REDACTED COPY

Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3686, ext. 320

Physician Registration Renewal Amlf‘g@q;@w
Al =

Before proceeding, please read the instruction booklet.

FD‘

* Remit $250.00 for renewsl fee. « Return renewal application i GRE yeiope L
* Add Inte fee of $25.00, if necessary. + Enclose check with coupon in] BETfRgstelpe in Medicine '
Registration No.: 56447 Renewsl Date: 05/19/1999 L Current Status: 2 ¢ I

If you want to change your current status, please indicate below: (Check one).

[ Active [T) Retiring (see instructions) [7] Inactive (see below *) [] Do notjwish{to renew

. . . P} ki tion bri
2. Other Name(s), if any, under which you were licensed: ease make corrections (type or

Other Name(s):

3. A) Mailing/Business Address: Mailing Address: 406 __tlranland 4ve .
BETSY 8 AUGUST, M.D. City/Town: _SALE M i State: M#_.
SALEM WOMEN'S XLTH ASSOC .

331 HIGHLAND AVENUE Zipp 014FQ  Couatry: U 54
SALEM, MA 01570
B) Home Addresgs: Other Address:
City/Town: State:

Zipp ___  Country:

Home Phone: Home: ( )
Business Phone:  (978)741-3700 Business: ( )
4, A)Date of Birth: Sex: SDSa:: of Birth: (-M/DIYE: _f 4 sex:[JM [F

B) 88#:
5. A) Name of Medical School:
Brown Universgity School of Medicine

Full Name of Medical School:

B) Year Graduated: 1984 C)Degree: Mp Year Graduated: ______ Degree: [] M.D. [1] D.O.
6. Speciaity Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s}  Hours per Week in Mass. s 40 nours

ORG 0 Obstetrics and Gynecology

Faﬁr?x;l—Specialty:

7. Current American Board of Medical Specialties Certification (See Table 2) Code; Code:
Code: oG Code:
8. Drug License Numbers, if any: Fed n
A) Federal (DEA): - rederal DEAY:
B) Massachusetts: ) —
9. A) Other states where you are now licensed to practice
Abbr: Abb: N H
B) States where you previously were licensed to practice
Abbr: Abbr:

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

&




PRINT NAME AND NUMBER: Last Name: A UGUS] Registration Number: & G447

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 heakth 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: ___| M/ (AP)_A5 o Facility Cade: ___ / _(AP)___% FacilityCode:____/ (AP %
Facility Code: | & B/ (AP)_ 5 % Facility Code:____/__ (AP)___ % Facility Code:____/ __(AP) %

If 999, print name{s): .
11. My medical malpractice Insurancg is covered by a) [{}Insurance Carrier  b) [} Letter of Credit

Name of Insurer: Gg 1q011e X . 4 T lé{( . Alternatively, indicate as follows:
1 am registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a) [J Not involved in direct/indirect patient care in Massachusetts b} [7] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachuseits as a resident or clinical fellow? {check one) (] Yes MNO
13. A. What is your principal work setting? (See Tabled) 2 @
B. Care of patients in Massachuseits (see instruction booklet).
1) Average weekly hours involved in: a) outpatient carc wrs/wk b) inpatient care __?___hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? |00 %
PART A — QUESTIONS REFER ONLY TO THE PAST TWQO (2) YEARS

Questions 14 through 22 refer to the past two (2) years only. Check either YES oxr NO {NOT N/A} to each guestion, Pravide

details on Form R for 2]l YES answers except for guestion 22, Refer to the instruction booklet for additional information and
definitions. You must answer ALL questions, or this form will be retureed to you and your license renewal may be delaved,

YES NO

14. CLAIMS MADE: Has any medical maipractice 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: }as 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. llas any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine, ‘_
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or '
otherwise resolved?

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

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

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

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

21. Has any professional liability insurance provider restricted, limited, tenninated, imposed a surcharge or

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

professional liability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your rencwal date? [}'Yes [7] No

C] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [J Training Program exemption
See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
Pursugnt to G.L. c. 112, § 2, T will not charge fo or collect from » Medicare beneficiary more thao the Medicare fee schedule amount.

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

»  Pursuant to G.L. c. 112, § 1A, | will fulfill my obligation to report abuse or neglect of children as required by G.L. ¢. 119, § S1A.
o I hereby certlfy under the penalties of perjury that all the information on the Renewal Application and Form R s true,

Signature; %E%%/(/) W_ - Date: 3 1o /q 0}

YOU MUST SIGN AND INCLUDE PART B, PAGE 3, WITH YOUR RENEWAL APPLICATION




/|

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

Physician Registration Renewal Application

Before proceeding, pleasc 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 renewal fee. * Return renewal application in GREEN envelope.
« Add late fee of $25.00, if necessary. +» Enclose check with coupon in BLUE envelope.
SNANGEE T
Registration No.: 59447 Renewal Date: 05/19/97 t ﬁ’:‘-i'.i‘ S ‘
1. Activity Status: Active [] Retiring (see instructions)
(Check only one) () Inactive *(see below) O Do not wish to renew
2, Other Name(s), if any, under which you were licensed: Corrections (type or print)
Other Name(s): o

3. A)Mailing/Business Address:
BETSY S AUGUST, M.D. Mailing Address:
SALEM WOMEN'S HLTH.ASSOC City/Town: State:
331 HIGHLAND AVENUE

SALEM, MA 01970 Zip: Country:

B) Home Address: Other Address:
City/Town: State: .
Zip: Country:

Home Phone: };l‘:;?:;ss. (( J)
Business Phone: (508)741-3700 -

) ) Date of Bith (M/D/Y): ___/ [ Sex(M/F):
4. A) Date of Birth: ‘ C) Sex: ¥ Lic. Issue Date (M/D/Y): /7 SS#:
B) Lic. Issue Date: 05/18/88 D) SS#: - T
Full Name of Medical School:

5. A) Name of Medicai School:

Brown University, Program In
Medicine

B) Year Graduated: 84 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. I
OBG 0 Obstetrics and Gynecology =

If OS. Print Specialty:

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

Code: ©OG Code: Code: _ Code:
8. Drug License Numbers, if any: -
A) Federal (DEA): ifde{a‘ (DEA):
B) Massachusetts: ass:
9. A) Other states where you are now licensed fo practice ]
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr:

*“If requesting Inactive status, you agree not to practice medicine, inclnding writing prescriptions, in Massachusetts l ] $




PRINT NAME AND NUMBER: Last Name: }L\JC?U Sl ___Registration Number: &9~}

10. A. Current health care facilitics at which you have completed the eredentialing process for the provision of patient care, Supply the codes from
Table 3 and place a cheg lryk next to those health care Facilitics where you have admitting privileges (AP).

Facility Code: I Q _OI ¥(AP) Facility Code: [ (AP} Facility Code: /7 (AlY)
Facility Code:__ _[_‘_-‘:/AA P) Facility Code:_____ / (AP) Facility Code:____ /_ (AP)
1£999, print name(s}: e o J—

3. Additional 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:___ Facility Code:______ Facility Code: Facility Code: _ _ TFacility Code:
17999, write Name(s):_ _ .
1. My medical malpractice insurance is ¢covered by a) _,*\é_‘lnsurancc Carrier _____b) Letter of Credit

Name of Insurer: DmmuYuA | A
i
Altematively, indicate as follows: 1 am registering with Active status but | am not covered by medical malpractice insarance because

Otherwise exempt

fam (check one) a)____ Not invalved in direct/indirect patient care in Massachaselts  b)

Plcase explain exemplion:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? (check one) []Yes [{LM0O
13. A. What is your principal work setting? (Sec ‘Tabie 4) ; .1_)_____
Y. Care of patients in Massachusetts (see instruction booklet).
1} Average weckly hours involved in: a) ouipaticnt carc _%_a__hrs/wk b} inpatient care i&hm’wk

2) What is the approximate percentage of your patiend care hours in primary care 7 L/o %

PART A

Questions 14 through 22 refer to the past two (2) vears only. Check either YES or NO (NOT N/A) ta each question, Provide
details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional information and

definitions.

IN THE PAST TWO (2} YEARS: YES NO
14. CLAIMS MADE: Has any medical malpractice claim been made against you thal has not yet been finaliy scitled 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 setled, adjudicated, or
otherwise resolved, whether or not a fawsuit was (iled in relation to the claim?
6. Fhas any lawsuit, other than a medical malpractice suit, which is related to your competency o practive medicine, ar your
professional conduet in the practice of medicine, been filed against you or been seitled, adjudicated or atherwise reselved?
17. Ihave you heen charged with any criminal offense, other than a minor tralfic vislation?
8, [ave you been formally charged with or disciplined for any violation of the rules, hy-lnws or standards of practice of any
govermmental authority, health care facility, group practice or professional society or association?
1
19. Has your privilege to possess, dispense or prescribe controfled substances heen surrendered to or suspended, revoked, |
denied o restricted by any state or federal agency?
20, lave you withdrawn an application for a medical license or been denied a medical license for any reason? i
21, Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or ’
placed any condition related to professional competcncy or conduct on your coverape or have you volumtarily restricted,
limited or terminated your insurance coverape in response to an inquiry by a professional liabilily insurance provider?
22 Have you completed your CME requirements preceding your renewal date (see instruction booklet)? _I

[ Waiver requested {waiver form due 30 days prior to date of Heense expiration). [ 'fraining Program exemption

Sce Instructions for CME fequirements. Do not submit documentation of your CMEs with your renewal application.

RENEWAL APPLICATION CONTINUED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED,

Sigﬂalum,ﬁ_-_-_.mﬁ@z}_‘%ﬁ_ﬂl; A X _pae 997



7153.0000

1. PHYSICIAN INFORMATION

CBETSY o B e AUGUST e
Flist Name Middle bitial Last Name Suffix

Mass Licensc #9447 ... First Issue Date _ Q5/18/88 . ..
License Status.. Active

Hospital Afiiliation

Salem Women’s Hlth.Assoc North Shore Medical Center-Salem Hosp
331 Highland Avenue Massachusetts General Hogpital

Salem, MA 01970

U.S.A.

(508) 741-3700

Muke adaress corrections here: ... ... Make any COrFeCiuns 10 QBOVE REFE!. .. ..o oottt

Insurance Plan Affiliation: Licenses Held in Other States:
Accepting New Patients” 'ﬁ Yes [1No

Accept Medicaid? (IYes [INo

{Please correct as necessary)

[1. EDUCATION & TRAINING

Brown University, Program In Medicine o MD ..
NaEy Segal e B R e e :

B

T T

R B e

if. SPECIALTY BOARD CERTIFICATION
Primary Specialty:  Obstetries and Gynecology Centifying Board Name:  Board of Obstetrics and Gynecology

Secondary Specialiy: Certifying Board Name:

Make any corrections here: Make any corrections here:

Board of Registration in Medicine Physician Profile



7153.0000

IV. BOARD DISCIPLINE
Final Decisions and orders issued by the Massachusetis Board of Registration in Medicine.

Naturc Date Board Action

¥. HOSPITAL DISCIPLINE
Hospital Date Disciplinary Action

VI, CRIMINAL CONVICTIONS

The Board of Registration is unablc to obtain accurate data for this category at the present time. This information will be
included when the court system is fully computerized. Please list any criminal convictions. Include conviction date and natire

O O DA I e e e R e

VIl. MALPRACTICE
Details of claims paid for Dr. AUGUST

No. of Years in Practice: #

Date  AmountPaid 00000 . . . . Basis for Complaint

Date ... Amount Pad Basis for Complaint """

Date .. AmountPaid Basis for Complaint ~

Date_ U Amount Paid Basis for Complaint

Daie_. L Amoum Paid Basis for Complaint .
Date ..o Amaount Paid Basis for Complaint s

Vili, PHYSICIAN HONDRS & PEFER-REVIEWED PUBLICATIONS
Pleasc enter any pecr-reviewed publications to which you have contributed and any awards for communiry service or
professional recognition vou 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
1995-1997 Physician Registration Renewal Application

e AP S e —

Registration No. Status Fee  Renewal Date  Laie Fee

59447 acrryp 325000 op /19795 $25.00 Corkection of Maillng Address
Maliing Address: Address (Mailing):

BETSY 5 AUGUST, M.D. ,

SALEM WOMEN’S HLTH.ASSOC City/Town:

331 HIGHLAND AVENUE State:

SALEM, MA 01970 Country:

—— —, v ——
— m—— = tateamase -

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

+ Fajlure to renew in a timely manner will cause your license to lapse and may affect your
ability to practice medicine in the Commonwealth. (See enclosed letter).
+ Add late fee i necessary.

