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VICE PRESIDENT, LEGISLATIVE AFFAIRS BRUCE J FRIEDMAN W {

May 1, 1996
JENNIFER M DONOFRIO MD

Dear Dr Donofno ‘ ’ o S ' ’

This is to certify that you have been granted hcensure to practice medicine in the
State of New Hampshire. Your license number 9693 is dated May 1, 1996.

~ As so.on’as your engroésed'certiﬁbate is received in this office, which 'should take ‘
. approximately one year, it will be forwarded to you. . Until such time, this letter is your full
'authonzatlon for the pnvﬂege of practicing medicine in the this state

Please keep-this office informed of any change in home or office address.

Smoerely, :
a&éao |
en laCroix
Adm:mstrator
" KL/se
Encl,

2 INDUSTRIAL PARK DRIVE SUITE 8 CONCORD, NH 03301850 TOO Access: Relay NH 1-800-735-2964 TEL, (603) 271.1203 FAX {603) 2704
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R g'\s%\?‘:\'\on g Medicn® ApplicationNo.__ [ {p 1t}
’ e ' . ’ . . ) ’ ' . ’

L hereby apply for a license to pract:ce mcdlcme in the State of New Hampshire as

" a Doctor of Medicine or as a Doctor of Osteopathy and submit the following proofs, as -

o 'requu'ed by the rules and regulations, formulated in accordance with the laws of the State

of New Hampshire, and enclosed a certified check or postal or express money order for

the application fee of $250.00, check made payable Yo the “Treasurer, State of New

' Hampshxre - U.S. Funds only. Apphcatlon fees are non-refundable.
L PERSONAL INFORMATION . . .
Name; _ JENMFse. M chelle "Daﬂo,cx;;a_

. (please print) FIRST MIDDLE “MAIDEN

 Home Address: —

| Office Address: MMGH%TEK 0651’6'1"{2«&% A«ssoums

15D - fm,ay—/ﬂwa/ Road /I/fmaﬁ{.ﬁ@& WVH

f_q P omm_—

b3

Social Security Number-

C 2 ACADEMIC_ EDUCATION:

~‘Néme and Location of Institutions Dates Aftended Degree Awarded

¢ tleéé 0FV‘//I"/:M wn d l' g/ngqm ‘é.s
f" w,mmsbmg v/l ~

mwzc'm/ aoz,w/ég 0% x//zgmw ?/ﬁf 6,/% | D
K,Lehm,mo Z ‘

2 INDUSTRIAL PARK DRIVE SUITE 8 CONCORD. NH 033018520 TDO Access: aéuay NH 18007352064 TEL. (603) 27141203 FAX (603)




3. MEDICAL EDUCATION:

Name and Location of Institutions

pih bolll6E &

Virgwik

A chmad vA

Dates Attended

2,/93 - 6/

Degree Awarded
M-0.




5. FOREIGN MEDICAL GRADUATES.
(a) Foreign graduates must submit a transcript of grades and proof of
graduation from medical school. Certified copies of these documents with
certified English translation is required.
(b) Foreign medical graduates must also submit original-verification directly from -
ECFMG documenting that the applicant currently holds standard certification by
ECFMG. Please indicate ECFMG #: .

6.  POST GRADUATE EDUCATION.

Internship and/or Residency

ot Lo 65/—(/&’/?(5
Commanty Hopmin | ‘
of oondle viwsy  Rowwoke, i Fhz - “fa

Program Location Dates
NH Requires at least 2 years of post graduate training in the United |
States or Canada. An official, original letter from the residency
program verifying internship and/or residency is required.

T EXAMINATION.

pr Board 3/93 Ptss
ame of Examination Date of Completion Score

A National Board or FLEX score report form is enclosed. Please have an
official transcript of your scores sent directly to the Board. If examination
is by USMLE, LMCC or state examination, you must contact these
organizations and have an ofﬁcxal transcript of your scores sent directly

to the Board. :

8 LICENSURE.
Please list all stateg where you hold or have ever eld a physician’s license. |

l ‘ \ - 69
¥ Termporary license FAdex cs i nfjf(\L\ch# O11-00465 3

You must obtain a verification from all states where you hold, or have ever held a license.
Verifications must be received directly from the licensing authority. A form is enclosed
for your convenience. Please make copies as necessary.




10.

1.

12.

13.

14.

15.

16.

17.

18.

19.

Are you certified by an American Specialty Board?

YES /NO

If yes, please provide a notarized photocopy of such certification. |

Have you ever, for any reason, lost American Specialty Board
Certification? , ~

Have you been denied réquired recertification by any specialty
boards? If yes, list each such boards and dates denied.

YES

Has any medical malpractice claim been made aga.ihst you in the
last ten years (whether or not a lawsuit was filed in relation to the
claim)? If so, how many?

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

Have you ever been denied the pﬁvilege of taking or finishing an
examination or been accused of cheating or improper conduct
during an examination since you graduated from high school?

Have you ever failed any of the following examinations: the
USMLE, the FLEX examination, any state board examination or
have you ever failed to gain certification from the National
Board of Medical Exmmners‘?

Have you ever failed a fore:gn licensing or certiﬁcation examination?

Have you ever been denied a medical hcense whether full, limited
or temporary, for any reason?

Have you ever had staff privileges, employment or appointment in
a hospital or other health care institution denied, limited, suspended

. or revoked, or have you ever resigned from a medical staff in lieu

of disciplinary action?

