Commonwealth of Massachusetts Board of Registration in Medicine

Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 Reclv
- http://www.massmedboard.org g%
Physician Registration Renewal Application

a8 al attachments for your own records; you Wﬂi
i m with attachments must be returned in the

Before proceeding,
need copies for credentialing and ulher purpe 1}
green envelope 4 weeks hefore your renewal date

+ Add late fee of $25.00, if necessary, ve check with coupon in BILUE envelope.

SSTRATION
Please review carefully the following t‘n %ﬁﬁw:‘d compieteness. Make any corrections or

alterations as required. T
q szDfl{, D CGPY
L. Current Status: 4 yive Registration No.:4 1923 Renewal Date: 13/04/2001

1
« Remit $250.00 {for renewal lee. ‘
)
1
1

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

[C] Active [ Retiring (see instructions) (] Inactive (see instructions) [ Do not wish to renew

. . , Please make corrections € OT pring
2. Other Name(s), if any, under which you were licensed; (ipe or print)

Other Name(s);
3. A)Mailing/Business Address: Mailing Address:
AUSTIN J WERTHEIMER City/Town: State:

1180 BEACON STREET

SUITE 7-A Zip: Counlry:

BROCKLINE, MA 02446

usiness Aadress:.

B) Home Address: City/Town: ‘ State:

Zip: Country: _

Business Telephone: ( )

Home Address:_ _

City/Town: ' Statc:

Zip: Country:

Home Phone: Hore Telephone:  {_

-

Business Phone: Cﬂ ' 7 s 73L‘|"' 7@00 PLEASE NOTLE: No P.O. Box addresses for home or

business addresses.

4. a) Date of Birth: by Sex: M oEode: Code:

¢) §8#: , .
8. Drug License Numbers, if any:

a) Federal (DEA):

b} Massachusetts:

. hool of Medici
b) ¥ Grelsisa. Rc.scr;r;?lémverssqbbc rec OM‘];" B a) Other states where you are now licensed to practice {Abbr.)

5. a) Name of Medical Schoel:

6. Specialty Code(s) {See Table 1)
Code(s) Hours per Week in Mass. Cao b) States where you were previously licensed (Abbr.)

GYN 0 Gynceology
G

7. Current American Board of Medical Specialtics Certification (See Table 2)

10. Currcnt heaith care facilities at which you have completed the credentialing proccess for the provision of patient care. (Supply
the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Next to cach facility, write the approximate percentage of patient care hours that you provide in each facility),

Faciiity Code: l'l( q l/ ‘__/AP) g . % Facility Code: ﬂ_ Xj (AP) _% ¥acily Code:__ {AP) %
Facility Code: % Facility Code:_ ____/  (AP) % Facility Code:____ /  (AP) %

If 999, print namc(q) . -




PRINT YOUR LAST NAME: _ \}ferr Tz imes LICENSE NUMBER: “1|92.3

11. My medical malpractice insurance is covered by a) ﬂlnsumnce Carrier  b) [J Letter of Credit
Name of Insurer: (f0) MU ’h ) Alternatively, indicate as follows:

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

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) il Yesmo

13. A. What Is your principal work setting? (See Table 4) _L_ i
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care ﬂ_hrsfwk b) inpatient care _L_hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? 20%

PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2} YEARS

ions 14 through 22 r to the past two {2} ye nlv. Check either YE NO (NOT N/A) to each guestion. Provide

ils on For, for all nswers except for question 22. Refer to the instruction boolklet for sdditional informati nd
efinitions, Y ust answer ALL question this form will be ret o you and your license renewal may be delayed
YES NO
14. CLAIMS MADE: Has any medical malpractice claim beea made against you that has not yet been finally

settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in refation 10 the claim?

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

otherwise resolved?

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

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

19. Has your privilege to possess, dispense or prescribe controlied substances been suspended, revoked, denied,
restricted by, or surrendered te any state or federal agency?

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

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

22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? ﬁ Yes [] No
{1 CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) {] CME exemption

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

Pursuant to G.L. ¢. 112, § 2, 1 will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

Pursuant to G.L. c. 62C, § 49A, to the best of my knowledge and belief, 1 bave filed all Massachuasetts state tax returns and paid il
Massachusetts state taxes that are required under law. NQTE: This applies even if you reside out-of-state or out of the United States.

o Pursuant to G.L c. 62C, § 474, to the best of my knowledge and belicf, I am in compliance with M.G.H.C. {194 relating to
withholding and remitting Child Support.
»  Pursuant to G.L. ¢ 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119, § 514,

o I hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R is true.

Signature: _MM ' pate: _7 1 22101

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL A ICATION

rd Regulations require that vou notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




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

Physician Registration Renewal Application <

Before proceeding, please read the jnstruction booklet.
* Copy this form and ali attachments for your own records; you wili need copies for credentialing and other purposes.

*» Remit $250.00 for renewal fee.
* Add late fee of $25.00, If necessary.

* Return renewal application in G
* Enclose check with coupo N

Registration No.: 43923 Renewal Date: 11/04/1999

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

] Active (T) Retiring {see instructions)

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

3 A Mailing/Business Address:
AUSTIN ] WERTHEIMER
1180 BEACON STREET
SUITE 7-A
BROOKLINE, MA 02446

B) Home Address:

Home Phone:
Business Phone:

4. A) Date of Birth: Sex: M
B) 85#:
5. A) Name of Medical Schooi:
Case Westem Reserve University School of Medicine

B) Year Graduated: (976 C) Degree: p D,
6. Specialty Code(s) (See Table 1)
Code(s)  Hours per Week in Mass,
GYN

] Gynecology S
0 If OS, Print Specialty:
7. Current American Board of Medical Speciaities Certification (See Table 2) Code: Code:
Code: 0 Code:
8. Drug License Numbers, if any: ;
A) Federal (DEA): Lraeral (DEA):
B) Massachusetts: )
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr:

1. Current Status: 4 o4y,

[[] Inactive (see below *)
Please make corrections (type or brint)
Other Name(s):
Mailing Address;
City/Town; State;

Zip: Country:

Other Address:
City/Town: _ State;
Zip: _ Country:

Home: ( )
Business:{(:. N Z )7} M\_/{ ele :IQ

Dateof Bith: (M/D/Y): __/ /  Sex: M [JF
Ss#: - -

Full Name of Medical School:

Year Graduated: Degree: [ M.D. [] D..

Code(s) Hours Per Wyek in Massachusetts
e O

st et ——

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

O




PRINT NAME AND NUMBER: Last Name: B’US&! ‘:) WW m CU:Y]@l/ Registration Nlcl-lfngr;L 3 N—

10. Current health care facilities at which you have completed the credentizling process for the provision of patient care. Suppl); M.
the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP). Nextto
each facility, write the\ap.;:?émate percentage of patient care hours that you provide in each facility,

Facility Code: T 1/ (ap)_ B0 Facitity Code: A Y/ V/(aP) | % Facility Code:____/___(AP) %

Facility Code: _ Ql/___ (AP) __\_cl % Facility Code:_____ /__ (AP)__ % Facility Code:_____/ (AP) %
If 999, print name(s): /
11. My medical malpractice insurance is covered by a) Q/]nsurance Carrier b)) [] Letter of Credit

Name of Insurer: - Tb o Alternatively, indicate as follows:

1 am registering with Active status but I am not covered by medical malpractice insurance because | am (check one)
a) {1 Not ﬁnvoi%n direct/indirect patient care in Massachusetts b) [ Otherwise exempt
Please explain exemption: *_.
12. Are you currently in gfposf;graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ ] Yes WNO
13.'A. Wh'a't’isyburpringoipaﬁwork setting? (See Table 4) __[_ i__
B. Care of patients in Massachusetts (see instruction booklet),
1) Average weekly hours involved in; a) outpatient care _éf_)_hrs/wk b} inpatient care G (€ hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? _2»_‘2 % :

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

uestions 14 through 22 refer to the past two (2) vears only, Check either YES or NO (NOT N/A) to each question. Provide
details on Form R for all YES answers except for question 22, Refer to the instruction booklet for additional information and

definitions. You must answer ALL questions, or this form will be returned to you and your license renewal may be delayed.

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

15. CLAIMS RESQLVED: Has any medical malpractice claim that has been made against vou been settled,
adjudicated, or otherwise resolved, whether or 1ot a lawsuit was filed in relation to the claim?

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

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

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

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

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

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

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? gYes ] No
[[] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) ] CME exemption

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

*  Pursuant to G.L. c. 112, § 2, 1 will not charge to or collect fram a Medicare beneficiary more than the Medicare fee schedule amount,

¢ Pursuant to G.L. ¢, 62C, § 49A, to the best of my knowledge and belief, I have filed all Massachusetts state tax retarns and pald sl
Massachusetts siate taxes that are required under law, NOTE: This applies even if you reside out-of-state or out of the United States.

*  Pursuant to G.L. ¢ 112, § 1A, I will fulfill my obligation te report abuse or neglect of children as required by G.L. ¢. 119, § S1A.
s Thereby certify under the penaities of perjury that all the information on the Renewal Application and Form R is true.

Signature:_mm Date: ? / ﬁ‘/ ?7

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




-

ealth of Massachusetts Board of
West Street, 3rd Floor, Boston, Ma

Com

tration in Medicine

: chusetts 02411 -
1991-1993 Physician Registration Renewal Application

Reglajration No, Statue Renews] Date For Office Use On
AR T ki 13 £ 417 11704791 rAdateed L
bDF. AUSTIN T WERTREINER 7 Pr i
- - \ T e——
A3 Bk / !
- » Ch R i
o DE i
Diracilons: O VE § B,
« Questions 1-7 includa Information from Board Weg Pisase carr’éu it as necessary Q E N TE R E D S
« Bofore proceading, piaase read tha instruction bookis! ® EP 30 1991

« Answar all non-optional questions completely {The mstructions sfeq@r which quastions plional )
s Mako & copy of thus form and all atiachments for your own records—you'must ?:vg
$8 00 plus postage for each copy furmished

« Envlose the §1

Aotivity S1atus:
| am applying to be registered with the foliowing status

Activg ! Inactive

20 00 renawal fee by means of a carufied chack, money order or parsonal check made payable to the Commonwesith of Massachussts

re faciitias copies for credentialing purposes The Board charges

i hereby certify thet If requesting Inzetive status, 1 will not practice medicine in Massechusetis.

Pra-Printed Information

Corrections of Pre-Printed information

1 Other Name(s), if any, under which you were licensed Name
2.8} Address (Home) Address
CiyfTown
State 2P
Country Code (if 999 wnte Couniry)
b Add
AR RN TreET s
- wy/Town
SUITE 7A State i
BROOKLINE, MA 02146~ Country Code 1999, wrte Country)
3 Date of Birth Sex ,M Date of Birth {M/D/Y) { / Sex (WF)
L issveDate | 0720777 gony Uc issue Date(WDN) _ /___/ _ SSN#
Telaphone Number
Home gg‘igp?ag Home { ) Bustness ( )
( ) - { 31-46670
4 Medical Schoot Coda®HO06  voor araduated” ©  Degree MO | Schoot Code Year Graduated Degree (MDIDO) ____
Namse of School If 99988, wnte School

¢ western Reserve Universitty School! of Meaicine

6 Specialty Codu(s) (See Tabdle 3)

Coge Hours Fm Woesok 1n Mass
¥ynecology

[
8]

5 a) Other Statos where you are now licensed 1o practice (Abbr)
b) Stalus where you previously were licensed o practice (Abbr)
j__ Gode

H OS5, wnte specalty

Hours per Week in Mass
50

7 a) Are you Amencan Specialty Board Certihed? (\ﬁ‘N)¥ 7b} WYES, Enter Codes !

Ccoge 00 Boara of Obstetrics ana Gynecology lcmn

Code Code

8 Drug License Numbers(s) (if any) [optional} a} Federal {DEA}

b) How many DEA nos do you have®

¢} State (MA) #M

8 |have comploted my C M E requirements in the two years preceding my renawal date
{You must filf out a separate Warver Form  The waiver must ba granted by the Board b6loro your licon
regquyements Do nat submit documentanon of your CME's with your renawsal application

30M 9/90 Pa1397)

ves_\/

[ For Otheo Use Only  Wawver Granted

Wawer Requested
se will be renewed ) Seg Instructions for CME

Date I 7

e — o



FILL IN NAME AND NUMBER. q\ _
Physiciah Last Name, WCY’ Civmen Registratton No E{_ _I__"l,}_l., ..3..

10. My madical malpractice tnsurance 16 covered by {a) INSLRANCE CARRIER \/ or {b) LETTER OF CREDIT, it applicabla, chack one

List Insurer (T UA o'F” MA

Aternatively, indicats as folfows | am ragistenng with ACTIVE stajus, Bit | im npt covered by medical malpractice insurance becauss | am (Check one).

