Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617} 727-3086
uttp:/iwww.mpssmedboard.org

Physician Registration Renewal Application

gords; you wlil

Refore proceeding, i : : ]
form vnth attachmems rmust be retumed in the

need copies for eredentialing and other purg }
greep envelope 4 weeks before your rencwal dte.

it
+ Remit §250.00 for rencyal fee. ,L“*J ocT 10 m

« Add late fee of $25.00, if necessary. s E
and completeness. M ake any corrections or

Please review carefully the fallowfng ?;%W&ﬂi@ﬁ&?#ac
e T T — A OTITMN o ,;ﬁ,

alterations as required. HEDACTED COpy

R§turn renewal appiieation in GREEN envelope.
lose check with coupon in BLUE envelope.

1. Cum.:m Statas: chistr‘dlion No.: 48484 Renewal Date: 12/09/200|

Active
Tf you want to change your current status, please chock gre of the following boxes to indicate your pew status: {Check enly one)
KActive (] Retiring  (see insiractions) M mactive (sce instructions) [ £20 not wish 10 rencw

. ) . Please make corvections (type or print
2. Other Name(s), if any, under which you were licensed: maxe e (type or print)

Other Name(s): .
3. A) Maiting/Business Address: Mailing Address:
ROBERT BARBIERI City/Town: T State:
BRIGHAM & WOMEN'S - -
75 FRANCIS STREET Zipe . ... Counmy:

BOSTON, MA 02113

Tusiness Address:

B) Home Address: : City/Town: ] State:
Zip: __Country: e
Business Telephone: ( S T
Home Address; P
City/Town: ___ State:
. Zipp__  Counuy: .
Home Phune. Home Te}ephone: { ) ‘
Business Phone: (617)732-4265 PLEASE NOTE: No P.0O. Box addresses for home or

business yddresses.

7. Curreni American Board of Medical Specialtics Certification (See Table 2)

4. a) Daie of Birth: b} Sex: M R Code:
) S5 8. Drug License Numbers, il any:
5, ) Name of Medical School: a) Fedetal (DEA):
b) Massachusetls:

b) Yea?r(“?agu[%%ﬁ‘cm Sc?g‘?; ¢) Degree: MD 9. a) Other states where you are now licensed 1o practice (Abbr)
6. Specialty Code(s) {See ‘Fable 1) T S T

Codefs) Hours ver Week in Mass, b) States where you were previously licensed (Abbr.)

OBG © Obstetries and Gynecalogy T TNy T
0_.

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. (Supply
the codes from Tabice 3 and place a check mark next lo those health care fscilitics where you have admitting privileges (AD).
Nexl to each facility. write the approximate percentage of patient care houss that you provide in each facility).

Facility Code: 99 | 1 v/(ap) 100 % Fucility Code:____/__(APy__% Facility Codec__ __J _(AP)_ __%
Pacitity Code: _ ¢/ (AP) % FacilityCode: ___/ (AP}__ % TacilityCode: /7 (AP) %o

If 999, print uame(s)




PRINT YOUR LAST NAME: 5 ﬁ /Q 6 / E’Q / _ LICENSE NUMBER: 400 /7100 61

11. My medical malpractice insurance is covered by a) N Insurance Carier  b) [] Letter of Credit

Name of Insurer: C - m 4G ; Altgrnatively, indicate as follows:
Iam registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a2) [ ] Notinvolved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt
Please explain exemption:

12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ ] Yes MND
13, A, What is your principal work setting? {Ses Table 4) _!__ _ﬂ@_ .
B. Care of patients in Massachusetts (sce instruction booklet).
1} Average weekly hours involved in: a) outpatient care ____5___ hrs/wk b} inpatient care __gwhrsfwk
2) What is the approximate percentage of your patient care hours in primary care? __& Y%

PART A — QUESTIONS REFER ONLY TO THE PAST TWQ (2) YEARS
estjons 1 rg 2 er to th t 2)_vears only. Ch either or NO T N/A) to eac) esti ovid
ails : ans g § question 22. Refe) Ins (i i al infe

14, CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or niot 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 2 lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than & 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 offentse, other than a minor traffic violation? .

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

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

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

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

22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? gYes ] No
[7 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. ¢. 112, § 2, 1 will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

/ Pursuant to G.L. ¢. 62C, § 494, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid ali
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or out of the United States.

»  Pursuani to G.L c, 62C, § 474, 1o the best of my knowledge and bellef, I am in compliance with M.G.H.C, 1194 relating to
withholding and remitting Child Support,

¢ Pursuant o G.L. . 112, § 14, 1 will fulfil! my obligation to report abuse or neglect of childven as reguired by G.L. c. 119, §351A
s of perjury that all the information on the Renewal Application and Form R Is true.

i Date: _/?___f__?__f___?_/

e I hereby certi der the pen

Signature;

YOU ST SIGN AND INCLUDE PART B. WITH YOUR WAL APPLICATION
oard Regulations require that vou notify the Board, in writing, of an ange of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.

”



10014.0000

1. PHYSICIAN INFORMATION

o BOBERT e BARBIERL
Firse Name Middie nitial “Last Name Suffix

“Make changes o nawie here”™

Mass License # 48484 First Issue Date _10/06/81 .
Licensc Status.. Astive

Hospital Affiliation

Brigham & Women's Brigham & Women's Hospital
75 Francis Street

Boston, MA 02115

U.SA.

(617 732-5444

Make address correcrions here: ... ... MURE UNHY CONVFEUIONS 10 QBOVE HEFC: ..o

Insurance Plan Affiliation: Licenses Held in Other States:
MG’J 7‘ M Aj Of /N N:?/MC& Accepting New Patients? @/Yes {TNo

Accept Medicaid? [E{Yes {7 No

{Please correcr as necessary)

11. EDUCATION & TRAINING

Harvard Medical School __MD o 7
A S e L

Residency Progran(s) Starr

L

Rt?s‘ta'emmegmm(s) e

II. SPECIALTY BOARD CERTIFICATION

Primary Specialty:  Obstetrics and Gynecology Certifving Board Name: Board of Internal Medicine
Secondary Specialty; Cenifying Board Name: Board of Qbstetrics and Gynecology

Make any corrections here: Make any corrections here:

Board of Registration In Medicine Physician Profile



10014.0000

IV. BOARD DISCIPLINE
Final Decisions and orders issued by the Massachuseits Board of Registration in Medicine,
Natyre Datc Board Action

V. PIT ISCIPLIN
Hospital

Disciplinary Action

5

V1. CRIMINAL CONVICTIONS
The Board of Registration is unable 10 obtain accurate data for this category at the present time. This information will be
included when the court system is fully computerized. Please list any criminal convictions. Include conviction date and nature
of complaint

Vil, MALPRACTICE . )
No. of Years in Practice; #
Details of claims paid for Dr, BARBIERI

Date .. AmountPaid 00000 . Basis for Complaint
Dale Amount Pald L Ba515 for Comp]ain[ .................._.........._....A.r.._,_,......_.‘....v...,._..,..,,,,“.‘.A....“._._.....,..“

Date ... Amount Paid Basis for Complaint =
Date...... .. Amount Paid ____ Basis for Complaint
Date_ Amount Paid __ .. Bagis for Complaint
Date .o Amount Pasd Basis for Complaint ___ ...t

VI PHYSICTAN HONORS & PEFR-REVIEWED PI rm,mAvags )
Please enter any peer-reviewed publications to which you have coritributed and any awards for commumity service o

professional recognition you have been given,
Awards, Honors Publications

KATE _mAcy. £ADD  FROFESIOR e
OB-Gyal, HARVAED YNWERTIT oo

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

Board of Registration in Medicine Physician Profile



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

— M

Registation No. Stats Fee Renewal Dats  Late Fee

48484 ACTIVE $250.00 12/09/95  $25.00 Coriection of Malling Address
Mafling Address: Address (Mailing):

ROBERT BARBIERI, M.D.

BRIGHAM & WOMEN'S City/Town:

75 FRANCIS ST DEPT OBGYN State:

BOSTON, MA 02115 Country:

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

+ Fallure to renew in a timely manner will cause your lcense 1o lapse and may affect your
abllity to practice medicine in the Commonwenith. (See enclosed letter).

* Add late fes if necessary.

* Make a copy of this form and all Attachments for your own records - yon will need coples for
credentialing and other purposes. The Board will charge a fes for each copy it provides,

* See instructions on detachable coupor at bottom of this page.

et
Pre-Printed information Corrections of Pre-Printed Information
1. Other name(s), if any, under which you were licensed:
Name:
2Home Address: Address:
City/Town;
State; Zip:
Couniy:

3. Date of Birth: Sex:M D.ﬂu of Birh M/DfYy: —A4 L., Sex (M/F); ———
Lic.lsueDate: /7 ss# L Isue Date /D/Y): 100 €4 9/ ssw:
Home Phona i Home: () Business: { )

(617)732-5444 Full Name of Madical School:
4. Name of Medical School:
Harvard Medical School
Yenz Graduated; Degres (MD/DO): —
Year Graduated;7 7 Degres: MD
5. #) 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 Hours per Week in Mass,
Code  Hours per Week in Mass. ]
OoBG ¢ Obstetrics and Gynecology I£OS, print specialsy:

7. If you are currently American Specialty Board certified, enter codes: (See Table 2)

Code; IH Code: OG Code: Code: ——

8. Drug license number(s), if any: 2) Federal (DEA) Federal (DEA);

b} Massachuseits Mass: [

9. Activity Status: ] am applying to be registered with the following status; ACTIVE _{ INACTIVE ____
* Ihereby certify that If requesting Inactive status, I will not practice mediclpe, inchuding writing prescriptions, in Massachusetts,



PRINT NAME AND NUMBER:  Physician Last Name: 5 ARBIER!  pegicwmionsomper: X FE 7

10, a) Curren! health care facility{ies) at which you have completed the credentialing process for the pravision of patient care. Supply the
codes from Table 3 aggd pl ic check mark next to those facilities where you have admitting privileges (AP).
Facility Code: ! (AP) Facility Code: m e e | meemn (AP Facility Codel e cum e | wmnem {AP)

Facility Code: __ . .../ —(aP)  FacilityCode: __ __ __/ ___(AP) Facility Code: . ___/ —_{AP)

If 999, print name(s):

b} Additional hospitals at which you previously held privileges and other health care [acilities with which you were associated in the past 2 years.
(See Table 3)
Facitity Code: —__ ___ ___ Facility Code: . Pacility Code: . mum v Facility Coder . . Facility Code: o o
If 999, write name(s):

11, My medical malpractice insurance 1s cuve.rcd 2 {a) Insurance Carrier _¥7 (b)Letter of Credit _____ If applicable, check one.

List Insurer:
Alternatively, indicate as follows: 1 amvegistering with ACTIVE status, but I am not covered by medical malpractice insurance because [ am
(Check One}: (i) Not involved in dircctfindirect patient care in Massachusetts: e {11} Otherwise exempt:

State how otherwise exempt:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fcllow? Yes No ___V: {Check one)

13. a) What is your principa} work setting? (See Table 4) ___!__ _,,Q__
b} Carc of patients in Massachusetts (See instruction booklet.)
i} How many hours per typical week are you currently involved in outpatient care in Mass? hrsfwk
ii) How many hours per typicalf week are you currently involved in inpatient care in Mass? @ hrsfwk
¢} Approximately what percentage of your patient cere hours are in primary care? O
(See instructions for definition of primary care.} 2 %
Questions 14 through 24 refer to the past two years only Check either YES or NO (NOT NiAYwo cach qucstmn Prowde details on
Forms R-1 and R-2 for all YES answers. Re & ok ]

| IN THE PAST TWO YEARS: | YEE NO
14. CLAIMS MADE: Has any medical malpractice claim been made agam:.l you which has not yet been ﬁnally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? .. e b b rees
15. CLAIMS RESOLVED: Has any medical malpractice ¢laim against you been settled, adjudlcated or otherwise 1esolved,
whether or not a lawsuit was fifed in relaiion 10 the CHIM? .o s i e i e st rests s bbb bt s aseare e
16. Has any lawsuit, other than a medical malpractice suit, which is relaled o your compeiency to prac[we medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a paucnt or been settled, adjudlcated or otherwise
resolved? ..o i -

17. Have you been charged with any criminal offcnsc ather than a minor traffic vnolauon"

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

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

20. Have you withdrawn an application for a medical licenise or been dcmcd a medlca.l lscense for any reascm" ...............................

