLICATION . : IF YOU ANSWERED “YES" TO OQUESTIONS 15
1987-1989 : THROUGH 24, YOU MUST CHECK THIS BOX: [ ]
PLEASE USE THE ENC{.OSED RETURN ENVELOPE
LICENSE NUMBER PAY THIS DATE TG BE RENEWED
FEE TEF THIS APP ESi

CapE TVFE REGISTRATION ND. AMOUNT Y TS I Aot NOTE! AND PETURRED WHTH A Bﬂmag‘AEYq
MD 1 47131 100 010887 ORDER 18 PAEFERRED. RERSONAL

, $100 CHECKS ARE ACCERTABLE,

Q\ PAYABLE TO:
- COMMONWEALTH OF
k MASSACHUSETTS

ELLEN M PENSO TEN WEST STREET, 2nd FLOOR

BOSTON, MASSACHUSETTS 02111

o
PLEASE PRINT ANY NAME OR ADDRESS

\‘g& \ { L\f CHANGES BELOW

YOU MUST READ THE INSE‘;}'fNS ENCﬁ l%_'l’l’l THIS FORM TO ANSWER QUESTIONS 1-26

1. Prinl Name: 2. Date of Birth: e

3. Medical School: Uni« of Hiany Schoof "Fﬂ“‘”‘f w07 X} 002 [] (checkones o o

4. Country where Medical Schoo! located: U 2 S ﬂ : 5. Date of Graduatlon: (_E,/ f I/! q ? 7

8. Amarican Specialty Board Certified? D {Check i yes.)

Which Boards?

7. Principal Specialty(ies); QRGIARACSy ‘ﬁﬂﬂcolm 4 8. Principal work safting: PRIVATE OFF(C,Q

8. Home address: Sma A S MOVE- 10. Principal busineas address; Sams AS A RCJ/Q
11, List all hospitals at which you have currently effective privileges: Fd W 95 1o 1 Y, it b
12, List all hospitals at which you have held privileges In the paat 20 ysars: SHME As 4Bole "
13. States other than Masaachusetts in which you are prasently licensed to practice: /L'U A/g
14. List any other states whare you ware praviously licensed Lo practice: i N, Z

YES NO

16. Has any medical maipractice claim been made against you in the Iast ten years (whether or not a lawsuit was filed in relation to the cleim)?

18. Have you, at any time, bean a dafendant in any criminal proceading other than minor traffic offenses?

17. Are any formal disciplinary charges pending or has any dnsch]Tnary actlon been takan against you in the last 1an vears, by any governmental
authority, by any hospltal or heglth care faclity, or by any profeasional medical association (international, national, state or focal)? i

18. Has your privilege to possass, dispense or prescribe controlled substances ever bean sUspenaed, revoked, denied, resiricied, surréndered,
ar have you heen called betore or wamed by this stats or any other |urisdiction inctuding a federal agsncy, et any tima? ]

19. Have you ever withdrawn an application for medical licensure or been denled a medical license {or any reasan?

20. Have you ever had any mental Hiness which has impaired your abitity to practice medicine or to function as a studemt of madicine?

2t. Have you ever had an organic illness which has impaired your ability to praclice medisine or 1o function as a studant of medicing?

22, Ara you now, or have you besn in the past, dependent upon alcahot or drugs?

23. Hava you ever, for any reason, lost American Spacialty Board Cartification? '

24. Have you besn denied recertification by one or mora spacially boards?
H yos, which one{e}? = . ]

28, t have completed my C.M.E. requlremants In the two years anding on the renewal date as follows: . gmplem.w D\C /"OM ; Cﬂé’

28. | am an actlve m inactive U practitioner. (Check One.}

§ HEREBY CEATIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE.
PURSUANT TO CHAPTER 475 OF THE ACTS OF 1885, § WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ABLE CHARGE FOA MY SERVIC

"PURSUANT TO M.G.L. c. 82C, § 49A, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT J, TO MY BEST KNOWLEDGE AND BELIEF, HAVE ALL STATE TAX
RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU RESIDE OUT-OF -S54 T

DATE: 4 //, V/ m

{Ses Reverss Side)




Commeonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

Registration No. Status Fee  RenewalDae  Late Pee
47131 ACTIVE %2500 o9 /0p/95 $25.00 Corkection of Matling Address
Mafling Address: Address (Mailing):
ELLEN M PENSOQO, M.D.
City/Town:
State:
Country:

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

* Fallure tv renew in & timely manner will cause your license to lapse snd may affect your
abllity to practice medicine in the Commonwealth. (See enclosed lotter).