Is any investigation or disciplinary action pending, or has any
investigation or disciplinary action been taken against you in the
last ten years by any governmental authority, by any hospital or
health care facility, or by any professional medical association
(international, national, state or local)?

NN

!\_ AN




YES NO

20. Have you ever voluntarily surrendered a ficense to practice medicine
or any healing art or allowed such a license to lapse in lieu of facing
disciplinary investigation or action?

21. Have you ever withdrawn an application for medical licensure,
hospital privileges or appointment, for any reason?

22. Have you ever been a defendant in a criminal prbéeeding including
driving while under the influence or driving while, suspended, but
not including traffic offenses not clasgiﬁqd as misdemeanors?

23. Has your privilege to possess, dispense or prescribe controlled
. substances ever been suspended, revoked, denied, restricted or
surrendered, or have you ever been charged, investigated or warned
by a state or federal agency based on controlled substance issues?

-24. Have you ever had any emotional disturbance or mental iliness which
* has impaired or would be likely to impair your ability to practice
medicine? '

25. Are you now, or have ybu, during the past 5 years, been dependent
upon alcohol or habituating drugs? '

NN e

NOTE ON QUESTIONS 23-25: The harm that befalls physicians and patients alike when
impairment goes undetected and untreated by the medical profession is devastating. The
Board wants impaired physicians treated in the early stages of impairment before

irreparable harm to the physician or patient occurs. R

If you have answered “yes” to any of the above, please expiain on the reverse side.
Attach additional 8 1/2” x 11” sheets if necessary.

26. A current curriculum vitae is required.
27. An official certified copy of your birth certificate is required.

28. A total of 4 reference letters are required. Letters of reference shall be provided By
the following individuals:

De_ ek Aevse e Lttey LY
Z)zﬂmzf, Winklte Ik f/édwa/ '@.5'47




29.  AFFIDAVIT OF THE APPLICANT:

. STATE OF_Y{(qinic
(L.Afj_c;eeﬁwor

L 44/ W Dnesfte o /%M&%e, A

bemg duly sworn say that I am the person referred to in the above application for a license
to practice medicine as a Doctor of Medicine or Doctor of Osteopathy in the State of New
Hampshire; that I have studied the treatment of human ailments not less than four school
years, received a degree of Doctor of Medicine or Doctor of Osteopathy; and that all the
statements herein respecting age, academic and medical education, internship, state or
national board examination and license, good professional standing, and all other
statements made on said application are true in every respect, and that no investigation or
disciplinary action is pending or has been brought against me by any state, county or local
medical society, hospital or health care facility or pro cssxonal medlcal association, except
as disclosed on this application.

/

.M.D, D.O.

Sworn to Bafore me this |- g}/ day of VYY\QTLQJ\ 19490

o

- (SEAL) _ . \_fgg | Aé& g ,} i iﬁﬁ&ﬂwm Public

By Cortnission Expires pit 30, 1533

!*1»**i*************:#**#*=1=**t****#******#**#*#*****##

7/, hee? 02

\
% Sighgtéire of Applican{
/ |

/

\_  PLEASE DO NOT WRITE BELOW THIS LINE - FOR BOARD USE ONLY:
~Application received 2[5 L 1909%

Fee Paid 2-30.00 3 [25, 1996 Check Numbe UG

License Number: We 4 D Date of Issue:

g




JENNIFER M. DONOFRIO, M.D.

ADDRESS: DOB:
: MARITAL STATUS:
HOMETOWN:
OFFICE: Carilion Health Systems/ :
Community Hospital of Roanoke Valley
102 Highland Avenue, SE:
Suite 435
Roanoke, VA 24013
(703) 985~-9977
EDUCATION:
RESIDENCY: o Obstetrlcs and Gynecology, Carilion Health
1992-1996 . Systems/Communlty Hospital of Roanoke Valley,
Roanoke, Virginia; graduatlon June 30, 1996.-
MEDICAL SCHOOL: Medical College of Vlrglnla/V1rg1n1a Commonwealth
1988-1992 University, Richmond, Virginia
UNDERGRADUATE: College of William and Mary, Williamsburg, Vifginla
1984-1988 . '
RESEARCH:
"premature Rupture of Membranes' Home vs. Hospital

ONGOING:

Management!, supervised by Carey Winkler, M.D.,
Director of Perinatology, CHRV.

"The Occurrence of Lymphoma in Cardiac Transplant

Patients at the Medical College of Virginia",

supervised by Andrea Hastillo, M.D., Department of
" cardiology, MCV.. 1991-1992. ’

ACTIVITIEB/MEHBERSHIPB.

Amerjican College: of obstetrlcs and Gynecology, Junior -
Fellow, 1992-present

Roanoke OB/GYN Society, 1992-present

Southern Medical Society, .1992-1993

. American Medical Association, 1988-1992

American Medical Student Association, 1988-1992

CERTIFICATION:

Basic Life Support, 1992.

