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Licensing Committee Meeting

Flannery, Gary, MD - -

Hanissian, Paul, MD — Reinstaterment

Lacey, Donald, MD —-

Pope, Sarah, MD -

Semogas, Vytas, MD -

Simmons, David, MD _
I

Strong, Benjamin, MD



VERMONT

Department of Health Agency of Human Services
Board of Medical Practice {phone]  Boz-657-4220
108 Cherry Street - P. O. Box 70 [tolt free] BOO-745-7371
Butlitigton, VT 0540350076 [fax] oU2-657-4227

hezalthvermont.org

November 1, 2006

Peter Thomashow, MD
Central Vermont Hospital
inpatient Psychiatry

PO Box 547

Barre, VT 05641

Dear Dr. Thomashow:

The application for medical licensure for Pau! Hanissian, MD appears complete, and is
enclosed for your review. The applicant will be calling you to schedule a personal interview.
Following the interview, you may present the application at the first, regularly scheduled Board

meeting.

Should you have any questions or concerns, please let me know. (802) 657-4223.
Sincerely,

Tracy Hayes

Administrative Assistant

Board of Medical Practice

Enclosures
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
For Office Use Only - Physician Lapsed License Checklist

.. Reinstatement Lapsed License Physﬁician Status Sheet
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VERMONT DEPARTMENT OF HEALTH /f;“\\\/
BOARD OF MEDICAL PRACTICE i é/
108 Cherry Street, P.O. Box 70 =

Burlington, VT 05402

APPLICATION FOR REINSTATEMENT OF LAPSED LICENSE
PHYSICIAN-MEDICAL BOCTOR

Thereby apply for REINSTATEMENT OF MY LAPSED LICENSURE AS A PHYSICIAN in the state of Vermont.

Part [ - Identity Questions

1. Print your full name as you wish it to appear on the license:

Hean s in Con | Oeuid
Last Name First Name Middle Name Suffix
2. Have you ever legally changed your name? Yes X No

If yes, enclose a certified copy of the legal document stating the change.,

Other name(s), if any under which you were licensed elsewhere:

L.ast Name First Name Middle Name Suffix

3, Your Date of Birth
on ay/ Y ear

4: Your mailing address:  (Check one: o home address j work addreéé) '_ Y
Care of:

Street: |_medicel Cenjer Orive

Town/City: Lebenon,  MH GIVCE

State:

Zip:

3. Your contact information;

Home telephone number with area code: -___

Work teiephone number with area code: { ¢o3 ) [ 3
F-mail Address:



><¢_Please check here if the Department of Health may use this e-mail address to send you public
health information

6. Wereyou in active practice in Vermontin the past 12 Months? Yes X No

7. Years of Practice [See 26 VSA § 1368(a)(10)]
Month and year you started practicing as a physician (excluding residency/fellowship training)?
8l 1aag

8. Have you ever held a Vermont Limited Temporary License: __Yes X No
If yes, License Number

9. Do you held, or have you ever held, a medical license in any other state? X Yes  No

If ves, complete the section below:

State  License Number  Type of License Date Issued Status(Active or Inactive)
N B cuge Fotl /slasg Aedive
MmE O 14040 Foll §l3lia5e Loechive
v DU~ 0L O03R Pl ci~n/zo00 Tncehvg
H necessary, please use an additional sheet and check this box: ...... 0

Part I1 — Education, Training, Practice and Examinations

10, Premedical BEducation

Please provide the names of premedical schools you attended and the dates of attendance.

Name and Jocation of institution Degree From To
Colgals bmuerfﬂ‘q* AR [5¢8 1587
If necessary, please use an additional sheet and check this box: ...... i

11. Medical Professional Schools

Please provide the name of the medical professional school you attended and the date of graduation,
(We will have similar information on file with your original application; we are asking you here to
provide an update for the statutory web profile.)

OMDAY~ Robes) Wood $shasen F’va’aw&tﬂ;, Al j [85.)
(School/Institution) (City) (State) {Year of Graduation)




If necessary, please use an additional sheet and check this box: ...... 0

12, Graduate Medical Education

Please provide the names of graduate medical schools you attended and the dates of attendance.

Mowrme Medieel Coaler %[G‘w‘f\ Por ic.'.nt;?‘ pAE [T s £
{School/Institution) (Specialtyy  (City) (State) (Year of Graduation)
(School/Institution) (Specialty)  {City) (State) (Year of Graduation)
{School/Institution) (Specialty)  (City) (State) (Year of Graduation)

If necessary, please use an additional sheet and check this box: .....00

13. Specialty Board Certification
Enter up to three specialty codes from the enclosed Specialty Codes List. List your primary
specialiy first. If you cannot locate a specialty, please write the specialty name in the space

 SSSPAPSSY PSR Y)USU SRR |

provided.
Specialty Speciaity Name (if code Board Name of |Year Year
Code unknown) Certified Board Certified  {Recertified
N es  ono
HYeln bl fun i ABCH 1997 Annvetly
ayes 0no '
oyes 0no
14. Examinations
USMLE x FLEX  National Board LMCC
State Exam  Which State? If yes, make sure that the scores are

included on the Certificate of Medical Licensure to be sent to that Board.

15, International Medical Graduates
A ECFMG Standard Certificate Number: Date issued:
B. Are you a graduate of a fifth pathway program: Yes No

16. Practice
Do you have hospital privileges? _x  Yes No
List all hospitals where you have, or previously have had, staff privileges. Inciude name,
address, and dates,



Name Address From/To Specialty/Subspecialty

Pfare Hudcheook fnempnel i«loﬁ{ﬂd | edveed Coalew 0008, Lokenon, A H ﬁ‘K'"lamsm‘}
{---M bibuale Zaver tuntionn W4 1958~ grevend
Tha Chashwe medice! Center Keenn , A H £%C~ 1998 Gl

Part [I] - Licensure and Practice Questions
Any "yes" response to the questions below must be fully explained on the enclosed Form A.

17. Have you ever applied for and been denied a license to practice medicine or any other healing art?
Yes __X_NG

18. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
__Yes x No

19. Have you ever voluntarily surrendered or resigned a license to practice medicine or any other
healing art in lieu of disciplinary action?
Yes X No

20. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against
you by any governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?

Yes X No

21, Have you ever been denied the privilege of taking an examination before any state medical
examining board?
Yes ¥ No

22. Have you ever discontinued your education, training, or practice for a period of more than three
months, for reasons other than a family situation?
Yes ¥ No

23. Have you ever been dismissed or suspended from, or asked to leave a residency training program
before completion?
Yes X No

24. Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked, or resigned from a medical staff afier a
complaint or peer review action was initiated against you?

Yes x No
25. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time?
Yes X No
26. Are you presently a defendant in a criminal proceeding?
Yes % No

Part IV - Confidential Section

Part II1 is exempt from public disclosure

0&;6\7-—.
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Any "yes" response to the questions below must be fully explained on the enclosed Form A.

27. To your knowledge, are you the subject of an investigation by any other licensing board as of the

28. To your knowledicl are iou irescntly the subject of criminal investigation?

MEDICAL QUESTIONS

Please answer “Yes” or “No” to the questions below. Definitions are provided to assist you in
answering, Please explain any “Yes” answers on Form A.

DEFINITIONS
In answering the questions above, please use these definitions:

"Ability to practice medicine” - This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise
reasoned medical judgments, and to learn and keep abreast of medical
developments; and

2. The ability to communicate those judgments and medical information to patients
and other health care providers, with or without the use of aids or devices, such
as voice amplifiers; and

3. The physical capability o perform medical tasks such as physical examination
and surgical procedures, with or without the use of aids or devices, such as
corrective lenses or hearing aids.

"Medical condition" - Inciudes physiological, mental or psychological conditions or disorders
such as, but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy,
epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental
retardation, emotional or mental illness, specific learning disabilities, hepatitis, HIV disease,
tuberculosis, drug addiction, and alcoholism,

1

"Currently" - This term means recently enough to have a real or perceived impact on one’s
functioning as a licensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or
medications, including those taken pursuant to a valid prescription for lepitimate medical
purposes and in accordance with the prescriber’s direction, as well as those used illegally.

"Controiled substances" - This term means those drugs listed on Schedules I through V of
Section 202 of the
Controlled Substances Act (21 USC § 812),




"Hlegal use of controlled substances" - This term means the use of drugs, the possession or
distribution of which is unlawful under the Controlled Substances Act, as periodically updated by the
Food and Drug Administration. This term does not include the use of a drug taken under the
supervision of a licensed health care professional or other uses authorized by the Controlied

Substances Act or other provisions of federal law.

29. Do you have a medical condition that in any way impairs or limits your ability to practice medicine

in your W reasonable skill and safety?

in explaining a “Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

30. Are you currently engaged in the use of alcohol or other chemical substances that in any way

Impairs iour abiliii 10 iractice medicine in your field of practice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances that your use is
requced or ameliorated because, for example, you have received or do receive ongoing
treatment (with or without medication) or have participated or do participate in a menitoring
program,

31. Are you curremli eniai‘ied ini the illegal use of controlled substances?

In explaining a “Yes” answer on Form A, please provide reasonable assurances
that such use is not a real and ongoing problem in your practice of medicine.

IMPORTANT

Since 1989, part of each license fee has been used to create and maintain the Vermont
Practitioners Heaith Prograrm, a confidential program for the identification, treatment an
rehabilitation of physicians affected by the disease of substance abuse. If you wish further
information about this program, a service of the Vermont Medical Society, call 802-223-0400 (a
confidential line).

Part V - Statutory Profile Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Department of Health.
Under this law, the Department must collect certain information to create individual profiles on all
health care professionals licensed, certified, or registered by the Department pursuant to Title 26 of the
VSA. Please try to answer the following questions as best as you can. You will receive a copy of your
profile prior 1o its initial release to the public and each time the profile is modified or amended. You
will be given a reasonable time to correct factual inaccuracies that appear in such profile. As noted
below, certain questions do not need {o be answered.



It is very important for us to receive photostatic copies of court papers, licensing
authority decisions, and other documents relevant to the questions below in order to have a true
and accurate description of the actions taken,

32, Criminal Convictions [See 26 VSA § 1368(a)( )] MNoal

Please provide a description of all crimes (felonies and misdemeanors; this includes DUT but
not speeding or parking tickets) of which you have been convicted. For purposes of this
question, “convicted” means that you pleaded guilty or that you were found or adjudged guilty
by a court of competent jurisdiction. Please provide copies of papers fully documenting the

convictions.
(Conviction Date) (Court) (City/State) {Crime)
{Conviction Date) (Court) (City/State) {Crime)
If necessary, please use an additional sheet and check this box: .....00
33. Nolo Contendere/Matters Coutinued [See 26 VSA § 1368(a)(2)] N omn

Please provide a description of all charges to which you pleaded “nolo contendere” (“I will not
contest it”) or where sufficient facts of guilt were found and the matter was continued without a
finding by a court of competent jurisdiction. Please provide copies of papers fully
documenting these matters.

(Conviction Date) (Court) (City/State) (Charge)
(Conviction Date) (Court) (City/State) {Charge)
If necessary, please use an additional sheet and check this box: ...... o

34. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)} RIOrA

Please provide a description of afl formal charges served, findings, conclusions, and orders of
the Board of Medical Practice (including stipulations), and final disposition of such matters by
the courts, if appealed. {We will have the documentation on file; we are asking you to provide
the description.)

iDate) (Final Disposition - Summary)
If necessary, please use an additional sheet and check this box: ......0

35. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)) (ST




Please provide a description of all formal charges served by licensing authorities of other states,
the findings, conclusions, and orders of such licensing authorities, and final disposition of such
matters by the courts, if appealed, in those states. Please provide copies of papers fuily

documenting these matters.

(Date of Final Disposition) (Licensing Authority) (Cowrt) (City/State) (Nature of Charge)
If necessary, please use an additional sheet and check this box: .....0

36. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)] NI

A, Revocation/Involuntarv Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital
privileges that were related to competence or character and were issued by the
hospital’s governing body or any other official of the hospital after procedural due
process (opportunity for hearing) was afforded to you. Please provide copies of papers
fully documenting these matters. ’

Eﬁate) (Hospital) (State) (Nature of Restriction) (Reason for Restriction)
If necessary, please use an additional sheet and check this box: ...... o
B. Other Restrictions 10

Please provide a description of all resignations from, or nonrenewal of, medical staff
membership or the restriction of privileges at a hospital taken in lieu of, or in settlement
of, a pending disciplirary case related to competence or character in that hospital.
Please provide copies of papers fully documenting these matters.

(Date) (Hospital) {State)
{Nature of Action) (Action) (Reason for Action)
o In Lieu o In Settlement

If necessary, please use an additional sheet and check this box: .....o

37. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a){(6A)]

A, Judgments N orA



Please provide a description of all medical malpractice court judgments against you and
all medical malpractice arbitration awards against you, and any pending malpractice
cases; complete Form A and provide copies of papers fully documenting these matters.

0 Judgment o Arbitration

(Date)  (Court) (State) (Nature of Case) (Amount Assessed Against You)
[ necessary, please use an additional sheet and check this box: ...
B.  Settlements Ao

Please provide a description of all pending settlements and settlements of medical
malpractice claims against you. Please complete Form A and provide copies of papers
fully documenting these matiers.

{Date} (Court) (State) {Amount Assessed Against You

If necessary, please use an additional sheet and check this box: ......o

38. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #38 is optional. By
answering, you are granting permission to have this information posted on the web, (This form
follows the statutory wording. Since most appointments are teaching appointments, these questions
may averlap.)

A. Appointments

Please provide information about your appointmients to medical school or professional
school faculties.

Oeardmouih Med ecl Seloa] Harou, a i Assasden] frodesror 1938 - preseny

{School) (City) (State)  (Nature of Appointment) From (year) To (yealz)
(Schoal) (City) (state)  (Nature of Appointment) rrom (year) To (year)
If necessary, please use an additional sheet and check this box: .....0

R, Teaching

Please provide information regarding your responsibility for teaching graduate medical
education within the past 10 years,

(School/Institution) (City) (State)  (Nature of Teaching} From (year) To (year)



(School/Institution) (City) (State)  (Nature of Teaching) From (vear) To (year)

If necessary, please use an additional sheet and check this box: ... o

39. Publications [See 26 VSA § 1368(a)(13)] Note: Answering #39 is optional. By answering, vou
are granting permission to have this information posted on the web.

Please provide information regarding your publications in peer-reviewed medica) literature
within the past 10 years.

(Title) (Publication) {Year)
(Title) (Publication) (Year)
If necessary, please use an additional sheet and check this box: ...... o

40. Activities {See 26 VSA § 1368(a)(14)] Note: Answering #40 is optional. By answering, you are
granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and
awards.

(Activities or Awards)

1f necessary, please use an additional sheet and check this box: ... 0]
- End of Statutory Profile Questions -

41, Interview

A. In which part of Vermont would you prefer to be interviewed? (Northern — Burlington
area, Southern ~ Bennington, Springfield, Central — Montpelier area, or using video

technology) (e edee )
B. When are you scheduled to begin work in Vermont? ASA @
C. What has been your physical residence (city, state) in the past ten years?
LQ\’; e, N
Edne LR
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Part VI - Photograph

PLEASE PROVIDE A PHOTOGRAPH:

shoulders). Please sign the front of the
photograph. Do not use staples

Part VII - Signature

Reminder - You must also complete and sign the enclosed Applicant’s Statement Regarding Child
Support, Taxes, Unemployment Compensation Contributions, Form B, and authorizations for
release of information as appropriate, Form C.

I hereby aver that the information provided above is true and accurate, and that I have answered the
questions to the best of my knowledge and ability,

Date: 8! ;Q'IDL @M

' Applicant’s Signature

Return compieted application to: VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-0070



PAUL D, HANISSIAN, M. D.

Address:
Dartmouth-Hitchcock Medical Center
Department of Obstetrics and Gynecology
1 Medical Center Drive
Lebanon, New Hampshire 03756
Phone: 603 650-8563
Fax: 603 650-7795
Email: Paul D.Hanissian@Hitchcock.ORG

Date and Pi

Social Securiti Number:

Citizenship:
United States of America

Education:
Medical School
1991  UMDN]J, Robert Wood Johnson Medical School M.D.
Undergraduate
1987  Colgate University A.B. Physics

Work Experience:
Member of the technical staff at NASA-JPL (Jet Propulsion Laboratory)
Summers 1987 — 1989

Postdoctoral Training:
Fellowship
1995 - 1996 Pelvic and Reconstructive Surgery Dartmouth Hitchcock
Medical Center
Internship and Residency
[991 — 1995 Obstetrics and Gynecology Maine Medical Center

Raiab 23, 2006



Licensure:

1995 — present New Hampshire licensed physician and surgeon: #9485
1995 - 2001 Maine licensed physician and surgeon: #014040
(inactive)
Certification:

1997 Diplomate  The American Board of Obstetrics and Gynecology
1992 Diplomate  National Board of Medical Examiners

Academic Appointments:
1999 — present Assistant Professor  Department of Obstetrics and Gynecology
Dartmouth Medical School

1996 - 1999 Clinical Instructor ~ Department of Obstetrics and Gynecology

Dartmouth Medical School
Hospital Appointments:

1995 — present Attending Physician Department of Obstetrics and Gynecology
Mary Hitchcock Memorial Hospital

1998 — present Active Medical Staff Veterans Administration
Hospital

1996 — 1998 Medical staff Department of Obstetrics and Gynecology

The Cheshire Medical Center

Other Professional Positions:

1996 — present Staff Physician Planned Parenthood of Northern New
England
1999 — present Staff Physician The Concord Feminist Health Center

Awards and Honors:
Valedictorian, Memorial High School, Class of 1983, Cedar Grove, NJ
Salutatorian, Colgate University, Class of 1987
Summa Cum Laude
Phi Beta Kappa

1998  APGO Excellence in Teaching Award, Department of Ob/Gyn, Dartmouth
Hitchcock Medical Center

Institutional Committee Assignments:

1995 — present Student BEducation Committee Dept. of Ob/Gyn

1996 — present Resident Selection Committee Dept. of Ob/Gyn

1999 ~ present Surgical Case Review Committee  Dartmouth Hitchcock
Medical Center

1996 — 1999 Resident Advisory Group Dept. of Ob/Gyn

2003 — present Resident Education Committee Dept. of Ob/Gyn

Rajab 23, 2006



2002 — 2003
1999 — 2000

Birthing Pavilion Flow Committee Dept. of Ob/Gyn
Birthing Pavilion OR Committee  Dept. of Ob/Gyn

1998 — 1999

Obstetrics Education Committee Dept. of Ob/Gyn

Memberships in Professional Societies:

2001 — present

1999- present
1998 - present

1998 — present

1997 — present
1994 — 1998

Editorial Service:
2004-present

Teaching Experience:

Member American Association of Gynecologic
Laparoscopists

Member American Urogynecologic Society

Fellow American College of Obstetrics and
Gynecology

Member Association of Professors of Gynecology
and Obstetrics

Member New Hampshire Medical Society

Junior Fellow American College of Obstetrics and
Gynecology

Reviewer American Journal of Obstetrics and
Gynecology

Medical Student and Undergraduate:

1997 — 2003

2003 — present

1999 — present

1995 — present
1995 — present
1997 — present
1998 — present
1999, 2002

Resident Teaching
1997 — present

1997 — present

Director, Third Year Clerkship, Obstetrics and Gynecology
Dartmouth Medical School
Lecturer — Reproductive Systems, Year 2
University of New England Medical School

“Abortion”
Lecturer — Scientific Basis of Medicine Course, Year 2
Dartmouth Medical School

“Clinical of Gynecologic Problems”

“Abortion”

“Family Planning”
Instruction during clinical rotation, Dartmouth medical students
during third year clinical rotation on Ob/Gyn
Lecturer — Select topics in Gynecologic Oncology for third year
medical students. Three hours every 7 weeks
Mentor — Dartmouth medical students providing didactic sessions
during third year clerkship as well as professional advising
Preceptor of fourth year Dartmouth medical students for outpatient
chinical gynecology electives
Lecturer, Dartmouth College Philosophy and Logic Class
“Abortion”

Teaching of residents for inpatient care of obstetrics and
gynecology, including operating room supervision
Preceptor of resident continuity clinics for outpatient obstetrics and

gynecology

Rajab 23, 2006



1997 - present Didactic lectures to residents on leiomyoma, energy systems in
operative laparoscopy, abortion, and laparoscopy basics

1997 - 2002 Instructor in yearly animal lab where residents learn operative
laparoscopy techniques on pigs

International Professionai Activities:
1994 trip to Yerevan, Armenia, to work at Erebuni Hospital on the obstetrics service, as
part of a two year ongoing project to improve the state of women’s reproductive health in
Armenia.

2000 trip to Flores, Guatemala, to work with native Guatemalans with gynecologic
surgical problems

Bibliography:
Journal Articles:

Burchard KW. Rowland PA. Berman NB. Hanissian PD. Carney PA. Clerkship
enhancement of interpersonal skills. American Journal of Surgery. 189(6):643-6,
2005 Jun.

Posters

Using pre- and post OSCE scores to evaluate changes in student performance by
gender in an integrated obstetrics,/ gynecology/surgery /pediatrics third year
clerkship. Association of Professors of Obstetric and Gynecology, March 2002

Medical Student PowerPoint Presentations in Women’s Health; an Eight Year
Experience, accepted for poster presentation at APGO/CREQG meeting, 3/06

Whiteside JL, Viazmenski A, Strohbehn K, Hanissian PD. The effect of pelvic

organ prolapse on abdominal leak point pressure. Society of Gynecologic
Surgeons. March, 2006.

Rajab 23, 2006



Research_

Clinical Co-investigator

A Prospective, Double-Blind, Randomized Study of the Safety and Efficacy of
Lower Doses of Premarin and Medroxyprogesterone Acetate in Postmenopausal
Women, Co-investigator (1995-1998).

“A Double-Blind, Randomized, Placebo- and Historical-Controlled Study of the
Safety and Efficacy of Premarin/Trimegestone for Postmenopausal Hormone
Replacement Therapy (PROTOCOL NUMBER: 0915A3-300-US)”, Co-
investigator (1998-2001).

“The Safety and Efficacy of Lasofoxifene in the Treatment of Vaginal Atrophy in
Postmenopausal Women”, Co-investigator.

“Evaluation of a Self-Directed HPV Test as a Primary Screen for Cervical
Cancer”, Co-investigator

"The Development of the Multi-Wavelength Digitized Colposcopy Imaging
System”, Co-investigator

“Evaluation of Menstrual Cycle Effect on Spectral Data Acquired by the
MediSpectra Optical Detection System”, Co-investigator

"Multi-Center Pilot Study I of the MediSpectra Optical Detection System for
Detection of Cervical Cancer and Its Precursors”, Co-investigator

“Use of the MediSpectra Optical Detection System (ODS) as an Adjunct to
Colposcopy in the Localization of Squamous Cell Precancerous Lesions”, Co-
investigator

“Time-Resolved Imaging of Neoplastic Cervical Acetowhitening”,
Coinvestigator

Invited Presentations

Rajab 23, 2006



1996  “The Pap Smear”, Department of Internal Medicine, Dartmouth Hitchcock
Medical Center

1996 “Dysfunctional Uterine Bleeding”, Department of Internal Medicine, Dartmouth
Hitchcock Medical Center
2002 “Apical Vaginal Support Defects: Understanding Etiology and Surgical
Treatment”, Department of Obstetrics and Gynecology, Maine Medical Center
2005 “The Pap Smear” Department of Pediatrics, Dartmouth Hitchcock. Medical
Center

Professional Development

20012002 APGO/Salvoy Scholar: Enrolled in an 18 month course providing
theoretic and practical instruction in medical education.

