REDACTED Copy

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

Physician Registration Renewal Application &

e
(o]
Before proceeding, please read the instruction booklet, !:.:E
* Copy this form and all atachments for your own records; you will need copies for credentialing and other purposes. :;ﬁ
r:p-;
* Remit $250.00 for renews) fee, * Return renewal application In GREEN envelope, ™"
* Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope /
Registration No.: 38877 Renewal Date:  05/24/2000 1. Current Status:  Active

If you want to change your current status, please indicate below: {Check one).
(] Inactive (see below *)

[ Active (I Retiring (see instructions)

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

Other Name(s):
3. A)Mailing/Business Address: .. Visiing Addrees
ARTHURGSPECTOR | "7 e City/Town: State:
oy e
S Zip. “Country:
,;\ i ip.  ____Country
A3
skt R
B) Hate Address: Wt oy = Other Address:
| g om || |Cimomm St
L AT
S i
Home Phone: . Home: ( )}
Business Phone: Business: (617 ) Lb¢- 1LED
4. A)Date of Birth: Sex: M gsl;?ofhinh: {Lﬂm?- I/ sex:[QM []F
B) §5#: T e e
Full Name of Medical School:
5. A)Name of Medical School:
Duke University School of Medicine
B) Year Graduated: 1973 C)Degree: M.D. Year Graduated: __ Degree: [] MD. (] D.O.
Code(s) Hours Per Week in Magsachusetts
O BG. b
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: OG Code:
8, Drug License Numbers, if any: -
A) Federal (DEA): yederal (DEA)
B) Massachusetts: ——
9. A) Other states where you are now licensed to practice
Abbr: VT Abbr: _Nowe.
B) States where viously were licensed to practice
Abbrier oY P b VT €T

[C] Do not wish 1o renew
Please make corrections (type ot print)

*If requesting status, you agree not to practice medicine, including writing tions, in Massachasetts.
req

L4



PRINT NAME AND NUMBER: Last Name: 5']‘ “Jm“f Registration Number: 38877 "

10. Current health care facilities at which you 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 facilities where you have admitting privileges (AP), Next i
each facility, write the approximate percentage of patient care hours that you provide in each facility.

Facility Code: 2 2/ (AP)_44_ % Facility Code:____/ _ (AP) % Facility Code:_____ /| (AP) %
Facility Code: __ 4/ ¥/ (AP)_| % FacilityCode:____/ _ (AP) % Facility Code:____ /[ (AP) %
[f 999, print name(s);

1. My medical malpractice insurance is covered by a) Insurance Carrier  b) [T} Letter of Credit

Mame of Insurer: EﬂMd__Ruk Tnsuvance (o of, Veampat, Te - Alternatively, indicate as follows:
Tam registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
) [[] Not involved in direct/indirect patient care in Massachusetis b} [[] Otherwise exempt
Please explain exemption:

12. Are you currently in & post-graduate training program in Massachusetts as a resident ot clinical fellow? (check one) [] Yes [FNo
13. A. What is your principal work setting? (See Table 4) v
B. Care of patients in Massachusetts (ses instruction booklet),
1} Average weekly hours involved in: &) outpatient care _‘:{“_hm’wk b} inpatient care 2.0 hrafwk
2) What is the approximate percentage of your patient care hours in primary care? |0 %

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 ageinst you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than a medical malpractice suit, which is related to your compeétency 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 soeiety or association?

19. Has your privilege o 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 & 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 ar have
You voluntarily restricted, limited or terminated your insurance coverage in response to an inguiry by a
professional liability insurance provider?

22, CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? 4 Yes [ 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,
*  Purguant to G.L. . 112, § 2, 1 will not charge to or coliect from g Medicare beneficiary more than the Medicare fee schedule amount,

*  Pursuant to G.L. c. 61C, § 494, to the best of my knowledge and betief, I have filed all Massachusetts state tax returns and pald sl
Mpssachusetts state taxes that are required under law, NOTE: This applies even if you reside out-of-state or out of the United States.

*  Pursuantto G.L. e 112, § 1A, I will fulfill my abligation to report abuse or neglect of children as required by G.L. c. 119, § 514,
s Ihereby certify under the penalties of perjury that all the informatlon on the Renewal Application and Forn R Is true.

2y L) Date; ()/J? ; 00

INCLUDE PART B, WITH YOUR RENEWAL APPLICATION

Signature;

YOU MUST SIGN A



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086
httpi/www.massmedboard.org

Physician Registration Renewal Application s

Before proceeding, plegse read the ins £ T T YT T L DR
need copies for credentialing and }“:'!L':"F’!HH’F e

greep envelope  wegks before your renews

* Remit $250.00 for renewal fee, Return renewal application in GREEN eavelope.

* Add late fee of 525.00, if necessary. Encfose check with coupon in BLUE envelope. o
Please review carefully the follo icy gnd completeness. Make any corrections or
alterations as regquired.

1. Cument Status:  Acgive Registration No.: 3gg77 Renewal Date:  s/a4m000
If you want to change your current status, please check one of the following boxes to indicate your gew status: (Check only one)
[ Active [J Retiring (see instructions) [(J Inactive (see instructions) [ Do not wish to renew
2. Other Name(s), if any, under which you were licensed: Please make corrections (type or print)
Other Name(s):
3. A) Mailing/Business Address: e .
ARTHUR G SPECTOR CistTom State:
Zip: Country:
Business Address. —
.B} Home Address: ciwnoml: State:
Zip: Couniry:
I:-:usinﬁa Telephone: (&t 7 3 LLS- 2500
Home AW
City/Town: State:
] Zip: Country:
Home Phone: Home Telephone: | ) .
: \ {781)863-2736
Buaincss Phone: : PLEASE NOTE: No P.0. Box addresses for home or
business addresses,
7.c i di ialti i i T
4. 2) Date of Birth; b) Sex: o wrrent A;nrman Board of Iéﬂ[;;;al Specialties Certification (See Table 2)
©1 S8#: 8. Drug License Numbers, if any:
5. a} Name of Medical School: a) Federal (DEA):
b) Massachusetts:
b} Year &El?ﬂé‘d?“f 5“*;;9,;"“%‘;“&5%: M.D. 9. &) Other states where you are now licensed to practice {Abbr.)
6. Specialty Code(s) (See Table 1) T ' T
Code(s) Hours per Week in Mass, b} States where you were previously licensed (Abbr. )
OBG © Obstetrics and Gynecology T TTVTer T
Q

10. Current health care facilities at which you 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 facilities where you have admitting privileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility).

Facility Code: $'3 1./ v(APYQ8 _ % Facility Code: 7 | / v(AP) | % Facility Code: ____/__ (AP) %
Facility Code: _ § 27V (AP) _I__ % Facility Code:___/__ (AP) % Facility Code:______/ __ (AP) %
If 999, print name{s);




PRINT YOUR LAST NAME: __ S | whv LICENSE NUMBER: _ 329 7 /

11, M}rmedicainmlptmtiGaUmeeismemdb}ra} Ijlnsu Can‘iai b) [1 Letter of Credit
Name of Insurer: (ontrollsd Risk Taguranca Co. of Veomont  aperaiiveny indicate as follows:

I am registering with Active status but I am not covered by medical malpractice insurance because [ am (check one)
a) [] Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt
Please explain exemption: L
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes [F] No
13. A. What is your principal work setting? (See Table 4) _| ()
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: 8) outpatient cere _ ¢ Zhrs/wk  b) inpatient care 3 fo hrsiwk
2) What is the approximate percentage of your patient care hours in primary care? {0 %

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally

settled or adjudicated, whether or not 2 lawsuit was filed in relation to the ciaim?

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 relation to the claim?

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency 1o practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated ar
otharwise 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 ar 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
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 Hability insurance provider?

22, CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? [ Yes (] 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 o G.L. ¢. 112, § 2, | will not charge to or collect from & Medicare beneficlary more than the Medicare fee schedule amount.

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, 1 have filed all Massachusetts state tax returns and paid all
Massachuaseits state taxes that are requived under law. NOYE: This applies even if you reside out-of-state or out of the United States,

*  Pursuantte G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and reminting Child Support.

*  Pursuant fo G.L. & 112, § 1A, I will fulfilfl my obligation to report abuse or neglect of children as reguired by G.L, ¢ 119, § 51A.

¢ I hereby certify under the penalties of that all the information on the Renewal Application and Form R is true.
Signature: G_L Y pate: 3 /% 0L

I, of any change of adaress

AILING.

Board Regulations require that yo

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE M
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, (0 I \ ((\%
PHYSICIAN PROFILE Mi&
(Information current as of 8/21/96) M ) 2

Arthur Spector

The ml‘ormnnnn in Secti

I, Il and H1 has been provided by the physician.

Insurance Plan
LT S— G 7 . iliatiors
Lexington, MA 021 73-3409

US.A.