{) NOT INVOLVED IN DIRECTANDIRECT PATIENT CARE* (u) OTHERWISE EXEMPT
(Stata how otherwise exampt)
11, Current Hospital Affiiations (Supply the codes from Table 5 and place a chack mark next ko those faclities where you hava admitting privileges (AP)
Facity Code __ (a1 1n/(AP) Facilty Code __(p |1V (AP) Facilty Code ______[__{AP)
Fecillty Code __S,S_ / __~_(/AP) FarflityCode _ ______/[_(AP) Fadiity Code ______/_(AP)
if 998, write Name(s}
?ggéng,gg;a Hgtjpltals at which you previously held privileges and other Health Care Facitites with which you were associated in the past 4 yaars
Facility Code __ Facility Code ______ Feciity Code __ ____ Facility Code __ __

i 893, wnto Name(e)

12 Post Graduate Traming in Massachusetts (MA) {Ses instrustion booklet ) \/
a} Are you currently in & post-graduate training piogram in MA as a resident or chrnucal fellow? Yes_____ No % (Checkone )
b) If you are in a MA program, are you & 1} Resk'anl____ ) Clinical Fellow ___  oru) Research Feliow 7 (Checkons)
<} How many hours per typical woek do you sperd in thie MA post-graduate training program? hrs Awk In MA

18  Care of Patonts in Massachusefts (MA} (See struction b okdet )
a) How many hours per typical week are you currantly involved in oulpatient care In MA? hrs fwk in MA
b) How many hours per typical week are you currantly involvad in mpatient care in MA? 5 hrs Ak InMA

14 Pnncipal Work Ssting
a) What is your pnncipal work setting? {See Tabia 6) ,L §

Questlons 15 threugh 22 refer to the past four years only. Cheok slther YES or NO {not N/A) 10 each question. Provide detslls on Form 16A.
Reafo booklat {or a | 1
Yes No

16 Has any pending or new medical malpract;oe claim been ma3a against you {whether or not a lawsu:t was filed in relation to the daim)?
16 Hava you been a delendant in any pending or new criminal proceeding other than a minor traffic offensa?

17 Are any formal discipknary charges pending or has any discisinary aetion (a8 definod by Board regulations—See Instructions) been taken
against you by any govemmental authonty, hospital or other health care facility, or profossional medical association (Intemational, national,
state or local)?

18 Has your prvilege to possess, dispense or prescnbe cantraliad substances been suspended, revoked, denied, restrctad, surrendered,
or have you been called before or been warned by this stata or any other junsdiction including a federal agency?

19 Have you withdrawn an application for a medical license or been denied a medical iicense for any reason?
20 Have you had any mental lliness which has impawed your ability to practice medicine of to function as a student of medicina?
21 Have you had an organic iness which has impaired your ab Ity 1o practice medicine or to {unction as a student of medicine?

22 Ara you now, or have you been in the past four years, depsr dent upen alcohol or drugs?

Pursunnt 1o M.G.L. ¢.475, | will not charge to or collect from a Medicare bensfictary more than the Medicare ressonabie charge for my services.
Pursuani 1o M.G.L. ¢ 52C sec 494, | centify under the penslt s of perjury that, to my bast knowledge and bellef, | have filed any Massachusetts stute
tax returns and paid eny Massachusetls atate taxes, thel ére required undsr law NOTE: This appiles even Il you reslde oul-of-state or out of the
country

I certify thet | wili fulflli my cbligation to raport abuse or neclect of chlldren pursuant to M.G.L. 0.110 ese 51A

I hereby ceortlfy under the penslties of perjury that all informration on this form and Form 15A ie true

O
J

. -
Signature é{f{ 4271 //_p Z_é_/jt AU AL A Datg / i e { / cf/




|

Commonwealth of Massachusetts BOJer of Registration in Medicine
560 Harrison Avenue, Sulte #G-4, Boston, MA 02118 + (617) 654-9810 http://www.massmedboard.org

Physician Registratiqm”_'fdij éwal A&m ication &

22

Before proceeding, please read the instruction booklet.

need copies for credentialing and other purposes. This completed repewal|form with nttachments
green envelope gt least 4 weeks befare your renewal date. T Reae of

Pegretiannon m M{ cu( ne

*Remit $400.00 for renewal fee (non-refundable). * Réturn renewal applicanon ln GREEN envelope. -

*Add late fee of $25.00, if necessary. + _Enciose check with coupen in BLUE envelope. t«i&%

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

n
ust e returned in the b

1. Current Status:  Active Registration No.41923 Renewal Date:11/04/2003
If you want to change your current status, please check pne of the following bdxes to indicate your pew status: (Check only one)

[ Active [T Retiting (see instructions) [ ] Inactive (see intstructions) [7]) Do not wish to renew
Please make corrections (print)

2. Other Name(s), if any, under which you were licensed:
CA) Mailing/Business Address: (] Other Name(s) ] Name Change (enter name bejow)
3. AUSTIN J WERTHEIMER
1180 BEACON STREET Maiting Address:
SUITE 7-A City/Town: State:
BROOKLINE, MA 02446 ,
Zip: Country:
B) Home Address:
Business Address:;
City/Town: State:
Zip: | Country:
Business Telephone: { )
Home Address:
City/Town: State:
Home Phone: Zip: | Country:
) Home Telephone:  ( )
Business Phone: G ' 1-7 6% -'7 L,OO PLEASE NOTE: Only ong address ¢an be a P.0O. box. The
malling;address cannot be a P.O. Box.
4. a)Date of Birth: b) Sex: M 7. Current Americalf Board of Medical Specialties Certification (See Table 2)
Code: OG Code:
¢} SS#:
) 8.Drug License Numbers, if anv:
5. a) Name of Medical School: a) Federal (DEA):

Case Western Reserve University School of Medﬁcinc b) Massachusetss:
b} Year (31's.dua.tedT 976 ¢) Degree: M.D.
6. Specialty Code(s) (See Table 1)

9. a} Other states phere you are now licensed to practice (Abbr.)

QQQQ%JYN %%%ﬂé& b} States where you were previously licensed (Abbr.)
0 m———_——

care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

10. List all current health care facilities at which you are affiliated or have co ;pleted the credentialing process for the provision of patient
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). __ No affiliations.

Facility Code: o L 1/ 2 (aP) . % FacilityCoder___ /(AP % Facility Code: [ _(APy %
Facility Code: __ Y |/ | (AP) v % Facility Code: ____/  (AP) % Facility Code:____ _ /_ (AP) %
If 999, print name(s):




- .
PRINT YOUR LAST NAME: \ ’\‘\n AW e~ LICENSE NUMBER: L{ 192>«
11. My medical maipractice insurance is covered by E Insurance Carrier ] Letter of Credit

]
Insurer’s name, (Required): !2% oMyt Ua.,l Policy dates: From: 7 1 Q103701 s ¢ /04
Alternatively, indicate as follows: I am registering with Active status but I am not covered by medical malpractice insurance
because ] am: Check One: ] N{:t involved in direct/indirect patient care in Massachusetts [} A government employee.

{T] Otherwise exempt Please explajn exemption:

12.| What is your printipal work setting? (Sec Tabled) | & If you are affiliated with & healtheare facility or credentialed
for the provision of patient care you must complete guestion #10 on page 1 and list your affiliations.

13. | Care of patients in Massachusetts {3ee instruction booklat).

1} Average weekly hours involved in: A) inpatient care _g“hrs/wk B) outpatient care __Q(‘_Q_hrs/wk

2) What is the approximate percentage of your patient care hours in primary care? __&Q_"o

PART A~ QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTIONS

sl application. Check ejther YES or NO to eacl

. Refer to instructions for additions] Information
A o5 tiieé jorm will bencompiete and gels
| YES MO
14. r Pending): Has any medical malpractice claim been made against you that has not

et been finally settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

: Has any medical malpractice claim that has been made against you been settled,
djudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

s any lawsuit, other than a medical malpractice suit, which is related to your compstency to practice medicine,
t your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or

therwise resolved? ‘
ve you been charged with any crifninal offense?

ave you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice of
y governmental authority, health care facility, group practice or professional society or association?

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency?
20. Have you withdrawn an application for a medical license or been denied a medical license for any reason?
21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
go-payment, or placed any condition(related to professional competency or conduct on your coverage, or have
you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? ﬂ Yes [] No
(7 CME Waiver. CME waiver forrh must be submitted at least 30 days prior to license expiration date.
CME EXEMPTION: Checkone: |7 Inactive status [J Residency/Fellowship training (See instructions).
See Instructions for CME walver or exemptions. Do not submit documentation of your CMEs with application.
. Pursuant to G.L. c. 112, Seg 1A, [ understand my obligations to report abuse or neglect of children under G.L. ¢, 119, Sec. S1A
~ and the punishment for failure to;comply.
¢ Pursusnt to G.L. c. 112, Seg. 2, Iiwill not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount. I
¢  Pursusntto G.L. c. 62C, 49A, I certify that | have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns atd payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. c. 62E; and withholding anci remitting child support pursvant to G.L. ¢, 119A, (See instructions).

I hereby certify under t];e penait;les of jperjury that alt information on this Renewal Application, Part B and Form R s true.

_ Mfmf\r Date: E / / 3 I_Q_/:?
YOU MUST SIGN hl)_ INCLUDE PART B, WITH YOUR RENEWAL APPLICATION

oard Regulations reguire th 1 notify the Board, in writf ny change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.

17.
18.

Signature:




BOARD OF REGISTRATION IN MERICINE
ROOM 1507 — 100 CAMBRIDGE STREET
BOSTON, MASSACHUSETTS 02202

RENEWAL APPLICATION

IMPORTANT — READ, COMPLETE AND SIGN —

PURSUANT TO M.G.L. ¢ 62C, § 49A, | CERTIFY
UNDER THE PENALTIES OF PERJURY THAT [, TO MY
BEST KNOWLEDQGE AND BELIEF, HAVE FILED ALL
STATE TAX RETURNS AND PAID ALL STATE TAXES

1986-1048 HEQUIRED UNDER LAW.
50C sFG. ’
N .
OPTIONAL  _ ———— i
YOU MUST SIGN BELOW
X Ay W
AFCLICANT T SHINATLRIE
LICENSE NUMBER PAY THIS [ATE TC BE RENEWED
LATE FEE
CoOE TYPE HIFGISTRATION NO AMOUNT FEE WG | DA} YR
MD 41923 100.00 (100.00| 01! 15(86
= PLEASE PRINT ANY NAME OR ADDRESS
%a: CHANGES BELOW
g2 AUSTIN J WERTHEIMER
u
e
-
24 -
o<
OE DO NCT WRITE BELOW THIS LINE

"

3500600419234 011586 10000000°8¢

SEE REVERSE SIDE
YOU ARE REQUIRED TQ COMPLETE THE QUEST!@/

ON THE REVERSE SIDE OF THIS APPLICATION. (
THE ENCLOSED INSTRUCTIONS FOR DE¢F/LS) -

IF YOU ANSWERED “YES" TO ANY GF ¥ ESE QUES-
TIONS, YOU MUST CHECK THIS BOX: @7

PLEASEUSE THE ENCLOSED RETURN ENVELOPE

THIS APPLICATION MUST BE SIGNED AND
NOTE! keTurNED WITH A $100 PAYMENT. A
CERTIFIED GHECK OA MONEY ORDER 18
PREFERRED. PERSONAL CHECKS ARE

@\ ACCEPTABLE.

PAYABLE TO:
COMMONWEALTH OF MASSACHUSETTS
PO BOKS

BOSTON, MASSACH 02247




Print Name: AUY{"‘Q J. 'Ue(ﬂewﬁ( : . Date of Birth:._
Medical Schaok C_Sé Wés*—e"’h ij&ﬂ(c/ - bate of Graduation: {1 q7 (".L_(p_,, 7‘-7

You must read o inslructions enclosed with this form 1o answer questions 1-12, f

1. Principai Speciafly(ies): O\)S"Q‘{Tu—j Gnd ﬁ Mlﬁ'?— 2, Principai wark setting: H Uﬁp!
c’:_ﬂiﬁlf s 'J:ww'{f &Af‘bk CA’L, {

3. Home address: 4, Principal business address:
. NERL AL €18 Havvison Ava 635&;»\ oy

5. Lisl all hospitats at which you have currentiy effective priviteges: wive s' 1 ﬁu -5'&‘\ Ct'kf Hé? LJ#J GP}L ISI’I\L ( H" 510 ﬁg
A D\’\ <.

s el

6. States other than Massechusells in which you are licensed to practice:

YES NO

7. Have yoo been a gelendant in any malpractice suit commenced since 10/1/837

8. Have you been a defendant in any criminal proceeding other than minar traffic offenses commenced since 10/1/837

8. Has any disciplinary aclion been taken against you [n the last ten yesrs, by say governmental autharity, by any hospital or health care facitity, or by any
orotessional medical association {injernatlonal, national, staie or lecaly?

10, Has your privilege to possess, dispense or prescribe controlles substances ever been suspendad or ravoked in this state or any olher?

11. | have completed my C.M E. requirements between 1/15/84 & 1/15/86 as follows: 9\* ‘&s‘?’ &5 Qi't l 4 to ck‘t 3 ; 4] ot Y

12, { am an active - _\/__ inactive - ——. practitioner. (Gheck ong) . .
i HEREBY CEATIFY UNDER THE PENALTY OF PERJURY THAT THE ABOVE INFORMATION S TRUE. v
GNATURE

{YOU MUST ALSO SIGN THE FRONT OF THIS CARD)




DIVISION OF REGISTRAYION IMPORTANT ~— READ, COMPLEIE ANU DN = 7T 1 I IOTA YOIV WIY T TvF o e rror vy

ROOM 1520 — 100 CAMBRIDGE STREET PURSUANT TO M.G.L. C62C, 5494, | CERTIFY Appi TCAT ION INDIL ATES THAT 1 i
UNDER THE PENALTIES OF PERJURY THAT 1, TO MY
BOSTON USSR EATION . BT RICHEICE AR e AL ATTEST UNDER THE PALNS AND
BOARD OF REGISTRATIUN REQUIRED UNDER LAW. PENALTIES OF PERJURY TO THE
IN MEDIC INE s0C SEU , COMPLETION OF CONTINUING
e - EDUCATION REQUIREMENTS 1IN
AS A REGISTERED YOU MUST SIGN BELOW COMPLIANCE WITH THE BOARD'S
PHYSICI AN ) ) STATUTES AND/OR RULES AND
X— N A 'N_a IG‘NAYUHE—_‘LM“ REGULA TIUNS.
LICENSE NUMBER PAY THIS FEE DATE 10 B2 RINEWED |\ pop cr
DET_TYPE_ 1 REGETRATIONTC. AMOUNT“"J;* s il D S I PLEASE USE THE ENCLOSED RETURN ENVELOPE
MD 41923 100.00 ilO0.00 01 15|84 (Viote! DS, APPLICATION MUST BE SIGNED AND
——- - . ! RETURNED WITH A CERTIFIED CHECK OR
gE FLUEASE PAINT aNY NAGE OR ADORESS . MONEY DRDER — PAYABLE TQ:
[«
9% AUSTIN J WERTHEIMER S COMM, OF MASS.
Rz ] P.O. BOX 6
gg e - —_— BOSTON, MASS. 02287
<
B UNGERTIFIED PERSONAL CHECKS/BUSINESS

T BG NOT WRITE BELOW THIS LINE CHECKS WILL NOT BE ACGEPTED.