2002 - Berlex Foundation Course on Epidemiology and Biostatics

Rajab 23, 2006



Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

Regarding Child Support
Title 15 § 795 raquires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unfess the
person certifies that he or she Is in good standing with respect to or in full compliance with a plan to pay any and all child support pavable under
@ support order as of the date the application is fifed, "Good standing” means that less than one-twelfth of the annual support obligation is
overdue; or liability for any support payable is being contested in a judicial or guasi-judicial proceeding; or he or she is in compliance with a
repayment plan approved by the office of chitd support or agreed to by the parties; or the licensing authotity determines that immediate payment
of support would impose an unreasonabie hardship. {15 V.5.A. § 795)

1. You must check one of the two statements below regarding child support regardless whether or not you have children:
& | hereby certify that, as of the date of this application: {a} | am not subject to any support order or {b) | am subject to a support

order and | am in good standing with respect fo it, or (¢} | am subject to a support order and | am In full compliance with a plan to
pay any and all child support due under that order.

or
U Thereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Application for Hardship”.
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he or she is in good standing with the Department of Taxes. "Good standing™ means that no taxes are due and payable and
ali returns have been filed, the tax Hability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of
Taxes, or the licensing authority determines that immediate payment of taxes would impose an unreaschable hardship. (32 V.5.4. § 3113)

2. You must check one of the two statements below regarding taxes:

. thereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in fufl compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. {The maximum penalty for perjury is fiftesn
years in prison, a $10,000.00 fine or both).

or

O | hereby certify that { am NOT in good standing with respect to taxes dus to the State of Varmont as of the date of this appiication
and | hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable
hardship. Please forward an "Application for Hardship™.

Regarding Unsmployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shal! grant, issue or renew any license or othar authority to conduct a trade or business
{including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate
space with any employing unit unless such employing unitshall first sign a written declaration, under tha pains and penalties of perjury, that the
employing unitis in good standing with respect to or In full compliance with a plan to pay any and all contributions or payments in lieu of
contributions due as of the date such declaration is made. For the purposes of this section, a person Is in good standing with respect to any and
all contributions or payments inlieu of contributions payabie if: {1) no contributions or payments in lieu of contributions are due and payabie; {2)
the liability for any contributions or payments in fieu of contributions dus and payable is on appeal; (3} the smploying unitis in compliance with a
payment plan approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring Immediate payment of contributions
or payments in liew of contributions due and payable would Impose an unreascnable hardship.

3. You must check one of the three statements below regarding unemployment contributions or payments in liey of unemployment
contributions:

o hereby certify, under the pains and penalties of perjury, that | am In good standing with respect to or In full compliance with a
payment plan approved by the Commissioner of Empioyment and Training to pay any and ali unemployment contributions or
payments in fieu of unemployment contributions to the Vermont Department of Employment and Training due as of the data of this
application. {The maximum penalty for periury is 15 years in prison, a $10, 000.00 fine or both.)

or

& I'hereby certify that f am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Empioyment and Training as of the date of this appiication and | hereby request
that the ficensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.

or
{0 thereby certify that 21 V.5.A. § 1378 is not applicable to me because | am not now, nor have i ever been, an employer,

" The disclosure of your sccial security number is mandatory, itis solicited by the authority granted by 42 U.S.C. § 408 [¢){2}C), and will be used
by the Department of Taxes and the Department of Employment and Tralning in the administration of Vermont tax laws, to Identify individuals
affected by such laws, and by the Office of Child Support,

STATEMENT OF APPLICANT

| certify that the information stated by me In this application is true and accurate to tha best of my knowledge and that [ understand providing
false information or omission of information i[ unlawful and may jeopardize my licenselcertification/registration status,

[/9
Signature of Applicant ‘ Date %!f S'} Gt

Vermont Department of Health - Board of Medical Practice
Applicant's Statement Regarding Child Support, Taxes, Unemployment Compensation Contributions



Vermont Department of Health
FORM B, Board of Medical Practice

108 Cherry Street PO Box 70

Burlington, VT 05401

AND 2} AUTHORIZATION TO COMMUNICATE WITH FUTURE EMPLOYERS REGARDING

THE STATUS OF YOUR APPLICATION
TOWHOM IT MAY CONCERN:

1) 4 faml\ \-\ £33 o  HERERY AUTHORIZE YOU to fumish ta the
{Name of Applicant)

Vermont Board of Medical Practice or its designated representative, all materials and information within your
possession or contral relating to me, of whatever kind and wherever [ocated and including, but not limited to, my
education, my professional experience and quaiifications, my licensing history, my practice as a physician, civil and
criminal court records, and any other material or information, including investigative files, which, in the sole discretion
of the Vermont Board of Medical Practice, may be useful t6 said Board in its review of my licensing status,

Only in regard to this specific authorization for disclostre fo the Vermont Board of Medical Practice and for no other
purpose, | expressly WAIVE confidentiality and any privileges or immunities accorded this information by State or
Federal Law, and | hold you harmless from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report information, either orally or in writing, directly tothe Vermont Board of
Medicat Practice or its designaled representative on a continuing basis until this autharization is revoked, by me, in
writing. : .

A CONFORMED PHOTOSTATIC coPY OF THIS AUTHORIZATION SHALL SERVE INITS STEAD.

2} 1 further authorize the Vermont Board of Medical Practice o communicate with future employers and/or locum
tenens companies regarding the status of my application for ficensure.

Signature: ' /ﬁ/ )L] S

Date: ' : ‘ ﬂ 23 ] o ¢

Print or Type Name: _‘@, gl H{ an\siren

Address: | madicel cendy 0’"‘\;&‘: d1ebensn NN 305 C

City, State, Zip Code:

Telephone Number: (L O3 ) 6S% 9312
Subscribed and swom to before me, this Z‘gwfi dayof 7\ LMM Q‘IL'{ >f )O'(/
{

i ﬂwz% DT U Lt e e

Public”

LORI AVERY FOLLENSBEE
. Notary Public - New Hampshire
e Aty Sealt™ My License Expires: My Commission Expires May 3, 2011

‘RETURN ORIGINJ"{L TO THE BOARD WITH YOUR APPLICATION
'BEND COPIES WITH THE REFERENCE FORMS



State of New Hampshire
_________________________________________ Board of Medicine

2 Industrial Park Drive, Suite 8

Concord, NH 03301-8520

Verification Report

(603) 271-6936

This is to certify that the records of the New Hampshire Board indicate the following information:

Licensee:
Specialty:
License Number:
Issue Date:
Expiration Date:

Disciplinary Action:

PAUL D HANISSIAN, MD

OB OBSTETRICS & GYNECOLOGY
9485

T/5/1995

6/386007

NONE

To expedite the certification of licensure process, the above is the standard format for ail
professionals regulated by this Board.

SEAL

%ﬁ:&&/ (

Credentialing Clerk

Date



STATE OF MAINE
BOARD OF LICENSURE INMEDICINE
137STATEHOUSE STATION
AUGUSTA MAINE

...................... 34333-0337

JOMN ELIAS BALDACCH ' EDWARD DAVID, M.D.J.D.
GOVERNOR ' CHAIRMAN

RANDAL C. MANNING
EXECUTIVE DIRECTOR

August 23, 2006

To Whom It May Concern:

This is to certify that the records of the Maine Board of Licensure in Medicine indicate the following
with regard to the physician named below:

Physician: Paul D Hanissian, M.ID,
License Number: 014040

Issue Date: 08/03/1993

Expiration Date: 07/10/2001

Current Status: Withdrawn
Disciplinary Action; No

Examination Information;

Exam Date  Exam State  Exam Type Exam Status  Exam Score  Exam Details
NBME I + NBME 11 + NBME 1Ii Pass 400019

This license information was last updated on: 08/23/2006

if'we can be of further assistance, please do not hesitate to contact the Board office.

Sincerely,

P

Randal C. Manning
Executive Director

OFFICE LOCATION: 181 CAPITOL STREET, AUGUSTA, ME
PHONE: (207) 287-3601 FAX: (207) 287-65%0



Vermont Department of Health

Beard of Medical Practice ‘
108 Cherry Street PO Box 70

Burlington, VT 05401

Detach the attached Reference Forms and send to the individuals designated below®
OF THE SIGNED FORM B RELEASE. Return this sheet to the Board with your apphi
completing the reference forms must return the forms directly to the Board.

ALONG WITH A COPY
cation. Individuals

"NOTE: Program Director should be substituted far Chief of Service for applicants who are applying for a license
while still in residency training or have completed a residency within the last year. (SEE ATTACHED SEPARATE
FORM FOR PROGRAM DIRECTOR.) '

Names, addresses and telephone numbers of three references:
1) Reference #1 - Chief of Service {See Program Director Note * ahove}:

Address: ) mediecl Cealte Drot
City, State, Zip Code: Leberon, MY 0%1% 6
Telephone: (__LO% ) s

How long and in what capacity has this individual known you? _ ~ g\:'.rfi b\\,: L Eéim:\ By

2) Reference #2 - Active p_hysiciari staff member at the hospital where you have a current or recent

appointment:

Name: s Sdrebhbabnn .
Address: B Vo medicel Cadie O »’L.L&.

City, State, Zip Code: Lebeon, & 03NS (
Telephore: { GO% ) Lty ABUL

How long and in what capacity has this individual known you? __ £ W BEL T, frog Saditina oeedp s

3} Reference #3 - Active physician staff member at the hospital where you have a current or recent
appointment;

1

Name: Debben Birenkieosn
Address:__ | fag diesl Ctder (rint
" City, State, Zip Cote: Lebeepn  mH OIS [

Telephone: {__ €072} LR ww b2

How fong and in what capacity has this individual known you? _t3 yeers, Collee gUE

Note: If you are unable to provide references from these individuals because you have never held hospital
privileges, attach such an explanation to this form when you submit your application. Three other references from
physicians you have worked with most recently will then be required.



Yermont Department of Health
Chief of Service Form Board of Medical Practice
Return Directly to Board 108 Cherry Street PO Box 70
) Burlington, VT 05401

Name of Applicant; OCM E H ety oy,  padd)

The physician named above has applied to the Vermont Board of M
in Vermont. The applicant has listed your name as one who has re
the applicant's current clinical competence, ethica! character, and
regard, please complete the foltowing reference form. Thank you

edical Practice for a license to practice medicine
quisite knowledge through recent observation of
ability to work cooperatively with others.- in this
for your cooperation.

Please complete ali parts of this form. ¥f more roem is needed, please attach additional information. -

or. é%afi\ ]-—)Zmbs\i; Jan was at 32;5(5’%[‘"\0“ v"}& h 17& cocle % »(i UCC?{ E (&L{éf

from AL o tresedt

. During that -h‘me. ne/she was
(List statizs in the Instiution):

1 N - . N .
IMPORTANT NOTE: If you rate the applicant "poor” or fai" in a particular category, please elaborate on this aspect.
of the reference in as much detail as possible,

Basic mediczl o )

knowiedge: Foor _.__ Fair Average v Above Average

Professional judgment: Poor Fair Average ¥ _Above Average

Sense of responsibility Poor _ Fair Average // Above Avgerage

Moral character/ _ /

ethical conduct Poor Fair Average |V Above Average

Competence and skili: Poor Fair , Average Above Average

Cooperativeness,

ability to work with .

others: Poor Fair - Average i\ Above Average

History & physical exam /

taking: Poor Fair Average Abave Average
i :

Record keeping . - Poor Fair Average ¥_Above Average

Case presentations: Poor e Fair Average / Above Averége

Fatient management: Poor Fair Average Above Average

Physician-Patient /

relationship: Poor Fair —Average ¥ Above Average

Compstence in being able to
commuricate in reading, writing
and speaking the English

language: Poor Fair Average ¥ Above Average

s

Participation in
Medical Staff Affairs Poor Fair

~

Average Above Average



Vermont Depariment of Health
Chief of Service F Board of Medical Practice
i Service Form
" Continued 108 Cherry Sireet PO Box 70
. Burlington, VT 05401

R'EFERENCE FORM TO B%OMPLETED BY CHIEF OF SERVICE, PAGE TWO OF TWO

Name of Applicant: {Jaﬁ{ Hﬂ'ﬂsﬂ’wﬂ Mm i :

A b dedr of his
How long have you known the applicant and in what capacity? & Ypass, tolleaqgve ‘{ d;\ﬁ%%ﬁv {'é . t. '
‘ / ’ i v Etmamj SCCAR
ities of }he position at your
— ¥ Yes __ No

To the best of yaur knowledge, does/did the applicant carry out the duties and responsibil
instituion in a satisfactory manner?

Do you know of any emotional disturbance, mental iliness, organic illness, alcohol or drug probiermn, which might
impair the applicant's ability to practice medicing? Yes " No

Do you know of any pending professional misconduct proceedings or medical maipractice //
ciaims? N _ ' Yes _ ¥ No

Do you know i the applicant has been a defendant in any criminal proceeding other than .
minor Faffic offenses? Note: DW1 (Driving While intoxicated) is not minor. ) Yes __ v/ No

Do you know of any suspension, restsiction or termination of training or professional
privileges for reasons related to mental or physical irmpairment, incompetence, misconduct .
of malpractice? ’ e YES l// No

Do you know of any resignaton or withdrawal from training or of professional privileges

r

to aveid imposition of disciplinary measures? Yes _ 1/ No

Do you know of any confirmed quality problem (quality of hospitat care provided
to Medicare patients) by the Peer Review Organization (PRO} in Vermont or

elsewhera? 7 Yes t/ No
‘Do yoL: know of a failure of the applicant to complete a residency training '

program{s)? Yes ‘\,/ No
Does the appﬁéant cafl i.apon consults when needed? . \/ Yes No

in addition to the information provided on the previous 'page‘ please use the s'pace below and the reverse side ¢or
elaboration on the above and any additional information you have available w0, 8id the Board in evaluating this
applicant. Of particular vaiue o us in evalualing any candidate are comments regarding his/her notable strengths

and/or weaknesses. We would appreciate such comments from you. Any additiona! information should be attached
to this form.

The above report is based on; !

Close petsonal observation

e General impression ‘

A composite of faculty/staff evaivations
Other - Specify: : '

Ffurther certify ﬁzaz at the fime of completion of the above training, or dl;m'ng my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action.

| recommend Fﬁwi H/\m 5Slan

Name of Physic . .’
Signed: - ”’@%w L 2 Date: ﬂ! 2@/ @é
AS

Print or Type Name and Title: Keis STR 1@5}45\} 7

for licensure in Verment.




Vermont Department of Health
Chief of Service Form Beard of Medical Practice
Return Directly to Board 108 Cherry Street PO Box 70
' Burlington, VT 05401

REFERENCE FORM YO BE COMPLETED BY CHIEF OF SERV]

o . .
Name of Applicant: ( ol Hemssitem . an 0

The physician named above has applied to the Vermont Board of Medical Practice for a license
in Vermonl. The applicant has listed your name as one who has requisite knbwledée--mmﬁé‘ﬁ cent obssmvation of
the applicant's current clinical competence, ethical character, and abiiity to wark cooperatively with oltiers— T This
regard, please complete the following reference form. Thank you jor your copperation.

pra :tx-;_qgr?féadicme

Please comptete ali parts of this form.  more room is needed, please attach additonal information. -

br. P(M 1M%MV‘ was at DWMM }Qi;zﬁié’;mf , (/%ﬁj @/Zéi”\
from %ﬁ’w}( "Gfgﬂ' 0 &{A’?&u‘j
{List statiss in the institution): &%@Q 22 & -'c;,“‘h:;&v;

IMPORTANT NOTE: if you rate the appiicant "poor” or “fair” in a
of the reference in as much detail as possible,

. During that ime, he/she was

particular category, please elaborate on this aspect

Basic medical - _

knowledge: Poor Fair Average _Y_ Above Average
Professional judgment: Poor Fair Average "/Above Average
Sense of responsibility Poor Fair Average /Abqve Average

Moral character}“

N

ethical conduct: Poor Fair Average | Above Average
Competence and skill; Paor Fair Average %bove Average
Cooperativeness, .

ability to work with V/

others: Poor Fair Average . Above Average
History & physical exam

taking: Poor Fair Average Above Average
Record keeping - Poor Fair ' Average ?Above Average
Case preseniations: Poor Fair Average Above Averége
Patient management: Poor Fair Average ; Above Average
Fhysician-Patient /

retationship: Poor Fair Average Above Average
Competence in being abie to

communicate in reading, writing ]

and speaking the English . /

language: Poor Fair Average Above Average
Participation in V/

Medical Staff Affairs Poor . Fan . Jhverage _  Above Average



Vermont Department of Health
Chief of Service F Board of Medical Practice
tef of Service Form
" Continued 108 Cherry Street PO Box 70
: Burlington, VT 05401

_REFERENCE FORM TO BE COMPLETED BY CHIEF OF SERVICE, PAGE TWO OF TWO

<
Name of Applicant; &M% Rﬁimﬁ;m; MU

How long have you known the applicant and in what capacity?

e posifion at your

To the best of your knowledge ; does/did the applicant camry out the duties and responsibiﬁt&eijf,m
Yes No

institution in a satisfactory manner?

Do you know of any emationat disturbance, mental iliness, organic ifiness, aicohol or drug problem, which ght
impair the applicant's ability to practice medicine? Yes No
Do yau know of any pending professional misconduct proceedings or medical malpractice /
claims? ' Yes Mo
Do you know i the applicant has been a defendant in any criminal proceading other than - /
minor raffic offenses? {Note: DW1 {Driving While Intoxicated} is not minor.) Yes No

Do you know of any suspension, restriction or termination of training or professiortal

privileges for reascns related to mentat or physical impairment, incompetence, misconduct /
of malpractice? ' Yes No

Do you know of any resignation or withdrawal from traiming or of professional privileges v/
to aveld imposition of disciplinary measures? ’ Yes No

Do you know of any confirmed quality problem (quality of hospital care provided

to Medicare patients) by the Peer Review Omanization {PRO) in Vermont or /
elsewhere? : ‘ Yes No
‘Do yod know of a failure of the applicant fo complete a residency training : /
program(s)? Yes No
Does the app!ié:ant call ;.Jpon consults when needed? . '\/ Yes No

In addition to tﬁe information provided on the previous 'page‘ please use the space below and the reverse side for
elaboration on the above and any additional infonmation you have avaiiable to, aid the Board in evaluating this
applicant, Of particular value to us in evaluating any candidate are comrments regarding hisiher notable strengths

and/or weaknesses. We would appreciate such comments from you. Any additional information should be attached
to this form.

The above report is based on:
Close personal chservation
_______@ General impression '
Pl A composite of faculty/staff evaluations -
Other - Specify:

| further certify that at the time of completion of the above training, or d l}ring my association with the physician,
he/she was competev{\to practice medicine and hefshe was not the subject of any disciplinary action.
-

~ i .
{ recommend . Lsﬁ ‘ﬁ\\‘fﬁg_i_@w\ . for ficensure in Vermont.

Date: f\i -2{~0 ﬁ

@é&\% Dqﬂ Cf? O M%VW o |
D@-«T&"m&z\{e’i #CLZCZ? cocle ZML@'{{(CQ [ {wt
Le,.bg@ Bon ﬂ H ‘



Vermont Department of Health
Chief of Service Form Board of Medical Practice R
Return Directly to Board 108 Cherry Street PO Box 70 R
’ Burlington, VT (5401

JRR— 1

REFERENCE FORM TO BE COMPLETED BY CHIEE OF SERV]

Name of Applicant: Uu-—-‘ Hﬂ‘f‘iﬁiﬁz MELD :

The physician narned above has applied to the Vermant Board of Medical Practice for a iiﬂ@;gij;s_é ié;p e medERE
in Vermomt. The applicant has lisied YOUr name as ong who has reqguisite knowledge through recent observation of
the applicant's current clinical competence, ethical character, and ability to work cooperatively with others.. In this
regard, please complste the following reference form. Thank you for your eooperation.

Please complete ali parts of this form. If more room is nesded, please attach additional information, )
Or. P/Aw&w umm;’g sy el was at Wima'

from NS 10 Pﬂ Fesern T . During that time, he/she wes
‘ ‘ LT e bean s A fuit Qﬁfﬂ%ﬁ‘fg ' £ j i be e
{List status in the Institution); [ (@ ~ YV %l; [ o ﬁ#ﬁ""‘ fog flysitidag
" (LiTgE - ¥ v f;j,é\r\ti‘,ﬁ- f{i@«g/}

please elaborate on this aspect

IMPORTANT NOTE: i Yyou rate the applicant "poor™ or “air” int a particular category,
of the reference in as much detai! as possible.

Basic medical

knowledge: __Poor”’ Fair Average Y Above Average

Professional judgment Poor Fair Average J[___ Above Average

Sense of respohsibility Poor Fair Average f  Above Avefage

Moral character/ )

ethical conduct: Poor Fair Average v Ahove Average

Competence and skiil: Poor Fair Average v/ Above Average

Cooperativeness,

ability to work with . J

others: Poor Fair Average . Above Average

History & physical exam J

taking: Poor Fair Average Above Average
' ‘

Record keeping . - Poor Fair Average W/ _ Above Average

Case presentations: Poor Fair Average J Above Average

Patient management: Poor Fair Average W Above Average

Physician-Patient :

relationship: Poor Fair | Average Above Average

Competence in being able to
communicate in reading, writing
and speaking the English

language: Poor Fair Average _ Above Average
Participation in
- Medical Staff Affairs Poor Fair - Average Above Average



Yermont Department of Health
Chief of Service F Board of Medical Practice
ief of Service Form
| Continued 108 Cherry Street PO Box 70
. Burlingten, VT 05401

REFERENCE FORM TO BE COMPLETED BY CHIEF OF SERVICE, PAGE TWO OF TWO

%ok &
Name of Applicant: f"}“% H ernyiy ij? iy,

How long have you known the applicant and in what capacity?

To the best'of your knowledge, does/did the a

pplicant carry out the duties and responsibiities of the position at your
institution in a satisfactory manner?

Yes No

Do you know of any emational disturbance, mental illness, organic finess, alcohol or drug problem, which might
imipair the applicant's ability to ‘practice medicine?

Yes o  No
Do you Icndw of any pending professional misconduct proceedings or medical malpractice
claims? ‘ : Yes _ Y No
Do you know if the applicant has been a defendant in any criminal proceeding other than /
minor taffic offenses? (Note: DW! (Driving While Intoxicated) is not minor.) Yes No
Do you know of any su'spension, restriction or tetmination of training or professionai
privileges for reasons related to mental or physical irmpaimment, incompetence, miscondyct ' A
or maipractice? ‘ __Yes v No
Do you know of any resignation or withdrawal from training or of professional privileges
to avoid imposition of disciplinary measures? ' Yes _/ No
. Do you know of any confirmed quality preblem (quality of hospital care provided
to Medicare patients) by the Peer Review Crganization (PRO} in Vermont or
sisewhere? _ Yes J No
‘Do yoﬁ know of a failure of the applicant to complete a residency training v,
program{s)? Yes _ No
Does the appﬁéant call ﬁpon consults when needed? . v Yes No

 In addition to fhe information provided on the previgus 'page, please use the s'pace below and the reverse side for
elaboration on the above and any additional information you have available o, aid the Board in evaluating this
applicant. Of particuiar valiue to us in evatualing any candidate are commernts regarding histher notabie strengths

and/or weaknesses. Wa would appreciate such comments from you. Any additional information should be attached
to this formn.

The above report is hased on: |
«" Close personal observation
—ee - General impression '
e A composite of faculty/staff evaluations -
Cther - Specify:

¥ further certify ﬂwat at the time of completion of the above training, or dl.}ring my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any dis¢iplinary action.

'} § LI W
| recommend '{5&{)‘ L H{mfﬁ PS8 1 O
Name of Physician

Signed: ' @-@W L WMA/J”"' " bate: 7 / ?)f/ 4 b |

Print or Type Name and Title: Q'% g - @4 p\w By

for licensure in Vermont.




109 State Street

Tel.:

Montpelier, VT 05609-1106 ﬁ
(802) 828-2673
Fax: (802) 8285450

e

AQ
mm il
YR

State of Vermant
Board of Medical Practice

March 8, 2000

‘Paul David Hanissian, MD

Dept. Of CObstetrics and Gynecology
Dartmouth~Hitchcecock Medical Center
Lebanon, NH 03756

Dear Doctor Hanissian:

Your application for medical licensure appears to be complete.
It now becomes yvour responsibility to contact the Board member
listed below to arrange for your personal interview:

Philip P. Trabulsy, M.D.
101 Brae Loch Road
Colchester, Vermont 05446
(802) 893-7624

You must complete your interview within six months from the date
of this letter or vour application will be considered stale.
This means that you will have to update the following:
Verifications from states ever licensed; three letters of
recommendation and the Federation Disciplinary report.

