Commonwcealth of Massachusetts Board of Registration in Medicine
Ten West Street. 3rd Floor, Boston, MA 02111 (617) 727-308¢6 i

http:/iwww.massmedboard.org =
Physician Registration Renewal Application

i %

o
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 purgloses. This completed renewal form with attachments must be returned in the
green envelope 4 weeks before your renewal date.

* Remit 5250.00 for renewal fee, * Retura renewal application in GREEN envelope.
+ 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. - -+ ~
FEDACTED cOpy
L. Current Status: 5 oo Registration No.: 43,44 Renewal Date: 34100001
If you want 10 change your current status, please check one of the following boxes to indicate your new statws: (Check only one)
[ Active [ Retiring (see instructions) [ Inactive (see instructions) 7] Do not wish to renew
Please make corrections (type or print)

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

"’g"‘é )
3. A) Mailing/Business Address: i

JOAN E LISTER

Other Name(s): —

Mailing Address: _
City/Town: State:

Zip: Country: . o

30 QUVC

(4]
193

= Busmess Address:
= City/Town: Statc:

Country: _ _

Zip:
QL’/" Busincss Telephone: ( }

‘#
GER I
o

1o

B} Home Address:

3N
s

] = tlome Address: -
- City/Town: State:
! . Zip: . Country:
Home Phone: Home Telephone: )
Busincss Phone: PLEASE NOTE: No P.0. Bex addresses for home or
business addresses.
. - 7. Current American Board of Medical Specialiies Cenification (See Table 2)
4. a) Date of Birth: b) Sex: " (_)€°dc; Code:
c) SS#: . } .
8. Drug License Numbers, if any:
5. ) Name of Medical School: a) Federal (DEA}:
b} Massachusetts:
b) YI&‘:%H&&X?J&“V Scf;c;’;!?of M%‘B‘t’:&cc: M.D 9. a} Other states where you are now Jicensed 1o practice {Abbr.)
6. Specialty Code(s) (See Table 1} S
Codeis) Hours per Week in Mass., b) States where you were previously licensed (Abbr.)
OBG © Obstetrics and Gynecology T
]

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 1o 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 cach facility).

Facility Code: ___ .;,, G/ L (AP) % Tacility Code: 7/ (AP)__ _ % Facility Code:_____ / (AP) Y
Facility Code: __ _ _ /  (AP} % Facility Cade:. __ /7 {AP) % Factlity Code:_ 1 (AP) %
If 999, print name(s): — 1




LICENSKE NUMBER: 43Y:. 7

PRINT YOUR LAST NAME: L ister”

: 5
1. My medical malpractice insurance is covered by a) Insurance Carrier  b) [] Letter of Credit
Name of Insurer; P ol Mutua. / Alternatively, indicate as follows:
1 am registering with Active status but I am not covered by medical majpractice insurance because I am {check one) \
a) [} Not involved in direct/indirect patient care in Massachusetis %) [J Otherwise exempt
Please explain exemption:
[T Yes B No

12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one)

13. A. What is your principal work setting? (See Table 4) g (7

B. Care of patients in Massachusetts (see instruction booklet).
a) outpatient care 3 {,, hrs/wk  b) inpatient care -l hrs/wk

1) Average weekly hours involved in:

2) What is the approximate percentage of your patient care hours in primary care? &7 %

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

¢details on For for ali YES answer. ept for question 22, Refer to the instruction let for additional informatiop and
definiti You must answer estions. oy this f will be returned to yvou and vaur license renewal m. delayed.
YES NO

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

15. CLAIMS RESOLYED: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise tesolved, whether or not a lawsuit was filed in relation 1o the claim?

16. Has any lawsuit, other than a medical malpractice suit, which is related 10 your tompetency to practice medicine,
or your professional conduct in the practice of medicine, been filed against youl or been settled, adjudicated or

otherwise resolved?
17. Have you been charged with any criminal offense, other than a minor traffic violation? 1
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 professionat 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 a2 medical license or been denied @ medical license for any reason?
21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or

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

professiona! liability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? E ves [] No

[0 CME Waiver requested {CME waiver form due 30 days prior to date of license expiration) [0 CME exemption
See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
Pursuant to G.L. c1 12, § 2, I will not charge to or collect from a Medicare bengficiary mere than the Medicare fee schedule amount.

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and bellef, 1 have flled al] Massachusetts state tax returns and paid all
Massachusetts state taxes that ere required under law. NOTE: This applies even if you reside out-of-state or out of the United States.
s Pursuanito G.L ¢. 62C, § 474, 1o the best of my knowledge and belief, I am in compliance with M.G.H.C, 1194 relating to

withholding and remitting Child Suppert.
Pursuant to G.L. & 112, § IA, I will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119, § 51A.
that all the information on the Renewal Application and Ferm R is true.

s I hereby certify under the penalties pf perju

Signature: %\J f) - - /bp/ Date: f__* /Bifﬂ

Board Reeulations require that you notify the Board,_in writing, of any change of address

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. 2
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"ROOM 1520 — 100 CAMBRIDGE STREET

BOSTON, MASSACHUSETTS 2202
RENEWAL APPLICATION

BOARD OF REGISTRATION
IN MEDICINE

AS A REGISTERED

[

VME R R e REAL, LWRPLEEE AU SUSN —

PURSUANT 1D M.G.L. C82C, $494, | CERTIFY
UNDER THE PENALTIES OF PERJURY THAT |, TOMY
BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL
STATE TAX RETURNS AND PAID ALL STATE TAXES
REQUIRED UNDER LAW,

50G SEC
NO QR

FEDERAL

10 ND | SRR WUy SUSRSURIO [y U ¥ S

YOU MUST. SliN BELOW
TR ﬁpé"uc‘a FSIGNATURE

FEE

100 00 01

T JLUNRITUREC WUN 1NLY KRCNDWAL
APPLICATION EINDICATES THAT I
ATTEST UNDER THE PAINS AND
PENALTIES OF PERJURY TO THE
COMPLETION GF CONTINUING
EDUCATION REQUIREMENTS IN
COMPLIANCE WITh THE HBOARDES
STATUTES AND/UR RULES AND
REGULATIONS.

"
T NERH D
DATE T4 BE RE LATE FEE

YR
o1[15 84

PLEASE USE THE ENCLOSED RETURN ENVELOPE

%a/ THIS APPLICATION MUST BE SIGNED AND
RETURNED WITH A CERTIFIED CHECK OR

PHYSICIAN

LICENSE NUMBER 1 “payiris
CHBETYRE | REGISTRATIONED, ] AMOU
MD 43434 100. 00 l

|

58
92 JOAN E LISTER
[
gy
8

MONEY ORDER — PAYABLE TO:

COMM. OF MASS.
P.O. BOX 8
BOSTON, MASS. 02297

PLEASE Pmm ANY NAME OR ADDRESS
CHANGES SELOW

R S UNCERTIFIED PERSONAL CHECKS/BUSINESS
DG NOT WRITE BELOW THIS LINE CHEGKS WILL NOT BE ACCEPTED. !

3540600434340 011584 10000000009



1. Principat Specially(ing { 3 O ' { g ‘ 2. Principal work setting: , L/ LD J

3. Home Address: 4. Primary work address: HﬂHP M /éS }
. P30 Herrester §r m@v//eg/% 9SS,

© 5. States other than Massachusetls in which you are licensed to practice; e -

B~ 1}

- Has a judgement been returned against you in a malpraciice suit since 1/15/827

. Havn you aver been convicted of any criminal offense other !han minor trafiic offenses?

- Has any disciplinary action heen taken against you in this state ar any other?

Has your privilege to possess, dispense or proscribic controlled substances ever baen susperded or revoked
in this state o1 any othor? ]

—
10. 1 have completed my C.M.E. requirements between 1/15/82 & 1/ 15/84 as foliows: * LD J \5__, O é?

g.aim'-q

PHERERY CLATHY UNDER THE PENALTY OF PEHIURY THAT THE ABOVE INFOHMATION 1S TRUE, % ﬂ
bl(‘NA]URF

PSEE CORE SHEFT {(You WALSO SIGN THE FRONT OF THIS CARD)



Commonwealth of Masszchusetis Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA (2111 (617) 727-3086, ext. 320

Physician Registration Renewal Application \

Before proceeding, please read the instruction bookiet.
* Copy this form and al! attachments for your own records; you will need copies for credentialing and other purposes. .
* Remit $250.00 for renewn} fee. « Return renewal application in GREEN enveiope.f
* Add lete fee of $25.00, if necessary. + Enclose check with coupon in BLUE envelope

Registration No.: 43434 Renewal Date: 03/19/198% L Current Status:  Act
If you want ta change your current status, please indicate below: (Check one). FEB 2 - @ ‘
[[] Active {_] Retiring (see instructions) [] lnactive (sce below *) [ Do nqt wish to renew 3 % g
.
2. Other Name(s), if any, under which you were licensed: Please make corrections (type "S«'rafsuq s .
Other Name(s): o |
Sy
3. Home Address: Mailing Address: . B
H : State:
JOAN E LISTER, M.D, CyTowni . - Sute, —
Zip: ___ Country:
B) Business Address: Other Address;
DOCTORS BUILDING City/Town: . State:
HOBPITAL AVENUE Zip: Country:
CLARKSPURG, Mh (1247 T
Home Phone: Home: ( ).
Business Phone: (413) 664-4343 Business: (_____) —
4. A)Date of Birth: Sex: P ?Sa;e of Birth: (-M/DIYE: 4/ Sex:[JM []F
B) 88#: T e
. Full Name of Medical School:
5. A) Name of Medical School:
Tufte University School of Madicine
B) Year Graduated: 1977 C)Degree: MD Year Graduated: Degree: (] M.D. 7] D.O.
6. Specialty Code(s) {See Table 1) e(s) ,\/ HQUIbPBl‘ Week in Massachusetts
Code(s)  Hours per Week in Mass. i__ ~
OBG 60 Obstetrics and Gynecology .
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: OG Code:
8. Drug License Numbers. if anv: -
A) Federal (DEA): Fedecal (DEA)
B) Massachusetts; ’
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr:

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

&

T e e e e e e e e e — —— e e e —— e




PRINT RAME AND NUMBER: LastName: _/ /. < -2/ Registration Number:_¢/3%, 3
7

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}, Nextto
each facility, write the appm/ximate percentage of patient care hours that you provide in each facility.

