Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, $3oston. MA 02111 (617) 727-3086
bttp://www.massmedbuard.org

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 eredentialing and other purposes. This completed renewal form with attachments must be returned in the

green envelope 4 weeks before your renewal date,

« Remit $250.00 for renewal fee. + Return renewal application in GREEN envelope.
s Add late fee of $25.00, if necessary. » Enclose check with coupon in BLUE envelope.
Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required. SO STERY
4 i ti.__é,,f;"‘\{_; | f.:D L,C;EDEI
[. Current Status: A ctive Registration No.i31413 Renewal Date: 33,00/2001

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

] Active [] Retiring  (see instructions) {7 Inactive (scc instructions) ] Do not wish to renew

P’lease make corrections {type or print)

2. Other Name(s), if any, under which you were licgnsed
Other Name(s): . R
3. A) Mailing/Busincss Address;, Mailing Address: T
NICHOLAS PANTELAKIY City/Town: State:
6 ESSEX CENTER DRIVE . -0 T - - -
SUITE 201 Zipr__ _____ Country: .
PEABODY, MA (1960-2910
Business Address: o o
B) Home Address: f_‘ity,f’[‘own: e o Sater
“Zip: __ Coumtry: )
Business Telephone: ()
Home Address: [
City/Town: L Stater
. ) . Zipr _ __ Counwmry: _ o .
Home Phone: Home Telephone:  ( ) e e
Business Phon: PLEASE NOTE: No P.O. Box addresses for home or
business addresscs.
) . _ 7. Current Amcrican Board of Medical Specialties Certification {See Table 2)
4. a) Date of Birth: b)Y Sex: M Code: Code:
¢} SSi:

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

5. a) Name of Medical School:
b) Massachusetts:

B i ity School of Medjcin
b) Yezﬂs&r?x&%ggs“y 1970 c? egr%e: M.D. 0. a) Other states where you are now licensed to practice (Abbr.)

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

Code(s) Hours per Week in Mass. b) States where you were previously licensed (Abbr.)

oBG 0 Obstetrics and Gynecology
0

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

Facility Code: B 5 &/ 1/ APy 94 % Facility Code: § 9 f{;f_‘_/(AP) 2 % Facility Code:____/___ {AP) %
Facility Code: © 7 _ (AP)_ % FacilityCode: _ /7 __(AP)___% FacilityCode: /[ (AP) . %

If 999, print L A,
print name(s) Bevey u lfQéFJdL.. .




\ 4
PRINT YOUR LAST NAME: P ANT ELAK, s - LICENSE NUMBER: __J 3 7/ 3

11. My medical malpractice insurance 1s covered by &) E tnsurance Carrier  b) [} Letter of Credit

Name of Insurer: . o Alternatively, indicate as follows: ¢

I am registering with Active status but ] am not covered by medical malpractice insurance because I am (check one)

a) ] Notinvolved in direc/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) []ves EI No

13. A. What is your principal work setting? (See Table 4) ! M:S:A
B. Care of patients in Massachusetts {see instruction booklet).
1) Average weekly hours involved in: a) oulpatient care _’ﬂ hrs/wk b} inpatient care i_hrsfwk
2) What is the approximate percentage of your patient care hours in primary care’ ﬂéfé:%

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

Questions 14 through 22 refer to the past two (2) vears only., Check either YES or NO (NOT N/A) to each question. Provide
details on Form R for all YES answers except for question 22, Refer to the instruction booklet for additional information and

definitions. You must answer ALI questions. or this form will be returned to voun 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 {inally
settied or adjudicated, whether or not a lawsuit was filed in relation 1o the claim?

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

16. Has any lawsuit, other than 2 medical malpractice suit, which is related to your chnpetency to practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settied, adjudicated or

otherwise resolved?
17. Have you been charged with any criminal offense, other than 2 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,
restricted by, or surrendered to any state or federal agency?”

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

2%, Has any professional Hability 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 10 an inquiry by a
professional lability insurance provider?

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? EZ] Yes [] No
] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [ 1 CME exemption

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

Pursuant to G.L. c. 112, § 2, 1 will net charge te or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

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

o Pursyantto G.L ¢. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C, 1194 relating to
withholding and remitting Child Support,

*  Pursuani to G.L. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as vequired by G.L. ¢. 119, § 514
o [ hereby certify under the penalaes of perjury that all the mformanan on the Renewal Application and Form R is true.

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations require that vou notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING,

Signature:




BOARD OF REGISTRATION IN MEDICINE IMPORTANT — READ, COMPLETE AND SIGN - SEE AEVERSE SiDE (‘\

ROOM 1507 - 100 CAMBR!DGE STREET PUASUANT 1O MG L. o 862G, § 49A. | CERTIFY Nk . ET - 3
BOSTON MASSAC”USETT% 02202 UNDER THE PENALTILS OF PERJURY THAT 1. TO MY YOU ARE NEQUIRED TG COMPLET HF QUESTIONS
: S - BES) KNOWLEDGE AND BCLIEr, HAVE FILED ALL  ON THE REVEASE SIDE OF THIS APPLICATION. [(ST1°
RENEWAI. APPLICATION STATE TAX RETURNS AND FAID ALL STATE TAXES -
1986-1988 ML CHUTIRED UNLXE M LAY THE ENCLOSED INSTRUGTIONS FOR DEVAILS )
S BEG : J ‘ IF YOU ANSWERED "YES" TG ANY OF THESE GUES
(”);"ﬂnmm 1 I,__ﬁ ] " l £ £ |

TIONS, YOU MUST CHECK THIS BOX:

PLEASEUSE THE ENCLOSED RETURN ENVELOPE
" THIS APPLICATION MUST BE SIGNED AND

LICENSE NUMBER PAY THIS FEE DAMIOBLALNLWLD |y e NOTE! RETURNED WITH A $100 PAYMENT. A
cobe e T R e _ AMOUNT T | oA | v ) CERTIFIED crmc&%l:q MLONEY ORDER 15
PREFERRED. PERSONAL CHECKS ARE
MD 33413 100.00 J100.00 01! 15| 86 &\, ACCEPTABLE
- T PIEAST PRINT ANY NAME OR ADDRESS 7 PAYABLE TO:
g% CHANGES UL OW COMMONWEAL TH OF MASSAGHUSETTS
g& NICHOLAS PANTELAKIS B P.O BOXE
X NORTH SHORE MED PK BOSTCN, MASSAGHUSETTS 02207
84 ESSEX CENTER DR
8; PEABODY MA 01960 DO NMOT WAITE SELOW 1118 LINE

3500600334136 011586 10000000004
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Lo Sy aes) .@Bﬁ@rkrfﬁﬁ - G/V/VPE'?‘/'(,{V/ 2. Principal work setting @ﬁf’ e L//I?’JV’J/\JL
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DIVISION OF REGISTRATION IMPORTANT ~ READ, COMPLETE AND SIGN — MY D1ONRIURE wiv s 1ia u

ROOM 1520 — 100 CAMBRIDGE STREET PUBSUANT TO M.G.L. CEXC, 5494, 4 QEHTIFY APPLICAT IUN [NJICATES THAT I :
BOSTON, MASSACHUSETTS 02202 HEST KNOWLEDGE AND BELIFE HAVE FILED Ate ATTEST UNDER THE PAINS AND
ROARD OF REGISTRATION SIATE TAX DETURNS aN0 PAID ALL STATETAXES opna| TIES OF PERJURY TO THE
IN MEDICINE COMPLETION OF CONTINUING
i | | EDUCATION REQUIREMENTS IN
AS A REGISTERED YOU MUST-S1GMH-8 COMPLIANCE WITH THE BOARD'S
PHYSICI AN ‘ Y _ B TATUTES AND/UR RULES AND
] ’»Ml A I VR EGULATIONS .
LI_EENSE NUMBER L PAY iHI:T:. FEE BAIE TGN mmmﬂ LATE FEE
CODE T TVRE T RECISTRATIONND - BMOINT l vo. TR T ~{ PLEASE USE THE ENGLOSED RETURN ENVELOPE
MO 33413 j 100.0G }100 + 00 OIE 1584 M THIS APPLICATION MUST B8E SIGNED AND
o RETURNED WITH A CERTIFIED CHECK OR

T T T T T "7 T RIASE PRINT ANY NAME OR ADDRESS MONEY OROER — PAYABLE TO:

CHANGES BELOW
COMM. OF MASS.
P.C. BOX 6
BOSTON, MASS. 02297

NICHOLAS PANTELAKIS e
NORTH SHORE MED PK

ESSEX CENTER DR - e e B
PEABODY MA 01960

20 NOT FOLD OR
STAPLE THIS FOAM

. R, UNCERTIFIED PERSONAL CHECKS/BUSINESS
D0 NOT WRITE BELOW THIS LINE CHECKS WILL NOT BE ACCEPTED.

3500600334136 011584 10000000009
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Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet. !
* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes. Al

|

» Remit §250.00 for renewa! fee, * Return renewal application in GREEN envelope, 4
+ Add late fee of $25.60, if necessary. * Enclose check with coupon in BLUE. envelopaﬁ e
i m e ey

, '_]_;_;wj 5 U\_Jhb i
Registration No.; 33413 Renewal Date: 03/09/1699 1. Current Status: Ao h i
"FEB 011999 i

\

‘: |

Active Retiring (see instructions) Inactive (sec below ) Donofpjshtorenew . ...}
nofmy

T T e e

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

-SRI A

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

Other Name(s):
3. A) Mailing/Business Address: Mailing Address:
NICHOLAS PANTELAKIS, M.D. City/Town: State:
6 ESSEX CENTER DRIVE ' '
SUITE 201 Zip:_____  Country:
PEABCDY, MA 01960-2910
B) Home Addresgs: Other Address:
City/Town: State:

Zip: Country:

Home Phone: Home: ( )
Business Phone: {(978)531-4848 Business: { )
4, A}Date of Birth: Sex: M g;:: of Birth:  (M/D/Y): ——"{:""" Sex:[IM [] ¥
B) SS#: - - !
Full Name of Medical School:
5. A) Name of Medical School:
Boston Universilty Schocl of
Medicine
B) Year Graduated: 1870 C)Degree: MD Year Graduated: __ Depree: [jj M.D, 1_‘_] D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s)  Hours per Week in Mass. o
0BG 52 Obstetrice and Gynecology|
If OS, Print Specialty: .
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Cade: Code:
8. Drug License Numbers, if any; T(DEAY:
A) Federal (DEA): m‘:’_a (DEAY:
B) Massachusetts: '
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr:

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

&




. \ "
PRINT NAME AND NUMBER: Last Name: P/[ Y4 723 ( AN s Registration Number: 3 3 ‘%/ 3

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

Facility Code: 0 .5 @/ _K (AP) _‘ZK‘ % Facility Code:_____/  (AP)___ % FacilityCode: (AP} %
Facility Code: 7/, (AP)_%. % FacilityCode: ___/ (AP)____ % FacilityCode:__ ./  (AP) %
If 999, print name(s)-—/443.5_ Fasur rmpe Swtiges o pwﬂgnftcp;it-g wfp-ylpa A PR S R e S S LI
1f. My medical malpractice insurance is covered by a) [ Insurance Carrier  b) [T] Letter c'f Credit -
MName of Insurer:__ L. A4 4/ 8 o L. v O 248 l."pAIternatively, indicate as follows:
1 am registering with Active status but | am not covered by medical malpractice insurance because | am (check one)
a) [[] Not involved in direct/indirect patient care in Massachusetts b) [[] Otherwise exempt
Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ ] Yes )X No
13. A. What is your principal work setting? (Sec Table4) 1§ ; .
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care __L_hrsfwk b) inpatient care Jﬁﬂl'n's:‘wlnc
2) What is the approximate percentage of your patient care hours in primary care? jj["_%
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer fo the past two (2} years only. Check cither YES or NO (NOT N/A} to each guestion. Provide

details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional information and

definitions. You must answer ALL questions, or this form will be veturaed 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
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 resotved, whether or not a lawsuit was filed in relation to the claim?