* Make & copy of this form and ail attachments for your own records - vou will need copies for
credentialing and other purposes. The Board will charge a fee for each copy it provides.

» See instructions on detachable coupon &t bottom of this page.

Pre-Printed Information Corrections of Pre-Printed Information
1. Other neme(s), if any, under which you were licensed:
Name:
Address:
2. :
Home Address City/Town:
Staze: Zip:
Country:
1. Dat of Birth: Sexi p Date of Birth M/D/Y):  wcesd——dove. Sex(M/Fy____

Lic. lssue Date M/DY/Y). [ _ L. SS#;

Lic. [ssue Date; 05/18/88 SS#:

, Home: ‘Business: ( )
. (508)741-3700 Full Name of Medical School:
4. Name of Medical School:
Brown University, Program In
Medicine Year Graduated: Degree (MD/DO):
Year Graduated: 8 4 Degree: MD
5. a) Other states where you are now licensed to practice (Abbr);
b) States where you previously were licensed to practice {Abbr):
6. Specialty Code(s) (See Table 1): Code Hours per Week in Mags.
Code  Hourg per Week in Mass, S b ——

OBG O Obstetrics and Gynecology | |t0s, print specialty:

7. 1f you are currently American Specialty Board certified, enter codes: (See Table 2)
Code: 2 Code: Code: Code:
8. Drug license number(s). it any: 5 Roderal (DEA) Federal (DEA):
b) Massachuseus Mass:

9. Activity Status: I am applying to be registered with the following szals:  ACTIVE )Z INACTIVE
+ I hereby certify that If requesting Inactlve status, I will not practice medicine, Including writdng prescriptions, in Massachusetts,



4 ANV
PRINT NAME AND NUMBER: Physician Last Name: A—V’i U1 Registration Number: 59 L"
10, &) Current health care facilityGes) at which you have completed the credentialing process for the provision of patient care. Supply the
codes from Table 3 8(! ELcc hu:k k next to those facilities where you have admiuting privileges (AP).
Facility Code: _&E Mo o(APy  FacilityCode: . . [ e (AP) Facility Code: e e e | e (AP)

Facility Code: _..L. g_ /e (APY  Facility Code: e e o | el (AD) Facility Code: o e / (AP}
I 999, print name(s):

1) Additionsl hospitals i 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: 1M
If 999, write name(s):

11. My medical malpracitice i msurancc is covered hy (a) lnsurance Carrier V/ (0} Letier of Crediy If applicable, check one.
List Insurer: J Uf Ned 0a mQ[P mﬂ‘+ iC e

Alternatively, indicate as follows: | am registering with ACTIVE slatus, but  am not covered by medical malpractice insurance because | am

K_ Facility Code: .. — . FacilityCoder . Facility Code: .. . Facility Code! e e e

{Check One): (i) Not involved in directfindirect patient care in Massachuselis: (ii) Ctherwise exempt:
State how otherwise exempl:
12. Are you currently in a post-gradunte training program in Mass. as a resident or clinical felow? Yes No Az (Check one)
13, a} Whatis your principal work setiing? (See Table 4) . .7,
b} Care of patients in Massachuscts (See instruction booklet.) ()
i} How many hours per typical week arc you comrently involved in outpatient case in Mass? L hrs/wk
i1} How many hours per typical week are you currently involved in inpatient care in Mass? hrsfwk
¢) Approximately what percentage of your patient care hours are in primary care? o
{See instructions for definition of primary carc.) =25 o,

Questions 14 through 24 refer to the past two years nnly. Chcck either YES or NO (NOT NIA} 1o each qucsnon Prcv:de details on
Forms R-1 and R-2 for all YES answers. Re K K pdg and «
[ IN THE PAST TWO YEARS: | YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been finally sctited or
adjidicuted, whether or not a lawsuit was filed in relation 10 the Claim? e

15, CLAIMS RESOLVED: Has uny redicul malpractice claim against you been settled, adjudxcalad or otherwise resolved,
whether or not a lawsuit was filed in relation o the claim? ...

16. Has any lawsuit, other than a medical malpractice suit, which is related to your compewncy 1] pracnce mcdw:nc OF your pro-
{essional conduct in the practee of medicine, been (iled against you by 2 pauem ot been settled, adjudicated ot clherwise
resolved? ooveoiie e

17. Have you been chargcd with any criminal offcnsc. other than & minor traﬂ‘u, vmlauon” eeere ety Seh b AR LU S e s

18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governtnental anthority, heatth care facility, group praciice or professional sociely or 8550CIAUONT (ot i

19. Has your privilege 1o posscss, dispense or prescribe controlled substances been surrendered Lo or suspendcd revoked, denied
or resiricied by any state or federal agency? .,

20. Have you withdrawn an application for a mc.dlcal lloc.nsc or heen dcmed a medlcai ]:ccnﬁc for any masnn'?

21. Has any professional labilily insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, limited or terminaled your insurénce coverage in response to an inquiry by a pmfessiona|
liabilily insurance provider? ...

22. Have you been diagnased with or do you havc a medical cnndman whu,h timils or impaeirs your ah:luy to practice medicine? ..

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

24. Have you volumarily modified or otherwise limited your scope of praclicc of medicine for any reason other than a medicat
condition? .. veranes

25. L have wmpleicd my CME requirements in the two yedrs preccchng my renewa! date: Yes 7 No, waiver requested
No, training program excmption (sce instruction booklet).
If requesting & waiver you must fill ont a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. Sec instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
+ Puarsuant to G.L.c. 112, sec. 2, T will not charge to or collect from a Medicare beneficiary more than the Medicare ressonable charges-
« Pursuant to G.L. ¢. 62 C, sec. 49A, T herehy certify under the pains and penalties of perjury that, to the best of my knowledge and bellef,

I have filed all Massuchusetts state tax returns and pald all Maxsachusetts 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. 112, sec. 14, T bereby certify that Twill fulfill my obligation to report ubuse or negiect of children as required by
G.L.c. 119, sec. 51A.

+ T hereby certify under the pains and penalties of perjury that all information on this form and Forms R-1 and R-2 is true.
Signature: %MM"J f\\)“gj\l/‘/ A M




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 Fec Renewal Date  Late Fee .
il4a7 ACTIVE $25000 u3/19/9% $25.00 : Correction of Malling Address:
Mezlling Address: Address {(Mailing).

<.TSY S AUGUST, Ma2. & .
AL WOMENR'S HLTH.AULIGE ity/Town:
351 MIGHLAND AVENUY State: T
- N . N Coun| e able 1):
Sablitd, MA DVYTO try ( )

Directions:  Staple check to bottom of form. Add late fee if necessary.
« Questions 1-8 include information from Board (iles. Please correct as necessary in the boxes
provided on the night hand side of the page.
« Before proceeding, please read the instruction bookler. Some questions are oplianal.
» Muke a copy of this form and all attachments for your ewn records - you will necd copies
for credentialing and other purposes. The Board will charge a fee for cach copy it provides,
.~ » Enclose the $250.00 renewal fee by meuns of a certified check, money order or personsl check made
payable 1o the Commonwealth of Massachuscus.

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s), if any, under which you werc licensed:
Name:
2. a) Address (Home): Address (Home):
City/Town:
Staic: Zip:
Country Coder ______ 1f 999 print Country:
. . Address {(Business):
b} Address (Business): A City/Town:
AL wOMENT'S KRLTHLADGECL Country Code: I 999 print Country:
L51 HIGHLAND AVEZNUL
AL, MA O19270
. ¢ Date of Birth (M/DYY)  cvmdmmdaes Sex (M/F):
3. Date of Birth: Sex: b .
Lic. lssuec Dae: J5/7 716/ %% 584 Lic. Issue Date MD/Y): L. L.  S5%
Telephone Number: Teiephone Number:
clephone Number: . Home: { ) Business: { )
Home fless
(503)741-3700 Fuli Name of Medical School:
4. Name of Medical School:
sroan Lniversitys, Projram 1n
fievicine _ Year Graduated: Degree (MD/DO):
Year Graduated: & Degree: 0O
5, a) Other states where you are now licensed to practice (Abbr):
b) States where you previously were licensed 1o practice (Abbr):
Code Hours per Week in Mass.
6. Specialty Code(s) (See Table 2): O e n—
Code Hours per Week in Mass. ——
veu onstetrics znu wynecology| U OSprintspecialy:
{
7. &) 1t you are currently American Specialty Board Certified, enter Codes:  (See Table 3)
Code: O Code: Code: Cude:
b} If you previously were American Specialty Board certified, hut are no longer, >
pleasc enter codes of prior certification:  (See Table 3) ) .
Code: Code: Code: Code:
8. Drug License Number(s), if any:  a) Federal (DEA) Fedcral (DEA):
b) Stale (MA) State (MA):

9. 1 have completed my CME requirements in the two years preceding my rencwal date:  Yes ___xé No, waiver requested
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. I Staple Check Here '




PRINT NAME AND NUMBER:  Physician Last Name: __AAVGUSA Registeation Number: _S 4 44 F-
/

10. Activity Status: [ am applying 1o be registercd with the following status: Active 7 lnactive ...
« 1 hereby certify that it requesting Inactive status, I will not practice mediclne, including writing prescriptions, in Massackusetts.

11. My medical malpractic: insurance is covered by (a) INSURANCE CARRIER —__or (b) LETTER OF CREDIT____ If applicable, check one.
List Insurer: L Med teal mOJ \ & ractice. [Tossochuse {-tS
Alternatively, indicate as follows: | am regisiering with ACTIVE status, but I am not covered by medical malpractice insurence because 1 am
(Check One); (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CAREIN MASS: . (ii) OTHERWISE EXEMPT:
(State iow otherwise exenipt):
12. Current Health Care Facility Affiliations, Supply the codes from Table 4 and place a check mark next 1o those facilities where you have

admitting privileges (AP). 4
Facility Code: ! e (AP)  FacilityCode: ./ __. (AP} Facility Code: o ... / 0 (AP}
Facility Code: e s _&J — (AP} Facility Code: e f L (AD) Facility Code: s o e e (AP)

If 999, print name(s): .
Additianal hespitals at which you previcusly held privileges and ather health care facilities with which you were associated in the past 2 yoars,
{Sce Table éi
Facility Code: Ei__ i Facility Code: ... ___ . Facility Code: e e Facility Code: o Eacility Code: .. s v
AMorth Shere  (emmuart t% Heal+h (eater | PEARDDY MA

If 999, write name(s):

13. Are you currently in a post-graduate training program in MA as a resident or clinical fellow?  Yes .. NO_Z {Check one)

20

14. a) What is your principal work setting? (See Table 5)

b} Care of patients in Massachusetts (MA) (Sce instruction booklet )
i) How many hours per typical week are you currently imvolved in owpatient carc in MA? _Qohrs/wk inMA
i) How many hours per Lypical week arc you currently involved in inpatient care in MA? hrsfwk in MA

Cuestions 15 through 23 rcfer 10 the past two years only, Check cither YES or NO (NOT N/A) to cach question.
Provide details on Form 15A for all YES answers. Refer 1o the instruction booklet lor additiopal informatiop.

IN THE PAST TW{Q YEARS:

15. Has any megical maipractice claim been made against you, whether or not a lawsuit was filed in relation (o the claim? .........

16. Have you been charged with any criminal offense, other than & minor Waffic VIOTONT ..o

17. Have you formally been charged with or disciplined for any violation of the rulcs, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional sociely or association?...

