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Commonwealth of Massachusetts - Board of Registration in Medicine
560 Harrisen Avenue, Suite #G-4, Boston, MA 02118 {617) 654-9810 -

FULL LICENSE APPLICATION

Application Fee: Please enc heck or mone in the amount made payable to
Massachusetts. The application fee is non-refundable.

Check One; U.8./Canadian Graduate [0 International Gradusate

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

AWen Redoecca RoMawan

Last Name (type or print clearly) First Middle O  Ssuffix (or., etc)

K MD.[J D0 Phd [ Otherdegree M EH O Male  Bd Female

Other Name(s) Used_ - List any other name(s) you have used which may appear on your identifying documents, such as
medical education and examination records. If not applicable, check here (X

Entire Last Name (type or print clearly) First Middle Suffix (Ir., etc.}

Date of Birth: Social Security Number: _
Month Day Year

Place of Birth: \'_'\N"\ab( Cibm C A

City v State/Province/Temitory Country if not USA
Home Address: - = —_—
Number end Street ’
) City B State/Province/T efTitory Zip {or postsl) Code -

Business Address: D‘_o*. Q%’G"U\J 75 Eeonas SF* Wy

Mumber and Street

(305\'0/\ /\/\A OM\W\S

City State/Province/Territory Zip (or postal) Code
Business Home
Telephone: &D ) 732 51 (9‘(0, cxt.37qso Telephone.

1A
| 9\9:'5‘71»
Preferred Mailing Address: [} Business Address Bl Home Address C/\(/&? ,6 00 '00

o 105

E-mail Address:__




PRINT NAME: Qe\ae(cc\ \‘\‘-“‘\«wavb A\\tn PAGE 2 OF 3

Pre-medical Schog)

From To
Facility: \M ¢S\€”\M \-)"l"\i US;JNy Degree: g’_/&_ QYo Al DST2% ST
Street: 2372 > Aol SeredU ey MG b n State: _C T

Facility: Degree: i
Strect: City: State:

Mediczl School
From To

Facility: ;o\um’biv\ Vaversivo Degree: MO 0%/01/96 57w ot
Street: 930 W, 18¥n S¥rdet  City _ New Yo- ko State: _AY

Facility: Degree: __ . ./ _/ /o
Strect: City: State:

Datc of medical schoot graduation: QS 16 s >00\

Note: U.S. graduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in medical education. Intemationa! graduates must provide 2 written explanation for the

duration of medical education longer than six (6) years and any breaks in medical education.

Postgraduate Edueation:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You maust account for all

periods of training or postgraduate work from the time you graduated from medical school.

From To
Facility: BrchamtWomenls Hospibal Position£6% 1-4  ©6/20/ 0V Of73Y OS5
Street: 75" Erantis S+ City: asto State: /™M
Facility: Posttion:___ ... __/J /  _f ./
Street: City: State: .
Facility: Position: __________ __/ [ 4 [
Street: : City: State: _
Facility: Position: ./ /[ _ ___/J _/
Street: City: State:
Facility: Position_______ [ [ __/ [/
Street: City: State: ___

ey
ST e T

-=c [ .._-7_

0
©®



PRINT NAME &\n“‘*\ \(\ ‘\\’L‘ i a.?) An( A PAGE 3 OF 3

o
Hospital Affiliations and foyment ‘{
List hospital appointments, in chronological order, where you had active steff privileges. Include the name and X
address of the facility, vour position and dates of affiliation. Alsc include periods of unemployment or U;

employment outside of medicine. Attach a separate sheet of paper if necessary.

Erom To

i
Facility: _______ Positioni____________ I A S A A X
Street: City: State:
Facility: Position: S S A A
Strect: City: State:
Facility: Position:_________ e
Street: City: State:
Facility: Position:________ S S
Street: City: State:

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

2. Are you certified by the American Board of Medical Specialtics? [[] Yes I No

3. List Board Certification(s): Certification date;___/____/

Certification date:_ /[

4. Have you attached an up-to-date copy of your curriculum vitae? Yes C] No ' )

S. Reason for requesting a Massachusetts medical license: Wowslip - .
Fﬂ“"ﬁfo\«m\- f\o\ wi @h-\\u..-ﬂ LJOM{ Hu;/v.'}'a\ [ Aﬂ'b{-«k Gjmﬁhb S+
6. Name of Facility: BF"‘\\‘\*“\“’\A srmen’y Moy u\’~\

7. Address: 7§ r(MC‘S S¥ City: 6 a8y '\"0 P
8. Anticipated starting date in Massachusetrs: Qb / 30 /DS~
Affidavit of Applicant

1, the undersigned applicant, hereby certify that all information included in this application for licensure constitutes
a truc staternent made under the penalties of perjury.