3500600419234 011584 10000000009




F T
1. Principal Specialiy(iesy: * li{ Q_I | ; J 2. Principal work setting: * L(S—[waj .
3. Home Address: ‘ o 4, Primary work address: @M/Q#Q?Né_/ﬂ ,
L N - 332 Lrovkelyre.. A/&B@Q@‘Zﬁ,ﬁ?&fg L

5. States other than Massachusetts in which you are licensed to practice: wN U, e -
_Yis_ o No
8. Has a judgernent been returned against you i a malpraclice suit since 1/15/827 ‘ }
7. Have you ever been convicted of any criminal offense other than minor traftic offenses?
8. Has any disciplinary action been taken against you in this state or any other?
9. Has your privilege 1o possess, dispense ot prescribe contiolled subsfances evar besn suspended of revoked ’
in this state or any other? N

10. | huve completed my C.M E. requirements between 1/15/82 & 1/15/84 as follows: * LO l

| HEREBY CERTIFY UNDER YHE PENALIY OF PERJUAY THAT THE ABOVE INFORMATION I8 TRUE. %%:@%mg\am__
SIGNATURE
U MUST AL

'i *SEE CODE SHFET (YO SIGN THE FRONT OF THIS CARD)




16/28/96 Page:

Magsachugette Board of Reglstration in Medicine
Physician Profile

AUSTIN J. WERTHEIMER, MD

This Profile is not available for public releass until 18 Hovember %6

I. Physician Information
The information in sections I - V has been provided by the physician.
Dr. Wertheimer has been in practice in Massachusettas: 19 years
Accepting new patiente? Yas Accepts Medicaild? No
Primary work setting: Private Cffice
Business address: 1180 Beacon Street
Bulite 7-a
Brookline, MA 02146-
thone: 617-731-6670
Translation services avallable: Nonas
Insurance Plans Acceptaed Hoepital Affiliations
HMO Blue Beth Israel Hogpital
JOHN HANCOCE Deaconess-Waltham Hospital
Cigna Faulkner Hospital
Harvard Pilgrim Healthcars clinic
Tufte
Other Plans
I, Education & Training
Medical 8chool: Cage Western Reserve University School of Medicine
Graduation Data: 1976
Post Graduate Training: 06/01/76 - 06/30/80 Boston City Hospital
IIXI. Specialty
Gynecology
Board Certified: Board of Obstetrics and dynecology
IV. Honors and Awards
PHI BETA KAPPA,UNIVERSITY OF ROCHESTER.
V. Professicnal Publications
INDIRECT COLPOSCOPY AND LASER IN THE MANAGEMENT
OF VAGIKAL COMNDYLOMATA. J REPROD MED, 1586
GONORRHEAsCRITERIA FOR TESTING. AM J MED. 1988
HERPFES INFRCTION. IBID.
CHLAMYDIA CERVICAL INFECTION: CRITERIA FOR TESTING
AM J MED. 19858
CONDYLOMA ACUMINATUM. IN: FRIEDMAN,ED. OBSTETRICAL
DECISION MAKING., 1982
HUMAN PAPILLOMAVIRUS INFECTION. ABSTRACT: AMERICAN
FEDERATION FOR CLINICAL RESEARCH. 1586
VIi. Malpractice Information
Some studies have shown that thers is no significant correlation between
malpractice history and a doctor's competence. At the same time, the Board
believes that consumers should have accegs to malpractice information. In
thess profiles, the Board bhas given you information about hoth the malpractice




» From @ 617 734 0888 R WERTHEIMER MD PHONE Ne, @ £17 738 9372 Oct. 26 1936 4:21PM  Pal

AUSTIN WERTHREIMER, M.D.
1180 Beacon St.
Suite 7-A
Brookline, MA 02146
Talaphona (617} 7311-6670

To: Wayne Mastin, Board of Registration in Medicina
Pax: 357-B453

Tal: 727-3086, x 343

From: Austin Wertheimer, M.D.

Pel: 731-6670, 6B3-0462

Fax: 734~0088

Date: Octobar 4, 1896

Re: Revisions for profeseional publicaticnc for Profile

Please call ma to conflrm receipt of this fax. Thank you.
I counted up spaces, lines, etc. This ravisiob should fit into

the space provided on the print-out. Plcase send me copy of
reviged profile. Thanks.

Professlonal Publicatone:

Indirect colposcopy and lager in the management of vaginal
condylomata. J Repro Med. 1966

Gonorrhea: criteria for testing. Am J Med. 1988

Chlamydia cervieal infection: eriteria for tcoting. Am J Med.
1989

Condyloma acuminatum. In: Friedman, ed. Obptetrical decieien
making., 1982

Harpee infection. Thid.

Human papillomavirus infectioen. Abstract: American Federation for
Clinlcal Research. 1986
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145890000

¥

I. PHYSICIAN INFORMATION
g USTIN e B e WERTHEIMER,
First Name Middle nirial Last Name Suffix

“Make changes'to name here” T

Mass License # 41823 ... First Issue Date _10/20/77 ...
License Staws..Active oo :

Hospital Affiltation

1180 Beacon St, Beth Israel Hospital

Suite TA Deaconess-Waltham Hospital
Brookline, MA 02146-3806 Faulkner Hospital

U.5.A, Clinie

(6171 731-6670

Make address corrections here: ... MEaKE GNY COPTECHONS 10 GDOVE MEFC:.......... ..o

Insurance Plan Affiliation: Licenses Held in Other States:
Mo Blue. Mg_-_‘f'm F(-ea({—l,\ Accepting New Patients? Tyes [INo
3\9\'\!’\ Hah c °§rk C { G_N A ................ o

Accept Medicaid? Cyes ANo

L%QVVﬁriP: Civm.. b “y T

{Please correct as necessary)

11. EDUCATION & TRAINING

Case Western Reserve University School of Medicine MD o 76
VTR SeesT B T

. St‘ C 1+7 A Qipf‘f‘a( G/7QG/A>OEM
Residency Prograni (s} Srart

o B

RestdennProgmm(s)S{(m

FH. SPECIALTY BOARD CERTIFICATION

Primary Specialty:  Gynecology . Cénifying Board Name: Board of Obstetrics and Gynecology

Secondary Speciaity: Certifying Board Name: ~1982.

Make any corrections here: Make any corrections here:

Board of Registration In Medicine Physician Profile




14589.0000

L

IV. BOARD DISCIPLINE
Final Decisions and orders issued by the Massachusetts Board of Registration in Medicine.

Nature Date Board Action
V. HOSP D E
Hospital Date Disciplinarv Action

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

O oDl e
VII. MALPRACTICE . .
e No. of Years in Practice: #
Details of claims paid for Dr. WERTHEIMER
Date ~ AmountPaid 0.0000 Basis for Complaint
Date . Amount Paid _ Basis for Complaing =~
Date Amount Paid Basis for Complaint
Date Amount Paid Basis for Complaint
Date___ Amount Paid Basis for Complaint
Date. et AIDOUNE PATA oo Basis for Complaint ., ...

VIII. PHYSICIAN HONORS & PEER-REVIEWED PURLICATIONS
Please enter any peer-reviewed publications to which vou have contributed and any awards for community service or
professional recognition you have been given.

Awards, Honors Publications
PhiReta k l’q(ﬁpa Umth“y ok .. ---3“1’;1‘:2‘%‘2:““’ Y omd wfasiy -
. ali { aulce men
fe'-’d“e-“{_er ‘P‘P Xogtnal.. Cuhf;!vigknf{‘a j

P T Med, "?8*'8 $S 1171182,
Amif"‘“eo‘“’??,ﬁ’éfff*'szo

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

Board of Registration in Medicine Physician Profile




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

$25.00

Regisiration No. Status Fee  RemewzlDate  Late Fee
41923 ACTIVE $250.00 11/04/95

Correction of Malling Address

Maeiling Address:

AUSTIN J WERTHEIMER, M.D.

Address (Mailing):

City/Town:
State:
Country:

sttt

li

Dlrections: Before proceeding, please read the instruction bookles. Some questions are optional.

« Fallure to renew In u timely manner will cause your license to lapse and may affect your
ability to practice medicine in the Commonwealth. (See enclosed letter).

+ Add late fee if necessary.

» Make & copy of this form and all attachments for your own records - you will need copies for
credentialing and other purposss. The Board will charge & fee for sach copy it provides.

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

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

2.Business Address:
1180 BEACON STREET

SUITE 7A
BROOKLINE, MA 02146
3. Date of Birth: Sex: M

Lic.Issue Date: 10 /20 /77 S5#

Home Phone
( ) -

4. Name of Medical School;
Case Western Reserve University
School of Medicine

Year Gradueted: 76 Degree: MD

Business Phone
{617)731-6670

5. &) Other states where you are now licensed to practice (Abbr):
b) Stares where you previously were licensed o practice (Abbr):

6. Specialty Code{s) (See Table 1)
Code  Hours per Week in Mass.

GYN 50 Gynacology

7. If you are currently American Specialty Boerd certified, enter codes: (See Table 2)

Code: OG Code:
8. Drug license number(s), if any: 43 Federal (DEA)
b) Massachusetts

Corrections of Pre-Printed Information

Name:
Address:
City/Town:
State: Zip:
Country:
Date of Birth M/D/Y): —ded—nu  SexM/P% .
Lic. Issue Date (MD/Y): L L. SS¥ i
Home: { ) Business; { )
Full Name of Medical School:
Year Graduated: Degree (MD/DO):
Code Hours per We@k in Mass.
1If OS, print specialty:
Code: Code:
Federal (DEA);
Mass:

9. Activity Staws: I am epplying to be registered with the following status:  ACTIVE ....\{.. INACTIVE
s [ hereby certify that if requesting Inactive status, ¥ will not practice medicine, Including writing prescriptions, in Massachusetts.




PRINT NAME AND NUMBER:  Physician Last Name: \nd @ v TN € Ui e Regisuation Number: 1923

10. a) Current health care facility(ies) at which you have completed the credentialing process for the provision of patient care. Supply the
codes from Tabile 3 and pl; check mprk next to those facilities where you have ymmmg privileges {AP).
Haeility Code: e { . (APy  Facility Code: % Facility Code: e e s | e (AP)

Facility Code: . $@ 1. 7 V. (AP) Facility Code: 3. / —(AP)  Fecility Code: — — —_ [ —_(AP)
If 999, print name(s):
b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years,

{See Table 3)
Facility Code: —— o e Facility Code! v mmr e Facility Code! mmns meee == Facility Code; o ___ Facility Code: o o

If 999, write nama(s):
11. My medical malpractice insurance is covered by (a) Insurance Carrier \/ (b) Letterof Credit __ If applicable, check one.

List Insurer:; pr M U'h) a
Alternatively, indicate as follows: | am registering with ACTIVE status, but 1 am not covered by medical malpractice insurance because I am
(Check One): (i) Not invelved in direct/indirect patient care in Massachusells: ——————— (ii) Otherwise exempt:

State how otherwise exempt:
12. Are you curently in a post-graduate training program in Mass. as a resident or clinical fellow? Yes ... No _ﬁ_ (Check one}

13. a) What is your principal work setting? (See Table 4) _L_ _2
b) Care of patients in Massachuseus (See instruction booklet.) g
§) How many hours per typical week are you currently invelved in outpatient care in Mass? i; hrsfwk
ii) How many hours per typical week are you currently involved in inpatient care in Mass? et hrsfwk
¢) Approximately what percentage of your patient care hours are in primery care? .
(See instructions for definition of primary care.) 3 @,
Questions 14 through 24 refer to the past two years only. Check either YES ar NO ('NOT N/A) 0 each quesuon Prowde details on
Forts R-1 and R-2 for all YBS answers. Re 0 ;

t IN THE PAST TWO YEARS: | XES NQ
14, CLAIMS MADE: Has any medical malpractice clzim been made against you which has not yet been finally settled or
adjudicated, whether or not a lawsuit was filed in relation (0 the CIIM? . s e s ssssssse s s sssnsenr
15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled, adjudicated or otherwise resolved,
whether or not a lawsuit was filed in relation to the claimM? ... e s g st Netbesseate s spenas s
16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine, or your pro-
fessional conduct in the pru:uce of madlcme, been filed sgainst you by 8 pancm or been settled, adjudicated or otherwise
tesolved? | o .
17. Have you been charged with any criminal offense, other than a minoe uafﬁc vwlauon? -
1B. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice af any
govermental authority, health care facility, group practice or professional sociely or association? ..
19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended. revoked, demed
or restricted by any state or federal agency? ............ AR E LR SR L R oL 0L 4SO RS D FES b SR LAY B ARk e e resccreReR AR aR R PR AT aeR SR eranseEr e
20. Have you withdrawn an application for a medical license or been denied a medical license for any £eason? ......ccveeeveesreverronaees
21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily rastricted, limited or terminated your insurance coverage in response to an inquiry by a professional
lability insurance provider? .. i L b s bR "
22. Have you been diagnosed w:th or do you have & med:cal condmon w}uch Limits or impairs your ab:hty to practice medicine? ..

