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FULL LICENSE APPLICATION

Application Fec: Please enclose ¢

of $600.00 made payable to the Commonwealth of

(/k« dﬂZ
H,.

H

Massachusetts.
Check One; U.S./Canadian Gradnate {0 International Graduate
Legal Name (do not use nicknames or initials, unjess they ave part of your legal name)
Care _Ercis SAckEEN
First Middie Saffix (Jr., ete.}

Last Name (typc or print clearly)

®BMD. 0 D00 D O Other dogree

™

- List any other name(s} you have used which may
medical education and cxamination records. If not applicable, check here

[0 Male  [X Female

Epear on your identifying documents, such as

Futire Last Name (type or print clearly) First Middle Suffix (Jr., eto.)
Date of Birth: Soctal Security Number: ,
Month Day Year
Neos '\/ or k
Place of Birth: New York ™~
City State/Province/Territory Country if not USA ]
Home Address:
Nuinber and Street
ciy State/Province/Teritosy Zip (or postal) Code
Busiuess Address: 190 ) [t Avenue
Number and Stroet
NF;U;J \/ovlc__ NI!I'AJ (/’{OY ke,
City State/Province/Torritory Zip (or postal} Code
Business Home
Telephone: (Z12) Y23~ &749¢6, ext, Telephone: _ o
Preferred Mailing Address: [ Business Address M Home Address M#}ﬁ) ,“/ q ‘%
QL K LO0
T

Sk




PRINT NAME: __ Sachesn Carre Ell0s PAGE 2 OF 3

Pre-nedical School

From Ta
Facility (U nion CoMeos Degree: RS 9/ /9 fHt! 145
Strest; G071 ihnias Street City: _Sclheunected Y State: A/ Y
Facility: ___ Degree: [ R S A |
Street; City: State:
Medical School

From To
Facility,__A1oanyg yWedice! College Degres: H D 8/ fas b/ f44
Street: 9T hewd Scebiems Ave - City: A'b““"j State: /Y
Facility: Degree: N A A S {
Street: City: State:
Date of medical school graduation: [ 14/ 49,

Note: U.8. graduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in medical education. International graduates must provide a written explanation for the
duration of medical education longer than six (6) years and any breaks in medical education.

Posteraduate Education;

List all postgraduate traiming in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of training or postgradvate work from the time vou graduated from medical school.

From To
Facility: Position: S A A
Street: City: State:
Facility: Position: SN0 AN AN A
Street: City: State;
Facility: Position; A R A A
Street: City: State;
Facility: Position; A A A e
Street: City: State:
Facility; Position; I A A A |

Street: City: State:




PRINT NAME: ___ Qacheen Oove - 8.000s PAGE 3 OF 3

Hospital Affiliations and Employment

List hospital appointments, in chronological order, where you had active staff privileges. Include the name and
address of the facility, your position and dates of affiliation. Also include periods of unemployment or
employment outside of medicine. Attach a separate sheet of paper if necessary.

From To

Facility: (Mehopeliben |-}ospfnt Position:_Qosident M1/ /%ol
Street: __ 14t \SA_ Avsuaue Gty __pv State: _alY
Racility: Le st cvie sdea Medicel CenferPosition. Resdent 1 /1 /61 6/30/03
Strest: Grosslonds Ave . City: __ Valhatie State: __njy

Facility: Position; [ O A A
Street: City: State:

Facility: Position: [ N S A
Strest: City: State:

1. List other states (abbreviations) where you are currently or have ever been licensed:

2. Are you certified by the American Board of Medical Specialtiess? [J Yes [ No

w

. List Board Cettification(s): Certification date;__ / _ /

Certification date: / /

4. Have you attached an up-to-date copy of your curriculum vitae? Yes [J No

5. Reason for requesting a Massachusetis medical license; S hple Y img nt
6. Name of Facility: Proston Medical Cenite,

7. Address: 1 & Comewnol ST FL 3  City., Rosjenrm Meas
8. Anticipated starting date in Massachusetts: 7/ l 03
Affidavit of Applicant

I, the undersigned applicant, hereby certify that all information included in this application for licensure constitutes
a true statement made under the penalties of pejury.

: 3\7/L B i ’ 2 l.a‘?_-
Signature of Apphitant N Date

Rev: 10/21/2002




SUPPLEMENT FORM

llllll

PRINTNAME: __ Sacheen Cove € l1s DATE: _| /=i /o= 5
i
ik

IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the additional Ef:::E

information on pages 4-10,

QUESTIONS YES NO

1. Since your enroliment in college, have you been subject fo any disciplinary action (see W
definition) at an academic institution?

2. Have you ever been terminated or granted a leave of absence by a medical school or medical
post-graduate training program or have you ever withdrawn from a medical school or medical
postgraduate training program or had to repeat a year of postgraduate training?

3. Have you ever applied for licensure or to sit for an examination or taken an examination under
a different name? If so, previous name:

4. Since your enrollment in cotlege, have you been denied the privilege of taking or finishing an
examination or been accused of cheating and/or improper conduct during an examination?

