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. Commanwealth of Massschusetts Board of Registration In Medicine /) A
Ten West Strest, 3rd Fioor, Boston, Massachusetts 02111 By TE‘D
Inftial Limited Licenss Appllnlllnn. Flgn 1of2

C
APR 22 199, Y

Imparmnt;

+'Asad the sccompanying INstuctions In their sntinely before compieting Bhis form,

« Print legibly of lype pour BrEwars,

» Aniwar all nan-optional questons (frant ang back of form) complately—Even though the Board may have the inlormation, i Is not sdequate te stste thet
the Board already h“ iha infarmation,

T m ) mw- : all nugm for your own recorde-you muel glve hospitale and other health oare feclliUes coples for oredentialing

Applicants please cheok ane: | am a 1) Graduate ol a Medioal Bohaal in the U8, Mrmmk 2) Graduste of Foreign Medical School
3) Gracuats of Foreign Metionl Bohool applying under the Spacial Reluges Physician Progrem____.

PLEASE NOTE: GRADUATES OF FOREIGN MEDICAL BOHOOLS MUST COMPLETE ADDITIONAL FOAMS AS PART OF THE APPLICATION PROCESS,
RECTION A: Bworn Sistement to be Complated by Applicant (Gomplets Revera Side Also) s

1. ) Name (LAST}) d\.ﬂf{fﬁ &1\\5&""\ , (ML 8

1. b) Oiher Name{s): H-urmnmhunhmunw-dlhrmmwwmhnﬂmnuT Have you evel been bosnssd under » different  name?
H yus, plaase spechy (and atiach documentation)___ 1™ O
1. 6) Have you ever mpplied for licensume of lo el for mn examination o tken n examination under & difierent name? Irrn.phu-whﬂ__ﬂa_

-

2.8) Name & adcress of Massachusets Training Hospia! B ialram o S t St ; Bostew, LA LS
2.b) Local residence address & shephons |_ TP AR e '
3. Pace of Ben_ 10 0¥\ w | poey i :

4. Date of Birth (MODANR)______
7. a) Name of Premodical school(s).

Y or

FEMALEL 6. Boclal Becuriy No. (Cptons). ____ ___ __ ;
vt L, 7opoamion, Clevelawd | O |

8. a) Medical School Name,_{ 8 b) Location: (City, Swte,Country) E)U‘E:.lvm . MA
g
. ¢) Your Grackamd_| | ) mb-r- n_/ DO (Specity) i'_
0. a) Previous post-grachunts raining: ___yes m Dﬁ
b) Name ol instiution,
Addresi,
€} Mame of Program; Dty of training .

Continus snewer on sdditional page If necsssary
10, K you have had &ny one of the following, please circle which one snd attach an explanation 1o this lorm: &) Leave ol sboence from medical sahoal
b}lyom-mm:mummm £} FIG mors than six yews of medical sducation. Cueition 10 spples o me ____Yas
No. | have atiached an explanaion, Yes__ Nol

m'ﬁ) BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE INSTITUTION AT WHICH THE APPLIGANT HAS RECEIVED AN

mactiesra_ s Byl dber . Rl
“_h I b
Antcipated completion Daiw of twining_"_© b - 30-9

This program Is sccredited by the ACGME: Yes_"No__ E ((
W o, wa have an ACGME approved raining program in the apacialty: ‘rn_Hu_.

Dosignated Officlal's Signamnre,

Vpphont e revene side « You s uomplels Baoton C)

e (Cega



Massachusatts Board of Registration in Medicine Limited License Application, Mage 2 of 2

BECTION C: Bworn Sisisment 1o be Completed by Applicant (Complets Reverss Blde Alec)

11. Other Sustas wh rmnwhlw liomnsed & prachon:
{Abbreviase)___1- |

12 Swtas where you sly wers licensad io prachics (This includes Residency Training Licenses)
{Abbreviam)____hJ :

13, i more than one year will have passed batween the date of your gradustion from medical schodl and the snbcipated st date of your limited Ueensusre in
MassachJaaetts, planss [isl your professional sctivities the preseni time, in chronologioal order. Plenss include employment sxpaniencss and training
programi, Queston 13 applies to ma: Yes___ No_ ' | have sttached an suplanation: Yer__

14, Have you ever been enrolled in & resldency treining program(s) thal you did not compiete? Yes__ hjg/ﬂr-.phﬂlm“imm&ﬂm
your reasons for not complating the program(s) In sddition, you must provide & kter from the Program Tinector &1 e ralning program that you did not
complels, cartitying the clreumatanses under which you leh he peram, mhurmlhmﬁﬂ:ﬂ?iuupwm:. | have
atached an sxplanation: Yes___ No " Program Disctors Certifiostion has been requesisd. Yes___

Cuuentions 18 through 24, Cheaok elther YEB or NO (not WA) 1o gagh question. Provide detalls on Form 158, stimohed. Yo Mo

1. Has any medioal malpractios olslm bean made sgatnat you (whethar or not @ lewsull waas fled in relation o the elaim)?

10, Have you been & defendant In any oriminal proossding olher than & minar trefflo slienss?;

1T, Ava eny formal disglpll oh ndl has dis tion (se defined by Bosrd regulsilons; Al h.:ld'F 158) besn
Hhﬂ.'llw%ll nli‘rﬁu'g?l:; owl:l'rrmTII IHHOI'IIIH .-ﬁupflrli ore .: huil-h'-rl \ l.l'. ﬁﬁm&ﬁ.ﬁu L] . -l
(Inernalionsl, netionsl, slaie or iooal)?

14, Ha rivl to ,dla or Irolied subst been d 1
R o R e e B B O T e 2 ST oo

18, Have wnhirm lpl lluululn‘ for ':.“ lﬂl loal | & or im M m':ll 'Jf'-&"?f for Bny reasen you ever

nrlly surre a lioanss e oF 0 u ne LICT]

wdﬁ"qulﬂlmw ass sllached KHI'I “ﬂr i) ’ g e

20. Have you had any mental lliness which has Impalred your abllity te pracios medlalne or 10 funcllon ss o student of medialna?

