REDACTED COPY

UNIVERSITY OF MASSACHUSETTS MEDICAL SCHOOL
APPLICATION FOR SENIOR ELECTIVE ;

Section I
HwweRs ) oF

Student 's Name illh!ﬁ Mafie gfaﬂ§o§=L Medical School La[:L-E, petfrivt

Mailing Address . Year 4 - *n'_.,r

Elective(s) Desired:
1. _Entroty—fahi-Culn i phmber y0T™  Dates_ Qof—er NTV. lftlternate
@.ﬂ‘r_‘ﬂi ON(RLOfry_ Raber_ (100 _Dates_Out, ov Nev. Alternate
3. Mumber Dates Alternate

-----------------------------------------------------------------------------------------------

Section I (to be completed by school official at medical school where student is enrolle

-This is to certify that the student named sbove is a3 student in good standing a
this institution and has permission to take the elective indicated above, He or she will
be covered by personal 1iability or malpractice insurance as well as heilth insurance -

while at your instituticn.
A
Signatute g/ a0 TTE , M.
Dean 0 o median SCHool -
Title

:rm 2{' i‘i?l—

Date

................................................................................................

Section I11

Your application for the elective indicated above has been:

Approved - Not Approved
You will be expected to report to the following:
1. Person \\ ]<- ey
2. Place \\ \\\ \‘\'\ (. T L}\.( :-.—.,“)QF

3. Date \“\\(' | 2 Y~ Time G A 0\\'\"\'\.
Signature \\ \\ NN \"\
Title ( ,.\\ CRN DO e t‘f/aﬂ%

AU N

.
LTI TR T Y Y



FORM G

 u'C£RTIFICATION OF POST-GRADUATE TRAINING

Tnstructions: .. This form must be completed and signed by the Director of
. your ,internship or residency training program. If you had post-
graduate training in more than one program, this form may be dupli-
% cated.. Upon.proper completion, this form must be returned directly
"“by the:hospital to the Board's address below.

: £, %_Kenneth ci 34 iiﬁ,'M.D. o = ", . Chief, Department of OB/GYN

‘ . Name . Title
P o T . /
hereby certify that | MinwA MARIE CARRoL. L has served & /2 year(s)
of post-gradu'até"i-‘t‘r'a-ining as a: RESTDENT in DRSTERLLS + GMwE OLES
_ , Position Specialty
at _ RosoN Gy Hespirad , __Boston , MAss .
) - Hospital ' City State
This progrsm is _v  is not. approved by the ACGME or the RRC.

Dr.- Qéi/vw’btf o partiqipated in this program from
: Qh,HE L, 1483  +o _W'T- ' /986 and was issued\__*/_was‘ not

Month ‘ Year Month Year
issued a certificate as prdof of completipn of said training. (If not

issued a certificate, please explain)

I further certify that at the time of completion of the above training, this
physician was, to the best of my knowledge, campetént to practice medicine
ané.there was no disciplinary action outrstanding or pending involving him

or her.

fignature of Director

Hospital Seal _ '95 //é; !}’Z

Date

RETURN THIS FORM;DIRECTLY TO: COMMONWEALTH OF MASSACHUSETTS.

M I BOARD OF REGISTRATION IN MEDICINE
100 CAMBRIDGE STREET, ROOM 1507
BOSTON, MASSACHUSETTS 62202




THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE FORM E
100 CAMBRIDGE STREET, ROOM 1507
BOSTON, MASSACHUSETTS 02202

r

VERIFICATION OF MEDICAL INSTRUCTION AND GRADUATION

Instructions: This Form E and the attached Form F must be sent to vour
medical school for completion by the Dean or other appropriate official
and retuyrned directly by the medical school to the Board's office address
above. If you attended more than one medical school, this form may be
duplicated and forwarded tc each medical scheel at which you received
acadenic credit.

To the Medical School: Please complete the enclosed forms in full and
attach a complete and official ¢opy of the applicant's medical school
transcript showing courses completed and grades received. The completed
forms and accompanying transcript should be returned directly to the
address above. If you have any problems completing these forms, please
attach a written explanation. Thank you for your cooperation.

I HERERY CERTIFY THAT CARROIL [ Bina HAS COMPLETED AND
(Name of Applicant)
ATTENDED FOR seven ACADEMIC YEARS OF INSTRUCTION, OF NOT LESS THAN THIRTY-

TWO WEEKS IN EACH ACADEMIC YEAR AT University of Liege(Belgium) (Give exact
{Name of medical schocl)
dates of instruction, including month, day of month and vear for each vear

to show the number of weeks, excluding vacations in each year):

FROM: TO:
Month Day Year Month Day Year
FROM: October 1 1977 TO: July 20 1978
Month bay Year Month Day Year
FROM: Oetober 1 1978 TO: July 20 1979
Month Day Year Month Day Year
FROM: October 1 1979 TO: July 20 1980
Month Day Year Month Day Year
FROM: QOctober 1 1980 . TO: July 1981
Month Day Year Month Year
PROM: Cctober 1 1981 TO: July 1682
Month Year Month Year
FROM : October 1982 TO : July 1983
AND HAS RECEIVED THE.DEGREE OF M.D. on 19383

Date: a1y 18 19 g¢ Dean
Titlie




7)'}

To be completed only if you attended collegé outside of the United States. Canada or Puerto Rico.

VERIFICATION OF PRE-MEDICAL EDUCATION
" (to be completed ONLY by the Dean of the School}

Date Mgy Sth 19__83
{ hereby certify that Migs CARROLL HNina has creditably completed rwo years of .
a pre-medical course. .
From Rotoben 1.922 To September 1978 A
' Manth Dav Year Month ) Day // Year
From Qetober 1928 To July 1979 oy
Monrk ba Yeer Monih bev S Year
- / v
School Seal s
Dean P
Intueres 1";—’11 af. Lidag
School e ~
All Medical Graduates
VERIFICATION OF MEDICAL INSTRUCTION AND GRADUATION
(to be completed ONLY by the Dean of the School)
Date _____May Sth 1983
I heteby certify that Mias CARRALL Ning has creditably completed at
least three and one-half years of medical education.
From Jetober 1878 To July 1880
Month Da) Year Month Day Yogs
From Ootober 1980 To July 1881
Month Day Year Mynt Dayv Year
From October 1981 To July 1982 -
Monith Da Yeor Mynth ey Yoz
From OJctober 1882 To
Month Das Year Month Do bege
From To
N Mlon:h Day Year Munth
an&’kiﬁ received the degree of dogtor of Medicine on dduly
Surgery and Accouchments
from :

] - J
rgtunt’

School Seal

If candidate has atte



Ninp CAfRoti-

To be completed only if you attended college outside of the United States, Canada or Pusrto Rico.

VERIFICATION OF PRE-MEDICAL EDUCATION
(10 be completed ONLY by the Dean of the School)

Date 19 .
| hereby certsfy that _ - I has crediiably completed rwo vears of
a pre-medical course.

From . o . e To .
Aonih fIar Year Aonth Day Year
From . —_— e To e
Month Day Year Month Day Year
School Seal
Deun
School

/
[ DHTD'WQM/Dﬂ{MOﬂMMw%
Mjkh(d&%&h Mﬁ,ﬂ“‘ ¢ o (()‘kmlgf SR Lr‘fj’/

All Medical Gradupates /”\@
YERIFICATION OQF INSTRUCTION AND GRADUATION
(to be ONLY by the Dean of the School)
qi)’qd Date ¢ /ZK/ S 19857

I hereby certify has creditably completed at

least rhree and one- ha!f vears of medical cduuauon

om_Septitin S5 (99 1y ek R LTFE_

Monih et A Cogy Year womh Day Year

From Aiafiggﬁ&\ 2.4 a3 1o Zin L‘1 .20 AN i
Mont Day Yeur Afanrh Fary Year
From_ OC19 ben b Y T Y R & A .

Month BPay Year Moarh 1 D ) Yeor
From _ OCH0bn. 1 R & T J w17 [F &
Month Day tear Muonth Day Year
From _,__v_&“h. + S __m{qg’ To JM/I / 5_ /76’ ;“m
Maonth J R 16 Day /1&’ D'i ear Mumh JV‘/\-” 2‘0 Dai /9 é’ 3 Yeor
and has received the degree of _ola i gt PrtdsZansrt .. on____ .. GEE— .19 ,&’;__

b
from . ?F\(-’b-{f'fl on _ﬂ\.!_c{*’?vy# of [rgéh{WbOH} 0{(/%}, AW TP

tname of Medical Schoof)

School Seal [ - - e

signeiure of Dean

I candidate has attended more than one medical school, additional verification of medical instruction is required.

[ S T




THE COMMONWEALTH OF MASSACHUSETTS FORM F
BOARD OF REGISTRATION IN MEDICINE *
100 CAMBRIDGE STREET, ROOM 1507
BOSTON, MASSACHUSETTS 02202

SWORN STATEMENT OF THE DEAN OF THE MEDICAL SCHOOL

Instructicns: This form should be completed only by the Dean of the
medical school and returned directly to our office. If you attended
more than one medical school, this form may be duplicated and forwarded
to each school at which you received academic credit.

1, P, FRANCHIMONT , Dean of Medical Fsculty University of Liege(Belgium)
Name of Dean Name of Medical School
hereby certify that CARROLL Nina wae physically

Wame of Applicant
present at this institution for the first two years of matriculation in

medical achool and that he/she successfully completed at least two aca-
demic years, of not less than thirty-two weeks in each academic year,

including the following courses of basic science study:

gross anatomy microbiology
biochemistry immunology
pathology pharmacology
physiclogy
I further certify that Nina CARROLL successfully

Name of Applicant
completed an additional two academic years of not less than thirty-two

weeks in each academic year, at this institution of the following ccurses

of study:
. internal medicine ., obstetrics and gynecology
. surgery , public health & preventive medicine
. pediatrics psychiatry
™
?ll of Dr. CARROLL 's clinical study was conmpleted at the

following hospitals under the onsite supervision and evaluation of the

following members of the faculty of this medical schoal:

Area of Study Supervisor Faculty Appointment Hospital
: Internal medicine H. VAN CAUWENBERGE full professor Edpital universitaire
‘ (Baviére)
, Surgery G. LEJEUNE " " " "
. Pedjatrics F. GEUBELLE " " " "

, Ghaterics/Gynacplaey — R. LAMBOTIE " ki

continued me—>



FCRM F CCNTINUED

area of Study Supervisor Faculty Appointment Hospital
fublic health and
’
preventive medicine J.M, PETIT full professor Hopital universitaire
(Bavieérel
¢ Psychiatry : J. BOBON " " " "

All clinpical study was completed under my direct control and approval.

All information contained in this document represents a tr statement

| / M

Signature Lf//%’é)/
Address of Schoolf:
T

19 g5 59, boulevard de ia Constitution

enalties of perjury.

4020 LIEGE

Additional comments:

THIS FORM MUST BE RETURNED DIRECTLY TO THE BOARD AT THE ADDRESS ABOVE




Commonwealth of Massachusetts FORM ¥

BOARD OF REGISTRATION IN MEDICINE
10 West Street - Second Floor

Boston, Massachusects 02111

STATEMENT OF THE DEAN OF THE MEDICAL SCHOOL

6: This form should be completed only by the Dean of the
hndical:\¥ehool and returned directly to our office. If you attended
~£han one medical school, this form may be duplicated and forwarded
to each school at which you received academic credit.

I, f! Eh‘n,hm,‘ E;( : Dean of
Name of Dean

Name of MedigapeSahamdriumion. so
hereby certify that Comna X .o was phyﬂ?%FIHSpE
Name of Applicant !

present at this institution for the first two years of matriculation in

FACULTE D #7r LE
soReTAD Y T

medical school and that he/she successfully completed at least two aca-
demic years of not less than thirty-two weeks in each academic year,

including the following courses of basic science study:

gross anatomy microbiology
biochemistry immunology
pathology pharmacology
physiclogy

Nina Marie Carroll

I further certify that successfully

Name of Applicant
completed an additional two academic years of not less than thirty-two

weeks in each academic year, at this institution of the following courses

of study:
*/lnte:nal medicine obstetrlcs and gynecology
e
U/ surgery public health & preventive medicine
L/pedxatrlcs b/psychxatry
All of Dr, Carroll 's clinical study was completed at the

following hospitals under the onsite supervision and evaluation of the

following members of the faculty of this medical school:

Area of Study

;/Internal Medicine

Faculty Appointment Hospital

HOpital universitaire

Supervisor

H. Van Cauwenberge
H. Culbertus
A. Mutsers

full professor
L1 L L

Interpal Medicine Associate professor HBpital Val D'Or

Intemal Medicine _Vap Den Bosch M " HBpltal de Bruyélres

Surgery D. Honore full professor Hopital universitaire
'-/ it [}
Surgery P. Carlier clinical instructor " _“_
Surgery M. Lifrange s C%ﬂé‘f‘%e 5my2res
. Obstetrics and Gyn R. Lambotte full professox Hopital universitaire
W
,//;ediatrics R. Jadoul clinical imstructor Hopital de Dinant
J/Pediatrics A. Mattiva * " Hipital des Anglais
Psychiatry D. Luminet associate professor Hapital universitaire
J. Bobon full professor DE Baviére



Commonwealth of Massachusettrs
BOARD GF REGISTRATION IN MEDICINE
19 West Street - Second Floor FORM £
Bosgton, Massachusetes 02111

VERIFICATION OF MEDICAL INSTRUCTION AND GRADUATION

Instructions: This Form £ and the attached Form F must be sent to your
medicalr schoel for completion by the Dean or other appropriate offiecial
and returned directly by the medical school to the Board's office address
above. If you attendeé more than one medical scheol, this form may be
duplicated and forwarded to each medical school at which vou received
academic credit.

To the Medical Schogcl: Please complete the enclosed forms in full and
attach a complete and official copy of the applicant's medical school
transcript showing courses completed and grades received. The completed
forms and accempanying transcript should be returned directly to the
address above. If you have any problems completing these forms, please
attach a written explanation. Thank you for your cooperation.

¥ina Marie Carroll
{Name of Applicant)
ATTENDED FOR gix  ACADEMIC YEARS OF INSTRUCTION, OQF NWOT LESS THAN THIRTY-

1 BEREBY CERTIFY THAT HAS COMPLETED AND

TWO WEEKS IN EACH ACADEMIC YEAR AT University of Liege, Belgium
{Name of medical schoel)
dates of instruction, including month, day of month and year for each year

{Give exact

to show the number of weeks, excluding vacations in each year):

FROM: October 1 1977 TO: July 20 1978
Month Day Year Month Day Year
FROM; _ October 1 1578 TC: July 20 1979
Menth Day Year Month Day Year
FROM:  acroher 1 1979 TG: July 20 1980
Month Day Year Month Day Tear
FROM:  oyober 1 1980 TC: August 31 1981
Month Day Year Month Day Jear
FROM: Ocﬁober 1 1981 01 September 26 1982
Month Day Year Month Day Year
FROM: _ October 1 1982 T0: July 20 1983
Month Day Year Month Day Year
AND HAS REC DEGREE OF on _ July 20 83

Date:

Signature of

Title

T or Cfiicial



THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE

1y KAMINATION APPLICATION
‘5\/ J/é:;‘ )
o AN

Avplication Fee: $275.

>
o .
Filed: é % @W - Ust Application #58146
By: R N
Form of Fee: ol a ] tificate # Date of Issue:
\Y 3
PLEASE PRINT OR TYPE Nt

NivA MARTE
Date of Birth

Name

a5
= SERTEVENT
.\}’_} oq
@&- N Mailing Address:

Date: JEPEMBER 27, 1984

Place of Birth _ NEW BEDFORD MAS

Name on Birth Certificate Yijpn Mésc (pnreelf

Pre-Medical Education .

I Atfede A £ yeard oF
School 3;,;,»1 pediCak JC’/J«@/ (Ipft}’ﬂ,ﬁ‘h.

Pates Attended oct. 1939 — J‘*%} 5 74

Phone #

Medical Education Pacnd. T4
£

. L
School MM:\/;_‘,‘RS;'?\? ef L—iz%é-f MEDTAE

Oliobn 77 ~July 7785

Dates Attended

POSTGRADUATE TRAINING: (Include all internships, residencies, fellowships, etc.)