Advanced Cardiac Life Support, 1992
Neonatal Advanced Life Support, 1993
National Board of Medical Examiners, 1993




.JENNIFER M. DONOFRIO, M.D.
PAGE 2 -

VOLUNTEER WORK:

Indian Health Service, Gallup, NM, November 1994
Bradley Free Clinic, 1993-present

Rural Medicine in Nassawadox, VA, October 1991
AIDS education program for students, 1988-1989

COMMITTEES:
Committee for Improvement of the Carilion OB/GYN Clinic
Residency Revision Committee
Patient Education Committee

HOBBIES:

Hiking, moutain biking, camping, running, weight lifting,
pottery, gardening




- RECEIVED

MAR 15 19%

N+ Soard of
THIS MUST BE SENT TO THE SCHOOL FRONIOHRNSSPR S MMicies ep

4. CERTIFICATE OF MEDICAL EDUCATION:

It is hereby certified that i 2.4 matriculated

(Your Name)

in Medieal ,E: ( Y !'/w\« . e
m cok (1 ) eiadl ~ at :E“'—’-’l"‘-"-‘/g Y ﬁ(ﬂ:é on
(Name of InStitution) (Locdtion of Inftitution)

7 I and received a diploma from this institution coﬁferring

the degree of Doctor of Medicine or Doctor of Osteopathy.

(SCHOOL SEAL)
REQUIRED

RRRRAKARRKARARARRRKRAARRARARRARARARAAARARARARARRARRRARARRARKRAARRAAKNKRRXRAR

After completing, blease return this form to the following address:

BOARD OF MEDICINE
2 INDUSTRIAL PARK DRIVE, SUITE 8
CONCORD, NEW HAMPSHIRE 03301-8520




ol T

LION | Department of Medical Educanon
Health System At Community Hospital of Roanoke Valley ‘
March 26, 1996 . :
RECEIVED
National Board of Medicine APR 0,.1 8%
2 Industrial Park Drive " NH Board of
Suite 8 . Registration & Medicine

Concord, NH 03301-8520
TO WHOM IT MAY CONCERN:

This letter is to confirm that Jennifer M. Donofrio, M.D.
began her residency here at Carilion Health System’s OB/GYN
Residency Program on July 1, 1992. Her anticipated date of
completion is June 30, 1996.-

‘Should have any further questions concerning Dr. Donofrio,
please do not hesitate in contacting me.

‘Thank you.

Sincerely,

S\

Larry G. Dennis
Director of OB/GYN Educatlon
Carilion Health System

Associate Professor of OB/GYN
University of Virginia - Roanoke Program

LGD/kng

Carilion Health System
Department of Medical Education at Community Hospital of Roanoke Valley Post Office Box 12946 Roanoke, Virginia 24029-2946
Telephone 703-985-9977 Telefax 703-085-9817




MAY 1 g 1997 ! - - STATE OF NEW HAMPSHIRE . . l_-

653098 * Board of Medicing
EXPIRES: , , . .
Please check appropriate 3&:8 address.
zm«_:m_m:,e__ Lm:.:,” bm«, M., Doﬁoﬁz.o. ™MD .
X Place of employment 150 4?.@?6;3 Pooa
. Monchestry NH o3
JENNIFER M DONOFRIO, MD - - BusinessTel: (03 -02- Sl A
MANCHESTER OB ASSOC . Home Address-
150 TARRYTOWN RD ‘ . .

MANCHESTER NH 03103-




JUN 0 31998

BOARD OF MEDICINE
2 Industrial Park Drive, Suite §
Concord, NH 03301 8520

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

. RENEWAL APPLICATION : L
For expirationon: ~ . 6/30h999 . e , ﬁ/ . Renewal Fee: $100.00
" If you do not wish to renew your hcense check here. lﬁé‘ . o -

If you choose not to renew, your license will be placed on inactive status To reactivate the llcense you
- will be required to file a reinstatement application.

" The followmg information represents the information on file for you with the Board of Medicine. Please make .
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board' of any
change in address within-30 days of the change ‘

Speciaity: AOB’C; o BoardCemﬁed (Y/N) Q I/&?“é&/ .
e | s N Please list ABMS Board Specxalty '

Llcensed in the states of: (2 letter state. abbrev )

Please mark the box next to tke addt:ess you would prefer to list as your ~mailing address.

Fﬂe# 10614 .

1;&‘ RS P1E-ys n»lupum’ f‘i 39

oy gt Scadi R L A g - . . "

X M e O I Vot '

s ?’}f&'& b LI ST S PR R DT e L e o P YR A
. LI R . .

_ K ttﬁ.gui.g\n% '{.1»1::.'-& u , v -...l'.l e ,,, g e e e ’
' Hospxtal Aﬁihanons. (If nota NH hospxtal, please list clty and state where hospital is located.)
ELLIOT HOSPI‘I’AL

" (RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)




APR 2 9 1999

BOARD OF MEDICINE
2 Industrial Park Drive, Suile 8
Concord, NH 03301-8520

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

RENEWAL APPLICATION
For expiration o 6/30/2000 Renewal Fee: $100.00

If vou do not wish to renew your license, check here, D
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any nccessary changes. Please note that pursuant to RSA 329:16- f, all licensees must inform the Board of any
change in address within 30 days of the change.

Specialty:  opg 7" Board Certified: @U 7
, Please list ABMS Board Specmlty 9‘(’ ’7

" ‘Licensed in the states of: (2 Ietter state abbrev.) MJ/
Please mark the box next to the address you would prefer to list as your mailing address.

File#: 10614. . .

Licepse #: 9693 ., ... .

JFNNIFER MDONOFRIO MD
’ ;MANCHES’I’ER OB ASSOC‘
- 150 TARRY’IDWN RD -
e ‘MANCHES'I'ER,NH ‘031034» L
“Phong: 603*64,‘ 3162

; Hq'spitgl Affiliations: (If not a NH hospital, please liét city‘gndj -é_gate where hospital is located.)