21, Have you had any organic Ninsas which has Impaired your abliity bo practios madicine or to function as & student of medicine?

22, Ars you now, or have you bean In the past, dependsni upon sloshol e druge?

23, Have wver denied tha privilege of aking or finlshing an sxaminalion or been scoused of eheating and/or im u oonduet
‘:m{ﬁ sxsaminsilon o nlh-r#&u hln." HE]H!“ sny dis plﬂ:w pollon (ne deflned by Board mulll.mu: Bes A ohad

| ol on posdemic Instliuilon, since your metiaulstion In college?
24. Have you sver had slatf leges, smployment or sppeiniment In & hospltal or other health care instiiution den

ravoked ned fro edical stall in lieu of di d
ﬂmlamr Ml.:nﬁ:; Ihfﬁu'wlﬂ m & medical stalf in ol disclplinary n (ee defined by

:#H‘WWBMW CHANGE DURING THE TIME THE APPLICATION I8 PENDING, THE APPLICANT MUST MAXE THE BOARD
L 0 Oy e R S T ety S e S Messahpocns ot
w:;l“t:“lmd'umuhlbnnlﬂﬂl 1.00 through 3.00. To the besi of my knowledge, | mesi the queiilicstions lor limited Hosnsure In

1M:qulyundtrm”nlluu-lmhwhlmhiumu-nm“mmlﬂhﬂldmm;qlkhImuniupuul'nr

1 owrtity that | will fulfill my obligation 1o repon abuse of neg ehiidien pursuant to M.0.L.110 sec.B1A

Applicant’s Signaiure; .{J J'L

A
T 0

nm;{"t :__L,_‘Z’f



mmﬂﬂh of Massachusetis, Board of Regletration In Medioine
Ten West Streel, 3rd Floor, Boston, Massachusetts 02111

Limited License Application, Page 1 of 2
—Renewal
Fitty Dollsr Fes Payable to The Commonwsalth of Massschusetls

e
Fer Date
500
M.R. i of
Pr. | S |
Bk L
gr; 2 .i"'_..:&.i_n:i:n.’
A "
R e T 2= e e e e T R e e —— R e
mpartent;
Fead the accompanying instructions in their entirety batore compieting this form,

Print logibly or type your anawers,

Answer all non-optional guestions (laat and back of lorm) eompletely-Even though the Board may have the Information, it Is not adequsts 4o staie thai
the Board sirsady has the information,

Sign the application af the bottom of page wo,

Make a copy of this form and all sttschmenia lor your own records=you must give hospltale and other hesith osre facilities coples for oredentisling

mmrwmnuﬂMmeum:

(FRsT__ALLS A {um B
. Malling Address:__
N 8 Adrsn o T oot BEGIAR + WOREN'S_MosQUTA\ G5 FOWCIS S, BosToN), MA
. Medical School Name; MEDICAL  SCHooL DS
. ument Umited License Number,_ 74~ O8I 5 - G &
. To be completed by Progrem Direotor:

mm&WMppmn?EWhhmﬂmbmm Has the physician been sublect to past or

mnmmmm BY THE DESIGNATED OFFICIAL OF THE INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN
his certifies that Aviza B, Go_gd_h:_a.s_‘___mhmmummmm , Reakdenl_""___,

PROGRAM ADMINISTRATOR
(Applicant Seo reverse side - You musi comphte Section

i EQEWED

APR 2 5 1995

LURHD OF REGISTRATION
IN MEDICINE



2. Are you now, of have you been in the pasl, dependeni upan sloohal or drugs?

T L L U S s
T, ST R Wk S, 0
H&ggﬁﬂiidﬂg THE APPLICATION M8 PENDING, THE APPLICANT MUST MAKE THE BOARD
B B L TNt ST Bty et

o




Commonwealth of Massachusetts, Board of Registration in Mediaine
~ Ten Wast Bireet, 3rd Floor, Boston, Messachusetts 02111 :
Limited Liosnse Appliostion, Page 1 of 2 ﬂg? W

A TSNl
Fifry Doller Fes Poyeide w0 The Commomwenith of Masssohasetiy

mﬁ Siatus  Fee Dete

*RORIE
e g T, e,
g g e

‘mportent
mnmmnmmmmum

lagibly or type your anewers,
Answer all non-optionsl questions of form) completely—Eiven though the Board may have the information, it Is et adequiste W sl thel
hmmmhh&u_ |

Sign e applisation a! the botom of page wwo.
Hllill!lllilllmnlﬂlhinﬂhmmm-ﬂﬂnm-lﬂmhﬂmmﬂh-ﬂ-hmﬂu

LEQTION At Bworn whe O by ApplioanL (Compiete Raverss Qide Also :

! r--mmM (PIRST mdﬁ& P - R
L Maling Addroess, : .

1. Hame & Address of - - Al L As ! d ALY ;

X [

heraby gerly thet the sboue-named tanding In the Residency/Peliowship indiosted. Hes the physiolan been subjeat o pest or

e
Tffsmamc Wy LRmme e ;»fa@wﬁ
7 : '

lignature of Program

Wummmm BY THE DESIGNATED OFFIOIAL OF THE INSTITUTION AT WHICH THE APPLIOANT HAS RECEIVED AN

Tia cerifies that Ah&‘: R. firﬂﬁg has been appolnied o the posion of Intem______, Reeldent_ 1/,
‘sliow_____in Prog (3 b, 'BﬂlﬂHA OMEN'S HOSPITAL ¢ y W/50( 98 nd

belpated compiaton dete o weiveg___—_ _ (4/ 20 U% |

&m.ﬁ froved e i A W spdiognt'y vt You_ Mo,
A"iﬁ? U VA

““m o THE! . i o =R

Yo or Print Name and Tise,____ Gr ical Bducation o, s|1jy
Program

See reverse slde - You must compleie Beotion G)

‘ORM 1M1




H Msssachuseits Board of Ragistration in Medioine Limied Licenss Application, Page 2 012

Beorn Btaiement 10 be Compieted by Applicent (Compieie Reverss Bide Also)

'.m'ﬁum“w now fully losnsed to praction;
Abbreviaa);
lusstions § through 14 not epplloabls,

vestions 18 #wough 24. Cheok elther YEB or NO (not N/A) o gagh question. Provide detalis on Form 168, atisched.