The full Board will act upon yvour request for licensure at their
first, regularly scheduled Board meeting following vour
interview. The Board of Madical Practice usually meets on the
first Wednesday of each month.

Should you have guestions or concerns, please feel free to
contact us.

Sincerely,

e

Kim Johnson
Staff Assistant

/kad



109 State Street
Mentpelier, VT 05609-1106
Tel: (802)828-2673

Fax: (802)828-5450

" 'State of Vermont

Board of Medical Practice

March 8, 2000

Philip P. Trabulsy, M.D.
101 Brae Loch Road
Colchester, VT (05446

Dear Doctor Trabulsy:

The application for medical licensure for Paul David Hanissian,
MD appears complete, and is enclosed for your review. The
applicant will be calling yvou to schedule a personal interview.
Following the interview, you may present the application at the
firgt, regularly scheduled Board meeting.

Should vou have any questions or concernsg, please let me know.

Sincerely,

o i i
Kim Johngon
Staff Assistant
/kad

Enclosures



VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PG Box 70
Burlington VT 05402-0070
802 657-4220 or 800-745-7371

2010 PHYSICIAN'S LICENSE RENEWAL APPLICATION ..

PART i
License Number: 042-0010038
1. Yourlegal name: 1
Paul David Hanissian et 18 200
a. Have you ever legally changed your name? __ Yes _X No |

If yes, enter your former name and any other name(s) under which you were llcenspci B Vermnnf O e
elsewhere in the past two years;

Last Name First Name Middle Name: Suffix

b. Indicate your name, as it should appear on your license:

Last Name First Name Middie Name: Suffix

2. Your Date of Birth: -

3. Mailing Address and email address;
DHMC Dept Obstetrics & Gynecology ‘

One Medical Center Drive
Lebanon, NH 037586

Work Address:

4.
DHMC Dept Obstetrics & Gynecology
One Medical Center Drive
Lebanon, NH 03756
5. Please check your preferred mailing address: Home \ Work

NOTE: The mailing address will be publiciy listed on the Board’s web site.

6. Home Telephone Number with Area Code: ‘

. Work Telephone Number with Area Code: ( O3 ) L83 % 83172

-3

<o

. E-mail address (if not appearing in #3):




Piease check here if the Department of Health may use this e-mail address to send you public health
information.

\a’yes o no
PART il
8. Were you in active clinical practice in Vermont in the past 12 Months? o yes \m no

10. Do you hold, or have you ever held, a medical license (including temporary) in any other state?
TSwyes ©no

If yes, complete the section below and attach additional pages if necessary.

State License Number Type of License  Dafe Issued  status (Active, Inactive, or other,
: conditioned, restricted, limited)
NH 1995 et ceoes
ME 1995 1evachyd

If necessary, please use an additional sheet and check this box: ...... O

11.  Medical Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of
graduation if not listed below.

UMDNJ Robert Woed Johnson, Piscataway
5/22/1991

12. Graduate Medicat Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or
completed that is not listed below.

Maine Medical Center ,ME
1995 )

If necessary, please use an additional sheet and check this box; ...... 0

13. Speciaity Board Certification [26 VSA § 1368(a)(9)]

Please verify the following information regarding your specialty board certification and update as
necessary using the attached Specialty Codes List.

Gynecology
American Board of Obstetrics and Gynecology
1997,2007 zocog, 2009

Specialty Specialty Name (if code {Board Certified Year Year
Code unknown) Name of Board Cerlified  |Recertified
Cyes [Ino
Cyes ino

14. Years of Practice [26 VSA § 1368(a)(10)] Ao %
Month and year you started practicing as a physician? Sep=95

15. Hospital Privileges [26 VSA § 1368(a)(11)] o Check here if none




List all information for all hospitals where you currently have hospital staff privileges if not listed
below:

Mary Hitchcock Hospital (NH) Chreshire mMadieet Cendar, IKna, i

L.ebanon, NH

Mount Asgutney Hospital
Windsor}‘(\ .
ANY "YES” RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE
ENCLOSED FORM A.

16. Have you ever applied for and been denied a license to practice medicine or any other healing

e o yes \ET\QO

17. Have you ever withdrawn an application for a license to practice medicine or any other healing

art?
Ay
0 yes h\no

18. Have you ever voluntarily suspended, surrendered or resigned a license to practice medicine
or any other healing art in lieu of disciplinary action or any other reason?

J

oyes oo

19. Are any formal disciplinary charges pending or has any disciplinary action ever been taken
against you by any governmental authority, by any hospital or heaith care facility, or by any
professional medical association (international, national, state or local)?

cyes mno _
20. Have you ever been denied the privilege of taking an examination before any state medical
examining board?

D yes E\no

21. Have you ever discontinued your education, training, or clinical practice for a period of more
than three months?

nyes 'mno

22, Have you ever been dismissed or suspended from, or asked to leave a residency training
program before completion?

o yes \x\no

23, Have you ever had staff privileges, employment or appointment in a hospital or other health
care institution denied, reduced, suspended or revoked, or resigned from a medical staff after a
complaint or peer review action was initiated against you?

G yes }\no

24. Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended, revoked, denied, or restricted by, or surrendered to any jurisdiction or federa! agenecy
at any time?

O yes D\QO
25. Do you currently or have you ever prescribed any prescription medication over the internet?
This does not include prescribing you would do using electronic medical records in your practice,

[ yes no
26. Are you presently or have you ever been a defendant in a criminal proceeding?

o yes \@\{10




PART lii

(Unless otherwise ordered by a court, your responses to the questions in Part Ill are considered
exempt from public disclosure.)

- Any-"yes" response to the questions below must be fully expiained onthe-enciosed Form A.

27. To your knowledge, are you the subject of an investigation by any other licensing board under

which iou have not been charged as of the date of this application?

28. To your knowledge, are you presently the subject of a criminal investigation under which you
have not been charged?

The following definitions are provided to assist you in answering questions 29 through 31.

“Ability to practice medicing” - This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned
medical judgments, and to learn and keep abreast of medical developments; and
2. The ability to communicate those judgments and medical information to patients and

cther health care providers, with or without the use of aids or devices, such as voice
amplifiers; and .

3. The physical capability to perform medical tasks such as physicai examination and
surgical procedures, with or without the use of aids or devices, such as corrective lenses
or hearing aids.

"Medical condition” - Includes physiological, mental or psychological conditions or disorders,
such as, but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy,
epitepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental
retardation, emotional or mentat liiness, specific learning disabilities, hepatitis, HIV disease,
tuberculosis, drug addiction, and alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one’s
functioning as a licensee.

"Chiemical substances” - This term is to be construed to include alcohol, drugs, or medications,
including those taken pursuant to a valid prescription for legitimate medical purposes and in
accordance with the prescriber's direction, as well as those used illegally.

"Controlled substances” - This term means those drugs listed on Schedules | through V of
Section 202 of the Controlled Substances Act (21 USC § 812).

“lilegal use of controlled substances” - This term means the use of drugs, the possession or
distribution of which is unlawful under the Controlied Substances Act, as periodically updated by
the Food and Drug Administration. This term does not include the use of a drug taken under the
supervision of a licensed health care professional or other uses authorized by the Centrolled
Substances Act or other provisions of federal law.

29. Do you have a medical condition that potentially or in any way impairs or limits your ability fo

practimur field of practice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances

that your medicat condition is reduced or ameliorated because, for example,

you have received or do receive ongoing treatment (with or without medication} or have
participated or do participate in a monitoring program.




30. Are you currently engaged in the use of alcohol or other chemical substances that potentially
or m any way impairs your ability to practice medicine in your field of practice with reasonable

in explanmng a "Yes" answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in &
monitoring program.

31. Are iou currentli engaged in the iliegal use of controlled substances?

CONFIDENTIAL ASSISTANCE iS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For
further information about this program, call 802-223-0400 (a confidential line).

The following questions are required by Vermont law, 26 VSA'§ 1368, to update and maintain a data ‘
repository within the Department of Health and to make individual profiles on all health care professicnals
licensed, certified, or registered by the Department available to the public. Your physician profile is
tocated at the following website http://healthvermont gov.

Please include photocopies of court papers, licensing authority decisions, and any other reievant
documents if your answers to questions 32 through 37 have changed since your last application,
We cannot process your application without them.

32. Criminal Convictions [26 VSA § 1368(a)(1)] \%Check here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DU but not
speeding or parking tickets} of which you have been convicted within the past ten years not listed
below. Please provide completfe copies of documentation for each matter.

None reported

33 Nolg Contendere/Matters Continued [26 VSA § 1368(a)(2)] \E\Check here if none

Please provide a description of all charges to which you pleaded “nolo contendere” (*] wiii not
contest it”) or where sufficient facts of guilt were found and the matter was continued without a
finding by a court of competent jurisdiction not listed below. Please provide complete copies of
documentation for each matter,

None reported

34. Verment Board of Medical Practice Matters [26 VSA § 1368(a)(3)] \'\Check here if none

Please provide a description of ali formal charges served, findings, conclusions, and orders of the
Board of Medical Practice (including stipulations), and final disposition of such matters by the
courts, if appealed.

35 Licensing or Certification Authority Matters in Other States {26 VSA § 1368({z)(4)]
\RCheck here if none

Pleasé provide a description of all formal charges served by licensing or certification authorities of
other states, the findings, conclusions, and orders of such authorities, and final disposition of
such matters by the courts, if appealed, in those states, if not listed below. Please provide
complete copies of documentation for each matter.




None reported

38. Restriction of Hospital Privileges [26 VSA § 1368(a)(5)]

A Revocation/Involuntary Restrictions \E_l Check here if none

-Please provide a description of any revocation.or involuntary restriction-of your hospital
privileges that were related to competence or character and were issued by the hospital's
governing body or any other officiai of the hospital after procedural due process
(opportunity for hearing) was afforded to you if not listed below. Please provide
complete copies of documentation for each matter.

None reported

B. Other Restrictions \B\Check here if none

Please provide a description of all resignations from, or non-renewal of, medical staff
membership or the restriction of privileges at a hospital taken in lieu of, or in settlement
of, a pending disciplinary case related to competence or character in that hospital if not
listed below. Please provide complete copies of documentation for each matter.

Ncne reported

AW Iad

Medical Malpractice Court Judgments/Settlements [26 VSA § 1368(a)(6A)}

[ 5]
=l

A Judgments \Q Check here if none

Please compiete the attached Form A and provide a description of all medical
malpractice court judgments against you and all medical maipractice arbitration awards
against you within the past 10 years (10 years from payment date) in which a payment
was awarded to a complaining party if not listed below. Please provide complete
copies of documentation, to include final disposition and, if possible, a copy of the
complaint for each matter.

None reporied
B. Settlements : \E‘ Check here if none

Please provide a description of all settlements of medical malpractice claims against you
within the past 10 years (10 years from payment date) in which a payment was awarded
to a complaining party if not listed below. Please provide complete copies of
documentation, to include final disposition and, if possible, a copy of the
complaint for each matter.

None reported

38 Appointments/Teaching [26 VSA § 1368(a)(12)]

Note: Answering #38 is optional. By answering, you are granting permissicn to have this
information posted on the web, gxactly as provided to the Board.

A Appointments r: Check here if none

Please provide information about your appointments to medical school or professional
schoot facutties if not listed,

None reported




B. Teaching 3 Check here if none

Please provide information regarding your responsibility for teaching graduate medical
education within the past 10 years if not listed.

None reported
39. Publications: [26 VSA § 1368(a)(13)] o Check here if none

Note: Answering #39 is optional. By answering, you are granting permission to have this
information posted ¢n the web, exactly as provided to the Board.

Please provide information regarding yeur publications in peer-reviewed medical literature within
the past 10 years if not listed.

40, Activities [26 VSA § 1368(a)(14)] & Check here if-none

~ Note: Answering #40 is optional. By answering, you are granting permission to have this
information posted on the web, exactlyv as provided to the Board.

Please provide information regarding your professional or community service activities and
awards if not listed.

None reported

41, Practice Setting [26 VSA § 1368(a)(15)] o Check here if none
What is the location of your primary practice setting?

L&bernon, NH
. Lesenon
42. Transiating Services [26 VSA § 1368(a){16)] o Check here if none

Please identify any translating services available at your primary practice location.
Are any translating services available at your primary practice location?

If yes, please describe here the franslating services available:

None

43. Medicaid/New Patients [26 VSA § 1368(a)(17)]

A, Medicaid participation
Do you participate in the Medicaid program? \:J\yes 0 no
B. New Medicaid Patients

Are you currenily accepting new Medicaid patients? \_ﬂ,\yes o no

Part vV

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support,
Taxes, Unemployment Compensation Contributions regardiess of whether or not you have
children

[ hereby affirm that the information provided above is true and accurate, and that | have answered the
questions to the best of my knowledge and ability.




_
Date: Gz o /(‘ H%«u»,x

Applicant's Signature




Physician Profile Update

26 VSA § 1368 requires the Department to provide you with a copy of your profile prior to the
initial release to the public and each time your profile is modified or amended. We intend to use the
infermation in your renewal appiication for your physician profile.

Please let us know whether you wish to have your profile omit the following. information by
checking the "“OMIT” box below. If the box is not checked, we will include the information in your
profile:

OMIT FROM PROFILE

\B\ Appointments to medical school or professional schooi faculties, and an indication as to
whether you have had a responsibility for teaching graduate medical education within the
last 10 years.

N, Information regarding publications in peer-reviewed medical literature within the iast 10
years.

\Q Information regarding professional or community service activities and awards.
S

Again, thank you for your cooperation.




Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO “"YES" ANSWERS ON THIS FORM

{Questions 16 and 17) Withdrawal or denial of License - Aftach documents

State

Year

Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise

terminated

(Question 18) Voluntarily surrendered or resigned a license to practice medicine or any healing art

- Attach documents

State Year
Circumstances

{Question 19) Disciplinary charges or action - Attach documents

Name of organization involved Date

Puration

Action taken (circle all that apply)

01 Revocation of right or privilege

02 Suspension of right or privilege

03 Censure

04 Written reprimand or admonition

05 Restriction of right or privilege

06 Non-renewal of right or privilege

07 Fine

G8 Required performance of public service
08 Education/Training/Counseling/Monitoring
10 Denial of rights or privilege

11 Resignation

Circumstances

12 Leave of absence

13 Withdrawai of an application

14 Termination or non-renewal of contract
15 Medical Records Suspension

16 Probation

17 Assurance of Discontinuance

18 Consent Agreement

19 Letfer of Agreement

20 Expulsion from Membership

21 Reprimand

22 Other {specify)

{Question 20} Denial of examination privileges - Attach documents

State

Year

Circumstances under which examination privileges denied




(Questions 21 and 22) Residency Training Program(s) not completed - discontinued education,

training, practice - Aftach documents

Residency Training Program(s)

Location of Programs Year

Circumstances

{Question 23} Affecting Health Care Institution Staff Privileges, Employment or Appointment -
Attach documents

Institution involved

Location Year

Circurmnstances

(Question 24) Privilege to prescribe controlled substances - Attach documents

Name of organization involved

Type of restriction Date

Circumstances of restriction

{Question 25) internet prescribing

Please provide a generai description of your pracﬁce of internet prescribing




(Questions 26 and 28} Criminal Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date
Plea? Yes No Date

(Question 27} Investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Location of Licensing Board

Circumstances

(Questions 29-30) Medical condition, treatment, use of chemical or illegal substances

Treating organization

Address Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iliness or dependency to

Dates of treatment to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program




{Question 37) Medical Malpractice Claim

Please provide the following information regarding each instance of alleged malpractice. This section
should be photo copied and filled out separately for each claim. Additional sheets may be obtained/used
if necessary, )

_Insurer

Claimant name

Description of alleged claim (allegations only): This does not constitute an admission of fault or liability.

Please indicate:

1. Patient's condition at point of your involvement;

2. Patient’s condition at end of treatment;

3. The nature and extent of your involvement with the patient;

4. Your degree of responsibility for the course of treatment in leading to the claim; and
5. Narrative of event.

- If the incident resulted in patient’s death, indicate cause of death according to autopsy or patient chart:

Your role (circle one):

- 01 Anesthesiologist 11 PGY 4
02 Primary Care Physician 12 PGY 5
C3 Referring Physician 13 PGY 6
G4 Attending Physician 14 PGY 7
05 Consultant Specialist 15 Workmen's Compensation Evaluator
06 Surgeon 16 Court Psychiatrist
07 Fellow 17 On-Call Physician
08 PGY 1 18 Group Practitioner/Partner
09 PGY 2 19 Other: Specify
10 PGY 3 20 Unknown

Your Legal Representative in this matter (include name, address and telephone number)

Name

Firm

City, State, Zip

Phone

Indicate Decision, Appeal, Settlement, Dismissal:
If a Court or Arbitration Panel heard your case, indicate the following:

Court

]




Court's location

Docket number

Date the action was filed

. Decision determined by (check one):. Judge. WJury Arbitration Panai . ... ...

Decision: - Award:

If your case was appealed, indicate the following: Date appeal filed (month, day, year)
I
Date appeal decided: (month, day, year) / /

If your case was seftled, indicate the following;

Settlement amount paid on your behalf;

Total settlement amount:

Date of setflement. (month, day, year) /! /

Case dismissed against you Against all defendants
Important: In addition to the ahove information, please attach a copy of the complaint and final
judgment, settlement and release, or other final disposition of the claim. This information can be
obtained from your legal representative.

Additional information, if any:




VERMONT’S PRESCRIPTION CONFIDENTIALITY LAW
Prescriber Data-Sharing Program

CONSENT FORM

Under Vermont’s Act 80, a law passed in 2007, pharmaceutical companies may not use information that identifies

. brescribers in prescription drug records for marketing or promoting prescription drugs unless the prescriber
consents. The text of the law, which took effect July 1, 2009, is found at 18 V.8, A. § 4631, The Vermont Attorney
General has links to the statute and further information about the implementation of this law on the website. Go to
hitp:/iwww. ate state vius/ and follow the link for Prescribed Products and then look for information on Prescription
Confidentiality,

if you wish, you may permit your identifying information in drug prescription records to be used for marketing and
promoting of prescription drugs. The only way to grant permission is by giving your consent in the manner
described below. If you do not consent, your identifying information from prescription drug records cannot be used
for marketing or promoting prescription drugs.

The list of everyone who has a current consent on file with their licensing board, as well as consent and revocation
forms are available online at: http:/healthvermont.gov/he/med_board/bmp.aspx. You may check this site at any time
to confirm your status. 1f you consent, your consent is effective until you revoke your consent. 1f you wish to make
a change, you may download consent and revocation forms at the web address above. If you do not have web
access, you may contact your licensing board for assistance.

How to consent: [f you want to consent to the use of your information for marketing and promoting prescription
drugs, sign your name, complete the form, and return it as part of your license application or license renewal, If you
consent, your name will be included on the list of Vermont prescribers who have consented, and your information
may be used for marketing and promoting prescription drugs. You may also complete this form at any time and

mail it to your licensing board.

If you do not consent; if you do not wish your identifying information in prescription drug records to be used for
marketing or promoting preseription drugs, you reed do nothing,
If you choose not to consent, please leave this form blank.

BOE kR R R ok R Rk E R Ok ok N ok K ok ok ok R ok ok sk kR ok e ok ok Sk % R R K ok A % ok ok %

To consent, sign, date, and fiil out the form below. Return the completed form with your license application or
license renewal or mail the form to Board of Medical Practice, PO Box 70, Burlington, VT 045470-0070.

I consent:

Signature Date

Name (printed or typed)

License type (profession) Vermont License Number

Mailing Address

City, State, Zip




VERMONT’S PRESCRIPTION CONFIDENTIALITY LAW
Prescriber Data-Sharing Program

REVOCATION OF CONSENT FORM

IT at any time a prescriber wishes to revoke his or her consent to use of prescriber identifiable drug information, the
. revocation must occur using this form,

I (print name} hereby revoke my consent to the use of regulated records which
include prescription information containing my prescriber-identifiable data for the purpose of marketing or
promeoting a prescription drug.

Signature Date

Name (printed or typed)

License type (profession) Vermont License Number

Mailing Address

City, State, Zip

Please mail your completed form to:

Board of Medical Practice
Vermont Department of Health
PO Box 70

Burlington, VT 05402-0070




State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or
Penalties for a Violation or Criminal Offense

I hercby state that I am in good standing with respect to any unpaid judgment issued by the judicial bureau or
district court for fines or penalties for a violation or criminal offense.

I understand that a license may not be issued or renewed without such a statement.

I further understand that, for the purposes of this section, a person is in good standing with respect to any

unpaid judgment issued by the judicial bureau or district court for fines or penalties for a violation or criminal offense
if:

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

{2) the person is in compliance with a repayment plan approved by the judiciary.

Signature: f . } {K—\k Date: 9 24 / z06]) e

PLEASE NOTE:

In accordance with 4 V.8.A. §1110 {b), you must sign, date, and return this Statement of Good Standing in order for us
to renew vour license. Thank you. A




Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3.

Regarding Chifd Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certifles that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child support payable under a support
.order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obligation is overdue; or liability
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved
by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would im pose an
unreasonable hardship. (15 V.S.A, § 795)

1. You must check one of the two staterments below regarding child support regardless whether or not you have children;

. | hereby certify that, as of the date of this application: (a) 1 am not subject to any support order or (b) | am subject to a support order
and | am in good standing with respect to it, or {c) 1 am subject to a support order and | am in full compliance with a plan to pay any
and all child support due under that order.

or
U 1 hereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Application for Hardship".
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed unhless the
person certifies that he or she is in good standing with the Department of Taxes. "Good standing” means that no taxes are due and payable and all
returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment ptan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. (32 V.8.A. § 3113)

2, .You must check one of the two statements below regarding taxes:

;Iﬁl i hereby certify, under the pains and penaities or perjury, that1am in dood standing with respect to or in full compliance with a plan to
pay any and all taxes due fo the State of Vermont as of the date of this application. {The maximum penalty for perjury is fifteen years in
prison, a $10,000.00 fine or both).

or

L Ihereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and 1
hereby request that the licensing authority determine that immediate payment of taxes would impese an unreasonable hardship.
Please forward an "Application for Hardship™.

Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shalf grant, issue or renew any license or other authority to conduct a trade or business
{including a license to practice a profession) to, or enter Info, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penalties of perjury, that the employing
unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of contributions due as
of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and alf contributions or
payments in lieu of contributions payable if: (1) no contributions or payments in lieu of contributions are due and payablie; {2} the liability for any
contributions or payments in lieu of contributions due and payable is on appeal; (3) the employing unit is in compliance with a payment plan
approved by the Commissioner; or (4} in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in
lieu of contributions due and payable would impose an unreasonable hardship.

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment
contributions:

O | hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments in lieu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
application. {The maximum penaity for perjury is 15 years in prison, a $10, 000.00 fine or both.)

or .

(1 thereby certify that [ am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and 1 hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship,

or
)EK 1 hereby certify that 21 V.5.A. § 1378 is not applicable to me because | am not now, nor have | ever heen, an employer.

Social Security #* _ Date of Birt_

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.5.C. § 405 {c){2){C), and will be used by
the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to identify individuals affected
by such laws, and by the Office of Child Suppori.

STATEMENT OF APPLICANT

i certify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or omission of information is unlawful and may jeopardize my license/certification/registration status.

