N ‘Ten West Street, 3rd Floor, Bostan, MA 02111 {617) 727-3086

Commonwealth of Massachusctts Board of Registration in Medicine
hitp://www.massmedboard.org LECEIVED Ui ';'ﬁ: T

Physician Registration Renewal Application
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Refore proceeding, please read the instruction bookles. Copy this form and all attachmenis for vour own_records; vou will
need copies for credentialing and other purposes. ‘FThis complcted rencwal form with attachments must be returned in the

green envelope 4 weeks before your renewal date.

= Rernit $250.00 for renewal fee. * Return renewal application in GREEN envelope.
¢ Add late fce of §25.00, if necessary. * Enclose check with coupon in BLLUE envelope.
Please review carefully the following information for accuracy and completeness. Make an y corrections or
alterations as required REDA CTED Copy
L. Current Status:  Active Registration No.:7g414 Reaewal Date: g3/ 4200,
If you want to change your current status, please check pne of the following boxes to indicate your new status: (Check only one}
g Aclive O Retiring (see instructions) [ Inactive (see instructions) (] Do not wish to renew

Please make corrections (type or print)

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

Other Name(s): e
3. A} Mailing/Business Address: \" Mailing Address:
INGRID A BALCOMB City/Town: State:
131 OLD ROAD TO 9 ACRE )
JOIIN CUMING BLDG/STE 22 Zip: ____ __ Counwy:
CONCORD, MA 01742-4162
Business Address:
B) Home Address: Ciy/Town: _ L. State:
i Zip: Country:

Rusiness Telephone: ( 978} &7 1= 13 Glp

Home address:

City/Yown: _ . State: _
) Zipr _ _Chontry:
Home Phone: Home Telephone:  (
Business Phone: PLEASE NOTE: No P.0. Box addresses for home or

(i:?’g - 3 :f’ . 34 Ca business addresses.

7. Cutrent American Board of Medical Specialtics Cenification {See Table 2)

4. a) Date of Birth; b} Sex: .
‘ F Code: JO&  Code:.
oSS Feile:) Rocaf Cotlge Seargema 4 Cé?: ‘*‘f{."“‘“x‘, y,
’ 8. Drug License Numbers, if any: - &3’26169 —a“{ /“' <
5. a) Name of Medical School: a} Federal (DEA): i~ Ob / G‘i,f né.
b) Massachusstts: N Cendcd
I"agylt dedicine, Universit Da i
b) Yc;? Ht;cﬁxf;{\cg acmei ;‘é“m‘éﬁ E{cg?c[nl:lzo usl\llie b 9. a) Other states where vou are now lcensed to practice (Abbr.)
6. Specialty Code(s) (Sce Table 1)
Code(s) Hours per Week in Mass. b States where you were previously licenscd (Abbr.)

OBG o 43 Obstetrics and Gynecology
0

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. (Supply
the codes from Table 3 and place 2 check mark next to those health care facilities where you have admitting privileges (AP).
Next to cach facility, write the approximate percentage of patient care hours that you provide in cach faciliry).

Facility Code: __ /_3_( 13" (AP) 180 % Facility Code: | ngm {AP) % Facility Code:_?_‘g{__f {AP) %
Facility Code: _ 1 (AP) % Facility Code:_____ / _(AP) % Facility Code:_ __ /. _ (AP) __ _ %
If 999, print name(s):

T 1




PRINT YOUR LAST NAME: “Fa | cowrinh LICENSE NUMBER: “/ %Y/

- ..

*

i1. My medical malpractice insurance is covered by a) Insurance Carrier  b) [] Letter of Credit ,
Name of Insurer:_ %3 mutual Ins. Co . Alternatively, indicate as follows: N
I am registering with Active status but I am not covered by medical malpractice insurance because I am {check one) ;’;

a) [[] Not involved in direct/indirect patient care in Massachusetts b) [[] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow?” (check one) [ Yes B No

13. A. What is your principal work seiting? (See Table 4) )=
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care =:2'-22' hrs/wk b} inpatient care ZD hesfwk

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

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

jons 1 ugh 22 refer to the past 2) vears only, Check ei or NO (NOT N/A) to each ion. Provide
details on Form R for all YES answers ex. for question 2 efer 1 instruction bocklet for additional information and
definitions. You must answer ALL guestions, or this form will be returned to you and your license rengwal may be delayed.

YE§ NO

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

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

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

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

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

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency?
20. Have you withdrawn an application for a2 medical license or been denied a medical license for any reason?

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

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? Etes [ No
L] CME Waiver requested (CME waiver form due 30 days prior 1o date of license expiration) ] CME exemption

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

Pursuant to G.L. ¢. 112, § 2, 1 will not charge to or collect from a Medicare beneficiary mmore than the Medicare fee schedule amouat,

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, I have filed alt Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NQTE: ‘Fhis applies ever if you reside out-of-state or out of the United States.

s Pursuantto G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating 1o
withholding and remitting Child Support.
o Pursuant to G.L. ¢ J12, § 14, I will fulfilf my obligation te report abuse or neglect of children as required by G.L. c. 119, § 51A.

s I hereby certify under the penalties of perjury thar ail the information on the Renewal Application and Form R is true.
Signature: @ﬂf M Date: t / 29 / S)\

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

Physician Registration Renewal Application

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

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope.
* Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope \ ﬂ
al A\
Registration No.: 78814 Renewal Date: 03/12/1999% | cypentStams: Active (\W
I you want to change your current status, please indicate below: (Check one).
] Active (] Retiting (see instructions) {"] Inactive (see below *) [ Do not wish to renew
2. Other Name(s), if any, under which you were licensed: Please make corrections (type or print)
Other Name(s):
3.4) Mailing/Business Address: yre -
INGRID A BALCOMSB, M.D. Mailing Address:
City/Town: State:

131 OLD ROAD TO 9 ACRE
JOHN CUMING BLDG/STE 220 Zip: Country:
CONCORD, MA 01742-4162

B} Home Address: Other Address: .
City/Town: o State:  _

watd & zip - 7 7 Countdy:
arm%%ﬁb P — :
f

i

Home Phone: ) Home: ( -
Business Phone; (978)371-1396 Business: ( 3
4. A)Date of Birth: Sex: F Is);;e of Birth: EM[D/Y) _//_sx:(OJM [OF
BySs e e =

Full Name of Medical School;
5. A) Name of Medical School:
Faculty of Medicine, Univeraity of

Dalhousie
B) Year Graduated: 1976  C) Dexree: MD Year Graduated: Degree: [;} MD. [] D.O.

6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s) r Week in Mass,
OBG 60 Obstetrics and Gynecology

%ﬁfmTSpecialty:

7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: 0BG~ ek Canacdlio~ Beand ¢
Y el ey Cortipiadion Federal (DEA):
B) Massachusetts: TRCSE Mass:
9. A} Other states where you are now licensed 1o practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr:

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

4



PRINT NAME AND NUMBER: Last Name: &ﬁflw m b Registration Number: 7‘5)‘?/ g

10. Current heaith care facilities at which you have completed the credentialing process for the provision of patient care. Supply

the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP). Nextto
each facility, write the approximate percentage of patient care hours that you provide in each facility.

Facility Code: _l %_ ! (AP) [0 % Facility Code:___ _/ _(AP)___ % Facility Code:__ ____/ (AP) %
Facility Code: _ /(AP}y _ e { (AP} ___ % Facility Code:___ / (AP) %
H 999, print name(s):
11. My medical malpractice insurance is covered by a) |E/Insurance Carrier  b) ] Letter of Credit ) P

Name of Isurer: p /’mﬂ%ﬁ% - maaf,&a.} /rdﬁéﬁi .,YLcl) mﬂ%&%dﬁﬁeﬁa{()g{ #- / ‘/ 4‘9 7

[ am registering with Active status but T am not covered by medical malpractice insurance because | am (check one)
a) [] Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ ] Yes Q?No
3. A. What is your principal work sefting? (See Table 4) _JD 1[ S‘
B. Care of patients in Massachusetts {see instruction book fet).

1) Average weekly hours involved in: a} outpatient care ﬁfhrs/wk b} inpatient care <€ hrs/wk

2) What is the approximate percentage of your patient care hours in primary carc? Sl % ,-f 0b Con)r by
PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS 7Rl
Questions 14 through 22 refer 1o the past two (2) years only. Check either YES or NO {NOT N/A) to each question. Provide

details on Form R for all YES answers except for question 22, Refer to the instruction booklet for additional information and
definitions. You must answer ALL qucstions, or this form will be returned to you and vour license renewal mazay be delaved.

YES NO

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

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

[6. Flas any lawsuit, other than a medical maipractice 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 setiled, adjudicated or
otherwise resotved?

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 faws, rules, by-laws or standards of
practice of any governmental authority, health care facility, group practice or professional society or association?

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

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

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

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? [¥] Yes [] No
{] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [J CME exemption
Sce Instructions for CME requirements, Do not submit documentation of your CMEs with your renewal application,

*  Pursuantio G.L. c. 112, § 2, ? will net charge to or colicet from a Medicare beneficiary more than the Medicare fee schedule amount.

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

¢ Pursuant to G.L. ¢, 112, § 1A, | will fulfill my obligation to report abuse or negtect of children as required by G.L. c. 119, § S1A.
* [herehy certify unger the penalties of perjury that all the information on the Renewal Application and Form R is true.

7 W.A/_, . ‘_’ Qéw/[ Date: i__/[[___/ _ﬁ?

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

Signaturc: \




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Fioor, Boston, MA 02111 {617) 727-_3086, ext, 320

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet,
* Copy this forin 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 iate fee of $25.00, if necessary. . Encl hock-wiltefing] BLUE envelo
A e R e
Registration No.: 78814 Renewal Date: 03 /\19/97 U o
[T E f "E.("
1. Activity Status: [X] Active [ Retiring  (see instngitigns) '~ 2l
(Check only one) 7 Inactive *(see below) {71 Do not wish to renew
. . : . OARD O HAIIO”
2. Other Name(s), if any, under which you were licensed: B @% YBOAREOF REGISTRATION
INVEDICINE—
Other Name(s):
3. AMailing/Business Addrese:
"INGRID A BALCOMB, M.D. Mailing Addr--
JOHN CUMING BUILDING City/Town: State:
EMERSON HOSP, SULTE 490 A - -
CONCORD, MA 01742 Zip: _ Country:
ByHome Address: Other Address:
City/Town: _‘ } State:
Zip: ___ Country:
Home: (_ )
Home Phone; .
- B :
Business Phone: (508)369-7627 usiness: ( )
4. A)Date of Birth O sex: ¥ Date of Birth (M/D/Y): ___/ /  Sex (M/F):
- ate of Hirth; ex: Lic. Issue Date (M/D/Y): __/  /  SS#:
B) Lic. Issue Date: 12/29/93 D) Ss# , | e Tssue Date ( Yod —
Full Name of Medical School:
5. A) Name of Medical School:
Faculty of Medicine, University of
Palbousie
B) Year Graduated: 76 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. e LO+
OBG 0 Obstetrics and Gynecology e
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2)
Code: Code: FRC SCC ) Code: _____ Code:
8. Drug License Numbers, if any: - -
A) Federal (DEA): f;"’e':a' (DEA):
B) Massachusetts: ass:
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B} States where you previously were licensed to practice
Abbr; Abbr:

*H requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts @~—



PRINT NAME AND NUMBER: Last Name: 6@ (o m b Registration Number: % 984

10. A. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply the codes from
Table 3 and place a check mark next to those health care facilitics where you have admitting privileges (AR).

Facility Code:__ / [/ (AP) Facility Code: /(AP Facility Code:_____ _/_ (AP)
Facility Code:_/ & §/_(AP) Facility Code:_____/_(AP} Facility Code:_____/_ (AP)
if 999, print name(s):

B. Additional health care facilities at which you previously held privileges or with which you were associated in the past two (2) years,
(Sce Table 3) .
N4

Facility Code:____ Facility Code: _ ___ Facility Code:______ Facility Code:___ _ Facility Code:
IT 999, write Name{s);
1t. My medical malpractice insurance is covered by a) |‘~/ Insurance Carrier b} Letter of Credit

Name of Insurer: PRDMHTLL A [

Alternatively, indicate as follows: Iam registering with Active status but | am not covered by medical maipractice insurance because

Iam (check one)  a)_ Not involved in dircct/indirect patient care in Massachusetts  b) Otherwise exempt

Please explain exemption:

12. Are you currently in a post-graduate training program in Mass. as g resident or clinical fellow? {check one) {JYes [KINo
13. A, What is your principal work setting? (See Table 4) /@ 20

B. Care of patients in Massachuselts (see instruction booklet).

) Average weekly hours involved in: a) outpatient care f; 5 hesfwk b} inpatient care S hesfwk
2) What is the approximate percentage of your paticnt care hours in primagy care ? Ya a A ;‘
- . . ) L - & e
..Zé ﬁé.&‘f({’f}"? 4 _5 (’,',{)ﬂ_,j,‘ Aj)?.’\ﬁi f\,umﬂfbdf [ Py 7 M 2
7o

PART A B i
s
Questions 14 through 22 refer to the past two (2) Vears only. Check either YES or NO (NOT N/A) to each question. Provide

details on Form R for alt YES answers except for gquestion 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 that has not yel been finally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim?

