COMMONWEALTH OF MASSACHUSETTS Approved:/C@&tmﬁn;}

ARD OF REGISTRATION IN MEDICINE Bésappnaved: S /8~ 7E

; Application for Endorsement Registration ~ NATIONAL BOARDS
{Fee- $150. musf accompany APPLICATION - No currency or personal checks)

L

Filed:
By:e %% g FOR OFFICE USE . | Application # 40 7 '
Form o e: 9,;' ti‘/“’/ Certificate # Séif&oate of Issua:<S - 2‘3“?6

PLEASE TYPE OR PRINT SWORN STATEMENT
Name . o Mailing Address: _

irs “Middie ast .
Date of Birth ' o
Place of Birth _mhm_y_*_uﬂg_x;on(ﬁ
Name on 8irth Certificate _ Same_ Phone # -

Pr-'é-medical Education . Medical Education

School A.miih C.;u;:‘..-_. School ﬁ",,,” D sekical C‘”EE
Dates Attended I9TY = (28 Dates Attended 978 ~ 198 4, .

POSTGRADUATE EDUCATION AND HOSPITAL APPOINTMENTS
Place Position ' Dates

a — i 'I L om\f‘\i ﬂw&v_r\su;/ H'_B_-_L" VBl
P&, =X
® VIR

List all other states where you are or have been licemsed! None ,
Are you a Diplomate of a Specialty Board? Mo,

{name, it applicable]

Yes | No
1. Have you ever had any medical license revoked, suspended or cancelled? 1. e
2. Have you ever been denied a medical license? - . Ry
3. Have you ever-been denied the privilege of taking an examination before
any State Medical Board? ' 3.] -
4. Have you ever failed an examination for licensun% 7. o
5. Has your privilege to possess, dispense or prescribe &8agralied substances ) |
ever been suspended or revoked in this state or any Ather? N 5.1 o
6. Have you ever been warned, censured, had your privileges restricted or X
been requested to withdraw from a hospital staff?fF" 104 b. ]
7. Have you ever been a patient for the treatment-of mental illness? 71 !
8. Have you ever been under treatment for drug den:fency gr alcoholism? B, )
9. Has a judgement ever been returned against,you!lliaimajpractice suit? N j
10. Have you ever been convicted or any criminalioffense otheg\,than minor .
traffic offenses? o, o .4
01" you answered YES to any of the above questions, DETAILS:




;OARD OF REGISTRATION IN MEDICINPOOR OR‘G‘NAL COPY “SEE REVERSE SIDE

TEN WEST STREET YOU ARE REQUIRED TO COMPLETE THE QUES-
BHSTON, MASSACHUSETTS 02111 Nu.,m : THONSBELOWAND ON THE REVERSE SIDE OF THIS
; } APPLICATION. &SEE THE ENCLOSED INSTRUC-
RENEWAL APPLICATION TIONS FOR DETAILS.)
1987-1989 1 n ~n~ IF YOU ANSWERED "YES" TO QUESTIONS 15
ﬁ THROUGH 24, YOU MUST CGHECK THIS BOX:
T T PLEASE USE THE ENCLOSED RETURN ENVELOPE
FEE DATE TOBERENTWED | | ATE FEE THIS APPLICATION MUST BE SIGNED
Sobe TreE REGTSTRATION Mo, AMOUNT wo | tn | vA NOTE! AND RETUSNED wire & Siosorit,
MENT. A CERTIFIED CHECK DR MONEY
. —— $100 s . ORDER 1§ PREFERRED. PERSONAL
3 SR e s £ CHECKS ARE ACCERTABLE.
aN . PAYABLE TO:
COMMONWEALTH OF
1 ~ MASSACHUSETTS
v o v
PLLh TR U R TEN WEST STREET, 204 FLOOR

BOSTON, MASSACHUSETTS 02111
PLEASE PRINT ANY NAME OR ADDRESS

CHANGES UELOW
YOU MUST READ THE INSTRUCTIONS ENCLOSED WITH THIS FORM TO ANSWEA QUESTIONS 1-26,
1. PrintName: — Moty Slizodoil,  Clapll M. 2. Dateof BIAN: e o
L . WONTH OAY YEAR
3. Medical Schoo; g Declian s Colege m07 [ D02 [] (Check One)