+ Add late fee if necessary,

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

» See instructions on detachable coupon et botiom of this page.

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s), if any, wnder which you were licensed:

Name:

2.Buginess Address: éfidxeu: .
58 DAY STREET #2295 ity/Town:

State: Zip:

SOMERVILLE, MA 02144 Country:

3. Date of Birth: Sex: p Df““ of Birth (MD/Y): —lf . Sex (M/F) o
Lic. Issue Date: 9, /12 / 81 Ss#: Lie. Issue Date (MD/Y): Ll SSH:
7 . Home: {( ) Business: ( )
(617)628-3710 Fall Neme of Madical School:

4. Name of Medical Schoeol:

University of Miami School of

Medicine Year Graduated: Degree (MD/DO):

Year Graduated: 77 Degree: MD

5. u) Other states where you are now licensed to practice (Abbr):
b) States where you previously were licensed to practice (Ablr):

6. Specialty Code(s) (See Table 1): éc"d‘ N Hlowr per Seck in Masn.
Code  Howurs par Week in Mass. -—1

OBG 60 Obstetrics and Gynecology | [ros orint specialty:

GYN ©0 Gynecology + print specialy
7. 1f you are currently American Specialty Board certified, enter codes: (See Table 2)

Code: OG Code: Code: Cods:
8. Drug license number(s), if any: gy Eederal (DEA) Foderal (DEA):
b) Massachusetts Mass:

9. Activity Status: ] am applying to be registered with the following stas:  ACTIVE X, INACTIVE ___
» Ihereby certify that if requesting Inactive status, I will not practice medicine, Including writing prescriptions, In Mmachueatls.

-




PRINT NAME AND NUMBER: Physician Last Name: P{ NS O Registration Number: 2 2 / ,3/

10. a) Current health care facility(ies) at which you have completed the credentialing process for the provision of patient care. Supply the
codes from Table 3 and p eck mark next to those facilities where you have admitting privileges (AP). 2
Facility Code: ©__7 2 ; X (Ap)  Fagility Code: _O_f8 _Z t X_(AP)  Facility Code: 2= 99, _ (AP
Facility Code: @ © 1/ X (Ap)y Facility Code: e / . (AP)  Facility Code: mmn —— — / —— (AP)

If 999, print name(s);
b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 3)
Facility Code: .Q. g_ Facility Code! e e —  Faeility Code: . Facility Code; e — Facility Code: . __. ..
If 999, write name(s):

11. My medical malpractice insurance is covered by (a) Insurance Carrier X (byLetter of Credit  ____ If applicable, check one.
List Insarer: WMM% Aean.

Alternatively, indicate as follows:  1am registering with ACTIVE status, but I a2m not covered by medical malpractice insurance because [ am
(Check One): (i) Not involved in direct/indirect patient care in Massachuseits: (ii) Otherwise exempt:
State how otherwise exempt:
12. Are you currently in a post-graduate training program in Mass, as e resident or clinical fellow? Yes

No XK. (Check one)

13. &) Whatis your principal work setting? (See Table 4y [ 3 _

b} Care of patients in Massachusetts (See instruction booklet.) Z
i) How many hours per typical week are you currently invelved in outpatient care in Mass? hrsfwk
i) How meny hours per typical week are you currently involved in inpatient care in Mass? hrsfwk

c) Approximately what percentage of your patient care hours are in primary care? f

{See instructions for definition of primary care.) 2 %
Questions. 14 through 24 refer to the past two years only. Check cither YES or NO (NOT NIA) to each quesunn Provide details on
Forms R-1 and R-2 for all YES answers. Re . ! -