15, CLAIMS RESOLYED: Has any medical malpractice claim that has been made against you been settled, adjudicated, or
otherwise resolved, whether or not a Jawsuit was filed in relation 1o the claim?

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

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

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

£9. 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. THave you withdrawn an application for a medical license or been denied a medical ficense for any reason?

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

22. Have you completed your CME reguirements preceding your renewal date (see instruction booklet;?

[ Waiver requested  {waiver form due 30 days prior to date of license expiration). [] Training Program exemption

See 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.

IMAL pate: 3 /18 19 F

Signature



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

E——e—— M
Regisiration No. Siatus Fee Renewal Date  Late Fee
78814 ACTIVE 325000 n4/19/95  $25.00 Corfection of Malling Address
Malling Address: Address (Mailing): _
INGRID A BALCOMB, M.D. —— —
232 COLONIAL HEIGHTS City/Town: - ———
FREDERICTON State; L e —
NEW BRUNSWICK, R3B-5M1 Counry:
,..___ CANADA

n
!l
|

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

+ Fallure to renew in a timely manner will cause your license to fapse and may affect your
abllity to practice medicine in the Commonwealth. (See enclosed letter).

+ Add late fee If necessary,

* Make a copy of this form and all attachments for your own records - you will need copies for
credentialing and other purposes. The Board will charge a fes for each copy It provides.

» See instructions on detachable coupon at bottom of this page,

iN MED\CINE
Pre-Printed Information Corrections of Pre-Printed Information
1, Ot , if any, under which li ed: ),
er narae(s), if any r which you were licens Neme: Q.Oﬁ ) Q. @tkca g
. . Addres: ‘
2.Business Addregs: City/Town: & om
State: Zip OS2
Country;
3. Date of Birth: Sxi g Dae of Birth (MD/Y): bl Sex (M/F);
Lic, Issue Date: 12/29 / 93 834 - - Lic, Issug Date MD/YYy: L L S5#:
_ Home: ~__ Business: 7.4 34? 7627
(. )¥ - Full Nams of Medical School:
4. Name of Medical School:
Faculty of Medicine, University of
Dalhousie Year Craduated: Dagree (MD/DO):
Year Graduated: 7 6 Degree: MD

5. a) Qther states wherze you are now licensed to practice (Abbr):
b} Siates where you previcusly were licensed 1o practice (Abbr):

6. Specialty Code(s) (Sec Table 1):

Code Hours per Week in Mass.
Code Hours per Week in Mass. e B —Q jﬁ Kl

OBG O Obstetrics and Gynecology If OS, print specialty:

7. If you are currently American Specialty Board centified, enter codes: (See Table 2)
Code: Code: Code: Code:

8. Drug license number(s), if any; 8) Federal (DEA) Federat (DEAY..__
b) Massachusetts Mass: s

e ———,, W I

9. Activity Status:  1am applying to be registered with the following status: ACTIVE 1 INACTIVE ____
* Thereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, In Massachusetts,



PRINT NAME AND NUMBER: Physician Last Name: 45 a«/cf_)__[né Registration Number: M/_i’

10. a) Current health care facility(ics) at which you have completed the credentialing process for the provision of patient care. Supply the
codes from Table 3 and pl, gcheck next to those facilities where you have admitting privileges (AP).
Facility Code: __ — / L (AP) Facility Code: e ooos e [ o (AP) Facility Code: . o / s {AP)

Facility Code: .,L -é?_ K [ wwu (AP)  FacilityCode: . __ [ __ . (AP) Facility Code: . ../ (AP),
11 999, print name(s):

b) Additional hespitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 3)
Facility Code: .. . ____. Facility Code: ... . . Facility Code: —_ ___ ___ Facility Code: . Facility Code:
If 999, write name(s);

11. My medical malpractice insurance is covered by (a) Insyran Canic; L (b) Letter of Credit  ____ If applicable, T%@w g'
List Insurer: . M r : R (s Q-AMG. ‘ 149, ‘,:fj;{.aJ
Alternatively, indicate as follows: 1am registering with ACTIVE status, but | am not covered by medical malpractice insurance becausc?am

{Check Dne): (i) Not invelved in direct/indirect patient care in Massachusetts: (ii) Otherwise exempt:
State how otherwise exempt:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? Yes e No ___ (Check one)

13. a) What is your principal work setting? (See Table 4) ___,4_/__ Q_ / 5 4/0 -5, ')
b) Care of patients in Massachusetts (See instruction booklet. )
i} How many hours per typical week are you currently involved in owlpatient care in Mass? g trsfwk
i How many hours per typical weck are you currently involved in inpatient care in Mass? @*— hrsfwk
¢) Approximately what percentage of your patient care hours are in primary care?
(See instructions for definition of primary care.)

%
Questions 14 through 24 refer to the Ppast two years only. Check either YES or NO (NOT N/A) 1o each question. Provide details on
Forms R-1 and R-2 for all YES answers. Refer & ' okles for ; ; iDnE

LIN THE PAST TWO YEARS: | XE§ NO

14. CLARMS MADE: Has any medical malpractice claim been made against you which has not yet been final
adjudicated, whethet or not a lawsuit was filed in relation to the claim? ............

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

16. Has any lawsuil, other than & medical malpractice suit, which is related to your compelency ko practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or been settled, adjudicated or otherwise

Ol DOOK

ly settled or

LT P T LTI E Merresta s brer e rarara,

17. Have you been charged with any crimina! offense, other than a minor traffic VIORALHONT...convoncrainiccrios s s ir e oo,
18. Have you been fotmally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional society or association? .....................

19. Has your privilege ic possess, dispense or prescribe controlled substances been surrendered 1o or suspended, revoked, denied
or restricted by any state or federal agency? ...vvinnne. P

20. Have you withdrawn an application for 8 medical license or been denied a medical license for any reason?
21. Has any professional liability insurance provider restricted, limited, terminated or imposed 2 surcharge on your coverage or

have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by & professional
liahility InSUFANCE PIOVIAEI? ...oovcecvsenne oo oo oo soeosoo brorbrnrsaes .

22. Have you been diagnosed with or do you have a medical condition which limits or impairs your ability 1o practice medicine? ..

23. Have you engaged in the use of any chemical substance(s) which in any way interfered with yow ability to practice? .............

24. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason other than a medical
condition? .............

25. I have completed my CME requirements in the two ysears preceding my renewal
Ne, training program excmption {see instruction booklet}.

If requesting a waiver you must fill out a seperate 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.

+ Pursoant to G.L. ¢, 112, sec. 2, I will not charge to or collect from & Medicare beneficlary more thar the Medicare reasonable charges,

* Pursuant to G.L. c. 62 C, sec. 49A, I hereby certify under the pains and penalfies of perfury that, to the best of my knowledge and belief,
I have filed all Massachusetts state tax returns and pald all Massachusetts stale taxes that are required under law, NOTE: This applies
even if you reside out-of-state or out of the United Siates,

* Pursuant to G.L. c. 112, sec. 1A, I hereby certify that I will fulfili my oblpation to report ebuse or neglect of children as required by
G.L. ¢, 119, sec. 514,

* 1 hereby certify tl:;ﬁgm and penalties of perjury that all Information on this form and Forms R-1 and R-2 is true,

W Date: hf (/‘.Z’[EOM

. Cenetrrnares DTN saben e

date: Yes v No, waiver requested

Signature:




1. PHYSICIAN INFORMATION

First Name

Middle nitial

Mass License % _78814.. . .. .. ...

Licensc Status... Active

Hospital Affiliation

John Cuming Building
Emerson Hosp,Suite 490
Concord, MA 01742
USA

{508} 369-7627

Muake oddress correcrions here: ............. Make any cprye -z‘iun.s tw above fiere.....

4620.0000

LBALCOMB
Last Name

First Issue Date _12/29/98

Insurance P fliliation; Licenses Held in Other States:

Accepting New Patients? l:!’(es CINo

Accept Medicaid? Ldves [ No

{Please correct as necessary)

I, EDUCATION & TRAINING

MD

Faculty of Medicine, University of Dalhousie ‘
ey

"Medical School ™
“Make cor eamngere

bt /ag/ [V —
@aﬂwa s_;\é,. Z/Lm, uf’l’f ff’y

Ty

Z ) "
“Resideney Program) Krart ™
"Residency Program(s)

ReszdencyProg;am(ﬂ) e

BOARD CERTIFIC
Certifying Board Name:

IIi. SPECIALTY

Primary Specialty:  Ohstetries and Gynecology

Secondary Specialty: Certifving Board Name:

Make any corrections here:

Board of Registration in Medicine

76
e

sdant. gnd 9T

P‘ﬁg"%SB
l/ﬂ( e C}F \S(.tffh.v‘\i
@f, @mﬁdﬂ.

ON
?\O\[&‘ Co

Make any corrections here:

Physician Profile



4520.6000

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

Naturc Date Board Action

WA

V. HOSPITAL DISCIPLINE
Hospital

piA

Disciplinary Action

]
S
=4
S

|

VI. CRIMINAL CONVICTIONS
The Board of Registration is unable 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 nature
of complaint

BT N P L A T R R e e e g R R R E R T bt e bk ke AP AR an e s gt s AR bd b E Ak R ea R et f e RS RN R e faren b e hr smn ann rnar

VI, MALPRACTICE
Details of claims paid for Dr. BALCOMB

Date  _ AmountPaid 00000 . Basis for Complaint

Datc_ A_moum Paid . Basis for Complaim
Date. =~ Amount Paid Basis for Complaint -
Date.... . Amount Paid .. Basis for Complaint " T

Date . ... Amount Paid _ Basis for Complaint
Date . Amonnt Paid Basis for Complaint o —

No. of Years in Practice: # / D

VIIl. PHYSICTIAN HONORS & PEER-REVIEWED PUBLICATIONS
Please enter any peer-reviewed publications to which you have contributed and any awards for community service or
professional recognition you have been given.

Awards, Honors Publications

B LT

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



THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE
FEE: $350.00 TO BE SUBMITTED

o/ -
3 Filed: For Qffice Use Application #

By: [.
Form of Fec: 'Lé@ Cenificale F_E_g_&/_%ale of Issue 2 z

Piease Print SWORN STATEMENT ! ) g
. Date: S@If . ud - /4f3
Name INGR ID Q'\) IT—A BALCOUﬂJ;\ddm;s [ T [,
Firge Ataddte Lasr 7 _
Date of Birth____ i ey ' —

Place of Binth MDD’!S RDUQ/ MS’U&_ oo _

Seon
Name on Birth Cemf:cftc 5 abﬂ)i} Phone # . . e = =

Pre-Medical Education - Medicel Educa!ion
Schaol M&M&Q@L@i& School \/SQ/AW! sce. (Un/vlrs, 7‘(/
Years Atiended / fé &- 1991 Years Attended /? 7/ /9 7¢

Postgraduate Education & Hospital Appo.l.ntments from graduation from
Medica cho )

é?ce Position

n@aw@m/r peovd ot~ gentré | ,mcﬁ#aneﬁatesﬂq 77~ 1G8/
Res iﬂ-ﬂoq ?ras’ra—m 0bs/ i\qn&‘* Do/ hoesio hnersit, 198114

Freden (Jﬁn New) &MQW'CK Dbs ,lf_%qéﬁi\é: Ebﬁjbweé S'ﬁ&&@ . \Jd-é’
F o Need énm‘ - b ve gt Mmersg wﬂf

CReI i ﬂaLanuLﬂ HEZR, +=Xl

Is this your first full license? 4D 1f applicable, please list all

. states where vou i sed:
NOYA 017249 e i ALed el /e

Other names under whi you have been licensed:
LTNOHD A - Romaey

List Specialty Boards by which you are certified:
FReS(C) —Qbsléun&

REASON APPLYING FOR A MA LICENSE ﬂ’éf?“-m pr-ﬂcu.rwf, Cn\wrcl. Mzt s
Anticipated startin ate if you have position pending in
Massachusetts: _b

NoTE: Change of address must !?e subnitted to the Board of
Registration in Medicine in writing., Piease include effective dates

of new address.

AFFIDAVIT OF APPLICANT:

I, the undersigned applicant, hereby certify that all information
included in this application for licensure constitutes a true
statement made under penalty of perjury.

