REDACTED COPY

Apphemtion #; 922_’_%@

Board of Reuistration in Medicine
200 Harvard Mill Squaire, Siite 330 - Wakefield, MA D880
Telephone: (781 876-8210 FFax: (781) 876-8383 wwwoanass.oov/massmicdboard

PULL LICENSE APPELCATION

Application Fee: Please vovluse o cheok or oney ordor jo the smount of SEN0.00 made pavabie to the Commonwealil of

Magsuehuseus. The application fee is nonsrefundable.

Tvpe of Liceyse E biritial Full License

(] Adminisimive License

i Oy E VLS /Conadinn Grnduate [ temations) Grduaue

Ecoal Napre {do not use nicknames or initiaks, usdess they are pant of voar legal ninmye)

Pocius KA L2 NG DIANA

Last Nume {type or print clearly)

Fiist

[ vohlmteer Livense

Middle

A0 D 0o b O omerdegre e T e

Sullis e, el

Focy .
IKE Fenle

Otber Nawpefsh Ued - Eist any other mamels) you Tave wsed which may appear on your identifving decuments, such us
medicil eduention and examination reeneds. 1not applivable, eheek e [

Entire Last Name (type or print cleardy)

Pate of Birth:

—

Month Doy Year

Place of Bith INEAN BRUNSWwWIC K

Socint Secuority Number:

First Mddie

Sultia L. eie))

N

City

*Maiding Address:_

Sttt Provinee Termtory

'['.,'Iq;phnm.'.

Number angd Street

City

Home Address:__
Number and Strect

St/ Mevinee Territory

_Teteplivnwe,

Country i not LUNA

Zap tow pustat) Cody

City

Business Address:__1.9_ IRANCAS

StatefProvince Teeritory

_ __ehephone:

Number pod Stices

Bosion

qu

Zip (o postal) Code

172732 76800

C L .

Citv

tE- il Adddress;

Are you applying for licensore through FOCVET (See imstrucons page 12) [ Yes

Sunelravinee Tarian

Fux number: NLA

Zap tor puastady Coude

*The Board will use vour Mailing Addeess Tor sl coreespondenye
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PRINT NaME: _KATHERINE D

PO CIiV D

PAGE 20F 3

I'ee-medies] Sehol

Facility: WESLENAING DNIVERSITY Dewree: 3,4

Strect: 237 ] Gin S TREICT

From T

CLICHION LSR5

l

Citvt DRI ETUIVAY S C'T“

Faciliy:, Degree: I Y S R
Street: Citwv: St
Medical Schoal
From i)

Faciliv: MIOUNT SinAI Degree: M orI0e/0S s/ o
Street: [ GUSTAVE L LEOVY 2LACE Cuv: NIDw YOk Ster Ny
Factlity: Depree: O R
Street: Ciy: St
Date of iedical school gradumion: M AY. 7 2009

Momhy Yen

Note: U.S. graduates must include o written explimation for the durmion of medical education tonger than four (1)
vears. and Tor iny breaks in medical cdueation, International graduates most provide o written explanation Tor the
duraiion of medical education longer than six (6)-vears and any breaks in medical education.

Postpradnate Edueation;

List all postaeaduate raining in chronalorical prder from medical sehool to the preseat. Include the name and

address of the faeility, you position, e, PGY 1, 2, Tellow, eie. and dares of alfiliniion. You must acconnt for all
periads of training ar postgraduate work (rom the time vou gradusted from medical school.
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Street: Cin Stine
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Streer Cityw: St

IFucilita Position: . o
Streen: Ciny Seate
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PAGE o073

Lxamination History

Please contacl the approprinte exwnination entity and have certitfied transeript of vour scores sent directv o 1iis
Bomd, I vou are using FCVS, vour examination scores will be sent o the Board with wour credemtinls packel.

List each teensure exanunation. U.S. or international. you have taken (USMLTE NBNME NBOMIE LMCC,
Eie )1 additional space is necessary, please enclose o separate sheet with vour application and include adl the
infarmation below, 17 vou answer “ves™ 1o question #3 on the Full Supplement. vou nst wlso compleie the
required information,

LExfuninaiton Most Recent Date taken (v ond/Year)  Pagsed (1) or Easiled () NMumber of atenipls

USMILE Siep !
USMLE Siep 1
USMILLE Step NI
NBMIE Part )
NEBME Part I
NBMI Pt [H
FLEX Coampanent |
FLEN Componem 2
FLLEX Pre-1985
NBOME Par i
NBOME Port 1]
NBOME Part HH
COMELEN Level |
COMIEX Lewe) 2
COMEEN Lewvel 3
COMVEN

EMCC ~ Single
LMCC ~ Py |
LAMCC - Pan 1

State Board Eaqin

JUNE 2o 7
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MARCGH  2C 1
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T PRINT NAME: RATHERINE 2. POCiVS PAGE 1 OF £

Lospital Affliations sand Fanplovaieat

List hospital appoinemems, it chronological mider, where vou bad active st privileges, Include the name and
address of the facility, vour pasition and dates of aitiliation, Also include periads of enemployineint or
viplovment outside of medicie. Atach o separate sheet of paper i necessary,

BRIGH AN AND WOMEN S HOSPLTAL/ Eeom -
MASSACHUSETTS (,fmnz'-\uwsprmt. =

Facility: INTEORATED OB/6 e RESIDE I’O\Ill(m Rt n LG 1N 1S e N

Strevt 7S PR AaNCtS =T Citv: P TN o Smer A 1A

Facilitw [osition: [ AU A S S
Strect: Ciny: St

Faciline: Position: Y N A S A
Surect: Ciny: Staty:

Fucility, Position: Y N A A S
Street: Cily: Niale:

1. List other states (abbreviaions) where yvou are currently av have ever Tad o full license: N7
2. a) Are vou certified by the Americon Board of Medical Speciiics? [ Yus Nu
b) Are vou centified by the American Board of Osteopathic Medieine? CT Yes No
3. List Board Cenitiction(sy:_[~J/A Coritieation dme:__ 1 1
Centilicmionndate: 7 F

4. List vour practice speciali(ies)_(LBSTETR[C » CYvELCLOC ¥

5. Have vou completed the Opioid and Pain Management training (see Foll Instiuctions, page3) E’l ves ] No

6. Keason for requesting a Massachusents medical lieenses _C LI 1C al, FELLG D"

7. Name of Facilit: BRIGAAM_AND v AL v S k)t ST AL
Address: 79 Firapacts SRl Cinvi_ Pl N
8. Anticipated starting date in Massachosens: O 7000 /1%

