200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org
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FULL LICENSE APPLICATION

REDACTED copv'

Application #: AH G Eé? z

Date of issue:

Application Fee: Please enclose 3 check or mnoney grder in the amount of $600.00 madc paysble to the Commonwezaith of

Massachusetts. The application fee is no

Check One:

Legal Name (do.not use nicknames or initials, unless they are part of your legal name)

B U.S./Canadian Graduate

n-refundable.

C1 International Graduate

De k. Coolun Tli2algetin,
Last Namc {type or print c!carly) First {} Middle Suffix (Jr., etc.}
CIMD.F Do) rhD [0 Other degree [ Mate [ Female

Other Name(s) Used - List any other name(s) you have uscd which may appear on your identifying documents, such as

medical education and examination recor

ds. If not applicable, check here

Entirc Last Name (type or print clearly) First Middle Suffix (Ir., etc.)
Dalc of Birth: Social Sceurity Number: -
Monlh Day Year
Place of Birth: -___\{\L\ﬂg. h ¢ 'ﬁ_{ 4 MA
City _ Suate/Province/Territory Country if not USA
‘Mailing Address:_ Telephone:
. Number and Street )
City “State/Province/Territory %ip (or postal) Code
Home Address: Telephone: |
Nurnber and Streel
City ! State/Province/Tervitory Zip (o postal) Code

Business Address:

754 Cweshnot She

Number and Street

5T Cinabie\d

MMA

Telephone: { ﬁli) 14 4 - 000N

0ila9

City
E-mail Address:

State/Province/Temitory

¥ax number:

Zip (or postal) Code

(4 D94~ e

Are you applying for llccnsurc through FCVS? (Sce instructions page 12) (] Yes

* The Board wiil use your Mailing Address for all correspondence

E’No

cK.ﬂéﬁbié
OQ /1 7/
Wi



02/27/2011 SUN LB:08 FAX

. N . .
PRINT NAME: __ C Lyl }\ »‘(3/\/ ) D\O W PAGE 20F 5
Pre-mnedical School ,
_ _ From To
Facility: D WAt Cﬁlkﬂaqrj; Degree: 814 N A Y
Street: _\ (g, Shedd, oA _ Cily: _M@m State: 5\/\3:
Facility: . Depree: S S A 4
Street: City: State:
Medical Sthool o Madeeint
e tAs L
. . N ok Oswcf’u‘hﬂ From To
Facility: Yowe Uniatefsiba Coidges . Depree: %g") Sl ed 3/ e
Streel: 4D\ "G inusadtan lauae ' City: ;\)mm} u Swate. _C.opk .
Facility:__~ Degree: I A A A
Street: City: "State: '
Dale of medical school graduation: e
C . Mowh Day Vear

Note: U.8. graduates must include a wiitten explanation for the duration of medical education tonger than four (4)
years, and for any breaks in medical education. Internalional graduales must provide a written explanation for the
duration of medical education longer than six (6) years and any bivaks in medical education.

Postpraduste Education;

List ali postgraduate training in chronolopical order from medical school 1o the present. Include the name and
address of the facitity, your position, e PGY 1, 2, fellow, ctc. and dates of affiliation. You must account for ell

- periods of training or postgraduste work from the time you graduated from medical school,

Erom To
Facitity: _ P ardnete  Mediad wﬂosi:ion:ﬂ_&wwﬁ FAICT 390 e
Sirect: _ 189 Cvas vt S City: '3‘2 Q\nggi{_l& State: _ a4
Facility: ] : Position: A A A
Streel: - City: State:
Facility: o Position: R A S A A
Street: City: . Suate:
Facility: Position: A Y A A
Street: City: State: '
Facility: : Pasition: A A A
Strect: _City: State:

Qooasocs
. 4

1)



PRINT NAME: _( m{DlﬁJ\ Delk. PAGE 2 OF S
Pre-medical School

o From Te
Facility:__ ot _Collene Degree: B¥ 47 1/44 _6/195/0%
Street: ] m\u%, Lo City: _Hpfiana snPron State: _AAA
Facility: Degree: I A S S i
Street: : City: e State:
Medical School s .