ELLIOTHOSPITAL

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)




APR 13 2000
STATE OF NEW HAMPSHIRE

BOARD OF MEDICINE ..
2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

Telephone #: 603-271-6934

4 : RENEWAL APPLICAT[ON ‘ . o .
For exp1ratlon on: . 6/30/2001 . ' Renewal Fee: $100.00

If you do not wish to renew your llcense check here D
If you choose not to renew, your license will be placed on macnve status., To reactivate the license, you
- will be rcqulred to file a reinstatement apphcatmn -

The followmg mformatlon represents the mfoxmatmu on ﬁle for you w1th the Board of Medtcme Pl&se make
. any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform thc Board of any
change in address within 30 days of the change '
[ R T e " Pogieglisthe HOLOL, e NG
,Specialty: - opg o Board Certified: (Y/N) -
_ , Please list ABMS Board Speczalty ___QBG

NS YE IV R

pbvaad 1 ESIE B \-»‘":.w ET O et L L v

Lxcensed in the states of: (2- letter étate abbrev. )

. Please mark the box next to the address you would prefer to list as your mailmg address.

: I‘Ejse# _ %unthb«m u (ur,at*-x ik 6, W10 on’iﬂﬁi«q m&m» Wi vhmgg 4 ant rned HOY .;mH 0

ey ' ':Wh A3V, *l ﬁuﬂnl(h— s 4 mmmmmzml.t‘
LN "i- - ‘ i ) . i " .
- " JENNIER'M Douamo,mn | A3 oaovaile "“”.
. : ,MANCHBSI‘BR ene w:amlqmnb 10'no} gui i eed uev oveH &
o mm nemmb 10, ,bomml ‘ s :miwédfwn owsH ¥
. Phone’  ORRVEMNHRbom T avinainimbe m} Micrmad 1oV vEd it 1afoi's abroou

, .nul Laumoqmm:s»uw v mng uma& ohm Mmmns J'&«)ﬂ)&‘ﬂ! i dsitath \ms mm A
Hospual Affihatlons a« not aNH hospital, please list city and state where hospltal is loeated )

muosprrm,mcxmw
A SRR e FAHT A S PTARATTHL S ifmxu

iy £, VLt e ....- f'

W ey 8o sy byt e . v e s e At

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)




APR 1 3 2001

BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

RENEWAL APPLICATION ,
For expiration on: (date).omnsy : ' Renewal Fee: $150.00

If you DO NOT wish to renew your license, check here, |
- If you choose not, to renew, your license will be placed on inactive status, To rcactwate the hcense, you
-will be required to file a reinstatement apphcatmn :

The followmg information represents the information on file for you wuh the Board of Medlcme Pleasc make
any necessa:y changes Please note that pursuant to RSA 329:16-f, all licerisees must. inform the Board of any .
- change in address within 30 days of the change '
.Sp_eciaity: o BoardCerified: (YAN) y
‘ Please list ABMS Board Speczalty OBG

4

Lié‘e"n;sed in, thc states of: (2 Ietter statc abbrcv )
Please mark the box nexl to the address you would prefer to ltst as your matlmg address.
F‘k‘#’ ﬂ,‘l“. i mv. s e&,g ¥ s »J;-;,, 3 . : :

o %%*)#QMW%M” i
Hosti Addgpas: 7" "7 et AT

O e .mm

‘ o 3:'..,: Y Nﬁm.-;-ﬁd-sq.ws.f a PR R L 1-;543*«.'-;,;“!‘9; -u\v:'Jé ¥y J—m':mf;;-‘q;."«i;"
Hosp:tal Afﬁliatmns (If not a NH hospital please list cﬁty and state where hospltal is located )
BLLIGT HOSPITAL— MANCHESTER, NH

Lt e £ Y AR P o

"ﬁam' M Ulw Cud{{

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)




. : v qq
 MAR I3 2002 15
STATE OF NEW HAMPSHIRE

BOARD OF MEDICINE - i |

2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

Telephone #: 603-271-6934

RENEWAL APPLICATION o ' ‘
For expirationon: - g3nma03 ‘ . . Renewal Fee: $150.00

If you DO NOT wish to renew your hcense check here. D
If you choose not to renew, your license will be placed on. macnve status. To- reactwate the license, you
will be reqmrcd to file a remstatement apphcatlon

The following mformatxon represents the information on ﬁle for you with the Board of Medicine. Please make

- any necessary changes. Please note that pursuant to RSA329:16-f; all licensees must mform the Board of any

change in address thhm 30 days of the change.