-

Signature of Applicant n j\j{ﬂ;;;ﬁ Date < ! “‘[\4\} 7.0 '}()
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VERMONT DEPARTMENT OF HEALTH ) %w

BOARD OF MEDICAL PRACTICE Sy
108 Cherry Street, PO Box 70 pd {5/
Burlington VT 05402-0070 -

802 657-4220 or 800-745-737¢7

2008 PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART I
License Number: 042-0010038
1. Your legal name:
Paul David Hanissian
a. Have you ever legally changed your name? ___Yes\_"___ No

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or elsewhere
in the past two years;

l.ast Name First Name Middie Name: Suffix

b. Indicate your name, as it should appear on your license:

L.ast Name First Name Middle Name:

2. Your Date of Birth: - \ E‘:; oct -6 20 },!

3. Home Address and email address:

Dept. of Obstet@g & Gynecology
Dartmouth Hitchdegk Medical Center
Lebanon, N4 03756%

4. Work Address:
Dept. of Obstetrics & Gynecology ;| ©na Mmadics] Cenler Drive
Dartmouth Hitchcock Medical Center
Lebanon, NH 03756

5. Please check your preferred mailing address: Home \J Work

NOTE: The mailing address will be publicly listed on the Board’s web site.

6. Home Telephone Number with Area Code:_

7. Work Telephone Number with Area Code: ( 403} 6532 -9312

8. E-mali} address {if not appearing in #3);

Please check here if the Department of Health may use this e-mail address to send you public health information.
Hyes ano




PARTH
9. Were S(ou in active clinical practice in Vermont in the past 12 Months? =z yes ono

10. Do you hold, or have you ever held, a medical license {including temporary) in any other state?

ELYes Ono

If yes, complete the section below and attach additional pages if necessary.

State License Number Type of License  Date Issued Status (Active, Inactive, or other,
pH qu gy ha 8 1< en 4 507 5Eon (S o %5_?nchttoned, restricted, limited)
N\é OjdoYe o iA% s [ mectig

if necessary, please use an additional sheet and check this box; ..... a

1. Medical Professional Schools [26 VSA § 1368(a)(7}]

Please provide the names of medical professional schools you attended and the dates of graduation if not
listed below.

UMDNJ Robert Wood Johnson, Piscataway
5/22/1891

12, Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
not listed below.

Mewne  pPadh el Cenf-‘\’f’_ Jod,‘ﬂc:qr)J ME FFUN - 1995 ¢
if necessary, please use an additional sheet and check this box: ...... W

13. Specialty Board Certification [26 VSA § 1368(a)(9)]

Please verify the following information regarding your specialty board certification and update as necessary
using the attached Speciaity Codes List.

Obstetrics and Gynecology

Specialty Specialty Name (if code [Board Certified Year Year
Code unknown) Name of Board Certifled  |Recertified
Yo Ryes dnmo | ARdg 129 | 2000
COyes DOno

14. Years of Practice [26 VSA § 1388(2)(10)]
Month and year you started practicing as a physician? Rugousi, 19957

15. Hospital Privileges [26 VSA § 1368(a)(11)] o Check here if none

List all information for all hospitals where you currently have haspital staff priviteges if not listed below:
My, Hiichentl  pemonia | Hm{oﬁa ! , Lrberon asd

mov~t Ascotqug H(’)‘}F\‘\f—- I Lrindsor, VT
ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
FORM A.

16. Have you ever applied for and been denied a license to practice medicine or any other healing art?




oves mno
17. Have you ever withdrawn an application for a license to practice medicine or any other healing art?

gyes WNo

18. Have you ever voluntarily suspended, surrendered or resigned a license to practice medicine or any
other healing art in lieu of disciplinary action or any other reason?

o yes “mNo

19. Are any formal disciplinary charges pending or has any disciplinary action ever been taken againsf you
by any governmental authority, by any hospital or health care facility, or by any professional medical
association {international, national, state or local)?

coyes Hno

20. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

nyes ®no

21. Have you ever discontinued your education, training, or clinical practice for a period of more than three
months?

oyes Wno

22. Have you ever been dismissed or suspended from, or asked to leave a residency training program
before completion?

cyes Hno

23. Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked, or resigned from a medical staff after a complaint or
peer review action was Initiated against you?

oyes (xno

24. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time?

Oyes 'Eno

25, Do you currently or have you ever prescribed any prescription medication over the internet?
oyes ®no

26. Are you presently or have you ever been a defendant in a criminal proceeding?

oyes gno

PART ili

{Unless otherwise ordered by a court, your responses to the questions in Part Il are considered exempt
from public disclosurs.)

Any "yes" response to the questions below must be fully explained on the enclosed Form A.

27. To your knowledge, are you the subject of an investigation by any other licensing board under which
you have not been charged as of the date of this application?

28. To your knowledge, are you presently the subject of a criminal investigation under which you have not
been charged?




The following definitions are provided to assist you in answering questions 29 through 31.

"Ability {0 practice medicine” - This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
judgments, and to learn and keep abreast of medical developments; and

2. ~Theabflity to communicate those judgments and medical inforrmation to patients-and other heaith—
care providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical

procedures, with or without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition” - Includes physiological, mental or psychological conditions or disorders, such as, but
not fimited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscutar
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental
iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcohotism.

"Currently” - This term means recently enough to have a real or perceived impact on one’s functioning as
& licensee.

"Chemical substances” - This term is to be construed to include alcohol, drugs, or medications, including
those taken pursuant o a valid prescription for legitimate medical purposes and in accordance with the
prescriber's direction, as well as those used illegally.

"Controlled substances” - This term means those drugs listed on Schedules | through V of Section 202 of
the Controlled Substances Act (21 USC § 812).

"lilegal use of controlled substances" - This term means the use of drugs, the possession or distribution
of which is unfawful under the Controlled Substances Act, as periodically updated by the Food and Drug
Administration. This term does not include the use of a drug taken under the supervision of a licensed
health care professional or other uses authorized by the Controlled Substances Act or other provisions of
federal law.

29. Do you have a medical condition that potentially or in any way impairs or limits your ability to practice

medim practice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

you have received or do receive ongoing treatment (with or without medication) or have
participated or do pariicipate in a monitoring program.

30. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any
way impairs your ability to practice medicine in your field of practice with reasonable skill and safety?

- In explaining a “Yes” answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication} or have participated or do participate in a
monitoring program.

31. Are you currently engaged in the illegal use of controlled substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For
further information about this program, call 802-223-0400 (a confidential line).




PART IV

The féE!owing questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository
within the Department of Health and to make individual profiles on ail health care professionals licensed, certified,

or registered by the Department available to the public. Your physician profile is located at the following website
http://healthvermont. gov.

Please include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 32 through 37 have changed since your last application. We
cannot process your application without them.

32. Criminal Convictions [26 VSA § 1368(a)(1)] \Eﬂ Check here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but not speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each matter.

None reported

33 Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] = Check here if none

Please provide a description of all charges to which you pleaded “nolo contendere” (] will not contest it"y or
where sufficient facts of guilt were found and the matter was continued without a finding by a court of
competent jurisdiction not listed below. Please provide complete copies of documentation for each
matter.

None reported

34, Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] \ Check here if none

Please provide a description of ail formal charges served, findings, conclusions, and orders of the Board of
Medical Practice (including stipulations), and final disposition of such matters by the courts, if appealed.

35.  Licensing or Certification Authority Matters in Other States [26 VSF{§ 1368(a)4)]
Check here if none

Please provide a description of all formal charges served by licensing or certification authorities of other
states, the findings, conclusions, and orders of such authorities, and final disposition of such matters by the
courts, if appealed, in those states, if not listed below. Please provide complete copies of
documentation for each matter.

None reported

36. Restriction of Hospital Privileges [26 VSA § 1368(a)(5))

\

A, Revecation/Involuntary Restrictions & Check here if none

Please provide a description of any revocation or involuntary restriction of your hospital privileges
that were related to competence or character and were issued by the hospital’s governing body or
any other official of the hospital after procedural due process {opportunity for hearing) was afforded
to you if not listed below. Please provide complete copies of documentation for each matter.

None reported

B. Other Restrictions \m Check here if none




Please provide a description of all resignations from, or non-renewal of, medical staff membership
or the restriction of privileges at a hospital taken in fieu of, or in settlement of, a pending disciplinary
case related to competence or character in that hospital if not listed below. Please provide
complete copies of documentation for each matter.

37.

38.

39.

None reported

Medical Malpractice Court Judgments/Settlements [26 VSA § 1368(a)}{6A)]

A,

T,
Judgments “m Check here if none

Please complete the attached Form A and provide a description of all medical malpractice court
judgments against you and all medical malpractice arbitration awards against you within the past
10 years (10 years from payment date) in which a payment was awarded to a complaining party if
not listed below. Please provide complete copies of documentation, to inciude final
disposition and, if possible, a copy of the complaint for each matter.

None reported

Settlements \\3 Check here if none

Please provide a description of all settlements of medical maipractice claims against you within the
past 10 years (10 years from payment date} in which a payment was awarded to a complaining
party if not listed below. Please provide complete copies of documentation, to include final

disposition and, if possible, a copy of the complaint for each matter.

None reported

Appointments/Teaching [26 VSA § 1388(a){12)]

Note: Answering #38 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided fo the Board,

Appointments 0 Check here if none

A
Please provide information about your appointments to medical school or professional school
facuities if not listed.
None reported

B. Teaching 1 Check here if none
Please provide information regarding your responsibility for teaching graduate medical education
within the past 10 years if not iisted.
None reported

Publications: {26 VSA § 1368(a)(13)] o Check here if none

Note: Answering #39 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

Please provide information regarding your publications in peer-reviewed medical literature within the past
10 years if not tisted.




40. Activities [26 VSA § 1368(a)(14}] o Check here if none

Note: Answering #40 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

Please provide information regarding your professional or comfnunity service activities and awards if not
listed.

None reported

41. Practice Setting [26 VSA § 1368(a){(15)] 0 Check here if none

What is the focation of your primary practice setting?
Lebepon, N &
42, Translating Services [26 VSA § 1368(a)(16)] &1 Check here if none

Please identify any transiating services available at your primary practice location.
Are any fransiating services available at your primary practice location?

If yes, please describe here the iranslating services available:
None Sy oiiied b\a\ Oertmaotl, Richeordk  Madcct Coafer

43.  Medicaid/New Patients [26 VSA § 1368(a)(17)]

A. Medicaid participation .

Do you participate in the Medicaid program? \\3 yes 0no
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? \m yes [no

PartVv

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

I hereby affirm that the information provided above is true and accurate, and that | have answered the questions to
the best of my knowledge and ability.

Date: a{2z{og @MZ\

Applicant's Signature




Physician Profile Update

26 VSA § 1368 requires the Department to provide you with a copy of your profile prior to the initial release
to the public and each time your profile is modified or amended. We intend to use the information in your renewal
application for your physician profile,

Please let us know whether you wish to have your profile omit the following information by checking the
“OMIT” box below. If the box is not checked, we will include the information in your profile:

OMIT FROM PROFILE

o Appointments to medicai school or professional school facuities, and an indication as to whether
you have had a responsibility for teaching graduate medical education within the last 10 years.

\E] Information regarding publications in peer-reviewed medica! literature within the last 10 years.

™ Information regarding professional or community service activities and awards,

Again, thank you for your cooperation.




Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

(Questions 16 and 17] Withdrawal or dénial 6f License - Attach documents

State Year
Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise
terminated

(Question 18) Voluntarily surrendered or resigned a license to practice medicine or any healing art - Attach
documents

State Year

Circumstances

{Question 19) Disciplinary charges or action - Attach documents

Name of organization involved Date

Duration

Action taken {circle all that apply)

01 Revocation of right or privilege 12 Leave of absence

02 Suspensicon of right or privilege 13 Withdrawal of an application
03 Censure 14 Termination or non-renewal of contract
04 Written reprimand or admoniticn 15 Medical Records Suspensicn
05 Restriction of right or privilege 16 Probation

06 Nen-renewal of right or privilege 17 Assurance of Discontinuance
07 Fine 18 Consent Agreement

08 Required performance of public service 1§ Latter of Agreement

09 Education/Training/Counseiing/Monitoring 20 Expuision from Membership
10 Denial of rights or privilege 21 Reprimand

11 Resignation 22 Other (specify)

Circumstances

{Question 20) Denial of examination privileges - Attach documents

State Year

Circumstances under which examination privileges denied




(Questions 21 and 22) Residency Training Program(s) not completed - discontinued education, training,
practice - Attach documents

Residency Training Program(s)

.......................................... Locatéon 0%‘ Programb . S \Yl‘edr

Circumstances

{Question 23) Affecting Health Care Institution Staff Privileges, Employment or Appointment - Attach
documents

Institution involved

Location Year

Circumstances

(Question 24) Privilege to prescribe controlied substances - Atfach documents

Name of organization involved

Type of restriction Date

Circumstances of restriction

(Question 25} Internet prescribing

Please provide a general description of your practice of internet prescribing




{Questions 26 and 28) Criminai Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date
Flea? Yes No Date

{Question 27) Investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Location of Licensing Board

Circumstances

{Questions 29-30) Medical condition, freatment, use of chemical or illegal substances

Treating organization

Address Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iliness or dependency to

Dates of treatment to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program




(Question 37) Medical Malpractice Claim

Please provide the following information regarding each instance of alleged malpractice. This section should be
photo copied and filled out separately for each claim. Additional sheets may be obtained/used if necessary.

|
IETSUr <t

Claimant name

Description of alleged claim (allegations only): This does not constitute an admission of fault or liability.

Please indicate:

Patient’s condition at point of your involvement:

Patient’s condition at end of treatment;

The nature and extent of your involvemant with the patient;

Your degree of responsibility for the course of treatment in leading to the claim; and
Narrative of event.

G bW -

If the incident resulied in patient's death, indicate cause of death according to autopsy or patient chart:

Your role (circle one):

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12PGY 5

03 Referring Physician 13 PGY 6

04 Aftending Physician 14 PGY 7

05 Consultant Specialist 15 Workmen's Compensation Evaluator
08 Surgeon 16 Court Psychiatrist

07 Feliow 17 On-Call Physician

08 PGY 1 18 Group Practitioner/Partner

09 PGY 2 18 Cther: Specify

16 PGY 3 20 Unknown

Your Legal Representative in this matter {include name, address and telephone number)

Name

Firm

Address -

City, State, Zip

Phone

Indicate Decision, Appeal, Settlement, Dismissal:
If a Court or Arbitration Pane! heard your case, indicate the following:

Court




Court’s location

Docket number

Date the action-was fited

Decision determined by (check one}: Judge Jury Arbitration Panel
Decision: Award:

If your case was appealed, indicate the following: Date appeal filed {(month, day, year) / /
Date appeai decided: (month, day, year) /

if your case was settted, indicate the following:

Settlement amount paid on your behalf:

Total settlement amount:

Date of settlement: {month, day, year) / /

Case dismissed against you Against all defendants
Important: In addition to the above information, please attach a copy of the complaint and final judgment,
settlement and release, or other final disposition of the claim. This information can be obtained from your
legal representative.

Additional information, if any:




Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3.
. Regarding Child Support

Titie 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child support payable under a support
“order as of the date the appiicationis fited:“Good standing™ means that less than one-welfin of the annual support obligation is overdue;-or fiability
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved
by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would impese an
unreasonable hardship. {15 V.8.A. § 795)

1. You must check one of the two statements below regarding child support regardiess whether or not yeu have children:

\8 | hereby certify that, as of the date of this application: {a) 1 am not subject to any support order or {b) f am subject to a support order
and | am in good standing with respect to it, or (¢} | am subject to a support order and | am In full compliance with a plan to pay any
and all child support due under that order.

or
LI 1 hereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of chiid support would impose an unreasonable hardship.
Please forward an "Application for Hardship™.
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed unless the
person certifies that he or she is in good standing with the Department of Taxes. "Good standing™ means that no {axes are due and payabie and all
returns have been fifed, the tax liability is on appeal, the taxpayer is in compliance with a payment pfan approved by the Commissioner of Taxes, or
the licensing authority determines that inmediate payment of taxes would impose an unreasonable hardship. (32 V.S.A. § 3113)

2. <. You must check one of the two statements below regarding taxes:

\‘t'.l . Ihereby certify, under the pains and penaities or perjury, that | am in good standing with respect to or in fuli compliance with a plan to
pay any and all taxes due to the State of Vermont as of the date of this application. {The maximum penalty for perjury is fifteen years in
prison, a $10,000.00 fine or both}.

or
& | hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and |
hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship.
Please forward an "Application for Hardship".
Regarding Unemployment Compensation Conifributions

Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
{including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penalties of perjury, that the employing
unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of contributions due as
of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and ail contributions or
payments in lieu of contributions payable if: (1) no contributions or payments in lieu of contributions are due and payable; {2) the Hability for any
contributions or payments in lieu of contributions due and payable is on appeal; (3) the employing unit is in comptiance with a paymeni plan
approved by the Commissioner; or (4} in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in
lieu of contributions due and payable would impose an unreasonabie hardship.

3. You must check one of the three statements helow regarding unemployment contribufions or payments in lieu of unemployment
contributions:

(1 1hereby certify, under the pains and penaities of perjury, that { am in good standing with respect to or in full compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and ail unempioyment contributions or
payments in lieu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penaity for perjury is 15 years in prison, a $10, 000.00 fine or both.)

or

L | hereby certify that { am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the dats of this application and ! hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unamployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.

or
™~£1 | hereby certify that 21 V.8.A. § 1378 is not applicable to me because | am not now, nor have | ever been, an employer,

Social Security #* Date of Birth
* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 405 (c}{2){C), and will be used by
the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, o identify individuals affected
by such laws, and by the Office of Child Support.

STATEMENT OF APPLICANT

i certify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or omission of information is unlawful and may jeopardize my license/certification/registration status.

Signature of Applicant (ﬁlrk» Date S i’l’d 0%




State of Vermont

Department of Health

Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or
District Court for Fines or Penalties for a Violation or Criminal Offense

[ hereby state that I am in good standing with respect to any unpaid judgment
issued by the judicial bureau or district court for fines or penalties for a violation or

criminal offense.

I understand that a license may not be issued or renewed without such a
statement.

I further understand that, for the purposes of this section, a person is in good
standing with respect to any unpaid judgment issued by the judicial bureau or district
court for fines or penalties for a violation or criminal offense if:

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

{2) the person is in compliance with a repayment plan approved by the judiciary.

Date: {22 [of ﬂéf‘fﬁA

PLEASE NOTE:

In accordance with 4 V.S A. § 1110 (b), you must sign, date, and return this
Statement of Good Standing in order for us to renew your license. Thank you.



STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE ONE OF FIVE

thereby apply for the renewal of my LICENSE AS A PHYSICIAN for the period from 12/0/1)@(5&3 11/30/02.
TWO YEAR RENEWAL FEE: $350.00 ///4\\ / \\
Enclose a check in the amount of $350.00 made payable to the Vermont Board»of Med:ca’l E\agt:ce
Physicians 80 years of age or older or on full-time active military duty (veﬂfscatlon reqCﬁ’red) are exeﬁnp
from payment of a renewal fee; however, the physician license renewal appi“catlon milist bezcompteig\d
and submitted. LATE FEE: Applications posi-marked or received after 11/30/00 are\e\ssessed a $25 ODa
late fee. .

IMPORTANT: \/
. Please print legibly or type your answers.,

Answer all questions completely; it is not adequate to state that the Board already has the information.
Use the enciosed Form A to provide explanations fo "yes” answers in Section Il

Make a copy of the completed form and ali attachments for vour own records.

Do not delegate this important task to an employee, as false statements on this form are grounds for
unprofessional conduct.

- @ 8

SECTION |
Hanissian Paul David

(Last) (First) (Middle) {Former)

Vermont license number: 042-0010038 Other name({s), if any, under which you were
ficensed in Vermont and elsewhere since your last renewal

Name:

“MAILING ADDRESS” will be public and listed on the Board’'s website. All addresses musi be
included.

MAILING ADDRESS: Dept;’ Ob/ Gyl’l One Medical Center Drive

{Street)

Lebanon NH 03756 (603) 650-8563
(City) {State) {Zip Code) {Telephone)
OFFICE ADDRESS: Same

{Street)
{City) {State) {Zip Code) (Telephone)

HOME ADDRESS:

(Street)




STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
2000 - 2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE TWO OF FIVE

~ Are you currently active in clinical practice in Vermont? X Yes ___No
Did you practice in Vermaont during the past 12 months? _ X Yes _No
Do you iniend to practice medicine without hospital privileges? ____ Yes & No
SPECIALTY
Specialty: Obstetrics and Gynecology
Subspecialty:
American Specialty Board Certified: X Yes No
Specialty: Obstetrics and Gynecology Year Certified: 1997

i applicabie-, year recertified:

PRACTICE

Do you have hospital privileges? X Yes No

List all hospitals where you have, or previously have had, staff privileges. include full infermation.

Name Address Dates/From-To Specialty/Subspecialty

Dartmouth-Hitchecock Medical Center Lebanon, NH 1995-present 0b/Gvn

Cheshire Medical Center Keene, NH 1996-1998 Ob/Gyn

VA Hospital White River Junction, VT 3/98-present 0b/Gwvn

LICENSE IN OTHER JURISDICTIONS

Do you hold, or have you ever held, a medical license in any other state? X Yes No
If yes, complete the section below.
State License Number Date lssued Status {(Active, inactive, Other)
1945 ;
ME 014040 : active 2001

NH 9485 7/5/95 active 2001




STATE OF VERMONT -- BOARD OF MEDRICAL PRACTICE
2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE THREE OF FIVE

SECTION 1ll: “Yes” answers to Questions 1 - 24 require an explanation on the enclosed Form A.

impartant note regarding the following questions: “Yes™ answers on past rénéwals must be updated on Form A For
example, if a previously reported malpractice action has been dismissed, indicate that on Form A, YOU HAVE A CONTINUING
OBLIGATION TO UPDATE THE BOARD DURING THE 2000-2002 PERIOD iF THE ANSWER TO ANY OF THE QUESTIONS
ON THE NEXT TWO PAGES CHANGE FROM “NO” TO “YES”,

{Section |l is for the reporting of information which is retained solely by the Board of Medical Practice and is not part of the data
base maintained by the Department of Health.)

DURING THE PAST TWO YEARS:

1. Have you ever applied for and been denied a license to practice medicine or any healing art? __Yes X No
2. Have you ever withdrawn an application for a license to practice medicing or any healing art? . Yes_¥ No

3. Have you ever voluntarily surrendered or resigned a license to practice medicine or any haaling
art in lieu of disciplinary action? Yes. X No

4. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against
you by any governmental authority, by any hospital or heaith care facility, or by any professronal
medical association {international, national, state or local)? ___Yes _X No

5. To your knowledge, are you the subjéct of an investigation by any other licensing board as of
the date of this application? :

6. Have you ever been denied the privilege of taking an examination before any State Medical
Examining Board? _ __Yes X No

7. Have you ever discontinued your education, training, or practice for a period of more than three
months? __Yes X No

8. Have you ever been dismissed, suspended, or asked to leave a residency training program(s)
before cormpletion? _Yes ¥ No

9. Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked; resigned from a medical staff in lieu of
disciplinary action; or resigned from a medical staff after a complaint or peer review action has

been intiated against you? ___Yes _?i No
10. Have you ever been denied the right to participate or enroll in any system whereby a third party
pays all or part of a patient’s bill? . Yes _X~ No

11. Have you ever been notified as a responsible party of a confirmed quality concern (quality of hospital
care provided to Medicare patient) by the Peer Review Organization (PRO) in Vermont or elsewhere? __ Yes X No

12. Has any medical malpractice claim been made against you (whether or not a lawsuit was fiied in -

relation to the claim/complaint/demand for damages)?
X

13. Have you ever been turned down for coverage by a malpractice insurance carrier? _...Yes_ " No
14. Has your privilege tc possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, restricted by or surrendered to any jurisdiction or federal agency at any time? . Yes X No

15. Have you, at any time, been a defendant in any criminal proceeding other than minor traffic offenses?
{Note: Driving white intoxicated is NOT a minor offense.) . Yes_XNo

16. To your knowledge, are you the subject of an investigation for a criminal act? -



STATE OF VERMONT -- BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN LICENSE RENEWAL APPLICATION, PAGE FOUR OF FIVE

SECTION il CONTINUED: “Yes” answers to Questions 17 through 24 requires an explanation on the enclesed Form A.
For purposes of Questions 17 through 24, the following phrases or words are defined below:

“Ability fo practice medicine” is to be construed to include éll of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments, and to
learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information fo patients and other health care providers,
with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical prccedufes, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

“Medical condition” includes physiological, mental or psychological conditions or discrders, such as but not limited to
orthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer,
heart disease, diabetes, menial retardation, emotional or mental iiness, spacific learning disabilitiss, HIV disease, tuberculosis,
drug addition, and alcoholism.