5. Have you ever failed any of the following examinations: FLEX, any State Board examination,
any part of the National Boards, any Step of the USMLE, NBOME, or have you failed to gain
certification from the National Board of Medical Examiners or any foreign licensing or
certification body?

6-A. Have you ever, for any reason, been denied a medical license, whether full, limited, temporary,
or have you withdrawn an application for medical Jicensure?

6-B, Have you ever voluntarily surrendered a license to practice medicine or any healing art?

7. Have you sver, for any reason, lost American Board of Medical Specialty or been denied
required recertification by one or more specialty boards?

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

8-B. Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws, or
standards of practice by any governmental authority, healthcare facility, group or professional
medical society or association { national, state or local)?

Applicant’s Signature: 8‘ c ‘.O QD th Date. .| /2t /o=

Page 1




9-A,

9-B.

o-C.

9-D.

10.

il

12,

13

14,

15-A

15-B.

Applicant’s Signature: 9 Ll a\g SO

YES NO

Have you ever voluntarily relinquished any medical staff membership?

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

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

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

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

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

Has any professional liability insurance provider ever 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 ever voluntarily restricted, limited or
terminated your insurance coverage in response to any inquiry by a professional Lability
insurance provider?

Have you ever been the subject of any suspension or probation proceedings instituted Blue
Cross or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plar; or
have you ever been restricted from receiving payments from any Blue Cross or Blue
Shield, Medicare, Medicaid (any state), or third party programs?

Have you ever had an application for membership as a participating provider rejected by
any HMO/PPO/IPA or other prepaid health care plan or your contract as a participating
provider terminated by any HMO/PPO/IPA or other prepaid plan?

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

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is
related to your competency to practice medicine, or your professional conduct in the
practice of medicine, been filed against you or has such a suit been settled, adjudicated or
otherwise resolved?

Page 2

Date: (/21 /6%




Sacheen Carr-Ellis

EDUCATION
Residence in QObstetrics and Gynecology, New York Medical College,
1999-Present, Co-Executive Chief, July 2002
Doctorate in Medicine, Albany Medical College, 1995-1999
Bachelor of Science, Union College, 1991-1995
Regents Diploma, Bronx High School of Science, 1991

EMPLOYMENT
1995=Present Resident in Obstetrics and Gynecology, New York Medical
College/Metropolitan Hospital
Provide medical and pre-natal care to female patients. Manage and instruot
junior residents in the field of obstetrics and gynecology. Present written and
oral case reviews to student and faculty members of the Department of
Obstetrics and Gynecology.

1995 Executive Assistant, Communications Department, Environment One
Corporation

News Letter Co-editor. Assisted in organizing company fund raising activities.

1991-1993 Administrative Assistant, Harlem Hospital Department of Public
Health
Asgisted in the management of the Public Health Department office.

PRESENTATIONS
* Female Sexual Function
¢ Adolescent Pregnancy and Abstinence Only Education

RESEARCH
» The Effect of Anesthetic Inhalation Agents on Biood Loss During
Dilatation and Curettage Procedure

LANGUAGES
« English
e Spanish

AWARDS
Dr. George C. Carter Award
Significant Contribution to the Growth and Development of the Minority
Affairs Office at Albany Medical College.
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Commonwealth of Massachusetis Board of Registration in Medicine
Harrison Avenue, Sulte #G-4, Boston, MA 02118 (617) 654-9810 www.massmedboard.org

POSTGRADUATE TRAINING VERIFICATION

(d ORIZA | authorize the release of information from my postgraduate training program fisted below, as requested by the
Massachusetts Board of Registration in cine.
Applicant’s Signature: gahg bsoea a Date: iizelon
Print or Type Name: Lachyen vy Ziils
Name of institution: New Yorle  MWiedscel elle

eal. if the depariment was a “rotating” or “ransitional”

Piease complets this form and forward it to the applicant in a Seales H
program, please submit documentation of the rotations, dates and hou;s of h-aimng

Name of Institution: /Y&, ¢ - ]
If name of institution was different when appiicant attended, please anter name:

Enroliment and Participation: Our records indicate that SOLC‘J\.U,M Cd.f’ r El S Mb participated in the following program:
(Print applicant’s name)
Dates Attended Accredited By
Progratn Type PGY Department or {MONTH/DAY/YEAR) Completed (ACGME, RSC, ADA
{internship, residency, {1,2,3,4} : type of specially EROM T0 (YES/NO) or not accredited
fellowship) training
i T
ﬁes,% Z?\g—*{ OB/GV»\! 71/6‘? é(/ps \/z;s AlLmeE"

{Continued on page 2)
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POSTGRADUATE VERIFICATION FORM PAGE - 2
APPLICANT'S NAME: _Sacheen  Cavr &l

Unusual Circumstances: The follewing questions apply to unusual circurstances that occurred during any part of the applicant's medical education.
Please circle the appropriate response. If you ahswer yes to any of these questions, please enclose an expianation.

QUESTIONS YES . NO

1. Did the applicant take any leaves of absence or breaks from hisfher post-
graduate training?

2. Was the applicant ever placed on probation?
3. Was the applicant ever discipfined or under investigation?
4. Wiere any negative reports ever filed by instructors regarding the applicant?