Position: NT < Hospital: PoStoN (i HoPan FROM: £/ / /83 To:ﬁ@‘?d—
4 } L ie2, —d
Position: - Hospital: FROM: __/ / T0:__/ [/
Position: Hospital: FROM: /[ %0« / 7/
MEDICAL CURRICULUM VITAE: (If applicable)
M
List all other states where you are or have been }icensed SNEerd-
Are you a Diplomate of a Specialty Board? /e
) Tname, 1f applicable]
YES | NO

1. Was any medical license ever revoked, suspended or cancelled? N
2. Have you ever been denied a medical license? o
3. Have you ever been denied the priviiege of taking an examination? L
4. Have you ever fziled an examination before a State Medical Board? -
5. Haszypur priviTege tsIpossess; dispense or prescribe controlled substances

ever been suspended or revoked in this state or any other? ) . -
6. Have you ever been warned, censured, had your privileges restricted or

been requested to withdraw from a hospital staff? , — _
7. Have you ever been a patient for the treatment of mental 111ness? . .
8. Have you ever been under treatment for drug addiction or a1c9h011sm? o _
9. Has a judgement ever been returned against you in a malpractice sq1t? o )
10. Have you ever been convicted of any criminal offense other than minor T B

traffic offenses?



03/12/97 Page: 1

Massachusetts Board of Registration in Medicine
Physician Profile

NINA M. CARROLL, MD

This Profile 1s not available for public release until 01 April 57

I.

Physician Information

The infermation in sections I - V has been provided by the physician.
Dr. CARROLL has been fully licensed in Masgachusetts: 10 years
Accepting naw patienta? Yes Accepts Medicaid? Yes
Primary work setting: Private Office

Business address: 25 BOYLSTON STRERT
CHESTNUT HILL, MA 02167~
Phona: 617-277-3119

Translation services avallable: None

Ingsurance Plans Accepted Hospital Affiliations
PiLerirA
HMO Blue AETNA Beth Igrasl Hospital
BCBS (Indemmity] UsS Mount Auburn Hespital
Tufta SMATE HANCex
Othar Plans CIrMA

PrRU CARE

II.

Poat

Bducation & Training

Medical School: Faculte de Medecine, Univergite de 1'Etat a Liega
Graduation Date: 1983

Graduate Training:
07/01/83 - 06/30/84 BOSTON UNIV MED CTR INTERNSHIP:0B/GQYN
07/01/84 - 06/18/87 BOSTON UNIV MED CTR RESIDENCY:0B/GYN

III.

Specialty

Gynecology
ABNS Board Certified: o©Obstetrics & Gynecology

Iv.

Honorse and Awards

This physician hae reported no awards.

Professional Publications

GYNECOLOGICAL INFECTIONS AND SEXUAL PRACTICES.
{IN PRESS)

VI.

Malpractice 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
baelieves that consumers should have access to malpractice information. In
these profiles, the Board has given you information about both the malpractice



PN BOARD OF REGISIRATION IN MEDICITL
APPLICATION FOR LIMITLD REGISTRATION AS INTERN, MLUICAL OFFICIR QR FCLLOW

{Fee of $25.00 must accompany application-no currency or personal checks})

FORFIGN MEDICAL GRADUATES MUST SUPPLY A NOTARIZED COPY OF FOR OFFICE USE
ECFMG CERTIFICATE. IF NO PREVIOUS LIMITED LICENST HAS BLIN Date Received

HELD IN MASSACHUSETTS, SUBMIT A NOTARIZED PHOTOCOPY OF THE
IRTERIM ECFMG CERTIFICATE. A NOTAR[ZED COPY OF THE STANDARD Certificate #

ECFMG MUST BE SUBMITTED WITH FIRSYT RENEWAL. By: Form of Fee:

SECTION A: Sworn statement to he completed by applicant. Please type or print.

Name:  NiNAQ MARLE  CARROLL [Mailing Address: )
First MiddYe Last
Date of Birth: .

Pre-medical School: ch_.mh[ UNrUm&ii‘j Medical School: PAGLL™ 7 MED. U-Guw\.é-l; OPL..;_:L

P Bulé.
Have you ever held a previous LIMITED REGISTRATION IN MASSACHUSETTS? ¥4 39
(give number, i applicable;

_¥Es [ o

Have you ever had any medical license revoked, suspended or cancelled?
Have you ever been denied a medical Yicense?

Have you ever been denied the privilege of taking an examination before
any State Medical Board?

Have you ever failed an examination before a State Medical Board?

Has your privilege to possess, dispense or prescribe controlled sub-
stances ever been suspended or revoked in this state or any other?
Have you ever been warned, censured, had your privileges restricted or
been requested to withdraw from a hospital staff?

Have you ever been a patient for the treatment of a mental {llness?
Have you ever been under treatment for drug dependency or alcoholism?
Has a judgement ever been returned against you in a malpractice suit?
Have you ever been convicted of any criminal offense ather than minor
traffic offenses?

If you answered YES to any of the above questions, piease provide a detailed statement.

SIGNATURE OF APPLICANT: A/(MA.M—- MD DATE : ‘{/15/35

SECTION B: To be completed and signed by the Superintendent or Adminfistrator of the Hospital
in which the applicant has received an appointment.

L NI —
.

o LE P-4
.
T

T

S Eee o (e iNe

(= REJN. RN
P
Pk

:

This certifies that has been appointed to the position of

in

{Mame of Hospital)
and ending

beginning

is the purpose of this application participation in a training program? (yes or no)
If yes, is this program ACGME or RRC accredited? {yes or ne} 1T the program is not
50 accredited (i.e. fellowship}, does your institution have an ACGME or RRC accredited

residency training program in the applicant's specialty? (yes or no)

STGNATURE OFFICIAL CAPACITY DATE

\LLPéggggsATION SUPPLIED CONSTITUTES A TRUE STATEMENT MADE UNDER PENALITIES
F

- o" "t

-—l .vu--ir«hn-




THE COMMONWEALTH OF MASSACHUSETTS (pibifred Cg.'p-v, L v (g A dm o b
Rl e

BOARD OF REGISTRATION IN MEﬂéfINE Pty b
APPLICATION FOR LIMITED REGISTRATION AS INTERNSCHESTEAMTAFFICER OR FELLOW
(Fee of $25,00 must accompany application-no currency or personal checks)

1 Ve bk M A |"\.Vr“"? LIRS~ /SN

FORETGN MEDICAL GRADUATES MUST SUPPLY A NOTARIZED COPY OF FOR OFFICE USE

ECFMG CERTIFICATE. IF NO PREVIOUS LIMITED LICENSE HAS BEEN .

HELD IN MASSACHUSETTS, SUBMIT A NOTARIZED PHOTOCOPY OF THE Date Received _C/S/F
ificate # Lgdﬁ

IKTERIM ECFMG CERTIFICATE. A NOTARIZED COPY OF THE STANDARD Cer

ECFMG MUST BE SUBMITTED WITH FIRST RENEWAL. By: orm of Fee: %210
SECTION A: Sworn statement to be completed by applicant. Please type or print.

name: (NIND  marie  CAneott |mMailing Address: | o

First Middle Last
Date of Birth: _ ) t .

Pre-medical School: (o5 Wmuwtrs i Medical School: Fpéasl™ o)t MED itiwe
i 3 Amed " ofF Lr ¢
Have you ever held a previous LIMITED REGISTRATION IN MASSACHUSETTS? 2113
{give number, if applicable)

YES | NO

Have you ever had any medical license revoked, suspended or cancelled?
Have you ever been denied a medical license?

Have you ever been denied the privilege of taking an examination before
any State Medical Board? T
Have you ever failed an examination before a StaterMedicaT’Baird?
Has your privilege to possess, dispense or presgfib contro]]&d@gub-
stances ever been suspended or revoked in this §iat2n5r‘%§y other?

Have you ever been warned, censured, had your ﬁrivi]ggé%’rg§$§jcte¢ or

N

i
A

(=3}

been requested to withdraw from a hospital stafif? .

Have you ever been a patient for the treatmentfpf a- \\\ ness?
Have you ever been under treatment for drug depénden 1coholism?
Has a judgement ever been returned against you 'ifi-a@ ma¥practice suit?
Have you ever been convicted of any criminal offense.other than minor
traffic offenses? o 0.

[f you answered YES to any of the above questions, please provide a detailed statement.

STGNATURE OF APPLICANT: A/ vra Camde M.D. DATE: 5 [2n/gt

SECTION B: To be completed and signed by the Superintendent or Administrator of the Hospital
in which the applicant has received an appointment.

This certifies that D’iﬂ?\- M AfE CATULoLA- has been appointed to the position of

N PGY-4 . .
e Semivn RESpavT Cin__Bogon (Ut Hes PRme
e {Nape of Hospital)

.Y
. beginning h!l% L 4%t and ending Tiaa 30 (4T
~ [4

[s the purpose of this application participation in a training program? g2 (yes or no)
If yes, is this program ACGME or RRC accredited? _“4¢&f _ {yes or no) If t%e program is not
so accredited (i.e. fellowship), does your institution have an ACGME or RRC accredited

residency training program ip the applicant's specialty? bﬂ& {yes or no)
' J ide Kessler, Director Physicians Services 5/27/86

SIGNATURE OFFICIAL CAPACITY DATE

-

e

—_

g%LPégggl;:D;ATION SUPPLIED CONSTITUTES A TRUE STATEMENT MADE UNDER PENALITIES



s Lppreet 020 8¢

' THE COMMONWEALTH OF MASSACHUSETTS £ . e O
BOARD OF REGISTRATION IN MEDICINE N R
LPPLICATION FOR LIMITED REGISTRATION AS INTERN, MEDICAL OFFICER OR FELLOW
(Fee of $25.00 must accompany application-no currency or personal checks)
FOREIS MEDICAL GRADUATES MUST SUPPLY A NOTARIZED ZOPY OF FOR OFFICE USE
ECFMG CERTIFICATE. IF RO PREVIOUS LIMITED LICENSE HAS BEEN . S e
HELL 1% MESSACHUSETTS, SUBMIT A NOTARIZED PHOTOCOPY OF THE Date Received 5)7’21*35

UFTERLM CCFHG CERTIFICATE. A NOTARIZED COPY OF THE STANDARD | Certificate r _ B fddy—
FOFMG MUST BE SUBMITTED wITH FIRST RENEWAL. By:(;.ﬁ’ Form of fee: ‘5'ﬁ1d

7
SECTION 4: Sworn statement to be completed by applicant. Please type or print.
Name:_M m%{ﬁ CaflLoLC |Mailing Address:
First Middle Last
Date of Birtn: e

@ Boston uuwtaby | FACAATY © F M ED Cn
Pre-medical School«éllg$rﬁ\\,Lbk‘ &~ |Medical School: f:

Have you ever held & previous LIMITED REGISTRATION IN MASSACHUSETTS? §3“4'3 q F~
(give numper, 17 epplicabie)

vES_l NO

1. rfave vou ever had any cal ticense revoked, suspended or cancelled? T] -
2. Have you ever bessdehTéd 86pasical license? z B
3. Have you ever D ? deniegethie #@ﬁqi]ege of taking an examination before T

any State Med, 'a& A 3.

Have you everfﬁnizgo inatﬁé before a State Medical Board? (R :::
5. Has your prividegk t , disgense or prescribe controlled sub-

stances ever heen gus regpked in this state or any other? 50 -
6. Have you ever {egr warledg¥ens , had your privileges restricted or

been requested‘{amwithdvﬁw,ﬁroa hospital staff? 6.4
7. Have you ever be'ﬂﬁ_e atientas tnhe treatment of a mental iliness? 71 ~
8. Have you ever been o ment for drug dependency or alccholism? R L
9. Has a judgement ever been returned against ycu in a malpractice suit? gl .
9. Have you ever been convicted of any criminail offense other than minor

traffic of fenses? wy o

If you answered YES to any of the above questions, please provide & detailed statement.

SIGNETURE OF APPLICANT: MC{M&L Mp. oate: 6/ 2657py
7 =

SECTION B: To be completed anc signed by the Superintendent or Administrator of tne Hospital
in which the applicant has received an appointment.

This certifies that Nina M. Carroll has been appointed to the position of
- Senior Assistant Resident in Boston City Hospital
[Name of Hospital)
beginning July 1, 1985 and ending June 30, 1986
Is the purpose of this application participation in a training program? Yes (yes or no)
If yes, is this program ACGME or RRC accredited? Yes (yes or no) If the program is not

so accredized (i.e. fellowship), does your institution have an ACGME or RRC accredited

residency trainigg pr m jp the applicant's specialty? (yes or no)
o Al |
S 6/25/85

_ Director of Physicians Services
STGNATuRE OFFICIAL CAPACITY DATE

é&LP£§§8§¥ATION SUPPLIED CONSTITUTES A TRUE STATEMENT MADE UNDER PENALITIES



~ - .
Npe ftE T A DA E e AT a g DAY e E A P U —
Vi F S e g 2" FONEY Y USRI

[ SR ST LT Py O 2 PGSV S W0y VIR,
Lk e O RONWEALTH OF MASSACHUSETT ¥SE et pltd
BOARD OF REGISTRATION IN MEDICINE hept Y E L fhow St

SFO ICATION S0P LIMITED REGISTRATION AS INTERN, MEDICA. OFFICER OR FELLOW
“fasz of 573,00 must accompany application-no currency or personal checks)

FOREIGN MEi]oil GRADUATES MUST SUPPLY A NOTARIZED COPY OF FOR OFFILE USE
ECFMG CERTIFILATL IF K0 FREVIOUS LIMITED LICENSE HAS BEEN Date Receivad

HELD 1% MATTACHUSETTS, SUBMIT A NOTARIZED PHOTOCOPY OF THE

ThTERI™ C0fvs CERPTIFICLTE. A NOTARIZED COPY Of THE STANDARD Certificate r

ECPWG MUST BE SUBMITTED wITH FIRST RENEWAL. By: Form of Fec:

SECTION @ Sworn statement to be completed by applicant. Please type or print.

Neme:  NiaYr nATWE CAU-O L |Mailing Address: o o
Frrg: Middie Last \
Date of Lirtn: | N . R
TS e i ddsine _ Rt o r By Ln
Pre-medizal 5cnoo1:ﬁ1‘“ff‘-‘““ I » Medical School: Li-wwt‘:\'hqu L pa RE Lk
S Bougee W NI L L{%
Have you ever neld a previous LIMITED REGISTRATION IN MASSACHUSETTS? £ C1é;

{give number, if eppiicabie]

Yo | NO

1. mHave vou ever nad any nedical license revoked, suspended or cancelled? NN B
7. Have you ever been denied & medical license? o _
3. Have yo. ever been denied the privilege of taking an examination before

any State Medical Board? 3.4 .
4. Have you ever failed an examination before a State Medical Board? 4.1 .
5. Has your privilege to possess, dispense or prescribe controlled sub-

stances ever been suspended or revoked in this state or any other? 5. .
6. Have yo. ever been warned, censured, had your privileges restricted or

been requested to witnaraw from a hospital staff? 6.0 o
7. Have you ever been a patient for the treatment of a mental illness? 71 .
8. Have you ever been under treatment for drug dependency or alcoholism? Bl _
9. Has a judgement ever been returned against you in a malpractice swit? 9l _
J. Have you ever been convicted of any criminal offense other than minor

traffic offenses? 1C.
If you answered YES to any of the above guestions, please provide a detailed statement.
STANATURE OF APPLICANT: /VM% Qi—,\#& hen DATE : é/z o/ e

SECTION B: Yo be completed and signed by the Superintendent or Administrator of tne Hospital
in which the applicant has received an appointment.

This certifies that has been appointed to the positicn of
- in

o {Name of Hospital)
beginning and ending
1s the purpose of this application participation in a training program? (yes or no)
If yes, is this program ACGME or RRC accredited? (yes or no) If the program is not
50 qccredTZEd‘{f.e. fellowship), does your institution have an ACGME or RRC accredited
residency training program in the applicant's specialty? {yes or no)
SIGHATURE OFFICTAL CAPACITY DATE

S%LpgggggﬁATION SUPPLIED CONSTITUTES A TRUE STATEMENT MADE UNDER PENALITIES



To be completed only if you attended college outside of the United States. Canada or Puerto Rico.

VERIFICATION OF PRE-MEDICAL EDUCATION -
" (to be completed ONLY by the Dean of the School)

Date .. May 6tk

Misg CARROLL Ning

19832

| hereby certify that
a pre-medical course.

From Ootaben 18272 o S_gp_t_e_mb.ez 1878 e Z
' Monih Day Yeor Month . Day - / Yeor
From Qctober 1928 To July 1978 s

HMontk Year Month Dav s Year

Schoot Seal

// e
- o

’»'
i

has creditably completed rwo years of |

Dean o
nivers 1:"1;' ’2# of L3 g@
School
All Medical Graduates

VERIFICATION OF MEDICAL INSTRUCTION AND GRADUATION
(10 be completed ONLY by the Dean of the School)

Date May Sth 19...83.
f hereby certify that . Miss CARREQLL Ning has creditably completed at
teast three and one-helf years of medical education.
From October 1879 To July 1880
Manih Dar Year Month Day Yecr
From October 1880 To July 1881
Month Doy Year Monn Day Year
From Oetober 19481 To July 1882
Month Da; Year Month Dey - Yoot
From Cetober 1882 To
Month Day Yeor Monih Das Yoor
From To
] MLonm Day Yeor Munth Day ., Year
ang’i&s teceived the depree of degtor of Medicine on e_duly Ay 83
e and Aecouchments P
from Srgery Ty tunr v
¢ s //
/}'

School Sea)

If candidate has atte



Nuwe (A0 oL

To be completed anly if you attended coliege outside of the United States, Canada or Purio Rico.