Facility Code: __ é J1r vV (ap) /0D % Facility Code: ./ (AP) % Facility Code: ______/ {AP) %
Facility Code: _____ / (AP} % FacilityCode:__ _ /  (AP) % Facility Code:_____ / (AP) %

1 999, print name(s):
11. My medical malpractice insurance is covered by a) g}’ Insurance Carrier  b) [] Letter of Credit
Name of Insurer; JQ/LO M Alternatively, indicate as follows:

I am registering with Active status but | am not covered by medical malpractice insurance because I am (check one)
8) {T] 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 [&3No
13. A. What is your principal work setting? (See Table 4) i _Q
B. Care of patients in Mpssachusetts (see instruction booklet),

1} Average weekly hours involved in; a) outpatient care iég hrsfwk  b) inpatient care iMk

2) What is the approximate percentage of your patient care hours in primary care? é 5 %
PART A ~OUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

ucstions 14 through 22 refer e past two Check either YES or NO (NOT N/A) to each guestion. Provide
details on F R for sl YES a except for question 22. Refer to the instruction klet for additional information and

definitions. You must answer ALL questions, or this form will be returned to you and yeur license renew ay be
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 resolved, whether or not a lawsuit was filed in refation to the claim?

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

otherwise resolved?

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

18. Have you been formatly 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 controljed substances been surrendered to or suspended,
revoked, denied or restricied by any state or federal agency?

2G. Have you withdrawn an application for a medical license or been denied a medical license for any reason?

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

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

professional liability insurance pravider?
22, CME CERTIFICATION: Have yon completed your CME requirements preceding your renewal date? ﬂ‘ Yes [] No
[ CME Waiver requested (CME waiver form due 30 days prior to date of ticense expiration) ] Training Program exemption
See Instroctions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
Pursuant to G.L. ¢. 112, § 2, ¥ will not charge to or coliect from a Medicare beneficiary more than the Medicare foe schedule amount.

¢ Pursuant to G.L. ¢. 62C, § 49A, to the hest of my knowledge and belief, I have flied 21l Massachusetts state tax returns and paid all
Maasachusetts state taxes that are reguired under lnw. NOTE: This applies even if you reside out-of-state or out of the United States,

s Pursusnt to G.L. ¢, 112, § 1A, I will fulfil] my ebligation to report abuse or neglect of children as required by G.L. ¢, 119, § 51A.
¢ 1 hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R Is true,

Signature; %9 %ﬁ, | Date: Cf_____ 12__/2_9

YOU I\MSIGN AND INCLUDE PART B, PAGE 3, WITH YOUR RENEWAL APPLICATION




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

Physician Registration Renewal Application

Before proceeding, please read the jnstruction 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
il S ' \“’
Registration No.: 43434 Renewal Date: 03/18/87 ; ’.? R _¥ ;
1. Activity Status: ﬁ Active 7 Retiring {see instructions) }[ \'i
{Cheek only one) [J Inactive *{see below) {3 Do not wish to renew i |1
2. Other Name(s), if any, under which you were licensed: Corrections (type 0f )rm té / i a
i e e
Other Name(s): 3] RAT e
3. AyMailing/Home Address:
Mailing Address:
JOAN E LISTER, M.D. City/Town: State:

Zip; Country:

B) Business Address: Other Address:
DOCTORS BUILDING Citv/Town: P,
HOSPITAL AVENUE iy Town: rate:
NORTH ADAMS, MA 01247 Zip: Country:

. Home: ¢ )}
Home Phone: Business: { )

Business Phone: (413) 664-4343
A)D £ Birth: Os Date of Birth (M/D/Y): i/ Sex (M/F): _

* e o o ’ ox: Lic. Issue Date (M/D/YY. /[ ss# )
B} Lic. issue Date: 09/21/78 D)SS#: fc. lssue Date ( S S A

5. A)Name of Medical School:
Tufts University School of Medicine

Fuli Name of Medical School:

B) Year Graduated: 77 C) Degree: MD Year Graduated: _ Degree (MD/DO): __
6. Specialty Code(s) (See Table 1) Code(s) ‘Hours Per Week in Mass.
Code(s)  Hours per Week in Mass. o _‘_A[

OBG 70 Obatetrics and Gynecology

If OS, Print Speciality:

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

Code: ©G - Code: Code: Code;
8. Drug License Numbers, if any: , .
A) Federal (DEA); i;"de{al (DEA):
B) Massachusetts: ass:
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed 1o practice
Abbr: Abbr;

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




4

PRINT NAME AND NUMBER: Last Name: ‘L_g__j M Registration Number: _(,,5 ) %’Ef

10. A. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply the codes from
Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Facility Code:é bejl AP} Facility Code: /1 (AP) Facility Code: 7 (AP)
Facility Code:_____ {__(AP) Facility Code:____ _ / _(AP) Facility Code: [ (AP}
I 999, print name(s):

B. Additional health care facilities at which you previously held privileges or with which you were assoctated in the past twa (2) years.

{See Table 3)
Facility Code: _____ Facility Code:___ _ Facility Code:___ Facility Code:__ __ Facility Code:____
~ 1£999, write Name(s): »
it Kﬁj;»ﬂ&cdical malpractice insurance is covered by a) l/ Insurance Carrier b)l Letter of Credit

Name of Inswrer: %70

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

f am {check one) a) Not involved in direct/indirect patient care in Massachusetts h) Otherwise exempt

Picase explain exemption;
12. Are you currently in a post-graduate training program in Mass. as & resident or clinical fellow? (check one) [ Yes g’(:

13. A. What is your principal work setting? (See Table 4) _z_ E
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weckly hours involved in: a) outpatient care ﬂ_hrﬂwk b) inpatient care p_?ﬁ__hrslwk
2) What is the approximate percentage of your paticnt care hours in primary care ? _’ZO__%

PART A

Questions 14 through 22 refer (o the past two (2) vears only. Check either 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,

IN THE PAST TWO (2) YEARS:

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

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

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

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

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

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

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

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

(] Waiver requeste¢  {waiver form due 30 days priof to date of license expiration). ] Training Program exemption

See Instructions for CME fequirements. Do not submit documentation of your CMEs with your renewa! application.

RENEWAL APPLICATION CONJFINUED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED.

Signatur ,M) Q Date; ﬂ\f /_7]_2]




) I. PHYSICIAN INFORMATION

o OAN E
First Name

CHISTER
Last Name

2178.0000

Mass License # 43434 ...

License Status.. Active . ...

Doctors Building
Hospital Avenue

North Adams, MA 01247
USA.

{413} 864-4343

Make address corrections here: ...

Hospital Affiliation

First Issue Date _09/21/78 . ..

North Adems Regional Hospital

Make any corrections 10 above REre;............oeeocveeeconcsrerecin

Insurance Plan Affiliation:
M0 B, ML 4 /M
JIAL 5N ol W Blad ...
Mf waA” )

11, EDUCATION & TRAINING

Tufts Umverslty School of Medrcme

“Meédical School ™

Licenses Held in Other States:

{Please correct as necessary)

Accepting New Patients? .E':{es [MNo

ElYes [INo

Accept Medicaid?

77 |
B ——

“Besidency B

Ifewdenchmgmm(s}

Iil. SPECIALTY

Primary Specialty:  Obstetrics and Gynecology

Secondary Specialty:

Muke any corrections here:

Board of Regisiretion in Medicine

B 1 S

BOARD CERTIFICATION

Certifving Board Name:
Cerlifving Board Name:;

Board of Obstetrics and Gynecology

Muke any corrections here:

Physiclan Profile



2178.0000

" IV. BOARD DISCIPLINE
Final Decisions and orders issued by the Massachusetts Board of Registration in Medicipe.

Nature Date Board Action

V. HOSPITAL DISCIPLINE
Haospital Disciplinary Action

g
1
ig+]

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

OFQOMPIAINL e e e

Vi1, MALPRACTICE
Details of claims paid for Dr. LISTER

Date  AmountPaid 00000 Basis for Complaint

DateT “ Amount Paid - Basis for Complaiing = o
Date Amount Paid Basis for Complaint = i
Date. ... o Amount Paid Basis for Complaint
Date e Amout Paid Basis for Complaint .
Date.o Amount Paid Basis for Complaing s

No. of Years in Practice: #

VIiI. PHYSICIAN HONORS & PEER-REVIEWED PUBLICATIONS

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

Awards, Honors Publications

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

Boerd of Registration in Medicine Phygicign Profile



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02151
1995-1997 Phiysician Registration Renewal Application

e
==

I

Registration No. Status Fee Renewal Date  Late Fee
43434 ACTIVE $25000 g /1q9/an  $25.00 Cortection of Malling Address
Malling Address: Address (Mailing):
JOAN E LISTER, M.D.
- City/Town:
State:
Country: DAL

————
e S

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

il

« Fallure to renew In a timely manner will cause your license to lapse snd may affect your
abllity to practice medicine in the Commonwealth. {See enclosed letter).

« Add late fee If necessary.

+ Make 8 copy of this form and all attachments for your own records - you will need copies for
credentialing and other purposes. The Board will charge & fee for each copy it provides.

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

e i
Ao =

Pre-Printed Information Correctlons of Pre-Printed Information
1. Other name(s), if eny, under which you were licensed:
Name: e
2. Home Addressg: Addms - T —
City/Town: —_—
State: Zip
Country:
3. Date of Birth: Sex: D'ate of Birth (M/D/Y): el Loen Sex(M/F%____ .
Lic, {ssue Date: 09'/2 1/78 S8#: Lic. Issue Date (M/D/Y): okl SSH:
Home P . Home: Business:
() ()
(413)664-4343 Full Name of Medical School:
4. Name of Medical School:
Tufts University School of Medicine
Year Graduated: Degree (MD/DO):
Year Graduated: 77 Degree: MD
5. a) Other states where you are now licensed to practice (Abbr):
b) States where you previously were licensed o practice (Abbr):
6. Specialty Code(s) (See Table 1: Lode Hours per Week in Mass.

Code  Hours per Week in Mass. — v o———
Q0BG 70 Obstetrica and Gynecology

If OS, print specialty:

7. If you are currently American Specialty Board certified, enter codes: (Sec Table 2)
Code: O3 Code: Code: Code:
8. Lrug license number(s). if any: 4y Pederal (DEA) Federal (DEA):
b} Messachuseits - _ Mass:

9. Activity Starus: 1 am appiying to be registered with the following status; ACTIVE Z INACTIVE .
+ T hereby certify that if requesting Inactlve status, I will not practice medicine, including writing prescriptions, in Massachusatts,




PRINT NAME AND NUMBER:  Physician Last Name: _fau! 3 o8 Registration Number: T 3&A3 Y
10. a) Current health care facility{ies ych you have compleied the credentialing process for the provision of patient care. Supply the

codes from Table 3 and place a check next to those facilities where you heve admitting privileges (AP),
Facility Code: ,__. :’ = (APY  Facility Code! e oo e/ ma (AP) Facility Code: e mms e /s (A)

Facility Code: e vumms v | e (AP)  Facility Coder o s/ e (AP) Fecility Code:! m, cos ceun / — (AP)

If 999, print name(s):
b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(Sec Teble 3)
Facility Code: .. ——.. sme Facility Code: o v e Fasility Code: . . Facility Code: . . Facility Code: amm s e
If 999, write name(s):

11. My medical malpractice insurance is ouv;r}g&b;&(_a) Insurange Ceagrier 3{ y Letter of Credit  ____ If applicable, check one.
List Insurer: l i ; /: 2 2.