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

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

19. Has your privilege 10 possess, dispense or prescribe controlled substances been surrendered to or suspended,
revoked, denied or resiricted 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, limtited 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? [}§ Yes [7] No
[[] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [J Training Program exemption

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

s Pursuant to G.L. c. 112, § 2, 1 will not charge to or collect from a Medicare heneficiary more than the Medicare fee scheduie amount.

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

s Pursuant to G.L. c. 112, § LA, I will fulfill my obligation to report abuse or neglect of children as required by G.L. c. [1%, § S51A.
o [ hereby certify under the penaities of perjury that all the information on the Renewal Application and Form R Is true.

/(Z/{“zﬁ, Date: / /;‘J?I??

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

Signature:



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 62111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

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

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope.
* Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope.
Registration No.: 33413 Renewal Date: 03/09/97 _ EL“
1. Activity Status: g Active [ Retiring  (see instructions) '
{Check only one) [} Inactive *(see below) (7] Do not wish to renew _ 3 é
2. Other Name(s), if any, under which you were licensed: Corrections (type or print)
Other Name(s):
3. AMailing/Business Address:
"'NICHOLAS PANTELAKIS, M.D. Mailing Address:
6 EBSEX CENTER DR City/Town: State:
SUITE 201 yrowm: ' Sate:
PEABODY, MA 01960-2910 Zip: Country:
pyHome Address: Other Address:
City/Town: State:
Zipy __Country:
Home: { )
Home Phone; : T
3371 - Business:
Business Phone: {(508)531-4848 mess: (. )
) . M Date of Birth (M/D/Y): /[ /  Sex(M/F): -
4. A}Date of Birth: €) Sex: Lic. Issue Date (M/D/Y), _ /  /  SSk: ]

B) Lic. Issue Date: 07/15/71 pyssw:
Full Name of Medical Schook:
5. A} Name of Medical School:

Boston University School of Medicine

B) Year Graduated; 70 C) Degree: MD Year Graduated: __ Degree (MD/DO): e
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass.
Code(s)  Hours per Week in Mass. -
0BG 52 Cbstetrics and Gynecoclogy

If 08, Print Specialty:

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

8. Drug License Numbers, if anv:

A) Federal (DEA): Federal (DEA); _

B) Massachusetts: Mass: __ -
9. A) Other states where you are now licenscd to practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abhbr: Abbr:

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




PRINT NAME AND NUMBER: .ast Name: ﬁ:?/_fl ﬂ/_??‘f( A I_f(lg) Aic.h,gt ? ¥ . Registration Number: < 3 ‘/L?/ig

10. A. Current health care facilities ut which you have completed the credentialing process for the provision of patient care, Supply the codes trom
Table 3 and place a cheek mark next 1o those heafth care facilities wheie you have admilting privileges (AP),
Facility Code:_ § %7 (AP) Pacility Code: 7 (A Facility Code:_ / (A1D)
Facility Code: "7/ __(AP) Facility Code:. 7 (AP) Facility Code:. 7 {ADP)
1999, print hame(s):

I3 Additional health care facilities at which you previously held privileges or with which vou were associated in the past two (2) years.
{See Table 3)

Facility Codez. | Facility Cade:____ Facility Codv:__ Pacility Code; Facility Code:

999, write Namefs): e —

11, My medical malpractice insurance is covered by a) I//mlnsur:mcc Carvier by Letter of Credit
Name of tsorer: MedlC ) fiog Fessiowne  Malusl Tusurpmee Lonfony
Alternatively, indicate as follows: Lan registering with Active statas but | am not covered by medical malpractice insueance because

- Otherwise exempt

Tan {check one)  a) _ _  Notinvolved in direct/indirect patient care in Massachusets h)

Please explain exemption:

12, Are you currently in a post-praduate training program in Mass. as a resident or clinical fellow? {check one) []Yes B‘ﬁu
F3. A, What is your principal work setting”? {8ce Table 4) __‘__ _'im
3. Care of patients in Massachusetts (see instruction booklet).
1} Averape weekby hours involved in: @) outpaticet care ,_.?f’/ hirs/wk by inpatient care / TVI\rs/wk

2} What is the approximate percentage of your patient care hours in primary carc ? ; O %

PART A

Questions 14 through 22 refer (o the past two (2} years only, Cheek either YES or NO (NOT N/A) to each question. Provide
detaifs on Form R for all YES answers except for question 22, Refer to the insiruction booklet for additiona! information and
definitions.

IN THE PAST TWO (2) YEARS: YIS _;\_JQ_!
t4. CLAIMS MADE: las any medical malpractice claim been made against you that has not yet been finatly settled or ‘
adjudicated, whether or not a lawsuoit was filed in relation 10 the claim? I
15 CLAIMS RESOLVED: TIlas any medical malpractice claim that has been made against you been settled, adjudicated, or ‘
otherwise resolved, whether or not a fawsuil was filed in relation to the claim? i

I las any lawsuit, other than a medical matpractice suit, which is related o your competency o practice medicine, or your
professionai 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 trallic violation?

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

19. Has your privilege to possess, dispense or prescribe contralied substances been surrendered 1o or suspended, revoked,
denied or restricted by any state or federal agency?

206 thave you withdrawn an application for a medical license or been denied a imedical license For any reason?

2L Thas any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or
placed any condition related to professional compelency or conduct on your coverage or have you volumtarily restricied,
limited or terminated your insurance coverage in response Lo an inquiry by a professional Habiliy insurance provider?

22 Vhve you completed your CME requirements preceding your renewal date {see instruction bookley)?

[ Waiver requested {waiver form due 30 days prior to date of liconse expiration). [] Trainiag Progrms cxemption

see Instructions for CME fequirements. Do not submit documentation ol your CMEs with your rencwal application.

RENEWAL APPLICATION CONTINUED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWFERED,
N

; .. M/;sz AL e 313,97

Signature



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995.1997 Physician Registration Renewal Application

e

e

h

Registration Ne. Status Fee Renewal Date Late Fee
33413 ACTIVE $%5000 n4/0g/gg $2500 Coriection of Malling Address
Mailing Address: Address (Mailing):

NICHOLAS PANTELAKIS, M.D. :

6 ESSEX CENTER DRIVE City/Town:

SUITE 201 e

PEABODY, MA 01960 ountry:

e

s

re—

Directions; Before proceeding, please tead the instruction booklet. Some questions are optional,

- Failure to rencw in a timely manner will cruse your license to lapse and may affect your
ability 1o pructice medicine in the Commonwealth. (See enclosed letter).

» Add late fee If necessary,

» Make a copy of this form and &ll attachments for your own records - you will nzed coples for
credentialing and other purposes. The Board will charge a fee for each copy it provides.

« $ee instructions on detachable coupon at bottom of this page.

Pre-Printed Information

Corrections of Pre-Printed Information

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

2. Home Address:

Name:

Address:

City/Town:

State:

Zip:

Country:

3. Date of Birth: Sex: M
Lic. Issue Date: g7y / 15/71 Ss#:

Home Bhione Business Phone
(508)531-4848
4, Name of Medicel Schocl;
Boston University School of Medicine

Year Gradusted: 70 Degree: MD

Date of Birth (M/D/Y):

Lic. Issue Date (M/D/Y): /L. 58

ks Sex (M/PY

5. u) Other states where you ere 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.

0BG 52 Obatetrics and Gynecology

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

Code: Code:

8. Drug license number(s), if any: a) Federal (DEA)
b) Massachusetts

Home: { ) Business: { )
Fult Name of Medical School:
Year Graduated: Degres (MD/DO):
Code Hours per Week in Mass.
If OS, print specialty:
Code: Code:
Federal (DEA):
Mass:

9. Activity Status: [ am applying to be registered with the following status: ACTIVE Jé. INACTIVE ___
* I hereby certify that If requesting Inactlve status, I will not practice medicine, including writing prescriptions, In Massachusetts,




. . . AP > , 273
PRINT NAME AND NUMBER: Physician f.ast Name: PA{’!{'?&‘L?K ¢S Regisiration Number: ”7)_ 2L ,'/ >
10. a) Cunent health care Facility(ics) at which you have completed the credentialing process for the provision of patient care. Supply the
codes from Table 3 wnd place a check m )Jk next to those facilitics where you have a yiuing privileges (AP).
Facily Code: __-E_ j’_ [ (AP Fucility Code: o LA Facility Code! e e o [ —— (AP

Facility Code: . . l / __(g;_/(Ap) Facility Code! oo e o ] e {AP) Facility Code: e s e | s (AP)

H 999, print name{s):

1) Additional hospitals w1 which you previcusly held privileges and other health care facitities with which yon were associated in the past 2 years.
(See Table 3)
Facility Code: . ___ Facility Code: . FacilityCode: —— . Facility Code: . —— —_ Facility Code: . _
If 999, wrile namao(s):

11. My medical malpractice insurance is covered by (a) Insurance Carrier ¥ (b} Letier of Credit If applicablc check ane.
List lnsurer: M pssochusetrs Modicot Prefegseearat  TuSupante ALEoC I7roar

Abernatively, indicate as follows: Y am registering with ACTIVE status, but I am not covered by medical malpractice insurance because | am
{Check One): (i) Not invelved in directfindirect patient carc in Massachuselts: e (i) Otherwise exempl:

Staie how otherwise exempt:
o ¥V (Check onc)

12. Arc you curzently in a post-graduate trasning program in Mass. as a vesident or clinical fellow?  Yes

}3. a) What is your principal work setting? (See Table 4) ,___L_ _-S,_
b) Care of patients in Massechusetts (Sec instruction bookler.)
i) How many hours per typical week are you currenily involved in oudpatient care in Mass? %2 hrsfwk
i1) How many hours per typical week are you currenily involved in inpatient carc in Mass? L hrsfwk
) Approximately what percentage of your patient care hours are in primary carc? —
{See instructions for definition of primary care.) 5 o %
Questions 14 through 24 refer to the past two yearq only. C hcck cither YES or NO (NOT NIA) 10 gach qu:.suon vasdc details on
Forms R-1 and R-2 for all YES answers. Re : Id ]

| IN THE PAST TWO YEARS: | YES NO

14. CLAIMS MADPE: Has any medical malpractice claim been made against you which has not yel been f"mal]y seitled or
adjudicated, whether or not a lawsuit was filed i relation to the claim? .. s

15. CLAIMS RESOLVED: Has any medical malpractice claim against you been seltled, ad_]udlcated or otherwise resolved,
whether or not a Jawsuit was filed in relation to the claim? ..o JERUOUOR

16. Has any lawsuit, other than a mcedical malpractice suit, which is related Lo your compx,lcncy w pracucc medicine, or your pro-
fessional conduct in the practice of medicine, been filed againsi you hy a patient, or heen sewtled, adjudicated or otherwise

17. Have you been charged with any criminal offense, other than a minor lrutTu, v10iat10n'?

18, Have you been formully charged with or disciplined for any violation of the rutes, by-iawr. or siandards of practice of any
governmental authority, health care facility, group practice or professional sociely or a880CIAHONT ........oevcie recins it eesennes

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

20. Have you withdrawn an application for a medical license ot been dcmed a me.dlcal !u.msc for any renson? L.

21. Has any professional liability insurance provider restricted, limited, terminaicd or imposed 4 surcharge on your coverage or
have you voluntarily reslricted, limited or terminated your insurance coverage in response o an inquiry by a professional
Liabilily IMBUTANCE PIOVIARTT ..ot iteieee et iaree et etr b secnm s cacs s b8 eRE e 0104 a4 e84 201220 o s e 48R ERE SR bt g A b 2 b

22. Have you been diagnosed w:th or do you have 4 mcdlca] condm(m which Hmits or impairs your abilily to practice medicine? ..