VERIFICATION OF PRE-MEDICAL EDUCATION
(1o be completed ONLY by the Dean of the Schoob)

Date.___ __ . - 19

Vhetebyvcerufs that o __ .. . .. .. ——
a pre-medical coursc.

has creditably compieted rwo vears of

From___ _ .. _._._. ... . e e o Yoo
Month Dy Year Muonth Day Year
From . —— : e YO L e .
Monith Dy Yeor Momh Day Year
School Seal e e
Dean
School B

/
[ DATE ARe Ceel fo Hi fuof ox ) honrledpe
el Shontd & % d@l«\. Ffa‘4~li‘7m« Sredrco [meﬁwr? Py L,\ﬁf/

All Medical Gradustes mA W,{ mp

v [: FICATION OF INSTRUCTION AND GRADUATION
* (1o be ONLY by the Dean of the Schooh)

q- N Date . . ____(‘lz-ﬁ_“_ . 1985

<&
,/P L . has crediiably completed at

I hereby certify
least three and one-hulj Vears oi medual CdULaUOB
b

b (O 4 € - c
From W ,,, /’,?g_ To % A 7. 4
Monrh £ il f\-l'(P)m' Year Manrh .’m. year

From “_&fi"_vt'k‘\ B X B I/ G It :jg’} 7 P4 R /?*)_‘j —
Muons Das " Yeur Month [ P Yrur
From . F’Lf!ﬁrb_‘.'\___é__ e /7'? 9 _To ___J_ 6"’{,"1___“ / —?L%, - / (¥

Moanth Lhin ~ Year Munih Dt ) Year
From __ OCfdben. £ 1A&C  ye 7 S T S
Month Day Year Manith sy Year

[ =
From _ ﬂ“'\ ¥ y o /4&’ . To . &7_"4‘/] e R /Z_é};:'mﬁ
Motk & }b Dus /K D-rea Momt . 4_,' lc D /T E DS e
and has received the degree of  glgodpm, o IE MM 0N 5 - ¢ G v 19 J,:.gﬂ

rom FACLAy o Idizas of [nve w:rj of ch} BY Ui 1o

trunrte of Medic af School)

School Seal - . S I e

signarure ¢ Dean

If candidate has atiended more than one medical school, additional verification of medical instruction is required.

L e e Bt ¢ T VS 4 et




s BUAKD DF RLGISTRATION N ML
/! APPLICATION TOR LIMITLD RLGISTRATION AS INTLRN, MLUICAL OFFICLK OR FLLLOW

{Fee of S25.00 myst accompany application-no currency or personal checks}

FORETIGN MEDICAL GRADUATES MUST SUPPLY A NOTARIZED COPY OF FOR OFFICE USE
ECFMG CERTIFICATE. IF NQ PREVIOUS LIMITED LICENSE HAS BEIN Date Received

HELD IN MASSACHUSETTS, SUBMIT A NOTARIZED PHOTOCOPY OF THE

INTERIM ECFMG CERTIFICATE. A NQTARIZED COPY OF THE STANDARD Certificate #
ECFMG MUST BE SUBMITYED WITH FIRST RENEWAL. By: Form of Fee:

SECTION A: Sworn statement to be completed by applicant. Please type or priat.
Name:  N\NA MARE CARRDLL IMailing Address:

Date of Birth: i —

First Middie tast

Pre-medical School: gosnm uNNWi{’Y Medical School: PrrL.lM™ BE OED. \.LMW&; aFL.i:c

L+ £

Have you ever held a previous LIMITED REGESTRATION IN MASSACHUSETIS? ¥4 3G

8.
3.
i0.

If y

(give number, 1f applicable;
YES | 80

Have you ever had any medical license revoked, suspended or cancelled? T
Have you ever beer denied a medical license? i
Have you ever been denied the privilege of taking an examination before
any State Medical Board? 31 _
Have you ever failed an examination before a State Medical Board? TF —
Has your privilege to possess, dispense or prescribe controlled sub-
stances ever been suspended or revoked in this state or any other? 54 .
Have you ever been warned, censured, had your privileges restricted or
been requested to withdraw from a hospital staff? 6. _
Have you ever been a patient for the treatment of a mental illness? rA I _
Have you ever been under treatment for drug dependency or alcchplism? ET__ _
Has 3 judgement ever been returned against you in a malgractice suit? E]__, _
Have you ever been convrcted of any criminal offense other than minor
traffic offenses? 10 -~

ou answered YES to any of the above questions, please provide & detailed statement.

SIGNATURE OF APPLICANT: ﬂ/{MCR/N*{Z- MDD DATE : ‘///ﬂ/ §5

ION B: To be completed and signed by the Superintendent or Administrator of the Hospital

SECY :
in which the applicant has received an appointment,
This certifies that has been appointed ta the position of
in
{Name of Hospital)
beginning and ending
is the purpose of this application participation in a training program? (yes or no}

If yes, is this program ACGME or RRC azccredited? (ves or no) 1¥ the program is not
so accredited ({.e. fellowship), does your institulion have an ACGME or RRC accredited
residency training program in the applicant's specialty? (yes or no)

SIGNATURE OFFICTAL CAPACITY DATE
AﬁkﬁéggggﬁATION SUPPLIED CONSTITUTES A TRUE STATEMENT MADE UNDER PENALITIES
oy .

- :

r ., i

- ..-n-)‘ L i ]

P o . . WL o — -
PHWM%W‘ ""‘"*“*"M"’



I. PHYSICIAN INFORMATION

CNINA e
Firsr Nome

Mass License # 7218 ... ...
License Statys.. Active .

Fenway Cmnty Hith.Ctr,
7 Haviland Street
Boston, MA 02115
U.B.A.

{617) 277-3009

Make address corrections here; ...
Ll F 2EF-0T00
[nsurance Plan Affiliation:

CWSKHC
o HeHAC
........ R RENN Heao BLw
Covn e Ty
II. EDUCATION & TRAINING

Middle Initial

101220000

Last Name

First Issue Date  04/22/87 ...

Hospital Affiliation

Beth Israel Hospital
Mount Auburn Hospital

MAKE LY COMPEUHUNS 10 GTRIE FIEIC. oo

Licenses Held in Other States:

Accepting New Patients? [\}é [INo

Accept Medicaid?

(Please correct as necessaryy

Faculte de Medecine, Universite de 'Etat a Liege MD 83

“Medical School ™

Revideney Program(s)

Reudmemgmm(s)

Residency Program(s)

1. SPECIALTY

Primarv Specialnv:  Gynecology
Secondary Specialty:

Make any correcriony here:

Board of Reglistration in Medicine

Sy

BOARD CERTIFICATION
Certifving Board Name:  Board of Obstetries and Gynecology

Cenifving Board Name:

Make any corrections here:

Physician Profile



10122.0000

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

V. HOSPITAL DISCIPLINE
Hospital Date Disciplinary Action

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

o SO S S S

VII. MALPRACTICE
Details of claims paid for Dr. CARROLL

No. of Years in Practice: #

Date ~  Amount Paid 00000 Basis for Complaint

Date” Amount Paid Basis for Complaint " = e

Date Amount Paid Basis for Complaint

Date_ .. . . Amount Paid Basis for Complaint

Date_ . . .. Amount Paid __ Basis for Complaint e

Date ..o Amount Paid e Basis for COMPIAIRY .. oo e e e
VIII, PHYSICIAN HONORS & PEER-REVIEWED PUBLICATIONS

Please enter any peer-reviewed publications to which vou have contributed and any awards for community service or
professional recognition von have been given.

Awards, Honers Publications

Notfe: Please returmn the survey in the enclosed envelope to:
Atlantic Associates, Inc., 8030 South Willow Street, Manchester, NH 03103

Board of Registration in Medicine Physician Profile



THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION AND DISCIPLINE IN MEDICINE

Application for Endorsement Registration
(Fee — $150.00 musi accompany APPLICATION — No currency or persons! checks)

F:le F For Office Use Application # L0
: .
Fo’ of Fee Hﬁ)d[/g D 59/ ,6’0 AL b Centificate # SHP) ﬁ Date of Issue
Please Print Vore 4 z/s 7- SWORN STATEMENT [ 7_! o hé 71
Name NINA MARE OM(Z@‘/L-— Address - ) —
First Middle Last

Date of Birth __._ — ST
Place of Birth NEW LDl L m A .

Pre-Medical Education BACIL Med;calh%ca{mrj £

. ' . '[}\1 Pt vhr
School [\[ pulerstan U [ Bosten Un, I/EVLS‘*‘?{ School UNIYELITY el LEGE
.( . .,__ v 4 —

Years Attended (934 T/ - 876 Years Attended (1%# (983

Posigraduste Education & Hospital Appointments
Place Position Dates

fostoN Citd  Hosp Il ResioenT W O8STe7Rs  6/53 To peeSWT
Lind  GINVELoL oGy

List all other states in which you have been fully licensed: NEN

Other names under which you have been licensed: AONE
List Specialty Boards by which you are certified: NoNE

Was any license ever revoked, suspended, or cancelled?
Have you ever been denied a license?
Have you ever been denied the privilege of taking an examination?
Have you ever failed an examination before any State Basic Science or Medical Board?
Have you ever been requested to appear before any State Medical Board?
Have you ever been requested to appear before any Medical Society?
Have you ever received a warning from a Bureau of Narcotics?
Have you ever been asked to surrender your Narcotic Stamp?
Have you ever practiced any other branch of the Healing Arts? c
10, Hawve you ever been warned, censured, cor requested to withdraw from a hospital staft%: -
11. Have you ever been a patient for the treatment of mental illness? ‘
12. Have you ever been under treatment for addiction or insobriety? _
13. Have you ever appeared for a hearing before a judge or clerk of court with reference - .

to the issuance of a process based on & complaint? g
14. Have you ever been arrested, or summoned into court as a defendant, or indicted or
convicted, or fined, or imprisoned, or placed on probation, or has any case against you
been filed, or have you ever forfeited collateral for breach or violation of any law or
police regulation or ordinance whatsoever? _14)]

IElWMrJI?Is*!ﬁ [wlvlr-l

= [:.:;I;

If you answered YES to any of the above questions, PLEASE GIVE DETAILS.




TEL VIG-Tint
THE COMMONWEALTH OF MASSACHUSETTS Pr st
Aeliac e3P

BOARD OF REGISTRATION AND DISCIPLINE IN MEDICINE

Application for Endorsement Registration wr '

(Fee — $150.00 must accompany APPLICATION — No currency or personal checks)

For Office Use é 672 rS/

Application # ..l 2.2

hd C;:rtiﬁcate ¥_ e Date of Issue
Please Print . SWORN STATEMENT Date.-. 32 5/?"4
Name A/’ VA MARE '(ﬂﬂﬁOL«L Address B A
First Middie Last

Date of Birth . ‘
Place of Birth __ MEW B EDFO RN ' mAa -

i i edical ti _
Pre-Medn.cal Education Eacy qu pllga E&(\i‘::"‘;ab ion. £
School _Nindheastr Y. | Boston . School UMV ERLTY of LEGE
Years Atiended (434 (G14-153¢6 Years Attended 1911 - 1983

Postgraduate Education & Hospital Appointments
Piace Paosition Dates

oSy Gt HeSPine  RESDENT v 06 [Gua/  ¢[83 w pusent”

NONE

List all other states in which you have been fully licensed:

Other names under which you have been licensed; NoNE
List Specialty Boards by which you are certified: Non'g

Was any license ever revoked, suspended, or cancelled?

Have you ever been denied a license?

Have you ever been denied the privilege of taking an examination?

Have you ever failed an examination before any State Basic Science or Medical Board?
Have you ever been requested to appear before any State Medical Board?

Have you ever been requested to appear before any Medical Society?

Have you ever practiced any other branch of the Heali 8
Have you ever been wamed, censured, or requested tq

A

?igt.\f"wir"@l&”‘P‘WIw‘f]

—
(g

st —
Wia w— OO 0D ~-d O o tad b =
I
[
-
[¢]
s
a
o
2
-
-
o
)
b
=]
w
I
-8
g
j= 9
~—
o
o
o
=]
©
=
(=N
4]
-
b
o
=
=]
Z,
&
o}
o
o
o
w2
—+
%
o

Have you ever appeared for a hearing before a judge o
to the issuance of a process based on a complaint?
Have you ever been arrested, or summoned into court as d!éfend
convicted, or fined, or imprisoned, or placed on probation, S has @iy Sdst
been filed, or have you ever forfeited collateral for breach or violation of any law or
police regulation or erdinance whatsoever? 14

—
\F¥]

;

P

If you answered YES to any of the above questions, PLEASE GIVE DETAI]LS.




THE COMMONWEALTH OF MASSACHUSETTS _
BOARD OF REGISTRATION AND DISCIPLINE IN MEDICINE

Application for Endorsement Registration
(Fee — $150.00 must accompany APPLICATION — No currency or personal checks)

Office U :
F:ied E For Office Use Application # 4 73 &
Form of Fee: LJ_WW(‘VED 59/ ﬁdﬁ-}(&) Certsificate # Sjg_‘i__ Date of Issue /] :/
Picase Print Y z/g;t. SWORN STATEMENT . > / ‘o ,/E . ]/ ]
Name NiNA M ARE CARot i Address —

First Middie Last
Date of Birth ; . X —
Place of Birth —_ . s
Pre-Medical Education Pac M"‘g""’&“{“’ﬂ €
Cim o vy
School Nostersran U | Bosion Ui VESHA School UNIVERZITY ek LiEGRs
7 ; —-

Years Attended qu MM‘ 426 Years Attended l ar#? /983

Postgraduste Education & Hospits] Appointments
Place Position Dates

fostonN Gty Hospint ResipeNT N 08sTETRYs  6[5y o ppussin)]
And_GUNEFoL Gy

List al} other states in which you have been fully Jicensed: MNoNE

Other names under which you have been licensed: AONE

List Specialty Boards by which you are certified: NoNE

— Yes | No_

1. Was any license ever revoked, suspended, or cancelled? L]
2. Have you ever been denied a license? _ 2
3. Have you ever been denied the privilege of taking an examination? 3]
4. Have you ever failed an examination before any State Basic Science or Medical Board? 4.
5. Have you ever been requested to appear before any State Medical Board? _ 5]
6. Have you ever been requested to appear before any Medical Society? 6,
7. Have you ever received a warning from a Burcau of Narcotics? - 1
8. Have you ever been asked to surrender your Narcotic Stamp? P _8.
9. Have you ever practiced any other branch of the Healing Aris? S coo 9

1G. Have you ever been warned, censured, or requested to withdraw from a hmfa:tal staft&:- ~7 -_10,

ot
o

11. Have you ever been z patient for the treatment of mental illness? Y :- -

12. Have you ever been under treatment for addiction or insobriety? o, 12.
13. Have you ever appeared for a hearing before a judge or clerk of court with refe:‘ence

to the issuance of a process based on a complaint? T 13
14. Have you ever been arrested, or surnmoned into court as a defendant, or indicted or

convicted, or fined, or imprisoned, or placed on probation, or has any case against you

been filed, or have you ever forfeited collateral for breach or violation of any iaw or

police regulation or ordinance whatsoever? _ 14

If you answered YES to any of the above questions, PLEASE GIVE DETAILS.




BOARD OF REGISTRATION IN MEDICINE %E}REFV!ERRSEEQ%%IEED TO COMPLETE THE QUES-

TEN WEST STREET SOC SEG. | H | J-I L f TIQNS BELOW AN} ON THE REVERSE SIDE OF THIS

BOSTON, MASSACHUSETTS G2111 BeraRAL { APPLICATION. (SEE THE ENGLOSED INSTRUC-
TIONS FOR DETAILS.)

RENEWAL APPLICATION {F YOU ANSWERED “YES" TO QUESTIONS 15
1687-1989 THROUGH 24, YOU MUST CHECK THIS BOX: [ ]
PLEASE USE THE ENCLOSED RETURN ENVELGPE
LICENSE NUMBER PAY THIS DATE 70 8 RENEWED

FEE LATE FEE THIS APPLICATION MUST BE SIGNED
coe TvPE ESISTRAT IO HD AMOUNT wo | oa ] NOTE! AND RETURNED WiTH A $100 PAY-
— MENT. A CERTIFIED CHECK OR MONEY
SE $100 2 |9 {39 ORDER 1S PREFERRED. PERSONAL

Sr‘k ‘ CHECKS ARE ACCEPTABLE.