Alternatively, indicate as follows: 1 am segistering with ACTIVE status, but I am not covered by medical malpractice insurance because [ am
{Check Cne): (i) Not involved in directfindirect patient care in Massachusetts: (ii) Otherwise exempt:

State how otherwise exempt:
12. Are you currently in e post-graduate training program in Mass, as a resident or clinical fellow? Yes ____ No __l/__/ (Check one)
13. a) What is your principal work setting? (See Table 4) _2_ _Q_
b) Care of patients in Massachuseits (See instruction booklet.} . D
i) How many hours per typical week are you currently involved in oulpatient care in Mass? i hrsfwk
it} How many hours per typical week are you currently involved in inpatient care in Mass? hrs/wk
¢) Approximately what percentage of your patient care hours are in primary care? 7
(See instructions for dafinition of primary care.) _&___ %

Questions 14 through 24 refer to the past two years only Check either YES or NO (NOT N,IA) to ea.ch quesuon Prov:de details on
Forms R-1 and R-2 for all YES answers. Re ‘

| IN THE PAST TWO YEARS: | XES DO
14, CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been ﬁmlly settled or
adjudicated, whether or not a tawsuit was filed in refation to the claim?
15. CLAIMS RESOLVED: Has any medical malpractice claim against you bean senled, adjudmawd or otherwise resolved,
whether or not & lawsuit was filed in relation to the claim? . P e
16, Has any lawsuit, other than a medical malpraciice suit, whzch is mlaled fo your competency to prachce nwcixcme. of your pro-
fessional conduct in the pracuce of medicine, been filed agamst youbya pat:em. or been sen]ed. adjudxcated or otherwise
resolved? ....iniinnn o - SOV
17. Have you been chnrgcd thh any cnmmal nffme och&r than a minor tm&“ C VIOJAON Y .ot rrsrnsnmaess st ssang s
18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional society or 8550CIAHONT .....vawissssrersncnerenssimrssessiarns
19, Hes your privilege 10 possess, dispense or prcscribe controlled substances been surrendered to or suspended. revoked, denied
or restricted by any state or federal agency? ... Viaesasnms s
20. Have you withdrawn an application for a medxca! license or been demed a medical license fur wmy :eason" ...............................
21. Has any professional Jiability insurance provider restricied, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, Emited or terminated your insurance coverage in rasponse 1w an inquiry by & pmfessionnl
liability insurance provider? ......comenminninnenn: -
22. Have you been diagnosed with or do you have a medical condition whlch hm:!s or impairs your ublhty to practwc medzcme"

23. Have you enpaged in the use of any chemical substance(s) which in any way interfered with your ability o practice? .............
24, Have you voluntarily modified or otherwise limited your scope of pracuce of medicine for any reason other than a medical
T 1+ 00 O — / ..........................
25. I have completed my CME requirements in xhe Lwo years precedmg my rencwal date: Yes No, waiver requested
No, treining program exemption {see instruction booklet),
If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.

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

» Pursuant to G.L. c. 62 C, sec. 49A, T hereby certify under the palns snd penalties of perjury that, to the best of my knowledge end bellef,
1 have filed all Massachusetts state tax returns and pald all Massachusetts state taxes that are requived under law. NOTE: This applies
even If you reside out-of-state or out of the Unlted States.
+ Porsuant to G.L. ¢. 112, sec. 1A, I hereby certify that I will fulfill my obligation to report abuse or neglect of children as required by
G.L.c. 119, sec. 51A.
= 1 hereby certify under the palns end penaltigsof perjury that &1l Information on this form and Forms R-1 and R-2 18 frue.

Signature: %) QZZ’L’ MD Dae: __ £ .!;ﬁ ?b—‘—




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1993.1995 Physician Registration Renewal Application

—

e ——_.

Registration No. Status Fee Renewa! Date  Late Fee .
T ACTIVE $25000 03/19/95  $25.00 Correctlon of Malling Address;
Mauing Addreﬁ: Address (Mailing)'
Juh = Ll :)Tf..n"ef M o« [?a Cil.yfTUWnI
State:
Country Code {Sce Table 1)

o
———

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

» Questions 1-8 inclede information from Board files. Please comect as necessary in the boxes
provided on the right hand side of the page.

« Bofore proceeding, please read the instruction booklet, Some questions are optional.

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

+ Enclose the $250.00 renewal fee by means of a centified check, money order or personal check made
payedle to the Commonwealth of Massachusetts.

= e

—

I

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name{s), if any, under which you were licensed;
Name: [—
. Address (Home): :
2. Address (H. :
2) Address (Home) City/Town:
State: Zip;
Country Code: If 999 print Country:
. . Address (Business).
b) Address (Business); City/Town:

LETARS ~JILLING Country Code: e If 999 print Country:
HOSPETAL AVERUL
MO«Th APDAVM3, wia 17247

. Date of Birth (M/D/Y): —f i Sex (M/F)
3. Date of Birth: Sex: : . . -
Lic. Issue Date: U9/ 217735 Ss4- Lic. Issue Date (M/D/Y): ol [ . SS#:
Telenhone Number: Telephone Number:
P ' i Home: ( ) Business: ()
Home Business o
(413)ou=b542 Full Name of Medical School:

4. Name of Medical Schoal: .
Tutts University schoclt of WMeaicine

Year Graduated: Degree MD/DO):

Year Graduated: 77 Degree: %0

5. a) Other states where you are now licensed to practice (Abbr):
b} Siates where you previously were licensed 10 practice (Abbr):

Code Hours per Week in Mass.

6. Specialty Code(s) (See Table 2): ey i s

Code _ Hours per Week in Mass, Tl
S.% 70 Gestetrics and uynecolo,y | FOS.printspeciely:

o]
7. ) H you are cusrently American Specialty Board Certified, enter Codes:  (See Table 3)
Code: 99 Code: Code: _ Code:
) If you previously were American Specialty Board certified, but are no longer,
lease enter codes of prior certification; (See Table 3)

P Code: ]m . . < Code: - ‘ '_(;O.dt}:';"__“_‘_‘ . C"d"'__:__

8. Drug License Numbex(s), if any: &) Federal (DEA) ‘ Federal (DEA):

b) State (MA) ’ Siate (MA):

9. I have completed my CME requirements in the two years preceding my renewal date:  Yes _Z.._ No, waiver requested
You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed. See instructions for

CME requiremenis. Do not submit documentation of your CMEs with your renewal application. l Staple Check Here J




PRINT NAME AND NUMBER:  Puysician Last Name: _LiSter Registration Number: _43434

10. Activity Status: T am applying o be regisiered with the following status: Active . X_  Inactive
¢ Thereby certify that if requesting Inactive status, I will not practice medicine, inciuding writing preseriptions, in Messachusetts.

11. My medical melpractice insurance is covered by (a) INSURANCE CARRIER X_or (b) LETTER OF CREDIT___ {f applicabls, check one.

List Insurer: M?R (l%hm.#;)

Alternatively, indicate as follows: 1am registering with ACTIVE ;mus but 1 am not covered by medicel melpractice insurance becguse I am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS: (if) OTHERWISE EXEMPT! e
(State how otherwise exempt):
12. Current Health Care Facility Affiliations. Supply the codes from Table 4 and place a check mark next to those facilities where you have
admitting privileges (AP). /
Facility Code: ___ X (AP)  FacilityCoder (o, oo/ (AP} Facility Code: s e v / . (AP)

Facility Codeé: eee ./ —— (AP) FacilityCode: ___ . ___J __ (AP) Facility Code: — . / . (AP)
If 999, print name{s):
Additional hospitals at which you previously held privileges and other heaith care facilities with which you were associaled in the past 2 years,

(Sce Table 4.)
Facility Code: ___ __ ___ Facility Code: oo Facility Code: e . .  Facility Code: ___._.____ Facility Code; s o e

If 999, write name(s):
13. Are you currently in a post-graduate training program in MA es a resident or clinical fellow? Yes Nn.._}_./ {Check one)

14. @) What is your principal work seiting? (Sec Table 5) .2‘ Q__

b) Care of patients in Massachusetts (MA) (See instruction bookler) 0
i) How many hours per typical week are you currently involved in outpatient cere in MA? hrsfwk in MA
i) How many hours per typical week are you currently involved in inpatient care in MATLQ  twspwk in MA

Questions 15 through 23 refer Check cither YES or NO (NOT N/A) 10 each question.
Provide details on Form 15A for all YES answers. fer i i dilional # i

INTH TWO YEA vES O

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

16. Have you been charged with any criminal offense, other than & minor Xaffic VIOIALONT. ... ewoeereooosoooooooososooooo e

17. Have you formally been charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional S0CIELY OF a5SOCHILONY. vvmurreerniserssirecmmrveressenses

18. Has your privilege 1o possess, dispense or prescribe controlled substances been surrendered to ot suspended, revoked, denied
or restricted by any state of federal REEICY? vre-ceeeemsinsemeresessieomsens -

19. Have yon withdrawr: an application for s medical license 6~ ~n denjed a medical license for ey reason? ..o srrisenionse
20. Have you had any memal iliness which has impaired your ability to practice medicine or to function a5 a student of medicine?
21. Have you had an organic iliness which has impaired your ahility to practice medicine or to function as s student of medicine?

22. Are you now, or have you been in the past two years, dependent upon A1COMOL OF AMEST ..vmrecvee e eeeeeeseeoeeeoeseeoesesoons
23. Has any professional liability insurance provider restricted, limited, rerminated or imposed a surcharge on your coverage?......

