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

e e e,

e — —_——e————e
Registration No, Status Fee Renewal Date  Late Fee
74712 ACTIVE 925000 p9/15/95 $25.00 Coriection of Malllng Address
Maliing Address: Address (Mailing):
JAMES ADAM GREENBERG, M.D.
City/Town:
State:
Couniry:

P———_ne e ——— e — M
Directlons: Before proceeding, please read the instruction booklet. Some questions are optional,

« Fallure to renew toortimely munper will cuuss your lcensedo tepacamd sy affoot-y v -
ability to practice medicine In the Commonwealth. {See enclosed lstter).

e et et e

* Add late fee If necessary,

* Make a copy of this form and all attachments for Your own recerds - you will need copies for
credentialing and other purposes. The Board will cherge a fee for sach copy it provides,

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

N AT
Pre-Printed Informeation Corrections of Pre-Printed Information
1. Other name(s), if any, under which you were licensed:
Name:
2.Businessg Address: Address: _
33 POND AVENUE Sy Town: o
H ip.
BROOKLINE, MA 02146 Country:
3. Date of Birth; Sex: M Date of Birth (M/D/Y):  —Loe b Sex (M/F):
Lic, Issue Date: (377 /24 /91 Ss# Lic. Issue Date (MD/Y): £ [ sS#
) Home: Business: (€7) 331~ 70
Heme Phone Busingss Phone - - 234 =
¢ ) - Full Neme of Medical School:
4. Name of Medical School: 41
New York University School of
Medicine Year Graduated: Degree MD/DOY: ___
Year Gradugted: 88 Degree: MD
3. ) Other states where you are now licensed to practice (Abbr):
b) States where you previously were licensed to practice {Abbr):
6. Specialty Code(s) (See Table 1); Code Houes per Week in Mass,
Code  Hours per Week in Mass. S s s
OBG 80 Obstetrics and Gynecology IF OS, print specialty:
7. If you are currently American Specialty Board certified, enter codes: {See Table 2)
Code: Code: Code: O_._& - Code: N
8. Drug license number(s), if any: a) Federal (DEA) Federal (DEA);
b) Massachuseits Mass: ;

9. Activity Status: I am applying to be registered with the following stams:  ACTIVE .._‘{ INACTIVE ____
« Thereby certify that if requesting Inactive status, I wiil not practice medicine, Including writing prescriptions, In Massachusetts,



—

—

PRINT NAME AND NUMBER: Physician Last Name: = Registration Number: 24 7 1
10. a) Current health care facility(ies) at which you have completed the credentialing ess for the provision of patient care, Supply tle .
codes from Table 3 and place a check mark next to those facilities where you have admitting privileges (AP,

Facility Code: S ,i A7 APy FaciliyCote: O B G AP Facility Code: oo / o (AP)
Facility Code: . _ _& .& IR (APYy  FacilityCode; ., ___ [/ __ (AP) Facility Code: oo ____ ./ ___ (AP)

1f 999, print name(s):
b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
{See Table 3)
Facility Code; —_ . Facility Code: __ ___ —— Facility Code: o __ . Facility Code: . ___ Facility Code: .. _._ __
If 999, write name(s):
11. My medical malpractica insurance is covered by (a) Insurance Carrier __‘f (b) Letter of Credit ____ IF applicable, check one,
List Insurer: _ R ) CO

Alternatively, indicate as follows: | am registering with ACTIVE stats, but ] am not covered by medical malpractice insurance because I am
(Check One): (i} Not involved in direct/indirect patient care in Massachusetts: (i) Otherwise eXxempt:  emm——

~ Deaxemple e — e e

12. Are you currently in a post-graduate lraining program in Mass. as a resident or clinical fellow?  Yes No / {Check one)
13. &) Whatis your principal work setting? (See Tabled) _J__ O _

b) Care of patients in Massachusetls (See instruction bookiet.)
B How many hours per typical week are you currenily involved in outpatiens case in Mass? %g hrs/wk
it) How many hours per typical week are you currently involved in inpatient care in Mass? hrsfwk

¢} Approximately what percentage of your patient care hours are in primary care?

(8ee instructions for definition of Primary care.) i 2 @,
Questions 14 through 24 refer to the Past two years only. Check sither YES or NO (NOT N/A) 1o each question. Provide details on
Farms R-1 and R-2 for all YES answers. k 0 the {ps on hookle ation z of

LIN THE PAST TWO YEARS: ] YES No

14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet baen finally setfled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? ..o bbb e
15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled, adjudicatad or otherwise resolved,
whether or not a lawsuit was filed in relation to the claim? ..o, reanvenena rrerioneens

16. Has any lawsuil, other than a medical malpractice suit, which is related to Your competency 10 practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by & patient, or been setled, adjudicated or otherwise
resolved? ..., rontnnan e, Veeresameishars st bare

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

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

19. Has your privilege to passess, dispense or prescribe controlled substances been surrendered 1o or suspended, revoked, denied
or restricted by any state or federat L

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

21, Has nny professional liability insurance provider restricted, limited, terminated or imposed a surcharge on Your coverage or
have you voluntarily restricted, limited or terminated your insurance coverage in Tesponse 1o an inquiry by a professional
liability insurance provider? .......oveoo . .

22. Have you been diagnosed with or do you have a medical condition which limits or impairs your ability 1o

A

Neae [EE T TP TY VPR

AR TR RON S b rrr e e bb i pae T B L T PP

practice medicine? ..

25, I have completed my CME requirements in the two years preceding my renewal date:  Yes . V" No, waiver requested
No, training program exemption (see instruction baoklet),
if requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application,

* Pursuant to G.L. c, 112, sec. 2, I will not charge to or collect from a Medicare beneflciary more than the Medicare reasonabie charges.
« Pursuant 1o G.L. ¢. 62 C, sec. 49A, 1 hereby certify snder the pains and penalties of perjury that, to the best of my knowledge and bellef,

I have Mled all Massachusetts state tax returns and pald all Massachusetts state taxes that are required under taw. NOTE: This applies
even if you reside out-of-state or ont of the United States,

* Pursuent to G.L. c. 112, sec, 1A, I hereby certify that I will fulflil my obligaticn to report abuse or neglect of children as required by
G.L.c. 119, sec. S1A.

* I'hereby certify under the paias and penaltles of perjury that alt Information on this form and Forms R-1 and R-2 Is true.

Signature: _—;-E‘ g s\-u-‘;Lg--_) :Mb Date: iﬂ_&i

FETYRY - ashcra Tatrraes




Commonwealth of Massachusetts Board of Registration in Medicinc
Ten West Street, 3rd Floor, Bosten, MA 02111 {617) 727-3086
http:/iwww.massmedboard.orp

Physician Registration Renewal Application

need copies for credentialing and other purp
green envelope 4 weeks before yoor renewal ¢

+ Remit $250.00 for renewal fee.
= Add late fee of $25.00, if necessary.

Please review carefully the following T},
alterations as required.

1. Current Status: Active

Boaid of
‘01 in BAading

Registration No.: 74712

m with attachments must be returned in the

DEMADTIN ey
i u_QHQTL.U L;Qf‘“’ i
n retewal application in GREEN cnvelope.

(J

Renewal Date: 01/19/2002

1f you want to change your current status, please check one of the following boxcs to indicate your prew status: (Check only one)

7 Active {CI Retiring (see instructions)

2. Other Name(s). i any, under which you were licensed:
3. A) Mailing/Business Address:
JAMES ADAM GREENBERG

1153 Centre Slrcct’
Boston, MA %A&B

B) Home Address:

Homie Phonc:

Business Phone:

() Inactive (see instructions)

[ Do not wish 10 renew

Picase make corrections {Type or print)

Other Name(s):

Mailing Address:
City/l'own: State:

Zip: __ Country:

Business Address:
City/Town: State:
Zip:_ QA2 ()~ Country:

Business Telephone: { &7 ) &G &3 — 200

Home Address:
City/Town: State;
Zip: . Counlry:

Home ielephone:

PLEASE NOTE: No P.0. Box addresses for home or
business addresses.

4. a) Date of Binth: b)Y Sex:

) SS#:

5. aYName of Medical School:

New York University Schoo! of Medici
h) Year Graduated: [f,ggg © g) Degr‘é’e‘?c M.D.

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

0BG 0
0

Obstetrics and Gynecolagy

7. Current American Board of Medical Specialties Centification (See Table 2)
O€ode: Code:

8. Drug License Numbers, if any:
a) Federal (DEA):
b} Massachusctts:

9. 2) Other states where you are now licensed to practice {Abbr.)

b) States where you were previously licensed {(Abbr.)

10. Current health care facilities at which you have completed the credentialing pracess for the provision of patient care. (Supply
the codes from Table 3 and pluce a check mark next to those health care facilities where vou have admitting privileges (AP
Next to each facility, write the appraximate percentage of paticnt care hours that you provide in each facility),

Facility Code: § . 1/ V/(AP) 75 % Facility Code: | & &/ (AP)
Facility Code: O § ¥/ vV (AP) 2.5 % Facility Code:

17999, print name(s):

% Facility Code: !/ __{AP) %

_I (AP} %% Facility Code:_ /  (AP) %%




PRINT YOUR LAST NAME: é- r-ee,nbe :]c. LICENSE NUMBER: 7Lf7f S

11. My medical malpractice insurance is covered by a) [B/Insurancc Camier  b) [] Letter of Credit

Name of Insures: CR{ C,O Altemmatively, indicate as follows:
I am registering with Active status but I am not covered by medical malpractice insurance because I am {check one)

a) (] Not involved in direct/indirect patient care in Massachusetis b) [] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as 2 resident or clinical fellow? (check one) [ ] Yes Mn

13. A. What is your principal work setting? {See Table 4) 9‘ Q
B. Carc of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) putpatient care ths/wk b} inpatient care 3_Q_hrs!wk
2} What is the approximate percentage of your patient care hours in primary care? _L_Q_%
PART A ESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

Quest:gp_g 14 through 22 refer to the past two {2) xggzg nly. Check either YES or NO {(NOT N/A) to each gggg;;gg, Erowde

gel"mnons. You must gngwer ALL questions, or this fnrm will be returned to you and vour license rgngwg! ma 1 be delaved.

YES NO

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

15. CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been setiled,
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 béen 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 or been denied 2 medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-paymemt, 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 inquiry by a
professionat liability insurance provider?

. 22, CME CERTIFICATION; Have you completed your CME reguirements preceding your renewal date? - [E/Yes - J--Ne

[J CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [} CME exemption

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
Pursuant to G.L. c. 112, § 2, 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, to the best of my knowledge and belief, | have filed all Massackusetts 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.

®  Pursuantto G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support.
*  Pursuant 1o G.L. ¢. 112, § 1A, T will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119, § 51A.

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

Signature: 3_:..; Lﬂa_) I MY Date: Ii!l_SlQl

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAI. APPLICATION

Board Regulations reguire that you notify the Board, in writin any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




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

Physician Registration Renewal Application £

Before proceeding, piease read the instruction baoklet, i*n.,?ﬁl

* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes. 38
:‘)'1";:

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

* Add late fee of $25.00, if necessary. * Enclose check with coupon | :

Registration No,: 74712 Renewal Date:  01/19/2000 1. Current Status: Active ﬂ_’

NV 2 4 1999
If you want to change your current status, please indicate below: (Check one). i
ﬁ’Acﬁve [ Retiring (see instructions) 7] inactive (see below *) [} Do not wmh;pp:}:@np\v
2. Other Name(s), if any, under which you were licensed; Please make correctlons (type or print)
Other Name(s):

3, A)Mailing/Business Address: = - :
JAMES ADAM GREENBERG Mailing Address: 3 L
City/Town: _RoStan State;

Zip: O3  Country:

B) Home Addrass:
: : Other Address:

City/Town: State:
Zip: Country:

Home Phone: Home:
: Business: (5{{2 } ? 3 7533

Business Phone:

4. A) Date of Birth: Sex; M gsa::' of Birth: EMID/Y) dd _ Sex: (M [JF
Bss. e e = e
Full Name of Medical School;
5. A)Name of Medical School:
New York University School of Medicine

B) Year Graduated: '8  C)Degres: MD: Year Graduated: Degree: ] M.D. [[] D.O.

6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
CajR o Hous -
0 ecology —— e
If OS, Print Specialty: o
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: OC Code: T -

8. Drug License Numbers, if anv- DEAY:

A) Federal (DEA): f::;'fal (DEA):

B) Massachusetts: '
9. A) Other states where you are now licensed to practice

Abbr; Abbr
B) States where you previously were licensed to practice
Abbr: Abbr:

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



==

PRINT NAME AND NUMBER: Last Name: (> c@enbe ¢ Registration Number; /47 { 2~

10. Current health care facilities at which you have completed the cr\e{lentiaiing process for the provision of patient care. Supply o
the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP). Next to
each facility, write the approximate percentage of patient care hours that you provide in each facility.

Facility Code: 4 .1/ o (AP) 50 % Facility Code: | €87/ (AP)_Q % Facility Code:___/___(AP) %
Facility Code: O Y 8/ o/ (AP)_50_ % Facility Code:__ ot (AP)___% FacilityCode:_____/___ (AP) ____ %
I 599, print name(s): .
11. My medical malpractice insurance is covered by a) g Insurance Carrier  b) [ Letter of Credit
Name of Insurer: CRICD Alternatively, indicate as follows:
[ am registering with Active status but | am not covered by medical malpractice insurance because I am (check one)
8} [] Not involved in direct/indirect patient care in Massachusetts b) [T] 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 XNO
13. A. What is your principal work setting? (See Table 4) __L_ _5_
B. Care of patients in Massachusetts (see instruction bookiet).
1) Average weekly hours involved in: 2} outpatient care _3_9_" hrs/wk b} inpatient care LD__h.rs/wk
2) What is the approximate percentage of your patient care hours in primary care? 308 %
PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

uestions 14 through 22 refer to the past two (2) vears onlv, Check either YES or NO (NOT N/A) to e h guestion, Provide
details on Form R for all YES answers except for question 22. Refer to the instruction klet for additional infor on and

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

YIS NO

L3

[

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 seftied, 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 professiona! 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? ,ﬁ Yes [] No
[] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) CME exemption

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

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

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

¢ Pursuant to G.L. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children rs required by G.L. ¢. 119, § 51A.
I hereby certlfy under the penalties of perjury that all the information on the Renewal Application and Form R Is true.

Signature: -:3_3.: 4,.,@-—\ ,LWQ\ Date: _I,L_ / _&L/_ﬁ

YOU MUST SIGN AND 1 UDE PART B, WITH YOUR RENEWAL APPLICATION

»




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111

1993-1995 Physician Registration Renewal Application

Regiswation NT Status Fee Renewal Date  Late Fee T
YA ACTIV:  $28000 J1/15/9s  gos, Correction of Malling Address:
Malling Address: Address (Mailing): -
N ASAG Drtoi Unde YD, T -
Joan R 4 " s [h City Towrm: L
State: __
Country Code (See Table 1): (2

Directions:  Staple check to bottom of form. Add late fee if necessary.
* Questions 1-8 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 are aptional.