4, Country where Medical School located: .__.U.m.\d___u’ﬁnm*_. §. Date of Graduation: _*.Lz.ug_l:}ﬁ..%

8. American Specialty Board Centified? | (Check if yes.)

Which Boards?
7. Principat Specinltylies): mmu&-——i::ﬁ—:p‘..a&ff__ 8. Principal work setting: S v '
1
8. Home address: ...‘.=5th~ AL Pligva 10. Printipal business address: MWAAL__.___‘

M { . = A ) iy A

11. List all hospitals at which you have currently effective privileges:

12. List all hospitals 8t which you have held privileges in the past 20 years:

13. States other than Massachusetts in which you are presently licensed to practice: Nbl\f——

14. List any other slates whare you were previously licensed to practice: ﬁN N 3.8
YES NG

t5. Has any medical malpractice claim bean made against you in the last ten years (whether or not a lawsuit was filed in relation 1o the claim)?

16, Have you, a1l any time, besh a defendant in any criminal proceeding other than mingr tratfic offenses?

7. Are any formal disciplinary cheiges pending or has any discipfinary action been taken agalnsi you in ihe fast len years, by any governmental
authority, by any hospitai of health cave facility, at by any protessional medlcal agsociation (international, nationat, state or local)?

18, Has your privilege 10 possess, Orspense of prescribe conliolied SUbSIahtes ever been suspended, revoked, denisd, restricied, suwrendered,
or have you been called befors or warned by this slate or any other jurisdiclion including a federal agency, ! sny time? !

[ O p—

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

20. Have you evar had any menlal illnass which has impaired your ability {0 practice medicine or to function as a studant of medicine?

21. Hava you evar had an organic illness which has impalred your ability (o préctice medicine or 1o function as @ student of medicine?

22. Are you now, Or have you been in the past, gependent upon aleohol or drugs?

23, Have you ever, for any reason, 105t American Specialty Board Certification?
24, Have you been denied recedification by ong or more specially boards?

If yes, which one{s)?
25, | have completed my C.M.E. requirements in the twg years ending on the renewa! cate as foflows: _.

-t

26. ! am an aclive E inactive D practitioner, (Check One.) ot -

I HEREBY CERTIFY UNDER THE PENALTY QF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE.

FURSUANT TO CHAPTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ABLE CHARGE FOR MY SERVICES.

PURSUANT TO M.G.L. ¢. B2C, § 49A, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT [, TO MY BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL STATE TAX
RETURNS AND PAID AL STATE TAXES REQUIRED UNDER LAW, PLEASE NOTE: THIS APPLIES EVEN IF YOU RESIDE OUT-OF-STATE OR OUT OF THE COUNTRY.

Molle € Sors aah
. \ s\cm‘runs )

-

DATE: n-2~E77.

{See Reverse Side)



S 17198.0000

1. PHYSICIAN INFORMATION
MOLLY E CLARK

First Name U Middle Inival T Last Name ' Suffix

Mass License #__53906 First Issue Date _Q5/28/B6

License Stams...Active

Hospital Affiliation

Women's Health Associate Newton-Wellesley Hospital
173 Worcester Street

Wellesley Hils, MA 02181

U8.A,

(617) 237-0080

T 7T Make address corrédiions here. .......0."

Accepting New Patients? @és INo

s e Accept Medicaid? Bﬂs [ Na

{Please correct as necessary)

II. EDUCATION & TRAINING

Albany Medical College of Union University MD 82
WGical SEEOT o I st e e ol

Teits A tuaﬂcgwufwﬁ(mﬁnma\ ............ [ -, 7 A L &% P

- “Residency_Prhgrom{s) T Srart T _

Residency Program(s) Start

IIi. SPECIALTY BOARD CERTIFICATION
Primary Speciaity:  Obstetrics and Gynecology Centifving Board Name: Boerd of Obstetries and Gynecology

Secondary Specialty: Certifving Board Name:

Make anv correcrions here: Make any corrections here:

Board of Registration in Medicine Physician Profile




C 17198.0000

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

Nature Date Board Action

V. HOSPITAL DISCIPLINE

Hospital Date Disciplinary Action

¥1. CRIMINAL CONVICTIONS
The Board of Registration is unable to obtain accurate data for this category at the present time. This information will be
included when the court system is fully computerized. Please list anv criminal convictions. Include conviction date and nature
e

Vil. MALPRACTICE ) .
No. of Years in Practice: # 10
Details of claims paid for Dr. CLARK

Date =0 xRk ... Amount Paid 10,0000 — B Basis for Complaint (57— T .

Date \——————  Amount Paid _ ° Basis for Complaint MLH:.‘BJ%—G """ e e
... Amount Paid Basis for Complaint """ .
.. Amount Paid Basis for Complaimt

... Amount Paid Basis for Complaint e,

.. Amount Paid ... Basis for Complaind .. T

—VIIH.. PHYSIGIAN-HONORS.& PEER-REVIEWED-PUBLICATIONS . _ .. _. ... _ —
Please enter any peer-reviewed publications to which vou have contributed and anv awards for community service or
professional recognition you have been given,

Awards, Honors Publications
‘/rqasom‘—.uhm‘wdywm.\.f
................................................................................................................................... PMU’:MAM (b 'r-’{’ Ponl. IL&..'R,Y’{IM?....EH&GTMM.

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

Board of Registration in Medicine Physician Profile



Cemmonwesahth of Massachuselts Board of Registration in Medicine
Ten West Street, 3rd Floor, Bostgn, Massachusetts 02111 1 8 3 8 9
1956-1991 Physician Registration Renpy &l Application, Page 1 of 2 0 .

Board Uae Only: 0

flogistration No. Status Feo Ranewal Dats
TR . $:150 T A1R/0G

MOLLY E TLARK

Important: \\\'(

. Read the accompanying instructions in thelr entirely befora compisiing ;
form ean sult in disclplinary action. N

. Print legibly Or type your answers. v

. Answer all non-optional questions {front and back of form} compiately~It Is not adedaate to

. Sign the renewai application at the bottom of page one and il in the number of sltachad pages in the paragraph above the signature.

. Make & copy of this form and all attachments for your own records—you must ghve hospitals and other health care facilities copies for crpdanr}ahh& purposes.
. Enclose the $150 renawal foe by meens of 8 certifisd check, money order or personal check made payable to the Commonwealth of Massachusetts.

1. a) Name [LAST:) AFIRST) AWMLY

1. b} Cther Namae(s}, if any, that you were ever li d undar:

2. ) Address (Maiting)_oShrme  BS Phove.

2.b) Address (Home)i__ ~bame- AS  Abo vwr

2. 6} Addrass {Bushiess)_The Cambe dae Hosplel — Roorm Sb‘;

Cﬁmh;,é“ MA D213 S .
2.d) Telephone (Business): (17 ) 4 48 ~1 L O Extension 2. o) Telaphone (Harme) (Optional): 2
3. Date of Birth (MO/DA/YR):_ 4. 50 MALE 5. Soclal Security No. {Optional): _

6. €} Medicat School Code {See Tabls 1) H#ﬁ.ﬂb # 95999, write Name:
6. b) Year Graduated; 1982, 6.c) Degree DO,