. O APPRTA From To
Facility: Tauw ggn‘.\.r;;_glhﬂ' Collzeg &~ g% Degree: VO 4/} el N/ O]
Street: A0 Tolawgan? Lawg City: \iallt;nsu State: _C\W
Facility: Degree: AR A A
Street: City: State:
Date of medical school graduation: W_/ 4 1200 5
Monts Day Year

. Note: U.8. graduates must include & writizn explanation for the duration of medical education Iongér than four (4)
years, and for any breaks in medical education. Intemationa) graduates must provide a written explanation for the
duration of medical education longer than six {6) years and any breaks in medical education.

Postgraduate Education:

List ali postgraduate training in chronglogical order from medical school ta the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the time you graduated from medical school.

From To
Facility:_ & Memg Nedical Coake s Position:_reside t T/ so _©/B3G\\
Street: _ 75UV CngstnA s City: _S.p,c_\_f_\:: Sﬂ‘u.e AV State: _MA
Facility: Position: I A S
Street: City: State:
Facility: : Position: IO AN A A A
Street: City: ' State:
Facility: Position: A Y A
Street: City: State:
Facility: Position: DR A A S

Street: City: State:




3

-t l\-l

PAGE3 of § i

b

o i
Examination History ) 3
Please contact the appropriatc cxamination entity and have certificd transcript of your scores sent directty to this Y
Board. 1f you are using FCVS, your examination scores will be sent to the Board with your credentials packet. ‘{’

List cach licensure examination, U.S. or intemational, you have taken (USMLE, NBME, NBOME, LMCC,
Etc.).Jf additional spact: is necessary, please enclose a separate sheet with your application and include all the
information below. If you answer “yes” 10 question #5 on the Full Supplement, you must also complete the
required information.

Ixamination Most Recent Date taken (Month/Year) Passed (P) or Failed {(F) Number of attempts

USMLE Step | (dep [JF

USMLE Step Il Or  OrF
USMLE Step 111 O 0OF

NBME Part 1 ] e [OJF

NBME Part Ii ’ Oer [OF

NBME Part 11l Or Or

FLEX Componcn? } Oer aOF

FLEX Component 2 Oe [OF

FLEX Pre-1985 e (OArF
NBOME Part ! Ce OIr
NBOME Part ] e [OF
NBOME Part 1] ~Oe- OF
COMLEX Levet | e 1}2.009 RKe [OF |
coMLEX Levez 4\ 2312006 P OF |
COMLEX Level 3 2120\ 2009 Hr [OF \
COMVEX ' Or OF

LMCC - Single Or [OF

LMCC - Part | Or [OF
LMCC—Partil Or OF

State Board Exam : e OF

{State of exarnination)
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02/27/2011 SUN 15:09 FAX

Ll
&
' ]
. &
PRINT NAME: ___ Co Dl C Dot Ik PAGE 4 OF § .
A B
. LN
Hospital Affiliations and Emplovinent -
List hospital appoiniments, in chronological order, where you had active stafl privileges. Include the name and
address of the facility, your position and dates of affiliation, Also include periads of unemployment or
employment outside of medicine. Attach a separate sheet of paper if necessary.
From To
Facility: Position: R Y A A
Streek: City: State:
Facility: ' Position: o
Strect: City: Staie:
Facitity: Position: . L AR S
Street: - City: Stale:
Facility: Position: N A S Y A
Street: 7 City: State:
. ( ) \LL'L‘“""*\: ~
‘ | VIl ;
1. List other states (abbreviations) where you are cunestly or have ever had a full license N(.T\"‘-Qr) ond MA' .
. “___,/’ AN {r{’.t’“{-h\
2. a) Are you cestificd by the Americon Buard of Medical Specialties? [J Yes (3 No
b) Arc you cestified by the American Board of Osteopathic Medicine? [ Yes 7 Ne
3. List Board Centifieation(s). . Cextification dalg; 1
Certification dale: / /