5. Were any limitations or special requirements imposed on the applicent
bacause of questions of academic  incompetence or discipfinary problems?

6. During the applicant's participation, out postgraduate medical training E"\/vas accredited by; l]{CGME Ciother;,

COMMENTS;

Certification: [ hereby cerfify that the above information is comect, fo the best of my knowledge.

INS ONAL SEAL HERE ‘% O é Q
Program Director's Sl‘gnaiure

uo o ceof e SIS
s for .

. 000 S v oo st - 2 Ofpriont . M
Telephone: (&&) L3 - 57{6 Today's Date: __[__i 0 2

PLEAS. TED FORM TO THE APPLICANT IN A SEALED ENVELOPED WiTH YOUR SIGNATURE
ACROS . —wELOPE.




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Sacheen Carr Ellis, M.D. License No.: 216743

Current Status: Active License Expiration Date: 4/2/2010

1) Activity Status: Active

2)

3)
4)
5)

6)

8)

9)

Address & Contact Information
Mailing Address: 85 E. Concord St.
6th floor
Boston

Massachusetts - 02118
United States of America

Home Address:

Business Address: 850 Harrison Avenue
YACC 4th Floor
Boston

Massachusetts - 02118
United States of America
(617} 414-5167

Email Address:
Fax Number: {(617) 414-7300

Specialties
Obstetrics and Gynecology

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

ABMS/AQA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

Drug lLicense Numbers
Mas<achusetts Federal {DEA) Federal (DEA) XS

Other states where you are now ficensed to practice
New York

States where you were previously licensed
None Reperted

10) Work Sites

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

WorkSite Location
Boston Medical Center Boston

Page 1 of 5 Date: 2/5/2010 Time: 10:13 AM



Commonweaith of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Sacheen Carr Ellis, M.D. License No.: 216743

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 25 hrsiwk
b) outpatient care 25 hrsfwk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
Boston Medical Insurance Co. 06/30/2009 06/30/2010 Occurrence Policy

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 lawsuit was filed on that claim) been

resolved, settied, or adjudicated during this time period?

18) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time 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 crimina! 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 taken a leave of absence from any health care facility, group practice or employer?

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

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

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

20) Have you withdrawn an application for a medical license, allowed a license applicatton 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, ot have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

Page 2 of 5 Date: 2/5/2010 Time: 10:13 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Sacheen Carr Ellis, M.D. License No.: 216743

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 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

23) 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?

Page 3 of § Date: 2/5/2010 Tirme: 10:13 AM



Cormmonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Sacheen Carr Ellis, M.D. License No.: 216743

Compliance with Legal Responsibilities

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

1} | understand and a%ree to comply with my obligations to report abuse or neglect of children pursuart to
M.G.L. c. 119 sec. 51A and | understand the punishiment for failure to comply.

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

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

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

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

7) [understand and agree to comm with my obligations related to char?ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto MG.L. c. 112 sec. 2.

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

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

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

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

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

13)| am aware of my obligations and responsibilities under the Heaith Insurance Fortability and Accountability
Act of 1886 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider

[dentifier (NPI) number.

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

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

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

[X] Under penalties of perjury, | declare that I 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.

Paga 5 of 5 Date: 2/5/201C Time: 10:13 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. ticense No.: 216743

Current Status: Active License Expiration Date: 4/2/2012
1) Activity Status: Active
2) Address & Contact information

Mailing Address: 85 E. Concord St,
6th floor
Boston
Massachusetts - 02118
United States of America

Home Address:

Business Address: 850 Harrison Avenue
YACC 4th Floor
Boston
Massachusetts - 02118
United States of America

(617) 414-5184

3} Email Address:
4) Fax Number: (617) 414-7300
5) Specialties

Obstetrics and Gynecology

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

Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynhecology Obstetrics and Gynecology

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

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

9) States where you were previously licensed
New York

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

office, clinics, nursing homes, etc

WorkSite Location
Boston Medical Center Boston
Boston

Page 1 of 6 Date: 2/3/2012 Time: 9:55 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. License No.: 216743

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 25 hrsAwk
b) outpatient care 25 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Boston Medical Insurance Co. 06/30/2011 08130/2012 Claims made with {ait coverage

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

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

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

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

resolved, settied, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional canduct in the practice of medicine.
a) Plew: Hawccei ;here been any claims, other than medical malpractice ciaims, filed against you during this
ime period?
b) Resolved: Have you resclved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

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

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

employer or professional association”?

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

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

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

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

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

Page 2 of 6 Date: 2/312012 Time: 9:55 AM



Commonwealth of Massachusetts

Board of Registration in Medicine
= Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. License No.: 216743

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 60 hours in Category 2) for this Yes
renewal period? {If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

Page 3 of 6 Date: 2/3/2012 Time: 9:55 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. ticense No.: 2186743

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?

Page 4 of 6 Date: 2/3/2012 Time: 9:55 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. ticense No.: 216743

Compliance with Legal Responsibilities

Online profile:
X1 have reviewed my Physician Profite 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 c. 118 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 fo M.G.L. c. 19C sec. 10 and | understand the punishment for failure to comply.