8, d) Cnunh@ Canada_ Codeit Other (See Table 2): _ K999, writs Name:
7. Work Setijng (Circle and indicate Percent(%) of Practice Time):
10 Hospital S50 % 1% Privade Offica % 20 Partnership /Group Practice %
2% Chinie -~ - TS T%RT T T T30 Mentat Health Canter 1 T T % © T T 35 Nuymsing Horme ™ D ®
40 HMO Fagcility % 45 Educational Institution % 50 Medical Soclety %
55 Government Faclity * 50 Plant/Commercial Seting % 89 Other %
8. Profeasicnal Activity (Clrcie and indicate Parcent{%) of Professional Time}: B. b} Mass. Lz, lssue Date
10 Resident or Fellow % 20 Practice Involving Direct Patient Care OO % (s06 your wall ceritiicate)
30 Adminigtrative Activities % 40 Mediical Teaching % MO/RASYRY. /[
50 Medical Ressarch % 89 Other %
9. Speciatty Codle (See Table 3): 0 B, &, Percent of Practice Time: [bD % Speclalty Code:  __ _ Percant of Practice Time: %
KOS, specify.
10. a) Are you American Speclalty Board Certified? (Y/N) [ 16. b) # YES, circle which Board(s):
L] Board of Aliergy & immunclogy NM  Board of Nuclear Madicine Ps Board of Plastiz Surgery
A Board of Anesthesiology OG  Board of Obstetrics & Gynecology PM Board of Preventive Madicina
CRS  Board of Golon & Rectal Surgery oP Board of Ophthaimoelogy PN Board of Psychiatry & Neurslogy
] Board of Dermatology 08 Board of Orthopedic Surgery R Board of Radiology
EM Board of Emergency Medicine or Beoard of Otolaryngology s Boeard of Surgary
FP Boatd of Famify Fractice PA Baard of Pathology T8 Board of Thoracic Surgery
IM Board of Internal Medicine PE Board of Pediatrics u Board of Uralogy
NS Board of Neurological Surgery PMA  Beard of Physical Medicine & Rehabititation
11. a) Hospitale at which you have currently stfective privileges end other Health Care Fagilities with which you are associated; Percent of Practice Tima at eash.
(598 Tabis 4.)
Facility Code: 4 m& 1mn% Facility Code: | % Facilty Code: __ %
Facility Code: __ __ Facility Coda: % Facility Code: | %
¥ 993, write Name(s):

11. b) Additional Hespitals at which you praviously held priviteges and other Health Care Facilities with which you ware associaled in the past 10 vears.
{See Table 4.)
Fecility Code: 3,0 7 Facility Code: D«EL'L'] Facility Code: .9 :;_t_:; Facility Code: © & S Favillty Code: _

¥ 599, write Name/s):

-
| hereby certlfy that it requesting INACTIVE status, | will not practice medicine in Massachusetts,
Pursuant to M.G.L. c478, | will not charge to ot collect from a Medicare beneficiary more than the Medicare ressonable cherge for my services,

Pursuant to M.G.L ¢.82C sec.494, | certify under the penalties o.f:orlury that, to my best knowledge and bellal, ! have filed any Massachusotis state tax
raturna and paid any Massachusetts state taxes, that are required under law. Kote: This applies even If you reside om—of-ﬂa?o of out of the country.

| horaby certify under the penalties of parjury that all information on this form—front and back and {#) stiached pages—ls true.

Signaturs: M-.m| £ 1 agbntb C2onat Qj% Data:__ﬂ_j'_o_j_ﬁ_“




Messachusetts Board of Regiatration In Mediclne 1988-1991 Renewsl Application, Page2of 2

Fitf in name and number.  Physician Last Name: Ciark, Reglavation No.. 5 5 dew

12, a) Other States where you are pow licenssd to practice (Abbmviam)
12. b) States whare you previously wers licensed to practice (Abb‘pc@k)‘

HACTNE, answer questions 14, aé mmwgh ch
iy ‘ K INACTIVE, anawer question 14

‘! * b
14. a) | have completed my C.M.E. requirements (n the Wo/yars. gndmg.m tha- é’&w 1 di .--;‘s (ollows: {£ilin # of hours or ype ot eeidoncy, o chock wal\-sr)
Category i ¥90_ hrs., Category H: _IS brs., (P.lsl:ﬁhafgemom" i Raéidency Program in; ;

13. | am applying 10 be registared with the following status: - i

Waiver Roquested_ (You must filk out & mpataba_]ﬂla Br Fom) N o .—;, j;}_ g..
s e el
14. b) My medical malpractics insurance Is covered by ﬁsuhANGE cmﬂ% . LE!}} ’bF CREDIT__. K applicable, chack one and identity the name,