21. Has any professional Yiability insurance provider restricted, limited, terminated or imposed & surcharge on your coverage ot
have you voluntarily restricied, limited or terminated your insurance coverage in response (o an inquiry bya professiona]
liability insurance provider? ...cvuenns "

22, Have you been diagnosed with or do you have a mcdwa} condlr.mn which limits or impairs your ablhty to practice mcdxcme‘?

23. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice? ............
24, Have you voluma:iiy modified or etherwise limited your scope of pract.ice of medicine for any reason other than a medical

25. Thave oomp]eted my CME requirements in the two years precedmg my rcnewal daLe ch No, waiver requested
No, training progrem exemptien (see instruction booklet),
{f requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license witl be
renewed. Sec instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
« Pursuant to G.L. ¢, 112, sec. 2, I wil! not charge to or collect from a Medicare beneficiary more than the Medlcare reasonable charges.
» Pursuant to G.L. ¢, 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
1 have flled all Massachusetts state tax returns and pald all Massachusetts state taxes that are required under law. NOTE: This applles
even if yon reside ont-of-state or oot of the United States.
* Pursuant to G.L. c. 112, sec. 1A, X hereby certify that 1 will fulfill my obiigation to report abuse or neglect of children as required by
GLh. c. 119, sec. 51A.

« I herehy certify under the and penalties of that all information on this form and Forms R-1 and R-2 is true.

Signature: Jﬁ@*f’ \ /}ﬂ’(—ﬂ"" Date: /0 é/, ‘7:).—




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

1993-1995 Physician Registration Renewal Application

-ﬁegistrau'cn No. Status Fee P;:e;:cwal Date  Late Fee ) T .
5k b ACT VS $250.00 12/39/55  $25, ____.Carrectlon of Malling Address:
Mailing Address: Address (Maiting):

?U':;&‘! ”AP’&‘:.I':KII M:l‘f"- "
SRIGHAN & WOMEN'S g;‘{ef_“’“’”'
75 FxANCIS ST DEPT U .5YN Country Code (See Table 1),
O TUNS A 02115
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 optional.
= Make a copy of this form and alt attachments for your own records - you will need copies
for credentialing and other purposes. The Board will charge a fee for each copy it provides.
+ Enclose the $250.00 renewal fee by means of a certified check, money order or personal check made

payable to the Commonwealth of Massachusetts.

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s), if any, under which you were licensed:
Name:
2. a) Address (Home): é:;irf;ijgome):
State: Zip:
Country Code: If 999 print Country:
b) Address (Business): é‘f;;‘i’.fw(g“smm)‘
SRLerdAN 5 WOMIN'S Country Code: 999 print Country:
73 FeAANCIS STREET
TooTONe A 02115
, y Date of Birth (M/D/Y):  cvdrremedmae  Sex (M/F):
3. . 0
gf“lj:ﬁ'f)‘t;m ;o g‘s”;_ Lic. Issuc Date (MDAY): 4/ S8k
T l. hone Number: ' Telephone Number: ,
clephone Number: i Home: Business: (é-' 3- 732 %o 4{%
Home Business e
(617)73c-404d Full Name of Medical Schook;
4. Name of Medical School:
Harvara Meaical Schoot
Year Graduated: Degree (MD/DO}):
Year Graduated: 7 7 Degree: 4D
5. a) Other states where you are now licensed to practice (Abbr):
b) States where you previously were lcensed to practice (Abbr):
Code Hours per Week in Mass.
6. Specialty Code(s) (See Table 2): e e e satie
Code _Hours per Week in Mass. S i et
) . If OS, print ialty:
Jas O CGostetrics and Gyneculogy print spociatty
J
1. a} If you are currently American Specialty Board Certified, enter Codes: (See Table 3)
Code; 1M Code: VG Code: Code:
b) If you previously were American Specialty Board certified, but are no longer,
Please enter codes of prior cenification: (See Table 3) ) )
Code: Code: Code: Code: —— |
8. Drug License Number(s), if any:  a) Federal (DBEA) Federal (DEA): —e
b) Siatie (MA) State (MA):

9. T'have completed my CME requirements in the two years preceding my renewal date:  Yes ._L No, waiver requested

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.

a

4

I Staplke Check Here |

-



PRINT NAME AND N1JMBER: Physician Last Name: g ARG IER Registration Number: 75 ?é}‘///

10. Activity Status: | am applying 10 be registered with the following starus:  Active _’é Inactive ___.
* L hereby certify that if requesting Inactive status, I will not practice medicine, including wrifing prescriptions, in Massachusetts,

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER ,,_‘{ or (b} LETTER QF CREDIT If applicable, check one.
7 -~
List Insurer: (R7CY
Aliernatively, indicate as follows: 1 am registering with ACTIVE status, but I am not covered by medica) malpractice msurance because | am
(Check One): (3) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN M ASS: ... (ii) OTHERWISE EXEMPT!
(State how otherwise exempt):
12. Current Health Care Facility Affiliations. Supply the codes from Table 4 and place & check mark next to those facilities where you have
admining privileges (AP). /
Facility Code: .J & [/ _*(AP) Facility Code: o __ __ / __ (AP} Facility Code: oo .o/ (AP
Facility Code: . [ (AP} FaciliyCode: ___ . __ [/ (APR) Facility Code: e .} o (AP

If 999, print name(s):
Additional hospitals at which you previously held privileges and other health care facilities with which you were agsociated in the past 2 years.
{See Table 4.)
Facility Code: . _ Facility Code: . .. Facility Code: — Facility Code: Facility Code: ___ ___ .

If 999, write name(s):

13. Are you currently in 2 post-graduate training program in MA as a resident or clinical fellow? Yes____ No_'__/( {Check one)

14. 8) What is your principal work setiing? (See Table 5) ___{_ _Q_

b) Care of patients in Massachusetts (MA) (See instruction booklet.) 2 0
i) How many hours per typical week are you currently invalved in outpatient care in MA? Y hrspwk in MA
ify How many hours per typical week are you currently involved in inpatient care in MA? 90 hrs/wk 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. er o the | ti et for addit i i

IN THE PAST TWO YEARS:
l[ { THE PAST TWC E::I::]A XES NO

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

16. Have you been charged with any criminal offense, other than & minor waffic 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 SOCIELY OF aSSOCIALONT...oveov.vveeoeo oo

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

19. Have you withdrawn an application for a medical license ¢ * -t denied a medical license for any reason? ...
20. Have you had any mental illness which has mmpaired your ability 1o practice medicine or to function as a student of medicine?

21. Have you had an organic illness which has impaired your ability to practice medicine or to function as a student of medicine?
22, Are you now, or have you been in the past two years, dependent upon alcohot or drugs?

23. Has any professional liability insurance provider restricted, limited, eerminaied or imposed a surcharge on your coverage?......

* Pursuant to G.L. c. 112, sec. 2, T will not charge te or collect from: a Medicare beneficiary more than the Medicare reasonable charges,

* Pursuant to G.L. ¢, 62C, sec. 494, I hereby certify under the penalties of perjury that, 10 the best of my knowledge and beltef, I have
filed ali Massachusetts state tax returns and paid all Massachusetts state taxes that are required under taw, NOTE: This applies even if you
reside out-of-state or out of the country.

» D'bereby certify that I will fulfill my obligation to report abuse or neglect of children pursuant to G.L. c. 119, sec, S1A,

/
3L A

* Yhereby certify under the penalties of perfu at all information oo this form and Form 15A is troe,
Z

o B Date: f© i‘/[“ZP

Signature:




Commonweslth of Massachuaetts Board of Registratlon in Medicine
Ten Wast Strest, ard Floor, Boston, Massachusetts 02111

fication, Page 10f2 019481

Board Use Onfy:
Reglstration No, Statue Fae Ronewa! Date
3 ! ! $1560
MR
- A ol v =y
‘ ‘ B, M A
0
Important: N y o/

. Read the accompanying instructions in thelr entirety before completing this fo) )r),{onanr task to an smployes, as false statementa on this
form can result in disciplinary action.

. Print lagibly OF typé your Bnswers.,

. Answer ali non-optional questions {front and back of form) compietely-4t ls not adequate 1o stats that the Board already has the Information.

. Sign the renewal application at the bottom of page one and fill In the Aumber of attached pages In the paragraph above the aignaa.m; LT ’

. Make & copy of this form and alf attachments for your own récords-you must give hospRals and other health care facilites coples

. Enclose the £150 renewal fes by means of a centifiad check, money ordsr or personal check made p?ls to the Commonwealipdy,
—
1. a) Name (LAST:)_ g A RB i £ ﬁf AFIRST:) 03 FRT /
1.b) Other Nama (8), if any, that you were ever licensad undar -
2. a) Address {Mailing): —_—
2. b) Address (Home):
Yl
2. ¢) Addreas (Business): _'} ‘:L E[{ A’ N CIJ Jf “
Bosron A 0z _
2, d) Telephona {Business); (_{g _‘_ ‘l'_) zé_ Z__ -4 9_ ‘_‘_f_a"_ Extenalon 2. 8) Telephone {Home} (Optienal}
3. Date of Birth (MO/DA/YR): 4. Sox; MALE I FEMALE__ 5. Social Sacurity No. (Qptional)y
B. a) Medical Scheol Code (Ses Tabls 10: M A 0 0 | 190050, wite Name:
6. b} Year Gradyated; 2 a £, ¢} Degroe: M,D.*_/ LO__
6.d) Country: U.S. ¥ Canada__ Code il Other (See Tadle 21 N 996, writs Name:
7. Work Setling (Clrele and indicate Percent(™) of Practice Time):
10 Hosplial g0 15 Private Office % 20 Partnership /Group Practice %
2 Chinle P 30 Maniet Health Center * 35 Nursing Home %
40 HMO Facliity % 45 Educational Institution % 50 Medical Sotlety %
55 Government Facility % 60 Plant/Commwercial Setting % o4 Cher %
8. Professional Activity {Circle and indicate Percent{%} of Professional Tima}. B. b) Mass. Uc. Issue Diate
1D Aesldent or Fellow % 20 Practice involving Direct Patient Care o % (so® pour wall cerlificats)
30 Administrative Activities % 40 Medical Taaching % MODANRY_ )
50 Madical Regsarch 50 % 98 Other %
8. Specialty Code (See Tabke 3): _0_ _é _(i Percant of Practios Time;_/0® % Spaclaity Code: _____ Percent of Practics Time: %
if O3, spseify: R
10, a) Are you American Speciaity Board Centiffied? (Y/N) _x 10. b) X YES, circle which Board(s).
Al Board of Allergy & iImmunology WM Board of Nuclear Medlcing P5 Board of Plastlo Surgery
A Board of Anesthesloiogy Board of Obsiéinice & gﬁawiagﬁ PM  Beard of Preventive Madicine
CRS  Board of Colon & Recta) Surgery P~ Board of Ophthalmelogy PN Board of Psychiatry & Neurology
b Board of Dermatology 08 Boarg of Orthopedio Surgery R Boarg of Radiclagy
EM Board of Emergency Mesdicine or Board of Otolaryngology 3 Board of Surgery
FP . Boerd of Farnily Practice PA Board of Pathology TS Board of Thoracie Surgery
N Board of Internal Medigine 3 PE  Board of Pedlatrics U Board of Lirglogy
N Hoard of Neurological Surgary PMR  Board of Physical Medicine & Rehabifitation
11. &) Hospitafs at which you have gurrently effective privileges and other Health Care Faciiities with which you are associated; Porcent of Practioe Time at sach,
{See Table 4.}
Factity Code: & 1 /09 % Facility Code: ___ % Faoliity Cods; ____ %
Facility Code: __ % Fadllity Code: % FaollityCode: _ %

I 999, write Name (s):

11, b} Additiona! Hospltals at which you previgusly held privileges and othes Health Care Facifities with which you were asscclated ln the past 10 years.
(Sea Table 4.)