(617) 8E2- 1404

Hospital Affiliations

Mount Awbirn Hospital

Martha’s Vineyard Hospital
Clinie

Accepting New Patients? 7 ‘[2£5
Accepi-Medicaid? T Yeg ’

1. f AN

Medical School:

Duke liiversity Seli aﬂi of
Post-Graduate Training:

Beth '-—Lam.% jCsdmey @) 7Y-78
Photmt Au‘a..um In‘v'sc ffzm !

t znl.w'.‘t/ 23-7Y

L SPECIALTY BOARD CERTIFICATION
tihstetites And Gynecolpgy Bosrd Of Obstetries And Gynecology

v, HON N S

Up to six entries may be inciuded. Completion of this portion of the profile by the
physician is entirely voluntary.



Arthor (. Spector

Y. FESS PLUBLIC. S

Up to six articles, books or other publications which have been reviewed by a
physician’s peers prior to publication may be included. Completion of this portion of the
profile by the physician is entirely voluntary,

VI, MALP Tl INFORMATION

Some studies have shown that there is no significant correlation between malpractice
history and a doctor's competence. At the same time. the Board believes that consumers should
have access to malpractice information. In these protiles, the Board has given you information
about both the malpractice history of the physician's specialty and the physician's history of
payments. The Board has placed payment amounts info three statistical categories: below
average, average, and above average. To make the best health care decisions, you should view
this information in perspective. You could miss an opportunity for high quality care by selecting
a doctor based solely on malpractice history.

When considering malpractice data, please keep in mind:

e Malpractice histories tend to vary by specialty. Some specialiies are more likely than others
to be subject to litigation. This report compares doctors only to the members of their
specialty. not to all doctors, in order to make the individual doctor's history more
meaningful.

o This report reflects data for the last 10 years of a doctor's practice. For doctors practicing
less than 10 years, the data covers their total years of practice. You should take into account
how long the doctor has been in practice when considering malpractice averages.

e The incident causing the malpractice claim may have happened vears before & payment js
finally made. Sometimes, it takes a long time for a malpractice lawsuit to move through the
legal system.

e Some doctors work primarily with high risk patients. These doctors may have malpractice
histories that are higher than average because they specialize in cases or patients who are at
very high risk for problems.

e Settlement of a claim may occur for a variety of reasons which do not necessarily reflect
negatively on the professional competence or conduct of the physician. A payment in
settlement of a medical malpractice action or claim should not be construed as creating a
presumption that medical malpractice has occured.

e You may wish to discuss information provided in this report, and malpractice generally, with
your doctor. The Board can refer you 10 other articles on this subject



I. PHYSICIAN INFORMATION

L ARTHUR
First Name

Muddle Initial

Last Name

16663.0000

v SPRCTOR i,

Mass License # 38877 . ... . . .
License Starus_. Active

114 Waltham St.
Lexington, MA 02178-5409
U.8.A.

(617) B62-1404

Muake address corrections heve: .

Insurance Plan Affiliation:

1., EDUCATION & TRAINING

. Duke University School of Medicine
Madicar Seisar o QL LN

NG R oCHE e ™
"ﬁéi';"éfﬁiﬁ?ﬁ;iﬁﬁﬁi}f}r"w" e 445 AL AL b e

Rt‘:‘.i‘ltft’m'lrﬁﬂgmmﬁj_ et

ﬁé:ﬁ&éﬁi}} ngmrm!iﬂ I
I11. SPECIALTY
Primary Specialty:

Secondary Specialty;

Obstetrics and Gynecology

Muake any corvections here:

Board of Registration in Medicine

First Issuc Date  07/13/89 .

Hospital Affili

Mount Auburn Hospital
Martha’s Vineyard Hospital
Clinic

Muake emv corrections (o abenwe fere; ...

Li mn I

Accepting New Patients? E’_']ch [ Na

Accept Medicaid?

m\"cs [ Ne

(Please correct a5 necessary)

ey MD
eyt

Start

g

BOARD ICATION

R

Certifving Board Name:  Board of Obstetrics and Gynecology

Certifving Board Name:

Make any corrections here:

Physlcian Profile



© 18663.0000

IV. BOARD DISCIPLINE

Final Decisions and orders issued by the Massachusetts Board of Registration in Medicine.
Nature Date Board Action

V. HOSPITAL DISCIPLINE

H i Disciplinary Acti
Preterm Health Services 06/01,/94 Education/Monitoring

VL. 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 anv criminal convictions. Include conviction date and natre
ofcomplaint

Vil. MALPRACTICE . .
Mo. of Years in Practice: #
Details of claims paid for Dr, SPECTOR

Date .o AmountPaid 00000 Basis for Complaint
Datg Atount Paid . Basis for Complaini e
Date AmountPaid Basis for Complaint ~ o
Date Amount Paid Basis for Complaint = = o
Date ~ooAmount Paid Basis for Complaint
Date.......... o Amount Paid Basis for Complaime .. . oo

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

Awards, Honors Publications

Note: Please return the survey in the enclosed envelope to:
Atlantic Associates, Inc., 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
M

Registration Mo, Siatus Fee  Renewal Date  Late Fee
__ 38877 ACTIVE $250.00 05 Eg;; 595 $25.00 Correction OfMiiEﬁ Address
Mailing Address: Address (Mailing):
ARTHUR G SPECTOR, M.D.
’ City/Towm:
State:
Country:

Directlons: Before proceeding, please read the instruction booklet. Some questions ae optional.

* Fallure to renew In s timely manner will cause your license 1o lapse and may affect your
ubllity to practice medicine in the Commonwealth. (Ses enclosed letter).

* Add lute fee If necessary.

-Malunmpyufthhfnrmmdnﬂummrwmrmmdu-muﬁunMcopmﬁ:u
credentieling and other purposes. The Board will charge a fes for each copy it provides.

* See instructions on detachable coupon at botiom of this page,

Pre-Printed Information Correctlons of Pre-Printed Information. -
1. Other name(s), if any, under which you were licensed: T U
i 3 3o
2. Businesg Address: me
— City/Town: _u.xm#‘-
State: il YV 7ip g2l 77
Country:
3. Date of Binh: Sex: M I'.'fmol‘Birﬁ{M!Dﬁ’}: —_—t _ Sex(MFy:________
Lic.Issue Date: 07 /13/89 55# Lic. Issue Date (M/D/Y): L L. SS#:
Home: Business:
Home P Busineas Phc () siness: ()
(617)863-2736 (617)862-1404 Full Name of Medical School:
4. Name of Medical School: '
Duke University School of Medicine
Year Graduated; Degree (MD/DO): | e
Year Graduated: 73 Degree: MD
5. u) Other states where you are now licensed to practics (Abbr): YT
b) States where you previously were licensed to practice (Abe): T
6. Specialty Code(s) (See Table 1); Code Hours per Week in Mass.
0BG 44 Obstetrics and Gynecology If OS, print specialty:
7. 1f you are currently American Specialty Board centified, enter codes: (See Table 2)
Code: DG Code: Code: Code:
8. Drug license number(s), if wny: ) Federal (DEA) Fedoral (DEA):
b) Massachusetts Mass:

9. Activity Stams: I am applying to be registered with the following staws: .&E’I‘Iﬂﬂi INACTIVE
» Lhereby certify tlnti'ruquuﬂ.;lmununtqlﬁumwumamﬂhgllmﬂn;wwmwrmﬁnm,mmm. @ :



PRINT NAME AND NUMBER:  Physician Last Name: _ 2 f‘“" o Registration Number: _ 38877
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 Table 3 and check 9:& next to those facilities where you have admilting privileges (AP),
Facility Code: { ~Z(AP)  Facility Code: e e e | (AP} Facility Code:! e e e | e (AP}

I£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: . Pacility Code: e o o Facility Code: — . ___ Facility Code: e Facility Code: —_ ___ ___
If 999, write name(s):
11. My medical malpractice insurance is $m by (a) Insurance Carrier _*"f_ (b) Letter of Credit __  If applicable, check one.
\

List Insurer:
Alternatively, indicate as follows: | am registering with ACTIVE status, but | am not covered by medical malpractice insurance because I am
(Check One): (i) Not involved in directfindirect patient care in Massachusells:  em———— {ii} Otherwise exempt:

State bow otherwise exempt:
12. Are you currently in a posi-graduate training program in Mass. a5 a resident or clinical fellow?  Yes —_— Mo .K: {Check one)

13. 8) What s your principal work setting? (See Table 4y 2= O

B} Cure of patienix in Massachussns (Ses instruction bookiet.)
i) How many hours per typical week are you currently involved in owtparient care in Mass?) {Z hrefwk
i) lknvmmyhnunpwqpicﬂwukmmmmﬁyhvolwdmﬁwpaﬁtmmmuus? hrsfwk

Ly Appmxmmywhupwmugaufymwpmmtwahmnminpﬁmuycm? o0

{See instructions for definition of primary care.) { o
Questions 14 through 24 refer to the past two years only. Check either YES or NO (NOT N/A) 1o each question. Provide details on
Forms R-1 and R-2 for all YES answers, [Rel the ins ! y !