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

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

8) i understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to MG.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 & physician to the Board of Medicine
pursuant to M.G L. ¢ 112 sec. SF, when | have a reascnable basis to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

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

8) | understand and have complied with my obligations to file Massachuselts 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 related to the reporting of the wages of employees
and contractors pursuantto M.G.L. ¢. 62E Sec. 2.

10)| understand and agree to cornply with my obligations refated to the withholding and remitting of ehild
support payments pursuant to M.G.L. c. 118A

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

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

13)! am aware of my obligations and responsibiitties under the Health insurance Portability and Accountability
Act of 1898 (HIPAA), including the requirement that | obtain and provide to the Board & National Provider

Identifier (NFI) number.

14)| understand and am in compliance with HIPAA and al other feceral 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 anly from the Criminal History Systems
Board and that it will not necessarily disqualify me.

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. License No.: 216743

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

Mailing Address: 210 Lincoln Street
Unit 503
Boston
Massachusetts - 02111
United States of America

Home Address:

Business Address: 850 Harrison Avenue
YACC 4th Floor
Boston
Massachusetts - 02118
United States of America

(617) 414-5184

3) Email Address:
4) Fax Number: (617) 414-7300

5) S8pecialties
Obstetrics and Gynecology

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

ABMS/AQA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

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

9) States where you were previously licensed
New Yark

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

office, clinics, nursing homes, etc

WorkSite Location
Boston Medical Center Boston
Four Women Health Services attleboro
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. License No.: 216743

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 25 hrsiwk
b) outpatient care 25 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Boston Medical Insurance Co. 07/01/2013 07/01/2014 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 ctaim, 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 pernod?

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

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 186 refers to claims or actions related fo 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 perod?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this pericd?

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

18) Other Issues - _
a) Have you withdrawn an application to any governmental authority, heatith 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 autharity, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

18) Have your privileges to possess, dispense or prescribe controiled 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 obsoclete or have you been denied a medical license for any reason?

Page 2 of 6 Date: 1/29/2014 Time: 12:20 PM



E—— Commonwealth of Massachusetts
Board of Registration in Medicine
— Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. License No.: 216743

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 comgleted 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)

Page 3 of & Date: 1/28/2014 Time: 12:20 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
' Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. License No.: 216743

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

24) Have you used ang 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
u—— Physician Renewal Application
Physician Name: Sacheen Nathan, M.D. License No.: 216743

Compliance with Legal Responsibilities

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

1) | understand and agree to comp{lr with my obligations to report abuse or neglect of children pursuant to
M.G.L ¢ 118 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 faiture to comply.

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

4) | understand and agree to compt2y with my obligations to report the treatment of wounds, bums 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 sexuai
assault pursuant to MG.L ¢. 112 sec. 12A 1/2 and | understand the punishment for faiture o comply.

8) | 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 1 have a reasonable basis to believe that a person viclated any
provisions of M.G.L. ¢ 112 sec. § or any Board regulation.

7) understand and agree to comﬁty with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedute, pursuant to 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 penaities 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 chifd
support payments pursuant to M.G.L. ¢. 119A.

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

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

13)i am aware of my obligations and responsibilities under the Heaith Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide {o 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.

156)| 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.

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

Under penalties of perjury, 1 declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617) 654-9810 hitp://www.massmedboard.org

Physician Registration Renewal Application

Before proceeding, readt ion booklet. Copy this form and sll attachments for your awn records; you will
need copies for credentisling and other purposes. This completed renewsl form with attachments must be returned in the

green_envelope af least 4 weeks before your renewal date,
«Remit $406.00 for renewal fee (non-refundable). * Return renewal application in GREEN envelope,
A o % ne. Iy, . i B Vi

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

1. Current Stats:  Active Registration No,:216743 Renewal Date;04/02/2004

If you want to change your current status, please check one of the following boxes to indicate your zew status: (Check only one)
] Active [ Retiring (see instructions) [[] Inactive (ses instructions) [ Do not wish to renew
Please make corrections (print)

2. Other Name(s), if any, under which you were licensed: o
{J Other Name(s) ] Name Change {enter name below)

A} Mailing/Business Address:
3. Sacheen Carr Ellis

City/Town: _bpston State: MA_

aH
I o 021 b U
B) Home Address: i!l U MAR - 1 2004 Zip: Country: -

) s Mating Address: G5 EALT CoNCarASr DFEloer

PR

L
' ‘Businiess Address:_Sam e af{ above,
; ' ‘ City/Town: State:
: o |Zip: Country:
Business Telephone: ( )

Home Address:
7 City/Town: State:
Home Phone: Zip: Country:
_ Home Telephone:  ( )
Business Phone:  (718)601-9693 PLEASE NOTE: Only gne address can be a P.O. box. The
mailing address cannot be a P.O, Box.

4, 8) Date of Birth: b) Sex: F 7. Current American Board of Medical Specialties Certification {See Table 2)
¢) SS#: Code: Code:

8.Drug License Numbers, if any:

5. a) Name of Medical School: .
Albany Medfcal College of Union University “2) i;:‘:::i](‘m:

b) Year Graduated: 1999  ©) Degree: M.D.