Pt oL 2180

Signature of Applicant Date

Rev: 10/21/2002




SUPPLEMENT FORM

PRINT NAME; Qﬂ\ouco\ \’\‘\\\Mw»b A\\t"\ DATE: j};m;__‘fiof

IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the additional
information en pages 4-10,

QUESTIONS YES NO

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

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

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

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

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

6-A.  Have you ever, for any reason, been denied 2 medical license, whether full, limited, temporary,
or have you withdrawn an application for medical ficensure?

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

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

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

8-B. Has any disciplinary action ever been taken sgainst you for violation of laws, rules, by-laws,or  [] [

standards of practice by any governmental authority, healthcare facility, group or professional
medical society or association ( national, state or local)?

Applicant's Signature: M&(_\w_ Date: (}\/ \ ef 08"




9-A.

9-B.

10

1.

13.

14,

15-A.

15-B.

e
173
B

MR

Have you ever voluntarily relinquished any medical staff membership?

SERET TR
P

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

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

Pty

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

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

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

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

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

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

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

In the past ten (10) years, has any lawsuit, other than 2 medical malpractice suit, which is
related to your competency to practice medicine, or your professional conduct in the
practice of medicine, been filed against you or has such a suit been settled, adjudicated or
otherwise resolved?

Applicant’s Signamre%W—\ Da te:')_ IL? F 0 S_/
\




Fylt License Application

Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118  {617) 654-9810 www.massmedboard.org

" MEDICAL EDUCATION VERIFICATION

N. LICTIONS: Piease complete the waiver for reieasa of information and forward this form to your univessity/medical school(s) or
university of graduation for verification.

| authorize the medical scho%it’y listec to provide any and all information pertaining lo my medical education at your Institution.
Applicant's Signatura: Date of Birth | .

Prirt or Type Name: A\\ LN @‘-\'-"- Lo, H Soclat Security Not -
{Last name) (First Name) (Middle tniial)

Other Name(s)

(Please type or print name{s) . . . ..
Name of Madical School: CdymSia Wavsina (o \enp o ‘PL%\;-MS MY Suf-};unj

adarass: 530 L LB 5% P¥S 2 -40) City: Neg“\w’\‘- ‘Slateorprrwince: ____M__.__W_MK

-
S| 0O THE DEAN QR DESIGNA’ OFFICIAL OF MEDICAL SCHOOL g
i..'
Please complete this form and forward it, together with a copy of the official transcript {which Indicates courses taken, 0
dates and hours of attendance, and scores, grades, or evaluations) and mall it to the Board of Registration In Medicina. T
™
td
s s =c
2
If name of Institution was different frofn the above named institutlon when applicant attended, plaase enter nama balow: Fohe
.
. et
Premaedical Education: Does your school have a premedical school education requirement? D Yes |Zj No =
If *yes,” Indicate where the appiicant completed premedical school, .
Applicant’s Undergraduate School: &C)c’ i A Jeess ,4’

P dLfe ot CF.

Z ¥d 829345007

a3 Ai

9%

Underpraduate Schoo! Address:

{Continued on page 2)

23y
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Full License Application

Enrollmant and Participation: Our records i te that
yl J oot 24 4¢ ccA
(lype or print the applicant's name): {Las! name}) {First narme} {Midéle initial)

attended our medical schoo! on the following daies {indicate the month, day and yaar in the section baiow).

ATTENDANCE DATES: FROM I0 EROM 0
DEIRC ) 26  LL1ey1 87 27183100 45 161 07
ag 108 | 97 25il/ 58 () i/
06 29 /28 g6 RII29. i 1

total months  (must be included} of ot Joes than 32 weeks in each academlc year

The applicant attended /64 total waaks of,
Inuliy sn-campus education.

’ 4
check one [?I wasawardedadegmaln%ﬁé_{_m/(—' (.,Mf' & on(monﬂﬂdaylyear)off i’y or
D was NOT awerded degree. Please explain reason(s).
Unusual Circumstances: Tha foliowing questions apply to unusua! drcumstances that eccurred during any part of the applicant’'s medical education.