“Chemical substances” is to be construed to inciude alcohol, drugs, or medications, including those taken pursuant to a valicd
prescription for legitimate medical purposes and in accordance with the prescriber's direction, well as those used illegally.

“Gurfentty“, for purposes of this renewal application, does not mean on the day of, or even in the weeks or months
preceding the completion of this application. Rather, it means recently enough so that the use of drugs may have-an ongoing
impact on one’s funclioning as a licensee, or within the past two (2) years.

“llegal use of contrelled substances” means the use of controlled substances obtained illegally as well as the use of
controlled substances which are not obtained pursuant fo a valid prescription or not taken in accordance with the directions of a
licensed health care practitioner.

17. Do you have a medical condition which in any way impairs or limits your ability to practice medicine
with reasonable skill and safety? If ves, explain on Form A.

18. Does your use of chemical substance(s} in any way impair or limit your ability to practice medicine with
reasonable skill and safety? if yes, explain on Form A.

19. Are the limitations or impairments caused by your medical condition reduced or ameliorated because
You receive ongoing treatment (with or without medications) or participate in a monitoring program?
if yes, explain on Form A.

© 20. Are the limitations or impairments caused by your medical condition reduced or ameliorated because
of the field of practice, the setting or the manner in which you have chosen to practice?
if ves, explain on Form A,

21. Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism,
or voyeurism? If yes, explain on Form A.

22. Are you currently engaged in the illegal use of controlled substances?

23. lfyesto 22, are you currently participating in a supervised rehabilitation program or professional
assistance program which monitors you in order to assure that you are not illegally using controlled
substances? If yes, explain on Form A.

24. Have you been diagnoses with or have you been treated for bipolar disorder, schizophrenia, paranoia,
or any other psychotic disorder?



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE-PAGE FIVE OF FIVE
SECTION TV
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

PAGE FiVE OF FIVE .
You must answer questions 1, 2, and 3.

Regarding Child Support _
Titie 15 § 795 requires that: A professional license or other authority 1o conduct 2 trade or business may not be issued or renewed unless the persor certifies that he or she is in good
standing with respeci-10-or- in-full compliance with-a plan-to pay any-and all child support payable under a support order.as of the date the application is filed. "Good standing” means..
that less than one-twelfih of the annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding; or he of she is in
compliance with a repayment plan approved by the office of child support o agreed to by the parties; or the licensing authority determines that immediate payment of support woutd impose
an unreasonable hardship. (15 V.5.A.§ 793)

1. You must check one of the two statements below regarding child support regardiess whether or not you have children:

__® I hereby cenify that, as of the date of this application: (2) | am not subject to any suppert order ot (b} 1 am subject to a support order and § am in good
' standing with respect to it, or (c) I am subject 10 a support order and I am in full compliance with a plan to pay any and all child support due under that
order.
or
—— 1 hereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and 1 hereby request that the licensing
authority determine that immediate payment of child support would impose an unreasonable hardship. Piease forward an "Application for Hardship”.
_ . Regarding Taxes
Title 32 § 3113 requires that; A professicnal license or other authority to conduct a trade or business may not be issued or renewed unless the person certifies that he or she is in good
standing with the Department of Taxes."Good standing” means that no taxes are due, the tax Hability is oo appeal, the taxpayer is in compliance with a payment pian approved by the
Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes wouid impose an unreasonable hardship. {32 V.5.A. §3113)

2. You must check one of the two statements below regarding taxes:

__}E_. 1 hereby certify, under the pains and penalties or perjury, that | am in good standing with respect 1o or in full compiiance with a plan to pay any and ali
taxes due to the Staie of Vermant as of the date of this application. (The maximum penalty for pesjury is fifieen years in prison, a $10,000.00 fine or
both).

or :

— 1hereby certify that I am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and I hereby request
that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship. Please forward an "Application for
Hardship™.

Regarding Unemployment Compensation Contributions

Titie 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade os business (including a license to practice a profession}
10, Of enter into, extend or Tenew any contract for the provision of goods, services, or real estate space with any employing unit uniess such employing unit shall Nirst sign a written
declaration, under the pains and penalties of perjury, that the employing unit is in good standing with respect to or in full compliance with 2 plan 1o pay any and all contributions or
payrents in Heu of contributions due as of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and ali contributions or
payments in eu of contributions payable if: (1) no contributions or payments in lieu of contributions are due and payable; (2) the Kability for any contributions of payments in lieu of
contributions due and payable is on appeal; (3} the empioying unit is in compliance with a payment plan approved by the Commissioner: or (4) in the case of a licensee, the agency finds
that requiring immediate payment of contributions or payments in lieu of contributions due and payable would impose an unreasonable hardship.

3 You must check one of the three statements below regarding unemployment contributions or payments in lien of unemployment contributions:

1 hereby certify, under the pains and penalties or perjury, that I am in pood standing with respect to or in full compliance with a payment plan approved
by the Commissioner of Employment and Training to pay any and all unemployment contributions or payments in lieu of unempioyment contributions
to the Vermont Department of Employment and Training due as of the date of this application. (The maximum penalty for perjury is 15 years in prison,
& $16, 000.00 fine or both.)}

or
e | hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment contributions due
to the Vermont Department of Employment and Training as of the date of this application and I hereby request that the licensing authority determine
that requiring immediate payment of unemployment contributions or payments in lieu of unemployment contributions would impose an'unreasonable
hardship. Please forward an Application for Hardship.

or
. 1hereby certify that 21 V.5.A. § 1378 is not applicable to me becanse I am not now, nor have I ever been, an employer.

Social Security #* Date of Birth_

* The disclosure of your secial security number is mandatory, it is solicited by the autherity granted by 42 U.5.C. § 405 {c)}(2)(C), and will be vsed by the
Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, (o identify individuals affected by such
laws, and by the Office of Child Support.

STATEMENT OF APPLICANT
1 certify that the information stated by me in this application is true and accurate to the best of my knowledge and that providing false information or omission of
information is unlawful and may jeopardize my license/certification/registration status.

Signature of Applicant ?"“’ i m o Date Lo ['23 ! 0O



109 State Street
Monipelier, VT $5609-1106
Tel.: (802) 828-2673

Fax: (802) 828-5450

Board of Medical Practice

June §, 2000

Paul David Hanissian, MD

Dept. Of Obstetrics & Gynecology
Dartmouth-Hitchcock Medical Center
Lebanon, NH 03756

Re: Vermont Medical Licensure
42-0016038
Dear Doctor Hanissian:

Congratufations! On June 7, 2000 by unanimous vote of the Vermont Board of Medical Practice,
you were granted a Vermont medical license. Please note your license number indicated above.

Your registration card is enclosed and a wall certificate has been ordered and will be sent to you
under separate cover. All medical Heenses must be renewed by November 30, 2000, You will
receive a notification two months prior to renewal.

Please let us know if you have any questions or concerns.

Sincerely,

=
"~ Kim Johnson
Staff Assistant

PLEASE NOTIFY THIS OFFICE OF ANY ADDRESS CHANGE

Enclosures
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE }ﬁgi’ -
For Office Use Only - Medical Doctor Application Checklist . j/
A
Physician Status Sheet, Page 1 of 2 igj’}@, 0
oo

Name of Appiicant R"%pi” m@ﬁﬁ\}m :ng {_// ‘}/cf?va jﬁ/ﬁ (i&f/fﬂ

- Address: \\b I3 »fa_k oo (f (A TCT e il %zmw e w’&/{j
Dl i S Lﬂr*f/me o he BB o A Z/W LI A"/’”‘ 05756
Telephone: (e073 (J S5C - X963

Date Application Received: \5 f 91..9! 149
/X; US Graduate Canadian Graduate International Graduate
* (Unless noted, a copy of the original--and English translation, if applicable--is

E‘equired io be submiited):
I)XWFee of $40¢
Q)MCompleted “APPLICATION FOR LICENSE TO PRACTICE MEDICINE IN VERMONT”

_7291 ?hotograph
*3) iNotarized copy_of birth certificate.

Date of Birth;

i

e : :
Place of Birth: j bl ideiey . ’;’/Q,
~ /
Z’:Notarzzed copy of Medxcaljchoo§ Diploma from:

(LJf}”(\)f\fJ>/{)}ﬁ(£@7fﬁ LAY szf&fr!///{&//j&’f Date: 9 A )’ é}/

*5) &Direct verification. “CERTIFICATE OF‘ MEDICAL EDUCATION".

*G) XZ Direct verification. “Cert;ficate of Medical Licensure”.

)( ] ‘f’f»:?/ 9’%\% i aﬂfg d,//t
&( A //;ff’:mﬁ

*7) X _/EXAMINATION SCORES: Direct Verification Examination Scores:
— USMLE ~— FLEX

¥ National Boards ~~_ State Examination



Physician Status Sheet, Page 2 of 2

¥y Notarlzed copy of American Specialty Board Certificate, if applicable.

/ ) é?/Z(,Zi?Mz’m 5,,(,%/\ (Wfﬂﬁ%@? //f(/j\ e

Internal verification of ABMS certificate using toll free number or ABMS Web Site

*d) E \/ Direct verification of Postgraduate Training from an A.C.G.M.E. approved residency
program. “VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION" must

be completed by Program Director.
Y A - " 7 / i — - A -
\ ";/\g,%/mu ,/%%7;4%/ (etutie  DATES é/‘f# ~/75 ACGME o

DATES ACGME

DATES ACGME

{8)] Three (3) completed Reference forms mailed directly to the Board by the Chief of
Service and two other active physician staff members at the hospital where the
applicant has a current or recent appointment. Program Director should be
Substituted for Chief of Service for applicants who are applying for a license while
still in residency training or have completed a residency within the last year.

xé #1 Chief of Service % KN D J/YM (L/\m {f‘\-kD

. ProgramBirecicr o /D(;?Ld‘i/ )L”//{/ﬁu{{ﬁ i fe D («:7
#2 Active Physician Staff Member._ / )//@ gy ¢ (}f )cig,/p 7 /Lg}bé/»{o VLD & 3 b‘-fu&
i p s -

; : 7
#3 Active Physician Staff Member ’,}/(3 é)m C%{é/ z’%/ R Mf > ong. o

i [ -'%—“é,u‘ﬁa.u_ L

11} ‘X American Medical Association Profile Form (et
*12)4/[2% ECFMG Certificate 4?,_;?,/{9_ VERIFICATION OF FIFTH PATHWAY

13) National Practitioner Data Bank self query: applicant sends the original, unaltered
£ 7 response to the Board.

14){{41& Completed Form A if applicant answered “Yes” in Section III
15} | Applicant’s Signature Required:

Photograph in Section II;

Tax and Child Support Statement - end of Section IV, and

L%Form B: Release

16) Federation Check: Internal Federation Disciplinary Check by computer

NOTE: FCVS Acceptance - The Board accepts certain documents (see * above)



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET '
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

APPLICATION FOR LICENSE TO PRACTICE MEDICINE IN VI-SRMONT
PHYSICIAN - MEDICAL DOGCTOR - PAGE ONE OF SEVEN

FEE: Enclose a check in the amount of $350. made payable to the Vermont Board of Medical
Practice.

Important;
. Please print legibly or type Your answars.
& Answer all questions (front and back of each page} completely-it is not adequate to state that the

Board already has the information, Use the enclosed Form A to provide explanations to "yes"
answers in Section Ji.

® fncomplete applications will be returned.
® When space provided is insufficient, attach additiona sheets.
® All docurments must be received within six (8) monihs or the appiication becomes stale and new
documents must be submitted. K
® Make & copy of this form and all attachments for your own records,
- Carefully complete the application as false statements are grounds for unprofessional
conduct,
L] Thank you for your cooperation.,
SECTION|
Name: Hanissian Paul David
{Last) (First) (Middie) (Former)
Mailing Address: Department of Obstetrics and Gynecology Dartmouth~Hitchcock Medical Center
{Street)
Lebanon New Hampshire 03756 {603) 650-8563
{City) (State) {Zip Code) {Phone)
Office Address: same
. (Street)
{City) {State) {Zip Code) {Phone)

Daytime Telephone Number: Area Code: (603 ) 650-8563

Date of Birth: Month:

Place of Birth: Female




. STATE OF VERMONT - BOARD OF MED‘!CAL FRACTICE
APPLICATION FOR LICENSURE - PHYSICIAN - MEDICAL DOCTOR, PAGE TWO OF SEVEN

SPECIALTY

Speciatty: Obstetrics and Gynecology =~

Subspecialty:

American Specialty Board Certified? X Yes No Hf yes, enclose a Notarized copy of Board Certificate.,

Specialty?: Obstetrics and Gynecology Year Certified?; 1997

Subspecialty Certificate?: Year Certified?

NAME FOR CERTIFICATE - NAME CHANGES - OTHER NAMES LICENSED

Name as it should appear on your license certificate: Paul David Hanissian, M.D.

Have you ever tegally changed your rame? Yes _X No
If Yes, enclose a certified copy of the legal document stating the change.

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

PREMEDICAL EDUCATION

Colgate University Hamiiton, NY 1334é A.B. Physics

{Name and location of Institution) {FromiTo} {Degree)
{Name and lpcation of Institution) {From/To) {Degree)
(Name and location of Institution) {From/To) (Degree)

MEDICAL EDUCATION-See also Certificate of Medical Education

UMBNJ Robert Wood Johnson Medical School Piscataway, NJ 08854 M.D.
{Name and location of Institution) (From/Ta) {Degree)

{Name and iocation of Institution) (FromfTo) {Degree)

{Name and focation of Institution) {From/To) (Degree)



. STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
APPLICATION FOR LICENSURE - PHYSICIAN - MEDICAL DOCTOR, PAGE THREE OF SEVEN

TRAINING

List ch'rohélciéi'ca'l'iy resndency or other “ps.étgraduate training. Give names, addresses of hospitals, exact dates
{month, day, year), and type of training. Include COPIES OF CERTIFICATES.

Name Address .. From/To ~Training
Maine Medical Center Scarborcugh, ME 04074 6/92-6/95 ob/gyn residency
PRACTICE
Bo you have hospital privileges? X _Yes No

List all hospitals where you have, or previousiy have had, staff privileges. Include name, address, and dates.

Name Address From/To Specialty/Subspecialty

Dartmouth-Hitchecock Medical Center Lebanon, NH 8/95-present Ob/Gyn

Cheshire Medical Center Keene, NH 03431 6/96-6/98 0b/Gyn

MA Hospital White River Junctien, VI 05009 3/98-present Ob/Gyn

OTHER LICENSES
X

Have you ever held 2 Vermont Limited Temporary License? Yes No

if Yes, License Number

Do you hold, or have you ever held, a medical license in any other state? %X VYes No If yes, complete the
section below and send a Certificate of Medical License to each state.

State License Number Bate issued Status (Active or Inactive)
New Hampshire 9485 7/5/95 - active
Maine. 014040 active
EXAMINATIONS

USMLE OR FLEX EXAMINATION:
Have you ever taken the USMLE or FLEX examination? Yes X No If yes, have a CERTIFIED COPY of
your results forwarded to this office by the Federation of State Medical Boards {see enclqsed card),

NATIONAL BOARDS: Have You ever taken the Nationa! Boards? _ ¥ Yes No If yes, have a CERTIFIED
COPY of your results forwarded to this office by the National Board of Medical Examiners {see enclosed card )

STATE EXAMINATION: Have you ever taken a State Medica! Board Examination? Yes _X No If yes,
make sure that the scores are included on the Certificate of Medical Licensure to be sent to that Board (see
enclosed Certificate of Medical Licensure).



STATE OF VERMONT - BOARD OF MEDICAL PRAGTICE
APPLICATION FOR LICENSURE - PHYSICIAN - MEDICAL DOCTOR, PAGE FOUR OF SEVEN

INTERVIEW .

~In'which part of Vermont would you prefer to be interviewed? {(Northern: Budington; Southern: Springfield or

Rutland; Central: Montpelier): . Burlington, VT T - .

When are your stheduded to begin work in Vermont?__none-Good Neighbor Clinic

What has been your physical residence (City, State) in the past ten years?:

Hanover, New Hampshire %95-present

Portliland, Méiné_l991—l995

New Brunswick, New Jersey 1989-1991

INTERNATIONAL MEDICAL GRADUATES

ECFMG Standard Certificate Number Date Issued:

Direct Verification of your ECFMG CERTIFICATE must accompany this application. {See enciosed request form)

Are you a graduate of a fifth pathway program? Yes No

If yes, direct verification of your fifth pathway certificate must accompany this application.
SECTION II

PROVIDE A PHOTOGRAPH: Attach a photograph
taken within the last 60 days (head and shoulders).
Proofs not acceptabie. Sign the front of the
photograph. )




. STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
APPLICATION FOR LICENSURE - PHYSICIAN - MEDICAL DOCTOR, PAGE FIVE OF SEVEN

SECTION 11 3
SECTION 1Il - “Yes” answers to Questions 1 - 24 requires an explanation on the enclosed Form A,
1. Have you-ever applied for and been denied 2 license to practice medicine or any ﬁea]ir:g art? Yes X No
2. Have you ever withdrawn an application for a license to practice medicine or any healing art? Yes % No
3. Have you ever voluntarily surrendered or resigned a license to practice medicine or any healing art in lieu of disciplinary
action? Yes _ X No
4. Are any formai disciplinary charges pending or has any disciplinary action ever been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association (international, naticnal, state or
local)? Yes_ % No
5. To your knowiedge, are you the subject of an investigation by any sther licensing board as.of the date of thii iii"ﬁ 7
8. Have you ever been denied the privilege of taking an examination before any State Medical Examining Board?
Yes £ No
7. Have you ever discontinued your education, training, or practice for a period of more than three months? X
: Yes No
8. Have you ever been dismissed or asked to leave a residency training program(s) before completion? Yes X No
9. Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced,
suspended or revoked; resigned from a medica! staff in lieu of disciplinary action; or resigned from a medical staff after 3
complaint or peer review action has been initiated against you? __ Yes No
10. Have you ever been denied the right to participate or enroll in any system whereby a third party pays all or part of a patient’s
bill? Yes_X No
11. Have you ever been notified as a responsible party of 3 confirmed quality concern {quality of hospital care provided to
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere? Yes X Ng
12. Has any medical malpractice claim been made against you in the last ten years (whether or not a lawsuit wags filed | ion
to the claim/complaint/demand for damages)? ﬂ
13, Have you ever been turned down for coverage by a malpractice insurance carrier? Yes _ X No
14. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, depied, restricted
or surrendered by any jurisdiction or federal agency af any time? Yes__* No
15. Have you, at any time, been a defendant in any criminal proceeding other than minor traffic offenses {Note: DWI - Driving
White Intoxicated - is NOT a minor offense)? Yes_ X No
16.

To your knowledge, are you the subject of an investigation for a criminal act? _



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
APPLICATION FOR LICENSURE - PHYSICIAN - MEDICAL DOCTOR, PAGE SIX OF SEVEN

SECTION 1l CONTINUED - “Yes” answers to Questions 17 - 24 requires an explanation dn the enclosed Form A.
For purposes of Questions 17 - 24, the following phrases or words are defined below:

“Ability to practice medicine” is to be construed to include ali of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments,
and to learn and keep abreast of medical developments; and

2. The ahility to communicate those judgments and medical information to patients and other health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical procedures
with or without the use of aids or devices, such as correctwe lenses or hearing aids.

“Medical condition” includes physiological, mental or psychological conditions or disorders, such as but not limited to orthopedic,
visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, muitiple sclerosis, cancer, heart disease,
diabetes, mental retardation, emotional or mental Hliness, specific leaming disabilities, HiV disease, tubercuiosis, drug addiction, and
alcoholism.

“Chemical substances” is {0 be construed to include alcohol, drugs, or medications, including those taken pursuant to a valid
prescription for legitimate medical purposes and in accordance with the prescriber’s direction, as well as those used illegally.

“Currently” does not mean on the day of, or even in the weeks or months preceding the completion of this application. Rather, it
means recently enough so that the use of drugs may have an ongeing impact on one’s functioning as a licensee, or within the past five
{5) years.

“Hiegal use of controlled substances” means the use of controlied substances obtained illegally as well as the use of controlled

substances which are not obtained pursuant to a valid prescription or not taken in accordance with the directions of a licensed heatth
care practitioner.

17. Do you have a medical condition which in any way impairs or limits your ability to practice medici i dband
safety? If “yes,” please explain.

18. Does your use of chemical substance(s) in any way impair or limit vour ability to practice medicine yj it and
safety? If “yes,” please explain. _ .

19. Are the limitations or impairments caused by your medical condition reducecfgt: ameliorated because you receive ongoing

treatment (with or without medications) or participate in a monitoring program? If “yes,” please expun.—
20. Are the limitations or impairments caused by vour medical condition reduced or ameliorated because of the field of practice,
the sefting or the manner in which you have chosen fo practice? If “yes,” please explain. —

21. Have you ever been diagnesed as having or have you ever been treated for pedophilia, exhibitionism, or voveurism? if “ves,”
please explain.

22. Are you currently engaged in the illegal use of controlled substances? _

23. if "yes,” are you currently participating in a supervised rehabilitation program or professional assistance program which

monitors you in order to assure that you are not illegally using controlled substances? If “yes,” please exiiain.

24. Have you been diagnosed with or have you been treated for bipolar disorder, schizophrenia, paransia, or any other psychotic
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Paul Bauid Hanissian
the degree of

Boctor of Medicine

fith all the rights and privileges thereto.
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STATE OF VERMONT, BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

To be completed by an officer of your School of Medicine

1hereby certify that Paul P. Hanissian, M.D.
{Name)

UMDHNJ, Robert Wood Johnson

_School of Madicine

- LY ™ 3 5 >
in p} scatacioe, . RS on_ e, cﬂ“{. [IF 7
(City add State) (Date)

I
and completed all requirements for graduation on ¥ \ag 17 . U151
{Date)

A HY.D was granted on | \C&‘_.‘_a} -, N NS
(Specify certificate/diploma/degree) (Date) !

Date: \Ju LE 2 2 { T4

f

Signed: ___ w4 o

(Authorized Officer-of the Schogl) | .o~ D S
©ho C\;B\c e Il Flasistout ‘)“‘*""S st

/



STATE OF MAINE
BoarD Oor LICENSURE IN MEDICINE
137 STATE HOUSE STATION

ANGUS 8. KING, JR.

AUGUSTA, MAINE
04333-0137

EDWARD DAVID, M.D.J.D.

GOVERNOR

To Whom It May Concern:

CHAIRMAN

HANDAL C. MANNING

EXECUTIVE DIRECTOR

August 12, 1999

This is to certify that the records of the Maine Board of Licensure in Medicine
indicate the following with regard to the physician named below:

Physician:
License Number:
Issue Date:
Expiration Date;
Current Status:
License Method:

Disciplinary Action:

Paul 3. Hanissian, M.D.

(14040

8/3/95

3/31/01

Active

NBME I + NBME II + NBME III

None

If we can be of further assistance, please do not hesitate to contact the Board

office.