6. Specialty Code(s) (See Table 1)
Code(s) Idlmmr_wmmm b) States where you were previously licensed (Abbr.)
0BG 0 50

9. a) Ori‘her states where you are now licensed to practice (Abbr.)

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care. (Supply the codes from Table 3 and place a check mark next to those health care 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). ___ No affiliations.
Facility Code: 5 20 7 (AP) 100 % Facility Code:____/___(AP) % Facility Code: ____ / (AP} %
Facility Code: _____/__ (AP) % Facility Code:_____/ __(AP) % FacilityCode:____/__ (AP) %

1f 999, print name(s):




PRINT YOUR LAST NaME: CA7YE1ig LICENSE NUMBER; < 1b 743

11, My medical malpractice insnrance is covered by E/Insurance Carrie [ Letter of Credit
Insurer’s nams. (Required); Boston Medi cal Cender D‘%’o(zgy dates: From: 06 /20703 To: Db/ 30/ _Qﬁ—}_
Alternatively, indicate as follows: 1am registering with Active status but ] am not covered by medical malpractice insurance
because I am: Check One: [7] Not involved in direct/indirect patient care in Massachusetts [] A government employee,
[7] Otherwise exenpt Please explain exemption:

12. What is your principal work settiig? (See Tabled) | O If you are affiliated with a healthcare facility or credentialed
for the provision of patient care you must complete guestion #10 on page 1 and list your affiliations.

13. Care of patients in Massachuseits (see instruction booklet),
1) Average weekly hours involved in: A) inpatient care 25 hrsiwk B) outpatient care 2.5 hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? O %

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

e period since yout siened youy last rene

14. w ing): 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 ¢laim?

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

16. Has any lawsuit, other than 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 ot
otherwise resolved?

17. Have you been charged with any criminal offense?

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

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

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

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

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? B Yes [] No

[J CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Checkone: [ Inactive status L] Residency/Fellowship training (See instructions).
See Instructions for CME watver or exemptions. Do not submit documentation of your CMEs with application,

* Pursuantto G.L. c. 112, Sec 1A, I understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. 51A
and the punishment for failureto comply.

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

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

Jer the penalties of perjury that all information on this Renewal Application, Part B and Form R Is true.

@ _ i Date: 2 /2¢, / _24@1

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.



Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Ellis License No.: 216743
PART A ,
1) Current Status: Active Renewal Due Date: 03/05/2006 ' Birth Date:

~ If you want 1o change your current status, please check ore of the following boxes to indicate your pew status:
~ (Check only one). (See Renewal Instructions, page 3.) o - o
O Active L] Retiring 0] Inactive o -3 Do not wish to renew

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

Business addresses CANNOT be a Post Office Box. :
o8 * Please make corrections (print)

2a) MAILING ADDRESS !
85 East Concord Street RECEVED Mailing Address:
6th Floor ' ] ) )
Boston, MA 02116 JAN 04 2006 | O™ Sate:
' Zip: : Country:
[ Check here to change this address Boar%%ﬂe.glstratjgn '
2b) HOME ADDRESS edicine o e
City/Town:__~ State:_ _
L Zipt Country: __USA
Phone: Home Telgphone: 1
JEL Check here 10 change this address . Home address cannot be a Post Office Box
2c) BUSINESS ADDRESS o : Business Address: 350 Baimnsan Ave ¥ Floor
85 East Concord St. ' S e - o B
6th Floor o = . | CityTownBoston . State: MiFy
Boston, MA 02116 : . | Zip ©@2ME  Country: - {LaS#A -
Business Telephone: (134 -H4893

Phone: (718)601-9693

I3 Check here 10 change this address Business address cannot be a Post Office Box

3) E-mail Address:
4) Fax Number: i3 Y1300

5) Specialties (See Renewal Instructions, page 4.) Delete? Additional spécialties:
.Obstetrics and Gynecology (3]
o
O

v

T,

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 AQA| Certificate/Subspecialty Correct?  Delete?

iJ v iven 08l  PBoa ed & Coyen ‘H(_.f Roaad dtf‘u_\@u . o H
| OR[eyt  Poseds 4o be foken in 200¢

g(a|o
Oia)o
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Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Ellis License No.: 216743
(See Renewal Instructions, page 4.) ‘ Please make correciions as necessary
T) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetts; . . NY
b) Federal (DEAY: 8b) States where you were previously licensed (Abbr.)
c) Federal (DEA) XS: o

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

Please enter the gpproximate number of work hours at your principal work setting: SO

10) List all current health care facilitics where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your 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.
Include any affiliations with on-line prescribing services ar companies. Please provide all information for additional

facilities on a separate sheet, if necessary.