All questions must be answered. nswer “YES" o an astions bel o lanation.
YES NQ

1. Did tha applicant take any leaves of absence or breaks from his/her medical education?
2. Was the epplicant ever placad on probation?

3. Was the applicant ever disciptined of under Investigation?

4, Were any negative reports ever filed by instructors regarding the applicent?

COMMENTS: . ____

AFFIC INSTITUTIONAL SEAL HERE @Mm ﬁ .
Signature:

{if the institution does not have a seal, this form must be () f
notarized) INTERNATIONAL MEDICAL SCHOOLS MUST o L amen & P
ATTACH A COPY OF THE MEDICAL SCHOOL DIPLOMA /1 hame: =~ s -
AND A TRANSCRIPT OR PROVIDE AN EXPLANATION.  Tye: s s (an £ s fo o g.ﬁ Jitest (oenvecs

Date: O 5 105  Telephone: (st n303™ 3 224,

This form will not be accepted unless it is starhnp]ed yiith the institutional seal or notarized.

s\ A\ 6E

N

i~



Massachusetts Physician Renewal Application

Physician Name: Rebecca H Allen License No.: 223972

PART A’
1) Current Status: Active Renewal Due Date: 01/24/2006 Birth Datc.

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

£ Active [0 Retiring 3 Inactive [ Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are

required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT be a Post Office Box.

Please make corrections (print)
2a8) MAILING ADDRESS

REGEWED Mailing Address:

0 EC 06 2305 City/Town: State:

Zip: Country:

O Check here 10 charge this address Board of RBBI’

2b) HOME ADDRESS in Medicine "
) Cine Home Address:
City/Town: State:
Zip: Country;
Phone- Home Telephone: (__ ) 5
L) Check here to change this address Home uddress cannot be a Posi Office Box
2¢) BUSINESS ADDRESS Business Address:
Div of Women's Health BC-3
BWH 1620 Tremont Street City/Town; State:
Boston, MA 02120 Zip: Country:
Business Telephone,
Phone: (617)732-7928 8198 ' phone: (___)
[0 Check here 1o change ths address Business address cannot be a Post Office Box
3) E-mail Address: X
4) Fax Number: G\72. S a8 1746
5) Specialties (See Renewal Instructions, page 4.} Delete? Additional specialties:
Obstetrics and Gynecology O
]
o

6) Current American Board of Mediczl Specialties (ABMS) or American Osteopathic Association {ADA) Information.

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

List Certifying Board{s) below: Update General Certificates and Subspeciaity Certificates
below. Plcase add additiona) Certifications as required.
Beard Name ABMS or ADA| Certificate/Subspecialty Correct? Delete?
O 0
o )
a 0
a 0

Page 1 of7

.l



Massachusetts Physician Renewal Application

Physician Name: Rebecca H Allen License No.: 223972
(See Renewal Instructions, page 4.) Please make corrections as necessary
T} Drug License Numbers, if any: 8a) Other states wherc you are now licensed to practice (Abbr.)

a) Massachusetts:

b} Federal (DEA): 8b) States where you were previously ficensed (Abbr.}
¢) Federal (DEA) XS:

9) What is your principal work setting? (See Renewal Instructions, puge 4.) H
2t ! Ora\
Principai Work Setting: Change to: s f Ve

Plcase enter the gpproximate number of work hours a1 your principal work setting: ‘k Q

10) List all carrent health care facilities where you are affiliated or have compleled the credeatialing process for the
provision of patient care. (Supply the name of the health carc facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category af that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of paticat care that you provide at that facility,
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional
facilitics on a separate sheet, if necessary.

No Affiliations [ Please enter the approximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4.} Delete? | orpent Staly Calegé:y;n.gt § ;ﬁ:ﬁ?‘:"f«k
@)r"-ogt\\m i \J\) ameAs \‘\blei\‘-\\ O A)M“ﬁ\'n}- 3D
v aAu\¥ne ”b; pile)\ [J A}hiﬁ\‘f\a\ s
€laane) ?&rh\"’\ns CNaie - Bestron 0 | Awvd \ O
\Nonu\‘s WedWa Seeviesy Clial - Chegnt Wil O [Achive S
)
[
B
11) Care of patients in Massachusells (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 0 _ hrsiwk Change to: L hrsfwk

b) outpatient care 0 _ hrs/wk Change to: 3 hrsiwk

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

A Insurance Carrier {complete beiow)
Current Insurance Carrier: RY ¢ O ‘ Change to:

Policy dates:  From _-_7__!_L/ A0S To V3/3) /8905

(required) WM e rentwed o 1 hifacete d A1l 2000
{1 Letter of Credit subject to Board approval (artach a copyj

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

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

[ Govemnment Employee Federal Tort Claims Act (FTCA)

[0 Otherwise exempt (Please explain).