9. Curriculum vitae (CV) listing activitivs by month and year must be enclosed with your application.

Under the penalties of perjury, | declare that 1 have examined this Tall application and all iis
accompanving instructions. forms and statements, and 1o the best ol my knowledge and belietl the
information comtained herein is true. correct and complete. As an applicant for a full license to practice
medicine. | understand that a eriminal record cheek may be conducied for conviction and pending
criminal case information from the Criminal History Svstems Board only and that it will not necessarily
disquality mwe from licensure,

J—— | /2 .13

Signwure s)r' Applieant I Montly Dav Yy

{Cuntinued on page 3)
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NATIONAL PROVIDER [DENTIFIER AN

The primary purpose of the NPPLis 10 uniguely identify health care providers as “healih care providers™ in HIPAA
standard transactions. The NP1 will replace all other identifiers assigned o health care providers. such as those
assigned by health plans, government programs and health care purchasers for purposes of conducting these
business transactions. Under the Ginal HIPAA NPI Rule, all individual and organization covered providers were
required 1o obtatn an NP by Muy 23, 2007,

Youmust supply the Board of Registation in Medicine with vour valid NPIL 1 vou do not have

an NPUanumber, vou can apply for an NPIdiceetly by uxing the NPPES web sile

www NPPES cing hhs eow,

My eurrent NP s U__][D

Penaltics for Fabsifvinge Lnformation on the National Pravider Ildentifier Application

P8 US.CO1001 authornzes craminal penalties against an individual who in any mater within the jurisdicton
of any depariment or agencey ol the Uniied Siates knowingly and wiltiully falsilics, conceals or covers up by
any trick. scheme or deviee a material fact, or makes any false, fictitious or frandulent stiements or
representations, or makes any Lalse writing or document knowing the same 1o contain any false. fivtitions or
rauvdutent stakement ar entey. Individuat ofTenders are subjeet 1o fines ol up e $230.000 and imprisonment
Tor up 1o five years, Offenders that are organizations are subject to fines ofup w0 S300.000. 18 US.C.
3I571H(d) also authorizes fines o up (o twice the gross gain derived by the of Tendder 1738 is grester than the
amount specifically authorized by the sentencing statuie.

PHease sign and date to confivan that all of the information vn this form is true and aeeorate.

Dwe: 12 V7 2 112

Signiuure:
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SUPPLEMENT FORM

PRINT NAME: FKATHERINE. 2 Coivs pATE: | 122/ 15

PMPORTANT NOTE: 17 you answer “vey™ 1o any of these questions, you must provide the additienal

informention on pages 4-10,

OUESTIONS VES

2-AL

L]

"te

G-

6-H.

Since vour enrollment in colleee, have vau been subject to any disciplinany action (see
detinition) 31 an academic justitution?

Hiave vou ever been terminated or geanted a deave of absence by o medical school or any
postgradiate training program or have vou ever withdrwn from a medical schoot or any
posiaradunie training program or had to repeat i vear of postgraduaie training?

Have vou ever, for sy reason, been placed on probition or remediation by x medical school or
any posteraduate taining progrinm?

[f vou are a US or Canadian graduate, did vou take more tha Fowr (1) years o complete
medical school: or i vor are an imernational medical geaduae, did vou take more than six {6)
veurs 10 compleie medicsl school?

Since vour ewrollment in coflege. fave you been denied the privilegs of taking o nnishing an
examination or been accused ol cheating and/or improper conduct during an exmmination?

Have vou ever fiiled any of the following examinations: any Swp of the USMLE, NBOME,
FLEN. any State Board examination, any part of ihe National Boards, or have you failed to
gain certification from the National Board of Medical Ixaminers. sny other certification hody
or any foreign lieensing or certification budy?!

Have vou ever, for any reason. been denied a medical Hieense, whether full tinited. temporary,
or have vou withdrawn an application for medicat licensuse?

Have vou ever voluntarily surrendered a ficense 1o practice medicine or any healing art?

IHave vou ¢ver, for any reason. lost Americin Board of Medicat Specially or been denied
required recertification by one or more speciahy boards?

Are any formal disciplinary charges pending against vou, or o you have knowledge of any
pending investigation into vour professional competence or conduet by any governmental
sushoriiy, health eare facitity, group praciice or professional medicat socicty or association
tinternational, nationad, state or loealy? (See delinition),

[las any disciplinary action ever been tiken againgt vou for viokwion of laws, rules, by-laws, or
standards of practice by any governmental authority, healiheare facility, group or professional
medical sociery or association (navonal, seie or foealy?

Applicant’s Signattry: \/ Pate: l ;213

I'age 30f 17 H

TSN et ) AT



913,

9-C.

9-1.

13-

Have vou ever volumanily refinguished any medical siaffimembership?

Has vour medical stall membership, medical privileges or medical stall staus anany
hospital been limited, suspended, revoked. not renewed or subjeet 10 probationan
conditions or has processing toward any of those ends been instiated or recomaended by
a medica] stadf commitice or governing board?

Have vou ever been denied medical stafl membership, or advancement in medical sialf
statug. or has such denial been recommended by a stnding inedicsl s1aiT commitiee o
goversing body?

Fluve vour ever, for any reason, withdrawn an application for hospital privileges or
appointment’?

Have vou ever been charged with any criminad offense, other than aminor tra i offense?

Has your privilege to possess. dispense or preseribe controlled substances ever been
suspended. revoked, denied, restricted or surrendered. or have you ever been called before
or warned by any state or other jurisdiction including a federal aygeney regarding such
privilepes?

s any protessional Hubility insurance provider ever restricied, Hnited. terminotad,
impused a surchinge or co-pavinent, or placed wry condition refated 10 professionad
competeney o conduct on vour coverage or hive vou vver voluntarily resiricied. linited or
rerminated VOUF inswrance coverage in response 1o any inquiry by a professionsl lLiabality
insuraneye provider?

Fave vou vver been the subject of any teemination, suspension or probaiion proceedings
instituted by any third-party pavor, Medicare or Medicaid: or have you ever been testricted
from receiving payments from any Medicae, Medicaid (any siate). or thivd party payors?

Iave vou ever had an application for membership as o partivipating provider rejected by
any thivd-party pavor?

In the past wn (10) years, has any medical matpractice claim been inade against vou.
whether or not a tawsuit was filed in relation to the claim or has such o suit been seuthed,
adjudicared or othenwise resolved?

In the past ten (10) vears, hag any fawsuit, other than w medical malpractice suit which s
reloted 10 your competency to practice medicine. on vour professionusl conduct in the
practice of medicme, been filed against vou or has such u suit been seufed, adpudicated or
otherwise rezolved?