* Make a copy of this form and all attachments for yonr own records - yon will need caopies
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 & certified check, money order or personal check made|.

payable to the Commonwealth of Massachuserts.

Pre-Printed Information Carrections of Pre-Printed Information
1. Other name(s), if any, under which you were licensed:
Name: ———————
2. 8) Address {Home): gfi;i;;ss (ll;lome): — e —
ity/Town: .
Stater Zip: L..___....
Country Code: ____ S print Country:
. Address (Bust : ue ,'
b} Address (Business): cnyrr:vfn:usm Y Y
N WM ERYS mluelT Country Code: (&) If 999 prin: Country:
v R ARCIL sTwoeT
: Powe S8 001
. Datc of Birth (M/D/Y): el Sex (MfF):
3. Date of Birth: Sex: p ; . .
Lic. Issue Date: U7/ <4/91  gqu Lic. Issue Date (M/D/Y): ___f [ SS#
Telephone Number: Telephone Number:
P ) ) Home: () Business: ()
Home Business
¢ ) - Full Name of Medical School:
4. Name of Medical School: ) )
biew Tur< University School of
LTy ) ) Year Graduated; Degree (MD/DO):
Year Graduated; > - Degree: O
5. a) Cther states where you are now licensed 1o practice (Abbr):
b) States where you previously were licensed to practice {Abbr):
Code Hours per Week in Mass.
6. Specialy Code(s) (See Table 2): —_— oo
Cade  Hours per Week in Mass, —_—
o aw Uustetrics sna synsculogy | TTOSprintspecially:
1. 8) If you arc currently American Specialty Board Certified, enter Codes: (Sec Tahle 3)
Codc: Codc Codc: — Code:
b} If you previously were American Specialty Board certified, but are no longer,
please enter codes of prior certification: (Se¢ Table 3) . .
Code: Code: Code: Code:
8. Drug License Number(s), if any:  a) Federal (DEA) Federal (DEAY.
b} State (MA)} State (MA): o —_—
9. T have completed my CME requirements in the twn years preceding my renewal date:  Yes Nao, waiver requested

You must fill out a separate Waiver Form. The waiver must be granied by the Board before your license
CME requirements. Do not submit documentation of your CMEs with your renewsl application.

will be renewed, See instructions for

{ Staple Check Here |




PRINT NAME AND NUMBER:  Physician Last Name: [ mm!ag ’3 Registration Number: /] 7 {

10. Actlvity Status: I am applying 1o be registered with the following status: Aective v Inactive
* T hereby certify that if requesting Inactive status, I will not practice medicine, Including writng prescriptions, in Massachusetts,

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER __‘éor (b) LETTER OF CREDIT It applicable, check one.

List Insurer: _CR{C.D

Alternatively, indicate as follows: | am registering with ACTIVE status, but I am not covered by medical mulpractice insurance because I am
(Check One): (i) 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 next 10 those facilities where you have

admitting pn'vilﬁe-s (AP). S

Facility Code: L/ 2 APy Fucility Code: o ;__ (AP) Facility Code: o ___ __ / ___ (AP)
Facility Code: L 6. 2 i (AP)  Facility Code: e . _ /. (AP) Facility Code: . _____ / _ (AP)

I£ 999, primt name(s):
Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years,

{See Table 4.)
Facility Code: . ___ Facility Code: Facility Code: ____ Facility Code: Facility Code: __ ___ ___

I£999, write name(s):
13. Are you currently in a post-graduate training program in MA as a resident or clinical fellow? Yes . Ni o___""__/ (Check one)

14, a) What is your principal work setting? (See Table §) _a_ .._Q_
b) Care of patients in Massachuselts (MA) (See instruction booklet.)

i) How many hours per typical weck arc you currently involved in outpatient care in MA? A0 hrs/wk in MA
i) How many hours per typical week are you currently involved in inpatiens care in MA? E- hesfwk in MA

Questions 15 through 23 refer Check either YES or NO (NOT N/A) to each question.

Provide details on Form 15A for all YES answers, Refer i 0

_N THE PAST TWO YEARS:
XES NO

13. Has any medical malpractice claim been made against you, whether or not 4 Jawsuit was filed jn relation to the ¢laim? .........

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

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

18. Has your privilege to possess, dispensc or prescribe controlled subsmances been surrendered 1o or suspended, revoked, denied
OF restricled BY Ay SIALE OF federal BRECY? ..covvnrrr s et oo e

19. Have you withdrawn an application for a medical license o L~ n denied a medical license for BNY 1eason? .....ccocrvveerrns
20. Have you had any mental illness which has impaired your ability 1o practice medicine or to function as a student of medicine?
21. Have you had an organic iltness 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 Ppast two years, dependent upon alcohol or drugs? eereres sttt s a g enemtase
23. Has any professional lisbility insurance provider restricted, limited, terminated or imposed a surcharge on your coverage?,....,

* Pursuant to G.L. ¢, 112, sec. 2, I will not charge ta or collect from a Medicare beneficiary more than the Medicare reasonsble charges,

* Pursuant o G.L. c. 62C, sec. 49A, I hereby certify under the penalties of perjury that, ta the best of my knowledge and belief, T bave
flled all Massachusetts state tax returns and pald all Massachusetts state taxes that are required under law. NOTE: This applies even If you
reside out-of-state or out of the country.

S | hereby certify that 1 will fulfii) my obligation to report abuse or neglect of children pursuant to G.1. c. 119, sec. 51A,

v+ I hereby certify under the penalties of perjury that ali information on this form and Form 154 is true,

lsigxmm:ﬁ é }‘“\ : N\‘_Q__ Date: H (lg ﬁﬁ
i -




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

Regisiration No.  Siatus Foe Renewal Date For Office Use Only
(4712 ACTIVE $150_ N1/19792 M.R. e b
Dr. JAMES ADAM GREENBERG Pr Ky /..Li{_‘ﬂf
ENTEm
- DE N N
) / ) S e A _‘?

Directions: )

« Quastions 1-7 include information from Board flles. Piease comset it 8% nec

+ Balore procoading, please read the instruction booklet e

+ Answer all non-optional questions completely. (The instructions specity wWhich 5 ,

s Make a copy of this form and all atiachiments for YOUr own records—you imca {acilities copies for credentiafing purposes. The Board charges
$5.00 plus postage for each copy furnished, y B

» Enclose the $150.00 rénowal feo by means of a  check, money ors o,

”

Activity Status:
} am applying to be registarad with the following status: Active__ ir\'qaqﬂve
| hereby certify that If requeating lnactive siatue, | will not practice megicine In Massachusetts.

Pre-Printed Intormstion Corrections of Pro-Printed tnformation

1. Qther Name(s), it any, under which you were licensed: Name:

2. 8) Address (Home): Address:__ ___ ]
City/Town___

State; '
= . | ~ §lCountry Code: (I 999 write Country): .
2. b) Address (Business): &5{b Br\fjkam\ $ Women s H"i"’y Address:_%igé € { Hmen 't Hﬁggrj«ﬂ HR _Hancy [Trec]
YL Fravdcy  Street City/Town: n | ,
_BOS’IL‘”\, mﬂ oS State: mA zip b1/ S

Country Code:__ ("7 (if 9989, writa Country):

3. Date of Birth:, Sex: M Date of Birth (WD/Y): / / Sax (MF):
Lic. lssue Date:37 / 24 / 91 SSN # Ue. Issue Date{MD/Y): ¢ / SSN #:
Telephone Number;
Home Busingss Home: { } Business: (_ )
{ ) -
4. Medical School CodeNY (019 Year Graduated8 8 Degree: MD Schoo! Code:; Year Graduated; Degres {MD/DQ}:
Name_of School: 1f 99990, write School;
New York University School of Meaicine
6. a) Other Stales where you are now licensed to practice (Abbr): —_—
b) States whare you previously were iicensed to practice (Abbn): - U
6. Spedcialty Cods(s) (See Table 3);
Code  Hours per Week in Mass. Gode Hours par Week in Mags.
0 [@)2<] 20
G ———
1 08, write spacialty;
7.8) Are you American Specialty Board Certified? (Y/N)N 7.b) {fYES, Enter Codoss:
Coug: Code;
Code: Code;
8. Drug License Number(s) (if any) [optional]: a} Federal (DEA) ) b) How many DEA nos. do you have?
¢) State (MA) #M_ . . .
9. Ihave completad my C.M.E, requirements in the two years precading my renewal date: YES_L-/_ Waiver Requestod

(Yot must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed.) See Instructions for CME
requirements, Do not submit documsntation of your CME's with Your renswal application,
30M - 9/90 - F¥13071 [ For OHice Use Only: Waiver Granted____ Date: ¢ |




FILL IN NAME AND NUMBER:

Physician Last Name: Gf\f’fv"‘ée 5:‘31 Registration Nu.:Z_‘LZ_ ..I__ .@:

10. My medical malpractice insurance is covered by (a) INSURANCE CARRIER V/or {b) LETTER OF CREDIT . if applicabla, chack one.
List Insurer; CR (CO

Ahernativaly, indicate as follows: | am registering with ACTIVE slatus, but | am not covered by medical malpractice insurance because | am {Check ona):

(i) NOT INVOLVED IN DIRECTANDIRECT PATIENT CARE:__ (i} OTHERWISE EXEMPT,
{State how otherwise exampi). :
11.  Currant Hospital Affillations {Supply the codes from Table 5 and plaap,af check mark next to those facilities where you have admitting privileges (AP),
Facifity Code: 91_ _a _!_ f__{AP) Facility Cogé; e _{AP) Facillty Code: ______/_(AP}
Facility Code: ’_ é __g_l___(AP} Facllity Code: ____ __/_(AP) Facility Code: _______/_(AP)

If 093, write Nameo(s};

?.sdedmt_}g} qujpitals at which you previously held privileges and other Health Care Facilities with which you wete assoclated in the past 4 yeers.
e Table 5,
Faciliy Code: D 69 Facity Code: _ Facility Code: ___ Facility Code: ______

if 999, write Name(s):

12.  Post Graduate Trainlng in Maseachusetts (MA) {Sge instruction bookist.)
&) Are you currently In a post-graduate raining program in MA as e resident or diinical feflow? Yas_l/ No____ (Checkons.)
b} I you are in & MA program, are youa ) Ras!dsm__\__{ if) Clinkcal Feliow____ or iii) Resaarch Fellow___? (Chack one.)
¢} How many hours per typical week do you spand in this MA pest-graduate training program?, ZO hrewk. in MA.

13, Care of Patients In Massachusetts {MA) (See instruction booklat )
a) How many hours per typical week are you currently Involved in outpatient care in MA? Q O hre.fwk. in MA.
b) How many holre per typical weok are you currantiy involved in inpatiant care in MA? EO hre.wk. In MA,

14. Principal Work Setting.
n) Whalie your princlpal work setting? (See Table 6 _L Q

Questions 16 through 22 refer 1o the sars onty. Cheok either YES or NO (not N/A) to epch question. Provide detalls on Farm 15A.

Yes No
16. Has any pending or new medical malpractice cleim been made against you (whether or not a lawsuit was fited In refation to the claim)?.......

16. Have you been & defendant in any pending or new criminal proceeding other than & minor Taffio 6HBnSe ... eeserrssersrsssrrns

17. Are any formal disciplinary charges pending or has any disciplinary action (as definad by Board regulations--See Instructions) boen taken
against you by any governmental authority, hospital or other health care facliity, or professional medical association {Intemational, national,
BRBIE OF BOCBIIT. ..ottt s e st a s st B £8£8 et e b £k e B bA e TR RY RS A A A T R FER SRR TR e

18. Has your privilage to possess, dispenss or prascribe controlled substances besn suspended, revoked, denled, restricted, surrendsred,
or have you baen callad before or been warned by this stale or any other jurisdiction including & ledaral 8FENCY7.......er v resemssssrsescon .

18. Hava you withdrawn an application for a medical licanze or been denied a medical licanse Taf BRY MBASORT.............e..eeeeecrecrersoresrsmsneero s
20. Have you had any mental illness which has impaired your ability to practica medicine or to function as a student of medicing?......................
21. Have you had an organic illness which has impaired your abiiity to practice medicine or to function as & student of medicing?......................
22. Are you now, or have you been in the past four years, dependant Upon BKGIO OF BIUGET ... courececesccecrer s e sesn st seseserssessssssems e

Pursuant to M.G.L. ¢.475, | will not charge to or coliect from a Medlcare beneficlary more then the Medicare rensonable charge for my servioes,
Pursusnt to M.G.L. 6.62C sec.494, | cerlify under the pansitles of perjury that, to my best knowledge and bellef, | have flied any Massachusstis siste
tax returne and pald sny Massachussits state taxes, that sre required under law. NOTE: This applles even if you raside aut-of-state or cut of the
country.

i certity that | will tuiflll my obligation to repott abuse or negisct of chiidren pursuant to M.G.L. ¢.119 sec.61A.

| hereby certify under the penaftles of parjury that sll informstion on this form and Form 15A Is true.

?@3 SLQA%\ __ w5 9o




FED. OK Batch #2222

\\:\\’ Date 2/2/i/ By 22

Q’h THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE

o ;({ igphcation for Endorsement Registration - NATIONAN:BE
8 % .

0Omust accompany APPLICATION - No currency:)

- FOR OFFICE USE | o
By: - Application # ) _
Form of Feet .~ Certificate # 7 F 7/ Date of Issue: 2 /‘;:% 2

PLEASE TVPE OR PRINT ~ SWORN STATEMENT

Name . ,ﬁmes e%ﬂ GI:Ean%Fg Mailing Address:* |
rst - [ " Last A —

Date of Birth __

Place of Birth _ New York Citv, NY Address valid from (dates)%ﬁég t— __.._..__....

Name on Birth Certificate sape Phone # DAY | BOME;
Pre-medical Education ‘ Medical Education . - '
School Amherst Collese, Amhwrst, MA [School New York University School .of Medicin
Dates Attended 9/80 - 5/84 Dates Attended _g/au - ¢/88 AJSV &/ ‘7 N
: : _ [ ?- N l

POSTGRADUATE EOUCATION AND HOSPITAL APPOINTMENTS -

Place Position , - g#t'é; '

Brighan & Women's Hospital  Resident 6/88 - present .. .

e R yerr-rE
o —————
. - St

_pisp.ql;.states where you are or have been licensed:

Are you a Diplomate of a Specialty Board? T - '
e Aame, 17 applicablel . .

REASON APPLYING FOR MASS. LICENSE: I intend to practice in Massachusetts

*NOTE: Change of address must be submitted IN WRITING to the Board of Regist i 1 :
Mediglne. Please include effective dates for new address upon sugéitiggéoghig !

information.

POST GRADUATE EDUCATION AND HOSPITAL APPOINTMENTS:
Chronologically list all educational and professional
training and experience from the date of graduation from
medical school to the present. Account for all periods of
time whether or not engaged in the practice of medicine.




COMMONWEALTH OF MAESACHUSETTS N FOR OFFICE USE ONLY

BOARD OF REGISTRATION IN MEDICINE full License Applicatlon
SUPPLEMENT TO APPLICATION Peuding  Approved T
FOR FULL LICENSE License #

TO BE COMPLETED 8Y A& ICANT. FLEASE TYPE CR PAINT.