Page 2 0f 7



Massachusetts Physician Renewal Application

Physician Name: Rebecca H Allen f.icense No.: 223972

15) Do you perform any surgery in your office? (See Reneval Instructions, page 5.) Yes No

If Yes, please complete Form PCA-O "Office Bascd Surgery”

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

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

YES NO

14} CLAIMS MADE
a) New: Has any medical malpractice claim been made against you during this time period, whether or

not a lawsuit was filed on that claim?
b) Pending: Are there any unresolved malpractice claims against you today, any claims that have not been
finally settled or finally adjudicated?

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

resolved, settled, or adjudicated during this time period?

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

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

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

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

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

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

19) Has your privilege to possess, dispense or prescribe controlied substances been suspended, revoked,
denied, restricted by, or surrendered 10 any state or federal agency?

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition refated 1o professional competency or conduct on your coverage, or
have you voluntarily restricied, limited or terminaled your insurance coverage in response 10 an ingquiry by

a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date?

[0 Yes [ No

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

CME EXEMPTION: (check one) [J Inactive Status Residency{Fellowship)raining

Page3of 7
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Massachusetts Physician Renewal Application
Physician Name: Rebecea H Allen License Nu.: 223972

PHYSICIAN PROFILE

1 have reviewed my Phvsician Profile at profiles. massmedboard.org and confirm that the information is accurate.
¥ F03

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

[0 My status is Inactive and | do not have a Physician Profile. {See Renewal Instructions, page 10.}

CERTIFICATIONS

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

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

3) 1 centify that 1 have complied with my obligations 1o report zbuse, neglect or financial exploitation of eiderly persons
pursuant to G.L. ¢.19A, sec. 15, and | understand the punishment for failure to comply.

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

53 I centify that | have complied with my obligations to report the treatment of victims of rape or sexual assauht pursuant to
G.L.c. 112, sec. 12A 1/2.

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

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

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

9) 1 certify that | have complied with my obligations related 10 the reporting of employees and contractors pursuant to G.L.
c.62E.

10) I centify that | have complied with my obligations related to the withholding and remitting of child suppon pursvant to
G.L.c. 11%A.

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

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

Signature: w/\ Wk/ Date: 13\/ < ;_DE-’

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

Page 5 of 7



Massachusetts Physician Renewal Application
Physician Name: Rebecca H Allen License No.: 223972

. . NATIONAL PROVIDER IDENTIFIER (NPI)
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard
transactions. The NP1 will replace all other identifiers assigned 10 health care providers, such as those assigned by health plans,
government programs and health care purchasers for purposes of conducting these business transactions.

Under the final HIPAA NPI Rule, all individual and organization covered providers will be requ:red to obtain an NP1 by
May 23, 2007.

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

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

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

Option 3: Cenify another authorized institution has applied for an NP1 on your behalf and you have not received it yet (supply
institution's name). Once you have received your NPI Number, you must notify the Board by completing the NPI form
at the Board's website (scc Option 2).

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

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

[ My current NP is: DDD D I::I E] [:I L__I I:D

O3 1 have personally applied for an NP1
B 1 have applied for an NPI using a third party (enter name): @\J\) '? O (follow instructions for Option 3)

[J By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf.

HIPAA TAXONOMY CODES

Piease provide the HIPAA taxonomy (specialty} codes (refer to Renewal Instructions, page 13 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider
taxonomy code is required if you authorize BORIM 10 apply for an NPI on your behalf.