Insurar: wi U ‘c——h Mazis N ’ﬂ!ﬂﬁ:ﬂoﬂ . '. a&dil
Atternatively, int as foif egistaring With ,m'rrw; m,-bu g ted by madical malpractics insurance because 1 am (Check ona)
NOT INVOLVED IN DIRECT/INDIHECT BATIENT CARE % ™ pss! TED__ (State how)

* 3 il [

; ey

14. ¢} Percent of Practice Time In Massachusstls: /DO %
Questions 15 through 17 refer to the past four years only. Check aither YES or NO (not N/A) to each question, Provide details on Form 15&, a!mz:mu:r.v "
Yoz No

15. Hag any pending of new medical malpractice claim been mads against you (whether or not # tawsuit was filed I relation to the clalm)? ..........
18. Have you been a defendant in any pending or new crimninal proceading other than a mindr trafile ofense?

17. Aré any farmal disciplinary charges pending or has any dl&clpiinar%acﬁan (as detined by Board regulations—See instructions l?,I:men taken
ag‘alunsll yomua &y al}g&jo;femmenml authority, hospital or other health care 1acanry. of professional medical association (international,
nation O OB T e e e e et e p e s s L e ee A e R A A 4R P41 E 2 o2 4P e esmmm b mes sbmEa s s e aaes s sser ot estomtaneosestrrasts

Hyou ed "YES" to question 15, 18, or 17 provids detalls on Form 154, attached,

Cuastions 78 through 24 mfer to the pagt four vears only. Check efther YES or MO (nat N/A) & each quastion. Provide details in the next section, Yoz No

18. Haa your pn\ulage Io 33045, dispense or prescribe controlied substances been suspended, revoked, deniad, restricted, sumanr.tered or
wvé you been called befors or been wammed by this state or any other jurladiction Including a federaf ag ,J?

13. Have you withdrawn an appiication for & medical license or been denied a medical licansa for any reason?,......
20, Have you had any meniai iliness which has impalred your abliity to practice medicine or to functlon as s student of medicing?.......... R
21. Have you had an orgenic lliness which has Impalired your ability to practics medicine of ta function &2 a studsm of MAtIINE?. ..c.ccseeris s -
22. Are you now, of have you been in the past, depsndant upon BICONG! B BIUGET.........crmemmimiemsri e ceecsneeessectmresn

23. Have you, for any reason, lost American Speciatty Basrd Certiflcation?..
24. Have you been denied recertification by ene or more speclaty boards? ¥ YES, list Board(s}: o e w PP




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

Reglstration No.  Status Fee Renewal Date For Office Uss Only

85904 ACTIVE $150 _11./18/91 M.R. — / {
Dr. MOLLY € CLARK Pr. —t S
: BK. (1.
Ch. / /
- DE. A d
. Diractions: -
» 'Questiong 1-7 include information from Board files. Ploase comect it as necessary.
« Baforg proceeding, please read the instuction booklel ENTERE—D NOV - & 1994 -

« Answer gl non-optional Questions complelefy. (Thgmpﬂ:&%@mfu& Guastions are oplienal’)

« Make a copy of this form and all aftachments for owr records—y o PUs! give health care tacilities copias for credantialing purposes. The Board charges
$3.00 plus postage for each copy fumished f\
= Enclose the .00 renswal fee by means of 8 asmﬂed igd chack, mongy orc ord

Ww Status: EI‘ x/

1 am applying to ba registered with the foliowing slaws:  Active

| heraby cortify thet if requesting indictive status, | will not pmctlgo sdicine in Maseachusetis,

o personal check Commonwaaith of Massachusetis

- o
Pro-Printed Information " . K ~* Corrections of Pre-Printed Information
~ .;.- G .‘ -
1. Omer Name(s), if any, under which you werm licansed: 38zaG" Name:;
2. a} Address (Home): Address___
i Gity/Town__
State:, - Zip:
Country Code__ __ (it 899 write Country);
2. b} Addrass (Business): Addrese:
THE CAMBRIDGE HOSPITAL Gity/Town:
FHOU—-C0- State: Zip:
CAMBRIDGE, MA 02139~ County Coda. (1) (it 999, write Country):
3. Date of Birt! Sex: f Dats of Birth (MD/Y): { / Sex (WF):
Lic. teswe Date: 7 SSN# Lic, lesue Data(MD/YY): { ] SSN #:
Telephone Numbat:
Home Sin Homa: ( ) Business: (____ )
(617)498-1660
4. Medical School CodepyyQn3  YoarGreduatedgp  Degree: MD SchoolCodo________ Yew Graduated:_____ Degree (MD/DO)__ |
Nzme of School: 1 99999, write School;

