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April 3, 1987

Cheryl A. Gibson, M.D.

e

Dear Dr. Gibson:

This is to certify that you have been granted licensure to practice

medicine in the State of New Hampshire. Your license #7539 is dated April 1,
1987.

Licensure is issued under the provisions of RSA 329:16 which states in
part, "...licenses issued under this section shall be conditioned upon the
recipient -taking up actual practice of medicine in the state within 18 months
after issuance of the license and continuing such practice for at least one

year..."

As soon as your engrossed certificate is received in this office, it will
be forwarded to you. Until such time, this letter is your full authorization

for the privilege of practicing medicine in this state.

Sincerely,

(st T JLeif,

William T. Wallace, Jr., M.D., M.P.H.
Executive Secretary

/tm

Enc.



Che State of New Lampslire

Board of Registration in Medirine

]Q—-’_ ‘o%“"wﬂg\' ' gpplic;tion No. %;Bq .........
S—ohb

I hereby apply* for license to practice Medicine in the State of New Hampshire as a Doctor of
Medicine [as a Doctor of Osteopathy] ** and submit the following proofs, as required by the rules
and regulations, formulated in accordance with the laws of the State of New Hampshire, and enclose a
certified check or postal or express money order for the regular fee of $150.00 (U. S. Funds) No Refunds.

1. Personal Particulars .
. Cheryl Ann Gibson
NAME I FUIL oot ettt s st e v e e s e e sesssseeressesseseasessasensessensasessens sssesssseseseesesenmeseesesssmesssoe

(Do not use initials) First : . Middle nam_
Present residence: No. ... vveeees Street, T i

(City or town) (County) (State) ZiP
L -

(City town or county) (State or foreign country)
If foreign born, date and place of naturalization as a citizen of the United States: Date ......cooecvvnnnes

.................... T I YT U USROS

Age at last : : Single, Married, Widowed, or Color or
birthday - ...... e SEX L ....Divorced (write the word) - race ...\

2. Academic Education:

Namg and Location of Institutions attended. Period of Study
...... University.of. Vermont,..Burlington iive e QT Re VB T Fviiasiiiiassmnssiiesissbaisiaisaiiusisansisins
Academic degree of ........ BS i, , received from: ...UVM.....ccoueernnene, Hay. . 1 977 e
3. Medical Education:
Name and Location of All Institutions attended, . Years attended with Date
weHniversityef Vermont. Gollége. of Medicine..... QLBLEELBE .ot
Degree of Doctor of Medicine [W] re_celiv'ed from ~Universtty - of-ermont
at o BULLINGEONL VEIMONE ... rssseesesss s MaY.. 1 985,
Period and places of practice ...Res.ident..in.Obstetrics..and..Gynecology. ... 85present.
Examined and licensed in the Statés of ......\/.er.mnt% ...............................................................................
’ . . . tNume ail states in which vxamined or licensed
4. Certificate of Medical Educationt: o )
It is hereby certified that ...Chesyl. A, Gibhson... . of ...lnderhill,. Mermont.. ..
matriculated in ..Univ..of.Vt...College. of. Medt ... Burlingtan,. Yermant o
. d K ) ) (Name of instilulion.) ' : (place)
on ....5eptember. 1981-May. 19 85.., attended ..o T p— courses of lectures, and

nn May 10 85 roacatvrer A AInlAarma frame thin femmttetbimm mmemdoas® o aL . X e



*5. Certifled Copy of State or National Board License or Certificate.

(Give a verbatim copy of License or Certificate certified by the Secretary with seal.)

TO BE FORWARDED BY NATIONAL BOARD OF MEDICAL EXAMINERS

I hereby certify that the above is a true copy of certificate or license NO. ..cocccevvvvrerrioreennnn, issued

Secretary.
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6. Affidavit of Secretary. NOT APPLICABLE
STATE OF ..o sl in

County of oo s ss.

and that the original of the preceding certified copy

of State or National Board License or Certificate NO. wevrovevvovon. . was issued to Dr. oo,

o OO UURUTR 1o U TP (RS

after a written examination by this Board in the following branches and upon obtaining a rating averag-

ING woriiieieisieearen. PET CENL oo, oo e oo R e S e S A T s B e e
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7. Affldavit of Internship.

STATE OF s SilOBE oo [SEAL]
County of ....Chittenden.....ies, ]

e Daniel H. Riddick. o being duly sworn, says that he is
Chairman .of..OB/GYN... of the ...Medical. .Center. Hosp...of. VermorHospital located
TR Burlington, Vermont ... and that
.................... Cheryl A. Gibson . ... M.D.[D.O.], has been an intern at said hospital at least
12 months from waswsssssiisse- JUne. .23 19..85 10 e JUne.....23 e 1%86....