NAME:  James Ada' eenberg

Mailing appress:
Day phone:

Valid from: 5 /04 -

Pe nent gddre 8 (if different from
mailing ad reaaf:

YOU ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW, YES

1. Ham any medical mai o8 clefm ever mude i
was mo: in relation mﬂ:’:ﬂwm}? ( Yomu:‘? ;ggmﬁe“ ?I.)Ill.l? %’:;? t!:ihc. ;]ng’rjo’r ng'o‘rl'ﬂEH .elaim)

2, Hsvcyuumbmdmftdthuighttopuﬁefmormmuinmymummwyamirdpmypmauor
part of a patient’s bilt?

3, Hmwuw«lpplbdfoﬂiunsumormsﬂhrmoxlminnﬂonormonmounﬁnwm.undwadifhmmmma?

4. Hmyoumbnndmodmpmuognommnqorﬂnhhingmomﬁnauonmbomlmmmmﬂqand/or
immmwdmmmmﬂmﬂmmmmnminmﬁm?

5. Hmmmmwwdmbumnm&mﬁom:mﬂammm.mymaow‘mhaﬁon,mmhdhnmmm
mmm.«mmmwnmmmmmmmumwmm?

8. Hmwumﬁbdnhﬁgnimmwmm.mhm?

7. HawyoumbunMﬁ.mwm.mm.ummdwmmy.brmym?

8. Hwommmmmmmmwmmin-MNMMmim
dmlld.lutponMctmm.wmmkomumndwmﬂlnlbuddllupﬁnwmn?

9 Auanyfpmddhdplimohmumuhuwdlﬁwmmmmmmmh
!mhﬁwmbymymmmmmmbvmyhospiﬂorhcdﬁmhdliw.ubymym
maedics] associstion ﬂnhmm.nwmu.maww

10. mnwummlmmmnllhnubmﬂmuidmmwmmm The Board's
reguistions define “disciplinary action.” Messe refer to 243 CMA 3.02, attachad.

1. Hanmmmdmm-ppﬂcwon!wmodscnﬁnmm.howmwlppoim-m.mmnm?

12. Have you sver, for any reason, lost Amaerican Specislty Boarc Centification?

13. HmmmﬁmdmummmnhymormsmanT 1 yau, which ora(gl?

14, Have you, at sny time, bean a defendant in any criminal procesding athes than minor traffic offensan?

15. Has your privitegs 10 possess, dispenss or prescribe controlied whstances aver heen Juspended, revoled, denivd,
fastrictad or surendersd, or have you been called bafare or warned by this state or any other
[urisdiction inciuding a tederal sgency at any time?

16. Have you sver had any smotiona! disturbance or mental iliness which has impaired your sbiiity to practios medicine
of 10 function as a student of medicine?

17. Have yisu ever had an organic iliness which has impaired your ability to practios medicing or to function as &
student of medicina?

18. Are you now, or have you been in the paw, dependent upon aicohai or druga?

19, Have you sver heid a ticenss in Mazsachusetts or any other state or country? N yas, list other jurisdictions,

NOTE ON QUESTIONS 15-18: The harm thet befalis phywitians and patients alike when inpe--Tant goes undpected and unitreated
by the medical profession is devastating. The Board wants impaired phyniciany treated in the eary stages of impairment

belore ireparable harm o the physician or patiem pocurs.

it you have angwered “yes* to any of the above except #14 please expluin on the reverss side. Attach additionat 81/2° « 11" sheets
if nacasaary,

! will rasd the Board's raguiations, 243 CMR 1.00 through 2.00. To the best of my knowledge | mest the qualifications

for Tamporary Licensura in Massachusetis,
t hereby eanifE undes the panalty of panury that ali infarrmation on ihug form (front and back; including atached sheets is vrus.

2 I DATE: 6 -7~ 9
I

SIGNATURE:




Commonwealth of Massachusets 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 awn recoids; you will need copies for credentialing and other purposes.
‘Fhe Board will charge a fee for each copy.

* Remit $250.00 for renewal fee. * Return senewal application in GREEN envelope,
+ Add tate fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope,
Y= ;
Registration No.: 74712 Renewal Date: 01/19/98 i \" Lru"" e
i. Activity Status: N Active [J Retiring (see instructions) % a:“
{Check enly one} [] Inactive *{see below) [T Do not wish 1o renew P
2. Other Name(s), if any, under which you were licensed: Corrections (Qﬁﬁﬁi PR, Sy
Other Name(s): R ETICTRT
3. A)Mailing/Home Address:
Mailing Address
JAMES ADAM GREENBERG, M.D. _ CityTown; i State: _ L
Zipp Country: _
%)3 B;cs)geigEAddress ' Other Address:
BROOKLINE, MA 02146-7128 City/Town: State:
Zip: Country:
Home; {
Home Phone: - : i -
- B :
Business Phone; (617)232-7010 usimess: (.
" 'S M Date of Birth (M/D/Y). __ / /  Sex (M/F).
4. A) Datc of Birth: £) Sex: Lic. Issue Date M/D/YY. /[  ss# i
B} Lic. Issue Date; 07/24/91 D} S8#: l (MID/Y) T
Full Name of Medical School:
5. A) Name of Medical Schooi;
New York University Schecol of
Medicine :
B) Year Graduated: 88 C) Degree: MD Year Graduated: e Degree (MD/DO): n
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass.
Code!s) Hours per Week in Mass. —
e 80 pl‘)ﬁsEeErIcs and Gynecology
If OSj’;i;t__S‘pecia]ty: O
7. Current American Board of Medica) Specialties Certification (See Table 2)
Code: Code: Code: ___  Code -
8. Drug License Numbers ifanv.
A) Federal (DEA): :;d‘-“: al (DEA);
B) Massachusetts; ass:
9. A} Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: ‘ Abbr:

“If requesting Inactive status, You agree not {o practice medicine, including writing prescriptions, in Massachusetts

T T e e e ——— e e e ——— e e e T .




"

PRINT NAME AND NUMBER: Last Name: 6- (@%LQJ’;O} Registration Number:?'i/)[& ! -

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 nyrk next to those health care facilities where you have admitting privileges (AP),
(A

Facility Code:_?_ alrs P} Facility Code: _ __ _ / (AP} Facility Code:_____ / _(AP)
Facility Code: / & 3/(AP) Facility Code:_____ / _(AP) Facility Code:_____ / {AP)
1f 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:/) 6 9 Facility Code:D 59 Facility Code;__
11 999, write Name(s):

Facility Code;__ Facility Code:

11. My medical malpractice insurance is cavered by 8) " Insurance Carrier b} Letter of Credit
Name of Insurer:_ CR | C O

Alternatively, indicate as follows: [am registering with Active stafus but | am ot covered by medical malpractice insurance because

! am (check one) a) Not invalved in direct/indirect patient care in Massachusetts b) __ Otherwise exempt
Please explain exemption:
[2. Arcyou currently in a post-graduate training program in Mass. as & resident or clinical fellow? (check one) Cl Yes ’ﬁNn

13. A. What is your principal work sctting? (See Table 4) __I_ _5_
B. Care of patients in Massachusetts (see instruction booklet).
1} Average weekly hours involved in: a} outpatient care Bihrslwk b) inpatient care §____O_hrs/wk
2) Wha is the approximate percentage of your paticnt care hours in primary care ? _15_%

PART A

Questions 14 through 22 refer to the past two (2) years only. Check either YES or NO (NOT N/A) to each _question. Provide
details on Form R for afl YES answers except for guestion 22. Refer to the instructicn booklet 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 yet been finally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim?

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

16. Tlas any lawsuit, other than a medical malpractice suit, which is related to your competency 1o practice medicine, or your
professional conduct in the practice of medicine, been filed against you or been seftled, adjudicated or otherwise resolved?

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

18. Have you becn 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 socicty or association?

I19. Has your privilege lo possess, dispense or prescribe centrolled substances been surrendered to or suspended, revoked,
denied or restricted by any state or federal agency?

20, Have you withdrawn an application for a medicel 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 coversge in response 1o an inquiry by a professional liability insurance provider?

22. Rave you completed your CME requirements preceding your renewal date {see instruction booklet)?

[ Waiver requested  (waiver form due 30 days priot to date of ligense expiration). [} Training Program exemption L.

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

Signature :ﬁ; @Q\Q/ L AN Date: 1! /1 3Y/ ‘?7

e e L Ln e e e e [ e —mm
— - - .- . - s - M m i mmm S e e e e e s e




' 14925.0000

. 4
I. PHYSICIAN INFORMATION

HAMESADAM. i OREENBERG
First Nanie Middle Initial Last Name Suffix

Mass License # 74712 First Issue Date | 07/24/91 ...
License Statns... Active . .

Hospital Affiliation

33 Pond Ave. Brigham & Women’s Hospital
Brookline, MA (2146-7128 Massachusetts General Hospital
U.S.A, New England Baptist Hospital
{617) 232-7010

Muke address correcrions heve ........... Mutke Qe COFPECtious 10 GBOVE ROPEL ..o oo s s

Insurance Plan Affiliation: " Licenges Held m Other Statcs:
Accepting New Patients? Eé’es [ 1No

Accept Medicaid? d\’es [CINo

{Please correct as necessary)
II. EDUCATION & TRAINING

New York University School of Medicine MD 88 o
B S

“Make corrections here” T

Resideney Progream(s) Start

HI1. SPECIALTY BOARD CERTIFICATION
Primary Specialty:  Obstetrics and Gynecology Certifving Board Name: Board of Obstetries and Gynecology

Secondary Specialty: Certifying Board Name:

Make any corrections here; Muke any corrections here:

Board of Registration In Medicine Physician Profile



V.

V1.

VIL

A4 LER

14925.0000

‘ "\-
BOARD DISCIPLINE
Final Decisions and orders issued by the Massachusetts Board of Registration in Medicine.
Nature Datc Board Action

. HOSPITAL DISCIPLINE

Hospital Date Disciplinary Action

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

Of COMPIAING e

MALPRACTICE . No. of Years in Practice; # g
Details of claims paid for Dr. GREENBERG
Datc o AmountPaid 00000 Basis for Complaint
Date. . Amount Paid Basis for Complaint =~ e
Date Amount Paid Basis for Complaint ~" .
Date . ... Amount Paid ____ Basis for Complaint "~ 77"
Date ... AmountPaid Basis for Complaimt
Date.....ooee Amount Paid Basis for Coniplain

PHYSICIAN HONORS & PEER-REVIEWED PURLICATIONS
Please enter any peer-reviewed publications 1o which vou have contribuied and any awards for community service or
professional recogaition vou have been given,

Awards, Honors Publications

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

Board of Registration in Medicine Physician Profile



Commanweaith of Messsohusetts, Board of Registration (n Madioine
Ton West Btmt. 3rd Fioor, Bosion, Masssohuselts 02111

l.lmnoul.lomu lipation; Page 10f 2
‘ e Panewsl
Fity Doliar Foe Paysble @ Sommonwesith
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! \f;;_

- - .
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- importgnt:
Mhmmnmmmwmﬂmpmm

'.Hhmw«wmm
« Anawer ol non-optional queations mnnuujntd%mwamukh&dhﬂﬂhwuhﬂulandnnyhmnﬂnuwmmnﬁmuﬂamumhmuhinlmlmn

_ the Roard alresdy has the Information.

+ Sign he-appliation at the batiom of page wa.
.mmunevmhmmmmmmmmanﬂnmhaMeummmuuﬂuumwmm
purposes.

m lmm'llﬁmmlmboboulﬂd bvlppbmt.(ounplm Homeddoho)

1. Neme (ASTI__G 0inkhgrey o _eRaT___lamed M A
& MalingAddress . : S
8. Name & Address of Tralning Haspial: Ly Aot

4. Cumrent Uimitd Lioanse Number,__89-1110-92
8. Change of Program Applicents

~ Ust previcua floense numbers, Training. inétitutions and Programs invaived:

' N Program Director
Ionmqummmm

Date____ 21287190
_ mw BE oourm‘é Aﬁ#ln wm numn!oomew. OF THE INSTITUTION AT WHICH THE ARPLIOANT HAS RECEIVED AN

Thllmtﬂl James A. Gré berg, M.D ' vas been sppoinied o the pasition of Intem , Rogident,_FCY-3

ginoing_7/1/90 __and

PORM 1188 S

- T T ' S 1 O B T [N



~ Massschusstis Board of Registration In Medicine Limited Liosnsa Application, Page 2 of 2 )

" BEQTION Q1 Swom Statament 1o be Gompleted by Applicarit (Complets Reverse Bide Alac)

7.mbumwﬁnmﬁmwMWlmedhpm=
{Abbreviam); —
© Gusations § through 14 not sppiloable. S ,

Quastions 15.through 24. Check either YES or NO (nat N/A] to gagh question, Provide detalls on Form 158, atimohed.

‘ , Yoz Neo
" 18, Has any medical malpraotios claim besn made sgainet you (whaethsr or not # lawault was filed in relstion to the claim)?
18, Have you been & delendant in sny oriminal prooseding other than e minor ralfio offense?

e e L T e
e e e e e e i B e
Tttt i A L o

" 20, Hove you had any mental ummgmmm-umw practios medicine or to function a8 s-student of medicine?
21, Have you had sny organic Hiness which hes impaired your abiiity to practios medicine or to funotion 88 & student of medioins?
82, Ars you now, or have you been in the pest, dapendent upon afoohol or drugs?

B W R ey =
e T S LR

_ r@mm %ﬁ CHANGE DURING m TINE THE AP&JOATIQM (8 PENDING, THE APPLICANT MUST MAKE THE BOARD
S ML S e BT

- i cond e Bowrd's roguistions, 243 CMR 1.00 through 3,00. To the best of my knowledge, | meet the quabfiostions for linited liceneure in

Wun&rh@dwm ali Information onlﬁln formefrant and baek and ALL__attached pages~ls irue to the best of my
o . o Rl
' Applicant's Signature, f _— ‘%—%—.‘ M&Jjﬁé

FORM1180




Commenwealth of Massachusetts, Bosrd of Reglutration In Medicine 6 k( q

Ten Weet Strest, 3rd Floor, Boston, Massachusette 02111
Limited License Application, Page 1 of 2 00T i i
Fmv Daltar Fee anabh ta le Cammonwealth af Massachusstis g
_ VAR,

Regisiration Ne. Blatus Fee Date

35
M.R. j__J
Pr, )
8k, [
ch' ————re —’-—,—
D.E. i/
A. /
—
Impartant:
. Aead the accompanying Instructions in their entirety bafore completing this form,
« Print fogibly or typa your answers.

. Anawer &li ncn-opifonal questicns (front gnd back of form) wm—-!m though the Board may have the Information, It Is not adequata o state that
the Bosrd sirendy has tha informatian,

Sign the application at the botiam of page two.