_ /u.ﬂﬁ /MM Date;}rz/ﬂ /‘zj

SIGNATURE OF APPLICANT




COMMORWEALTH OF MASSACHUSETTS  BOARD OF REGISTRATION IN MEDICINE  SUPPLEMENT TOAPPLICATIONFOR ______ LICENSE

TO BE COMPLETED BY APPLICANT. PLEASE TYPE OR PRINT,
NAME: Day time phone #:
MALLING ADDRESS: Business Address:

Addiress vatid until:

YOU ARE REGUIRED TQ COMPLETE THE QUESTIONS BELOW.
IMPORTANT NOTE: The Boird's reguiations, 243 CMR 3.02, defing "disoipiinary action® as referred 10 In the questions on this applicetion. Plsass consult
this definition, whioh foliows this portion of the application.
YE§ NO
1. Has any medioal malpractios claim bean made against you in the last ten years {whethsr of not & lawsutt
was filed In reiation 1o the dlaim)? (You must complete Form 18, attached, for gaoh claim)
2. Have you sver been denisd the right to participate of snroll in any system whereby a third party pays all or
pan ot a patient's bill?
3. Have you ever applied for lloemsur of to alt for an examination of taken an sxaminstion under a diffsrent name?
¥ 80, Pravious name: B
4. Have you sver baen danied the privilege of taking or finishing an examination or besn scoused of cheating and/for
improper conduot during an sxamination of otherwise been subject to any disciplinary action {sse definition)
u &n soaciemic instiution sinoes your matrioulation in ooitege?
5. Have you ever falied any of the foliowing examinations: the FLEX examination, any state Board sxamination, falled Part Il of the
National Boards or falied 10 gain osrtitication from the Nationsl Bosrd of Medloat Exeminers? .
6. Have you ever falied a foreign fosnsing or certification examinstiony ~
7. Have you ever been denled x medical license, whather full, imited or temporary, for any reason?
8. Have you ever had staf! privileges, smployment of =ppointment in & hospital or other health care institrtion
denind, suspended or ravoked, or resigned from a madioa! statf in Reu of disciplinary action (ses definition)?
9. Are any fomal disolplinary oharges pending or has any disciplinary action (sas ciefinition) besn taken againet you in the
last ton years by any govenmental authority, by any hospital or haaith care facilliy, or by any professional
madical assoolation (ntemational, national, state or local)?
10. Have you ever voluntarlly sumendered a lioense 1o prsctios medicing or any healing art?
11. Have you ever withdrewn an application for medical licensure, hosphtat privileges or appointrosnt, 10r any reason?
12, Have you ever, for any reason, lost Amerioan Speclalty Bornd Certiflcation?
12, Have you been dented regulred reoertification by one or race spsciatty boarde? if yes, whioh oneie)?

»

14. Have you, &t any time, bsen & defendant in any cdminal proceeding other than minor traffic ofienses?
15. Has your privilage to possess, dispenee or prasoribe controlled substances svar been suspended, revoked, denied,
restrioted of sutrsndersd, or have you besn calied before of wamed by this state or any other

justsdiction inoluding a federal agency at any time?
16. Have you ever had any emotional disturbance or mental Hiness which has impalred your ablifty to practioe madicine
or 1o function as a student of medicine?
17. Have you over had an organio Hiness which has impeired your ability to practice medicine or to function as a student of medicine?
18. Ar® you now, OF have you besn in the past, dependant upon alcchol or druge?
16. Has any profesaional kabiity insurance providar restricted, Kmited, serminated, or imposed a surcharge on your covenge?
20. Have you ever been enrotied In a tesidency training program(s) that you did not complets?

*JMPORTANT: SEE FOLLOWING PAGES FOR FURTHER INFORMATION REQUIRED FOR "YES® ANSWERS.*

NOTE ON GUESTIONS 16+18; 'The harm that hefalis physicians and patients allke when Impalrment goes undetected and untreated
by the madice profession |s devastating. The Board wants impalred physicians treated in the eariy steges of impalrment
before ireparsble harm to the physician or patlent ooours.

(F RESPONSES TO QUESTIONS GHANGE DURING THE TIME THE APPLICATION IS PENIXNG, THE APPLICANT MUST MAKE THE BOARD AWARE OF THE
NEW INFORMATION,

1 cartily that | wil fulfil my obligation 1o report abse of neglect of ohidren pursuant 1o M.G.L.c.119 80, 51A.
(will read the Board's regulations, 243 CMR 1.00 through 3.00. Te the best of my knowledge i meet the qualifications for full Hiosrmure in Massachusstte,

{ hereby oertify under the panalty of perjury that all information on this application, {front, back, and i attachments) is true.

SIANATURE: Wz&u/g DATE: ﬂdf 2/ 73,




Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetis 02111

FORM E

(617) 727-3086

ALEXANDER F. FLEMING An Agency within the Executive Difice of Consumer Afiairs and Businass Mm
EECUTIVE DMECTCR

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

Please complete this form in full and return it

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

I CERTIFY THAT /N&Rp A Fonn e CREDITABLY
NAME OF APPLICANT

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

AOaw7s gz rison St dect & A8
NAME AND LQCATION OF UNDERGRADUATE EDUCATIONAL INSTITUTION
DT HD S (E  HHLIA ) VS

NAME AND LACKTION OF BE St

for admission to:_ DALWOUCE AW ELS et
NAME OF MEDICAL SCHOOL
ALty VS CANID]
LOCATION OF MEDICAL SCHOOL (CITY, STATE, COUNTRY)

I FURTAER CERTIFY THAT _ WGKD A, Komw S
NAME OF APPLICANT

HAS COMPLETED AND ATTENDED FOR 4%' ACADEMIC YEARS OF INSTRUCTION,
NUMBER

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

AT: THEHOUSIE U ) 1y GOS 17
NANE OF MED T“fcaj; “§CHOOL

CONTINUED ON BACK OF THI§ PAGE




ALEXANDER F, FLEMING
BECUIVE CMECTOR

RAME OF APPLICANT

TO MEDICAL SCHOOL:

Commonwealith of Massachusetts

Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086  TORY E CONTINUED

An Agency within the Executtve Office of Consumer Aflairs and Business Regulstion

Eprt W&

Give exact dates of instruction,

JEL 1D A.

including month, day of month and year for each year to show
the numboer of weeks, excluding vacations, in each year.

FROM: 2200 g /402 ro: ay ‘7 23
MONIH DAY YEAR MONTH/ DAY YEAR
rroms Al 7 73 1o ”\(M 7 E /77
MC:Z}I DAY YEAR WORTH — DAY YERR _
rrow: depd 6 [97Y S /6 s
MOR I'H bAY YEAR MONTH DAY YEAR
rrom: /! ay 7 778 wos /7“5‘{ e 22
MON [ DAY YEAR WONTHS DAl YEAR
FROM: T0: .
WOl TH DAY TERR HONTH Bk 7 TEAR
FROM1 703 _
HONTH DAY TEAR WONTH ™ DY VEAR
FROM: TO:
MONTH DAY YEAR MONTH T AY VEAR

AND HAS RECEIVED/WELIREGBIVE A DEGREEE OF
ON /Y /77!‘<4 19

“ 2

SIGNATURE OF/ OEAN OR DESIGNATED OFFLCLAL

EAN D. GRAY, M. D., FRCPC

P’&Eﬁ;rﬁ a

SCHOOL SEAL

E%ﬁgﬁE OR PRINT)

Liiimueries;azguh Centrg

ower Lavel, Room ¢-1 .0

5849 University Avenue CMTE: =</ ﬂ.g( 23
Halifax, Nova Scotia
Canada B3H 4H7




RETURN TO: BQAHRD OF REGISTRATION IN MEDICINE
TEN WEST STREET, THIRD FLOOR
BOSTON, MASSACHUSETTS 02111

VERIFICATION OF LICENSURE

i applying for 2 Koanss to practica medicing in the Commonweaith of Massachusetts, the Board of
Registradon ln Medicine requires that this form be completed by each sizte whene [ hold or tieve ever beid Scensure.
This is your authority 1 releate any information in your fiies, tavorsbie or otherwise. Please send this form directly 10 the
Board a1 the abowe addreds. Your sy feaponse iy greatly appreciated.

RV

L

NAME OF PHYSICIAN; INGRID ANITA BALCOLM UICENSE NUMBER: 4662

SIGNATURE OF PHYSICIAN":

The State Board fills ot the following informaton:

Ststwof: NOVA SCOTIA Fult Hame of Licenses: TNGRID ANITA BALCCOME

Graduate ot DALHOUSIE UNIVERSITY - 1976

Uosnss Humber: 1662 Issve Date: JUNE l4th, 1977
By Endorsement/Reciprocity with:_ N/A By Your State Boand's Written Examination? Yeu X Mo (on Credentials)
(s Liosase current? Yee N No

H Ho, why not? Allowed license to lapse end of 1985

Has this Lioense Desa suspended or revoked? Yo X Mo

o yos, why? N/A

Haa Hoonsea ever baen on probation? _Vu _}g_m ‘ ST
! '.\_
# ywa, why? N/A J{; hY
Hee Hoenase sver heen requested 0 appear bafore your Soard? ____{'fn X lio)
/” \\ 4
# yas, whry? N/A N N

Owrogatory information, if sny?

Comments, Heny? Was considere sure in Nova

Scotia.
Signed
Yise: Dr. Bernard J. Steele ist Xy
BOARD SEAL o
State Board:  Nova Scotia Daw:_November 26th, 1993

<HOTE TO APPUCANT: Mont states charge & fee for this sendices. Ve suggest that you cal the ditfensnt mates in which .
you are ficensed befora you mad this form. :

/sw



W In.Madicing requirer that
this form be completed by each atate whete I hold or have ever held licansure. This is your authority to reftzse an¥¥nformation in

your files, favorable or otherwise. Please sand this form directly $o the Board at the above address. Yeur eatly responss is greatly
apprecinted.

SIGNATURE OF PRYSICIAN: %M M
NAME oF PHYSICIAN:./ AU & /0> A 641\60446 LicENsE NUMBER: 0709

THE ETATE BOARD FILLS OUT THE FOLLOWING INFORMATION

Prov, ) .
s o S 0 Bt 6L rtsome. Dr. Tngrid Anita BALCOMB

Dalhousie University 1976

Graduste of:

License Nusnber:; 0709 Issue Date: JATI. 1 ) 1986

Endomemsnt/Reciprocity with:

By Your State Board's Written Examination? Yo x%  LMCC, FRGSC

Is Licsnse Current: X Yo No
If no, why not?

Has this License heen suspended or revoked? YES_ x NO )
I year, whyt

Has Licenses sver besn on probasion? YES X No

I yes, why? TN

e
If yen, why .

Has Licenses ever been requested to appear before your Board?

DEROGATORY INFORMATION, IF ANY? -

Comments: c\ﬂ o
Signed: &g; (b BA) pate: Oct. 12, 1993

Tite:. Registrar

)
College of Physicians and Surgeons
BITKTEBIARE of New Brunswick CANADA

ost states charge s fes for this nervice. We suggest you call he different states in which you are licensad



X Form H
ommonwealth of Massachusetts

B(Tard of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

L
& NE. FLEMING An hgency within the Executive Office of Consumer Attalrs and Business fegulation
& |

DIRECTOR

1, CERTIFICATION OF POST-GRADUATE MEDICAL TRAINING IN CANADA

’ Instructions:t This form must be completed and signed by the
: Director of your internship or residency training program.
If you had pogst-graduate medical training in more than one
program, this form may be duplicated. Upon prover

completion, this form must be returned directly bv the
hospital to the Boaxd's address below.

I, Lot/ %x_q - lgascerle !)tﬁj

Rame | 7 Title
-
hereby certify that __/A/GA D A. BALIMpag gorvaa & .

Name of applicant Lonn endens
year(s) :?w:%:-graduate medical training as a & priv o /-4

in _blalilizg s S/ st Dithonaallpir, _ iy

[}

Spaciality 7 Hoapltal cicty/
AS ./ This program is ¢ is not accredited by
Province

the Royal College of Physicians and Surgeons in Canada. /3;-%

b
i mé'hv/" participated in this program from ’ /587
; e (777 o Year
to . /7% and wae issued " was not issued a
nth Yeax

certificate as proof of completion of said training. (If
not jssued a certificate, please explain)

; CONTINUED ON BACK OF THIS PAGE




Form H
Page 2

I further certify that at the time of completion of the
above training, this physician waas, to the best of my
knowledge, competent to practice medicine and there was nc
disciplinary action outgtanding or pending involving him or
her.