Applicant’s Sipnatonee: e ——— Dute: 1 ;2 /‘3

Page 6 00 17
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JRN-A3-2813 18: 12 From!GENERPL GYN DEPT

Full License Application

Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01884
Telephone: (781) 876-8210 Fax: (781) 876-8383

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please compiete the waiver for release of information and forward this form to your university/medical sehool(s) of
university of greduaticn for verification,

| authorize the medical schooifuni’ey'}med telow to provige any and all information pertaining lo my medicat educalicn at your institusion.

Applicamt's Signature; — Date of Birth

Print or Type Name_ €0 OIL}{S KATHE Riv ] Saociai Secunity No® n
fL.ast name] (First Mame) (Migdle lniizt)

Other Name(s)

tPlease type or print name(s)
Name of Medicat Schoo: _MOUNT. SIAAL_SCHonL. CF MWME DICINVE

Address: FSTAV L LE PtAac Gy, INEMy YO R2 1o Siale of Province: TN

INSTRUCTIONS TO THE DEAN OR OESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete this lorm and torward it, together with a copy of the official transcript (which indicates courses taken,
dates and hours of agttendance, and scores, grades, or evaluations) and mail it to the Board of Registration in Medicine.

APPLICANT.S EDUCATIONAL HISTORY,

H name of instiiulion vzgs differenl from the 2bove named instiution when applican! ailended, please enter name below:

S
g

Premedical €ducation: Does your 5chool have a premedical school edvcation requiemem? B/Yes |:] No q‘iﬁ .§ s
I "yes." indicate where the applicant compleled premedical school. {;'5“";3 ~ [(:_»
N
Applicant’s Undergraduzte School: \.UOSU)M an MUC(W Q@g & '.:} N

i o s

Undergraduata $chool Address: QE) W\} Wi \iS ﬁ\fﬁ(\b{{, ["HOLQLE’GU}’\ @T 0\9\{@ I =~ \:\-,

(Continued on page 2)



G308 v DY

R Full License Application
" Enroliment and Participation: Qur recoeds indicate tha:

POCIUS oNnanne D

(type o prinl the applicant's niame): (Last name) {Firs! name} {Midgie initial)

T

antended our medical school ¢n the following dates [indicate the month, day and year in the seclion below):

ATTENDANCE DATES: FROM Io EROM 10
B %109 _wr9/0uw Qi s 1w (37
QST 0N OR _’7_13_’/ 5_;&’1;&22
/ / f / i J— N

The applicant attended l j, Slotal weeks or total months {must be ncluded) ol net less than 32 weeks in each academic year

of cenfinuing on-cacpus educalion

chock one Mas awalded z degree in JV}D cn (month/dayfyear) f)_:_l&;_[ﬂ

B was NOT awarded degree. Please explain reason(s).

Unusual Circumstances: The following questions apply to unuswal circumslances that occuried during any part of the applicant’s medical education.
Alf guestions must be answered. if you answer “YES" o any of 1the guestions below, please enclose an explanatiog.

YE NO

1. Did the applicant take any lezves of absence or breaks from his/her medica) education?
2. Was the applican: ever placed on probalion?

3. Was the applicani ever disciplined or under investigation?

4. Were any negative reporis ever filed by instructors regarding the applicant?

COMMENTS: it

AFFIX INSTITUTIONAL SEAL HERE (f’ ’E 7 N
Signature: (

{if the institution does not have a seal, this form must be

nofarized) INTERNATIONAL MEDICAL SCHOOLS MUST 5y Nome. 11010 1D PO,

ATTACH A COPY OF THE MEDICAL SCHOOL DIPLOMA -

AND A TRANSCRIPT OR PROVIDE AN EXPLANATION.  rige: 12 0034 STTLY
Ly

Date; __f_f_ir__(_::?“ Telephona: (&—']&_; a-\"t f " LQLGCZ !
E-mail address: r@%@\w @’ M S @d(-/!

This form will hot be accepled unless it is stamped withdbe institutional seai or notarized.
. l]/ a-—fl/f 3
SN IALS:E ¢

JAM-B3-2612 18: 12 From:!GENERAL GYN DEPT



VTR TR L I

Telephone: (781) 876-8210)

Board of Registration in Medicine
20 Hiarvard Mill Square, Suite 330 - Watkelield, NMA 01888

Fax; (781) 876-K1823

-

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: 1authorize the release of informaltion from my posigraduale Laining progiam lisled below, 25 requasted by the

Applicant’s Signature:

/ Kassachusclis Board of Registration in tedicine.

Daer 2017 /172

——
Print or Type Name: AT = E e gl (3 20 Capi iy

Mame of Institution: D;|2| CHLAM. AN WONENS /A SEALHUSET TS GENERAL. ACSTTIAL S

IN TEG)

25TED OR/eY ARIDENCY ProGra M

A T
Please complete this form and forward if [0 the apphcant in 2 sealed envelope, sigoed across the seal. If the department was 2 “relating” or “transitional”
program, please submil documentalion of the rotations, dates and hours of training,

Name of nstitution: B Mieha e & booasce 88 Hago Ted /l’uc.\‘. Saldinvad, 0L s ((JPA:H e ['tos g, o i

name of Inslilvtion vras different when applicant allended, please enier name:

.. . — ' .
Enrolhinent and Pariticipation: Our records indicale that _}—f-‘-‘i'{\-- Bkl
{Punt appheanl's name)

Poe S

{List each year separa

oly with {rom and 1o dates)

participated in the: iokowing progam.

Jates Actended

Accredited By

Program Type PGY Department or (MONTH/DAY/YEAR} Completed (ACGME, RSC, AOA
tinternship, residency, {1.2.3,1) | type of specially FROM 70 (YESND) or not accrediled
feliogwship) training
laie: n3h- 2 ‘ oBfeaw Cfev froos | Lhafroe | N 25 A e
IZ L”.a“‘l( a4 Z 03/6% ~ {_-!ztlﬂa;l_\ f;:nf-!);_u” \f ?g /]‘(: (_‘5"1!\ E—
sz e s CRIGYNS  |ud2o]20n (ulElio]  Yes Acami
lescdenuy Y SICRYN (]2 0] 20:2 il 21] Lbi2 “}Mress AL ME

(Continued on poage 2)



Q30878 526

) POSTGRADUATE VERIFICATION FORM PAGE - 2
APPLICANT'S NAME: Wedkae Cime oo v wl

Unusual Circumstances: The lollowing questions apply (o unusual circumstances that occurred duting agy part of the applicant’s medical education.
Please circle the appropriate response. if you answer yes 1o any of these questions. please enclose an explanation.