[ IN THE PAST TWO YEARS: | YES NO

14. CLAIMS MADE; Has any medical malpractice claim been made ageinst you which has not yet been finally settled or
edjudicaied, whether or not a lawsuit was filed in relation to the ClaiM? ....vviriinsniormmen e s ressmsesesssseramssrms ressmsee e
15. CLAYMS RESOLVED: Has any medical malpractice claim against you been settled, adjudicated or otherwise resolved,
whether or not a lawsuit was filed in relation 1o the claim? .....ovreeevcecicseccenees. e RN
16, Has any lawsuit, other than a medical malpractice suit, which is related to your competency to pracuoc medxcme. ©f yOour pro-
fessional conduct in the practice of medicine, been filed against you by & patient, or been serled, adjudicated or otherwise
TESOIVEAT c.iiiiciimniisii s cetseste srassttsts et rrs obbmarans s srasnsncarmanes osanereees veraa s ons hes 48 00s as SR e R ETR SR SER 048 141418 FOSEROER TR OPA R AR ane R AT Re SRR TR S b RS
17. Have you been charged with any criminal offense, other than a minor traffic viclation?...
18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or stsndards of practice of any
governmental authority, health care facility, group practice or professional society or associgtion? .. .
19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended. revoked, denied
or resiricted by any state or federal agency? .....o.ooinea.
20. Have you withdrawn an application for a medical hcmse or been dcmed & medical hcmsc far any reason” ...............................
21. Has any professional liability insuranca provider restricted, limited, terminated or imposed a surcharge on your coverage er
have you voluniarily restricted, limited or terminated your insurance coverage in response to an inquiry by a professional
liahility INBUPANCE PIOVIGET? ...c.viiriiirressrraresrrsssersrssecronesamraserss sarssssessesse sacassinassrs sas asssevs 8 smsbesan anedntrs st smtases et asassant pensabvsssnennsresvoses
22. Have you been diagnosed with or do you haws [ mechcal condition which limits or impairs your ability to practice medicine? ..

23. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice? ......unrr
24. Have you voluniarily modified or otherwise limited your scope of practice of medicine for any reason other than a medical
COMAIIONT 1evurtirirssasrinisass smiosscnssesasnsssnsssiacs e smessessongs o ssstnsas pessese e stss4re 1 H4RSROSR LS bebs 1o areoms 1 ase e et sEmRESEEHERSES B mE 1 ABPSLF SRS AP Lo sERR SR Hat ST AP RO HD
25, T have completed my CME requirements in Lhc twao years preceding my renewal date:  Yes No, waiver requested
No, training program exemption (see instruction booklet).
If requesting & waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
+ Pursuant to G.L. ¢. 112, sec. 2, ¥ will not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.
» Purspant to G.L. c. 62 C, sec, 494, I hereby certify under the pains and penalties of perjury that, to the best of my knowiedge and belief,
I have filed all Massachusetts state tax returns snd paid all Massachusetts state taxes that are required under law, NOTE: This applies
even If you reside out-of-state or out of the United States.
+ Pursuant to G.L. ¢. 112, sec. 1A, 1 hereby certify that I will fulfill my obligation to report abnse or neglect of children as required by
G.L. c. 119, sec. 51A.
» I hereby certify under the pains and penalties of perjury that oif information on this form and Forms R-1 and R-2 is true,

Signatuze: 7 CNAAIALD) Date: 12 t/‘?ﬂ‘f




Commonwenaith of Massachuselts Board of Registration in Medicine

- Ten West Street, 3rd Floor, Boston, Massachusetts 02111 Cona.,
1886-1281 Physiclan Registration Renewal Application, Page 1 0f 2 VLI
Board tiae Only:
Reglltrnlion Ne. Status Fee Renewal Date -
S131 i $150 Q17087839 RPN S
Ea . :?\; MR
ELLEN M PENSD L . ‘. E) Pr,
. . 5 B,
o D.E.
: .‘. . A.
\ L . Ao
Important: \ a, iy
. Aiead the accompanying Instructions in their entinely bafore compieting this foﬂn Qp not delegats rmg rtant task 1o an empioyes, as falge staternents on this
form can resulf In disciplinary action, ‘\_‘ Tieg f‘l r o
. Print legibly or type your answers. Tl

. Answer all non-optional questions (front and back of form) complataly—it ls not ndequam to stale that the Board airaady has the information.
\ Jign the renewal applicition at the bottorn of page one and fill In the number of attached pages I the paragraph above the slignature.
. Make & copy of this form and all atiachments for your own recondy~pou must glve hospltals and other health ¢ane facfﬂﬂns copivs for cmdnnmﬁng PUIPOSBS.