[ INTHE PAST TWO YEARS: ]

ewdi
14. CLAIMS MADE: Has any medical malpractice claim m;ﬁc&nﬂwu which has not yet been finally settled or
adjudicated, whether or not & lawsuit was filed in relation to the claim? ...........
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 claim? - : (IR P
16. Has any lawsuir, other than a medical malpractice suit, which is related to your competency to practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or been setiled, adjudicated or otherwise
resalved? ... R . e e 4 £ b b e e e er s e seases
17. Have you been charged with any criminal offense, other than & 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 praciice or professional society or association? »
19. Has your privilege to possess, dispense or prescribe confrolled substances bean surrendered o or suspended, revoked, danicd
or restricted by any state or federal BEENCYT ..o snsinseseeeessen s - R
20. Have you withdrawn an application for & medical license or been denied a medical license for EUV T SRR
21. Has any professional liability insurance provider restricted, limited, terminated or imposed & surcharge on your coverage or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by a professional
liahility insurance provider? eeeis st O SE— -
21. Have you been diagnosad with or do you have & medical condition which Kmits or impairs your ability to practice medicine?
23. Have you engaged in the use of any chemical 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 eny reason other thean & medical
25. 1 have completed my CME requirements in the two years preceding my renewal dite:  Yes _li.. No, waiver requested
No, raining program exemption (see instruction booklet),
If requesting a 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. ¢, !lzm.LIwmwﬂlmhwmmMnlmmurymnﬂm the Medicare reasonable charges.
* Pursuant to G.L. c. 62 C, sec. 49A, | bereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
1 have flled all Massachusetts state tax returns and pald all Massachusetts state taxes that are required under law. NOTE;: This applies
even Iif you reslde cut-of-state or out of the United States.
* Pursuant to G.L. ¢. 112, sec. 1A, I hereby certify that T witl fulfit my obligation to report sbuse or neglect of children as required hy
G.L.c. 119, sec. S1A.
+ Ihereby certify under the pains nalties of perjury fhat all information on this form and Forms R-1 and R-2 Is true,

Signature: , Due: S/ /0] 76




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

Rggisﬂzll.im No. _Slglus Fec Rmﬁm’l l;f!fﬁ Late Fee Cumcﬂudﬂﬂﬁiaddnw
L P R T ﬂ”lj.ﬂr;m Ll A ™
ey - Address (Mailing):
N N TR IR City/Town:
State:
Country Code (See Table 1)

——

_————
Directions:  Staple check to bottom of form. Add Inte fee If necessary.
* Questions 1-8 include information from Board files. Please correct s necessary in the boxes

provided on the right hand side of the page.
* Before proceeding, please read the instruction booklet, Some questions are optional,
-Mlhampyuflllsfarnndnl-m-unufwymrmremrds-yuuwillmdmpim
for credentialing and other purposes. The Board will charge & fee for each copy it provides,
-Ermlus:mcm.ﬂﬂmlfuh@rmmsnfaurdﬁcdchmt.muwyordﬂorpﬁsmmkmadc b W
payable to the Commonwcalth of Massachusetis. e

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

Name:
2. =) Address (Home): Address (Home):
Ciry/Town:
State: Z[p;
Country Code; If 999 print Country:
. Address (Business):

b} Address (Business): City/Town:
Tha  alLTHAM STRL:T Country Code: I 999 print Country;
Lol T0e Ha eV 7

Daic of Birth (M/D/Y): —d L Sex (MfF):

e g
Telephane Number: Telephone Number:
clep ’ . Home: () Business: { )
Home Busingss
el uee=Taus Full Name of Medical School:
4. Name of Medical School;
cud dtiiversity Conool of houicing
Year Graduated: Degree (MD/DO):
Year Graduated:y . Degree: «
3. a) Ukher states where you arc now licensed 1o practice (Abbry T
b) States where you previously were licensed to practice (Abbr): (- +
Code Hours per Week in Mass,
6. Specialty Code{s) (Sec Table 2): e —
Code _Hours per Weck in Mass. ————
. ; _ [¥ 08, print specialiy:
; 48 Hrstrzirics anw uynesolony

7. &) If you are currently American Specialty Board Certified, enter Codes: {Sec Table 3)
ode: 1 Code: Coude: :
b} If you previously were American Specialty Hoard cortified, but are no longer,
please enter codes of prior centification: (See Table 3)

£

Code: Code: Code: Code:
8. Drug License Number(s), if any:  a) Federal (DEA) : Federal (DEA):
) Stae {MA) Suate (MA):
- —

9. I'have completed my CME requirements in the two years preceding my roncwal dale:  Yes — i No, waiver requested
You must fill out a separate Waiver Form, The waiver must be granted by the Board before your license will be renowed. See instructions for
CME requirements. Do not submit documentation of your CMEs with your renewal application. Sraple C | -




PRINT NAME AND NUMBER:  Puysician Last Name: ____ 2 PECTORS  Regicwration Number: 3887 7
T
10. Activity Status: I am applying 10 be regisicred with the following status: Active . Inactive :
= T'hereby certify that if requesting Insctlve status, I will not practice medicine, Including writing prescriptions, In Massachusetts.

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER _'/_‘or (1) LETTER OF CREDIT____ If applicable, check one.
Listlnswer: _Covtralled Risk Tnsuawge G0t (cgico) -
Alternatively, indicate as follows: | am registering with ACTIVE status, but | am not covered by medical malpractice insurance because | am
{Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS: (ii) OTHERWISE EXEMPT: e .
(Swie how otherwise exempt);
12. Current Health Care Pacility Affilistions. Supply the codes from Table 4 and place a check mark next to those facilities where you have

admitting privileges (AP). .
Facility Code: O 7_ L1 2T (AP) FPacilityCode: & 1. 2 / < (apy  FaciyCose L 9_ L/ __(apy

Facility Coder e o [ e (AP) Facility Codé: e e e | — (AP) Facility Code: e e [ o (AP)
1£ 999, print nemels):
Mﬁmﬂhnspiuhatwlﬁchyoupmﬁwsl}rhﬂdp:ivihgesmdallwrheﬂmcutfuﬂiﬁﬁmwichyunwcmimdhdmpmﬁm.

(Sec Table 4.)
Fagility Code: —— e . Facility Code: . Facility Code: . Facility Code: —____ ___ Facility Code: _____ __

1f 999, write name(s):

13. Are you currently in & post-graduate training program in MA as a resident or clinical fellow? Yes___  No_v”  (Check ane)
14. a) What is your principal work seuing? (See Table 5) _&_ _O
b) Careof patients in Massachusetts (MA) (See instruction booklez.) )
i) How many hours per typical week are you currently involved in oulpatient care in MA7 22 hrsjwk in MA
il) How many hours per typical week are you currently involved in inpatien care. in MA? 2% hrs/wi in MA
Questions 15 through 23 refer o the past two years only, Check either YES or NO (NOT N/A) to each question.
Provide details on Form 15A for all YES answers. Refer lo the instnuction booklet for sdditionsl information
YES NO

— . Made, o Popduy , Ves
15. Has any modical malpractice claim m@qu you, whether or not a lawsuit was filed in relation 46 the cleim? ...

17. Have you formally been 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?, ——

18. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
or restricted by any state of federal AEENEYT ..ovveoveerreresne s oreeseen sasasens S -

19, Have you withdrawn an epplication for a medical license or ~=n denied a medical license for any reason? ..o,
20. Have you had any mental illness which has impaired your ability to practice medicine or to function as & student of medicine?
21. Have you had en organic illness which has impaired your sbility 1o 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 alcohol or drugs? bbb
23. Has any professional liability insurance provider restricted, limited, werminated or imposed & surcharge on your coverage?......

. Pnrmmmﬁ.l.c.llz,m.z,lwillnuehnrgemmmﬂmfrmnhldtauhnaﬂdurrmmthnthmdhnumabhchm

* Purseant to G.L. c. 62C, sec. 494, I hereby certify under the penalties of perjury that, to the best of my knowledge and beliel, T have
flled all Massachusetis state tax returns and pald all Massachuselts state taxes that are required under law. NOTE: This applies even If you

resbde out-of-state or out of the country.
+ T hereby certlfy that I will fulflll my oblgation to report abuse or neglect of children pursuant to G.L. c. 119, sec. 514,

-.[hu‘;urﬁbunﬂwﬂemﬂmnlpnjlqtlnui ation on this form and Form 15A is true,

Signanire: M_Lw C'-: , 5{% hey Date: S ! ¥ Efz




Commonwealth of Massachusetts Board of Registration in Medi~ine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1991-1993 Physician Registration Renewal Application

Aegletration No.  Status Feo Renswal Dato

. For Otlfice Use Only
8377 ACTIVE $180 0 MR — lﬂtﬂ_,f_
Dr. ARTHUR G SPECTOR " Pr. f"‘ S S
e Bk. :fﬁ’ e
Ch. f i
7 DE. A
m'uhl: - . .
« Quostions 1-7 ialsdks informaton from Board iss. Please K ENTEL

« Bafore procoeding, ploase read the instruction booklot P
= Anewear all non-optional questions completoly. (The instructions Sk it
» Make a copy of this form and aif attachments for your own records- ;
$3.00 plus posiage for each copy fumishad.
. a‘mﬂﬂ?a mesis of &

clivity Status:
| am applying 1o be registerad with the following status:  Active v
Ihimhyurﬂlyﬂwtlnmm&ulnmﬂvuhmn,lwllnutpruﬂmmdﬂnhﬂnuﬂmm

