REDACTED CcoPY

Massachusetts Physician Renewal Appllcatlon

Physician Name: Sibe} N Bessim, M.D, License No.: 72547
PART A
1) Current Status: Active Renewal Due Date: 09/06/2007 Birth Date:

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

O Active O Retiring (] Inactive 2 Do not wish to renew

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

B ddresses CANNOT 1 Office B
usiness 2 be a Pos e Box. Please make correcticns (pn.nt)
2a) MAILING ADDRESS
195 Worcester Street Mailing Address:
Weliesley, MA 02481
City/Town: State:

Zip: Country:

[ Check here 1o change this address RECEN ED *

2b) HOME ADDRESS -
e 14 2041, , | HomeAddress:
R: ation City/Town: State:
gard of Regist - ’
° i Medicing Zip: Country:
Phone: Home Telephone: {___ )
[ Check here to change this address Home address cannor be a Post Office Bex
2¢) BUSINESS ADDRESS o Addreen

195 Worcester St

Wellesley, MA 02481 City/Town: State:

Zip: Country:

Business Telephone: { )
Business address cannor be a Post Office Box

Correet your E-mail and Fax Number below:

3) E-u!ail Address: ]

4) Fax Number:  (781)263-0098 “

Phone: (781)263-0033
3 Check here 5o change this address

5) Specialties (See Renewal Instructions, page 4.) Delote? List Additional Specialties:
Obstetrics and Gynecology a
[m]
ju]

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

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

Physician Name: Sibei N Bessim, M.D. License No.: 72547
(See Renewal Instructions, page 4.) Flease make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachuserts; NY
b) Federal (DEAY . 9; States where you were previously licensed
c) Federal (DEA) XS: NY

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

List the names of all work sites in Massachusetts Laocation State Defete?
{See above and description on page 4.} (City or Town) ’
Newton-Wellesiey Hospital N e S M M 0
g
8T Waasha Stk W has [ “ S
\ ]
o Madn ST - ado G MA | O

11) Care of pstients in Massachusetts (Sce Renewal Instructions, page 4.)

Average weekly hours involved in: a) inpatient care 32 . hrsiwk Change to: hrs/wk
b) outpatient care 30 nrsiwk Change to: hrsfwk

12) Medical Lizbility Insurance Information (See Renewal Insiructions, page 5.)
Check one. Locurn tenens must list policy dates. My medical liability insurance is provided through:
Insurance Carrier {complete below)
Current Insurance Carrier: CRICO Change to:
Policydates: From | / 1/ 0 T o iz I_ﬂl___o_z"

Type of POHCW Claims made with tail coverage [~ Occurrence Poficy
’ (Enclose a copy of the certificate of insurance or the face sheet)

[J Letter of Credit subject to Board approval (Artach a copy.}

B3 1am registering with Active status but I am not required to have medical lability insurance because I am:

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

O Otherwise exempt (Please explainy:

13) Do you perform any surgery in your Massachusetts office? {See Renewal Insiructions, page 5.) Yes [J Ne
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.
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Massachusetts Physician Renewal Application
Physician Name: Sibel N Bessim, M.D. License No.: 72547

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

license Renewal Application to the day you sign this Renewal Application. (Se¢ Renewal Instructions, pape 5.)
You must check either YES or NO to each question. Provide details on Fonm R if you answer “YES” to any questions. Referto

Renewal Instructions for additional information and definitions.

YES NO

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

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

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
prefessional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during
this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period? :

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

18) INVESTIGATIONS AND DISCIPLENARY ACTIONS

#) 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 subjeet of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

19) Have your privileges to posscss, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or swrendered 1o any state or federal agency?

20) Have you withdrawn an epplication for 8 medical license, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

21) Has any medical liahility insurance carrier resiricted, 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 medica] liability insursnce carrier?

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

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

A CME waiver request form must be submitted st least 30 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewa! Instructions, page 8.}

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

Physician Name: Sibel N Bessim, M.D. License No.: 72547 ) _‘;.‘ \
PART C L
Check One; PHYSICIAN PROFILE o

m/ 1 have reviewed my Physician Profile at hitp://profiles. massmedboard.org and confirm that the information is accurate.
{Please note that if you changed or corrected your business address, business phone number, practice specialty, hoard
certification and/or hospital affiliations on your rencwal application, your Physician Profile will also be updated.)

£1  1have reviewed my Physician Profile and attached a copy of the Profile with eorrections.
(0 My status is Inactive and 1 do not have a Physicien Profile. (Sze Renewal Instructions, page 11.)

CERTIFICATIONS

1) T certify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢, 119, sec, S1A, and |
understand the punishment for failure to comply.

2) 1 certify that | have complied with my obligations io report abuse or neglect of disabled persons pursuant to G.L. c. [9C, sec. 10, and
1 understand the punishment for failure to comply.

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

4) I certify that | have complicd with my obligations 1o report the weatment of wounds, burns and other injuries pursuantto G.1. ¢. 112,
sec. 12A,

5) I certify that ] have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. c. 112,
sec. 124 172,

6) I certify that 1 have complied with my obligations to repart e 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.

T} 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 I understand my obligations under G.L.¢. £12, sec. 2.

8) I centify that ] have complicd with my obligations to filc Massachuseits 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 I make these centifications under penzlties of

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

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

12) I 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 10 G.L. ¢, 112, sec. 12AA,

Under penaities 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 informarion contained
herein is true, correct, and complete. As an applicant for renewal of a license 1o practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure,

Signature: W/Z/\_”— W_D ' Date: £ /rb/.___g}

MAKE A CQ‘Y 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, Sujtc 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 carc providers. The
NPI program is overscen by the Centers for Medicare and Medicaid Services (CMS) under the
Departiment 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 NP1 in this
central repository, we hope to reduce the amount of administrative duplication in your office.

Pleasc follow the instructions on the NPI form. If you already have a NP1 number, you may enter it in
the space provided. If you have not yet submitted an application for a NP1 numbcr, you may request
that the Board apply for thc NPI number on your behalf. You must sign and date the NPI form to
authorize the Board to provide the NP1 to authorized entities. Should you need any assistance in
completing the NPI form, please contact the NP1 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 3
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Massachusetts Physician Renewal Application
Physician Name: Sibe! N Bessim, M.D. License No.: 72547

AL s

i
i

o

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

S W ]

|

In order for your license 10 be renewed you must take one of the following actions: O

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

Option 2; Centify you have personally applied for your NP] 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.

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

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

Option $: If your license status is INACTIVE, you may elect not to obtain an NP1 number.

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

m/My current NP1 is: II]@ E @

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

O { have applied for an NPI using a third party (¢nter name): (follow instructions for Option 3)
0 By checking this aption and signing the bottom of this page, | hercby authotize the Board to apply for an NPI on my behalf.

O3 As an inactive physician, | do not wish to obtain an NPL

HIPAA TAXONOMY CODES
Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided { Taxonomy Description). The primary provider
taxonomy code is required if you authorize BORIM 10 apply for an NPI on your behalf.

Taxonom ecialty} Code Taxonom scription {Print
Primary Provider Taxonomy: @@@ Oljs-f-{“}\(‘\.‘(s ‘G\H“f("t“j\'(
T

Provider Taxonomy: D D Dj E] D D D m
Provider Taxonomy: D D D:] D D D D E[:I
NPI REQUIRED INFORMATION

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

Social Security Number:

State of Birth (if US): g ";" Country of Birth (if outside the Us):  WAS A
Gender: [ Male Female

Penalties for Falsifving Information an the National Provi dentifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matier 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 2 material fact, or makes any faise,
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 arc 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.

m/ Authorization for NPI Dissemination
Check one box: B I authorize [J 1do not authorize the Board of Registration in Medicine to provide my NPI number to sny
authorized hospital, kesith pian, or health organization.

Please sigr: and date to confirm tha of the information on this form is true and accurate.

Signature: U\/\:\I Date: i(/ (0 %

¥
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Massachusetts Physician Renewal Application
Physician Name: Sibel N Bessim, M.D, . License No.: 72547

FREQUENTLY ASKED QUESTIONS
REGARDING OFFICE BASED SURGERY- FORM PCA-O

Question #1:
“If I only do simple office procedures like freezing warts for removal, suturing simple lacerations,

bone marrow biopsies, and 1&D, under local anesthesia, do I have to fill out the form?”

Local Anesthesia is Level I Thus, you need only check the Level I box and sign the form. You do
not need to fill out the form it its entirety for the questions on the form are related to Level Il and
Level 11l Qffice Based Surgeries. The offices doing more than local anesthesia must determine what
level they are and then fill out the form in its entirety. Guidelines for determining levels are
available af: www.massmedboard org

Question #2:
“I work in an Emergency Department and 1 give conscious sedation, do | have to fill out the form?”

The form is for office-based surgery. The Emergency Department is not an office, it is a department
in a hospital. [f the physician has a private office outside the Emergency Department, they need to
Jill out the form, and guidelines are available at: www massmedboard org

Question #3:
“If I have a Massachusetts license, but practice outside Massachusetts, in another state, and that

practice includes Level I or 11l office based surgery, do I have to fill out the form?”
You only have to fill out the form if you perform office-based procedures in Massachusetts.

Question #4:
*“I work in an officc based surgery practice, but I do not perform office based surgery. Do lhaveto

fill out the form?”

No, you do not need to fill oul the form if you do not perform affice based surgery or assist in the
performance of office based surgery.

Question #5
“I work in a diagnostic and treatment center and my friend works in an ambulatory surgery center,

do we need to fill out the form?™

You do not need 10 fill out the form if you perform procedures in a Massachusetts hospital, and/or
diagnostic and treatment center, including ambulatory surgery centers. If you perform the Level |,
I or Ill procedures in a private office at any time, you mus! fill out the form.

Page 5 of 9

Ui

i

PR R S T LT



g Commonwealth of Massachusetts
Board of Registration in Medicine
~ Physician Renewal Application

Physician Name: Sibel N Bessim, M.D. License No.: 72547

Current Status: Active License Expiration Date: 10/4/2009

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

Mailing Address: 185 Worcester Street
Wellesley
Massachusetts - 02481
United States of America

Home Address:

Business Address: 195 Worcester St
Wellesley
Massachusetts - 02481
United States of America
(781) 263-0033 - 9113

3) Email Address:
4} Fax Number: (781) 263-0098

§) Specialties
Gynecology

6) Current American Board of Medical Speciaities {ABMS) or American Osteopathic Association (ACA)
information

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

7} Drug License Numbers
Massachusetts Federal (DEA) Federal (DEA} X$

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

9) States where you were previously licensed
New York

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

office, clinics, nursing homes, stc

WorkSite Location
Newton-Wellesiey Hospital Newton

Page1 of 4 Date: 9/15/2009 Time: 14:34 AM
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Commonwealth of Massachusetis

Board of Registration in Medicine

Physician Renewal Application
Physician Name; Sibel N Bessim, M.D. License No.; 72547

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 3 hrs/wk
b} outpatient care 30 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Risk Management Foundation 11172008 12£31/2009 Occurrence Policy

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

14) Claims Made o _ ' . '
a) New: Have ?(ou 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 ary unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

18) 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?

18) Other Civil Lawsuits ) ‘ -
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

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

b) Resolved. Have you resolved, settled or adjudicated ary 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 resocived during this time period?
c) Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues 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?

¢) Have you been the subject of an investigation by any governmental authorty, healith 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 professicnal association?

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

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

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

Page2of 4 Date: 8/15/2008 Time: 11:34 AM
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— Commaonwealth of Massachusetts
_ Board of Registration in Medicine
y Physician Renewal Application

Physician Name: Sibel N Bessim, M.D. License No.: 72547

22) Have you completed sll CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category and 80 hours in Cate#ory 2) for this
renewal period? (If you are in an approved Residency/ Fellowship program, or #f 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 abliity to
practice medicine?

Page 3 of 4 Date: 8/15/2008 Time: 11:34 AM
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Sibel N Bessim, M.D. License No.: 72547

Compliance with Legal Responsibilities

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

1) | understand and agree to cnmpéy with rmy abligations to repert abuse or neglect of children pursuart to
M.G.L c. 119 sec. 51A and t understand the punishment for failure to comp Y.

?) |understand and agree to comply with my obligations to report abuse of neglect of disabled persons
pursuantto M.G.L. ¢. 19C sec. 10 and | understand the punishrent for tailure to comply.