Yo Ne
& Has any medios| malpreotios olalkm been made sgainst you (whether or not a lsweult wes flied in relation to the alsim)?
& Have you been 8 defendant in eny oriminal procseding other than s minor usifio offenss?

e A ST L S T g 0 e

A T S R S A e
D b i o S ML SIS -

0. Have you had sny mental Riness which has impaired your sblilty ko practios medicine of ko funotion ss » student of medicine?
1. Have you hat sny organio Niness which has kmpaired your sbillty 1o prevtics medioine of ko hunction ss 8 sludent of medioine?
L Are you now, of have you been in the pasi, dependent upon stoohol or druge?

T R T R Rt A
e et T ST v S o

mmwmmmmmnmmnmmmnmummmmn

T S g A WLt 2 Vi S S e et o

sarilfy that | will fulflll my obligstion to report sbuss or neglect of shildren pursuant to ML Lo.110 seo. 514
w-ﬁmuhhulﬂﬂh.ﬂlmhlﬂhhhﬂﬂnh“?mﬂhqulﬂnhmhrmmh

WMHM“MHHIhm- e for ’ 'l ol andd ALL__ ettached pegee=ia truw to the best of my
ppllcant's Signaturs: (. "‘J\?{*‘Jl.h‘iu iy pue 44,9




THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE

FEZ: §350.00 TO fa‘é':"suamﬁzn

iled: M’,l_ For Oflice Use Applicanon £ : P j -r:;,“SIE_FII‘.‘I.TI{JN

F«;;;ﬂm Cerilicaie # _LM_L_ Daie of lsgus

Please Print SWORMN STATEMENRT
L1 n A o ‘f 1= :'U - ‘-;lq_
Mame _A:' ! 5& E’E Hl"t Gﬂldbf/fﬂ Address | R
Firm Middie Lagi l
Date of Binh _ B

Place of Bith Bﬂ_o_ls_(q.n.,_ﬂﬂd_!ﬂﬁh

Name on Birth Centificate __tvaL_ s abov Phooe :_{

Pre-Medical Education 7 Medicst Edueation iyl
senoat _Case Western Resexve Univ. | sion _Hagvard Mediead Scbie|
Years Anended 186 ~ 1290 Years Ausnded__1VI0 ~ 1994

Postgraduate Education & Hospital Appointments from graduation from
Medical School to the present time,

Place Position Datas

Mq-mmd Woegital  0B/cayn resiclewt bfay _—fag

Is this your first full license? %Ei :E}:EEEE: please list all
gther i

other names under which you have been licensed:
hlipa i

List Specialty Boards by which you are certified:
News-

REASON APPLYING FOR A MA LICENSE__ M oow l%hhmq
Anticipated starting date if you have posithon pehding in
Massachusetts: S/ S

NOTE: Change of address must be submitted to the Board of
Registration in Medicine in writing. Please include effective dates
of new address.

AFFIDAVIT OF APPLICANT:

I, the undersigned applicant, hereby certify that all information
included in this application for licensure constitutes a true
statement made under penalty Jury

f ) Date: _i,fﬂf_‘t_"-f'

SIGNATURE OF APPLICANT

) ERELWT

 MAY | 6lgy |

|
|

[

Al



COMMONWEALTH OF MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE SUPPLEMENT TO APPLICATION FOR

TO BE MPLETED BY APP Tp PLEASE TYPE OR PRINT,
WEM@M Day time prone #: (613) 333 - bbb baeg® S0V O

LICENSE -

MAILING ADDRESS: Buslrans Acdrags: o il 'y ”""fl'i'-’d:‘r
i i SR8
A N

YOU ARE HEQUIRED TO COMPLETE THE QUESTIONS BELOW. Dol WA a3 g

IMPORTANT HOTE: The Board's reguiations, 243 OMR 3.02, define “disslplinary action” as referted 10 in e questions on this applioation, Mesas consull
this definftion, which follows this portion of the application,

1. Has any medical malpractios clalm boan made againgt you in the last ten years (whether or not a lawsuit - "
ws filod In mlution 6o the clalm)? (You must complete Form 18, attached, for gagh claim)
Have you ever been denled the right o particlpate or ennoll In any system whermby a third party pays all or
pant of u pationt's bill?
Have you sver appiled for lloensure of 1o it for an examination or taken an sxaminaton under & cditerent nume?
If &0, previous name:
Have you ever been denied the privilege of taking or finishing an sxamination or been ncoused of chasting and for .
improper conduct during an sxamination or otherwiss besn subject to any disciplinary action (sse definltion)
1 an sondemio Instituion sinoe your matriculation in cobege? f
5 Hmve you sver falled any of the following sxaminadions: the FLEX sxamination, any state Board examination, falled Part Il of the f
Netionsl Boards of fallsd 1o galn certification from the Natkanal Board of Medioal Examiners?
8. Have you ever falled a forelgn liconeing or certifioation examination?
Have you sver been denied s medical ficense, whether full, imited of temporary, Tor any reascr? '
8. Have you wver hed sl privileges, smployment or appolntment in o hosphial or other heslth care institution
denied, suspanded or revaked, or resigned from a medical stalf in lou of disciptinary action (see definition)?
8. Ame anry formal dissiplinary charges panding or has any disciplinary aetion (see definition) besn taken agalnst yau in the
last ton yeam by any govermmental suthority, by any hosplial or heaith care facliity, of by any prefetsionn!
msdical association (Imemational, national, state of looal)7
10 Have you ever voluntarily surmendered a license 1o practios medicine or any healing art?
1. Have you ever withcrawn an apploation for medical oensure, hospital privileges of sppolatmenat, for eny reason?
12 Huve you et for any meason, kost, Amedioan Speclalty Bourd Certfication?
13 Hawve you bean denled required recerification by one or more specialty boards? If yes, which ene(e)?

= B »

=

14, Have you, at any time, been u detendant In wry eriminal proceeding other than minar tatflo ollenaes?