. Enclosa the $150 mnewal fae by means of a cortiflad check, monay ordar or parsonal check made payable fo the Comn ith of Mi h
1. 8) Name {LAST:) f)ZNSO AFIRST:), {/ {n/ J(MLL2 //
T e

1. b} Other Namaf{s), if any, that you were ever llcansed under; v

2. ) Addreas {Mailing); SAME A4S ASov.

2. b) Addrasa {Home): SAME 25 Al

2. ¢) Address (Buslness): 5% DAY S4 #2219 .Somwlle /{A g2y

2,d) Telephone (Businese): (517 } & 2§ -3 7 70 extension 2. o) Teiephone (Home) {Optional):

3. Date of Birth (MO/DASYR):_ 4. Sox: MALE___ FEMALE 5. Soclat Security No. (Optional):

6. &} Medical School Code (Ses Table 1): F_L 0O 2 i 09959, write Name:

6. b) Year Graduated: Zf ‘zf 6. ¢} Dagres: M.D. 4~ Do,

6. d) Gountry: {.8._s7 Canada___ Code f Other (See Table 2): __ /988, wiife Name:

7. Work Setling (Cirele and Indicate Percent(%) of Practic H
10 Hosplal % 15 Private Offics /00 % 20 Partnership,/Group Practice %
25 Clinic % 30 Mental Health Center % 36 Nursing Home %
40 HMO Faollity % 45 Educational Institution % 50 Medical Soclety %
58 Govemment Facility % 60 Piant/Commenoial Setting % 99 Other %

- 8, Professional Astivity (Clrcle and indicate Percent(%,) of Professional Time): 8. b} Mass. Lic, lssua Date ‘

10 Resldent or Fatiow % 20 Practice involving Diract Patiant Care ZIQO % {see your wall certificate) ‘
30 Administrative Activities % 40 Medical Teashing % (MO/DASYR):_{ / l?-/jjl
B0 Medical Research % 06 Other %

9, Speclally Code (See Tabis 3): () A lir Percent of Practios Tima: g;g {i%  Specialty Cade: _ . Percent of Pracilce Time: %

If 08, specify;

10. &) Are you American Speclalty Board Certified? (Y/N) ? 14. b}  YES, cirele which Board(s):
Al Board of Aliargy & Immunoiogy NM  Board of Nuclear Medicine : PS Board of Plastic Surgery 3
A Board of Anesthesiology @ Board of Obstetrice & Gynecology PM Board of Praventive Medioine :
CR8  Board of Coion & Reotal Surgery orP Board of Ophthalmology PN Board of Paychiatry & Neurology
D Board of Dermatology 8] Board of Orihopedic Surgeny R Board of Radiology
EM Board of Emergency Medicing or Board of Otolaryngology 5 Board of Surgery
FP Board of Family Practica PA Board of Pathology T8 Board of Thoracle Surgery
M Board of intarnal Medicine FE Boara of Padiatrics u Board of Urology
NS Board of Neurologleat Surgory PMR  Board of Physical Medicine & Rehabllitation

11. a) Hospitale &t which you have gurrently sfective privileges and other Health Cars Fagilitles with which you are sssoclated; Percent of Practics Time at each.
{See Tabis 4.) ,
Faciity Code: () 7 5 7 g % Facillty Code; é of % Facllity Code: 2 31 [ %
Facillty Code: 0 O | 20 % Facility Code: O & 7 % Facility Code:

1 989, write Namae(s}:

11. b) Additlonal Hospitals at which you pravioysly heid privileges and other Health Gars Facititles with which you wers associatad in the past 10 years.
(See Table 4.)
Faollity Code: () (5 Faciity Code: __

I 390, writs Name{a);

Facliity Code: _ Faclity Cade; __ Fecllty Code: __

“ hereby certify that if requesting INACTIVE statua, | wiil not practice medicine In Massachusstts,
Pursuant to M.G.L. c475, | will not charge to or collest from a Medicare benaficisry more than the Medioare ressonabia chargs for my services.