Type of service (straight or rotating) straight

Division of service (medical, surgical, etc.) gpstetrics and Gynecology
If rotating, specify (in months) time devoted to: '

Medicine Dermatology Pathology

Surgery i Neurology
Obstetrics Clinical laboratory
Gynecology

Pediatrics

(Medical Director) (Chief of Stalff)

| 4}
Sworn to before me this \\U\L\ day of ... 7] éb\%\\ ................. 198\‘\
.......... 0 ‘\WL\Q&.&L Notary Public.
‘8. Affidavit of
Internship
Residency
STATE OF ....... VERMANE ..o
County of ......Chittenden . ... ... ss.
.................. D anlelH'Rlddlck being duly sworn, says that he is
Chai-r-man--of--OB/G--YN--m-------J ..... of the ..Medical...Center..Hosp...of..VermonHospital located
e Burlington,. Vermont......ne. @dd that s
. . . intern
...................... Cheryl A, Gibson....... M. D.[D.0.], has beenan .. . at said hospital from
............................................... June.23.... 19.86.... 10 e PEESENL ooovoooereeeeseeecesseeeneieesens 10

Type of service (straight or rotating) .straight
Division of service (medical, surgical, etc.) Obstetrics and Gynecology
If rotating, specify (in months) time devoted to:

Medicine Dermatology Pathology
Surgery Oto-laryngo-rhinology Neurology
Obstetrics phthalmology Clinical laboratory

Gynecology

4 Roentgexblogy//
Pediatrics i

ES)Lch tr

............. 22 Do 7. o M. D. [D. O.]
(Chief of Staff)

(affix seal above )



" reepihe] SEE T BIRTH CERTIFICATE ENCLOSED

STATE OF .o cseesssssasnans
County of simsrsiasissiasmmiat NN Wi S8,
................................................................................................................................................................... being
duly sworn says that he is the .........cusummsmmsmsmnmmssis s of the Town (of the Village,

(title of official executing this affidavit)

City, County, Registration District, Province, State) of

and custodian of the records of birth thereof, and that an official record of birth bearing the name of

veerene. bOID

(give name exactly as it appears on the record)

ON s e TV A R o nmeresresarrsmmamsnntgs Leeseseos , at Number .......c.coccoiivviiiiiieiiiecce. Street in
(month) (day)
iE Town ¢ C ;
City Of i COUNEY OF e, State of wusrsnswmmnsman ;
ChIld Of . R S AT T R B0l e s e e s et T meesms mor e e e
(name of father exactly as it appears on the record)
AN ettt is on file in the office of said official, and further that it
(name of mother exactly as it appears on the record)
appears that said official record of birth was filed 0N ..iccccviciiiiiciieicire e e y Lowss
) (month) (day)
)74 F A B o e N
Sworn to before me this ... day of sussuiwaniianin s 19....
.......................................................................... (SEAL)

Notary Public
10. Affidavit of Physician. Will be forwarded by physician

STATE OF oottt sass s esens
CoUNtY Of .oiivcievieisrinressreeseieeraesesseeansssssessees. 8.

I m———————. 1% 80 S T B 0 T 0 3 ) SO

being duly sworn do hereby certify: that I am acquainted with applicant and have known him

(her) for . years; that I hold license No. ..o, to practice medicine
[osteopathy] in the State [Province] of ......cccoooiiiiiiiininin; and that I know applicant per-
sonally to be a physician [osteopathic physician] of good moral character and in good professional
standing.
M. D. [D. O]
Sworn to before me this ... AY OF i 19 ..
........................................................................................ Notary Public. [sEaL]
11. Affidavit of Physician.  yi1] pe forwarded by physician
STATE OF i
County Of oo ss.
I} oo pr o R M. D. [D.O.]0f oo
being duly sworn do hereby certify: that I am acquainted with applicant and have known him
(her) for ... years; that I hold license No. ...cocoviiiiiininne to practice medicine
[osteopathy] in the State [Province] of ..o, ; and that I know applicant per-

sonally to be a physician [osteopathic physician] of good moral character and in good professional

standing.



12. Affidavit of Officer of Medical [Osteopathic] Bociety:. Will be forwarded by ¥ermont
Medical Society

County Of ....cccevevrrnirieieierenereees e eassenssrens SS.

being duly sworn, says that he is President or Secretary of the .......cccemceecinmneenceicrossesesssseesssssesssesiens
Medical [Osteopathic] Society, and that ........cccocimevverrneernnserenrennsoreinsesresnesessenes M. D. [D. 0. of

g s oo o e it e e is at present a member in good standing of the

said Medical [Osteopathic] Society and that he is an ethical practitioner of good moral character.