Aloany Medical College of Union Univerkiey
5. a) Other States whare you are now licensed to practice (Abbr):

b) States where you previously were licensed to practice (Abbr). —— —— — ___ e et

3. Specialty Codo(s} {See Table 3):

Code Hours per Week in Mass, Code Hours per Waek in Mass.
036 Obstetrics and Gynecology cHG

—— e

‘ i OS, write specialty:

i?.a) Are you American Specialty Board Certified? (YIN}N 7.0} IYES, Enter Codes:
Coce: @ Code, (O

Code: Code:
B. Drug License Number(s) (if any) joptional): a) Federal (DEA)__ 5} How many DEA nos. do you have? __|
c} Stato (MA) #M_
3. | have compleled my C.M.E. requirements in the two years preceding my renewal date: YES__X Waiver Requested

. (Yowmust fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed.) See instructions for CME
requirstnonts. Do nat submit documentation of your CME's with your renewal application.
30M - 9/80 - P813971 - | For Oftice Uset Only: Waiver Granted Date: ! ) }




FILL IN NAME AND NUMBER: , Iy
Physician Last Name: Clar IL\ Registration No.. S S fi_ 0 e .

10, My medical malpractics insuranca is covered by (a) INSURANCE CARRIER_, __ or (b} LETTER OF CREDIT . 1f applicable, check one. -

List Instror,
Altematively, indicate as follows: § am registering with ACTIVE staws, but | am not covered by medical malpractics insurance because | am (Chock oney,

(i) NOT INVOLVED IN DIRECTANDIRECT PATIENT CARE; (i) OTHERWISE EXEMPT:
{State how otherwise exampt);
11, Curent Hospital Affiliations (Supply the codas from Table § and place a check mark next to those facilities where you have admitting privileges {AP)
Facility Coda: _| O B /vfaP) Facllity Code: _____/_(AP) Facility Code: ______{_(AP)
Facility Code: _L o &/ (AP) Facility Gode: _____/_(AP) Facility Code: ______[__{AP)

If 99, write Name(s):,
Agibg_gb Hgﬁpitals at which you previously held privileges and other Health Care Facilities with which you were associatod in the pas! 4 years.

¢
Facility Code: .3 © 77 Facility Code: ____ Facility Code; __ Faglity Code:

if 939, write Namels).,

12. PostGraduate Training in Massachusetts (Ma) {See instruction booklat )
a) Are you cun¢ ntly in & post-graduate raining program in MA as a residont or dinical fellow? Yes No__ v~ {Check one.)
b} ifyou are ina MA program, are you a i) Resident ii) Clinical Fellow__. or ili) Research Feflow___7? (Check ona.)

¢} How many hours per typical wook do you spend in this MA post-graduate training program? hrs k. in MA.
13. Cate of Patients in Massachuselts (MA) (Sea instruction booklet.)

a} How many hours per typical woek are you cumently involved in outpatient care in MA?_ __hrsrwk in MA

b) How many hours per typical week are you cumently involved in inpatient care in MA? sk in MAL

14. Principa! Work Setting.
a) Whatis your principal work setting? (See Table 6)

Questions 15 through 22 refer tc the past four years only. Chack either YES or NO (not N/A) t0 egch queatlon. Provide detalis on Form 15A
Aefer to ction booklet for additional information.
Yoa Ne !