18. Has your privilege 1w possess, dispense or preseribe controlied substances bewn surrendered [o or suspended, revoked, denied
or restricted by any StAte OF federul AEEANCYT e iernini st s r st e b4 R A ST TR Ry s R

19. Have you withdrawn an application for a medical license or been denied a medical license for any 168507 e
20. Have you had any mentai iliness which has impaired your ability t practice medicine or 1o function as a student of medicine?
21. Have you had an organic ilincss which has impeired your ability 1o 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 aicoho] 0r Qrugs? .o

23. Has any professiona] liability insurance provider resiricted, limited, terminated or imposcd a surcharge on your coverage?......

« Purspart to G.L. c. 112, sec. 2, T wili not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.

« Pursuant to G.L. c. 62C, sec. 49A, T hereby certify under the penaltles of perjury that, to the best of my knowledge and beljef, T heve
filed all Massachbsetts state tax returns and pald all Massachusetts state taxes that are required under law, NOTE: This applies even if you
reside nut-of-state or out of the country.

+ 1 hereby certify that I will fulfill my obligation to report abuse or neglect of children pursuant to G.L. c. 119, sec. 51A,

« 1 hereby certify under the penalties of perjury that all information on this form and Form 15A is troe.

Signamwre: ___ &W WW Date: 3 / /'g q 5




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

Reglstration No.  Stalus Feo
944 ACTIVE $150 Gg5419/91

Renewal Date

1991-1993 Physician Regwglﬁnewal Application ey

XFcr Qffice Use Only

/;~

vr. 3ETSY S AUGUST
59 WALNUT STREERT
PEABODY, MA 013043~

3‘;?_9[/!:/,.__
Eii?f—%/

Directions:

« Questions 1-7 includa informatlon from Board fies. Please correct il as necess

« Balore procesding, please read the instruction bookiet.

« Answer all non-gptional quastions completely. (The Instructions spocily which quamons are opuonarj
« Make a copy of this form and afl aftachmants for your own records—-you must give health care facilitios copies for credentialing pirposes. The Board chargas

$3.00 plus posiage for each copy furnished.

. Enclose the $150.00 renewal foe by means of a ceriified cheok, money ordor or personal chack made payable to the Commonwealih of Massachusstts,

Activity Status:
| am epplying to be rogistered with the following status:

Aclive___ A" Inactive

| heroby certlfy thet If requesting Inactive status, | will not pructice medicins in Massachuseits,

Pre-Printed information
1. Other Namels), if any, under which you were licensed:

2. a} Addrass (Home):

2.b) Addrass (Busmess}

pry ¥y

FEABIDY, MA 01960-

3. Date ol Bith: . Sex F
tc. Issue Date23 / 18/ 83 ssn#
Telaphone Number:

Home Buaaness
508)5352-4903

4. Modical Schoo! CodeR 1001 Yeer Graduated$ %  Degree: MD

Name of School:

irown dnaiversitys, Program In Medicine

5. a) Other States where you are now licensed to practice {(Abbs.

b) States whare you previously were licensed o practice (Abbr):

6. Specialty Code(s) (Ses Table 3}
Code Hours_ per Week in Mass.

a

ics

Corrections of Pre-Printed Information

Name:
Addrass:_ ]
CityTown___
Siate: i
Country Code: .. {if 990 write Country): 3
Address:__ N
City/Tows,
State; Zip:
Country Codo; (if 998, write Country);
Date of Blrth (MID!Y): / / Sex {WF):
Lic. Issue Date(MD/Y): / / SSN #:
Home:{ A l Businase: { )
School Code;_______ Year Gradvated:____ Degres (MD/DO).______ |
|t 590989, write School,

[T e

Code Haours por k in Mase.
38 O handed

i OS, write specialty:

7.8) Are you Amerlcan Speciafty Board Certified? (Y!h}i\ @ It YES, Enter Codas:
Coda: . Code; (2{”2
Code: Code;
8. Drug License Numbaris}) {if any) [optional]; a} Federal (DEA)__, R b) How many DEA nes. do you have? __J____
¢} State (MA) &M
9. | have comgletad my G.M.E. requirements in the two yaars preceding my renews! date: YES_ /™ K Waiver Requested

(You must #ill out a separale Walver Form. The waiver must be granted by the Board bafore your liconse will be renewed.) Seo Instructions for CME
requirements. Do not submit documentation of your CME's with your renewal application.

30M - 8/90 - PB13071

| For Otfice Usa Only: Waiver Granied Date; ! / |




FILL IN NAME AND NUMBER:

Physician Lagt Name;_ Mu[l&d _(‘EZL‘L [:_)_[u . o Roygistration No.:ﬁf&f,, ifi j

10. My madical malpractice insurance is covered by () INSURANCE CARRIER_ & or {b) LETTER OF CREDIT _ ____. If applicablo, check one.

tistinsurar: D Q\{_bu_&i@ﬂ&_ﬁ i Getel | JUA

Aharnalively, indicate as folows: | am fegistering with ACTIVE status, but | am not covered by medical malpractice insurance bocauss | am (Check onej:
(i} NGT INVOLVED IN DIRECTANDIRECT PATIENT CARE: _ (i) OCTHERWISE EXEMPT,__

{State how otherwise exampt). —

1. Gurrunt Hospital Alliliations (Supply tho codas from Table § and place a chack mark next to those facilitios where you have admiiting privileges (AP).

Faciity Code:() | ,{1// \(AP) Faciity Godo: /(AP Facilty Code: _____/_(AR)
Faclity Code: __ _ __{ _{AP) Facility Code: ________ £ _{AP) Facility Coda: _______/ _{AP}

8D, writeMNamels)._

?Sdéiiﬁ?ﬂngj Hg?pilals at which you proviously held priviloges and other Health Care Facilitios with which you wers associated in the past 4 years.
e Tuble 5.
Faciity Codond 21 FacityCodo:_____ FacityGoo: ____ . Facility Godo: ___ __

HO08 writa Nameds) e

12.  Post Graduats Training in Massachusetts (MA) {Soe instruction booklot )
a) Are You currently in m post-graduato training program in MA as a resident oc dinical tallow? Yes____ | No {Check one.)
b} If you are in & MA program, ave youa i} Resldent___ _ ii) Clinical Fellow___ or iii} Rosearch Fallow___ 7 (Check one.)
c) How many hours por typical weok do you spend in this MA post-graduale training program?____{ws. Ak, In MA,

13. Care of Patients in Massachusatts (MA} {See instruction booklet.) Qf ;-
a) How many hours per typical weak are you curmently involved in outpationt care in MAT_( ). hes wk. in MA,
by How many hours per typical week are you currently involved in inpationt care in MAT s ke in MA,

14, Principal Work Seiting. P
a} Whatis your principal work selting? {Ses Table 6) r__»? ?

Questions 15 through 22 refer to the pest fouy years only. Chack elther YES or NO (not N/A) 1o esch question. Provide detalls on Form 154,
Refer 1o the instruction bookist for additional information.

16. Has any pending or now medical malpractice claim been made agains! you (whether or not & lawsuit was filed in relation to the claim)?.....

Yos Na

16. Have you been a defordant in any pending or new crintinal proceeding other than & minor taffic ofENSE?......c i

17. Aro any form- disciplinary charges pending or has any disciplinary action {as delined by Board regulations--Sas Inslructions) been taken
ageinst you by any govemmental authority, hospital or other health care tadility, or professional medical association (intematichal, national,
BEALE OF IDGHEP .1ttt oot s hoh e miee bbb R8s s e R e e - .

18. Has your privilage to possess, dispense or prescribe controlled substances been susponded, revoked, doniod, restricted, surrendered,
or have you been called bofore or been warnad by this state or any other jurisdiction including a federal agency ...

19. Have you withdrawn an application for a modical lleanso or been dénled a modical license for any réaENT........cc e
20. Have you had any mental illness which has impaimd your ability to practice medicine of to function as a student of madicing?............c.cc.._
21. Have you had an organic ilness which has impairod your ability to practice madicine or to iunction 88 o student of mediging?..................

22. Are you now, or have you been in the past four yeurs, dependont upon alcohol or diUgBT....... i

Pursuant to M.G.L. 475, 1 will not charge to or colieet from & Medicere boneficlary more than the Modicare reasonable charge for my services.
Pursuant to M.G.L. ¢.62C sec.48A, | certify undar the penaliies of perjury that, io my best knowiedge and beliel, | have flled any Massachusatis stata
tax relurns and pald any Massachuaells state taxes, that are regquired under taw. NOTE: This applies even If you reside out-olstate or out of the
country.

¥ conify that | witl fuisiit my obfigation 1o repon abuse or neglec! of children pursuant to B.G.L, ¢.119 sec.51A,

| harpby certify under the penaltles of perjury that 8!l Information on this torin and Form 15A is true,

S!gna!um_-_?ﬂﬁéa(g}m&%k L’7L _NL}___“ I ™ g | 5 ;&”



Commonweatth of Massschusetts Board of Registration In Medicine Sraee e
Ten West Street, 3rd Floor, Boston, Massachusetts 02111 PRVENIV] ¥ i
1989-1891 Physician Registration Renewal Appileation, Page 1012

Board Use Danly:
Registration No. Bl!alua Fee Renowz| Date

S6aay 150 OH/1O/HE
MR /
HETSY § AUBUST Pr. ﬁ/ﬂ
39 WALNUY STREET o 5./@,9/
FERRGIY . MA 03740 o j& mgj
A —n ST
important;

. Read the accompanying lnstructions in their entirety bafore completing this form. Do not delagate this impoHant task to an employes, as falge staternents on this

form can resuft in disciplinary action,

. Print Isgibly Or typt YOur 8N5Wers.
. Answer all non-cptional questions (front and back of form) completely~it Is not adequata to stato thet the Board already has the Information.

. Sign the renewal application af the bottom of pags one and fill In the number of attached pageg in the paregraph above the signature.
, Make a copy of this form and alf aftachments for your owin records—you must give hospitals and other heakh care facllities copies for credentialing purposes.
. Enclose the $ 150 renewal fep by moans of a cerlified check, mensy ordar or personsl check made payabie to the Commonwealth of Massachusedts.

1. ) Name (LAST?) AUEUST. (EIRST:) REILSN/ ML) s.

1. b) Other Name(s}, if any, that you were ever licensed under: f

2 8} Address [Mailing}: 34 U-DCLQV\\_) T ST,
Pealoodns , M A 01860

2 b) Address {Home):

2. ¢) Address {Business): S a1l :’/]r)r' s1
Dratowooly |, g . 01900
2.d) Telephone (Business): (SDE 16 3 £- L!Q 0 2 Extension 2. ¢) Telephone (Homs) (Optional): .

3. Date of Birth (MO/CA/YR): Sex: MALE___ FEMALE__ v~ 5. Soclal Seourity No. {Opfional)
6. 8) Madlical School Godie (See Tavie 1): 2. L0 O [ ¥ o098, writs Name:
6. b) Yerr Graduated: {%ﬁﬁ 6. o} Degres: M.D.'_\_/ DO,
©.d) Country: U.S._J\_/f}annda_ Code it Other (See Table 2): __ {589, writs Name:
7. Work Setling (Clrcte and Indicate Percent(%) of Practice Tims).
10 Hospital O % 15 Private Office % 20 Parinership/Group Practics R
25 Clinlo ﬁO % 30 Mental Heaith Center % 35 Nursing Home %
40 HMOQ Facility % 45 Educational Instlrtion % S0 Medical Soclety %
55 Government Faslity % 60 Piant/Commaercial Setting % 99 Other %
8. Professionat Activity (Circle andl indicate Parcent{%) of Professlonal Time): 8. b) Mass. Lic. Issus Date
10 Reaidart of Fellow = 20 Practice nvolving Diracl Patient Care 1< % {av0 your wall certiflcats) )
a0 Adminlstrative Ativitles % 40 Medloal Taaching o = wiojoavry & /8 £
50 Medical Ressarch % 99 Other %
. &6 ) jo° . .
9. Specialty Code (Ses Tabis 3): Q 2 L7 Percent of Practice Time: %  Spscialty Code: __ ___ Percent of Practice Time: %
# OS, spachly:
10. &) Are you Amaerican Specialty Boerd Certified? {Y& 10. b) ¥ YES, chrote which Board(s}):
Al Board of Mllergy & inmunology NM Board of Nuclear Medicine PS Board of Piastic Surgery
A Board of Anestheslalogy OG Board of Obstetrics & Gynecology PM Board of Preventive Medicine
GRS  Board of Colon & Ractal Surgery oP Board of Ophthalmology PN Board of Payphlatne &.Meuralog:
D Board of Dermatology Qs Board of Orthopedic Surgery R Beard ot HastIiiE, ~
EM Board of Emergency Modicine oT Board of Ctolaryngolagy s Bl A N
FP Board of Family Practice PA Board of Pathology s
1M Board of Internal Madicine PE Board of Pedlatrics u
NS Board of Neursloglcal Surgery PMR  Board of Physlcal Madicine & Rehabilitation
11, a) Hospitals at which you have gurently sffective privileges and ether Health Care Fagillties with which you arg &
(Se& Tabls 4.} .
Facilty Cose- O L ¥ [0C Facility Code: __ ___ %
FaciltyCode: % Facility Code: %

M 988, write Namaia):

i Th e e
11, b) Additianal Hospitala al which you previpusly held privileges and other Heallh Care Fecilities with which you wete asgociated In the past 10 years.