Pursuant to M.G.L. ¢.82C sec.40A, | certify under the panatties o! :ur]my that, 10 my bast knowledge and bellet, { have filad any Massachusetts state tax
refutns and paid any Massachusetis staté taxes, that are required under law, Nota: This applles even If you reskis out-ot-siafe or out of the country.

Fharaby certify under the penaities of parjury that all information on this form-;

Signature: /Z' i




Massachusaetts Board of Registration in Medicine 1985-1991 Renewal Appiication, Page 2 of 2

Fiit in name and number.  Physiclan Last Nams: Z M 'S O Ragl : No.:_é/_‘? _;{ __3 l

12. &) Other States where you afe now licanssd te practice {Abbmviate)
12. b} States where you previously were ficsnsed to practice (Abbreviate)

13. 1 am applying to be registerad with the following status: ACTIVE 'INACTIVE i ACTIVE, answer questions 14. a} through c),
ppiying ¥ @ - If INACTE, unswgrques!ion 14, )anl[;r.g 4

14. a} | have compleigd my C.M.E. requirements in the two yaars ending on the renawal date as follows; {Fitt In # of hours or type of residency, or check walver,)
Calegory I! hra., Category F: 249 hrs., [Risk-Managamant: hra.):  Reeldency Program in: ;
Waiver Requested__ (You must fill out a separate Waiver Form.}

14. b) My medical malpeactice insurance Is covered by INSURANGE CARRIER " LETTER OF CREDIT___. #applicabls, chack one and idamtify the nams.

Insurer: AJ 8 Institution Issulng Letter of Credit:
Altornatively, indfcete as follows: {am registering with ACTIVE sfatus, but [ ans not coversd by madical mafprastice insurance because | am (Check ons)
NOT INVOLVED IN DIRECT /INDIRECT PATIENT CARE__ QOTHERWISE EXEMPTED___ (State how)

14.¢) Parcen of Practice Time in Massachusetts. /(07 %
Questians 15 thraugh 17 refer to the past four vaars only. Check alther YES or NO (not N/A) to each question. Provide dstalls on Form 154, atftached,

&
g

-]

15. Has any peading or new medical malpractice claim bean mada against you (whether or not & lawsult was filed in relation to the claim)? o
16. Have you been a datendant In any panding or new criminal proceeding other than & MINGE trAHIE SHENEET. ...........eecooo oo oseereeeess s sesoeeeeseossones
7. Are any farmal diselplinary chargas panding or has any discipiinary actlon (as defined by Board rqggilaﬂ?na-See Instructions) been taken

lonal redical

agalnst you by any governmental authority, hospital of other health care facliity, or praf laticn (international,
national, state or Igoal)? b aan ey e e

It you answered "YES" to question 15, 18, or 17 pravide delalls on Form $3A, attached.

Quastions 18 through 24 refer to the past four yaars anly. Check either YES or NO {not N/A) to sagh question. Provids defalls in the next section,  Yes No

18. Has your privilega to possess, dispense or prescribe controlled eubstances been suspended, revaked, denisd, restricted, surrenderad, or
havé you been called before of been warned by this state or any other jurlsdiclon including a federa? BANCYD ..vvcvorsvoeermese v s sasessrsese et

18, Have you withdrawn an appilcation for & medical licenee or been denled a medicel {icenas for any reason?....
20. Have you hag any mentai lness which has impaired your abiiity to practiee madicine or to function as a student of medicine?....
21. Have you had an organia lliness which has impaired your ability to praciice medicing of to function as & student of medicine?.
22, Are you now, of have you basn In the past, dependent upon aleahol 0 BIUGE?.......ccr.e..ceeieree o resseseonsenns
283, Have you, for any reason, lost Amerloan Speclalty Board CortIGAEONT ... esssriesteraesssosereseensssssiens
24, Have you bsen denied recertitication by one or mare spacialty boards? ¥ YES, Hlet Board(s):




Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Elien M Penso, M.D. License No.: 47131

Current Status: Active License Expiration Date: 1/8/2013

1) Activity Status: Active

2) Address & Contact Information

3)
4)
5)

€)

8)

9)

Mailing Address: 241 Boston Post Road
3A
Wayland
Massachusetts - 01778
United States of America

Home Address:

Business Address: 241 Boston Post Road
Wayland
Massachusetts - 01778

United States of America
(508) 358-5707

Email Address:
Fax Number: (508} 358-5709

Specialties
Gynecology

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

ABMS/AOA Board Name Certification Subspecialty

ABMS Chbstetrics & Gynecology Obstetrics and Gynecology

Drug License Numbers

Massachusetts Federal (DEA) Federal (DEA) XS
Other states where you are now licensed to practice
None Reported

States where you were previously licensed
None Reported

10) Work Sites

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

WorkSite Location
Newton-Wellesley Hospital Newton

Paga1of$ Date: 11/17/2012 Time: 4:11 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physictan Name: Ellen M Penso, M.D. License No.: 47131

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrsiwk
b} outpatient care 20 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
Coverys 06/11/2012 0811172013 Occurrence Policy

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

14) Claims Made » o _ .
a) New: Have you received natification 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} Fending: Are there any unresolved malpractice claims against you today, i.e., any claims that have riot
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 . _ 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: Ha\fté ’Ehere 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?
cf Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

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?

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 of 5 Date: 11/17/2012 Time: 4:11 PM



Commonwealth of Massachusetis

Board of Registration in Medicine
" Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Re(?uiren'rent: 40 hours credit in Category 1 and 80 hours in Category 2) for this Yes
renewal period? {If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

Page 3 of § Date: 11/17/2012 Time: 4:11 PM



. Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Elien M Penso, M.D. License No.: 47131

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?

Page 4 of 5 Date: 11/17/20612 Time: 4:11 PM



Commonwealth of Massachuseits

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

Compliance with Legal Responsibilities

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

1) | understand and agree fo compcl}( with my obligations to report abuse or neglect of children pursuant to
M.GL c. 1189 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) I understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuantto M.G L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

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

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

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

7) | understand and agree to comﬁiy with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. c. 112sec. 2.

8) funderstand 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 penaities of perjury.

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

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

11) ! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢. 112 sec. 5§ and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
repert 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,
pursuantto M.G.L ¢. 112 sec. 12AA

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1896 (HIPAA), including the requirement that ! obtain and provide to the Board & Nationa! Provider

Identifier (NPI) number.

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

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

[X] I 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.

[XI 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.

Page 50of 5 Date: 11/17/2012 Time: 4:11 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Ellen M Penso, M.D. License No.; 47131

Current Status: Active License Expiration Date: 1/8/2011

1) Activity Status: Active

2) Address & Contact Information

3)
4
5)

6)

8)

9)

Mailing Address: 241 Boston Post Road
3A

Wayland
Massachusetts - 01778
United States of America

Home Address:

Business Address: 241 Boston Post Road

Wayland

Massachusetts - 01778
United States of America
(508) 358-5707

Email Address:
Fax Number: (508) 358-5709

Specialties
Gynecology

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

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

Drug License Numbers
Massachusetts Federal {DEA) Federal {DEA} XS

Qther states where you are now licensed to practice
None Reported

States where you were previously licensed
None Reported

10) Work Sites

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

WorkSite Location
Newton-Wellesley Hospital Newton

Page 1 of 4 Date: 10/31/2010 Time: 1:30 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b} outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Physicians Insurance Agency of Massachuse06/11/2010 06/11/2011 Occurrence Policy

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

14) Claims Made _ o _ _ _ .
a) New: Have you received natification 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 unresoclved 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 tawsuit 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) {Slew: Hawt;:f ;here been any claims, other than medical malpractice claims, filed against you during this
ime period”

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

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

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

d) Have you been the subject of a disciplinary action taken by any governmental authority, 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, atiowed 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 of 4 Date: 10/31/2010 Time: 1:30 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management, Re(}uirement: 40 hours credit in Categor)'r: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)

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: 10/31/2010 Time: 1:30 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

Compliance with Legal Responsibilities

Online profile:
[Xl1 have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and a%ree 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. c. 19C sec. 10 and | understand the punishment for faiture 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) 1understand and agree to comply with rmy abligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to comply.

6) | understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault 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 physicai to the Board of Medicine pursuant
o M.G.L. ¢ 112 sec. &F, when i 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 fo comﬁ|¥ with my obligations related to char?ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare Tee schedule, pursuanfto M.G.L. c. 112 sec. 2.

8) | understand and have complied with my obligations {o file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L.. c. 82C sec. 49A, my license shall not be
issued or renewed uniess | make this certification under penaities of perjury.

9) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to MG.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. ¢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, pursuantto M.G.L c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment {PCA) programs at the health care facilities where | practice
report certain Major fncidents to the Board.

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

13)! am aware of my obligations and responsibilities under the Health fnsurance Portability and Accountability
Act of 1886 (HIFPAA), Including the requirement that | obtain and provide to the Board a National Provider

Identifier (NP} number.

14}| understand and am in compliance with HIFPAA and all other federal and state obiigations ptaced upon me
as a physician.

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

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

{X} Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowiedge and belief, |
certify that the information contained herein is true, accurate, and compiete.

Page 4 of 4 Date: 10/31/2010 Time: 1:30 PM



. Commonwealth of Massachusetts
Board of Registration in Medicine
e Physician Renewal Application

Physician Name: Ellen M Penso, M.D. License No.: 47131

Current Status: Active License Expiration Date: 1/8/2015

1) Activity Status: Active

2) Address & Contact Infermation

3)
4)
5)

6)

8)

9)

Mailing Address: 241 Boston Post Road
3A
Wayland
Massachusetts - 01778
United States of America

Home Address:

Business Address: 241 Boston Post Road

Wayland

Massachusetts - 01778
United States of America
(508) 358-5707

Email Address:
Fax Number: (508) 358-5709

Specialties
Gynecology

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

ABMS/ACA  Board Name Certification Subspeciaity
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

Other states where you are now licensed to practice
None Reported

States where you were previously licensed
Nene Reported

10) Work Sites

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

WorkSite Location
Newton-Wellesley Hospital Newton

Page § of 5 Date: 12/10/2014 Time: 11:10 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

11) Care of patients in Massachusetts
Average weekly hours involved in:  a} inpatient care O hrs/wk
b} outpatient care 20 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Covetys 06/30/2014 06/30/2015 Cecurrence 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?

186) 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, fited 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 govemmental authorily, health care facility, group practice

employer or professional association?

b) Have you taken a leave of absence from ang health care facility, group practice or employer for
reasons related to your competence to practice medicine?

c) Have you been the subject of an investigation by any governmental authority, inctuding the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facitity,
group practice, empioyer 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?

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?

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 of 5 Date: 12/10/2014 Timne: $1:10 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.: 47131

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
youlr license for the first time or participating in postgraduate training, please answer Yes, Yes

Page Jof 5 Date: 12/110/2014 Time: 11:10 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ellen M Penso, M.I. License No.: 47131

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Ellen M Penso, M.D. License No.; 47131

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 ne lect of children pursuant to
M.G.L c. 119 sec. 51A and | understand the punishment for failure to comply.

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

3) | understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G L. c. 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. ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

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

7) 1 understand and agree to comﬁlg{ with my obligations related to char?i ng and collecting fees from Medicare
beneficiaries in accordance wit

he 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. c. 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. ¢. 62k Sec. 2,

10)| understand and agree to comply with my obligations related to the withholding and remitting aof child
support payments pursuant fo M.G.L. ¢ 118A

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 |
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.Lc. 112 sec. 12AA,

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountabitity
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.

16)| understand that as an applicant for a license renewal to practice medicine a griminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Beard 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, 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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