3) |understand and agree to comply with my obligations to report abuse, neglect or Finangiat expicitation of
elderly persons pursuantto M.G.L. ¢. 19A sec. 16 and | understand the punishment for failure to comply.

4) | understand and agree to comply with rmy obiigations lo 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.

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

6) [understand and agree to comply with ry 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 violated any provisions of
M.G.L. c. 112 sec. 5 or any Board regulation.

7) lunderstand and agree to comﬁlr with ry obligations 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 to pay
Massachusetts taxes and | understand that, pursuant to M. G.L. c. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

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

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
suppoit 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 rn\{’obligations to disclose ownership irterest in any partnership,
corporation, firm or other legal entity to which have referred a patient for physical therapy services,
pursuant to M.G.L ¢. 112 sec. 12AA,

13)) am aware of my obligations and responsibilities under the Health Insurance Portabiiity and Accountability
Act of 1996 (HIPAA), including the requirement that ) obtain and provide to the Board a National Provider
Identifier (NF1) number.

14)! understand and am in compliance with HIPAA and all other federal and state obtigations placed uporn 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.

[ 1have reviewed the above statements and certify that | understand my requirement to comply with
the responsibllities and obligations of each and agree to do so.

[J Under penalties of perjury, ! declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained hereln Is true, accurate, and complete,

Page 4 of 4 Date: 9/15/2008 Tirme: 14:34 AM
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THE COMMONWEALTH OF MASSACHUSETTS Approyed:
BOARD OF REGISTRATION IN MEDICINE D:%roved:
Application for Endorsement Regfstration - NATIGNAL BOARD

'(Fee- 300.00must accompany APPLICATION - No curr‘ency or personal checks)

. e 10 ‘
g;]ﬁ % é 1 FOR OFFICE USE = . Application #
Form oY Fee: (4 PN Certificate # z@:ﬁhte of Issue:

PLEASE TYPE OR PRINT SWORN STRTEMERT :
Name.. ﬁibc! Nebise  [essim Matling Address:” ~
First “Middle .~ bast ‘ B

Date of Birth

e U

T

Place of Birth L_;\}_.Ae,c(\'s "{em}, 154( (}.Sﬂ- 2ddress valid from (dates) ! e - f’;j—_\b_(;___
Gaz)ydl - T
Phone # - DAY T5¥! fuaper HOME:
+ri ey
Pre-medical Education .. Medical Education :
Schoo} wlie e{/ﬁoiumioiam_.u. school MY 4ing. Schaol of Hedicine
X S
Dates Attended ‘?l?‘{ = IS/?.— Dates Attended ql?l = S'{?'(o
POSTGRADUATE EDUCATION AND HOSPITAL APPOINTMENTS
Place Position SR Dates
M. Gua. Hedical Ceate Resideat in O%I@ Mg, - ‘30 l9p
NewXp-k MY, [TTHEED ‘

List 211 other states where you are or have been licensed? Nev.) Ygr‘K /
~
Are yru a Diplomate of a Specialty Board? ANS)

{name, 1T appiicable;

REASON APPLYING FOR MASS. LICENSE: L am mading o MassaChustds

I <ocial {pugonal) Teasons  « wouldd [(Ke B paaciice
T 1 Q)Qh::f\oua l

*NOTE: Change of address must be submitted IN WRITING to the Board of Reg;stration
Medicine, Please include cffective dates for new address upon sy 1ttinq thh
information.

lﬂ ﬁ’ml .rv~,|p T




COLAONWEALTH OF MASSACHUSETTS FQR OFFICE USE ONLY 5

S0ARD OF REGISTRATION IN MEDICINE Ucense Apprication h
SUPPLEMENT TO APPLICATION FOR _ ___LICENSE Pending Approved L
s License # X

TO BE COMPLETED By APPLIGANT. PLEASE TYPE OR PAINT.

WANE : _-_\/‘ \') el N {g:'ze B €93 .'m Day time phone #:(2&:) 2441 - S-'W i k;?‘;l‘*

- ~Business Address:

NALLING ADDRESS:

- Mailing address valid from:
— . ldates) ‘W through U‘u'ﬂg

YOU ARE REQUIRED TO COMPLETE THE GUESTIONS BELOW. YES
1. Hag any medical maipractios claim wver bsen made against you in the (ast ten years {whither or not & lewsuit
was filed In relation to the caim)? { YOU must complete Form 1B, attached, for edach claim)
2. rave you eves been denled the right t participats or enroll in any system whereby & third party pays aif or
part of a patient’s 7
3 Have you sver sppiiad for ficensure of 10 sit for 1n axamination ar taken ah examination, undes a differsm name?
4 nmyuummmmm:wdwm«nmmmmmmm«mmmmnmm
impropar gandutt during an sxamination sinds your matricuiation in callege? .
5 Hmmmhhdmdhbﬁmﬁmnmhmmwmm.mdeumﬂm.«Mha?mﬂluftho
National Boards or falisdg to giin cprttfication from the National Board of Medical Examiners?
B. Have you ever taiimd a foreign licenaing or certificetion sxaminatian?
7. Have you ever hesn danied a madical liosnss, whirther tull, limited or temporary, 1or any reegon?
8. Have you sver hatt sialt privilages, siipioyment of appointnent in & hespitel o Gther haalth car institution
denied, suspanded or tevoked, of resignad from a medica! saff in liew of distiplinary action?
3 Are any format disciplinary charges pending or has any disciplingry action bean taken against you in the
last 1011 yoars by any govemmental suthority, by any hospital or health care taciiity, o by any professionad
madical assoctation {International, national, siate or local)?
10, Have you sver volumasily surrendecsd & lioenss 1O practica madicing o &ny hesling at? The Bosrd's
reguiations ceting “disciplinary action.” Piease refer to 243 CMR 3.02, attached.
11, Have you sver withdrtwn an application 1o medical liosnsure, haspital privileges o sppointment, for any eason?
12. Have you svar, for any reason, iost Amernicen Speciaity foard Cantification? )
13, Have you besn denied required recertification by ons Or more spacialty boards? N yes, which one(s)?

ra
I

l .

14, Have you, at any time, baen a defendant in any criminsi proosedin, c. ar than minor treffic oMfenses?
15. Has your priviiege 10 ROSEass, Cirpense or prescnbe controlisd Substances evar been Suspendad, voked, denied,
rastnicted O surendered, or have you been cailed befare or warned by thit stete or any ather
jurigdiction including A feders! agency &t xhy ime?
15. Have you 8ver had any emabonal disturbance or mentsl illness which has impajted your ability 10 practice medicing
of 10 function as a stusent of medicine?
17. Have you sver had an organic iltnoss which has inpaired your abilty 1 practios medicine or to function as a
stude of macicine?
18. Are you now, of have you Deen i the gast, dependent upon altohal or drugs?
19. Have you wvar heid a iosnae 'n Massachusetta or any othar state of country? K yes, fist other jurisdictions.
cwYarK : :
NOTE ON QUESTIONS 18-18: The harm thal befalls physicians And patierts alike whan impairment goss undetectsd and untraated
by the madical profassion is devestating. The Board wants impaired physician treated in: the stity stages of impaisman

before iraperabia hanm to the physician or patiant oocurs.
4 you have answeared “yes’ to &ny of the above sxcent # 15 pleass sxplkin on the reverse sice. AMach additions) 81/2" x 11° sheets

t neceasary.
s will read the Board’s reguiatons, 243 CMA 1.00 through 3.00. To the best ol my knowletge | maet the quatifications

‘o1 Full Licensura in Massachusatts,
! haraby carbly under the penaity of pasjury that all information on Mis farm (front andt back} including attached cheets is rua.

SIGNATURE: Mﬂf‘,ﬂ;\\.)@ DATE. qj[ﬂ (/ ‘N




I. PHYSICIAN INFORMATION
SIBEL oo N

. Fjrs! Nam . - . ..............-‘.....H‘.'.‘jﬁé._.i'.ﬁ;.;éy....m...._...............,......_......,............... Iast Nam “ .‘........-......;,S.'iﬁi..........“...

Mass License #_72047..........._.
Licgnse Staws... Aghve

2364 Washington St.
Newton, MA 02162-1440
US.A,

(617} 332-0008

Make addresy corrections heree ...

Il. EDUCATION & TRAINING

Mt. Sing; School of Medicine, New York

“Medical School™

“Muke ¢ iorret.nons hereg

Licenses Held in Other Stases:

15703.0000

Amm s mhars

.. BESSIM

car

First Issue Date | 05/02/90 .

Hospital Affiliation

Brigham & Wamen's Hospital
Nowton-Wellesley Hogpital

Make griy corrections 1o above bere:....

Accepiing New Paticius? {HY/es (I No

................ Accept Modicaid? [E'{es CINo

(Please correct as necessary)

MD - ; 86 e
R

Siner Medical Ceabe " NYC  Hey @,

“Residency Program(s]

Resrdemyl’ragram(s)

11}, SPECIALTY
Primary Specialty:  Obstotrics and Gynecology

Secondary Specialty:

Make any corrections here:

Board of Registration in Medicine

Starr

BOARD CERTIFICATION ﬂVW'-’\ (¢

Centifying Board Name: Boerd of Obstetries and Gynscology
Ccrtifying Board Name:

Make any corregions here:
TWAA s (AN [%QQA(J( d'p S
L/tof +C Fa (s T—C\-L{MLG( u(r/

Physiclan Profile



15793.0000

V. BOQARD DJSCIPLINE

Finai Decisions and orders issued by the Massachuseits 3oard  { Registration in Medicinc.
Nature Date Board Action

oo

V. HOSPITAL DISCIPLINE
Hospital Datc Disciplinary. Action

N

VI. CRIMINAL CONVICTIONS

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

O OO D A I oo e e e e e

VIl. MALPRACTICE
Details of claims paid for Dr, BESSIM

No. of Years in Practice: #

Date ... AmountPaid 00000 _ . Basis for Complaint
Date __Amount Paid _

A s amase oar.

asse

Basis for Complaint

Dae Amount Paid _ Basis for Complaint

Date.... . Amount Paid Basis for Complaint _

Date o Amount Paid Basis for Complaint _ .

|7 1T T AUt Paid .o Basis for COMPIAING .ot s sesses s e

PHYSICIAN HONORS & PEER-PEVIEWED PUBLICATIONS
Pleasc cnter 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

VIII.

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

Board of Registration In Medicine Physician Profile

e mmAee



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Fioor, Boston, Massachusetts 02111
19911993 Physiclan Registration Renewal Application

Rogistratioir No.  Status Fou Renown) Date For O3 U ‘ e

72547  ACTYIVE $180 12/04/91 MR, N
Dr. SIBEL BESSIM Pr, e o d o
HARVARD COMM.HLTH.PLAN Bk. R —
2 FENWAY PLAZA . g"é S —-—{,—m-j—-u

30STON, MA D2215-

Directiona:
« Quastions '1-7 include information from Board files. Pisase comegh
+ Before proceeding, pleass read the instruction bookiel.
» Answar all non-optonal questions compietely. (The instructiond] Beci
+ Make a copy of this form and all atigchments for your own re
$3.00 plus postage for each oopy furnished.
» Enclos the $150.00 ranewal few by means of & centified check, KRR
Aotivity Status:
1 am applying 1o be registerad with the foliowing status: Active

Pre-Printed Infermation Corractions of Pre-Printed Information
1. Other Name(s), if any, under which you were licensoed: Name;
2. a) Address (Homa): Address:__
City/Town___ .
State: Zip: _ —
Country Code; (It 999 write Country):
2. b) Address (Business); Address:
HARVARD COMM.HLTH.PLAN City/Town:
2 FENWAY PLAZA State: Zip._
308TON, MA 02215~ Country Code:___{J (1 699, write Country);
3. Date ot Bith Sex: F Date of Birth (MDYY): __ . ____- Sex (MFY ]
Lo, ssue Date05 702790  ssNs# Lic. lssue Date(MD/Y):__§ + 2~ 9 0 ssN:
Telephene Number: )
Home Business Home: _  Busiees: (2 Ty Y21 - 131K
(212)348~5591
4. Medical School CodeNY0 47 YearGraduatedB & Degree: MD SchoolCode:_________ YearGraduated;,____ Degres (MDDO)____|
Name of School: [f B8589, write Schoal.
Mt. Sinal School of Medicine, New York
§. a} Other States whote you are now ficonsad lo practice (AbbAN Y —— e o ——
b) States whare you previously were lkensed to praciice (Abbrly Y —— e et —— e ——
€. Speciaity Coda(s) (Seo Table 3);
Coge  Hours per Waek in Mass. Codg Hours por Week In Mass,
086 0 oObstetrics and Gynecologh oL6 L0
G -
H O8, write apecially:
7.8) Are you Amarican Speciaity Board Certfied? (vm@ 7b) WYES, Enter Codes:
Code: Code;
Code: Code:

8. Drug License Numberis) {if any) jopticnal]: /) Federal {DEA, b) How many DEA nos. do you have? Z

©) Stata {MA) #M ‘/
8. Ihave complotod my C.M.E. requirements in the two years preceding my renewal date: YES Walver Requestad
{You must Uil out & separale Waiver Form. The waiver must be granted by the Board before your ficense will be ranswed.) See Instructions for CME
requirements. Do not submit documentation of your CME's with your ranewal application.