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

* Pursuant to G.L. ¢. 62C, sec. 49A, 1 hereby certify under the penslties of perjury that, to the best of my knowledge and belief, I have
fled all Massachusetts state tax returns and paid all Massachusetts state taxes that are reqoired under law. NOTE: This applies even If yon

reside ont-of-state or out of the country.
* Thereby certify that I wili fulfill my obligation to report abuse or neglect of children pursnant to G.L. ¢. 119, sec. S1A,

+ Ihereby certify under the penalfies of perjury that all information on this form and Form 154 is true.
Signature: 7W 2 /%%'v/ 90 Date: M




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

1991-1993 Physician R@Ww&{ Application
el 262728 29>

Z

Regletration No,  Statue Fes Renews! Dete f/ﬁ?‘b‘ "0@} \ . For Gffice Use Only

PRI ALTIVE $150  53/19 .84 /e \ N
br. JOAN E LISTER iy 22 S 15
DOCTORS BUILDING fig | A
HOSPITAL AVENUE AR _

NORTH ADAMS, MA 01247- WAS g
Dlrections: Y NG, _

« Quastions 1-7 inciude information from Board fifes. Please correct it as nbﬁ;g'

o Before procapding, pfease read the instruction bookia!. A

« Answer all non-optional questions completely, {The instrugtions specily which qubmtins are ontartal

o Maks a copy of this form and aff atiachments for your own records—-you must give health Care faclities copias for credantialing purposes. The Board charges
$5.00 plus postage for sach copy furnished.

« Enclosa the $150.00 renews les by means of & certifiad check, money ordar or personsl check madg paysble to the Commonwaalth of Massachusetis.

Activity Status:
1 am applying to be registered with the following status: Active___i” Inactive
{ hereby cenify that if reuesting Inaclive stetue, | will not practios medicine in Massachusstls.

Pre-Printed information Corrections of Pre-Printed Information
1. Other Name(s), If any, under which you were licensed; Name:
2. a) Address {Homa): Address:
City/Town_ _ - .
Stale — . 2p.__ —
Country Cade,____ .. (1§ 998 writa Country):
2. b) Address {Business}. Address:
vGCTORS BUILDING CityTown: _
HOSPITAL AVENUE : State: — Aip;
NORTH ADAMS, MA 01247- Country Code:_______ (it 898, writs Country);_
3. Date of Birth: 3ex: f Date of Birth (MD/Y}). i / Sex (MF):
Lic. lssue Date: 9 /217738 9SN#& Lic. Issue Date(M/D/Y): / f S8N #:
Telephone Number:
Home Business Home: (_ ___ ____ Buslness: ( }
4 3 - (413)664=4343
4. Medical School Coda: [{A(Q()7 YearGradusted: 77 Degres: pp | School Code: Year Graduated: Degree (MD/DO).____|
Name of S¢hool: i 59998, write School; :
Tufts University School of Medicine
6. a) Other States whera you ara now licensed to practice (Abbr): .
b) States where you previously were licensad to practics (Abby):
8. Specially Cade(s) (See Table 3):
Code  Hours pot Week In Mass, Cods er Week i
Oce J Opstetrics anc Gynecolopy — 7
0 e
If OS, write epecialty;
7.a} Are you American Specialty Board Cortified? (Y/N) y  7.b) [t YES, Enter Codes:
Cade: QG Boarc of Obstetrics and Gynecology | Code
Code: Code:
8. Drug Liconsa Number(s) (if any) [optional]: a) Fedaral (DEA), b} How many bEA nos. da you have? I
c) State (MA) #M_ )
9. | have completed my C.M.E. requiraments in the two years preceding my renewal date: YES I/ Waiver Requested

(You must fill out a separata Walver Form. The waiver must be granted by the Board before your license will b renswed.) See Instructions for CME
requiremants. Do not submit documantation of your CME's with your renewal application.
30M - 9/80 - PB13971 [ For Ofiice Use Only; Waiver Granted Date; / / ]




FILL IN NAME AND NUMBER ; 'rL .
Physiclan Leet Neme: jv 135 t” Registration No.; ‘/ j _Z ?_f

10. My madical malpractice Inauranca ie covered by () INSURANOE CARRIER or {b) LETTER OF CREDIT____, .. i epplicable, chaok one.
List Insurer, “]L/LA' p) Ji Hd’pﬂ? ?’}, DJ [/j 4/! & C& IHJ

Ahernatively, indicate as follows: | em regishering with ACTNE statue, but | am not coverdd by medicat malpractice insurance bacause | am (Check one};

(i} NOT INVOLVED iN DIRECT/ANDIRECT PATIENT CARE: {il) OTHERWISE EXEMPT:

{Staie how otherwise exampt);

11.  Current Hospital Atiliations (Supply the code Table 5 and plate a check mark pext to ihose faclities where you have admitting privileges (AP).
Facility Code: __ fp ./ M Faclty Code:______/_(AP) Faollty Gode: _____/__(AF)

Facillty Code: ______/_(AP) Faclity Code: ______/__(AP) Fadiity Code: _______[__(AP)

1 988, write Namels);

A ug_na}e Hggpltals a1 which you previously held privileges and othar Health Gare Facllities with which you were aseociated in the past 4 years.
g Tab,
Faciity Coda. ] 2/ Fadlity Code:__ 5. Q Fagiity Code:_____ Fadilly Code:______

I 888, write Nama(s);

12. Post Graduate Tralning In Massachueetts (MA) (See instruction booklet)
a) Are you currently In a post-graduste training program In MA as a resident or dlinlesl feflow? Yes___ V" {Check one.)
b} If you are in a MA program, are you a |) Regident_____ 11} Clinical Fellow___ or fll) Research Fellow___7 (Check one.)
¢ How many hours per typlcal waek do you spend in this MA poet-graduate training program? hre.fwk. In MA,

13. Caro of Patiente in Massachusstta {MA) (See Instruction booklet.)
a} How many hows per lyplcal week are you Gumently involved in outpatient care in MA? é 5 hrs. Ak, in MA.
b) How many houre per typical week are you cumently involved in inpatientcare in MA?_3-2  hrs.wk. In MA.

14.  Principal Work Setting.
a) What is your principal work setting? {Sea Tablks 6) 42 Q

Ouuuom 15 through 22 refu to the W only. Check elther YES or NO (not N/A) to aach question. Provide tistalle on Form 18A.

18, Has any pending or new medicsl melprastice claim been made againgt you (whether or not & lawsuit was Hed in refation to the dgim)?.......

16. Have you been a defendant in any pending or new criminal proceeding other than a minor traflic offense?. ... mcren

17. A any formal discipiinary cherges pending or has any disciplinary action (as defined by Board ragulations—Soe inetructions) been taken
against you by any governmenial authority, hosplial or other health care facility, or professional madical sssociation {intemationat, national,

BB O HOCEI)T.. oottt s ettt b s b s d bbbt eura e reeas asseeet e ra e 04 ReA RS SRS See R0 A R PR RS TSRS R A RS BRSSO 8E 1 4RE AR e SRS AR RO R VO ,

18. Has your privilege to possess, dispenss or prescribe controlled subsiences bean suspended, roveked, denled, restricted, surrendared,
of have you been calied bafore or bean warned by this state or any other jurisdiction including a fedaral agency?....

19. Have you withdrawn: an application for a medical license or been denied a medical Hcense fOF @MY PEABONT....vccev v eesensesrere e smssaescrias,
20. Have you had any menta! lliness which has impeired your ability to practice medicine or to function as a etudent of mediddne?...............
21, Have you had an organic ilingss which has impaired your ability to practice medicing or to funotion as a studant of mediche?..........c.ccen, .
22. Are you now, or have you been in the past four years, dependent UPOR SICONQ! OF BIUGET.......cucr mrrrtrarmes st siasmrenssessesressmrsensrsrassesess

Pursusnt to M.G.L. c.475, | will not charge 1o or cotieot from a Medloare bensficlary more than the Medicere rezsongble charge for my servioes.

Pursuant to M.G.L. 0.62C vec.48A, | certify under the penzittes of perjury that, to my best knowledge and belief, | heve filed any Messechusetts sleis
tax returns and pald any Massechuastit siats taxes, thet are required under law. NOTE: This epplias even If you recids out-of-stets or out of the

country,

1 oantity that | will luiflii my obligation 1o report ebuse or neglect of chlldren pursusnt to B.G.L c.118 sec.514,

t horeby oeriify under the peneitics of perjury thet &l Informatlon on this form and Form 154 ie frue.

Signalture; %’U 52’ ’Zému Date. ] / / ;‘ qu



BOARD OF REGISTRATION IN MEDICINE SEE REVERSE SIDE
- YOU ARE REQUIRED TO COMPLETE THE GUES-

TEN WEST STREET soc.sE6. |
TIONS BELOWAND ONTHE AEVERSE SIDEOF THIS
BOSTON, MASSACHUSETTS 2111 RoMeER e e | ?E)Pr&écgé%’u#ﬁfg THE ENCLOSED INSTRUC-
. - E 3
RENEWAL APPLICATION P I IF YOU ANSWERED “YES" TO QUESTIONS 15
1987-19868 A o : THROUGH 24, YOU MUST CHECK THIS BOX: []
— i ey _ PLEASE USE THE ENCLOSED RETURN ENVELOPE
LICENSE NUMBER PAY THIS DATE 7O 8E RENEWED
FEE LATE £EE THIS APPLICATION MUST BE $IGNED
CODE TYPE REGISTRATION NO. AMOUNT MO DA YA NOTE! AND RETURNED WITH A $100 PAY-
MENT. A CERTIFIED CHECK OR MONEY
MD 1 43434 $100 | 100 03|19 (87 ORDER (5 PREFERRED. PERSONAL
SN CHECKS ARE ACCEPTABLE.
S & PAYABLE TO:
= COMMONWEALTH OF
i TR MABSACHUSETTS
JOBN E LISTER g14 1967 ABSACHUS
- bt TEN WEST STREET, 2nd FLOOR
L o Tl B
Ve BOSTON, MASBACHUSETTS 02111
Lo \ hg_t vonh PLEASE PRINT ANY NAME OR ADDRESS
em CHANGES BELOW
e
Tl
YOU MUST READ THE INSTRUCTIONS ENC};xD WITH THIS FORM TO ANSWER QUESTIONS 1.26.
1. Print Name: Jean xr 2. Date of Birth: e - et
3. Medics! Schoot: —J L4 S mo.2 [X] 002 ][] (Checkone)
4. Country where Medical School located: # 3 5. Date of Graduation: bl - 7 7

6. Amerlcan Speclalty Board Certified? %Check 1f yes.)

Which Boaras? (28 7 ., N . 1
7. Principel Speciaiylies): | - #ﬂ-j—-lm‘%nfq, 4. Principal work setting: l 4] Sh ul ‘T d A.siaaés

10. Principat business address: i

9, Home addresss - 333 Lﬂﬂ%ﬁ)m_&éﬁ}ﬂ—
2

. owepmae BLIGRANN '
11. List alf hospitals 8t which you have gurrentiy elfective priviieges: ’ a,hﬂ m M 5

ﬁ:}l
12, List ali hospitals et which you have held privileges in the past 20 years: 1 Sé‘ r r é

13. Siates other than Massachusetis in which yau are presently licensed to practice: Mm e-'

14. List any other siales where you were previously licensed to practice: mc-'
YES NO

15. Has any medical malpractice claim besn made against you In the last ten years {whether or not a lawsuié was tiled in relation 1o the claim)?