Taxo ialty) Code Taxonomy Description {Print)

Primary Provider Taxonomy: @@-@.@@- O\S\{MCS ¥ 614((»\0{"3’_

Provider Taxonomy: D D ED D D D D EI:I
Provider Taxonomy: D D D:] D D D D EI]

NPI REQUSRED INFORMATION

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

Social Security Number:

State of Birth {if US): CA Country of Birth (if outside the US):
Gender: O Mate Female

Penalties for Falsifying Information on the National Provider ldentifier Application
18 U.S.C. 100} authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or
agency of the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material
fact, or makes any false, fictitious or fraudulent statements or representations, or makes any false writing or document knowing
the same 1o contain any false, fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to
$250,000 and imprisonment for up to five years. Offenders that are organizations are subject to fines of up to $500,000. 18
U.5.C. 3571(d) also authorizes fines of up 10 twice the gross gain derived by the offender if it is greater than the amount

specifically autho%mencmg statute.
Signature: / /Z% %—\\ Date: \B\ / s on

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

Page 6 of 7
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Massachusetts Physician Renewal Application

Physician Name: Rebecca H Allen, M.D. License No.: 223972
PART A
1) Current Status: Active Renewal Due Bate: 01/724/2008 Birth Date:

i vou want 1o change vour current status, please chech one of the following boxes 1o indicate your new status:
Cheek only one:  (See Renewal Instructions, page 1)
L3 Active [3 Retiring O Inactive {J Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You arc
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 Gifice Box. . )
Please make corrections (print)

Za)VMAIl:ING :-\DDRESS ) RECENED TiAsan sk Rwo i“""QI:‘& pt
bW 1630 remem et 4 Malling Aderesss 10\ Ouilaa e ~
Boston, MA 02120 ) JAN23 2008 | City/Town: ¢ o Adtnle State: L1

ﬁ Cheok here to change this address Bgarq of Regi_stration élp:M Country: MDA
2b) HOME ADDRESS in Medicing
Home Address: I
CityTown, Siate
Zipp . Country:
Phone: Home Telephone: ¢
X Chech here to change this address Home address cannot be a Post Office Box

7 Divof Womens el BC- Busiess Address. L Gt B D V2|
BWH 1620 Tremont Street CityTown: €70 Veate S e R
Boston, MA 02120 7ip: O3 AOS™ Country: WS A
Phone: (617)732-7928 Business Telephone: (AO\) 74 \\ d&

Chech here ta change this address Business address cannot be a Post Office Box
3) E-mail Address: Correct your F-mait anrd Fav Nnmber below:
4) Fax Number: G52 T QQ\ %’S 3 _ b 8_3’__ a‘

-\ T H

§) Specialties (See Renewal Instructions, page 4.) Delete” List Additional Specialties:
Obstetrics and Gynecology 0
]
0

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

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

Board Name ABMS or AOA| Certificate/Subspecialty Delete?

O3 551{\~';(S‘\'-6W:,\s'\-f\ Aemd Obsyere o 61(\@.(\\03/\/ O
g @)

ool
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Massachusetts Physician Renewal Application

Physician Name: Rebecea H Allen, M.D. License No.: 223972
(See Renewal instructions, page 4.) Please make correciions as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: I
b) Federal (DEA): B 9} States where you were previoushy licensed
c) Federal (DEA)Y XS: '

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

List the names of all work sites in Massachusetts Location - State Delete?
(See above and description on page 4.) (City or Town)
Brigham & Women's Hospital m
Faulkner Hospital a
Other {
Planned Parenthood League of Mass. ¥ochon I Weraskysr MA c
FovrWoma HedMa Shrvie < A\\,L.LSo'r o M A O
11) Care of patients in Massachusetts (Se¢ Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care  _3__ hrsiwk Change 1o: ._,,._Q,. hrs/wk
b) outpatient care 35 hrsiwk Change to: i 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:
m Insurance Carrier (complete below)
Current Insurance Carrier: CRICO Change to:\N omen & Tnenks Y] "flp'h )
Policy dates:  From i/_“_/,?__j To M@M/E_Q/_Q_ 8 o e Lstg
Type of Policy: [ Claims made with tail coverage &l Occurrence Policy

(Enclose a copy of the certificate of insurance or the face sheet)
01 Letter of Credit subject to Board appraval (Aftach a copy.)

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

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

O  Otherwise exempt (Please explain):

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

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

Page 2 of 7




Massachusetts Physician Renewal Application

Physician Name: Rebeeca H Allen, M.D. License No.: 223972

In questions 14-21, the phrase "time period” refers to the following -- all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NO 10 cach question. Provide detalls on Form R if vou answer "YES™ 10 any questions. Refer to

Renewal Instructions for additional information and detinitions.
YES NO

14) CLAIMS MADE
a) NEW: Have you received notification of a claim, whether ot not a lawsuit was fiied 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 settied or Onaily adjudicaled?

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

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to praclice 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 rescived, settled or adjudicated any lawsuits, other than medicel malpractice
claims, during this time peried?