QUESTIONS YES NO

1. Did the applicant take any teaves of absence or breaks fromt hisfher post-
graduale raining?

2. Was Ine applicant ever placed on probabon?
3. Was the applicani ever disciplined o urxler invnstigaion?
4, Were any oegniive repons ever filed by insiruciors regarding the applicant?

5. Were any Hmilakons or speciad requiremenis imposad on ihe applicant
because of quesiions of academic  incompetence or disciplinary problams?

6. Quring Ihe applicant’s participation, our posigraduale medical raining [ was accredited by, [ ACGME [ JOiher:

COMRMENTS:

Certification: | heraby certify that 1he above irformaiion is corract, 10 the best of my knowledge.

. .
. o s d - A
Program Dweclor's Signature: _—fL AL T 3,){- Uonrrmim s (A5

AFFIXINSTITUTIONAL SEAL

HERE Print itama: '}lu,i"'t“ € T msesles pn D
(M the insttulion dees not have a seab. Acatame Thie: QC Gyda e - Ij SN fel A D N Ryl
this {oim must be netzrized by a notary
putsic). Telephane, {o 07 ). 152 T DLt TosaysDaw: 12 /1% 1 Zaol 2
E-mail address: _ iy can A oA S PARTNT 2y LG
PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE

L OF THE ENVELOPE.
Seal Verified

DATE: // Vé/'éx/ {
mlTIALs:_._.C.ﬁ%L_




EDUCATION

KATHERINE D. POCIUS

6/09 - 6/13

Brigham and Women’s/Massachusetts General Hospitals. Bosion. MA
OB/GYN Residen

8/05 - 5/09 Mount( Sinai School of Medicine, New York. NY
Docter of Medicine
8/01 — 5/05 Weslevan University, Middiciown, CT
Bachelor of Aris. Science in Society Program. GPA: 3.94/4.0
HONORS
2012 Harvard Medical School Resident Teaching Award. Harvard Medical School. Boston, MA
2011 Harvard Medical School Resident Teaching Award, Harvard Medical School. Boston, MA
2011 MGH Principal Clinical Experience Teaching Award, Harvard Medical School. Boston, MA
2009 Alan F. Guttmacher Obstetrics and Gynecology Award, Mount Sinai, New York, NY
2007 John Gibbon’s Award. American Coliege of Obstetrics and Gynecology
2007 Student Council Award of Excellence, Mount Sinai. New York. NY
2004 Phi Beta Kappa, Wesicyan University, Middletown, CT
RESEARCH
2012 Emergency Contraceptive Counseling in the BWH Resident GYN practice
Practice Based Learning and Quality lmprovement Project
200 1- 2002 Medication abortion foltow-up: the use of carly post-procedural serum hCG.,
Mentor: Deborah Bartz, MD, MPPH
Pocius K. Mauer R. Fortin J. Charm S. Bartz D, “Medication abortion follow-up: the use of
early post-procedural serum hCG.™ North American Forum on Family Planning. Denver.
Colorado, Ociober 27-29. 2012: Poster Presemation.
Pocius K. Mauer R, Foriin J. Charm S, Bariz D. “Medication abortion follow-up: the use of
early post-procedural serum hCG.” OB/GYN Resident Research Day. Brigham and
Women s/Massachusetis General Hospitals. Boston. MA. May 17, 2012: Orat Presentation.
2007 - 2008  Ovarian Tursion Chart Review, Mount Sinai School of Medicine, New York. NY

Mentor: Taraneh Shirazian, MD

Pocius K. Goldstein I, Runcie D. and Shirazian T. “Clinical Diagnosis and Surgical
Management of Ovarian Torsion at Mount Sinai Hospital from 2002-2008." Medical Student
Research Day. Mount Sinai School of Mcdicine. New York, NY. November 6. 2008: Poster
Presentation.

Goldstein 1. Pocius K. Runcie D, and Shirazian T. ~Clinical Diagnosis and Surgical
Management of Ovarian Torsion ai Moum Sinai Hospital from 2002-2008." ACOG District 1}
Annual Mecting, New York, NY, Ociober 25, 2008: Poster Presentation.

K. Pocius 14

LPE L sb0/80



LEADERSHIP EXPERIENCE

2012 -20013

2008 — 2009

2006 - 2009

2007 - 2009

2007

2005 - 2007

2605 - 2007

OB/GYN Residency, Brigham and Women’s/Massachusetts General Hospitals. Boston. MA

Adnsinistrative Chief Residens
Served as the primary liaison between residems. faculty, and staft

Surgical Mission to Liberia. Mount Sinay School of Medicine, New York. NY
Striclent Coordinator
Coordinated student selection. supply collection, fundraising. and curriculum development

ACOG District IE Junior FeHow Advisory Council. American College of Gbstetrics and
Gynecology, New York. NY

Student Represeniative

Funciioned as a spokesperson for medicai students at annual disiriet and national meetings

OB/GYN Clerkship, Mouni Sinai School of Medicine, New York, NY
Clerkship Represemative
Served as a liaison between the OB/GYN clinical faculty and students

OB/GYN Pathophysiology Course, Mount Sinai School of Medicine. New York, NY

Course Representaiive
Served as a liaison between the OB/GYN pre-clinical {aculty and siudems

OB/GYN Interest Group. Mount Sinai School of Medicine. New York, NY

Coordinaior
Organized career panels and educational workshops to promote siudent interest

Prenatal Partnership. Mount Sinai School of Medicine, New York. NY
Co-Coordinator. Volumeer
Partnercd expectant mothers in need of additional social support with medical studenis

LECTURES GIVEN

10/23/12

82012

5/2012

1272011

9/2011

2/2011

82010

Gynecofogy Morbidity and Mortality
Brigham and Women's Hospilal. Boston. MA

Obstetrics Morbidity and Mortality
Brigham and Women's Hospital. Bostan, MA

Medication abortion follow-up: the usc of carly post-procedural serum hCG
Resident Research Dav. Massachusetis General Hospital, Bosion, MA

Fuller Antepartum Morbidity and Mersality
Antepartum leciure series. Brigham and Women's Hospital. Boston. MA

When IUDs Fail: [ntrauterine pregnancy with a coexisting intravterine device
Gynecology leclure series. Massachuseus General Hospital, Boston, MA

{lecture also presenied a1 Brigham and Women's Fospital $/2010)

Benign Vulvar Disease

Gynecology leciure series. Massachuseits General Hospital. Bosion. MA

Obesity and Contraception: kmplications and Considerations

Grand Rounds. Brigham and Women's Hospital. Boston. MA

Emergency Contraception: Can it work? Does it work? s it worih it?