23. Have you engaged in the usc of any chemical substance(s) which in any way interfered with your ability to practice? .............

24, Have you valunmily modified or olierwise limited your scope of practice of medicine lor any reason other than a medical
condition? .. .

25. I have complctui my CME requirements in the two years preceding my rencwal date: ch No, waiver requestod
No, training program exemplion (see mstruction booklet).
1€ requesting 2 waiver you must G1l out a separate Waiver Form. The waiver must be granted by the Roard before your license will be

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

+ Pursuant to G.L. c. 112, sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medlcare reasonable charges.

» Pursnant 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 hiave filed al! Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States.
+ Pursuant to G.L. c. 112, sec. 1A, ¥ hereby certify that I will fulfil} my obligation to report abuse or neglect of children as required by
G.L.c. 119, sec, S1A.

+ I herehy certify under thc palns and ?engm:snfyjury that all nrormation on this form and Forims R-1 and R-2 {s true.

/} [ 47¢-'a/ /"‘]4{/' 'n&a Date: g[l / E:ﬁ

Signature:




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

e e

Registration No. Status Fee  RenewalDate  Law Fee .
NTRE ACTIVE $25000 UZ/09/93  $25.00 — Correction of Malllng Address:
Mailing Address: Address (Mailing):
W1CACLAS PANTELAKIS, MaD. e —"
526 BALEM STRCET o
LYWNFLELD, MA CY1940 Country Code (See Table 1)

Directions:  Staple check 1o bottom of form. Add late fee if necessary.
« Questions 1-8 include information from Bosrd files. Please comect as necessary in the boxes

provided on the right hand side of the page.

« Before proceeding, pleasc read the instruction bookict. Some questions arc optional.

« Make a copy of this form and all attachments for your own records - you will need copics
for credentialing and other purposes, The Buard will charge a fee for cach copy it provides.

+ Enclose the $250.00 rencwal fee by means of a centified check, money order or personal check made
payable to the Commonwealth of Massachusctis,

Pre-Prinied Information Corrections of Pre-Printed Information
I, Other name(s), if any, under which you were licensed:
Name:
2. a} Address (Home): Afidn:ss (Home):
City/Town:
State: Zip:
Country Code: 1f 999 print Couniry:
. . Address (Business);
b Addrc-ss (Blhxsmess). ‘ City/Town:
sdn SJALER STREST Couniry Code: If 999 print Country:
LYNNEFILLD, MA 01740
. r V i N __._I__L_—— i
. - s R A S :
Lic. Issue Date: 17/15/771 ss# fc. Issue Date ( )
Tel . Number: Telephone Number:
elephone Number: _ Home: () Business: ()
Home Business 7 o
(617)5v2=d125 Full Neme of Medical Schoal:
4, Name of Medical School: L.
sosten dniversity Scnool of dedicine
Year Graduated: Degree (MD/DO):
Year Graduated: 7 U Degree: ™ @2
S. a) Geher 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): — s
Code  Hours per Week in Mass. —
Soe 52 dbstetrics anz Lynecoloyy [ OS, print specialry:
I
7. a) If you are currently American Specialty Board Certified, enter Codes:  (See Table 3)
Code: Code: Code: Code:
b} If you previously were American Specialty Board certified, but are no longer,
please enter codes of prior certification:  (See Table 3) . .
Code: Code: Code: . Code:
8. Drug License Number(s), if any:  a) Federal (DEA) Federal (DEA):
b} State (MA) State (MA):

0. I have completed my CME requirements in the two years preceding my renewal date:  Yes _é_ No, waiver requested
You must fill out a separate Waiver Form. The waiver must be granted by the Board hefore your license will be renewed. Sce instructions for
CME requirements. Do not submit decumentation of your CMEs with your renewal application,

quiremen submit doc: ion of y s with y pp | Staple Check Here |




PRINT NAME AND NUMBER:  Physician Last Name: _ I Al ] U s RegisationNumber: > 370 7

10. Activity Status: [ am applying w be registercd with the lollowing statas:  Active ‘/ Tnactive
+ I hereby certlfy that if requesting Inactive status, 1 wili not practice medicine, including writing prescriptions, in Massachusetts,

11. My medical malpractice insurance is covered by {a) INSURANCE CARRIER or () LETTER OF CREDIT 1f applicable, check one.
List [nsurer: ] oy A
Alternatively, indicale as follows: [ am registering with ACTIVE status, but 1 am not covered by medical malpractice insurance because I am

{Check One): (i) NOT INVOLVED IN DIRECTANDIRECT PATIENT CARE IN MASS: .. (i) OTHERWISE EXEMPT: o —.
(Stare how otherwise excimpt):

12. Current Health Care Facility Affiliations. Supply the codes from Vable 4 and place a check mark next 10 those facilities where you have

admitting privileges (AP), /-* S/
Facitity Code: __. ,;ﬁ,_, [ & (APY facitily Code: .. _Z [ el (AP Facility Code: ol [ e L (AP)
Facility Code: ___ _(,.L Re 7 _;;,,/(Ap) Factliy Code: _ o oo o f 2 (AP) Facility Code: — o [ __ (AP
Il 999, print namae(s )
Additional hospitals a1 which you previously held priviteges and other health care facilitics with which you were associated in the past 2 years.
(See Table 4.)
Facility Code: oo o Facility Codes . Facility Code: .. ... Facility Code: oo oem e Facility Coder

IF 999, write name(s):

L

13. Are you currently in & post-graduate training program in MA as a resident or clinical fellow?  Yes No__V:__ {Check onc)

14. a) What is your principal work setling? (See Table 5) I 5

b) Care of paticnis in Massachusetts (MA) (Sce mstruction booklet) Y A
i) How many hours per typical week are you currently involved in oulpationt cace in MA? L= hrsfwk in MA
ii} How many hours per typical week are you cutrenily involved in inpatient carc in MAY iﬁ" hrsfwk in MA

Questions 15 through 23 refer to the pastiwe yeaks.only, Check cither YES or NO (NOT IM/A) i cach question,
Provide details on Form 15A lor all YES answers.  Refer to the mstruction booklet for additionsl information.

I PAST YEARS:
[ IN THE PAST TWO YEARS:| YES  NO

5. Has any medical malpractice claim buen made against you, whether or not a lawsuit was files n celation 1o the claim? ...

16, Have you been charged with any criminal offense, other than & minor traflie vIOWLHON?. ..o

17. Have you formally been charged with or disciplined for any violation of the rates, by-laws or standards of practice of any
governmenial authority, health care Tacilily, group praclice or professional SOCICLY oF assOCIALONT. ... i

18. Has your privilege 1o possess, dispense or prescribe controlled substances been surrendered 1o or suspended, revoked, denied
or restricted by any stale or federal agency? o

19. Have you withdrawn an application for a medical license » a denied a medical License for any reason? e
20. Have you had any mental iliness which has impaired yoo abiv, - 1o practice medicine or 0 function as a student of medicine?
21. Have you had an organic illness which has impaired yowr ability to pructice medicine or w function as & student of medicine?

22. Are you now, or have you heen i the past two years, dependent apon alee™ol 0F drigs? i,

* Purspant to G.L. ¢. 112, see. 2, T will not 2uiasge to or collect from a Medicare benefictary more than the Medicare reasonable charges.

« Pursuant to G L. ¢. 62C, seo. %A, I hereby covtily under the peualties of perjury that, to the best of my knowledge and belicf, 1 have
filed all Massachusetts state S veiurns sndd puid sil Massachusetis state taxes that ave required under law. NOTE: This applies even it you
reside out-oi-state or out of the coratry.

» 1 herehy certify that 1 wiil tulfilf my obligation to report abuse or neglect of chilldren parsuant to G.1.. c. 119, sec. 51A.

» 1 hereby certity under the penaliics of perjury that all information on this fore and Form L5A is true.

/ /l‘ 1 / / (’,,.---' . ) o / /' g
) A . s ) 3 /__ . & - ,,."/I’ ’., /v Y L
Signature; v 4 rt‘-/' f_rl/L(("éi _:'ff’z \\ )C £ fu by /(:é',’/- f‘ﬂ-’ - s L/ Lé,/ . Daic: »—/—MM



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

Regiatration No. Status Feo Renewal Date For Dtfice Use Only
30013 ALTIVE $150 _03/09/94 M.R. 4
Dr. NICHOLAS PANTELAKIS Pr. % %7/
—NORTH-SHORE—MED PK  ( af SALEM ST k. !
~RSSEXCENTER DR Lyaa Eoeld, MAorqgd =~
~REASOGOY > -MA. 01960 Y @\
Diractlons: - - ?@ :
« Quastions {-7 includa information from Board filas. Plaase correct it as nace,

» Before proceading, piease read the Instruction booklet. !
» Answer all non-oplional questions complately. (The instructions specify wh[g‘h stions
» Make & copy of s form and all attachments for your own records—you mus{ {7:] haa!th

$3.00 plus postage for each copy fumished,

» Enclose the $150.00 ronewal foe by maans of a certified check, money orda .0

Activity Status: N
| am applying to be registered with tha following status: Active g ‘Iha . - ,,.
t horeby certify that i requesting inactive siatus, 1 will not practice m\gd_ | )’{/
Pre-Printed informat{on cormoﬂons S PY&-Printed Information
1. Other Name(s), if any, under which you ware licensed: Name: D W Mlebnlos LAalel AR
2. a) Address (Home): Addrese;
CityTown_
State:. . Zip:
Country Code;___ Q (lf 999 write Country);
2. b) Addross (Business): Address: 20 AN
NO2TH 3HORE MED PK City/Town:_ b Y a0l o Le
FSSEX CENTER DRIVE Staw:____/V) 285 Zip & (PFO ]
PEAHBODY, MA J19460- Country Code:___ () (it 989, write Country):
3. Date of Birth: sox: | Date of Birth (WD/Y): / / Sex {MF):
Lic. Issue Date: 37715771 SSN# -c. Issus Date{M/D/Y}: / / . 88N#
Telephone Number:
Home Business Home: { } Business: { &(7) S 72~ 092 3
(502)531-6666
4. Meacal 8chool Code: maA QDS YearCGraduated: 7() Degres: pMp | School Code; Year Graduated: Degree (MD/DO).____ |
Name of School: If 99298, write School;
doston University School of Medicine —
5, a) Cthor States where you are now licensed to practice {Abbr): B e e e e
b) States where you previcusly were licensed to practice {Abbr): . -
6. Specialty Code(s) {Ses Tabls 3.
Cods  Houts per Week in Mass. Goda ours par Weak in Mass.
0o G G OQbstetrics ano Gynecolopy e e s -
s} e et
It O8, wrile spacialty:
7.a) Are you American Speciaity Board Certified? (Y/N} , 7.b) i YES, Enter Codos!
Code: Code:,
Code; Code:
8. Drug License Number(s) (if any) [optionai}: a) Federal (DEA) . b) How many DEA nos. do you have? -
c) State (MA) #M
9. | have compieted my C.M.E. requiremants in the two years preceding my rencwal date: YES_ [ Waiver Requeated

{(You must fill sut a separato Watver Form. The waiver must be granted by the Board before your license will be renewed.) See instrustions for CME
raquiramants. Do not submit documantation of your CME's with your renawal application.