18. Hava you, at any lime. besn a defendant in any criminal procseding othar than minor traffic offensos?

17. At any formal discipiinary charges pending or has any disciplinary action been taken againgt you In tha last ten years, by any governmental
authority, by any hospilal of heaith care faclity, of by any professional medical associetion {international, nationa, state or iocah)?

18. Has your privilepe to passess, dispense or prescribe conirolied subslances ever heen suspended, revored, denied, reslricted, surrendered.
or have you been catled before or warned by this atate or any othes jurisdiction including & faderal agency, Bt any time? i

1%, Have you ever withdrawn an apptication for medical licensure of been denied a medical license for any reason?

26. Have you ever had any mental iliness which has Impaired your ability 10 practice maedicine or to funclicn as a student of medicine?

21. Have you ever had an organic iliness which has impairad your ability lo practice medicine or to function a8 a sludent of medicine?

22. Ars you now, or hava you besn in the past, dependent upon alcohol or drugs?

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

24. Have you been denied recertfication by one or more gpeciaity boarde?
I yes, which ona(s)?

L
3 p .
25, | have camplated myC.M.E. requiraments in the lwo years ending on the renewal date as follows: &ﬁ%&ﬁ?’_/_;bo Cﬁ' % & z ¢D

28. | am an active inactive B practitioner. {Check One.)

| HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM {FRONT AND BACK) INCLUDING ATTACHED SHEETS IS THUE.

, PURSUANT TO CHAPTER 475 OF THE ACTS OF 1585, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ABLE CHARGE FOR MY SERVICES,

PYRSUANT TO M.G.L. &. 620, 15 484, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT |, TO MY BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL STATE TAX
Y RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU our-or-‘éxfn; OF THE COUNTRY.
SIGNATURE

DA ’_&7‘"f7

(See Reverse Slde)




Commeonweshth ol Massachusetic Board of Reglstration In Medicine e _,:; L i
Tel.West Street, 3rd Floor, Boston, Massachusetts 02141 g

1889-18¢1 Phyelclan Registratlon Renewsl Application, Page 1 of2

Boerd Uge Only: , //-—-—
Regisiretion No. Status Fee Renawal Dete m
43434 1 s150_ OB/L9/BY P ks
. AT NN MR /

JOAN £ LISTER i e e E%

Mo Alipsh REGIOMAL ROSE. RSN S ,} g‘; =

L%, BLEG, HOSPITAL. AVE | iy T i O E—J/—f

HORTH ADAMS. MA 01247 boeE BN WA L

SR ri? A !

important: . 15} - s )
, Read the accompanying instructions in thelr entirely before compieting this fo liy}_ 5? &alz{%ﬂbp mgo’nanf task t an emplayse, as false statements on this

form can result In disciplinary action.
. Print lsgibly or lype your angwirs. e
| Answer sl non-optional quastions (fiont and back of form) completely—H te not adequats 16 Hate tha! the Board alteady hac the Infermetion.
. Sign the renswal application at the battom of page one and Ml i the number of attached pages in the paragraph above the signature.
, Make a copy of this form and all aftachments for your own recorda-you must give hosphtals and other haelth care facilities copies for credentialing purposes.
. Encloss the §150 ranewal fes by means of a cettifiad check, money ordsr or parsonal check made payebla to the Commonwealth of Massachuselts,

1. 8) Name (LAST:} Liskr [(FIRST}) cfpan e

1. by Other Name (s}, If any, that you ware ever licenssd under.

2, &) Aodress (Maiting}: DOC-[’I?T":} I"Er-f{,]l{ii l’?g : HES‘[D;' El f\w} Ko dfy Ad{l)ﬁ_,_ MAH oz Y ’/

2. b} Addregs {(Home! R . e ——
ik May £1GRA: e _,
2.0y pcarees Gueiosey Do Tors i leline, rspide] Ave, Noctn Adams MR 01247

2. d) Telophont (Business): (i | 3) 4 {r E{ - Y3 g 3 Extension 2. u) Telaphons {Home) (Optional):
: - —— >
3. Dats of Birth (MO/DA/YR): 4. %ex:MALE__ FEMALEL 5. Sacial Security No. {Dptional}
6. a) Medical School Cods (See Tabls Uzﬂ_ _&D_ O :] # 09958, writa Name:
5. b) Year Graduated: I(‘IT] 6. ¢} Degres: M.D.v" D.O.___
6.d) Country: U.S. " Canada__ Code if Other {See Tapie 2): _ [ 985, write Nams:
7. Work Setting {Circle and indicale Parcentf™} of Practice Time).
10 Hosplte! % 15 Privata Offica SO % 20 Partnership/Group Practice %
25 Clinke % 30 Mental Health Center % 35 Nurslng Home . %
40 HMO Facility % 45 Educational institution % 50 Madical Soclety %
55 Govainment Facility % 6C Plant/Commaetcial Satting % 88 Othes %
8. Professional Activity (Circie and Indicate Percent{%) of Professional Time}: 8. b) Mass, Lic. lssus Date
10 Resident or Fellow % 20 Practice Involving Direct Patient Gare 100 % (see your wall cortificate)
30 Administrative Aclivities % 40 Medicai Teaching % {MO/DA/YR): ﬁjﬂ/lg
$0 Medical Regearch % 99 Other =
0. Specialty Gode (See Tabie 3: O [3(; Parcent of Practics Time: [0{) %  Specialty Code: _ ____ Percent of Practica Time: %
KOS, spacify:
10. a) Ava you American Spacialty Board Certifled? (¥/N) i 10, b} K YES, elicle which Board(s):
LY Board of Allergy & immunoiogy NN Board of Nuclear Medicine PS  Board of Plastic Surgery
A Boerd of Anesthesiclogy «.0G Board ot Ogvnl_e_lil'gs__g _Gyngbolng}\] PM Board of Preventive Medicing
CHS  Board of Colon & Rectal Surgery oP Board of Ophthalmolagy PN Board of Peychlatry & Neurclagy
C Board of Dermatology 05 Board of Orthapedic Surgery R Baard of Radiology
EM Board of Emargency Medicine or Board of Otolasyngalogy S Board of Surgery
FP Board of Family Practice PA Board of Pathalogy 15 Board of Thoracic Surgery
IM Boara of Internal Medicine PE Board of Pedlstrics u Boatd of Urolagy
NS Board of Neurolopleal Surgery PMR  Board of Physlcat Madicine & Rehabiitation
11. &) Hospitals at which you have currenily etfective privileges and other Heaith Care Facilitlas with which yous are essociated; Percent of Practice Time at each.
(Sea Table 4.)
Facllty Code: @ fn [ {0(3 % Faclity Code: ______ % Facilty Code: ____ __ %
Facilty Catte:q ;2 | (7 % Facilltly Code: _____ % Faclliy Code: %

If 999, write Marma{a):

11. by Additional Hospitals &1 which you previously held privileges and othar Health Cars Faslitias with which you ware associated In the past 10 years,

{Ssa Table d) . - e
Faciiity Code: () 5 Facilty Code: 0 45 Fasllity Code: 1 5/ Facllty Code: 16§ FaciityCoss: £ 0 3

woso,wrto ey TL s Nt (ymbg dot Moty Moehh QJing;  Crederna;
J)ica’zt‘)mj O W [dmrseand AcSrcints, phslem 1qu8?m;?-rlﬂc} PL
: L

*
1 hereby cartlly that Il requesting INACTIVE status, | will not practice medicine In Massachusetts.
Pursuant 1o M.G.L. c473, | will nol charge to or collect from » Mediosre beneficiary more than the Mediedre reasonable charge for my sarvices.

Purauant to M.5.0 6,820 sec, 494, | cerilly under the penaities o'fJnr]ury that, to my best knowladge and Bellef, | have fiied any Massachusetts state tax
teturns and paid any Massechusotte state taxes, that are required under taw. Noto: Thiz applies aven if you resids out-of-state or out of the country,

| heraby eariity undet the penahiles of perjury thal ali informatien on this form—front and bagk and (¥} __ gttached pages-Is true.
hen B e
Signatre: "/';ﬁi; ML td&b Date: f _/_.{Z_f_g./
A

ek SIS INTA]

[t
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Massechusetts Boerd of Regletration In Mediclne 1688-1681 Renewsl Applicstion, Page 2of2

-
Fiit in name &nd number. Physician Lasi Name: {J b\‘fi r~ Registration No.:i 5_9;5_ Ll
12, 5} Other States whers you are now fieensed 10 prectice (Abbreviate): o . v . o
12. b) States where you previausly were licenisad o praotice (Abbrsviatey o —— e o e
13. | am applying to be reglsterad with the following etatue: ACTIVE 1~ ‘INACT VE__ ¥ ACTIVE, answer questions 14. a) through c).
¥ INBCTIVE, angwer quastion 14. b) only.

14, &) 1 hava completsd my ©.M.E. reguirements in the two years ending on 1ha renewal date as follows: (Fill In # of hours or type of residancy, or check waiver.)
Category b §0_hre., Gategory i 22 _hrs., (Risk-Management: /£ _hre);  Residency Program In: ;
Waiver Requested___ [You rust fill out a separate Walver Form )

14. b} My medicgl maipractice ingurancs is covered by INSURANCE CAHRIEH_V_f LETTER OF CREDIT___. ¥ applicabie, check one and identlly the name.

Insurerf ';zb.! Pﬁ‘ﬂ};‘n Dy ling it has b ,{%g{ Institution lssuing Setter of Credi:

Altematively, in as follows: | &m registeringWith ACTIVE status, but | am not covered by medioal malpractics Insurance bacause | am (Chack ona}
NOT INVOLVED IN DIREGT/INDIRECT PATIENT CARE___ OTHERWISE EXEMPTED___ (State how) N

14, ¢) Percent of Practice Time In Massachusetis; /87 ) %
Ouestions 15 through 17 refer to the past four years only. Chack oithar YES or NO (ot N/A) to sach question. Provide detalis on Form 154, attached,

Yes .No
15. Mas any panding or new medioal melpractice claim besn made against you {whether or not & lawsult was tlled In refation to the clalm)? ... .