17y 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 charpes pending against yvou today?

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

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application 10 any govermimental authority, health care facility, group practice,
cmiplover or professional association?
b} tave you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any govemmental authority, health care facitity, group
practice, employer or professional assoeciation”
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 1o possass, 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 medicai license, allowed a license application to become obsolete
or have vou been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related 1o professional competency or conduct Oh your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in responsc to an ingquiry by
a medica! liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? [ Yes No
b) If no, are you requesting a CME waiver? m Yes [] No
A CME waiver request form must be submitted at least 30 days prior to your license expiration date.

¢} 1f vou are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (cheek oney [ nactive Staas B Residency/Feliowship training

Page 3ot 7



Massachusetts Physician Renewal Application

Physician Name: Rebeeca H Allen, M.D. License No.: 223972 ;

PART C

Check One: PHYSICIAN PROFILE v
[ 1have reviewed my Physician Profile a1 htip://profiles massmedboard.org and confirm that the information is accurate.

{Pleasc note that if you changed or corrected your business address, business phone number, practice specialty, hoard
certification and/or hospital affiliations on your renewal application, your Physician Profile will aiso be updated.)

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

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

CERTIFICATIONS

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

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

4) 1 centify that 1 have complied with my obligations to report the treatment of wounds, burns and other injuries pursuantto G.L. c. 112,
sec. {2A.

5) ! certify that | have complied with my obligations to report the reamment of victims of rape or sexual assault pursuant to G.L. ¢. 112,
sec. 12A 172,

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

7)1 certify that | have complicd 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 centify that | have complied with my obligations 1o file Massachusetts tax returns and 1o pay Massachusetts taxes, and ] understand
that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless ] make thesc certifications under penalties of

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

11) 1 certify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 g seg. | 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 | have complied with my obligations 1o disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which 1 have referred a patient for physical therapy services pursuant 1o Gl ¢. 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, 1
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: WM Date: \ ! "7/ 0@

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREBENTIALING AND FOR OTHER PURPOSES.
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Mass.Gov - Massachusetts Board of Registration in Medicine Page 1 of 3

S R
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Back } Home ; How 160 Read 2 Profile N

Massachusetts
Board of Registration in Medicine )
Physician Profile

Rebecca H. Allen, M.D.

L Physician Information
{The information in sections { - VI has been provided by the physician.}

License Status: Active
License Issue Date: 6/15/2005
Accepling New Patients: No
Accepts Medicaid: Yes
Primary Work Setting: Hospital

Business Address:  DivofWomensHeattrBE~3  \Diy & AMSJ\&M.NDCNQ
BWHt020-Frement-Strest- () T\

BoSON, WA 02426 Lan Duileny S
Phone: (e17)y732:7826- A o\ =
Transjation Services Available:  Spanish 2724 A e (€ A0S

Insurance Plans Accepted: None Reported RESS
Hospital Affiliations: Brighanri-Woemern's-Hospital-tAdmitting] \nj e »
Feuikrer-Hospilai-tdrmitting) . . ™
Irbed 1 Mool ) (A

. Education & Training

Medical Sghool: Columbia Univ. College of Physicians & Surgeons

Graduation Date: 2001
Post Graduate Training: Massachusetts General Hospital - Resident
Brigham & Women's Hospital - Resident - Obstetrics and
Gynecology (6/20/2001-6/30/2005})

1. Specialty

Area of Specialty: Obstetrics and Gynecology

OSS\Q\\H(,S w\b 6.{/4?,( o\o c)%

hitp://profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?1D=67575 1/17/2008



Mass.Gov - Massachusetis Board of Registration in Medicine Page 2 of 3

None Reported

V. Honors and Awards

This physician has reporied no awards,

VI, Professional Publications

This physician has reported no publications.

VIE. Malpractice Information

Some studies have shown that there is no sighificant correlation betlween malpractice
history and a doctor's competence. At the same time, the Board believes that consumers
should have access to malpractice information. in these profiles, the Board has given you
information about both the malpractice history of the physician’s specially and the
physician's history of payments. The Board has placed payment amounts into three
statistical categories: below average, average, and above average. To make the best
health care dacisions, you should view this information in perspective. You could miss an
opportunity for high quality care by selecting a doctor based solely on malpractice history.
When considering malpractice data, please keep in mind:

« Malpractice histories tend to vary by specialty. Some speciallies are more likely
than others fo be the subject of litigation. This report compares doctors only to the
members of their speciaity, not to all doclors, in order to make individual doctor's
history more meaningful.

e This report reflecls data for the last 10 years of a doctor's praclice. For doctors
practicing less than 10 years, the dala covers their total years of practice. You
should take into account how long the doctor has been in practice when considering
malpraclice averages.