Inactive

Pre-Printad Information Cotrsctions of Pre-Prinied Information

1. Odher Nameq{s}, if any, under which you were licansed: Namea:

2. &) Addreer {Homa): Address;

City/T:
State; Zip:____
— Country Ceda,_________ (If 990 writa Couniry),_
2. b) Address (Businass): Address: .
City/Town;
State: Zip:
Country Code: {if 988, write Country):

3. Date of Binh: Sex: M | Date of Birth (MO/Y): ! i Sox (MF)______|
Ue lssue Date: 07 /1 3/ 5%  SsN& Lic. lssue Date(MONYY: ____ ¢+ ¢ 85N #:
Telaphone Number:

Home Busingas Home: { ) Businsses: {_ ¥

(617)862=-1404
4. Madical School Code:N{ Q07  Year Graduated:7 3 Degree: MO |SchoolCoder__ Yoar Geaduated:__ Degrae (MD/DO)_____ |

Name of Schoo|: It 58298, write School;

Quk2 University School of Medicine
E.l]%rmmmrwummﬁcanudwprmﬂwwbﬁ:vT — e e e
b) States where you previcusly were licensed 1o practice (AbbAL T — e

6. Specialty Code(s) (See Table 3).

TG “J Ubstetrics and Gynecolo ¥ ————

o —

It OS, write spocialty;_

7.8) Ara you Ametican Speclalty Board Cerlified? [Y/N) ¥ Th) I YES, Enter Codes:
Code: 05 doarc of Obstetrics ang Gynecolouay Code:

Coda; Code: i
8. Drug Licenss Number(s) {if any) joptional): ) Federal (DEA)__ e b)Howmany DEA nos. doyou have? _ |
o) State {MA) ¥4 e
9. | have complated my C.M.E. requirements in the two years preceding my renewal date: YES, '-'/ Waiver Fequested___

{You must fili out a separale Walver Form. mmmmwwwwmmmrkenMMﬂbaMJ Seg instructions for CME
raquiremants. Do not submit documentation of your GME's with your renewsa/l application,
30M - /B0 - PH13GTY [ For Office Use Only: Waiver Granted Data; f i1




FiLL IN D NUMBER: =
o s STECTOR regursinto 3 2 5 7_7

10 My madical malpractics Insurance is covarad by (a) INSURANCE CARRIER. v o (b} LETTER OF CREDIT______ If applicabls, check one,
Listinsurer:__Controlled Ruck, Tnsurmnce Co. Lid (cRrico)

Altematively, indicate as follows: I am registering with ACTIVE status, but | am nat covered by medical malpractios Insurance becauss | am {Chock one):
{i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE: * (iiy OTHERWISE EXEMPT:

&

(State how otherwise exampt):

1. Cument Hospital Affillations (Supply the codes from Tabie 5 and piace
Facllity Code: D 7 | /. AAP) Facilty

116 050 faciltios whare you have sdmitting privileges (AF)
¥ Fadlity Code: ____/_(AP)

Facility Code: __ __ f__(AP) Facility Coda: Facility Code: e AP}

i 299, write Namae(s); »

Fiaional Hospitals at which you greviougly hold priviagss and ather Healih Gyre Facilties with which you wero essociated fn e past 4 yours,
Facity Code: ] 8 Faciycose: 00 [ FalyCode: _____  Faclity Code:____

I 898, wiite Nama(s);

12 PutGmmeMhmmmmn]mfrmwmw; S
ﬂhmnwﬂinap«w“m&umhmntmm«mmﬂ? Yas Mo__ ¥ (Check one.)
b) fyou sre in a MA program, are you & I} Resident____ ) Clindeal Fellow___ or iil) Research Feliow___7 (Chack one.}
¢} Hmumnnymwuﬁmmnmapwmnuﬁmmu-muﬂwpmw hra Awk. in MA.

13, Carg of Patients In Massachusstls (MA) (Sge instruction booklet )
@) How many hours per typical week are you cumently invoived in outpatientcare in MA? 2 hra.wk In MA.
b) memwuﬁwm“mmmwmﬂpﬂﬁmmhM? in MA,

14.  Principal Wark Satting.
a) Whatis your principal work satting? (See Table §) - O

18. Has your privilege to passess, dispsnse or prascribe controlled substances been suspendad, revoked, devied, restricted, surrenderad,
whummwmwmmwusw«wommﬁmmmnmw? ......................................... .

18. Have you withdrawn an application for a modical licensa or bean denled a medical licanse for any LT 1+ T

Pumuuthll.s.l.mi,luﬂrmlmmmwmm:mmnﬂlWMMnmnHmuwmmmm.
Humntuﬂ.ﬂ.!..n.mmIwﬂfgr-ndummamm.hmrmmtmmlhuﬂﬂwmmmb

tax redurns nﬂnﬂmrﬂuumnmlhhumﬁluuwhﬂ undsr low. Hﬂfs:mw-mltquuMmumﬂh
eountry.

I certify that | will huifilt my obligation to report sbuse or naglect of chikdren pursuant fo M.G.L. 0.116 asc.5TA.
Ihmwﬂlyuni-rmmunﬂwhwmuﬂ on this form and Form 154 s true.

Signatura; MMG—E’Jr e v S 415 T




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 instruction booklet,
* 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 renewal feé. * Return renewal application in GREEN envelope.
* Add late fee of $25.00, if necessary. * Enclose check with eoupon in BLUE envelope.
Registration No.; 3 8877 Renewal Date: 05/24/1998 NECEIVE
1. Activity Status: Active [ Retiring (see instructions) ‘ D , o
(Checkonlyone) [ Inactive *(see below) [ Do not wish to renew ; R
2. Other Name(s), if any, under which you were licensed; Correcﬂull Eﬂh"‘tﬁlﬁ'fﬁhﬁm .
Other Name(s) ' TRMETICINE —
1 A)}"[ail ing/Home Address:
Mailing Address:
ARTHUR G SPECTOR, M.D. City/Town: State:
B Zip: Country:
B ess Add
usin Tess: Other Address: ¥ 93 Cam ¢ St

BED briely
x,mggm yzr’ﬂ 02173-5409 City/Town: Cambridye State: YM4]
54

Zipp  _®1139 Country: _ W% S

Home; ( )}

Home Ph
Business Phone: {781) 8623404 Business: ( 17 )_Y9F /60
" Date of Birth (MD/Y): /[ Sex (M/F):
4. A) Date of Birth: C) Sex: ILic. Issue Date (M/D/Y): __/__/  SS#:

B) Lic. 1ssue Date: 07 /13 /89 D) ss#:

5. A) Name of Medical School:
Duke University School of Medicine

| Full Name of Medical School:

B) Year Graduated: 1973 ) Degree: MD 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. —
OEG 44 Obstetrice and Gynecology

1f 08, Print Specialty: _
7. Current American Board of Medical Specialties Certification (See Table 2)
Code: OG Code: Code: Code:
B. Drug License Numbers, if any: -
A) Federal (DEA): ;ﬁdﬂ_‘" (DEA):
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; €T Abbr: ___ _

*H requesting Inactive siatus, you agree not to practice medicine, including writing prescriptions, in Massachusetts




PRINT NAME AND NUMBER: Last Name: _ S PECTO- Registration Number: _ 359 77
10. A. Current health care facilities at which you have completed the credentizling process for the provision of patient care, Supply the codes from

Table 3 and place a check mark next to those health care facilities where Eou have admitting privileges (AP), '
Facility Code: ! 0 B/ (AP Facility Code: __ Y 2/ ¥{AP) Facility Code:____/ _(AP)
Facility Code:__ 7 | { ¥(AP) Facility Code: 4 _1_ bl (AP) Facility Code:_____/_(AP)
If 999, print name{s): N

. Additions! health care facilities at which you previeusly held privileges or with which you were associated in the past two (2) years.
(See Table 3)

Facility Code:____ Facility Code:
If 999, write Name(s):
18, My medical malpractice insurance is covered by a) i.. Insurance Carrier b)) Letter of Credit
Name of Insurer: CRico
Alternatively, indicate as follows: [am registering with Active status but | 2m not covered by medical malpeactice insurance because
1am {check one) a) Mot invelved 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. as & resident or clinieal fellow? {check one) O Yes E‘f‘«lo
13. A. What is your principal work setting? (See Table 4) 2 ©
B. Care of patients in Massachusetts (see instruction booklet).
1y Average weekly hours involved in: a} outpatient care ELthk b} inpatient care le"hramrk

2) What is the approximate percentage of your patient care hours in primary care 7/ 9

PART A
Mﬂiﬂﬂm&ﬂw.ﬁﬁwﬁi&w either ¥ gu_,_nhm_utm

details on Form R for all YES answers except for guestion efer to the instruction boo!

Facility Code:__ ___  Facility Code:__ __ __ Facility Code:__

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

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

I6. Tlas 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 apainst you or been settled, adjudicated or atherwise resolved?