............................................. wmnnsnnsssisesessenssness Mo Do [D. 0]
Sworn to before me this ........ T TSR TSI o T T nenTus se T e sn e Fo i day of ..o 19.....
[sEAL] setstrsestens s et ssa s is bttt sasatenssnsnsesassensansasensassensensesenennes INOLATY  Public,

13. Afidavit of the Applicant:

STATE OF ....Verment......... TSR (7 (TSR e Fae s
County of ... . ............... ss.
........................... Cheryl.A.. .GiRSon. . O ..... R, N XN oo

being duly sworn says thatshe is the person referred to in the above application for a license to prac-
tice medicine as a Doctor of Medicine [as a Doctor of Osteopathy] in the State of New Hampshire;

that he is a citizen of the United States [of Canada in the province of

.............................................. ] as shown by the above Affidavit of Registrar, wherein B ‘name appears as

[or proof of CItIZENSHIP ...ccocvvririrrciccrere et re e hereto attached]; that
he has studied the treatment of human ailments not less than four school years prior to receiving the

degree of Doctor of Medicine [Osteopathy]; that all the statements herein contained respecting age,
citizenship, residence, academic and medical education, internship, state or national board examina-
tion and license, good professional standing, and any other statements made on said application or at-
tached hereto are each and all true in every respect, and that no disciplinary action has been brought
against him by any State, county or local medical society.

He further says that he has never been an inmate in an institution for treatment for insanity, drug

addiction, OT iN€DIiety, eXCEPL AS FOIIOWS: ..o st s
and that he has never been convicted, nor fined, nor imprisoned, nor placed on probation, nor has he
ever forfeited collateral for breach or violation of any law or police regulation or ordinance whatsoever

except as fOllows: i




THE STATE OF NEW HAMPSHIRE
BOARD OF REGISTRATION IN MEDICINE

e o g (the follows-lg is to be filled out by the board)
o R
Application received i — 9. Application approved [denied]
| it Gy }
o= facy e S U Ty T Nl i 1
Application exaﬁﬁ@lgﬁhﬁ‘“%“‘ SNE 19........ et

] ) Accepted without examination
Candidate intervL;Wed \5 / 2 ’7 19 ?4

License granted

Date

2 / ﬂa 19.%.... License No. 7j‘ﬁ
it

Fee paid
7','\';‘%—./""
\
P.D. Check Cash | Expresy || Other
Form order Order
of fee
Remarks:

Applicant Please do not write above this line. :
The affixed photpgraph is of
. LA PO S—

(Signatsre of Rp



Curriculum Vitae

Cheryl A. Gibson Date of Birth:
Place of Birth:

Home Address:

Undergraduate Education:

High School: Bristol Eastern High School, Bristol, Connecticut
Honors: Naticnal Honor Society-Junior Year

College: University of Vermont, Burlington, Vermont- graduated 1977, B.S. Professiona:
Nursing
Honors: Dean's List, 3 semesters

Postgraduate Education:
New Jersey College of Medicine and Dentistry/ Planned Parenthood-World Population
Certificate-Family Planning Nurse Practitioner, 1978

Professibnal Certification:
NAACOG certification as Outpatient OB-GYN Nurse Practitioner, 1980

Medical Education:
University of Vermont College of Medicine, Burlington, Vermont- graduation May 1985
Honors: Alpha Omega Alpha-Junior Year
Coursework Honors: Human Sexuality, Fall 1982
Surgery, Clinical Clerkship, Spring 1983
Medicine,Clinical Clerkship, Spring 1983
Pediatrics, Clinical Clerkship, Summer 1983
Epidemiology, Spring 1984
Community OB-GIN, Senior Major Program, Spring 198l
Reproductive Endocrinology, Acting Internship, Spring 1984
Activities: Student Council- Treasurer 1981-1982
i Vice President 1982-1983
President 1983-198)
Instructor- Pelvic Exam for Basic Clerkship for sophomore medical
students, 1981-1983
Certification: National Boards- Part I, September 1983-Pass
Part II, Juné 1984~ pags Ffart III, 1985-pas

Residency Training-O0B/GYN, Med. Ctr. Hosp. of Vermont, June 1985-preser

Employment Experience:

OB-GYN Nurse Practitioner and Clinical Supervisor, Planned Parenthood of Vermont,
Burlington, Vermont, 1$78-present

Veterinary Office and Surgical Assistant, Green Mountain Animal Hospital,
Burlington, Vermont, 197L4-1978




Professional Memberships:

Vermont State Nurses Association, 1977-present
Vice President, District I, 1980

American Nurses Association, 1977-present

Physicians for Social Responsibility, 1961-present

Vermont State Medical Society, 1985- present

Bibliography:
"From Policy to Preventive Services: A Successful Teenage Contraceotive Program",

1980 Papers, Planned Parenthood National Executive Council, Denver, Colorado,
September, 30, 1980

Presentations:
Above paper presented at The Fifth Intermatimal Conference on Venereal Disease,
Family Planning and Human Sexuality, Honolulu, Hawaii, June, 1980

Outside Interests:
Gardening
Racquetball
Medical Antiques

References:

Mark Gibson, MD

Dept. 0B-GIN

Medical Center Hosp. of Vermont- UVM College of Medicine
Burlington, Vermont

Judith Tyson, MD

Dept. OB-GIN

Mary Hitchcock Hosp.- Dartmouth Medical School
Hanover, New Hampshire

Marga Sproul, MD

Dept. of Family Practice

Medical Center Hosp. of Vermont- UVM College of Medicine
Burlington, Vermont

Alan Rubin, MD

Dept. of Medicine

Medical Center Hosp. of Vermont-UVM College of Medicine
Burlington, Vermont
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Practice? Private | Other (Specify) _P]qr'] N fga,f(_,[ quhdb(igr_[red?
. ! {
ARE YOU CERTIFIED BY THE AMERICAN BOARD OF MEDICAL SPECIALTIES?

YES ___ NO IF YES, DESIGNATE SPECIALTY O3 —<4Y (\j
CIAL SECURITY NUMBER !
I do not intend to renew by license - please place my license on inactive.
$75.00 DUE AND PAYABLE PRIOR TO JUNE 30, 1992.

$75.00 RENEWAL FEE + $75.00 LATE FEE FOR ALL RENEWAL CARDS RECEIVED AFTER JULY 1, 1992.

MAKE CHECK PAYABLE TO: TREASURER, STATE OF NH

%‘ CHANGE OF ADDRESS

F Womens Chovce Gyn

v

[sogates O

—

T -y

S BubunGmw

OSYO)




DURING THE LAST REGISTRATION PERIOD:

1. HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION OR LIMITATION OR

RESTRICTION, OR ANY AGREEMENT FOR ANY REASON INCLUDING REHABILIFATION X

BEEN TAKEN OR ENTERED BY A LICENSING BOARD? YES NO
2. HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/

REVOCATION OF YOUR DEA? YES NQ
3, HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE? YES &40
4, HAVE YOU FAILED A WRITTEN (INCLUDING SPEX) OR ORAL EXAMINATION

FOR LICENSURE OR COMPETENCY DETERMINATION? YES§ NO

5. HAVE YGU BEEN HOSPITALIZED OR TREATED WITH MEDIGATION FOR ANY
PSYCHIATRIC, NEUROLOGICAL, OR COMMUNICABLE ILLNESS FOR A PERIOD

EXCEEDING THIRTY DAYS? YES NO
6. HAVE YOU BEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST TGO

ANY PELONY, OR TO A-MISDEMEANOR INVOLVING MORAL TURPITUDE? YES NO
1. HAVE YOU EVER BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA >(

BANK? YES NO
8. ARE YOU-OR HAVE YQU BEEN THE SUBJECT OF AN INVESTIGATION OR

DISCIPLINARY PROCBEDING, BY ANY HOSPITAL, PROFESSIONAL SOCIETY, X

OR OTHER HEALTH CARE FACILITY? YES ¢ NO
9. HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED OTHER THAN 2(

FOR MEDICAL RECORDS VIOLATIONS; OR DENIED. YES NO

IF THE ANSWER TS YES, PLEASE FILE A WRITTEN EXPLANATION,

1 HEREBY CERAIFY, U

IBER FENALTY OF PE Y, THAT ALL INFORMATION ON THIS FORM IS CURRENTLY

Signatiire of Licensoe (SignaturdStamp Not Acceptad) Date

LISTAL‘L!-IQ:&”TALAFFILIATlONS: M(d f_(:d/a. G”YUEMX '—lDS.,ﬁ? ( M a:ﬁ W:
Janry Alen Hosp . "




EXPIRES:

- HAY 19 9993

Q6/30/1994

CHERYL A GIBSON

WOMENS CHOILCE GYN ASSOCIATES

STATE OF NEW HAMPSHIRE

Board of Registration in Medicine

MD

23 MANSFINLD AVE

BURLINGTON VT

054@1-3456

Please check appropriate mailing address.

Name in full Ch / / _Gﬂ.bﬁb‘(\ MP

__ /™ Place of employment 2N Nee 3({,/,/1,/.&&1{_‘_

23 Maolield Ave Puvadinttin VT

J 7y
Business Tel: §'U'Z X3 9009 dSt |

Home Address

Home Tel:




Practice? Private [¢ EEE ISpecify)

Specialty Board Certlfied?