{Ses Table 4.}
Facillty Coce: __ Facility Code: Facility Code: __ Faclity Code: Facility Code:

# 099, writa Name(s):

" heraby cartity that if requesting INACTIVE status, ! will not practice medicine In M husetts
Pursusnt to M.G.L ¢475, 1 will not charge 10 o collect from a Medicare beneficiary more than the Medicare reasonable charge for my services.

Pursuant to M.G.L. c.62C se0,49A, | certity under the penatties of parjury that, lo my best knowledge and belief, } have flied any Massachusetts state tax
returns and pald any Massachusetis siato laxes, that are required under law. Note: This applies sven If you reslde oul-of-atale of oul of the country.

I hereby certity under the penaftios of parjury that all Infarmation on this form--front and back and (#) attached pagas—Is true.

Signeture; &*—?(/\t @u“% s 1" M ) D ' Dnte:__%/._%(f/ﬁ

[LLLE R L)



Massachusetts Board of Registrallon in Medicine 1889-1991 Renawa! Application, Page 201 2
Filt in name and number, Physiclan Last Name: AU@’(/S - Reglatration No.:

12. a) Other States where you are now licensed o practice (Abbreviate): o o o L o

12. b) States where you previously were licensad 1o practice (Abbroviate): o o o . I

13. | am appiying to be registered with the following satus: ACTNE v "INACTIVE W ACTIVE, answer quostions 1‘4 aj through c).
- . HINACTIE, answer question 14. b} oniy.
14_a} | have completed my C.M.E. requizements in the twa years ending on the renewal date as follows: (Fill in # of hours or type of residency, or check waiver.)
Category I: __ ws., Category i hre., (Risk-Management: __ fra);  Resldency Program in: _ | & BR
waiver Reguested __  (You must fill oul 2 separate Waiver Form.)

14. b} My medical maiprachee insurance is covered by INSURANGE CARRIER_ &~ ¢ LETTEROF CREDF__ . #applicable, chack one and identify the name.
Insurer:, JENT. /v OCEE i f70f ¢ fA3uns Institution issuing Letier of Credit:_
Affema!ws.'y. indicate as follows: | am registering with ACTIVE status, bul [ am not oovered by medical malpractice Insurance because |am (Chnck ona)
NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE___ OTHERWISE EXEMPTED __ (State how) e

{4 €} Percend of Practice Tire In Massachusetis: 100 %
Duostions 15 through 17 refer to tha past four years only. Check either YES or NO (not N/A) to each question. Frovide defalls on Form 154, aftached.v N
Yes No

15, Has any pending or new medical malpractice claim been made against you [whether or not a lawsauit was filed in relation to the elaim)? ...
16 Have you been a tislendant in any pending or new criminal proceading other than & minor tratfic offensa?..........n

17. Are any formal disciplinary charges pending or has sny dlsclpllnan{l action (as defined by Board regulations—See fnsrrucﬂons(; been taken
against you by any govarnmental authomy, husphal or other health care I'acillty. or pro{sasmnal miedical assogiglion (unlama ional,
national, state or iocal)? ... .
if you answerod "YES® to queslion 15, 18, or 17 provide detalls on Form 184, sttached,

LI T Ty

ey AdphAn o - >

Cuastions 18 through 24 refer ko the past four vears only. Check either YES or NO {notl N/A) to each guestion. Provide details in the next section.  Yes No

18. Hag your privilege 10 poasess, dispense or prascribe controlled substances been suspended, revoked, denaed rastrlmsd surrendered or
have you been called before or been warned by this state or any cther jurisdiction including a federal agenay? e

19. Have you withdrawn an application for 8 medical license or been denled & madical license for any manon?
20. Have you had any mentaf liiness which has impalred your ability to practice medicina or 10 funciion 85 & student of madicing?.................e
21. Have you had an organic lilness which has impaired your ability 1o practice medicine or t¢ funetion a8 a student of madicine?...................

22. Are you now, or hava you heen in the past, dependent upon BICONG! BN IURET ... ...t e e b b
23. Have you, lor any reason, lost American Spesialty Board Centification?.,

24. Have you been denied recertilication by one or more specialty boards? IfYES, istBoard(e): | _



y O0-10 YL
e e
¥k THE COMMONWEALTH OF MASSACHUSETTS Approved:
BOARD OF REGISTRATION IN MEQICINE Disapproved:

Application for Endorsement Registration - NATIONAL BOARDS
(Fee- $150. must accompany APPLICATION - No currency or personal checks

e )
. ﬁ% FOR QFFICE USE . Application # [05/7
ee: 17y 4 Certificate #\%_Date of Issue: .5/ -

[4

PLEASE TYPE OR PRINT ] SWORN STATEMENT
Name . 8(5}%{1/[ S Flrobvsa Mailing Address: _

First ., Middle Last .
Date of Birth ) [if‘Jfl?‘as

Place of Birth N YOPI
+
Name on Birth Certificate ‘f)(“iﬁ}cq %(AQ f}U(fu, hone # _ ]
1

Pre-medical Education MReqrii v Medical Education ‘
School mem Ui eas4 hﬂf widiimisengol Brouin Uoriutv s b Rm)‘(mm o Heopls
\oJe peea e LA N e -
Datas Attendsr (4F+He — Jowu 1G990 Dates Attended \)LMKQ (460 e (<G8
Lv)

POSTGRADUATE EDUCATION AND HOSPITAL APPOINTMENTS
Place Pasition ' Ratas ,
Py s e Medi cal Leasler Losecltif  0hseh 0 crid Gruailog, . Sale, (964 -

IaiAe (588

List all other states where you are or have been licemsed: [I0V\R_
Are you a Diplomate of a Specialty Board? No.

{name, 1t appiicabie)




ClrDNWEALTH OF MASSACHUSETTS FOR OFFICE Ut KLY

EQARD OF RECISTRATICN 1IN MEDICINE Full License :;;lacation
SUPPLEMENT TO APPLICATION FOR Pending Approved
FULL LICENSE License #

TO BE COMPLETED BY 4PFLICANL.. PLEASE TYPE O PRINT. :
NAME : Q(?)(’ CU A HGSPITAL: Egi?sff'ml*c Mgt caf (eacder

AR el

PERMANERY ADDRESE: T e Jﬂrn_fuv\f?hé
SN AN Ay YOy, TP ADDRESS:
LOCAL MAILING P £ - 2
ADDRESS IN (MA): T : A0 K(p© iy
YOU ARE REQDIRED TO COMPLETE THE QUESTIONS BELON. - YES AD

1. Haes any wmedical maipractice claim ever been made against

you in the last ten yeers (whether or not & lawsuit was filed

in relatian to the cleim)?

2. Have you ever been denied the right to participate or enroll
in any system whereby a third party pays all or part of a
patient's bill”?

3. Have you ever applied for licensure ar te sit for an
exgmination or taken an examipation, under a different name? 3.
4, Have you ever been denied the privileges of taking or
finishing an examination or been sccused of cheating end/or
improper conduct during an examination since your matriculetion
in college?

5. Have your ever failed en exsminstion (including the FLEX
Examination} before any stete or the hational Boards? 5.
6. Have you ever beern denied # wedical license, whether full,
limited or temporary, for eny reason’ 6.
7. Have yov ever had staff privileges, employment or appointment
in 8 hespital or orher heslth care institution, denied, suspended
or revoked, or resigned from & medical staff in lieu of
disciplinary ection?

8. Are Bny formel disciplinary charges pending or has sny
disciplinery action been taken agsinst you in the last ten years
by any governmentail suthority, by any hospitsl or health cere
facilicty, or by sny professional medical association
{international, national, state, or lacal)? 8.
9. Have you ever voluntarily surrendered a license to

practice medicine or any healing ert? The Board's regulations
define "disciplinary action.” Please refer to 243 CMR 3,02,
attached.

10. Have you ever withdrawn an application for medical
licensure, hospital priviledges or sppointment, for any reasorn? 10.
11. Mave you ever for any reason, lost American Specialty

Board Certification? Il.
12. Have you been denied required recertification by one or
more specialty boards? 1f yes, which one(s)? 12,
.13. Have you, at any time, been 8 defendant in any criminal Fa—.
proceeding other than minor traffic offenses? 13.
14, Has your privilege to possess, dispense or prescribe
controlled substances ever been suspended, revoked, denied,
restricted, surrendered or have you been called before

or warned by this state or any other jurisdiction including

a federa)l agency at any time?

15. Have you ever had any emotional disturbance or mental
illness which, has impaired your ability to practice aedicine

or to function 45 a student aof medicine?

16. Have you ever had an organic illness which has impaired
your ability te practice medicine or to function ss a student
of medicine?

17. Are you now, or have you been in the past, dependent vpon
2lcohol or drugs?

18, Have you ever held a license in Massachugetts or any other
state or country? If yes, list other jurisdictions.

* L}

: 18,

NOTE ON QUESTIONS 15-}7: The harm that bafalls physicians and patients alike vhan

impairment goes undetected and untreated by the medical profession is devastating.

The Board wante impaired physicisns treated in the esrly stagas of impairment before

irreparable harm to the physicisn or patiant occurs. o

If you have answered “yes" to any of the above except #18 please explsin on the
reverse side. Attech sdditional 8 1/2" x 11" sheets if necesassry.. [ will read.”
the Board's regulations, 243 CMR 1,00 through 3.00, Tc the best of my knowledge
] weet the qualifications for Full Licensure in Messachusetts. '

14.

15.

16.
17.

1 hereby certify under the penalty of perjury that =1 information pn this form
(front and back) including attached sheets is true, -

o Ve (Ao ) e, 12]MIBT-

(2]



£ - /Zj | THE COMMONNEALTH OF MASSA > . , (57
(Ev /;éi7b BOARD OF REGISTRATION IN ﬁ?g§5};§ <fS];;‘f&?9f7 CSM“‘//LFL‘J?/

FELLQW
£ 39Y

cy or personal checks)

‘;TT(fge,nf~5g§¢gg_99§;‘ggggmggﬂl application-no curren

FOREIGN MEDICAL GRADUATES MUST SUPPLY A NOTARIZED COPY OF FOR OFFICL USE

ECFMG CERTIFICATE. IF NO PREVIOUS LIMITED LICENSE HAS BEEN bt . 5o
HELD IN MASSACHUSETTS, SUBMIT A NOTARIZED PHOTOCOPY OF THE ate Received _ __3:5° %7
INTERIM ECFMG CERTIFICATE. A NOTARIZED COPY OF THE STANDARD Certificate # P, A3

ECFMG MUST BE SUB . 5
MITTED WITH FIRST RENEWAL By: '(L) Form of Fee: “g. O.

SECTION A: Sworn statement to be completed by applicant. Please tvoe.or print.

Betsy Sue August Mailing Address:
First Middte Last - - B
Date of Birth:

Pre-medical School: Brown University Medical School: _ Brown University Program in Medicine

Name:

Have you ever held a previous LIMITED REGISTRATION IN MASSACRUSETTS? yes 88174

{give number, if applicable)
| YES | NO
Have you ever had any medical license revoked, suspended or cancelled? %z_

Have you ever been denied a medical license? Z] _
Have you ever been denied the privilege of taking an examination before

any State Medical Board?
Have you ever failed an examination before a State Medical Board?