18 Has your privilege io pousess, dispanee of prescribe gontrolled wbstances aver been suspanded, isvaked, denied, |
restricted of surrandensd, or have you been called before or wamed by this state or eny other f
Jurisdiction including a federal agency at sy time?

M Have you ever had any rmotional disturbance of mental limees whick: has impalred your abliity to practice medicine .
of to tunotion as & student of medicing?

17. Have you ever had an organia iliness which has impalred your ability to practics madicine or to function as & student of medicine?

18 Are you now, or have you been In the past, dependent upon alcahol or drugs?

16 Haa any professional Bability Insurance provider restricted, limiwd, tsrminated, of imposed & surchargs on your coverage?

20, Have you ever been snrolled In a residency tmining programs} thal you did not somplete? f

*IMPORTANT: BEE FOLLOWING PAGES FOR FURTHER INFORMATION REQUIRED FOR "YES® ANSWERS.*
HWHWiMHhMMMWHMHHMMMMMH urtreated
by the medioal profession la devastating. The Boand wants impaired plysicians traated in the sarty stages of impalmment

bafors imeparable hism to the phyaiclan or patient ocaurs.

IF REBPONSES TO QUEBTIONS CHANGE DURING THE TIME THE APPLICATION 15 PENDING, THE APPLIGANT MUST MAKE THE BOARD AWARE OF THE
NEW INFORMATION.

| seriity thnt | will hulfill rmry obligation 1 report abuse or neglect of children pursuant to M.G.L.c.119 sec, 514 y
Iwill read the Board's reguiations, 243 CMRA 1.00 through 3.00. To the boit of my knowledge | mest the qualifications for full lioensure in Massachusetis.

| hareby conily under the penalty Tty that all tian on this application, (ront, back, and wll attachments)] is trus.

SIGHATURE: DATE! Lf{ aﬂl‘f }'




g | lf’jq-SS‘ | i .

il
Commoumwentih of Massasirusstts: Board ﬂfldﬂr‘h't{ﬁ% Medicine | ., 10!
‘ Ten West Street, Third Floor, Boston, Massachusetts 02111 it TR0 v

RENEWAL APPLICATION - LIMITED LICENSE 7/~ 773 }rfiy

IMPORTANT: Please read the accompanying instructions before completing this form, and print legibly or type
yOur answers.

SECTION A: Sections A and C on page 2 are to be completed by applicant..
I. Name: (Last) (;;ﬁz((ﬂb@m | (First) ,MG-R M) g

2. Mailing Address: . ~ __Telephone Number: ( | p

- " T

i

3. Nmandﬁddrmof’l‘mmmsﬂuspiml Brghan a Woméan ¢ Lkﬁ?lfbp }fﬁ“’g’mim;rm

4. Name of Medical School._). ava kcﬂj Madical) Scbok) Year Gradunted: (19 Y i
Location: _:Epfi fm 1 MA

S. Current Limited License Number: _7Y - 235"~ 98

6.  Other states (abbreviations) where you are now fully iiafmod lo practice: NO‘W—{'_

TO BE COMPLETED BY PROGRAM DIRECTOR

Has the physician been subject to past or pending disciplinary action in this program? [ Yes Er’ﬁ

I hereby certify that the above-named physician is in good standing in the Residency or
Fellowship indicated above.,

Print Name and Title /{28
Signature of Program Director __ 7 i

i1 /2 Date: / /
Ll Telephoney gry ) 4o - ¢ves™

SECTION B: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE
INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN APPOINTMENT.

This certifies that % Lise  Geoud hggg MND has been appointed to the position of
I o

[(] Intern 1~ Resident O Fell :
P M o Jevh Location:  BRIGHAM & WOMEN'S HOSPITAL

Beginning Date: ¢ / Q¢ /94 Anticipated Completion Date of Training: e /30 /9%

Is the program accredited by the ACGME: T Yes [ No

If po, is there an approved ACGME Ewgrwnnm llnnﬁpphm s specla]t}r‘? [l Yes £ N5
er

617-732-8540
Print Name and Title: Graciuate Mediéal Education / Telephone
Designated Official’s Signature: IR )V LAMA_ Date:__ 5 / /
7~ I o




NAME: /D(L*E/\ Q)O[CQWM Page20f3 4

SECTION C: Read the instructions. Check dth.JYES or NO to each question. Do not answer N/A. If you
answer YES to any of these questions, you must provide details on Limited Supplement atiached. b

15. Sinee your matriculation in college, have you been subject to any disciplinary action at any
academic institution? (See definition).

16.  Have you ever been terminated or granted a leave of absence by a medical school or medical I
post-graduate training program or have you ever withdrawn from a medical school or medical
post-graduate training program? :

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

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

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

20.  Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any governmental authority,
by any hospital or health care facility, or by any professional medical association (interational,
international, state or local)?

21, Has any disciplinary action (see definition) ever been taken ngainst you by any governmental
authority, by any hospital or health care facility, or by any professional medica) association
(international, national, state or local)?

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

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

24, Have you ever voluntarily ruithuinhad medical staff membership?

28, Has your medical staff membership, medical privileges or medical staff status at any hospital
been limited, suspended, revoked, not renewed or subject to probationary conditions or has

processing toward any of those ends been instituted or recommended by a medical staff
committee or governing board? '

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

a7, Has your privilege to possess, dispense or prescribe controlled substances ever been restricted,
revoked, denied or surrendered, or have you ever been called before or warned by this state
" or any other jurisdiction including a federal agency regarding such privileges?

28. In the past ten (10) years, has any medical malpractice claim been made against you
(whether or not a lawsuit was filed in relation to the claim)?

29, In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is related |
- 10 your competency 1o practice medicine, or your professional conduct in the practice of
medicine, been filed against vou or has such a suit been settled, adjudicated or otherwise resalved?



NAME:

30

il

3.

33.

34,

33.

36.

fw‘:‘;f.’/\ 6(.1((ﬁ (}Qm-ﬁ‘j A0 Page 3 of 3

YES NO

Since becoming a medical student, have you been diagnosed with or treated for a medical condition
which in any way currently limits or impairs your ability to practice medicine or to function as a
physician? (See instructions)

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

In the past year, have you suffered memory loss or impaired judgment for any reason?