I7. Have you been charged with any criminal offense, other than 2 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 to possess, dispense or prescribe vontrolled 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 o medical license for any reason?

21, Has any profiessional liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or
placed any condition related to professional competency or conduct en your coverage or heve you voluntarily restricted,
limited or terminated your insurance coverage in response to 8n inguiry by & professional liability insurance provider?

22, Have you completed your CME requirements preceding vour renewal date (sce instruction booklet)? i
[0 Waiver requested  (waiver form due 30 days prior to date of license expiration). [ Tralning Program exemption

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

Wi Date:_ S / 1 9F

Signature

e e e e, o i s 4 o o e - T e e e e S e L e EE e e e im. e e e e & e e e mrg e —— —



L Answer all poa-petional questians (Dol 4R Back of o complrisl—it I not adequate to pate that the Board siraady has the information.
. &ign the appicanion of the boirom of pege one and 1 in the punber of stiscied Dages In Ew paragrEph kbove the igTina.
. Muky & copy of s formn And af asichit fov JOO Swn Mootis-pou MU phve bospintls and other eaith cans faolities ooples for oredantialing pwposes
. Engipes the 5125 fes oy means of & certifled shack, money order of plreons! cheak mate payabis fo he Commonweaith of Massachusetts,

1. at ame (aST)_ €A O vty At e G

1. ) Drhar Kamaie), i any, tht you wan e licensed andir;_

2, al Address (Mallingl_

2 b} Addreas (Home): Sowi g

2-&]Mﬂhﬂwir S T —

2 d) Telpnone {Business): (2 02T 23 - | § 3 Bension______ 2 9) Taiuphans iome) fOptional): .

2. Dute of Bieth (MO/DA/ YR 4. Bax MALEYS FEMAE 8. Backal Becurty No. (Optinaly T

&, 8] Mecical Sonoct Gode (See Tae 1k £ 007 #2006, wrie Name:
& bl Yeur Graduand; (73 8. & Dagres: MDY RO__

B o) Counbry: US.XC Cansde__ Code f Dther (See Tatle 3j: ___ 250, write Nams: MA
7. Wark Setting [Cimie £00 indioats Persanis) of Fractics Time):
10 Hosgital 20 o 18 Privats Offios 0w 20 Pastnership /Group Praceice %
28 Thinke = 30 Manial Henith Condar = 25 Nursing Homs %
A0 HMD Faciityy % 45 Edundional insttuiion % 50 Mdica! Sodlety *
55 Ligvatnmant Faiity % &0 Mant/Comemarcial Satiing = % Other ®
B. Prodesusnal Activity (Cirode and indicals Percant() of Professions! Time): B &) Mass. Lio, issus Date
10 Fealdent or Fellow * 20 Praction invohving Diect Pasent Cane~ J D % {oe your wall castticate)
30 Adminintrathes Activitien /0 % 40 Madioa! Taashing % MMOYOANYRE__ 7
50 Medicel Ressdrth % W Other *
2. Specisity Code (See Tabk 35 B ( Peroartt of Practios Tmw: [ S O%  Spwolalty Cadwe: _____ Peroant of Practice Tima: %
B O, apacil: HA
10 a] A6 you Amarican Boeoialty Board Cartifed? (v | 10 b} i YES, eluie which Boardiy):
A Bosrd of Mlergy & immunology Board of Mucksar Medioine PE Board of Plastic Burgary
A Bowrd of Anssthesiclogy Board of Dbatetios & Gynaoology Pl Board ol Prveniive Mesioine
CRE  Bowd of Calon & Rectal Burgery Beard of Ophthaimalegy Ph Bomrd of Parjohiatry & Meurmogy
] Board of Dermaiciogy D8 Board of Orthopadio Surgesy R Bowrd of Fadiclogy
EM  Board of Ernerganey Madicine 07  Board ol Owlaryngology & Board of Burgery
FP  Boand of Femiy Praction PA  Board of Pathology T&  Bowd of Thoresks Burgery
1M Board of inlarnal Medicine PE  Board ol Pediairios u Board of Urakogy
K3 Board of Neurclogioal Surgey PMA  Board of Phyaical Medicine & Rehabiitation

1. mwm&wmmmmmmmm Care Faolilties with which you i asaoolsind: M#J_E*m Tima at sach

Seo Tebis 4.)
FI.B"']I’ ﬁj e ‘,( Mwm__.__ I Faclitty Cods: %
Fecilty Coce: ______ Facllity Code: ___ ____ % FuclityCode: ____ ____ %

¥ 525, wrte Mame(s): e —

11, b} Additianal Hoaplials sl which you Rrevigusly hetd prvileges and ather Haatin Cars Fasilfies with which you wike kacciatid In The past 20 yeers.
[Sew Tabis 4.)
Facty Goon:© 7 | Faciity Cooe: b Fasity Coce: 0 | wm‘_’[ﬂﬁ“l Fucllity Codw: _____

B 593, wiks Namais):

* | heraby oartty that If requasting INACTIVE ssatus, | will not pragtios medicine in Massashusetis.
pmmuu.n.l.ummummn:mm-uumm“cmummmmwm

Pursuarnc ta MG.L & 62 sas A0, Loarity under the pumaties ofpo B B B you reals ok hate o O of e co0RrY.

| haraty gariiy the that all Information on this lerm—front and bechand (4] piteched oeges—ia true.




E

Masszchusatts Board of Registration In Medicine Lapsed Licenss Application, Page 2012

Fili int name and numbar.  Plrysiolan Last Hame: EFE"* wmmﬁj’_ﬁjj

12 .mmmmmmmwwmmh v o

12 bl Siains whare you previously were oansed 1o practs abrevien), (Wt €T _

12, tam applying % be regisianed with the foliowing stais: ACTVED Mmm. 14, &} through ).

14, &) | mwwmzmmuwﬂﬁmm«thMJ Mt“‘ hes,, mmu

hre., (Riak-Masagamant: £ he)  Fesicency Program in: : Wiher R 2 (You mutl

14 et woparate Walver Form,)

14. &} My mecioal malpractio irsurance Is covared by INBURANCE CARRIERY, LETTER OF GREDIT___. ¥applicatie, clwek ane and danty the
name. inswar__ PHICO Instiution lssuing Later of
Cradit; Abmmathely, incicate &y follows: i am repistering with ACTIVE ssatus, but | km rad
mwmmmwmlm&mmmmﬂmmmmm OTHERWISE

EXEMPTED __ (Sunte ow)

) %
1] ¢rhmummn mm L H.dllbﬂnummmeuﬂlimﬂﬂmth:Hdm

Questians 13 throwgh 17; Chack althar YES or NO frol M4 io gagh qiesiion, Frovice cetells on Fomm 154, stteahed.

You Mo
15.m-ﬁvmm“mm“qnmmumm1.m fwhathine o not s ieweult was filed i ebation to e

u.mmmmyum.umnmmmnrmmﬁﬂmwmm .......... -
v aﬂﬂﬂ"&ﬂ 13 TS By g Dovermr et Suhony, Foamris e P o3 ationa-Ses iwrvton) been aker, mbarmational

Hmm'rll*hmmuﬂnmmﬂm-1nm.

Cuestiong T8 - 24: Chack aither YES or MO ot N/ o giich queniion. Provice desaiie in S et seciion, Yo Hp
" mw Been Calid beiors wmmmuwm mnm"m o

mmmwmumhuanﬂﬁmﬂﬁuwmhmm
mmwmmwml“uﬂﬁh“ﬂmﬂhnnﬂunﬁﬂuubm--mdm ...... 1
al,Hmmwuh-u-rrﬂmmmmmﬁtﬂrummwum”-mdmﬂﬂnﬂuuum...
2. Are you Naw, oF have you bean in the past, dependen! upan akoohal or druge?
23 Have you evar, for any reason, lost Amenican Speciatty Board Cartifaston 7. J—
24. Howe you been danled requined seoertiication by one or mom specialy boasds? HYES, imBoantek _ _ _ SR




Commonwealth of Massachusetis Board of Reglstration in Medicine
Ten Wast Street, 3rd Floor, Boston, Massachusetis 02111 021323
1980-1981 Physlcian Reglstration Renewsl Application, Page 1 of 2

: Li¥] Fi Ruanwaal Date
Reglepan e g S ofVETORS

ARTHUR i SFECTOR

& o2

=gl

Imparimnt;

. Finad the socomplinying iastruahions i el endinedy bafos compisiing this
form e msult i disciplingry aotion.

, Print lgibly or fyp your angwers,

Important task fo an employes, 29 falke satemants o tis

Answer all pon-optional guestions gl snd back of farm) completely—H b not sdeguale to state that the Board slready has the Informetion.

. Sigm e el appliaation 2f the boffom of page one mnd il in fhe number of attechad pages in the pamgragh sbowe the signanme.

. Make & copy of this form and K adochméents for your ow MCoRdd—you Must give kospilals and otber haelth core facliies coplas for credenfizling purposes.
. Encloge the £150 revewsl fee by means of 3 cartifed check, manoy order or peveoeal check mads paysbls 1o the Commonweaith of Massachusefs.