S‘peciaify: 0BG T BoardCefuﬂe‘d ’(‘WN) Yy
: e © Pléase list ABMS Board Spccralty OBG

oS¢ rpivace oL o
Wt Coe

Lxcensed in the states of: (2 letter staite’ ébbre\")

PIease mark the bax next to the address you would preﬁer to list as your madmg address

h{h'!\!i P T I .-'.U'uf‘m.t.‘ ¢ 'é’.wm"“'i'iifi‘ A

Sy ﬁ%%ﬁ «~,¢gmﬁ- R -~gﬁmm:”«»

AT mnnmmunonomo,m R | e P
- ‘MANCHESERG&MOC "Jv 41t ‘c;: aib e i "_;"f{*:r".! AT
A ) L
N ey : }
o quﬁw@@&s, N ‘rum.:,H I
Hospltal Affiliations: (If riot & NH. hospital; piés L | oirh
* ELLIOT HOSPITAL- Mmcrmmn,uu clm!mcmncm
) (- :.\.'c' T e ;‘:.. . L :,‘ o .'_ ‘J‘ ‘M{!J ‘{Y'f'f‘fﬁ’ >t§ ’0 ’1.1 S

...... —

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)




MAR 19 2003

STATE OF NEW HAMPSHIRE - BOARD OF MEDICINE

2 Industrial Park Drive, Suite 8

‘Telephone #: 603-271-6934 T Concord, NH 03301852~
. RENEWAL APPLICATION S /7/‘5/:?\
0§30/04 o o Re waiFee:$150.(L()§"

If you DO NOT wish to renew your hcense check here, D ,
If you choose not to renew, your license will be placed on mactwe status. To reactivate the hcense, you

w111 be reqmred to filea remstatement apphcatton

For expiration on:

The followmg mformatxon represents the information on file for you with the Board of Medlcme Please make
* any necessary changes. ‘Please note that pursuant to RSA 329:16-; all hcensees must inform. the Board of any
' change in address within 30 days of the change.

Specialty: OBG U ’Board Certified: (Y/N) Y . .
‘ . L Please list ABMS Board Specialty: OBG

Llcensed in thé stites of: (2‘ fettér state: ab‘bre ) NH

Please mark the box next to the address you would prefer to lzst as your mazlmg address

Liceny #' L9693 L - ' - o Fﬂe# 4 10614
C mun n\omt:ﬂ:wahwmumnmu@ﬂ & me £ ,;«‘«* A “\r.pif '5;"
- © el

gumuwwr@m 21t wm& ALY ammtm’?

- .. IENNIFERMDONOFRIOG;MD: ~ | . - RN
. ' MANCHESTEROBASSOC . . T e e e, L
- R l%TAR&’g‘I’OWNR!Bwnwﬁw smr'-wwn S0 (V”W Lot
© "MANCHESTER,NH 03i03- "~ '» T el e T
R ¢ ﬁmi“n\ nt‘t‘mh "v‘h*ﬂ haim‘wnbnmn tem\mﬂ foy 4”2{“4 G Sty 3 T
o R TR "“‘hfwi‘“ "

Hnspltal Afﬁl‘ft‘ﬁ% Mt‘ a 'f\tﬁ"hoﬁﬁ&m’iﬁﬁ “'f c?ff?ana s(ate where hospxtal is Iocatea )

- .A 3hidd ANCHESTER. N .;3;3'L?L§im ;e 4‘, VO‘UJHQM :- :
. ‘ ) MANCHESI‘BR,M-I C : ' (’—-C—!S‘\on 1 pmc.hs_g..
AL A A e e " S NS - | LTS 2 ﬁosmw ’

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDEj

e




MAR 15 2004

BOARD OF MEDICINE

STATE OF NEW HAMPSHIRE
3 jare? 2 Industrial Park Drive, Suite 8 -
Telephone #: 603-271-6934 ' C d, NH 03301-8520 ‘
p A 7] ; | oncor /\(—\

' o RENEWAL APPLICATION yd

For expiration on: 6/30/06 . Renew 1 Fee $300 00,
I you DO NOT wish to renew your license, check here. [ N
'If you choose not to renew, your license will be placed on inactive status, To reactwate the license, you.

will be required to file a remstatement application.

The following information represents the information on file for you with the Board of Médicine. Please make

any necessary changes. Please note that guréuagt to RSA 329:16-f, all licensees- ‘must jnform the Board of
: any change in address within 30 days of the chang iy : .

Specialty: ~ OBG. ‘ Board Certified: (Y/N) Y a
S - Please list ABMS Board Speclalty OBG

Llcenscd in the states of (2 letter state abbrev )

© NONE ‘ :
Please mark the box next to tlxe address you would prefer to list as yaur madmg address. _

Llcense #. 9693 . ) . File#: 1061 4 . ' :
L . ¥Idebna. o o SR . R -
;7 JENNIFBRMDONOFRIO,MD .- - "d--.h DR
E . MANCHESTER OB ASSOC : R T
150 TARRYTOWNRD ° o
-mmmmmsm :
mMummwm . ' - Phone§

- Hospital Aﬁihatwns **‘Please list city and state where hospital is located Check off type of
: privileges you hold for each Hosp:tal

. Hospital 0 Privilegs e C«-moyComlt :
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(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)
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STATE OkéNE C’e’ o BOARD OF MEDICINE - MAR 2
’ A 2 Industual Park Drive, Suite 8
Telephone # 603-271-6934 N Concord, NH 03301-8520 /{Qﬁ?@

For expi;aﬁon on:

_5/’30/08

resents th\, g}fo

TR




Please answer each of the following questions. If 'yout answer to any question is “Yes”, you must provide a
complete writien explanation of the circumstances including any required documents. DO NOT RESUBMIT
]NFORMATION REPORTED ON A PRIOR RENFWA,J APPLIC ATION.