Within the past two (2) years, have you engaged in the use of drugs or alcohol with the result
ability to practice medicine is currently limited or impaired?

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

Are you currently engaged in the illegal use of drugs or misuse of preseription drugs?

Within the past five (5) years, have you voluntarily modified or otherwise limited yuu}
of practice for any reason other than a medical condition?

If your responses to Questions 15-36 change while your application is pending, you must make the Board
aware of the new information.

Raviged; 030397

Pursuant to M.G.L. ¢. 62C, § 49A, [ certify under the penalties of perjury that, to the best of my
knowledge and belief, | have filed any Massachusetts state tax returns and paid any Massachusetts
state taxes that are required under law. (Note: This applies even if you reside out of the state or out of
the country.)

Pursuant to M.G.L. ¢. 119, § S51A, 1 certify that I will fulfill my obligation to report abuse or neglect of
children. I will read the Board’s regulations, 243 CM.R. 1.00 through 3.00. To the best of my
knowledge, I meet the qualifications for limited licensure in Massachusetts.

I certify under the penalties of perjury that all information on this form (front and back, and all

attached pages) is true, to the best of my knowledge. ’w
J Q Date: l{ #(31 7'?‘

Applicant’s Signature: {




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

Physician Registration Renewal Application

Before procecding, please read the instruction booklet,
* Copy this form and all stachments for your own records; you

The Board will charge a fee for each copy,
* Remit $250.00 for renewal fee.
= Add late fee of 525,00, if necessary,

Il need copies for credentialing and other purposes,

* Return renewnl application in L.[-u. EN envelope.
* Enclose check with g I

Registration No.: 154551

| Activity Status: [ Active
{Cheek only one) [] Innetive *(see below)

2. Other Name(s), il any, under which you were li

3. A)Mailing/Home Addresas:

ALISA B GOLDBERG, M.D.

By Business Address:
HLIGEI.H & WOMEN'S/OB-GYN
75 FRANCIS STREET
BOSTON, MA 02115

Home Phone:

Business Phone: t 617 ] 732-6660

4, A) Duie of Birth C)Sex: F
B) Lic. Issue Date: 06/18/97 D) S5#:

5. A) Name of Medical Schoal:
Harvard Medical Bchool

B) Year Graduated; 1994 C) Degree MD
6, Specialty Code(s) (See Table 1)

Q&%&] 8 Eﬁlglkrfﬂl and Gynecologyl ~— i

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

Code; Code:

8. Drug License Mumbers, if any:
A) Federal (DEA):

Renewal Datg!

BOARD OF ﬂEBWTm ]
Corregtions (

Other Name(a):_

Mailing Address:
City/Town: . O

Zip: Country,

Other Address: o
oltyowns . ___ Siate;

Zip: Country;

Home: (_____ ) :
Business: (_ T

Date of Birth (MIDAY), /[ Sex (MF)y __
Lic. lssue Date (M/DVYY: __ / /8§81

Full Name of Medical School:

Year Graduated, Degree (MDVDO):

Code(s) Hours Per Week in Maass,

If OS, Print Specialty:

Code: Code: _

Federal (DEA):

B) Massachusetts: Mass: -
9, A) Other states where you are now licensed to practice
Abbr: Abbr: A o e
B) States where you previously were licensed to practice
Abbr: Abbr:

*If requesting Innetive status, you agree not to practice medicine, including writing preseriptions, In Massachusetts




Commonwealth of Massachusetts Board of Registration in Medicine -
560 Harrison Avenue, Suite #G-4, Boston, M A i

E

dy; vou will
ed In the

) HE 8 Lor your [ red
|}| te‘dtnﬂnn | ments must be return
palotra

*Remit $400.00 for renewul fee (non-refundable), * Return renewal application In GREEN envelape. "
———Add late foe of $25.00, I negessary. = Enclose check with coupon in BLUE envelope, 1%
Please review carefully the following information for accuracy and completeness, Make an 1y corrections or
alterations as required. All questions must be answered or your renewal will be delayed.

I, Current Statug:  Active Registration No,J 34551 Renewal Date 05/15/2003
HF you want to change your current status, please check gne of the following boxes to indicate your pew status: (Check only one)
[ Active [L] Retiring (see instructions) [7] tnactive (see instructions) [7] Do not wish to renew

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

A) Mailing/Business Address: (] Other Name(s) [] Name Change (enter name below)

3. ALISA B GOLDBERG 1057
- Mailing Address: (055 Communwtad [T At
City/Tawn: _@S_ﬁw\ - __ Sute: MA-

Zip: 01 S Country, ASH m ,

Busincss Address; IE :g Lommonweal [l /M
Cit}.rﬂ?:lmm _:i:li.&h’\, e State: A
Zip: p2d1S  Counmtry: AN B AL, b g Tl
Business Telephone: ( 17 ) (16~ (€5

B) Homwe Address:

oime ress; e ——
Ci : State:
Home Phone: ZI;J:'I'TM, ry i i =
: Home l'elephone: L - p ST
Business Phone: ELEASE NOTE: Ouly gng address can be s P.O. box. The
mailing addross cannot be a 1*.0, Box.
4, 'h] Date of Birth: b) Sex: F 7. Current American Board of Medical Specinlties Certification (See Tuble 2)
88, Code: 0G Code:
e PRI | 8.Drug License Numbers, if any; |
. al Name o i ol; a) Federal (DEA);
Pi-!amrdmclfmlmi b) Massaclmeotts:

b} Year Graduated) g4 ¢) Degree: )4y mPH
6. Speciaity Code(s) (See Table 1)

b W, I were b 2
Cqﬁc{,ﬁ] a 4ol|ﬂlm %ﬁlmy“mh” b) States where you were previously licensed (Abbr,)
£l

9, o) {)ﬂur states where you are now licensed to practice (Abbr.)