. Make a gopy of this form and alf attnchments for your own recorde-you must glve hospitals and other hesith oare facliities oopiss for oredentialing

purposss,
SBCTION At Swom Ststement to be Complated by Applicant (Complate Reverse Side Also)

1. Name (L8Ty__(2 carnkera FIReTy Tanls A

2. Malling Address:__ . o e

3. Nlm&AddrouafTuinlm mpm ! N’ <
. Mackoal School Nem: %r NapeThy  Melesl Soh ool
8. Curart Limied Uoanse Numbar 9 = |1} -GS,

8. To ba completad by Program Director:

t hcnby :anlpl! that M?:w;md p n? In &oo: standing In the Risidency/Peiiowship Indicated. Has the physician been subject to past or

Type or Print Nams and 'nn.Kennﬁ(th M. Ryan,.M.Dy Program Director

Signature of Pragram mm_z%z \A'{/""/

!ﬁﬂmﬁ? BE COMPLETED AND SIGNED BY THE DESIGNAm OFFICIAL OF THE INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN

This ceriifies that_James Greenberg, M.D. has been appointed 1o the position of Intern_______, Rasident_PGY=4

Felow___in m%ﬂ%mamuu_ Aning Jud L1 9.9180d

Antisipated completion date of frain
i;hni:. we w M h'dn ro'alml‘lﬁo applicant's spacialty: Yes___Ne_ .

Designeted Officlal’s Slgnatura

Type or Print Name and Title; o Date 2/?/4’

edica ta ervices

{Applicant Ses revarse side - You must complete Settion C)
FORM 101



Massachusatis Board of Registretion In Medicine Limited Licenss Application, Page2012 « .

SECTION C: Sworn Btatement to be Completed by Applioant (Compiets Reverss Bide Also)

7. Qthar States where you am now fully lcensed 1o practice:
(Abbreviate);

CQuastions & through 14 not appiloable.
Quastians 18 through 24. Check either YES or NO (not N/A) 10 gach queation. Provide cetalls an Form 158, attached.

18. Has sny madioal melpraction cisim been made agalnat you (whethar or not s lawsult was flled in relstion to the cialm)?
14, Have you: been a defendant in any crimina! prooseding other than a minor traific offense?

e R R P i st e st 00 o

e arvdarod, of have Jau Bush CHTed Detors o Sews Wemed oy s st snyr oty Horelo e e s e oy ?
8. Have nan 8 uﬂonhrlmcdl‘ul!?-nuw onled w: for any reason? Have you ever

;vpl n’frﬂn%?ﬂ#:&mh mlg%gﬁd noaunvbmangl_nii U o %%m{uaﬁ
20, Have you had any mental lliness which has Impaired your abliity 1o practice medioine or to funeilon as a student of medicine?

21. Have you had eny organlo lliness which has Impsired your abllity to practics medlaine or 1 funotion as & student of medicine?
22, Are you now, of have you baen in the past, dependent upon slocho! or druge?

e Tt R B e s oy

B e TS e L A e S

7 ,&E‘M\?&ﬁ%‘m ﬁsm CHANGE WRINQ THE TIME THE APPUCATION 18 Pﬂlm THE APPLICANT MUST MAKS THE BOARD
D L e ST ML i S i S st o

I cortity that | witl fulfil my obligation to report sbuse or negiect of ohiidren pursusnt to M.Q.L.o.119 ssc. §1A
hu.ﬁ.ll 'md the Bcard's regulations, !H‘OMR 1.00 through 3.00. To the best of my knowledge, } mast the qualifications lor limied Roensure In

x heraby ::nuy under the @‘@ ury informatilon on this form—-front and back and ALL__attached pagsa~is trus 1o the best of my
Applicant's Signaturs; ——c?—’ - DII.:3 Iﬁ ]Cﬂ




Commonwealth of Messachusetts, Board of Reglstration In Medicine
Ten West Strest, 3rd Floor, Boston, Massachussits 02111

Limited License Application, Page 1 of 2
Change of Program
Fifty DollsrPee Paysbls 10 The Commenwaaith of Massachusetls

Rosird Use Only;
Regisiration Ne, Status Fee Date

— 550

MA. R N
Pr. fod o,
Bk. foid,
Ch. S Y A A
B.E. f_d
. A

Important:

« Aead the accompanying Iratrugiions in their entirely before cormpleting this form.

. Print legibly er {ype your answers.

+ Answer gli non-optional questions ({rant 8nd bagk of form) complately-Even theugh the Board may have the Infermation, It Is not sdequate Lo siste that
the Board alresdy has the information,

Sign the application at the bortom of page twe.

« Make s copy of this form and ail uttechments for your own reoorde-—you must glve hospitais and other health oure facilities coples for oradentisling
purposes,

SECTION A: Swarn Statement 1o be Compioted by Applicant. (Complete Reverse Side Also) J

1. Name [LAST)) . : (FIRST:) AWML
2. Mallng Address:

3. Name & Address of Training Hoapital: _

4. Name of Medical Schoal; Year Graduated Loocation:

E Current Limited License Numbers_

List previous lloense numbers, Training Insttutions and Programs Invoived:

5a. Was previpus {raining a prerequisite for nnla tc this No, If na, plasse attach & axplanation detalling your
reasons not ﬁ:_u%?wﬂmoﬁs program. Bon oﬁ n|.m pm—afm r:T-cJ tor a1 the gal ram w;;-w did not
s latter mumt be un y to have

complete, oa mm =08 undar s Board :ho Program Dirdstor.
mgnd an exp&mlﬂon. n rogrnm Diraotor raniﬂaaﬂon has been reguestad: ____ Yes “N o 9

Tnhnoam eted by ourrent Program Director:
m thal thvu lbovrui-m::gd pgwlclln {, i good standing (a the Residenoy/Pellowshlp Indioated, Has the physician been subject to past or
plinary aotion In this program —No,

Type or Print Nama and Tite / ya o ﬂ

Signature of Program Direetor

gsgaw&o BE COMPLETED AND $1GNED BY(JHE DESIGNATED OFFICIAL OF THE INSTITUTION AT WHICH THE APPLICANT HAB RECEIVED AN

This certifies that has been appointed v the position of intem______, Resident_______,

Feliow i Program at beginning and
Frogram TREHUED

Anticipated complation ctfa of training_— ¢ Hnstion)

This nm is @ rtdi ad » ACGM
" no.p ave an ng;:gvod tra an prog Fl'ﬂiu licapl's spesiaity: Yes__ No__,
Deaignated OfMolars Signature: %

Type or Print Name and Tite;Hirashi Tokubo, AVP Med Staff Svcs Daw 3/19/91

{Applicant Swa reverse side - You must complets Section (3
FORM 101



Massachusetts Board of Registration in Medicine Limited License Application, Page20t2 ' T

M L T B LT B P L T T

BECTION C; Swarn Statament to be Campisted by Applicent {Complete Reverse Side Also}

7. Other States where you are now fully licaneed to practice:
{Abbreviate);

Quesilons & through 14 not applio;'hln,
Questicns 16 through 24. Check aither YES or NO (not N/A) to gagh question. Provide datzlls on Form 15B, ettachad.
Yes fo
18, Has any medioal malpraptios ciaim besn made against you (whathet of not u lawsult was fitad In reistion to the clalm)?
18. Have you been a defendantin eny ariminel procesding other than a miner traffio offense?

17. Are any formal disciplinery charges Ing ¢r has diseiplinary sotion (as defined by Board ragulstions: A From 155
1aKen Syainet you.gf any overmental lurl'gurtw.'hu;itrl or other hedlth care el Lof pto't'c'isloml aﬁ?d.i:uumo oo™ 168} been
(internalicnal, nationsi, stéte or locsl)?

1B. Has your priviiege 10 posssss, dispensw or preseribe controlied pubslences besn suspandsd, reve od, denled, reatricted,
iurroyndorgd. or have ‘Pygu been ulfod he!or: or been warned by this state or any oumpl.uri:d‘}'ouon rnoludlng a lederal agency?

19. Have you withdrawn an appiteation for a- medical It & of baen dehied g medical llcense for any reason? Have you svar
volun lrlls\r" surrender lqrﬂl'l:fg Ercctlco snod!o?r.lgzr any hesling lnfn"ﬁou of disoiplinary _no‘lan (t‘:nd-!lmd yol
by Board requiintione; ses atiached Form 15B)7

20, Have you had lnyl mental {liness which has Impaired your abllity to practioe medicine or to function as & siudent of mediclne?
21, Have you had any organio liiness which has impaired your ebliity to practice medicine or 1o function as & siudent of medicine?
22 Are you now, or have you been In the past, depandent upon alechel or drugs?

23. Have you aver besn denled the privilege of taking or finlshing an sxamination or been accused of cheatl and/or impraoper conduct
durin y sxaminstion or olber\glru :oaon subjecl to any dis p‘lnlry sotion {as defined by Board ngulnﬂ:'ﬁo: See Angoh';d
Form 168) at an acadsmio institution, since your matriculation In coliege?

4. Have you ever hed staff priviteges, smployment or appointment In a hospitel o other healtk cars InstHutlen denied
mp-“ od or revoked :r" 8 ?yo r*flcr‘:’ed from t‘r‘r’s’od?ul steff In Ihu%’i discipiinary action (as defined by Board
regulations; Altached Form 15 )

IF REBPO! Qu 'ﬁONB §:24 CHANGE DURING THE TIME THE APPLICATION IS PSND!N;G, THE APPLICANT MUST MAKE THE BOARD
AWARE 'ﬁ'la!.';?!w IE_%ORIM ON.

Pursuani jo M,0.L. 0.82C 880,994, | certify undsr the penaities of that, lo my best knowlsdpe and bellef, | have fil Massachussiis st
&xu;‘o‘#rm ang pald any m.:’r‘l'uum ':mi t::m tm:n r-qul'::y 5?dor'lll'rw. te: 'Thlsocppuu sven If you rnl‘:l.o oald-:!'-'xiauz outugl' th.a' e

J oertify that} wil fulfill my obligation to report abuse or negleot of chlidren pursuant 1o M.G.L.c.119 seo. 614
i'\:i‘ll roclhdu :h.g.faud'n reguiaticns, 243 CMR 1.00 through 3.00. To the bast of my knowisdgs, | mest the Quailtications for limitad Hcensure in
11} . .

}mh:vru.fho‘é::m'y under the penalties of parjury that all informetion on this forme{ront and back and ALL__attached pagea~is irue to the hes! of my

Applicant’s Signature:; Dats; A /




THE COMMONWEAL TH

OF MASSACHUSETTS

BOARD OF REGISTRATION IN MEDICINE

APPLICATION FOR LIMITED REGISTRATION AS INTERN, MEDICAL OFFICER OR FELLOW
{Fee of $25.00 must accompany application-no currency or personal checks) li- 73ﬁ¢;l

FOREIGH MEDICAL GRAD{;‘ATEé ggST SUPPLY A NOTARIZED COPY OF FOR OFFICE US \
ERTIFICATE. IF W v
ECFMG CERTIFICAT F EVIOUS LIMITED LICENSE HAS BEEN Date Received 5-7;7/{7

HELD IN MASSACHUSETTS, SUBMIT A NOTARIZED PHOTOLOPY OF THE

THTERIM ECFMG CERTIFICATE. A NOTARIZED €OPY
ECFHG HUST BE SUBMITTED WITH FIRST RENEWAL.

OF THE STANDARD Certif?"(ﬂte r

By:)gif' Form of Fee: M].Q

PLEASE PRINT OR

TYPE

SECTION A:

Name:.’.ﬁ"a}' mes ﬂ%,ﬂg {Eﬂggﬁégg Mailing Address:
First Migcie ragt

Date of Birtn: _

T, T ' Y
Pre-medical School: ,g_m_b_ggi_@_[k?,;_‘ Medical School: A)‘T/L( §LA{*/ dlpMPﬂPIOM :
Date .f Graduation (¥r.) g-32-9% '

Have you ever held a previous LIMITED REGISTRATION IN MASSACHUSETT3? A/

(9ive number, if appiicabie)

-

PLEASE ANSWER QUESTIONS 1-19 ON THE SUPPLEMENTTAL CHECKLIST

SLCTION B: To be tompleted and sianed by the

Superintendent or ., aministrator of tne Hospital

in which the applicant has received an gppointment. .
This certifies thet James A, Greenberq, M.D. has been appointed to the position of ?
st Yr. RBesident in Ch/Gun in Brigham & Ymen's Hospital & Affiliates
beginning 20 June 19279, and ending mamelb{‘)Hug‘sepig%p
ls the purpese of this application participation in a training 3gram yes {yes or no)
If yes, is this prooram ACGME or RRC accredited? Yes (yes - np) [T thé program is not

so accredited (i.e. fellowship), does your instituTion nave ar .GME o- RRC accredited

residency training program in the applicant's

specialty? _ {y . or no) :

é}jﬁ?%#m K OLAAA.  Yice President 5/16/88
QHATURE GFFICIAL CAPACITY DATE

ALL INFORMATION SUPPLIZD CONSTITUTES A
OF FZIRJURY.

TRUZ STATEMENT MADZ UNDER PENALITIES



To be compieted anh if you sttended toliege outside of the { nited States, Canida or Poenio Rico. v

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

Daie 19
| hereby certify thar has credizably compieted rwo veors of
a pre-medical course.,
From _ To
Month ey Year Monih Digy lear
From To
AManin , e Year Momn Ly Yeor
School Seal .
Lean
Senvol
)
Ali idedics! Graduates
VERIFICATION OF MEDIC L INSTRUCTION AND GRADUATION
(to be completed ONLY by the Dean of the School)
Dale____May 18, 10 88

Dhereby cenifythar ____James Adam Greenherg

has creditabis compleied at

Tast three ond ons-nalf veor; of medical education.

- 31 1585
From August 29 19_613.4 To May

Monir, Lav Year Month Dﬁr Yror

A 3 1986

From September g ‘1985 To ay

Month Loy Yeor Monith St Yeor
From September 8 1986 To July Yo 1987

Month ) Day Yeor Monik Loy Year
From September 28 1987 To May 27 1988

Month Day Yeor Monih La: Yeor
From To

Montk Day : Yeor Afanin Do 8 8?" eor
and has received the degrec of _Doctor of Mediecine on *June 3, 1o

from

New York University School of Medicine

thome . Meaicof School)

Schoal Sea!

Ly

Saul J., Farbher,

X

M.A.C.P./Dean

sipndiure of Deon

M.D.,

Il candidate has attended more than on* medical cehool, additionz) verification of medical instruziion is required.

*Is expected to complete requirments for graduation on May 27, 1Y88,
and is expected to graduate on June 3, 1988, :



1
z

-—
.

COMMONWEAL TH OF MASSACHUSETTS FOR OFFICE USE ONLY

BOARD OF REGISTRATION IN MEDICINE Umited License Application
SUPPLEMENT TO APPLICATION FOR - Pending . Approved
UMITED LICENSE Liconse #

TO BE COMPLETED BY APPLICANT. PLEASE TYPE OR PRINT.