Facility Code: L £ i Faclity Code: _ Facility Code: Facliity Coda: _ Faoillty Code:
i 9589, writs Name{g):

* i haraby certlfy that it raquesting INACTIVE siatus, | will not practice medicine in Massachusetts.
Pursuant fo M.G.L 2475, I will not oharge 10 or coliect from 4 Med!care benefiolety mare than the Medlonre reasonehls charge for my services,

Pursuant to M.G.L. ¢.62C sac.494, j certity under the panaltios of perjury that, to my best knowiedge and ballef, | have filed any Masaachusatis stato tax
returns and pald any MasuchuaAo’na al'.atfav thnes, lhat?u raqulmﬂp:n]dpr' Iuw.t' mm!:f This appliss ugvm If you 1euide oul-of-sm or out of tha gountry,

| hereby certify under the pena{ties of petjury thatall information on this form—front and baok apd (#) __ atiached pagoes—is trye.
Signature: ! O‘K{Cﬂf’ i K};ﬂf Eﬂﬁgi’fﬁ/’ Date: /0; /0 _i?

i R g



Massachusetts Board of Registration In Medicine 1989-1881 Renewal AppHlcation, Pege 2 of 2
L
Fillin rame and number,  Physiclan Last Name: é’ ARLIER X Reglstration Ro.:m_l:/ _J’_‘/_! 7

—_— —— —_—— —_— RN

12.bj States where you previously were censed to practice {Abbraviate): _!_\/ 0.2 E

12. 8} Cther States where you are now licensed to practice !Ab.tomviara)

18. ) am applying to e registered with the following status: ACTIVE X+ - INACTIVE_ ACTIVE enawsr questions 14.a fhrough ).
- o P | answer quastion 14, b} only.

Cj‘ ) | hava compistad my C.M.E. requirements in the two years éndlng on 1heranevu;i,ﬁ,adlo as follows: (Filf in # of hours or yps of rasidency, or check waiver,)
Categery I /00 ks, Catagory I ek, (Risk-Managarment: 1R Ifhra.)"ﬁ , Rasidency Program In: L
Waiver Re: t fill | Form.) ¥ -

giver Ragu (You must fill out & separate Waiver Form.) 52,._,. Wﬂ’ "IV i é- C'dﬂvéofly 2

14. b) My madics) aclicg insuranoe is coverad by INSURANGE CARRIER ¥ *'LETTER OF CREDIT__ . #applicable, check one and identity the name.
insurar: OR1e Instituilionfasuimg Letter of Credit:
Atternathvaly, indicate as follows.: 1am registering with ACTIVE status, but | am rot covered by medioal malpractice insurance because tam (Check one)
NOT INVOLVE( IN DIRECT /INCIRECT PATIENT CARE OTHERWISE EXEMPTED __ {State fow)

14. ¢} Parcent of Practice Time in Massachusetts: / O G,
Questions 15 through 17 refer to the past four vpars only, Check sither YES or NO {(not N/A) to each quastion. Provide detalls on Form 15A, attached.

Yos No
18. Has any pending or new medica) maipractice claim besn made against you (whether of not a fawsult was fied in relation to the claim}? ..

16, Have you been a defendant in any pending or new criminal procesding other than a minor traffic CHENBET. ..o v,
17. Arg ey formal disclplinary charges peanding or has any aiscipllnarnamlon {8s defined by Boerd regulations--Sae Insrmorlons} been taken
egainstlyou by ar;y g{;)\;arnmenta! authority, hoepital of other health care incllity, or proféssional medical assoclation fnternational,

national, state or ibcal)? ..

If you answered "YES' to question 15, 18, or 17 provide detalla on Form 15A, attached.

Aewn EEA R * » AR ” *hA "k " LLLEE AT

Questions 18 through 24 refer to the past four years only, Check ekher YES or NO (rat N/A) to pach question. Provide details In the next section. Yoz No
18. Has your privilege ta possess, gispense or presoiibe controlled substances bean syspended, revokad, dani&% tesiricted, sunendered, or

havé you been called befors or been wained by this state or any other Jurisdiotion including & federal agency? . ..........vreeo oo
18. Have you withdrawn an application for & medical liceniea or been denied & medical license for BAY (BRBONT ..o it
20. Have you had any mental illneas whick has Impalred your ability to practice madloine or to function as & studont of medieing?..............cco.con..
21. Have you had an organic fiiness which has impaired your abliity to practice madicine of to function as & student of medicﬁne?..............{............,.._
22. Are you now, or have you bear in the past, dependsnt upon alcohol or drugs?.............. tovemna s s
23. Hava you, tor any reason, lost American Specialty Board Certiﬂca'uon?

24. Have you boen dented recertification by one or more speclalty boards? ¥ YES, llst Board(s}:



BOARD OF REGISTRATION IN MEDICINE ggla nggnggosd?ém 10 GOMPLETE THE QUES
TEN WEST STREET SO0 SEC I C H 1 “ L LJ TIONS BELOW AND ON THE REVERSE SIDE OF THIS

BOSTON, MASSACHUSETTS 02111 P Appkéc;glon. (?EE THE ENCLOSED INSTRUC-
TIO A DETAILS.)
HENEW%'S’.;F;Z%LCA“ON IF YOU ANSWERED "YES" TC QUESTIONS 15
- THROUGH 24, YOU MUST CHECK THIS BOX: [ ]
- PLEASE USE THE ENCLOSED RETURN ENVELCOPE
LICENSE NUUMBER PAY THIS DATE 10 BE RENEWED

FEE LATE FEE THIS APPLICATION MUST BE SIGNED
COBE TYPE REGISTRATION MO AMOUNT MO DA ¥a NOTE! AnD RETURNED WITH A $100 PAY-
3 T 1. MENT. A CERTIFIED GHECK OR MONEY
EN . SRR $100 IR S NV IR ORDER |3 PREFERRED. PERSCNAL

GHECKS ARE ACCEPTABLE.

@ PAYABLE TO:
COMMONWEALTH OF
MASSACHUSETTS

TEN WEST STREET, 2nd FLOOR
STON, MABSACHUSETTS 02111

PLEASE PRINT ANY NAME OR ADDRESS
CHANGES BELOW .

YOU MUST READ THE INSTRUCTHONS ENCLOSED WITH THIS FORM TO ANSWER QUESTIONS 1-26.

1. Print Nams: LRORERT  LBAREBIER] 2. Dato of Birth: — oo w o
3. Medical Schoot: HARVARD M0 [ Do [] (Check One)
4, Country where Medical Schooi jocated: [/J -4" 5. Date of Graduation: é[//??-

6. American Specially Boarg Carufied? [B/(Check il yes.) ;
Which Boards? NTERNAL VLT VITEEN N DO z,e/‘uo/; ey Ahad s THEOL Frvy

B 7 7 )
7. Principal Specially(iss): 1 A M 8. Principal work setting: 6[’(’1#% A‘ﬂb NWJ M
.___ 10. Principal business address: 728 FRinetg I
_ Rosromn _ mA  0z2//8
11, List all hospitals at which yau have currently effective priviieges: gﬁ/ Q’#M MD O\JWGY) Lr /%JJP/ m
—  IAS]  ENERAL va/mz,l

13. States othar than Massachuselts in which you are presently licensed to practice: /‘1 oY7? L

N s

8. Home address. —.

12, List all hospitals at which you have hei¢ privileges in the past 20 years:

14, List any other siates where you were previously licensed 1o practice:

YES NO

15. Has any medical malpractice claim been mads agains! you in the last ten years {whether or not & lawsuit waa flied in relation to the claim)?

16. Have you, 81 any time, been a defendant in any criminal proceeding other than minor tratfic offenses?

17."Are any formal disciplinary charges pending or has any disciplinary action Been 1akan BQainst you in the lasl tan years, by any governmental
authority, by any hospital or health care facility, or by any proiessional medical association (international, national, state or loca
1as your privilege 10 posaass, dispense or prescribe controlied substances ever been suspended, revoked, denied, restricted, surrendered,
or have you been called before or warned by this state or any ether jurladiclion including a fedaral agency, at any time?

-3

18.

19. Have you ever withdrawn an appication for medical licensure or been denied a medical license for any reason?

20. Have you aver had any menta! iliness which has impalrad your abillty to practice medicine or to function as a student of medicine?

21, Have you ever had an organic iliness which has impaired your ability ta praclice medigine or to function as a studen: of medicine?

22. Are you now, or have you baen in the past, dapendant upan aicohol or drugs?

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

74. Have you been denled recerlification by one or more specialty boards?
if yag, which ong(s)?

25. 1 have completed my C.M.E. requirements in the two years ending on tha renewal date as follows: o0 Hrves 7’5 TECare, 1/

A . wovheny | e
28. | am an active B/Inachva practitionsr. {Check One. Sﬁ K"”W MD /
[ ) prspich.  SCHoTE ) puus T8 Rk
| HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM {FRONT AND BACK) INCLUDING ATTACHED SHEFTS 1S TRUE. MMW
PURSUANT TO CHAPTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-

ABLE CHARGE FOR MY SERVICES.
PURSUANT TO M.G.L. . 62C, § 49A, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT |, TO MY BEST KNOWLEDGEAND BELIEF, HAVE FItED ALL STATE TAX
RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN If YOU RESIDE QUT-OF-STATE O T OF THE COUNTRY.

S5 °T, 2/ fe———s

SIGNATURE
DATE: ¥l '/5 - £

(See Reverae Side)



Commonwealth of Massachusetis Board of Reglstration in Medicine
Ten West Street, ard Fioor, Boston, Massachuselts 02111
Physician Lapsed Liconse Application, Page 10f2

&

Board Use oniy:

ie?lalt‘r:ﬂon Nz, Status  Foe ?3 25!‘,.3?“;“
p M.R. )
A J’/ 2 Pr. z —
0 Tk — T

f q7 P - o B —
1 q\""d’f’ p ,ﬁ"d P Ry ===

Imporiant: .
. Read the accompanying instruotions in their entinety before completing this form. Do net delepats this importani task 10 ar empioyes, ke falae statements on this

torm ¢on result In disciplinary action.
. Print lagitly or lype yOUr enEwWEI,
. Answer all non-optione! questions front pnd back of form} compistely=tt is nat adequats 1o state that the Board already has the information,
. Sign the appiication &1 the Dot of page one and Al in the purber of atiaabed pages I the paragreph bove the signatum.
_Meke & copy of WiE form and alf Rtaohments for your own roconds—you must give hosplinle and other health care facitities dopier for credentialing purposes.
. Enclose the $225 fee by means of a cartiied oheck, money OrTier of Parscnal check mids payebie 1o the Commonweaith of Massachusetts.

. 4} Name {LAST:) ﬁf? RBI E RI J{FIRET:), /QO Ef,e 7 1 AR

1. b} Cnner Name (s}, If any, that you ware aver lioensed undsr:

- wammwwy,_agxé_f‘gnim_w/m
25 Franedd N7 BOI7on /74 D21S

t) Acdress (Homel . -

¢} Address (Bualnos:;':_m D ft:’f' 5‘8_ (D‘/N " 8/?/@ #W m MOM@ 'J __{1‘0&10/%

7o FRANCIL J7I  BAlTH N 2 VIS
ot Telsphone (Business): (&5 / 2 jié_-é—ji‘t_m 2.9) Tolophone (Home) ptomaln (_ 3 ~_ _ _ _

(]

23

a

2

2. Data of Binh (MO/DA/YR]:, 4, Sax: MALE v FEMALE . Boclal Becurity N, (Optionaly

¢ 8) Madlcal School Cods (Ses Table 1) __________ X o990%, witte Name,____ AR ARD

6. b) Year Graduated: ﬁ?_?‘_ 8. o} Degree: MD, __( Bo.__

€ ¢) Country: US._&~ Canaca__, Code it Crhet (Soe Teble 2): . __ 895, write Nam:

7 work Setiing {Cirole and indicate Fercent{%) of Practos Tire)!
10 Hosplial /00 % 18 Private Otfice % 20 Parinership/Group Practice %
25 Clinle % 30 Mertal Healih Canter % 3% Nursing Home %
40 HMO Faoliity % 48 Eduoational institution % 50 Medica! Boolaty %
55 Governmant Facllity % 20 Piant/Commercial Setting % 89 Other %

8. Brotassional Activity (Clrole and Indioete Percent({%) of Professional Time): ‘ 8. b) Mass. Liv. lssue Date
10 Rasident or Faliow % 20 Praciice Invoiving Dirsot Patient Care 25 % (a0 your walj cerntiicats)
30 Administrative Activities % 40 Medical Tanching % Mo/oarvRy:_ /(7940
50 Madical Ressarch p % 9% Other % K

¢. Spacialty Coge (See Tavie 3 I & parcant of Practos Time: IS % gpecisty Goae: __ L/ Paroent of Practics Time;_ & _ %

# C8, specky
16, 8) Are you American Speciaty Board Caciifisa? (Y/N) 72 10. B} NYES, circie which Board(s):
; clear Medicine

PS Board of Plastio Surgery
PM  Board of Praveniive Meditine

Al Board of Alisrgy & immunology

A Board of Anestheslology i BT
CRS  Board of Colon & Raclal Surgery oP Board of Ophthaimology PN Board of Peychintry & Naurology
o] Boartd of Dermatology 0%  Board of Orthopedie Surgery R Board of Radlology

EM  Board of Emergenty Modigine OT  Board of Otalaryngology $ Board of Surgery

FP Baard ef Famil PA Board of Pathoiogy T8 Board of Thoraslo Surgery

1M Hoard of Iniemal Medicine ) PE Bourd of Padlatrics v Board of Urelogy

] Board of NeuaIogIGal Surgety PMR  Board of Physical Medicine & Rehablitation

11. ) Hospitals et which you have gumantly effective privileges and othor Haalth Care Facliities with which you sre sseocinted; Parcent of Practice Time a eash,

(Ses Tavin 4.) .
Faslity Code: 92 / 202 % Faslitty Code: ______ % Facliity Gode: _____ %
Facility Code: __ __ __ % Fagllity Code: __ % Facilty Codes __ __ _ %

¥ 999, write Name(s):

11 b) Additiona! Hospltals at whioh you previousty held privileges and other Health Care Fasiiities with which you wers ansoclated in the past 20 years,

(5oe Table 4,)

Facilly Coge: _____ Faolty Codw: ____ Facillty Oode: Faclity Code: _ Faolifty Code: _____

# 999, write Nama{s):

" I heveby cartlly that H requasting INACTIVE status, | will not practive medicing In Massachusetts.
Pursuant to M.G.L 0,478, Ewlll not charge to of cotiect from a Medicars benefiolary more than the Medicare rensonabie charge for my servioes,

F QL. 4,62 penaities ol perjul st knowledpe and belief, t have Aled any Massschusetia state ta
R R D e atis taid tayas, haters ,.q&mm e oY e apaires aven i you T e o ot ihe poumry. =

1 heseby gertily under th tiea of pe at alf Information on this form-front ang baok and (#) __ sttached pages-da true.
(./%7:1/*‘"\- Date: 72' r‘;O ,'—2:?