: &N PAYABLE TO:
[AVER QoY M\ r Cy e \ \ COMMONWEALTH OF
MASSACHUSETTS

TEN WEST §TREET, 2nd FLOQR
BOSTON, MASSACHUSETTS 02111

PLEASE PRINT ANY NAME OR ADDRESS
CHANGES BELOW

YOU MUST READ Ti TRUCTIONS ENCLOSED WITH THIS FORM TO ANSWER QUESTIONS 1-26.
2. Date of Birth:  —
MONTH

1993

1. Frlm_ Mame: -
3. Medical Schoot: Yy OF Lleog‘l , M.m 0.0 [} (Check One)
4. Countey where Medical School located: 6'€-L% (914%) 5. Date of Graduation:

DAY TeAn

6. American Specialty Board Centified? || (Check if yes.)

wihich Boards?
7. Principal Speciaity(ies): 8. Principal work sefting:

5. Home address: YWY\ e 10. Principal businass address:

11. List ail hospilals at which you have currentiy effactive privileges:

12, List ail hosplials at which you have held privileges in the past 20 years:

13. States other than Massachuselts in which you are presently licensed to practice:

14. List any other states where you were previously licensad o practice:
YES NG

15. Has any medical malpractice claim been made against you in the last ten years {whether or not a lawsuil was fited in relation 1o the claim)?

16 Have you, at any time, been a defendant in any criminal proceeding other than minor tralic offenses?

17. Are any Tormal gisciptinary charges pending or has any Giscipimary action been taken agams! you in ihe last ten years, by any gavernmental
authority, by any hospital or heaith care facility, or by any professional medical association (inisrnational, national, state or local)? "

8. Has your privilege to pessass, dispense or prescribe controlled subatances ever been suspended, ravoked, denied, festrnicled, surrendered,
or have you been calied belore of warned by this siate or any other jurisdiction including a fedaral agency, at any time? ]

18, Have you ever withdrawn an application for medicai licensure or been denied a medical license for any reason?

20. Have you ever had any mental iliness which has Jmpaired your ability to practice medicine or 10 funclion as a student of medicine? -

F1. Have you ever had Bn organic iliness which has impaired your ability to practice medicine of 10 tunction as B student of medicing?

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

23. Have you ever, for any reason, lost American Speciaity Board Certification?

24, Have 'you been denied recertificalion by one or more speciatty boards? .
W yos, which one{s)? e — n—

25. | have completed my C.M.E. requirements in the two years ending on the renewal date as follows:

28, | am an active D inactive [:_] practitioner. {Check Dne.)

t HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE.
PURSUANT TO CHAPTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OF COLLECT FROM A MEMHCARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ABLE CHARGE FOR MY SERVICES.

PURSUANT TO M.G.L. c. 62C, _F 48A, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT I, TO MY BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL STATE TAX
RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS ARPLIES EVEN IF YOU RESIDE OUT-OF-STATE OR OUT OF THE COUNTRY.

SIGNATURE
DATE:

{See Reverse Side)



Commonweatth of Massachusetts Board of Registration in Medicine T I

Status Fee Renawal
| $150 2 /098 7
WMING M CARRALL E
important: e e

. Read the accompanying instrustions in their entirety before compfeﬁngmmr‘ﬁt delagate this Important task to an employes, as false statements on this
form can result in discipfinary action.

. Print legibly or lype your answers.

. Answer all non-optional questions (front and back of form} complstely-tt Is not adeguate to state that the Board niresdy has the inlormation.

. Sign the renewal application at the bottom of page one and All in the number of attached pages in the paragraph above the signature.

. Make a copy of this form and all attachments for your own records—you must give hospitals and other heaith care facilities copies for credentialing purposss.

. Enclose the $150 renewal fee by mezans of a certifled check, money order or personal check made payable to the Commonwealth of Massachusetts,

vayname asTy__ CARRDLL. (FIRST:) NINA Db

1. b} Other Nameis}, if any, that you were aver ¥ d under: )] i A

2. a) Address (Mailing):

2.b) Address {Home):

2. ¢} Address (Business}: 11 WNRiITWELL ST

+*

2. d) Tefephona (Business}: ({ 1 3) _}gg -3 0% 3% extension 2. &) Telaphone (Horme) (Optiona!}

3. Date ol Birth (MO/OA/YR). 4. 5ex: MALE ~ FEMALE __s__/ 5. Social Security No. (Optionai):

6. a) Medical School Cods (See Table 1): S € L (3 199999, writa Nama:

6.b) Year Graduated: ] XD 6. ¢) Degree: M.O. DO,

6.d) Country: U.S._ Canada__ Codsif Other (See Table 2): _ § & /999, wrile Name:

7. Work Setting {Circle and indicate Percent) of Practice Time): hospant h"“‘-” D
1D Hospital 100 % 15 Private Ctlica % 20 Partnershin/Group Practice [t %
25 Clinic % 30 Menta! Heallh Canter % 35 Nursing Home %
40 HMO Facility . % 45 Educational Institution % 50 Medical Society %
55 Government Facility % &0 Plant/Commercial Setting % 93 Other %

8. Professional Activity (Circle and indicate Perceni(%} of Professional Time): 8. b} Mass. Lic. lasue Date
10 Resident or Fellow % 20 Practice kwolving Direct Patient Care {00 % {se6 your wall certificate)
30 Administrative Activites % 40 Medical Teashing % (MC/DASYR): 5} /22 R 7
50 Mudical Research % 99 Other %

9. Specialty Code (See Table 3): £ R (yFercent of Practice Time:_Jf0 %  Speciaity Code: ____ Percent ot Practice Time: %

Ir 08, specify.

1C. a) Are you American Specialty Board Certified? (Y/N) nJ) 10 b) If YES, circle which Board{s):
Al Board of Allsrgy 8 Immunclogy NM Board of Nuciear Medicine PS Board of Piastic Surgery
A Board of Anasthesiology 0OG Board of Chststrics & Gynecology PN Board of Preventive Medicine
CAS  Board of Colon & Rectal Surgery oP Board of Ophthaimoiogy PN Board of Peychiatry & Naurclogy
o] Board of Dermatology 08 Board of Orthopedic Surgery R Board of Radiclogy
EM  Board of Emergency Medicine ar Board of Otolaryngology E] Board of Surgery
FP Board of Family Practica PA Board of Pathology TS Board of Thoracic Surgery
IM Board of Internai Medicina PE Board of Pediatrics u Board of Urology
NS Board of Neurclogical Surgery PMR  Board of Physical Medicine & Rehabilitation

11. &) Hospitals at which you have gurrently etfective privileges and other Health Care Facilities with which you are associated; Percent of Practice Time at sach.
(See Tzble 4.)
Faclity Code: | S 1 jov _% Facility Code: __ _ % Facitity Code: ____ %
Facility Code: _ Faciity Code: % Facility Code: %

¥ 999, wiite Name(s):

11. b} Additional Hospitals at which you previously heid privileges anc other Heaith Care Facilitias with which you ware associated in the past 10 vears.
(See Table 4.)

Facility Coce: 3 0 F Faciity Cade: (} 8 4 Facilty Code: ) 4 }  FaclltyCode: 02 O Fasility Code:
¥ 999, write Neme(s):

»
| hareby certify that If requesting INACTIVE siatus, | will not practica medicine in Massachusetis.
Purauant to M.G.L. £475, | will not charge to or callect from a Medicars bensficiary more than tha Medicare reasonabia charge for my serviges.

Pursuant 10 M.G.L. £.62C aac.494, | certity under the penaltios of parjury that, to my best knowledge and belief, | have filed any M setts otal
returns and pald any Massachusstts state 1axes, that are requir ur!d:’:' law. Nou’:‘ This applies gvcn if you roside om—ol-shr- o: m“ﬁ%'i‘h. counnl';.u *

I hereby certify under the penalties of perjury that al information on this form—front and back and (#) attached pagey-—Is trus.

Signature: / W‘}&&/ C«Q/VW’V[/

oawe: 2 oL, 7

TS TRy S T



Massachusetts Board of Registration in Medicine 1989-1991 Renewa! Application, Page 2 of 2

Fiit in name and number.  Physictan Last Name: CORloL L. Reglatration No.:. 5 7 5 1 §

12. a) Other States whete you are now licensed 10 practice (bbrgviase): ¢ 1 _ o e L

12. b} States where you previously were licensad 10 practice {Abbreviate). — . —— —— .

13. 1 am applying to be registerad with the foliowing status: ACTVE ¥~ .JNACTNE KACTINE, answer questions 14. eg through c).
— h # INACTIVE, angwer question 14, b) only,

14. a) | kave completed my C.M.E. requirements in the two years ending on the renewai date as follows: (Fif in # of hours or type of reskiency, or check waiver )
Category :_JO3 trs., Category Ii: hre. {Risk-Management: 7O hre);  Residency Programin:__ :
Waiver Requestsd_ (You must fill out a separate Waiver Farm.}

14. b) My medical maiprastice insurance is cavered by INSURANCE CARRIEHW‘{ LETTER OF CREDIT___. #f applicable, chack one and idemiy the name.

insurer: Y- a4, - Institution issuing Letter of Credit:
Alternatively, indicate as follows: |am registering with ACTIVE status, but | am not coversd by madical malpractice insurance because | am (Check one)
NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE OTHERWISE EXEMPTED___ {State how) -

14. ¢} Percent of Practice Time In Massachusetts: QD %
Questions 15 through 17 mfer fo the past four years only. Check efther YES or NO [not N/A) v @ach question. Provide detalls on Form 154, aﬂacbeo‘.m

15, Has any pending or new madical malpractice claim basn made against you (whather or net a lawsult was filed in relation to the clairm)? ...........
16. Have you baen a defendent in any pending or new criminal proceeding other than a minor tratic offansa?. ...,
17. Are any formal diseiplinary charges panding or has any diaoipﬁnarnncﬁon (as defined by Board regulations--See Instructions) been taken
against you by any governmental authprity, hospital of olher health care facility, or proféssiona! medical asaociation (intemational,
naticnal, s1ate or 107 ... ettt eee eReR Lt eas st A L S aA SR bR haanas s she st eRe
If you answared "YES" to question 15, 16, or 17 provide details on Form 15A, attached.

e Ak LT * AN

Questions 16 through 24 refer to the past four years only. Check either YES or NO (not N/A) to gach question. Provide details in tha naxt section.  Yes No

18. Has your privilbga to possess, dispense or prescribs controlled substances been suspended, revoked, denied, restricted, surrendered, or
have you been called bafors or been warned by this state or any other jurisdiction including a federal agency? ...

19. Have you withdrawn an application for a mecical licanse or bean denied & madical license for any reason?
20. Have you had any mantal linass which has impaired your ability to practice medicing or 10 function as a studant of Medicine?........e

21. Have you had an crganic ilinass which has impairsd your abiiity to practice medicing or 10 function as a student of medicine?............reee
22, Ara you hitw, OF havs you been in 1he past, depandent upon aloohal OF drugs?. ... S O
23, Have you, for any reasor, fost American Speciafty Board Certification?...........c.onmnnin

24. Have you been denled recertilication by one or more spacialty boarde? ¥ YES, list Board(s): __ s



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

Reglistretion Ni:.  Status Fea Henewsl Date
57514 ALIILE 2150 o3/09/51

Jre NIWA 1 CARRCLC

ﬁz

gt Gy

Directions:

« Questions 1- incluthe information from Board files. Please correct it as necessary.

« Bolore proceuding, please read the instruction bookier.

» Answer alf non—opﬁonal quastions completely. {The instructions specify which questr'ons are oprrbnal )

33 00 plus postage for aach copy furnished.
« Enclose the §150.00 renawal feg by means of a cortified check, money order or personal check mifde #

Acllvlly Status:
| am applying to be registered with the following status: Active X Inactive,
| hereby certity that If requesting Inaclive status, | will not practice medicine In Mas

Pre-Printed Information Correctlons of Pre-§
1. Other Name(s). if any, under which you wera licensed: Name: ___ \W/
2. a) Address {Home): Address:
City/Town
State: Zip:
Country Code; (It 999 write Country).
2. b) Address (Business): Addrass:
11w «rmITaELL STREET City/Town:
State: Zip;
SIMNCY, FA C2189- Country Code: __ (it 999, write County):
3. Date of Birth: Sex: F Date of Birth (WDYY): ! / Sex (MF)
Lic.lssueDate: [ 4 /72767 SSN# Lic. lssue Date(M/D/Y): / [ SSN#
Telephone Number:
Home Business Home: { | _ Business: ( J
{ ) - (617)770-30332
4. Medical School Code; 3¢ (33 YearGraduated: 53 Degree. wp | SchoolCode _ _  Year Graduated: Degree (MD/DO);
Name of School: It 98999, write School:
Faculte ceé Medeciner Universite ce L'etat 3 Liege
5. ) Cther States where you are now licansed o practice (Abbr): ¢ 1 M.ONE
b) States where you previously were licensed to practice (Abbr): < T

6. Specialty Coda(s) {Sae Table 3). :

Code Hours psr Wesk in Mass. L
L
|

Code Hours per Week in Mass.
1o ¢ Oostetrics and Gynecolofy L6 G --Z4-30

o

If OF, write specialty;___

7.a) Are you American Specialty Board Certified? (Y/N) 5 7.b) If YES, Enter Codes:

I
Code. | Code___
Coda’ ; Code
8. Drug License Number(s) (it any} [optional}: a) Federal (DEA) b} How many DEA nos. do you nave?
c) State (MA) #M
9. | bhave compivted my C M.E. requirements in the two years preceding my renewat date: YES A X Waiver Hequested_____

{You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license wil! be renewed. V See Instructions for CME
tequirements. Do ot submit documentation of your CME's with your renswal application.

30M - 9/90 - PE1397" [ For Office Use Only: Waiver Granted Date- / / |




FILL IN NAME AND NUMBER: _
Physician Last Name:; O A’R ROL— L Ragistration No,:__;é.__z_'_é_-_j_ ___9_

10. My medical malpractics insurance is covered by (a} INSURANCE CARRIER X___or (b) LETTER OF CREDIT, . If applicable, check one.

List Insurer: ..T (A H

Alternalively, indicate as follows: | am registering with ACTIVE status, but i am not covered by modical maipractios insurance because | am (Check one).
(i) NOT IN“YE_B IN DIRECT/INDIRECT PATIENT CARE____ . {ii} OTHERWISE EXEMPT;
B

{Srate how otherwise exampl).

11. Current Hospital Alfiliations (Supply the codes from Table § and place a check mark next to those faclities where you have admitting privileges [AF).

Facility Code: | 5 _| /1v{aP) Faclity Code: ______/__(AP} Facility Gode: ______/_(AP)
Facility Code: ______/_{AP} Facility Code: __ __ __/__(AP) Facility Code: __ _ /(AP
i 999, write Nama(s):

?gggﬁ?ggi’eHggpisz at which you previously held privileges and other Health Care Facilitios with which you were assoclated in the past 4 years,

Facility Codo.__ __ Faciiity Code: __ __ Facifity Code: __ __ __ Facility Code: __

It 939, write Name{s};

12. Post Graduate Training in Massachusatts (MA) {Sea instruction booklet.)
a} Are you cuTently in a post-graduate training program in MA as a resident or dlinica fellow? Yes_____ No A_ {Check one.)
b) If you are in a MA program, are you a i) Resident ii) Clinical Feliow___ or iy Research Feliow___? {Check one.)
¢) How many hours per typical week do you spend in this MA post-graduate training program? hrs_fwik. in MA.

13, Care of Patiants in Massachusetts (MA} {Seg instruction booklet)
a) How many hours per lypical wesek are you currently involved in outpatient care in MA? 30  nhrsswk.in MA.

i s Ao

b} How many hours per typical week are you currenty invalved in inpatient care in MA?___g, _ hrs.wk. in MA.

14, Principal Work Setting.
a) Whatis your principal work setting? (See Table 6) e

Questions 15 through 22 refer 1o the past four yeers only. Check sither YES or NO {not NA) to each question. Pravide detalis on Form 16A.
1 the Insfuction I itional information.
Yoo Ne

15. Has any pending or new medical malpractice claim bean made agsainst you {(whether or not a lawsuit was filad in relation to the claim)?.....
16. Have you been a defendant in any pending o. ;» = Lriminal proceading other than a minor raffic offonsaT. .. i

17. Ars any formai disciplinary charges pending of has any disciptinary action {as defined by Board regulations--Sea Insiructions) been taken
against you by any governmantal authority, hospital or other health care facility. or professional medical association (intemational, national,
SEALE OF IOCAINT. . ovveis v cereert e es ettt e e s S

18. Mas your privilege o possess, dispense or prescribe controlied substances been suspendad, revokad, denied, restricted, surrendered,
or have you been called before or bean warned by this state or any other jurisdiction including a federal BGANCY erceer v et

19, Have you withdrawn an application for a medical license o been denied 2 medical Gensa 10r ANY TBASONT...... ..o rerrr s semmes s
20. Have you had any mental flinass which has impaired your ability to practice medicine or to function as a student of medidne?. ...
21, Have you had an organic illness which has impaired your ability to practice medicine or 10 function as a student of medicine?..................