10 List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care, (Supply the codes from Table 3 and place a check mark next to those health care {acilities where you have admitting privileges (AP),

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). __ No affiliations,
Facility Code: 4 & é_rﬁ___iﬁm 20 % Facility Code; ____/__(AP)____ % Facility Code:____ [ (AP) %
Facility Code: @ 4 &/ (AP)_30_ % Facility Code; R [

AP % Facility Code: ! (AF) Y
I P99, print name(s); = Eo

\ e you MR




|
PRINT YOUR LAST NAME; GWHCJFJJQV’@  LICENSE NUMBER: .\'5"3’.5:5_1 .
11. My medical malpractice insurance iy covered by%uum: Ta ] Letter of Credit

Insurer's name. (Required), ELL1 CO_ o Aumed fa,gmﬂu Policy dates: From: 22 :" a[ﬁ:fﬁﬂj “'*f'u""a‘t__ﬁ_ e
Alternatively, indicate as follows: 5 am registering with Active status but I am not murm;"m cal ml}’hﬁmﬁnﬁn
because I am: Check One: [C] Not involved in direct/indirect patient care in Massuchusetts [ ] A government employee,
[[] Otherwise exempe Please c.tpll:i:!\ exemption;

12, What is your principal work ﬁctliug'il" (See Tobled) 2. 5:__ I you are affiliated with a healthcare facility or credentialed
for the provision of patient care you must complete question #10 on page | and list your affiliations,

13. Care of patients in Massachuscits [a}m instruction booklet),
1) Average weekly hours involved in: A) inpatient care @=ed hrs'wk  B) outpatient care oL hra/wk
2) What is the approximate percentage of your patient cure hours in primary care? %

) Has any medical malpractice claim boen 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 al malpractice claim that has been made aguinst you been settled,
adjudicated, or otherwise resolved, rlh.uﬂm or not a lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than a medichl malpractice suit, which is related to your competency (o 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?

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 fucility, group practice or professional society or nssocintion?

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 dended a medical license for any reason’?

21. Has any professional liability ins e provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professiona! competency or conduct on your coverage, or have ’

you voluntarily reswricted, limited of torminated your insurance coverage in response to an inguiry by a
professional lability insurance der? .

2. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? {H/ Yes [ No
[J CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date,

CME EXEMPTION: ﬂlﬁkﬂﬂl-" [J Inactive status £ Residency/Fellowship training (See instructions),
See Instructions for CME waiver pr exemptions. Do not submit documentation of your CMEs with appllcation,

*  Pursuant to G.L, ¢. 112, Sec 1A, I understand my obligations to report abuse or neglect of children under G.L. ¢, 119, Sec. S1A
and the punishment for failure to comply.

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

¢  Pursuant to G.L, ¢, 62C, 49A, Ijcertify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns pnd payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢. 62E; and withholding and remitting child support pursuant to G.L. ¢. 119A. (See instructions),

I hereby certify under the penalties of

Signature;

t all information on this Renewsl Application, Part B and Form R Is true.

Date: if_alfﬂ)
ALY ALTON

DU MUST S N AN DTN DE PART B, WITH DUR RENEW A

garesy.

N AND ALL ATTACHMENTS BEFORE MAILING.,

Foara feguiations reguire that you noflfy the Boavd, in w Fiting, of any chamng

MAKE A COPY OF YOUR APPLICATIO




Massachusetts Physician Renewal Application

Physician Name: ALISA B GOLDBERG License No.:  15455)
PART A
1) Current Status: Active Renewal Due Date: 04/17/2005 Birth Date: |

If you want to change your current status, please check gng of the following boxes to indicate your mew status:
(Check only one). (See Renewal Instructions, page 3.)
O Active [ Retiring [ Inactive O] Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, If necessary. You are
required 1o notify the Board of Registration in Medicine within 30 days of any change of address, Home and

Business addresses b
CANNOT W | t E s¢ make corrections (print)
2u) MAILING ADDRESS
1055 Commonwealth Aven BL””‘ Address:
Boston, MA 02215 APR 12 2005 'L Tﬂ .
WL, tate:
' Boarst o Country:
O Cheek here to change .I'M.!L!ddaﬂ.ﬂﬂglm 4750 'uiadidn.
2b) HOME ADDRESS e it
oA —
[E G E H 'M’ n atate;
' i Country:
o APR ) 2006 Telephone: ( -
[ Chack Mere s changi this ocifiens ome address cannot be a Post Office Box

1c) BUSINESS ADDRESS

BOARD OF
RE - Business Address;
1055 Commonwealth Avenue BISTRATION IN MEDICIhE .
Boston, MA 02215 Cityl Town: State!

Zip: Country:
Business Telephone: ()

Phone: (617)616-1628

[0 Check here to change this address Business address cannot be a Post Office Box
3) E-mail Address: G
4 Fax Number: (413 ) f - ;{, .
5) Specialties (See Renewal Insiructions, page 4.) Dalete? Additional specinlties:
Obstetrics and Gynecology O
(m
W]

(See enclosed instructions and Remewal Instruciions, page 4.)

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required,
Board Name ABMS or AOA Certificate/Subspecialty Correct?  Delete?
Mﬁ.ﬁ’.ﬁ.“h‘lﬂlﬂgu _ﬂ: o Obstetrics & Gynecology ﬁ. D
- - 0 0
n] ] 8 (W]
O D (m] o

Page 10l §
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Massachusetts Physician Renewal Application

Physician Name: ALISA B GOLDRBERG Livense No.; 154551
{See Renewal Instructions, page 4,) Please make corrections as necessary
7) Drug License Numbers, if any: 8a) Other states where you are pow licensed to practice (Abbr.)
a) Massachuserts; CA
b} Federal (DEA); 8b) States where you were previously licensed (Abbr.)
¢) Federal (DEA) XS, e TR | e

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting:  Clinic Change to:

FPlease enter the guproximate number of work hours at your principal work setting; a 5

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient eare. (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 stall category at that facility (Admitting, Active, Courlesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility,
Include any affiiations with on-line prescribing services or companies, Please provide all information for additional
fucilities on a separate sheet, il necessary.