23, Have you engaged in the use of any chsmical substance(s) which in any way interfered with your ability to practice? .............
24. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason other than a medical
COTAIEONT 1 ovursessiurersmrsesssvessnsnsseressasssessbis vt sbamesssbs s setss mi e s snms s sas e 18 sedsetssns s pabanpunassasesssser st sonssessbsenessspln innies sssstressoms sntsvsnnssssenrass
25. I have completed my CME reguirements in the two years preceding my renewal date:  VYes No, waiver requested
No, training program exemption (sec instruction booklet),
If requesting & waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
+ Pursuant to G.L. c. 112, sec. 2, I will not charge to or collect from 8 Medicare beneficiary more than the Medlcare reasonable charges.
* Pursuant to G.L. c. 62 C, sec. 494, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and bellef,
I have filed all Massachpsetts state tax returns sand paid all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States.
* Pursuant to G.L. c. 112, sec. 1A, I hereby certily that I will hutfill my obligation to report abuse or neglect of children as required by
G.L.c, 119, sec. 51A.
+ T hereby certlfy under the pains and penalties of perjury that all information on this form and Forms R-1 and R-2 Is true.

Signarure: __Q‘sz..m.r\ Date: 1@15’




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1993-1995 Physician Registration Renewal Application

— s -

—

F:efi;lzﬂgm Ne. e phcon 1 Senewal Date Lere.00. Correctlon of Mailing Address:
Mailing Address: T Address (Mailing):
AYS N J wi T H £l :; Mala
AUSTI wIRTHEIMIR, M City/Town:
State:

Country Code {See Table 1)

v varrat

av—

Directions: Staple check to bottom of form. Add late fee if necessary.

« Questions 1-8 include information from Hoard files. Please correct as necessary in the boxes
provided on the right hand side of the page.

« Before proceeding, please read the instruction booklet, Some questions are optional.

« Make a copy of this form and all attachments for your own records - you will need copics

for credentialing and other purposes. The Board will charge a fee for each copy it provides.

« Enclose the $250.00 renewal fee by means of a centified check, money order or personal check made | -

payable to the Commonweslth of Massachusetts. i

—
——— R bt e

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s}), if any, under which you were licensed:
Name;
2. ) Address (Home): A_ddrcss (Home):
City/Town:
State; Zip:
Country Code: 1F 999 print Country:
b) Address {Business): 2?;;;? “E’!iusmess):
1100 eACON STREET Country Code: I 999 print Country:

SdiTE TA
CROOKLINC, MA 0&14c

Date of Birth (MDY —Lel—  Sex (M/F):

1. Dateof Birth: Sex: M .
Lic. IssueDate: 10/20/77  SS#: Lic. Issue Date MD/Y): __L__ [ __ SS#
Telenhone Number: Telephone Number:
ciephone umber: . Home: ()} Business; ()
¢ ) = (6173731-6870 Full Name of Medical School:
4. Name of Medical School: . )
{ase western Reserve University
schonl of Medicine Year Graduated: Degres (MD/DO):
Year Graduated: 7 & Degree: MD
5. a) Other states where you are now licensed to practice (Abbr)
b) States where you previously were licensed to practice (Abbr):
Cade Hours per Week in Mass,
6. Specialty Code(s) (See Table 2): [
Code Hours per Week in Mass. T e —
aYd 30 Eynecology I OS, print specialty:
U
7. 8) If you are currently American Speciglty Board Certified, enter Codes: (Sec Table 3)
Code: ©G Code: Code: Code:

b) If you previously were American Specialty Board certified, but arc no longer,
please enter codes of prior certification: (Sce Table 3)

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

9, T have completed my CME requirements in the two years preceding my renewal date: Yes _X_. No, waiver requested
You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed. See instructions for
CME requirements. Do not submit documentation of your CMEs with your renewal application. l Staple Check Here I




PRINT NAME AND NUMBER: Physician Last Name: weXWQW Registration Number: ‘ l l &3

10. Actlvity Status: I am applying to be regisiered with the following status:  Active A Inactive ..
« I hereby certify that If requesting Inactive status, I wlll not practice medicine, Including writing prescriptions, in Massachusetts,

11. My medical malpractice insurance is covered by {a) INSURANCE CARRIER Xor (b) LETTER OF CREDIT____ If applicable, check one.
List Insurer: ﬁ&m@m&&mﬁﬁ an
Alternatively, indicate as follows: 1 am registering with ACTIVE stamus, but { am not covered by medical malpractice msurance because I am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS:______ (ii) OTHERWISE EXEMPT: mmicmcnnsn
(State how otherwise exempt):
12. Current Health Care Facility Affiliadons. Supply the codes from Table 4 and place a check mark next to those facilities where you have
admitting privileges (AP).
Facility Code: . So 7/ _.‘_/(AP) Facility Code: _Lf. X _‘{(AP) Facility €046 e e e | e (AP)
Facility Codes o £ 9 1 X (AP)  Facility Cote: . / —(aP)  Facllity Code! e wee e / e (AP)

If 999, print name(s);
Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.

{See Teble 4.)
Facility Code: «n e we.  Facility Code: o . . Facility Code: . ., .. Facility Code: ___..._... ... Facility Code: o

If 999, write name(s):

13. Are you currently in a post-graduate training program in MA as a resident or climical fellow? Yes Nox (Check one)

14. a) What is your principal work setting? (Sec Table §) _L _é‘_

b) Care of patients iIn Massachusetts (MA) (See instruction booklet.) g
i) How many hours per typical week arc you currently involved in outpatient care in MA? i_ hrsfwk in MA
i1y How many hours per typical week arc you currenily involved in inpatient care in MA? 2. hrs/wkin MA

Questions 15 through 23 refer to the pust two yegrs only, Chock c;thm YES ar NO (NOT N/A) 1o each qm:suon
Provide details on Form 15A for all YES answers. Refer i« hax '

IN THE PAST TWO YEARS:
[IN THE PAST TWO YEARS ] ¥Es Mo

15. Has any medical mnlpmctioe claim been made against you, whether or not & lawsuit was filed in relation 1o the claim? .........

17. Have you formally been charged with or disciplined for any violation of the rules, by-iaws or standards of pmcuee of any
governmental authority, health care facility, group practice or professional society or association?... -

18. Has your privilege 1o posscss, dispense or prescribe controlled substances been surrendered to or suspended revoked, deniad
or restricted by any state or federal agency? ..erv v

19. Have you withdrawn an application for 8 medical license o7 - ~n denied a medical license for any reason? .......cccieeeesnens
20, Have you had any mental illness which has impaired your ability to practice medicine or to function as a student of medicine?
21. Have you hed an organic iliness which has impaired your ability to practice medicine or to function as a student of medicine?

22. Are you now, or have you been in the past two years, dependent upon aleohol or drags? ... "
23. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coveragel......

+ Pursuant to G.L. c. 112, sec. 2, I will not charge to or collect from a Medicare beneficlary mare than the Medicare reasonsable chavrges,

» Pursuant to G.L. ¢. 62C, sec. 49A, I hereby certify under the penalties of perjury that, to the best of my knowledge and belief, I have
filed ali Massachusetts state tax returns and paid all Massechusetts state taxes that are required under law. NOTE: Thls applies even f you
reskle aut-of-state or out of the country.

N I hereby certify that I wiil fulfiil my obligation to report abuse or neglect of chilidren pursuant to G.L. ¢. 119, sec. 514,

+ T hereby certify under the penalties of perjury that all information on this form and Form 15A {s true.

Signature: " Date: 9 f'zt 21_3

L



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02411 -«
1991-1993 Physician Registration Renewal Application

Regisiration No.  Status Fee Renowal Date For Office Use Cn)
XLy Euay T S avr: 11704791 " Y L
br. AUSTIRJ Pr. —_—
- Bk. U A A
Ch. i
DE. b
Ditactions: ey : .
+ Questions 1-7 includs information from Board files. Please colfest it as necessary. & E NTE R E D S
+ Bafore proceeding, plaase read the instruction boaklet, ® EP 30 1991

o Answer ail non-optional questions completely. (The instructions spaplly which questions ¢leptional)
« Make a copy of this form and all attachments for your own records--youmusi give r‘gd.ﬁ:‘ re facilitios copies for cradentialing purposes. The Board chargos
$3.00 plus postage for sach copy furnished. o
« Encloss the $150.00 renawal fae by means of certified cheok, mons,
Activity Status:
| am applying to be regisierad with the following status: Active__ ¥V Inactive
| horeby certify that if requesting insctive status, | will not practice medicine In Massachusetts.

arder or parsonal check mada payable to mvel of Massachuselts.

Pre-Printed Information Corrections of Pre-Printed Information
1. Other Namals), if any, under which you waera licensed: Name;
2_a) Addrars (Homa!: i Addrass:
City/Town
State; Zip.
Country Code; {if 998 write Gountry):
d i ; :
FRL R N T R e T pecrese:-
o ity/Town:
SUITE 7A Stato: Zip-
SROOKLINE, MA 02146~ Country Code; {if 99, write Country);
3. Date of Bith: sex: M Dale of Birth (WD/Y): / / Sex (WF):_____ |
Lic. lssue Date:1 0720777 gouy Lic. lssue Date(MIDNY. 7/ SEN#.
Telephone Number:
Home %s]pss; Homa: ) Business: { }
( ) - { 31-6670
4. Medical Schoot CodaOH 006 vour graduated”®  Dogree: M0 | schoos Gode: Year Gradustod; Degres (MDIDO)___|
Sgme of School , 1f 98909, write School;
¢ Western Reserve University School| of Megicine
B. a) Other Stales whete you are now licenssd to practice {Abbs): — —_
b) States where you previouely were licsnsed 1o practice (Abbn): - —_— —_— e
6. Specially Code(s) (See Table 3):
Code Hm%emgﬂmm% Gode Hours per Week jo Mags,
GYN ynecology 50
0 ————
) OS, write epacialty:
7.8) Ara you American Spacialty Board Certified? (Y/N)Y  7.6) IFYES, Enter Codes:
Code: 96 Board of Obstetrics and Gynecology Code:
Cado: Coxle;
8. Drug License Numbar(s) {if any} [optional]: a) Federal (DEA) b} How many DEA nos. do you have?
c) State (MA) #M
9. | have complated my C.M.E. requirements in the two years preceding my renewal date: Yes_\/ Waiver Requested

(You must fill out a eeparate Walver Form. The waiver must be granted by the Board belore your license will be renewed.) Sae Instructions for CME
requiroments. Do not submit documentation of your CME's with your renewal application.
30M - 9/80 . P4130671 { For Office Use Only: Waiver Grantad Date; / ) ]




[ i ey

FILL IN NAME AND NUMBER: -
Physiciah Last Niime: \I\/Cv’ "L\g’,\w\c,\( Registration No.:H__LB__Z._ 2

10. My medical maipractice insurance is covered by (a) INSURANCE CARRIER \/ er (b) LETTER OF CREDIT, . if applioable, chack one.

List Insurer;, <IU£\ _O'F“ ™MA

Ahernatively, indicate as follows: | am registering with ACTIVE status, 56t | am npt coversd by medical melpractice insurance beoause t am {Check one):
{l) NOT INVOLVED IN DIRECTANDIRECT PATIENT CARE: () OTHERWISE EXEMPT:

(State how otharwise exampt);

11, Current Hosplta! Afiiliations (Supply the codes from Table § and placa a check mark next to those faciiitios whore you have admitting priviiegas (AP).
Facilly Code: __ (S 1n/(AR) Feciity Code: (o 1 1V/1AP) Faciity Code; ________/__{AP)
Facility Code: "‘ g *‘/AP) Fac!ﬁty Code: I__{APY FacllityCode: ____ _ / (AP)

—— s e . * sy

if 898, write Nama(s):

?g.ﬁﬁ?_:g}aiigjpltﬂs at which you previgusly held privileges and other Health Care Facllities with which you wera associatad In the past 4 yoars.
e s,
Faciity Code:__ __ Fadillty Code: __ Fadliity Code: __ _____ Facility Code: ____ __

If 999, write Name{s).

12, Post Graduate Tralning in Massachusetls {MA) {Sge instruction booklat.} \/
a) Are you cumrently in & past-graduate training program in MA as a resident or dinjcal felow? Yes____ No ({Check one.)
b} if you are Ina MA program, are you a ) Resldent____ E) Clinical Fellow____ or iil) Research Fallow___? (Check one.)

¢) How many hours per typlcal week do you spend in this MA post-gradugte training program?, hra.wk. In MA.
13. Care of Patients in Massachusetts (MA) {Seg instruction bookiet.)
a) How many hours per typical week are you cyrmently involved in oulpationtcare in MAT lf;s hrs.awk. in MA,

b) How many hours per typical week are you currantly invelved in inpatiant care In MA?, 5 hra.wk. in MA.