Alig 1899
V&ﬂ'ﬂﬁ%? Board

Medics! Practics

&8
& 2
-2

OFFICE LOCATION
PHONE: {(207) 2873601

BOARD SEAL

DTWO BANGOR STREET, AUGUSTA, ME
FAX: (207) 287-6590



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VERMONT 05609-1106
 (802) 828-2673 S

CERTIFICATE OF MEDICAL LECENSURE

This sectlon must be completed by the regulatory authority in the states in which you now hold or have
ever held a license to practice medicine.

l, LESLIE SHERMAN Secretary of the
NEW HAMPSHIRE State Board of Medical Examiners, certify that
Paul D. Hanissian, M.D.
was granted Certificate Number 9485 to practice medicine in the
State of New Hampshire on the
5 dayof July L1972
based on CREDENTIALS and that said certéﬂc?ate has never been revoked,

suspended or conditioned in any way, or the licensee has never been disciplined by the Board in any way.

NOTE: if licensed by written examination the secretary should further certify:

I further certify that the aforesaid  N/A in his/her written

examination before this Board, obtained g generai average of percentin the

following branches:

(The subjects of the examination and rating of each must be stated in full.)

(AFFIX SEAL) / -45 Arpe z(/? [ Lot S PF

(Secretary/Director) (Date)



NATIONAL BOARD OF MEDICAL EXAMINERS®

Record of Scores and Endorsement of Certification

This document was prepared by
National Beard of Medical Examiners (NBME)

Recipient; VT Board of Med Practice Date:  08/03/1999
Licensing & Registration
Redstone Building
26 Terrace Street
Montpelier, VT 03609-1106

Examinee ID: 3-400-019-0
Examinee: Paut David Hanissian Bate of Birth:

NBME Certification Date:  07/01/1992 Certiticate#: 400019
This record shows only NBME passing scores for each NBME examination reported on this document unless a complete

NBME examination history has been requested by the examinee. If appiicable, also resuits for USMLE Steps taken
by this examinee (and for which scores have been reported 1o date) are shown.

This examinee has successfully corpleted the examination, education and training requirements for NBME certification.

NBME PART I

Total Individual Subject Scores
Test Date  Pass/Fail Score Scale  Score  (Min.Pass) Anat  Phys  Bioc  Path Micr  Phar  Beh Sci
06/198%  Pass Three-Digit 490 380y 560 515 525 425 490 460 465
Two-Digit 81 (75} 85 82 83 77 81 79 79
NBME PART I§
Total Individual Subiect Scores
Teet Date Pass/Fajl Score Scale  Score  (Min.Pass) Med Surg ObGwvn PM/PH Peds Psych
09/1990  Pass Three-Digit 450 (290 530 393 480 430 360 510
Two-Digit 80 (75 83 77 81 81 76 82
NBME PART Il
Total
Test Pate  Pass/Fail Score Scale  Score  (Min.Pass)
03/1992  Pass Three-Digit 503 (315)
Two-Digit 82 (75

A F END OF DOCUMENT  * * =

VT 1250

See reverse side for explanation of information reported above.
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American Board of Medical Specialties - Verification of Certification Results Page 1 of 1

- %&&xﬁiﬁ&&
SPEOCIALTE
PUBLIC EDUCATION PR
Verification of Certification Results
1 doctors found

Results found for first name: Paul and last name: Hanissian
Name Ciuy State
1 PAUL DAVID HANISSIAN MD HANOVER NH
Certificates include OBSTETRICS & GYNECOLOGY

Refer All Questions Regarding The ABMS Public Education Program To: 47 Perimeter
Center East, Suite 500 Atlanta, GA 30346 (800) 733-2267 or use our feedback form.

This site was developed and is maintained by TMP Worldwide,
a licensee of the American Board of Medical Specialiies.

http:/fwww .certifieddoctor.org/scripts/verify.asp 212372000
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FORMEB : STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VERMONT 05609-1106
{802) 828-2673

FORM B: 1) AUTHORIZATION FOR RELEASE OF RECORDS AND INFORMATION
AND 2) AUTHORIZATION TO COMMUNICATE WITH FUTURE EMPLOYERS REGARDING

THE STATUS OF YOUR APPLICATION
TO WHOM IT MAY CONCERN:

1 Paul David Hanissian, M.D.
{(Name of Applicant)

» HEREBY AUTHORIZE YOU to furnish to the

Vermont Board of Medical Practice or its designated representative, all materials and information within your

criminal court records, and any other material or information, including investigative files, which, in the sole discretion
of the Vermont Board of Medical Practice, may be useful to said Board in its review of my licensing status.

Only in regard to this specific authorization for disclosure to the Vermont Board of Medical Practice and for no other
purpese, 1 expressly WAIVE confidentiality and any privileges or immunities accorded this information by State or
Federal Law, and | hold you harmless from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report information, either oraliy or in writing, directly to the Vermont Boarg of

Medical Practice or its designated representative on a continuing basis untit this authorization is revoked, by me, in
writing.

A CONFORMED PHOTOSTATIC COPY OF THIS AUTHORIZATION SHALL SERVE IN ITS STEAD,

2) urther authorize the Vermont Board of Medical Practice to communicate with future employers and/or locum
tenens companies regarding the status of my application for licensure.

Signature: . /)cx.. / M CAAAA S

Date: 6] “2&”/3 )

. Paul David Hanissian, M.D.
Print or Type Name:

Address: DPepartment of Obstetrics and Gynecolegy bartmouth Hitchcock Medical Center

Lebanon, New Haﬁ shire 03756
City, State, Zip Code: P

Telephone Number: { 603 ) 650-8563

(#
Subsgfibed and sworn to before me, this ;22,4_3 7 day of ﬁﬁ(j&&%ﬁ‘ /??l
Gtarybublic -

**Affix Seat*** My License Expires:

SYLVA B PRIARD, Nobary Pulis
"G’sﬁ* ainaien Buoine Urtaliar 8, 2005

RETURN ORIGINAL TO THE BOARD WITH YOUR APPLICATION
SEND COPIES WITH THE REFERENCE FORMS



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 STATE STREET
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

LIST OF THREE REFERENCES
Detach the attached Reference Forms and send to the individuals designated below* ALONG WITH A COPY
OF THE SIGNED FORM B RELEASE. Return this sheet to the Board with your application. individuals
compieting the reference forms must return the forms directly to the Board.

*NOTE: Program Director should be substituted for Chief of Service for applicants whe are applying for a license

while stilf in residency training or have completed a residency within the last year, {SEE ATTACHED SEPARATE
FORM FOR PROGRAM DIRECTOR)) '

Names, addresses and telephone numbers of three references: .
1) Reference #1 - Chief of Service {See Program Director Note * above): Barry D_° Smith, M.D.

Address: Dept. Ob/Gyn Dartmouth-Hitchcock Medical Center

One Medical Center Drive

City, State, Zip Code: ___ Lebanon, NE 03756

Telephone: (_603 ) 650-7795

How long and in what capacity has this individual known you? _Department Chairman 1995

2) Reference #2 - Active physician staff member at the hospital where you have a current or recent
appointment:

Joan Barthold, M.D.
Name:

. G Dartmouth~Hitchecock Medical Center
Address: Dept. Ob/Gyn Dartm T

One Medical Center Drive

City, State, Zip Code: Lebanon, NH 03756

Telephone: (603 ) 650-7795

How long and in what capacity has this individual known you? COlleague 1995

3) Reference #3 - Active physician staff member at the hospital where you have a current or recent
appointment:

Name: John Ketterer, M.D.

Address:_ Dept. Ob/GY¥Yn Dartmouth-Hitchcock Medical Center

One Medical Center Drive

City, State, Zip Code: _ Lebanon, NH 03756

Telephone: (603 } 650-8163

4. Y 5
How long and in what capacity has this individua! known you7? C0lleague 199

Note: If you are unable to provide references from these individuals because you have never held hospital
privileges, attach such an explanation to this form when you submit your application. Three other references from
physicians you have worked with most recently will then be required.



Chief of Service Form STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Return Directly to Board 108 STATE STREET
' MONTPELIER, VERMONT 05609-1106

{802) 828-2673

~ REFERENCE FORM TO BE COMPLETED BY CHIEF OF SERVICE, PAGE ONE

Name of Applicant: __ Paul D. Hanissian, M.D.

The physician named above has applied to the Vermont Board of Medical Practice for a license to practice medicine
in Vermont, The applicant has listed your name as one who has requisite knowledge through recent observation of
the applicant's current clinical cornpetence, ethical character, and ability to work cooperatively with others. in this
regard, please complete the following reference form. Thank you for your cooperation.

Please complete all parts of this form. If more room is needed, please attach additional information. )

Dr Paul D. Hamissian, M.D. Dartmouth-~Hitchcock Medical Center

was at

- sent
from 8/95~ prese _ o

. During that time, he/she was
. . Assi - Profeéssor of Ob/Gyn '
{List status in the Institution): fesistant Pro s Y

IMPORTANT NOTE: If you rate the applicant "poor” or "fair” in a particular category, please elaborate on this aspect
of the reference in as much detail as possible.

Basic medical

knowledge: Pcor Fair Average k" Above Average
Professional judgment: Poor Fair Average L~ Above Average
Sense of responsibility Poor Fair Average iz~ Above Average
Moral character/ . /

ethical conduct: Poor Fair Average Above Average
Competence and skili: Poor Fair Average - Above Average
Cooperativeness,

ability to work with /

others: Poor Fair Average Above Average
History & physicai exam /

taking: Poor Fair Average Above Average
Record keeping Poor Fair Average .. Above Average
Case prasentations: Poor Fair Average V/Abcve Average
Patient management: Poor Fair Average [ Above Average
Physician-Patient !//

reiationship: Poor Fair Average Above Average

Cempetence in being able to
communicate in reading, writing

and speaking the English /
language: Poor Fair ... Average Above Average
Participationin - -

Medical Staff Affairs Poor Fair Average V/Above Average



Chief of Service Form STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Continued 109 STATE STREET
. MONTPELIER, VERMONT 05609-1106
(802) 828-2673
REFERENCE FORM TO BE COMPLETED BY CHIEF OF SERVICE, PAGE TWO OF TWO

NameoprplicaH{ ~ Paul D. Hanissian, M.D.

How long have you known the applicant and in what capacity? _ 8/95  supervisor Yy o - s

To the best of your knowledge, does/did the applicant carry out the duties and responsibilities of the position at your
institution in a satisfactory manner? Yes No

Do you know of any emoticnal disturbance, mental iliness, organic iliness, alcohol or drug problem, which mig
impair the applicant's ability to practice medicine? Yes N

e b No
Do you know of any pending professional misconduct proceedings or medical malpractice /”“f
claims? Yes "7 No
Do you know if the applicant has been 2 defendant in any ciiminat proceeding other than g
minor traffic offenses? (Note: DWI (Driving While Intoxicated) is not minor.) Yes 1// No
Do vou know of any suspension, restriction or termination of training or professional -
privileges for reasons related to mental or physical impairment, incompetence, miscenduct /
or malpractice? Yes No
Do you know of any resignation or withdrawal from training or of professional privileges /‘
to avoid imposition of disciplinary measures? Yes No
Do you know of any confirmed quality problem {quality of hospital care provided =
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or /
eisewhere? Yes No
‘Do you know of a failure of the applicant to complete a residency training /
program(s)? Yes No

-

Does the applicant calf upon consults when needed? ] L,//\gs No

In addition to the information provided an the previous page, please use the space below and the reverse side for
elaboration on the above and any additional information you have available to sid the Board in evaluating this
applicant. Of particular value to us in evaiuating any candidate are comments regarding his/her notable strengths
and/or weaknesses. We would appreciate such comments from you. Any additional infsrmation should be attached
to this form.

The abete report is based on:
lose personal observation

- C
v ~General impression
A composite of faculty/staff evaluations

Other - Specify:

Hurther certify that at the time of compietion of the above training, or during my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action.

Paul D. Hanissian, M.D.

| recommend for licensure in Vermont,

Name of Phﬁidan

Signed:j@b%\ D) /R\ Date: 7/ 13‘0!!) 9}'9[

Print or Type Name and Title: Barry D. Smith, M.D. Chairman Ob/Gyn




| ,f"fﬁ%%?%?\
Reference Form #3 STATE OF VERMONT - BOARD OF MEDICAL PRAGTICE .~ /& 7
Return Directly to Board 109 STATE STREET S
‘ MONTPELIER, VERMONT 05609-1106
(802) 828.2673

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN

AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTM
~ Name of Applicant; Paul D. Hanissian, M.D.

The physician named above has applied to the Vermont Board of Medical Practice for alic cine
in Vermont. The applicant has listed your name as one whe has requisite knowledge through recent8Bservation of
the applicant’s current clinical competence, ethical character, and abiiity to work cooperatively with others. In this
regard, please complete the following reference form. Thank you for your cooperation.

Please complete all parts of this form. If more room is needed, please attach additional information.

i ia Dartmouth-Hitchcock Medical Center
br. Paul D. Hanissian was at

from __8/95- present to - During that time, he/she was

{List status in the Institution): _ Assistant Professor Ob/Gyn

IMPORTANT NOTE: i you rate the applicant "poor” or "fair" in a particutar category, please elaborate on this aspect
of the reference in as much detail as possible, .

Basic medical

knowledge: Poor Fair Average i Above Average
Professional judgment: Poor Fair Average ¥ __Above Average
Sense of responsibility: Poor Fair Average I//Above Average
Meral character/

ethical conduct: Poor Fair Average Above Average
Competence and skili: Poor Fair Average i7" Above Average
Cooperativeness,

ability to work with \//

others: : Poor Fair Average Above Average
History & physical exam /

taking: ' Poor Fair Average Above Average
Record keeping Poor Fair Average /Above Average
Case presentations: Pcor Fair Average "/ Above Average
Patient management: Poor Fair Average |7 Above Average

Physician-Patient
relationship: - Poer Fair Average Above Average

Competence in being able to
communicate in reading, writing

and speaking the English
language: Poor Fair Average ¥~ Above Average

Participation in
Medical Staff Affairs Poor Fair Average Above Average



Reference Form #3 STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Continued 108 STATE STREET
: MONTPELIER, VERMONT 05609-1106
(802) 828-2673

 REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN $TAFF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMENT, PAGE TWO OF TWO

Name of Applicant; Paul D. Hanissjian, M.D.

To the best of your knowledge, does/did the applicant carry out the duties angd responsibilities of the position at your

institution in g satisfactory manner? Yes No
Do you know of any emotional disturbance, mental illness, organic iliness, alcoho! or drug problem, which might
impair the applicant's ability to practice medicine? Yes MNo
Do you know of any pending professional misconduct proceedings or medical malpractice

claims? Yes i~ No

Do you know i the applicant has been a defendant in any criminal proceeding other than Ve
minor traffic offenses? (Note: DWI (Driving While Intoxicated} is not minor.) Yes 7 No

Do you know of any suspension, restriction or termination of training or professional

privileges for reasans related to mental or physical impairment, incompetence, misconduct
or malpractice? Yes i/ No

Do you know of any resignation or withdrawal from training or of professional privileges
to avoid impasition of disciplinary measures? Yes | No

Do you know of any confirmed quality problem {quality of hospital care provided
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or

-elsewherg? Yes iz/ No
Do you know of a faiture of the applicant to cormplete a residency training /

program(s)? Yes No
Does the applicant call upon consults when needed? I Yes No

In addition to the information provided on the previous page, please use the space below and the reverse side for
efaboratian on the above and any additional information you have available to aid the Board in evaluating this
applicant. Of particular value to us in evaluating any candidate are commenteregarding histher notable strengths

and/or weaknesses. We would appreciate such comments from you. Any additional informaticn should be attached
to this form. |

The above report is based on:
i Close personal observation
General impression
A composite of faculty/staff evaluations
Other - Specify:

Hurther certify that at the time of completion of the above training, or during my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinery action.

Paul B. Hanissian, M.D. ) )
| recommend ' for licensure in Vermont.

Date: ZZ?/;;} /¢?

; Retterer, M.D. Viee Chairman Ob/ Gyn
PrmtorTyg&;me and Tie: ___ OND Kette

Signed:




Reference Form #3 STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Return Directly to Board 108 STATE STREET
) ‘ MONTPELIER, VERMONT 05609-1106
(802) 828-2673

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER

AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT AjPOINTMENT, PAGE ONE OF TWO
Name of Applicant: PATREK 5. Hefsos

The physician named above has applied to the Vermont Board of Medical Practice for a license to practice medicine
in Vermont. The applicant has listed your name as one who has requisite knowledge through recent observation of
the apolicant's current clinical competence, ethical character, and ability to work cooperatively with others. In this
regard, please complete the following reference form. Thank you for your cooperation.,

Please complete all parts of this form. If mare room is needed, please attach additional information,
or._PATRacK B. Hetson was at PARTARSTH-HITCH ek Mepical CENTER.
from __ 1[99 o_(resent

{List status in the Institution): ACT e STAFT

. During that time, he/she was

IMPORTANT NOTE: if you rate the applicant "poor” or "fair” in a particular category, please elaborate on this aspect
of the reference in as much detail as possibie. .

Basic medical /’f

knowledge: Poor Fair Average Above Average

Professionat judgment: Poor Fair Average Vf/lﬁ'bve Average

Sense of responsibility: Poor ' Fair Average Y Above Average
.

Moral character/ . /://

ethical conduct: Poor Fair Average V Y Above Average

Competence and skill: Poor Fair Average ¥ __Above Average

Cooperativeness, /

ability to work with v

cthers: Poar Fair Average /p.ove Average

History & physical exam /

taking: _____Poor Fair © . Average Abcve Average

Record keeping Poor Fair Average k Above Average

Case presentations: Poor Fair Average / bove Average

Patient management: Poor Fair Average § )C\/bove Average

Physician-Patient /

rejationship: - Poor Fair Average . Abcve Average

#

Competence in being able to :
communicate in reading, writing /
and speaking the English /

language: Foor Fair Average JAbove Average®

o

Participation in /
Medical Staff Affairs Poor Fair Average Above Average



Reference Form #3 STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Continued 108 STATE STREET
: MONTPELIER, VERMONT 05608-1108
(802) 828-2673

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMENT, PAGE TWO OF TWO

Name of Appiicant: ?f\tT K B %‘{’5&%@

To the best of your knowledge, does/did the applicant carry out the duties and responsibilities /ef the position at your
institution in a satisfactory manner? Y Yes No

e

Do you know of any emotional disturbance, mental ilness, organic iliness, alcohol or drug problem, which rﬁight

impair the applicant's ability to practice medicine? Yes ¢ No
Do you know of any pending professional misconduct proceedings or medical malpraciice e '
claims? _ Yes ¥ No
Do you know if the applicant has been a defendant in any criminal proceeding other than f
minor traffic offenses? (Note: DWI (Driving While intoxicated) is not minor.) Yes _ ¥V  No
De you know of any suspension, restriction or termination of training or professional
privileges for reasons related to mental or physical impairment, incompetence, misconduct i

or malpractice? Yes _ V' No

Do you kniow of any resignation or withdrawal from training or of professional privileges v
{0 avoid imposition of disciplinary measures? Yes ® No

Do you know of any confirmed quaiity problem (quality of hospital care provided

0 Medicare patients) by the Peer Review Organization {PRO) in Vermont or ‘/”/
-elsewhere? Yes No
Do you know of a failure of the applicant to complete a residency fraining }/,/“
prograrm(s)? . Yes' _ ¥V  No

Does the applicant call upon consuits when needed? V¥ Yes No

in addition to the information provided on the previous page, please use the space below and the reverse side for
elaboration on the above and any additional information you have available to aid the Board in evaluating this

The above report is based on:
¢~ Close personal observation
v’ General impression

~~ A composite of faculty/staff evaluations s . 4.
e Other - Specify: . jlewér) fﬁn ‘JL’%’Z/M e
; /

IHurther certify that at the time of completion of the above training, or during my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinary action.

[ recommend PAWZK;F; % . R%OP\J’ for licensure in Vermont.
(ﬁ-\\Name of Physician

/fj/ /MH}JLC’&( {/) ﬂfﬁj&éf%ﬁ? WA‘%““/‘?f//\:Date: %/ j2 %‘/f/ﬂ

B Y. o /'éﬂf ¢ (‘f j\ ”_/?‘_1 j\) W
Print or Type Name and Title: [/ € L"&{Jé. /‘ 2HTS L :

Hedical  Treeen. .
' A G

Signed:

f Rl ,;Jé?

N o
% Ej&fifv{? /”ﬁf :’%\”}? ;

o E g e



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE - PAGE SEVEN OF SEVEN
SECTION IV
STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
Applicant’s Statement Regarding Child Suppott
Title 15 § 795 requires that: A professional license or other authority to conduct 3 trade or business may not be issued or renewed

unless the person certifies that he.or she-is-in-good-standing-with respect toor gl cempliance with a plan to pay any and all child
support payable under a support order as of the date the application is filed. "Good standing” means that less than one-twelfth of
the annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial

proceeding:-or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties;

or the licensing autherity determines that immediate payment of support wouid impose an unreasonable hardship. (15V.5.A. §
785}

1 You must check one of the two statements below regarding child support regardless whether or not you have
chiidren:
X | hereby certify that, as of the date of this application: {a} | am not subject to any support order ¢r {b) | am subject to a

support order and | am in good standing with respect 1o it, or (¢} | am subject to a support order and | arm in full
compliance with a plan to pay any and all child support due under that order,
or

| hereby certify that | am NOT in good standing with respect to child support due as of the date of this application and §

hereby request that the licensing authority determine that immediate payment of child support would impose an

unreasonable hardship. Please forward an "Application for Hardship” .

Applicant’s Statement Regarding Taxes :

Title 32 § 3113 requires that; A professional license or other authority to conduct 2 trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with the Department of Taxes. *Good standing” means that no taxes
are due, the tax liability is on appeal, the taxpayer is in compliance with 2 payment plan approved by the Commissioner of Taxes, or
the ficensing authority determines that immediate payment of taxes would impose an unreasenable hardship. (32V.S.A. §3113)

2. You must check one of the two statements below:

X | hereby certify, under the pains and penaities of perjury, that | am in good standing with respect to or in ful compliance
with a plan to pay any and ai! taxes due to the State of Vermont as of the date of this application. {The maximum penalty
for perjury is fifteen years in prison, 2 $10,000.00 fine of both),

or

1 hereby certify that | am NOT in good standing with respect o taxes due to the State of Vermont as of the date of this

application and | hereby request that the licensing authority detarmine that immediate payment of taxes would impose an

unreasonable hardship. Please forward an "Applicaticn for Hardship".

Applicant’s Statement Regarding Unempioyment Compensation Contributions

Title 21 § 1378 requires that: No agency of the state shall grant, issue or renewal any license or other authority to conduct a trade
or business (including z license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods,
services or rezl estate space with any employing unit unless such employing unit shall first sign a written declaration, under the
pains and penalties of perjury, that the employing unit is in good standing with respect to or in full compliance with a plan to pay any
and all contributions or payments in lieu of contributions due as of the date such declaration is made. For the purposes of this
section, a person is in good standing with respect to any and all contributions or payments in lieu of contributions payable if: {1} no
contributions or payments in lieu of contributions are due and payable; (2) the liability for any contributions or payments in lieu of
contributions due and payabie is on appeal; (3} the employing unit is in compliance with a payment plan approved by the
Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in
lieu of contributions due and payabie would impose an unreasonable hardship.
3. You rnust check one of the two statements below regarding unemplioyment contributions or payments in lieu of

unempioyment contributions:

X I hereby certify, under the pains and penaities of perjury, that | am in good standing with respect to or in full compiiance
with & payment pian approved by the Commissioner of Employment and Training to pay any and ail unempioyment
contributions or payments in lieu of unemployment contributions fo the Vermont Department of Employment and Training
due as of the date of this application. {The maximum penalty for perjury is 15 years in prison, 2 $10,000.00 fine or both}.

or
I hereby certify that { am NQT in good standing with respect to unemployment contributions or payments in lieu of
unemployment contributions due to the Vermont Department of Employment and Training as of the date of this
application and | hereby request that the licensing authority deterrnine that requiring immediate payment of
unempioyrment contributions or payments in lieu of unemployment contributions would impose an unreasonable hardship.
Please forward an Application for Hardship.