Retired?

If yes, designate specialty _( 2[5 - }[470 A

Social Security #

| DQ NOT intand to rénew py license - pleasa place my hcense on Inacil & statub. K
List &l hospita) atfstions: _ M &AL Vet Q/qu / ‘ len (—éz‘_wﬂ | {TL

In what other states do you hold license:

Veemend puN

1. HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON INCLUDING AEHABILITATION
BEEN TAKEN'OR ENTERER SALIGENSINEEOABRNT o+ o voov et

A LICENSE IN ANY OTHER STATE? IR T R AR
OR LDS-SJ'FIEUDCJ\TIGN OR YOUR DEA? .

v HAVE You BEEN FOUND GUILTY OH ENTERED A PLEA OF NO CONTEST TO ANY FELONY, OR TO A MISDEMEANOR?
+ HAVE YOU EVEA BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA BANK?, . R
ARE YOU NOW OR HAVE YOU EVER BEEN THE SUBJECT OF AN INVESTIQATION OR DISCIPLINARY PROCEEDING" .............
. HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED OR LIMITED OTHER THAN FOR MEDICAL RECORDS VlOLATIONS OH HAVE ANY PRIVILEGES
BEEN DENIED OR SURRENDERED? . .. . oot in oiiue e i wall
. HAVE ANY MEDICAL MALPRACTICE CLAIMS EVER BEEN MADE AGAINSTYOU? . . i ien

© o AwEm A ©
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IF THE ANSWEF!)’B"?} 0 ANY OF ] ESE TI'DNB. PLEASE FILE A WRITTEN EXPLANATION

| HEREBY CE f LJUAY, THAT ALL |NFORMAT|0N ON THIS FORM | URHENTLY ACCURATE
,&? Y/30 /57
7 oo’

%una:u i (Signaturs Stamp Not !;:‘u‘muslj

N L YES ZTNO



; . STATE OF NEW HAMPSHIRE

06/30/199% Board of Registration in Medicine
EXPIRES:
Please check appropriate mailing address.

, Name in full c{/\fi’nl(( A Gabgn MD

Place of employment Wangna Chnee T e

Z%Mamfuo{o( /‘l'\'( Bmhw‘FL\f’L i

. ] AN,
Business Tel: N2 -& 3 ~46D ) s
CHERYL A GIBSON MD

WOMENS CHOICE GYN ASSOCIATES Home Address .
23 MANSFIELD AVE
BURLINGTON VT 05401-3456

Home Tel:




HAVE YOU BEEN GCIETINUGUELY. ENGAGED IN THE ACTIVE PRACTIGE OF MEDICINE? YESX NO

OB‘XW\

SPECIALTY BOARD CERTIFIED?

116 BT INTEND TO HEHNEW MY t E'rE I"._E.I‘-\.‘:l:

A Civ

CE MY LIGENSE (}N INACTIVE BT

Amadt

LIST ALL HOSPITAL AFFILIATIONS:

IN WHAT OTHER STATES DO YOU HOLD LICENSE:

V@L mon;f

a-mtl

IN THE PAST 12 MONTHS:

| HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON

JNCLUDING REHABILITATION BEEN TAKEN OR ENTERED BY A LIGENSING BOARD?

HAVE YOU BEEN TREATED FOR USF (it MISUIGLE OF ANY CHEMICAL SUBSTANDET
HAVE YOU HAD ANY EMOTIONAL DISTLIREAMZE OR

HAVE YOU BEEN THE SUBJECT OF AN INVESTIGATION OR DISGIPLINARY PROCEEDING?

LENO G SO

HIAVE YOU BEEN PLACED ON ADMINISTRATIVE LEAVE? ., . .

10 HAVE ANY MEDICAL MALPRACTICE CLAIMS BEEN MADE AGAINST YOU’7 SEE ATTACHED REPOHTlNG FORM

IF THE: ANSWER IS YES TO ANY OF THESE {},

=5 TItING, PLEASE FILE A WRITTEN EXFLANATION.