14.  Principal Work Setting.
&) Whatis your principal work setting? (See Table 6y 2 _ | '5

Quutlom 15 through 2z u!er to ﬂn m!r_mm anly Chook either YES or ND (not N'A} 1o pagh question. Provide detalls on Form 15A.
Ne

16. Has any pending or new medical malpractice claim been made against you {(whether or not & lawsuit was filed in relation to the daim}?......
16, Have you been a defendant in any pending or new criminal proceading other than a minor fralfic afense?.................ccveveecrvcrracrrseanscenes

17. Are any formal disciplinary charges pending or has any disciplinary action (as defined by Board regulations--Sas nstructions) heen 1aken
againgt you by any govammenta! auﬂlomy, hospﬂnl or other heslth care facdny or pmiessmnal medical association (inlsmahnnal nationa,

state or local)?.... . o - e - - rer b S A a7

18, Has yaur privilege 1o possess, dispanse of prascribe controlled substances been suspended, revoked, denled, restricted, surrendevex,
or have you been called before or been warned by this state or any other jurisdiction Inciuding a fegeral BGERCY T........ccccrurenrisirsmnesmisanns

1. Have you withdrawn &an application for a medical license or baen denied a medical license for ny rEABONT.......cc.w.w e eesme e serertasereaeses

20. Have you had any menta! Hiness which has impaired your ability to practios medicine or 16 funciion as a student of medicingT.......ccrvrerver

21, Have you had an organic fliness which has impaired your ability to practice madicine o to function as a student of medicina?............... I
22. Are you now, or have you bean in the past four yoars, depandent upon alcohol or drugs?.......cc..covrecriiins

Pursuant to M.G.L. c.475, | will not oharge 1o or colleot from a Medicare beneflolary more than the Medicere reasonsble charge for my sarvices,
Pursuant to M.G.L. ©.62C sec.494, | oertily under the psnalties of perjury thai, to my bast knowledge and beiief, | have fled any Massachuseits siate
tax relurns and psid any Mssssohussits state taxes, that are required under law, NOTE: This appiles even If you reskls out-of-atste or out of the
oountry.

1 osrtify that § will fulilll my obligation te raport abuae of negiec of ohildzen pursuent 1o M.G.L. ¢.119 sac.81A,

L havehy certily under the pansities of perjury that all informetion on this form snd Form 15A te true.,

2( 9

Signatiea;, - TN s Date 2 /



Commonwealth of Massachusetts Board of Registration in Medici
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Applicatipn ,

Before proceeding, please read the instruction booklet. / D

* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.
The Board will charge a fee for each copy.

+ Remit $250.00 for renewszl fee. * Return renewal application in GREEN envelope.
» Add Inte fee of $25.00, if necessary. * Enclose check with coupen in BLUE envelope.
Registration No.: 41923 Renewsl Date: 13 /04 /97
1. Activity Status: Active {0 Retiring  (see instructions)
{Check only one) Inactive *(see below) 1 Do not wish to renew
2. Other Name(s), if any, under which you were licensed: Corrections (type or print}
Other Name(s);
3. A) Mailing/Businesg Address: -~
AUSTIN J WERTHETIMER. M.D. Mailing Address:
1180 BEACON STREET City/Town:; State:
SUITE 7-A - .
Tiio Zip: Country:
BROOKLINE, MA 02146  SEI ., . i P ounry
B) Home Address: Other Address:
City/Town: State: .
Zip: Country:
i Home: ( }
Home Phone: ) - Business: { )

Business Phone: {617)731-6670
Date of Birth (M/D/YY. __ [/ / Sex (M/Fy.

4. A)Dae of Birth: C)Sex: Lic. Issue Date (WD) /7 Ss:
B) Lic. Issue Date: D) §S#: SO S
10/20/77 Full Name of Medical School:

5. A)Name of Medical School:

Case Western Reserve University
School of Medicine

B) Year Graduated: g C) Degree:  wp Year Graduated: Degree (MD/DOY.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass.
Code(s)  Hours per Week in Mass. - {a
GYN 50 dGynecolegy . — _
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2)
Code: pg Code: Code: ____~ Code:
8. Drug License Numbers, if any:
A) Federal (DEA): !‘:;d“_a' (DEA): ___ S
B) Massachusetts: ass: ]
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: . [Abbr;
*If requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts




o
. . N
PRINT NAME AND NUMBER: Last Name: SM e 1‘ t lﬂ 2\ WMEX Registration Number: ‘ ( C{ ZS

18. A. Current health care facilities at which you have completed the credentinling prc-ccss for the provision of patient care. Supply the codes from
Table 3 and place ac eck mark nexi to those health care facilities where you have admitting privileges (AP).
Facility Code:___ & |/ V(AP) Facility Code: g% (AP) Facility Code:__ [/ (AP)
Facility Code:__ § / V(APJ Facility Codc (AP) Facility Code:_____/_(AP)

I£ 999, print name(s):

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

Facility Code:______ Facility Code: ___ __ Facllity Code:__ __ Facility Code;___ Facility Code:__ __
If 999, write Name(s):
11. My medical malpractice insnrance is covered by a) ﬁ Insurance Catrier b) Letter of Credit

Name of Insurer: W{) M(/h}()\/\

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

I am (check one} a) Not involved in direct/indirect patient care in Massachusetts b) Otherwise exempt

Please explain exemption:

12.  Are you currently in a post-graduate training program in Mass. asa resident or clinical fellow? (check one) (] Yes ’ﬂNo

13. A. What is your principal work setting? (See Table 4) _ ' , ‘3
B. Care of patients in Massachusetts (see instruction booklet),

1) Average weekly hours involved in: /) outpatient care &0 hrsfwk b} inpatient care hrstwk
2) What is the approximate percentage of your patient care hours in primary care ? &0 %

PART A
Questions 14 through 22 refer to the past two (2 ars only._Check either YES or NO {(NOT N/A) to each guestion, Provide

details on Form R for all YES answers except for question 22. Refer to the instruction booklei for a lonal information and
definitions.

IN THE PAST TWO (2} YEARS: YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim?

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

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

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

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

19. Has your privilege Lo possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked,
denied or restricted by eny state or federal agency?

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

2t. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcherge 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 inquity by a professional liability insurance provider?

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

[ Waiver requested (waiver form due 30 days prior to date of license explration), [} Training Program exemption

See Instructions for CME fequirements. Do not submit documentation of your CMEs with your renewal application,
RENEWAL APPLICATION CONTINUED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED.

Signature { EZZ&M Date: ?//8 /;7




BOARD OF REGISTRATION ' MEDICINE 355 nggn;;os&?;m 10 COMPLETE THE QUES
TEN WEST STREEY . £oS Sec. Vo H \ H TIONS BELOW AND ON THE REVERSE SIDE OF THIS

BOS’;ON. MASSACHUSETTS 02441 GPTIONAL ?,‘gﬁéc;gg%%r ASEE THE ENCLOSED INSTRUC-
ENEW?;'B?F:PJ;QCAT’ON [ IF yQU ANSWEHED "YE8" TOQ QUESTIO
- RN THROUGH 24, YOU MUST CHECK THIS BOX:
T o T PLEASE USE THE ENCLOSED RETURN ENVELOPE
5 MBER PAM THi DAYE TO BE RENEWED -
FEE LATE FEE THIS APPLICATION MUST BE SIGNED
CobE T REGISTRATIONND. AMOUNT v T oa ] NOTE! awb RETURNED \VITHsA $100 PAY-
kAR oy
M i 41923 $1 00 LO0 1A G g CHECKS ARE ACCEPTABLE.
PAYABLE TO:
B COMMONWEALTH OF
MASBACHUSETTS

TEN WEST STREET, 2nd FLOOR
BOSTON, MASSACHUSETTS 02111

PLEASE PRINT ANY NAME OR ADDRESS
CHANGES BELOW

AUSTIN J WERTHETHER

YOU MUST READ THE INST UQTION!_E_NGLD&ED WITH THI? FOAM TO ANSWER QUESTIONS 1-26.
1. Print Name: M@r 2 Dale ot Birth: —ee o
3. Medical schootCRE Western D\(—&J’Vb MD.7 [j D.0.? [ ] (Check One)

&, Country where Medical School ocated: U X 'S L] P‘ L] 5. Dale of Graduation: Ql( l L7 é

8. American Spoclalty Board Certified? {Check if yes.)

jrc—

Which Boards? 2 b ey l .
1. Principal Spaclaity{les): G W [ 8. Principal work setting: {PY‘\UQSI' Gﬁ{:‘ (6 ¥
$. Home address: ame ns  Gliove. 10, Principal business address: 118 O B_B&CGV\ +._=_ SUT"D ZA

__B_m_ﬂu MR O21b

11. List all hospitals at which you have currently effective privileges: I '(b HEM ..&[s__;..___.—_—
Beth Tomel, Droo lelve b, u_»xuizs.lt;z._lﬁsﬁuﬂl

12. List all hospitale at which you have held priviteges In the past 20 years: 3

13. States other than Massachusatts In which you are presently ficensed to praclﬁ: ND\A“’-—‘
twe

14. List any other states where you were previously licensed to practice:
YES NO

15, Has any medical malpraciica clalm baen mada againat you In the 185t ten years {whether or not a lawsult was flfed in relation to the cialm)? 1

18. Hava you, at any tima, been & defendant in any criminal progeading other than minor {raffic offenses?

17. Are any formal disclplinary charges pending or has any discipliinary actlon baen taken against you In the last ten years, by any governmenial
authority, by any hosplial or heaith gare tacility, or by any protessionat medical assoclation (international, national, siate or focal)?

18. Hes your priviiege to possess, diapense of prescriba controlled SUBSIANCes evar been suspended, revoked, denied, restrictad, surrandered,
or hava you beer calted before or warned by this state or any other jurisdiction Including a tederal agency, at any tima? J

19. Have you sver withdrawn an appiication for medical licensure or been danled a medicar license for any reason?

20. Have you ever had any mentat ilinoas which has impaired your ability to practice medicine or 1o function as a student of madicine?

21, Have you ever had an orgenlc illness which has Impalred your ability to practice medicine or lo tunttion as a student of medicine?

22. Are you now, ar have you baaen In the past, dependent upon alcohol or drugs?

23. Hava you avar, for any reason, loat Amarican Specialty Board Certification?

24. Have you been denled recertification by one or more specialty boards?
If yas, which one(s)?

e, 20 (MR
1, 06314

25. ! have compieted my C.M.E. requirements in the two years ending on the renewa! dale as follows:

28. | am an active glnachve D practitioner. {Check One.)

| HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUBDING ATTACHED SHEETS IS TRUE.

PURSUANT TG CHAPTER 475 OF THE ACTS OF 1885, | WILL NOT CHARGE TC OR COLLECT FAOM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ARLE CHARGE FOR MY SERVICES.

PUASUANT TO M.G.L. ¢, 82C, § 49A, | GERTIFY UNDER THE PENALTIES OF PERJURY THAT i, TO MY BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL STATE TAX

RETURNS AND PAID ALL STATE TAXES REGUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU RESIDE OUT-OF-BTATE OR OUT OF THE COUNTRY,

(See Reverse Side)




Commonwealth of Massachusetts Board of Registration in Medicine ni 8 4 .
Ten Wast Street, 3rd Floor, Boston, Massachusetts 02111 - 4
cation, Page 10f2

1980-19981 Physician Registrati

Board Lise Only;
Reglstration No. Status Fes Renewal Date
U . . m D! L .
fy W
»
Important: " \:M,/
. Read the accompanying Instructiona in thelr entirety before completing this Do nat dalegt is important task to an empioyee, &8 falte statamants on this
form can result in disclplinary action. ———
. Print legibly Or type your BNewers.
. Answer ail non-options! questions (front and pack of form) complately-it Is not adequate 1o state that the Board already has the Information.
. Sign the r | application at the bottom of page one and fill i the number of attached pagas in the paragraph above the signature,

. Maka a copy of this fonm and aif atachments for your 0w records—you must give hospitals and other health care facilities coples for credentlaling purposss.
. Enclose the §150 rsnewal fee by moana of & certifiad check, money arder or parsonal check made peyabls to the Commonwealth of Massachusetls.

1. ) Nams {LAST:} \Wer® he lvaes AFIRST:) A o) «tin (ML) 3
1, b) Othar Name(s), If any, that you were ever licensed under:

2. a} Address {Maliing): Swme QS albove.

2. b} Address (Homa): Same S o hove.

2. ¢) Addrens (Business). LUBD Regcon st Sejte TA
Prookluie A 02146

2, d) Telephone {Busineas): { fz l_l) 3_3_1 - _(‘ fn ZQ Extension 2. o) Telaphone (Home) {Optionall:
3, Date of Birth (MO/DA/YR): _f 4. Sex: MALE___\; FEMALE___ 5. Sacial Security No. (Optionaf): .
6. &) Medica! Schoal Cade (See Tabie 1): D HQQ@ £ 99699, writs Nam;
6. b} Year Graduatsd: I 6. ¢} Dagres: M.D. V_ 0oO. __
6.d) Country: LS.V Canada _ Code lf Gther (See Table 2): _ ____ # 889, wnite Narme:
7. Wark Setling (Circls and indicate Percent{s) of Practice Yima}:
0 HosphaP 20 % 5 Fiivate Offica> O % 20 Partnership/Group Practice %
25 Clini _fo % 30 Mental Health Canter % 35 Nursing Home %
40 HMO Facllity % 45 Educational inatitution % 50 Medical Society %
55 Gavernment Facllity % &0 Plant/Commercial Setting % 99 Ohher %
8. Professional Activity (Circle and indicate Percent(%) of Frofessional Tims): 8. b} Mass. Lic. lasus Date
10 Resident or Fellow % 20 Praclice invoiving Di st | Pjgﬂt Car> L{:QQ_% (see your wall certificata)
30 Administrative Activities % 40 Medical Teaching % (MO/DA/VR):&Q/;R_Q’ Z?
50 Madical Ressarch % 99 Other %
9, Specialty Code ({See Table 3):(:3'_'_ Z H Parceant of Practice Tima: i DO% Speclalty Cade: ______ Percent of Praclice Time: %
I 03, specify: . s
10, &) Are you American Spaclaity Board Certifiod? (¥/N) 1 10. b} i YES, circle which Board(s):
Al Bogrd of Allergy & Immunology P4 Board of Nuclear Medicine PS8 Board of Piagtic Surgery
A Board of Anesthaslology (CG) Board of Obsietrics & Gynecology PM  Board of Praventive Medicine
CRA5 Board of Colon & Rectal Surgery [+13 Board of Ophthaimology PN Soard of Peychistry & Neurology
o} Board of Dermatology 0§  Board of Onthopedic Surgery R Board of Radiology
EM Board of Emergency Medicine ar Board of Otolaryngology S5 Board of Surgery
FP Board of Family Practice PA Board of Pathology TS Board of Thoragic Surgery
M Board of Internal Madicina PE Baoard of Pediatrios ] Board of Urology
NS Board of Neurologleal Surgery PMR  Board of Physical Medicine & Rehabilitation
11, a} Hospitals at which you have gurrentiy effective privileges and other Health Care Facliities wlth which you ere asscclated; Percant of Practice Tima at each.
{Sea Table 4.)
Facilty Code: () Qi 1O = Facity Code:() Y K 10 = Faclity Goass (&7 O %
Faclity Code: % Facliity Gode: % Facllity Gode: . %
I 998, write Name (a):

11. b} Additiens! Hospitals at which you previpusiy hsid ptivileges and other Health Care Facilities with whieh you ware agsociated in the past 10 years.
[Ses Tatle 4.)
Faatity Code: _Q_S}’i Facilty Cods: 9O 7 FaclityCode: ____ FaclityCode: . FaciltyCode:

f 599, write Name{(s}:

' t heraby certify that if requesting INACTIVE status, 1 wiil not practice medicine In Massachusetts.
Pursuant to M.G.L. 0475, | will not charge 16 of colleot from & Madioare benoficiary more than the Madlicare rezsonable chergs for my services.