Has your privilege to possess, dispense or prescribe controlled sub-
stances ever been suspended or revoked in this state or any other?
Have you ever been warned, censured, had your privileges restricted or
been requested to withdraw from a hospital staff?

Have you ever been & patient for the treatment of a mental iliness?
Have you ever been under treatment for drug dependency or alcoholism?
Has a judgement ever been returned against you in a malpractice suit?
Have you ever been convicted of any criminal offense other than minor
traffic offenses?

If you answered YES to any of the above questions, please provide a detailed statement.

SIGNATURE OF APPLICANT: &h«.ql Auﬁml’ UAD ope: 12-180[Bl

SECTION B: To be completed and signed by the Superintendent or Administrator of the Hospital
in which the applicant has received an appointment.

AN il

(o)) L2 B¢ ] {ad PN e

D o~

1

i9iﬂﬁﬂ?

This certifies that _ Betsy Sue August has been appointed to the position of

PGY-4 Hospital Medical Officer in  Baystate Medical Center
{Name of Hospital)

beginning July 1, 1987 and ending June_30. 1988

Is the purpose of this application participation in a training program? (yeg or no)
If yes, is this program ACGME or RRC accredited? {yes or no) If the program is not
so accredited (i.e. fellowship), does your institution have an ACGME or RRC accredited

residency training program in the applicant's specialty? (yes or no)

,M// Vice President, Academic Affdirs 2/24/87
"S'I_'GN'ATUZE bnte org, M.D. OFFICTAL CAPACTTY BATE

ALY INFORMATION §§PPLIED CONSTITUTES A TRUE STATEMENT MADE UNDER PENALITIES
OF PERJURY.




Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Aveaue, Suite #G-4, Boston, MA 82118 — (617) 654-9810 http://www.massmedboard.org

tration Renewal Application

Physician Regis
Before proceeding, please read the instruction bodkiel. ;_u_. _-:'a ‘,’.‘: dtpadments for your own records; you will
need copies for credentialing and other purposes. Titis/gpmtetint Temrewn-furmrv|(h Bachments must be returned in the
green envelepe gt lenst 4 weeks before your yenewall ijive
I war 122 o
* Return refi®Wallapplication in GREEN envelope.

*Remit $400.00 for renewal fee (non-refundaple).

=_Enclese c} jth coupoen in BLUE envelope.

*Add late fee of $25.00, if necessary,
Please review carefully the following info aﬁ%ggrﬁﬁffﬁ&'ﬂ%gomp eteness. Make any corrections or

alterations as required. All questions must Bé Gnsweren o

1. Current Status; Active Registration N
If you want to change your current status, please check gne

[ Active (] Retiring (see instructions)

2. Other Name(s), if any, under which you were licensed:
A) Mailing/Business Address:
3. BETSY S AUGUST

400 HIGHLAND AVENUE
SALEM, MA 01970

B} Home Address:

Home Phone:

Business Phone:

TN Y eR R illbedel@ed'

0.§9447 Renewal Date05/19/2003
of the following boxes to indicate your gew status: {Check only one)
[ nactive (see instructions) [J) Do not wish to renew

Please make corrections (print)
[ Name Change (enter name below)

[ Other Name(s)

Mailing Address:
City/Town: State:
Zip.__ Country:

Business Address:

City/Town: State:
Zip: ________ Country:

Business Telephone: (438 ) A4~ 2300

Home Address:

City/Town: State:

Zip, ____________ Counwy:

Home Telephone:  ( )

PLEASE NOTE: Only ope address can be a P.O. box. The

mgiling address cannot be a P.O. Box.

\

4. a)Date of Birth: b) Sex: F

c) S8#

5. a} Name of Medical School;
Brown University School of Medicine

B) Year G(:ﬁtduaaltec.'l'1 084 <) Degree: M.D.
6. Specialty Code(s) (See Table 1)

Code(s) Hoyys per Week in Mass.

0BG 40 Obstetrics and Gynecology

7. Current American Board of Medical Specialties Certification (See Table 2)
Code: OG Code:
8.Drug License Numbers, if anv:

a} Federal (DEA):
b} Massachusetts:

9. a) Other states whete %&% are now licensed to practice {Abbr.)

b} States where you were previously licensed {Abbr.)

Y
10. List all current health care facilitics a1 which you are affiliated or have completed the credentialing process for the provision of patient
care. (Supply the codes from Table 3 and place a check mark next to those heaith 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). ___ No affiliations.

/(AP % Facility Code: /(AP %

Facility Code: 5 3 3/ v/ (AP} 4% % Facility Code:__
Facility Code: |z B/ _1AP) & % Facility Code: 1/ (AP) % FacilityCode:__ [ (AP) %

1 999, print name(s):



PRINT YOUR LAST NAME: __ AUGUST LICENSE NUMBER: 5 944 7~

11, My medical malpractice insurdnce is covered by ] Insurance Carrier ~ {T] Letter of Credit
12, 3¢ fauos

Insurer’s name. (Required); |CRJCO Policy dates: From: ¢ /[ /  To
Alternatively, indicate as follows: 1am registering with Active status but I am net covered by medical ralpractice insurance
because 1 am: Check One: [J| Not involved in direct/indirect patient care in Massachusetts ] A govemment employee.
[C] Otherwise oxempt Please explain exemption:

12. What is your printipal work setting? (See Tabled4) &  © If you are affiliated with a healtheare facility or credentialed
for the provision of patient care you must complete question #10 on page 1 and list your affiliations.

13. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: A)inpatientcare _2O trwiwk  B) outpatient care {(D hre/wk

2} What is the approximate percentage of your patient care hours in primary care? /00 %

_ ! applieats or NO to each
guestion. Provide details ¢ orm. R for all YES answers (except question 22). Refer to tnstructigns for addjtienal informatio
2310 LZEill !L—' ALL QUEeSHIONS IR 11018 SECTI0N INUSE DE HNS Y ET T ',* 10T ANSWE F 1) e 10N W i '"!"‘ [} {18
your renewal,

14. C : Has any medical malpractice claim been made against you that has not

yet been finally settled or adjudicdted, whether or not a lawsuit was filed in reletion to the claim?

. 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 thew‘practice of medicine, been filed against you or been settled, adjudicated or

otherwise resclved?

17. Have you been charged with any criminsl offense?

18, Have you beon charged with or disgiplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, heaith facility, group practice or professional society or asgociation?

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

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

21. Has any professional liability ins provider restricted, limited, terminated, imposed a surcharge or
co-paymient, or placed any conditionirelated to professional competency or conduct on your coverage, or have
you voluntarily restricted, limited or terminsted your ingurance coverage in response 10 an inguiry by a
professional liability insurance provi

22. CME CERTIFICATION; Have you completed your CME roquirements preceding your renewal date? ] Yes [J No
{1 CME Waiver. CME waiver fom%- must be submitted at least 30 days prior 1o license expiration date,
CME EXEMPTION: Check ong: D Inactive status [J Residency/Fellowship training (See instructions).
See Instructions for CME walver or exemptions. Do not submit documentation of your CMEs with application,
¢ Pursuant 0 G.L. ¢. 112, Sec 1A, [ understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. 514

and the punishment for failure to Somply.

* Pursuant to G.L. c. 112, Sec. 2, 1 will not charge to or collect from a Medicere beneficiary more than the Medicare fee schedule
amount,

» Pursuant to G.L, ¢. 62C, 49A, I ceftify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax refurns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢. 62E; and withholding and xiemitting child support pursuant to G.L. ¢. 119A. (See instructions).

I hereby certify under the penalties of ﬁ!lerjury that aif information on this Renewal Application, Part B and Form R is true.

Signature: PXM/% M pate: 3 /9 /03
YO TGN LUDE PART B TH 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 ALL ATTACHMENTS BEFORE MAILING.




B Massachusetts Physician Renewal Application

-

¢" | Physician Name; BETSY S AUGUST License No.: 59447
PART A |
l') Current Status: Active Renewal Due Date: 04/21/2005 Birth Date:

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

il
T

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

i d CANNOT be a Post Office Box.
Business addresses CANNOT be a Pos ee Box Please make corrections {print)

2a) MAILING ADDRESS
" 400 HIGHLAND AVENUE : Mailing Address:

SALEM, MA 01970 : ]
City/Town: State:

Zip: Country:

!

[ Check here jm change this address

2b) HOME ADDRESS Home Address:

City/Town: State:

Zip: Country:

‘ ! , |
Phone: | J[E @ E u w b Telephone: ()

[J Check kereto change this addets ] H{ome address cannot be a Post Office Box
2¢) BUSINESS ADDRESS s Addross:
400 HIGHLAND AVENUE MAR 15 2006
SALEM, MA 01970 CityfTown; © State:

Zip: Country:
~Pusiness Telephone: { )

Ty

: BOARD OF
I REGISTRATION IN MEDIGIN
h -

v ' i
- } Phone: (978)7?1-3700 !

[T Cheek here to change this address Business address cannot be a Post Office Box

3) E-mail Address: _

L

" 4) Fax Number: 43@. I - 338> Y-
' 5) Specialties (Sce Renewal Instrugtions, page 4,)  Delete? Additional specialties:
} Obstetrigs and Gy+cco]ogy J : O )
! , ‘ ‘ ! ™)
? i | O
i

i
| 1

(See enclosed insiructions and Renewal Instructions, page 4.}

| 6) Current Americgan Board of Medical:Speciallies {ABMS) or American Osteopathic Association {AOA) Information.

_ List Cer;ifying Bofard(s) belowlz . , Update General Certifi?ates and Subsp.ecialty Certificates
I . I ! below. Please add additional Certifications as required.
i‘ Board Name I AB]\LS or AOA Certificate/Subspecialiy Correct?  Delete?
} | ‘ DI ] Obstetrics & Gynecology j- g B
| o o 0 a
0 O 0 ]
o o | »

‘Page 1 of 5 : 1

!
1

n s



. F

o - Massachusetts Physician Renewal Application

Physician Name: BETSY § AUGUST License No.: 59447
{See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers, if any: 8a) Other states where you are pow licensed to practice (Abbr,)
a) Massachusetts: ‘ NH
b) Federal (DEA): : 8b) States where you were previously licensed (Abbr.)
¢) Federal (DEA) XS:

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting:  Partnership or Group Practice Change to:

Please enter the gpproximate number of work hours at your principal work setting: ! 5
T T

110) List ail current Health eare facilities Where you are affiliated or have complefed the credentialing process for the
provision of patient pare. (Supply the naime 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 (Admiiting, Active, Courtesy,
Assotiate or Consulting), and the approximate number of hours of patient care that you provide at that faeility.
Include any affiliations with en-line preséribing scrvices or companies. Please provide all information for additional

facilities on a separate sheet, if necessary.

No Affiliations [] Please enter the gpproximate number of work hours for each Health Care Facility below:
1 Staff Category Approximate
Health Care Facility (See Renewai Insrrucnom page 4.) Delete? | cyprent Change # Hours per Week

Massachuselts Generd] Hospital | Couviesy Z.

Adwuthy o)

North Shore Medical Center - Salem Hospithl

msln]inlin)inkin:

r - '

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

Average weekly hours involved in: a) inpatient care 20 hrsiwk Change to: hrsfwk
b) outpatient care  _60__ hrs/wk Change to: hrs/iwk

12) Medical Liability Insurance lnfnrmatmn {See Renewal Insiructions, page 3.)
! My medlcat hab:hty insurance 1s prowded through: (check one)

A lnsurance Cnrrier {complete belowj

Current Insurance Cartier; CRICO Change to:
Policy dates:  From | / ]/ 05 To_ )3/ 31104
i frequired)

' [ Letter of Cre{ﬁt snbject to Board é;pproval {attach a copy)

[1 1.am registering with Active statu?s but 1 am not reqguired to have medical liability insurance because § am:

Check one;.
[3 Not involved with direct or indirect patient care in Massachusetts

[0 Government Employee Federal Tort Claims Act (FTCA)

[ Otherwise exempt (Please explain).