—_— e

4. List your praclice specialt(ics) OB/ ¢~/ J

5. Have you attached an up-to-date copy of your cumriculum vitae? & Yes [ No

6. Reason for requesting a Massachusetts imedical licensc: 5mrﬂm‘) wovle a4 Caculiv ot
3

. (\’\LLAEAAh‘kL
7. Name of Facilily: jg;gﬁa,h-..-k Widieel  (pande
Address: 1S Creshnde SF City: S{)ﬁl\q(:—‘.e\(l
. ! J

8. Anticipated starting date in Massachusetts: 4/ \ 7 25\

Undcr the penaltics of pesjury, 1 declare that 1 have examined this full application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct and complete. As an applicant for a full liconse o practice
medicine, | understand {hat a criminal record check may be conducted for conviction and peading
criminal case informalion from the Criminal History Systems Board only and (hat it will not necessarily
disqualify me from licensure.

(,‘(,Q/L./'V\...-«/"w » Lo, Gy

Signature of Applicant Month Day  Year

{Continued on page$)



PRINT NAME: (‘&m\(_j\r\ Dol PAGE 4 OF §

Hospital Affilistions apd Emplovment

List hospital appointments, in chronolopical order, where you had active staff privileges. Include the name and
address of the facility, your position and dates of affiliation. Also include periods of unemployment or
employment outside of medicinc. Attach a scparate sheet of paper if necessary.

From To

Facitity: ' . Position: Y A AR S N
Street: City: : State:

Facility: " Position: ) AP A A
Street: City: State: :

Facility: Position:_- A A A
Street: City: State:

Facility: Position: A S A A
Streeh: City: " State:

1. List other states (abbreviations} where you arc currently or have ever had a full license:

2. a) Are you certified by the American Board of Medical Specisitics? ([} Yes No
b} Are you certified by the American Board of Osteopathic Medicine? O Yes bxd No

3. List Board Cenification(s):__(Pe vid\ ,Qg_j ¢ A0 ) Certification date: [

Cenrtification date: / /

4. List your practice specialt(ies) O &N A

5. Have you attached an up-to-datc copy of your curricutum vitae? Yes [] No

6. Reason for requesting 2 Massachusetts medical license: _ﬂg_u),qahw aX ’?\'m&—\nk
Medluh  Cowdl >
7. Name of Facility: e &l A2 :
Address._ 799 CMekpwut St : City:_Sprin (:}Q"l 2 \A

8. Anticipated starting date in Massachusctts: > A 204

Under the penalties of perjury, I declare that 1 have examined this full application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct and complete. As an applicant for a full license to practice
medicine, ] 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.

ftM ) . / /30/ 2011

Signaturc of Applicant . Month  Day Year

{Continued on page5)



NATIONAL PROVIDER [DENTIFIER (NPD)

The primary purpose of the NPI is to uniquely 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 programs and health care purchasers for purposes of conducting these
business transactions. Under the final HIPAA NPI Rule, all individual and orgamzation covered providers were
required to obtain an NPI by May 23, 2007.

You must supply the Board of Registration in Medicine with your valid NPL If you do not have
an NPI number, you can apply for an NPI directly by using the NPPES web site at
www. NPPES .cms.hhs.gov,

My curr_cnt NPI is: mm@@

Penalties for Falsifying Information on the National Provider Identifier Application
18 U.5.C. 1001 authorizes criminal penalties against an individual who in any mattey within the jurisdiction
of any department or agency of the United States knowingly and willfully falsifies, conceals or covers up by
any trick, scheme or device a material fact, or makes any false, fictitious or fraudulent statements or
represcntations, or makes any false writing or document knowing the same to contain any false, fictitious or
fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment
for up to five years. Offenders that are organizations are subject to fines of up 1o $500,000. 18 U.S.C.
3571{d) also authonzes fines of up to twice the gross gain derived by the offender if it is greatcr than the
amount specifically aithorized by the sentencing statute.

Plcase sign and date to confirm that all of the information on this form is true and accurate.

. 1 ' ’
Signature: C f ,U,{A:’L/ : Date: ) 130 11y



© PRINT NAME: _ CU\\(D\Q\{\ Delr __DATE:

SUPPLEMENT FORM

S

o)

A

IMPORTANT NOTE: If you answer “yes™ to any of these giestions, you must provide the additional
information on pages 4-10.