Pursuant o M.G.L. c.62C s8¢ 404, | carllly under the penaities of perjury that, to my best knowledge and neliel, | have filed any Massachusetis state tax
raturns and pald any Massachusatis state taxes, thet ars require under Jaw. Note: This applles sven if you reside cut-of-utate or out of the country.

1 hereby certify under the penatiies of perjury that alt information on this form-- t & eck and 2- ched aa.-18 true,

Signature: @j,‘m’\ (9 %‘2%;}4%; b.ge;i/ M




Massachusetis Board of Registration In Medicine 1988-1991 Renewal Application, Page 2 of 2
Fiil in pame and numbsr.  Physiclan Last Name: Wevrth E e d Registration No.:_Lu q 23

e

12, o) Oiher States whers you are now Hoensed 10 praciice Lﬁbprpb?a;b}: —_—
12, b) Stales where you previously wers licensed to practice {Abbreviate); . -}"

3. | am applying ta De registsred with the foliowing status: T ACTIVE \/ k"-"INACTNE HACTIVE, anawer questions 14. a) through ¢,
- p — ¥ INACTIVE, answer question 14, b) only.
14. a} | have campleted my C.M.E. requiremsnts in the twa years-ending j 2’ senawal dte a3 foliows: (il In # of hours ar type of seeidency, or chack walver.)

Caﬁgcryl:‘f{j hrs., Catsgory Il his., (Ridk-Management: Hra;  Jesidency Program in: ;
L]

Walver Raquasied _ (You must fill aut a Beparate Walver Form.) 5 -

14, b) My medical malpraotios insurance is coverad by ENSURANCE'GARRIER__\{ ' LETTER OF CREDIT__. # applicable, check one and ldentily the name.
ingurer; T4V A Instiiution lseuing Letter of Credit:
Alternatively, indicate &s foliows: {am ragiistering with ACTIVE status, but | am not covared by medical malpraoctios insuranoe because § am {Check one)
NOT INVOLVED iN DIRECT/INDIRECT PATIENT CARE_ OTHERWISE EXEMPTED___ (State how)

14, ¢} Parcent of Practice Time in Massachusetts: !Q O

Questlons 15 through 17 refer to the past four yparg only. Check sither YES or NO (not N/A) to each question. Provide details on Form 154, amwhod.m Ne

o

15. Has any pending or new medica! malpractice claim besn made agalnst you (whather or not a lawsuit was filsd In relation to the clalm)? ... .
16, Have you besn a dstendant in any pending or new criminal procaeding cther tan & rmings S BHENBET. ...c.vv e riner e rsas s rssesses

17. Are any formal disciplinary charges pending or has any diaciptinarﬁ action (an defined by Boasd regulati See Instructions) boen taken
aaﬁlnat‘wu tby nr:y %ur;rnmnn ! autherity, hospital or other health care fecility, or professional medioal pascoiadion {international,
national, state or loc. " e A I TR LTI P S

If you answared "YEB" to question 15, 18, or 17 provide detalis on Form 154, attached.

Questiona 18 through 24 rafer fo the past four years only. Cheek elther YES or NO {not N/A) fo gech question. Provida detalis In the next section.  Yes Mo

18. Haa your privilege 1o possers, dispsnee or prascribe controlled substances besn suspended, revoked, denlad, restrictad, surrendersd, or
have you been called befoie or been warned by this etate or any other jurladiction including a federal 8geRoY? ... remscstissennsserarient

13, Have you withdrawn an application toc & medloal ioense of besn danjed & medicsl oenss for any reasonT.........
20, Have you had any mental liiness which has Impaired your ablllty to practios medicine or 1o function an & student of madicine?.
21, Have you had &n organic lliness which has impaired your abllity to prastios mediaine or to funolion as & student of madicine?..

22. Are you now, or have you been in the past, depsndent upon aloohol or drugs?
23. Have you, for &ny reascn, lost Ametican Spevialty Board Certifloation?............an e AL se A R R stR R
24, Have you baen denlad receriification by one or more speclalty boarde? HYES, liatBoard(e): s




Massachusetts Physician Renewal Application

Physician Name: AUSTIN J WERTHEIMER License No.; 41923
PARTA | T
1) Current Status: Active Renewal Due Date: 10/07/2005 Birth Date:

I you want 10 change your current status, please check one of the following boxes to indicate your new status:

(Check only one). (See Remewal Instructions, page 3.)
O Active -3 Retiring

[ Inactive

D Do not w:sh to renew

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

Busmess addresses CANNOT be a Post Office Box.

2a) MATLING ADDRESS
1180 BEACON STREET
'SUITE 7-:A '

 BROOKLINE; MA 02446 -

[3 Check here to change this address -

2b) HOME ADDRESS ;
~‘!'G 2 4 lf',’;_‘-.j“:

t———

Phone:
[ Chack here to change this address
2¢c) BUSINESS ADDRESS
1180 BEACON STREET
SUITE 7-A
BROOKLINE, MA 02446

Phone: (617)734-7600
1 Check here to change this address

Pl_ease make ¢orrections (print)

| Maiting Address:

it YE

B L.

City/Town: » | State:
Zip-g[ Country:
s
f-Home.Addre'ss_:
' ;‘LC‘it.yfI‘ oWn: State;

le Couﬁﬂ'y: '

Hpme Telephone { )

Home address cannot be a Post Office Box

Business Address:
City/Town;

State:

Zip: Country:

Business Telephone: ( )

Business address cannot be a Post Office Box

3) E-mail Address: _ X
4) Fax Nnmb_er: {o 1-7‘ 13- Ooq b
5) Specialties (See Renewal Instructions, peged) Drelete?  Additional specialties:
Gynecology ' : o
o
0O

6) Current American Board of Medrcal Specna]tlﬁ (ABMS) or American Osteopathze -Association (AOA) Information.

{See enclosed instructions and Renewal Insrructmns page d)

 List Certifying Board(s) below: Update General Certificates and Subspeclalty Certificates
‘ | below. Please add additionat Certifications as requlred
_Board Name ABMS or AQA | Certificate/Subspecialty Correct?  Delete?
Obstetrics & Gynecology ABMS | Obstetrics and Gynecology X - ]
| ” o 0
w I = I
DO

" Page1of5
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Massachusetts Physician Renewal Application
Physician Name: AUSTIN J WERTHEIMER ' License No.: 41923

v

Please make corrections as necessary

(See Renewal Instructions, page 4,). . ‘7
8a) Other states where you are now licensed to practice (Abbr.)

7) Drug License Numbers, if any:

a) Massachusetts:
b) Federal (DEA): _ 8b) States where youn were previouélx_ licensed (Abbr.)
¢) Federal (DEA) XS: L \ ‘_ : ' ‘

9) What is your principal work sefting? (See Renewal Instructions; page 4.)
Principal Work Setting: Private Office Change to:

Please enter the approximate number of work hours at your principal work setting: 5 0

10) List aJl carrent health care facilities where you are affiliated or bave completed the credentialing process for the
provision of patient care. -(Supply the name of the health care facility from Reference Table 5 on Page 16 of the.
Instruction booklet). Next to each facility, write your stafT category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide ail information for additional

facillties on a separate sheét, if necessary.

No Affiliations [

Please enter the gpproximate number of work i:ouré for each Health Care Facility below:

Health Chre_icilitj (See Renewal Instructions, ',bége 4) '. Delete? | eyrrent Saf C-ugéozn'gé # ;opjn,.,' ,,,?"\,'5“,;
‘Beth Israel Deaconess Medical Center ' o - Admitting Y
Faulkner Hospital o Admitting

o|o|oio|o|x|o

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.) A
Average weekly hours involved in: a) inpatient care 0 _ hrsfwk Change to: hrsfwk
' b) outpatient care _60_ hrs/wk  Change to: hrs/wk

12) Medical Liability lnsurancé Information (See Renewal Instructions, page 3)
My medical liability insurance is provided through: (check one)

: Insurance Carrier (complete below)

Current Insurance Carrier: ProMutual Group Ciiange to:

Policy dates:  From _/ _2,1 _Q_f To_ 1/ _,_Z/ 0_("

(required)
] Letter of Credit subject to Board approval (attach a copy)

I3 1am registering with Active status but 1 am not required to have medical liability insurance'b'eeause 1am:

Check one: ‘ e

- [ Not involved with direct or indirect patient care in Massachusetts
[7 Government Employee Federa) Tort Claims Act (FT CA)
[} Otherwise exempt (Please explain):

Page 2 of 5
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Massachusetts Physician Renewal Application
Physician Name: AUSTIN J WERTHEIMER License No.: 41923

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) 'Yes [d Neo
If Yes, please complete Form PCA-O "Office Based Surgery” . :

In questions 14-21, the phrase "time period" refers to the following: all time from the day yéu signéd your last
license remewal/application, to the day you sign this renewal application, inclusive, (See Renewal Instructions, page 5)

you answer *YES” to any questions. Refer to

You must check either YES or NO to each question. Provide details on Form R if
this section must be answered.

Renewal Instructions for additional information and definitions. ALL questions in
: YES NO°

14) CLAIMS MADE ‘ 7 ' . - -
a) New: Has any medical malpractice claim been made against you during this time period, whether or

not a lawsuit was filed on that claim? ‘
b) Pending: Are there any unresolved mal
finally settled or finally adjudicated?

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

16) OTHER CIVIL LAWSUITS : |
. Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduet in the practice of medicine.
a} New: Have there been any lawsuits, other than medical mal
during this time period?
b) Resolved: Have you resolved, settled
claims, during this time period?
17) CRIMINAL CHARGES _
a) Have you been charged withi any criminat offense during this time period?
b) Are there any criminal charges pending against you today?
c) Have any criminal offenses/charges against you.been resolved during this time period? ; -
18) Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice .
of any governmental authority, health care facility, group practice or professional society or association? -
ubstances been suspended, revoked,

19) . Has your privilege to possess, dispense or prescribe controlled s
denied, restricted by, or surrendered o any state or federal agency? .

practice claims against you today, any claims that have not been

practice claims, been filed against you

or adjudicated any lawsuits, other than medical malpractice

20) Have you withdrawn an application for a medical license, allowed a license application 10 become obsolete
or have you been denied a medical license for any reason? . ‘ : .

21) Has any mcdféa]'iiabﬂity insurance carrier restricted, Himited, lerﬁmxated, imposed a surcharge or
co-payment, or placed any condition related to profissional competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by

a meédical liability insurance carrier?

22) CME CERTIFICATION: 3
2) Have you completed your CME requirements preceding your renewal date? y\’ﬁ 3 No
'b) If no, are you requesting a CME waiver? | -
;j Check to request CME Waiver. ACME waiver request form must be submitted at feast 30 days prior to
your license expiration date. {See Renewal Instructions, page 8) :
©) If you are exempt from CME requiremeénts, check reason.for exemption. (See Renewal Instructions, page é.}

- CMEEXEMPTION: (check one) [ Inactive Status  [J Residency/Fellowship training

Page 3 of 5
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Massachusetts Physician Renewal Application

Phys;c:an Name AUS’I‘IN J WERTHEIMER . - License No.: 41923

¢

‘ PHYSICIAN PROF!LE ‘
1 have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the mfonnatlen is accurate,

[l
% ! have reviewed my Physmau Profile and attached a copy of the Profile with corrections.
[0 My status is Inactive and | do not have a Phys:clan Proﬁ]e (See Renewal Instructions, page 10.)

CERTIFICATIONS

1) 1 certify that | have comphed with my obligations to report abuse or neglect of cluldren pursuant to G L c. 119, sec. 514,
and I understand the punishment for failure to comply.

2) 1 cenify that 1 have complied wxﬂ; my obligations to report abuse or neglect of disabled persons pm'suam toG.L.c. 19C
sec. 10, and I understand the punishment for failure to comply. _ _

3) 1 centify that I have complied with my obligations to report abuse, neglect or financial exploitation of eiderly persons
pursuantto G.L. ¢.194, sec. 15, and Tunderstand the punishment for fallure to comply. _ o

4) 1 certify that I have complied wrtb my obhgatlons 0 report the treatient of wounds, burns and other m_]un% pursuant to
G.L.c. 112, sec. 12A. . ]

5) T cemfy that l have complied thh my obhgatmns to report the treatment of vxcums of rape or sexua] assau]t pmuam to
G.L.c. 112, sec. I2A 172, _

6)1 cemfy that I have comphcd with my obhgatmns toreporta physwlan to'the Board of Medicine, pursuant to G.L. c. 112,
sec. 5F, when I have a reasonable basis to beheve that person vm]a:ed any provisions of G.L. ¢. 112, sec. S5or any Board

regulation.