Bigfaturd of Dfrector JEAN D. GRAY, M. D., FRCPC
Associate Dean

W ical Education
Hompital Seal Name and title (please K oseargh Contro

Lower Level, Room ¢-18
5£I3_:lsl_fUniv§rsity é\venue
, alifax, Nova Scotia
pate L1 Dk /793 Canada B3H 4H7

RETURR _Til1S FORM DLIRECILY 70t Ccmmonwealth of Massachusetts
Board of Regration in Medicine
10 Wast Streeet - Third Floor
Boston, Massachusetts 02111




03/1042; LL:23 $2459 3302 . F'TON MED CLINIC ooy

Thie form must be completed and siqn%, y th re r of
your internship or residency training program. If yoll)) (
tzaining Ln nore t.han one pragram, t:hia form Jnay be dup¥}

she Board’s_ address below. *

I, Glenn H. Gill, MD, FRCS(C) r_Director, Pos n, Dept.Obs,
Nage Dalhousidib verslty. Halifax, Nova Scotia,

hereby certify that Dr. Ingrid Anita Balcomb has served yaur (s)

of post-graduate training as a __Resident in Obstetrics/Gynacology

Yosition ty

at Dalhousie University , Halifax » Nova Scotia, . Canada

This progras is is not X approved by the ALGNE or ths RRL,

pr. Balcomb participated in this program from

_ﬁgﬁgﬁ__ __YJ_Q_&L_ 'H:Eﬁ P 1985 and was issued X was not

isgued a certificate as proot of completion of said training. (If
not lagued a certificate, please explain,)

I further certify that at the time of complation off the sbove training,
this physician was, to the best of my knowledge, compatent to practice
medicine and there was no disciplinary action outs or panding

involving him or her. @
Signature of Director

August 19, 1993

Slte

Hospital Seal

BOARD OF REGISTRATION IN MEDTCINE
TEN WEST STREET, 3RD FLOOR,
BOSTON, NASSACHUSETTS 02111



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

Physician Registration Renewal Application

——

green envelope at least 4 weeks belore your rene

*Remit $§400.00 for rencewal fee (non-refundiabid).

ih I th attachments must be returned in the

e w17 L

* Retunn rehewal application in GREEN envelope.

*Add late fee of $25.00, if necessary, -
.

Board o
aion in

Please review carefully the following information JoF nTTaTwey v

s¢ check with coupon in BLUE envelope.

edicine ,
completeness. Make any corrections or

alterations as required. All guestions must be answered or your renewal will be delayed.

1, Current Status:  Active

Registiation No.: 78814

Renewal Date: 03/19/2003

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

(] Active [ Retiring  (sce instructions)

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

A) Mailing/Business Address:
3. Ingrid A Balcomb
131 Old Road To 9 Acre Corner
John Cuming Building, Suite #2
Concord, MA 01742-4162

B) Home Address:

Home Phone:

[} Inactive (see instructions)

[_] Do not wish to renew

Please make corrections (print)

(-] Other Name(s) [7] Name Change (enter pame below)
Mailing Address: | R AC

City/Town: Yo State: A
Zipp 01142, Country: (LS A

Business Address: Qo e G S Alo0ve.

City/Town: . State:
Zip: Country: _

Business Telephone: (1€ ) AT~ 159,

Home Address:

City/Town: State: _
Zip:
Homie Telephone:

i 7 ééuntw:

A
C

LT

ru o

Business Phone: (978)371-1396 PLEASE NOTE: Only one address can be a P.O. hox. The
mailing address cannot be a P.0). Box.
4. a) Date of Birth: b) Sex: F 7. Current American Board of Medical Specialties Certification {Sec Table 2}

c} SSH:

5. a) Name of Medical School:
Faculty of Medicine, University of Dalhousie

b) Year Graduated: ¢) Degree:

M.D.
6. Specialty Code(s) (8ce Table )

Code(s) Hours per Week in Mass,
OBG #4  Obstetrics and Gynecology

1976 g

Code: OG

8.Drug License Numbers. if anv:
a) Federal (DEA):
b} Massachusetis:

Code;

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

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

o

U

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient

care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility), _ No affiliations.

Facility Code: § & I/ y/(AP) (¥ % Facility Code: | §
Facility Code: | {o R/ v/ (AP) &5 % Facihty Code:

If 999, print name(s):

/. (AP} % Facility Code:__ __

_\4AP) 100 % Facility Code:__ / (AP) %%

A Aan %




!

PRINT YOUR LAST NAME: ’Ebo._.L&: M5 LICENSE NUMBER: 18%/4

»
11. My medical malpractice insurance is covered by m Insurance Carrier [T] Letter of Credit C !
Insurer’s name, (Required): ot Policy dates: From: .9 /Od /Q2.T0: 5 /9 10D

Alternatively, indicate as follows:| [ am registering with Active status but ] am not covered by medical malpractice insurance
because  am: Check One: [ ] Not involved in direct/indirect patient care in Massachusetts ] A government employee.
[ Otherwise exempt Please explpin exemption;

12. What is your principe! work settilg? (See Tabled) /5 If you are affiliated with a healthcare facility or credentizled
for the provision of patient car:;:»gu must complete guestion #10 on page 1 and list your affiliations.

13, Care of patients in Massachusefts {(see instruction booklet}).
1) Averago weekly hours invdlved in: A) inpatient care _20 hrs/wk  B) oupatient care %50 hrs/wk

+:14 S L4 1§ Hi- 0150 DS 8 DINRL-¢ Hls Ha ke Wwai aApp 3 i S JiCCh © v ’ :
question. Provide details on Form R for all YES answers (except question 22). Refer to instructions fo additional information
and definitions. ALY, guestions in {his section must be answered, Do not answel INA o the orm will be incomplete and dela
your rengwal, |

| YES NO

14. CLAIMS MADE (New or Pending): Has any medical malpractice claim been made against you that bas not

yet been finally settled or adjudicgted, whether or not a lawsuit was filed in relation to the claim?
15. CLAIMS (Resolved); Has any medical malpractice claim that has been made against you been settled,

adjudicated, or otherwise resolved, whether or not & lawsuit was filed in relation to the claim?
16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated ot

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

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

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

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

22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? [B/Yes L1 No
[ CME Waiver. CME waiver form must be submitted at Jeast 30 days prior to license expiration date.
CMFE EXEMPTION: : [] Inactive status [[] Residency/Fellowship training (See instructions).
See Instructions for CME walver or exemptions. Do not submit documentation of your CMEs with application.

¢  Pursuant to G.L. c. 112, Sec 1A, I understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. 51A
and the punishment for failure to comply.

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

»  Pursuant to G.L. ¢. 62C, 49A,T certify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax re and payment of all Massachusetts state taxes; reporting of employees and contractors under

. G.L. ¢. 62E; and withholding F.nd remitting child support pursuiant to G.L. ¢. 119A. (See imstructions).
I

1 hereby ¢ .¢ify under the pename# of perjury that all information on this Renewsl Application, Part B and Form R s true.
|

Signature: Date: O) /(v /1 03
YO ST SIGN AND INCLUDE PART B, WITH YOUR R WAL APPLICATION
Board Regulations require that vou notify the Board, in writing, of any change of address

MAKE A COPY OF YO ‘ R APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.



Physician Name: Ingrid A Balcomb

. Massachusetts Physician Renewal Application

License No.: 78814

PART A
1) Current Status: Active

Renewal Due Date': 02/19/2005

Birth Date:

" 1f yo want to change your current status, please check one of the following boxes to indicate your pew status:

. (Check only one). (See Renewal Instructions, page 3.) -
[ mactive

{1 Active [ Retiring

[ 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 3¢ days of any change of address, Home and

Business addresses CANNOT be a Post Office Box.

2a) MAILING ADDRESS
131 Ornac
Suite 220
Concord, MA 01742

EJ Check here 1o change this address
2b) HOME ADDRESS

Phone:
[3 Check here 1o change this address
2¢) BUSINESS ADDRESS
131.0rpac- ’

Suite 220
Concord, MA 01742

Phone: (978)371-1396
[0 Check here to change this address

) E-mail Address:

Please make corrections (print)

Mailing Address:

City/Town: State:
Zip: Country:

Home Address:

City/Town: State;

Zip: Country:

Home Telephone: (___ )

Home address cannot be a Post Qffice Box

Business Address:

City/Town: - ‘ Srate:
Zip: Country: '

Business Telephone: ( )

Business address cannot be a Post Office Box

4) Fax Number: G118 &71- %317
5) Specialtics (See Renewal Instructions, page 4.) Delete? Additional specialties:
Obstetrics and Gynecology Q
0
B

6) Current A‘mérican Board of Medical Speciaitics (ABMS) or American Osteopathic Association (AOA) Information.

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

List Certifying Board(s) below:

Update General Certificates and Subspecialty Certificates

below. Please add additional Certifications as required.

Board Name ABMS or AOA Certificate/Subspecialty Correct?  Delete?
Noeteines +Guneopegy B [ Obstetrics & Gynecology b ¢ 0
ol SidapD O 0 0
ol Conodec ) o 0 o o
0b[(yre relcvy. o o o O
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- Massachusetts Physician Renewal Application

Physician Name: lugrid A Balcomb

License No.: 78814

13 3

{See Renewal Instructions, page 4 J
7) Drug License Numbers, if any:
a) Massachusetts:

Please make corrections as necessary
82a) Other states where you are now licensed to practice (Abbr.)

b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)

c) Federal (DEA) XS:

9) What is your principat work.setting? (See Renewal Instructions, page 4.}
Principal Work Setting: Private Office

Change to: Hours per Week:

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

facilities on & separate sheet, If necessary.

No Affiliations []

. Stalf Category # Hours
Health Care Facility (See Renewal Instructions, page 4.) Dcteu;? Cusrent Change per Week
Brigham & Women's Hospital
Emerson Hospital Admitting sD

Massachusetts General Hospital

0| D[ oo | &{o| &y

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

Average weekly hours involved in: a) inpatient care 20 hrsiwk Change to: ,ﬁ O hesiwk
b) outpatient care _80__ hrs/wk Change to: SO msiwk

12) Medical Liability Insurance Information (See Renewal Insiructions, page 5.}
My medical lizbility insurance is provided through: (check one)

E/lnsurancc Carrier (complete below)
Current Insurance Carrier: ProMutual Group Change to:

Policy dates:  From S/ / / o4 To 57/ 1O
{required)

3 Letter of Credit subject to Board approval (attach « copy)

Check one:

] Govednment Employee Federal Tort Claims Act (FTCA)
[0 Otherwise exempt (Please explain).

[ Not involved with direct or indirect patient care in Massachusetts

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

Page 2 of 5




Massachusetts Physician Renewal Application
Physician Name: Ingrid A Balcomb License No.: 78814

13) Do you perform any surgery in your office? (See Renewal ustructions, page 5.) Yes  Na
if Yes, please complete Form PCA-O "Office Based Surgery”

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

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

Renewal Instructions for additional information and definitions, ALL questions in this section must be answered,

YES NO

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

b) Pending: Are there any unresolved malpractice claims against you today, any claims that have not been
finatly settied or finally adjudicated?

15) CLAIMS PAID
Has any medical malpractice claim against you (whether or not  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 10 your competency 1o practice medicine or your
professional conduct in the practice of medicine.

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

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

1y CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Are there any criminal charges pending against you today?
¢) Have any criminal offenses/charges against you been resolved during this time period?

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

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

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? Yes [} No
b) If' no, are you requesting 38 CME waiver?

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

¢) If you are exempt frorn CME requirements, check reason for exemption. {See Renewal Instructions, page 8.}
CME EXEMPTION: (check one) [ Inactive Statws [ Residency/Fellowship training

Page 3 of 5
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Massachusetts Physician Renewal Application
Physician Name: Ingrid A Baleomb License No,: 78814

PHYSICIAN PROFILE

[0 Ihave reviewed my Physician Profile at profiles.massmedboard.org and cenfirm that the information is accurate.

N

N [ have reviewed my Physicien Profile and attached a copy of the Profile with corrections,

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

CERTIFICATIONS

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

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

3) L certify that | 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.

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

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

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

N 1 certify that [ 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. § and 243 C.M.R. 3.00 et seq., and I understand that the Patient Care
Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

Under penalties of perjury, 1 declare that I have examined this renewal application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct, and complete, I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Sipnature: %MM Date: AR 10 | o

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: ingrid A Balcomb, M.D. License No.: 78814

Current Status: Active License Expiration Date: 3/19/2011
1) Activity Status: Active
2) Address & Contact Information

Mailing Address: 131 Ornac
Suite 830
Concord
Massachusetts - 01742
United States of America

Home Address:

Business Address: 131 Orac
Suite 830
Concord

Massachusetts - 01742
United States of America
(978) 371-13986

3) Email Address: -
4) Fax Number: (978) 371-8277

5) Specialties
Obstetrics and Gynecology

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

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

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

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Emerson Hospital Concord
Emerson Hospital Westford

Page 1 of 5 Date: 1/14/2011 Time: 1:50 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.;: 78814

Primary Office
Private Office Concord

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 30 hrsiwk
b} outpatient care 50 hrs/wk

12) Medical Liability Insurance information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Medical Professional Mutual Ins Co 05/01/2010 (05f01/2011 Occurrence Policy

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

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

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

15) Claims Ciosed _ . . ) ,
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 retated to your competency to practice medicine or your
professional conduct in the practice of medicine.

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

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

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

18} Other Issues . _ N .
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

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

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

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

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

20) Have you withdrawn an application for a medical 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
or co-payment, or placed any condition related to professionai 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: Ingrid A Balcomb, M.D. License No.: 78814

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 Residencyf Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

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

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

Compliance with Legal Responsibilities

Online profile:
X1 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) Iunderstand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuantto M.G.L. c. 19C sec. 10 and | understand the punishment for failure to comply.