Page 2 of § o
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‘Massachusetts Physician Renewal Application

) ‘]’hysician Name: BETSY S AUGUST License No.: 50447

: 13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) Ves No :”;:
L If Yes, pfca?e complete Form PCA-O "Office Based Surgery" é;;g"
| . . i ! PR
. : e il

In questions 14-21} the phrase "time period" refers to the following: all time from the day you signed your fasi iy
ficense renewal/applicatiou, to the daﬂf you sign this renewal application, inclusive, (See Renewal Insiructions, page 5.} o
. ik o

You must check cither YES or NO to each question. Provide details on Form R if you answer “YES" to any questions. Refer to

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

WL
hal 1

 14) CLAIMS MADE ,
f a) New: Has any medica) malpfactice ¢laim been made against you during this time period, whether or
| not 2 lawsuit wds filed on that claim? |

b) Pending: Are! there any unresolved fna[practice claims against you today, any claims that have not been
finally settled or finally adjudicated? !

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

resolved, settled, or adjudicated during this time period?

 16) OTHER CIVIL LAWSUITS ,
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional cohduet 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?

3 ' ’ . . .
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 begn charged with any cr:iminai offense during this time period?

E b} Are there any crimmal charges peni:iing against you today?

¢) Have any criminal offenses/charges against you been resolved during this time period?

* 18) Have you been charged with or disciplined for any violation of laws, rules, by-faws 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, restrictéd by, or surrt:qdered to any state or federal agency?

: 20) Have you withdrawn an application for & medical license, allowed a license application to become obsolete
or have you bedn denied a medical Iic*:nse for any reason?
- i

21) Has any medica{ 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? ‘

[
4
i
i

22) CME CERTIFICATION: |
’ b 1]
a) Have you completed your C’ E req%:iremems preceding your renewal date? )Z/ch L] No
b) If ho, are ym@ requesting a GME waiver?

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

¢} I you arc exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8 )

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

f:’age 3ofb | |
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o Massachusetts Physician Renewal Application
Physician Name: BETSY S AUGUST ’ License No.: 59447

_ PHYSICIAN PROFILE
i R
' . ' I
D]/Ihave reviewed my Physieian Profile at profiles.massmedboard,org and confirm that the information is accurate.
[ 1have reviewed my Physician Profile' and attached a copy of the Profile with corrections.

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

CERTIFICATIONS

{) 1 certify that 1 havg complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 119, sec, 514,
and ! understand the punishment for' failure ito comply.

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

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

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

6) I certify that 1 have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 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

regolation.

7Y 1 certify that [ have complied my 'obligaqons related to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule; and 1 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 Massachuset(s taxes, and |
understand that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless 1 make these

certifications under penaltics of perjury,

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

' ! |
10) I centify that I have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. 119A.

r

j 1) i certify that 1 ha{fe complied with my obligations (o 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 243 C.M.R. 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.

Under penalties of perjury, I declare that I have examined this renewal application and all its
accompanying irzfstmctiam, Jorms and statements, and to the best of my knowledge and belief, the
g’nforma:ian contained herein is trie, 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: %bhfk’. oo %\JSW\ Date: 2 , 0% 0%

AKE A COPY OF YOUR A!’PLICA’]}]ON AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
ECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

#’age 50f86



Dr. Betsy § August Data Biggse Number: 59447

NATIONAL PROVIDER IDENTIFIER (NPI)
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs
and health care purchasers for purposes of conducting these business transactions,
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 2007.

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

Option 1: Supply the Board of Registration in Medicine with your valid 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 personaily applied for your NP1 and you have not received it yet. Once you have received your NP1 Number,
you must notify the Board. Please complete the NPI form at the Board's web site at www.massmedboard.org.

Option 3; Certify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply
instimstion’s name). Once you have received your NP1 Number, you must notify the Board by completing the NPI form at the
Board's website (see Opticn 2).

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

Option 5: If your license status is INACTIVE. you may elect not to obtain an NPl number.

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

m/M) current NP1 is: E E @ IE m @ @3]

O 1 have personally applied for an NPI. (You must provide vour NP1 number 10 the Board when received.)

[J 1 have applied for an NP1 using a third party (enter name): (follow instructions for Option 3)
[ By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NP on iy behalf.
[J As an inacrive physician, 1 do not wish to obtain an NPI.

HIPAA TAXONOMY CODES

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

Taxonomy (Specialty) Code Taxonomy Description (Print}
Primary Provider Taxonomy: @ IE] E’] E E?] EO] EIE Opsiehrics and Gyne w(.ngy

Provider Taxonomy: D D ED I::I D D D m
Provider Taxonomy: I:.] D Dj D [:] [] D m

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

Social Security Number:
State of Birth (if US): New Yorwk.  Country of Birth (if outside the US):

Gender: LJ Male & Female

Penalties for Falsifving Information on the National Provider Identifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any departinent or agency of

the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document inowing the same to contain any false,
fictitious or fraudulent statement or entry. Individua) 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 gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Autﬁorizatien for NPI Dissemination

Check one box:m authorize [ Fdo not authorize the Board of Registration in Medicine to provide my NPI number fo any
authorized hospital, health plan, or health organization.

Please sign and date t¢ confirm that all of the information on this form is true and accurate.

Signature: m Q.&J\E/)UAM Date: ¢/ 2, ©OF




Massachusetts Board of Registration in Medicine

560 Harrison Avenue, Suite G-4
DE @ E ﬂ W EF Boston, MA 02118
) EB 05 2007 617-654-9810

www.massmedboard.org

by

Dr. Betsy S August 01/31/2007
400 Highland Ave
Salem, MA 01970

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the use of the
National Practitioner Identifier (NPI), a unique identifier for health care providers. The NPI program is overseen by
the Centers for Medicare and Medicaid Services (CMS) under the Department of Health and Human Services.
Under the final HIPAA NP1 rule, 21l individual and organization covered providers will be required to obtain a NP1
by May 23, 2007. Without this number, you may be ineligible for reimbursement from federally-funded benefits
programs. As a condition for renewal of your license, you must complete the NPI form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their NPI numbers.
In addition to providing this service for physicians, the Board is the designated repository for electronic storage and
dissemination of the NPI number. By having your NP in this central repository, we hope to reduce the amount of
administrative duplication in your office.

Pieasé follow the instructions on the NPI form on the back of this letter. If you already have a NPI number, you

must enter it in the space provided. If you have not yet submitted an application for a NPI number, you may request
that the Board apply for the NPI number on your behalf, or you must indicate that it is being requested by another
entity. You must check one of the boxes regarding NP and you must sign and date the form to authorize the Board
1o provide the NPI number to authorized entities. although this is not required. Should you need any assistance in
completing the NP1 form. please contact the NP1 coordinator at (617) 634-9810.

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

Sincerely,

W At
Martin C. Crane, M.D.
Board Chair

*

PLEASE COMPLETE NPI FORM ON THE BACK OF THIS LETTER AND RETURN TO
THE BOARD IN THE GREEN ENVELOPE. PLEASE REMEMBER TO SIGN AND DATE

THE FORM BEFORE MAILING. THANK YOU



Massachusetts Physician Renewal Application

Pl?ysician Name: Betsy S August, M.D. License No.: 59447
PART A
1) Current Status: Active Renewal Due Date: 04/21/2007 Birth Date:

If you want to change your current status, please check gne of the following boxes to indicate your pew stats:

Check only one: (See Renewal Instructions, page 3.)
Active [ Retiring

[ Inactive -

I 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 CANNQOT be a Post Office Box.

2a) MAILING ADDRESS
400 Highland Ave
Salem, MA 01970

REGEVED

AR 1o Al

il

d Check here fo change this address

2b) HOME ADDRESS Board of Registration

in Medicine

Phone:
[3 Check here to change this address

2c) BUSINESS ADDRESS
400 Highland Avenue

Salem, MA 01970

Please make corrections (print)

Mailing Address: 55 Ht'qh a0 Ane
City/Town: gﬁ e nA State: _ M A
zipp_0l43©  Coumry: _ys A

Home Address:

City/Town: State:

Zip; Country:

Home Telephone: { )

Home address cannot be a Post Office Box

Business Address: S thahlaud Q€
CitylTown: oA l€nA State: M O\

Zipp Y40 Comtry US A

Business Telephone: ( )

Fhone: (978)741-3700

Check here 1o change this address Business address cannot be a Post Gffice Box

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

9787413354

4) Fax Number:
5} Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Cbstetrics and Gyrecology O
O
0

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below, Piease add additional Certifications as required.
Board Name ABMS or AOA! Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology 0
(W}
0
O

Page 1 of 8
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Massachusetts Physician Renewal Application

Pl;ysician Name: Betsy § August, M.D. License No.: 59447

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

¢) Federal (DEA) X§:

7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: NH
b) Federal (DEA): 9) States where you were previounsly licensed

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
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

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

Massachusetts General Hospital

North Shore Medical Center - Salem Hospital

Oojgjaioina

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

Average weekly hours involved in: a} inpatient care 20 hrsiwk Change to: hrs/wk
b) outpatient care 60 hrs/wk Change to: hrs/wk

12) Medical Liabifity Insurance Information (See Renewal Instructions, page 5.)

Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:

[J Insurance Carrier {complete below)

Current Insurance Carrier: CRICO . Change 10:
Policy dates:  From [/ / ___L /07 To WA 121107
Type of Policy: [ Claims made with tail coverage KOccun’ence Policy

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

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

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

Check one: [ Not involved with direct or indirect patient care in Massachusetts
[0 A Government Employee under Federal Tori Claims Act (FTCA)

O  Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) Yes No

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

Page 2 of 9

g
94

I

=
o



Massachusetts Physician Renewal Application

Pl;ysician Name: Betsy S August, M.D, License No.: 59447

in questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your fast
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 Fonm R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.
YES NO

14) CLAIMS MADE

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

b) PENDING: Are there any uiresolved malpractice claims against you today, i.e., any cleims 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 LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your

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

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

claims, during this time period?

17) CRIMINAL CHARGES

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

b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any eriminal 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 professionai 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 vour 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 lability 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

& medical liability insurance carrier?

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

1 No

bj If no, are you requesting a CME waiver? _ OYes [7Z] No
A CME waiver request form maust 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.}

iy
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Massachusetts Physician Renewal Application

Physician Name: Betsy S August, M.D. License No.: 59447 in
PARTC fm
Check One: PHYSICIAN PROFILE 5

I have reviewed my Physician Profile at http:/profiles.massmedboard.org and confirm that the information is accurate. o
(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.)
[0  [Ihave reviewed my Physician Profile and attached a copy of the Profiie with corrections.
[0 My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

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

181

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
I understand the puniskment for failure to comply.

3) I certify 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} I certify that ] have complied with my obligations to report the treatment of wounds, burns and other injuries pursvant to G.L. ¢. 112,
sec. 12A,

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

6} 1 certify that | have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. 5F,
when 1 have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 3 or any Board regulation.

7) I 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 1 understand my obligations under G.L. ¢. 112, sec. 2.

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

perjury.
9) { certify that 1 have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) I certify that | have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. c.119A.

11} I certify that 1 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 ¢f seq. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

12) 1 certify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which | 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, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: W MSS‘MW ____Date: -? / / 9//’ o+

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

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the
use of the National Practitioner Identifier (NPI), a unique identifier for health care providers. The
NPI program is overseen by the Centers for Medicare and Medicaid Services (CMS) under the
Department of Health and Human Services. Under the final HIPAA NPI rule, all individual and
organization covered providers will be required to obtain a NP1 by May 23, 2007. Without this
number, you may be ineligible for reimbursement from federally-funded benefits programs. Asa
condition for renewal of your license, you must complete the NPI form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their
NPI numbers. In addition to providing this service for physicians, the Board is the designated
repository for electronic storage and dissemination of the NPI number. By having your NP in this
central repository, we hope to reduce the amount of administrative duplication in your office.

Please follow the instructions on the NPI form. If you already have a NPl number, you may enter it in
the space provided. If you have not yet submitted an application for a NPI number, you may request
that the Board apply for the NPI number on your behalf. You must sign and date the NPI form to
authorize the Board to provide the NPI to authorized entities. Should you need any assistance in
completing the NPI form, please contact the NPI coordinator at (617) 654-9810.