In the Dasf 24 months:




MAP 7 9 9008

STATE OF NEW HAMPSHIR:E%_\P 17 90 BOARD OF MEDICINE “
2 Industrial Park Drive, Suite 8

Concord, NH 03301-8520

Telephone #: 603-271-6934

REN EWAL APPLICATION

For eXpiration on: - 06/30/2010




A““ 19, 71 1’1
STATE OF NEVV HA_MPSHIRE

-

BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

oisomors RENEWAL APPLICATION Renewal Fee’ ,,5300“)

; . ce Use Only: < “
Datc Pd (f %0 Chcck i 35‘; [[[/
If you DO NOT wish to renew your }u,ense check here. D
\ If you choose not to rénew,  your license will be placed on inactive status. . To 1eacuvate the, license, you
- will be requxrcd to ﬁle a lemstatement application,

Telephone #; 603-271-6934

For expiration on:

. “The following information represgnts the inf ormauon on file for you with the Board of Mechcme Please make
any necessarv changes, Pieaseano e that pursuant to RSA 329:16-f, all hcensees must mform the Board of
; 4 anv change in address W1th1n 30 da?s of the change

Cur:enﬂy Board Cerhﬁed" (Y/N). Y
: Plea,se,hst ABMS Board Spg:c;alty. -

Curréntly Jicen

(RENEWAL APPLICATION CONTINUED ON REV ERSE SIDE)




Please answér each of the Lollowmg qLCStLOHS. If your answer to any question is “Yes” you must provide a

- complete written explanation of the circumstances including any required docutments. DO NOT RESUBMIT
INFORMATION RERORTED ON A PRIOR RENEW AL APPLICATION P

In the past 24 moﬁths:

YES NO

1. With regard to any and all Boards or licensing bodies with which you hold or have held .
a license to practice medicine, have € you been subject to any d1s<:1p}mary action, limitation or

restriction on your license, or entered into any agreement with a licensing body for any )
reason, mcludmg but not Imuted to rehabilitation? <

2. Have you beer demed or have you suxrendcred or allowed to lapse élicensc to practice
medxcme in any state othcr {han New Hampshue‘? ‘ V

3+ Have you been: Sth_]CCC to any mvesugatlon ortoa demal resmctlon susp.éxis‘

loss
0 rprof-qtllxn n*F ¥0 rhbl’\ PR Cate‘) o £ ) i )_

Za v\u.v.l:.

4 ;’Héve you'been'treated, othér than throuvhfthc Physician’ Heahh P oglam, fo1 abuee or’

misuseof ny chemxcal substance m(,lu(.’uutr alcohol?

: any emotmna}‘dlsturbance or mcntal or physxcal i
0ur abﬂlty o pracnca medmme? '

. I have famxharucd myself m“tl these documénts dlld acknowlgdge
" 'that devxatlon from thé, tandax ds set therem may subj Ject me to drsmplmm y action by the New "
YIamDshzrai&s}%d ef‘M dicine. L

,?/M 2

) ng'lauu;éof/ Ltcensee (Swnatuzi{ Stamp Not Accepted) | - "Date =




Please answer each of the following questions. If your answer to any question is “Yes” , You must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 12 months: - YES NO
1. Have you been subject to any disciplinary action, limitation, restriction, or.agreement for any ‘/ -

reason, including rehabilitation by a licensing board?

~ - ~2: Have'youbeen denied or have you surrendered a license in - -any state other than for relocation
’ or retirement?

3. Have you been subject to any denial, restnctlon suspension or Ioss/revocatlon of your
DEA certificate? -

4. Have you been treated for use or misuse of any chemical substance‘7

5. Have you had any emotional disturbance or mental or physwal illness Wthh has impaired
" your ability to practice medicine? :

H' © y@u been the subject of an 1nvest1gat10n ot dismphnary 'pro
: ltm m; & . .

IS

o EEREBY CERT[FY UNDER PENALTY OF PER.TURY THAT ALL INFORMA’IIO ON 'I‘HIS FORM IS
+CURR NTLY ACCUR
. /

; 7 7
Signature of L Lcens}a.?{uzgl ture Stamnl/{/“/tAccepled) : Date

H

-




Please answer each of the following questions. If your answer to any question is “Yes”, you muSt provide a
.complete written explanation of the circumstances including any required documents. DO NOT RESUBM[T

INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION. A
In the past 12 months: | - YBS NO

. 1.. Have you becn subject to any d:scnphnary action, limitation, restnctmn OF agreemeﬂt fer aﬂyw
reason, including rehabilitation, by a licensing board? g

—

Mthmu-smndond,a 4nmwmm /

or retirement?

3. Have you been subject to any- demal restnctlon, suspenswn or loss/revocatton of your
DEA certificate? ‘ .

4. Have you been treated other than through the Physacxan Health Program for abuse or
misuse of any chemical substance, including alcohol? :

5. Have you had any emononal disturbance or miental or physxcal iliness thh has 1mpa1red
“your ablhty to practice medicine?

6. ,Have you been found gunlty or euteted aplea of no contast to any felony or mxsdemsnnor?

7 "Iﬁw mm»rcpomd to ‘the Natlonal Pmctmoncr 5 Data Bank? If yes. pllasa auiswt a8

‘eopy of the report.”, ] o IR
s . M : “A.)‘\. \,‘g.:b‘,'x.';, ' ..
. 8. Have YOU been the. subject of an investigation or dlsclplmary prow g -
9, HaVe any hosmMnded, hmited or denied other. Mshm
. mo:ds vmlatxons or have you been placed on adrmmstmhve or medlcal leavc? L - '- .