QUESTIONS

I.

2-A.

2-B.

Since your enrollment in coliege, have you been subject o any disciplinary action (see
definition) at an academic institution?

Have you ever been terminated or granted a leave of absence by a medical school or any
postgraduate training program or have you ever withdrawn from a medical school or any
postgraduate training program or had to repeat a year of postgraduate training?

Have you ever, for any reason, been placed on probation by a medical school or any
pclslgraduatc training pmgram"

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

Since your enrollment in college, have you been denicd the privilege of taking or finishing an
examination or been accused of cheating and/or improper conduct during an examination?

Have you ever failed any of the following examinations: FLEX, any State Board examination,
any part of the National Boards, any Step of the USMLE, NBOME, or have you failed to gain
certification from the Naticnal Board of Medical Examiners, any other certification body or
any foreign licensing or certification body?

Have you ever, for any reason, been denied a medical license, whether full, limited, tcmporary.
or have you withdrawn an application for medical licensure?

Have you ever voluntarily surrendcred a license to practice medicine or any healing art?

Have you ever, for any reason, lost American Board of Medical Specialty or been denied
required recertification by one or more specialty boards?

Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any governmental
autharity, health eare facility, group practice aor professional medical society or association
(international, national, state or local)? (See definition).

Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws, or
standards of practice by any governmental authority, healthcare facility, group or professional
medical society or association (national, state or local)?

YES

Applicant’s Signature: CM‘(') : Date: | 1307 {{

NO

an

ons

-

(g

FEY r B

1°f
- r



$-C.

9-D.

12,

14,

15-A.

15-B.

Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not rencwed or subject to probationary
conditions or has processing toward any of those ends been instituted or recommended by
a medical staff committee or governing board?

Have you ever been denied medical stafl membership, or advancement in medical stalf’
status, or has such denial been recommended by a standing medical staff committee or
goveming body?

Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment?

Have you cver becn charged with any criminal offense, other than a minor traffic offense?

Has your privilege to possess. dispense or prescribe controlled substances ever been
suspended revoked, denied, restricted or survendered, or have you ever been calied before
or warned by any state or other jurisdiction including a fedcral agency regarding such
privileges?

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

Have you ever been the subject of any suspension or probation proceedings instituted Blue
Cross or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan; or
have you ever been restricted from receiving payments from any Blue Cross or Blue
Shield, Medicare, Medicaid (any state), or third panty programs?

Have you ever had an application for membership as a panticipating provider rejected by
any HMO/PPO/IPA or other prepaid health care plan or your contract as a partlmpstmg
provider terminated by any HMO/PPO/IPA or other prepaid plan?

In the past ten (10} vears, has any medical maipractice claim been made apainst you,
whether or not a lawsuil was filed in relation to the claim?

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is
related to your competency to praclice medicine, or your professional conduct in the
practice of medicine, been filed against you or has such a suit been settled, adjudicated or
otherwise resolved?

Applicant’s Signature: M“ ) Date: ! 130 r
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Full License Application, ___ _

Board of Registration in Medicine FEB 2 2 amn
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880 _ g
Telephone: (781) 876-8110 Fax: (781) 8'[_6~8383 www,massmedboard.org

- MEDICAL EDUCAT!ON VERIFICATION ' 1.

APPLICANT INSTRUCTIONS: Please compiete the waiver for release of information and fo:wazd this form to ynur university/medicel schoal(s} or
university of graduation for verfication. ¥ .

. ,
[ H
'

i .- L - v
) authorize the medical schooliuniversity isted below to provide any and-all information prtaining lo my medicat education at your instilution.