WEM@ HOSPITAL: BC-SA&M 3 %m r[ H"§Q"{él

PERMANENT ADORESS: i )
- _ AooRESS: 75 Francis Stheel
LOCAL MAILING: BEoston LAA O2i=
ADDRESS IN (MA);
YOU ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW, YES

1. Has any medical malpractics claim ever beon mads againzt you in the last fon ysars (whether of not a fawsyit
was filod in relation ta the claim)? ‘
2. Have you sver been denled the right to participais or enroll in any syatem wheraby a third party pays all or
part of a patient's blii7
3. Have you ever appiisd for licensure or to &it for an examination or taken an examination, under & different name?
4. Have you svei been denied the privilsges of taking or finishing an examination or baen accused of chegting and/or
Impreper conduct during an sxamination since your matriculation in college?
8. Have you ever falled any of the following examinations: the FLEX axamination, any state Board examination, o (aited Part lit of the
National Boards or failed to gain certifloation from the National Board of Medloal Examiners?
- Have you ever falled a forsign llcensing or eertification exarmination?
Have you ever been deried & medical licenss, whether fult, limited or temporary, for any reason?
8. Have you gver had staff privilages, employment or appointment in a hoagital or other health care instiution
denied, suspended or revoked, or reaigned from a medicai staff in lley of discipiinary action?
Are any formal disciplinary charges pending or has any discipiinary actlon been taken against you in the
last teh years by any governmental authority, by any hospital or heatth care fasility, of by any professional
madical assaclation (international, national, siats or loca))?
10. Have you ever voluntarily surrendered a llcense 1o practice medicine or any healing art? The Board's
regulations define "disciplinaty action.” Pleess rafer to 243 CMR 2.02, attached,
1. Have you ever withdrawn an application for medical licengure, hospiial privileges or appointment, for any reason?
12. Have you sver, for any reason, lost American Spectaity Board Cartification?
13. Have you besn denied required recartification by one or more speciaity boards? H yes, which ons{s)?

~ m

o

y

14. Have you, at any time, been a cdefendant in any criminal proceecting ather than minor tratfic offenges?

15. Has your privilegs to possass, diapenes or prascribe controlled substances ever been suspendesd, revoked, denied,
restricted or surrendered, or have you been calied before or warned by this state or any other
jurisdiction including a federal agency at any time?

16. Have you ever had any smotlonal dist ibance or mentai liiness which has impaired your ability to practice medicine
or o function as & student of madicine?

17. Have you ever had an organic fliness which has impaired your ability to practice medieine or to function as &
student of madicina?

18. Are you now, or have you besn in the past, dependent upon alcohol or drugs?

19. Have you ever hald a licansae in Massachusetts or any other state or country? If yas, liet other jurisdictiona.

NOTE ON QUESTIONS 16-18; The harm that betalls physicians and patients ailke when Impairment goes undetected and unireated
by the madical prateasian (s devastating. The Board wants impaired physiciana treated in the early stages of impalrment

belore irreparabie harm 10 the physician or patient occurs,

Hf you have answered “ves” to any of the above except #19 pleass explaln on the reverse side. Attach additional 8 1/2" x 11" shests

if neceasary.

i will read the Board's regulations, 243 CMR 1.00 through 3.00. To the bast of my knowledge | meet the qualifications

for Limited Licensure in Massachugetts.

i heraby certify under the penaity of perjury that all informatian on this form {tront and back) including attached shests is true.

smmmmé?é A:/(,\J 7/ oate:_5-/9-€&F




§9-1110-92

Commonwaealth of Massachusetts Board of Registration in Medicine
Ten West Street, ard Fioor, Boston, Massachusetts 02111
Limited License Application, Page 1 of 2

Board Use Only:

Reglstration Neo. Status Foe Date
_$25

MR /[ 4
Pr.
o Caml 354/
Ch —_—
0.E S S
Fl e

important:

- Read the accompanying instructions in thelr entirety before completing this form.

. Print leglibly or type your answers.

- Answer all non-optional questions (front and back of form} completely~Even though the Board mey have the information, It is not adequate to state that the
Board already has the Information.

. Slgn the application at the bottom of page one and fiil in tha number of attached pages In the paragraph above the signature.

- Make & copy of this form and all attachments for your own records—yau must give hosphals arid other health care faciiities coples for credentialing purposes.

Apsllennu please check one: | am a 1) Graduate of a Madical School In the U.8., Canada or Puerto Rico 2} Graduate of Foreign Madicaf School
3} Graduate of Forsign Medical Schoo) applying under the Special Refuges Physiclan Program . -
This is & {check one) 1) New Application___ 2) Renewa) If ranewal, indicate cuirent Limited License Number 3) Change of Prograrn

PLEASE NOTE: GRADUATES OF FOREIGN MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS AS PART OF THE APPLICATION PROCESS.
Applicanis please circle ona: | willbe a PGY! PGY2 PGYZ PGY4a PGYS PGYS PGY7  Other {Specify):
SECTION A: Sworn Statement o be Gompleted by Applicant. {Complete Reverse Side Also)

1. ) Name (LasT_ (O peembe re, (FRST)__ T imerp wu A
1. b) Other Name(?: Have you ave kivown under a différent narme or combination of names? Have you ever been licensed under a different name? If yes,
attach documentation):

pleass specify (an
Ao

1.¢) leyave ﬁu ever applied for licenaure o to sit for an examination or taken an examination under a ditferent name? if yes, pleasa
specity: 0

2. &} Gurrent Address (Maliing} (Valld Unti!

2. b} New Address (Malling) {Valid Atter

2. 0) Address (Work/Hospltal): _&M_QBMMM’ < éf@'iﬂ
DS Gencis SP Luston rA_0304€ -
2. d) Telsphone (Work/Hospital): {,, l 1 ‘.’“QZ‘-QB_&I Extennlon_ﬁﬁt_ 2. ®) Telaphone (Home): e
3. Date of Birth (MO/DA/YR):_! 0 ( [y, 4. Sex: MALE v FEMALE 5. Soclal Security No. (Optional):
6. &) Medicat Sehool Name:__ AJHL_
6. b) Year Graduated: _m_ 8. c) Degrse: M.D. _‘Z DO.__ Other (Specify}
6.d) Gountry: U.S.y State__ Canada__ Province_____ If Other write Name:

7. Speciatty: (3 ,/ Gir)
8. Name of Pre-madical School(s}:_ﬁmm_am [
Location: (City, State, Country)_Amhe 3t L MA Y

9. Have you ever held a limited licenss In Massachusetts? Yes / No H yes, list the license numbers yi
involved: Number of Massachusetts limited licenses: _§  N&fies of I institutions invalved and the registral

LV ! = 68

10. If you have had any one of the following, pleasa tircle which ona and attach an explgnation to this form: 1) A Ieé'ﬁe z
ihan four years of medical school education. CQuestion 10 applies to me: Yea _ No | have attached an explanafion®

Putsuant to M.G.L. ¢.62C 86,494, I certity under the penaities of perjury that, to my best knowledge and belief, | have Fjs3 sachusotts
returns and pald any Mnuohuﬁm atat(z taxes that ::o raqutredp:n!!o?hw.t'tlou:y This applies even If you reside M-A'!m o out g?th': ::toaﬁ:rt; tox

i will read the Board's regulations, 243 CMR 1.00 through 3.00. To the best of my knowladge, ! meet the qualifications for mited licensure In
Massachusetts.

| hereby ceriity under the papaities, per]ur:ﬁnt !l information on this form--fromt and back ang (#) atiached pages—is true.
2 A bute: 2. /3289

Applicant's Slgnature: O
’['309 faverae sids - You must complale Saction C)

FORM 1/89



Massachusetts Board of Registration in Medicine Limited License Application, Page 20f2

SECTION B: To be completed and signed by the Desipnatsd Official of the institution at which the Applleant has recelved an appointment.

This certifies that__ James A. Greenberg, M.D. has been appointed to the position of PGY 2 In
(Specialtyy Obstetrics and Gynecology gt Brigham and Women's Hospital and Affiliates
beginning 1 July 1989 end ending 30 June 1990 _

This program Is accradited by the AGGME: Yes__X No

if no, we have an ACGME approved training program in the applicant's speclalty: Yes No___  Antlcipated completion date of training
program; l

Designated Officiat’s Signature: %M@M

Type or Print Name and Ttle: Sheridan L, Kasgsirer, Vice President Date:

H tenswal, | hersby certity that the above.named physician I8 in good standing in the Residenoy/Fellowshig indicated, Has the physlcian bean subject 1o past or
pending disciplinary action in this program? Yes  No__ .

Signature of Designated Offciel_ DY s cdorn K aooniaen,

Type or Print Name and Ttle:  Sheridan Xassirer, V.P. Dates:

WHE AN N AR RN AR R AR TR AR AN AR R AN R ATA R AN N AAR R A SRR R TR R A RN AN d AR AR A AT AT AR TR WA AR RN RA S AN R AR

SECTION C: Sworn Statement to be Completed by Applicant {Complete Reverae Side Also)

11, Other States where you are now licansed to practice
{Abbreviate): e

12, Statea where you previcusly were licensed 10 practice {This includes Residency Tralning Licensas) (Abbreviate): —

13.  more than one year will have passad betwesn the date of your graduation from madical school and the anticipated stari date of your limlted licensure in
Massachuseits, please list your professional activities up to'the prasent ime, in chronological order. Plgase include employment expariences and training
programs. Guestion 13 appiles 1o me: Yes___ No_y#’! have aitached an explanation: Yea ___ No

14. Have you ever been enrolied in a residency training program{s) that you did not complete? Yes Nn% I.chu. ease atiach an explanation detalling
your reasons for not completing the programi{s), in ad tion.tﬁmu muet provide a letter from the ra rector at the tralning program that you did not
complets, certftying the clroumatances under which you laft the program. This letier must ba sent dirsctly to the Board by the %rogram Director. |have
atiached an explanation: Yes ___ No_/ Program Director's Certification hes been requestad: Yes .

Questions 15 threugh 24. Check either YES or NO {not N/A) 1o each question, Provide details on Form 158, atached.

16. Has any medical malpractice claim been made against you (whather or not a lawsult was filad in ralation to the claIMI? .......coveeveeerrrereesiems s
16. Have you been a defendant in eny criminal procesding other than a minor ratic OHBNBET. ... i sesssrssrsersssessessiesssssms oot
17. Are any formal disciplinary sharges pending or has any disciplinary actlon (as defined by Board reguiations; See Attached Form 15B) bean taken

against you by any gevarnmentat authority, hospital or other heelth care facility, or professional medicel association Ginternational,

national, state or T oo O T
18. Has your privilege to possess, dispense or prescribe controlied substances been suspended, revoked, denled, restricted, surrendered, or

have you been calied belore or been warned by this state or any other jurisdiction Including a federal agoncﬁ

19. Have you withdrawn an application for 2 medical license or been denied a medical license for any reason? Have ever volunterily surrendered a license to
practice medicine or any healing art in lieu of disciplinary action (as defined by Board regulations; See Attached Form 16B)7............covessee.

20, Have you had any mental lllness which has impaired your ability to practice medicine er to function as a student of medieine?...............coen..

21, Hava you had any organic iiness which has impaiced your ability to practice medicine or to function as a student of medicine?...................

22. Are you now, Of fave you been in the past, dependeant UBAN AICONOL OF UIUGSET. .. viueriarserisssmrs e esseeseseee s eeeeresses s sseessetsssess s eesesteseses e tetoess,

23, Have you aver been denled the privilege oHaklg'?oor tinishing an examination or been accused of cheating and/or improper conduct during &n examination,

or otherwlse been subject to any disciplinary action {as defined by Board regulations; Sea Attached Farm 158) at an acaderic institutlon, since your
NALHCUIBHON [N COMBGBT couvvr s s st e e RR B et 4400 a8 4588 o e 251 2o 5 et o ner et 120241 0281 ee et 0t et

24, Have you aver had sieff privileges, employment or appointment In a hospital or ather health care institution denied, ded kad
reslgr¥§d froma medlcarstaﬁ ngn liau ordisciplinary action (as defined b;PBoard regulations; See Attached Form 1 58§'L?'smn°”w°e' .t'):.have you

R Ins!ini**k*ttiiilt*ltttttttitt***ittiitttt!ttiitttt!*ttt*tinl*altll**lii\\it'tnttilt**t***g’i*i*t*i***.*‘*ug,,‘.".....t*t'****.******t*“******’-.



FORME

Name of 'i'ra‘ininé institution: Brigham and Women's Hospital

Address: 75 Francis St, , Boston, MAa 02115

BOARD OF REGISTHATION IN MEDICINE
TEN WEST STREET, THIRD FLOOR
BOSTON, MASSACHUSETTS 02111

VERIFICATION OF MEDICAL INSTRUCTION AND GRADUATION

instructions:

To the Applicant: This Form E musi be sent to your medlcal school for compietion by the Dean or designated official and
returned DIRECTL i e B : p. {f you attended more thah one medical

school, you must dupllcate th!s form and forward g copy to each medlcai school at which your recelved academic credit.

To the Medical School: Piease complete the enclosed form in full and return K DIRECTLY to the s ve. This
verification cannot be accepted nor can a license be issued to the applicant unless you send this form directly to the Board of
Registration In Medicine at the above address. Thank you for your cooperation,

1 HEREBY CERTIFY THAT £ 3 ) HAS COMPLETED AND ATTENDE
(name of applicant YOG,
renoe | Ml@-c’ LMQ(UW——Q(O&&7
FOR ACADEMIC YEARS OF INSTRUCTION, OF NOT LESS THAN THIRTY TWO WEEKS N
{(number)

EACH ACADEMIC YEAR AT

(name and location of medical school)

{(Give exact dates of instruction, Including month, day of month and year for each year 10 show the number of weeks, excluding
vacations, in each year):

FROM: TO:
Month Day Year Month Day  Year
FROM: TO:
Month Day Year Month Day  Year
FROM: TO:
Month Day Year Month Day  Year
"FROM: TO:
Month Day Year Month Day  Year
FROM: TO:
Month Day Year Month Day  Year
FROM: TO:
Maonth Day Year Month Day  Year
AND HAS RECEIVED /WILL RECEIVE A DEGREE OF: ON 19
Signature of Dean or Designated Officlal
School Seal

Name and title (please type or print)

DATE: 19




Commonwealth of Massachusetts Board of Reglstration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617) 654-9810 https/fweorw.massmedboard.org

Physician Registration Renewal Application

Before proceeding, please read the instryction booklet. Copy this form and el attachiments for vour own records; you will

need copies for credentialing and other purposes. This completed renewal form with attachments must be returned In the
green envelope gf least 4 weeks hefore your renewal date,

*Remit $400,00 for renewsl fee (non-refundable). * Return renewal application in GREEN envelope,

———.—Add tate fee of $25.00. | necessary,

* Enclose k with co elope

Please review carefully the following information for accuracy and completeness. Make any corrections or

alterations as required. AU guestions must be answered or your renewal will be delayed.