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

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

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

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

8) | understand and have complied with my obligations fo file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) [ understand and agree to comply with my obligations reiated to the reporting of the wages of employees
and contractors pursuant to MG 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. T19A

11)| understand and agree to comply with my obligations to fiie an Incident Report with the Board when certain
adverse events occur in my private office, pursuantto M.G.L c. 112 sec. § 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 m% obiligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which 'have referred a patient for physical therapy services,
pursuantto M.G.L ¢. 112 sec. 12AA.

13)! am aware of my obligations and responsibilities under the Heaith Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
Iderttifier (NPI) number.

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

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

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

(X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowiedge and belief, |
certify that the information contained herein is true, accurate, and complete.
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"~ Massachusetts Physician Renewal?pplication

, ' * Flhysician Name: lngrid A Bajtomb, M.D. License No.: 78814
PART A
Renewal Due Date: 02/19/2007 Birth Date:

1) Current Status: Active

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

3 Active

[ Retiring

O Inactive

{1 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 ary change of address. Home and
Business addresses CANNOT be a Post Office Box.

2a) MAILING ADDRESS
131 Omac
Suite 220
Concord, MA 01742

%IEC’( here to change this address
2b) HOME ADDRESS

Phone:
[ Check here to change this address
2c) BUSINESS ADDRESS
131 Omac
Suite 220
Concord, MA 01742

Phone: (978)371-1396
B¥-CTeck here 1o change this address

3} E-mail Address:

RECEVED
FEB 7 01

Boaid of Heglat dUoT
inMecicing

Please make corrections (print)

Mailing Address: ]3] OgMAC Svire £30
City/Town: (00 State. ML

Zip:_())77e4 2. Counry: _ [JS A
Home Address:
City/Town; State:
Zip: Country:

Home Telephone: ( )

Home address cannot be a Post Office Box

Business Address: |3 / 0 RAAC Sude g@
City/Town: (*0(.0 £.D State: /113
Zip: 01742 - Country: USA

Business Telephone: ﬁ 78) 21U-1370

Business address cannot be a Post Office Box

Correct your E-mail and Fax Number below:

4) Fax Number: 978-371-8277
5) Specialties (See Renewal Instructions, page 4.} Delete? List Additional Specialties:
Obstetrics and Gynecology O
O
0

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates

below. Please add additional Certifications as required.

Board Name ABMS or AOA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology |
‘fngOJ (\ﬂ“r"n,f a_F -SUm-em'S 0

of (pnanhi ) 0

d 0
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K Massachusetts Physi(;ian Renewal Application

, - ‘Physician Name: Ingrid A Balzomb, M.D. License No.: 78814
(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:
b) Federal (DEA): ~ 9) States where you were previously licensed
¢) Federal (DEA) XS:

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

£D
ACA O(%/Qo{nl’?c. oo rde =
| £looia /De sk Inderne 4- —

Qoo

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

Average weekly hours involved in: a) inpatient care 30 _ hrsiwk Change to: hrsiwk -
b) outpatient care 30 hesiwk Change to: hrsfwk

12) Medicat Liability Insurance Information (See Renewal Instructions, page 5.)

Cieck one. Locum tenens must list policy dates. My medical liability insurance is provided through:
Jusu rance Carrier {complete below)}

Current Insurance Carrier: ProMutual Group Change to:

Policydates: From& / 1/ 0  To 5/ ! 04

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

[J Letter of Credit subject to Board approval {Atrach a copy.}

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

Check one: [3  Not involved with direct or indirect patient care in Massachusetts
M A Govemment Employee under Federal Tort Claims Act (FTCA)

3  Otherwise exempt (Please explain).

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

[f Yes, please complete Form PCA-C "Office Based Surgery™ Form on page 8.
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ce . "Massachusetts Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. ‘ License No.: 78814 EB 1p ,} N d, -

In questions 14-21, the phrase "time period” refers to the following -- all time from the day y«n sxgn r : 3
license Renewal Application to the day you sign this Renewal Application. (See Rénewal Instructions, pag fCin 3170,7”’
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal Instructions for additional information and definitions.
YES NO

14) CLAIMS MADE , | f -
3) NEW: Have you received notification of a claim, whetber or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (sce above).
b) PENDING: Are there any unresolved malpractice claims against youlloday, i.e., any claims that have
pot been finally settled or finally adjudicated?

15) CLAIMS CLOSED :
Has any medical malpractice clalm against you (whether or not 2 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 10 practice medicine or your
professional conduct in the pracnce of medicine.
a) New: Have there been any cia;ms, 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 maiprachce

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 criminal charges pending against you today?
d) Are any Applicationé for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS -

a) Have you withdrawn an application to any governmental authority, health care facility, group practice,
employer or professional association? :

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

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

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

19) Have your privileges to possess, dispense or prescribe controlled substances b-een 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 yon been denied & 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 Hability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date?  {J Yes [ No
b) If no, are you requesting 2 CME waiver? ‘{1Yes []No

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

CME EXEMPTION: (check one) [ Inactive Status  [J  Residency/Fellowship training
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Massachusetts Physician Renewal Application

il
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814 {?&'
. it
PART C ~ ‘;j?)i
s}
Check One: PHYSICIAN PROFILE !
I have reviewed my Physician Profile at http://profiles massmedboard.org and confirm that the information is accurate. ﬂ'{
(Please note that if you changed or corrected your business address, business phone number, practice speciaity, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)
I have reviewed my Physician Profile and attached a copy of the Profile with corrections. 4
. ~qt

[J My status is Inactive and 1 do not have a Physician Profile. (See Renewal Insiructions, page 11.)

CERTIFICATIONS

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

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

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

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

6) I centify that | 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 violaled any provisions of G.L. c. 112, sec. 3 or any Board regulation,

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

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

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

10) T certify that | have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.119A.

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

12) 1 certify that ] 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, see. 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: %MW Date: o / 7 /07

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 NPI 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
NP! 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 NPI 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 NP1 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.

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

Sincerely,

Wﬁm

Martin C. Crane, M.D,
Board Chair

Please complete the NPI form on the following page.

Page 6 of 9
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Massachusetts Physician Renewal Application -

i

Physician Name: Ingrid A Baicomb, M.D. License No.: 78814 f;'{
' 8]
NATIONAL PROVIDER IDENTIFIER (NP1) ki

The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers™ in HIPAA standard transactions:'gi
The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programsjy
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 I: Supply the Board of Registration in Medicine with your valid NP1 You can apply for an NP1 directly by using the NPPES Wb
site at www NPPES.cms hhs gov.

Option 2; Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NPI Number,
you must notify the Board. Please complete the NP1 form at the Board's web site at www.massmedboard.org.

Option 3; Certify another authorized institution has applied for an NP1 on your behalf and you have not received it yet (supply
institution's name). Once you have received your 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 NPT on your behalf.

Option 5: If your Jicense status is INACTIVE, you may elect not to obtain an WP) number.

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

o/ emenvenss (] )[SIE)TAIGIEE]

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

[ 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, 1 hereby authorize the Board to apply for an NPi on my behalf.
[ As an inactive physician, 1 do not wish to obtain an NP1 '

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 (Taxcnomy Description). The primary provider
taxonomy code is required if you authorize BORIM to apply for an NPl on your behalf.

Taxonomy {Spegialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: @ @ @ @ @E Obetetncs + (4Nt o | Oﬁ‘f

Provider Taxonomy: D |:| D:I D D D D m f
Provider Taxonomy: D [:| [:]:I D L—_I 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 NP] on your behalf.

Social Security Number:

State of Birth (if US): Country of Birth (if outside the US). (.ANAD /%
Gender: [ Male m/Femaie

Penalties for Falsifving Information on the National Provider ldentifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or 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 NPl Dissemination

1 authorize the Board of Registratioy in, wy NPI to any authorized hospital, health plan, or health organization.
Signature: Date: oL/ Z ! _0_?‘—

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 7of 9@




/ / - Massachusetts Physician Renewmpplicatign

riysician Name: Ingrid A Balcomb, M.D. License No.: 78814
PART A
1) Current Status: Active Renewal Due Date: 02/19/2007 Birth Date’

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

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

Please make corrections (print)

2a) MAILING ADDRESS
;i;:’z";gc RECENED Mailing Address: | 3] ORMNAC SUTe ifB_O
Concord, MA 01742 City/Town: CONCH ZL State. A
[E/ FEB 9 W | zip: 017 2. Coumtty: /S A
Check here to change this address D
2b) HOME ADDRESS hoa ?:;ﬂ:;?gi‘;;g‘“u" Home Address:
City/Town: State:
Zip: Country:
Phore: Home Telephone: (__ )
[1 Check here 1o change this address Home address cannot be a Post Office Box
ZC‘);?%S;::(FSS ADDRESS Business Address: |3 /| O RMAL Surte @
Suite 220 City/Town: ("0NL0 LD State: 119
Cpncord, MA 01742 Zip: 1747 Country: USA
Business Telephone: ﬁ 78) 3U-1376

Phone: (978)371-1396
[-Check here to change this address Business address cannot be a Post Office Box

Correct your E-mail and Fax Number below:

3) E-mail Address:
4) Fax Number: 978-371-8277

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

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

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

(Royel Collece 24 Su-rft)pmﬁ

o|giaQ

of! (‘ﬁmmja)
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" Massachusetts Physician Renewal Application

i ‘Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

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

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

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

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

Emerson Hospital (ig NCo ED M

AFA O@/qun e Coneo - N

_é@:@p \a_fbr Crst inderne 4— —

OO0 000

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

Average weekly hours involved in: a) inpatient care 30 _ hrs/wk Change to: hrs/wk -
b) outpatient care S0 hrsiwk Change to: hrs/wk

12) Medical Liability EInsurance Information (See Renewal Insiructions, page 5.)

Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:
Jnsurance Carrier (complete below)

Current Insurance Carrier: ProMutual Group Change to:

Policy dates: Fromb / !/ 0 To S5/ 1 0?'

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

[0 Letter of Credit subject to Board approval (drrach a copy.)

L1 Iam registering with Active status but I am not required to have medical liability insurance because 1 am:

Check one: £3  Notinvolved with direct or indirect patient care in Massachusetts
1 A Government Employee under Federal Tort Claims Act (FTCA)

£ Otherwise exempt (Please explain):

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

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

Page 2 of 9
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Fe . "Massachusetts Physician Renewal Application / Ve G

Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

In questions 14-21, the phrase "time peried" refers to the following -- all time from the day y(‘ S|gn
license Renewal Application to the day you sign this Renewal Application. {See Renewadl Instructions, pag fcm
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions, Refer to

Renewal Instructions for additional information and definitions.

YES NO

L2 ffor

14) CLAIMS MADE

a) NEW: Have you received notification of a claim, whether or nota lawsunt was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).

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

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

16} OTHER CIVIL LAWSUITS
Question 16 refers to claitns 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 dwring
this time period? ‘

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

17y 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 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 fiom any health care facility, group pracuce or employer?
¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any povernmental 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?

or have you been denied a medicai license for any reason?

20) Have you withdrawn an application for a medical license, allowed a license application to become obsolete ‘

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 Hability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? [ Yes  [J No
b) If no, are you requesting a CME waiver? ‘{JYes [ No

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

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

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

Page 3 of 9



" Massachusetts Physician Renewal Application

Ly

Physician Name: Ingrid A Balcomb, M.D. License No.: 78814 ”“

' . : i

PART C i:-.gh

i

Check One: PHYSICIAN PROFILE 1)

. k¥

[] have reviewed my Physician Profile at http;//profiles.massmedboard.org and confirm that the information is aceurate. 2
(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.)
I have reviewed my Physician Profile and attached a copy of the Profile with corrections. y
-t

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. ¢. 119, sec. 51A, and ]
understand the punishment for failure to comply.

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

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

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

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

6) 1 certify that 1 have complied with my obligatians 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 violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

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

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

perjury.
9} ¥ certify that T have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢. 1194,

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

12) I centify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which 1 have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. 12AA.

Under penaities of perjury, 1 declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, 1
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from

licensure.
Signature: &%MW Date: Gl/ 7 1O 7

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COFPY 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 G4
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 NPI 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 NPI in this
central reposttory, 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 NPI number, you may enter it in
the space provided. If you have not yet submitied 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.

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

Sincerely,

WM

Martin C. Crane, M.D.
Board Chair

Please complete the NPI form on the following page.

Page 6 of 9
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Massachusetts Physician Renewal Application
" - Physician Name: Ingrid A Balcomb, M.D. License No.: 78814 oy

fy

) NATIONAL PROVIDER IDENTIFIER (NPD) E

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

The NP1 will replace ali other identifiers assigned to health care providers, such as those assigned by health plans, government programs, i
and health care purchasers for purposes of conducting these business fransactions.

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

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

Option 1: Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NPI directly by using the NPPES web
site at www.NPPES.cms hhs.eov.

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 NP1 form at the Board's web site at www.massmedboard.org.

Option 3: Certify another authorized institution has applied for an NP1 on your behalf and you have rot received it yet (supply
institutions name). Once you have received your NPI Number, you must notify the Board by completing the NP1 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 3: 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.

dMy current NPI is: m@m [S m E El m

3 1 have personally applied for an NPJ. (You must provide your NP1 number to the Board when received.)