HAVE YOU BEEN FOUND GUILTY OF ENTEFIFR A PLEMN (F HOnCORTEST TO AV - LONY, OR TO A MISDEMEANOR?
FAVE YOU BEEN REPORTED TO THE WA TR AL, 14RGTT] 1 TEH BATA HANE?  IF YES, PLEASE SUBMIT A COPY OF THE HEPORT 5

IF NO, PLEASE EXPLAIN

ENTALILLNESS WHIGH HJ\‘-»iMf‘AIF\ED YOUF! ABILlTY TO PRACTlCE MEDICINE’/’

HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED, OR DENIED OTHER THAN FOR MEDICAL HECOHDS VIOLATIONS OH

ooy Ko Hopl

HAVE YOU BEEN DENIED OR HAVE YOU SURRENDERED A LICENSE IN ANY STATE OTHER THAN FOH RELOCATION OR HETIREMENT’7 .
HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OF YOUR DEA? .

| HERLBY LIERIF

FAJUEY, THAT ALL INFORMATION ON THIS FORM 18 (‘UF! NTLY

IRATE.

2644

Signalure of Licensee zfrun-plme Slamp Not Accepled)

1 Date

@

||

©NoO gL

RENEWAL

s

R AR

~

$100.00

YES
YES
YES
YES
YES
YES
YES
YES

YES
YES

ZzZ z 22ZZZ2Z22Z2Z
[eNe) 00000000



w17 199 STATE OF NEW HAMPSHIRE

06/30/1996 Board of Registration in Medicine

EXPIRES: 7539
Please check appropriate mailing address.

Name in full Ch-dw( A Gilkon MDD

Place of employment \’JM‘WU& Chae va
ZZSJAﬂﬂvwﬂai({ f*vt, ’Tﬂ»Jkaﬁ
Business Tel: %7- §-3900 {

CHERYL. A GIBSON MD

WOMENS CHOICE GYN ASSOCIATES
23 MANSFIELD AVE

BURLINGTON VT @5401-3456

Home Address

Home Tel:




3EEN GONTINUOUSLY Ewﬁjpeo IN THE ACTIVE PRACTICE OF MEDICINE? YES _ZNNO __ IF NO, PLEASE EXPLAIN
0BGy

! DO NOT INTEND TO RENEW MY LICENSE - PLEASE FLAGE MY LICENSE ON INAGTIVE STATUS.

gue .

sprmaL arFiLaTions: -l 44t Alen ”&lﬂﬂ ) Buad 'Tjt s V]

1ER STATES DO YoU HoLb License: VAN i Maine

12 MONTHS:

BOARD CERTIFIED? f =

ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON

16 AEHABILITATION BEEN TAKEN OR ENTESED BY A LICENSINGBCARDT . , . . . . . _ . . oo N
\J BEEN DEMIED OR HAVE YOU SURFENDERED A LICENSE IN ANV STATE OTHER THAN FOR RELOCATION DR BETIREMENTT
RE SEEN ANY DENIAL, AESTRICTION, SUSPENSION OR LOSS/AEVOCATION OF YOUR DEA?
U BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANGE?

U HAD ANY EMOTIONAL DISTURBANGE GR MENTAL [LLNESS WHICH HAS IMPAIRED YOUR ABILTY TO PHACﬂCE-ME_DJCFNE? '

W BEEN FOUND GUILTY OR ENTERED A FLEA OF NO CONTEST 7O ANY FELONY, OR TO A MISDEMEANGE? i w3
U SZEN REFORTED TO THE NATIONAL PRACTITIONER DATA BANK? |F YES, PLEASE SUBMIT 4 COFY OF THE REPOST
UBZEH THE SUBJECT OF AN INVESTIGATION OR DISCIPLIMARY PROCEEDING? & . v . o ooow . L L L.
¥ HOSPITAL PRIVILEGES BEEN SIISPENDED, LIMITED, OR DENIED CTHER THAN FOR MEDICAL RECORDS VIDLATIONS, DR
U BSEN PLACED ON ADMINISTRATIVE LEAVE? . e e T AP
f MEDICAL MALSRACTICE CLAIMS BEEN MADE AGAINST YOU? SEE ATTACHED REPORTING FORM

ZR IS YES TO ANY OF THESE QUESTIONS, PLEASE FILE A WRITTEN EXPLANATION.

= j

FULIRY, THAT ALL INFORMATION ON THIS FORM S CURRENTLY ACCURATE.

¥/2¢/fic

RENEWAL FEE:

NN

— YES

$100.00



STATE OF NEW HAMPSHIRE

O
1336 '
WAY 07 Board of Medicine d{@w \

EXPIRES: 06/30/1997
Please check appropriate mailing address.