18, Have you been a defendant in any pencing or néw eriminel procesding othar than a minor traffic CHENBBT ... srarsse s e

17. Ase mny formal disclplinary cherges panding or has any disciplinary actlon {as defined by Board ragulstions—Ses lnnmcﬂons)‘ been taken
againgt you by any govarnmental authority, hospita! or other health care facility, or professional medical association {internadianal,

natianal, state or local}? ........... " .
it you answared "YES" to quastion 15, 16, or 17 provide detalls on Form 154, attached,

Cuestions 18 through 24 refor to the past four years only, Check efther YES or NO {not /A) to pach question. Pravide detalls in the next section.  Yes Ho

18. Has your privilege t:‘fosseas, dispanee of prescribe controlied substances been suspended, revoked, denjed, restricted, surandersd, of
have yau baen cafied befcre or heen warned by this state or any other furiediction Including a federal ag v s

19. Mave you withdrewn an applicatien for & medical llcense or been denled a medical lloense for any reason?...
20. Have you had any mental liness which has Impalred your abifity 1o practice medicine or io fupction as & student ¢f medioine?.

23. Have you, for any reason, fost Amesican Speclaity Board CertificatlonT ...
24. Have you been denisd recenification by one of more epeclalty boards? ¥ YES, hst Board(s):




ECARD OF REGISTRATION IN MEDICINE
ROOM 1607 - 100 CAMBRIGGE STREET
BOSTON, MASSACHUSETTS 02202

RENEWAL APPLICATION
1986-1988

IMPORYANT — READ, COMPLETE AND SIGN —

PURSUANT TO M.GL ¢ B2, § 48A, | CERTIFY
UNDER THE PENALTIES OF PERJURY THAT |, TO MY
BEST KNOWLEDGE AND BELIEF, HAVE FILED ALY
STATE TAX RETURNS AND PAID ALL STATE TAXES
REQUIRED UNDER LAW

506 Sec !
NG

OPTIONAL

gty T

jc;ct/“\ Lis /e 7

DO NOT FOLD OR
STAPLE THIS FORM

PLEASE PRINT ANY NAME OR ADDRESS

CHANGES BELOW
! : ' /£ :

DO NOT WRITE BELOW THIS LINE

X
/ AP CAR TS SiGNA Tune
LICENSE NUMBER PAY THIS 'DATE TO AE RENEWED
CODE TIE HLGIS [OANON NG AMOUNT fEE R LATEFEE
i? Mp Y343 ¢ froo 00 /00 .00 |0 |8

SEE REVERSE SIDE Q’

YOU ARE REQUIRED 70O COMPLETE THE (RIESTHONS
ON THE REVERSE SIDE OF THIS APPLICATION. (SEE
THE ENCLOSED INSTRUCTIONS FOR DETAILS))

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

PLEASE USE THE ENCLOSED RETURN ENVELOPE

NOTE!

THIS APPLICATION MUST BE SIGNED AND
RETURNED WITH A $100 PAYMENT. A
CERTIFIED CHECK OH MONEY CRDER 1S
PREFERRE{). PERSONAL CHECKS ARE
ACCEPTABLE.

PAYABLE TQ:
COMMONWEALTH OF MASSACHUSETTS
P.Q. BOX 6
BOSTON, MASSACHLUSETTS 02237

L -



Frint Namao: W‘J@ﬁ_iﬁﬁ&{k,afﬁ"{éﬁ{iA e . Date of Birth- . ) e
Medical Schook: _%IAL;CL__‘ ——— - Date of Graduation ﬁ—_,__é,/i//t??

Yaou must read the instructions enclossd with 1his form 1o answer questions 1-12,
2. Principsl work setling: JL-"‘ j b

A'grpﬂ% 4. Principal business address: /./[%O, /{)ﬁ//ﬁ&/@’// &/7)‘4/—
. Z30 Wpriesher S+ , Mﬁﬁ/ft%;"f#ﬁ. 22l
- List alt hospitais at which you have currently effective privifeges: QI’T?MM 6‘ UW/] 5 /}ﬂ Slﬂyﬁ /); //lf///o /l'ilOS;OI ’:/ﬁ/.

6. States other than Massachusetis in which you are licensed to practice: NM&/

1. Principal Specialty(ies):

3. Home addras-

L

YES NO
7. Have you been a defendani in any malpractice suit commenced sinca 10/1/837 _

8. Have you been & delendant in any criminzl proceeding other than minor Wraflic offenses commenced since 10/1/837

9. Has any disciplinary action been faken against you in the last lan years, by any governmanial autharity. by any hospital or health care facility, or by any
professional medical association [international, national, state or Igeany?

16. Has your privilege to possess, dispense or prescribe controlied substances evar been suspended or revokecd in this state or any other?

J L -
11. [ have compteted my C.M.E. raquiremants betwaen 1/15/64 & 1/15/B6 as 1ollows: Eoﬁfﬁ’ &f&éﬁdbﬁ ’ 19/7 - (;1//!7 o) /Q/Z’/(??Ij‘ ‘?[fb @_

12. |am en active _/ inactive _.______ praciitioner. {Check one} é’ ag :é[
| HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT THE ABOVE INFORMATION IS TRUE. et !

{YOU MUST ALSO SIGN THE FRONT OF THIS CARD} SIGNATURE




Massachusetts Physician Renewal Application

Physician Name: JOAN E LISTER License No.: 43434
PART A
1} Current Status: Active Renewal Due Date: 02/19/2005 Birth Date:

If you want to change your current stafus,

please check one of the following boxes 1o indicate your new status:

{Check only one). (See Renewal Ins:mcnons page 1)

3 Active

{7 Retiring

7 Inactive

{3 Do not wish to renew

2) Addresses & Contact Information. Please confirm
required 1o notify the Board of Regi i
Business addresses CANNOT be a

your addresses and make changes, if necessary, Yon are

Medicine within 30 days of any change of address. Home and

ﬂiEeBﬁ‘x =

2a) MAILING ADDRESS
JAN
2 0 2005 State:
Country;
ar~r
0 Check fmre to change this addre 9’3”‘3 b ';;
2b) HOME ADDRESS edmmﬁ
) E Hoie Address:.
City/Town: State;
Zip: Country:
Phone: (413)438-260] Home Telephone: ()
L) Check here 1o change this address Home address cammot be a Post Office Box
Ze) BUSINESS ADDRESS Business Address:
Ambulatory Care Center )
77 Hospital Ave., Ste 300 City/Town: __ State: _
North Adams, MA 01247 Zip: Country:
Busi Telephone;
Phone: (413)664-4343 Loness Jeophone: ( )
[} Cheik here 10 change this address Business address cannot be a Post Office Box
3) E-mail Address: _
4) Fax Number: 43/ L4 - 7324
5) Specialtles (See Renewal Instructions, page 4.) Delete? Additional specialties:
Obstetrics and Gynecology 0
E 0
a

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

{See enclosed instructions and Renewal Iustructions, 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 Correct?  Delete?
Ohcdodric< & &M J2c- A){lﬂl > m 0 Obstetrics & Gynecology & O
o | ’ /' o o ’ 0 o
a 0 O [
& 0 0 &

Page 1 of B




| Massachusetts Physician Renewal Application
Physician Name: JOAN E LISTER License No.: 43434

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

a) Massachusetts: k Z

b} Federal (DEA): 8b) States where you were previously licensed (Abbr.)
¢} Federal (DEA) X§:

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

Principal Work Setting: Partnership or Group Practice
Change to: Hours per Week: M lf{

190) List all curvent health care facitities where Yyou are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the heaith care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to ench facility, write your stalf category at that facility (Admitting, Active, Courtesy,
Assoclate or Consniting), and the Approximate number of hours of patient care that you provide at that facility.
Include any affilistions with on-line prescribing services or companies. Please provide ali information for additional

facilit’es on a separate sheet, if necessary.

No Affiliations [T]

i T Staff Category # Hours
Health Care Facility (See Renewal insi ctions, page 4.) Delete? | o Change per Week
North Adams Regional Hospital Admitting L/
1

mlintniinlinlinkin

11} Care af patients in Massach'useﬂs {See Renewal Instructions, page 4.}

Average weekly hours involved in: a) inpatient care ’3% hrs/wk Change to H hrs/wk
b) outpatient care L’_éf_, hrs/wk Change to: _H_‘_..i hrs/wk

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

My medj aﬂiébi!ity insurance is provided through: (check one)
B{uraneé Carrler feomplete below)

Current insurance Carrier; ProMutual Group Change to:
Policy dates:  Fromdy )Y /04 Tofft /1Y 1 4%
frequired) :

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

[1 Not involved with direct or indirect patient care in Massachusetts

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

Page 2 of 5



Massachusetts Physician Renewal Application

Physician Name: JOAN E LISTER License No.: 43434
13) De you perform any surgery in your office? (See Renewal Insiructions, page 5.} Yes No
If Yes, please complete Form PCA-O "Office Based Surgery”

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

[
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 additiona) information and definitions, ALL guestions in this section must be answered.

YES NO

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

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, seitled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency 1o practice medicine or your

professional conduet in the practice of medicine.

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

28) Have you withdrawn an application for a medical license, allowed a license application to become obsolete
or have you been denied 2 medical ficense 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 Yyour insurance coverage in response to an inquiry by
a medical liability insurance carrier?

22} CME CERTIFICATION:
2) Have you completed your CME requirements preceding your renewal date? E4 es [ No

b} 1f no, are you requesting a CME waiver?

[C] Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your Jicense expiration date. (See Rernewal Instructions, page 8)

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

Page 3of 5



Massachusetts Physician Renewal Application
Physician Name: JOAN E LISTER License No.: 43434

E/ PHYSICIAN PROFILE
I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.
[ 1 have reviewed my Physician Profile and aitached a copy of the Profile with corrections,

{1 My status is-Inactive and | do not have a Physician Profile. (See Renewa! Instructions, page 10.)

CERTIFICATIONS

1) Ecentify that | have complied with my obligations 10 report abuse or neglect of children pursuant to G.L. e. 119, sec, S1A,
and } understand the punishment for failure to comply.

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

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

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

5} I certify that I have complied with my obligations to report the treatment of victims of rape or sexual assaylt pursuant to
G.L.c, 112, sed. 12A 172,

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

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

“8) 1 certify that | have complied with my obligations to file Massachuseits tax returns and to pay Massachusetts taxes, and |
understand that, pursuant to G.L. ¢. 62C, sec. 494, my license shall not be issued or renewed unless 1 make these
certifications under penalties of perjury.

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

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

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

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

Signature: %uéﬂ\fm Date: .2 ’ﬂf?j{

MAKE A 6PY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, EfR CREDENTIALING AND OTHER PURPOSES,

Page5of5



' Massachusetts Physician Renewal Application
Physician Nam?: JOAN E LISTER License No.: 43434
|
\(See Renewal lnslruétions, page4) Please make corrections as necessary firf.:“
;'7) Drug License N u}n bers, if ruy: 8a) Other states where you are now licensed fo practice {Abbr.} ‘J{ :;k’
: : R
a) Massachusetts: i{ ] f}ﬁf
b} Federal (DEA). 8b} States where you were previpusly licensed (Abbr.) i;;%
¢) Federal (DEA) XS: r;}:iﬁgf
f i - § ;

f

-9) What is your priﬁncipal work s‘etting?: {See Renewal Instructions, page 4.)