1. Current Stams;  Active Registration No.; 74712 Renewal Date: 01/19/2004
If you want to change your current status, please check pae of the following boxes to indicate your gew status: (Check only one)

] Active [ Retiring (sec instructions)

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

A) Mapiling/Business Address:
3. JAMES ADAM GREENBERG
1153 Centre Street

Boston, MA 02130
' op
7 37

B) Home Address: )

Heme Phone:

Business Phone:

[J Inactive (see instructions) (1 Do not wish to renew
Please make corrections (print)

[] Other Name(s) [} Name Change (enter name below)

Mailing Address:
City/Town: State:

&303 Zip: Country;

Business Address: : e -
CT |CitgfTodm: " T e State:” "

Zipi ____  Countfry:

Business Telephone: { AR ) A17 - 154 - 7003

Home Address:

City/Town: State:

Zip: Country:

Home Telephone:  ( )

PLEASE NOTE: Only gne address can be a P.O, box. The
malling address cannot be a P.0. Box.

L E e
e EaE i z
e P T

X

o
L %
[

4. a)Date of Birth; b) Sex:
¢) SS#:

5. a) Npggg,of Mﬁ%&gﬁhﬂ?gcmol of Medicine

b) Year Graduated: 1988 c) Degree: M.D,
6. Specialty Code{s) (See Table 1)

g9‘1*"‘-@1?.6 mm%@mgﬁ%ynecoiogy

i

7. Current ﬁgxgrican Board of Medical Specialties Certification (See Table 2)
Code: Code:

8.Drug License Numbers,
a) Federal (DEA):
b) Massachusetts:

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

b) States where you were previously licensed (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: 4 & |/ «/ (AP)_5© % Facility Codes j & 3/ (AP)____ % Facility Code:____/  (AP) %
Facility Code: QEZ 3/ A/ (AP)_50_ % FacilityCode:_____/___(AP) % Facility Code;_____ /___ (AP) %

If 999, print name(s):




ceenhera

LICENSE NUMBER: 7 47 /"X
is covered by Insurance Carrier  [] Letter of Credit

CR{ CO Policy dates: From: [ Toi__/ {
Alternatively, indicate as follows: [T am registering with Active status but I am not covered by medical malpractice insurance
because [ am: Check One: [] Nbt involved in direct/indirect patient care in Massachusetts [] A government employee.
[[] Otherwise exempt Please explain exemption:

12. What is your principal work setting? (See Tahle 4) , ":g 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,

PRINT YOUR LAST NAME:
11. My medical malpractice insurance

Insurer’s name. (Required):

13. Care of patients in Massachusetts (§ee instruction booklet).
1) Average weskly hours involved in: A) inpatient care &‘_‘I hre/fwk  B) outpatient care 30 hra/wk
2) What is the approximate petcentage of your patient care hours in primary cere? _J ) %

Questions 14 throygh efer to the peried since vou signed your last renewal application, Check either YES o NO to each
guestion, Provide details on Form R fo YES answers (except guestion 22). Refer to Instructlons for additional information
and definitlons, ALL ¢ ons in this section must be answered, Do not answer NA or the form will be incomplete and dels
your yenewal,

YES NO
14, CLAIMS MADE (New or Pending): Has any medical malpractice claim been made against you that has not

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

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?

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?

Have you been charged with any ¢ | offense?

Have you been charged with or disdiplined 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?

Has your privilege to possess, dispense or prescribe controlied substances been suspended, revoked, denied,
rostricted by, or surrendered to any state or federal agency? [

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

Has any professional liability insurence 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 of terminated your insurance coverage it response to &n inquiry by a
professional liability insurance provider?

CME CERTIFJCATION: Have you completed your CME requirements preceding your renewal date? ﬂYes [ No

15.
16.

17.
18,

i9.

20,
21.

22,

{0 CME Waiver. CME waiver fo

must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Check one:| [] Inactive staws

[J Residency/Fellowship training (See instructions),

See Instructions for CME waiver or exemptions. Do not submit documentation of your CMEs with application.

L ]

Pursuant to G.L. ¢, 112, Sec 1

Tunderstand my obligations to report abuse or neglect of children under G.L. ¢. 1 19, Sec. 51A

and the punishment for failure tb comply,
*  Pursuant to G.L. c. 112, Sec. 2, ] will not charge to or collect from a Medicare beaeficiary more than the Medicare fee schedule
amount,

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

I hereby certify under the penaltie::Cperjury that all information on this Renewal Application, Part B and Form R Is frue.

?E ‘4——\‘_::. } V\’\k Date: /o /94//03

OU MUST SIGN AND'INCDUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations require that vou otify the Board, in writing, of any change of address

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

Signature:




~

Massachusetts Physician Renewal Application

Physician Name: JAMES ADAM GREENBERG License No.: 74712

PART A
1)} Current Status: Active Renewal Due Date: 12/22/2005 Birth Date:

1f 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.)

O Active [J Retiring 3 inactive [J 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 Medlclne wnhm 30 s.of any change of address. Home and
Business addresses CANNOT be 2 Poss. .
] bf

2a) MAILING ADDRESS™
1153 Centre Street '
Boston, MA 02130

i
is State:

i

[} Check here 1o change :hi.g addy

2b) HOME ADDRESS |

State:

Country:

qp, T
Phone: Home Telephone: (___)

[ Check here 10 change this address Home address cannot be 'a Post Office Box

2¢) BUSINESS ADDRESS

Business Address:
Brigham/Faulkner Ob/Gyn Assoc

1153 Centre St/Suite 36 _ City/Town: Stal'e":
Boston, MA 02130

Zip: Country:

Business Telephone: (_ )

Phone: (617)983-7003

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

3) E-mail Address:

4 FaxNamber: ___([7- 9¥3-7944

8) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:

Obstetrics and Gynecology O

O

0

{See enclosed instructions and Renewal Jnstructions, page 4.)

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

List Certifying Bbard(s) below: Update General Certil‘icétes and Subspecialty Certificates
. below. Please add additional Certifications as required. )
Board Name _ ABMS or AOA| Certificate/Subspecialty Correct? Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology . x 0
o O o
(W] 0
0 O

Page 1 of 7
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Massachusetts Physician Renewal Application

Physician Naine: JAMES ADAM GREENBERG License No.: 74712
{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; .
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)
¢) Federal (DEA) XS:

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

Please enter the approximate number of work hours at your principal work setting; 23.

10) List all 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 staff eategory at that facility (Admitting, Active, Cotirtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide alf information for additional
facilities on a separate sheet, if necessary.

No Affiliations [] Please enter the gpproximate number of work hours for each Heaith Care Facility below:
Health Care Facility (See Renewal Insiructions, page 4.) Delete? | o Staff cmgg;’;nge " I';:,f: ’::.m‘:fuk
Brigham & Women's Hospital O | Admitting 3 O
Faulkner Hospital O {Admitting 23
Massachusetts General Hospital ] | Admitting Q
0
0
O
0
11) Care of patients in Massachusetts (See Renewal Instructions, page 4)
Average weekly hours involved in: a) inpatient care  _24_ hrs/wk Change 10: ___ hrs/wk
b) outpatient care  _30 _ hrs/wk Change to: ______ hrsiwk

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

K Insurance Carrier (complete below)

Current Insurance Carrier: CRICO Change to:
Policy dates:  From _] /.| /3008~ To I3 31 /3665
{required) :

[ Letter of Credit subject to Board approval (atfach « copy)

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

Check one; ' o o ) )
O Not involved with direct or indirect patient care in Massachusetts

[J Government Employee Federal Tort Claims Act (FTCA)
[3 Otherwise exempt (Please explain):

Page 2 of 7
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Massachusetts Physician Renewal Application
. Physician Name: JAMES ADAM GREENBERG License No.: 74712

13) Do you perform any surgery in your office? {See Renewal Instructions, page 5.) Yes Ne
I 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 to each question. Provide details on Form R if you answer “YES" 10 any questions. Referto
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, settied, or adjudicated during this time period?

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

- ) 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 there any criminal charges pend ing against you today?
¢)'Have any criminal offenses/charges against you been resolved during this time period?

18) Have you been charged with or disci plined for any violation of laws, rules, by-laws or standards of praciice
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 1o become obsolete
or have you been denied a medical license for any reason?

21) Has any medical libility 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 veluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical Jiability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewa) date? MYES 0 No ,
b} If no, are you requesting a CME waiver?

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

¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) [ Inactive Stamns [ Residency/Fellowship training

Page 3of 7
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Massachusetts Physician Renewal Application
Physician Name: JAMES ADAM GREENBERG License No.: 74712

PHYSICIAN PROFILE
ﬂ I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.

E3 1 have reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

CERTIFICATIONS

131 certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 514,
and I understand the punishment for failure 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 I 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
pursvant to G.L. ¢.19A, sec. 15, and ] understand the punishment for failure to comply.

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

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

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

7) 1 certify that I have complied 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. ¢. 12, sec, 2.

8} I 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. c. 62C, sec. 49A, my license shall not be issued or renewed unless | make these
certifications under penalties of perjury.

¥

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

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

11) I certify that | have complied with my obligations to file an incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. c. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and 1 understand that the Patient Care
Assessment (PCA) programs at the heaith 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. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signature: 6-:' C»—a\_, s \M) Date: IO / _[J_/__f __f

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

Page 50f 7"
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: Massachusetts Physician Renewal Application
Physician Name: JAMES ADAM GREENBERG License No.: 74712

' v NATIONAL PROVIDER IDENTIFIER (NPD

The primary purpose of the NP} is to uniquely identify health care providers as “health care providers” in HIPAA standard
transactions. The NPI wili 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 obtain an NPI 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 NPI. You can apply for an NPl directly by using the
NPPES web site at www.NPPES cms.hhs.gov,

Option 2; Certify you have personally applied for your NP1 and you have not received it yet. Once you have received your NPJ
Number, you must notify the Board, Piease complete the NPI form at the Board's web site at www.masstnedhoard org,

Option 3: Certify another authorized institution has applied for an NPI on your behalf and you bave not received it yet (supply

institution's name). Once you have received your NPI 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 NPI on your behalf.

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

RMy current NPJ is: m@@ m B] El m

O 1 have personally applied for an NP1

" [ thave applied for an NPI using a third party (enter name): : {follow instructions for Option 3)
O By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPl on my behalf.
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
taxonomiy code is required if you authorize BORIM to apply for an NP1 on your behalf.

Taxonomy (Speciajty} Code Taxonomy Description (Prim)

Primary Provider Taxonomy: D D D:l D D D D D:I

Provider Taxonomy: D D I:D D D D D ! l l
Provider Taxenomy: L__] D D] D DE] D ED
NP] 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 NP1 on your behalf.

Social Security Number:

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

Gender: ] Male [ Female

Penalties for Falsifying Information on the National Provider ldentifier A
18 U.S.C. 100) 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 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 o
$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.

Signature: a_:' C‘-‘a-\ :M Date: /D / & 1O

PLEASE MAKE A COPY OF ALL P%ES OF YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENTIALING AND QTHER PURPOSES.

Page 6 of 7




Mass:chusetts Physician Renewal Application

Physician Name: James Adam Greenberg, M.D, License No.: 74712
PART A
1} Current Status: Active Renewal Due Date: 12/22/2007 Birth Date:

If you want to change your current status, please check pne of the following boxes to indicate your new status;

Check only one: (Seg Renewal Instructions, page 3)
O Active 0] Retiring O3 Inactive 7 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)

2a2) MAILING ADDRESS

1153 Centre Street (*‘ HEGENE& Mailing Address:
Boston, MA 02130 ! _
DEC 4 2!][!7! City/Town: State:
, ) Zip: Country: '
L[] Check here to change this addresaaoar? %RgglftraHOﬂ
N Medicing
2b} HOME ADDRESS Home Address: _
City/Town: State;
Zip: Country:
Phone: Home Telephone: { )
O Check here to change this address Home address cannot be a Post Office Box
2¢) l_lUSlNESS ADDRESS Business Address:
Brigham/Faulkner OB/GYN Assoc
1153 Centre St/Suite 36 City/Town: State;
Boston, MA 02130 Zip: Country:
A Business Telephone: ()
Phone; (617)983-7003
I Check here to change this address Business address cannot be a Post Office Box
Correct your E-mzail and Fax Number below:
3) E-mail Address:
4) Fax Number:  617-983-7499
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology ]
(8]
]

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

(See enciosed 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/Subspeciaity Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology T
a
]
W]
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Massachusetts Physician Renewal Application

Physician Name: James Adam Greenberg, M.D. License No.: 74712

FPleare make corrections as necessary

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

7) Drug License Numbers Corrections:
) Massachuselts: . — —
b) Federal (DEA): $) States where you were previously licensed

) Federal {DEA) XS

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing bomes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any afflliations with Internei-based prescribing services

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

jst the names of all work sifes in Massachusetts Location State Delete?
(See above and description on page 4.) (City or Town) ’

Brigham & Women's Hospital |

Faulkaer Hospital ]
Massachusetts General Hospital é

a

]

11) Care of patients ic Massachusetts (Seg Renewal Instructions, page 4.)

Average weekly hours involved in: &) inpatient care 24 hrsiwk Change 1o ... hra/wk
b) outpetient care 30 hry/wk Change to: hrs/wk

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

C
J::snranee Carrler (complete below)
Current Insurance Carrier: CRICO Change to: -

Policy dates:  From | /1 /300K  To 13- /31 /300% / // /0 - /2 /3. //0 ~

Type of Poliey: &Claims made with tail coverage 3 Occurrence Policy
{Eneclose a copy of the certificate of Insurance or the face sheet)

O Letter of Credit subject to Board approval (Aftach a copy.)

T 1am registering with Active status but I am nat required to have medical liability insurance because I am:

Chegkone: [1  Not involved with direct or indirect patient care in Massachusetts
[] A Government Employee under Federal Tort Claims Act (FTCA)

[0 Otherwise exempt (Please explain).

13) Do you perform any surgery in your Massachusetts office? (Seg Renewal Insmructions, page 3.) Ves No

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

Page20of 7




e e —
' Massachusetts Physician Renewal Application
Physician Name: James Adam Greenberg, M.D. License No.: 74712
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts:
b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) XS:

10) List all work sites in Massachusetts, including bealth care facilities (where you are credentialed), private
offices, clinics, nursing homes, ete, For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any affiliations with 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)
Brigham & Women's Hospital ]
Faulkner Hospital ]
Massachusetts General Hospital K
O
O

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

Average weekly hours involved in: a) inpatient care  _2%_ hrs/wk Change to: - hrs/wk
b) outpatient care 30 hrsiwk Change to: hrs/wk

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

[J Insurance Carrier (complete below)

Current Insurance Carrier: CRICO Change to:
Policy dates:  From __L_/ “L /0B To 13- /3’ / 308
Type of Policy: &Ciaims made with tail coverage [J Occurrence Policy

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

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

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

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

O  Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5. ) Yes No
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.
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Massachusetts Physician Renewal Application
Physician Name: James Adam Greenberg, M.D. License No.: 74712

™
o

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 NO to each question. Provide details on Form R if you answer “YES” to any questions. Referto
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 ciaim, or
has any medical malpractice claim been made against you during this time period? {see above).
b) PENDING: Are there any unresolved malpractice claims agaiast 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 LAWSUVITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during

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

claims, during this time period?