Name in full aiﬂ{,’t—bﬂ /‘k 6—\ 104(#

b /
QS Place of employment 'Lm%“}% 3 (,61 1
23 Mawrafed Fve  Buad

i —
Business Tel: 2 - $390D1

CHERYL A GIBSON 0
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EXPIRES:

6/30/98

CHERYL A GIBSON, MD

WOMENS CHOICE GYN ASSOCIATES Home Address W

23 MANSFIELD AVE
BURLINGTON VT 05401-3456

STATE OF NEW HAMPSHIRE g =5

Board of Medicine

Please check appropriate mailing address.
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MAY 2 8 1998

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
Sy 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 Concord, NH 03301-8520
RENEWAL APPLICATION
For expiration on: 6/30/1999 Renewal Fee: $100.00

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

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

Specialty: OBG Board Certified: (Y/N) vy
Please list ABMS Board Specialty: OB

Licensed in the states of: (2 letter state abbrev.)
VT ME
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 7539 File #: 8269
D Work Address: D Home Address:
CHERYL A GIBSON, MD 23 MANSFIELD AVE
WOMENS CHOICE GYN ASSOCIA
23 MANSFIELD AVE BURLINGTON, VT 05401

BURLINGTON, VT 05401-3456

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)
FLETCHER ALLEN HEALTH CARE-BURLINGTON, VT

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question 1s “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 12 months: YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any
reason, including rehabilitation by a licensing board?

2. Have you been denied or have you surrendered a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

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

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

PNV VS SEFEIE

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a %
copy of the report.

8. Have you been the subject of an investigation or disciplinary proceeding?

9. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

KPS X

10. Have any medical malpractice claims been made against you? See attached reporting form.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

( % Sle &

Signature of Licensee (Signature Stamp Not Accepted) Date




MAY 13 1999

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
SR 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 Concord, NH 03301-8520
RENEWAL APPLICATION
For expiration on: 6/30/2000 Renewal Fee: $100.00

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

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

Specialty: OBG Board Certified: (Y/N)
Please list ABMS Board Specialty: ORG

Licensed in the states of: (2 letter state abbrev.)
VT ME
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 7539 File #: go69
CHERYL A GIBSON, MD 23 MANSFIELD AVE
WOMENS CHOICE GYN ASSOCIA
23 MANSFIELD AVE BURLINGTON, VT 05401
BURLINGTON, VT 05401-3456 Phone: 802*863-9001

Phone: 802*863-9001

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

FLETCHER ALLEN HEALTH CARE-BURLINGTON, VT

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



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

In the past 12 months: YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any
reason, including rehabilitation by a licensing board?

2. Have you been denied or have you surrendered a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

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

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

sl

8. Have you been the subject of an investigation or disciplinafy préé‘ee’di‘ﬁg? h

9. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medicalleave? '~

XXX XX XX 1K

10. Have any medical malpractice claims been made against you? See attached reporting form.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

U M%%/wﬁ Y/23/1%

Signature of Licensee (Signature Stamp Not Accepted) Date




APR 1 8 2008

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
Sy 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 Concord, NH 03301-8520
RENEWAL APPLICATION
For expiration on: 6/30/2001 Renewal Fee: $100.00

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

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

Specialty: OBG Board Certified: (Y/N) vy
Please list ABMS Board Specialty: OBG

Licensed in the states of: (2 letter state abbrev.)
VT ME
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 7539 File #: 8269
D Work Address D Home Address
CHERYL A GIBSON, MD 23 MANSFIELD AVE
WOMENS CHOICE GYN ASSOCIA
23 MANSFIELD AVE BURLINGTON, VT 05401
BURLINGTON, VT 05401-3456 Phone: 802*863-9001

Phone:  802*863-9001

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

FLETCHER ALLEN HEALTH CARE-BURLINGTON, VT

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



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

In the past 12 months: YES NO
1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any
reason, including rehabilitation by a licensing board? ! /
2. Have you been denied or have you surrendered a license in any state other than for relocation
or retirement? \/
3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate? 7

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

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

8. Have you been the subject of an investigation or disciplinary proceeding?

9. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

|
NS KK KRN

10. Have any medical malpractice claims been made against you? See attached reporting form.

[ HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS

CURRENTLY A . URATE.
J /é/
Q/ L// 3 / 2007

Signature of Licensee (Signature Stamp Not Accepted) Date




JUN 1 12081

STATE OF NEW HAMPSHIRE

BOARD OF MEDICINE
e 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 N Concord, NH 03301-8520
RENEWAL APPLICATION
For expiration on: (dateg 130/2002 Renewal Fee: $150.00

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

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

Specialty: OBG Board Certified: (Y/N) v
Please list ABMS Board Specialty:  oOBG

Licensed in the states of: (2 letter state abbrev.)
VT ME

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

License #: 7539 File #: 2269
Work Address Home Address (_( ﬁ"\'f..-
72 9 |
CHERYL A GIBSON, MD AIMANSEIEEDAVE  ~ 2 Marohet
WOMENS CHOICE GYN ASSOCIA "“”(‘*‘Qﬁ""é_ o |
23 MANSFIELD AVE BURENGFON-VE-85401 - v6 2900 |
BURLINGTON, VT 05401-3456 Phone: 8062%863-9001 &

Phone:  802*863-9001

Onv o e
Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

FLETCHER ALLEN HEALTH CARE-BURLINGTON, VT

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



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

In the past 12 months: . YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any
reason, including rehabilitation by a licensing board?