30M - 9/90 - Py13671 [ Far Office Use Only: Waiver Granted Date: / / ]




FILL IN NAME AND NUMBER: {’ , i
Physician Last Nama_ A ﬂ/ (L_C fﬁ’ é{_tﬁ e Rogistration No.; ? j f__(_ ;.g_

10. My medical malpraction insurance is covorod by {a)} INSURANCI CARRIER___(7_or (b) LETTER OF CREDIT. . applicable, cneck one.

List Insurar: \J (/( /l{l e e et e ————

Afiornalively, indicate as follows: | am registering with ACT IVE stﬂtus butl am not covered by medical malpractice insurance because | am {Chack ona}.
(i) NOT INVOLVED IN DIRECTANDIRECT PATIENT GARE: i) OTHERWISE EXEMPT___

{State how othorwise exampty_

11, Curront Hospital Affiiations (Supply tho codos from Table § and place a check mark next to those facilities whore you have admitting privieges (AP).

Facility Cod. XMIAP} Facility Code: 7 " %_l__g(/AP) Facility Gode: _______/ _(AP)
Facilty Godo: | 7 r_-/Ap) Facility Codo:______{_(AP) Facility Gode: ______/__IAP)

i1 999, writo Name{s), __

?gﬂdmgrngl Hos}.pnals at which you previgusly held priviloges and other Health Care Facilities with which you wero associated in the past 4 years.
o Table 5.

Facility Coda_ Fagilily Gode: Facility Code: Facility Code: __ __

If 899, writo Namu(s), __

12, Post Graduate Training in Massachusetis (MA) {Sog instruction bookiat,)
a} Arc you currently in a post-graduate training prograrm in MA as a resident or clinical follow? Yes____ No m_[ {Check one.}
by I you are fn a MA program, are you a i} Resident ____ i) Clinical Fellow___ or i} Research Follow 7 (Check one.)
¢) How many hours per typical week do you spend in this MA post-graduate training program? hrs Awh. in MA.

13.  Caro of Patients in Massachusetts (MA) (Soe instruction booklet.) o
a} How many hours per typical week are you currently involved in oulpatient care in MAT_ i ;)’___ hrs./wk. in MA.
b) How many houre per typical wook are you currently involved in inpationt care in MA?___ 47 hrs.iwk. in MA,

14, Principat Work Setting. ~
a) Whalis your principal work setling? (See Tuble 6) | -3

Qusstions 16 through 22 refer to the pasi four years only. Check either YES or ND (not N/A) o pach question. Provide detalts on Form 15A.
Retfer to the instruction booklet tor additional information.

15. Has any pending or now modical malpractica claim beon made against you (whether or not a lawsuit was filed in refation to the claim)7.......
16. Have you beon a delendant in any ponding o now criminal proceading other than a minor Fallic 0HONSET..........coceeoieevveeeeeis e e

7. Are any formal disciplinary charges pending or has any disciplinaty actiun {as defined by Board regulations--Saa Instructions) been taken
against you by any governmental authority, hospilal or other hoalth care facility, or prulpssional medical assosiation (international, national,

SEAIE O J0GANY?. it e it e aees et se et et eeeeteae e et ter s tes e aeas et 2ab et et ee et eEr Aty eennes et st e n et re et nere

18. Has your privilage 1o possess, disponse or prescribe contrullod substances been suspended, rovokad, denied, testricted, surrendared,
of have you boen callad befora or buon warnad by this stato or any othor jurisciction including a lederal agency ..o v ecrene

19. Havo you withdrawn an application for a modica! license or boon denied a modica) icense f0r any rBason ..o veeveeecrmermsesvosssesene-
20. Have you had any mentat iliness which has impaired your abilily to practice medicine or to function as & student of medicing?........c.......... _
21. Have you had an organic flness which has impaired your ability to practice medidine or to funclion as a student of medicine?.................

22. Are you now, or have you boon in the past four years, dapendant upon aloohol or drugs?.... oo

Pursuant to M.G.L. ¢.475, | will not charge 1o or collect from a Medloare bonefiolary more than the Medloere reasonabile cherge for my services,
Pursuant to M.G.L. 6.62C sec.494, ) certify undor the penallles of perjury that, to my best knowledge and bellsf, | have filed any Massachusetis sizte
tax returnn and pald any Massuchusetts stute texes, that are required under taw. NOYE: This gpplles even If you reside out-of-otate or out of the
country,

| cortity that } will Raiflit sy obligation to repart abuse or neglect of children pureusnt to M.G.L. ¢.118 sec.514A.

| hereby certy under the penaliles of perjury thet all inlormation on this form and Form 15A Is true.

Sig"a[“re"-—"‘—/::z ’ﬁﬁ/ﬁ&[f’gJ cd/lmé’/ //ﬁ/ .f_//_ Date _Z_! 2 < I_ZZ




7127.0000

1. PHYSICIAN INFORMATION

CANWCHOLAS e e DN TR LARLS
First Name Middle Ininial Last Neme Suffix

Mass Licensc #_ 334313 . . First issue Date  Q7/15/71. ..
License Status.. Agtive

Hosmtal Affiliation

6 Essex Center Dr, Melrose-Wakefield Hospital
Suite 201 Hunt Memorial Hospitat
Peabody, MA 01960-2910 Beverly Hospital

U.B.A.

(508 H31-4848

Muke addresy correcrions bere: .. Mtk cry Conrecions 1 QIove REFEL. | et

Insurance Plan Affiliation: Licenses Held in Other States:

Tu€Ts, nextTd. . frLav Accepting New Patients? Kyes [ No
gA%CvOS.S-pLQf’,S/ﬁcLb
v vale Heaeld Conp Sy Yo {(Please correct as necessary)
Ae T’h“;

II. EDUCATION & TRAINING

Accept Medicaid? Bves [ONo

Boston University School of Medicine MD o _ 70

BeTH TsRael tosp. BosZow . Tably 4§24 Tutte bt {75
Residency Program(s) Start

Residency Program(s) Start

Residency Programs) Start

HI. SPECIALTY BOARD CERTIFICATION
Primary Specialn;  Obstetrics and Gynecology Certifving Board Namc:

Secondary Specialty: Certifying Board Name:

Make any correcrions here: Make any corrections here:

Board of Registration in Medicine Physician Profile



7127.0000

IV. BOARD DISCIPLINE
Fina! Decistons and orders issued by the Massachusetts Board of Registration in Medicine.
Nature Date Board Action

V. HOSPITAL DISCIPLINE
Hospital

z

Disciplinary Action

V1. CRIMINAL CONVICTIONS
The Board of Registration is unable 1o 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

L O

VH. MALPRACTICE
Details of claims paid for Dr. PANTELAKIS

No, of Years in Practicg: # 2 I

Date . ... AmountPaid 00000 . Basis for Complaint
Datc Amount Paid Basis for Complain ="

.. Amount Paid _ Basis for Complaint "~
... Amount Paid Basis for Complaint ~

. Amount Paid Basis for Complaint
Amount Paid oo Basis for Complaint

Date -
Daie ... ..

Daw, ... .
DHIC e

VII, PHYSICIAN HONORS & PEER-REVIEWED PUBLICATIONS
Pleasc enter any peer-reviewed publications to which you have conttibuted and any awards for community service or
professional recognition you have been given,
Awards, Honors Publications

CLhairman _of  Endescofy. beptt AT MelRass = WAREAb . HOSP.

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

Board of Registration in Medicine Physician Profile



SOARD OF REGISTRATION IN MEDICINE FEUIEAE ) o g ot
TEN WEST STREET goc. oue. l L H | H L J1IONSBELOWANDONTHERE\J’ERSES!DEOFTHIS

BOSTON, MASSACHUSETTS 02111 SioNg ?gr&éCATé%%T(SEg) THE ENCLOSED INSTRUC-
FO! AILS.
RENEWAL APPLICATION IF YOU ANSWERED "YES" 7O QUESTIONS 15
1087-1989 THROUGH 24, YOU MUST GHECK THIS 8OX: [
PLEASE USE THE ENCLOSED RETURN ENVELOPE
LICENSE NUMBER PAY THIS .| QATE TO BE HENEWED

] il LATE FEE THIS APPLICATION MUST BE SIGNED
Cooe i REGISTRATION NS AMOUNT ee T o NOTE! AND RETURNED WITH A $100 PAY.
MD 1 33413 $100 03{09187 ORDER 15 PREFERRED. PERSONAL

CHECKS ARE ACCEPTABLE.

PAYABLE TO:
COMMONWEALTH OF
MASSACHUSETTS

NICHOLAS PANTELAKIS
NORTH SHORE MED PX
ESSEX CENTER DR

3 RESS
PEABODY, MA (01960 DA B e O ADDRES

TEN WEST STREET, 2nd FLOOR
BOSTON, MASSACHUSETTS 02111

YOU MUST READ THE INSTRUCTIONS ENCLOSEQ WITH THIS FORM 7O ANSWER QUESTIONS 1-26.

1. Print Name: {< ’1() Los . j” A /VT( [//q k L4 2. Date of Birth: o0 e e
3. Medical Schoot: [0SO UMY/ Ty 102 [f 002 [] (Check one) / "
4. Couniry where Medical School located: é[‘ > HS* 'q d 5. Date of Graduatior; 6/ /// ) 0

5. American Specialty Board Gertified? [ | (Check i yes.)

Which Boards?

7. Principal Specialty{les): oBsieT ;o 6‘ W L@ bg?9y 8. Principal work setting: _e.t‘.l_uﬂ?& O Frf CcFP

9. Home sddress: . S 10. Principal business address: CAdle  As ABo e

11, List all hospitais &t which you nave currently effective privileges: [1’\’4/;}7 /1’("'~5/”/ /a2l /: 5 Eye Y'éy /‘{CZS,/' 2 b Thewos
12, List all hospitals at which you have held privitegss in ha pasi 20 years: JM—"T h ISgrel. - L /!/”J", Q/"A/»/ a?r Lch”

L
13. States other than Massachusalls in which you are prasently licensed to practice: A/@'A/&

14. Listany otner states where you were previously licensed lo practice: /Vﬂ ﬂ'/e
YES NO.

15. Has any medical malpractice claim been mada against you in the last ten years (whether or not a lawsuit was filed in relation to the claimy?

18. Have you, at any {ims, been a defendant in any criminal progeading othar than minor trattic ofenses?

7. Are any formal disciplinary charges pending or has any disgiplinary action been (aken agalnst you in the last ten years, by any governmental
autharity, by any hospitat or health care facility, or by any professional megical association {international, national, state or local)?

8. Has your privilegs to poesess, dispenss or prestribe controlled sUDSIBNCAS Avar BOeN sUSPanded, ravokad, donied. rastrictad, surrandered,
or have you bean called befors or warned by this state or any other jurisdiction incluging a federal 4gency, at any time?

8. Have you ever withdrawn an application for medical licensure or bean denied a medical licanse for any reason?

2D. Have you ever had any meniai Hliness which has impaired your ability 1o practice medicing or to function as a student of medigine?

21. Have you ever had an organic illness which has impaired your ability to practice medicine or 1o function as & student of medicing?