17) CRIMINAL CHARGES

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

b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against 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 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 compieted your CME requirements preceding your renewal date? Wes [J No

b) If no, are you requesting a CME waiver? [Yes [J Ne

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

CME EXEMPTION: (check one) ~ [J Tnactive Status [ Residency/Fellowship training
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Massachusetts Phys"ician Renewal Agﬁlication

Physician Name: James Adam Greenberg, M.D. License No.: 74712
PARTC :
Check Qne: PHYSICIAN PROFILE 2
e

Mi I have reviewed my Physician Profile at hittp://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
centification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

[0 Thave reviewed my Physician Profile and attached a copy of the Profile with corrections.
Ol My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1) T certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. ] 19, sec. 51A, 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} Lcertify 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 to comply.

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

5) L certify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursuantto G.L. ¢, 112,
sec. 124 1/2.

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

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

8) I certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1 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) I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.119A.

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

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

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

Signature: m /-}-‘ Date: // I3 / 07

MAKE A COPY OF YOUR APP}!éATION 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: James Adam Greenberg, M.D. License No.: 74712

Current Status: Active License Expiration Date: 1/19/2010
1) Activity Status: Active
2) Address & Contact Information

Mailing Address: 1153 Centre Street
Suite 36
Boston
Massachusetts - 02130
United States of America

Home Address:

Business Address: 1153 Cenire Street
Suite 36
Boston
Massachusetts - 02130
United States of America

{617) 983-7003

3) Email Address:
4) Fax Number: (617)983-7499

5) Specialties
Obstetrics and Gynecology

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

ABMS/AOA  Board Name Certification Subspeciaity
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

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

9) States where you were previously licensed
None Reported

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

WorkSite Location
Brigham & Women's Hospital
Faulkner Hospital
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: James Adam Greenberg, M.D. License No.: 74712

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 24 hrsiwk
b) outpatient care 30 hrs/wk

12} Medical Liability insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2009 12/31/2009 Claims made with tail coverage
CRICO 01/01/2010 12/31/2010 Claims made with tail coverage

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

14) Ciaims Made 7 _ ) _ .
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 unresoived malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

16) Claims Ciosed ) .
Has any medical malpractice claim against you (whether or not a lawsuit was fifed 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 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 application to any governmental authority, health care facility, group practice

employer or professionai association?

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

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

facility, group practice, employer or professional association?

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 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: James Adam Greenberg, M.D. License No.: 74712

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 Cat ory 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?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: James Adam Greenberg, M.D. License No.; 74712

Compliance with Legal Responsibilities

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

1)} | understand and agree to compcl}( with my obligations to report abuse or negiect of children pursuart 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 to M.G.L. ¢. 19C sec. 10 and | understand the punishment for failure to comply.

3) Junderstand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G 1. ¢. 19A sec. 15 and | understand the punishiment for failure to comply.

4} lunderstand and agree to comply with rry 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.

6) ! 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 fo M.G L. ¢. 112 sec. 5F, when i have a reasonable basis to believe that a person violated any
provisions of M.G.L. c. 112 sec. 5 or any Board regulation.

7) | understand and agree to comg!¥ with my obligations related to char%;ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuanfto M.G.L. ¢c. 112 sec. 2.

8) |understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 494, 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 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 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 obiigations to 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 c. 112 sec. 12AA.

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1896 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider

Identifier (NPl number.

14)! understand and am in compliance with HIPAA and all other federal and state obfigations 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 wili 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 Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: James Adam Greenberg, M.D. License No.: 74712

Current Status: Active

License Expiration Date: 1/19/2012

1) Activity Status: Active
2) Address & Contact Information
Maifing Address: 1153 Centre Street
Suite 36
Boston
Massachusetts - 02130
United States of America
Home Address:
Business Address: 1153 Centre Street
Suite 36
Boston
Massachusetts - 02130
United States of America
(617) 983-7003
3) Email Address:
4) Fax Number: (617) 983-7499
§) 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 & Gynecalogy Obstetrics and Gynecology
7) Drug License Numbers :
Massachusetts Federal (DEA) Federal (DEA) XS
8) Other states where you are now licensed to practice
None Reported
9) States where you were previously licensed
None Reported
10) Work Sites

List of all work sites in Massachusetts, including health care facilities {where you are credentialed}, private
office, ciinics, nursing homes, etc

WorkSite Location
Brigham & Women’s Hospital
Faulkner Hospital
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Commonweaith of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: James Adam Greenberg, M.D. License No.: 74712

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 24 hrsfwk
b) outpatient care 30 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Cortrolled Risk Insurance Company of Verm 01/0172011 12/31/2012 Claims made with tail coverage

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

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

any medical maipractice claim been made against you during this time period?
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 malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, setfled, 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: Ha\.'fej ;here 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 Process pending against you?

18) Other Issues .
a) Have you withdrawn an application to any governmental authority, heatth 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 authonty, 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, health care
facility, group practice, empioyer or professional association?

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

20) Have you withdrawn an application for a medicai 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, of 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: James Adam Greenberg, M.D. License No.: 74712

22) Have you completed all CME requirements {100 hours of CME of which 10 hours must be in risk
management. Re?uirement: 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: James Adam Greenberg, M.D. License No.; 74712

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: James Adam Greenberg, M.D. License No.: 74712

Compliance with Legal Responsibilities

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

1) I understand and agree to comply with my obligations to report abuse or neglect of children 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 obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. c. 19C sec. 10 and | understand the punishment for failure to comply.

3) lunderstand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.L. ¢. 19A sec. 15 and I 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 fo 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.

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 i have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) i understand and agree to comﬁly with my obligations related to char%;ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. c. 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 related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 62E Seg 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to MG.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. 5 and 243 CMR 3.00etseq. and |
understand that the Patient Care Assessment (PCA} programs at the health care facilities where | practice
report certain Major incidents to the Board,

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

13)! amaware of my obligations and responsibilities under the Heailth 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 ard all other federal and state obligations placed upon me
as a physician.

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

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

Xl Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my 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: James Adam Greenberg, M.D. License No.: 74712

Current Status: Active

License Expiration Date: 1/19/2014

1) Activity Status: Active

2) Address & Contact Information

3)
4)
5)

€)

7)

8)

9)

Mailing Address: 1163 Centre Street
Suite 36
Boston
Massachusetts - 02130
United States of America

Home Address:

Business Address: 1153 Centre Street
Suite 36
Boston
Massachusetts - 02130
United States of America
{617) 983-7003

Email Address:
Fax Number: (617) 983-7499

Specialties
Cbstetrics and Gynecology

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

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

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 licensed
None Reported

10) Work Sites

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

WorksSite Location
Brigham & Women's Hospital
Faulkner Hospital
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Commonwealth of Massachusetts

Board of Registration in Medicine
s Physician Renewal Application
Physician Name: James Adam Greenberg, M.D. License No.: 74712

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 12 hrsiwk
b) outpatient care 32 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2013 01/01/2014 Occurrence Policy
CRICG 01/01/2014 010172015 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 niot 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 ciaim) 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) Crimiral 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 govermnmental authority, health care facility, group practice
empioyer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, heaith care facitity,
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 practioe, employer or professional association?

18) 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 appiication 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: James Adam Greenberg, M.D. License No.: 74712

21} Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition rel

ated 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 liabifity insurance carrier?

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk

s credit in Category 1 and 60 hours in Category 2) for this
you are in an approved Residency/ Fellowship program, or if your are

Yes
license for the first time, please answer Yes)

Page 3 of 5 Date: 11/18/2013 Tima: 9:56 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: James Adam Greenberg, M.D. License No.: 74712

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

24) Rave 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: James Adam Greenberg, M.D. License No.: 74712

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 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. 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 pursuant to 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. c. 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 c. 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. 3F, when 1 have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) !understand and agree to comply with my obligations refated 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 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.

8) | 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. 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. 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 t have referred a patient for physical therapy services,
pursuant o M.G L c. 112 sec. 12AA.

13)| am aware of my obligations and responsibilities under the Health insurance Portability and Accountability
Act of 1896 (HIPAA), including the reguirement that | obtain and provide to the Board a National Provider

[dentifier (NPT} 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 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 knowiedge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Qommonwea!th of Massa.:setts
Board of Registration in Medicine

10 Wast Street PETER N. MADRAS, M.D.
Boston, Massachusetts 02111 CHAIR
RAFIK ATTIA, M.D.
. (81(71 77’27‘303538 MARY ANNA SULLIVAN, M.D,
ax: (6 45%- 8
JANE SWIFT An Agency within the Office of Consumer Afairs and Business Aagulation . MARTIN CRANE, M. D.
GOVERNOR DOROTHY KEVILLE, W.Ed

NAHCY ACHIN SULLIVAK ROSCOE TRIMMIER, Esg,
FUEOLTHE OIRECTOR REQIS DE SILVA, M.D.

QOctober 29, 2001

James Adam Greenberg, M.D.
1153 Centre Street
Boston, MA 02493

Re:
Docket Number: 01-395

Dear Dr. Greenbery:

The Complaint Cormmittee of the Board met on October 24, 2001, and
carefully cansidered the above referenced complaint. The members determined
that no further action is warranted. The complaint has been dismissed.

Thank you for your cooperation in the investigation of this matter. The
Commitiee appreciates the time and effort that you expended in preparing your
response. If you have any questions, piease call me at 617-727-1788, or write to
me at the above address.

Vaery truly yours,

DAY 7S

Kathleen M. Shea
sumer Protection Manager

Q Visit Our Website A1 hitp:/iwww.massmedboard.org
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%ommon wealth of Massa‘:setts
Board of Registration in Medicine
10 West Street PETER N, MADRAS, M.,
Boston, Massachusetts 02111 CHAIR
RAFIK ATTIA, M.,
. (61(;}1 ;2:-30955668 MARY ANNA SULLIVAN, M.D.
ax: 51-
MARTIN CRANE, &, D.
Jsgf 53,‘53:' An Agency within the Office of Consumer Affairs and Business Ragulation DOROTHY KEVILLE, M.5d
NANGY ACHIN SULLIVAN AOSCOE TRIMMIEN, Exg,

EXECUTIVE DIRECTOR REGIE DE SILVA, M.D.

Qctober 29, 2001

Re: James Adam Greenberg, M.D.
Docket Number: 01-385

Dear

The Complaint Committea of the Board of Registration in Medicine met on
October 24, 2001, and carefully considered the information you furnished it
regarding your complaint against the physician referenced above. A copy of
your complaint was sent to the physician, who was required to respond in writing
to the Board regarding the issues you raised.

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

Should you have any questions, | can be reached at the number or
address listed above.

Thank you again for your concern.
Very truly yours,

A/ 78

thieen M. Shea
Consumer Protection Manager

{5 Visit Our Websila At: http//iwww.massmedboard.org
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Qommonwealth of Massaﬁ;setts
Board of Registration in Medicine

10 West Street PETER N. MADRAS, M.D.
Boston, Massachusetts 02111 CHAIR

RAFIK ATTIA, M.D.

Fax: (617) 451-9568 MARTIN CRANE, M. D.

JANE SWIFT An Agency within tha Office of Consumer Atiairs and 8usiness Reguiation
BOVERNOA OORDTHY KEVILLE, M.Ed
NANCY ACHIN SULLIVAN ROSCOE TRIMMIER, Eaq.
EXECUTE DIRECTOR OCtObBT 11‘ 2001 REGI6 DE SHVA, M.D.

Re: James A. Greenberg, M.D.
Docket Number 01-395

Dear

Enclosed please find a copy of Dr. Greenberg's response. You will be notified
when there is a disposition in this matter.

If you have any questions, | can be reached at the number or address listed

above,
Very truly yours,
/C: AVZEE LN
* Kathleen M. Shea
Consumer Protection Manager -
KMS/bmh
Enclosure

O Visit Our Website At: http.//www.masemedboard.org

(617) 727-3086 MARY ANNA SULLIVAN, 4.D,
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Faulkner Hospital
Rrigbam and Women's | baulkner Hosplials

HARVARD
MEDICAL SCHOOL.

Division of Gynecology
1153 Centee Street, Suite 37
Roston, MA 02140

Tel: 617 9R3- 71103

Pax: 617 9K3-.7499

James A. Greenbery, MDD,
Chicf, Divivien of Gynecology
Fautkner ospit)

Viee Cheicnan, Departmeat of
Ohstetrics and G

Beigham & Women's Hospital

October 3, 2001

Kathleen M. Shea 10
Consumer Protection Manager
Board of Registration in Medicine

10 West Street k...
BOARD OF

REG
Boston, MA 02111 w
Re: B
Docket Number 01-395

Dear Ms. Shea,

It was with great personal sadness that I read the complaint filed against me by

While the exact events surrounding her pregnancies are not as clear to me as
they were two years ago, I distinctly remember both ) +and her mother
because of the extensive amount of time I spent speaking with them while . was under my
care. In fact, I believe 'y her mother and I had a much closer than usual physician-patient
relationship prior to June 29" 1999, I have long sensed that this patient believed that her second
pregnancy loss was my fault. While [ do not in any way think I could have prevented her second
tragic loss, this feeling of blame was always (and still is} very troubling to me,

- With regards to the specifics of her complaints, I will try to address them as best I can. First, she
implies that I took too fong to see her with her first pregnancy. I do not know how to respond to
this charge other than to say we routinely see patients for their first prenatal visits somewhere
between 6 weeks and 12 weeks depending on when patients call, their “need” to come in and our
office availability. In " casc, on her first prenatal visit she had no
complaints but no fetal heart tones could be detected. An ultrasound performed that day at
Boston Ultrasound revealed a blighted ovum (a pregnancy with no fetal pole). These results
were discussed at length with both the patient and her mother and a D&E was scheduled and
performed 36 hours later. I do not know how I could have prevented this first miscarriage but I
spent considerable time and effort trying to comfort this patient about the loss and discussing her

- favorable prospects for future pregnancies.

With = second pregnancy she was understandably nervous. To this end, at 8 weeks on
3/26/99 she had an ultrasound at Boston Ultrasound solely to confirm viabitity. The scan was
completely normal with a good fetal heart rate. I do recall our collective Jjoy with the finding of a
good fetal heart beat. Three days later on 3/29/01 she was seen for her first prenatal visit in our
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office and complained of some slight staining. An ultrasound was performed that day at Faulkner
Hospital and showed a small perigestational hematoma but an otherwise appropriately growing
fetal pole with a good heart rate. After that ultrasound, I tried to reassure the patient that most
perigestational hematomas resolve without any untoward sequelae (which they do) and that I
thought everything would be ckay (whick I did).

On 4/12/99 she was seen in the office at 10 weeks and a good fetal heart rate was heard. She was
no longer blecding. On 5/3/99 she was seen again in the office at 14 weeks and again a good fetal
heart rate was heard, She was not bleeding at this time either and I think we all believed the
pregnancy was progressing nicely despite the earlier bleeding. Unfortunately, 4 days later on
Friday, 5/7/99 she again called complaining of bleeding. An ultrasound at Boston Ultrasound
showed a well-growth fetus with a good heart rate but a lower limits of normal cervical length
and some blood clots in the cervical opening suggestive of a placental abruption. She was
evaluated immediately by my partner on Labor and Delivery at Brigham & Women’s Hospital
whete her cervix was checked digitally. She was sent home on reduced activity and discontinued
her job at that time. The following Monday, 5/10/99 her ultrasound was repeated at Boston
Ultrasound and the cervical length was described as unchanged at the lower limits of normal.
Some blood was still scen around the cervix. She was also re-examined in the office and her
cervix was felt to be similarly unchanged.