80M - B/80 - PE13971 [ For Office Use Oaly: Waiver Granted Data: / / ]

PR R e

PR

AR



FILL IN NAME AND NUMBER: | _
Physician Last Name: -B (U KETAAY Registration N°-I..3_.L_.L.ii

. W applicabis, chack ane.

ez oazAdY el

10. My madical malpractica insurance is covered by (e) INSURANCE CARRIER or (b} LETTER OF CREDIT

Uist Insurar; { KL o 3
Atternatively, indicate as follows: | am raglstering with ACTIVE status, but | m not covered by medical malpractios insurance becaues | am {Check ono);
{i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE: {ii) OTHERWISE EXEMPT:
{Stare how ctherwise exampt),
11, Current Hosphs! Affiliations (Supply tha codes from Table § and place a check mark next to those lacilities where you have admiting piivileges (AP),
Facillty Code: _(T_ _?r_‘_ !_\ﬁPl Faclity Code: _ ./ (AP} Faclity Code: __ ____/ _{AP)

Facilty Code:______/_(AP) Faciity Code: ______/_(AP) Fadity Code:______ | _(AP)

1 999, writs Namojs): L.

?sdg;ﬁcrmglegjpimls st which you previoygly held privilegus and other Health Care Fmﬂ]liea with which you were associsiad in the past £ years.
sble §.

Facility Codua:__ __ Facllity Coda: __ _ Facifity Coda: __ Faclity Code:

o payg, wiite Name(s);

12.  Post Graduato Training in Massachusatts (MA) {Soe instruction booklet )
a) Are you currently In e post-graduam training progeam in MA ax a regident or clinical fallow? Yes_ No__\/__/ {Check one.)
b} If you ate in a MA program, are you a 1) Resident___ i) Clinical Fellow___ or iil) Research Fellow__ 7 {Check one.}
¢) How many haurs per typical week do you spand in this MA post-graduate training program?, hrs.Awk. In MA.

13. Catw of Patiants in Massachusatts (MA) (Seg instruction booklet.)
a) How many hours per typical week ere you currently involved in owipatient care in MA? ! lg hrs.fwk, In MA_
b) How many hours per typlcal week are you curmently involved In inpatient care In MA? 3(? hre.wk. In MA.

14, Principal Work Satfing, )
8) What is your principal work setling? {See Tabls 6 _‘f_ I®;

Quostions 15 through 22 refer to the past four years only. Check either YES or NO {not N/A) ¥ ench question. Provide detalle on Form t5A.
Reler to the instruction i ¢ on.
Yos  fNe

15. Has sny pendng or new medical malpractice claim been made Bgainat you (whether or not & lawsuit was filed in relation to the caim)?.
16. Have you been a delendantin any pending or new crimingl praceeding other 1han & MINOF rAME OHBMBET........ccooceeems e ssmss oo

17. Are any formal disciplinary charges pending or has any disciplinafy action {as dofined by Board regulations--See instructions) boon laken
against you by any govemmental authority, hospital or other health caro facility, or professional medical association {intermational, nationsd,
UM OF BOCEE) 2.ttt areees s et e ALY bt e e e s+ttt e e AR e et oo e se et et oo eeee e seemeeeeene

18. Has your privilege to possass, dispenso or prascribe contralied substances been suspended, revoked, denied, resticted, surrendersd,
or hava you boen oallod before or begn warned by this state of eny other jurisdiction including 8 faderal BERAACY?..............ccooerecoree e

12. Have you withdrawn an appliication for a modical ficonse or boeen denied a medical licanse for BAY TBRSON ..o vt rcrterieeerteeeeseeeressernnes
20, Have you had any mental finess which has Impaired your abllity to practice medicine or to fungtion as a student of medicne?... ..............
21. Have you had an organic iiness which has impaked yaur shility to practica medicine or to function as a studant of MediciNg?...................
22. Ara you now, of have you baen in the past four years, dependent UPON BICOND OF BIUGBT........oocnr s e et s sesses et sressessime et oe st st saestsnssasans

Pursuant to M.G.L 0.476, | will not charge W or coliect from u Medicara banefiolery mare then the Mudivare ressonable charge for my services.
Pursuant 10 M.G.L. c.62C 900.494, ] corlily under the panaities of perjury thay, 10 mi best knowledge and betlef, { have filed any Mpssachusetts state
tax returte and paid any Mussachusetts siato 1axes, thet ure required under lew. NOTE: This applies even If you reside oisi-ofatats or cut of the
country.

| cortty that § will fulfill my obligatian 1o report abuoe or neglect of chitdren pursuant to M.G.L 0,119 s80.51A.

t hereby cortify under the penaities of perjury that all information on 1his form and Form 15A Is Irue.

Signature: ,(.}&/(_7/(]/‘/"-—'\—«——'—"—"“"“* Date_ (O I%/ / :fJ
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Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1993.1995 Physician Registration Renewal Application

— e

ymrrrT——————s

— e
Fee

250.00

Status

Regigtrarion No.
L 48T lyr

L0y
Mafling Address:

S3l e

£y

25,

AN S RS Yalts

Directions: -§tap!e check te bottom of forn?. Add late fee if necessary.
+ Questions 1-8 include information from Board files. Please correct as nccessary in the boxes

provided on the right hand side of the page.

+ Before proceeding, pleasc read the instruction bookler. Some questions are optional.
+ Make & copy of this form and alf attachments for your own records - you will need copies
for credentialing and other purposes. The Board will charge a foc for each copy it provides.
+ Bnclose the $250.00 renewal [ec by means of a centified check, money ovder or personal check made

payable to the Commonwealth of Massscluscns.

Renewsl Dm'.- Late Fee

Correctlon of Mailing Address:

Address (Maiting):

CityfTawn:
State:
Country Code (Sce Table 1):

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

2, 8} Address (Home);

b) Adaress (Busineas):

eandAn D RN RLTAWFLAY

FriabY SLELA
N BRI - BT I I
3. Daw of Birth: Sex: F
Lic.Issue Date: 33 /Ge/ %) SS#
Telephone Number:
Homg Busingss
(ol1?3aedi-121.
4. Name of Medical School:
e cdnad Seneclt of resicings New
YL rx
Year Gradusted: «; < Degree: < o

5. &) Other states where you are now lieonsed to practice (Abbr): ¥
b) States where you previously were licensed to practice (Abbry: VY

6. Specially Code(s) (Sec Teble 2):
Codc  Hours per Week in Mass.

Yol m. JIsteEtPiCy -nu o cynecoluny

J

7. a) If you arc currently American Specialty Board Ceriified, enter Codes:  (See Table 3)

Code; Code:

b} If you previowsly were American Specialry Boerd cettificd, bui arc no longer,

please enter codes of prior certification: (See Table 3)

Code: Code:
8. Drug License Number(s), if any: &) Federal {DEA)
b) State (MA)

Corrections of Pre-Printed Information

Name:
Address (Home):
Ciry/Town:
Steate:
Country Codc:
Address (Business ):
City/Town:
Country Code:

Zip:
£ 999 print Country:

£ 999 print Country:

Date of Birth (MD/Y): e Sex (MYFY:
Lic. Issue Date MDY 4 L. SS#

Telephone Number:
Home: ( } Business: ot} 421~ (L Q¢
Fuli Name of Medical School:
Year Gradusted: Degree (MD/DO):
.
Code Hours per Week in Mass.

T Al Sp——

11 OS, print speciaky:

Code: 00 Code:

Code: Code:
Federsl (DE& V- —
Stae(MAY. ,_______ __

9. I have completed my CME requircmenis in the twe years preceding my renewal dote:  Yes _L_ Na, waiver requesict me
You must fill out a separate Waiver Form. ‘The waiver must be granied by the Board before your licensc will be renewed, See instructions for

CME requirements. Do not submit documentation of your CMEs with your renewa) application.

| Stapie Check Here |

Ll LRI A fat H I S, RO



PRINT NAME AND NUMBER:  Physiien Last Name: (D€ 59 141\ Regiswation Number: 128 4}

10. Activity Statas: T am applying 10 be registored with the following status:  Active ._[ Insctive e |
« 1 hereby certily that if requesting Enactive status, 3 will not practice medlicine, including writdng prescriptions, in Massachusetts.
11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER Lor (b} LETTER OF CREDIT, If applicable, check one.
List Insurer: LR
Alernatively, indicaie as follows: ] am registering with ACTIVE status, but I am not covered by medical malpractice insurance because | am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS: . (ii) OTHERWISE EXEMPT! wvemeenm
(State how atherwise exempi):

12. Current Health Care Facility Aﬁilia!ions. Supply the codes from Tablc 4 and place a check mark next to those facilities where you heve
sdminting privileges (Al’)
Facility Code: 3 — (AP} Facility Code: s s e /e (AP) Facility Codt: mm o o | e (AP)
Facility Code: o e e | L (AP} FaciliyCode: oo [ (AP) Facility Codt: s s e [ e (AP

IF 999, print name(s):
Additional hospitals at which you previously hefd privileges and other health care facilities with which you were essocisted in thc past 2 years.

{See Table 4.)
Facility Code: ___. .. FacililyCode: ___ ... .. FacilityCode: —__ Facility Code: ... Facility Code: — o el

1 999, writc namc(s):

13. Are you currently in a post-gradualc training program in MA as & resident or clinical fellow? Yes No__ Y. {Check one}

14. 1) What is yous principal work remting? (See Table 5} _‘_‘t Lo

b) Care of paticnts in Massachusetts (MA} (Sec msvuction bookles.)
i) Hew many hours per typical week are you currenily involved in owlpatieni care in MA? 20 hrs/wk in MA
ii) How many hours per typical week arc you currently involved in inpatient carc in MA? .ﬂ. hrsfwk in MA

Questions 15 through 23 refer t the past two yearaonly, Chock c::hcr YES or NO (NOT N/A} w0 cach qnc.suon
Provide deleils on Form 15A for all YES answers. Referind booklet fi itiopa

! ST TWO YE :I
IN THE PA ARS YES NO

15. Has any medical malpraciice claim been made against you, whether or not 8 lawsuit was Filed in relation @ the claim? ...

16. Have vou been charged with any criminal offense, other than a minor traffic violalion?.....u v s

17. Have you formally been charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmenual authority, health care facility, group practice or professional SOCHTY OF ASS0CIAMONT v cerisrrer e iessense s

18. Has your privilege 1o possess, dispense or prescribe controlled subsiances boen swrrendered (0 or suspended, revoked, denied
or restricted by any state O FEAEral ARENCYT ...iciiiiiiriiinm i sinise s st be s b e e s pR g less R et Bed SR b AR F e SRR 00

19, Have you withdrawn an application {or a medical license » * - n denied & medical license for any reason? v
20. Have you had mny menial illness which has impaired your ability to prectice medicine or 1o function as a seudent of medicine?

2i. Have you had an orgenic iliness which has impaired your ability w practicc medicing or 1o funclion as s student of medicine?
22. Are you now, or have you been in the past two years, dependent upon aleohol oF drugs? .. e

23. Has any professional liabikity insurance provider restricied, limited, Laminated or intposed a surcharge on your coverage?......