1. 8} Narma (LAST:) S PE_LTS{L" AFIRET:) iﬁ':l"t l“! Wy AMLLE (:r L

1. b) Other Marne (), it any, that you wers sver licanssd under

2. n} Addreas (Maling):__ —

2 b} Address [Homa):

2 ¢) Adarecs (Busnessr._ |1\ WatHnasd ST

baximcdon Mk 02173

a.d:T-Imhm-M}:{@__LZJj‘_%_]‘_—_Lﬂjjmm____ 2. u) Telophons (Homa) [Ontanag; e

3. Dte of Blrth (MO,/DASYA): 4. S MALE_ ¥ FEMALE___ 5, Soalel Baowity Mo, (Colionsl):

6 a) Madical Schoo! Coda (Ses Tagie 10: 0 . D 0 =]  ¥99595, write Nams:

8, ) Year Gracuated: |97 3 & c) Degres: M.D. 4~ DO

6.d} Country: U5 o Canads  Codeil Cther [See Table 2): ¥ RS9, write Name:
7. Work Setting (Circls and idicals t%) of Prachice Time):
10 Haspital 16 Private (e ﬂ % 20 Fartnership/Group Practice Zi %
25 Chndo !'5 % 50 Mantn! Health Canter " a5 Mursing Homa %
40 HMO Fadliity % 45 Educational inssllution % 50 Medical Society %
66 Govainrnent Facity % 60 Plant/Cammercial Setting = 95 Cihar %
& Professicnal Activity (Circde and indicars Pement{™} of Pmfessional Thre): B, b Mass. Lic. maue ke
10 Realdent or Faliaw % 20 Practics Imvoking Dinect Patient Cares EC"! [(88a your wal ’
a0 Administretve Activities. [0 % AQ Madical Tesching LD % A0 DAYRY: _.f_ﬁ"
50 Mudical P b % 5 Cthar % e Meaen, -jc-imx, plese
i
5. Spaclafty Cede (See Tabie 3):C7 (§ GPereont of Practica Time: JUG_ % Spacialty Code: ____ _ Parcent of Practics Time: % sendone !
¥ 08, speciy:
10. 8) Ars you Amarican Specialty Board Cerfied? [¥/N) Y 70 b] I YES, cirais which Board(s)
Al Board af Allargy & immunclogy NM  Board of Nudlear Medicine [%:3 Board of Flastie Sungoery
A Board of Anssinesiohogy (Ol Board of Obstatsics & Gynecology PM  Boasd of Prevenive Madicine
CRS  Board of Colon & Rectsl Surgery OF  Board of Ophthalmalogy PM  Baard of Peychintry & Neurclogy
] Board af Dermaloiogy 08 Basrd of Ovthopedic Surgery R Board of Radiafogy
EM  Boart of Emengency Medicine OT  Bosrd of Osleryngoiogy 8 Bowrd of Surgery
FP Board of Famdy Praciios PA Bonrd of Pathology TS Board of Thorasie Surgery
IM Board of Intormid Madicine PE Borrd ol Pediatrics u Boerd of Ursiogy
NS Board of Neurclagicsl Sungery PMA Board of Phynlcal Madicine & Rehehbilltation
11, &) Haspitabs &8 which you have gurrenthy eteciive priviieges and alier Heaalth Cere Facillles wilh which you ane sssociaied; Percent of Practice Time o sach.
{Sse Table 4.}
Facllty Codde:y 7 | L2 % Faclity Cods: __ % Faclfity Code: ______ ~
Feclly Cade: p o | % % tlimw soly  Focity Coce: '.ﬁ Facillty Cods: __ *

¥ 869, write Nama (s);

11. b) Addilonal Hospitals & which you peaviows|y heid priviieges snd cthes Health Care Faciities with which you weve assoctaled in the past 10 years.

(Swa Tabda 4.}

Fasuty Codsd 9 § Facity Gote: ] § § raciityCots- § T raciitycoan] TF  ruciity Code:

N B3R, write Mare/g):

'Imuﬁnmlmﬂwmm,lmmwnﬂum-hmm

Pursusnt to ML.G.L. c4TS, will not charge to or collect from a Medisars beneflslary mote than the Medicars reascnable charge for my services,

Pursusnt to M.G.L o620 ssc 48l | & under the panaltes of that, to m-wﬁmw.mmm Mansachusetis sinte lnx
W“ Hammuwln couniry.

raturne and pald any Massachusstis tanes, that ars req

n IF you reside out-of- of ut of the

| harebry cortify under the panalties of parjury that all information on this form-fronland beck and {#)  _ attached pages—is frue.

; <

Signature:

oad 214 %0




Mazsachusetis Board of Regisiration In Madicine 1988-1881 Renewsl Application, Page 2 ot 2

Fil in name and sumber. Phyalclan Last Name: < PIZCT (< Reglatstion No: 3 % 7 7
12, 8) Othar States whire you are now liunsed 1 practios (iasvisr) Y T — —— —— —_ —

12. b} States where you previcusly weee licenaed 1o practice (Abbvoviam): (T - — o

| ; v [

13, 1arm applying o be regletared wish the tollowing ataius. ACTIVE & INACTWVE ﬁ!&h‘t mlmm J':‘ Mmﬂc)

14, 8] | hawe campleted my CME. reguirements In the twa yaars snding on the renewal date as ioiiows: ﬁ#hlnfbaw:wwﬂnmy.ﬂtmnimj
Catagory I hra., Categary H: O e, [Risk-Management: /¢t bl Pesidency Program in; ;
Waiver Fequesto __ (You must flll oul & separate Wisves Form ) LA™ 73 abF 37

14, thymndhll |us.mwcmn.m£ LETTER OF GREDIT___ Fappieable, chock ore and ideathy the name,
[ ﬁiﬂ-dh_&ﬂnmﬁ -.i-ff inathusion lsauing Latter of Credit:

Mmm&' Incicate aa folicws: | m raghstering with ACTIVE stetus, but | am niot covessd by medical maipraciion insurkncs backdss | arm (Oheck oos)
HOT INVOLVED IN DIRECT INDIRECT PATIEMT CARE__ OTHERWESE EXEMPTED __ (Siwte fow] s
14. ¢} Poreent of Practios Tine In Massschusets: 78 %

Questions 15 through 17 mder 10 e past four yearg only. Check aither YES or MO frot NAA) to sach question. Provide detads on Form 154, mm’v e
i)

15. Has any panding of new redical malpeection ciabm baan made againey you {whethst o not & lnwsult was filed in reiation o the clalml? ...,
18, Have you besn a gefendant in any pending ar new siminal procssding Cher than 8 mines FEMID OMBRBET. ............. oot
17, Are tarmal discipin npudnqorhulwuhm action {as defined mwm%mm bean takes
m “%W V- hospialof ofr haaith care factity. or prolseaionel madea asaas
Ed O DT ettt e 0 kb g g 8 £ R i 4L kb e

K you answered YES" to quastion 15, 16, or ITMMMFHM 154, sttached.

memmmwwmmm. Check eltfier YES or NO fnal N4 fo sagh question, Provide defalis it the next section,  Yes No

-NHIH of praasiibe cantrolled subsiances besn suspended, ravoked, donled, resticiad, surrendared, of
na-r:uuumul h-fmu.—ummmwthmqwmruumnimngwumnﬁ ...........................................

19. Have you withdrawn an epelication for a madicsl leanas o bean denied a medioal kosnes for any - S
20, Have you had any mental [iness which has [mpaleed your abiity te practics medicine o 10 function oo a student of medicina?
-ET.l-h“yo. " an orgando Elnesa which hoas impafred your abillity to practios madicine or 10 function B2 8 etudent of MeEEINeT ..o, .
22, Are you now, o have you bean in the past, dependent upon akeohal of digs ..., R oot gy sy e et P et .
&3, Have you, for any reascn, lost Amerlcan Speciatly Board CanlBastonT., .. .. serses s somseennn —— b et et ettt s eetet
24. Have you bean denled receification by one of maore specialty boarda? ¥ YES, Os! Boardifa): e ——




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

— —

Regmranon No Stams Fee  RenewslDate  Lae Fee
38877 ACTIVE $25080 ¢5/24/96 $25.00 Coriection of Mailing Address
Mailwg Address: Address (Mailmg)
ARTHUR G SPECTOR, M.D.
Caty/Town
State- Lq¥ L
Comtry

Ihrestions: Before proceeding, please read the instruction boolkler Scme guesnons are ophonel

= Failure to renew in a timely manner will ceuse your license to lapse and may affect your
abulity to practice medscine in the Commonwealth. (See enciosed letter),

= Add late fee if necessary,

-mnamyﬂmﬁfomm:ﬂmfijMmds-ymmmmsﬁr
credentalmg and other purposes  The Board will charge & fe= for each copy it provides