16. Has any pending or now medical malpractics claim been made ageainst you (whether or not a lawsuit was filed in relation to the daim)?.....
16. Have you been a dofendant in any pending or new criminal proceading other than a minor Fafic OHONSET ... eeoerecereereseesersessesssssnsrsns

17. Are any formal disciplinary charges pending or has any disciplinary action (as defined by Board regulations--See Instructions) been taken
aainst you by any governmental authonry. hospitai or other health care facility, or professional medical association {intemational, nations

state or jocal)? e e RrR R ek ekt ovatre e R veR TR o See et 1t ane e erT oA Sre e Remse e nar pens eunraretnan e ES nae st aa SIS Fen rranaemaen s ananarar prr ety benar

18. Has your priviege ;o possess, dispenss of prescribe contralied substances boen suspended, revoked, denied, restricted, surrendered,
of have you been called before or been warned by this state or any other jurisdittion including 8 fo00ral BOOMEY 7........ecereererreearinssesssnsense

19. Have you withdrawn an application for a medical license or baen denied a medical licanse [0f ANy rGASORT.......co... oo icecriesssesscecarem e s J
20, Have you had any mental illness which has impaired your ability 10 practice medicine or to function as a student of medicing?.................. ‘
21. Have you had an organic iflness which has impaired your ability to practice medicine o to function as a student of medicine?..........cue.

22. Are you now, or have you bean in the past four years, dependent upon BICoho! OF AIUGST.............covecveceree oot srs vt srenasesesasessesssssssssssares

Pursuant o M.G.L. c.475, | will not charge to or callect from & Medicare bensficiary more than the Medicare resscnable charge for my services.

Pursuant to M.G.L. ¢.62C sec.494, 1 certily under the penalties of perjury thaf. o my best knowledge and belief, { have fied eny Massachusetts state
tax returns and pald any Massachusetis state taxes, thet sre required under law. NOTE: This applies even If you reside out-af-state or out of tha

country.
| cortify that L will fultill my obiligation to report ebuse or neglect of children pursuant to M.G.L. ¢.119 sec.51A.
{ hereby certify under the penalties of perjury that all information on this form and Form 154 Is true.

Signature: MM Croau paly 2 Oate_ 10 /.27 /s qy ;




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

s 1993-1995 Physician Registration Renewal Application
Regismration l;o. Szatus Fee  Renewal Date Late Fee - - .
55555 ACTIVE  s2s000 11/15/93  sase, —__Correction of Maliing Address:
Mailing Address: Address (Mebling):
% Y £ CLAEK, MaD.
mALL ’ o CimTrown
State;

Country Code (See Table 1):

Directions:  Staple check to bottom of form. Add iate fee if necessary.

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

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

+ Make a copy of this form and al! attachments for your o%m 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 fec by means of a certified check, money order or personal check made §.
payable 10 the Commonwealth of Massachusens.

Pre-Printed Information Correctlons of Pre-Printed Information
1. Other name(s), if any, under which you were licensed:
Name:
2. a) Address (Home): A.ddrcss (Home):
City/Town:
State: Zip:
Counnry Code: ¥ 999 print Country:
. . Address (Business). __ - -
b) Addrss (Bt:sn_ncss). . o City/Town: '
THI CAMBRIDGE HISPITAL Country Code: If 999 print Country:
CAMSZIOEE, Ma J2135%
. g Date of Birth (M/D/fY): ol ol Sex (M/F):
3. Date H F s —
ate of Birth: Sex: Lic. Issue Date (MD/Y): L __ [ SSk:
Lic. Issue Date: /7 / SS#:
Telephone Number: Telephone Number:
Fiepone imber: , Home: () Business: { )
Home Business 3
(e17)2cy=Tzcl Full Name of Medical School:
4. Name of Medical School: o
alozny Macicel Colleje 3t Unicn
Jniversity . . Year Graduated: Degree (MD/DO):
Year Graduated: > 2 Degree: %
5. a) Ceher states where you are now licensed 1o practice (Abbr):
b) States where you previously were licensed to practice {Abbr):
Code Hours per Week in Mass,
6. Specialty Code(s) (See Table 2): — )
Code  Hours per Week in Mass. —— e
Toa Custerriss sn. fyrecolegy 1 OS. print specialy:
1. 2) i you arc currently American Specialty Board Certified, enter Codes:  (See Tzble 3)
. Code: Code: Code: (O Ga. Code:
b) If you previously were American Specialty Board certified, but are no longer,
please enter codes of prior centification; (See Table 3) . '
Code: Code: Code: ____ Code:
8. Drug License Number(s), if any:  2) Federal (PEA’ Federal (DEA):
1} Stare (MA) Siale (MA):
9. T have completed my CME requiremenis in the two years preceding my renewal date: @___ No, waiver requested
. You must fill oht a separate Waiver Form. The waiver must be granted by the Board befS¥e your license will be rencwed. See instructions for