No Afilistions [] Please enter the guproximate number of work hours for each Health Care Facility below:
Health Care Facllity (See Renewal Instructions, page 4.) Delete? | o ovent 5""‘:'""2?.“ "y " |ﬁ::1:f;“k

Brigham & Women's Hospital
Clinic

g ;f

g|o|jojoo;o|o

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatientcare 2 heswk  Changeto: _ € hrsiwk
b) outpatient care 24 hrs/wk Change to; ool hrsiwk

| 12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
! My medical liability insurance is provided through: (check one)

1 Basariion Canrior fcomplete below)
Current Insurance Carrier: CRICO S, Change to:
W~ :
Policydates: From /N7 03 7o _u-;_?l_r 0 Hs!% mf‘{ ; I' ”3‘: Planned
oguire et 2/i1fvs - cwneny” (I' 3
| [0 Letter of Credit subject to Boavd approval (attach a copy) ( uww.-{? Uk 0w o i oe TRaeul: 3
-
3 1 am registering with Active status but | am not required to bave medical Nability insurance becanse | am:
Check one; ,
[0 Not invalved with direct or indirect patient care in Massachusetts
[0 Government Emplovee Federal Tort Claims Act (FTCA)
[ Otherwise exempt (Please explain);
: Page 2 of §
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Massachusetts Physician Renewal Application
Physician Name: ALISA B GOLDBERG License No.:  15455)

13) Do you perform any surgery in your office? (See Renewal [nstructions, page 5.) m"ﬁ, 0 No
Il 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 you signed your lasi
license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Insiructions, page 5.)

You must check either YES or NO to each question, Provide details on Form R if you answer “YES" to any questions, Refer to
Renewal Instructions for additional information and definitions. ALL questions in this section must be answered,
YES NO

14) CLAIMS MADE
) New: Has any medical malpractice claim been made against you during this time period, whether or
nol a lawsuit was filed on that claim?

b) Pending: Are there any unresolved malpractice claims against you today, any clnims that have not been
finatly settled or finally adjudicated?

15) CLAIMS PAID
Has any medical malpractice claim against you (whether or not a lawsult 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,

o) Mew: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time peried?

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) Are there any criminu) charges pending agrinst you today?
¢) 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 facilicy, group practice or professional society or association?

19) Has your privilege to possess, dispense or preseribe 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 conduet 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? ;

11) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your rencwal date? [E/YH [ Neo
b) If no, are you requesting a CME waiver?

[ Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior
your license expirstion daie. (See Renewal Instructions, page 8,) :
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one) [ Inactive Staws [ Residency/Fellowship training

Page 3 of §




Massachusetts Physician Renewal Application
Physician Name: ALISA B COLDRERG License No.: 154551

"HYSIC FIL
M I have reviewed my Physiclan Profile ar profiles massmedboard.org and confirm that the information is accurate.
[ 1 have reviewed my Physician Profile and atrached a copy of the Profile with corrections.

[0 My status is Inactive and | do not have a Physician Profile, (See Renewal Instructions, page 10.)

CERTIEICATIONS

1) 1 certify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec, 51 A,
and 1 understand the punishment for failure to comply.

2) I certify that I have complied with my obligations 1o report abuse or neglect of disabled persons pursuant 1o G.L. ¢, 19C,
see. 10y and | understand the punishment for failure 1o comply.

3) 1 certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant to G.L. ¢ 194, sec. 15, and | understand the punishment for failure to comply.

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

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

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

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

8) 1 certify that | have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and |
understand that, pursuant to G.L. . 62C, sec. 49A, my license shall not be issued or renewed unless | make these
certifications under penalties of perjury.

9) 1 certify that | have complied with my obligations related 10 the reporting of employees and contractors pursuant to G.L.
¢.62E.

10) 1 certify that 1 have complied with my obligations related 1o the withholding and remitting of child support pursuant to
G.L.c. 119A,

11) I certify that T have complied with my obligations to file an Incident Report with the Board when certain adverse events
oceur 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 I practice repont certain Major Incidents 10 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 casg-information on me held by the Massachusetis
Criminal History Systems Board.

Diate: 315‘1?! 0§-

AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
HER PURPOSES.

Signature: (

MAKE A COPY OF YOUR APPLICA
RECORDS, FOR CREDENTIALING

Page S of 5




Massachusetts Physician Renewal Application

Physician Name: Alisa B Goldberg, M.D, License No.: 15455
PART A
1) Current Status; Active Renewal Due Date: 04/17/2007 Birth Date:

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

O Active L1 Retiring [ mactive O Do not wish 1o 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,
o ’ o Please make corrections (print)

2a) MAILING ADDRESS
1055 Commonwealth Avenue RECENED Mailing Address:

Boston, MA 02215
0% APR 18 2007 City/Town: State:

rd of Hﬁﬂiﬂl’lﬂﬂl‘l Lipe Country:

[ Chwck bieve 1o change this ndmjna in M!ﬂi cine

- AD A
2b) HOME ADDRESS Home Address:

City/Town; State;

Zip: Country,

Home Telephone: { )

Phone:

O Check Iere to change thiy adivess Home address cannot be a Post qﬂﬂ Box
2¢) BUSINESS ADDRESS Business Address:
1055 Commonwealth Avenue
Boston, MA 02215 City! Town; State:

Zip: Country:

Business Telephone; ()

Phone: (61 7)616-1628
D3 Check heve 10 change this addvess Business address cannot be o Post Office Box

Correct your E-mail and Fax Number belaw:
3 E-mall Address:

——
4) Fax Number;  617-616-1675

5) Specinlties (See Renewal Instrucifons, page 4.) Dolete? List Additional Specinlties:
Obstetrics and Gynecology (8]
(]
O

6) Current American Board of Medical Specialtics (ABMS) or American Osteapathic Assoclation (AOA) Information,

(g enclosed instructions and Renewal Instruetions, page 4.)