Principal Work Setting: Partnership or Group Practice iy
- ey
Change to: Hours per Week: ’M{ % }

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the

Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Conrtesy,

provision of patien%care. (Supply the name of the heaith care facility from Reference Table 5 on Page 16 of the

‘Associate or Consu

ting), and the approkimate number of hours of patient care that you provide at that facility,

Include any affiliatjons with on-line prescribing services or companies, Please provide all information for additional
[facilities on a sepa ate sheet, if necessary.

No Affiliations [

o : Staffl Catego # Hours
Health Care Facility (See Renewal Instructions, page 4.} Delete? ! oremt £ rycmng " per Weck
North Adams Regional Hospital Admitting L./

T
!
:
|

o

mlinysiintinlintin]

f]l) Care of patienljf in Massachusetts (,S"ee Renewal Insiructions, page 4.)

Average weeklylhours invo]ved in: a) inpatient care M hrs/wk Change to: & hrs/wk
' b) outpatient care ‘15.&.’_ hrs/wk Changeto: 45 hrsiwk

;

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

My medi ai’fiébjlity insurance is provided through: (check one)
E{m;nce C:arrier (camplgte below)

Current lnsu}ance Carrier: ;ProMufual Group Change to:
Policy datesi  Fromgyy )Y /04 Toff] 14 1 0Z
{requtired) - ‘

[ Letter of Credit subject to Board approval {attach « copy)
1 1am registering with Active status but I am not required to have medical Eiability insurance becaunse 1 am:

Check ond; ‘ :
£] Not involved with direct or indirect patient care in Massachusetis

| Government ;Employee Federal Tort Claims Act (FTCA)
i [ Otherwise eﬁempt {Please explain):

Page 2 of 5
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Massachusetts Physician Renewal , Application

Physician Name: Joan E Lister, M.1). License No.: 43434 \;a!
63§
PART A o
Y
1} Current Status: Active Renewal Due Date: 02/19/2007 Birth Date: H'ft-?
If you want to change your current status, please check one of the following boxes to indicate your new status: 3{):}
Check only one: (See Renewal Instructions, page 3.)

[0 Active [J Retiring 3 Inactive L] Do not wish to renew
7
=

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.
2 I Please msake corrections {print)

2a2) MAILING ADDRESS
AECEWED Mai ling Address:
City/Town: State:
ARV B i Zip: Country:
) In Wediotne Home Address:
City/Town: State:
Zip: Country:
Phone: Home Telephone: ()
L1 Check here to change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADD RESS Business Address:
Gynecology Services-Berkshires
2 Park Street City/Town: State:
Adams, MA 01220 Zip: Country:
Phone: (413)743-1263 Business Telephone: ()
[ Check here 10 change this address Business address cannot be a Post Office Box
3) E-mail A-deress: | Correct your E-mail and Fax Number below:
4) Fax Number: _413-664-7320 1%~ AL
5) Specialties (See Renewal Instructions, page 4} Delete? List Additional Speciaities:
Obstetrics and Gynecology O
0
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 Roard(s) below: Update General Certificates and Subspecialty Certificates
betow. Please add additional Certifications as required.
Board Name ABMS or AQA | Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology a
|
(|
O

Page 10f 2



Massachusetts Physician Renewal Application

Physician Name: Joan E Lister, M.D. License No.; 43434

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

7) Brug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts:
b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) XS: 11:

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing hormes, 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 2}l work sites, attaching a separate sheet, if necessary.

Current Insurance Carrier: ProMutual Group

) Otherwise exempt (Please explain).

Policy dates:  From 1b/] /pb To 10 / 1 /07

Type of Policy:  [] Claims made with tail coverage [1 Oceurrence Policy
(Enclose a copy of the certificate of insurance or the face sheet)

O Letter of Credit subject to Board approval (Attach a cepy.)

Checkope:  [3  Not involved with direct or indirect patient care in Massachusetts
{0 A Government Employee under Federal Tont Claims Act (FTCA)

List the names of all work sites iu Massachusetfs Location State Delete?
(See above and description on page 4.) (City or Town) ’
North Adams Regional Hospital Nath Mﬁ} Mk 0
Boerkiehire, Medica) Gnler iksdiclg, Ma 0
Paushiler Moyl Coner Serindield, M4 o
¥ d 4 m
O
1) Care of patients in Massachusetts (See Renewal Instructions, page 4.}
Average weekly hours involved in: a) inpatient care 4 hrs/wk Change to: hrs/wk
b) outpatient care 45 hrsiwk Change t0: hrs/wk
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:
'ﬂ/lnsurance Carrier {complete below)
Change to: ire. Jnsury M

[ 1am registering with Active status but I am not required to have medica) liabitity insurance because I am:

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

1f Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Yes No

Page 2 of 9



Massachusetts Physician Renewal Application

Physician Name: Joan E Lister, M.D. License No.: 43434

Ta 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 3.) b
You must check either YES or NO 1o each question. Provide detsils on Form R if you answer “YES” to any questions. Refer 1o e

Renewal Instructions for additional information and definitions.
YES NO

44}

14) CLAIMS MADE

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

b) PENDING: Are there any unresoived 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

resoived, 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,

) New: Have there been any claims, other than medical mal
this time period?

b) Resolved: Have you resolved, settled or a
claims, during this time period?

17) CRIMINAL CHARGES

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

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

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

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

practice claims, filed against you during

djudicated any lawsuits, other than medical malpractice

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application 10 any governmental authority, health care facility,

employer or professicnal 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, healith care
facility, group practice, employer or professional association? ]

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,

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

group practice,

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 Yyour insurance coverage in response fo an inquiry by

a medica) Hability insurance carrier?

22) CME CERTIFICATION: - E{
a) Have you completed your CME requirements preceding your renewal date? Yes [ No
by If no, are you requesting a CME waiver? OVYes [ 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.j

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

Physician Name: Joan E Lister, M.D. License No.: 43434
PART C
Check One: PHYSICIAN PROYILE

I have reviewed my Physician Profile at hup:#/profiles.massmedboard.ore 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

oo

My status is Inactive and I do not have 3 Physician Profile, (See Renewal Instructions, page 11.)

CERTIFICATIONS

1} I certify that ] have complied with my obligations to report abuse or neglect of children pursvant to G.L. ¢. ] 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.. ¢. 19C, sec. 10, and
1 understand the punishment 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. ¢.19A, sec. 15, and | understand the punishment for failure to comply.

4) I certify that I have complied with mty obligations to report the treatment of wounds, burns and other injuries pursuant to G.L. c. | 12,
sec. 124,

5} 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) I certify that 1 have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L., ¢. ] 12, sec. 5F,
when [ have a reasonable basis to believe that person violated any provisions of G.L. ¢, | 12, sec. 5 or any Board regulation.

7} I 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 I understand my obligations under G.L. ¢. 112, sec. 2.

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

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

11) I certify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events oceur in my
private office, pursuant to G.L. c. 112 sec. § and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 er seg. I 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 | have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which I have referred a patient for physical therapy services pursuant to G L. ¢. 112, sec. [2AA.

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 kno wledge 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 ma y 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,
Signatum% {-’,%:‘ Date: / /ﬁ ?_/ﬂ

MAKE OFY OF YOURKPPLICAT[ON AND ALL ATTACHMENTS BEFORE MAILING., YOU MUST RETAIN A
COPY QF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Massachusetts Physician Renewal Application -
Physician Name: Joan E Lister, M.D. License No.: 43434 b

NATIONAL PROVIDER IDENTIFIER (NPI) TN
The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions:~i7}
The NPT will repiace 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, T
Under the fina] HIPAA NP! Rule, all individual and organization covered providers wili be required to obtain an NPI by May 23, 2007.

)
}

&

)

In order for your license to be renewed you must take one of the following actions:
(U
Option I: Supply the Board of Registration in Medicine with your valid NPL. You can apply for an NP1 directly by using the NPPES wéh,

site at www NPPES.cms hhis.gov.

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

Option 3: Certify another authorized institution has applied for an NP1 on your behalf and you have not receiveg jt yet (supply
institution's name). Once you have received your NP] Number, you must notify the Board by completing the NP! form at the
Board's website (see Option 2).

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

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

Ch;kjhe appropriate box below, supply appropriate information, and sign the bottom of the page.

My current NP is: @ m !E_’ @ @

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

7 1 have applied for an NP1 using a third party (enter name): (follow instructions for Option 33

O By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPI on my behalf,

[ As an inactive physician, 1 do not wish to obtain an NPI.

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider
laxonomy code is required if you authorize BORIM to apply for an NP1 on your behaif.

Taxonomy (Specialty) Code Taxonomy Déscription {(Print)
Primary Provider Taxonomy: @ B EE El @m E] @:%.An
Provider Taxonomy: D D ED D D D D % 9|
Provider Taxonomy: D D D:l D D D D D:}
NPI REQUIRED INFORMATION

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

Social Security Number: D D D - D D ) D D D D

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

Gender:  [] Male [J Female

Autherization for NPI Dissemination

¥ authorize the Board of Registration in Medicine to provide my NPI to any authorized hospital, health plan, or health organization.

Signaty ’ ¢ i .’- Date: _/ /&_/bq_



Physiciap Name: Joan E Lister, M.D,

* Massachusetts Physician Renewal Application

License No.: 43434

1} Current Status: Active

Check only one:

Active 4 Retiring

Renewal Due Date: 02/19/2009

If you want to change your current satus, please check one of the following boxes to indicate your pew stafus:
(See Renewal Instructions, page 3.)

Birth Dste:

O Inactive [ Do not wish to renew

2a) MAILING ADDRESS

£ Check here 1o change rhis address
2b) HOME ADDRESS

Phone: (413)458-2691 FEB 1
. © 1 Check here 1o change this address
- Zc) _BUS]N_ESS -ADDRESS
" Gynecology Services-Berkshirés. -
D Park Steet < T
Adams, MA 01220

Phone: (413)743-1263

O Cieck here 1o change this address

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

Business addresses CANNOT be a Post Office Box.

Please make corrections (print)

Mailing Address:
City/Town:
Zip:

State:

Country:

Home Address:

City/Town: State:

Zip: Country:

Home Telephone: { )

@ 2609

. Home address cannot be a Post Office Box

- Business Address: ..