+ Pursuant to G.L. c. 112, sec. 2, [ wiil not charge to or collect from a Medicore henefictary more than the Medicare reasonable churges.

« Pursuant lo G.L. c. 62C, sec. 49A,1 hereby certify under the penaltics of perjury that, to the best of my knowledge and belief, I have
flled all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under taw. NOTE: This appiles even if you
reside out-of-state or out of the country.

+ 1 bereby certify that T will fulfill my obligation to report abuse or neglect of children pursuant to G.L. ¢. 119, sec, SIA.

« [ hereby certify under the penalties of perjury that all information on this form and Form 15A is true,

L4

Signature: //L()‘L(\I i pue: /124 432

" oaraes aean

-



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995.1997 Physician Registration Renewal Application

U

Cemamem e gt aTas

PO

Registration No. Staws Fee Renewal Date  Late Fec
72547 acrIuR 35000 . h/n4/05 5500 Corection of Mailing Addrsss
Moalling Address: o Address (Mailing):
SIBEL BESSIM, M.D.
City/Town:
Stalo:
Country:

Directions: Before proceeding, pleass read the instruction booklet, Some questions ere optional.

+ Fallura to renew i a timely manner will cause your Heense to lupse and may affect your
abllity 1o practice medicine in the Commonweaith. (See enclosed letter).

* Add late fee If necessary.

+ Make a copy of this form and all attachments for your ovwn records - you will need coptes for
credentialing and other purposes. The Board will charge & fee for cach copy it provides.

+ See instructions on detachable coupon at bottom of this page.

e rrerre———
rr——

H

Pre-Printed Information Carrections of Pre-Printed Information
1. Other nume(s), if any, under which you were licensed:
Name:
. 3 ¥ A A
2.Businesgs Address: mwn N ol RV 2L,
HARVARD COMM.BLTH.PLAN RyTown: - —
State: Zipt 0 el o 2
2 FENWAY PLAZA Country:
BOSTON, MA 02215
3, Date of Birth: Sex: Dats of Birth (M/D/Y):  —beebar  Sex (M/FX
Lic. Issue Date: 05/02' 790 SS#: Lic. Issue Dote M/D/Y): do e SSH
' | Home: ( ) Businees: (61 337 - 600p
(617)421-1191 Ful! Nems of Medica! School:
4. Name of Medica) $chool:
Mt. Sinali School of Medicine, New
York Year Oradusted: Degrea (MD/DO):
Year Graduared: 86 Degrse: MD
5. &) Other states where you are now licensed to practice (Abbr):: NY
b) States where you previously wera licenaed to prastice (Abhry: Ny
6. Specialty Code(s) (See Tablo 1): Code Hours per Woek in Mass.
Code Hﬂm‘ E wukkl Mass. Moottt A S—
OBG 60 Obstetrics and Gynecology | 1r0g, printspecialty:
7. 1f you are currently Americean Spacialty Board cersifisd, enter codes: (Sea Table 2)
Code: OQ Code: Code: Code:
8. Drug license number(s), if any: a) Federal (DEA) Federal (DEA)
b) Massachusetts Mass:

9. Activity Statnys: [ am applying to be registered with the following status:  ACTIVE _C INACTIVE .
+ Thereby certlty that if requesting Inactive status, I will oot practice medicins, induding writing prescriptions, in Messachusetts,



PRINT NAME AND NUMBER:  Physicien Last Name: L€ S5 | o\ Registraion Number: 423 4 - § 4

10. a) Curent heslth care facility(ies) at which you have camplcied the credentialing process for the provision of patient care. Supply the L.
codes from Tahle 3 and piau. u c;x /fk next to those facilities where you have admitting priviieges (AP). ' .
Facility Code: AP} Eacility Code! e e e /e (AP) Facitity Code: . | we {AP) [

Facility Code: _L'_[ / _._'_..)AP) Fucility Code! mma ce e [ e {AP) Facility Cout: s e . /e (AP}
Lf 999, print name(s):

3

b) Additinnal hospitals at which you previously held privilcges and other health care facilities with which you were associated in the past 2 years.

{Scc Table 3)
Facility Codc' Facility Codc _Lk _ﬁ _:I). Facility Code: — Pocility Code: s e . Facility Code: o o o
1 999, wnmmmc(s) cawnsanoan  Med wl soCi e
11. My meodical malpractice i lusurance xs ?y 8} !nmrmcc Cerricr _‘_\[ () Leter of Credat If applicable, check one.
List Insurer: iAGd
Aliernatively, indicaie as foliows: Tam regxstenng with ACT[VE stafus, but 1 am not covered by medical malpractice insurance because [ am

{Check Onc): (i) Not involved in dircctfindirect patient care in Massschusells,  mmeeee (1) Otherwise CREMPL e

State how otherwisc exempt:

12. Are you eurronily in & posi-graduale training program in Mass. as a resident or clinical fellow?  Yes . No _4_( {Check one;
13. a) What is your principal work setting? (See Table 4) { .S_

b) Cere of parients in Massachusens {See mstruction baoklet.) 5
i) How many hours per lypical week are you cumenlly involved in owlpatiens care in Mass? hrsfwk
i) How many hours per typicel week arc you cunmrently involved in inpatient carc in Mass? o hrs/wk
¢) Approximately what porcentage of your patient care hours are in primary care? -
(See mstructions for definition of primary care.) 0 %,

Questions 14 through 24 refer to the past two yean. only Check either YES or NO (N()’T NJA) 1o each quesuon frovide details on
Forms R-1 and R-2 for all YES answers. Rg struction baos X ads g "

{ IN THE PAST TWO YEARS: ] XES NO
14. CLAIMS MADE: s any medical malpractice claim been made against you which has not yet been fnally scitied or
adjudicaled, whether or not a fawsuit was filed in relation to the ¢laim? ..
15. CLAIMS RESOLVED: Hes any medical malpractice claini against you bcm scitled, nd_;udncamd or otherw;sc resolved,
whether o7 not a Jawsuit wes filed in relation to the claim? ... et be bt sty en b s st st er s e

16. Has any lawsuit, other than & medical malpraciice suit, which is related 1o your compelency o prncuoc medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by & patienit, or been setded, adjudicaied or ptherwise

17. Have you been chl.rgc-d with eny cnmmlll n[fcnsc other than a minor uafﬁc \fmiahon? - e

18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental anthority, health care fecility, group practice or professional socicty or association? .. .

19. Has your privilege w possess, dispense or proscribe controlled substances been surrendered to or suspcndud revoked, denied
of restricied by BRY SLA1E OF FEACTAI BEEHEYT ... i oiriers emeesecosessememicr st eesems sesas st ses e sontsbsabdsmaras s e varas mrment st bmantsespspeaban bR bt s

20. Have you withdrawn an applicetion for a medical Ilcmsc or been denied a medical license for any rcason’.’

21. Has any professional liahility insurance provider restricied. limited, terminated or imposed a surcharge on your coverage or
have you voluntarily resiicted, limited or teeminated your insurence oovemge in response Lo an inquiry by a professional
Hability insurance provider? ... R

22. Have you been diagnosed wnh ot da you havc e mcdwal condmnn wtuch hmus or 1mpurs your atnhty o practice med:cme"

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

24. Have you voluntarily medified or otherwise limited your scope of practice of medicine for any resson other than & medlcal
condition? ..............

25. L have complcted my CME Tequirements in the two years precedmg my rencwa] dale; Yas
No, praining program exemplion (sec instruction booklet).
1M requesting a waiver you must Fill out a separate Waiver Form. The weiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. De not submit documentation of your CMEs with your renewal spplication.

+ Fursvant 1o G.L. ¢. 112, 5. 2, T will not charge to or collect from » Medicare beneficiary more than the Medicare reasonable charges.

+ Pursuant io G,L. ¢, 62 C, sec. 49A, 1 hereby certify under the pains and pensities of perjury that, to the best of my knowledge and bellef,
I have Mled all Massuchusetts state tax returns and pald all Mussachusetts state taxes that gre required under isw. NOTE: Thils spplies
even If you reside aut-of-state or out of the United States.
¢ Pursuantto G.L. c. 112, sec. 1A, I herzby certify that I will fulfill my obilgation to report sbuse or neglect of children &s required by
G.L.¢. 119, sec. 51A.

» I hereby certify under the pulns and penajties of perjury that all information on this form and Forms R-1 and R-2 Is true.

Signature: /14‘/6“‘"-(‘—7/1’1--"“'/'#——_’ . \i\AT) Date: é:,: / f‘: : Z\)/

Ve indaarnemrraasange e

Nao, waiver requested




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Filoor, Boston, MA 02111 (617) 721-3086, ext, 320

Physician Registration Renewal Application

ch ate o mra-a

Before proceegding, please reed the instruction bookbet.
* Copy this form and all attachments for your own records; you wilt need copics for credentialing and other purposes.
The Board will charge & fee for each copy.

* Remit $250.00 for renewal fee. * Return renewal application In GREEN envelope.
* Add late fee of $25.00, If necessary. * Enclose check with coupon in BLUE envelope,
Registration No.: 72547 Renewal Date: 10/04/97
1. Activity Status: @(Active [3 Retiring  (see instructions)
(Check only one) [ Inactive *(sce below) (T} Do not wish to renew
2. Other Name(s), if any, under which you were licensed: Corrections (type or print)
Other Name(s):
3. A)Mailing/Home Address:
e . .|Mailing Address:
SIBEL N BESSIM, M.D. S - - : City/Town; State:

Zip: Country;

SEPR G 21997

B) Business Address: Other Address:

2364 WASHINGTON ST

NEWTON, MA 02162-1440 City/Town: State:
Zip: Country:
Home: ( )
Home Phone: .
Business Phone: (617)332-0006 Business: ( )
. Date of Bith (M/D/Y): __/ [/  Sex (M/F):
4. A) Date of Birth: C)sex: F Lic. Issue Date MID/Y): /| [/  ss#:

B) Lic. Issue Date: 05/02/90 p) 54
Full Name of Medical School:
5. A) Name of Mcdical School!

Mt. 8inai School of Medicine, New

York
B) Yeor Graduated: 86 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
ORG 60 Obsetetrics and Gynecology
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2)
Code: OO Code: Code: Code!
8. Drug License Numbers, if any’ -
_ A) Federal (DEA): :;dez:al (DEA):
B) Massachusetts: ass:
9. A) Other states where you are now licensed to practice
Abbr: NY Abbr: ——
B) States whergﬁz’uu previously were licensed to practice :
Abbr: Abbr:

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




PRINT NAME AND NUMBER: Last Name: __ 1) €55, nf\hfl L Registration Number: 32543 °

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 n}a;k next to those health care facilitics where you have admitting privileges {AP).
Facility Code: 1) 3'{ ] Facility Code:____ _ / (AP) Facility Code:______ / {(AP)
Facility Code:Y 1. _Ll AT} Fucility Code._ 4 (AD) Facility Code:___ __/ {AP)
999, print narhe(s):

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

Facility Code:_____ Facility Code:__ Facility Code:__ ____ Foeility Code:_

If 999, writc Name(s):

11. My medical malpragijce insurance is covered by a) _\Llnsurance Camrier ___b) Letter of Credit
Name of Insurer:_| ])US\M LL‘t'MG-; l

Alternatively, indicate as follows: ) am registering with Active siatus but 1 am not covered by medical malpractice insurance because

Facility Code: R

[ am {check one) ) Not involved in direet/indirect paticnt carc in Massachusetts b} Otherwisc exempt
Please explain excmption:
12, Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? {check one} [ Yes mfgo
13, A. What is your principal work setting? (See Table 4) 1 i_
B. Care of patients in Massachusetts {see instruction booklet). 1A M
1} Average weekly bours involved in: a} outpatient care &hm’wk b) inpatient car hrs/wk

3

2} What i5 the approximate percentage of your patient care hours in primary care ? ,‘5 0 %

PART A

Questiops 14 through 22 refer to the past fwo {2) years oaly. Che r YES o NOT to each question. Provide
detalils on Form R for s]i YES answers except for question 22. Refer to the instruction booklet for additional ipformation and
definitions,

IN THE PAST TWO (2) YEARS: YES NO
14, CLAIMS MADE: Has any medical maipractice claim been made against you that has not yet been finally setiled or
adjudicated, whether or not a fawsuil was filed in refation to the claim?