) I certify that 1 have complied my obligations related to charging and collecting fees from Medicare beneficiaries in-
accordance with the Medicare fee schedule - and I understand my obligations under Gl.cl !2 sec. 2.

8) 1 certify that I have complied with my obligations to file Massachusetts tax retumns and to pay Massachusetis taxes and ]
understand that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless I make these

certifications under penalties of perjury.

9) 1 certify that I have complied with my obhgatxons related to the repm-tmg of employees and contractors pursuant 10 G.L.
c.62E.

10)1 cemfy that I have oomphed with my obllgauons rélated o the withholding and remlttmg of ch:ld support pursuart to
G.L.c. 119A, :

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

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

Signature: " é/ ~ _ s y /7 OS"

MAKE A COPY OF YOUR APPLICATION AND ALL ATI‘ACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES. ,

Page50of5
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Massachusetts Physician Renewal Application
Physichan Name  Austin Wertheimer MD Licwse No.: ! GL%

NALFOMAS ST 0 AR LA kL
The primary purpose of the NPI is to uniquely identify health care providers as “heslth care providers” in HIPAA standard transactions.
The NPIwill replace all other identifiers assigned to health care providers, such as thosc assigned by health plans, govemnment programs
and health exre purchasers for purposes of conducting these business transactions.
Dnder the Goal HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NFI by May 23, 2007.
T urder for your Kcense to be renewed yon mast take e of the Tollowing actions

Option1; Supply the Board of Registration in Medicine with your valid NPL You can apply for an NPI dire

sitc at www NPPES.cius hhs.gov.
Option2: Certify you have personally applied for your NPI and you have not reccived it yet. Once you have received your NPI Number,

. you must nofify the Board. Pleasc compiete the NPI form st the Board's web site at www.masemedboard.org.
Option3: Certify another suthorized institution has applied for xn NPT on your behalf and you have not reccived it yet {supply
institution’s name). Once you have received your NFI Number, you must notify the Board by completing the NP form at the

Board's website (s¢e Option 2}.
Option 4: Authorize the Board of Registration in Medicine to apply for an NFI on your behalf.
Option 5; If your license status is INACTIVE, you may elect not to obtain an NPI number,

Check the appropriste box beow, supply appropriate information, and sign the bottom of the page.
e [([TFIESAIEEIEDT
£ I have personliy applicd for sn NPL
[ 1have spplicd for an NPLusing  third party (cter name):
[ By checking this option sud signing the bottom of this page, I hereby suthorize the Board to apply for an NPT on say behalf
[} As an inactive phiysician, T do not wish to cbtain an NPL.

ety by using the NPPES web

AXONO DES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewsl Instructions, page 13 for more information). In addition to
providing the taxonomy eode, please indicate your specialty in the space provided (Taxonomy Deseription). The prizary provider
taxonomy code is required if you authorize BORIM to apply for an NPT on your behalf,

Taxonomy (Specialty) Code Taxcuomy Description (Print)

ity CTTIOCOCICCT]

{fellow instructi ons for Option 3)

Provider Taxonomy: ]| [0} Wl &Y, %%% OfX] @Mf'gﬁ'arﬂueghpf‘ Mr

Provider Taxonomy: D D
NFPIRE QUIRED INFORMATION

In an ongeing effort to improve the quality of the information we collect, please review the following information and make cosrections
a8 necessary. Please note: This information is required if you suthorize BORIM to semiv for un NP on your behalf.

Social Sceurity Number: WES»
State of Birth G US): Ohie Country of Birth (if outside the US):
Gender: B Ml [J Femsle

Penslties For Falsifying Information on the National Provider 1dcotifier Applcation
18 U.S.C. 1001 authorizes criminal pemaltics against an individusi who in sny matter within the janisdiction of amy departuent or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device s material fact, or makes any false,
fititious or fraudulent statements or representations, or makes any fals¢ writing or document knowing the same to contain any false,
Sichtious or feudulent statement or cntry. Judividua! offenders arc subjeet to fines of up to $250,000 and irprisonment for up to five years.
Offenders that are orgamizations are subject to fies of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
desived by the offender ifitis greater than the amount specifically suthorized by the sentencing statute.

[ sxthorize the Board of Registration in Medicine to provide my NFI o any anthorized hospital, health plan, or health wgmﬂgﬁ;’

&m_@aﬁm m«m pae | /1121 O <

PLEASE MAEKE A COPY OF ALL PAGES OF YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS

WERADE MTATT TS VNAKID DREOADTE BPHD MDETEANTTATIAIN ANND ATID WTDDNALTC
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ESN Commonwealth of Massachusetts ":

a a - . . IE

Board of Registration in Medicine :

560 Harrison Avenue, G-4 o

Boston, Massachusetis 02118 et
(617) 654-9800

Il
:"!‘Igll

7 Al

MITT ROMNEY Enforcement Division Fax: (617) 451-9568 . MARTIN CRANE, MD
GOVERNOR Legal Division Fax: (617} 357-8453  NECEIVED 1 BOARD CHAR £
KERRY HEALEY icensing Divisi - . NANCY ACHIN AUDESSE
LIEUTENANT GOVERNOR Licensing Division Fax: (617) 426-9358 - . EXEGUTIVE DIREGTOR
G0 4 75
Board of Registratin

Austin J Wertheimer M.D. i Medichtevember 24, 2006

1180 Beacon Street

Suite 7-A

Brookline, MA 02448

Dear Dr. Wertheimer:

Recently you supplied the Board of Registration in Medicine with your National Provider Identifier (NPI)
number, or you authorized the Board to apply for this number on your behalf. The Centers for Medicare
and Medicaid Services (CMS) requires authorization from the physician in order to disseminate the NP!
number to health care providers or authorized agencies.

The Board is the designated repository for electronic storage and dissemination of the NPt number to
authorized entities. Providing the NP1 information to authorized entities will reduce the amount of
administrative duplication in your office. Please sign and date the authorization statement below to aliow
the Board of Registration in Madicine to disseminate your NPI number to any authorized agency,
hospital, health plan, or health organization.

Please return the original signed NP authorization form in the envelope provided. CMS requires
an original signed authorization form for dissemination of your NPl number to health providers
or authorized agencies. Thank you,

Authorization for NPl Dissemination

| authorize the Board of Registration in Medicine to provide my NPI to any authorized agency,
hospital, health plan, or health organization.

Signature:% m Date: /z / / / a

License Number: 41623

L4 Visit Our Website At: htip://www.massmedboard.org



. Massachusetts Physician Renewal Application

Ph'ysician Name: Austin J Wertheimer, M.D. License No.: 41923
PART A
1} Current Status: Active Renewal Due Date; 10/07/2007 Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your pew status:
Check only one: (Sge Renewal Instructions, page 3.)

3 Active [0 Retiring O Inactive 3 Do not wish to renew

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

Business addresses CANNOT be a Post Office Box. . )
: Pleass make corrections (print)

2a) MAILING ADDRESS
1180 Beacon Street . Mailing Address:
Suite 7-A .
Brookline, MA 02446 City/Town: State:
Zip: Country:
) Check here to change this address QEG ENED
2b)Y HOME ADDRE
) E ADDRESS 1 1 ﬂm.’ Home Address:
SEP City/Town: State:
Board of Registration Zip: Country:
in Medicing H —“*""—T eotone: ()
Phone: ome Telep or?e.
[ Check here to change this address Home address cannot be a Post Office Box
20 BUSIN.ESS ADDRESS Business Address:
1180 Beacon Street
Suite 7-A City/Town: State:
Brookline, MA 02446 Zip: Country:
' Business Telephone:
Phone: (617)734-7600 : elephone: ()
] Check here to change this address Business address cannot be a Post Office Box
Correct your E-mail and Fax Number below:
3) E-maii Address:
4) Fax Number: 617-734-0096
5) Specialties (See Renewal Insiructions, page 4.} Delete? List Additiona! Specialties:
Gynecology ]
O
[

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

(See enclosed instructions and Renewal Instructions, page 4.)

List Certifying Board(s) below: Update Generat Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AOA] Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology ]
g8
a
g

Page 10f 8



k Massachusetts Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. !

License No.: 41923

—————————

(See Renewal Instructions, page 4.) Pledse make corrections as necessary

7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts:
b) Federal (DEA): 0) States where you were previously licensed
¢) Federal (DEA) X8:

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

List the names of all work sites in Massachusetts Location State Delete?
(See above and description on page 4.) (City or Town) )
Beth Israel Deaconess Medical Center ]
Crivayy (_99“1—(0 (b oolclang MR |
‘ -\ - o,
| Add henad e?'c’“o si'e Wo Mg MA L
_ O
[l

11) Care of patients in Massachusetts (See Renewal Instructions, page 4. )

Average weekly hours involved in: a) inpatient care 0 hrsiwk Change to: hrsfwk
b) outpatient care 30 hrsiwk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.}
Check one. Locum tenens must list policy dates, My medical liability insurance is provided through:

[ Ensurance Carrier {complete below)

Current Insurance Carrier: ProMutuat Group Change to:
Policy dates:  From 1/ %/ 2007 To T, % /200%
Type of Policy: (] Claims made with tail coverage ﬂOccurrence Policy

(Enclose a copy of the certificate of insurance or the face sheet)

[ Letter of Credit subject to Board apprdval (Attach & copy.)

Checkone: [  Not involved with direct or indirect patient care in Massachusetts
[J A Govemment Employee under Federal Tort Claims Act (FTCA)

O 1am registering with Active status but 1 am not required to have medical liability insurance because 1 am:

[0 Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 3.)
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Yes No

Page 2 of 9



Y Massachusetts Physician Renewal Apphcatmn
Phys:clan Name: Austin J Wertheimer, M.D. License No.: 41923

In questions 14-21, the phrase "time period” refers to the following -- all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page §.)

You must check either YES or NO to each guestion. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

YES NO
14) CLAIMS MADE
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical maipractice claim been made against you during this time period? (se¢ above).
b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?
15} CLAIMS CLOSED
Has any medical malpractice claim against you {whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?
16} OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during
this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?
17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b} Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against vou today?
d) Are any Applications for Issuance of Process pending against you?
18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
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?
c) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?
d) Have you been the subject of a disciplinary action taken by any governmental authority, heatth care
facility, group practice, employer or professional association?
19) Have your privileges to possess, dispense or prescribe controlied substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

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

21) Has any medical Liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition refated to profeSS1onal competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inguiry by
a medical liability insurance carrier?

[22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? ﬁ\’es (] Ne
b) If ne, are you requesting a CME waiver? OYes [] Ne
A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) [J Inactive Status [ Residency/Fellowship training

Page 30of 9



Massachusetts Physician Renewal Application

Physician Name: Austin ¥ Wertheimer, M.D. ' License No,: 41923 S
PART C ' R
Check One: PHYSICIAN PROFILE :

I have reviewed my Physician Profile at http://profiles. massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone number, practice speciaity, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.}

[J Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections. ,'I;:
O3 My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1) 1 certify that 1 have complied with my obligations to report abuse or neglect of children pursuantto G.L. ¢. 119, sec. 31A, and |
understand the punishment for failure to comply.

2} 1 certify that ! have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. c. 19C, sec, 10, and
[ understand the punishment for failure to comply.

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

4) 1 certify that T have complied with my obligations to report the treatment of wounds, bums and other injuries pursuant to G.L. ¢. 112,
sec. 12A.

5% I certify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L., c. 112,
sec. 12A 1/2.

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

73 I certify that 1 have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and I understand my obligations under G.L. ¢. 112, sec. 2.

83 I certify that I have complied with my obligations to file Massachusetts tax returms and to pay Massachusetts taxes, and I understand
that, pursuaat to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless I make these certifications under penalties of

perjury.
9Y I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) I certify that | have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. c.119A.

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

12) I certify that [ have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which I have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. 12AA,

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

Signature: @W’\ h/m Date: i/_Z_/_LZ_O@ 7

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Massachusetts Physician Renewal Application
Pl;ysician Name: Austin J Wertheimer, M.D. License No.: 41923

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

In order for your license to be renewed you must take one of the following actions: -s

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

Option 2: Certify you have personally applied for your NPI and you have not received it vet. Once you have received your NPT Number,
you must notify the Board. Please complete the NPI form at the Board's web site at www.massmedboard.org.

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

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

Option 5: If your license status is INACTIVE, you may elect not to obtain an NPI number,

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

%My current NP is: m@@ . . @ . @

[ 1 have personally applied for an NPI. (You raust provide your NPI number to the Board when received.)
1 Ihave applied for an NPI using a third party (enter name): (follow instructions for Option 3)

[1 By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NPI on my behalf.
] As an inactive physician, I do not wish to obtain an NPI.

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider
taxonomy code is required if you authorize BORIM to apply for an NP1 on your behalf.

Taxonomy (Specialty) Code Taxonomy Description {Print)
Primary Provider Taxonomy: . E)_] - E El . @ E}E] MMW%%W‘D j
Provider Taxonomy: [:] D L__D D D D D |_ 7
Provider Taxonomy: D I:] D:I D EI D D

NPI REQUIRED INFORMATION

In an ongeing effort to improve the quality of the information we collect, please review the following information and make corrections
as necessary. Please note: This information is required if you authorize BORIM to apply for an NPl on your behalf.

Social Security Number: D D D B D D : D D D D

State of Birth if US): - Country of Birth (if outside the US):

Gender: [J Male 3 Female

Penalties for Falsifving Information on the Nationa) Provider Ideqtifier Application
18 U.8.C. 1001 authorizes criminal penaities against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitipus or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offfenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination
Check one box; ] avtherize [J Ido not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or health organization.