IR |
l&"l{ ANAS NI I.\

10, Have any med:cal me been made agmnst you? See amcﬂeﬂ‘rﬂﬁ‘ﬂhg mm A

o mmmm '(BNBBR PENAEYY OF PERJURY THAT ALL INFORMM ON 'rms FORM IS
A“ACURRBNTLY’ACC JRATE. . . R e,

DR, N 42 ki 5—/'05”
, Signaturﬁl.icens‘ee (..‘Siv o

ture Stamp Not Accepted) - ‘ Date




Please answer each of the foliowmg questions. If your answer to any question is “Yes”, you must prowde a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT

- INFORMATION REPORTED ONA PRIOR RENEWAL APPLICATION.
Ie‘t'o.f" | | ,Y.ESVNO‘

1. Have you been subject to any d!smplmary action, limitation, resmcnon, or agreement for any.
reason, including rehabilitation by a hcensmg board'? —_—

'mememd, a'licenss in any state other ‘than for relocaﬁ?n

or retirement? —

3. Have you been subject to any denial, mtnctlon, suspension or loss/revocauon of your S
DEA certificate?. . :

4. Have you been treated, other than through the Physwlan Health Program, for abuse or: ' :
misuse of ¢ any chcmlcal Substance, including alcohol? o -

'5. Have you had any emotlonal disturbance or mental or physwal illness. wluch has unpaxred
your ability to practxce medlcme? : e,

6. Have oubeeufmmd or apleaofnocont&ettoanyfelonyor r?.'. cw T
y

7. Haveyoubde(oﬁle’nonuonersDataBmk?Ifyes,pleasembmita .
) copyofﬂlempoxt. " . | — -

8. Haveyoubeeanonordxscxphmrypmceedmg? . B N
9. Haveanyhospmlpﬂvﬂogesboeasuspmdod,hmwdordeniedothermmfmmadiml o
reeoxdsvmlaﬁons mlnv;gbeanplmdonadmimstmﬁveormedwalleave? ;:; e

10. Have any medxcal malpqmce qlam be@n ,made against you" See attached repoxﬂgg fonn. '. S

NN NN l\ .| ;\

I -phw Vil o

IHBRBBY CERTIFY uNDER PBNALTY OF PERJURY THATALL INFORMATION ON 'rms FORMIS .
.CURRBNTLYA'. TR . . .

| %33 ~
Date '




Inthe past 12 months: ~ e 'YES4 NO

;- Have you been subject to any dlsmphna:y acnon, limitation, restnctmn, or agreement for any
reason, mcludmg rehabthtatxon by a hcensmg board?

8k g byt 4 bt ten d

ey

dgred 4 license In any state other ths Tor refocatxon

" or retirement?-

" 3. Have you been subject to any dema;, rqgmcggn, %pen‘s’ion or loss/revocation of your
DEA certificate? : L oo

‘4. Have you been treated for use- ermusemfmy mg@wgb‘sggm?

.......

5. Have you had any emotion: dlstm:bance or mengal or Physxcal 1llness whlch has 1mpa1rcd
your abxhty to pracnce m icine? ‘

l :‘

- mdﬁ‘mw ih a"i'f Adbreery:

b st W e sy e
[ V2% B .\ )

dedie
dabidoacib

. GNMW%*

of Licensee (Siﬁaturg Stamp Not'Accépted) - . Date




Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete wntten explanatxon of the c1rcumstances lncludmg any requlred documents. m_NQI_RE_SLIB_MII

Inthe past 12 months: N B - . YES Noo
. .1. Have you been subject to any disciplinary action, hmitanon, restnctxon, of agreement for any ' :
. reason, including rehabilitation by a licensing board? - 3__—_‘_‘_

= wig B pouben'denicd-or Have: yousurren&ere&a*hcenscm any- state“otherthan—fm-rdocatm o
or renrement” . . ) oL

3. Have you been subject to any demal restnctnon, suspension or loss/revocatlon of your ' _
DEA certxﬁcate? - ‘ S _ o

4, Have you been treated for use or misuse of any chexmcal substance?

5. Have you had any emotional dxsturbancc or mental or physxcal 1llness whlch has Mpalred
your ability to practtce medncrne? o ‘ S

6. Iiave you been found guﬂty or entend a plea of no contest to any felonyor mnsdommor"
1, mmequMmstw Ifmm*m

X
b
B
X~
c”ydfmm DR B o . . Tv-irt"’ Wyl ______ __%a
%.
.
Ry

L i e xr NS SRR TR :
- 8. Haveyoubm&eMmonordmmphnarypmm el R

* 10 Have any medical malpractice ¢laims besn made against you? Sée attached fepoftiag forrn. -

N

I WEBY CERTIFY UNDER PENALTY OF PERJURY TH.AT ALL INFORMATION GN 'I'HIS FORM IS

.




./A '

Please answer each of the following questions. If your answer to any question is “Yes”; you must provide a
‘ complete wntten explanatlon of the clrcumstances mcludmg any requxred documents. DO NOT RESUBMIT

th t 12 : . ‘ o | YES

L. Have you been subject to any dlsqxplmary action, limitation, restnctlon or agreement fbr any
© reason, mcludmg rehabilitation by a licensing board? -

e

mvauyéamaemea"bwm

or retxrcment”

N . Have- you been subject to any demal restnctlon, suspensmn or loss/revocatlon of your
DEA certxﬁcate? . : .