Social Security # Date of Birth

* The disclosure of YOur soctal security number is mandatory, is solicited by the authority granted by 42 U.5.C. § 405 {c){2)(C), and will be used by the Department of
Taxes and the Department of Empioyment and Training, in the administraton of tax iaws. to identify individuals affected by such laws. ang by the Cffice of Child Support.
STATEMENT OF APPLICANT
| certify that the information stated by me in this application is true and accurate to the best of my knowledge. | understand that
. providing false information or omission of information is untawful and may jeopardize my license/centification/registration status.

Signature of Agplicant o] W{ CAM e Date j[zofsg




FORM B STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VERMONT 056091 1086
(802) 828-2673

FORM B: 1) A!!IHQ—RiZA—TiON*'FOR"RE’EE’A’SE’"OF"RE’C’O'RD'S AND INFORMATION

AND 2) AUTHORIZATION TO COMMURNICATE WITH FUTURE EMPLOYERS REGARDING
- THE STATUS OF YOUR APPLICATION
TO WHOM IT MAY CONCERN:

11, PMIUCK B -%K&‘N\\ - HEREBY AUTHORIZE YOU to fumish to the

(Name of Applicant)

Vermont Board of Medical Practice or its designated representative, all materials and information within your
possession or control relating to me, of whatever kind and wherever located and including, but not limited to, my
education, my professional experience and qualifications, my licensing history, my practice as a physician, civil and
criminal court records, and any other material or information, including investigative files, which, in the sole discration
of the Vermont Board of Medicat Practice, may be useful to said Board in its roview of my licensing staius,

Cnly in regard to this specific authorization for disclosure to the Vermont Board of Medical Practice and for no other
purpase, | expressty WAIVE confidentiality and any privileges or immunities accorded this information by State or
Federal Law, and 1 hold you harmiess from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report information, either orally or in writing, directly to the Vermont Board of
Medical Practice or its designated representative on a continuing basis until this authorization is revoked, by me, in
writing.

A CONFORMED PHOTOSTATIC COPY OF THIS AUTHORIZATION SHALL SERVE IN ITS STEAD.

2} Hurther authorize the Vermont Board of Medical Practice to communicate with future employers and/or locum

tenens companies regarding the status of my application for licensure.
Signaiu; A:t*’g\ W\P—* MD '
Date: g’/}"{/ 7‘7

Print or Type Name- E&TR{CK 2. ‘H’E:'fzwﬁ)

Address: —

Telephone Number: (b ©3 ) 50 - Yend
Subscribed and swomn to before me, this c;»?//)Zj . dayof / Zw//g{j H /5/?5} ?
4 i/

'
LA

(Ll /i’”ﬂ%ffﬂ) LOUISE B. CARPENTER

Notery Pubiic, 7 NOTARY PUBLIC
STATE OF NEW HAMPSHIRE

My commission expires Feb. 17, 2004

“TAffix Seat My License Expires:

RETURM ORIGINAL TO THE BOARD WITH YOUR APPLICATION
SEND COPIES WITH THE REFERENCE FORMS



Women's Health for Life

Department of Obstetrics & Gynecology T

Lebanon, New Hampshire 03756
603 650-8161 Fax 603 650-6850

August 20, 1999

State of Vermont

Board of Medical Licensure
109 State Street

Montpelier, VT (5609-1106

To Whom It May Concern:

Enclosed please find the application for medical licensure for Vermont. Dr, Paul David
Hanissian is applying for licensure. The $350 fee for processing will come under separate

cover.
Thank you,
DR
Ingey Imset

((o2) bSP-95L >

//,%///’,};;;,A Dartmouth-Hitcheock Medical Conter




109 State Street
Montpelier, VT 05609-1106 ﬁ

Tel.: (8B02) 528-2673
Fax: (802) 828-5450

State-of Vermeont

Board of Medical Practice

September 15, 19399

Paul David Hanissian

Dept. Of Obstetrics and Gynacology
Dartmouth-Hitcheoock Medical Center
Lebanon, NH 03756

Deaxr Doctor Hanissian:

We are in receipt of your application for medical licensure in the
State of Vermont. However, since you were sent the application
package there has been a change made by Legislature regarding our
fee schedule.

The change for Medical Doctor Licensure application is that the
fee, effective July 1, 1999, is now $400.00. Therefore, vyou need
to send another check for $50.00. Your application will not be
complete until the remainder is received.

If you have any questions or wish to follow up on vour application
status please do not hesitate to contact this office.

Kim Johnson

Staff Assistant

/ka




1G9 State Street
Meontpelier, VT 05609-1166
(802) 828-2673

Fax: (802) 828-5450

Tel.:

State sf Vermont

Board of Medical Practice

September 15, 1999

Paul David Hanissian

Dept. Of Obstetrics and Gynecology
Dartmouth-Hitchcock Medical Center
Lebanon, NH 03756

Deax Doctor Hanissian:

We are in receipt of your applicatlon for medical licensure in the
State of Vermont. However, since you were sent the application
package there has been a change made by Legislature regarding our
fee schedule.

The change for Medical Doctor Licensure application is that the
fee, effective July 1, 1999, is now $400.00. Therefore, you need
+o send another check for $50.00. Your application will not be
complete until the remainder is received.

If you have any questions or wish to follow up on your application
status please do not hesitate to contact this office.

Sincerely,

Kim Johnson
Staff Assistant

/kaj



National Board of Medical Examiners®

3750 MARKET STREET, PHILADELPHIA, PA 19104
TELEPHONE {215) 580-9500

GRG0 EEABIHEY ID#:3-400-019-0

Ty Paul Davyid Haniesian, 2D
Bartmouth-"9itohocock Sadical Center
Bept of Ohstetrics and Gynecology
LERAYOY H¥ 037454

Inég: Fw 3 (e Y e 1y
FROM: Examines Yocords Dapartment

in endorsesent of vouy certificatlon by the #¥atlonal Poard of fediecal
Fxaminers has basn orovided to the padical licensiasg authority in
tha states) shown helouw.

Please copfirm »ith the state that vonr doctsant hag been rocelved.
I¥ it has not, a doplicate will be orovided to the state withooet
charoge if wo are notified within three months from the date of this
Ietter. Bevond that time, the fee of 242 will be charged for a
revlacerent.  f2acause 0of the high volume of processiag, however,
please 2llow 3-8% weeks for the state to record receint of your
apdorsoerant.

1258

Yoarnsont



Women’s Health for Life

Lebanon, New Hampshire 03756

- Fax 603 650-7795
Office of the Chair 603 650 ax

July 19, 1999

Maine Board of Licensure in Medicine
2 Bangor Street

137 State House Station

Aungusta, ME 04333

To Whom It May Concern:

Enclosed please find the verification of certificate of medical licensure from the
application for Vermont license. Dr, Paul David Hanissian is applying for licensure.
Also enclosed is the $15.00 fee for processing. Please compiete the form and return to:
State of Vermont

Board of Medical Practice

109 State Street

Montpelier, VT 05609-1106

Thdnk you,

Inge Imset

% Dartmouth-Hitchcock Medical Center
7.




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

CERTIFICATE OF MEDICAL LICENSURE

This section must be completed by the regulatory authority in the states in which yeu now hold or have
ever held a license to practice medicine.

I, Secretary of the

State Board of Medical Examiners, certify that

Paul D. Hanissian, M.D.

was granted Certificate Number 014040 to practice medicine in the
State of Maine on the
11 dayof March 19.°7
based on : and that said cerﬁﬁt_:aze has never been revoked,

suspended or conditioned in any way, or the licensee has never been disciplined by the Board in any way,

NOTE: If licensed by written examination the secretary should further certify:

Hurther certify that the aforesaid ' in his/her written

examination before this Board, obtained a general average of percent in the

following branches:

(The subjects of the examination and rating of each must be stated in full.)

(AFFIX SEAL)

(Secretary/Director) _ (Date)



S
s O
o
ot
e , - | -
Women’s Health for Life
~Department of Obstetrics & Gyrnecology One Medical Center Drive
Lebanon, New Hampshire 03756
Office of the Chair 603 650-8563 Fax 603 650-7795

July 19, 1999

State of New Hampshire
Board of Medicine

2 Industrial Park Drive
Concord, NH 03301

To Whom It May Concern:

Enclosed please find the verification of certificate of medical licensure from the
application for Vermont license. Dr. Paul David Hanissian is applying for licensure.
Also enclosed is the $10.00 fee for processing. Please complete the form and returs to:

State of Vermont

Board of Medical Practice
109 State Street

Montpelier, VT 05609-1106

Thank you,

@ MMO o S

Enger Imsci

Dartmouth-Hitchcock Medical Center




Renewal - 042.0010038 Page 1 of 11

Renewal - 042.0010038

Name Paul David Hanissian
Credential 042.0010038
Fee Details
Renewal $500.00

$500.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington, VT 05402-0070
(802)657-4220 or 800-745-7371

PHYSICIAN'S LICENSE RENEWAL APPLICATION
PART |
Please follow the instructions below and submit the completed application with documentation and payment to this office. If you have

any questions or need additional information do not hesitate to contact us at 802-657-4220, 800-745-7371 or
medicalboard@state.vt.us.

IMORTANT: Your license will lapse if we have not received your completed application and fee by your expiration date. In
addition, you will be subject to late renewal penalty fees and potentially liability if you practice medicine without a license.

INSTRUCTIONS

enter, correct or update all information

answer all questions completely, even if you believe the information is already on file with the Board

use Form A to provide explanations to Malpractice

do not delegate this important task to any other person. False statements on this application may be grounds for charges of
unprofessional conduct.

Be sure to submit:

completed application

completed Form A, if applicable

payment in the amount of $500 to the Vermont Department of Health

LATE FEE: Applications received after the license expiration date will be assessed a $25 late fee.

Please Note:

e Your Physician License Renewal Application has been pre-populated with information provided by and previously approved
by you prior to the initial release of the Department's physician profiles. Please take this opportunity to correct any factual
inaccuracies and/or update any information as appropriate.

e Licensees have a continuing obligation during each two-year renewal period to promptly notify the Board of any change or
new information including, but not limited to, disciplinary or other action limiting or conditioning their license or ability to
practice in any jurisdiction. Failure to do so may subject the licensee to disciplinary action by the Board.

Thank you.

Renewal Part |

Name:
Indicate your full legal name (use no initials). If your name has changed at any time during your life and you are not using FCVS, you
must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Hanissian

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=18011&key={7DAS59... 5/18/2015



Renewal - 042.0010038

2. First Name:
Paul

3. Middle Name:
David

4. Have you ever legally changed your name?
No

5. If yes, enter your former name and other name(s):

Page 2 of 11

Previous Name From Month From Year

To Month

To Year

|Reason for Change

September

2012

6. Date of Birth:

7. Enter your MAILING ADDRESS information:

Attention DHMC Dept Obstetrics & Gynecology

Street One Medical Center Drive

City Lebanon State NH

E-mail Address |

Telephone [ A'ternate Phone (e.g.

8. Enter your PUBLIC ACCESS address information:

Attention DHMC Dept Obstetrics & Gynecology

Street One Medical Center Drive

Pager)

City Lebanon State NH

Country United States
Telephone (603) 650-8563
E-mail Address

Alternate Phone (e.g.
Pager)

Renewal Part Il

Zip 03756

Country United
States

Zip 03756

9. Were you in active clinical practice in the past 12 months?
Yes

10. Do you hold, or have you ever held, a license or certification as a medical practitioner in any other state?

Yes

11. If yes, complete the section below.

State Profession License Number

Ilssue Date

Expiration Date Status

New Hampshire MD 9485

Jo7/05/1995

06/30/2013 Active

12. Medical Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of graduation.

School

Graduation Date

School Name: Robert Wood Johnson Medical School
State: New Jersey

Country: United States

School Type: Medical School

05/31/1991

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=18011&key={7DAS59... 5/18/2015



Renewal - 042.0010038 Page 3 of 11

Degree: MD “

13. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]
Please provide information about any graduate medical education/residency attended or completed that is not listed below.

Site Name End Date Specialty
Maine Medical Center 01/01/1995

14. Specialty Board Certification [26 VSA § 1368(a)(9)]
Please verify the following information regarding your specialty board certification and update as necessary.

Specialty Certification Board Certification Date Specialty Expiration Date
Gynecology |American Board of Obstetrics and Gynecology 01/01/1997 01/01/2007
Gynecology |American Board of Obstetrics and Gynecology 01/01/2007

15. Years of Practice
What year did you start practicing as a medical professional?

1995

16. Hospital Privileges [See 26 VSA § 1368(a)(11)]
List all hospitals where you currently have hospital staff privileges:

Facility Name State Start Date
Mary Hitchcock Hospital (NH) New Hampshire
Cheshire Medical Center New Hampshire 03/30/2009

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

17. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
No

18. State:
19. Year:
20. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:

21. Denied certificate to practice medicine or any other healing art - Upload documents

22. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
No

23. State:

24. Year:

25. Circumstances under which license or certificate was withdrawn, denied, revoked, not renewed, or otherwise terminated:

26. Please upload any documents you have that are relevant to this matter.

27. Have you ever voluntarily surrendered or resigned a license or certificate to practice medicine or any other healing art in lieu of

disciplinary action or any other reason?
No

28. State:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=18011&key={7DAS59... 5/18/2015



Renewal - 042.0010038 Page 4 of 11

29. Year:
30. Circumstances:

31. Please upload any documents you have that are relevant to this matter.

32. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association (international, national, state or local)?
No

33. Name of organization involved:
34. Date:
35. Duration:

36. Action Taken (add all that apply):

37. Circumstances:

38. Please upload any documents you have that are relevant to this matter.

39. Have you ever been denied the privilege of taking an examination before any state medical examining board?
No

40. State:

41. Year:

42. Circumstances under which examination privileges denied:

43. Please upload any documents you have that are relevant to this matter.

44. Have you ever discontinued your education, training, or clinical practice for a period of more than three (3) months NOT including
premedical education?

No
45. If yes, please explain and include the dates over which your education, training, or clinical practice was discontinued:
46. Discontinued Education, Training, or Clinical Practice - Upload documents:
47. Have you ever been dismissed or suspended from, or asked to leave a training program before completion?
No
48. Training program(s):

49. Location of program(s):

50. Year:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=18011&key={7DAS59... 5/18/2015



Renewal - 042.0010038 Page 5 of 11

51. Circumstances:

52. Please upload any documents you have that are relevant to this matter.

53. Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced,
suspended or revoked, or resigned from a medical staff after a complaint or peer review action was initiated against you?
No

54. Institution involved:
55. Location:
56. Year:
57. Circumstances:
58. Please upload any documents you have that are relevant to this matter.
59. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, or restricted
by, or surrendered to any jurisdiction or federal agency at any time?
No
60. Name of organization involved:
61. Type of restriction:
62. Date:
63. Circumstances of restriction
64. Please upload any documents you have that are relevant to this matter.
65. Do you currently, or have you ever, prescribed any prescription medication over the internet? This does not include any
prescribing you would do using electronic medical records in your practice.
No
66. Please provide a general description of your practice of internet prescribing:
67. Are you presently, or have you ever been, a defendant in a criminal proceeding?
No
68. Court:
69. City and state:

70. Charge:

71. Description:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=18011&key={7DAS59... 5/18/2015



Renewal - 042.0010038 Page 6 of 11

72. Status:

73. Date:

Renewal Part Il

PART lll

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from public
disclosure.)

Any "yes" response to the questions below must be fully explained.

74. To your knowledge, are you the subject of an investigation by any other licensing or certification board under which you have not
been charged as of the date of this application?

75. Licensing or certification board:
76. Date:

77. Location of Licensing Board:
78. Circumstances:

79. Please upload any documents you have that are relevant to this matter.

MEDICAL DEFINITIONS
The following definitions are provided to assist you in answering the medical related questions:
"Ability to practice medicine" - This term includes:

1. The cognitive capacity to make and exercise reasoned medical judgements, and to learn and keep abreast of medical
developments; and

2. The ability to communicate those judgments and medical information to patients and other health care providers, with or
without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks and procedures, with or without the use of aids or devices, such as
corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but not limited to,
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart
disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, hepatitis, HIV disease, tuberculosis,
drug addiction, and alcoholism.

"Currently" - This term means recently enough to have a real or perceived impact on one's functioning as a Physician Assistant
licensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a
valid prescription for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.

"Controlled substances" - This term means those drugs listed on Schedules | through V of Section 202 of the Controlled
Substances Act (21 USC § 812).

"lllegal use of controlled substances" - This term means the use of drugs, the possession or distribution of which is unlawful
under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This term does not include the

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=18011&key={7DAS59... 5/18/2015



Renewal - 042.0010038 Page 7 of 11

use of a drug taken under the supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal law.

80. Do you have a medical condition that in any way impairs or potentially impairs or limits your ability to practice medicine in your
field of practice with reasonable skill and safety?

81. In explaining "Yes" answer to the previous question, please provide reasonable assurances that your medical condition is
reduced or ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or
have participated or do participate in a monitoring program.

82. Please upload any documents you have that are relevant to this matter.

83. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way impairs your ability to
practice medicine in your field of practice with reasonable skill and safety?

84. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that your use is reduced or
ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

85. Please upload any documents you have that are relevant to this matter.

86. Are you currently engaged in the illegal use of controlled substances?

87. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

88. Please upload any documents you have that are relevant to this matter.

Medical condition, treatment, use of chemical or illegal substances:

89. Treating organization:

90. Address:

91. Telephone:

92. Type of diagnosis, condition or treatment - field of practice - use of chemical substances:

93. Dates of iliness or dependency (from, to):

94. Dates of treatment (from, to):

95. Name of rehabilitation/professional assistance or monitoring program:

96. Address:

97. Telephone:

98. Contact person at Program:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=18011&key={7DAS59... 5/18/2015



Renewal - 042.0010038 Page 8 of 11

CONFIDENTIAL ASSISTANCE IS AVAILABLE
Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners Health Program, a service of
the Vermont Medical Society. This is a confidential program for the identification, treatment and rehabilitation of physicians affected
by the disease of substance abuse. For further information about this program, call 802-223-0400 (a confidential line).

Renewal Part IV

Statutory Profile Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Department of Health. Under this law, the Department must collect
certain information to create individual profiles on all health care professionals licensed, certified, or registered by the Department
pursuant to Title 26 of the VSA. Please try to answer the following questions as best as you can.

99. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets)? For purposes of this question, “convicted” means that you pleaded guilty or that
you were found adjudged guilty by a court of competent jurisdiction.

No

100. Criminal Convictions [See 26 VSA § 1368(a)(1)] Please provide a description of all crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets) of which you have been convicted. For purposes of this question, “convicted”
means that you pleaded guilty or that you were found adjudged guilty by a court of competent jurisdiction. Please provide copies of
papers fully documenting the convictions.

|Date of Conviction |Court of Conviction |City ||State |Description |

101. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Have there been any charges to which you pleaded "nolo contendere” ("l will not contest it") or where sufficient facts of guilt were
found and the matter was continued without finding by a court of competent jurisdiction?

No

102. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Please provide a description of all charges to which you pleaded "nolo contendere" ("I will not contest it") or where sufficient facts of
guilt were found and the matter was continue without finding by a court of competent jurisdiction.

|Date of Charges |Court |City ||State |Description of Charges |

103. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have there been any formal charges served, findings, conclusions, and/or orders of the Board of Medical Practice (including
stipluations), and/or final disposition of such matters by the courts, if appealed?

No

104. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of Medical Practice
(including stipluations), and final disposition of such matters by the courts, if appealed.

IDate IFinaI Disposition Summary I

105. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have there been any formal charges served against you by licensing or certification authorities of other states?
No

106. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

Please provide a description of all formal charges served by licensing or certification authorities of other states, the findings,
conclusions, and orders of such authorities, and final disposition of such matters by the courts, if appealed, in those states. Please
provide copies of papers fully documenting these matters.

|Date of Disposition |Licensing Authority |City |State |Description of Disposition |

Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

107. Have your hospital privileges ever been revoked or involuntary restricted in relation to competence or character?
No

108.

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=18011&key={7DAS59... 5/18/2015



Renewal - 042.0010038 Page 9 of 11

A. Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital privileges that were related to competence or
character and were issued by the hospital's governing body or any other official of the hospital after procedural due process
(opportunity for hearing) was afforded to you. Please upload copies of papers fully documenting these matters.

|Date of Restriction |Hospita| Name |State |Nature of Restriction |Reason for Restriction |

109. Have your hospital privileges ever been restricted, or have you ever resigned or not renewed your medical staff membership at
a hospital in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital?
No

110.

B. Other Restrictions

Please provide a description of all resignations from, or nonrenewal of, medical staff membership or the restriction of privileges at a
hospital taken in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital. Please
upload copies of papers fully documenting these matters.

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

111. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)] Have you ever been involved in a
Malpractice Liability Claim? Please provide a description of all medical malpractice court judgments against you and all medical
malpractice arbitration awards against you, and any pending malpractice cases.

No

112.

A. Judgments
Please provide a description of all medical malpractice court judgments against you and all medical malpractice arbitration awards

against you, and any pending malpractice cases.
IDate of Judgment I

113.

B. Settlements Please provide a description of all settlements of all pending settlements and settlements of medical
malpractice claims against you. Please complete the below information and provide copies of papers fully documenting
these matters.

|Date Of Settlement |

Medical Malpractice Claim

For each response provided in the previous Medical Malpractice Judgements and/or Settlements questions you must complete the
form located here. Please download the form, complete it for each response, and then upload to each respective response. This
information is required for each and every response provided for Judgements and/or Settlements.

Appointments/Teaching [See 26 VSA § 1368(a)(12)]

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

114. A. Appointments Please provide information about your appointments to medical school or professional school faculties.
|Schoo| |City |State |Nature of Appointment |Year Started ||Year Ended |

115. B. Teaching Please provide information regarding your responsibility for teaching graduate medical education within the past
10 years.

ISchooIIInstitution ICity ||State INature of Teaching IYear Started IYear Ended I

116. Publications [See 26 VSA § 1368(a)(13)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your publications in peer-reviewed medical literature within the past 10 years.

[Title |Publication |Publication Date |

117. Activities [See 26 VSA § 1368(a)(14)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and awards.

|Activity or Award |

118. Provide the following information for each practice location. Be sure to indicate which is to be vour primary practice location.
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Practice City State Primary Languages |Accepts Accepts New Medicaid
Name Practice Medicaid? Patients?
None reported JLebenon|New Yes Yes Yes

Hampshire

Statement of Good Standing
119.

State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or Penalties for a Violation or
Criminal Offense

| hereby state that either:

A. This does not apply to me because | don’t have any unpaid judgment issued by the judicial bureau or district court for fines or
penalties for a violation or criminal offense, or

B. I am in good standing with respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for a
violation or criminal offense.

| understand that a license may not be issued or renewed without such a statement.

| further understand that, for the purposes of this section, a person is in good standing with respect to any unpaid judgment issued by
the judicial bureau or district court for fines or penalties for a violation or criminal offense if:

1. 60 days or fewer have elapsed since the date a judgment was issued; or
2. the person is in compliance with a repayment plan approved by the judiciary.

Yes

120. Date:
11/02/2012

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.
Regarding Child Support

Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child
support payable under a support order as of the date the application is filed. "Good standing" means that less than one-twelfth of the
annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15 V.S.A. § 795)

121. You must select one of the two statements below regarding child support regardless whether or not you have children:
| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support

order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes
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Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed
unless the person certifies that he or she is in good standing with the Department of Taxes. "Good standing" means that no taxes are
due and payable and all returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan
approved by the Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes would impose an
unreasonable hardship. (32 V.S.A. § 3113)

122. You must select one of the two statements below regarding taxes:

| hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both.)

The disclosure of your social security number is manditory, it is solicited by the authority granted by 42 U.S.C. § 405 (c)(2)(C), and
will be used by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws,
to identify individuals affected by such laws, and by the Office of Child Support.

123. Social Security Number:

124. Date of Birth:

125. | certify that the information stated by me in this application is true and accurate to the best of my knowledge and that |
understand providing false information or omission of information is unlawful and may jeopardize my license/certification/registration
status.

Yes

126. Date:
11/02/2012

Renewal Payment

127. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.