22 Are you now, or have you been in the past four years, depentent Upon alcohol OF HRUGET ... s s

pursusnt 1o M.G.L. ¢.475, 1 wilt not charge to or collect from a Medicare beneficlary more then the Medicare reasonable charge tor iny services.

Pursuant 1o M.G.L. ¢.62C sec.48A, | certify under the penalties of perjury that, to my best knowledge and belief, | have filed any Massachusatis state
tax returns and pald any Massachuselts state laxes, thet sre required under law. NOTE: This applles sven if you reslde out-of-state or out of the

country.
| cartify that | wili fulflli my obligation to report abuse or neglect of children pursuant to M.G.1.. c.119 sec.51A.

{ heteby certity under the panaities of perjury thet ail Information on this form and Form 15A [s true.

Signature; /”I’VW C—-M"‘%J s . i Date Z ! S lql

e . ™ et e —_—— 2 § Ao e £ st | R




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

yemmrrerrre ltrrir

e s LAt pmrarerem
Aibr ek rr——— . — ]

Registration No. Status Fee Renewal Date Late Fee .
ASE ACTIVE $25000 C3/09/93  $25.00 ___Correction of Matling Address
Mailing Address: Address (Mailing):
wIlicha 0 ZARA : Mecs
-AREIL ey City/Town:
State:
Country Code {See Table 1)

—

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

» Questions 18 include information from Board files. Please correct as necessary in the boxes
provided on the right hand side of the page.

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

+ Make a copy of this form and all attachments for your awn records - you will need copies

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

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

payabie 1o the Commonwealth of Massechusels.

Pre-Prioted Information Correctlons of Pre-l}'rlntedt Information

1. Other name(s), if any, under which you were licensed:
Name:

2. a2y Addesce (Hnmay Address (Home):
City/Town:
State: Zip:
Country Code: If 999 prin: Country: BT7

. Address (Busincss): mﬂﬁéﬂﬁb&:&_gi
b) Address {Business): City/Town: |80 MASS. AVE. YALG TON
110 wdlTwiien sTRz:zT Country Code: 2 If 999 prim Country:

SULNIY, Ma 02109

Date of Birth (M/D/Y):  —de d . Sex (MF):_

3. Date of Birth: ' Sex: )
Lic.Issue Date: U4/ 22/87 SSk: Lic. Issue Date MD/Y): ol .. SS#:
Telephonc Number: Telephone Number: G114
eiep : Home: Business; () ""t? 422
Home Buginess .
O (6173770-35032 Full Name of Medical Schaol:
4. Name of Medical School: ) . .
Taculte de MeuwecCine, Unilversite o
ltctst a Lie g: € Year Graduated: Degree (MD/DO):
Year Graduated: 3 I Degree: MU
NoN €
5. 1) Other states where you are now licensed 1o practice (Abbr): T T
b) Suates where you previcusly were licensed to practice (Abbr):
Code Hours per Week in Mass.
6. Specialty Code(s) (See Table 2); O h & S0
Code _Hows per Week in Mass. o ——
e 30 Opstetrics anc Gynecotogy | |OSprntsecaly:
7. &) If you are currently American Specialty Board Certified, enter Codes:  (See Tabie 3)
Code: Code: Code: _0_@'____ Code: S —
b) If you previously were American Specialty Board certified, but are no longer,
please enter codes of prior certification: (See Table 3)
Code: Code: Code: ——— Cade: I
8. Drug License Number(s), if any: 2} Federal (DEA) Federal (DEAY: )
b) State (MA) State (MA): | —_—
9, Thave leted my CME requirements in the two years preceding my renewal datg;  Yes ..,_..._......_.x No, waiver requesied ..
comp e

You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed. See mstructions for
CME reguirements. Do not submit documentation of your CMEs with your renewal application.
y ¥ PPICane ﬁmpk Check Here l




PRINT NAME AND NUMBER:  Physician Lest Name: ___(AFRROLL. Registration Number: > 4 T 1 &

10. Activity Status: I am applying to be registered with the following status: Active X Inactive
- I hereby certify that if requesting Inactive status, I will not practice medicine, Including writing prescriptions, In Massachusetts.

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER ,2_(_ or (b} LETTER OF CREDIT__ _ If applicable, check one.

List Insurer: 3 4 &
Alternatively, indicate as follows: | am registering with ACTIVE status, but I am not covered by medical malpractice insurance because Y am
(Check One): () NOT INVOLVED IN DIRECT/INDIRECT PATIENT CAREIN MASS:______ (ii) OTHERWISE EXEMPT:
(State how otherwise exempt):
12. Current Health Care Facility Affiliations. Supply the codes from Table 4 and place a check mark nex1 to those Facilities where you have
admitting pnvﬂeges (AP).
Facility Code: _1_ ; Y ap) FaeiliyCodee B 1 ) “iapy  FaciliyCoden £.©_ 1 ¥ amy
Facifity Code: _5_ £ apy FaciyCode 2t ; ¥ apy  FaciyCode G 9L 1 ap
Ef 999, print name(s): L
Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
{Sce Table 4.)
Facility Code: . S 4 Facility Code: —_ ___ __ Facility Code: . ___ Facility Code: . . __ Facility Code: . ___

1f 999, write name(s):

13. Are you currendy in a post-graduate training program in MA zs a resident or clinical fellow? Yes. No...__\_/ (Check one)

1 5

14, a) Whal is your principal work setting? {(See Table S} Il

b) Care of patients in Massachusetts (MA) {See instruction booklet.)
i} How many hours per typical week are you currently involved in owpatiens care in MA? .& hrs/wk in MA
ii) How many hours per typical weck are you currently involved in inpatient care in MA? er hrsfwk in MA

Questions 15 through 23 refer (g the past b0 years only, Check either YES or NO (NOT N/A) io each qucsuon
Provide details on Form 15A for all YES answers, Refer to the instructi ki addinonal j

[IN THE PAST TWO YEARS:]
!:_.__—_ YES NQ

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

16. Have you been charged with any criminal offense, other than a minor waffic VIOTAtIonT ... ..o veeverresunseeseossessmesssssssosserse

17. Have you formally been charged with or disciplined for any violation of the rules, by-laws or standards of prac:we of any
governmental authority, health care facility, group practice or professional s0Ciety or asSOCIAUON? ... v cocees ar tiareeesescmsesareons

8. Has your privilege 1o possess, dispense or prescribe controlled substances been surrendered to or suspmded revoked, denied
of restricied by any state of federal AEENCYT . ..o i b e e R S et L e R ot e bk A et e b st

19. Have you withdrawn an application for a medical license ¢ -n denied a medical license for any reason? .......oevievereeneees
20. Have you had any mental iliness which has impaired your abilily to practice medicine or to function as a student of medicine?
21. Have you had an organic illness which has impaired your ability to practice medicine or to function as a student of medicine?
22, Are you now, or have you been in the past two years, dependent upon aleohol Of drugs? oo e
23. Has any professional Liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage?......
« Pursuant to G.L. ¢. 112, sec. 2, I will not charge to or collect from 2 Medicare beneficiary more than the Medicare reasonable charges.
£
» Pursuant to G.L. c. 62C, sec. 49A, I hereby certify under the penalties of perjury that, to the best of my knowledge and belief, I have
filed all Massachusetts state tax returns and paid all Massachusefts state taxes that are required ander law. NOTE: This appiies even if you
reside out-of-state or out of the country.

+ Lbereby certify that I wili fulfill my obligation to report abuse ar neglect of children pursuant to Gi.1. c. 119, sec. S1A,

« I hereby certify under the penalties of perjury that all information on this form and Form 15A Is true.

sigare: /Yot e (@updle D o 3,3 193




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

e, rrrre————
rr—_——_— T —

———rern
b

Regisration No. Stars Fee Renewsl Date  Late Fee

57518 ACTIVE $250.00 a2 /sng/gs  $25.00 Correction of Mailing Address
Mailing Address: Address (Mailing):

NINA M CARROLL, M.D. G .

1224 BOYLSTON STREET CioyfTown:

CHESTNUT HILL, MA 02167 Coxn';try-

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

+ Faflure to renew in a timely manner will cause your Heense to lapse and may affect your
ability to practice medicine In the Commonwealth. (See enclosed letter).

« Add late fee if necessary.

- Make a copy of this form and all attachments for your vwn records - you will need copies for
credentialing and other purposes. The Board will charge & fee for each copy it provides.

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

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s}, if any, under which you were licensed:
Name:
Address:
2. Home Address : City/Town: __
State: Zip:
Country:
3. Date of Birth: Sex: g D.atc of Birth (M/D/Y):  ——demdee  Sex (M/F}:
Lic. [ssue Date: 04'/ 22787 SS#: Lic. Issue Date M/D/Y): L[ ..  SS#
. Home: { ) Business: ({5 / 2733l
Home P B . oI 7319
_ . 617)648-4221 Full Name of Medical Schooi:
4. Name of Medical Schoot:
Faculte de Medecine, Universite de
1'Ftat a Liege Year Graduated: Degree (MD/DOY;

Year Graduated: 83 Degree: MD

5. a) Other states where you are now licensed to practice (Abbr):
b) States where you previously were licensed to practice {Abbr): T

6. Specialty Code(s) (See Table 1): Code Hours per Week in Mass:
Code  Hours per Week in Mass, -g— X N §O

0BG 50 Obstetrics and Gynecology

If O5, print specialty:

7. I you are currently American Specialty Board certified, enter codes: (See Table 2)
Code: O Code: Code: . Code:
8. Drug license number(s}, if any: a) Federal (DEA) Federal {DEA):
b) Massachusetts Mass:

9. Activity Status: I am applying to be registered with the following stats:  ACTIVE 5_ INACTIVE
+ T'hereby certify that if requesting Inactive status, I will not practice medicine, including writlng prescriptions, in Massachusetts,




PRINT NAME AND NUMBER: Physician Last Name: G ARROL Registration Number: SIS ¥

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 place a check mark next to these facilities where you have admitting privileges (AP).
Facility Code: _{g _J. — / ~SZ(AP)  Facility Code: o oo / — (AP) Facility Code: — — e / weme (AP)

Faility Code: = /. / ~(AP)  Facility Code: — e e / — (AP) Facility Code: oo — / «—(AP)

If 999, print name(s):

) Additional hospitals at which you previcusly held privileges and other health care facilities with which you were associated in the past 2 years.

{See Table3—4- l
Facitity Code: 2. | __ Facility Code: 6. C ___ Facility Code: 2 5 Facility Code: 1 0 & Facility Code: o — —
1f 999, write name(s):

11. My medical malpractice insurance is covered by (a) Insurance Carrier v (b) Letter of Credit ..o If applicable, check one.

List Insurer: CR1CO
Aliernatively, indicate as follows: 1 am registering with ACTIVE staws, but I am not covered by medical malpractice insurance bacause I am
{Check One): (i) Not involved in direct/indirect patient care in Massachusetts!  ———wee (i1) Otherwise exempt:

State how otherwise exempt:
12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? Yes

5

13. a) What is your principa! work setting? {See Table 4) __l'__ _—
b) Care of patients in Massachusetis (See instruction booklet.)
i) How many hours per typical week are you currently involved in outpatient care in Mass? -:L'§ hrsfwk
ii) How many hours per typical week are you currently involved in inpatient care in Mass” -5 hrsfwk
¢) Approximately what percentage of your patient care hours are in primary care?
(See instructions for definition of primary care.) /D0 %
Questions 14 through 24 refer to the past two years only. Check either YES or NO (NOT N/A) o each question. Provide details on
Forms R-1 and R-2 for all YES answers. Refer ig additional i ati i

[ INTHE PAST TWO YEARS: | YES NQ
14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been finally settled or
adjudicated, whether ot nat a lawsuit was filed i1 TelBHON 10 The CLAIM? wiiviiereeerrsenarerrmiessirsmrissese e bettss s s st s e
15. CLAIMS RESOLVED: Has any medical malpractice claim against you heen settled, adjudicated or otherwise resolved,
whether or not 2 lawsuil was filed in relation 10 the Claim? ...
16. Has any lawsuit, other than a medical malpractice suit, which is related ta your competency (o practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or beer: seitled, adjudicated or otherwise
EEOIVERAT oot eeereeeaes tsnty e Eresnd S eEb e e A R AL S BT R TR S
17. Have you been charged with any criminal offense, other than a minor traffic violation?......com e
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 ot ASBOCIBHONT oeec v et
19. Has your privilege 10 possess, dispense o1 prescribe controlled substances been surrendered 1o or suspended, revoked, denied
or restricied By any SLAte OF [EAETAl BEEMEYT wrvuwrwerecrerrimnissto s s s o
20. Have you withdrawn an application for a medical license of been denied a medical license for any reason? ..o
21. Has any professional liability insurance provider restricied, limited, terminated or imposed a surcharge on your coverage of
have you voluntarily restricted, limited or terminated your insurance coverage in response 1o an inquiry by a professional
. Have you been diagnosed with or do you have a medical condition which limits or impairs your ability to practice medicine? ..
. 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 Jimited your scope of practice of medicine for any reason other than a medical
P TR
25. 1 have completed my CME requirements in the two years preceding my renewal date:  Yes v No, waiver requested
No, training program exemption (see instruction booklet).
Tf requesting a waiver you must {ill 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 docurmentation of your CMEs with your renewal application.
. Pursuant to G.L. c. 172, sec. 2, 1 will not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.
+ Pursuant to G.L. c. 62 C, sec. 49A, I bereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
1 have filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States.
. Pursnant to G.L. c. 112, sec. ¥A, I hereby certify that T will fulfiil my obligation to report abuse or neglect of chiidren as required by
G.L.¢. 119, sec. S1A.
+ T hereby certify under the pains and penalties of perfury that all Information on this form and Forms R-1 and R-2 Is true.

R s OV O Y A bue: (127195

No .._"/__ {Check one)

ion and definitions.

4
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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 bocklet.

» Copy this form and all attachments for your ewn records; you will need copies for credentialing and other purposes.

The Board will charge a fee for each copy.
+ Remit $250.00 for rencwal fee.
« Add late fee of $25.00, if necessary.

« Return renewsl application in GREEN envelope.
+ Enclose check with coupon m BLUE envelope.

57518 03/09/97

[Qélive

[ Inactive *(see below)

Registration No.: Renewal Date:

1. Activity Status:
{Check only one)
2. Other Name(s), if any, under which you were licensed:

NINA M CARROLL, M.D.
1224 BOYLSTON ST
CHESTNUT HILL, MA 02167-2104

pHome Address:

Home Phone:

Business Phonc: (617)277-3119

4. A) Date of Birth: Cysex: F
B) Lic. Issue Date:04/22/87 D)ss#:

5. A) Name of Medical School:

Faculte de Medecine,
1’Etat a Liege
B) Year Graduated: 83

Universite de

C} Degree: MD

6. Specialty Code(s) (See Table 1)

Code(s) Hours per Week in Mass.
GYN 50 Gynecology

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

Code: 0OG Code:

8. Drug License Numbers, if any:
A) Federal (DEA):
B)} Massachusetts:

9. A) Other states where you are now licensed 10 practice
Abbr:
B) States where you previously were licensed to practice
Abbr:  CT

[ Retiring (see instructions) Lt
) Do not wish to renew v

-l

Co rrections (type or print)

Other Name(s):

Mailing Address:
City/Town: ’

Zip:

___ State:

Countty: U S

Other Address:_
City/Town:

State: _

Zip: ‘ountry:

us

Home: ( n»

Business: ( )

Full Name of Medical School:

Date of Bith (M/D/YY: [ {
Lic. Issue Date (M/D/Y). __ /[

Sex (M/F):
S5#

Year Graduated:

Degree (MD/DO):

Code(s)

Hours Per Week in Mass.