Please sign and date t conﬁrm that all of the mformanon on this form is true and accurate.

Date: q /7 /2007

Signature:
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. License No.: 41623

Current Status: Active License Expiration Date: 11/4/2009
1) Activity Status: Active
2) Address & Contact Information

Mailing Address: 1180 Beacon Street
Suite 7-A
Brookline
Massachusetts - 02446
United States of America

Home Address:

Business Address: 1180 Beacon Streel
Suite 7-A
Brookline

Massachusetts - 02448
United States of America
(617) 734-7600

3) Email Address:
4) Fax Number: (617) 734-0096
5) Speciaities

Gynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

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

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Beth Israel Deaconess Medical Center
Primary Cffice Brookline
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. License No.; 41823

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care O hrs/wk
b) outpatient care 50 hrs/wk

12} Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Promutual insurance 7/8/2008 71812010 Occurrence Policy

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

14) Claims Made _ o . _ _ .
a) New: Have you received notification of a ctaim, whether or not a lawsuit was filed on that ctaim, or has

any medical maipractice claim been made against you during this time period?
b} Pending: Are there any unresolved malpractice claims againgt you today, i.e., any claims that have not
been resolved, settied 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 adiudicated during this time period?

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

17) Criminal Charges
a) Have you been cha?ed with any criminal offense during this period?
b} Have any criminat 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 B )

a) Have you withdrawn an application to any governmental authority, heaith care facility, group practice
employer or professional association?

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

c) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

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

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. License No.: 41923

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Categor¥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)

23) D?ed 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 Massachusetis
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. License No.: 41923

Compliance with Legal Responsibilities

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

1) | understand and agree to comply with my obligations to report abuse or neglect of chitdren pursuant to
M.G.L. ¢. 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.|. ¢. 18C sec. 10 and | understand the punishment for failure to comply.

3) lunderstand 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) i 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 o comply.

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

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

7} | understand and agree to comﬁl}/ with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto MG 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 refated to the reporting of the wages of employees
and contractors pursuart to M.G.L. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payrments pursuant to M.G.L. ¢. 119A

11)] understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events accur in my private office, pursuant to M.G.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 | practice
report certain Major Incidents to the Board.

12)| understand and agree to cornply with my obligations to disclose ownership interest in any partnership,
corparation, firm or other legal entity to which | have referred a patient for physical therapy services,
pursuantto M. G.L ¢. 112 sec. 12AA.

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

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

15)| understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Crirminal 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.

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 knowiedge 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: Austin J Wertheimer, M.D. License No.: 419823

Current Status: Active License Expiration Date: 11/4/2011
1) Activity Status: Active
2) Address & Contact Information

Mailing Address: 1180 Beacon Street
Suite 7-A
Brookline
Massachusetts - 02446
United States of America

Home Address:

Business Address: 1180 Beacon Street
Suite 7-A
Brooktine

Massachusetts - 02446
United States of America
(617} 734-7600

3) Email Address:
4) Fax Number:

5) Specialties

Gynecology
6) Current American Board of Medical Specialties {ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AQA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

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

9) States where you were previously licensed
None Reported

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

WorkSite Location
Beth Israel Deaconess Medical Center
Primary Cffice Brookiine
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ausiin J Wertheimer, M.D. License No.: 41923

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b) cutpatient care 40 hrs/wk

12) Medical Liability insurance information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Promutual insurance 07/8/2011 07/08/2012 Occurrence Policy

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

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

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

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

resolved, settted, or adjudicated during this time period?

1€) Other Civil Lawsuits
Question 16 refers to claims or actions refated o your competency to practice medicine or your

professional conduct in the practice of medicine.

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

b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical matipractice
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 lssuance 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?

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

d) Have you been the subject of a discipiinary 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 obsolete or have you been denied a medical license for any reason?

21) Has any medicat liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. License No.: 41923

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

Page 3 of 6 Date; 8/22/2011 Timea: 10:44 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. License No.: 41923

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; Austin J Wertheimer, M.D. License No.: 41923

Compliance with Legal Responsibilities

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

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

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

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

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

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

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

7) | understand and agree to comﬁly with my obligations related to char%;ing and collecting fees from Medicare
beneficianes in accordance with the Medicare fee schedule, pursuantto M.G.L. c. 112 sec. 2.

8} | understand and have complied with my abligations 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 o comply with my obligations related to the reporting of the wages of employees
and contractors pursuantto M.G.L. ¢. 62E Sec. 2.

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

11)| understand and agree to comply with my obligations to file an incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilties where | practice
report certain Major Incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corparation, firm or other legal entity to which | have referred a patient for physical therapy services,

pursuant to M.G.L_ ¢. 112 sec. 12AA.

13} am aware of my obligations and responsibilities under the Health insurance Portability and Accountability
Act of 1986 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
identifier (NP1} number.

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

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

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

[XI 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 Renewal Application

Physician Name: Austin J Wertheimer, M.D. License No.: 41923

Current Status: Active License Expiration Date: 11/4/2013

1) Activity Status: Active
2) Address & Contact Information
Mailing Address: 58 Holland Read
Brookline

Massachusetts - 02445
United States of America

Home Address:

Business Address; 59 Holland Road
Brookline
Massachusetts - 02445
United States of America
(617) 733-2886

3) Email Address:
4) Fax Number:
5) Specialties

Gynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Prug License Numbers
Massachusetts Federal (DEA) Federal {DEA} XS

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

§) States where you were previously licensed
MNone Reported

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

office, clinics, nursing hormes, etc

WorkSite Location
Beth Israel Deaconess Medical Center
Primary Office Brookline
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. License No.: 41923

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

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Coverys 07/08/2013 07/08/2014 Occurrence Policy

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

14) Claims Made _ o _ . )
a) New: Have you received notification of a ctaim, 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, settied, or adjudicated during this time period?

16} Other Civil Lawsuits
Question 16 refers fo claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) E}iew: Havg ’ghere been any claims, other than medical malpractice claims, filed against you during this
ime period~
b} Resolved: 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 résolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues . )
a) Have you withdrawn an application to any governmertal authority, health care faciiity, group practice

employer or professional association?

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

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

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

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

20} Have you withdrawn an application for 2 medical license, aliowed a license application to
become obsolete or have you been denied a medical license for any reason?

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

Page 2 of 5 Date: 9/2/2013 Time: 10:54 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Austin J Wertheimer, M.D.

License No.: 41823

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
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)

Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Austin J Wertheimer, M.D. License No.: 41923

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

24) Have you used an¥ 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: Austin J Wertheimer, M.D. License No.: 41823

Compliance with Legal Responsibilities

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

1) | understand and agree to comply with my obligations to report abuse aor neglect of children pursuant to
M.G.L. c. 118 sec. 51A and | understand the punishment for failure to comply.

2) iunderstand 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 obtigations to report abuse, neglect or Financial exploitation of
elderly persons pursuantto M.G.L. c. 19A sec. 15 and | understand the punishment far failure to comply.

4) |understand and agree to comply with my chligations 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. ¢. 112 sec. 12A 1/2 and ! understand the punishment for faiiure to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant o 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 comﬁly with my obligations related to charlging and coliecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuanf to M.G.L. ¢ 112 sec. 2.

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

9) lunderstand and agree to comply with rmy obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.1. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of chiid
support payments pursuant to M.G.L. ¢. 119A.

11)| understand and agree to comply with rmy obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to MG L c. 112 sec. 5 and 243 CMR 3.00 et seq. and |/
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

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

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

14)! understand and am in compliance with HIPAA and all other federaf 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.

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

Xl 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 knowiedge 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

Ten West Street
Boston, Massachusetts 02111

ALEXANDER F FLEMING (617) 727-3086 REDA CTED CoPY

EXECUTIVE DIRECTOR
An Agency within the Exacutive Offics of Consumer Affairs and Business Regulation
March &, 1993

Austin Wertheimer, M.D.
1180 Beacon Street - Suite 7-4
Brookline, Massachusetts 02146

Re: Complaint No. 93-014
Dear Dr. Wertheimer:

The Complaint Committee of the Board has considered the
above referenced complaint, and has determined that no
further action is warranted. The complaint has been
dismissed. Thank you for Your cooperation in the
investigation of this matter. The Committee appreciates the
time and effort which you expended in preparing your
response. If you have any questions, please feel free to
write to the Director of Enforcement at the above address.,

Very truly yours,

Peter Clark
Director of Enforcement

[compdism.ictove)



Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 0211 1

ALEXANDER F. FLEMING (617) 727-3086

EXECUTIVE DIREGTOR
An Agency within the Exacutive Offica of Consumer Affairs and Business Regulatlon

March 9, 1993

Re: n
Complaint No. 83-014

The Complaint Committee of the Board carefully
considered the information you have furnished ug regarding
the physician named above. A copy of your complaint was
sent to the physician, who was required to respond in
writing to the Board regarding the issues .you raised.

After a thorough review of this evidence, the Committee
determined that your complaint and the physician’s response
should be placed in the permanent record of the physician.
While the Committee declined to recommend the initiation of
formal disciplinary action in this' case, it is appreciative
of your actions in bringing this matter to its attention.

Should you have any questions or additional material
which you wish the Board to conslder, please write to the
Docket Administrator at the above address. 1 regret that
the Board does not have sufficient staff to respond to
telephone inquiries regarding complaints.

Very truly yoyrs,
,L

eter Clark
Director of Enforcement



Board 6f Registration in Medicine
Ten West Street
Boston, Massachusetts 02111

ALEXANDER F ELEMING (617) 727-3086

EXECUTIVE DIRECTOR

An Agency within the Execuiive Office of Consumer Affaire and Business Regutation

January 13, 1993
Austin J. Wertheimer, M.D.

Re: Complaint No. 93-014

Dear Dr. Wertheimer:

The Board of Registration in Medicine has received a

complaint regarding your conduct in the practice of
medicine, a copy of which is enclosed. The Board is

obligated by law to investigate such matters relating to the

proper practice of medicine. 1In compliance with this

mandate, the Board's Complaint Committee has directed the

staff of the Board to gather information on all such
complaints.

Please provide a written response to the issues raised
in the enclosed material. Your response may be as brief or
as lengthy as you choose. Under the law, the person filing

the enclosed complaint may have access to your response.

Please be advised that Board Regulation 243 CMR 2.07
(12) requires that you respond within thirty days of your
receipt of this letter. Your response should be sent to the

Docket administrator, Disciplinary Unit, at the above

address. After your response is received, the case will be
assigned to an investigator enployed by the Board, who may
contact you if further information is needed. You will in
any event be informed in writing as to the disposition of

this complaint. Thank you for your attention to this
matter.

Very truly yours

iﬁflji?
Mary F. McGonagle
Docket“Administrator

Enclosure



ALEXANDER F FLEMING
EXECUTIVE DIRECTOR

Re:

Dear

Your
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ommonwealth of Mas
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

An Agency within the Executive Office of Consumer Affairs and Business Regulation

January 14, 1993

Austin Wertheimer, M.D.
Complaint No. 93-014

complaint regarding the physician named above has
ived. The physician involved has been asked to
n writing to your complaint. Any future

dence regarding your complaint should include the

name of the physician and the complaint number as it appears

in this 1

If y
your comp
it in wri
above.
complaint

etter.

ou wigh to bring additional information bearing on
laint to the attention of the Board, please furnish
ting to the Complaint Department at the address

Be sure to include the physician's name and the
number on all correspondence.

Yours very tl)l/jZd 2
50;1

Mary F; agle
Docke dministrator



AUSTIN WERTHEIMER, M.D.
1180 Beacon St,
Suite 7-A
Brookline, MA 02146
(617) 731-6670

gmomﬂﬂwawﬂﬁ
Janury 27, 1991 NO\N"WM
13
. Docket Administrator Eﬁﬁhg‘ 123

Disciplinary Unit

Board of Registration in Medidiihe E%i)?%
Ten West Street g[[\\\
Boston, MA 02111

Dear Sir or Madame:

This is in response to your January 13, 1993 Jletter reguesting
that I respond to a complaint filed against me by my pateint

has complained that I have acted in an
unprofessional manner towards her and have also been neglecting
her care. This is why she has chosen to file this complaint with
the Board of Registration in Medicine.

has been my patient since March of 1989, She 1g a
year c¢ld woman with a history of postural hypotension and Pap
smear showing mild dysplasia. She had an appointment on October
23, 1992 for a colposcopy to evaluate the Pap smear abnormality,
prior to which my assistant had instructed her not to skip any
meals. These instructions are given to minimize the risk of
hypovolemia, and therefore to reduce the risk of vasovagal
reaction which can sometimes follow an office procedure such as

colposcopy. Usually this reaction 1is mald, occasionally it can
be severe.

arrived for her appointment not having eaten anything
substantial since the day before. It is my policy not to perform
the colposcepy on that day if patients have skipped meals,
especially if there is a history of conditions that would
predispose to hypotension, as there was in her. I consulted with
both and her husbhand and explained this to them. I
also offered additional management options, including an
cpportunity to reschedule her procedure, but they declined. Even
though I thoroughly explained the risks of vasovagal reaction,
she and her husband requested that I perform the colposcopy at
that time and became increasingly upset as they realized I would
not do something against my medical judgment.

I believe that I gave the best possible care and anm
surprised that she feels I neglected her and did not adegquately
respond to her questions while she was my patient. I take pride
in trying to provide patients with all the information they need
so they can better understand the procedures being performed, the
risks involved, and the diagnosis of their medical problem,



I would have hoped that would have brought her

Please do not hesitate
further information.
this complaint,

tc contact me should you desire any
I appreciate the opportunity to respond to

With best regards,

Austin Wertheimer, M.D.
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