22. Are you now, or hava you been in the past, depandent upon alechof or drugs?

23. Havae you aver, far any reason, Jost American Specialty Board Certiication?

24, Have you baen denied recerfification by one or more specially boarda? -
If yos, which oneiy)? 3

26. | have compiated my C.M.E. requiremants in the two ysars ending on the renewal date as foilows: C4 (< G’C’ VZ‘/' I /4 ‘;
26. | am an active d

inactive D practitioner, {Check One,)

| HEREBY GERTIFY UNDER THE PENALTY OF PERJURY YHAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE.
PURSU.NT 1O CHAPTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE SENEFICIARY MORE THAN THE MEDICARE REASON-
ABLE CHARGE FOR MY SERVICES,

PURBSUANT TO M.G.L. ¢. 62C, _? 45A, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT I, TO MY BEST KN
RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER (AW, PLEASE NOTE: THIS APPLIES EVEN IF YOU

{See Reverse Side)



Maszsachusetis Board of Hegistration in Medicine 1989-199% Renewat Application, Page20t2

- — , "
Filtin name and number.  Physiclan Last Nama:__ U A (e f A1 3 feglstration N°':.§.é .Z..{ g

12. a} Oiher States whers you are now ticensed %o practies (Abbraviate):

12. b) States whers you previously ware licensed to practice [Abbreviate):

«
13. | am applying to be registered with the feilowing status: ACTIVE INACTWE KACTNE, anawer qusstions 14. aj through c).
pRYING 8 9 JZ _— # INACTIVE, answar Guastion 14. é} on.f;fT !

14. &) | have completed my C.M.E. requirements in the two years ending on the renawai date as folows: (Fiill in # of hours or type of residency, or check walver,)
Catagory i fa 3 hrs., Catogory I ﬂi‘lﬁhrs" {(Risk-Managemant: _ /¢y tis);  Residency Program In: ;
Walver Requested  [You must fill out & separate Waiver Form,}

14. b} My medical malpractios insurance is covered by INSURANCE CARRIER <~ LETTER OF CREDIT___. ¥ applicable, check ons and identify the name.

ingurar: I U oA Inetitution fesuing Letier of Credit:
Aftarnatively, indicate as fofiows; | am reglstering with ACTIVE status, but tam nat covered by medical malpractioe Insuranos bevause | am {Check one}
NOT INVOLVED IN DIRECT/ENDIREGT PATIENT CARE_ OTHERWISE EXEMPTED___ (State how)

14.¢} Percent of Practice Time In Massachusetts: /%0 %

Questions 15 through 17 refar to the past four years only. Check either YES or NO (not N/A) to each question. Provids tetaiis on Form 15A, .';lr!.ﬁfc:i'aac;v‘."r
Yes No

15. Has any pending or new medical maipractice claim been made agalnst you (whether or not & lawsult was flied in relation 1o the claim)? .............
16. Have you been a defendant in any pending of new ciminat proceeding other than a minor traffic SHENBET. ..., it s
17. Are any formai disciplinary eharges panding or has any disciplinary action (a8 dafined by Board ragulations--Ses lnsrrucb‘onsz bean iaken
agaims\?you by ariy g?;v:mmamai authority, hospital of other heaith cere ‘aciity, or proféssional madical association {International,
nationat, state or local U P S SO P SRS P PP P ST O PR TR TTETRRTPRELH) FITTTPP

H you an d “YES" to g fon 15, 16, or 17 provide detalls on Form t5A, attached.

Questions 18 through 24 raferto the past four vears only. Check aither YES or NO (not N/A) to each quastion. Provide detafis in the next section.  Yas No

18. Mas your privilage to posgess, dispense of prascribe contralled substences fean suspanded, revoked, denled, restrigted, surrenderad, or
have you been calied belore or bean warned by this state or any other jurisdlction including a federal agenM

18, Have you withdrawn an appiication for & medical license of been denled a medical license for any reason?. ...
20, Hava you had any mental lliness which has Impalred your ability to practice madicine or to furction 8 & student of medicing?,.

21. Have you had an organic Hinass which has Impaired your ability to practice medicine or to function as a etudant of madlcine?

22. Are you now, of have you been In the past, dependent upon aleohol of drupe?

23, Have you, for any reason, lost American Specialty Board Certifioation®..........

24. Have you been denlad receriification by ons or more epeolalty boarde? If YES, list Boand(sy: _



Commonwealth of Massachusetts Board of Reglistration in Medicine Ll J 4
Ten West Street, 3rd Floor, Boston, Massachugetts 02111 0 l.
1989-1991 Physician Registration Renawal Application, Pege 10t 2

Board Use Only:
Reglstratlon No. Status Fea _ Ronewal Date
BEALT i3 gi50 DI GYSRY

importam

. Fiead the accompanying instruclions in their enliraty before compla}l
form can result in disciplinary action.

. Print legibly or lype your answers. - / .

. Answer afl non-optionat questions {front and back of form) compietaly-it Is nol hd’o@fcfw state that the Board already has the Information.

. Sign the renewal application at the botturmn of page one and fill in the numbar of atlached pages in the paragraph abovo the slignaturs.

. Make a copy of this Jorm and ail attactments for your own rmcords—you must give hospitals and other heaith care facllitles copias for credentialing purposes.

. Enclose the §150 renewal fae by means of a certified! check, money order or personal check made payable to the Commonwealth of Massachusotts.

(FIRST S LML

. a} Name {LAST:)

_b) Other Name{s), if any, that you were ever licensed under:

. &) Address {Mailing): SAse A 1,’/ Lol o

o

2. b} Address {Homa):_ -
. . ¢ R B o
2. ¢} Address {Business): . if? FATE N - ad S ﬁ [ 2K A) C
2.d) Telephone (Businessk: (5 0§15 &1 - 6 £ € -Extension_g (¢ 7 2 e) Telephone (Home) (Optional): .
3. Date of Birth {MO/DA/YR):_ R 4. Sex: MALE " FEMALE 6. Soclal Secwrity No. (Optionaly: -~ -
6. &) Medical Schoot Code (See Tabla 1): pl/ oS # 99900, writa Name: . o
6. &) Yoar Graduated: l {}( B. ¢} Dagree: M.D.L/ D.O.
6.d) Country: ULS. v/ Canada__ Code if Other (Sos Table 2): #5999, write Name: o -
7. Work Setting fCircia and Indicate Percent{%) of Practice Time), .
10 Hospital 39 % 135 Private (fice Aﬁ_}#u% 20 Partnership/Group Practice %
25 Clinic _ 30 Menial Health Canter % 35 Nursing Home %
4D HMG Facility % 45 Educational Institution . 50 Medical Saciety %
55 Government Facility % 60 Plant/Commerciat Setting __% 99 Othes %
8 trofessional Activity {Circie and indicate Parcent(%) of Professional fime); . §. b} Mass. Lic. issue Date
10 Resident ar Fellow Y 20 Practice Involving Direct Patient Care & ') Y {see your wall cemfmafe}
30 Administrative Activities s (3 40 Medical Teaching &% mosoarva: 715 7
50 Medical Research % 59 Other %
9. Specialty Code {Ses Table 3): ﬂG Percent of Practice Time: /d¢) %  Specialty Code: __ Percent of Practice Time: %
HOS. specify: e
10. a) Are you American Specialty Board Cemhed? (Y/N) & 10 bYIFYES, circle which Board(s):
At Hoard of Allargy & Immunology N Board of Nuclear Medicine PS Baard of Plastic Surgery
A Board of Anesthesiology oG Board of Qbstetrics & Gynecology P Board of Preventive Medicira
CRS  Board of Gelon & Rectal Surgery opP Board of Ophihalmology PN Board of Psychiatry & Neurology
] Board of Dermatoiogy 0s Board of Orthapadic Surgery R Board of Radiology
EM Board ol Emergency Medicine or Board ol Otalaryngology 5 Hoard of Surgery
P Board of Family Practice PA Board of Pathology 5 Board of Thoracic Surgary
1] Board of internal Medicine PE Board of Pediatrics U Baard of Urology
NS Board of Neurclogica! Surgery PMR  Board of Physical Madicine & Rehabititation
11. a) Hospitals at which you have currently etfective privileges and other Health Care Facilities with which you are associated; Percent of Practice Time at sach.
{Sso Yable 4.} : e
Facility Code: < 3 _3__:)_% Facility Code: ¢ 00 7 ! lg % Facilty Code:
Facility Code: } Tf | T % Facility Code: Fadlity Code: %

H 998, write Namae(s):____

11. b} Additional Hospitals al which you glewouslg hetd prswlegas and other Health Case Facilities with which you were assotiated in the pasl 10 years.
{Sea Table 4.} .
Facility Goda: & £ &

Facilily Code: __ Faciliy Code: Facility Code: _ Facility Code:

i §99, write Nama (5)1_____

N
| heraby cortlty that If requesling INACTIVE status, | will not practice madicine In Massachuselts.
Pursuant o M.G.L. e475, f will not charge to or collect from a Medicare beneficlary more than the Madlcare reasonable charge for my services.

Pursuant to M.G.L. ¢.62C sec.404A, | certify under the penaltiag omrarjury that, to my best knowladge and bellef, | have flled any Massachusetts state lax
relurns &nd paid any Massachusetts state laxes, that are requlr nder faw. Note: This applies aven if you reaids out-of-atate or out of the countey.

I heraby cartify under the penamas of por|ury that all information on this form--front and back and {#) | attached pages--is true,

Signature: - ;f, {7 /4( /\‘/% bi o

. Dategf_/ﬂf;'g?




5. a) Name of Medical School:

6.

Commonwezlth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 - (617) 654-9810 hitp://www.massmedboard.erg

Physician Registration Renewal Application

need copies for credentialing and other purposds
green envelope gt least & weeks before your ren

*Remit $400.00 for renewai fee (non-refyndable).

ate

JAN 2 2 2003,

2and 3l attachments for vour own records; you will
i with aftachments must be returned in the

« Ep

*Add late fee of $25.60. If necessary.

Please review carefully the following ilL 6

1. Current Status;  Active

Registration No.: 33413

cRpYang completeness. Make any corrections or
or your renewal will be delayed,

Renewal Date: 03/09/2003

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

[ Active L] Retiring (see instructions)

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

A) Mailing/Business Address:
NICHOLAS PANTELAKIS
6 ESSEX CENTER DRIVE
SUITE 201
PEABODY, MA 01960-2910

3

B) Home Adgiresw

Home Phone:

Business Phone:

(] Inactive {see instructions)

[ Do not wish to renew

Please make coryections (print)

(] Other Narne(s) (1 Name Change (enter name below)

Mailing Address:
City/Town:

Zip:

State:

Country:

Business Address:
City/Town:
Zip:

Business Telephone: {

Home Address:

City/Town: State:

Zip: Country: _
Home Telephone:  { 3
PLEASE NOTE: Only one address can be a P,O. box. The
mailting address cannost be a2 P.O. Box,

l%“u
"
(B

4. a)Date of Birth:
c} SS8#:

b} Sex:
M

Boston University Schoo] of Medicine

b) Year Graduated:  ~ j97¢ ¢) Degregyq py. o

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

0BG 0 Obstetrics and Gynecalogy

Code:

7. Cutrent American Board of Medical Specialties Certification (See Tabic 2)

Code:

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

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

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

0

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

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). _ No affiliatior
Facility Code: _5_' g/ _J_AAP) 00 % Facility Code:_____/__(AP)____ % FacilityCode:_ | (AP) %
(AP) _ % FacilityCode:__ _ _/  (AP) %

Facility Code: \§°3 ¢ / \/ (AP) ~—= % Facility Code:

.—__/—4--—.