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below, Please add additional Certifications as required,
Board Name ABMS or AQA| Certificate/Subspeciulty Delere?
Obstelrics & Gynecology ARMS Obstetries and Gynecology ]

Oojo|g

Page 1 of 9




Massachusetts Physician Renewal Application

Physiclan Name: Alisa B Goldberg, M. D, License No: 15455
fsee Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numhers Corrections: ) Other states where you are pow licensed to practice
a) Massachusetts: ,E‘:'
b} Federal (DEA): 9} States where you were previously Heensed
¢) Federal (DEA) XS: CA

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, ete. 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 Internct-based preseribing services

or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary,

List the names of all _wurll sites in Massachusetts Loeation State Delete?
fSee above and dexeription on page 4,) {City or Town)
Brighan & Women's Hospital Byt b Py O
Clinic E}n‘fl@"\ MA O
0
0
Cl

11} Care of patients in Massachusetts (So¢ Renewal [nstrictions, page 4,)

Average weekly hours involved in: a) inpatient care 0 heswk Change 1o ______ hra/wk
b) outpatient care 22 hrsiwk Change to: hrsiwk

12) Medical Liability Insurance Information (Sge Renewal Insiructions, page 5.

ek one, Locum tenens must list policy dates, My medieal liability insurance i provided through;
gﬂlu rance Carrier fcomplete below)

Current Insurance Carrier: CRICO Chunge to

Policy dates:  From | / | 13003 710 | /3| / Joo¥ it ‘:,:“:"I P“"""f"“lm &
Type of Policy: [ Claims made with tail coverage E/Dccurrmm Policy (Motigwed Utinun « Fivt T

{Enclose o copy of the certificate of insurance or the face sheet) Wijua = (M fen

[ Letter of Credit subject to Board approval {(Amach a copp.)

[J 1 am registering with Active status but 1 am not required to have medical linbility insurance because | am:

Checkone; [ Not involved with direct or indirect patient care in Massachusetts
O A Government Employee under Federal Tort Claims Act (FTCA)

O Oherwise exempt (Please explaing

w)

13) Do you perform any surgery in your Massachusetis office? (Sge Renewal Insiructions, page 3.) 94;: [] Na
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8,

Page 2 of



Massachusetts Physician Renewal Application

Physician Name: Alisa B Goldberg, M.D, License No.:  15455]

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 Insteuctions, page 5.)

You must check either YES or NO to each question. Provide details on Form R if you answer “YES"
Renewal Instruetions for additional information and definitions.

o any questions, Refer o

YES NO

14) CLAIMS MADE
#) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that elaim, ar
has any medical malpractice claim been made against you during this time period? (see above),

b) PENDING: Are there any unresolved malpractice claims against you today, e, any claims that have
not been finally setled or Ninally adjudicated?

15) CLAIMS CLOSED

Has any medical malpractice claim against you (whether or not a lnwsuit was filed on that claim) been
resolved, settled, or adjudicated during this time perlod?

16) OTHER CIVIL LAWSUITS
Question 16 refers 1o claling or actions related to your competency 1o practice medieine or your
professional conduet in the practice of medicine.
a) Mew: 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 perlod?
c} Are there any eriminal charges pending against you 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, healih care facility, group practice,
employer or professional associntion?

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

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

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

19) Have your privileges 1o passess, 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 o medical license, allowed a license application (o become obsolete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed o surcharge or
co-payment, or placed any condition related to professional competency or conduet on your coverage, or

have you valuntarily restricied, limited or terminated your insurance coverage in response 10 an inquiry by
i medical lHability insurance carrier?

"23) CME CERTIFICATION:

) Hawve sou completed your CME requirements preceding vour rencwn! date? ﬁh’ O No

b} 1T no. are you requesting o CME waiver? O Yes [] 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) [ Inactive Staes [ Residency/Fellowship training

Page 3af 8




plication
Physician Name: Alisa B Goldberg, M. D, License No.:  15455] 't
PART C
Check One; PHYSICIAN PROFILE, o

ﬁ I have reviewed my Physician Profile at bt/ nrofiles, magsmedboard org and confirm that the information is aceurate. o
(Please note that if you changed or corrected vour business address, business phone number, practice specialty, board :
certification andior hospital affiliations on your renewal application. vour Physician Profile will also be updated. )

1 1 have reviewed my Physician Profile and attached a copy of the Profile with gorrections

El I

My staus is Inactive and | do not have a Physician Profile, {Seg Renewal fnstructions, page 11.) B

CERTIFICATIONS

1) 1 eentify that | have complied with my obligations to report abuse or neglect of children pursuant 10 G.L. ¢. 119, sec. §1 A, andl
understand the punishment for failure to comply,

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

3) 1 centify that 1 have complied with my obligations 1o report abuse, neglect or financial exploitation of elderly persons pursuant to
Gl e 19A, sec. 15, and | understand the punishment for failure to comply,

43 1 centify that 1 have complied with my obligations 1o report the wemtment of wounds, burns and oiher injuries pursuant 10 G.L. ¢, 112,
sec. 12A,

5) 1 certify that | have complied with my obligations to report the trestment of victims of rape or sexunal assault pursuam to G.L, e, 112,
sec. 12A 1/2.

6) T eertify that | have complied with my obligations o report a physician 10 the Board of Medicine, pursuant 1o G.L. ¢. 112, sec. 5F,
when | have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation,

71 1 certify that | have complied with my obligations related o charging and colleeting fees from Medieare beneficiaries in nceordance
with the Medicare fee schedule, ond | understand my obligations under G.L, e, 112, sec, 2

B) L certify that | have complied with my obligations to file Massachuseits tax returns and to pay Massachuseits taxes, and | understand
that, pursuant to G.L. . 62C, sec. 49A, my license shall not be issued or renewed unless | make these cenifications under penalties of

perjury.
9) 1 eertify that | have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10 1 certify that | have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.119A.

1) | certify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events oceur in my
private office, pursuant 1o G.L. ¢. 112 sec. 5 and the Patlent Care Assessment Regulations, 243 C.M.R. 3.00 ¢f geg. | understand that
the Patient Care Assessment (PCA) programs at the healih care facilities where | practice report certain Major Incidents to the Board.

12) | centify that | have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or ather
legal entity to which | have referred a patient for physical therapy services pursuant 1o 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, 1
wnderstand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal Hispopy Systems Board only and that it will not necessarily disqualify me from

licensure.
Lo o ook e [T __T__r_j_r‘_f_):}'

AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
OUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES,

Slignature: 4
En T -

MAKE A COPY OF YOUR AFPLI
COPY OF YOUR APPLICATION
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