TIRWETTIRT

Sngna!uu:



Msassachusetta Board of Reglstration fn Medicine Lapsed License Application, Page 2 of 2 _
fesier  BARRITET Regivtation oy S8 93 5

Fili in name snd number.  Physlolen Leet Hame;
12. 8) Othe! States whisre You ars now licensed to practice (Abbrwvinte): _f{_‘ff e e e e
12. b) States whare you previously ware licensed to practios Worwdamy _—— —— ——_.

y 10 b4 repisisred with the fo! : “INACTIVE NACTIE, : :
13. fam 2ppiying 1o be reglriered with the following status ACTVE L v T 2 stion T g .mmrqmgom 14. 8) through o)
type of rexkisncy, or oheck wakver.) Calegory I; fira,, Category i1,

14. 8} | have aompleted my C.M.E. raquirements as follows; {51 in & of pours or
50 hn, (Risk-Management: {0 b} Rasidenoy Program In: i Welver Requestad___ (You must
lill out & separate Waiver Form.j
4. b} My medical maiptactioe Insurance is covarsd by INSURANGCE CARRIER_/ LETTER OF CREDIY__. ¥applicabis, check ona and kienthy the
name, Insurer: CRIC & institution esuing Latter of
Cradily; — Altonatinly, ndioate ar bbliows: | am raginteting with ACTIVE stalus, but | am not
covered by medical malpractice Insuranoe bocausa | am (Check ora) NOT INVOLVED IN DIRECT ANDIBECT PATIENT CARE__ OTHERWISE
EXEMPTED___ (State how)

75l
4. ¢) Parcent of Practics Time in Maesachysetiy:  /9C %"1& Fidve yu ractioed modicing activaly and ragulary since your licanss | g In
° Messachusefs? (Y/N) 1 No, plenss arizIvE Witter oiaxglmwo’:{ d Y quiady ¥ apse

Quashions 15 tyough 17; Chedk sither YES or NO ot N/A) 20 geoh question. Provide detalls on Form 154, xitazbed. Yor &
Ho

18 Han ey medical matpractios chiim besn made ageinel you on or after Jan, 1, 1978 {whather of not & iswsuit was fited in ralation to UG
clalm, -

16. Hava you, at sny tms, besn a defendant in any onmina} prnoudh.-s—o eu';u th-m‘l minor tratfio oftensa?..

17 A6 any formal disclofinary eharges panding or has ary disolplinary &itisn (s defined by Board reguiatons—Ses Instructions) been take
lg?lnsﬁl)?ot\';: onoorl&&s -}’3‘ 1, ﬁuﬁ m%wammaghl m&oﬁg hblplb‘,l or othsr hadlth care !agaulty. orf profsasional msuLaJ tuocla?ion (internetional
nations], state or .

i you answared *YES* to question 1€, 15, or 17 Provide detalls on Form 184, stiachad,

waneaddn L

Cuestions 18- 24: Check shiwr YES or NO (not N/A) 0o gach question. Provide detalls In the next ssction.

79 Has riviiege to possesy, dispense or presoebe oontroliad submanoss sver been suspended revoked, denied, mestricted. sumendered, o
niw”ﬁé‘ﬁ%..n gull- bafors of b.p:'r‘v by this state o7 any othet jurisdiction lndudlm foderal AQIRCY, 8L ANY UMV rieesemssrines sssemeresesenies

15. Have you ever withdrawn an application for a medical ficensa of been deniad & madical lioense 167 any ason?, .

20. Have you eva? hed &ny menta! Hiness which has Impalrad your ability 1o practice medicine or to funstion as a stucient of madicine?. ...,

2% Have you ever had an orpants liness which has impalred your sbllity to practice medicine of to function as & studeni of madioine T,
22 Afe you now, or have you baern In the past, dspendent upon aloohol of drupe?.

23 Heve you ever, for any teason, ost Amerioan Speclalty Board Certification?
24 Hava you baen denled required recertifioation by one or more spaciatty boards? ¥ YES, st Boar[s): et o ——




 THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE

Fee -5$300.00 to be submitted

Filed: ‘gﬁ__. For Office Use _ Application #
By: _re

Form of Fee: D80 ___ Certificate #, Date of Issue

Please Print SWORN STATEMENT Date: é’//"?B

e AVBERT  BARBTERT sy DECT__ 0B Yty

DatcolBh___ o w | BRICHAN AND WIMEN I HedPITaL

Airoris N.Y. 95 FRANGD ST LBosron A 02)18

Place of Birth
Name on Birtk Cenificate. LEFRT BArBtL | proner 612 - 732~ 5G4+
Pre-Medicsl Educstion Medical Education .

School Vace @//t’é 2 School S haevArD Ysdrm f( HOOC
Years Auen/ded q/ & ? X é’/ ?3 Years Attended ?/ 23 *o é/ 99'
Postgraduate Education & Hospital Appomtments from graduation from

edic cho to_the present

Place ositio Dates

PIT3 RENT BRICHN = REDENT” 722 4o 50
BRIGRAV! And WorvieN[ — Rsi)DENT ho to “/i4
Beitipon A Womens = Frecon/ g ko Yo
BRIGIHAM And  IWowen' = Arrendimie he B %Mo
(/N:ME)@JH\/ %Jp;m me é’zw/e (’/M’/ @@m %o b REIIAT
Is this your first full license? M? If applica eage a

e e Ot 7o g Py e yokk (/01331 )

Other names under which you have been licensed:

List Specialty Boards by which you are certified: 47\44—\0 (0d1%) gcﬁfﬁ
/NTE)(M& (YIsDi1 v £ /4\/1572101»4 goﬂ?b 0£ Gy,v

REASON APPLYING FOR A MA LICENSE Niw \ﬂna AT Efexwww A0 Nm/;m.r
Anticipated startlng date if you have position pending in

Qﬁichusetts ; 25
@/Nb Change of address must be submitted to the Board of

L...&._ ng:. atlon in Medicine in writing. Please include effective dates

@) of ngw address.

@ : AFFgSAVIT OF APPLICANT:

&

. Iy¥he undergigned appl; hereby certify that all information
LI Qi)réluded i i i g on for licensure constltutes a true
NG &Qstateme 1ty of perijury.

/A —~— Date: é/ /), a3

SIGNATURE OF APPLICANT



© COMMONWEALTH OF MASSACHUSEYTS  BOARD OF REGISTRATION INMEDICINE ~ SUPPLEMENT TO APPLICATION For (A LICENSE

. %L_EIE % PLEASE TYPE OR PRINT.
m (o5 a;' &L payme phone ¢: 6/?‘ 732 5?-47.
mma;\aom‘- DEP OR_EYIN Buslness Addreas:

MRIPITIL, 75 Frehadea S7- S0rTon/
" 02Z2/15

Addnuvaﬂdunﬂlg

YOU ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW.
IMPORTANT NOTE: mmwugmmmnam.mwmwm'ummnuumonmm Plesss oonsuft

this definition, which foliows this portion of the application.
XS NR

1. &awmmumﬂbunmﬂdnnmhﬁuhdbnmmrumaw
waa fiied tn relation to the olaim}? WoumutteomplehF«mia.m.brmelalm) .
2 l-hvomwhmdonhdhfunwwﬂdmwmmmwmmmwamlwmmmm
: pant of & patient's biti?
3 mmwmmnumwnmmmmmﬂm-nmmmaanw
¥ %0, previous name:
4, MwumhunﬂnhdﬁuMmdmgwMummmmedmmm
wmmmmwmmmmwdmmmm)
& an dondemic institution sinoe your matriouiation in coliege? ’
Have you evar falled any of the following examinations: the FLEX examination, any state Board examination, taiisd Parst il of the
wmumnmummmmmummw ‘
Have you ever Salied a foreign licensing or certifiontion sxamination?
mmm‘mm.mm.mm.mum.uwme
hwmwMMMu,mewﬂMhnmamemm
m.wwm,umm-mmmmammmmn
. mwmmmm«mmmmmmmmmmmm
Mmmwwmmmmw.wWhmuwmwm.awwm
Wmmmm,nm,maw ]
10, mmmmwmmuumummm«wmmm
11 MMWMMMWMWW.WWNWUWM?
12 Have you aver, for any reason, lost Ametioan Epecialty Board Osriification?
13, mmmmmmmwmummw ¥ yos, which onefe)?

aNg o

18, rhsmpﬂﬂipbm,duponuwmmmmﬂ«mw.m.m.
muMM.uhmmhunmhdmwmdbywtmwwm '
Wmmudlmnmwumyﬂm?

16, mmwmwwmummlmnmmmmcmbmmm
or fo function as & sudent of medioine? .

g ) A HnwyoumMmmmmmmmmmhmnﬁHmwhmunmmdmmv

18 Mmm.mmWhmhmmmnmmeﬂm

.. Mvouwmaaﬁomuhw“woﬂmm«mm if yeu, list othar jurladicions,

20. Mmmbunml:dlﬁnuddcmyw—m_mmmmmwudumm
HMPRORTANT: SEE FOLLOWING PAGES FOR FURTHER INFORMATION REQUIRED FOR 'YES" ANSWERB."

FWT@WWM@EWNNGTFEWEMA‘PW?bNWPMN&WWMMWMWOFM
NEW INFORMATION,

| certify that | wi! fulfii my obligation to report abuse or nogleot of chlidren pursusre to MG.1Lc.110 sec. S1A.
will read the mhmm.mmxmmhm Tothe Mwmyknmugﬂmhqudl&ﬂombrfuﬁ liosnsure in Massachuseits.

lmmmum mwm«;muunppum.mmmanmm)bm.
. - BLNvare__4—-1)~93

SIGNATURE:

F.



Commonwealth of Massachusetts
. . . iCine /e
Board of Registration in M%& ﬂ%ﬁi\ﬁf/iﬁ

Ten West Street
Boston, Massachusetts 02{!“1 T ey

)

Al U st RATION

(617) 727-3086 IN MEDICINE

DINESH PATEL, M.D.
CHAIRMAN

ALEXANDER F, FLEMING
EXECUTIVE DIRECTOR

An Agancy within the Executive Otfice of Consumer AHairs and Business Repulation

VERIFICATION OF PREMEDICAL AND MEDICAL INSTRUCTION AND GRADUATION

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete this form in full and return it _DIRECTLY TO THE
ADDRESS ABOVE. 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. Thank you for your cooperation.