If 999, print name(s):



PRINT YOUR LAST NAME: PA ! ELAKLS LICENSENUMBER: 35713 .-

11. My medical malpractice insurande is covered by (K] Insurance Carrier ~ [] Letter of Credit
Insurer’s name. (Required): i . Policy dates: From: £ 71027 g 7/ 03
Alternatively, indicate as follows; I am registering with Active status but I ar not covered by medical malpractice insurance
because [ am; Check One: [] Not involved in direct/indirect patient care in Massachusetis [2) A govesnment employee.
{71 Otherwise exempt Please explain exemption:

12. What is your principal work setting? (See Tablg 4) { S If you ave affiliated with a healthcare facility or credentialed
for the provision of patient care you must complete question #10 on page 1 and list your affiliations,

13. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly honrs involved i A) inpatient care _‘_{__hrs/wk B) outpatient care 30 hrs/wk
2) What s the approximate percentage of your patient care hours in primary care? _,3_0_%
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTR TIONS

Ouestions 14 through 22 refer to the period since vou signed your last renewal application, Che sither YES or NO to each
question, Provide detalls gn Form R for 2 ES answers {excent auestion 22), Refer to instructions for additigns! information
snd definitions. ALL questions in this section must be answerad Do not answer NA o e form will be Incamplete and dela
r wal
| YES NO
14. : Has any medical malpractice claim been made against you that has not i

whether or not a lawsuit was filed in relation to the claim?

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

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

17. Have you been charged with any offense?

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

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

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

21. Has any professionsl liability insuratce provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition|related to professional competency or conduct on yous 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? [ Yes [] No
[7] CME Waiver, CME waiver form must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Checkone: |[J Inactive status [1 Residency/Fellowship waining (See instructions),

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

«  Pursuant to G.L. ¢. 112, Sec 1A, ] understand my obligations to report abuse ot neglect of children under G.L. c. 119, Sec. 51A
and the punishment for failure to|comply. ‘

s  Pursuant to G.L. ¢. 112, Sec. 2, 1 will not charge to or collect from & Medicare beneficiary more than the Medicare fee schedule
amount.

e Pursuant to G.L. ¢. 62C, 494, I certify that I have complied with all laws of the Commonweaith related to the filing of

Massachusetts stato tax returns ad payment of all Massachusetts state taxes; reporting of employees and contractors 1 der
G.L. ¢. 62E; and withholding and|remitting child support pursuant to G.L. ¢. 119A, {See mstructions).

yet been finally settled or adjudica

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

47 / . 7 ~ A .

Signature: j/ 4“-{"1 M“LA .4..:" Q"AA*-n .a/f (/ Date: [/ _20_ / {95
YOU MUST SIGN AND INCLUDE PART/E., WITH YOUR RENEWAL APPLICATIO!
Board Reoulations require that vou notify the Boarg riting, of any change of address

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




= '\ B~ R
1
Pl

02/03/05 THU 15:05 FAX ok il m §
. Massachusetts{g) ysician Bme“?é.wz}&pplicati

Physician Name: NICHOLAS PANTEL r\KISj License No.:

red

13Do you porform any surgery in your office? (S&-‘R@H&&‘_{djﬁ{g@wﬂﬂ-pa&'@ Ly
If Yes, please complete Form PCA-O "Olfice Based Surgery"”

In questions 14-21, the phrase "time period" refers to the foltowing: all time from the day you signed your last ,
license renewal/application, to the day you sign this renewal application, inclusive. (Sce Renewal Instructions, puge d ,r‘{i;".f}:

Tl e,
(]

You must check either YES or NO 10 each question Provide details on Form R if you answer “YES™ 10 any questions. Refer to
Rencwal Instructions for additional information and definitions. ALL questions in this section must be angwered,

YES NO

14) CLAIMS MADE.
3) New: Has any medical malpractice claim been made against vou during this time period, whether or
not 3 lawsuit was flled on that claim?

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

15) CLAIMS PAID
Has any medicel malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, seitled, or adjudicated during this time perfod?

16) OTHER CIVIL LAWSUITS
Question 16 refers Lo ¢laims or setions related to your compeiency to practics medicine or your
professional conduct in the practice of medicine,

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

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

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

18) Have you been charged with or disciplined for any violacion of laws. rules, by~laws or standards of practice
of any governmental authority, health care facility. group practice or professionul society or association?

19) Hos your privilege to possess, dispense or prescribe controled substances been susnended, revoked,
denjed, restricted by, or surendered to any state or foderal apendy?

20) Have you withdrawn an application for a medica! ficunse, allowed a liccnse application to become obsolete
or have you been denied a medical license for any rcason?

21) Has any medical lubility insurance carrier restricted, limited, terminated, imposed a surcharge ot
co-pgyment, or placed any condition related 1o professional competency or conduct on your coverage, or
have you valuntarily restricted, limited or terminated your insurance caverage in response 1o an inquiry by
& medical Hability insurance carvier?

22) CME CERTLFICATION:
8) Heve you completed your CME requirements preceding your renewal date? Yes [ No
b) if no, are you Tequesting a CTAE waiver?
] Check 10 ﬁquast CME Waiver, A CME waiver request form must be submitted at least 30 days prior to
your license expiration date. (See Renewal Instructions, page 8.}
e} )f you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, puge 8

CME EXEMPTION: (check one)  [J tmactive Status [ Residency/ellowship training

Page3of s
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‘Massachusetts Physician Renewal Application

Physician Name: Nicholas Pantelakis, M.D. License No.: 33413
PART A
1} Carrent Status: Active Renewal Due Date: 02/09/2007 Birth Date:

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

Active

[ Retiring

O Inactive

O Do not wish to renew

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

Business addresses CANNOT be a Post Office Box.

2a)} MAILING ADDRESS
6 Essex Center Drive
Suite 201
Peabody, MA 01960-2910

1 Check here to change this address
2b) HOME ADDRESS

Phone:
[ Check kere to change this address
2¢) BUSINESS ADDRESS
6 Essex Center Drive
Suite 201
Peabody, MA 01960-2910

Phone: (978)531-4848
I Check here to change this address

3) E-mail Address:

RECENED
MAR 2 20"7

i* wej ol L

TR

4) Fax Number; 978-531-6036

Please make corrections {print)

Mailing Address:

City/Town: State:
Zip: Country:

Home Address:

City/Town: State:

Zip: Country:

Home Telephone: ( )

Home address cannot be a Post Office Box

Business Address:

City/Town;

Zip: Country:

State;

Business Telephone: ( )

Business address cannot be a Post Office Box

Correct your E-mail and Fax Number below:

5) Specialties /See Renewal Instructions, page 4.) Delete? List Additional Specialties:
QObstetrics and Gynecology O
]
0

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (A0A) [nformation,

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

List Certifying Board(s) below:

Board Name

ABMS or AQA

Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.

Certificate/Subspecialty

Delete?

a

oio|n

Page 10f9

1y

A

i
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' Massachusetts Physician Renewal Application o

Physician Name: Nicholas Pantelakis, M.D, License No.: 33413 =

i

{See Renewal Instructions, page 4.) Please make corrections as necessary r_’;
7) Drug License Numbers Corrections: 8) Other states where you are gow licensed to practice 0
a) Massachusetts: -

b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) XS: o
[§H]

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

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

List the names of all work sites in Massachusetts Loecation State Delete?

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

Melrose-Wakefield Hospital 0
0
O
0
a

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

Average weekly hours involved in: a) inpatient care 10 hrsiwk Change to; hrs/iwk
b) outpatient care 20 _ hrs/wk Change to: hrs/wk

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

[g/lnsurance Carrier {complete below)

Current [nsurance Carrier: ProMutual Group Change to:
Policy dates:  From ofiel: e To 6§ 'pe ! 67
Type of Policy: [ Claims made with tail coverage E/O‘ccurrence Policy

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

(3 Letter of Credit subject to Board approval (Antach a copy.)

[0 1am registering with Active status but I am not required to have medical liability insurance because I am:

Check one: £l Not involved with direct or indirect patient care in Massachusetts
[l A Government Employee under Federal Tort Claims Act (FTCA)

LJ  Otherwise exempt (Please explain).

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5) Yes No

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

Page2 of 9
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Massachusetts Physician Renewal Application
Physician Name; Nicholas Pantelakis, M.D. License No.: 33413

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

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

Renewal Instructions for additional information and definitions.
YES NO

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

15) CLAIMS CLOSED
Has any medical malpractice claim against you {whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?
16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a} New: Have there been any claims, other than medical malpractice claims, filed against you during
this time period?
b) Resolved: Have you resolved, settted 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? 1
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any govemmental authority, health care facility, group
practice, employer or professional association?
d) Have you been the subject of a disciplinary action taken by any governmental authority. heaith care
facility. group practice. employer or professional association? e
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 1o become obsolete
or have you been denied a medical license for any reason?

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

22y CME CERTIFICATION: R/
a) Have you completed your CME requirements preceding your renewal date? Yes [J No

b) If no, are you requesting a CME waiver? [JYes [ 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 Status [ Residency/Fellowship training

Page 3of 8
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Massachusetts Physician Renewal Application o
Physician Name: Nicholas Pantelakis, M.D, License No.: 33413 -

PART C

Check One: PHYSICIAN PROFILE ”
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.)

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

og

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

CERTIFICATIONS

1) 1 certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 1 19,sec. 51A,and |
understand the punishment for failure to comply.

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

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

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

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

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

73 1 certify that I have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and T 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 I make these certifications under penalties of

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

P1) 1 certify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office. pursuant to G.L. ¢. 112 sec. 5 and the Patient Care Assessment Regulations. 243 C.M.R. 3.00 ¢r sey. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where [ practice report certain Major Incidents to the Board.

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

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

licensure. 4 W ' 4,
Signature: /"%ﬁ//ﬂ - QA?%H W Aﬂ Date: 2 1 2L ) 07

L’

v .
MAKE A CO%F YOUR APPLICATION AND ALL ATTA/CHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Massachusetts Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D, License No.: 33413

NATIONAL PROVIDER IDENTIFIER (NPD A
The primary purpese of the NPI 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 NPI Rule, a!l individual and organization covered providers will be required to obtain an NPT by May 23, 2007,

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

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

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

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

Option 5: If your license status is INACTIVE, you may elect not to obtain an NP1 number.

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

E’MycurrentNPIis: E@EEL—?]E

B3 1 have personally applied for an NPL {You must provide your NPI number to the Board when received.)
O Ihave applied for an NPI using a third party (enter name): (follow instructions for Option 3)

(I By checking this option and signing the bottom of this page, I hereby authorize the Board 1o apply for an NPJ on my behalf.
L1 As an ingcrive physician, I do not wish to obtain an NPL.

HIPAA TAXONOMY CODES

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

Taxonomy (Specialty} Code Taxonomy Description (Print)
Primary Provider Taxonomy: @@ 0557?:7’}-!&_? 5 @YII/-‘,’ Ceéfj)/
Provider Taxonomy: D D ED D D D D m i

Provider Taxonomy: D D D:I D D D D | I I
NPI REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect. please review the following information and make corrections
as necessary. Please note: This information is required if you authorize BORIM to apply for an NPi on vour behaif.