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

Sincerely,

/l’L.JtLW—/Wﬂ

Martin C. Crane, M.D.
Board Chair

Please complete the NPI form on the following page.
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Massachusetts Physician Renewal Application

Physician Name: Betsy S August, M.D. License No.: 59447 H
P

NATIONAL PROVIDER IDENTIFIER (NPI} -,
The primary purpose of the NPI is to uniquely identify health care providers as “health care providers™ in HIPAA standard transactions -}
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, govemment programg,,
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 NPI by May 23, 2007.

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

Option 1; Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NP directly by using the NPPES wtb
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 NP1 Number,
you must notify the Board. Please complete the NFI form at the Board's web site at www.massmedboard.org.

Option 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 NPI 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 NPI on your behalf.

Qption S: 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.

I My comencptis: [ ]3][d] &) [2 E] [ [ BIV]

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

O 1 have applied for an NP1 using a third party (enter name): {follow instructions for Option 3)
O By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPI on my behaif.
I As an inactive physician, 1 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 NP1 on your behaif.

Taxonomy {Special ode Taxonomy Description (Print}

Primary Provider Taxonomy: E @ @ E B IE! L_QIZ] el s qud q \ ur oo m
Provider Taxonomy: D D ED D D D I:l m

vaider Taxonormy: D EI D:I D D D D m

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 reguired if you auvthorize BORIM to apply for an NP1 on your behalf.

Social Security Number:
State of Birth (if US): VL Country of Birth (if outside the US):

Gender: [} Male ﬂ Female
Penalties for Falsifying Information on the National Provider Identifier Application

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

Authorization for NPI Dissemination

Check one box: m { authorize [ Ido not authorize the Board of Registration in Medicine to provide my NP1 number to any
authorized hospital, health pian, or health organization.

Please sign and date to confirm that all of the informatior on this form is true and accurate.
Signature: W? &O%Mﬁ AN X Date: &/ l‘uf ;O B3
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ALEXANDER F. FLEMING
EXECUTIVE OIRECTOR

Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

An Agency within ths Executive Office of Coneumner Alfelra and Business Regulation

June 3, 1993

’?E114C:7E1)(:C”Dyf

Betsy 5. August, M.D.
Salem Women’e Health Associates

331 Highland Avenue
Salem, Massachusetts 01970

Re: Docket No., 93-104

Dear Dr. August!

The Complaint Committee of the Board has conaidered the
above referenced complaint, and has determined that no
further action is warranted., The complaint has been

dismissed.

Thank you for your cooperation in the investigation of
this matter. The Committee appreciates the time and effort
which you expended in preparing your response. If you have
any questions, please feel to call me at 617-727-1788, ext,

310 or write to the above address,

Very truly yours,

.

Peter Clark
Director of Enforcement

o]

By
¥

&
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Commonwealth of Massachusetis
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

ALEXANDER F. FLEMING
EXECUTIVE DIRECTOR

An Agancy within the Executive Office of Consumer Affalrs and Business Repuiation

June 3, 1993

Re: Betsy 8. August, M.D.
Docket No, 93-104

Dear

The Complaint Committee of the Board carefully
congldered the informaticn you have furnished us regarding
your complaint against the physiclan referenced above, A
copy of your complaint was sent to the physician, who waa
required to respond in writing to the Board regarding the
igsues you raised.

After a thorough review of this evidence, the Committee
determined that your complaint and the physician’s response
should be placed in the permanent record of the physician.
While the Committee declined to recommend the initiation of
formal disciplinary action in this case, it is appreciative
of your actions in bringing this matter to its attention.

Should you have any questions or additional material
which you wish the Board to consider, please write to the
Docket Administrator at the above address. I regret that
the Board does not have sufficient staff to respond to
telephone inquiries regarding complaints.

Very truly yours,

//;M/M\

Peter Clark
Director of Enforcement

G651



ALEXANDER F. FLEMING
EXECUTIVE DIRECTOR

Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

An Agency within the Exscutive Office of Gonsumer Alfairs and Businass Ragulation
April 1, 1993
Betsy S. August, M.D,

Re: Complaint No. 93-104
Dear Dr. August:

The Board of Registration in Medicine has received a
complaint regarding your conduct in the practice of
medicine, a copy of which is enclosed. The Board is
obligated by law to investigate such matters relating to the
proper practice of medicine. 1In compliance with this
mandate, the Board's Complaint Committee has directed the
staff of the Board to gather information on all such
complainte. . :

Please provide a written response to the issues raised
in the enclosed material. Your response may he as brief or
as lengthy as you choose. Under the law, the person filing
the enclosed complaint may have access to your response.

Please be advised that Board Regulation 243 CMR 2.07

(12) requirea that you respond within thirty days of your
receipt of this letter. Your response should be sent to the
Docket Administrator, Disciplinary Unit, at the above
address. After your response is received, the case will be
assigned to an investigator employed by the Board, who may
contact you if further information is needed. You wlll in
any event be informed in writing as to the disposition of
this complaint. ‘Thank you for your attention to this

matter, _
Vary truly yours,
Ma . McGonagle

Docket Administrator
Enclosure
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ALEXANDER F, FLEMING
EXECAIVE DIRECTOA

e g . prs

mmonwealth of Mass&Chusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3088

An Agancy within the Exacitive Otfics of Consumar Affelrs and Business Regulstion

April 1, 1993

Re: Betsy 8. August, M.D.
Complaint No. 93~104

Dear

Your complaint regarding the physiclan named ahove has
been received. The physician involved has been asked to
respond in writing to your complaint. Any future :
correspondence regarding your complaint should include the
name of the physician and the complaint number as it appears
in this letter.

If you wish to bring additional information bearing on
your complaint to the attention of the Board, please furnish
it in writing to the Complaint Department at the address
above, Be sure to include the physician's name and the
complaint number on all correspondence.

Yours very truly

4 L el

Docket Administrator

£8 80-Z2 00 !
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Salem Woumen’s Health Assoc..tes

Betsy August M.D., F.A.C.0.G. ¢ Luisn Kontoules M.D,, FA.C.O.G, ¢ Stcphen Ponchak M.D,, F.A.C.0.G.
331 Highland Avenue ¢ Salem, Massachuasetts 01970 4 S08 741-3700

January L1, 1993

Daniel 8. Ellis, M.D.
Maseachusetts Medical Soclety
1440 Main, Street

Waltham, MA 02154-1649

Dear Dr. Ellfe: . "
This letter 1s in response to the complaint brought by

The patient brings up several issues which I will address. . The firat
igsue was claim that her problem las been of ghort duration,

In reallty, her problem hasg been longatanding since 1990, Bhe was seen

by . at lhis former office for irregular bleeding. In addition,
her blood pressure had been labile. 1 did not see any labwork from his
previous exams, She saw him in this office 8/14/91, again with irregular
bleeding. Her first visit with me for this problem wes on 9/30/92, On
that day, sha did not have hot flashes, vaginal drynesa, nor irritability.
I examined her and did her annual checkup. I discussed the literature that
our nurse had sent her on 9/3/92 concerning the menopause, I explained that
although 1 was questioning the menopause, .there were other reasons for
amenorrhed to evaluate. 1T alqays ask patients 1f they have any questions,

Matpath 18 the lab which drawe blood in our office. They do not pay us reat,
nor do we get any profits from lab work drawn. They ara a part of our office
sulely as a convenlence to our patients. Patients save time and frustration
by not hawving.to travel to Salem Hospital for their labwork, Metpath offers
a discounted rate to patients who do mot have insurance nor money. The can

also arrange to pay what they can on a scheduled basis, Fatlenta can ask for

help when needed, Metpath also offera a discounted "packege" for bloodwork

drawn for profiles such &s pregnancy and amenorrhea. The cost is lese than the

individual {tema alone., My evaluation included F8H, LH, estradfol, prolactin,

and a thyroid panel. I considered adrenal function due to fluctuations in blood

pressure, body habitus and hair pattern,

. 1a a very verbal, intelligent woman. At any time throughout her
madical care she was able to ask for tha rationale behind her workup as well
a5 stete her financial needs. Our office makes every attempt to be of service
to our patients, If she did not ask for more informatiom, it was not because

sie was not given the opportunity,

Thank you, ;
Sincerely.

%.,, MWF.M'DI

Betsy August, M.D,

BA/jb
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December 14, 1992

Division of Insurance
Office of Consumer Affairs
280 Friend Street

Boston, MA 02114

Dear Sir or Madam:

On September 30, 1992, I went to Dr. Betsy August, Women's Health Associates,
Highland Avenue, Salem, MA, for my annual check-up. I am 49 years old and for the
past two years have experienced a gradual cessation of my menstrual cycle, which at
my age is perfectly normal. I asked Dr. August if I could stop using birth control, and
she said that she would need to check my estrogen level in order 10 make that
determination.

She lead me to the front of her office where someone drew my blood. I assumed it was
one of her nurses. Well, to make a long story short, she ordered a battery of tests,
which amounted to $782.50, (A capy of the lab bill is enclosed.) Please refer to the
enclosed Jetter to MetPath for the ensuing events. In response to that letter, a copy of
which was sent to Dr. August, she called me and left 2 message on my answering
maching telling me that the estrogen test was necessary. I was certainly not questioning
with that test, it was the other ten or eleven.

I have recently come to learn that a person from MetPath did in fact draw my blood,
for that person is housed at Dr. August's office. Jsn't that conveniens? T want to know

why these all tests were ordered.

Very truly yours,

cc:  Mr. Robert Ward
Massachuseits Medical Society
1440 Main Street
Waltham, MA 02154

80
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Betsy S August, M.D. License No,: 59447

Current Status: Active License Expiration Date: 5/15/2011
1) Activity Status: Active
2) Address & Contact Information

Mailing Address: 55 Highland Ave
Suite 103
Salem
Massachusetts - 01970
United States of America

Home Address:

Business Address: 55 Highland Avenue
Suite 103
Salem

Massachusetts - 01970
United States of America
(978) 741-2500

3) Emaii Address: .
4) Fax Number: (978) 741-1146

5) Specialties
Obstetrics and Gynecology

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

information
ABMS/ACA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

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

9) States where you were previously licensed
None Reported

10) Work Sites i _
List of all work sites in Massachusetts, inciuding health care facilities (where you are credentialed), private

office, clinics, nursing homes, etc

WorkSite Location
North Shore Medical Center - Salermn Hospital
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Betsy S August, M.D. License No.: 59447

11) Care of patients in Massachusetts
Average weekly hours invoilved in:  a} inpatient care 20 hrs/iwk
b) outpatient care 60 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Promutual Insurance 12/08/2010 12/08/2011 Occurrence Policy

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

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

any medicai 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 resclved, 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: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?

b) Resotved: 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 ieave of absence from any health care facility, L%rc:up practice or employer?

c; Have you been the subject of an investigation by any governmental authonty, health care facility, group
practice, emplayer or professional association?

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

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, fimited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Betsy S August, M.D. license No.: 59447

22) Have you completed all CME requirements {100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 80 hours in Category 2) for this Yes

renewal period? (If you are in an approved Residency/ Feowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Betsy S August, M.D. License No.: 58447

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?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Betsy S August, M.D. License No.: 598447

Compliance with Legal Responsibilities

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

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

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

3) iunderstand 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 fo 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 comoly.

§) {understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant fo 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. c. 112 sec. 5F, when 1 have a reascnable basis to believe that a person violated any

provisions of MG L. ¢. 112 sec. 5 or any Board reguiation.

7) | understand and agree to comm/ with my obligations related to char?éng and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto MG.L. c. 112 sec. 2.

8) tunderstand 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. 40A, 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 contractars 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 MG L. ¢. 118A.

11)| understand and agree to comply with my obligations fo 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 incidents to the Board.

12)| understand and agree to comply with mﬁ obligations to disclose ownership interest in any partnership,
corporation, firrn or other tegal entity to which | have referred a patient for physical therapy services,

pursuantto M.G.L ¢. 112 sec. 12AA

13}t am aware of my obligations and responsibilities under the Health Insurance Portability and Accourtability
Act of 1998 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider

Identifier (NP1} number.