I CERTIFY THAT /4) BERT gﬂﬁ;’ BIERT ( HML 7?)CREDITABLY

NAME OF APPLICANT

COMPLETED AT LEAST TWQO YEARS OF A PREMEDICAL COURSE INCLUDING PHYSICS,
BIOLOGY, INORGANIC AND ORGANIC CHEMISTRY AT:

Yare loccibe
NAME AND LOCATION OF UNDERGRADUATE EDUCATIONAL INSTITUTION

NAME AND LOCATION OF SECOND UNDERGRADUATE INSTITUTIOthIF APPLICARBLE)

for admissjion to: /Mf VARD /775D /chL C Hook
NAME OF MEDICAL SCHOOL

Bosron /Y4 02115

LOCATION OF MEDICAL SCHOOL ECITY, STATE, UNTRY)

08 SR ARBIsCL

NAME OF APPLICANT

I FURTHER CERTIFY THAT

HAS COMPLETED AND ATTENDED FOR ‘4 ACADEMIC YEARS OF INSTRUCTION,
NUMBER

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

AT /HARVARD /M) sDicAc Jempeor

NAME OF MEDICAL SCHOOL

C e
T b g
TR

B FORM E CONTINUED ON NEXT PAGE

i
Jli"} oo



Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617_) 727-3086 FORM E CONTINUED

DINESH PATEL, M.D.
CHAIRMAN

ALEXANDER F. FLEMING
EXECUTIVE DIRECTOR

An Agency within the Executive Office of Consumer Affairs and Business Regulation

NAME OF APPLICANT /]441’?1/4{82) 24/ DIC AL \[C 1D OL

TO MEDICAL SCHOOL: Give exact dates of instruction,
including month, day of month and year for each year to show
the number of weeks, excluding vacations, in each year.

FROM: September 6 1973 TO: August 3l 1974
MONTH DayY YEAR MONTH DAY YEAR
FROM: September i 1974 TO: August 31 1975
MONTH DAY YEAR MONTH DAY YEAR
FROM: September 1 1875 T0: August 31 1976
MONTH DAY YEAR MONTH DAY YEAR
FROM: September 1 1976 T0: June 16 1977
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

AND HAS RECEIVED/MEKE~REGCEIUWE A DEGREEE oF V7 D
ON June 16, 19 ??’ .

SIGNATURE OF DEAN OR DESQ;ED OFFICIAL

Carol A, Duffey, Registrar
NAME AND TITLE (PLEASE TYPE OR PRINT)

SCHOQOL SEAL DATE: June 30, 1993




G \\ Ve l.i‘;\‘
SF\Wat Certi¥ication of Post-Graduate Training FORM G

I, _jﬁﬁuukvﬁxj-/4yﬂur>%34 c%ﬁxzmﬁg'zéwnc7&éﬁéﬂd

Name A Title 7 4

hereby certify that @ﬁfpf 64(?31’2@1’ has served 5 year (s}
of post-graduate training as a /f?ﬁf/() T in dg“ é)//?

Pesition Snecialty
at 5?/(9/7‘7%4 A0 MJMM/"J ' 50!7‘6}4 . {)44 .
Hospital City : ‘State
This program is v’ is not approved by the ACGME or the RRC.
Dr. 6 M 8 /fﬂ / participated in this program from
F , FO to A , &9 and was ssued b//, was not
Month Year Month Year

igsued a certificate as proof of completion of said training. (If °

not issued a certificate, please explain.)

I further certify that at the time of completion of the above training,
this physiclan was, to the best of my knowledge, competent to practice

medicine and there was no disciplinary action tstanding or pending

involving him or her.

ignature of Director

[ G/ 6D

Date

Hospital Seal

TORN 1HIS FORM DIRECTLY TO: COMMONWEALTH OF MASSACHUSETTS
BO OF REGISTRATION IN MEDICINE
TEN WEST STREET, 3RD FLOOR,
BOSTON, MASSACHUSETTS 02111



vd ini FORM G

Instructions: This form must be completed and signed by the Director of
your lnternshlp or residency training program. If you had postgraduate
training in more than one progranm, thls form may be dupllcated Upon

I, A e T /S0 A B, L ENAv IO ELT F ad/&,ﬂd
Name Title J

hereby certify that A:Z;%ﬁéﬁﬂ ngzb”JS/f7°/ has served ol year (s)
of post-graduate training as a /Cﬁi;a.aziz _ __in /éij?D /;%éxxﬁh«ﬁ/%

Positiun ~ Speclalty
at 5,?/@%407 A Nam'f)o‘/ . gof 707 . /Qfx}-—— .
Hospital City ‘State
This program is ¢~~~ is not approved by the ACGME or the RRC.
Dr. Afg/?ﬁ?ﬁgjé;kz / participated in this program from
? ' ;‘?(7/ to 7 v J)Cs and was issued ¢~ was not
Month Year Month Year

issued a certificate as proof of completion of said training. (If

not issued a certificate, please explain,)

I further certify that at the time of completion of the above training,

this physician was, to the best of my knowledge, com ent to practice

medicine and there was no disciplinary action

involving him or her.

Sidgnatuke of Director
b 2593

Date

bospital Seal

j — e _—
RETURN TH1S FORM DIRECTLY 10: COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE
TEN WESE STREET, 3RD FLQOR,
BOSTON, | MASSACHUSETTS (2111




ggff'ﬁzhation of Post-Graduate Training FORM G
\

gg\t/\
_éf& ons: gks form must be completed and signed by the Director of
nternshlp residency training program. If you had postgraduate
.flnlng in more than one program, this form may be duplicated.

u-letmdﬁ) Lhis form must be returned directly by the hospital to
‘ below,

I, | Mlé‘h IH Wflbpﬂ? D. ., . _ HS&OG M’)u&m Chi?

hereby certify that /&8;’77' 6&/281’5{81" has served »5 year (s)

of post-graduate training as a JV729&V1 SIrDENT I FVTED icad s

Position Specialty
st F2rse Ly Beromi , _Bosroq e
Hospital City ‘State

This program is V// is not approved by the ACGME or the RRC,

Dr. Oégfﬁﬁf— ; iﬁ/ﬂﬁ/f/q/ participated in this program from
7+ ‘ 7} to & ‘ V12 and was issued v was not

Month Year Month Year

issued a certificate as proof of completion of said training. (If

not issued a certificate, please explain.)

I further certify that at the time of completion of the above training,
this physician was, to the best of my knowledge, competent to practice
medicine and there was no disciplinary action outstanding or pending

involving him or her.

Director

Hospital Seal

RETURN THIS FORM DIRECTLY TO: COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE
TEN WEST STREET, 3RD FLOOR,
BOSTON, MASSACHUSETTS 02111



11/22/96 Page: 1
Massachusetts Board of Registration in Medicine
Physician Profile

ROBERT BARBIERI, MD

I. Physician Information

The information in sections I - V has been provided by the physician,
Dr. Barbieri has been in practice in Massachusetts; 15 years
Accepting new patients? Yas Accepts Medicald? Yes
Primary work setting: Hospital
Buginess address: BRIGHAM & WOMEN'S

75 FRANCIE STRERT

BOSTON, MA 02115- .
Phone: 617-73

Tranelation services available:

Insurance Plans Acca_’.‘f?_m - 2% Hospital Affiliations
¢ Nﬁ-hﬂmﬁ?\_*/ ' Brigham & Women's Hospital
IZ. Education & Training ‘Mﬁ;@-’" A 7A/77— 5[‘75/”* /ﬁm /6:"“”""
B glncs s oo 7t
7//'/# - G-/JB”AFY- &,’J—AJM rWorrnen 'S
Y LE ~ fofi . Srusbanm » Wimey s

Medical School: Harvard Medical Scheo
Graduation Date: 1977

Pogt Graduate Training

IXI. BSpecialty 0
Il T P
Obstatrics and Gynscology.s )ﬁ?’;‘?@o Duwer g™ v G
ABMS Board Certified: Board of Internal Medicine

Board of Obatetrics and Gynescolo
Boweed % L‘Nnc,c{?.rxuoz,o{r? /gb_ M ETARC L cd~

IV. Honors and Awards

KATE MACY LADD PROFESSOR OB-GYN, HARVARD UNIV

(hot 08 g9 Be v Mo é\/w-’»of /v@p, s/
7 7 N ¥
V. Professional Publications Ovs ' Z e Ft_fﬁ/; 3 ‘/jw

TWW@W/P%M

VI. Malpractice Information

Soma studies have shown that thers iz no significant correlation between
malpractice history and a doctor's competence. At the same time, the Board
believes that consumers should have access to malpractice information. In
these profiles, the Board has given you information about both the malpractice
history of the physician's specilalty and the phyasician's history of paymente.
The Board has placed payment amounts into thres statistical dategories: below
average, average, and ove average. To make the best health care decisions,
you mhould view thieg information in psrepective. You could miss an opportunity
for high quality care by selecting a doctor based solely on malpractice history.



11/22/9¢ Page: 2
Mageachusetts Board of Registration in Medicine
Physician Profile

ROBERT BARBIERI, MD

When conpidering malpractice data, please keep in mind:

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

* This report reflects data for the last 10 years of a doctor's practice.

For doctors practicing less than 10 years, the data covers their total
years of practice. You should take into account how long the doctor
has been in practice when conaldering malpractice averages.

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

* 8ome doctora work primarily with high risk patients, Thess doctors nay
have malpractice histories that are higher than average because they
specialize in cases or patisnta who are at very high risk for problems.

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

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

Dr. Barbieri has not made a payment on a malpractice claim in
Massachusetts in the last ten years.

VII. Disciplinary Actions

A, Criminal Convictions

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

Pr. Barbieri has had no criminal convictions i{n the past ten YGAars.

B. Heapital Discipline

This section contains several categories of disciplinary actiong taken
by Massachusetts hospitals during the past ten years which are specifically
required by law to be released in the physician's profilas.

Dr. Barbieri has no record of hospitsl discipline in the paat ten years,

C. Board Digeipline

This section includes final disciplinary actions takesn by the Massachumetts
Board of Registration in Medicine during the past ten years,

Dr., Barbieri has not been disciplined by the Board in the past ten years,



INSURANCE PLANS ACCEPTED

1. AETNA

2. BLUE CROSS/SHIELD PRODUCTS
3. HMOBLUE

4. HARVARD PILGRIM HEALTH CARE

5. TUFTS HEALTH PLAN

6. HEALTH CARE VALUE MANAGEMENT

7. METRAHEALTH

8. NEIGHBORHOOD HEALTH PLAN

9. HEALTHY START

10. ALL OTHER MAJOR HEALTH INSURANCE PLANS



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Strect, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320 / ] - q 7

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet.
* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.
The Board will charge a fee for each copy.

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope,
» Add late fee of $25,00, if necessary. , * Eneipsg-check » ‘m_gm.lun BLUE envelope,

=

Registration No.; 48484 Renewal Date: 12/08/97 .
1. Activity Status: m{ctive [J Retiring (see instffjcijor. - i
(Check only ane) [J Inactive “(sec below) [ Do not wish to refewgry, o O OF HeIS AT | 0CY 27 V997
2. Other Name(s), if any, under which you were licensed: IN | ,150!!9 e or print)
p

3. A&Mailing/Business Address:
ROBERT BARBIERI, M.D.

75 FRANCIS ST DEPT OBGYN AL/
BOSTON, MA 02115 o
B) Home Address: \)k ‘

___ State: -

Home Phone: 5
Business Phone: (617)732-5444
{(MIF):
4, A) Date of Birth: C)Sex: M 5:( )
B) Lic. Issue Date: 10/06/81 ) ss:
5. A) Name of Medical School: T
Harvard Medical School
B) Year Graduated: 77 C) Degree: MD Year Graduated: _ Degree (MD/DO):
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass,
Codegsl Hours pgjr Week in Mass. e 40 hovro
Obatetrics and Gymecology
If OS, Print Specialty:

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

Code: IM Code: Code: Code;
8. Drug License Numbers, if any: -
A) Federal (DEA): ;’d"d"f_a' (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 N
Abbr; NPw y""« b - N/V Abbr: )/

*If requesting Inactive status, yon agree not to practice medicine, including writing prescriptions, in Massachusetis



PRINT NAME AND NUMBER: Last Name: Q) BERT 6 AR B lfe.g/i{sgion Number:_z/é) 7 S ‘?‘_

14. 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 magkenext ta those health care facilities where you have admitting privileges (AP).
Facility Code:_i _‘;_2 1/¥iAP) Facility Code:____ ! (AP) Facility Code:_ 1 (AP)
Facility Code:____ / (AP) Facility Code:__ /1 (AD) Facility Code:_____ /| (AP}
1£ 999, print name(s):

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

Facility Code:_____ Facility Code:__ Facility Code:_____ Facility Code; .. Facility Code:__
If 999, write Name(s): P _
11. My medicel malpractice insurance is covered by a) '/!nsurancc Carrier b} Letter of Credit

Name of Insurer: Cl/?_z_ CO IR

Alternatively, indicate as follows: fam registering with Active status but | am not covered by medical malpractice insurance because

l am (check one)  a) Not invelved in dircct/indirect patient care in Massachuselts b) Otherwise exempt

Mease explain exemption:

12, Are you currently in a post-graduate training program in Mass. as a resident or clinical feliow? (check one) [] Yes E‘N{
13. A. What is your principal work setting? (See Table 4) ___!_ __0__
B. Care of patients in Massachuset!s (sce instruction bookict),
r< -
1) Average weekly hours involved in: @) outpatient carc :3 ) hrsfwk b) inpatient care .6 hrs/wk

2} What is the approximate percentage of your patient care hours in pritary care ¥ 20 Y%

PART A

Questions 14 through 22 refer to the past two (2) vears only. Check either YES or NO (NOF N/A) to each guestion. Provide
details on Form R for all YES answers except for question 22. Refer to the instruction bookiet for additional information and
definitions,

IN THE PAST TWO (2) YEARS: YES NO I
|

4. 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 refation to the claim?