Grand Rounds. Brigham and Women's Hospital. Boston. MA

Children’s Hospital Gynecology Marbidity and Mortality
Benign Gynecology fecture series. Brigham and Women's Hospital. Boston, MA
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6/2010

4/2010

8/2000

Endometriosis
Benign Gynecology lecture series. Brigham and Women's Hospital. Boston. MA

Complementary and Alternative Medicine for Labor Pain
Grand Rounds. Massachusctts General Hospital. Boston, MA
Case presentation: vor Willenbrand Disease

Grand Rounds, Massachusens General Hospital. Boston, MA

TEACHING/MENTORING EXPERIENCE

200 -

201t -

2006 - 2009
2006 - 2009
2006

OB/GYN Medical Student Clerkship, Brigham and Women’s Hospital/Harvard Medicai
School. Bosion MA

Insiructor

[.ed orpanized small group sessions for medical studenis on suturing and cpisiotomy repair

Big Sib Program. Brigham and Women's Hospital/Harvard Medical School. Bosion MA
Menior
Provided support and guidance for 3™ year medical students

Peer Tutoring Program, Mount Sinai School of Medicine, New York, NY
Senior Tutar, Peer Turor
Met weekly with underclass siudents to review course material and improve study skills

Big Sib Program, Moun Sinai School of Medicine, New York, NY
Mentor
Provided on-going support and guidance for an underclassman

Summer Enrichment Program, Mount Sinai School of Medicine, New York, NY
Teaching Assistan
Presented introduciory lectures and dirccted anatomy labs for premedical students

COMMUNITY SERVICE

2007 - 2008

2006 - 2007

2006

2001 - 2004

2001 - 2004

Surgicual Mission fo Liberia, Monrovia and Phebe. Liberia
Volunteer
Assisted in gencral and gynecologic surgerics and provided pre and post-operative care

Liver Transplant Team. Mount Sinai School of Medicine, New York. NY
Volunteer
Assisied in nightiime and weekend liver (ransplant and procurement surgerics

St. Anthony's Free Clinic. Mouni Sinai School of Medicine, New York. NY
Valumteer
Adminisiered vaccinations and assisted in patiems exams

Summit Women's Center, Bridgepon. CT
Aborrion Clinic Escert
Provided emotional support and physical assisiance for persons entering the clhinic

Women's Resource Center, Weslevan University, Middletown, CT
Volumeer
Helped orpanize a sexual health lecture series and the annual Take Back the Night March
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INTERNATIONAL STUDIES

2006 Usniversity of Valladolid. Hospital Clirico Univeristanio de Valladolid. Valladolid. Spain

Medical Student
Shadowed an attending Gvacecologist in a hospital practice

2004 University of Bologna, Bologna. ltaly
Sturdent
Studied hatian language. ant hisiory. and women's siudies

CERTIFICATIONS

2012 GRE: verbal 165/quantitative 157/ writing pending
2041 USMLE Siep 3: 236/99

2008 USMLE Step 2 CS: Pass

2008 USMLE Step 2 CK: 248/99

2007 USMLE Step I: 232/97

INTERESTS/SKILLS

interests: Snowboarding, ans and crafis, reading, travel
Languages; Basic conversalional Spanish
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, Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

1. Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: Obstetrics and Gynecology

2. Address & Contact Information
Mailing Address: Brigham and Woman's Hospital
75 Francis Street ASB1-3-078
Boston

Massachusetts - 02115
United States of America

Home Address:

3. Email Address:

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 240337

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
Is the above named physician in good standing in the training program?
Has the physician been subject to past or pending disciplinary action in this Program?

Name: Cutler Adam Date: 118/2012
Designation: Telephone; (857) 307-0852

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This certifies that Katherine D Pocius has been appointed as Resident

Departrment of Obstetrics and Gynecology

s the program accredited by the ACGME:

Designated Official’s Name: Cutler Adam Date: 11872012
Designated Official’s Title: Telephone: (857) 307-0852

6-A. Have you been terminated, granted a leave of absence, withdrawn or had to repeata yearina
postgraduate training program?
6-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating and/for improper conduct during an examination?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Katherine D Pocius, M.D. License No.: 240337

8.

10.

11.

12.

13.
14.
18,

16.
17.

18.

18.

21,

24.

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

Have you voluntarily surrendered a license {o practice medicine or any healing art?

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

Has any disciplinary action been taken against you for violation of laws, rules, by-laws ot standards of
practice by any governmental authority, health care facility, group practice, or professional medical
society or association (international, national, state or local)? {see definition).

Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommended by a standing medical staff committee or governing body?

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

Have you voluntarily relinquished medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any hospital been
limited, suspended, revoked, not renewed or subject to probaticnary conditions or has processing
towarcfi} any of those ends been instituted or recommended by a medical staff commitiee or governing
board”

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

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

Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in
relation to the claim or has such a suit been settled, adjudicated or otherwise resoived?

Has any lawsuit, other than a medical malpractice suit, which is related to your competency fo
practice medicine, or your professional conhduct in the practice of medicine, been filed against you or
has such a suit been settled, adjudicated or otherwise resolved?

Have you been diagnosed with or treated for a medical condition which in any way currently limits or
impairs your ability to practice medicine or to function as a physician?

Do you currently have a medical condition which in any way limits or impairs your ability to practice
medicine or to function as a physician?

Have you engaged in the use of chemical substances with the result that your ability to practice
medicine is currentty limited or impaired?

Have you refused to submit to a test to determine whether you had consumed and/or were under the
influence of chemical substances?

Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?
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Commonwealth of Massachusefts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

25. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason
other than a medical condition?
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9.

Compliance with Legal Responsibilities

| certify that | have complied with my obligations to report abuse of disabled persons pursuantto G.L. ¢
19C, sec. 10, and | understand the punishment for failure to comply.

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

| certify that | have complied with my cbligations te report the treatment of wounds, burns and other injuries
pursuant to G.L. ¢. 112, sec. 12A.

| certify that | have complied with my obligations to report the treatment of victims of rape or sexual assault
pursuant to G.L. c. 112, sec. 12A 1%,

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

| certify that | have complied with my abligations to report abuse or neglect of children pursuant to G.L. ¢.
118, sec. 51A, and | understand the punishrent for failure to comply.

1 certify that | have complied with my obligations related to the withholding and remitting of child support
pursuantto G.L. ¢ 119A

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

| will read the Board's regulations, 243 CMR 1.00 through 3.00.

10.To the best of my knowledige, | meet the qualifications for limited licensure in Massachusetts.