1 City/Town: --

Zip: Country:

e State:r

Business Telephone: ( )

Business address cannot be a Post Office Box

Correct your E-mail and Fax Number below:

3) E-mail Address: _
4) Fax Number: 413-743-0568
5) Specialties (See Renewal Instructions, page 4)  Delete? List Additional Specialties:
Obstetrics and Gynecology a
O
a

6) Current American Board of Medical S

pecialties (ABMS) or American Osteopathic Association (AOA) Information.
(See enclosed instmgl.ions and Renewal Instructions, page 4.)

List Certifying Board(s) below: Update General Certificates and Subspeé:ialty Certificates
e e helow. Please add additional Certifications as required.
Boarleame‘-‘ 2 ABMS or AOA CertiﬁcatelSubspeéialty ’ Delete?
Obsléﬁﬁéﬁ & G;rnc'coldgﬂv" T T ABMS Obstetrics and Gynecology Qg
0
0
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a - Massachusetts Physician Renewal Application

Physician Name; Joan E Lister, M.D. License No.: 43434

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

7) Drug License Numbers Corrections: §) Other states where you are pow licensed to practice
a) Massachusetts:
b) Federal (DEA): 9) States where you were previously licensed
c) Federal (DEA) XS: VT ‘

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

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

List the names of al! work sites in Massachusetts Locatien State Delete?
(Se¢ above and description on page 4.) (City or Town)
Baystate Medical Center O
Berkshire Medical Center 0
North Adams Regional Hospital E’
0
8]

11) Care of patients in Massachusetts (See Renewal Instructions, page4.)

Average weekly hours involved in: a) inpatient care 4_ hrsawk Change to: hrs/wk
b) outpatient care __45_ hrs/wk Change to: hrs/wk

12) Medical Liability Insurance Information fSee¢ Renewal Instructions, page 5.)
Check one. Locum tenens must Jist policy daies. My medical liability insurance is provided through:

E’ Insurance Carrier (complete below)

Current Insurance Carrier: Berkshire Insurance Co. Change to:
Policy detes:  From [p /1 /N® To f0// /09
Type of Policy: "}"Claims made with tail coverage - O Occurrence Policy

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

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

O 1am registering with Active status but I 2m not required to have medical liability insurance because I am:

Checkone: [J  Notinvolved with direct or indirect patient care in Massachusetss
[l A Govenment Employee under Federal Tort Claims Act (FTCA)

OO Otherwise exempt (Please explain).

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

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

No

Page 2 of 7
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Massachusetts Physician Renewal Application

Physician Name: Joan E Lister, M.D. License No,: 43434

In questions 14-21, the phrase "time period" refers to the following — ali time from the dzy you signed your ast
license Renewal Application to the day you sign this Renewal Application. (Se¢ Renewal Instructions, page 5.)

You must check either YES or NO 1o each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional informaiion 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, scttled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency 10 practice medicine or your

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

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

claims, during this lime 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 resoived during this time period?
c) Are there any criminal charges pending against you today?

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

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

employer or professional association?

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

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

d) Have you been the subject of a disciplinary action taken by any governmenia) authority, health care
facility, group practice, emplover 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 & license application to become obsolete
or have you been denied 2 medical license for any reason?

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

a medical liability insurance carrier?

22) CME CERTIFICATION: '
a) Have you completed your CME requirements preceding your renewal date? E’Yes [J Ne
b) 1f no, are you requesting a CME waiver? [IYes [] No

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

CME EXEMPTION: (check one) [0 Inactive Siatus J Residency/Fellowship training

Page 3of 7



+ ' Massachusetts Physician Renewal Application o

Physicizn Nanie: Joan E Lister, ML.D. License Ne.: 43434 E\j

PART C %

. O

Check One: PHYSICIAN PROFILE N

Lid

M 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.) "

iy

w

[3  Ihave reviewed my Physician Profile and attached a copy of the Profile with comrections.
00 My staws is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

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

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

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

4) I certify that I have complied with my obligations to report the treatmemt of wounds, burns and other injuries pursuam 10 G.L. ¢. §12,
sec. 12A.

5} 1 certify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢, 112,
" sec. J2A 172,

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. 5F,
when ] have a reasonable basis to believe that person violated any provisions of G.L. ¢, 1 12, sec. 5 or any Board regulation,

7) 1 certify that I have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and I understand my obligations under G.L. ¢. 1 12, sec. 2.

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

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

11} I cenify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. c. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ¢t seq. 1 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 imerest in any parinership, corporation, firm or other
legal entity 1o which I have referred a patient for physical therapy services pursuant to G.L. c. 112, sec. 12AA.

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

Signatur - _Q%Z:/ Date: -62—/ _4_/ M

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




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Joan E Lister, M D. License No.: 43434

Current Status: Active License Expiration Date: 3/19/2011
1) Activity Status: Active
2} Address & Contact Information

Mailing Address: Gynecology Services-Berkshires
2 Park Street
Adams
Massachusetts - 01220
United States of America

Home Address:

Business Address: Gynecology Services-Berkshires
2 Park Street
Adams
Massachusetts - 01220
United States of America
(413) 743-1263

2) Email Address:
4) Fax Number: (413)743-0568

5) Specialties
Gynecology

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

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

7) Drug License Numbers
Massachusetts Federal (DEA) Federal {(DEA) X8

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

8) States where you were previously licensed
Vermont

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

office, clinics, nursing homes, etc

WorkSite Location
Berkshire Medical Center

Page 1 of 4 Date: 1/24/2011 Time: B:58 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Joan E Lister, M D. License No.: 43434

11) Care of patients in Massachusetts
Average weekly hours invalved in- a) inpatient care 2 hrs/wk
b} outpatient care 50 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Berkshire [ndemnity Company, SPC, Ltd. 10/01/2010 10/G1/2011 Claims made with tail Coverage

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

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

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

15) Claims Ciosed _
Mas 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 Civit Lawsuits _ . o
Question 16 refers to claims or actions related to your competency to practice medicine or your

professionai 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 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 crimina charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

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

employer or professional association?

b) Have you ever taken a leave of absence fromany health care facility, group practice or emplayer?

c} Have you been the subject of an investigation by any governmental authortty, health care facalig/, 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 of 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 appiication 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, fimited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct oh 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 4 Date: 1/24/2011 Time: 8:58 AW



Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: JoanE Lister, M D. License No.: 43434

management. Requ:rement:_ 40 hours credit in Category 1 and 60 hours in Category 2) for this 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 abifity to
practice medicine?

Page 3 of 4 Date: 1/24/20114 Time: 8:58 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: JoanE Lister, M D, License No.; 43434

Current Sfatus: Active License Expiration Date: 3/19/2013

1} Activity Status: Active

2) Address & Contact Information

3)
4)
5)

6)

7)

8

9)

Mailing Address: Gynecology Services-Berkshires
2 Park Street
Adams
Massachusetts - 01220
United States of America

Home Address:

Business Address: Gynecology Services-Berkshires
2 Park Street
Adams
Massachusetts - 01220
United States of America
(413) 743-1263

Email Address:
Fax Number: (413) 743-0568

Specialties
Gynecology

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

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

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

Other states where you are now licensed to practice
None Reported

States where you were previously licensed
Vermaont

10} Work Sites

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

WorkSite Location
Berkshire Medical Center

Page 1 of 5 Date: 1/29/2013 Time: 2:52 PR



Commonwealth of Massachusetis
Board of Registration in Medicine
Physician Renewal Application
Physician Name; Joan E Lister, M.D. License No.: 43434

11} Care of patients in Massachusetts
Average weekly hours involved in: a) inpatient care 0 hrs/wk
bj outpatient care 45 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Folicy End Date Policy Type
BHS Insurance Co,LTD 106/01/2012 10/01/2013 Claims made with tail coverage

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

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

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits ‘ ) _ _
Question 18 refers to claims or actions reiated to your competency to practice redicine or your

professional conduct in the practice of medicine.

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

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

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there ary 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 ary governmental authority, health care facility, group practice

employer or professional association?
b) Have you ever taken a leave of absence from any heaith care facinty, Lgroup practice or employer?
cf Have you been the subject of an investigation by any governmental a hority, 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 tcztpossess, dispense or prescribe controlied substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20) Have you withdrawn an appflication for 8 medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response te an inquiry by a medical liabiiity insurance carrier?
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Commonwealth of Massachusetis
Board of Registration in Medicine
Physician Renewal Application

Fhysician Name: JoanE Lister, M.D. License No.: 43434

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

management. Re?uirement: 40 hours credit in Categor¥1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application
Physician Name: JoznE Lister, M.D.

License No.: 43434

23) Do you have a medical

condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used an

y chemical substance{s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Joan E Lister, M.D. License No.: 43434

Current Status: Active License Expiration Date: 3/19/2015

1) Activity Status: Active

2) Address & Contact Information

3)
4)
5)

6)

7)

8)

8)

Mailing Address: Gynecology Services-Berkshires
2 Park Street
Adams
Massachusetts - 01220
United States of America

Home Address:

Business Address: Gynecology Services-Berkshires
2 Park Street
Adams

Massachusetts - 01220
United States of America
{413) 743-1263

Email Address:
Fax Number: (413) 743-0568

Specialties
Gynecology

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

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

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

Other states where you are now licensed to practice
None Reported

States where you were previously licensed
Vermont

10) Work Sites

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

WorkSite Location
Berkshire Medical Center
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Commonwealth of Massachusetts
Board of Registration in Medicine
Fhysician Renewal Application

Physician Name: Joan E Lister, M.D. License No.: 43434

11) Care of patients in Massachusetts
Average weekly hours involved in: a} inpatient care 0 hrs/wk
b} outpatient care 35 hrs/wk

12} Medical Liability Insurance Information
insurance Carrier Folicy Start Date Policy End Date Policy Type

Berkshire Indemnity Company, SPC, Ltd.  10/01/2014 10/01/2015 Claims made with tail coverage

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

14) Claims Made _ o .
a) New: Mave you received notification of 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 clairms 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

professionat conduct in the practice of medicine.

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

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

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

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

employer or professional association?

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

c) Have you been the subject of an investigation by any governmental althority, including the
Massachusetts Board of Registration in Medicine or any other state medicai 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, ernployer 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 iiability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetis
Board of Registration in Medicine

Physician Renewal Application
Physician Name: Joan E Lister, M.D.

License No.: 43434

22) Have you compieted all of the CPD requirements for this ren

ewal cycle? If you are renewing
your ficense for the first time or parti

cipating in postgraduate training, please answer Yes. Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application
Physician Name: JoanE Lister, M.D.

License No.: 43434

23) Do you have a medicai co

ndition that interferes in any way or limits your ability to practice
medicine?

24) Have you used any

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