15. CLAIMS RESOLVEYD; Has any medical malpractice ctaim that has been made against you been settfed, adjudicated, or
otherwise resolved, whether or niot a lawsuit was filed in refation to the claim?

16. Has any lawsuit, other than a medical mafpractice 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 & minor traffic violation?

L8 lHave you heen formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional society or association? ]

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

20. lave you withdrawn an application for a medical license or been denied 2 medical kicense for any reason? i

21. llas any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or co-paymcent, ar
" * . . +
placed any condition related 1o professional competency or conduct on your coveragzs or have you voluntarily restricted,
limited or terminated your insurance cOverage in response to an inquiry by g professional liability insurance provider?

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

[ Waiver requested (waiver form duc 30 days prior 1o date of license expiration). [0 Training Program exemption

See Instructions for CME fequirements. Do not submit documentation of your CMEs with your renewal application.
RENEWAL APP TION CONT D ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED.

s EQS Date: /0 1 27, 97

Signature_




BOARD OF REGISTRATION IN MEDICINE
ROONM 1507 — 100 CAMBRIDGE STREET
BOSTON, MASSACHUSETTS 02202

RENEWAL APPLICATION

IMPORTANT -~ REALL COMPLETE AND SIGN —

PURSUANT TO MG L. . 62C, § 424, | CEATIFY
UNDER THE PENALTIES OF PERJURY THAT I, TO MY
BEST KNOWLEDGE AND BELIEF, MAVE FILED ALL
STATE TAX RETURNS AND PAID ALL STATE TAXES

1986-1988 REQUIRED UNDER LAW
SOC SEC s _; .
GFTI0GNAL
Y UST SIaN BELOW
X UW g" A~
LILA AN"SSIMA\UNE
LICENSE NUMBER PAY THIS DATE 10 8E RENEWFD
FEE My LATEF
cant EYPF I REGISTAATION MO AMOUNT MO DA ¥q EE
MD ] 48484 100.00 |100.00| 01| 15| 86
= PLEASE PRINT ANY NAME OR ADDSESS
gg CHANGES BELOW
2 ROBERT BARBIERI
2z
=
o -
2z
O
Cl;‘ DO NOT WRITE BELOW THIS LINE

SEE REVERSE SIDE

YOU ARE REQUIRED TO COMPLETE THE QUESTIONS
ON THE REVERSE SIDE OF THIS APPLICATION, {SEE
THE ENCLOSED INSTRUCTIONS FOR BETAILS.)

IF YOU ANSWERED “YES" TG ANY OF THESE QUES-
TIONS, YOU MUST CHECK THIS BOX:

PLEASE USE THE ENCLOSED RETURN ENVELOPE

THIS APPLICATION MUST BE SIGNED AND
NOTE! RETURNED WITH A $106 PAYMENT A
CERTIFIED CHECK OR MONEY ORDES 1S
PREFEAAED. PEASONAL CHECKS ARE

g ™ ACCEPTABLE.
PAYABLE TO:

COMMONWEALTH OF MASSACHUSETTS
P.O.BOX 8
BOSTON, MASSACHUSETTS 02267

3500600484840 011586 10000000004



P Batnge fQU 66{6 T Eﬁﬁg /t‘—ﬂl . Date of Bibh

Medrcal Sehesol /‘!ﬁ@\/ﬁﬂ b . Date of Gradualion: .. @/ }g?:

Yo sl read the mstruchions enctosed wilh thes form e answo: questions 1-12

1

3.

a3,

6.

Proripol Specitlypes) (N'D o R4y 6’ ‘7‘7_,! Og _(?jX'V 2. Principa) work setling wm/_?ﬁgi@__ﬁfmw e
Fionmes ;l(illdl;f“-i_:i‘ e ,,..JM? 4:1..__ __EML —_ 4. Principal business address W,MA?E‘JMELL,JK ——

e i L e Boiron oth 025
Lasl il pospilals at wlneh yau have currenity ellecive priviicges ﬁl b 'ﬁ'i :___WM”{Q_ WM.@L

States ol than Magsachusells in which you are liconsed to practice: ,__M_;._‘ e e e — o ———— e i e e

7

8.

9.

prolessionat medheid &

10.

NES NG

H we you hr i :h,fmm‘mi Heany malprm tice st cr)mmt.nwd since 10/1/437

Have yul | |JL e & (1utendr|nt 1 any ¢ rlmmdl procasuing olher than minoy Iraflc Dﬂeut.ca cummencpd since: 10/1/B837?

tas any i mlmdry Achion been taken against you in the last fon years, by any qmcrnmr'r\lal dulh(mly by any ha:-.pnai (¢ heaith cara tacility. Of by any
wialion (International. national, state or docal)?

Has your prvilaygn lo possess, dispense or proscribe controllad substances ever boen sashanded of rovoked v this state or any othe?

o}

| fraw; u:mplr"h'r! my M regquiements belweon 1/15/84 & £/15/86 as loliows }IJMD‘ML?’V& TNDO(,‘"”G Z_—wa"]-—f
Rioitnnr Werseh  Hopo fni’ I -i97%

.undn Hulctive pracbiianer {(heck one)
I Hi vEhy ‘Y HNDEH THE PENALTY OF PEIJURY THAT THF ABOVE INFORMATION 15 YItQE @ e e ——

(YOU MUSY ALSO SIGN THE FRONT OF THIS CARD)



DIVISION OF REGISTRATION IMPORTANT — READ, COMPLETE AND SIGN ~—
ADOM 1520 — 100 CAMBRIDGE STREET PURSUANT TO MG.L. C.62C, 5.40A, { CERTIFY

BOSTON, MASSACHUSETTS 02202
RENEWAL APPLICATION

BOARD OF REGISTRATION
IN MEDICINE

AS A REGISTERED
PHYSICIAN

UNDER THE FENALTIES OF PERJURY THAT 1, TO MY
BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL
STATE TAX RETURNS AND PAID ALL STATE TAXES
REQUIRED UNDER Law.

SOC SEC
FEDERAL . |

D WUST RN BELOW
c@'l T

AFPLICANT SIGNATURE

LICENSE NUMBER PAY THIS DAYE T0 BE RENEWED
TODOE TVPE FEGISTRATION MO AMOUNT | FEE SR A T FEE
MD 48484

100.00 [100.0Q00 (0115 &4

DO NOT FOLD OR
STAPLE THIS FORM

ROBERT BARBIERI

PLEASE PRINT ANY NAME OR ADDRESS
CHANGES BELOW

" D0 NOT WRITE BELOW THIS LINE

MY SIGNATURE ON THIS RENEWAL
APPLICATION INDICATES THAT 1
ATTEST UNDER THE PAINS AND
PENALTIES OF PERJURY TO THE
COMPLETION OF CONTINUING
EDUCATION REQUIREMENTS 1IN
COMPLIANCE WITH THE BOARD®S
STATUTES AND/CR RULES AND
REGULATIONS.

PLEASE USE THE ENCLOSED RETURN ENVELOPE

(Hﬂtb! THIS APPLICATION MUST BE SIGNED AND
RETURNED WITH A CERTIFIED CHECK OR
MONEY ORDER — PAYABLE TO:

COMM. OF MASS,
P.0. BOX 6
BOSTON, MASS, 02287

& UNCERTIFIED PERSONAL CHECKS!BUSiNESS
CHECKS WILL NOT BE ACCEPTED

3500600484840 011584 10000000009
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Massachusetts Physician Renewal Application
Physician Name: ROBERT BARBIERI License No.: 48484
PART A
1) Current Status: Active Renewai Due Date: 11/11/2005 Birth Date.

[ Active

if you want to change your current statu
(Check only one). (See Renewal Insitr

0 Retiring

s, please check one of the following boxes to indicate YOur new status:
uclions, page 3.)

{TJ inactive 7 Do not wish to renew

Business addresses CANN

2a) MAILING ADDRESS
BRIGHAM & WOMEN'S
75 FRANCIS STREET
BOSTON, MA 02482

R Y
CF

N/Check here 1o change this address.
2b) HOME ADDRESS

Phone:
. _2c)yBUSINESS ADDRESS
75 FRANCIS STREET
BOSTON, MA 02482
Phone: (617)732-4265
LT Check here to change this address

2) Addresses & Contact Information. Please con
required to notify the Board of Registration in
OT be-aPost:

" B3 Check hert 1o chimge ihis oddress

7 “BRIGHAM & WOMENS " "7 - =

if necessary. You are

firm your addresses and make changes,
f address, Home and

Medicine within 30 days of any change o

Office Box. - s o, .
- . Z " Please make corrections (print)

Mailing Address:
 City/Town:
i

Zip: |

‘State:

Country: _

Home Address:

City/Town:
Zip: -
Home Telephone:

Home address cannot be a Post (w'ice Box

State:

Country;

| . Business Address:

. C:tyfr own: - Stats: ‘
zig . Coumy

‘Buéiness Telephone: (__ )
Business address cannot be a Post Office Box

3) E-mail Address: .
4) Fax Number: 6/ 9‘ ‘__'é) e /4‘40
5) Specialties (See Renewal Instructions, page 4.) Deiete? ' Additional specialties:
Obstetrics and Gynecology In|
) = .
.0

6) Current American Board of Medic
(See enclosed instructions and Renewal

al Specialties (ABMS) or American Osteo

pathic Association {AOA) Information,
Instructions, page 4,) o 3

Page 1 of 7

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
RS L below. Please 2dd additional Certifications as required, -
Board Name. : - - .. ABMS or AOA| Certificate/Subspecialty __Correct?  Delete?
Internal Médicine - - . .. . ABMS | Intemal Medicine - o 4 O
i} Obstetrics & Gynecology - " ABMS Obstetrics and Gynecology P ad .o
1&08cR (0 lneny, D, agelo, Medasdecarm AL o o
KerRadichd Frovce, n:c/d?‘;'y + ifre 75'/:’1‘7 AEMS o o

1B COAEDsED

g5 3)




Massachusetts Physician Renewal Application
Physician Name: ROBERT BARBIERI License No.: 48484

{See Renewal Instriictions, page 4.} Please make corrections as necessary

7) Drug License Numbers, if any:
a) Massachusetts: ~

8a) Other states where you are now licensed to practice (Abbr.)

b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)

c) Federal (DEA) XS: NY

9) What is your principal work setting? (See Renewal Insiructions, page 4.)

Principal Work Setting: Hospital Change to:
Please enter the approximate number of work hours at your principal work setting: 5 5 hﬂfwk

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 Tabie 5 on Page 16 of ihe
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associale 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 all information for additional

facilities on a separate sheet, if necessary.

No Affiliations [ Please enter the approximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4.) Delete? | rent Stat cmgz.ﬁ;“ge 4 ,':f,," s p;, \;uk
Brigham & Women's Hospital 1 | Admising 55
Newton-Wellesley Hospital I R
' O

O

(]

[

]

Average weekly hours involved in: a) inpatient care
b} outpatient care

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
8 . hrsiwk Change to: 12 hrs/wk

5__ hesiwk Changeto: __& _ hrsiwk

E4su rance Carrier (complete below)
Current Insurance Carrier: CRICO

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

Change to:

(required)

Check one:

Policy dates:  From ) /1 j2005 1412, 3|, Zoox

[] Letter of Credit subject to Board approval (attach a copy)

1 Not involved with direct or indirect patient care in Massachusetts
1 Govenment Employee Federal Tort Claims Act (FFCA)

[0 Otherwise exempt (Please explain):

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

Page 2 of 7
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Massachusetts Physician Renewal Application

Physician Name: ROBERT BARBIERI License No.: 48484
.13} Do you perform any surgery in your office? (See Renewal Instructions, page 5.) Yes ‘No
If Yes, please complete Form PCA-O "Office Based Surgery”

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

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

14) CLAIMS MADE ' j
a) New: Has any medical malpractice claim been made against you during this time period, whether or
not a lawsuit was filed on that claim?