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

16. Hus any lawsuit, other than a medical malpractice svit, which is related to your competency to practice medicine, or your
professional conduct in the practice of medicine, been filed against you or been settted, adjudicated or otherwise resplved?

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

i8. Have you been formally chasged with or disciplined for any violation of the rules, by-laws or standards of practice of any
govemmenta) authority, health care facility, group practice or professionsi society or association?

19. Has your privilege to possess, dispense or prescribe controiled substances been surrendered to or suspended, revoked,
denied or restricied by any state or Tederal agency?

20. llave you withdrawn an application for & medical license or been denjed 2 medical license {or any reason?

24, tlas any prorcssmnal tiability insurance provider restricted, limited, termineted, imposed a surcharge o1 ¢o-payment, of
placed any condition related to professional competency or conduct on your coverage or have you voluntesily restricied,
fimited or 1erminated your insurance coverage in response to an inquiry by a professional {iability insurance provider?

22. Have you completed your CME requirements preceding your renewal date (see instruction booklet)?

7] Wuiverrequesicd (waiver fotm dug 30 days priot ta date of license expiration). [ Training Program exemplion

See Instructions for CME fequirements. Do not submit doeumentation of your CMEs with your renewal application,
RENEWAL APPLICATION CONTINUED ON PAGE ). ALL QUESTIONS ON PART B MUST BE ANSWERED.

Signature /W%/\—-” \/\/\7) Date: ? 1 1Y ?1—




Commonwezith of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Baston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Application 3

Before proceeding, piease read the instruetion booklet,
* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes,
* Remit $230.00 for renewsl fee, * Return renewsl application In GREEN envelope/ A ) ™
* Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope

Reglstration No,; 72547 Renewal Date: 10/04/1999 1. Current Statug; Active e

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

(] Active [ Retiring (see instructions) [J Inactive (see below *) [JDo
2, Other Name(s), if any, under which you were licensed: Pleao make correstions (type ¢r prif TP vrTIT)
Other Name(s): L CEGISHAlon in Magicing
e
A) Mailing/Businoss Address: : s
3 SIBELgIGBBESSIM Mailing Address: /9C (W eLs HA S+
City/Town: (He{[€s (.u.? State: _#{/F
Zip: O k! & E Country:__{{S ﬂ%’
B) Home Address:
Other Address;
City/Town: State:
Zip: Country:
Home Phone; Home: ( )
Business Phone: Business: { )
4. A) Date of Birth; Sex; © ?;;c of Birth: (_NUDN?: A Sex:[OM [JF
B) SS#: T e e e —

Full Name of Medical School:

5. A) Name of Medica] Schooi:
t. Sinai School of Medicine, New York

B) Year Graduated: 0 C) Degree: MD: Year Graduated: Degree: [J MD. [ D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts

fo8ge) o Hours B Wesc I MaRiecology 0bHG 10;

0 P,
If OS, Print Specialty: o .
7. Current A%?can Board of Medlcal Specialties Certification (Seo Table 2) Code: Code:
Code: Code;
8. Drug License Numbers, if any- .
A) Federal (DEA): :‘e:;ml (DEA):
B) Massachusetts: ’
9. A) Other s%whm you ere now licensed to practice
Abbr: Abbr:
B) States ww you proviously were licensed to practice
Abbr Abbr: -

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

o




PRINT NAME AND NUMBER: Last Name:'B €5s , W\ Registration Number 72543 .

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

Facility Code: __ 35 /__ (APY]9__ % Facility Code:_____/__(AP)___ % Facility Code:____/___(AP) %
Facility Code: ﬁ_ 2.1/ __ (AP) ___L_ % Facility Code:____ / (AP)____ % FecilityCode:_____/____{(AP) ____ % 4
1£999, print name(s): y
11. My medical malpracgice insurance is covered by a) Ez/lnsurance Carrier  b) [] Lettér of Credit

Name of lnsurer:__{ 7 0 Ak }\N 52N Alternatively, indicate as follows:

1 amt registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a) [7] Not involved in direct/indirect patient care in Massachusetts b) [[] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduste training program in Massachusetts as a resident or clinicel fellow? (check onc) ] Yes @'ﬁ
13. A. What is your principal work setting? (See Table d) ‘2~ O

B. Care of patients in Massachuselts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care :ﬂ/ hrs/wk  b) jnpatient care hra/wk
2) What is the approximate percentage of your patient care hours in primary care? ﬂ o %

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

Questions 14 through 22 refer to the past two (2) years only. Check either YES (9] f
detatls on Form R for 2]l YES answers except fi 22. Refer to ihe instruction booklet for addl rmation and
definitions. You must answer ALL questions, or this form will he returned to vo r ¢ renewal may be delayed.

YES NO
14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

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

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

17. Have you been charged with any crimina! offense, other than a minor traffic vielation?

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

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

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

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

22. CME CERTIFICATION; Have you completed your CMI: requirements proceding your renewal date? %’es [ Neo
[] CME Waiver requested (CME waiver form due 30 days prior to dato of license expiration) (] CME exemption

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

s Pursuant to G.L. c. 112, § 2, [ will not charge to or collect from a Medicare beneflciary more than the Medicars fee schedule amount.

s Pursuant to G.L. ¢. 62C, § 494, fo the best of my knowledge and belief, I have fHed all Massachusetts state tax returns and pald gfl
Massachusetis stete taxes that are required under law. NOTE: This applies even if you resido sut-of-state or out of the United States.

s Pursuant te G.L. . 112, § 1A, ! will falfill my obligation to report abuse or neglect of children as required by G.L. ¢ 119, § 1A,
o 1 hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R s true.,

Signature: ML”“’_‘ M.b Date: i’ﬁ_’ﬁ

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




Commonwealth of Massachusetts Board of Registration in Medicine :

Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 =t 3
http:/fwww.massmedboard.org - ; :
Physician Registration Renewal Apphcat;gn" 5

T

1 %M
Belore pracccdmg, ¢ I¢ : IORLE ! 1- '

nced copies for credem:na!mg and other pur S hicollph 'f e i'- rm wnth sttachments must be returned in the

preen envelape 4 weeks before your renewal @

amraar

* Remit $256.00 for renewal fee.
» Add late fee of $25.00, if necessary,

Please review carefully the follawing ifﬁmﬁgﬁfgmucy bnd completeness. Make any corvections or
alterations as required. .

.nciose check with coupon in BLUE envelope.

. Current S1atus: 4 qive Registration No.:75547 Renewal Date: 10/04/2001
1f you want 1o change your curent status, please check ggg of the following boxes to indicate your geiw status: (Check only one)
D Active [ Retining (scc instructions) D Inactive (s¢c instructions) ] Do rot wish to renew
Pl ki ti g i
2. Other Name(s), if any, under which you were licensed: ease make carrections (type or print)
Other Name(s):
3. A) Mailing/Business Address: Mailing Address:
SIBEL N BESSIM City/Town; State:
195 Worcester Street _
Wellesley, MA 02481 Zip: Country:
Busincss Address: = —
13) Hotne Address: Cityf}”own: State:
T
Busmess Telephone: ( () ?-(9 2 009D
Home Address:
City/Town: State:
) Zip: Country:
Home Phore: Home Telephone.  ( )
Business Phone:
PLEASE NOTE: No P.O. Box addresxes for home or
A% \\ 263 -062D business addresses.
7. Current American Board of Medical Speciakes Centification (See Table 2
4. a) Date of Birth: b) Sex: . Orrg\.d c:mcncan oard o C ock:fa pecialties Cemificanon ( able 2)
c) SS#4:

8. Drug License Numbers, if any:
a) Federal (DEA}:

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

b) v%“a%ééﬂﬂ “}aoo Lof ;;l;glcme 5‘3{&'5’{1‘ M.D 9. a) Other states where vou are now licensed 1o practice (Abbr.)
R e __H\'L___ —— —— —— e —
6. Speciaity Code(s) (See Table 1) .
Codels) Hours per Week in Mass. b) States where vou were previously licensed (Abbr.}
ORG © Obstetrics and Gynecology Ny T T
1]

10. Current health care facilities at which you have completed the credentinling process for the provision of patient care. (Supply
the codes from Table J and plece 8 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 facility).

Facility Code: 1‘3’_/ '/ (AP) 00 % Facility Code: ___ _ / (AP} % FucilityCode;___ _ / (AP)___ %
Facility Code: § 2.1/ (AP) D-] % FacilityCode:___/__(AP)__ % FacilityCode:___/ _ (AP) %
If 999, print name(s): . 1




PRINT YOUR LASTNAME: __ B £$5 1 M\ . LICENSENUMBER: _3 24 1~ L‘

¥

eyl

11. My medical malpracr'scc insurance is coveged by 8) [ﬁsunnce Camrier b)) [] Letter of Credit Pt

Name of Insurer: rH Av 1\/\‘1 Alternatively, indicate as follows:

] am registering with Active status but ] am not covered by medical malpractice insurance because 1 am (check one)
8) [] Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt

Please explain excmption:
12. Are you currently in 2 post-graduate waining program in Massachusetts as a tesident or clinical fellow? {check one) ] Yes me
13. A. What is your principal work setting? (See Table 4) __2’__ ‘_Q,_
B. Care of patients in Massachuseits {see instruction bookiet).
1) Average weekly hours involved in: a) outpatient carc __3__@____hxslwk b) inpatient care Q{Q_ hrefwk
2) What is the approximate percentage of your patient care hours in primary care? m_%
PART A - QUESTIONS ONLY TOTHE P WO (2) YEARS

uestions |4 through 22 refer ears only, Check either r NO (NOT N/A) to each guestion. Provide
details on Farm R for all YES answ. for guestion 22. Refer to the jnstruction booklet for additiong] i jon an
definitions. Y AN na tions, or this form will be ed to you ur li newal m delayed.

YES NO

14. CLAIMS MADE: Has any medical maipractice claim been made against you thal has not yet been finailly
sentied 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 sertled,
adjudicated, or atherwise resolved, whether or not 2 lawsuit was filed in rclation 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 scttled, adjudicated or

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

t8. Have you been charged with or disciplined for any violation of laws, rules, by-laws oz standards of practice of
any governmental authority, health care facility, group practice or professional saciety or association?

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered 1o any stote or federal agency? ’ : - ’ o

20. Have you withdrawn an applicetion for 8 medical Jicense or been denied a medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, terminated, imposcd 2 surcharge or
co-payment, or pleced any condition related to professional competency or conduct on your coverage or have
you voluntarily restricted, limited or terminated your insurance coverage in response (0 an inquiry by 2
professional liability insurance provider?
22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? @/Yes O wNe
{3 CME Waiver requested {CME waiver form due 30 days prior to date of license expiration) {J CME exemption
See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
Parsuaat to G.L. c. 112, § 2, 1 will ot charge to or colleet from 2 Medicare benefickary more than the Medicare fee scthedule ameunt.

Pursuant to G.L- . 62C, § 494, to the best of my koowledge and belief, | bave filed all Massachusetts state tax returns aad paid all
Mascachusetts state taxes that are required under law. NOTE: This spplies even if you resida out-of-state or out of the United States.

o Pursuant 10 G.I. c. 62C, § 47A, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remiting Child Suppor.
«  Pursngnt 1o G.L. . 112, § 1A, I will fulfili my obligatien to report abuse or neglect of children as required by G.L. c. 119, 5514

« I hereby certify under the penalties of perjury that all the information on the Renewal Applicatlon and Form R Is rue.

Signatur;: /M\—‘"" Wb Date: _?_,/_3_[_1_@1

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

Board Regularions require th u notify the Board, in writi
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.

A
h
’
3.
L]
|
)

\

+



| Meglle QU
PR Commonwealth of Massachusetts Board of Registration in N@dtdg '

560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — {617) 654-981¢ http:/iwww.massmedboard.org :

Physician Registration Renewal Application

Before proceeding, instruction bogklet. Copy this form and sli atfach for your own records; you will ~ —*

need copies for credentialing and other purposes. This completed renewal form with attachments must be returned in the Er.:u
green envelope at feqs( 4 weeks before your renewal date, ™

*Remit $400.00 for renewal fee (non-refundable). * Return renewal application in GREEN envelope.
e +Agd late fee of $25.00, If necessqry. + Enclese check with counon{n BLUE envelopta .

Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required. All questions must be answered or your renewal will be delayed.