No Affiliations ] Please enter the approximate number of work hours for each Health Care Facility below:
- . Stall Catego Approximate
Health Care ]_*'ac:lnty {See Renewal Instructions, page 4.) Delete? | current c;’; nge # H:t};rs per Week

Boston Medical Center

Achwe, =,

O|ojoigno|a

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care _25_ hrsiwk Change to: _ hrs/wk
b) outpatient care _25 _ hrsfwk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renawal Insirucrions, page 5.)
My medical liability insurance is provided through: (check one)

ﬂ Insurance Carrier (complete below)

Current Insurance Carrier: Boston Medical Cir Ins. Change to:
Policy dates:  From Ol /30/05 ToQ /30 /O
(required)

[1 Letter of Credit subject to Board approval (atfach a copy)
O 1 am registering with Active status but 1 am not required to have medical Jiability insurance because I am:

Check ong:
[ Not involved with direct or indirect patient care in Massachusetts

{1 Govemment Employee Federal Tort Claims Act (FTCA)
E1 Otherwise exempt (Please explain}:

Page 2 of 7



Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Ellis License No.: 216743

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) 15 No
If Yes, please complete Form PCA-O "Office Based Surgery”

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

You must check either YES or NO 1o each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.
YES NO

14) CLAIMS MADE
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 malpractice 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 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 lawsuits, other than medical malpractice claims, been 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) Are theye any criminal charges pending against you today?
¢) Have any criminal offenses/charges against you been resolved during this time period?

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

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

20) Have you withdrawn an application for a medical license, 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? I{Yes L1 No
b) If no, are you requesting a CME waiver?
[J 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 requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one) L1 Inactive Status I3 Residency/Fellowship training
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Massachusetts Physician Renewal Application
Physician Name: Sacheen Carr Ellis License No.: 216743

PHYSICIAN PROFILE

3 1 have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.

é 1 have reviewed my Physician Profile and attached a copy of the Profile with corrections.

1 My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 10.)

CERTIFICATION

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

2) 1 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 1 understand the punishment for failure to comply.

3) I certify that I have complied with my obligations to report abuse, neglect or financial exptoitatioh of elderty 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.c. 112, sec. 12A.

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

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

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

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

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

10) 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 I 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 et seq., and ] understand that the Patient Care
Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

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

Sipnature: . CF/Q Date: 12— / 2} /2008
- & - -

N

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

Page 5 of 7
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Massachusetts Physician Renewal Application
P.hysician Name: Sacheen Carr Ellis License No.: 216743

NATIONAL PROVIDER IDENTIFIER (NPD
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. ,?\
The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans, govemment programs 5
and health care purchasers for purposes of conducting these business transactions. ol
Under the final HEPAA NPI Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 2007, :%

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

Option 1: Supply the Board of Registration in Medicine with your valid NP1. You can apply for an NP1 directly by using the NPPES web
site at www.NPPES.cms.hhs.cov.

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NP1 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 NP on your behalf and you have not received it yet {supply s
institution's name). Once you have received your NP Number, you must notify the Board by completing the NP1 form at the
Board's website (see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf

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

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

E/My current NPi is: m@@ m EI Ig]

[ I have personally applied for an NPL

[ 1 have applied for an NPI using a third party (enter name): {follow instructions for Option 3)
I3 By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf.

£ As an inactive physician, I do not wish to obtain an NPL

HIPAA TAXONOMY CODE§

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 13 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Descnption) The primary provider
taxonomy code is required if you authorize BORIM to apply for an NP1 on your behalf.

Taxonomy {Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: D D ED l___] D D D ED

Provider Taxonomy: D I:] D:l I:I D D I:l m
Provider Taxonomy: E] D I:[:] l:] D D EI m

NPI 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 required if you authorize BORIM to apply for an NPI on your behalf.

Social Security Number:
State of Birth (if US): Country of Birth (if outside the US):

Gender: T} Male O Female

Penalties for Falsifying Information en the National Provider ldentifier Application
18 U.S.C. 1001 aunthorizes 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 a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any fafse writing or document knowing the same to contain 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 orgamzatnons 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.

I authorize the Board QistraWe to provide my NP1 to any anthorized hespital, health plan, or health organization.
Signature: /7 M 4 ¢ - ?//Q\ ' Date: V2. / 21 /2008

PLEASE MAKE A COPY OF ALL PAGES OF YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Ellis License No.: 216743
PART A , ,
1) Current Status: Active Renewal Due Date: 03/05/2006 Birth Date:

- 1f you want to change your current status, please check gre of the following boxes 1o indicate your new status:
{Check only one). (See Renewal Instructions, page 3.) o . _
O Aciver [J Retiring [J Inactive ' Do not wish to renew

(XCEg s Sradw g

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.
- LANNOT be a Fos Please make corrections (print)

2a) MAILING ADDRESS 4
85 East Concord Streef( . RECEWED Mailing Address:
6th Floor . )
Boston, MA 02116 IJAN 04 2gpg | CTY/Tow™ State:
' Zip: Country:
[} Check here o change this address 508/ ‘;;R;lenaﬂon — ‘
EdigRROEIVED:
2b) HOME ADDRESS o Ao
JAN 23 DRty Town:_ State;__ )

Board of Reg rfiBh- __ Country:_

in Mediche Home Telephone:

Phone: =
JL Check here to change this address Home address cannot be a Post Office Box
ZBUSINESSADDRESS  ~* [ pusiness Address:B50 Warnisen e i
6th Floor : : L | CityTown: Bosdon . - State: MK
Boston, MA 021 16 . . Zip: oz“e Cou“try: - usA .