Self / Credit Card

Review
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Renewal - 042.0010038

Name Paul David Hanissian
Credential 042.0010038
Fee Details
Renewal $500.00
$500.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington, VT 05402-0070
(802)657-4220 or 800-745-7371

PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART |

Please follow the instructions below and submit the completed application with documentation and payment to this office. If you have
any questions or need additional information do not hesitate to contact us at 802-657-4223, 800-745-7371 or
medicalboard@state.vt.us.

IMORTANT: Your license will lapse if we have not received your completed application and fee by your expiration date. In
addition, you will be subject to late renewal penalty fees and potentially liability if you practice medicine without a license.

INSTRUCTIONS

do not delegate this important task to any other person. False statements on this application may be grounds for charges of
unprofessional conduct.

enter, correct or update all information

answer all questions completely, even if you believe the information is already on file with the Board

use Form A to provide explanations to Malpractice

Malpractice Claim Documentation — If you have reportable malpractice history, you must download Form A, carefully
complete a form for each case, and submit it along with the required documentation. For your application, reportable
malpractice includes:

O Pending claims that have not been resolved.

O Cases that resulted in a payment by you or on your behalf, whether as a settlement, arbitration award, or court
verdict.

O Note that you need not report cases that were resolved in your favor with no payment by you or on your behalf. This
includes cases that were withdrawn without payment, dismissed without payment, or resolved by a verdict in your
favor.

Be sure to submit:
O completed Form A, if applicable
O payment in the amount of $500 to the Vermont Department of Health
O LATE FEE: Applications received after the license expiration date will be assessed a $25 late fee.

Please Note:

e Your Physician License Renewal Application has been pre-populated with information provided by and previously
approved by you prior to the initial release of the Department's physician profiles. Please take this opportunity to
correct any factual inaccuracies and/or update any information as appropriate.

® Licensees have a continuing obligation during each two-year renewal period to promptly notify the Board of any
change or new information including, but not limited to, disciplinary or other action limiting or conditioning their
license or ability to practice in any jurisdiction. Failure to do so may subject the licensee to disciplinary action by the
Board.

Thank you.

Renewal Part |

Name:

Indicate your full legal name (use no initials). If your name has changed at any time during your life and you are not using FCVS, you
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must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Hanissian

2. First Name:
Paul

3. Middle Name:
David

4. Have you ever legally changed your name?

No

5. If yes, enter your former name and other name(s):

Previous Name

From Month

From Year

To Month

To Year

|Reason for Change

September

2012

6. Date of Birth:

7. Please provide your preferred email address for receiving important correspondence from this medical board
paul.d.hanissian@hitchcock.org

8. Enter your MAILING ADDRESS information:

Attention DHMC Dept Obstetrics & Gynecology

Street One Medical Center Drive

City Lebanon State NH Zip 03756 Country United
States
E-mail Address |
Telephone (603) 653-9312  Alternate Phone (e.g.
Pager)
9. Enter your PUBLIC ACCESS address information:
Attention DHMC Dept Obstetrics & Gynecology
Street One Medical Center Drive
City Lebanon State NH Zip 03756
Country United States
Telephone (603)653-9312
E-mail Address |
Alternate Phone (e.g.
Pager)
Renewal Part Il

10. Were you in active clinical practice in the past 12 months?

No
11. Do you hold, or have you ever held, a license or certification as a medical practitioner in any other state?

Yes
12. If yes, complete the section below.

State Profession License Number |Issue Date Expiration Date Status

New Hampshire MD 9485 |07/05/1995 06/30/2013 Active
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Please provide the names of medical professional schools you attended and the dates of graduation.

School Graduation Date
School Name: Robert Wood Johnson Medical School 05/31/1991
State: New Jersey

Country: United States
School Type: Medical School
Degree: MD

14. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]
Please provide information about any graduate medical education/residency attended or completed that is not listed below.

Site Name End Date Specialty
UMDNJ Robert Wood Johnson 05/22/1991
Maine Medical Center 01/01/1995

15. Specialty Board Certification [26 VSA § 1368(a)(9)]
Please verify the following information regarding your specialty board certification and update as necessary.

Specialty Certification Board Certification Date Specialty Expiration Date
Gynecology |American Board of Obstetrics and Gynecology 01/01/1997 01/01/2007
Gynecology |American Board of Obstetrics and Gynecology 01/01/2007

16. Years of Practice
What year did you start practicing as a medical professional?

1995

17. Hospital Privileges [See 26 VSA § 1368(a)(11)]
List all hospitals where you currently have hospital staff privileges:

Facility Name State Start Date End Date
Mary Hitchcock Hospital (NH) New Hampshire
Cheshire Medical Center New Hampshire 03/30/2009 11/02/2012

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

18. Have you ever applied for and been denied a license or certificate to practice medicine or any other healing art in any
jurisdiction? If yes, identify the US state or territory, or Canadian territory or province that denied the application and the year in
which it was denied, and provide a summary of the circumstances and reason for denial, in the following questions. Upload
documents related to the denial where indicated.

No

19. State:

20. Year:

21. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:

22. Denied certificate to practice medicine or any other healing art - Upload documents

23. Have you ever withdrawn an application for a license or certificate to practice medicine or any other healing art, in any
jurisdiction? If yes, identify the US state or territory, or the Canadian territory or province in which you withdrew the application and
the year in which it was withdrawn, and provide a summary of the circumstances and reason for the withdrawal, in the following
questions. Upload documents related to the withdrawal where indicated.

No
24. State:

25. Year:
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26. Circumstances under which the application for license or certificate was withdrawn, specifying your reason or reasons for
withdrawl

27. Withdrawal of application for license or certificate - Upload documents:

28. Have you ever voluntarily surrendered a license or certificate to practice medicine or any other healing art, in any jurisdiction,
after having been notified of an investigation that had not yet been resolved or in lieu of disciplinary action? “Surrendered a license”
includes any form of voluntary abandonment of the right to practice in a jurisdiction, regardless of the terminology used, and includes
allowing a license to lapse after learning of an investigation by a licensing authority. If yes, identify the state, territory, or province in
which you surrendered a license or certificate and the year in which it was surrendered or you resigned, and provide a summary of
the circumstances in the following questions. Upload documents related to the surrender of license where indicated. NOTE: If you let
a license lapse because you no longer practiced in a state, and you had no knowledge of a pending investigation by the licensing
authority, that would not constitute surrender of your license.

No

29. State:
30. Year:
31. Circumstances:

32. Voluntary surrendered license or certificate to practice medicine or any other healing art - Upload documents:

33. Are you currently the subject of any disciplinary charges by, or has disciplinary or employment action ever been taken by, any
governmental authority, hospital, health care facility, or professional medical association, other than matters that have already been
identified in response to preceding questions. If yes, identify the entity bringing the charges or action, the date, the duration of any
discipline or conditions, any action taken, and the circumstances in the following questions. Upload documents related to the
charges or actions where indicated.

No

34. Name of entity involved:
35. Date:
36. Duration:

37. Action Taken (add all that apply):

38. Circumstances:

39. Disciplinary charges or actions - Upload documents:

40. Has any US or Canadian state, territorial, or provincial licensing board ever denied you the privilege of taking an examination to
be licensed as a health care professional? If yes, identify the state, territory, or province that denied you the privilege and provide the
circumstances of the denial in the following questions. Upload documents relating to the denial of the privilege of taking an
examination where indicated.

No

41. State:

42. Circumstances surrounding denial of examination privileges and reason therefore provided by the board that denied you the
privilege of taking an exam:
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43. Denial of examination privileges - Upload documents:

44. Have you ever discontinued your education, training, or medical practice for a period of more than three (3) months, NOT
including periods occurring solely during premedical education?
Yes

45. If yes, please explain, including the dates during which your education, training, or practice was discontinued.
secondary to medical iliness

46. Discontinued Education, Training, or Clinical Practice - Upload documents:

47. Have you ever been dismissed or suspended from, or asked to leave a training program before completion?
No

48. Training program(s):

49. Location of program(s):

50. Year:

51. Circumstances surrounding dismissal, suspension, or request for you to leave the training program(s) before completion?

52. Are you currently the subject of an investigation or peer review by any licensing authority, hospital, medical staff group, health
care facility, professional association, or other body that has authority to take actions regarding: your right to practice medicine or
any other healing art; your employment practicing medicine or any other healing art; or your professional qualifications (e.g.,
specialty board certification)? If yes, provide the name of the entity conducting the investigation, its location, the date you learned
about the investigation, and the circumstances that triggered the investigation in the following questions and upload any relevant
documentation you have such as a letter notifying you of the investigation where indicated.

No

53. Entity Investigating:

54. Location of entity investigating:

55. Date (month and year) your learned of the investigation?

56. Describe the event under investigation and the circumstances triggering the investigation:

57. Open investigation by licensing authority, hospital, medical staff group, health care facility, professional association, or
professional certifying organization — upload documents.

58. Has your privilege to possess, dispense, administer, or prescribe controlled substances or other prescription medications or
devices ever been suspended, revoked, denied, restricted, or surrendered as the result of an investigation or action by any
governmental entity at any time? If yes, provide the entity that acted on your privilege to prescribe, the nature of the limitation or
action, the date of the action, and a description of the circumstances underlying the action in the following questions, and upload any
relevant documentation you have regarding the action where indicated.

No

59. Entity that took action on prescribing privileges:

60. Action taken:

61. Date of action taken regarding prescribing privileges:
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62. Circumstances underlying action on prescribing rights:

63. Action taken on prescribing privileges — upload documents.

64. Are you presently a defendant in a criminal proceeding?
No

65. Court:

66. City and state:
67. Charge:

68. Description:
69. Status:

70. Date:

71. Defendant in criminal proceeding - Upload Documents:

72. Do you currently prescribe, or have you ever prescribed, prescription medication or devices solely in response to communication
by computer or other electronic means? This does not include: initial admission orders for newly hospitalized patients; prescribing for
patients of a physician for whom you have taken call; prescribing for a patient examined by a licensed advanced practice registered
nurse or physician assistant, or other practitioner with whom you have a supervisory or collaborative relationship; continuing
medication on a short-term basis for a new patient prior to the new patient’s first appointment; or emergency situations in which the
life or health of the patient is in imminent danger. Nor would this include the use of an electronic medical record or other system for
entering and transmitting prescriptions.

No

73. If you answered yes to the preceding question, provide a general description of any prescribing you do in response to electronic
communications.

Renewal Part Il

PART lll

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from public
disclosure.)

Any "yes" response to the questions below must be fully explained.

74. To your knowledge, are you currently the subject of a criminal investigation that has not yet resulted in charges against you? If
yes, provide the jurisdiction, a description of the matter under investigation, and the date you became aware of the investigation in
the following questions.

75. Jurisdiction:

76. Description of matter under Investigation:

77. Date you became aware of Investigation:
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78. Upload any documents you may have relating to the matter under investigation:

79. To your knowledge, are you the subject of an investigation by any other licensing or certification board that has not yet resulted
in charges as of the date of this application? If yes, provide the board involved, the date you became aware of the investigation, and
a description of the matter under investigation in the following questions and upload relevant documents where indicated.

80. Licensing or certification board conducting investigation:
81. Date of event(s) under investigation:

82. Nature of event(s) under investigation:

83. Pending licensing board investigation — upload documents.

MEDICAL DEFINITIONS
The following definitions are provided to assist you in answering the medical related questions:
"Ability to practice medicine" - This term includes:

1. The cognitive capacity to make and exercise reasoned medical judgements, and to learn and keep abreast of medical
developments; and

2. The ability to communicate those judgments and medical information to patients and other health care providers, with or
without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks and procedures, with or without the use of aids or devices, such as
corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but not limited to,
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart
disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, hepatitis, HIV disease, tuberculosis,
drug addiction, and alcoholism.

"Currently" - This term means recently enough to have a real or perceived impact on one's functioning as a Physician Assistant
licensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a
valid prescription for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.

"Controlled substances" - This term means those drugs listed on Schedules | through V of Section 202 of the Controlled
Substances Act (21 USC § 812).

"lllegal use of controlled substances" - This term means the use of drugs, the possession or distribution of which is unlawful
under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This term does not include the
use of a drug taken under the supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal law.

84. Do you have a medical condition that in any way impairs or potentially impairs or limits your ability to practice medicine in your
field of practice with reasonable skill and safety?

85. In explaining "Yes" answer to the previous question, please provide reasonable assurances that your medical condition is
reduced or ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or
have participated or do participate in a monitoring program.

86. Please upload any documents you have that are relevant to this matter.
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87. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way impairs your ability to
practice medicine in your field of practice with reasonable skill and safety?

88. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that your use is reduced or
ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

89. Please upload any documents you have that are relevant to this matter.

90. Are you currently engaged in the illegal use of controlled substances?

91. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

92. Please upload any documents you have that are relevant to this matter.

Medical condition, treatment, use of chemical or illegal substances:

93. Treating organization:

94. Address:

95. Telephone:

96. Type of diagnosis, condition or treatment - field of practice - use of chemical substances:

97. Dates of iliness or dependency (from, to):

98. Dates of treatment (from, to):

99. Name of rehabilitation/professional assistance or monitoring program:

100. Address:

101. Telephone:

102. Contact person at Program:

Renewal Part IV

Statutory Profile Questions

In accordance with Vermont law, the Board of Medical Practice collects certain information from licensed or certified health care
professionals and maintains it in a data repository that is made available to the public. 26 V.S.A. § 1368. The publicly-available data
base is commonly referred to as the online profile. When licenses are issued to applicants, instructions are provided as to how to
review and update the information provided for the online profile. Answering these questions is mandatory, except for certain
optional questions. Those that are optional are clearly identified. Information collected for the statutory profiles may be considered by
the Board in its review of the license application. Statutory profile information is displayed to the public for only ten years, but the
questions are not time-limited and you must respond regarding your full history.
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Applicants with other events or actions that must be reported (e.g., a criminal conviction) must provide documentation of each event.
It is very important for the Board to receive copies of court papers, licensing authority decisions, or similar documentation, as noted
below. The Board will not act on an application that lacks required documentation. If any reportable event involves alcohol or
drugs in any way, you must contact the Vermont Practitioner Health Program to arrange for an evaluation. The Board will
not act on an application that is missing a required evaluation. You may contact VPHP at (802) 223-0400. Information about
VPHP is online at: http://www.vtmd.org/health-professional-wellness-and-recovery-programs.

103. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crime? This includes both misdemeanors
and felonies; it includes crimes such as driving under the influence (DUI), but not non-criminal traffic offenses such as speeding or
parking tickets. For purposes of this question, “convicted” means that you pleaded guilty or were adjudged guilty by a court of
competent jurisdiction. For this question, it also includes the loss of a driver’s license as a result of a civil process triggered by the
refusal to provide a sample of breath for the purpose of screening for driving while under the influence of alcohol.

No

104. Criminal Convictions continued [See 26 VSA § 1368(a)(1)] Provide information regarding each conviction as defined above.
In addition to entering the information here, you must submit copies of documents that show information about the crime
(s) of which you were convicted and the sentence imposed, to include the police report, any ticket/citation/indictment/arrest
record, and final disposition.

|Date of Conviction |Court of Conviction |City ||State |Description |

105. Nolo Contendere/Matters [See 26 VSA § 1368(a)(2)]
Have you ever had a criminal involvement that resulted in a case resolved by a plea of “nolo contendere,” or where after finding facts
that would establish guilt the matter was continued by the court in lieu of a conviction?

No

106. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Provide information regarding each criminal involvement resolved by a plea of “nolo contendere,” or where after finding facts that
would establish guilt the matter was continued by the court in lieu of a conviction.

|Date of Charges |Court |City ||State |Description of Charges |

107. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have you ever been served charges by, or been the subject of an order by the Vermont Board of Medical Practice or other Vermont
professional licensing authority? (This includes stipulations, consent orders, or other voluntary resolutions that you accepted after
being notified of an investigation, even if no charges were served.)

No

108. Vermont Board of Medical Practice Matters continued [See 26 VSA § 1368(a)(3)]

Provide information regarding each instance in which you were charged by, or were the subject of an order by the Vermont Board of
Medical Practice or other Vermont professional licensing authority, including the findings, conclusions, orders, and final disposition of
the matter by the courts, if applicable.

|Date |Final Disposition Summary |

109. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have you ever been charged by, or been the subject of an order by a professional licensing or certification authority in any other US
state or territory, or Canadian territory or province? (This includes stipulations, consent orders, or other voluntary resolutions that you
accepted after being notified of an investigation, even if no charges were served.)

No

110. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

Provide information regarding each incident in which you have been charged by or been the subject of an order by a professional
licensing or certification authority in any other state, territory, or province. Provide documentation that shows the charges, findings,
conclusions, and orders, plus final disposition by any court or appeal authority, if appealed.

|Date of Disposition |Licensing Authority |City |State |Description of Disposition |

Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

111. Have you ever had hospital privileges revoked or involuntarily restricted for reasons related to competence or character?
No

112.

A. Revocation or Restriction of Hospital Privileges Information

Provide information about each instance in which hospital privileges were revoked or involuntarily restricted for reasons related to
competence or character. Provide documentation that shows the date, basis for the action, the authority who took the action, and the
action taken.
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|Date of Restriction |Hospita| Name |State |Nature of Restriction |Reason for Restriction |

113. Have you ever, after having been notified of an investigation or peer review that was not yet resolved, or in lieu of or in
settlement of a pending disciplinary case related to competence or character, done any of the following:

resigned medical staff membership or privileges;

not renewed medical staff membership or privileges; or, -

consented to a restriction of hospital privileges?
No

114. B. Resignation or Nonrenewal of Medical Staff Membership, or Restriction of Privileges Information

Provide information about each instance in which you resigned or did not renew medical staff membership, or you had hospital
privileges restricted, after having been notified of an investigation or peer review that was not yet resolved, or in lieu of or in
settlement of a pending disciplinary case related to competence or character? Provide documentation that shows the date, the
hospital, the basis for and nature of the case, and the terms of settlement, if any.

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

115. Medical Malpractice Court Judgments & Settlements Have you ever had a medical malpractice claim against you that is still
pending or that resulted in any of the following:

- a court judgment against you; or
- an arbitration award or a settlement that you or another party paid on your behalf?

If you have any such cases, you must provide information as requested in the questions below. You must also complete a Medical
Malpractice Case Information Form for each. The form is located here Download the form, fill it out completely, and upload it where
indicated. A form must be completed and submitted for each case. You must also provide documentation for each case as explained
on the form.

No

116. A. Judgments
Provide the information requested in the following table for each case in which there was a court judgment or arbitration award
against you.

|Date of Judgment |Number of Judgments |

117. B. Settlements
Provide the information requested in the following table for each case in which you were named as a defendant and in which a
settlement was paid by you or on your behalf.

[Date Of Settlement |

118. C. Pending Cases
Provide the information requested in the following table for each case that is currently pending against you.

|Date |

Appointments/Teaching [See 26 VSA § 1368(a)(12)]

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

119. A. Appointments Please provide information about your appointments to medical school or professional school faculties.
|School |City |State |Nature of Appointment |Year Started ||Year Ended |

120. B. Teaching Please provide information regarding your responsibility for teaching graduate medical education within the past
10 years.

[Schoolilnstitution |city [state  |Nature of Teaching [Year Started [Year Ended |

121. Publications [See 26 VSA § 1368(a)(13)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
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Please provide information regarding your publications in peer-reviewed medical literature within the past 10 years.
Title [Publication [Publication Date |

122. Activities [See 26 VSA § 1368(a)(14)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and awards.

|Activity or Award |

123. Provide information about each current and planned practice location, wherever located. Indicate which is planned to be your
primary practice location.

Practice City State Primary Languages |Accepts Accepts New Medicaid
Name Practice Medicaid? Patients?
None reported JLebenon|New Yes Yes Yes

Hampshire

Statement of Good Standing
124.

State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or Penalties for a Violation or
Criminal Offense

| hereby state that either:

A. This does not apply to me because | don’t have any unpaid judgment issued by the judicial bureau or district court for fines or
penalties for a violation or criminal offense, or

B. I am in good standing with respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for a
violation or criminal offense.

| understand that a license may not be issued or renewed without such a statement.

| further understand that, for the purposes of this section, a person is in good standing with respect to any unpaid judgment issued by
the judicial bureau or district court for fines or penalties for a violation or criminal offense if:

1. 60 days or fewer have elapsed since the date a judgment was issued; or
2. the person is in compliance with a repayment plan approved by the judiciary.

Yes

125. Date:
11/26/2014

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.
Regarding Child Support

Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child
support payable under a support order as of the date the application is filed. "Good standing" means that less than one-twelfth of the
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annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15 V.S.A. § 795)

126. You must select one of the two statements below regarding child support regardless whether or not you have children:
| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support
order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed
unless the person certifies that he or she is in good standing with the Department of Taxes. "Good standing" means that no taxes are
due and payable and all returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan
approved by the Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes would impose an
unreasonable hardship. (32 V.S.A. § 3113)

127. You must select one of the two statements below regarding taxes:
| hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both.)

The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 405 (c)(2)(C), and
will be used by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws,
to identify individuals affected by such laws, and by the Office of Child Support.

128. Social Security Number:

129. Date of Birth:

130. | certify that the information stated by me in this application is true and accurate to the best of my knowledge and that |
understand providing false information or omission of information is unlawful and may jeopardize my license/certification/registration
status.

Yes

131. Date:
11/26/2014

Continuing Medical Education Requirements

Each applicant for renewal must certify that he or she meets the requirements for CME as indicated by one of the statements below,
a — f. Note that for purposes of this certification, completion of an activity includes taking the steps necessary to receive credit and
obtain documentation of completion. If you cannot certify that you are eligible to renew your license because one of the statements
applies to you, then you must contact the Board of Medical Practice to discuss your renewal application. You are not required to
submit documentation of your CME activities with your renewal application, but licensees are subject to audit and may be asked to
submit such documentation during the next two licensing cycles (for this renewal, through November 30, 2018).

The Rules for Continuing Medical Education are available on the Board’s website at:
http://healthvermont.gov/hc/med_board/documents/Final CMERules10.1.12_000.pdf

a) | do not have to complete CME for this renewal because | was licensed as an MD in Vermont for the first time on or after
December 1, 2013.

b) | was licensed as an MD for the first time in Vermont between December 1, 2012 and November 30, 2013. Accordingly, my
requirement is to have completed at least 15 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those
hours was on one or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold
or have applied for a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the
subject of safe and effective prescribing of controlled substances. | have completed the applicable requirements.

c) | have completed at least 30 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those hours was on one
or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold or have applied for
a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the subject of safe and
effective prescribing of controlled substances.
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d) | am a member of the armed forces of the United States and | was subject to a mobilization and/or deployment (or multiple
mobilizations and/or deployments totaling) one year or more. Accordingly, | am not required to certify that | completed CME for this
renewal.

e) | am a member of the armed forces of the United States and during the period from June 1, 2012 to November 30, 2014, | was
subject to a mobilization and/or deployment (or multiple mobilizations and/or deployments totaling) less than one year. Accordingly,
my requirement is to have completed at least 15 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those
hours was on one or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold
or have applied for a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the
subject of safe and effective prescribing of controlled substances. | have completed the applicable requirements.

f) I have not completed the required CME for renewal, but | have submitted a make-up plan that | have signed and that was
approved by the Executive Director of the Board.

132. | hereby certify that | have satisfied the Vermont Board of Medical Practice requirements for CME as indicated in the above
statement. Select the one that best applies.
A

Workforce Survey
“Since 1999, the State of Vermont has been conducting a census of some professions every two years as part of relicensing. This has
allowed us to monitor changes in Vermont’s health care workforce. In 2012, the Legislature enacted a law to make work force data
collection mandatory for all health care professions at license renewal as a necessary part of health care reform and planning for our
health care future. We would like to thank you for your participation in this census.”

You must complete the workforce survey before you may complete your application to renew your license. The mandatory workforce
survey is accessed by clicking here

133. | hereby certify that | have completed the workforce survey per the above instructions
Yes

Renewal Payment
134. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.
Credit Card

Review
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