1. Current Status:  Active Registration No.:72547 Renewal Date:10/04/2003

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

l:] Active [J Retiring  (see instructions) [} nactive (see instructions) 7] Do not wish to renew

2. Other Name{s), if any, under which you were licensed: Please make correctlons (print)

A) Mailing/Business Address: [ Other Name(s)  [[] Name Change (cnter name below)
3. SIBEL N BESSIM oo
195 Worcester Street Y ) Mailing Address:
Wellesley, MA 02481 / iy |, |CityTown: Sate:
W
!
B) Home Address: / G~ § 2003 f1ds
/\ b ! 'Eusjness Address:
S DR / |City/Town: __ Swate:
T :gtrf"j"-’f:ﬁ;:ﬂ:ﬁ o T Zip: Country:
Tl If"f:”f?_'-'r_:.-',,(_.. Business Telephone: ( 38 ) 26 » £03%
"7 ome Address: — T
- CityTown: State:
Home Phone: Zip: Country:
. Home Telephone:  { 3
Business Phone: PLEASE NOTE: Only one address can be a P.O. box. The
mailing address cannot be a P.O. Box.
4. 2} Date of Birth: bl Sex: F 7, Current American Board of Medical Specialties Certification (See Table 2)
Caode: OG Code;
c) 88#: ’
. 8.Drug License Numbers, if any:
5. a) Name of Medical Schoal: a) Federal (DEA):
Mt. Sinai School of Medicine, New York b) Massachusetts:
b) Year Graduated: ¢} Degree:
) 1986 M.D. 9. a) Other states where you are now licensed to practice (Abbr.)
6. Specialty Code(s) (See Tpblc 1) NY
Coge(s) Hours per Week in Mags, b} States where you were previously licensed {Abbr.)
0BG 0 Obstetrics and Gynecology NY

U
10. List all current health care facilities at which you are affiliated or have completed tho credentialing process for the provision of patient
care. (Supply the codes from Table 3 and place a check mark niext to those health care feilities where you have admitling privileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in cach facility). _ No affiliations,

Facility Code: O 3§/ _V/(AP) 100 % Facility Code:_____/__ (AP) % Facility Code:_____/___ {AP) %
Facility Code: /. (AP) % Facility Code_____/__ (AP) % Facility Code:____/__ (AP) %
1f 999, print name(s);




t

PRINT YOUR LAST NAME: _BAsSIm LICENSE NUMBER: F2{ A

11. My medical malpractice insuranch is covered by [Z/ Insurance Carrier [ Letter of Credit ' L

Insurer's name, {(Required); !A L€ O Poticy detes: From: [/ /| /03 To: ¢ /) /oY
Alternatively, indicate as follows:| I am registering with Active status but 1 am not covered by medical malpractice insurance
becauso I am: Check One: [_] Not involved in direct/indirect patient care in Massachusets  [] A govermnment employee.
{0 Otherwise exempt Please expldin exemption;

12. What is your principal work setting? (See Table4) 2. o2 IT you are affiliasted with a healthcare facility or credentialed
for the provision of patient care you must complete question #10 on page 1 and list your affiliations.

|
13. Care of patients in Massachusetts Cuee instruction booklet).
1) Average weekly bours involved in: A) inpatientcare R () brs/wk  B)outpaticnt care 2 hrstok
2) What is the approximate psjcentage of your patient care hours in primary care? 2d %

PAR - QUESTION ONLY TQ THE P TWO (2) YEARS (SE STRUCTIONS
Questions 14 throurh 22 refer to the perlod since vou siened vour lust renewsl application, Check elthes (ES or NO to each
question,. Provide detalls on Form Rifor all YES answers (excent guestior Re 0 ingtructions for additiopal information
AN ceilnifions, AlLg. guestions in this sectiop ynust be answered. Do not gagwer NA or the form will be incomnplete and dels
Your renewal,

‘XE.S_ NoJ
14, me: Has any medical malpractice claim been made against you that has not
yet been finalty settled or adjudicated, whether or not 2 lawsuit was filed in ralation to the cigim?
15. CLAIMS (Resolved): Has any medicel malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, (whether or not a lawsuit was filed in relation to the claim?
16. Has any lawsuit, other than s medigal malpractics suit, which is related to your competency to practice medicine,
or your professional conduct in thjpmctice of medicine, been filed against you or been settled, adjudicated or
othetwise resolved?
17. Have you been charged with any criminal offense?
18. Have you been charged with or disdiplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, bealth caro facility, group practice or professionsl society or essociation?
19. Has your privilego to possess, dispenso or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any ptate or federa! agency?
20. Have you withdrawn an applicatioﬁ for 2 medical license or been donied & medical license for any reason?
21. Has any professional ligbility ins providet restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional cormpetency or conduct on your coverage, or have
you voluntarily restricted, limited of terminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?
22. CME CERTIFICATION; Have you completed your CME requiremsnts preceding your renswal dats? [} Yes {7 No
0 CME Waiver. CME waiver fot!m must bo submitted at least 30 days prior to license expiration date.
CMEEXEMPTION: Checkons:| [J Inactive status [J Residency/Fellowship training (See instructions).
See lastructions far CME waiver pr exemptions. Do not submit documentation of your CMEs with applieation.
*  Pursusnt to G.L. ¢. 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 tp comply.
e Pursuant to G.L. c. 112, Sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount, '
*  Pursuant to G.L. ¢. 62C, 49A, [ tentify that ] have complied with all laws of the Commonwealth related to the filing of

Massachusetts stato tax returns dnd payment of all Massachusetts state taxes; roporting of employses and contractors under
G.L. c. 62E; and withholding and remitting child support pursuant to G.L. ¢, 119A. (See instructions),

¥
I hereby certify under the penalties o:f perjury that all Information on this Renewal Application, Part B and Form R is true.

signgm;e;\ J > D Date: F,%0 0D
qf DL M1 IGN A DE PARTE HYOUR RENEWAL APPLICATIO
bogrd Regulations require that you notify the Boar writing, of any change of address

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



Massachusetts Physician Renewal Application
Physician Nzme: SIBEL N BESSIM License No.: 72547

PART A
1) Current Status: Active Renewal Due Date: 09/06/2005

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

(Check only one). (See Renewal Instruciions, page 3.)
Active L) Retiring OJ 1nactive

Birth Date:

0 Do not wish to renew

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

Business addresses CANNOT be a Post Office Box. .
Please make corrections (print}
2a) MAILING ADDRESS
195 Worcester Strest Mailing Address:
Wellesley, MA 02481 : .
. City/Town:- State:
\ Zip: Country:
3 Check here to change this addre
2 RE: =
5 HOME ADDRESS &, | Home Address:
o
" City/Town: State:
C=
2o Zip: Country:
o
Phone: b= g Home Telephgne: ()
3 Check here 19 change this add) 2z Home address cannot be a Post Office Box
: 1 ;
2?9?\]:“23 ?;?DRESS ' & Business Address:
orcester
Wellesley, MA 02481 City/Yown: _ State:
: Zip: : Country:
Businéss Telephone: ( )

Phone: {781)263-0033 .
[ Check here io change this address : Business address cannot be a Post Office Box

3) E-mail Address: _
4) FaxNumber: Y%l - 2e>-~004¥% (uid PK\

5’) Specinlliﬁ (See Renewal Instructions, page 4,) Delete? Additional specinities:
Obstetrics and Gynecology a|
O
m|

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

List Certifying iloard(a) below: Updale General Certificates and Subspecialty Certificates
below. Please add additional Certifications as reqoired.
Board Name ABMS or AQA} Certificate/Subspecialty- Correct?  Delete?
Obstetrics & Gynecology ABMS | Obstetrics and Gynecology ~ - 8]
: 3 (]
| o
o O

" Page1of5
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Massachusetts Physician Renewal Application

Fhysician Name: SIBEL N BESSIM . Licensé No.: 72547
(See Renewal Instructions, page 4.) ' Please make corrections as necessary - '
7) Drug License Numbers, if any: 8a) Other states whiere you are now licensed to practice (Abbr.)
a) Massachusetts: .NY . L
b) Federal (DEA): ‘ 8b) States where you were previously licensed (Abbr.)
¢) Federal (DEA) XS: . ' NY- o

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

Please enter the approximate number of work hours at your principal work setting: @ S

10) List all current health care facilities where you are affiliated or have comipleted the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to.each facility, write your staff category at that facility (Admilting, Active, Courtesy,

* Associate or.Consulting), and the approximate number of hours of patient care that you provide at that facility. -
Include any affiliations with oo-line prescribing services or companies. Please provide all information for additionat

facilities on a separate sheet, if necessary.

Nao Affilistions [J - Please enter the gpproximate nur_ni:er of work hours for each Health Care Facility below:
. . - StaiT Cat R Appreximate
Health C_are Faeility (See Renewal Instructions, page 4.) | Delete? | currenc ' eg;r:;ng‘ k - Hff,., p::w“k

Admitting | ' 3V

Newton-Wellesley Hospital

oooinio|/nig

11} Care of patients in Massachusetts (See Renewal Instructions, page 4.) :
Average weekly hours involved in: a) inpatient care 30 nrsiwk Change 10 3 prewk
b) outpatient care _26 _ hrs/wk Change to: D0 hrsiwk

12) Medical Lisbility Insurance Information (See Renewal Instructions, page..il.) o
My medical liability insurance is provided thirough: (check one) '

Insurance Carrier (Icamplete below) '

Current insurance Carsier: CRICO - Change fo:
Policy dates: . From ..LL.L’" of To {&/ Dl 05
{required) ;

[J Letter of Credit subject to Board approval (attach a copy)
{1 I'am registering with Active status but 1 am not required to have medical liability insurance because I am:

Check one: . - .
‘ O Not involved with direct or indirect patient care in Massachusetts

[0 Governmem Employee F ederal Tort Claims Act (FTCA)
] Otherwise excmpt (Please expla?n): )

Page 20f5 -
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Massachusetts Physician Renewal Application
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Physician Nnm;;: SIBEL N BESSIM License No.: 71547 :
13) Do you perform any surgery in yoor office? (See Renewal !nsrmctions; page 5.) . Yes No
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 last
license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 3.)
You 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 edditional information and definitions. ALL questions in this section must be answered.
YES NO.
14) CLAIMS MADE ‘ - . 3

.2) New: Has any medical malpractice claim been made against you during this time period, whether or
not a lawsuit was ﬁ‘led on that claim?
bs) Pending: Are there any unresolved malpractice claims against you today, any claims that have not been
finally settled or finally adjudicated?
15) CLAIMS PAID
Has any medical malpractice claim against you (whether or not a lawsuit'was filed on that claim) been
reselved, 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 practice of medicine.
a) New: Have there been any lawsuits, other than medical malpractice clalms, been filed against you

during this time period?
_ b) Resolved: Have you resolved, settled or adjudicated any Iawsuns other than medical malpracuce
claims, during this time pcnod"

17) CRIMINAL CHARGES
a) Hs;vc you been charged with any criminal offense during this time period?
b) Are there any criminal clmrges.pcnding against you today?
¢) Have any criminal offenses/charges against you been resolved during this time period?

18) Have vou been charged with or disciplined for any violation of laws, ntles, by-Jaws 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 you withdrawn an application for a medical license, allowed a license apphcatlon 10 become obsolete
_ or have you been denied 2 medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, ¥erminated, imposed a surcharge or
co-payment, or placed any condition related 1o 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 medicat Hability insurance carrier? .

22) CME CERTIF1 CAT]ON. ' |
a) Havc you compleled your CME requirements preceding your renewa} date? Mes O No

b) i no, are you reqummg a CME waiver?

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

¢) I you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: {check one}) L[] Inactive Status [ Residency/Fellowship training

"Page 3ofb



 Massachusetts Physician Renewal Application
Physician Name: SIBEL N BESSIM : License No.: 72547

PHYSICIAN PROFILE )
[Q( I have reviewed my Physician Profile at profiles massmnedboard.org and confirm that the information is accurate.
[ 1have reviewed my Physician Profile and attached a copy of the Profile with corrections. . |

[J° My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 10.)

CERTIFICATIONS

i ccmfy that I have complied with my obligations to report abuse or neglect of chzldren pursuant to G.L. c. 119, sec. SEA,
and | understand the pumshmem for failure to comply.