11.Under the penalties of perjury, | dectare that | have examined this limited renewal application and all its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct and complete. As an applicant for renewal of a limited license to
practice medicine, | understand that a criminal record ¢check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board only and that # will not necessarily
disgualify me from licensure.

[X] |have reviewed the above statements and certify that ! understand my requirement to comply with

the responsibilities and obligations of each and agree to do so.

[X] Under penalties of perjury, 1 declare that | have examined this renewal application and ali of its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 254173

Current Status: Active License Expiration Date: 4/18/2014
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: One Brigham Circle
1620 Tremont Street; 4th Floor
Boston

Massachusetts - 02115
United States of America
(617) 732-5500

3) Email Address:
4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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

ABMS/ACA  Board Name Certification Subspecialty
None Reported

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

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

8) States where you were previously licensed
None Repaorted

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

office, clinics, nursing homes, etc

WorkSite Location
Brigham & Women'’s Hospital
Newton-Wellesley Hospital
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 254173

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 15 hrsivk
b) outpatient care 10 hrsfwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2014 1213172014 Claims made with tail coverage
National Union Fire Ins Co of Pittsburgh 01/01/2014 01/01/2015 Claims made with tail coverage

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

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

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

resolved, settled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

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

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

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

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

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

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

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsoiete or have you been denied a medical license for any reason?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 254173

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

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 254173

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

24) Have you used any chemical substance(s} which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 254173

Compliance with Legal Responsibilities

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

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

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

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

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

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

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

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

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

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

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

11)| understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to MG L ¢. 112 sec. § and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice
report certain Major incidents to the Board.

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

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

Identifier (NP number.

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

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

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

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

Page 7 of 7 Date: 2114/2014 Tirne: 1:04 PM



Comrmonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

1. Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: QObstetrics and Gynecology

2. Address & Contact Information
Mailing Address: Brigham and Woman's Hospital
111 Cypress Street
Brookline

Massachusetts - 02445
United States of America

Home Address:

3. Email Address:

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 240337

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
s the above named physician in good standing in the training program?
Has the physician been subject to past or pending disciplinary action in this Program?

Name: Date:
Designation: Telephone:

To be compieted and signed by the designated official of the heaith care facility where the applicant has
received an appointment,

This certifies that has been appointed as

Department of

ls the program accredited by the ACGME:

Designated Official’s Name: Pate:
Designated Official’s Title: Telephone:

8-A. Have you been terminated, granted a leave of absense, withdrawn or had to repeat a year in a
postgraduate training program?
8-B. Have you, for any reason, been placed on probaticn in any postgraduate training program®?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating and/or improper conduct during an examination?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Katherine D Pocius, M.D. License No.; 240337

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

9, Have you voluntarily surrendered a license to practice medicine or any healing art?

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

11.  Has any disciplinary action been taken against you for violation of laws, rules, by-laws or standards of
practice by any governmental authority, health care facility, group practice, or professional medical
society or association (international, national, state or local}? (see definition).

12.  Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommended by a standing medical staff committee or governing body?

13. Have you, for any reason, withdrawn an appiication for hospital privileges or appointment?

14.  Have you voluntarily refinquished medical staff membership?

18.  Has your medical staff membership, medical privileges or medical staff status at any hospital been
limited, suspended, revoked, not renewed or subject to prabationary conditions or has processing
towacrjd? any of those ends been instituted or recommended by a medical staff committee or governing
board"

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

17. Has your privilege to possess, dispense or prescribe cortrolled substances been suspended,
revoked, denied, restricted or surrendered, or have you been called before or warned by any state or
other jurisdiction including a federal agency regarding such privileges?

18. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in
relation to the claim?

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

20. Have you been diagnosed with or treated for a medical condition which in any way currently limits or
impairs your ability to practice medicine or to function as a physician?

21, Do you currently have a medical condition which in any way limits or impairs your ability to practice
medicine or to function as a physician?

22,  Have you engaged in the use of chemical substances with the result that your ability to practice
medicine is currently limited or impaired? '

23. Have you refused to submit to a test to determine whether you had consumed and/for were under the
influence of chemical substances?

24.  Areyou currently engaged in the ilegal use of drugs or misuse of prescription drugs?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine B Pocius, M.D. License No.: 240337

25.  Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason
other than a medical condition?
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9.

Compliance with Legal Responsibilities

. | certify that | have complied with my cbligations to report abuse of disabled persons pursuant to G.L. ¢.

19C, sec. 10, and | understand the punishment for failure to comply.

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

! certify that | have complied with my obligations to report the treatment of wounds, burns and other injuries
pursuantto G.L.. ¢. 112 sec. 12A.

| certify that | have complied with my obligations to report the treatment of victims of rape or sexual assauit
pursuantto G.L. ¢. 112, sec. 12A %.

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

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

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

| certify that | have complied with my obligations to file Massachusetts tax returns and to pay Massachusetis
taxes, and | understand that, pursuant to G.L. c. 82C, sec. 49A, my license shall not be issued or renewed
unless | make these certifications under penalties of perjury.

| will read the Board's reguiations, 243 CMR 1.00 through 3.00.

10.To the best of my knowledge, | mest the qualifications for limited licensure in Massachusetts.

11.Under the penalties of perjury, | declare that | have examined this limited renewal application and all its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is frue, correct and complete. As an applicant for renewal of a limited license to
practice medicine, | understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systerns Board only and that it will not necessarily
disqualify me from licensure.

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

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complate.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

1. Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: Obstetrics and Gynecology

2. Address & Contact information
Mailing Address: Brigham and Woman's Hospital
111 Cypress Street
Brookline

Massachusetts - 02445
United States of America

Home Address:

3. Email Address:

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 240337

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
s the above named physician in good standing in the training program?
Has the physician been subject to past or pending disciplinary action in this Program?

Name: Ruth Ellen Tuomala Date: 3/8/2010
Designation: Director, OBGYN Residency Prog Telephone; (617) 732-54562

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This certifies that Katherine D Pocius has been appointed as Resident

PDepartment of Obstetrics and Gynecology

Is the program accredited by the ACGME:

Designated Official’s Name: Joanna Hazell Date: 3/9/2010
Designated Official’s Title: Telephone: (617) 582-1192

6-A. Have you been terminated, granted a leave of absense, withdrawn or had to repeat a year in a
postgraduate training program®?
6-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating and/or improper conduct during an examination?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Katherine D Pocius, M.D. License No.; 240337

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

S. Have you voluntarily surrendered a license to practice medicine or any healing an?

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

1t.  Has any disciplinary action been taken against you for violation of laws, rules, by-laws or standards of
practice by any governmental authority, health care facility, group practice, or professional medical
society or association (international, national, state or lacal}? (see definition).

12. Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommended by a standing medical staff cammittee or governing body?

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

14. Have you voluntarily relinquished medical staff membership?

18.  Has your medical staff membership, medical privileges or medical staff status at any hospital been
limited, suspended, revoked, not renewed or subject to probationary conditions or has processing
E%wa(rjg) any of those ends been instituted or recommended by a medical staff committee or governing

ard”

16.  Have you been charged with any criminai offense, other than a minor traffic offense?

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

18. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in
relation to the claim?

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

20. Have you been diagnosed with or treated for a medical condition which in any way currentiy limits or
impairs your ability to practice medicine or to function as a physician?

21. Do you currently have a medical condition which in any way limits or impairs your ability to practice
medicine or to function as a physician®?

22.  Have you engaged in the use of chemical substances with the result that your ability to practice
medicine is currently limited or impaired?

23. Have you refused to submit to a test to determine whether you had consumed and/or were under the
influence of chemical substances?

24,  Areyou currently engaged in the illegal use of drugs or misuse of prescription drugs?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

256.  MHave you voiluntarily modified or otherwise limited your scope of practice of medicine for any reason
other than a medical condition?
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Compliance with Legal Responsibilities

1. | certify that | have complied with my obligations to report abuse of disabled persons pursuantto G.L. c.
18C, sec. 10, and | understand the punishment for failure to comply.

2. icertify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderly
persons pursuart to G.L. c. 18A, sec. 15, and | understand the punishment for failure to comply.

3. |certify that | have complied with my obligations to report the treatment of wounds, burns and other injuries
pursuantto G.L. c. 112, sec. 12A.

4. | certify that | have complied with my obligations to report the treatment of victims of rape or sexual assauit
pursuantto G.L. c. 112, sec. 12A 1%

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

6. | certify that | have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢.
118, sec. 51A, and | understand the punishment for failure to comply.

7. |certify that | have complied with my obligations related to the withhelding and remitting of child support
pursuant to G.L. ¢. 119A.

8. | certify that | have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts
taxes, and | understand that, pursuant to G L. c. 62C, sec. 48A, my license shall not be issued or renewed
unless | make these certifications under penalties of perjury.

8. | will read the Board's reguiations, 243 CMR 1.00 through 3.00.
10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts.

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

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

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonweaith of Massachusetts

Board of Registration in Medicine

Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

1. Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: Obstetrics and Gynecology

2. Address & Contact Information
Mailing Address: Brigham and Woman's Hospital
75 Francis Street ASB1-3-078
Boston

Massachusetts - 02115
United States of America

Home Address:

3. Email Address:

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 240337

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
Is the above named physician in good standing in the training program? R
Has the physician been subject to past or pending disciplinary action in this Program? —

Name: Date;
Designation: Telephone:

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This certifies that has been appointed as

Department of

s the program accredited by the ACGME: —_—

Designated Official’s Name: Date:
Designated Official’s Title: Telephone:

6-A. Have you been terminated, granted a leave of absence, withdrawn or had to fepeatayearina
postgraduate training program?
6-B. Have you, for any reason, been placed on probation in any postgraduate training program®?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating and/or improper conduct during an examination?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

25,  Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason
other than a medical condition?
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Commonwealth of Massachuseits
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Katherine D Pocius, M.D. License No.: 240337

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

9, Have you voluntarily surrendered a license to practice medicine or any healing art?

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

11.  Has any disciplinary action been taken against you for viclation of laws, rules, by-laws or standards of
practice by any governmental authority, health care facility, group practice, or professional medical
sociely or association (international, national, state or local)? (see definition).

12.  Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommended by a standing medical staff committee or governing body?

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

14.  Have you voluntarily relinguished medical staff membership?

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

16. Have you been charged with any eriminal offense, other than a minor traffic offense?

17.  Has your privilege to possess, dispense or prescribe controlled substances been suspended,
revoked, denied, restricted or surrendered, of have you been called before or warned by any state or
other jurisdiction including a federal agency regarding such privileges?

18.  Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in
relation to the claim or has such a suit been settled, adjudicated or otherwise resoived?

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

20. Have you been diagnosed with ar treated for a medical condition which in any way currently limits or
impairs your ability to practice medicine or to function as a physician?

21. Do you currently have a medical condition which in any way limits or impairs your ability to practice
medicine or fo function as a physician?

22, Have you engaged in the use of chemical substances with the result that your ability to practice
medicine is currently limited or impaired?

23. Haveyourefused to submit to a test to determine whether you had consumed and/or were under the
influence of chemica! substances?

24, Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?
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Compliance with Legal Responsibilities

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

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

3. lcertify that | have complied with my obligations to report the treatment of wounds, burns and other injuries
pursuantto G.L. c. 112, sec. 12A.

4. icertify that | have complied with my obligations to report the treatment of victims of rape or sexual assault
pursuantto G.L. c. 112, sec. 12A %.

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

8. | certify that | have complied with my obligations to report abuse or neglect of children pursuant to G.L. c.
119, sec. 51A, and | understand the punishment for failure to comply.

7. |ceriify that | have complied with my obligations related to the withholding and remitting of child support
pursuantto G.L. ¢. 119A.

8. |certify that | have complied with my obfigations to file Massachusetts tax returns and to pay Massachusetts
taxes, and | understand that, pursuant to G.L. c. 82C, sec. 49A my license shail not be issued or renewed
unless | make these certifications under penalties of perjury.

9. | will read the Board's regulations, 243 CMR 1.00 through 3.00.
10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts.

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

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

[(X] Under penalties of perjury, | declare that | have examined this renewal application and all of its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.;: 240337

1. Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: Cbstetrics and Gynecalogy

2. Address & Contact Information
Mailing Address: Brigham and Woman's Hospital
75 Francis Street ASB1-3-078
Boston

Massachusetts - 02115
United States of America

Home Address:

3. Email Address:

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 240337

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
s the above named physician in good standing in the training program? —
Has the physician been subject to past or pending disciplinary action in this Program? J—

Name: Date:
Designation: Telephone:

To be completed and signed by the designated official of the heaith care facility where the applicant has
received an appointment.

This certifies that has been appointed as

Department of

Is the program accredited by the ACGME: -

Designated Official’'s Name: Date:
Designated Official’s Title: Telephone:

6-A. Have you been terminated, granted a leave of absence, withdrawn or had to repeat a yearina
postgraduate {raining program?
6-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating and/or improper conduct during an examination?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.; 240337

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

9. Have you voluntarily surrendered a license to practice medicine or any healing art?

10.  Are any formal disciplinary charges pending against you, or do you have knowledge of any pending
investigation into your professional competence or condtict by any governmental authority, heatth
care facility, group practice or professional medical society or association {international, national,
state or local)? (See definition).