Applicant's Signature:. L _) : . = Date of Rirth -
Print er Typa Name: De i L . Ca VO[W’V\ . t > Social Security Now __
) (Last name) ¥ T (Firat Nasrg) * (Middie initiaf):
Qther Name(s) .
(Please type or prini nam.g . e !
Nama of Medical School __Touaw u-mvcmih Cdlulr of 05‘60?&‘”»"6 fed ‘e 1€, !
Address:__ 1310 Jolanapa {iwt. - City: Wul-l 0 State or Province: ___C#

INSTRUCTIONS TO THE DEAN OR DESJGNATED OFFICIAL OF ggg ICAL SCHOO

Please compiete this form and forward it, together with a copy of the officlal transeript (whlch Indicates.courses taken,
dates and hours of attendance, and scores, gran\es, or evaluaﬂons} and mall i to the Board of Registration in Medicine.
e

'-1'.

APELICANT'S EDUGATIONA -r'.b_'.' - L ) £
I name of mstitution was different from the ahwa named nnslm.mon when applicant amnded please enter name below:
k2 Ry s '\

Premedical Education: Does your school have a premedical school’ education tequ:rernent’? [\Z/ ves 1 [ Mo
If "yes,” indicate where the applicant completed premedrcai school. )
Applicant's Undergrsduste School: ___ - ST I .

Undergraguate School Address:

s . s tContinued on page 2)



PAGE  82/77

REGISTRAR
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1

Y.

NO. 4372

30ARD OF MEDICINE

3: 16PN

FEB. 2% 200

3
&
2
-

l

%ﬁﬁ&a OF THE m—:mcm.mscnom. PLOY
ARy TRABSERET OR PROVIDE AN BXPLANATION.  Ttle:_ZgguSien
oo _,
- ..\' _.-""‘::{

» i
I . |’ 7 ;T:E
! ' | Pl License Application t
Erredmont and participation: Our racords ui.d‘u:a‘;e that '. c ) FLI
{tvps srprint s applicant's femol . (Lastname} (Firethremme) o (il nla) :.‘1
mnmﬁwrmdmumw&onmwwwmdms Gﬂdlmﬂunwm,dw and yaar in the pection below): I‘ r',:::
ATTENDANCE DATES: FRaf! e ' mal ' o Ijﬂ , 4
(03 {p 1 2010 ' l/zn /0 | . 1310
L and A0 / 2-05 ﬁﬂ _____f____.f_____‘-{ P 20N U ‘
athanded .1.'47.. tatsl weeu ar___.. tetalmonths (mustbe wthded ‘ ;-}::J_:.
’”"’b (2* 4
chockane " B’msmddadpmslng;_aﬁmmﬁmﬂ—mi E‘_“‘Jﬂ"{'

[] was NOT swmdad dogree. Pizpse expiain Tesnon(s)
Unusun! Chreumstances. Tmmmmmmummdu!wahmmmdmg anv part dDqummm.

{. Did ke sppiicant sake any leaves of absentd of breaks fram hisher medical education?

2 Vifas the sppilaant sver placed on prabetion? ] .
3. Was the appllawnl ever Jxcipiinsd ar wnder invastigalisn® i
4. Were any regelive roparts ever Fed by instrtors regavding e applicent?

oI NSTTUTIONAL SEALHERE s /’Z,:‘/fm

(if the on doen not heve a seal, this form must be

TIONAL MEDICAL STHODLS BUST  print Name:

pate: 2 44 B 'Telaphooj:' ('IG?- 183 ’592"‘

LK
:' -
«

This form will niot e sccepted

zmles# it is stamped with the insfitutional seat or nolarrted

SQa\\Isfmaﬁ ;5 ,‘201/

~ATE /M -



RECEIVED
FEB - 9 2011

Board of Registration

n Medicing
MALFRACTICE HiSTORY

Board of Registration in Medicine .
: 200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org

[ MALPRACTICE HISTORY i

his waiver for release of information and forward 3 copy to each of your
you have been in a training program within
nt office.

Applicant’s Instructions: Complete t _
current and past liability carrier(s) over the past ten (10} years. If
the past ten (10) years, a copy of this form must be forwarded lo your training program fisk manageme

You.must account for any gaps in your claims history. If you have addilional liability carriers, you may
photocopy this form. Please return the completed Malpractice History form(s) with your original
signature to the Board of Registration in Medicine.