2)1 cemfy that ] have complied with my obligations to report abuse or neglea of disabled persons pursuant to G.L. c. I9C
sec. 10, and I understand the punishment for failure to comply.

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

“4) | certify that ] have comphed wnh my obhganons 1o report the treatment of wounds, burns and other injuries pursuant to
G.L.c. 112, sec. 1ZA. .

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

6)1 cemfy that | have complied with my obligations 10 report a physician to the Board of Medicine, pursuant to G.L. ¢. }12,
- sec. 5F, when 1 have a reasonable basis to believe that person violated any provisions of G.L. ¢. l 12, sec. 5 or any Board

regulation.

NI t':enify that | have compiied my obligations rejated to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and 1 understand my obfigatjons under G.L. ¢.112, sec. 2.

- 8)1 cemfy that | have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1
understand that, pursuant to G.L. ¢. §2C, sec. 49A, my Jicense shall not be issued ot renewed unless 1 make these

ccriifications under penalties of perjury.

E 9) 1 certify that | have complied with my obinganons related to the reporting of employecs and contractors purseant to G L.

¢.62E.

10) I certify :hat ] have comphed with-my obligations related to the withholding and remitting of chald support pursugnt 1o
GL.¢. 119A., .

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

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

Signature: W‘ﬁ/\.——- ‘Mb Date: ¥+ /.| 'f ! U(

MAKE A CO/Y OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS FOR CREDENTIALING AND OTHER FURPOSES.

Page 5 of §



g Commonwealth of Massachusetts
Board of Registration in Medicine
y Physician Renewal Application

Physician Name: Sibel N Bessim, M.D. License No.: 72547

Current Status: Active License Expiration Date: 10/4/2011

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

Mailing Address: 30 Washington St
Wellesley
Massachusetts - 02481
United States of America

Home Address:

Business Address: 30 Washington St
Weilesley
Massachusetts - 02481
United States of America
(781) 263-0033 - 8113

3) Email Address:
4) Fax Number: (781) 263-0098

§) Specialties
Gynecology

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

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

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

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

8) States where you were previously licensed
New York

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

office, clinics, nursing homes, etc

WorkSite Location
Newton-Wellesley Hospital
Newton-Wellesley Hospital

Page i of 5 Date: 9/7/2014 Time: §:21 AM
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Commonweaith of Massachusetts

Board of Registration in Medicine
— Physician Renewal Application
Physician Name: Sibel N Bessim, M.D. License No.: 72347
Newlon-Wellesley Hospital Newton

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 3 hra/wk
bj outpatient care 30 hrs/wk

12) Medical Liability Insurance Information

Insurance Carriet Policy Start Date Policy End Date Policy Type
CRICO 01/01/2011 1213112011 Occurrence Policy

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

14) Clairmns Made
a) New; Have you received notification of & claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time pericd?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any ciaims 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, seftted, or adjudicated during this time period?

18) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professionat 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, seitled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

47} Criminal Charges

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

b} Have any criminal offenses/charges against you been resoived during this time period?
c% Are there anY criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues
a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer ar professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
c) Have you been the subject of an investi%jtion by any governmental authority, including the
Massachusetts Board of Registration in Medicine or ary other state medical board, health care facility,
group practice, employer or professional association?

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

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

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

Page 2 0f5 Date: 9/7/2011 Time: 9:21 AM



Commonwealth of Massachusetis

Board of Registration in Medicine
= Physician Renewal Application
Physician Name: Sibel N Bessim, M.D. License No.: 72547

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 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 Gategory 2) for this
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 5 Date: 91772011 Time: 5:2¢ AM
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— Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Sibel N Bessim, M.D.

License No.: 72547

23) Do you have a medical condition that interferes in an
medicine?

y way or limits your ability to practice

24) Have you used an))( chemical substance{s} which in any way interferes with your ability to

practice medicine

Paged of § Date: 9/72011 Time: 9:21 AM
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physiclan Name: Sibel N Bessim, M.D. License No.: 72547

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 ta report abuse or neglect of children pursuant to
M.G.L. ¢c. 119 sec. 51A and | understand the punishment for failure to comply.

2) 1understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuart to M.G.L. ¢. 19C sec. 10 and | understand the punishment for failure to compiy.

3) | understand and agree 10 comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.L. ¢. 1A sec 15 and | understand the punishment for failure to comply.

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

8) | understand and agree to comply with my obiligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. c. 112 sec. 12A /2 and | understand the punishrment for faiture to comply.

8) |understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L ¢. 112 sec. Sk, when 1 have a reasonable basis to believe that a person vioiated any
provisions of M.G.L. c. 112 sec. 5 or any Board regulation.

7) | understand and agree to comply with my obligations related to char?Eng and collecling fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. ¢. 112 sec. 2.

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

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

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuantto 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 ocour in my private office, pursuantto MG ¢, 112 sec. § and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment {PCA) programs at the heaith care facilities where | practice
report cerain 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 ¢ 112 sec. 12AA.

13)! am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), Including the requirement that | obtain and provide to the Board a National Provider
Identifier (NP1} number.

14} understand and am in compliance with HIPAA and 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 corwiction and pending criminal case infermation only from the Criminal History Systerns
Board and that it wilt not necessarily disquaiify me.

| 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, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained hereln Is true, accurate, and complete.

Page 5 of 5 Data: 8/77201% Tima: 5:21 AM
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g Commonwealth of Massachusetts
_ Board of Registration in Medicine
= Physician Renewal Application

Physician Name: Sibel N Bessim, M.0. License No.: 72547

Current Status: Active License Expiration Date: 10/4/2013

1) Activity Status: Active
2) Address & Contact information
Mailing Address:

Home Address:

Business Address: Community Health Center of Cape Cod
107 Commercial St
Mashpee
Massachusetts - 02649
United States of America
(508) 477-7080

3) Email Address:
4) Fax Number: (617) 332-9808

5} Speciaities
Gynecology

6) Current American Board of Medical Speclalties (ABMS) or American Osteopathic Association {AQA)
information

ABMS/AOA Board Name Certification Subspecialty
ABMS Cbstetrics & 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 Repornted

9) States where you were previously licensed
New York

10) Work Sites . _ , _ )
List of all work sites in Massachusetts, inciuding heaith care facilities (where you are credentiated}, private

office, clinics, nursing homes, efc

WorkSite Location
Community Health Center of Cape Cod Mashpee, MA
Newton-Wellesley Hospital Newton

Page1 of 6 Dats: 7/28/2011 Time:12:20 PM
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Sibel N Bessim, M.D, License No.: 72547

11) Care of patients in Massachusetts
Average weekly houirs involved in:  a} inpatient care 0 hrs/wk
b) outpatient care 24 hrsiwk

12) Medical Liability insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Federal Tort Claims Act 07/01/2013 12/31/2013 Occurrence Policy

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

14) Claims Made _ o _ ‘ ,
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 resoived, settled or adjudicated during this ime period?

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

resoived, settled, or adjudicated during this time period?

18) Other Civll Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New! Ha\.r((ej ;here been any claims, other than medical matpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, setfiled 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 criminai offenses/charges against you been resoived during this time period?
) Are there ary 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 assaciation’?
b} Have you ever taken a leave of absence from any health care facility, group practice or employer?
c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care tacility,
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?

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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- Commonwealth of Massachusetts
Board of Registration in Medicine
— Physician Renewal Application

Physician Name: Sibel N Bessim, M.D. License No.: 72547

v
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22) Have you completed all CPD requirements {100 hours of CPD of which 10 hours must be in risk
management. Reguirement; 40 hours credit in Categor;‘l and 80 hours in Category 2) for this
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 d of 6 Date: 7/29/20613 Time: 12:20 PM
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-~ Commonwealth of Massachusetts
_ Board of Registration in Medicine
~ Physician Renewal Application

Physician Nama: Sibel N Bessim, M.D. License No.: 72547

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

24) Have you used anx 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: Sibel N Bessim, M.D. License No.: 72547

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 obiigations to report abuse or neglect of children pursuart to
M.G.L c. 119 sec. 51A and | understand the punishment for failure to com Y.

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

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

4) 1 understand and agree to oomplgf with my obligations ta report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢ 112 sec. 12A and | understand the punishment for failure to comply.

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

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G, L. ¢. 112 sec. 5F, when 1 have a reasonable basis to believe that a person violated any
provisions of M.G.L ¢. 112 sec. 5 or any Board regulation,

7) | understand and agree to comply with my obligations related to char ing and collecting fees from Medicare
beneficlaries in accordance with the Medicare fee scheduie, pursuant to M.G.L. ¢. 112 sec. 2.

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

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

10)! understand and agree to comply with my obligations related to the withholding and remitling of chiid
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 o M.G.L ¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) pragrams 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 ¢. 112 sec. 12AA.

13)! am aware of my obligations and respensibilities under the Health insurance Fortability and Accountabifity
Act of 1996 (HIPAA), including the requirement that | obtain and provide o the Board a National Provider
Identifier (NP1) number.

14}| understand and am in compliance with HIPAA and all other federal and state obfigations piaced upon rme
as a physician.

16)| understand that as an applicant for a license renewal to practice medicine a criminal record checl rmay be
conducted for conviction and pending criminal case information only from the Criminal History Systerms
Board and that it will not necessarily disquatity me.

[X] 1have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so,

[X] Under penalties of perjury, | declare that I have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certity that the information contained herein Is true, accurate, and complete.
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(8] C INFORMATION: p

Name: Sibel Nesife Bessim, M.D.

Address:
Place of Birth: New York, New York

EDUCATION AND TRAINING:

Education:
Year: 1982 Degree: BA Institution: Barnard College
Year: 1986 Degree: MD. Institution. Mt. Sinai School of Medicine

Postdoctoral Training:
Year. 1986-1990 Speciaity: OB/GYN Place of Training: Mt. Sinai Medical Center

Licensure and Certification:
Year: 1986 Type of License or Certification: 1986, M.D.
Year. 1987 Diplomate, National Board of Medical Examiners
Year: 1992 Diplomate, American Board of Obstetrics & Gynecology

PROFESSIONAL APPOINTMENTS:

Academic Appointments:

Year: 1979, 80 Academic Title: Teaching Assistant, General Biology, Institution: Barnard
College, 1979, 1980

Year: 1991-1993 Academic Title: Clinical Instructor Institution: Harvard Med. School

Hospital or Affiliated Institution Appointments:

Year: May, 1994-Present Institution: Newton-Wellesley Hospital, Newton, MA

Year: July, 1990-March, 1994 Institution: Staff Obstetrician/Gynecologist, Harvard Community
Health Plan, Boston and Kenmore Centers, Boston, MA

Year: July, 1990-Present Institution: Brigham & Women’s Hospital, Boston, MA

Other Professional Positions and Major Visiting Appointments: - N/A

AWARDS HONORS:
Year: 1978 Name of Award: Salutatorian, Class of 1978, North Rockland

High School, Thiells, NY
Year: 1978  Name of Award: National Merit Scholarship Commended Student
Year; 1977-78 Name of Award: Member of National Honor Socicty
Year: 1982  Name of Award: Magna Cum Laude graduate with honors in Biology,
Barnard College
Year: 1982  Name of Award: - Gold. King’s Crown Award, Columbia College
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Curriculum Vitae ;

Sibel Nesife Bessim, M.D.
Page 2

AWARDS AND HONORS: continued...

Year: 1984  Name of Award: Harold Lamport Biomedical Research Prize,
Mt. Sinai School of Medicine

Year 1989-90 Name of Award: Administrative Chief Resident, Department of
Obstetrics and Gynecology, M. Sinai Medical Ctr.