(] 1 have applied for an NP} using a third party (enter name): (follow instructions for Option 3)
[0 By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NP1 on my behalf,
D3 As an inactive physician, 1 do not wish to obtain an NPJ. '

HIPAA TAXONOMY CODES %’

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 for more information). In addition 1o
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider
taxonomy code is required if you authorize BORIM to apply for an NPI on your behalf.

Taxonomy {Specialty) Code Taxenomy Description (Print)

Primary Provider Taxonomy: . @ @ EQ_I @ E]Zl ODS-]'C;H] ¢S + GLJJ’)E.CD l?ﬁ‘f

Provider Taxonomy: D l::l [:Ij [:] D D D Dj
Provider Taxonomy: D D [:[:l D D 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 NPI on your behalf.

Social Security Number:

State of Birth {if US): Country of Birth (if outside the US): CANAD 7%
Gender: [J Male m/chale

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 department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any irick, 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. [ndividual 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 $500,600. 18 U.S5.C. 3571(d) also authorizes fines of up (0 twice the gross gain
derived by the offender if #t is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination

1 authorize the Board of Registr?%ediciﬂe to provide my NPI to any authorized hospital, health plan, or health organization.
Signature: ij Date: o0/ 7 | OF~

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 7 of 9




Mass.Gov - Massachusetts Board of Registration in Medicine

Page 1 of 5

+online servkes 'W“ -ﬂut«ioﬁi‘:‘l‘l}% Vi ;i::
Backl | Home | How to Read a Profile -(f
Massachusetts
Board of Registration in Medicine
Physician Profile
Ingrid A. Balcomb, M.D.
l. Physician Information
(The information in sections | - VI has been provided by the
physician.)
License Status:  Active
License Issue Date: 12/29/1993
Accepting New
Patients: Yes
Accepts Medicaid: Yes
Primary Work Setting: Private Office
Business Address: 131 Ornac
Suite 286 30
Concord, MA 01742
Phone: (978)371-1396
Translation Services
Available: '\one Reported
insurance Plans  Aetna
Accepted:  Blue Cross Blue Shield Unided- Headthcas
Cigna PHCS
ostcare oo+
Harvard Pilgrim Health Care ©£¢ech Siv
Medicaid
Medicare
Prudential Insurance Company of
America
Tufts
Hospita! Affiliations:  Emerson Hospital (Admitting)

http://profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?ID=1916

2/6/2007



Mass.Gov - Massachusetts Board of Registration in Medicine Page 2 of 5

Education & Training

Medical Schooi:  Faculty of Medicine, University of
Dalhousie

Graduation Dg_t_g_; 1976

Post Graduate
Training:

Dalhousie University {7/1/1981-6/1/1985)

"I-

Specialty
Area of Specialty:  Obstetrics and Gynecology

Board Certifications

American Board of Medical Specialties (ABMS)

Board Name General Certification Subspeciaity

Obstetrics & Obstetrics and
Gynecology Gynecology

Honors and Awards

*Board Certified in Canada by the Royél College of
Surgeons of Canada*
Fellow, American College of OB/GYN

VL.

Professional Publications

This physician has reported no publications.

VIL.

Malpractice Information

http://profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?iD=1916 21612007
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Mass.Gov - Massachusetts Board of Registration in Medicine Page 3 of 5

Some studies have shown that there is no significant correlation
between malpractice history and a doctor's competence. At the
same time, the Board believes that consumers should have
access to malpractice information. In these profiles, the Board
has given you information about both the malpractice history of
the physician's specialty and the physician's history of payments.
The Board has placed payment amounts into three statisticai
categories: below average, average, and above average. To
make the best health care decisions, you should view this
information in perspective. You could miss an opportunity for
high quality care by selecting a doctor based solely on
malpractice history.

When considering malpractice data, please keep in mind:

» Malpractice histories tend to vary by specialty. Some
specialties are more likely than others to be the subject of
litigation. This report compares doctors only to the members
of their speciaity, not to all doctors, in order to make
individual doctor's history more meaningful.

« This report refiects data for the last 10 years of a doctor's
practice. For doctors practicing less than 10 years, the data
covers their total years of practice. You should take into
account how long the doctor has been in practice when
considering malpractice averages.

¢ The incident causing the malpractice claim may have
happened years before a payment is finally made.
Sometimes, it takes a long time for a malpractice lawsuit to
move through the legal system.

e Some doctors work primarily with high risk patients. These
doctors may have malpractice histories that are higher than
average because they specialize in cases or patients who
are at very high risk for problems.

 Settlement of a claim may occur for a variety of reasons
which do not necessarily reflect negatively on the
professional competence or conduct of the physician. A
payment in settlement of a medical malpractice action or
claim should not be construed as creating a presumption
that medical malpractice has occurred.

You may wish to discuss information provided in this report, and
malpractice generally, with your doctor. The Board can refer you
to other articles on this subject.

http://profiles. massmedboard.org/MA-Physician-Profile-View-Doctor.asp?ID=1916 2/6/2007
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*

Dr. Balcomb has not made a payment on a malpractice
claim in Massachusetts in the past ten years.

Page 4 of 5

VIIL.

Disciplinary andfor Criminal Actions

A. Criminal Convictions, Pleas and Admissions:

The information in this section may not be comprehensive.
The courts are now required by law to supply this
information to the Board.

Dr. Balcomb has had no criminal convictions in the past
ten years.

. Hospital Discipline:

This section contains several categories of disciplinary
actions taken by Massachusetts hospitals during the past
ten years which are specifically required by law to be
released in the physician's profile.

Dr. Balcomb has no record of hospital discipline in the
past ten years.

. Board Discipline:

This section includes final disciplinary actions taken by the
Massachusetts Board of Registration in Medicine during the
past ten years.

Dr. Balcomb has not been disciplined by the Board in
the past ten years.

Additional information about a physician, including
closed complaints, may be available by calling the
Massachusetts Board of Registration in Medicine
Phone 617-654-9830
Toll Free Number (Massachusetts only) 1-800-377-0550

Return to
Physician Profile Search

http://profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?ID=1916

2/6/2007
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S "}:l
’ Direct questions and comments about these results to %
Massachusetts Board of Registration in Medicine 4

560 Harrison Avenue, Boston MA 02118 W

Phone 617-654-9800
For direct response please use Email

iif%:

Please read the Board of Registration in Medicine Disclaimer

@2006 Commonweaith of Massachusetts v privacy policy = site map

http://profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?ID=1916 2/6/2007



2 Massachusetts Physician Renewal Application

Physician Name: Ingrid A Balcomb, M.D. License No.: 78814
PART A . - N o
1) Current Status: Active Renewal Due Date: 02/19/2009 : - - --- - --—Birth Date:

_ " If you want to change your current status, please check one of the following boxes te indicate your ﬂ.ﬂ‘i stét\;_s':
Check'only one: ' (See’Renewal Instructions, page 3.) R o

[ Active~ * [ Retiring [1 Inactive =~ i Donotwishigrenew ™~

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

Business addresses CANNOT be a Post Office Box.
" acdres nros m Please make corrections (print)

2a) MAILING ADDRESS

131 Omnac Mailing Address:
Suite 830 . :

Concord, MA 01742 City/Town: ___ State:

Zip: Country:

O Check here to change this address

2b) HOME ADDRESS RECTIVED

=t Home Address:
1 CityTown:____ ' State;

FeB 17 2009 Zip: Country:

Board of Registration | Home Telephone: ()

. Phoge: ~ in'Medicine VS
[ Chéck kere to change (his address . Home address_‘c_.a:_z;%p; be a_Po.}‘{ Ojﬁce Box
b O e ez el BSOS ACHESE T
" Suite 830 - ¢ e . CiylTown:  Suate:
Concord, MA 01742 Zip: Country: .

Business Telephone: ()

Phone: (978)371-1396

[ Check iere to change this address Business address cannot be a Post Office Box

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

4) Fax Number: _978-371-8277

5) Specialties (See Renewal Instructions, page 4.} | Delete? List Additional Sﬂ&ial!ies:
Obstetrics and Gynecology ]
O
‘ O

(See enclosed instructions and Renewal Instructions, page 4)

6) Current American Board of Medical Specialties (ABMS) or 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 AQA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology i
o
0
(]

Page 1of 7
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. Massachusetts Physician Renewalepplication

Physician Name: Ingrid A Balcomb, M.D. License No.: 78814
(See Renewal Instructions, page 4.) Please make corrections as necessary
7} Drug License Numbers Corrections: 8) Other states where you are pow licensed to practice
a) Massachusetts:
b} Federal (DEAY: 9) States where you were previousiy 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 heaith care facilities, refer to Reference Table 4 on

page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based prescribing services
or compani¢s. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetts Location

State
(See above and description on page 4.) {City or Town)

Delete?

Emerson Hospital - Con BT d A

] OENAC g, i+e FRD (ancocd A

40 Bosion Togt b Sui 190l Sudbcy e .

oigiooio

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

Average weekly hours involved in: a) inpatient care 30 hrwwk Change to: hrs/wk
b) outpatient care 50 hrsiwk Change to hrs/wk

12} Medical Liability Insurance Information (See Renewal Instructions, page 3.)
I;h/d( one. Locum tenens must list policy dates. My medical liability insurance is provided through:
Insurance Carrier {complete below)

Current Insurance Carrier: ProMutual Group Change t0:

Policy dates: From S 0L/ 08 1o 5108 Q[?/
Type of Policy: [ Claims made with tail coverage Occurrence Policy

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

[} Letter of Credit subject to Board approval (drtach a copy.)

Checkone:  [J  Notinvolved with direct or indirect patient care in Massachusetts
[0 A Government Employee under Federal Tort Claims Act (FTCA)

0 Otherwise exempt (Please explainy.

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

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 3 Yes

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

No

Page 20f7
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Massachusetts Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

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

Renewal Instructions for additiona) information and definitions.

YES NO

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

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

15) CLAIMS CLOSED

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

16) OTHER CIVIL LAWSUITS

Question 16 refers to claims or actions related 1o your competency 1o 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, settied or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?

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

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

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

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

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

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or 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 2 medical license for any reason?

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

22y CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? B Yes [J No
b) If no, are you requesting a CME waiver? [1Yes {] No

A CME waiver request form must be submitted at least 38 days prior to your license expiration date.
¢) I you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8)

CME EXEMPTION: (check one) 3 Inactive Staus [ Residency/Fellowship training

Page 3 of 7
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Massachusetts Physician Renewal Application 8

Physician Name: Ingrid A Balcomb, M.D. Litense No.: 78814 »

N

PART C 8
Check One: PHYSICIAN PROFILE @

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

[)
I have reviewed my Physician Profile and attached a copy of the Profile with comrections. &2

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

CERTIFICATIONS

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

2) I certify that | have complied with my obligations to report abuse or negleci of disabled persons pursuant to G.L. ¢. 19C, sec. 10, and
1 undersiand the punishment for fajlure to comply.

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

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

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

6) 1 cenify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L.c. 112, sec. 5F,
when I have a reasonable basis 10 believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

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

8) 1 certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I 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) I centify that I have complied with my obligations related to the reporting of employees and contractors pursuant 10 G.1. 62E.
10) 1 certify that I have complied with my obligations related 10 the withholding and remitting of child support pursuant to G.L.c.119A.

11) I centify that 1 have complied with my obligations 1o file an Incident Report with the Board when certain adverse events occur in my
private office, pursuantto G.L.c. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ¢ seg. 1 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 I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity 1o which I have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this renewal application and all its accompan ying
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: . ) MW Date: ol /3 l’a?

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACBMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.

Page Sof 7




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

Current Status: Active License Expiration Date: 3/19/2015
1) Activity Status: Active
2) Address & Contact Information

Mailing Address: 131 Crnac
Suite 830
Concord
Massachusetis - 01742
United States of America

Home Address:

Business Address: 131 Omac
Suite 830
Concord
Massachusetts - 01742
United States of America
{978) 371-1396

3) Email Address:
4) Fax Number: (978) 371-8277

5) Specialties
Obstetrics and Gynecology

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

Informatlon
ABMS/AOA  Board Name Certification Subspeclalty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Emerson Hospital Sudbury
Emerson Hospital Leominster

Page1of 6 Date: 2/18/2015 Time: 9:17 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: [ngrid A Balcomb, M.D. License No.: 78814
Emerson Hospital Concord
Emerson Hospital Westford
Primary Office Concord
Private Office Concord

11) Care of patients in Massachusetts
Average weekly hours Involved In:  a} Inpatient care 30 hrsivk
b) outpatient care 50 hrs/wk

12) Medical Llability Insurance Informatlon

Insurance Carrler Policy Start Date Policy End Date Policy Type
Coverys 05/01/2014 05/01/2015 Occurrence Policy

13) Do you perform any surgery In your Massachusetts offlce?

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

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

15) Clalms Closed
Has any medical malpractice claim against you (whether or not a lawsuit was fited on that ciaim) been

resolved, setled, or adjudicated during this time period?