Waiver for Release of Informatfon

| authorize my professional liability carrier(s) listed befow to release to the Commonwealth of Massachusetts,
Board of Registration in Medicine, my malpractice history and any and all claims or actions for damages,
including the following: : ’ -

the name(s) of-the claimani(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or information in its possession, custody of cenirol

on my current policy number, and/or any other policy { have had with this
. or any other carier . ’
5. dates of policy coverage must be included.

Liabllity Carrier's Instructions:

whether or not monies were pal

AON

if the applicant has any open or closed cases that have gone to trial,

d, a copy of the complaint or summaons, disposition or judgment and
amount of monles paid on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD,
TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES

*.OF COVERAGE. .

‘Liability Carder: Mm!smnggﬂmm&“ Caamang Lt From: __ 7 /071 To:_ 1/ AL
__ State: . Policy Number: _,_Lbu_o__w

City: _Geond Coangnan
‘ ) A i (AT YY)

Lisbility Carrier: From: 4 Tor

City: State: ___ Policy Number:

Lisbility Carrler: Erom: -/ To:_ |

City: S __ State: . Policy Number:

Applicant’s signatire:_ e 2 t 7 80 1 \y
- - ' Date

PrintName:__ Qlavtign DoO\K» —

Address: ___ : City:

State: ' Zipcode:

Additional forms available at the Board's website at www.massmedboard.org
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Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781} 876-8383  www.massmedboard.org

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S ALTH ;| authorize the release of information from my postgraduate training program listed below, as requested by the
Massachusetts Board of Rapistation in Medirine.

Applicant's Signature: E ; QL[M‘_} : ' Cate: 1 r/ 30/ i/
Print or Type Name: it SDeli

Name of Institution: wllﬂ CM.-_B:C

INSTRUCTT T

Please complate this form and farward it to the applicant in a sealed envelope, sianed across the seal. If the departmenl was a "rotating” or "transitionat®
programn, please submit documentation of the rolations, dates and hours of training.

Name of Institution;

H name of lnstitttion was different applicant attended, please enter name;
Enroliment and Participation: Our records indicate that {ar A D»{,b‘{. participated in the following program:
{Pnnt applicant'adame)

{List each year separately with from and to dates)

Dates Attended Accredlited By
Program Type PGY Departrnant or (MONTHDAY/YEAR) Completed (ACGME, RSC, AQA
{intamnship, residency, (1,2,3,4} | type of specialty FROM TO {YES/ND) or not acgredited

foRowship} training

Zes dence, 0816 1{i{on | el (o KMBE
v u 2ilo¥ | blsg[o] o i

v 2ilor |elplio] Yo 4

' Ao |Glplu | pn¥e "

Shovins |-

{Continved on page 2)
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ey i E POSTGRADUATE VERIFICATION FORM PAGE - 2
APPLICANT'S NAME:M Cars l‘w\, Dedic :
\

Unusual Clrcumstances: The following questions apply to unusua) circumstances that octurred during any par of the applicant's medical education.
Piease circle the appropriate response. If you answer yes to any of these questions, please enclose an explanation.

QUESTIONS YES NO

1. Did the applicant take any ieaves of absence or breaks from hisfher post-
graduate fraining?

2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any negative reports ever filed by instruciors regarding the applicant?

5. Were any limitations or special requirements imposed on the applicant
because of questions of academic  incempetence or disciplinary problems?

6. During the applicant’s participation, our postgraduate medical traiving [3/was accrediled by: {B/ACGME Cother:

COMMENTS;
- Certification: | hereby certify that the above information is camect, o the best of
[rA
f .
s -
AFFIX lNSTiTUTIONAL SEAL Program Director's Signature

-

P HERE Print Name;

{H the [nsﬂtuﬂon does not bavn & seal, - -
this fnrrn.must bei uotlnzed by a notary Academic Title: #%‘_—D' racko
QubNCJ . " < Telephone: (‘{‘}) 7. SSJ’J Today's Date: x / z , 2ot

b A

i

PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE
ACROSS THE SEAL OF THE ENVELOPE.