X

2. Have you been denied or have you surrendered a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

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

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report. '

8. Have you been the subject of an investigation or disciplinary proceeding?

9. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

O] O X< X e [ [ox

10. Have any medical malpractice claims been made against you? See attached reporting form.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.
- =

Vid (ofin_att) 3faok )

Signature of Licensee (Signature Stamp Not Accepted) Date




JUN 2 0 2002 1%

v"’é

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE /(f
Ry 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 Concord, NH 03301-8520
RENEWAL APPLICATION
For expiration on: (date)  (6/30/2003 Renewal Fee: $150.00

If you DO NOT wish to renew your license, check here. l:\
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

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

Specialty: OBG Board Certified: (Y/N) Y
Please list ABMS Board Specialty: OBG

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

VT ME
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 7539 File #: 8260
g Work Address D Home Address
CHERYL A GIBSON, MD 23 MANSFIELD AVE
WOMENS CHOICE GYN ASSOCIA
23 MANSFIELD AVE BURLINGTON, VT 05401

BURLINGTON, VT 05401-3456

Phone: 802*863-9001 Phone: 802%863-9001

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

FLETCHER ALLEN HEALTH CARE-BURLINGTON VT

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



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

INFORMATION REPORTED ON A PRIOR RENEWATI APPLICATION.
In the past 12 months: YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any
reason, including rehabilitation by a licensing board?

2. Have you been denied or have you surrendered a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

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

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your-ability to practice medicine?

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

8. Have you been the subject of an investigation or disciplinary proceeding?

9. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

x
VSRR KRR KRR KK

10. Have any medical malpractice claims been made against you? See attached reporting form.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

(0/10/07,

Signature of Licensee (Signature Stamp Not Accepted) Date



MAR 24 2003
STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8

Concord, NH 03301—852‘(,),_,._ :

Telephone #: 603-271-6934

=
RENEWAL APPLICATION / 70505

For expiration on: 06/30/05 Renewal Fee: $300.00
If you DO NOT wish to renew your license, check here. D

If you choose not to renew, your license will be place on inactive status. To reactive the license, you
will be required to file a reinstatement application.

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

Specialty: OBG Board Certified: (Y/N) Y
Please list ABMS Board Specialty: OBG

Licensed in the states of: (2 letter state abbrev.)
VT ME
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 7539 File #: 8269
g Work Address D Home Address
CHERYL A GIBSON, MD 23 MANSFIELD AVE
WOMENS CHOICE GYN ASSOCIA
23 MANSFIELD AVE BURLINGTON, VT 05401

BURLINGTON, VT 05401-3456

Phone:  802*863-9001 : Phone: 802*863-9001

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located)

FLETCHER ALLEN HEALTH CARE-BURLINGTON, VT

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



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

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

reason, including rehabilitation by a licensing board? £ ATigg G

2. Have you been denied, or have you surrendered, a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

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

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine? =

6. Have you been found guilty or entered a plea of no contest to any felohy or misdemeanor?  ___

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

8. Have you been the subject of an investigation or discipiinary proceeding?

9. Have any hospital privileges been suspended, limited or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

2 NEAENEN

10. Have any medical malpractice claims been made against you? See attached reporting form. L/

1 HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

3[4/

Signature of Licensee (Signature Stamp Not Accepted) Date



STATE OF NEW HAMPSHIRE

BOARD OF MEDICINE
P 2 Industrial Park Drive, Suj
Telephone # 6032716934  APR 18 2008 Concord, NH 03301-8520
2 —— —r 5 ¢,
RENEWAL APPLICATION F S L3520
For expiration on: 06/30/07 enewal Fee: $300.00 ,, 7

_ o6
If you DO NOT wish to Tenew your license, check here. D

If you choose not to renew, your license will be place on inactive status. To reactivate e 1ceuse, yO
w111 be requlred to file a reinstatement application.

o b --"~
o

_Theifollgwmg mformatlo,n represents the information on file for you with the Board of Medmme IPl' se make

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



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

In the nast 24 monthe:

(V2!

- NG

I

reason, 1rfclud1ng rehabilitation by a licensing board?

Al

- 1. Have youbeen subject to any disciplinary action, limitation, restncnon,\or agreement for any : Z{

- S1gnature of heeusce (Slgnalure Stamp Not Accepted)
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