16} Other Civil Lawsults
Question 16 refers to claims o actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Hal\arezI ;here 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 medicat 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?
¢) 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 taken a leave of absence from any health care facility, group practice or employer for
reasons related to your competence to practice medicine?

c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other stale medical board, health care facility,
aroup practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmentat 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 denled a medical license for any reason?

Page 2 of 6 Date: 2/18/2015 Time: 9:17 AM



Commonwealth of Massachusetts

_ Board of Registration in Medicine
; Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condltion telated to professlonal competency or conduct on your
coverage, or have you voluntarlly restricted, limited or terminated your Insurance coverage In
response to an Inquiry by a medIcal Habllity insurance carrler?

22) Have you completed ali 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 6 Date: 2/18/2015 Time: 8:17 AM



Commonwealth of Massachusetts

Board of Registration in Medicine
- Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

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 abliity to
practice medicine?

Page 4 of 6 Date: 2/18/2015 Time: 8:17 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

Compliance with Legal Responsibilities

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

1) lunderstand and agree to compgr with my obligations to report abuse or neglect of children pursuant to
M.G.L. ¢. 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 faiture 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. ¢. 19A sec. 15 and | understand the punishment for fallure to comply.

4} | understand and agree to compg/ 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 MG .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 o the Board of Medicine
pursuant to M.G.L. c. 112 sec. 5F, when | have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. § or any Board regulation.

7} lunderstand and agree to comﬁiy with my obli?ations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢. 112 sec. 2.

8) | understand and have complied with my obligations to file Massachusetts tax returns and 1o pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 49A, my license shall not be
issued or renewed uniess | make this certification under penaities of perjury.

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

10}| understand and agree to comply with my obligations related o the withholding and remitting of child
support payments pursuant to M.G.L. ¢. 119A.

11}/ understand and agree to comply with my obligations to file an incident Report with the Board when certain
adverse events occur in my private office, pursuant to 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 my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which | have referred a patient for physical therapy services,
pursuant to M.G.L c. 112 sec. 12AA.

13)| am aware of my obligations and respansibilities under the Health Insurance Portability and Accountability
Act of 1996 {HIFAA)}, including the requirement that | obtain and provide to the Board a National Provider
identifier (NPI) number.

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

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

Xl 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 penaities of perjury, | declare that | have examined this renewal application and all of its
accompanylng instructions, forms and statements, and to the best of my knowledge and bellef,
certlfy that the Informatlon contained herein Is true, accurate, and complete.

Page 6 of 6 Date: 2/18/2015 Time: 9:17 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

Current Status: Active License Expiration Date: 3/19/2013

1) Activity Status: Active
2) Address & Contact Information

Mailing Address: 131 Ornac
Suite 830
Concord
Massachusetts - 01742
United States of America

Home Address:

Business Address: 131 Omac
Suite 830
Concord

Massachusetts - 01742
United States of America
(978) 371-1396

3) Email Address: ]
4) Fax Number: (978} 371-8277
§) Specialties

Cobstetrics and Gynecology

8) Current American Board of Medical Speciaities {ABMS) or American Osteopathic Association (AOA)

Information
ABMS/AQOA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorksSite Location
Emerson Hospitai Concord
Emerson Hospital Westford

Page 1 of 7 Date: 24 0/2013 Time: 10:40 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

Primary Office
Private Office Concord

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 30 hrsivk
b) outpatient care 50 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Coverys 05/01/2012 05/01/2013 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 medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits ) ) 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?

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

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

18) Other Issues o ) . )
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 authority, including the
Massachusetts Board of Registration in Medicine or any other state medical boarg, heatth care facility,
group practice, employer or professional assoctation?

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 controiied 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, aliowed a license application to
become obsolete or have you been denied a medical license for any reason?

Page 2 of 7 Date: 2110/2013 Time: 10:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

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

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

Page 3 of 7 Date: 2/10/2013 Time: 10:40 AM



—— Commonwealth of Massachusetts
Board of Registration in Medicine
' Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

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

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

Page 4 of 7 Date; 21M10/2013 Time: 10:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ingrid A Balcomb, M.D. License No.: 78814

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

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

4) lunderstand and agree to compl2y with my obligations to report the treatment of wounds, burns and other
injuries pursuant to MG 1. ¢. 112 sec. 12A and | understand the purishment for failure fo comply.

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

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

7) | understand and agree to com I¥ with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto MG.L. c 112sec. 2.

8) | understand and have complied with my obligations to file Massachuset!s tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. c. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to MG 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 ¢. 119A

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

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

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

identifier (NP number.

14)! understand and am in compliance with HIPAA and all 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 only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

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

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

Page 7 of ¥ Date: 2/40/2013 Time: 10:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine 3

£60 Harrison Avenue, G-4 \
Boston, Massachusetts 02118 Lf
(617) 654-9800 )
MITT ROMNEY Enforcement Division Fax: (617) 451-9568 MARTIN CRANE, WD 1.
GOVERNOR Lega! Division Fax: (61 ;) 3527-8&53 _ BosRocmAn
KERRY HEALEY Licensing Divislon Fax; (617) 426-8358 NANCY ACHIN AUDESSE
1IELTENANT GOVERNOR EXECUTIVE DJRECTOR

o
i
[1]]

December 26, 2006 REDACTED COPy

Ingrid A, Balcomb, M.D.

C/o Pamala S. Gilman, Esquire
‘Taylor, Duane, Barton & Gilman
160 Federal Street

Boston, MA 02110

Re:
Docket Number: 06-468

Dear Dr. Balcomb:

The Complaint Committee of the Board of Registration in Medicine met on
December 20, 2006, and carefully considered the information both you and the
complainant furnished in the above-referenced matter. They determined that no further
action is warranted and the matter has been closed. Despite the decision to close the
above complaint, the Board reserves the right to reopen the complaint should you commit
any violations of Board statutes or regulations in the future.

1f you have any questions regarding this matter, I can be reached at the number or

address listed above.
Very truly yours,
w SPACY SNV
Jennifer Brown
Consumer Protection Manager
JAB/ls

L ] Visit Our Website At: http://www.massmedboard.org
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MITT ROMNEY
GOVEANOR

KERRY HEALEY
LIEUTENANT GOVERNOR

Re:

Dear

Commonwealth of Massachusetts
Board of Registration in Medicine G

560 Harrison Avenue, G-4 .
Boston, Massachusetis 02118
{617) 654.9800

Enforcement Division Fax: (617) 451-9568 MARTIN CRANE, MO b
Legal Division Fax: (617} 357-8453 MR
Licensing Division Fax: {617) 426-9358 NANCY ACHIN AUDESSE
EXECUTIVE BIRECTOR

‘December 26, 2006

Ingrid A. Balcomb, M.D.
Docket Number: 06-468

The Complaint Committee of the Board carefully considered the information you
furnished it regarding your complaint against the physician referenced above. A copy of
your complaint was sent to the physician, who was required to respond in writing to the
Board regarding the issues that were raised.

After a thorough review of this evidence, the Committee determined that the
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 regarding this matter, I can be reached at the
address or number listed above.

Thank you again for your concern.

JABIjls

Very truly yours,

it K. Boan

Jennifer Brown
Consumer Protection Manager

Visit Our Website At; http://www.massmedboard.org
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Commonwealth of Massachusetis
Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetis 02118

LS

SO
St

(617) 654-9800

l." 3

WITT ROMKEY Enforcerment Division Fax: (617) 451-9568 ' MARTIN CRANE, MD I
GOVERNOR {egal Division Fax: (617) 357-8453 BOARD CHAIR B

uﬁgﬁ:ﬁ:&:ﬁ:ﬁ ' Licensing Division Fax: (617) 426-9358 Nﬁgfs‘;::vlg; :Eléggg
- September 26, 2006
Ingrid A. Balcomb, M.D. CERTIFIED MAIL, RETURN RECEIPT REQUESTED "
131 Ornac .
Suite 220 7005 1820 0005 82k9 7855

Concord, Massachusetts 01742

Re:
Docket Number; 06-468

Dear Dr. Balcomb:

The Board of ch:strat:oa in Medicine has received a complamt regarding your conduct in the
practice of medicine, a copy of which is enclosed.

Please provide a written response, signed by you, to the issues raised in the enclosed material. As
part of your response, you may include any materials you feel are relevant in connection with the
investigation of this matter, Pursuant to Board regulations and statutes, the person filing the
enciosed complaint may have access to your response.

You are welcome to have an attorney represent you in this matter. Please note that if an attorney
does represent you, either you or your attorney may write your response, but you must sign or co-
sign it as Lhc licensee.

Your response must be sent to me, at the address above, within thirty days of your receipt of this
letter. After your response is received, the case will be reviewed and a determination will be
made about how to proceed. You will be notified of this decision.

Thaok you for your attention to this request.

Very truly yours,
W &, Qouan

Jennifer Brown

Consumer Protection Manager

JAB/jls
Enclosure

b Vigit Our Websits At hlip://www.massmedboard.org
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Commonwealth of Massachusetits
Board of Registration in Medicine

@)

560 Harrlson Avenue, G-4 by

Boston, Massachusetts 02118 &

(617) 654-9800 A

b
MITY ROMNEY Enforcement Division Fax: {617) 451-8568 MARTIN CRANE, HD

GOVERNOR Legal Division Fax: (617) 357-8453 ":““: :"”:Dasség

KERRY HEALEY Fax: . NANCY ACHIN A

LEDTENANT GAVEANOR Licensing Divislon Fax: (617) 426-9358 ECCA T IRECTOR

o1

September 26, 2006

Re: Ingrid A. Balcomb, M.D.
Docket Number: 06-468

Dear

Your complaint regarding the physician named above 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 docket 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 me at the address above.

Very truly yours,

N. EM\
Jennifer Brown

Consumer Protection Manager

JABAls

g+ Visit Our Website At: hitp:/fwww.massmedboard.org
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WITT ROMNEY
GOVERNOR

KERRY HEALEY
LIEUTENANT GOVERNOR

Re:

Dear .

Commonwealth of Massachusetts

Board of Registration in Medicine

560 Harrison Avenue, G-4
Bostoh, Massachusetts 0211 8
{617) 854-9800

Entorcement Division Fax: (617) 451-9568

Legal Division Fax: {817) 357-8453
Licensing Divislon Fax: (617) 426-9358

December 14, 2006

Ingrid A. Balcomb, M.D.
Docket Number: 06-468

MARTIN CHANE, MD
BOARD CHAIR

NANCY ACHIN AUDESSE
EXECUTIVE DIRECTOR

. Enclosed please find a copy of Dr. Balcomb’s response. You will be notified when there
is a disposition in this matter.

In the meantime if you have any questions, I can be reached at (6! 7) 654-9800 ext. 4033,

JAB/jls
Enclosure

Very truly yours,

RV PV WL P

Jennifer A. Brown
Consumer Protection Manager

a

T8 LGsmeat

Visit Qur Websile Al: hitp//www.massmedboard.ory
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AF.A. Obstetrics and Gynecology, P.C.

nFa

i

Ingrid A. Bakeomb, 9.0, FRCS(C), FACOG .
Kitsa C. Kondylis, M.D., FACOG November 27, 2006
Lesley £. Kenney, RNC, M5

Tl
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NOV 2 ¢ 2005

rdi of Reyisiratioy
BY CERTIFIED MAIL SO t,,

Commonwealth of Massachusetts
Board of Registration in Medicine
560 Hatrison Avenue, G-4
Boston, Massachusetts (2118
At Jennifer Brown

Consumer Protection Manager

Re: _
Docket Number: 06-468

Dear Ms. Brown:

1 am wiiting in response to your letters dated September 26, 2006 and October 4,
2006 and appreciate you allowing me more time to respond. Your letter indicates that you
are investigating a complaint concerning my care of . - duting her pregnancy that
resulted in a miscarriage in May, 2006. I understand that 1 am authotized to discuss the care
that I provided to . - and that disclosure of such information does not breach my
obligations to maintain patient confidentiality. ’

As an initial matter, I am a graduate of Dathousie University Medical School, which is
in Nova Scotia, Canada and completed my internship and residency as an
obstetrician/gynecologist, also in Canada. 1 came to the United States in 1994 and have
been practicing as an ob/gyn in Concord, MA in 2 group practice affiliated with Emerson
Hospital. In addition to my clinical responsibilities, I was Chief of the Department of
Ob/Gyn at Emerson Hospital until July,2006, and have also been a clinical instructor at
Massachusetts General Hospiral for several years.