Three days later on 5/13/99 she was seen again in the office complaining of bleeding. Her cervix
was examined and unchanged. An ultrasound was scheduled for the next day, 5/14/99 at
Brigham & Women’s Hospital in order to get a second ultrasound opinion. This study showed a
cervical length of 2.6cm with no funneling (completely normal) and a low-lying placenta with
some clot in the cervical opening. This study seemed to explain the patients bleeding.

Her next visits were on 5/20/99 and 6/17/99 and she was doing well without any recurrent
episodes of bleeding. On 6/17/99 she did have another foliow-up ultrasound at Boston
Ulirasound which was completely normal. During this examination, the ultrasonographer,
- considered doing a vaginal probe ultrasound examination to better determine the cervical
length. Because of the patient’s complicated history of bleeding throughout her pregnancy, .
called me to ask my opinion of the risks and benefits of doing a vaginal probe

examination. It is important to note that never before and never since had ever called
me to discuss doing a vaginal probe examination. On that day, she called because she was truly
concerned about stirring up bleeding again. As best I can recall, I told that since the

last ultrasound at Brigham & Women’s had shown a normal cervical length and since the patient
was not experiencing any worrisome symptoms at that time, it was my opinion that the risks of
stirring up bleeding again were not worth it. “and I have an excellent working
relationship and I have no doubt that if she believed my judgment was grossly in error she would
have said so. She did not. and her mother came to the office immediately after the
ultrasound and we discussed my reasoning for this decision and they understood.

Two weeks later on 6/29/99 I had eye surgery. That day, at 22 weeks, the patient called
complaining of cramping and a profuse discharge. She was seen in the office where her cervix
was noted to be 3cm dilated with a bulging bag of water. She was sent to Brigham & Women’s
Hospital where my partner noted that she was leaking amniotic flnid. She delivered 8 hours later
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and her baby died. Unfortunately, two weeks later she developed endometritis and was re-
hospitalized for IV antibiotics. I do not recall _ ever coming in to see me or speak with me

again.

Needless to say, I am very troubled about this particular patient’s complaints. Contrary to her

portrayal of my cold-hearted, lackadaisical care, I thought we had a trusting, communicative

physician-patient relationship until her pregnancy ended with complications. At that time,
decided that everything I had ever done was wrong.

Further, I spent a considerable amount of time discussing . " pregnancy with my partners
and other colleagues and could not come up with the “answer.” A cervical cerclage in May
would have been contraindicated since she was bleeding. Also, since her cervix was never
documented to be abnormally short or starting to open I am not sure a cerclage would have been
appropriate even if she was not bleeding. I do not recall our discussions about her activity levels
but she did stop working in May when her cervical length was normal and a hospitalization for
bedrest with a closed cervix would have similarly not been appropriate.

In sum, I am upset about all that has transpired between and myself. I very
much wanted everything to work out for her in her second pregnancy and her loss saddened me
groatly. She was a very dependent patient and I know she was hurt that I was not there when she
lost her pregnancy. I know she blames me for the loss and feels that I let her down but I still do
not think that I could have reasonably prevented this outcome without the benefits of hindsight,
Throughout both of her pregnancies I tried to listen to her concerns and be reassuring; I clearly
fatled. But, I do not believe my failure was out of ineptitude, disinterest or overwork.

Your cover letter states that persons filing complaints may have access to my response. I would
ask that the Board make every effort to forward my response 10 i so that she
can at least understand that her loss was not forgotten and that at Jeast some of her pain was
shared.
Please do not hesitate to contact me further with questions the Board or this patient may have.
Thank you,

-2 LL% LN

James A. Greenberg, MD

Enclosure: Medical Records
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COMPLAINT FORM

Please type or print clearly, and provide al] of the information requested,

S Mrs.  Your First Name Your Last Name
0O Ms,

OMe _ e
Street Address

Patlent Name (if different)

/

LB B0 L0

——

‘Mailing Address (if different)

— LI

City - State

Zh;a;d.c )

Business/Daytime Phone ™~ Home Phone

Complaint against M.D._¥__ D.0, » Acupuncturist .

. (For complaints against Chiropractors, Dentists, Nurses, Optometrists, Podiatrists or

ocopies are acceptable,

(4

Psycholaglsts, please
MA 02114

contact the Division of Registration at (617)727-7406, or 239 Causeway St., Boston, :
This complaint cannot be processed without the full name of the physician or acupuncturist. Please verify spelling,
Full Name (First & Last) of Physician or Acupuncturist (one name per form) Phot

15 3 Conle. <% SWIE 3

D¢, :Xoomes A.Cﬂeem\m’(o\ m D
Address

Beld A 03130

City State

Zip Code

Business Phone

Brahnam  Fa\Kae o OB GU N

| Namo sad)Location of Health Care Facility (ifknown)

7&

Nature of a:uplalnt

Substandard Medical Care
Professional Misconduct
Sexuat Misconduct
Rude or Discourteous Behavior
Impaired by Alcohol or Drugs
Impaired by Mental or Emotional [ilness
Failure to Provide Medical Records
Overcharge for Medical Records

ER

goooooool
noooooon

=

" Drug Dealing

Criminal Conviction

Patient Neglect/Abandonment

Unlawfu! Discrimination

Billing for Services Not Rendered

Fallure to Supervise Staff
False Advertising
Fraud




Failure to complete and sign this Telease may prevent imvestigation of your complaint.
' Release of Medical Records and Information
Patient Name. . Date of Birth: .

Address: _

I HEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR INSTITUTIONS TO RELEASE
ANY AND ALL OF MY MEDICAL RECORDS TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE.

Signature of Patien. \ . . __Date: o / o/
(Or Legal Representative) . i

I FURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(S) TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALL OF MY MEDICAL RECCRDS TO THE
MASSACHUSETTS BOARD OF REGISTRATION N MEDICINE. THIS AUTHORIZATION REPRESENTS A
WAIVER OF THE PSYCHOTHERAPIST-PATIFNT bRIVI] EGE. AS DESCRIBED ING.L. c, 233,§ 20B.

Signature of Patient: e ___ Date: __0'7 / ,QL.] } Al
{Or Legal Representative) J =

A '

¥

Please list the names send addresses of 2l healthcare prwi&ers and institutions that provided trestmen: which may relate to this complaint.

D Naemes A Oxrgg;,ﬂr\ar O
,r)hﬁ'ﬂ:n) Uk\*fag S)u\\.\,d_ -
'PW%\\W.* Waevnand's ]-!z;:s]o'. ke |

If you are not the patient, what is your relationship to the patient?
0 Spouse, I3 Parent, O Chitd, (I Other Relative » 8 Friend, O Anomey, IJ Other
Ha.; this physician provided treatment in the past? (Do not count the treatment in this complaint.)

M Yes, LI No
Is this physician the person you (or patient) usually see when you (or patien t}are il1?
O Yes, BNo Jem l4aa- Sua VARQ

How long have you (or patient) been under this physician’s care? -

D 1t630days, O w12 months, I | to 2 years, £12 10 4 years, D410 § years, 1 8 years or more
What form of payment was made? Check as many as apply.

mmercial Insurance, [T Health Maintenance Organization, O Medicaid, 0 Medicare, £ Champus

LI Workers® Compepsation, [ Setf, [1 Other
Are you (or patient) expected to pay & portion of this bill out of pocket?

}a\ves, ONo We did |
Has the physician adjusted the bill in any way, for example, was the fee or copayment reduced or waived?

O Yes, M\No
Is the fee or copayment in dispute?

[J Yes, (& No
Has the physician been contacted about this complaint?

DI Yes, AN
Dates of Treatment: (:Yammrq\ \gqq4 —~ qu [C) W 5‘\" \C\ O\ q
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>

escribe your complaint here or attach. If you need more space, continue on reverse or on another sheet of paper. s

[6)]

T Y]

Attach copies of related documents to this forrn.
The information in this complaint is true, correct and complete to the best of my knowiedge.

Date: D?/&("/ !b_t_

Vour signatare:
Malil this form to: Consumer Protection Coordinator
Board of Registration in Medicine
Ten West Street, Third Floor <

Boston MA 02111



I became a patient of Dr. James Greenberg in January of 1999. My
Gynecologist .. thad just decided to retire and recommended Dr,
Greenberg to me. . »said that Dr. Greenberg was affiliated with Brigham and
Women's Hospital which was just starting a partnership with the Faulkner Hospital in
Boston. Dr. Gresnberg would be maintaining an office in the Faulkner Hospital. 1 felt

confident that Dr. Greenberg would be an excellent choice bacause Dr. highly
recommended him. | had just found out that | was pregnant December 8, 1938 from a
blood test by . limmediately got in contact with Dr. Greanberg's office to set

Up an appointment to see him. | was told that he starts to see his patients when the
pregnancy is twelve weeks along. | set up the appointment. During this time, | felt very
sick. | called Dr. Greenberg's office to find out what to do. They said it was normal and
that | would see them at twelve weeks along. | went to him at tweive weeks along for
the initial check up. Dr.Greenberg tried to hear the heart beat but could not find one.
An ultrasound about an hour later confirmed that | had lost the pregnancy at about ten
weeks along. We decided to have a D&C preformad at Brigham and Women's
Hospital. 1 had that procedure on January 23, 1999

| then became pregnant again with a baby which was dua around November 1,
1889. This pregnancy was complicated from the start. | had bieeding at 8 waeks and
agein at 15 weeks. Each time | rushed into Brigham and Women's Hospital thinking
that | had {ost the pregnancy. | was holding the pregnancy and it seemed to me that
they could net figure out why | was bleeding. | was having ultra sounds preformed at
Boston Ultra Sound in Brookline,MA during this time. The doctors at Boston Ultra
Sound noticed that my cervix seemed short. | had one ultra sound done at Brigham
and Women's Hospital during this time that showed a low -lying placenta. The
doctors at Boston Ultra Sound to my knowledge never saw that | had a low- lying
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placenta. They feit that the cervix seemed short. With ali these complications during ©
the pregnancy and all the medical opinions about my condition being told to Dr.
Greenberg he never ance told me 10 have strict bed rest nor to stop working. | was not
even hospitalized. It was very frustrating because | did not know what to do. | did not
want to over react, | just wanted some straight answers and to be toid what to do for my
own heaith and the baby's health. | do not have a medical background and was
depending on my doctor to take care of me, | had an ultra sound done on May 7, 1959
which showed that the cervix was short. ) . & wonderfui doctor that |
highly respect was suspicious that the cervix might be opening. | went back for
another ultra sound on May 10, 1999. The cervix was still short. | was concerned. |
asked Dr. Greenberg if | should stop working. He said *if | wanted to.” | stopped
working immediatety. | started to take it easy but was not put on bed rest by Dr.
Greenberg. My next ultra sound was on June 17, 1999. 1 was not feefing right.

was concerned. We sat and taltked about doing a transvagiﬁal ultra sound to
check the cervix. 1 was worried about having one preformed because it seemeqd every
time { did | had bleeding afterward. said she would call over to Dr.
Greenberg's office and ask him what he wanted her to do. | said | would do what he
wanted. He told her not to do the ransvaginal ultra sound and to send me over to him
and that he would exam me. We both sat there and | said that he would send me back
if he thought something was wrong. | went to Dr. Greenberg's office. He did pot éxam

ooz

me. He looked at the results of the regular ultra sound that had performed
and said.” The placenta is not low-lying anymore it has moved.” | said “
thinks the cervix is short” He completely disregarded what Dr. said and wrote

in her note to him about the cervix being short. He then said to me & Staternent that !
will never forget to this day. " Why are you waiting for the other shoe to drop?" “Your
fine.” He then left the examination room. | was shocked. | didn't know what to do. Dr
Gresnberg's nurse "said to me * .+ If he thought something was wrong he



wouldn't let you go home.” 1 ieft his office worried and upset. | went to the cafetsria
with my mom and just felt that | did not know what to do.

Twelve days later my worst nightmare came true. | falt pain. | was not sure
what it was. | first thought that maybe the baby was getting bigger and moving around.
A little while later the pain became more intenss . | rushed to Dr. Greenberg’s office.
His associate “examined me. She saw that the cervix had opened and
that one side of my water had broke and that | was 5 centimeters open. The baby was
coming and there was no stopping it | delivered a baby girt named

at 10.00 pm.onJune  1999. She weighed one pound and lived for 45
minutes. dalivered the baby. Dr. Greenberg was unavailable to deliver
the baby duse to an eye operation.

The loss was devastating. | was released from the hospital and buried my child
iwo days later. | had to retum 1o the hospital two weeks later because | had what used
to be called Mother's Fever. The summer of 1999 was a very difficult time in my iife. |
was going on with my life the best that | could but { had & persisting pain in my lower
right side on an oid appendix scar. The last time | saw Dr. Greenberg was in August of
1989. | went because this pain persisted and { was concerned because | was
retuming to my teaching position in September. Dr. Greenberg could not find out what
was wrong. He said something to me inferring that the pain was psychologicel. That
was the end of our DoctonPatient relationship.

I found out fater that the pain that | was feeling was old sear tssue being pulied
from the pregnancy. it was not psychologica),

We as a famlly were heart broken over the loss of our child and still feel the
pain deily. | just feel that { should have had better care. ! understend that it is hard to
detact an incompatent carvix but | feel that Dr. Greenberg had enough information from
all my tests and uitra sounds to know something was not right and to have least put me
on strict bed rest or hospitalized me to save the baby. We informally discussed the
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cerclage procedure but he and his associates were not eager o do that even though it
could have been done that May. Dr. Greenberg in my opinion did not listen to my
concerns or to the other doctors who were invoived with my care during this
pregnancy. i{am an ordinary person with no medical background. | depended on this
doctor to take care of me and my unborn child. 1t shouid not have been up to me to
stop working or to decide heavy medical Issues during this pregnancy. Dr. Greenberg
tock an oath to take care of his patients. | put my full trust in Dr. Greenberg and to this
day i feel betrayed by him,his staff and associates.

! myssif never gave up hope that | would be abie to carry a child to term. |
changed doctors in September of 1999. | found a wonderful doctor named

“ along with and the Boston Ultra Sound Team of
doctors listened to me and each other. They studied what had happened to me during
my last pregnancy “and his then partner , 'placed a

cerclage on my cervix at 14 weeks. This allowed me to carry a child to term. 1 gave
birth to a beautiful, healthy baby boy on September 24, 2000.

| stili have faith in the medical profession and 1 feel if Dr. Greenbérg would slow
down and listen to other peoples opinions and feelings gigantic, devastating medical
mistakes that affect peoples lives forever would not happen.

Thank you for your time. If there is any more information you need from me
before the medical board makes a decision about this case please let me know.| look
forward to hearing a response about this serious complaint,

Sincerely,

D2 L AR
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