L Wy CoMuiBan  Qupved - 13 5] 2on =ea*"b/
Thndee M. VEnci. TE: =
. LS’-*—A’—'-



Physician Name: Carolyn E Delk, D.C.

Commaonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

License No.: 246878

Current Status: Active

1} Activity Status: Active

2) Address & Contact Information
Mailing Address:

Home Address:

License Expiration Date: 2/20/2012

Business Address: 759 Chestnut St.

Springfield

Massachusetts - 01199
United States of America
{413) 794-0000

3) Email Address:
4) Fax Number: (413) 794 8166

5) Specialties
Obstetrics and Gynecology

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

Information
ABMS/AQA Board Name

Certification Subspecialty

None Reported

7) Prug License Numbers
Massachusetts Federal (DEA)

Federal {DEA) XS

8) Other states where you are now licensed to practice

None Reported

9) States where you were previously licensed
None Reported

10) Work Sites

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

coffice, clinics, nursing homes, ete

WorksSite
Baystate Health - Brightwood Health Center
Baystate Medical Center

Location
Springfieid, MA
Springfieid, MA
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Carolyn E Delk, D.O. License No.: 246878

Wing Memorial Hospita! Ludiow, MA

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 12 hrsiwvk
b) outpatient care 40 hrs/whk

12) Medicai Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Baystate Medical Center Self insured 0B/D1/2011 10/01/2012 Ocourrence Policy

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

14) Claims Made _ o ,
a) New: Have you received rotification of a claim, whether or not a lawsult was filed on that claim, or has

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

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

resolved, settied, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

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

b} Resolved: Have you resolved, seftled or agjudicaled any lawsuits, other than medicat malpractice
claims, during this period?

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

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

employer or professional association?

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

¢} Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

18} Have your privileges to possess, dispense or prescribe 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 license for any reason?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Carolyn E Delk, D.Q. License No.: 246878

21) Has any medical lfability 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 comgleted all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

Page 3 of 5 Date: 1/11/2012 Time: 2:38 PM



p— Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physiclan Name; Carolyn E Delk, D.C. License No.: 246878

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

24) Have you used an

g 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: Carolyn E Deik, D.O. License No.; 246878

Compliance with Legal Responsibilities

Online profile:
[X]1 have reviewed my Physician Profile and confirm that the information is accurate.

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

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

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

4) |understand and agree to comp%/ with my nbiiga!ions 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.

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

6} | understand and agree to comply with my obligations to report @ physician to the Board of Medicine
pursuant to M.G.L. c. 112 sec. 5F, when i have a reasonable basis to believe that a person viclated any
pravisions of M.G.L. ¢. 112 sec. 5 or any Board reqguiation.

7} lunderstand and agree to comﬁiy with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. c. 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, ¢. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

8) [Lnderstand and agree lo comply with my obligations reiated 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 withhiolding and remitting of child
support payments pursuant to M.G.L. ¢. 119A,

11)f understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse evenis 0ccur in my private office, pursuant 1o M.G.L ¢. 112 sec. 5 and 243 CMR 3.00 et seqg. and |
understand that the Patent Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major (ncidents 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)1 am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1396 (HIPAA)}, Including the requirement that | obtain and provide to the Board a National Provider
identifier (NP1} number.

14)! understand and am in compliance with HIFAA and all other federal and state obligations placed upon me
as a physician,

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

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

X1 Under penalties of perjury, | declare that | have examined this renewal application and ati of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein Is true, accurate, and complete,
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Carolyn Delk, DO

EDUCATION
Baystate Mcdical Center, Springfield MA
Obstetrics and Gynecology, PGY-3

Doctor of Osteopathy, Touro University College of Osteopathic Medicine
Vallejo, CA

Level 3Community Health Worker; Women®s Choice Clinic,
Qakland, CA

Bacheler of Arts in Newroscitnce and Women’s Studies, Smith College
Northampton, MA

AWARDS & HONORS

Notable Teaching Citation, Tufts University

Mcedical Students for Choice Funded Summer Externship
Medical School Scholarship, Smith College

Howard Hughes Summer Science Research Grant

LICENCING AND EXAMS
Limited Licensc — State of Massachusetts
COMLEX Step I, 2, 2CS, 3 - passtd

PROJECTS
Obstetrical Movie Showing, Baystate Medical Center
Presenting film and leading discussion to share obstetrical experiences and knowledge

Delk, Carolyn, and Wiczyk, Halina. *Approach 10 Health Care for Leshian and Bisexual Women.”
The Female Patient, Vol, 35:1; 2010: 26-29.