Business Telephone: (igt )4 -4893

Phone: (718)601-9693

[} Check here ia change this address Business address cannot be a Post Office Box

3) E-mail Address:
4) Fax Number: w3 H4-I1D00

5) Specialties (See Renewal Instructions, page 4.} Delete? Additional specialties:
.Obstetrics and Gynecology O
(]
(&

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
' below. Plcase add additional Certifications as required.

Board Name ABMS or AQA| Certificate/Subspecialty Correct? Delete?

D v Hen L posd d\%f\pu - B o
| OR /ey Possds o he foken in 200g

o;ajn

O
i
O
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Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Elis _ License No.: 216743
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers, if any: 8a} Other states where you are pow licensed to practice (Abbr.)
a) Massachusetts: NY
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)
c) Federal (DEA) XS: e

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

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

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

facilities on a separate sheet, if necessary.

No Affiliations [] Please enter the approximate number of work hours for each Health Care Facility below:
. , Staff Approximar
Health Care Fﬂcihty (See Renewal Instructions, page 4.) Delete? | rrent " C‘“ggl};nge #Hff::pcr “feek

Boston Medical Center

Actwe, ‘ 0

mmiinlinlini{wgin

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care _25 hrsiwk Change to: __~ hrs/iwk
b) outpatient care _23_ hrs/wk Change 1o hrsfwk

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

ﬂ Insurance Carrier (complete below)

Current Insurance Carrier: Boston Medical Ctr Ins. Change to:
Policy dates:  From 000 /30/05 ToOf /80 10
{required)

{1 Letter of Credit subject to Board approval (asach a copy)

3 1am registering with Active status but I am not required to have medical liability insurance because 1 am:

Check one: :
7] Not involved with direct or indirect patient care in Massachusetts

{71 Goverament Employee Federal Tort Claims Act (FTCA)
O Otherwise exempt (Please explain):
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Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Ellis License No.: 216743
13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.} Yes No
If Yes, piease complete Form PCA-O "Office Based Surgery"

In questions 14-21, the phrase "time period" refers to the following: all time from the day you signed your last
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
Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.

YES NO

14) CLAIMS MADE
a) New: Has any medical malpractice claim been made against you during this time period, whether or
not a Jawsuit was filed on that claim?
b) Pending: Are there any unresolved malpractice 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 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 o 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 period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical ma]pracuce
claims, during this time per;od‘7

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b} Are there any criminal charges pending against you today?
¢} Have any crﬁnina! offenses/charges against you been resolved during this time period?

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

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

20) Have you withdrawn an apphcatlon 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 1o 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 medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? I?ﬁ’es O No

b) if no, are you requesting a CME waiver?

3 Check to request CME Waiver. A CME waiver request form must be submitted at icast 30 days prior to
your license expiration date. (See Renewal Instructions, page 8.)

c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (checkone) [ Inactive Status  £J Residency/Fellowship training
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Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Ellis License No.: 216743
PHYSICIAN PROFILE
[0 1have reviewed my Physician Profile at profiles massmedboard.org and confirm that the information is accurate.

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

[1 My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 10)

CERTIFICATIONS

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

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 1 understand the punishment for failure 10 comply.

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

4) 1 certify that 1 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 1 have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to
G.L.c. 112, sec. 12A 1/2.

6) [ certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. ¢. 112,
sec. SF, when I have a reasonable basis to believe that person violated 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 beneficiaries in
accordance with the Medicare fee schedule, and 1 understand my obligations under G.L. ¢.1 12, sec. 2.

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

9) 1 certify 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 1o the withholding and remitting of child support pursuant to
G.L.c. 119A.

11) 1 centify that I 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. ¢. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and I understand that the Patient Care
Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

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

Signature: [ - CZ_/Q Date: Y2— / 2} /2008

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Massachusetts Physician Renewal Application
Physician Name: Sacheen Carr Ellis License No.: 216743

NATIONAL PROVIDER IDENTIFIER (NPI)
3

The primary purpose of the NP1 is to uniguely identify health care providers as “health care providers” in HIPAA standard transactions. fod
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs ;3
and health care purchasers for purposes of conducting these business transactions. ‘ %
Under the final HIPAA NP1 Rule, all individual and organization covered providers will be required to obtain an NP1 by May 23, 2007, 8

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

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

Option 2: Certify you have personally applied for your NP and you have not received it yet. Once you have received your NPI 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 NP} 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 3: If your license status is INACTIVE, you may ¢lect not to obtain an NP1 number.

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

KA My current NP! is: m@@@mm@m

EJ 1 have personally applied for an NPIL

[ I have applied for an NP1 using a third party {enter name): (follow instructions for Option 3)
[J By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf,

[1 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 13 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 behaif,

Taxonom ecialty) Code Taxonomy Description (Print)

Primary Provider Faxonomy: D D I:]:I E] D D D D:]

Provider Taxonomy: D I:] D:I D D D D m
Provider Taxonomy: D D Dj D D D L__I I_r-l
NP1 REQUIRED INFORMATION

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

Seocial Security Number: _
State of Birth (if US): Country of Birth (if outside the US):

Gender: ‘0 Male ) Female

Penalties for Falsifying Information on the National Provider Identifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individua! who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
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.