¢ The incident causing the malpractice claim may have happened years before a
payment is finally made. Somelimes, it {akes a long time for a maipractice lawsuit to
move through the legal system.

» Some doctors work primarily with high risk patients. These doctors may have
malpractice histories that are higher than average because they specialize in cases
or patients who are al very high risk for problems.

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

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

http://profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?ID=67575 1/17/2008



Mass.Gov - Massachusetts Board of Registration in Medicine Page 3 of 3

Dr. Allen has not made a payment on a malpractice claim in Massachusetts in the
pasi ten years.

ViH. Disciplinary and/or Criminal Actions

A, Criminal Conviclions, Pleas and Admissions;
The information in this section may not be comprehensive. The courts are now
required by law to supply this information to the Board.

Dr. Ailen has had no criminai convictions in the past ten years.

B. Hospital Discipline:
This section contains several categories of disciplinary actions taken by
Massachusetts hospitals during the past ten years which are specifically reguired by
law to be released in the physician's profile.

Dr. Allen has no record of hospital discipline in the past ten years.

C. Board Discipline:
This section includes final disciplinary actions taken by the Massachusetts Board of
Registration in Medicine during the past ten years.

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

Additional information about a physician, including
closed complaints. may be availabte by calling the
Massachusetts Board of Registration in Medicine
Phone 617-654-9830
Toll Free Number (Massachusells only) 1-800-377-0550

Return o
Physician Profile Search
Direct questions and commentls about these results to
Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Boston MA 02118
Phone 617-654-9800
For direct response please use Email

Please read the Board of Registration in Medicine Disclaimer

1 ©2006 Commonweallh of Massachusetts - prwvacy poticy - sle map

http://profiles. massmedboard.org/MA-Physician-Profile-View-Doctor.asp?ID=67575 1/17/2008
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Commonwealih of Massachuselis
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca H Allen MO License No.: 223872

Current Status: Active License Expiration Date: 2/21/2014
1} Activity Status: Active
2) Address & Contact information

Mailing Address: Div of Ambuiatory Care-Witd
107 Dudiey Street
FProvidence
Rrode istand - 02805
Linited States of Amenca

Home Address;

Business Address: Div of Ambulatory Care-WiH
101 Dudley Street
Providence
Rhode island - 52905
United States of Amernca
(401) 2744122 - 42724

3) Email Address:
4} Fax Number: (401} 453-7684
5) Specialties

Obstetnics and Gynecology

&) Current American Board of Medical Specizities (ABMS) or American Osteopathic Association (AOA)

Information
ABMS/ACA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecotogy Obstetrics and Gynecology

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

8) Other states where you are now licensed to practice
Rhode [sland

9) States where you were previously licensed
None Reperted

10} Work Sites
List of all work sites in Massachusetis inciuding health care facilities (where you are credentialed) private
oftice chnics nursing homes ete

WorkSite Location
Out of State Hosplal
Flanned Parenthood League of Mass

Page1 ol G Date: 1/29/2014 Time: 3:29 PM



Commenwezlth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca M Allen M D License No,; 223972

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care C hrs/wk
b) outpatient care 16 hrs/wk

12) Medical Liability Insurance information

Insurance Carrier Policy Start Date Policy End Date Poilicy Type
Woman & Infants Hospital Indermnity Corp 07/01/2013 06/30/2014 Qccurrence Policy
COther 01/01/2014 01/01/2015 Claims made with 1ail coverage

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

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

15) Claims Closed _ ‘ ‘
Has any medical maipractice 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 clams or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine
a) New. Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
by Resoived Mave you resolved, settled or adjudicated ary lawsuits, other than medical maipractice
claims, during this penod?