* See mstrucuons on detachable coupon at bottom of thus page

—ti — S ——
—————— et

Pre-Printed Information Corrections of Fre-Printed Information
1 Other neme{s), of any, under which you were hicensed.
Name
Business Address: Addess. S Bedford ©F Zojcjge |
R C/Toww - _Leeaghee, 73
LEXINGTON, MA 02173-5409 Sumie. 4 Zp L2
Country:
3 Due of Buth ) Sex M Date of Brin MDYy —L L Sex(MF)
Lic.Issue Date 07 /13 /89 S5# Lic Issue Date M/D/Y) o/ __ SS#
Home {( ) Busmess. { )
(617)862-1404 Full Nezme of Medical School:
4 Name of Medical School ’
Duke University School of Medicine
Year Gradusied: e Degree (MDDO): ———
Yeer Graduared 73 Degree: MD
5 =) Other states where you are now licensed to practice {Abbr) VT
b) States where you previously were hicensed to prectice (Abbr) O
6. Specaalty Code{s) (See Table 1) Code Hours per Week m Mass
Code HMSEWﬂekmMm B —
OBG 44 Obstetrics and Gynecology If OS, print specialty
7 If you are carrently American Specialty Board cerufied, enter codes {Ses Table 2)
Code OCQ Code Code Code
8 Drug boense number(sh fany ) Rederal (DEA) Federal (DEA)
o) Massachuses Mass

9 Acuviry Stawts 1 am appiymg to be registered with the followmng status  ACTIVE _“"’r INACTIVE _
* I bereby certdy that iof requesting nactive status, T will not practice medicine, mncluding writing prescriptions, in Massachusetts.



PRINT NAME AND NUMBER:  ryseun LastName _ S PSS9 Regstraion Numbes _ 38577
10 ) Current health care facvhry{ies) at which you have compleiea the credennalmg process for the provision of panent care Supply the
codes from Table 3 and place a check next 1o those facilines where you have admumag privileges (AFP)

Faciry Code —_ _7 4/ _¥(AP) Facility Cote e o | oene (AP) Facility Code o e e | s (AP

Facility Code —_ L& 1 2 (Ap) FachiyCode o/ —(AP)  FacliyCode e | e (AP}

If 999, prmt name(s)
b) Addisonal hespitals & which you previously neld privileges and other health care fachines with which you were assocated 15 ine past 1 years
(See Teble 3)

Facility Cote wewvo . oo PecilityCode o FacityCode — —— Faaliy Code o . Forlity Codt e

If 999, write name(s)

11. My mechcal malpractice instrance is covered by (2) Insurnce Carnier _.{ (b} Letier of Credit . I sppicakle, check one

List Insurer CRVCO
Aternatrvely, indicate as follows 1 am registermg wath ACTIVE stams, bt T am not covered by medical saalpractice msurance pecause & am

{Check One) {1) Not mvolved in drect/indirect panent care m Massachosents: {(n) Otherwise exemp  ——

State bow otherwise exempt

12, Are you currently m & post-graduate frammg program m Mass as g remdent or clmcsl fellow?  Yes . No [l (Check one)

13 =) What s your prmeipal work setting? (See Table 4) 2 O
b) Care of panents m Massachusets (See mstruction bookler.) 2¢f
1} How many hours per typical week are you currently mvelved in cwipatient care ; Mass? zfi brsfwk
i1) How mzny hours per typical week are you currently mvolved m wmpatier! cere i Mass? g fave
£) Approximately what percentage of your pattent care hours are 1 primary care’ o0
{See mstructons for defimbion of primary care ) i &
Quesucns 14 through 24 refer I;ol:lwputhmymm!y. Check exther ¥ ._.S-:rrhll:! NOT ’\-:,I'A‘Lcmhquesu:m ?mv_aede.msun
Forms R-1 and R-2 for all YES answers  Refel : addifion: 1] & refintions
I INTHE PAST TWO YEARS: | - vES a0
14 CLATMS MADE: Hmmynﬂqlnﬁlp:ﬁth&cl&mhm:ﬂndeag;myuLwhyhhﬂ*ﬂwhmﬁ:ﬂHymﬂaim
adjudicated, whether or not & lawsuit was filed m relation to the clam®
15 CLAIMS RESOLVED: Hes any medica] malpractice clasm aganst you peen settlec, aomudicaiad or otherwise resclvec,
whether or not & lawsmt was filed m relabon to the clam? . .
16 Has my lawswt, other than a medscal malpracnice smt, wh.ﬂhmnlmd»owmmmpamcymrmmmympﬁ-
mﬂmmmPrmamebmﬁhdwyuumapmmmhemuﬂmm]m:caw:a. ederw s
resolved?
17 Have you been charged mﬂimm:m:a}of[qu:, omﬂ-m: amuner raffic vielaton”® .
1% Have you been formally charged with or disaphned for 27y vicleuon of e riles, by-laws or standards of practce of 2ny
govermnmental anthority, heelth care facinty, group practice or professional secety or assocuaton”
19 Has your privilege 1o possess, dispense or prescribe comtralled substinces Seen surrendered to or suspended, revoked, cenze
or restricted by any state ox federal ageney” . L . . . .
20 Haveymwmldmwuma;plmmelmﬂdmalembumdeamedEﬂmfurmy'tas-r"
21 Has any professmonal hallity msvrance prosvader restnicted, limted, tesunated oz ivsposed a sicharge on your coversge o7
have you voluntanty restncted, bmﬂwmnmmd}wmmmwvmcmmpmgm &R mguIry oy aprcufesnnn::
hiabrhry msuranece provider? .
22 Have yauhmdnmmdm:hmm}whamamﬂcummnmuﬂuch Wmels of mpars your alliy o pracice TE-!:I.[C-.'!B""

23 Have you engaged m the use of any chemucal substance(s) wruch i any way wierfered with yoor abcimy 2o practice’

24 Have you volumardy modified or otherwise hmted your scope of pracree of medizme for any reason other thar & mecical
comdanon? e . .

25 Ihave compleied my CME requirernents i I:hc WO YRars DUECeQUny Iy femewdl aste  Yes AL No, waaver regeqind
Ne, rernng program exermphon {see msiruchon bookler;,
If requesting a warver you must fili out a separate Wawver Fomn The waiver must oe granis oy ine Boasd before your weensc « o =2

remewed See astructoms for CME reawrements Do nol submyr decariemzsor of vour TMEs win yoor repewal appleats
« Pucsuant to G.L o 112, sec. 2, I wll not charge o o collect fror & Wed cars derefinasy Zore tran the Madcars reisye T IMATTE .
« Pursugat 5.0 ¢ 62 C, ssc 494, T cersby cortily urder the na_os and pera hes of Derrury 12af, (¢ the besi 07 o wrovtecgs no 2. &7
I pave fled alf Massachusetts state tay returns and paid &7 Messachusetls siate laxes that 273 regw 76F o 2der lew “OTE Togema oo
ever o vou peside out-of-state or out of the Uneed Sterec
+ Pursusan: io4r L. o 132 sec. 1A, T hereby corafy that [ wel fudfld =0 £5e gat £n 30 vepors apuss o aegac ol ch o 2rel 25 "sgemer ©
GIoe 118 sec. STA,

I herel; cert.y mnder Tz mmm segof perpamy frem el 2TermnTor 20 Tes Oy ans Veror Hebane ND L
Signatame Zaie S'Fr /2, f’é'




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

3
i

i Na. Stans Fes Renewsl Dete Late Fee

LETFF P S $25000 "/ /5. $25.00 Comeetion of
Maling Add Address (Makng)

- TALe o3 22Dl LY

- City/Town
B State
Cotmery Code (See Table 1)
Directions: Staple check te bottom of form. Add late fee if necessary. For Office Use Only

= Questions 1-8 mehude mformaton from Board files  Please correct as necsssury in the hoxes

provided on the right hand side of the page

* Before proceeding, please read the mstruction booklet  Some queshons are opnonal

+ Make a copy of this form and all attachments for your own records - you will necd copics P
for credentialmg end other purposes  The Board will charge a fee for each copry 1t provades

= Enclose the 8250 00 renewal fee by means of a centified check, money order or persomal check made

payable to the Commnomweslth of Massachusens

BYDLE.

Pre-Printed Informaton
i. Onher name{s), if any, under wiuch you were hoemsed

2 a) Address (Home)

-2 % . - F A
3 Date of Burth: Sex
Lic IssueDate “7/1_, & 88#
Telephone Number
Home Busipess
L2 Lo IlTIL iV icremT b
4 Mame of Medical School.
wr s wPIVEersYTy Srnoll 2 povatn:
Year Graduated: = Degree. . -

3 &) Ciher states where you are now licensed 1o pracuce (Abbr) ¢ 7
b} States where you previously were heensed o prachice (Abbe) -7

6 Specialty Code(s) (See Table 2)
Code  Hours per Week in Mass

- s - - . -0 =
T ETIPT0E PSP LI W

7 a) If you are cumrenily Amencan Specialty Board Certified, enter Codes  (Sec Table 3)

Code . = Code

) If you previously were Amencan Spemalty Board cernfied, bur are no longer,

please enter codes of prior ceruficazon  (See Tabic 3)

Code Code
§ Drug License Number(s), if any 2} Federal (DEA)
b} State (MA)

Corrections of Pre-Printed Informaton

(B
3 If 969 prmt Country
' Kadress i

MName

Address (Home)}

City/Town

(Busmess)

Caty/Town

Coumry Code If 999 print Couniry

Datcof Bmh (MIYY) L4 Sex (MF)
Lic IssusDae MIDVY) 0 1 = S84
Telephone Number
Home { )

Busimess { )

Full Name of Medical School

Year Graduated: Degree (MDYDO}

Code Hours per Week m Mass
If OS5, print specialny
Code Code
Code __ Code
Federsl (DEA)
State (MA)

9 I'have completed my CME requirements in the two years preceding my renews) dste Yes . No, wawverrequested ______
You must fill out a separate Waiver Form. The waiver rust be granted by the Board before your license will be renewed  See mstrachons for

CME requrements. Do not submut documeniation of your CMEs with your renewal apphcanon

|Sta.pie€hnctﬂert!