Unfortunately, i . _ miscatried at 16 weeks from presumed choticamnionitis.
Chorticamnionitis is an inflammation of the chorion and the amnion, which are the
membranes that surround the fetus. Choricamnionitis may be due to bacteria ascending
from the mother’s genital tract into the uterus, infecting the membranes and amniotic fluid.
It is extremely dangerous to the mother and to the child and greatly increases the rsk of
preterm labor and, if the child sutvives, cerebral palsy. Chorioamnionitis is usually
disgnosed clinically by symptoms, including fever, an increased heart rate of the mother ot

131 ORNAC, Suite 830, Coneord, MA V1742
Jelephione: (978) 3711396 Fa(ST8) 3T1-8277
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Jennifer Brown

Consumer Protection Manager
November 27, 2006

Page 2

the child, a tender ot painful uterus and foul odor of the arnniotic fluid. The weatment for
chorioamanionitis is delivery if the child is viable and antibiotics to the mother and child. If
the child is not viable, miscarriage results.

 did not exhibit any signs of choricamnionitis during her prenatal visits to
my office. Since I do not have hex Hospital records, 1 do not recall whether she exhibited
any such signs during her admission for vnrelated reasons on May 1, 2006. In
case, it is presumed that she had chorioamnionitis because the baby did not have any genetic
abnormalities to account for the miscarriage. What is not known, however, is what caused
_ . chorioamnionits.

After the miscarriage, I spent several hours with _and her husband to
provide emotional suppott and to exphain what had occutred. I advised them that although
it is likely that she had choricanionits, it is possible that the chorioamnionitis was caused
by a very common viral infection called cytomegalovirus or CMV. By age 30, approximately
half of all adults in the United States have been infected with CMV but the virus is typically
dormant for life. Since tested positive for IGG, which is one of the antibodies
that form when you have had 2 CMV infecton, I explained that ; either was
recently exposed or had been exposed in the past Regardless as to what caused
chotioamnionitis, the baby could not have survived.

Despite my efforts to explain and comfort and het husband, they did not
appeat to appreciate the gravity of the diagnosis of chorioamnionitis and the uncertainty of
its cause. I, therefore, wrote the medical texms for them on a piece of paper, which is
enclosed, 2nd also provided them with a complete copy of their medical records. Based on
the statements made by in her complaint, however, it appears that she continues
to believe that her diagnosis was either delayed ot incorrect, neither of which is true.

By way of background, - first contacted our office on February 15, 2006
complaiaing of pink spotting. Since she was not an established patient, she was advised to
come to the office. “The usual practice would have been for her to be seen by the provider
who was best able to accommodate an uascheduled visit. Accotdingly, she was seen the

following day by ., who is a nurse practitioner with approximately 13 years of
ob/gyn experience. - obtained a history from . » scheduled her for an
ultrasound to evaluate the viability of the pregnancy and also scheduled foran

initial obstetrical visit on February 28, 2006, which is an extended visit with a nurse
practitioner to discuss general obstetrical issues.

Consistent with our office practice to see obstetrical patients approximately every 4
weeks during the first and second tdmesters and to rotate visits among the 2 nurse
practitionets and myself, | -was then seenby = , who is also a nurse

=500
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Jennifer Brown

Consurmer Protection Manager
November 27, 2006

Page 3

practitioner with approximately 22 yeats of ob/gyn experience, for 2 further routine
obstetrical visit on March 28, 2006 and was scheduled to be seen by me on May 2, 2006.
The May 2, 2006 visit did not take place, however, because ~was admitted to the
Hospital on May 1, 2006 and miscarried that night.

In addition to her regularly scheduled obstetrical visits, 1'wWas scen at my
office for 6 additional extra ot problem visits during the period February through May 1,
2006 and spoke to a nutse or nurse practitioner at my office by telephone on approximately
10 occasions duting the same time frame. Maay of these unscheduled appointments were the
result of her presenting herself to the office without prior contact. Although I de not recall

whether I personally examined _ belly, both and
discussed her care with me on a regular basis. In addition, I specifically recall that
7 consulted me during . "+ Masch 13, 2006 visit and that, in response, 1
entered the examination toom, evaluated _ condition and co-signed
note with my signature “B”, that appears in the bottom right cotner of the page. :
-also consulted me during _ +March 17, 2006 visit regarding ] )
impaction. I recall that I spoke with . _ gbout het condition and advised her to take

her medications regularly to avoid any similar problems in the future. 1 also reviewed ]

_ chartat some point in Apzil, 2006 and noted that she had been admitted to the
hospita} twice during her first mimester. I also attended her during the hospitalizations when
I did hospital rounds.

During the course of her pregnancy, | _ complained of three ongoing
problems which we appropriately addressed. First, she experienced vomiting, which is not
uncommon. She was given IV hydration when needed and medications as tolerated.

also experienced spotting throughout. She was routinely examined to determine if she
had a local lesion and also had two ultrasounds t6 determine if she had a hematoma or, after
12 weeks gestation, a placental abnormality. No cause was identified although vomiting
alone can break the blood vessels in the cervix and cause spotting. Finally, although
' complained of an intermittent fever, she did not have an undetlying disease process by
history and her temperature never approached 101.5, which might then have required
treatment. In fact, although called on March 21, 2006 and stated that she had a
fever of 105 on a Chinese thexrmiometer, she called back shortly thereafter to confirm that
her temperature was 100.5. She also stated on May 1, 2006 that she had been having a low
grade fever of 100 but her terperatare when seen in the office that day was 98.4.

In response to _ specific criticisms, [ offer the following: (1)
was not a high risk patient when she was seen at my office. As a result of her
choricamnionitis and second trimester loss, she is a high risk patient for any future
pregnancy. The cate provided to her throughout her pregnancy was entirely appropriate, all
necessaty tests wete obtained and consultations were sought with me when needed. Had she

i
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Jennifer Brown
Consumer Protection Manager
Novembet 27, 2006

Page 4

continued to receive care by my office, she would have been seen by me on her thitd
segularly scheduled visit. Indeed, in teviewing our computetized appointment schedule,

which is also attached, was actually scheduled to be seen by me on her second
visit on March 30, 2006 but her appointment was cancelled and rescheduled with
‘two days eatlier; (2) . ~ was treated for a presumptive urinary tract infection.

Since the lab results ate typically not available for 48 hours, it is customary to prescribe 2n
antibiotic pending reccipt of the lab results. Our office changed from the Emerson Hospital
lab to Quest Diagnostic lab in late April, 2006. Regrettably, on Apil 28, 2006, . ]
urine specimen was sent to new lab but with an old requisition. According, the lab was
unable to process the test. As it tutned out, however, . _ was admitted to the
hospital on May 1, 2006 because of low sodium and low calcium and was found to have no
evidence of a utinary tract infection; (3) All treatment decisions are based on medical need
and not monetary reimbursement. i _ condition did not warrant IV thetapy.
Whether or not 1 _ required IV therapy, I would not have received payment because
the services would not have been provided by me; and (4 1 advised _ that CMV
was a possible cause of her chorioamnionitis. No definitive cause can be determined.

In addition to the handwritten note that I provided to and het husband

and my office’s computerized appointment schedule, I am enclosing ~ complete
medical chart. Please do not hesitate to contact me if you have any additional questions.

Thank you for your consideration.

Very teuly yours,
Ingrid Balcomb, M.D.

IAB/
‘Encs.
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COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE
560 Harrison Avenue, Suite G-4

Boston, MA 02118
RECENED
. win 20 200
COMPLAINT FORM s
Joard ot Registration

Please type or print clesrly, and provide all of the information requested. in Medicine
WMrs.  Your Fist Name Your Last Name Patient Name (if different)
O Ms. .
QoM.
Street Address _ Mailing Address (if different)
City State Zip Code
Business/Daytime Phone Home Phone
Complaint against M.D, X, D.O. , Acupuncturist .

{For complaints against Chiropractors, Dentists, Nurses, Optometrists, Podiatrists or Peychologists, please
contact the Division of Registration at (617)727-7406, or 239 Causeway St., Boston, MA 02114.)

This complaint cannot be processed without the full neme of the physician or acupuncturist. Please veri elling.

Full Name (First & Last) of Physicizn or Acupuncturist (ome narne per form) Photocopies sre acceptable.

Ing,xj_i A BALCOMP

Address

/3 Ornac Susle 220

State Zip Code

" Concord /44 o/ 742
Business Phone ?7g — 3 7/ ’/3 ?g

Name and Location of Health Care Facility (if known)

AFA DBSGIV 131 Oraae St 270 Coucod tf i)

Nature of Complaint

- § Substandard Medical Care 0 Drug Dealing

). | Professional Misconduct O Criminal Conviction

| Sexual Miscondust ® Patient Neglect/Abandonment

a Rude or Discourteous Behavior O Unlawful Discrimination

[} Impaired by Alcohol or Dirugs ] Billing for Services Not Rendered
D Impeired by Mental or Emotiona} Hltness B Failure to Supervise Staff

O Failure to Provide Medical Records 0 False Advertising

a Overcharge for Medical Records a Fraud

QOTHER

i

[
R
)
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Failure to complete and sign this release roay prevent investigation of your complaint.

Release of Medital Records and Information %

Patient Name: ____ . Date of Binth: _ .

Address: _

I HEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROYIDERS OR INSTITUTIONS TO RELEASE
ANY AND ALL OF MY MEDICAL RECORDS TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE.

Signature of Patient; __ Date: 3/ yS’/ )o-o-é
{Or Lega! Representative) U T

I FURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(S) TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALL OF MY MEDICAL RECORDS TO THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE. THIS AUTHORIZATION REPRESENTS A
WAIVER OF THE PSYCHOTHERAPIST-FATIENT PRIVILEGE, AS DESCRIBED IN G.L. ¢. 233,§ 20B.

Signature of Patient: Date:
(Or Legal Representative)

Please list the names and addresses of all healtheare providers and institutions that provided treatrnent which may relate to this complaint.

e —

1f you are not the patient, what is your relationship to the patient?
O Spouse, [ Pareni, LI Child, O Other Relative , O Friend, O Attorney, [i Other
Has this physician provided treatment in the past? (Do not count the treatment in this complaint.)
[ Yes, @ No
Is this physician the person you (or paticnt) asually ses when yon {or patient) are ill?
3 Yes, B No :
How long have you (or patient) been urnder this physician’s care?
11 10 30 days, (X1 to 12 months, [J 1 to 2years, [I 2 to 4 years, (I 4 to 8 years, £J 8 years or more
What form of payment was made? Check as many as apply.
M Commercial Insurance, [ Health Maintenance Organization, [ Medicaid, £ Medicare, {J Champus
1 Workers’ Compensation, B3 Self, LI Other.
Are you {or patient) expected to pay a portion of this bill out of pocket?
O Yes, @ No
Has the physician adjusted the bill in any way, for example, was the fee or copayment reduced or waived?
O Yes, W No
Is the fec or copayment in dispute?
0 Yes, B No
Has the physician been contacted about this complaint?

Datesof‘g;?r;eg:%%/ Al 58 Moy 14,0, AU ’wula Froms Foth = Moot s
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Describe your complaint here or attach. If you need more space, continue on reverse or on another sheet of paper.

» ~ . -
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“Attach copies of related documents toJhis form.
The informution in this complaint is true, correct and complete to the best of my knowledge.

Date: g{/ ‘9' 7 l/ Q‘M

Your signature: _

Mail this form to: Consumer Protection Coordinator
Board of Registration in Medicine
560 Harrison Avenue, Suite G-4
Boston MA 02118

I8 8080750
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vs Dr Balcomb

G e e
. TERSS RS

1. Background :
‘ t has kept vomiting for 8 weeks from about 5" week and stayed in bed for
5 weeks. After 10 days bleeding and 5 days’ low fever, she lost her baby on the exact

16" week. ¢

2. Events in Time Order :

« In the afternoon on April 21 2006, . felt fever and weak, Then came back
to home from work and had a rest, and began to take Tylenol, O

o She had abnormal uterine bleeding (from several days ago) and the body
temperature ranged “99-100" after taking Tylenol,

o Inthe moming on April 28,2006,  called the Dr Balcomb’s office and
got one appointment at the early time in the aftemoon.
She had abnormal uterine bleeding and the body temperature ranged “99-
100" after taking Tylenol;
Before the checking, . gave the routine Urine sample for culture.
When saw the Dr Balcomb’s nurse, the nurse diagnosed as:
Abnormal Uterine Bleeding and Urine system infection without any Jab

_ test/result.

» The nurse insisted that the fever had nothing to do with pregnancy based on

their experience but not based on lab result.

Question; Why did the Dr Balcomb office exclude uterine system infection
without doing any lab work that could take less than 2 hours?

Insisted wrong diagnosis without any basic logic. Even from the general
patient knowledge, it couldn’t exclude Uterine System.

¢ Also, the nurse gave . the prescription antibiotic medicine “Amoxicillin”.
And the nurse let keep taking Tylenol for fever,

¢ At 3PM of same day, April 28", 2006,.  took “Amoxicillin” and began to
keep vomiting. She called Dr Balcomb's office. Dr Balcombtold  to stop
using “Amoxicillin" and keeps using Tylenol only.

She had abnormal uterine bleeding and the body temperature ranged "99-100"
after taking Tylenol;

Question: If the oral antibiotic medicine couldn’t be used, why did they
change to other forms with the same medicine?

» In the evening of April 29", 2006, . felt the fever was very uncomfortable
and called Dr Balcomb's office. The doctor herself called back and told "
“keep taking Tylenol if the fever can be kept below 100.5 degree. And call her
office in the early time of Next Monday.”