[If 08, Print Specialty:

Code:

Code:

Mass: __

Federal (DEAY:

Abbr:

Abbr:

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




PRINT NAME AND NUMBER: LastName: A% R R Ol Registration Number, S 75 | &-

10. A. 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),
Facility Code: ba_lﬂ{A?) Facility Code: [/ {AP) Facility Code: /__(AP}
Facility Code:_ 2= £/ (AP} Facility Code:_ ___ / (AP) Facility Codc:: — — (AP
1£ 999, print name(s): -

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

Facility Code:__ ___ Facility Code:______ Facility Code:______ Facility Code:_ __ Facility Code;_
i 999, write Name(s):
I1. My medical malpractice insurance is covered by a) )( Insurance Carrier by Letter of Credit

Name of Insurer.  CR I (D)

Aliernatively, indicate as follows: [ am registering with Active status but [ am not covered by medical malpractice insurance because

I am (check one) &) Not invelved in direcindirect patient care in Massachusetts b) Otherwise exempt

Please explain exemption:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? (check one) ] Yes B’é}v
13, A. What is your principal work setting? (See Table 4) / 5.
B. Care of patients in Massachusetts (see instruction bookiet).

1} Average weekly hours invojved in: a) outpatient care 5 O hrsiwk b} inpatient care 4 hesiwk

2) What is the approximate percentage of your patient care hours in primary care 2 O %

PART A
Questions 14 through 22 refer to the past two (2} years only. Check either YES or NO (NOT N/A} to each guestion, Provide

details on Form R for ali YES answers except for question 22. Refer to the instruction boeklet for additional information and
definitions.

IN THE PAST TWO (2) YEARS: [YES NO
14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not vet been finally settled or '
adjudicated, whether or ntot a lawsuit was filed in relation to the claim?

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

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

——

17. Have you been charged with any eriminal offense, other than a miaor 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? I

19. Has your privilege to possess, dispense or preseribe controllied substances been surrendered to or suspended, revoked, |
denied or restricted by any state or federal agency?
20. 1lave you withdrawn an application for a medical license or been denied a medical license for any reason?

2}, Has any professional liability insurance provider restricted, limited, terminated, imposed & surcharge or co-payment, or
piaced any condition related to professional competency or conduct on your coverage or have you voluntarily restricted,
limited or terminated your insurance coverage in respanse to an inquiry by a professional liability insurance provider?

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

{7 Waiver requested {waiver form due 30 days prior to date of license expiration). [J Training Program exemption

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

Signature__ / /221%1 - Date: 2- /1 2219 F

e
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03/24/97 _ Page:
Massachusetts Board of Regiatration in Medicine
Physician PFrofile

NINA M., CARROLL, MD

This Profile is not available for public release until 11 April 987 //vq/kflﬂ\

I. DPhygician Information

The information in sectiona I - V has been provided by the physician.
Dr. CARROLL has been fully licensed in Massachuseatts: 10 years
Accepting new patients? Yes Accepte Medicaid? Yes
Primary work setting: Private Office
Business address: — Bri—HEARFHCARP—BFE I3 +T— -
15 BEULZCEGN STREET BovL Sron
CHESTNUT EILL, MA 02167-
Fhone: 617-277-3118

Translation services availakle: None

Ingurance Plans Accepted Hospital Affiliations
HMO Blue Beth Israel Hospiltal
BCRE (Indemnity) Mount Auburn Hoepital
Tufts

PILGRINM

ARTHA

US REALTHCARE
STATE HANCOCK
CIGNA
BPRUCARK
OTHER PLANS

Ir. Education & Training

Medical School: Paculte de Masdecine, Universite de 1l'Etat a Liege
Graduation Dates: 1583

Post Graduate Training:
07/01/83 - 06/30/84 BOSTON UNIV MED CTR INTERNSHIP :0B/CGYN
g7/01/84 - 06/18/87 BOSTON UNIV MED CIR RESIDRNCY :OB/GYN

IIT. Specialty

Gynecology
ABMS Board Certified: Obstetrics & Gynecology

IVv. Honcrs and Awards

This physician has reported no awards.

V. Professicnal Publications

GYNECOLOGICAL INFECTIONS AND SEXUAL PRACTICES.
{(IN PRESS)




03/24/97 Page: 2

Massachusatts Board of Regigtration in Medicine
Phyaician Profile

NINA M. CARROLL, MD

VI. Malpractice 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
balieves that consumers should have access to malpractice information. In
these profiles, the Board has given you information about hoth the malpractice
history of the physician’a specialty and the physician's history of payments.

The Board has placed payment amounts into three statistical categories: below

average, average, and above averages. 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 conasidering malpractice data, please keep in mind:

* Malpractice histories tend to vary by specialty. Some specialties are more
likely than others to be the subject of litigatieon. This report compares
doctors only to the members of their speclalty, not to all docteora, in order
to make individual docter‘s history more meaningful.

* This report reflscts 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
bhas been in practice when considering malpractice averages.

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

* Some doctors work primarily with high risk patients. Thess doctors may
have malpractic¢e histories that are higher than average because thay
specialize in cases or patients who are at very high risk for problems.

* Settlement of a claim may occur for a variety of reasons which do not
necessarily reflect nagatively on the professional compstence 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 occurred.

You may wish to discuss information provided in thig report, and malpractice

generally, with your doctor. The Board can refar you to other articies on

this subject.
Dr. CARROLL has not made a payment on a malpractice claim in
Masgachusetts in the last ten yeara.
VII. Disciplinary Actions

A. Criminal Convictions

The information in this section may not be comprehensive. The courts are now
raequired by law to supply this informaticn to the Board.

Pr. CARROLL has had no criminal convictions in the past ten years.

B. Hoapital Piacipline

This section contains several categories of dieciplinary actions taken
by Massachugetts hospitals during the past ten years which are specifically
required by law toc be released in the physician's prefile.

Dr. CARROLL has no record of hospital discipline in the past ten years.




03/24/97 Page:
Masgachusetts Board of Regigtration in Medicine
Physician Profile
NINA M, CARROLL, MD
C. Board Discipline

This section includes final disciplinary actiona taken by the Massachusetts
Board of Registration in Medicine during the past ten years.

Dr. CARROLL has not been disciplined by the Board in the paat ten years.



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. *‘(

« Remit $250.00 for rencwal fee. « Return renewal application in GREEN envelop
+ Add late fee of $25.00, if necessary. « Enclose check with coupon in BLUE envelope

Registration No.: 57518 Renewal Date: 03/09/1999 1. Cument Status:  Ac tive

[ —
7 s
H < g

i d e !

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

] Active {T] Retiring (see instructions) (] Inactive (see below *) | Dp lpEvﬁisT renew | i

Li_d . 1999 "i.‘"‘ ;
2. Other Name(s), if any, under which you were licensed: Please make corrections :ype or print) L.A
Other Names): EY j
3.A) Mailing — - - =
NINA M CARROLL, M.D. g‘:;‘/‘;‘gw:d’m Porf oS é:at;\/
B.I. HEALTHCARE\ STE 311 ) )
25 BOYLESTON STREET Zip: Country:
CHESTNUT HILL, MA 02167
B) Home Address H Other Address:
City/Town: State:
Zip: Country:
Home Phone: Home: ( )
Business Phone: (617)277-3119 Business: ( )
4. A)Date of Birth: Sex: F Ig;;e of Birth: (_M/DIY? I+ sex:OM (F
B) §5#: —_—— e

¥ull Name of Medical School:
5. A) Name of Medical School:

Faculte de Medecine, Universite de
1'Etat a Liege
B) Year Graduated: 1983  C) Degree: MD Year Graduated: Degree: [} M.D. [} D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s Hours per Week in .
GYN 5 Gynecology

I£ 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 (DEAY: Federal (DBAY
B) Massachusetis: 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:

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

14




PRINT NAME AND NUMBER: Last Name; (" /AR oo Registration Number: 7 ™ !

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply
the code§ _frum ’I_‘able 3 and place & 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: 4 < //  (AP) _]_QD__ % FacilityCode:_ _ _ / (AP)____ % FacilityCode: _ _/ _ (AP) - %
Facility Code: _____ / _ (AP)____ % Facility Code: f___(AP)_____ % Facility Code: _____/ (AP) %
1f 999, print name(s):
11. My medical malpractice insurance is covered by &) Msurance Carrier b) [{] Letter of Credit
Name of Insurer;__ CR 1 C.02 Altematively, 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:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) ] Yes [:g‘{o
13. A. What is your principal work sefting? (See Table 4) _L 5
B. Care of patients in Massachusetts (see instruction booklet),
1) Average weekly hours involved in: a) outpatient care l_:_hrs/wk b) inpatient care ____g___hrsfwk

2) What is the approximate percentage of your patient care hours in primary care? ) %

PART A -~ QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer to the past two (2) years only. Check either YES or NO {NOT N/A) to each question, Provide
g : phswers except f gstion 22. Refer to the instruction bocklet for additional information

detailson Form R forall Y nywi X

definitions. You must auswr LL questions, or this form will be returned to you and your license renewal may be Qghxﬂ.

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

15. CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been 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 to-practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or

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

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

19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended,
revoked, denied or restricted by any state or federal agency?
20. Have you withdrawn an application for a medical license or been denied a medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or ;

co-payment, or placed any condition related to professional competency or conduct on your coverage or have
you voluntarily restricted, limited or terminated your insurance coverage in response to an inguiry by a ‘ I

professional liability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? !B/Yes [(] Ne
[J CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [_] Training Program exemption
See Instructions for CME requirements. Do not sabmit documentation of your CMEs with your renewal application.
s Pursuantto G.L. ¢, 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid alf
Massachusetts siate 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. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as required by G.1.. ¢. 119, § S1A.
e Ihereby certify under the penalties of perjury that all the information on the Renewal Application and Form R s true.

Signature: ’//74471‘ Cﬁ"ﬂ’(‘/”b_ Date: oL ;s 4,97

YOU MUST SIGN AND INCLUDE PART B, PAGE 3, WITH YOUR RENEWAL APPLICATION

b s e e s+ e b, sy
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Commeonwealth of Massachusetts Board of Registration in Medicine -
‘Fen West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 ,:—:

[

http:/fwww massmedboard.org

Physician Registration Renewal Application{?

Before proceeding, please read the instruction booklef. Copy this form and ail attachments for your own records; you will
need copies for credentiating and other purposes. This completed renewal form with attachments must be returited in the

green envelope 4 weeks before your renewal date.

+* Remit $250.00 for rencwal fee. + Return renewal application in GREEN envelope.
= Add late fec of §25.00, if necessary. + Enclose cheek with coupen in BLLUE envelope.
Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required "
Active 5751% 03/09:2001
1. Current Status: Registration No.: Renewal Date:

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

1 Active ] Retiring (sce instructions) [J inactive (see instructions) [ Do not wish to renew
Please make corrcetions (rype or print)

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

Other Name(s):
A) Mailing/Business Address:
3. NINA M CARROLL - .
1400 Centre St Ig‘:g}?g /-\clldress. - Sate:
Suite 206 iyrtown: ae:
Newton Centre, MA 02459 Zipr . . Counfry:
8) Home Address: Business Address: T
City/Town: O Sate:
Zipp . Counmy:
Business Telephone: ( (13 ) R0~ 9 800
- Home Address: N
City/Town: State:
. Zipp__ Country: L _
Home Phone: Home Telephone:  { }
Business Phone: : PLEASE NOTE: No P.0. Box addresses for home or
business addresses.
_ F 7. (9Hent American Board of Mcdical Specialties Certification (See Table 2)
4. 2) Date of Birth: b) Sex: Code: Code:
<) SS#: .
8. Dmug License Numbers 1t ame
5 . : ; . a) lederal (DEA):
> al "h‘&ﬁﬁf&‘ ﬁé&éa‘slﬁl@??}hivemiw de FCrat s Licge b; Massadfuscrm):
. 1983 MD.
b) Year Graduated: ¢) Degree: 9, a) Ogher states where you arc now licensed o praciice {(Abbr.}

6. Specialty Code(s) (Sce Table 1}
Codefl} ¢ Hourw&&(gs&jn Mass.
0

ty-$tates where you were previously licensed (Abbr)

Facility Code: __ F 1/ y/(AP) 4y % FacilityCode: 7/ (AP)
I 999, print name(s): .

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. (Supply
the codes from Tablg 3 and place a check mark next to those health care facilitics where you have admitting privileges (AP).
Next to each facility, write the appreximale perceniage of patient care hours that you provide in each facility).

Facility Code: 4 Y {/ V(AP) 2§ % Facility Code:___/__ (AP) % Facility Code:____/_ (AP) Y%

% FacilityCode:___ /  (AP) __ %




. .
PRINT YOUR LAST NAME: OA‘{(K(’ LL- LICENSE NUMBER: 551y .

11. My medical malpractice insurance is covered by a) ﬁ insurance Carrier  b) [[] Letter of Credit '
Name of Insurer:_ (2 pniollad. Rizhe. Dhlwhirte Co, 0@ \IT, Allematively, indicate as follows: )
1 am registering with Active status but [ am not covered by medical malpractice insurance because I am (check one) ' .

a) [J Notinvolved in direct/indirect patient care in Massachusetts b) {_] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? {check one) [ ] Yes B’No

13. A. What is your principal work setting? (See Table 4) ___L i
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a} outpatient care _ﬂ-_hrslwk b) inpatient care J_Du_ hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? / § %

FAR — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer to the past two (2} vears only. Check either YES or NO (NOT N/A} to each guestion. Provide

detai For ] answers except for i 2 fer to the instruction booklet for addjtional information and
finitions. You must answer AL jons. or this form will be returned to you and vour licen TEW: bed d.

YES NO

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

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

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

otherwise resolved?

17. Have you been charged with any criminal offense, other than a2 minor traffic violation?

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

19. Has your privilege 1o possess, dispense or prescribe controlled substances been suspended, revoked, denied,
testricted 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?

21i. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-payment, of 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 (o an inquiry by a
professional tiability insurance provider?

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? |Z Yes [ Neo
[ CME Waiver requested (CME waiver form du:e 30 days prior to date of license expiration) [ cME exemption

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

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

Pursuant 10 G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or out of the United States.

*  Pursuant to G.L ¢. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support.
*  Pursuani to G.L. ¢ 112, § IA, I will fulfill my obligation to report abuse or neglect of children as required by G.L. ¢. 119, § 514.

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

Signature: /YM’VI W I /f_l

YOUMUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAIL APPLICATION

Board Regulations require that you notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. 2
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( PHYSICIAN PROFILE
(Information current as of 8/21/96)

1
: Nina M Curroll
l L PHYSICIAN "
The inforaation in Scctwns I, IT and 07 has been provided by the physiian,
‘7’&,«4» W :
' . fnsurance Plan
| Fegwsy Cmaty Heh Crr. BETH LS£AEL Affliation
| 7 Haviland Strect OB [Crars FoumofTion2IHRLUQNS
Beston, MA 82113 25" BoYe STon STREET Himo Blue
E Usa. CHE STAGT WL, mA Bebs (Indemsity?
i (617) 287-0900 ' Tufis
02 F Other Plsas
Hospita! Affiligtions : b -

Beth Istael Hospite!
Moynt Auburn Hospital

Accepting New Patienis? T
Accept-Medicaid? T

L EOU ON AND TRAININ

Medical School: Facuite Do Medecine, Universite Do L Feat A Liege 83
Post-Graduate Training:

] 1L PFQ:I,_-*, j] Y RD CERTIE] IO
g o o T —,f_zz_ Secm- B o T s S DR T s o
Gyrecology Bopard Of Obsteirics And G)mecolog'
|
: . HONQRS AND AWARDS

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

1



Commeonwealth of Massachusetts Board of Registration in Medicine \\\\\\N\
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617) 654.9810 http:waw.massmedboard.org 4

Physician Registration Renewal Application ";

Before proceeding, please read the instruction booklet “CupiithiTors dodigll laf aghilents for your aw records; you will =
need copies for credentialing and other purposes. This ¢4 55 Fedrenewdi-Torin-witly Httachments must be returned in the b
green envelope at least 4 weeks before your renewal date. FEB |
q2m |-
[ }
«Remit $400.00 for repewai fee (non-refundable). « Return renewal application in GREEN envelope. Ly

aeck with coupon in BLUE envelope. by

sAdd tate fee of $25.00, if necessary, SokRgtose

Please review carefully the following informatiL RegsiAaninAtEhpledeness. Make any corrections or
alterations as required. All questions must be answered or your renewal will be delayed.