Associale Investigator with Dr. C. Bell and A. Knee, MS; Tufts University School of Medicine,
Baystale Medicat Center, Springfield, MA.,
Are folcy bulb inductions asgociated with an increascd risk of chorioamnionitis; data validation

INTERNATIONAL EXPERIENCE
4 Week FElective - Tropical Medicine, San Jose, Costa Rica

COMMITEES

Western MA Trans Provider Network

Wesson Women's Clinic Flow Commintee

Graduate Medical Education Consortium Policy Review Committee
Medical Students for Choice, Vice President

LANGUAGE
Competent in medical Spanish, basic skills in conversational Spanish

MEMBERSHIPS

American Collcge of Obstetricians and Gynccologists, Junior Fellow in Training
. Massachusetts Medical Society

The Association of Reproductive Health Professionals

2007-present, graduation anticipated 6/2011

2003-2007
2004-2007

£999.2003

2007-2008
2004
2003
2000

2007-present
2005-2009

2010-present

2010

2009-present
2007

2009-present
2009-present
2009-2010
2003-2007



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Caroiyn E Delk, D.O. License No.: 246878

Current Status: Active License Expiration Date: 2/20/2014
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 759 Chestnut St,
Springfield
Massachusetts - 01199
United States of America
{413) 784-0000

3) Email Address:
4) Fax Number: (413) 794-8166

5) Specialties
Obstetrics and Gynecology

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

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

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

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

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Baystate Health - Brightwood Health Center Springfield, MA
Baystate Medical Center Springfield, MA
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Commonwealth of Massachusetts

Board of Registration in Medicine
* Physician Renewal Application
Physician Name: Carolyn E Delk, D.O. License No.: 246878
Planned Parenthood Springfield, MA
Wing Memorial Hospital Ludlow, MA

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 12 hrsfwk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
Baystate Health Insurance Co_ Lid 10/01/2013 10/01/2014 Claims made with tail coverage

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

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

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

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?

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

professional conduct in the practice of medicine.

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

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

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

d) Are any Application of issuance of Process pending against you?

18) Other Issues o _ N )
a) Have you withdrawn an application to any governrmental authority, heaith care facility, group practice

employer or professional association?

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

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

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

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

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

Board of Registration in Medicine
-~ Physician Renewal Application
Physician Name: Carolyn E Delk, D.O. License No.: 246878

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

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

Page 3 of 6 Date; 1/7/2014 Time: 2:01 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Carolyn E Delk, D.O. License No.: 246878

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

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

Page 4 of 6 Date: 1/7/2014 Time: 2:01 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Carolyn E Delk, D.O. License No.: 246878

Compliance with Legal Responsibilities

Online profile:
[X]1 have reviewed my Fhysician Profile and confirm that the information is accurate.

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

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

3) {understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persaons pursuant fo M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure ta 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 obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. ¢ 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

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

7) lunderstand and agree to com I¥ with my obligations related to charging and coliecting fees from Medicare
benefictaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢. 112 sec. 2.

8) | understand and have comptied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 49A, my license shail 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 pursuantto MG L c 62k Sec. 2.

10)| understand and agree to comply with my obligations reiated to the withholding and remitting of child
support payments pursuant to M.G.L. c. 118A

11)| understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to MG L ¢. 112 sec. 5 and 243 CMR 300 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 {o comply with my obligations to disclose ownership interest in any pannership,
corperation, firm or other legal entity to which | have referred a patient for physical therapy services,
pursuant to M.G.L c. 112 sec. 12AA

13)1 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 Frovider
Identifier (NP1} number.

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

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

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

(X1 Under penalties of perjury, | deciare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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