I authorize the Board %istraWe to provide my NPI to any authorized hospital, heslth plan, or health organization.
Signature: /7 X 4 ¢ ‘. ?_’,QS Date: 12/ 24 /2000

PLEASE MAKE A COPY OF ALL PAGES OF YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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. Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Ellis, M.D. License No.: 216743

PART A
1) Current Status: Active Renewal Due Date: 03/05/2008 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 [1 Retiring [J Inactive 3 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required !0 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)
22) MAILING ADDRESS
850 Harrison Avenue Mailing Address: RS E. {owdo res_ <
4th Floor . —
Boston, MA 02118 CityTown: E20=TO R State: N\_H

Zip: O 2]\ 4 Country:

[ Check here 1o change this oddress

2b} HOME ADDRESS Home Address:

City/Town: State;

Zip: Country:
Home Telephone: ( )

Phone: [
[} Check here to change this addgess RECENED Home address cannot be a Post Office Box
Fy
2¢) BUSINESS ADDRESS |- : _
850 Harrison Avenuo ! JAN 28 2005 Business Address:
4th Floor.” =~ : o T . City/Town: o  State:
Boston. MA 02118 Board of Registraticn _ H—
’ in Medicine Zip: ~ Country:
Phone: (617)4] 4-4893 ‘ Business Tele;ihone:( 3}
: Business address cannot be a Post Office Box

L3 Check heré io change this address
Correct your E-mail and Fax Number below:

3) E-mail Address:
4) Fax Number:  (617) 414-7300

3) Specialties (See Renewal Insiructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology 2
O
O

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

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

List Certifying Boérd{s) below: Update General Certificates and Subspecialty Certificates
_ o below. Please add additional Certifications as required. o
Board Name ABMS or AQA| Certificate/Subspeciaity o Delete?
} , : . |
[
a
(]
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. Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr EHis, M.D. License No.: 216743

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

7) Drug License Numbers Corrections:
NY

8) Other states where you are now licensed to practice

a) Massachusetts:
b) Federal (DEA):
c) Federal (DEA) XS:

9) States where you were previously licensed

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

List the names of all work sites in Massachusetis Location State Delete?
(See above and description on page 4.) (City or Town)
Boston Medical Center F%Z)ggfo A} [/.,ﬁq_ |
—_ — —__ - X =
0
3
0

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

Average weekly hours involved in: a) inpatient care 25 hrsiwk Change to: hrs/wk
b) outpatient care 25 _ hrs/wk Change to: hrsfwk

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

Insurance Carrier (complete below)

Current Insurance Carricr: Boston Medical Ctr Ins, Change to:

Policy dates:  From (/30107 To Q@/&Q?EJ

Type of Policy: L] Claims made with tail coverage
(Enclose a copy of the certificate of insurance or the face sheet)

Occurrence Policy

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

O  Not involved with direct or indirect patient care in Massachusetts

Check one:
3 A Government Employee uwnder Federal Tort Claims Act (FTCA)

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

E1  Otherwise exempt {Please explain).

13) Do you perform any surgery in your Massachuseits office? (See Renewal Instructions, pege 5)

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

Yes No
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‘. Massachusetts Physician Renewal Application
License No.: 216743

Physician Name: Sacheen Carr Ellis, M.D.

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NQO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewatl 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 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 1o your competency to practice medicine or your

professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during

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

claims, during this time period?

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

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

¢) Are there any criminal charges pending against 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 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 ficense. aliowed a Ticense 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?

N

23) CME CERTIFICATION: \EJ
a} Have you completed your CME requirements preceding your renewal date? Yes [T} No
[1Yes [] No

b} If no, are you requesting a CME waiver?
A CME waiver request form must be submitted at least 30 days prior fo your license expiration date
c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8)

CME EXEMPTION: (check one) [ Inactive Status  [J Residency/Fellowship training
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Massachusetts Physician Renewal Application

Physician Name: Sacheen Carr Ellis, M.D. License No.: 216743 3
PART C I“
Check One: PHYSICIAN PROFILE o
~J7 [Ihave reviewed my Physician Profile at hitp:/profiles. massmedboard.org énd confirm that the information is accurate. o

(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.)

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

0
. Fyx
[0 My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

K1y
CERTIFICATIONS

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

2) 1 certify that | have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C, sec. 10, and
J 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.¢.194, sec. 15, and 1 understand the punishment for failure to comply.

43 I certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursvant to G.L. c. }12,
sec. 12A.

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

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

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 1 understand my obligations under G.L. c. 112, sec. 2.

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

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

11} 1 certify that 1 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. ¢. 112 sec. § and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ef seqg. | understand that
the Patient Care Assessment {PCA} programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

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

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete, As an applicant for renewal of a license to practice medicine, 1
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: m é’/( \ Date: __I /23 /2008,

MAKE A COPY OW\UR 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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