Renewal Date; 03/09/2003

1. Current Status:  A¢tive Registration No.:57318
If you want to change your current status, please check one of the following boxes to indicate your new status: (Check only one)

[ Active [} Retiring (see instructions) [] tnactive {see instructions) 7] Do not wish to renew
Please make corrections (print)

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

A) Mailing/Business Address: [] Other Name(s)  [] Name Change (enter name below)
3, NINAM CARROLL
14(?0 Centre St Mailing Address:
Suite 206 City/Town: State:
Newton Centre, MA 02459 X
Zip: _ Country: .
B) Home Address: —
a“ﬁ' Dusincss Address: 9 & PoND Al
City/Town: B Reok i N ET State: _[Addy
Zip: 02146  Country: UsA
Business Telephone: { 1 F)_232 = 0202
Home Address:
City/Town: State:
Home Phone: le: Country:
. Home Telephone:  { )
Business Phone: LI+ L3D-q800 PLEASE NOTE: Only gne address can be a P.O. box. The
mailing address cannot be a P.O. Box.
4, a)Date of Birth: b) Sex: 7 Current American Board of Medical Specialties Certification (See Iable 2)
_ F Code: Code:
cl SS#: O
_ 8.Drug License Numg{:rs, if any:
5. @) Name of Medical School: a) Federal (DEA):

Facylte de Medecine, Un%versilc de I'Etat a Liegs b) Massachusefts:

b} Year Graduated: ¢) Degige: M.D
o 9. a) Other states where you are now licensed to practice (Abbr.}
6. Specialty Code(s) (See Table 1) -
Code(s) Hours per Week in Mass. b) States where you were previously licensed (Abbr.)
GYN © Gynecology er—
0

o

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision .'patient
care, (Supply the codes from Table 3 and place 2 check mark next to those health care facilities where you have admitling privi ges (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). ___ No affiliatio- .
Facility Code: _‘:I_ ﬂ _L f_‘ﬂAP) {0 % Facility Code:__ F 17 _’ﬁAP) £5 % FacilityCode:____ /. {(AP)___ %

Facility Code: 4§ 2 1/ v (AP) 25 % FacilityCode: 1 (AP)____ % Facility Code:____ _/ __ (AFP) %
If 599, print name(s):




[
!
PRINT YOUR LASTNAME: __(CARRoLL_ LICENSE NUMBER: _S7518
11, My medical malpractice insuxanceris covered by [E/Insurance Carrier [ Letter of Credit
Insurer’s name. (Required); ( X TC& Policy dates: From: _/_/ | /g'}_ To: 2 /-3), /_92_
Alternatively, indicate as follows:| I am registering with Active status but ¥ am not covered by medical malpractice insurance
because I am: Check One: [[] Not involved in direct/indirect patient care in Massachusetts [] A government employee.
[J Otherwise exempt Please explain exemption:

12. What is your principal work setting? (Sce Table 4) I 5 If you are affiliated with a healthcare facility or credentialed
for the provision of patient care ytT.l must complete guestion #10 on page 1 and list your affiliations.

13. Care of patients in Massachusetts {see instruction booklet),
1) Average weekly hours invj)ved in: A) inpatient care _4_-__'___ brs/wk  B) outpatient care _é_o hra/wk
2) What is the approximate peycentage of your patient care hours in primary care? () %
PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTION

Y

Ouestions 14 through 22 refer to the period since vou signed vour last renewal application heek efther YES or NO to gach
nuestion. Provide detalls on Form Rifor all YES answers (¢xcept questic Refer to instructions for additions] information
and definttlons. AL, auestions jn this section must be answered. Do not answer NA or the §o vill be incomplete and dels
your rengwal, ;

1 YES NO
14, E : Has any medical malpractice claim been made against you that has not

yet been finally settled or adjudicated, whether or not  lawsuit wag filed in relation to the claim?

5. 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 to practice medicine,
or your professional conduct in the practice of medicing, 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 dis¢iplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, health care facility, group practice or professions! society or association? ' |

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

20. Have you withdrawn an applicationj for a medical license or been denied a medical license for any reason?
21, Has any professional ligbility 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 ot terminated youz insurance coverage in response to an inquiry by a
professional liability insurance provider? -

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? Eﬂf’cs
[ CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date.

CME EXEMPIION: Check one:i [ Inactive status [} Residency/Fellowship training (See instructions),
See Instructions for CME waiver or exemptlons. Do not submit documentation of your CMEs with appHeation,

« Pursuant to G.L. ¢, 112, Sec 1A} I understand my obligations to report abuse or neglect of children under G.L. c. 119, Sec. 1A
and the punishment for fzilure 1 comply. '

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

*  Pursuant to G.L. c. 62C, 49A, I certify that I have complied with all laws of the Commonweslth related to the fiting of
Massachusetts state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors: der
G.L. c. 62E; and withholding nnt remitting child support pursuant to G.L. ¢. 119A. (See instructions).

O Ne

I hereby certify under the penalties of perjury that all information on this Renewal Application, Part B and Form R s true.

|
\ \ —
Signature: /%m W Date: & /10 103

QU MUST AND UDE PART B, WITH YOUR RENEWAL APPLICATIO}

Board Regulation eiretht unti the Board, in writing, of a hanpge of address
MAKE A COPY OF YOUlﬁ APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




Massachusetts Physician Renewal Application

Physician Name: NINA M CARROLL License No.: 57518
PART A
1) Current Status: Active Renewal Due Date: 02/09/2005 Birth Date

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

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

Business addresses CANNOT,

) Please make corrections (print)

2a) MAILING ADDRESH
55 pond Ave.
Brookline, MA 02445

ailing Address:

ity/Towm: State:

ip: Country:

[3 Check here io cliangé

2 ADDRE ]
b) HOME DRESS Home Address: _ _
City/Town: . _State:
Zip:_ Country: ___ ' —
T . T ‘
Phone: Home Telephone
I Check here to change this address Home address cannot be a Post Office Box
2c) BUSINESS ADDRESS Business Address:
55 pond Ave. ‘
Brookline, MA 02445 City/Town; State:

Zip: Country:

Business Telephone: (_ )

Phone: (617)232-0202

[1 Check here to change tus address Business address cannot be a Post Qffice Box

3) E-mail Address:

4) Fax Number: N [Lj j-3 4- J20% -

5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Gynecology 0
a
a

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.
(See enclosed instructions and Renewal Instructions, page 4.)

List Certifying Board(s} below: Update General Certifleates and Subspecialty Certificates
' below. Please add additional Certifications as required.
Board Name ABMS or AOA Certificate/Subspecially Correct? Delete?
X m] Obstetrics & Gynecology ® O
O 3] a |
O [m} O 0
O 0 O )

Page 1 of 5
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Massachusetts Physician Renewal Application
Physician Name: NINA M CARROLL License No.: 57518

(See Renewal Instructions, page 4.) Please make corrections as necessary
7y Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)

a) Massachusetts:
b) Federal (DEA): 8b) States where yon were previously licensed (Abbr.)

. ¢) Federal (DEA) XS: cT

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Private Office
Change to: Hours per Week: 3 9‘

10) List all current health care facilitics where you are affiliated or have completed the credentialing proeess for the
provision of patient care. (Supply the name of the health care facility from Reference Table 8 on Page 16 of the
Instruction booklet). Next to each facitity, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Incinde any affiliations with on-fine prescribing services or companies. Please provide sil information for additional

facilities on a separate sheet, if necessary.

No Affiliations [

Health Care Facility (See Renewal Instructions, page 4.) Delete? | . ot Sealt Catcgorycmnge :c:i&’::u
Beth Israel Deaconess Medical Center O | Achve 2-3
Brigham & Women's Hospital a Q‘C'TN g / A
Mount Auburn Hospital O | CownTESY L/
women's HEWLTH SERVICES O |comguting -8

0

0

o

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in; 4) inpatient care 21 hrsiwk Change to: L1 hrsivk
b) outpatient care 30 hrs/iwk Change to: _‘f_& hrs/wk

12) Medical Liability Insurance Information /See Renewal Insiructions, page 5.}
My medical fiability insurance is provided through: {clheck one)

ﬂ/ Insurance Carrier (compliete below)

Current Insuyrance Carvier; CRICO Change to:
Policy dates:  From / / /7 200G 1o 17,31, 2005
{required)

L] Letter of Credit subject to Board approval (attach a copy)
[J tam registering with Active status but 1 am net required to have medical liability jnsurance because 1 am:

Check one:
{1 WNot involved with direct or indireci patient care in Massachusetts

1 Government Employee Federal Tort Claims Act {FTCA)
{1 Otherwise exemypt {Please explain):

Page2ofb
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' Massachusetts Physician Renewal Application
Physician Name: NINA M CARROLL License No.: 57518

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) Yes No Lo,
If Yes, please complete Form PCA-O "Office Based Surgery” e

wanil,

B

In questions 14-21, the phrase "time period" refers to the following: all time from the day you signed your last b
nely

license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 3.) *

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

YES NO

14} CLAIMS MADE baa
a) New: Has any medical malpractice claim been made against you during this time period, whether or

not a lawsuit was filed on that claim?
b) Pending: Are there any unresolved mafpractice claims against you today, any claims that have not been
finally settled or finally adjudicated?
15) CLAIMS PAID
Has any medical malpractice claim against you (whether or not a iawsuit was filed on that claim) been
resolved, settled, or rdjudicated during this time period?
16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time peried?
b) Reselved: Have you resolved, settled or adjudicated any fawsuits, 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 criminal charges pending against yon 1oday?
¢) 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 governmenta! authority, health care facility, group practice or professional society or assaciation?

19) Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or swrrendered 10 any staie or federal agency?

20) Have you withdrawn an application for a medical license, alowed 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 campetency or conduct on your coverage, of
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by

a medical Yiability insurance carrier?

22) CME CERTIFICATION:
2) Have you completed your CME requirements preceding your rencwal date? ﬁ Yes [ No

b) IF no, are you requesting a CME waiver?
[7 Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your license expiration date. (See Renewal Instructions, page 8.}
¢) If you are exempt from CME reguirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one) [ Inactive Status 1 Residency/Fellowship training

Page 3of b



Massachusetts Physician Renewal Application
Physician Name: NINA M CARROLL License No.: 87518

PHYSICIAN PROFILE

{1 1 have reviewed my Physician Profile at profiles.magsmedboard.org and confirm that the information is accurate.
ﬂ I have reviewed my Physician Profile and attached a copy of the Prafile with corrections.

[J My status is Inactive and ] do not have a Physician Profile. (See Renewal instructions, page 10.)

CERTIFICATIONS

1) 1 certify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 514,
and 1 understand the punishment for fajlure to comply,

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

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

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

5) 1 certify that I have complied with my obligations to report the wreatment of victims of rape or sexual assault pursuant to
G.L.e. 112, 5ec. 12A 172,

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

7) 1 certify that 1 have complied my obligations related to charging and collecting fees from Medicare beneficiaties in
accordance with the Medicare fee schedule, and I understand my obligations under G.L. ¢.112, sec, 2.

8) I certify that I have complied with my obligations 1o file Massachusetts tax returns and to pay Massachusetis 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 perjuty.

9) 1 ertify that I have complied with my obligations related to the reporting of empicyees and contractors pursuant to G.L.
¢.62E,

10} I certify that | have complied with my obligations refated to the withholding and remitting of child support pursuant to
G.L.c. 1194,

11) | certify that T have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. c. 112 sec, 5 and 243 C.M.R. 3.00 &1 seq., and | understand that the Patient Care
Assessment (PCA) programs at the health care facilitics where 1 practice report certain Major Incidents to the Board.

Under penalties of perjury, I declare that 1 have examined this renewal application and all its
accompanying instructions, forms and statements, and to the best of ny knowledge and belief, the
information contained herein is true, correct, and compiete. I authorize the Board of Registration in
Medicine 1o access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signature: /MW pate: /128 23

MAKEL A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 5of5
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Massachusetts Physician Renewal Application

Physician Name: Nina M Carroli, M.D. License No.: 57518
PART A
1} Current Status: Active Renewal Due Date: 02/09/2007 Birth Date:

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

Check only one: (See Renewal Instructions, page 3.)
[ Active O Retiring O inactive [ Do not wish to renew

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

Business addresses CANNOT be a Post Office Box. . ]
Please make corrections (print)

2a) MAILING ADDRESS

35 Pond Ave. JEQEIVEL Mailing Address:
Brookline, MA 02445

Zip: Country:
Business Telephone: ( )

i City/Town: State:
AN 11 A o -
[O Check here to change this addr%s.& ari L . i
ZI?) HOME ADDRESS fij e Home Address:
City/Town: State;
Zip: Country:
Phone: Home Telephone: ( ) 3
[] Check here to change this address Home address cannot be a Post Office Box
2?5813 (z})i::lNﬁﬁr is ADDRESS Business Address:
Brookline, MA 02445 City/Town: State:

Phone: {617)232-0202
Business address cannot be a Post Office Box

[ Chack here to change this address
I Correct your E-mail and Fax Number below:

3) E-mail Address:

4) Fax Number: _617-739-7203 |

5) Specialties (Se¢ Renewal Insiructions, puge 4.) Delete? List Additional Speciaities:
Gynecology O '
a
0

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.
(See enclosed instructions and Renewal Instructions, page 4.)

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 Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology O
(]
m}
O

Page 10of 8
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Massachusetts Physician Renewal Application

Physician Name: Nina M Carroll, M.D. License No.: 57518
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Correctipns: . 8) Other states where you are now licensed to practice
a) Massachusetts: —_
b) Federal (DEA): ~ : 9) States where you were previously licensed
¢) Federal (DEA) X8: CT

page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on

prescribing services

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

List the names of all work sites ir Massachusetts Location State Delete?
(See above and description on page 4.} (City or Town) )
Beth Israel Deaconess Medical Center Beso N MA Im|
Brigham & Women's Hospital N vSTo N M A 0
Mount Auburn Hospital Cﬁv.,bv\d,(“u MA m
Other ’ 0
Women!S HEMTH  SCRVicas CHESTanT  HdlJ M A 0
PouR  Womepn ATTLE RoRo it

11) Care of patients in Massachusetts (Seg Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 0 hrs/wk Change to:

hrs/wk
b) outpatient care 0 hrs/wk Change to: hrs/wk

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

E’Insurance Carrier (complete below)

Current Insurance Carrier: CRICO Change to:
Policy dates:  From /4 { ¢ J00F To 13/ 31/ QooF
Type of Policy: Claims made with tail coverage [0 Occurrence Policy

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

[ Letter of Credit subject to Board approval (dwach a copy.)

Checkone: L[] Not involved with direct or indirect patient care in Massachusetts
[0 A Government Employee under Federal Tort Claims Act (FTCA)

[0 Otherwise exempt (Please explain)-

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

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.)

If Yes, please complete Form PCA-Q "Office Based Surgery" Form on page 8.

Yes No

Page 2 of 9
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Massachusetts Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.: 57518

i
In questions 14-21, the phrase "time period” refers to the following -- all time from the day you signed your last ’5"
license Renewai Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.} H',

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

YES NO

14) CLAIMS MADE Dl
2) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).
b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

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

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.

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

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

17) CRIMINAL CHARGES

a) Have you been charged with any criminal offense during this fime period?

b) Have any criminal offenses/charges against you been resoived during this time period?

c) Are there any criminal 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, health care facility, group practice,
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any govemmental authority, health care facility, group
practice, employer or professional association?
d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility. group practice. emplover or professicnal association?
19) Have your privileges to possess, dispense or prescribe controlled substances been suspended. revoked.
denied, restricted by, or surrendered to any state or federal agency?

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? [AYes [J No
b} If no, are you requesting a CME waiver? [1¥es [J No

A CME waiver request form must be submitted at least 30 days prior to your licease expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: {check one) [0 inactive Status [ - Residency/Fellowship training

Page 3 of 9



Massachusetts Physician Renewal Application

Physician Name: Nina M Carroll, M.D. License No.: 57518

3

PART C <
-1

Check One: PHYSICIAN PROFILE -

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

I have reviewed my Physician Profile and attached a copy of the Profile with corrections. i

Ol ®w

My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

I) I certify that [ have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. S1A, and I
understand the punishment for failure to comply.

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

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

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

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

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

7)1 centify that I have complied with my cobligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and [ understand my obligations under G.L. ¢. 112, sec, 2.

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

perjury.
9 I certify that [ have complied with my obligations related to the reporting of empioyees and contractors pursuant to G.L. 62E.
[0) I certify that 1 have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. c.119A.

11} I certify that | have complied with myv obligations to file an Incident Report with the Board when certain adverse evenis occur in my
private office, pursuant to G.L. ¢. 112 see. 5 and the Patient Care Assessiment Regulations. 243 C.M.R. 3.00 ¢ s¢g. [ understand that
the Patient Care Assessment (PCA) programs at the health care facilities where | practice report certain Major [ncidents to the Board.

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

Under penalties of perjury, I declare that 1 have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: C)#W’— | L pate: | /? 07

MAKE ATCOPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.

Page50f9




Massachusetts Physician Renewal Application -
Physician Name: Nina M Carroll, M.D, License No.: 57518

peus

1’1}

NATIONAL PROVIDER IDENTIFIER (NPT)
The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard fransactions. - l
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs:;
and health care purchasers for purposes of conducting these business transactions.
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to ebtain an NP1 by May 23, 2007.

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

Option 1; Supply the Board of Registration in Medicine with your valid NPL. You can apply for an NP1 directly by using the NPPES \a/eb
site at www. NPPES.cms.hhs.zov,

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

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

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

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

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

] My cm‘rernntNPI is: DDDDDD D D Dj

[] 1 have persanally applied for an NPL (You must provide your NPI number to the Board when received.)