»

PRINT NAME AND NUMBER:  Physician LasiName ____ STECTC RS Regstanoa Nember S€E 7 7

10 Activity Status: I am applymg io be regrstered witk the following stas Active ....'.’: st —

- 1hereby certify that if requesting Inactive status, | will not practice medicine, nclading wnting prescripiions, in Massachuseits.

11 My medscal msfpraciice msurance is covered by (s) INSURANCE CARRIER __or (b) LETTER OF CREDIT___ 1 appicable, check onc.
Last Insurer: -.':NrT.I"GJl‘:A fai&k Iﬂﬁﬂfﬁw‘ o f—‘;'t’i {C-f’"{f-'l“

Alternatively, mmdicate as follows 1 am registermg with ACTIVE stats, but T am not covered by medical malpractice msurance because I am

(Check Ons) (1) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS ___ (u) OTHERWISE EXEMPT —ow—

{State how otherwise exempt)
12. Current Health Care Facility Affihabons. S-upp[yﬂl:mdﬂﬁmnTablt4umlpImaMmBﬂmmﬂmfanﬁms where you kave
admurmg prvileges (AP). J c’, é
Facility Code. ©_ Z__L_/ ¥ (AP) FaahiyCode O 0 2 /¥ (ap Facilaty Code. 1 | e (AP
Facihty Code o e | — (AP} qurw____f_{m Facilaty Code. e [ L (AT}
If 999, print name(s)
mmhns;uukuwhwhymp:mimm}rhﬂdpivimmmmm:uefmﬂumwilhwhmhymmtmmdmmepm?.ym
{Sece Table 4 )
Faciity Code, . — —  Facility Codet e s e Facillity Code oo e Facility Code e e s Pty Coden o e
£f 999, wnte name(s)

i3 Aruywmﬂyhnpmbgmduﬂtrmgpmymhhﬁu;mﬂ:ﬂudmmﬂ fellow? Ves Nn_v/ {Check one)

14 a) What s your principal work setting? (Sec Table 5) _..?.'..__E.}_

b} Care of patents in Massachusetts {MA) (See msirection booklet ) o
1} Mmyhnmpurypmﬂwﬂmmmﬂymlwdmawpmmﬂmmh{m 20 nrsjwk m MA
ﬂﬂwmanyhmmpumﬂwﬁmymmﬂ}rmmhmmmmmmmﬁﬂuﬁ hrsfwk 1m MA,

Qmmlﬁmm@ﬁm&rwm {:hmkudm‘fESmND{NOT‘{M}.onachm
Prowide demls on Form 13A for a1l YES answers  Refer i ! ) i

IN THE PAST TWO YEARS:
. MJJ'E i'«ll::‘ PE.-JM#,/ "le'{:j m m
15 Huwmm]muipnmdmbw@‘gmum.wmmqwnmﬂmm was fifed in relation o te claom?

16 Have you been charged with eny cnmmal offense, other than a munor traffic violation® C e e e

17 Have you formally been charged wath or discaplined for any viclaton of the rules, hy-hwsmmdauﬂsafpnﬂmofry
governmental authority, health care faciluity, group practce ar professional seeiety or associabon” . . .

i8 Hm;mpnvﬂegammdwmpmmhmwﬂmsumbmmmmmsmﬁm , revoked, denied
or restncted by any stawe or federal agency” - . . . .

19 Hweyuummﬂmmq:ph:aum&wammmilmcr'-ﬂmdquadammmmﬂmfmmym? -
20 Hﬂfeymhal:lm}fmmlalﬂlumwl‘ﬂchhaswmmabu:tympramumodmmo:mfmmmasasmﬁmlofmodmmﬂ
ZI‘Mmmmmﬂm:wluchmnnpmudymn'amhtymmnmmadmmanrmfmcﬁmasasn.ﬂc:nafmaﬂmm‘?

22 Are younow, o have you been m the past two years, dependent upon aleohiol or dngs? . P
73 Has any professional hability mnsurance provider restncted, unuted, ermnated or mmposed a surcharge on your coverage? |

« Pursuant is G.L. c. 112, sec. 2, I will not charge to or coilest from a Medicere bepeficiery more than the Madicare reasonable charges.
« Pursesnt to G.L. ¢ 62C, sec. 494, I hereby certify under the penalties of perjury that, to the best of my knowiedge aed belief, ¥ have
Mnﬂmmmmhmmmandpaid:dhlm:hmmmmmtm:nnqmredunﬂﬁhm NOTE: This appiles even if you
resuie put-of-state or out of the country. .
« I hereby certify that T will fulfill my ebligation to report shuse or neglect of children purseant to G.L. ¢ 119, see. 51a.

* !h;tﬂtymﬂtrunﬂerﬂupenahmufpmjmthuaﬂlnfmﬂouonrﬂsformudFmiﬁﬁ:sﬂe.

Ssgnature: Mwiﬂ C’Eh)é/_“-}_ Date 5‘;?{‘?9‘(
Wy




Comnonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1991-1993 Physician Registration Renewal Application . ’

Registration No.  Status Fes  RenewsiDate \ For Oifice Usa Only
38277 ACTIVE §150 E:EJEHGZF/@ WA f}l”‘#‘ ;
Jr. ARTHUR € SPECTOR = o Pr .,_.F?L e
{, <N Bk } S i
K 75N Cn /

DE I —

Directlons. ]
« Quastons 1-7 nciude mformaton from Board fles  Ploase o
« Before procesding, please read the instruchon booklet 5
« Answer gl non-optonal questions completely  (The instructions
« Mzke a copy of Bus form and all attachments for your own records

$3 00 plus postage for each copy furmishad
« Encigse the $150 00 renewal fos

® faalites copes for credsntialing purposes  The Board chargas

b al chveck made ble fo the Commonwealth of Massachusots.

Activity Status: ' g i P
I am applying o be ragistered with the fallowmyg status Active, irachva DP | ﬁ""‘ugp, .
| hereby certify thet If requesting Inactive siatus, | will not praclice medieine In Massachusatts. wdf “;H W ""i}
vy

Pre-Printed Information Corrections of Pre-Printed information
1 Other Name(s), f any, under which you were leensed Name !
2 a) hddress (Fome) Adoress
City/Town
State Zip
Country Gode (i 928 wte Couniry)
2 b} Adoress (Businass) Address
11+  «-LTrAv STREET . Coy/Town ___ ;
State Zip
LIAINZTON, ™a §2172- Country Coda {1 989, writa Country)
L
3 Dateof Bith Sex ¥ Date of Birtn (MDIY) ! f Sex (MEF)
bic lssueDate J7/13/55 SSN4 Lic ssue Date{M/DY ! / SN #
Tataphone Number
Home Busmess vhome . Busmaess | )
(617)562-1404
4  Moadical School Code NCTOJ7  Year Graduatea 73 Degres b 0 SchooiCode _  YearGraduated _ Degres (MO/DO) |
Name of School i 93858, wne Schoo!
Juge Lalversity Schocl of Megicine

5 a) Other States where you are now licensed to practice (4bb) V' T i
b} States where you prevously were licensed to practce (ABBAT T !

& Specalty Code(s) (Sea Table 3)

Coge  Heurs per Weskn Mass Code Hours per Wee in
T.< ~ Uestetrics anc Gyaecolody B e 7Y
L

HOS wnie speciatly

S 4 B

7 a} Arayou Amencan Spacalty Board Certfied? {Y/N) Y 7bl I YES, Enter Codes

i
1
Code 2% =zgarg of Jostetrics 3ns Zynssclogy 0 Code i
Coda !t Cooa !
I |
B8 Drug Loense Number(s) (f any) foptoaal] a) Federal (DEA) D b} How many DEA ros do veu have? _]_
o Suate (MA) -
§  lnave completed my © ME reguraments in the two years oreced ng iy remewa aate WES '/ Wa wirr Secuasten

tYou must Tl out a secarate Waver Form  Tne waver must be granved oy tie Board befare gour heanse wil 58 ranesed  Ses fstructions for CME
regquwemets Do ao! submit documentation of pour CME s wih your renswa! appacaton

B - ST . PEYIETY [For Offce Lsa Ooy Warer Grared___ Date I I