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

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

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

Page 2 0f 6 Date: 1/29/2014 Tims: 3:2% PM



Commonwealth of Massachusefts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca H Allen M D License No.: 723572

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

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

Page 3ol 6 Date. 1/29/2014 Time: 3:29 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca = Allen M D License No.: 223472

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

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

Page 4 ol 6 Date: 1/29/2014 Time: 3.29 PM



Commonwealth of Massachusetfts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca H Allen M D License No.: 223972

Current Status: Active License Expiration Date: 2/21/2012
1) Activity Statys: Active
2) Address & Contact Information

Mailing Address: Liv of Ambulatory Care-wWiH
101 Dudley Street
Providence
Rhode Isiand - 02805
United States of Amenca

Home Address:

Business Address: D of Ambulatory Care-WIH
101 Dudley Street
Providence
Rhode Island - 02805
United States of America
(401) 274-1122 - 2724

3) Email Address:
4) Fax Number: (401) 453.7684

5) Specialties
Obstetnes anc Gynecology

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

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

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

8} Other states where you are now licensed to practice
Rhode Island

8) States where you were previousty licensed
None Reported

10} Work Sites
List of all work sites in Massachusetls mcluding health care facilities (where you are credentiaied) private

office. chnics, nursing homes, elc

WorkSite Location
Out of State Hospital
Planned Parenthocd League of Mass

Page 1ol b Date: 12/27/2011 Time: 1:28 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca H Alien. M D License No.; 223972

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care O hre/wk
b) outpatient care 16 hrsiwk

12) Medicat Liability insurance Information

Insurance Carrier Policy Start Date Poticy End Date Policy Type
Other 017012011 12/31/2011 Claims made with taif coverage
Woman & infants Hospital Indemnity Corp  07/01/20114 0613072012 Occurrence Policy

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

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

18) Claims Closed )
Has any medical malpractice claim against you (whether or not a tawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

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

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Appiication 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 [eave of absence from any heaith care facility, group practice or employer?
c) Have you been the subject of an investigation by any governmenta! authority, including the
Massachusetls 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 disciphinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

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

20) Have you withdrawn an application for 2 medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?

Page 2 0of 6 Date: 12/27/2011 Time: 1:28 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebesca H Allen M5 License No.: 223872

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

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

Page Jof & Date. 12/27/2011 Time: 1:29 PM



Commonwealth of Massachuselis
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebecca +H Allen M D License No.: 223972

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

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

Page 4 of 6 Date: $2/27/7011 Time: 1:29 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rebeccs - Allern M D License No.: 223872

Current Status: Active License Expiration Date: 2/21/2010
1) Activity Status: Active
2} Address & Contact information

Mailing Address: Dw of Ambulatory Care-WiH
101 Dudley Street
Providence
Rhode island - 42905
United States of America

Home Address:

Business Address: Div of Ambulatory Care-WiH
101 Dudley Street
Providence
Rhode island - 02805
Urited States of America
(401) 274-1122 - 2724

3) Email Address:
4) Fax Number: (401) 453-7684
5) Specialties

Obstetrics and Gynecology

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

Information
ABMS/AQA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetnics ana Gynecology

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

8) Other states where you are now licensed to practice
Rhode Island

9) States where you were previously licensed
None Reperted

10) Work Sites ] i )
List of all work sites in Massachusetts. including health care {acilities (where you are credentialed}, private
office, chnics, nursing homes, etc

WorkSite Location
Four Women Health Services
MNorth Shore Medical Center-Union Hosp

Page1of 5 Date: §/4/2010 Time: 2:23 PM



Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewai Application
Physician Name: Rebecca H Allen M D License No.: 223372

Clher
Cut of State Hosmital

11) Care of patients in Massachusetts
Average weekly hours involved in:  a} inpatient care 0 trsfwk
b) outpatient care 16 hrs/wk

12) Medical Liability insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Promutual Insurance 03/31/2008 03/01/2010 Occurrence Policy
Woman & [nfants Hospitai Indemnity Corp  07/31/2008 06/30/2010 Occurrence Poicy

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

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

any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, 1 & . any claims that have not
been resclved, settled or adjudicated during this time period?

15) Ciaims Closed _
Has any medical malpractice claim against you {whether or not a lawsuit was fited on that claim} been
resolved, setiled, or adjudicated duning this time period?

16) Other Civil Lawsuits
Question 16 refers 1o claims or actions related to your compelency to practice medicine or your
professional conduct 10 the practice of medicine
a) New: Have there been any claims. other than medical malpractice claims, filed against you durning this
time pericd?
b) Resolved  Have you resolved, seftied 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 resoclved 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 apphication to any governmental authority, health care facihty. group practice
employer or professional association?

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

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

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

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

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

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

23) Do you have a medical condition that interferes in any way oi 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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