SERVICE ASSIGNMENTS: - N/A

MAJOR COMMITTEE ASSIGNMENTS:

Year: 1998 Name of Committee: Obstetrical Quality Assurance, Member,

Institution: Newton-Wellesley Hospital

Year: 1998 Name of Committce: Department of Obstetrics & Gynecology Peer Review
Committee, Member Institution: Newton-Wellesley Hospital

MAJOR ADMINISTRATIVE RESPONSIBILITIES: - N/A
PROFESSIONAL SOCIETY INVOLVEMENT:

Year: 1992-Present  Societyy ACOG Role: Felfow

Year: 1991-Present  Society: Massachusetts Medical Society Role: Member

Year: 1992-Present  Society: New England Obstetrics & Gynecology Society Role:
Member

COMMUNITY SERVICE:

Sept., 1989-June, 1990 Staff Obstetrician at “The Door” Health Center for
adolescents, New York, NY

EDITORIAL BOARDS: - N/A
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Commonwealth of Massachusetts

e

, Board of Registration in Medicine
‘ 10 West Street NISHAN J. KECHEJIAN, M.n.:f;
Bosten, Massachusetts 02111 CHAIRMAN %
CARLM.GAPERS |
(617) 727-3086 WICE-CHAIRMAR
Fax: (617) 451-8568 ] MARY ANNA SULLIVAK, M.D.
An Agancy within the Otfice of Consumer Atieirs and Bushess Reguiation SECRETARY
ALEXANDER F, FLEMING ARNOLD 5. RELMAN, M.D.
EXECUTIVE DHRECYOR BOARD MEMBER
PENELOPE WELLS PETER M. MADRAS, M.D.
GENERAL COUNSEL R E D ACTE’D BOARC MEMBER
. C OPY WALTER B. PRINCE
September 15, 1998 BOARD UEMSER
AAFIK ATTIA, M.0.
BOARDMEMBER
Sibel Bessim, M.D.

Re: Docket # 97-265
Complainant;

Dear Dr. Bessim:

The Complaint Committee of the Board met on August 12, 1998 and
discussed the ebove-mentioned complaint.

The Committee alsc determined that no further action was warranted and
the complaint was dismissed. The Committee appreciates the time and effort you
expended in preparing your response, [f you have any question, plcase call the
Consumer Protection Unit at (617) 727-1788 or write to the Unit at the above
address. Thank you again for your cooperation in this matter.

Very truly yours,

L.
Maryzafina Sullivan, M.D.

Complaint Committee Chair



Commonwealth of Massachusetts
Board of Registration in Medicine

10 West Stroet NISHAN J. KECHEJAN, M.D,
Boston, Massachusetis 02111 CHAIRMAN
CARL M. 6APERS
(617) 727-3086 VICE-CHAIRMAN
Fax; {617) 451-9568 MARY ANNA BULLIVAN, M.D.
An Agency within the Office of Consumer Attalrs and Business Regulation SECRETARY

ALEXANDER F, FLEMING ARNOLD 5. RELMAN, W.D.
EXECLTIVE iRECTOR BOARD MEMBER
PENELOPEWELLS FETER N. MADRAS, M.D.

GENERAL COUNBEL BOARD MEMBER

WALTER B. PRINCE
BOARDMEMBER

RAF)K ATTIA, M.D.

September 24, 1998 BOARO MEMBER

- "
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RE: Sibel N. Bessim, M.D.
Complaint No. 97-.265

Dear

The Compiaint Committee of the Board of Registration in Medicine met on
August 12, 1998 and discussed the above-mentioned complaint. The Committee
carefully considered the information you furnished regarding your complaint
against Dr. Bessim. A copy of your complaint was sent to Dr. Bessim, who was
required to respond in writing to the Board regarding the issues you ralsed.

After a thorough review of the evidence, the Committee determined that
your complaint and Dr. Bessim's response should be placed in her permanent
record - o .
) While the Commitiee declined to recommend the initiation of formal
dgiscipline In this case, It is appreciative of your actlons in brnging this matter to
its attention.

if you have any guestions, please call the Consumer Protection Unit at
{617) 727-1788, or write to It at the above address.

Sincerely,
Chariene Morelli
Compliance Officer



10 Wost Stroet
Boston, Massechusetts 02111

(617 727-3086
Fax: (817} 451-9568
An Agency withinthe Office of Consumer Affairs and Business Regulation

ALEXANDER F. RLEMING
EXPCUTIVE DIRECTOR

PENELOPE WELLS
GENERAL COUNSEL

September 8, 1997

Re: _ .
Docket Nurmber: 97-265

Dear Dr. Bessim:

CARL M. SAPERS
ViGE-CHAIRMAN

MARY ANNA SULLIVAN, M.D.

SECRETARY

ARNOLD 8, RELMAN, M.D.
ROARD MEMBER

PETER N. MADRAE, M.D.
BOARD MEMBER

WALTER B. PRINCE
ROARD WAEMEER

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

Please provide a written response to the issues raised in the enclosed

material. Your response may be as brief or as lengthy as you choose. Under the
law, the person filing the enclosed complaint may have access to your response.

Your response should be sent to the Consumer Protection Coordinator, at

the address above, within 30 days of your receipt of this letter. After your

response is received, the case may be assigned o an investigator employed by
the Board, who may contact you if further information is needed. You wili in any
event be ihformed in writing as to the disposition of this complaint. Thank you for

your attention to this matter.
Very truly yours,
Ciww ”?:ﬁ“". dé '

Chartene Morelli
Administrative Assistant

A printad on recycitd paper



Cc  nonwealth of Massachu.. s
Board of Registration in Medicine

10 West Street
NISHAN J. KECHEJIAN, M.D.

Boston, Massachusetts 02111 CHAIRMAN
T CARL M. SAPERS
(617) 727-3086 VICE-CHAIRMAN
Fax: {617) 451-9568 MARY ANNA SULLIVAN, M.D.
An Agency within tho Qtfics of Consumar Affairs and Business Regutation SECRETARY
ALEXANDER F. FLEMING ARNOLD S, RELMAN, M.D.
EXECUTIVE DIRECTOR BOARD MEMBER
PENELOPE WELLS PETER N. MADRAS, Mm.D.
GENERAL COUNEEL HOARD MEMBER

WALTER B. PRINCE
BUARD MEMBLR

September 8, 1997

Re: Sibel N. Bessim, MD
Docket Number: $7-265

Dear

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

If you wish to bring additional information bearing on your complaint to the
attention of the Board, please furnish it in writing to the Consumer Protection
Depariment at the address above.

Very truly yours,

U‘-{\_'L(_L:k«.. /’;é"i _.’.-(./4 ’

Charlene Morelii
Administrative Assistant

C’ printed on recycled paper

At

Arm e Aare
a1t ataer Aemer asan



October 6, 1997

Consumer Protection Coordinator
Boarq of Registration in Medicine
Commonwealth of Massachusetts
10 West Strest

Boston, Massachusetts 02111

Re:
Docket Numbar: 97-265

Dear Sir.

{ am writing in response to your letter of September 8, 1997 regarding
complaint.

| first met during her hospitalization from {0 . 1997. Her son
was delivered by my associate, on ) Her delivery was
complicated by a postparium hemorrhage. On she complained of
urinarY frequency. She was cathelerized and a postvoid residual of 350cc was
obteined. A Foley catheter was placed and left in ovemight. A urine culture was
also sent. On _ the catheter was removed and the patient voided without
difficulty. The urine culture showed 30,00 enterococcus. My associate,

) . ordered Macrobid 100mg PO bid.

On the moming of felt cantain that she had symptoms of a
urinary tract infection. On physical exam, her uterus was well contracted and her
bladder was not distended. She was voiding spontaneously. 1 told her that her
urine culture was negetive, but since she was symptomatic, she could continue the
Macrobid, She was agreeable to this and was discharged from the hospital.

presented to the emergency room at 8:40 pm on 1997 in
urinary retention. Two urine analyses are reported in the medical record. The first
at 9:17 pm was a clean catch specimen which showed abundant blcod and bacteria
and the culture at 48 hours showed 15,000 iactobacilli, and less than 10,000
staphyjococei, emterococci and diptheroids. | believe thie specimen was
contaminated by lochia. A second urine specimen from a Foley catheter was
obtained at 11:23 pm. This enalysis was negative for blood and bacteria, and the
cuiture showed no growth at forty eight hours. The emergency room physician
changed her medication to Cipro.

In retrospect, | do not balieve that . ever had a urinary tract infection. Her
discomfort was probably related to biadder spasms. '

EGEIVE
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October 1, 1697

| was never made aware of . postdischarge complication by or by
the patient. | therefore had no opportunity to contact to express my
concem.

also complaing about the appearance of her son's circumcision. |
performed her son's circumcision with 8 Gomco clamp. | received no negative
criticism from the nursas, the pediatrician, or from the parents themselves after the
procedure was done in the hospital. | have not had the opportunity to examine
I son. Her pediatriclan’s comment that there is “redundant’ skin does not
neoeai:arily mean that an inadequate amount of foreskin was removed at the time of
the procedure. | am sommy that is not happy with the cosmetic rasult of
the circumcision.

| hope you find this-information heipful. If | may be of further assistance, please do
not hesitate to contact me.

Sincerely,

h P AN

Sibe! N. Bessim, M.D.
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Dr. Befty Ng
2364 Washington Street
Newton Lower Falls, MA 02162

Dear Dr. } g:

Now that things have seitied with the new baby, I thought it would benefit your practice to relgy to you &
mumber of poor post natal experiences 1 had with Dr. Sibel Bessim. She was covering for you a portion of
the time at Newton Wellestey hospital whent 1 had in™~ of 1997,

All four days [ was at Newton Wellesley [ continually aleried the staff that I was suffering from some type
of bladder infection of retention of urine, The morning after I had the baby, § requested that the nurse take a
uring sample which was seni to be examined, 1 have experienced conntizss bladder infections in my life
and was well awaro of the symptoms. I was told {0 10 a spirited peppermint smelling liquid in the toilet
‘This did nothing to relicve the situation. The next day, I had not received any information back and my
mxﬁuingﬁugeﬁngmch'mmlmqmammmmﬁebemummamudm
resulis as my hands, my feet and my face bicated to large and uncomfortable propottions.

Tha aflernoon I was to loave Dr, Bessim cams in in the moming and told me that there wasn't the slightest
trace of & bladder infection and all of the counts wers perfctly within rangs. 1 explained to her that I hadn't
gone to the bathroom in days and was in a lot of discomfort. Dr, Bessim assured me that everything was
fino and that I did not have a bladdes problem. The nurse tried 1o explain to ber that a more recent sample
had been taken and the results were available for the doctor’s review. 1 was not being discharged unil
hours later and there was ample time 1o research the latest results. Dr. Bessim got quite annoyed and
impatient with us for questioning her diagnosis as she snapped “Everything is fine.” Hor main concern
sesmed 10 be going on 1o the next patient. [ tried to further explain the symptoms as well as my familinrity
with bladder infections. She seemed confident with her recommendations and was quick to hurry off to the
next patient. My husband and I both commentad that her interpersonsl skills were diplorable. The noxt
evening I was rushed to Newton Wellesley emergency at 2:00 in the moming with a one week ofd beby in

tow and a fislly gverextendsd bladder. The attending doctor drew 1600 CCs of urine from wy
bladder...an amount I am told is diculously abnormal and could have caused serious harm to me had 1
not decided to question Dr. Bessim's poor diagnoses, As you know, I had to bave a cathoder attached to me
for the next two days. .. something that could have easily been avoided if Doctor Bessim had bothered to
check the second urine test and had not boen in such a hurry to get on to the next patient.

Additionally, [ am very unbappy about the poor job Dr. Bessim did on the baby's circamcision. I had
noticed over the past few monshs that his penis scemsad 1o Jook as if 8 circumcision had never been
petformed. I recently asked my pedistriclan about it end she told me that these is a lot of
“redundant skin” around the penis and if he ever was put to sleep for any type of procedure, I could ask
them to take more skin off around the penis, ..something no baby should have to be put through twice.

I think it is important that you and others associated with the hospital learn of the uacalled for and
ummm,cxpmimcellmdwlthmmmonmﬂnnmueleplwﬁounndthishasnomﬂectionon
ymrskllls.}lmmplamdﬁmmhclpmmmmmcdeﬁwymdplanwoondmhaving
you as doctor. I do however, believe that an Ob-gyn shoiild know how to diagnose s simple bladder ,
Infoction before it leads to samathing more serious, kave the deconcy to give ample time to investigate &
patient’s symptoms and be able to perform a routing circumeision on an infant cotrectly. Doctor Bessim
falled on all counts and my infant son and 1 paid the price for her sloppy work.
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Re: Malpractice Cases for Sibel Bessim, M.D,

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

malpractice data.

Telephone number

Docket Number

Middlesex Superior Court

617-494-4010

99-4026

Suffolk Superior Court

617-/88-8175

01-1684H

96-5161A