[ 1 have applied for an NP1 using a third party (enter name): (follow instructions for Option 3)
H By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf.
[J As an inactive physician, 1 do not wish to obtain an NPI.

HIPAA TAXONOMY CODES

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

Taxonom ecialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: [s ]I [G][o]i¢][o] OBSTEV 1L + GUNECoL GG

Provider Taxonomy: D D D:l D D D D I_I_[ Gy NECoLo 67
Provider Taxonomy: D D D] D D D D i—_r]

NP1 REQUIRED INFORMATION

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

Social Security Number;

State of Birth (if US): M ASS Country of Birth (if outside the US):

Gender: [ Male B Female

Penalties for Falsifying Information on the National Provider Identificr Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device 2 material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to coutain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination

1 authorize the Board of Registratign in Medicine to provide my NP1 to any authorized hospital, health plan, or health organization.
Signature: ' Date; ( ! ? /0 f

MAKE A COP4 OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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‘' Massachusetts Physician Renewal Application

D] §

Physician Name: Nina M Carroll, M.D. License No.: 57518
PART A
1) Current Status: Active Renewal Due Date: 02/0%9/2009 Birth Date:

If you want to change your current status, please check gne of the following boxes to indicate your new status;
Check only one: (See Renewal Instructions, page 3.)
[ Active ] Retiring ] 1nactive £3 Do not wish 10 renew

2) Addresses & Ceontact 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. . .
Please make corrections (print)

2a) MAILING ADDRESS -
55 Pond Ave. %, RECL VED 4%“ Mailing Address:
Brookline, MA (02445 &

f City/Town: State:

FEB 09 2009

Zip: Country:

[0 Check here to change this addraﬁa{d of RBG! stranon

2b) HOME ADDRESS in Medicing
Home Address:
City/Town: State:
Zip: Country:
H : .
Phone: | .ome Telephone: (___ ) “ .
I3 Check here 1o change this address ~ ‘Home address cannot be a Post Office Box
2c) BUSINESS ADDRESS - T Business Address:
55 pond Ave. .- _ ‘ S S
Brookline, MA 02445 - ; ) | CityTown: = =~ ... State:

Zip: T Country:

Business Telephone: (____)

Phone: (617)232-0202

O Check here to change this address Business address carinot be a Post Qffice Box

Correct your E-mail and Fax Number below:
3) E-mail Address:

4) Fax Number: 617-739-7203

5) Specialties {See Renewal Instructions, page 4.} Delete? List Additional Specialties:.
Gynecology O
g
n|

6) Current American Board of Medical Specialties (ABMS) or American Ostecpathic Asseciation (AQA) Iaformation.

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

List Certifying Board(s) below; Update General Certificates and Subspecialty Certificates
— ' below. Please add additional Certifications as required.
Board Narﬁe - . ABMS or AOA| Certificate/Subspecialty ' Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology ~ S =
I =
(||
O

Page1of 7
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Massachusetts Physician Renewal Application

Physician Name: Nina M Carroll, M.D,

License No.: 57518

(See Renewal Instructions, page 4.)

) Drug License Numbers Corrections:
a) Massachusetts:
b) Federal (DEA):
¢} Federal {DEA) XS:

Please make corrections as necessary

8) Other states where you are now licensed to practice

9) States where you were previously licensed
CT

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on

page 18 of the Remewal Instruction booklet. Include any affiliations with Internet-based prescribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetts Location State Delete?
(See above and description on page 4.} {City or Town}
Beth Israel Deaconess Medical Center |
Brigham & Women's Hospital ]
Mount Aubum Hospital E
Worren 'S Heotfhh Sergi oo ChsTanT ML MA O
0

Average weekly hours involved in: a) inpatient care 0 hrswk Change 10:
b) outpatient care 40 prowk Change to: hrs/wk

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

hrs/wk

m/]nsurance Carrier (complete below)

Current Insurance Carrier: CRICO

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)

Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:

Change to:

Poticy dates:  From _l_/_(_/_%gl')':l To 12,3 12009

Type of Policy: E/Claims made with tail coverage

[J Letter of Credit subject to Board approval (dttach u copy.)

[1  Otherwise exempt (Please explain).

£} Occurrence Policy

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

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

Checkone: [ Notinvolved with direct or indirect patient care in Massachusetts
[ A Government Employce under Federal Tort Claims Act (FTCA)

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.} Yes

If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

No

Page 2 of 7
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* " Massachusetts Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.: 57518

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

YES NO

14) CLAIMS MADE

a} NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (sce above).

b) PENDING: Are there any unresolved malpractice claims against yon today, i.e., any claims that have
not been finally settled or finally adjudicated?

15} CLAIMS CLOSED
Has any medical malpractice claim against you (whether or not a fawsuit 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
professtonal conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during

this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice

claims, during this time period?

17) CRIMINAL CHARGES

a) Have you been charged with any criminal offense during this time period?

b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today?

d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have yon withdrawn an application to any governmental authority, health care facility, group practice,

employer or professional association?

b) Have you ever taken a leave of absence from any healih 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 taken by any governmental authority, health care
facility, group practice, employer.or professional association?

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated. imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response 10 an inquiry by

a medica) Jiability insurance carrier? '

22) CME CERTIFICATION:
a) Have you compieted your CME requirements preceding your renewal dare? |B4°5 [} Ne

b) If no, are you requesting a CME waiver? [JYes E/No

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) [0 Inactive Stans [ Residency/Fellqwship training
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Massachusetts Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.: 57518

PART C

Check One; PHYSICIAN PROFILE

g/ 1 have reviewed my Physician Profile at htup:/profiles. massmedboard.org and confirm that the information is accurate.
{Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

[[J Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections.
0

LS BRASE( 390

L

My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 11.}

CERTIFICATIONS

1} 1 centify that J have complied with my obligations 10 report abuse or negiect of children pursuant to G.L. ¢. 119, sec. 51A, and |
understand the punishment for failure to comply.

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

3) 1 centify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L.¢.19A, sec. 15, and I understand the punishment for failure 10 comply.

4) I certify that 1 have complicd with my obligations to report the reatment of wounds, bumns and other injuries pursuant 1o G I ¢. 112,
sec. 12A.

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

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

7) 1 certify that I have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and | understand my obligations under G.L. c. 112, sec. 2.

8) I certify that I have complied with my obligations 10 file Massachusetis tax returns and to pay Massachusetts taxes, and I understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless I make these centifications under penalties of

perjury.
9) 1 centify that 1 have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.

10) 1 certify that 1 have complied with my obligations related to the withholding and remitting of child support purswant 1o G.I.. ¢.119A.

11) I centify that I have complied with my obligations to file an Incidem Repon with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 et seg. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents 1o the Board.

12) 1 certify that 1 have complied with my obligations to disclose my ownership interest in any partnership, corporation, finm or other
legal entity to which I have referred a patient for physical therapy services pursvant to G.L. ¢. 112, sec. 1ZAA.

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

Signature; %“W Date: Z / z"/ 07

MAKE A éOPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.: 57318

Current Status: Active License Expiration Date: 3/8/2011
1) Activity Status: Active
2) Address 8 Contact Information

Mailing Address: 55 Pond Ave.
Brookline
Massachusetts - 02445
United States of America

Home Address:

Business Address: 55 Pond Ave.
Brookline
Massachusetts - 02445
United States of America
(617) 232-0202

3) Email Address:
4} Fax Number: {617) 739-7203

5) Specialties
Gynecology

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

ABMS/AOA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecolagy

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

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

9) States where you were previously licensed
Connecticut

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

office, clinics, nursing homes, etc

WorkSite Location
Beth Israel Deaconess Medical Center
Brigham & Women's Hospital
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroff, M.D. License No.: 57518

OCther
Women’s Health Services,PC. Brookling, MA

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

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Risk Management Foundation 0140172011 123142011 Claims made with {ail coverage

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

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

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

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

resolved, settled, or adjudicated during this time period?

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

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

18) Other Issues o _ o )
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

b) Have you ever taken a leave of absence from any heaith care faciiity, 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 taken by any governmental authority, health care
facility, group practice, employer or professional association?

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.: 57518

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 80 hours in Category 2) for this Yes
renewal period? {If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroil, M.D. License No.; 57518

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

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.;: 57518

Compiliance with Legal Responsibilities

Oniine profile:
(Xj| have reviewed my Physician Profile and confirm that the information is accurate,

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

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

3) lunderstand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.L. ¢c. 19A sec. 16 and | understand the punishment for failure to comply.

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

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

6) |understand and agree to comply with my obligations to report a physical to the Board of Medicine pursuant
to M.G.L ¢ 112 sec. 5F, when i have a reasonable basis {0 believe that a person violated any provisions of
M.G.L ¢ 112 sec. 5 or any Board regulation.

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

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

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

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

11)| understand and agree to comply with my abligations to file an Incident Report with the Board when certain
agverse events occur in my private office, pursuant to M.G.L. ¢. 112 sec. 5 and 243 CMR 3.00 etseq and|
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

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

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

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

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

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

[XI Under penalties of perjury, | declare that | have examined this renewal application and ali of its
accompanying instructions, forms and statements, and to the best of my Knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Nina M Carrolt, M.D. License No.: 57518

Current Status: Active License Expiration Date: 3/5/2013

1) Activity Status: Active

2) Address & Contact information

3)
4)
5)

€)

8)

%)

Mailing Address: 55 Pond Ave.
Brookline
Massachusetts - 02445
United States of America

Home Address:

Business Address: 55 Pond Ave.
Brookline
Massachusetts - 02445
United States of America
{617) 232-0202

Email Address:
Fax Number: (617) 739-7203

Specialties
Gynecology

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

ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology QObstetrics and Gynecology

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

Other states where you are now licensed to practice
None Reported

States where you were previously ticensed
Connecticut

10) Work Sites

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

WorkSite t.ocation
Beth Israel Deaconess Medical Center
Brigham & Women's Hospital
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.: 57518

Other

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care G hrs/iwk
b} outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Controlled Risk Insurance Company of Yerm01/01/2013 12/31/2013 Claims made with tail coverage

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

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

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

18) Claims Closed _ . _
Has any medical maipractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a)New: Have ’ghere 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 period?

17) Criminal Charges

a) Have you been charged with any criminal offense during this period?

b) Have any criminai offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Application of issuance of Process pending against you?

18) Other Issues
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

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

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

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

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

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.: 57518

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

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Ninaz M Carroli, M.D. License No.. 57518

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

24) Have you used an); chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carrolt, M.D. License No.: 57518

Compliance with Legal Responsibilities

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

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

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

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

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

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

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

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

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

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

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

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

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

13)! am aware of my obligations and responsibilities under the Heaith Insurance Portability and Accountability
Act of 19896 (HIPAA), inctuding the requirement that | obtain and provide to the Board a National Provider
Identifier (NFI) number.

14)| understand and am in compliance with MIPAA and ail other federal and state obligations placed upon me
as a physician.

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

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

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetis
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroll, M.D. ticense No.: 57518

Current Status: Active License Expiration Date: 3/9/2015
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: 55 Pond Ave.
Brookline

Massachusetls - 02445
United States of America

Home Address:

Business Address: 55 Pond Ave.
Brookline
Massachusetts - 02445
United States of America
(617) 232-0202

3) Email Address:
4) Fax Number: {617)739-7203
5) Specialties

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

7} Drug Llcense Numbers
Massachusetts Federal {DEA) Federal (DEA) XS

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

9) States where you were previously licensed
Connecticut

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

office, clinics, nursing homes, efc

WorkSite Location
Beth Israel Deaconess Medical Center
Brigham & Women'’s Hospital
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nina M Carroll, M.D. License No.: 57518

Other

11} Care of patlents in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b) outpatient care 18 hrs/wk

12) Medical Liabllity Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2018 12/31/2015 Claims made with tail coverage

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

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

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

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

resolved, settled, or adjudicated during this time period?

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

17) Criminal Charges

a) Have you been charged with any criminal offense during this period?

b) Have any criminal offenses/charges against you been resolved during this time period?
¢ Are there any criminal charges pending against you today?
dg Are any Application of Issuance of Process pending against you'?

18) Other Issues
a) Have you withdrawn an appiication to any governmental authority, health care facility, group practice

employer or professional association?

b) Have you taken a leave of absence from any health care facility, group practice or employer for
reasons related 10 your competence to practice medicine?

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

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

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

20) Have you withdrawn an application for a medical license, atlowed a license application to
become obsolete or have you been denled a medicat license for any reason?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Nina M Carroll, M.D. License No.: 57518

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professlonal competency or conduct on your
coverage, or have you voluntarily restricted, limtted or terminated your Insurance coverage In
response to an Inqulry by 2 medical liabiflty Insurance carrier?

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Nina M Carroli, M.D. License No.: 57518

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

24) Have you used any chemical substance(s) which In any way interferes with your abliity to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Nina M Carroll, M.D. License No.: 57518

Compliance with Legal Responsibilities

Online proflle:
(X1 have reviewed my Physician Profile and confirm that the information is accurate.

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

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

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

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

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

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

7) lunderstand and agree to comﬁly with my obligations reiated to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢. 112 sec. 2.

8) | understand and have complied with my obligations to file Massachuseltts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 82C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

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

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant o M.G.L. c. T18A

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

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

13}/ am aware of my obfigations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 {HIFAA), including the requirement that | obtain and pravide to the Board a National Provider
identifier (NP1) number.

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

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

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

[X] Under penaltles of perjury, | declare that | have examined this renewal applicatlon and all of its
accompanying Instructions, forms and statements, and to the best of my knowledge and bellef, i
certify that the Informatlon contained hereln Is true, accurate, and complete.
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CURRICULUM VITAE

WORK. ADDRESS

HCME ADDRESS

CITIZENSHIP

MARITAL STATUS

NINA MARIE CARROLL, M.D.
Department of Obstetrics and Gynecology

Boston City Hogpital
Boston, MA (2118

United States of America

POSTGRADUATE EDUCATION

FOURTH YEAR

7/86 to present

THIRD YEAR

2/86 to 6/86
7/85 to 1/86

SECOND YEAR

2/85 to 6/85
9/84 to 2/85
7/84 to 8/84
FIRST YEAR

4/84 to 6/84
2/84 to 3/84
11/83 to 1/84

9/83 to 10/83

7/83 to B/83

Chief Resident.
Department of Obstetrics and Gynecology
Boston City Hospital Boston, MA

Senilor Assistant Resldent.

Department of Olistetrics and Gynecology
Framingham Union Hospital Framingham, MA
Boston City Hospital Boston, MA

Junior Assistant Resident .
Department of Obstetrics and Gynecology

Malden Hospital Malden, MA
Boston City Hospital Boston, MA
University Hospital Beston, MA

Internship .

Department of Obstetrics and Gynecoclogy

Boston City Hospital Boston, MA
Department of Medicine
Boston City Hospital Boston, MA

Department of Obstetrics and Gynecology
Boston City Hospital Boston, MA

Department of Surgical Oncology

University Hospital Boston, MA
Department of Pediatrics
Boston City Hospital Boston, MA



EDUCATION

9/77 to 7/83

9/74 to 5/76

9/69 to 12/72

HORORS
1970 -~ 1973
1973

1969 - 1973

WORK EXPERIENGCE

1777 - 7/77

1/75 - 8/75

1972 - 1976

1/73 - 12/73
LANGUAGE

TRAVEL EXPERIENCE

9/77 - 6/83
9/1980
1960 - 1964

Doctor in Medicine, Surgery, and Obstetrics.
Awarded on July 20, 1983 with Homors for the 4th doctorate.
Faculty of Medicine University of Liege Liege, Belgium

Premedical Student, Postbaccalaureate.
Boston University College of Liberal Arts  Boston, MA

Bachelor of Arts,.
Awarded in July 1973 with High Honors in PHilosophy
Stonehill College North Easton, MA

Honors awarded for 4th doctorate year medical school
Delta Epsilen Sigma National Scholastic Honor Society
Magna cum laude graduate of Stonehill College

Academic scholarship.  Stonehill College

Paramedical Worker.

The International Grenfell Association of Labrador, Canada.

‘Rursing Assistant.

New England Deaconess Hospital Brookline, MA

‘Assistant Manager.

Wamgutte Apartments Company New Bedford, MA
Authored an Environmental Impact Statement for this
federally funded housing renovation project.

Seconday School Teacher.

Boston Public School System BOston, MA

Fluency in conversational and scientific French.
Conversational German.

lived in Liege, Belgium travelled throughout. Burope.
Visited Tuareg nomads of the Sahara Desert in Algeria.

Lived in Mannheim, Germany.

REFERENCES AVAILABLE UPON REQUEST.