Social Security Number: D D D - DD ) DDD D

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

Gender: [ Male O Female

Penalties for Falsifving Information on the National Provider Identifier Application

18 U.S.C. 1001 authorizes criminal penaltics 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 faise,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years,
Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute,

Authorization for NPI Dissemination

I authorize the Board of cgistration in Medicine to provide my NPI to any authorized hospital, health plan, or health organization,
!
Signature: Ma_m WA A Date: _ R/ 281 QL

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

¥
Physician Name: NICHOLAS PANTELAKIS License No.: 33413

PART A
1) Current Status: Aclive Renewal Due Dafe: 02/09/2005 Birth Date: Ll
If you want to change your current status, please check one of the following boxes to indicate your pew status: !‘Til
(Check only one). (See Renewal Instructions, page 3.) 0
O Active {1 Retiring [} Inactive [ Do not wish to renew rf:
gt
2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT he a Post Office Box, .
T Please make covreetions (print) s
2a) MAILING ADDRESS
6 ESSEX CENTER DRIVE Mailing Address:
SUITE 201 _
PEABODY, MA 01960-2910 City/Town: State:
t s Zip: Country:
{3 Check here to change this address 5., &3
: &g ..
2b) HOME ADDR o
) ADDRESS o= W Home Address:
:(;(? w "1‘; City/Town: State:
Py frmi= H .
% 2 3 - : ilp. — Country:
Phone: ; Q {3 ome Telephonc: )
" 1 Check here to change ths address H én!‘l Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS Business Address:
6 ESSEX CENTER DRIVE
SUITE 201 City/Town; State:
PEABODY, MA 01960-2910 Zip: Country:
Business Telephone: ( )

Phone: (978)531-4848
L] Check here to change this address Business address cannot be a Post Office Box

979 53] LO30b

3) E-mail Address:

4) Fax Numbgr:
| %) Specialties {See Renewal Instructions, page 4. Delete? Additional specialties:
Obstetrics and Gynecology |
(]
O

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

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or ADA Certificate/Subspecialty Correet?  Delete?
' M | 0 N
& 0 W] 0
O (™ a ]
[ m] 8] a

Page 1 of '5
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Physicisn Name: NICHOLAS PANTELAKIS

Massachusetts Physician Renewal Application

License No.: 33413

{See Renewal Instructions, page 4.)
7) Drug License Numbers, if any:

Please make corrections as necessary
8a) Other states where you are now licensed to practice (Abbr,)

a) Massachusetts:
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)
c} Federal (DEA) X$:

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

Principal Work Setting: Private Office
Change to:

[y
Hours per Week; 2 {2

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 hcalth care facility from Reference Table S on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additionst

facilities on a separate sheet, if necessary.

No Affifiations []

Health Care Facility (See Renewal Instructions, page 4.) Delete? | - reont Staft Cmgorych ange :J'&'::k
Melrose-Wakefield Hospital [0 { Admitting /0
Northeast Hospital Corporation 7]

i}

[

d

O

4

11) Care of patients in Massachusetts (See Renewal instructions, page 4.)
Average weekly hours involved in: a) inpatient care 8 hreiwk
b) outpatient care  _30_ hre/wk

Change to: _/© _ hrsiwk
Changeto: J© hrsiwk

My medica! lability insurance is provided through: (check one)

E’ Insurance Carrvier (complete below)
Current Insurance Carrier: Medical Protective Co

Change 10: F\"O M@T&QZ 6’ 7‘0!‘;{’
Policy dates:  From Qﬂ_ﬁﬁ,@_ggﬂf To 081 0 2005

(required)
[J Letter of Credit subject to Board approvat (attach a copy)

Cheek one:

[ Otherwise exempt (Please explain):

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

[} Not involved with direct or indirect patient care in Massachusetts
[0 Government Employee Federal Tort Claims Act (FTCA)

[ 1 am registering with Active status but | am not required te have medical Yiability insurance because I am:

Page 2 of §



. Massachusetts Physician Renewal Application
Physician Name: NICHOLAS PANTELAKIS License No.; 33413

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5)
If Yes, please complete Form PCA-O "Office Rased Surgery"

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

YES NO

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

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

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

16) OTHER CIVIL LAWSUITS
Question 16 refers 10 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 medicat malpractice claims, been filed against youy
during this time period?
b) Resolved: Have you resolved, setiled 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-laws or standards of practice
of any governmental authority, health care facility, group practice or professional society or association?

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

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

21) Has any medical liability insurance carrier restricted, [imited, 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 {o an inquiry by
a medical Jiability insurance carrier?

22y CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? Yes [J No
b) if no, are you requesting a CME waiver?

Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days priot to
O quest Ch
your license expiration date. (See Renewal Instructions, page 8.)

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

Page 3 of 5



, Massachusetts Physician Renewal Application
Physician Name: NICHOLAS PANTELAKIS License No.: 33413

PHYSICIAN PROFILE

;ﬁ I have reviewed my Physician Profile at profiles massmedboard.org and confirm that the information is accurate.

(3 1 have reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

CERTIFICATIONS

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

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

3) | certify that | have complied with my obligations to report abuse, neglect or financial exploitation of ¢lderly persons
pursuant to G.L. c.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, burns and other injuries pursuant to
G.L.c. Fi2, sec. 12A.

3 I certify that | have complied with my obligations to report the treatment of viclims of rape or sexual assault pursuant to
G.l.c. 112, sec. 12A 172,

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

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

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

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

10) 1 certify that 1 have complied with my obligations related fo the withholding and remitting of child support pursuvant to
Gl.c. 119A,

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

Under penalties of perjury, I declare that I have examined this renewal application and all its
accompanying instructions, forms and statements, and 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 Sysrgms Board,

pate: Of 7 2f1 OS5

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

Signature:

Pagae5of &
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Massachusetts Physician Renewal Application

Physician Name: Nicholas Pantelakis, M.D. License No.: 33413
PART A
1) Current Status: Active Renewal Due Date: 02/09/200% Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your zew status:
Check only one: (See Remewal Instructions, page 3.)
Active 0O Retiring [ mactive 3 Do not wish to renew

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

Busin dd CANNOT be a Post Office Box.
usiness addresses aros ce pox Please make corrections (print)

2a) MAILING ADDRESS
6 Essex Center Drive Mailing Address:
Suite 201 , ]
Peabody, MA 01960-2910 City/Town: State:
| RECTHED Zip;______ Country:
O Check here to change this aédm:
o) HOME ADDRESS 1 1JAN 21 2009 Home Address:
Board of Registration City/Yown: State:
in Medicine Zip: Country:
Phone: Home Telephone: {____) -
|;| Check here 1o .:;,a,,ge shis ddress v .- Home address cannot be a Fost Office Box: .
zc) BUSINESS ADDRESS . .} BusinessAddress: - .iso
6 Essex Center Drive R I T T T
CSpite 201° o <0 T - City/Town; . State:
" Peabody, MA.01960-2010..- » - b | e Country:
' o ‘ Business Telephone: (-
Phone: (978)531-4848 _ usiness Telephoner L)
[0 Check here 10 change this address Business address cannot be a Post Office Box
. ' Correct your E-mail and Fax Number below:
3) E-mail Address: .
4) Fax Namber: 978-531-6036

5) Specialties (See Renewal Instructions, page 4.) Del&e? List Additional Specialties:
Obstetrics and Gynecology O
: ]
a

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

List cerﬁfymg Board(s) below: Update General Certificates and Subspecaalty Certificates
vt below. Please add additional Cernﬂcations as reqmred. |
Board Name " ABMS or AOA| Certificate/Subspecialty o o pemeo o
O
0
O

Page 10f 7
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Massachusetts Physician Renewal Applicatino;l

Physician Name: Nicholas Pantelakis, M.D. License No.: 33413
(See Renewal Instructions, page 4.) Please make corrections as necessary
73 Drag License Numbers Corrections: 8) Other states where you are m licensed to practice
a) Massachusetts:
b) Federal (DEA): | 9) States where you were previowsly licensed
c) Federal (DEA) XS:

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

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

List the names of all work sites in Massachusetts Location State Delete?
(Seg¢ above and description on page 4.) {City or Town)
Melrose-Wakefield Hospital Mely o se ? 0
0
a
O
0

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

Average weekly hours involved in; a) inpatient care 10 prswk Change to: 3 hrsiwk
b)outpatientcare 20 hrswk  Changeto: _{  hrwwk

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:
[ msurance Carrier complete below)

Policy dates:  From ©8/0(/ 08  To 88/06/69 Mediegl PeoTecTiVe
Type of Policy: ] Claims made with tail coverage Occurrence Policy

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

[J Letter of Credit subject to Board approval (4tach a copy.)

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

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

£)  Otherwise exempt (Please explain).

13) De you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) Yes No
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Current Insurance Carrier: ProMutual Group Change to; I"T Tie /i(f

Page2of 7

IS 8022810

5



Massachusetts Physician Renewal Application
Physician Name: Nicholss Pantelakis, M.D. License No.: 33413

In questions 14-21, the phrase "time period"” refers to the following — all time from the day you signed your last
licemse 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

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? (see above).
b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally scttled or finally adjudicated?
15} CLAIMS CLOSED ,
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period? . ’

16) OTHER CIVIL LAWSUITS

Question 16 refers to claims or actions related 1o your competency to practice medicine or your
professional conduct in the practice of medicine.

a) New: Have there been any claims. other than medical malpractice claims, filed against yos 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 peridd?

¢) Are there any criminal charges pending against you today?

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

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS

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

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

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

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

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

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? ﬁ’“ [} No
b) If no, are you requesting a CME waiver? [dYes [7] No

A CME waiver request form must be submitted at least 39 days prior to your license expiration date.
¢} If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one}  [J Inactive Stas [ Residency/Fellowship training

Page3of7
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Massachusetts Physician Renewal Application
Physician Neme: Nicholas Pantelakis, M.D. License No.: 33413
PART C

heck One: PHYSICIAN PROFIL,
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.)

0  1have reviewed my Physician Profile and attached a copy of the Profile with corrections.
[) My staws is Inactive and I do not have 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 1
understand the punishment for failure to conaply.

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

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

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

3) I certify that 1 have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢. 112,
sec. 12A 172,

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

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

8) I centify that 1 have complied with my obligations to file Massachusetts tax retumns and to pay Massachusetis taxes, and 1 understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless I 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 purswant to G.L. 62E.
10) 1 centify that I have complied with my obligations related 1o the withholding and remitting of child support pursuant to G.L. ¢.119A.

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

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

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

Signature: ///l r. 7 f ; 7 Date: /2@_/ 0 ?

MAKE A COP : ENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER FURPOSES,

Page 50of 7
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.; 33413

Current Status: Active License Expiration Date: 3/9/2011
1) Activity Status: Active
2) Address & Contact information

Mailing Address: 6 Essex Center Drive
Suite 201
Peabody
Massachusetts - 01960-2910
United States of America

Home Address:

Business Address: 6 Essex Center Drive
Suite 201
Peabody

Massachusetts - 016680-2810
United States of America
(978) 531-4848

3) Email Address:
4} Fax Number: (978) 531-6036

5) Specialties
Obstetrics and Gynecology

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

ABMS/AOA  Board Name Certification Subspecialty
None Reported

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

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

9) States where you were previously licensed
None Reported

10) Work Sites o _ , . ‘ ‘
List of all work sites in Massachusetts, inciuding health care facilities (where you are credertialed), private

office, clinics, nursing homes, etc

WorkSite Location
Melrose-Waikefield Hospital
Melrose-Wakefield Hospital Melrose

Page1 of 5 Date: 114/2011 Time: 2:49 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

11) Care of patients in Massachusetts
Average weekly hours invoived in;  a) inpatient care 3 hrs/wk
b) outpatient care 6 hrsfwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Medical Protective Co 08/06/2010 08/06/2011 Occurrence Policy

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

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

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

15) Claims Closed
Has any medicat 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) {_\Iew: Hayfé 't)here been any claims, other than medical malpractice claims, fited against you during this
ime 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 resclved 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 governmentat authority, health care facility, group practice

employer or professional association?

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

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, emplayer or professional association?