H

4, Havc you been treated for use or mxsuse of any chermcal substancc"

5. Have you had any cmotlonal dlsmrbance or mental or phystca! illness whxch has unpau'ed -
your ability to practncé“mé&féﬁh’ .

6 Have you heen found gmlty orm-pﬁé.‘ﬂf‘m eontest to any felcny or w

m*“l AT
S GARWOTYNRAT L T

10. Havuny madicalmdpueﬁeo olﬂ#umm”mm you? sumuwm e
tinkdol st uutqzmi mtbw sty han ol il DR o ,umm 2y ‘!w G :uuuj :mom.m by Inqu

disiiendete H Tidknse m any stateo'tﬁam"iﬁeﬁﬁe - )

7 B e !
nu mmnmtm. “‘""

.& BN T\l\ l\ K

L on

Date ‘




the 2

YES NO

" 1. Have you been:subjéct to.any disciplinary action,. hzmtatwn resmction ‘or agreement. for any: . ‘ ‘, ya
reason, mcludmg rehabilitation by a lmensmg board?

e B SR S A0
m;sm g T EURE VRN
3. Have you been subject to " o won or loss/rcvocatxon of your
DEA cemﬁmcv . S) o

sl haad

4. Haveyou beontrmw §

5. Have you had any efngtioniam: ek b " " J
yourabilityto el o . > - !},'gh

or retmimeﬁt?

lcal 1llne§§ whlch has unpalred

"‘) 4 oavy

......

Signatur‘c of LiccnSee : latul-.e. Smp "

A




. 9. Havc any hospltal pnvxl‘,

Plcase answer each of 111(3 f@llowmg quesnons If voul answex to any quemon 15 “‘a es” you must prov;ck a
cempleic written explananon of the circumstances mcludmg (my req uired documcnts DONO S
{N}«ORMATIO\I RFP, R’J D ON A PPIV R RENEWAL APPLK ATION.

In me gagt ]2 monihe. _

 any deupdn& ¥ zction, hmit

‘ieason 'mciudmv rehabxhtatien by a hcensmg board" ,
2 Have you been dcmed or have you surrendered a hcense in any state other 1han for 1e]ocahon . ;/
f ‘or r\,nrement‘? ' ~ , . , .
3 _Have you been subjeci 1o any demai restucixon suspens;on or iossh evocatlon of your . \//
' DEA certzﬁc*xte‘? - ~ ~ , -

4 Have ybu been tfeated for use or hﬁéuséfo‘f'aﬁy »chémiéal SubéianCB? .

5. Have yau bhad any emohonai dlsturbance or mem'ﬂ or physmal ﬂlness whmh has unp’med \/ ~
yom abxhty ife) p1abfiC€ mec‘llcma/ ~ ~ - . .

6. Have you bcen found guﬁty 01 ente:ed aplea of no conicst to any felony or mxsdcmeanor?

7 ve you been reported to the Nanonai Practmonez s Data Bank‘7 If yes, please sué ‘mu‘ a
. co yofthereport - , . -

ay.ntgaim a-@ih@“

- 8 Have you been the subject of a an mvesnga’uon or dzscxplmary prcvce:edmg‘7

:mam

- - records vzolatzons, or bave you been placed on adnnmstratwe or medica lcave?

o ,Ha‘fefany medml‘ malpfaetm@ clalmsbe@nfmadﬁ against you? Sﬁeattached repaﬁiﬁg'tféﬁii¥, .




7 ,.mmRzoMl 1F NO, PLEASE EXPLAIN
ligikle,
PUAGE MY LICENSE ON INAGTIVE STATUS, ,

RENEWAL FEE:  $10000

.Bmm
LIST ALl HOSPITAL APFHIATIONS:

IN WHAT OTHER STATES DO YO HOLD LIGENGE: ZDZ&\
IN THE PAST 12 MONTIG: .

1. HAS ANY g&§§!<§8§§>§§528‘§§5§

INCLUDING REHABILITATION BEEN TAXEN OR ENYEREDBY ALICENSINGBOARD? . . & 4 o a s o o 2 « ¢ 2 s o o 5 v & = s o« = = L
2. HaV m«gggémcggﬁég>§!§ﬂ—$ﬂm§§§§§g§ ......... 2
3. Em;mnmﬁgsugggggggggﬂ
4. HAVE YOU BEEN TREATED FOR USE OR MIBUSE OF ANY CHEMICAL SUBGTANGE?

e § 8 s . & 2 & s+ & & $"s & s e.e s €« & 4" o a

s. ;méssggﬁgggpgiigﬁggagﬁg ’
6. HAVE.YOU SEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST O ANY FELONY, OR TO A MIDEMEANOR?

i
AN

............... 8. e YES

7: HAVE YOU BEEN REPORTED TO THE NATIONAL PRACTTTIONER DATA BANK? I YES, PLEASE SUBMITACOPY OF THEREPORT . . & v ¢ o « « + & 7 e YES

8. §<M4gwmm‘#ﬁuczmﬂg>z§§g§§ ................ KRR IR L3 l.l.|<mw
9. HAvI mggqggﬁamggggggﬁmggggégg

z><m<85mmx§2§ﬁ<mrm’<mu ................................. 9 — YES

<m§§§§ﬁ§§§ SEEATTACHED REPORTINGFORM . . & ¢« o « « 4« s « o o v « & » 0. — YES

F THE ANSWER Eaagnﬂ%gga’iaggg

I ¢ )

18 CURRENTLY gﬂﬂ.

\Nu\ww