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

15) CLAIMS PAID _
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) OTHER C1VIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period? '
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?

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

18) Have you been charged with or disciplined for any violation of laws, rules, by-taws or standards of practice
of any gavernmental 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 10 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 voluntasily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME reguirements preceding your renewal date? lﬁes O Neo

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

[J Check 1o request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your license expiration date. (See Renewaf Instructions, page 8.)

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

Page 3 of 7
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Massachusetts Physician Renewal Application
Physician Name: ROBERT BARBIERI] License No.: 48484

PHYSICIAN PROFILE

['_ﬂ/ I have reviewed my Physician Proﬁlé at profiles.massmedboard.org and confirmn that the information is accurate.

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

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

CERTIFICATIONS

13 1 certify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 51A,
and I understand the punishment for failure to comply.

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

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

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

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

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

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

8) 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. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless 1 make these
certifications under penalties of perjury.

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

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

11) 1 certify that 1 have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursnant to G.L. ¢ 112 sec. 5 and 243 C.M.R. 3.00 et 5eq., and I understand that the Patient Care
Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents 1o 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. @/"
P2——— -
S]gnature Date: q / / / 2-0'0.5

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURFPOSES.
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" Massachusetts Physician Renewal Application
Physician Name: ROBERT BARBIER] License No.: 48484

. NATIONAL PROVIDER IDENTIFIER (NPI)

The primary purpose of the NP] is to uniquely identify health care providers as “health care providers” in HIPAA standard
transactions. The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans,

government programs and health care purchasers for purposes of conducting these business transactions.
Under the final HIPAA NP1 Rule, all individual and organization covered providers will be required to obtain an NP1 by
May 23, 2007.

rOTder ToF yqur license to be renewed you mast take one of the following actions: '
ply the Board of Registration in Medicine with your valid NP1. You can apply for an NP} directly by using the
. PPES web site at www.NPPES.cms hihs.zov.
Option 2: Ceniify you have personally applied for your NPI and you have not received it yet. Once you have received your NP1
Number, you must notify the Board. Please complete the NP1 form at the Board's web site at www.massmedboard.org.
Option 3: Certify another authorized institution has applied for an NP1 on your behalf and you have not received it yet (supply
institution's name). Once you have received your NPI Number, you must notify the Board by completing the NP form

at the Board's website (see Option 2).
Option 4: Authorize the Board of Registration in Medicine 10 apply for an NP1 on your behalf.

Ch:ﬂ/dc%nppmpﬁate box below, supply appropriate information, and sign the botiom of the page.
ly current NP1 is: [j lE I—S] IE
CJ 1 have personaliy applied for an NP1

[ 1have applied for an NP1 using a third party (¢nter name):
£3 By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf.

{follow instructions for Option 3)

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty} codes (refer to Renewal instmctibns, page 13 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider

taxonomy code is required if yon authorize BORIM to apply for an NP1 on your behalf.

Taxonomy (Speciaity) Code Taxonomy Description (Print

Primary Provider Taxonomy: | D D D:] D D D D [:D

Provider Taxonomy: I:] D [:D D I:] D D l—r]
Provider Taxonomy: D D [:I:' I:I D D [:] m

NP REQUIRED INFORMATION
In an ongoeing 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): NY Country of Birth (if outside the US):

Gender: & Male [J Female

Penaltics for Falsifving Information on the National Provider Identifier Application
18 U.5.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 to
$250,000 and imprisonment for up to five years. Offenders that are organizations are subject to fines of up to $500,000. 18

U.S.C. 3571{d) also authorizes fipe3 of up to twice the gross gain derived by the offender if it is greater than the amount
specifically authorized by the cing statite. '
’ ' 2005
Signature: 4 ! / !/

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

Date:
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Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617) 654-9810 http://www.mussmedboard.org

Physician Registration Renewal Application M

Before proceeding, plegse read the instruction bookjet. Copy this form snd sll attachments for your own records; you will

need copies for credentialing and other purposes. This completed renewal form with attachments must be returned in the
green envelope at legst 4 weeks hefore your renewal date.

+Remit $400.00 for renewal fee {(non-refundable). * Return renewal application in GREEN envelops. .
. *Add Inte fe of $25.00. If necessary. » Enclose check with coupon in BLUE envelope. i

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

1. Current Status:  Active Registration No.:48484 Renewal Date:12/09/2003

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

] Active [ J Retiring (see instructions) [ Inactive (see instructions) ] Do not wish to renew

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

A) Mailing/Business Address: [0 Other Name(s) [} Name Change (enter name below)
3. ROBERT BARBIERI R
BRIGHAM & WOMEN'S S ; o P Mailing Address:
75 FRANCIS STREET SIS ooty [City/Town: State;
BOSTON, MA 02482 o R MO
ARG OCT Zip: |/ Country:
B) Home Address: / / l4 2003 i [
' [ Busingss Address:
D 4 City/Towmn; State:
‘ anel T ) Zipe Country:
"y, |Business Telephone: ( )
" ﬁ?ﬂ‘:mmaress? —
H . City/Town; State:
ome Phone: - Zip: Country:
N Home Telephone:  ( )
Business Phone:  (617)732-4265 PLEASE NOTE: Only pne address can be a P.O. box. The
mailing address cannot be a P,O. Box.
4. a) Dafc of Birth: b) Sex; M 7. Current American Board of Medical Specialties Certification (See Table 2)
o S Code: IM Code: OG .
*H
’ 8.Drug License Numbers, if anv:.
5, a) Name of Medical School: .
Harvard Medical School 2) Fedoral (DEA):

b} Massachusetts:
b} Year Oraduated:; g,y ) Degree: /1 py

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

C_OQQL%B G & Bbaios oo Gynecology b) States where you were previously license (Abbr.)

Fat
v

10. List alf 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).

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

Next to each fucility, write the approximate percentage of patient care hours that you provide in each facility). ___ No affiliations.
Facility Code: _z f"_‘ } /__dAP) ?? % Facility Code:_______ /___(AP) % Facility Code:____ _ / (AP) %
Facility Code: __ 74 / v° (AP) __/ % FacilityCode:_____/___(AP) % Facility Code: ____/ __ (AP) %

1£ 999, iprint name{s):




|
vt vour ast s | ABB ERT OARBIERI s U g5

11. My medical malpractice insm%nce is covered by MMM Carrier [0 Letter of Credit
Insurer's name, (Required): f_&’f r C Q Policy dates: From: _L_l __L_ / 95_ To: _[L/ _é_‘__ /__03__
Alternatively, indicate as follows: Iam registering with Active status but I am not covered by medical malpractice insurance
because I am: Check One: Not involved in direct/indirect patient care in Massachusetts [ ] A government employee,
[J Otherwise exempt Please explain exemption:

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

13. Care of patients in Massachusétts (see instruction booklet).
1) Average weekly hours fnvolved in: A) inpatient care éé hrs/wk  B) outpatient care j hro/wk
2) What is the approximate percentage of your patient care hours in primary care? _/| 2 %

Questions 14 through 22 refer to the perfod since you signed vour Jast renewsl application, Check either YES or NO to each
question. Provide details on Fo R for a)] YES ppswers (except question 22). Refer to instructions for additional information
and deflpitions, ALY questions i this seetion must be answered. Do not answer NA or the form will be incomplete and dela
Your renewal,

YES NOQ
14. AIMS MADE (New or Pepding): 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 & lawsnit 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 crimina) offense?

18, Have you been charged with ot 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 puy state or federal agency?

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

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

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? Mes 1 No
[ CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: : [] Inactive status [J Residency/Fellowship training (See instructions).

¢ Pursuant to G.L. c. 112, Se¢ \IA, T understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec, 51A

end the punishment for failure to comply.
* Pursuant to G.L. c. 112, Se¢. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount,

* Pursuantto G.L. c. 62C, 49A, I certify that I have complied with all laws of the Commonwealth related to the fiting of
and payment of all Massachusetts state taxes; reporting of employees and contractors undey
and remitting child support pursuant o G.L. ¢. 119A, (See instructions),

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

/orr—— Dae: /O & 103
YQU MUST SIGN A CLUDE ITH YO WAL APPLICATION

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

Signature:




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Robert Barbieri, M.D. License No.: 48484
Current Status: Active License Expiration Date: 12/9/2009
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: Brigham & Women’s
75 Francis St Dept Obgyn
Boston
Massachusetts - 02115
United States of America
Home Address:
Business Address: Brigham & Women'S
75 Francis St Dept Obgyn
Boston
Massachusetts - 02115
United States of America
(617) 732-4265
3) Email Address:
4) Fax Number: (617) 277-1440
§) Specialties
Cbstetrics and Gynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association {AOA)
Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Internai Medicine Internal Medicine
ABMS internal Medicine Internal Medicine Endocrinology, Diabetes & Metab
ABMS Obstetrics & Gynecology Qbstetrics and Gynecology
ABMS Cbstetrics & Gynecology Obstetrics and Gynecology Reproductive Endocrinology
7) Drug License Numbers
Massachusetts Federal (DEA) Federal (DEA) XS
8) Other states where you are now licensed to practice
Nene Reparted
9) States where you were previously licensed
New Yark
10) Work Sites

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

Page 1 of 4 Date: 10/15/2009 Timae: 9:40 AW



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Robert Barbieri, M.D. License No.: 48484
WorkSite Location
Brigham & Women's Hospital Boston
Newton-Wellesley Hospital Newton

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 12 hrsiwk
b} outpatient care & hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2008 12/31/2009 Claims made with taii coverage

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

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against vou today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

resolved, seftled, 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
fime period?

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

17) Ctiminat Charges

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

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

d) Are any Application of Issuance of Process pending against you?

18) Other Issues

a) Have you withdrawn an application to any governmental authority, heailth care facility, group practice
employer or professtonal 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?

1¢) 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 ot have you been denied a medical license for any reason?

Page 2 of 4 Date: 10/15/2009 Time: 9:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Robert Barbieri, M.D. License No.;: 48484

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

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

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

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 3 of 4 Date: 10/15/2009 Time: 5:40 AM



Massachusetts Physician Renewal Application
Physician Name: Robert Barbieri, M.D., License No.; 48484

PART A
1) Current Status: Active Renewal Due Date: 11/11/2007 Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your new status:
Check only one: (See Renewal Instructions, page 3)

Active Im| Retiring O Inactive I 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 Reglistration in Medicine within 30 days of any change of address. Home and

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

2a} MAILING ADDRESS
Brigham & Women'S Mailing Address:
75 Francis 8t Dept Obgyn i
Boston, MA 02482 City/Town: State:
Zip: Country:
[0 Check kere to change this address
2b) HOME ADDRESS Home Address:
City/Town: State:
QECENEﬁ Zip: Country:
Phone: SEP 1 1 2!10? Home Telephone: (_ ) L
[ Check here 1o change this address Home address cannot be a Post Office Box
Reard of Registration
221_?;:::{ ;;:i‘s{ (:nl:::;mss aniﬁﬁ%%ﬂféat 0 Business Address;
75 Francis Street City/Town: State:
Boston, MA 02482 Zip: Country:
Phone: (617)732-4265 Business Telephone: ( )
L) Check here to change this address Business address cannot be a Post Office Box
. . Correct your E-mail and Fax Number below: ' 1
3) E-mail Address: ) B
4) Fax Number:  617-277-1440

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

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates

below. Please add additional Certifications as required.

Beard Name ABMS or AQA| Certificate/Subspecialty Delete?
Internal Medicine ABMS Internal Medicine Im|
Obstetrics & Gynecology ABMS Obstetrics and Gynecology '}
Obstetrics & Gynecology ABMS Obstetrics and Gynecology - Reproductive Endocrinology 0
Internal Medicine ABMS Internal Medicine - Endocrinology, Diabetes & Metabolism 0
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Massachusetts Physician Renewal Application

Physician Name: Robert Barbieri, M.D. License No.: 48484
(See Renewal Instructions, page 4.} Please make corrections as necessary
7y 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: NY

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Inciude 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 Staie Delete?