11.  Has any disciplinary action been taken against you for violation of laws, rules, by-laws or standards of
practice by any governmental authority, health care facility, group practice, or professional medical
society or association (infernational, national, state or local)? (see definition).

12. Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommended by a standing medical staff committee or governing body?

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

14.  Have you voluntarily relinquished medical staff membership?

15.  Has your medical staff membership, medical privileges or medical staff status at any hospital been
iirited, suspended, revoked, not renewed or subject to probationary conditions or has processing
E%ward any of those ends been instituted or recommended by a medical staff committee or governing

ard?

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

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

18. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in
retation to the claim or has such a suit been settled, adjudicated or otherwise resolved?

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

20. Have you been diagnosed with or treated for a medical condition which in any way currently limits of
impairs your ability to practice medicine or to function as a physician?

21. Do you currently have a medical condition which in any way limits or impairs your ability to practice
medicine or to function as a physician?

22.  Have you engaged in the use of chemical substances with the result that your ability to practice
medicine is currently limited or impaired?

23. Have you refused to submit to a test to determine whether you had consumed and/for were under the
influence of chemical substances?

24.  Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

25. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason
other than a medical condition?
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8.

Compliance with Legal Responsibilities

| certify that | have compiied with my obligations to report abuse of disabled persons pursuant to G.L. ¢
19C, see. 10, and | understand the punishment for failure to comply.

{ certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderty
persons pursuant to G.L. ¢. 19A, sec. 15, and | understand the punishment for faiture to compiy.

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

| certify that | have complied with my abligations to report the treatment of victims of rape or sexual assauit
pursuantto G.L. c. 112 sec. 12A )z

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

| certify that | have complied with my obligations to report abuse or neglect of children pursuantto G.L. c.
119, sec. 51A, and | understand the punishment for failure to comply.

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

{ certify that i have complied with my obligations fo file Massachusetts tax returns and to pay Massachusetts
taxes, and | understand that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed
uniess | make these certifications urnder penalties of perjury.

| will read the Board's regulations, 243 CMR 1.00 through 3.00.

10.To the best of my knowledge, | meet the gualifications for limited licensure in Massachusetis.

11.Under the penalties of perjury, | declare that | have examined this limited renewal application and all its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct and complete. As an applicant for renewa! of a limited license to
practice medicine, | understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board only and that it will not necessarily
disqualify me from licensure.

{X] have reviewed the above statements and certify that | understand my requirement to comply with

the responsibilities and obligations of each and agree to do so.

[X] Under penalties of perjury, ! declare that | have examined this renewal application and all of its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Katherine D Pocius, M.D.

License No.: 240337

1. Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: Obstetrics and Gynecology

2. Address & Contact Information
Mailing Address: Brigham and Woman’s Hospital
75 Francis Street ASB1-3-078
Boston

Massachusetts - 02115
United States of America

Home Address:

3. Email Address:

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 240337

8. Other states where you are now licensed to practice medicine
Norne Reported

SECTION B: To be compieted by the Program Director.
Is the above named physician in good standing in the training program®?
Has the physician been subject to past or pending disciplinary action in this FProgram?

Name: Jessica Grandchamp Date: 2/8/2011
Designation: BWH License Administrator Telephone: (617) 582-1192

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This certifies that Katherine D Pocius has been appointed as Resident

Department of Obstetrics and Gynecology

Is the program accredited by the ACGME:

Designated Official’s Name: Jessica Grandchamp Date: 21812011
Designated Official’s Title: BWH License Administrator Telephone: {617) 582-1192

6-A. Have you been terminated, granted & leave of absence, withdrawn or had to repeat a year in a

postgraduate training program?
6-B. Have you, for any reason, been placed on prabation in any postgraduate training program?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating and/or improper conduct during an examination?

Page 1 of4 Date: 2/8/2011 Time: 3:36 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Katherine D Pocius, M.D. License No.: 240337

8.

10.

11.

12,

13.
14.
16.

16.
17.

18.

18.

21.

24.

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

Have you voluntarily surrendered a license to practice medicine ar any healing art?

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

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

Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommended by a standing medica! steff committee or governing body?

Have you, for any reason, withdrawn an application for hospita! privileges or appointment?

Have you voluntarily relinquished medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any hospital been

limited, suspended, revoked, not renewed or subject to probationary conditions or has processing

Loowaég) any of those ends been instituted or recommended by a medical staff committee or governing
ard”

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

Has your privilege to possess, dispense or prescribe controlled substances been suspended,

revoked, denied, restricted or surrendered, or have you been called befare or warned by any state or

other jurisdiction including a federal agency regarding such privileges?

Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in
relation to the claim or has such a suit been settled, adjudicated or otherwise resclved?

Has any lawsuit, other than a medical malpractice suit, which is related {0 your competency to
practice medicine, or your professional conduct in the practice of medicine, been filed against you or
has such a suit been settled, adjudicated or otherwise resolved?

Have you been diagnosed with or treated for @ medical condition which in any way currently limits or
impairs your ability to practice medicine or to function as a physician?

Do you currently have a medical condition which in any way limits or impairs your ability to practice
medicine or to function as a physician?

Have you engaged ir: the use of chemical substances with the result that your ability to practice
medicine is currently limited or impaired?

Have you refused to submit to a test to determine whether you had consumed and/or were under the
influence of chemical substances?

Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Katherine D Pocius, M.D. License No.: 240337

25,  Have youvoluntanly modified or ctherwise limited your scope of practice of medicine for any reason
other than a medical condition?
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Compliance with Legal Responsibilities

1. | certify that | have complied with my obligations to report abuse of disabled persons pursuantto G.L. c.
18C, sec. 10, and | understand the punishment for failure to comply.

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

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

4. | certify that | have complied with my obligations to report the treatment of victims of rape or sexual assault
pursuant o G.L. c. 112, sec. 12A &

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

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

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

8. | certify that | have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts
taxes, and | understand that, pursuant to G.L. ¢. 62C, sec. 48A, my license shall not be issued or renewed
unless | make these certifications under penalties of perjury.

8, |wil read the Board's regutations, 243 CMR 1.00 through 3.00.
10.To the best of my knowledge, | meet the gualifications for limited licensure in Massachusetts.

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

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

[X] Under penalities of perjury, | declare that | have examined this renewal application and all of its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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