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

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

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

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

Page Zof 5 Date: 1/14/2011 Time: 2:49 PN



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

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

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

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

Page 3 of 5 Date: 114/2011 Time: 2:49 PK



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

Current Status: Active License Expiration Date: 3/9/2015
1) Activity Status: Active
2) Address & Contact Information

Mziling Address: 6 Essex Center Drive
Suite 201
Peabody
Massachusetts - 01960-2910
United States of America

Home Address:
Business Address: 6 Essex Center Drive
Suite 201
Peabody
Massachusetts - 01960-2910
United States of America

{878) 531-4848

3) Email Address:
4} Fax Number: (978) 531-6036

&) Specialties
Chbstetrics and Gynecology

6) th:rrent American Board of Medical Specialties {ABMS) or American Osteopathic Association (AOA)
Information

ABMS/AOA  Board Name Certification Subspeciaity
None Reported

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

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

9) States where you were previously licensed
None Reported

10} Work Sites . _ . )
List of all work sites in Massachusetts, including health care facilities {where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Melrose-Wakefield Hospital
Melrose-Wakefield Hospital Melrose

Page 1 of 5 Date: 1/40/2015 Time: 2:47 PM



Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 3 hrs/wk
b) outpatient care 6 hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Hub Internationa! New England 08/06/2014 08/06/2015 Occurrence Policy

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

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

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

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

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

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

employer or professional association?

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

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

d) Have you been the subject of a disciplinary action taken by any governmentai 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, fimited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

Page 2 of 5 Date: 1/10/2015 Time: 2:47 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

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

Page 3of 5 Date: 1/10/2015 Time: 2:47 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

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 abifity to
practice medicina?

Page 4 of 5 Date: 1/10/2015 Time: 2:47 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

Current Status: Active License Expiration Date: 3/9/2013
1) Activity Status: Active
2} Address & Contact Information

Mailing Address: 6 Essex Center Drive
Suite 201
Peabody
Massachusetts - 01960-2910
United States of America

Home Address:

Business Address: 6 i=ssex Center Drive
Suite 201
Peabody
Massachusetts - 01960-2910
United States of America
(978) 531-4848

3} Email Address:
4) Fax Number: (978) 531-6036

5) Specialties
Obstetrics and Gyneacology

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

ABMS/AOA Board Name Certification Subspecialty
None Reported

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

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

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Melrose-Wakefield Hospital
Melrose-Wakefield Hospital Melrose

Page 1 of 5 Data; 1/29/2013 Time: 12:58 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 3 hrs/wk
b) outpatient care & hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Medical Protective Co 08/06/2012 08/06/2013 Occeurrence Policy

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

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

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

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) [\iew: Have there been any ciaims, other than medical malpractice claims, filed against you during this
ime period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical maipractice
claims, during this pericd?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period®?
k) 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 appiication to any governmental authority, health care facility, group practice
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

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

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

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

Page 2 of 5 Date: 1/29/2013 Time: 12:58 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

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

Page 3 of § Date: 1/29/2013 Time: 12:58 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Nicholas Pantelakis, M.D. License No.: 33413

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?

Paged of 5 Date: 1/29/2013 Time: 12:58 PM



Commonwealth of Massachusetis
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086
DINESH PATEL, M.D.
CHAIRMAN
ALEXANDER F. FLEMING An Agency within the Exacutive Oftica of Consumaer Alairs and Business Regulation
EXECUTIVE DIRECTOR

August 24, 1992 REDACTED Copy

Nicholias Pantelakis, M.D.
North Shore Medical Park
Essex Center Drive

Peabody, Massachusetts 01960

Re:
Docket No, 90-012

Dear Dr. Pantelakis:

The Complalnt Committee of the Board has considered the
above referenced complaint and has determined that the
complaint should be dismissed.

Thank you for your cooperation in the investigation of
this watter. The Committee appreciates the time and effert
which you expended in preparing your response. Should you
have any questions, please feel to contact me at the above
address.

Very truly yours,

ﬁm ﬂouau«.-.

Peggy Hollangd
Chief Investigative Attorney
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ALEXANDER F. FLEMING
EXECUTIVE BIRECTOR

Commonwealth pf Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

DINESH PATEL, M.D.
CHARMAN

An Agancy withln the Executive Office of Consumer Affalre and Business Regutation

August 24, 1992

Re: Nicholas Pantelakis, M.D.
Docket No. 90~012

Dear

The Complaint Committee of the Board carefully
considered the information you have furnished us regarding
the physician named above as well as the physician's written
response to it.

After a thorough review of this evidence, the Committee
determined that the complaint should be dismissed and that
your complaint and the physician's response should be placed
in the Board's permanent record of the physician.

While the Committee declined to recommend the
initiation of formal disciplinary action in this case, it is
appreciative of your actions in bringing this matter to its
attention. Should you have any guestions or additional
material which you wish the Board to consider, please
contact me at the above address.

Very truly yours,

eﬁ?f?rff choULgltxijjsz}‘

Peggy Holland
Chief Investigative Attorney
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I A
' Commonwealth of Massachusetts
Board of Registration in Medicine

o

-

Ten Waest Street
Boston, Massachusetts 02111
(617) 727-3086
ANDREW G. BODNAR, M.D..J.D.
CHAIRMAN
BAHBARA NEUMAN An Agenty within the Exacutiva Ofilcs of Cansumer Affalrs ana Business Regufation
EXECUTWE DIRECTOR May 10, 1990

Nicholas Pantelakis, M.D.
North Shore Medical Park

Essex Center Drive

Peabody, Massachusetts 01960

RE: Complaint No. 90-112

Dear Dr. Pantelakis:

The Board of Registration in Mediclne has received a
conplaint regarding your conduct in the practice of
medicine, a copy of which is enclosed. The Board is

obligated by law to investigate such matters relating to the

proper practice of medicine. In compliance with this
mandate, the Board’s Complaint Committee has directed the
staff of the Board to gather information on all such

complaints.

Please provide a written response to the issues raised

in the enclosed material.
as lengthy as you choose.

the enclosed complaint may have access to your response.

Please be advised that Board Regulation 243 CMR 2.07
(12) requires that you respond within thirty days of your

receipt of this letter.

Complaint Coordinator, Disciplinary Unit, at the above

address. After your response is received, the case-will be

assigned to an investigator employed by the Board, who may
contact you if further information is needed. You will in
any event be informed in writing as to the disposition of

this complaint.

matter.

Enclosure

Thank you for your attention to this

Vegy truly yours,

P
i Wew., ¥
“Raiph”A. Deterliing, Jr.; M.D.

Chairman, Complaint Committee

Your response may be as brief or
Under the law, the person flling

Your response should be sent to the

tembers of the Board:

Ralph A. Detering. Jr.. M.D
vice Charman )

Paul@ Gitin. 3,D.

Marianne N. Prout, M,D., Bonna M. Norr.s, M.D.
Prysician tambor Pnysician Member

Marian J. Ego. 4.0 Ed.D. Dinesh Patel, M.D.
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NORTH SHORE MEDICAL PARK
ESSEX CENTER DRIVE
PEABODY, MASSACHUSETTSE 01860
{808} 531-8666

5-25-90

To Whom It May Concern:

underwent a suction dilatation and evacuation to
terminate a pregnancy. All the passible risks and complications of the
procedure were explained to her before the procedure. She understood
the risks and warted to go ahead with the procedure. Unfortunately,
during the procedure, the uterus was perforated and she sustained a
taceration of the right ovary and avulsion of a segment of small bowel.
The perforation was recognized immediately and proper proceduyre was
followed; namely, consuitation and assistance of a general surgeon for
exploratory laparotomy and repair of damages.

I never made the statement that "I made a 1ittle mistake". I informed
her of the perforation and the complications that required the assistance

of a general surgeon. I never said there was a "slip of the instruments®.

states that she called my office a number of times for a
statement of what happened and that I never vesponded. I have no record
of any such calls and my office personnel do not have any recollection
of any such calls. :

Please note, also, that has filed a lawsuit against me, in
which she makes the same aliegations which are made in her complaint.

Sincerely,

SE0 T
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Commonwealth of Massachusetts &
Board of Registration in Medicine &
Ten West Street 2
Boston, Massachusetts 02111
(617) 727-3086 S
ANDREW G. BODNAR, M.0.,J.D.
CHARKAN
BARBARA NEUMAN An Agency winin the Execulive Otlice of Cansumer Aflars and Business Regulation
EXECUTIVE (RRECTOR

COMPLAINT INFORMATION DATA FORM

This form is to be completed by the person making the complaint against
physician. Please raturn thisz form to: Robyn Gopin, Complaint Coordinator .
the above address.

Complainant’s Name: _

Complainant’s Address:.

MAILING ADDRESS:

Daytcime Phone Number:

Are You Making This Complaint on Behalf of Yourself? Yes vy No

If No, Patient'é Name:

Patient's Address:

Patient’'s Deytime Phone Number: ( )] SAME AS ABOVE

Full Name of Physician(l): NICHOLAS PANTELAKTS
Address of Physician(l): ESSEX NRIVE.PRABODY MASS...

Full Name of Physician(2):

Address of Physician(2):

Mombers of the Board
Marand Ego.vD.EaD Ramn A Detering, . M O Louise Liang. M D.
e Chazman PR, gaan Member Paysician Mgmoer

et e e pe Hagerg

Maranny N Pioul, ¥ D Ffa... G Gihn, 0.0 Oinpgh Pawel. MO~
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Pleasa check tha itam(s) below which best describe the physician’s conduct.

X Improper medical treatment

Sexual misconduct

Failure or refusal to render treatment

Breach of confidentiality

Unprofessional conduct

Tnaccessibility or failure to release medicai records
Incorrect or incomplete information in medical records/repor:ts

-

Incorrect or excessive hilling
Improper prescribing practices

[T+ T - TS B O LT o I )

SRRREN

Plaase state the facts which you bheliave show the physician committed
misconduct:.. Attach copies of any records, bills, letters or other informa-~
tion which may be helpful in invastigating your complaint. If additional

space if roquired, please use an 8 3.,/12‘_:: 11 sheat of paper.
bt

WHEN 1 WAS ADMITTED TO THE I WAS TO BE DISCHARED IN A FEW HOIRS. . .
BECAUSE OF DR.PANTELAKIS IWAS THERE FOR ALMOST TWO WEEKS.THE WAY

DR.PANTELAKIS PUT IT WAS "I MADE A LITTLE MISTAKE AND HAD TQ CALL
A SURGEON IN,"BECAUSE OF HIS SLil'P WITH THE INSTUMENTS T HAD TQ WAVE
BLOOD TRANSFUSIONS PLUS OPERATIONS 'I‘HAT I WOULD NOT HAD TO HAVE 1R
HE HAD NOT FOULED UP, BECAUSE OF HIS IMPROPER MEDICAL TREATMENT.I...
LOST A FOOT OF BOWEL PLUS PROBLEMS WITH MY OVARY AND UTERUS,

THE PAIN THAT I AM HAVING YS UNBEARABLE,L ALSO KNOW BEGAUSE OF ATI

THIS 1 AM UNABLE TO COPE AS. A WIFE AND-MOTHER.STNCE THIS HAS HAPRENET
I AM UNDER THE CARE OF THE MENTAL HEALTH CENTER IYNN MASS. . .. .

1 HAVE CALLED THE DOCTORS OFFICE A NUMBER OF TIMES WHEN THIS HAPPENZZ
POR A STATEMENT OF WHAT HARPENED BUT HE NEYERRESPONDED,

(LUl v Wb e - .

NOVEMBER 25,1989

{date}