{See above and description on page 4.) {City or Town)

Brigham & Women's Hospital ,(90 JTEV MA B

Newton-Wellesley Hospital A s v fon A 0
;|
O
0

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

Average weekly hours involved in: a} inpatient care 12_ hrsiwk Change to: hrs/wk
b} outpatient care 6__ hrshwk Change to: hrsfwk

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

Insurance Carrier (complete below)

Cwrent Insurance Carrier: CRICO Change to:
Policy dates:  From __L_/___l__/ et To 12 3 / 3‘7’5!*
Type of Policy: Bﬁaims made with tail coverage [0 Occurrence Policy

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

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

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

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

00 Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 3.) Yes No

If Yes, please complete Form PCA-G "Office Based Surgery” Form on page 8.
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Massachusetts Physician Renewal Application
Physician Name: Robert Barbieri, M.D, License No.: 48484

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™ 1o any questions. Refer to

Renewal Instructions for additional information and definitions.
YES NO

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

15) CLAIMS CLOSED
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your

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

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

claims, during this time period?

17) CRIMINAL CHARGES

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

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?

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, aliowed a license application to become obsolete
or have you been denied a medical license for any reason?

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

a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? m’ﬁs [0 No

b) If no, are you requesting a CME waiver? [IYes [ No

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

CME EXEMPTION: (check one) [ Inactive Stams  [J Residency/Fellowship training
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Massachusetts Physician Renewal Application -
Physician Name: Robert Barbieri, M.D. License No.: 48484

PART C

Check One; PHYSICIAN FILE

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

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

CERTIFICATIONS

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

2) 1 certify that | 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 pursuant to
G.L. ¢.19A, sec. 15, and I understand the punishment for failure to comply.

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

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

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

8) I certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless 1 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 | have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. c.119A.

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

12) I certify that [ have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which [ have referred 2 patient for physical therapy services pursuant 10 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, carrect, and complete. As an applicant for renewal of a license to practice medicine, 1
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from

licensure. g . &q/w‘—/
Signature: F Date: ? //3 /m

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

nstruction bookiet.
pies for credentialing and other putposes.

+ Copy this form and all attachments for ¥

eturn renewal application in GREEN envelope.

* Remit $250,00 for renewal fee,
nclose check with coupon in BLUE envelope

* Add late fee of $25.00, if necessary.
B o :
Registration No.; 48484 kmmamgﬁffﬁﬂe%?&na 1. Current Statys: Active
If you want to change your cutrent status, please indicate below: (Check one),
[ Active [ Retiring (ses instructions) {7 Inactive (see below *) 7] Do not wish to renew
2. Other Name(s), if any, under which you were licensed: Please make corrections (type ot print)
Other Name(s):
3. 4) ;dggglgglgsmq ReBssIglg;i ress: Mailing Address:
BRIGHAM & WOMEN'S City/Town; State: ,
75 FRANCIS ST DEPT OBGYN Zip: Country: L
BOSTON, MA 02115 3
B : a
Y Home Addrees Other Address; P
City/Town; ) State: e
Zip: _Lountry: Pl
Home Phone: Home: ( b "
Business Phone: Business: (@/3) _F32 4265 i
]
PR . . I
4. A) Date of Birth: Sex: M g;: of Binh: (DY) __/_ /. Se:[JM []F j
B) SS#: o e |
Full Name of Medical School: ;
5. A) Name of Medical School: , .
Harvard Medical School |
l
B) Year Graduated: 1977 €)Depree: MD- Year Gradusted: _______ Degree: (] MD. [ D.0.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetis
Code(s) | Hours per Week in Mass 20
0 ecology ————
0 %ﬁrtﬁl-t%pecialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: M Code: OG
8. Drug License Numbers, if any, ;
A) Federal (DEA): ;ef:sm (DBAX R
B) Massachusetts: " —_—— —
9. A) Other states whero you are now licensed to practice
Abbr: Abbr; i
B) States where you previously were licensed to practice |
~ Abbr; NY Abbr:

*1f requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts,

)

b e




PRINT NAME AND NUMBER: Last Name: 6 ARBIER ! Registration Number:_ 78 484

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply
the codes from Table 3 and place a check mark nexi 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: § 2 [/ v (AP) JOO % Facility Code:_____/__(AP)___ % Facility Code:____/ __ (AP) %

Facility Code: _l (AP % Facility Code:_____ / _(AP) % Facility Code:____ / (AP) %

If 999, print name(s): -
11, My medical malpractice insurance is covered by a) Msurance Carrier  b) [[] Letter of Credit
Name of Insurer: A )Q/ cCo Alternatively, indicate as follows;
lam regi‘siering with Active status but f am not covered by medical malpractice insurance because I am (check one)
a) [J Not involved in direct/indirsct patient care in Massachusetts b) [] Otherwise exempt
Please explain exemption:
12, Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? {check one) [] Yes m
13. A. What is your principal work setting? (8¢e Table 4) W_L _Q_
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care _H_!“Q‘ hrsfwk  b) inpatient care _{Q hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? __u__g_(_-_)_ﬂ Y%

PART A -~ QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

uestions 14 through 22 refer to the past two (2)_vears only, Check either YES or N T N/A) ta each guestion. Provide

details on_Foyrm R for all YES answers except for question 22, Refer to the instyuction booklet for additional jnformation and
definitions. You must gnswer ALL questions, or this form will be returned to you and your license renewal may be delayed,

YES NO|

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

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

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

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

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

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

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

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

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

professional Hability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? m‘es ] 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.
»  Purseant to G.L. ¢. 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

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

»  Pursuvant ta G.L. c. 1312, § 14, T will fulfill my obligation to report abuse or neglect of children as required by G.L. ¢. 119, § S1A.
s I hereby certify undgt the penalties of pefighy that all the information on the Renewal Application and Form R Is true.

;@{/ @;M Date: /0/ / /97

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

Signature:




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Robert Barbieri, M.D. License No.: 48484

Current Status: Active License Expiration Date: 12/9/2011

1} Activity Status: Active

2) Address & Contact Information

3)
4)
5)

6)

8)

9)

Mailing Address: Brigham & Women's
75 Francis St Dept Ohgyn
Boston
Massachusetts - 02115
United States of America

Home Address:

Business Address: Brigham & Women's
75 Francis St Dept Obgyn
Boston

Massachusetts - 02115
United States of America
(617) 732-4265

Email Address:
Fax Number: {617) 277-1440

Specialties
QObstetrics and Gynecology

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

ABMS/AOA  Board Name Certification Subspecialty

ABMS irternal Medicine Internal Medicine

ABMS (nternal Medicine Internal Medicine Endocrinology, Diabetes & Metab
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

ABMS Obstetrics & Gynecology Obstetrics and Gynecology Reproductive Endocrinclogy/infer
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
New York

10) Work Sites

List of all work sites in Massachusetts, including health care faciities {where you are credentialed), private
office, clinics, nursing homes, eto
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Robert Barbieri, M.D. License No.: 48484
WorkSite Location
Brigham & Women’s Hospital Boston
Newton-Wellesley Hospital Newton

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 42 hrsiwk
b) cutpatient care & hrsfwk

12) Medical Liability Insurance information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2011 12/31/2011 Claims made with tail coverage

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

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice clatm 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?

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

resolved, settled, or adjudicated during this time period?

16} Other Civil Lawsuits _ _ o
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) Resoived: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges

ag 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 professional association?
b) Have you ever taken a leave of absence from any heaith care facility, group practice or employer?
¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, heaith care facility,
group practice, employer or professional association?

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

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

20) Have you withdrawn an apptication for a medical license, allowed a license application to
become obsolete or have you been denied a medicat license for any reason?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Robert Barbieri, M.D. License No.: 48484

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

22) Have you comgleted all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this
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)

Yes

Page 3 of 5 Date: 10/18/2011 Time: 10:12 AM



Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application
Physician Name: Robert Barbieri M.D,

License No.: 48484

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?

Page4 of 5 Date: 10/18/2011 Time: 10:12 AM



Commonwealth of Massachusetis
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Robert Barbieri, M.D. License No.: 48484

Compliance with Legal Responsibilities

Online profile: o
[X]1 have reviewed my Physician Profile and confirm that the information is accurate.

1} | understand and agree to compgl with my obligations to report abuse or neglect of children pursuant to
M.G.L c 119sec 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. c. 19A sec. 15 and | understand the punishment for failure to comply.

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

8) | 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 abligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when | have a reasonable basts to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. & or any Board regulation.

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

8) | understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢c. 62C sec. 48A, my license shall not be
issued or renewed unless | make this certification under penzlties 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. ¢. 62 Sec. 2.

10)| understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant o M.G.L. ¢. 118A.

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

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

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

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

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

(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 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: Robert Barbieri, M.D. License No.: 48484

Current Status: Active License Expiration Date: 12/5/2013
1) Activity Status: Active
2) Address & Contact information

Mailing Address: Brigham & Women's
75 Francis St Dept Obgyn
Boston
Massachusefts - 02115
United States of America

Home Address:

Business Address: Brigham & Women'S
75 Francis St Dept Obgyn
Boston

Massachusetts - 02115
United States of America
{617) 732-4265

3) Email Address:
4) Fax Number: (617) 277-1440

5) Specialties
Obstetrics and Gynecology

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

Information

ABMS/AOA Board Name Certification Subspecialty

ABMS Internal Medicine Intermal Medicine

ABMS (nternal Medicine Internal Medicine Endocrinology, Diabetes & Metakb
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

ABMS Obstetrics & Gynecology Obstetrics and Gynecology Reproductive Endocrinotogy/infer

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

8) Other states where you are now licensed to practice
Nene Reported

9) States where you were previously licensed
New York

10) Work Sites o _ ‘ - . .
List of all work sites in Massachusetts, including healih care facilities (where you are credentialed), private

office, clinics, nursing homes, etc
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Robert Barbieri, M.D. License No.: 48484
WorkSite Location
Brigham & Women's Hospital Boston
Newton-Wellesley Hospital _ Newton

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 12 hrsiwk
b) outpatient care 6 hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/0172013 12/3112013 Claims made with tail coverage

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

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

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

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

resolved, setfied, 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 ;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 fime period?
¢) Are there any criminal charges pending against you today?

d) Are any Application of Issuance of Process pending against you?

18} Other Issues
a} Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professionai association?

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

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

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Robert Barbieri, M.D, License No.: 48484

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

22) Have you comgleted all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, ot 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: Rcbert Barbieri, M.D. License No.: 48484

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: Robert Barbieri, M.D. License No.: 48484

Current Status: Active License Expiration Date: 12/9/2015
1) Activity Status: Active
2) Address & Contact Information

Mailing Address: Brigharm & Woment's Hospital
75 Francis St Dept Obgyn
Boston
Massachusetts - 02115
United States of America

Home Address:

Business Address: Brigham & Women's Hospital
75 Francis St Dept Obgyn
Boston
Massachusetts - 02115
United States of America

(617) 732-4265

3) Email Address:
4) Fax Number: (617) 277-1440
5) Specialties

Obstetrics and Gynecology

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

ABMS/ACA Board Name Certification Subspecialty

ABMS Internai Medicine internal Medicine

ABMS Internal Medicine internal Medicine Endocrinolegy, Diabetes & Metab
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

ABMS Obstetrics & Gynecology Obstetrics and Gynecology Reproductive Endocrinology/Infer

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

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

9) States where you were previously licensed
New York

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

office, clinics, nursing homes, etc
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Robert Barbieri, M.0. License No.: 48484
WorkSite Location
Brigham & Wornen's Hospital Boston
Newton-Wellesiey Hospital Newton

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 12 hrsiwk
b) outpatient care 6 hrsiwk

12) Medical Liability insurance Informaticn

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2015 12/31/2015 Claims made with tai! coverage

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

14) Ciaims Made _
a) New: Have ?(ou received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, setiled or adjudicated during this time period?

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

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits _ _ o
Question 16 refers to claims or actions related to your coimpetency 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 lawstits, other than medical malpractice
claims, during this period?

17) Criminai Charges

a; Have you been chai}?ed with any criminal offense during this period?

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

d) Are any Application of Issuance of Process pending against you?

18) Other |ssues

a) Have you withdrawn an application to any governmental authority, health care facility, group practice
emptloyer or professional association?

b) Have you taken a leave of absence from any health care facility, group practice or employer for
reasons related to your competence to practice medicine?

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

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

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

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?
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24) Has any medicat liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes
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23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?
24) Have you used ang chemical substance(s) which in any way interferes with your ability to
practice medicine?
Tims: 9:13 AM
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25) Electronic Health Records Proficiency
| have demonstrated proficiency in the use of EHR by participation in a Meaningful Use program as an

eligible professional.

26) Requirement to Complete Training in Recognizing and Reporting Child Abuse
Have you completed training to recognize and report suspected child abuse or neglect?

Page S of 7 Date: 10/6/2015 Time: 9:13 AM