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

15)1 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] 1have 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 knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Betsy S August, M.D. License No.: 59447

Current Status: Active License Expiration Date: 5/19/2013
1) Activity Status: Active
2} Address & Contact information

Mailing Address: 55 Highland Ave
Suite 103
Salem
Massachusetts - 01970
United States of America

Home Address:

Business Address: 585 Highland Avenue
Suite 103
Salem

Massachusetts - 01870
United States of America
(878) 741-2500

3) Email Address:
4) Fax Number: (378) 741-1146

5) Specialties
Obstetrics and Gynecology

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

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

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

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

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
North Shore Medical Center - Salem Hospital

Page 1 of 5 Date: 3114/2013 Time: 6:06 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Betsy S August, M.D. License No.: 59447

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsivk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Coverys 1211472012 12/14/2013 Occurrence Policy

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

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

any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresoived malpractice claims against you today, i.e., any claims that have not
been resvived, settled or adjudicated during this time petiod?

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

resolved, setiled, or adjudicated during this time period?

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

professional conduct it the practice of medicine.

a) {\lew: Have there been any claims, other than medical malpractice claims, filed against you during this
ime period?

b} Resolved: Have you resoived, settied or adjudicated any lawsuits, other than medical malpractice
claims, during this pericd?

17) Criminal Charges
a) Have you heen charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resclved during this time period”?
) Are there any criminal charges pending against you today?
d) Are any Appiication of lssuance 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 heaith care facility, group practice or employer?
c; Have you been the subject of an investigation by any governmental authonty, including the
Massachusetts Board of Registration in Medicine or any other state medical board, heaith care facility,
group practice, employer or professional association?

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

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?

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 Eability insurance carrier?

Page 2 of § Date: 3/14/2013 Time: 6:06 PM



Commonwealith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Betsy S August, M.D. License No.: 58447

22) Have you completed all CPD requirements {100 hours of CPD of which 10 hours must be in risk
management. Requirement: 46 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)

Page3 of 5 Date: 314/2013 Time: B:06 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Betsy S August, M.D. License No.: 59447

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

24) Have you used any chemicat substance(s) which in any way interferes with your ability to
practice medicine?

Page d of 5 Date: 3/14/2013 Tims: 6:06 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Betsy S August, M.D. License No.: 59447

Compliance with Legal Responsibilities

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

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

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

3) |understand and agree to comply with my obfigations 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) iunderstand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L c. 112 sec. 5F, when i have a reascnable basis to believe that a person viclated any

pravisions of M.G L. ¢. 112 sec. § or any Board regulation.

7) | understand and agree to comply with my obligations related to chan};ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto MG L ¢ 112 sec. 2.

8) | understand and have complied with my obligations to file Massachuselts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. c. 62C sec. 48A, my license shall not be
issued or renewed uniess | make this certification under penalties of perjury.

9) {understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 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 ta file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant fo MG.L c. 112 sec. & and 243 CMR 3.0C 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 legat entity to which ¢ have referred a patient for physical therapy setvices,

pursuant to M.G.L ¢. 112 sec. 12AA.

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

Identifier (NF1) number.

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

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

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

X1 Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |

certify that the information contained herein is true, accurate, and complete.
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‘Massachusetts Physician

Renewal Application

ye

Physician Name: Betsy S August, M.D. License No.; 59447
PART A
Renewal Due Date: 04/21/2009 Birth Date:

1) Current Status: Active

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

{See Renewal Instructions, page 3.}
£ Retiring

Check only one:
3 Active

O Inactive

[J Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You zre
w@n 30 days of any change of address. Home and

required to notify the Board of Registration in Medigifie
Business addresses CANNOT be a Post Office Box.

Please make corrections (print)

2a) MAILING ADDRESS . Q
;51 ng:;ﬁ ;&9";} _‘/‘/ o, '\@ $QMa1]mg Address: dS HMIIWD Al’f 614 \kﬁﬂ (
alem, .
S N S comomEplen Sute: A
Q\ v 66&2&‘6}‘\ Zip: (| ﬂ Country:
[0 Check here to change ihis address %Q%\ \\\\‘\
2b S8
.) HOME ADDRE Home Address:
City/Town: State:
4 Zip: Country:
Phone: Y4 ~ ? n ..} Home Telephone: ( )
] Check here to c‘hange fhrs address' o “q\ o Oﬂ Home address cannot be a f’os! Qffice Box
c‘al r\ [\ !
2?53; S;I: E:iADDRES& in Liodising Business Address; k
ighland Avenue
Salem, MA 01970 City/Town: £74 } 1 State: _#1 4
Zip: Q!QW Country:
Phone: (978)741-3700 Business Telephone: @_ZZ) 2 2700
[0 Check kere to change this address Business address cannot be a Post Office Box
3) E-mail Add Correct your E-mail and Fax Number below:
m; ress:
4) Fax Number: 078-741-3354 ]
5) Specialties (See Renewal Insiructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology ] ’
0
c

6) Current American Board of Medical Specialties (ABMS) ol
(See enclosed instructions and Renewal Insiructions, page 4.}

r American Osteopathic Association (AOA) Information.

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 ]
. R
0
(]
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+ - Massachusetts Physician Renewal Application

3

Physician Name: Betsy § August, M.D. ‘ _ License No.: 59447
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: ‘ NH
b) Federal (DEA): 9) States where you were previpusly 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 ail 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)
Massachusetts General Hospital D/
North Shore Medical Center - Salem Hospital 0
1
0O
O

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

Average weekly hours involved in: a) inpatient care 20 hrsiwk Change to: hrs/wk
b) outpatient care 60 hrsiwk Change to: hrsfwk

12) Medical Liability Insurance Information ($ce Renewal Instructions, page $.)

Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:
Imsarance Carrier fcomplete belaw)

Current Insurance Carrier: CRICO Change to:

Policy dates:  From L/QZ/DQ To ’9\ /sal /Q |
Occurrence Policy

Type of Policy: ] Claims made with 1ail coverage
{Enclose a copy of the certificate of insurance or the face sheet)

[J Letter of Credit subject to Beard approval (dnach a copy.)

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

Check one: 3 Notinvoived with direct or indirect patient care in Massachuselts
[3 A Govemment Employee under Federal Tort Claims Act (FTCA)

O  Otherwise exempt (Please explain).

13) Do you perform any surgery in your Massachusetts office? (Sgg Renewal Instructions, page 5.) Yes No
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Page 2 of 7
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, ‘Massachusetts Physician Renewal Application
P!lysician Name: Betsy S August, ML.D. License No.: 59447

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

Repewal Instructions for additional information and definitions.

YES RO

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 adjudicaied?

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

16) OTHER CIVIL LAWSUITS _
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.

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

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

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Have any criminal offenses/charges against yon 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 professionat association?

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

19) Have your privileges 10 possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered 10 any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application 1o become obsolete
or have you been denied a medical license for any reasen?

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

22) CME CERTIFICATION: -
a) Have you completed your CME requirements preceding your rencwal date? )34 es [] Neo
b) If no, are you requesting a CME waiver? OYes [J Ne

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

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

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

Page 30of7



‘Massachusetts Physician Renewal Application

' Physician Name: Betsy S August, ML.D. License No.: 59447
PARTC
CERTIFICATIONS

LS Oy S aEn

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

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

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

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

6) 1 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 I have a reasonable basis to believe that person viclated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

7)1 cestify 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) 1 certify that I have complied with my obligations to filc Massachusetts tax returns and to pay Massachusetts taxes, and 1 understand
that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless I make these certifications under penalties of

perjury.
9) I centify that § 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 withhalding and remitting of child support pursuant to G.L. c.1 19A.

11) I certify that ] have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursvant to G.L. ¢. 112 sec. $ and the Patient Care Assessment Regulations, 243 CM.R. 3.00 ¢t seq. I understand that
the Patient Care Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

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

Check Ope: PHYSICIAN PROFILE

ﬁ I have reviewed my Physician Profile at hup./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
centification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

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

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and 1o 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: W @MW Date: ‘F ; €y Oﬁ

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAJLING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Commonwealith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Betsy S August, M.D. license No.: 59447

Current Status: Active License Expiration Date: 5/19/2015
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: 9 Colby Street
Salem

Massachusetts - 01870
United States of America

Home Address:

Business Address: 9 Coiby Street
Salem
Massachusetts - 01970
United States of America
{978) 741-2600

3) Email Address:
4) Fax Number: (878) 741-1146

&) Specialties
Obstetrics and Gynecology

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

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

7) Drug lLicense Numbers
Massachusetts Federal (DEA) Federal {DEA} XS

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

9} States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
None Reported

Page1of 5 Date: 3116/2015 Time: 1:07 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Betsy S August, M.D. License No.: 59447

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsiwk
b) outpatient care 40 hrsfwk

12} Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Coverys 12/01/2014 12/01/2015 Occurrence Policy

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

14) Claims Made _ o _ _ )
a) New: Have you received natification of a ctaim, whether or not a lawsuit was fited 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, t.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

resolved, settled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

ay New: Have there been any claims, other than medical malpractice claims, filed against you during this
time periocd?

b} Resolved: Have you resolved, settled or adjudicated any lawsits, 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 offensesf/charges against you been resolved during this time period?
¢) 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 governmenta! authority, health care facility, group practice

employer or professional association™?

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

¢) Have you been the subject of an investigation by any governmental autharity, 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
facilty, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controlied substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20} Have you withdrawn an application for a medicat license, aliowed 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
of co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Betsy S August, M.D. License No.: 59447

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

Page 3 of § Date: 3M16/2015 Time: 1:07 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Betsy S August, M.D. License No.: 58447

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

24) Have you used ang chemical substance{s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Betsy S August, M.D. License No.: 59447

Compliance with Legal Responsibilities

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

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

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

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

4) | understand and agree to comply with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G L. ¢. 112 sec. 12A and | understand the punishment for faiiure 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 obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when | have a reasonable basts to believe that a person violated any
pravisions of M.G.L. ¢ 112 sec. 5 or any Board regulation.

7y | understand and agree to comﬁiy with my obligations related to char?ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢. 112 sec. 2.

8) | understand and have complied with my obligations 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 of 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 pursuantto 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. 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 fo MG.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 MG L ¢ 112 sec. 12AA.

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

identifier (NP1) number.

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

15)| understand that as an applicant for a license renewal to practice medicine a criminat record check may be
conducted for conviction and pending criminal case information enly from the Criminal History Systems
Board and that it will not necessarily disgualify 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 s0.

[X] Under penatties 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 s true, accurate, and complete.
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CHARLES D. BAKER
Governor

KARYN E. POLITO
Lieutenant Governor

MARYLOU SUDDERS
Secretary
Health and Human Services

MONICA BHAREL, MD, MPH
Commissioner
Department of Public Health

Eric Sorrington

Re: Malpractice Cases for Betsy August, M.D.

www.mass.gov/imassmedboard

Commonwealth of Massachuseits
Board of Registration in Medicine

200 Harvard Mill Square, Suite 330
Wakefield, Massachusetts 01880
(781) 876-8200

CANDACE LAPIDUS SLOANE, M.D.
Chair, Physician Member

KATHLEEN SULLIVAN MEYER, ESQ.
Vice Chair, Public Member

MICHAEL HENRY, M.D.

Enforcement Division Fax: (781) 876-8381 Secretary, Physician Member
Legal Division Fax: (781) 876-8380 JOSEPH CARRQZZA, M.D.
Licensing Division Fax: (781) 876-8383 Physician Member

PAUL DERENSIS, ESQ.
Public Member

R. MICHAEL SCOTT, M.D.
Physician Member

GEORGE ABRAHAM, M.D.

June 15, 2015 Physician Member

In response to your request, the enclosed contain the Superior Courts where the cases
were resolved, the telephone numbers for the courts and the docket numbers associated
with the cases. Contact the court directly for all public mformatlon on the malpractice
payments. Refer to the Section VI of the Physician Profile for d}SLlalmﬁi‘ information on

malpractice data.

Telephone number

I)ncket Number

Suffolk Superior Court 617-788-8175 2006-1018D

Essex Superior Court 978-744-550 91-1896
02-1272
96-0439A

Zoraida Montes

Public information Coordinator
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