CME requirernents. Do not subrnit documentation of your CMEs with your renewal application.

e~

lSmp[e Check Here l

.rfi §
(S




PRINT NAME AND NUMBER:  Physician Last Name: _ 180K Registration Number: _5 S bt
10. Activity Status: | am applying to be registered with the following stams:  Active ‘_{_ Inactive ____ &
+ I bereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts.

I1. My medical malpractice insurance is covered by (a) INSURANCE CARRIER ___or (b} LETTER OF CREDIT If applicable, check one.

List Insurer: ,

Alternatively, indicate as follows: | am regisiering with ACTIVE status, but I am not covered by medical malpractice insurance because I am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS: _____ (i) OTHERWISE EXEMPT: e

(State how otherwise exempt):

12. Current Health Care Facility Affilistions. Supply the codes from Table 4 and place a check mark next to those facilities where you have

admitting privileges (AP).
Facility Code: .| B 83 / v/ (Ap) FacilityCode:_____ ___/ __(AP) Fecility Code! e . / (AP}
Faciliy Code: L8 & /__(AP) FaciliyCode:o /. (AP)  FacilityCode:r o / — (AP)
If 999, print name(s):
Additional hospials at which you previously held privileges and other health care facilities with which you were associaied in the past 2 years.
(See Table 4.)

Facility Code: . e e FacxhlyCode s o e Facitity Code; e o Facility Code: . FacilityCode: ___ o ___

If 999, write name(s):
13. Are you currently in  post-graduate training program in MA a3 a resident or clinical fellow? Yes___ No_\,_/__ (Check one)

14. 8) What is your principal work seting? (See Table 5) & S
b) Care of patients in Massachusetts (MA) {See instruction booklet.)

i) How many hours per typical week arc you currently involved in owtpatient care in MA?  husfwk in MA
iiy How many hours per typical week are you currently involved in inpatient care in MA? _ hrsfwk in MA
Questions 13 through 23 refer tp the past two vears only, Check mher YES orNO (NOT NJA) meach qunsuon
Provide details on Form 15A for all YES answers. wthei
IN THE PAST TWO YEARS:
[INTHE PAST TWO YEARS:] YEs N0
I5. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in relation to the claim? .........

16. Have you been charged with any criminal offense, other than a minor waffic violation?
17. Have you formally bocn charged with or disciplined for any violation af the rulm. by-laws or sumdards of practice of any

18. Hes your privilege to possess, dispense or prescribe controlied substances been s:mmdazd toor suspmded. revoked, denied
or restricted by any state or federal agency? -

19. Have you withdrawn an applicalion for a medical license ¢~ ~n denicd a medical license for any 168007 .o.ovcvvveeernoooervee

20. Have you had any mentat illness which has impaired your ability 1o practice medicine or to function as a student of medicine?
21. Have you had an organic illness which has impsired your ability 1o practice medicine or to function as 2 student of medicine?

22. Are you now., or have you been in the past two years, dependent upen alcoho] 0f GrUgS? ... vceeeseesiee e sieeseseee e e sesressesensns
23. Has any professional liability insurance provider restricied, limited, ierminated or imposed a surcharge on your coverage?......

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

* Pursnant to G L. ¢. 62C, sec. 49A, 1 hereby certify upder the penalties of perjury that, to the hest of my knowledge and belief, I huve
filed ali Massachusetts state tax returns and paid all Massachusetts state taxes that are required under taw. NOTE: This applies even if you

reside out-of-state or out of the country.
. l bereby certify that I will fulfill my obligation to report abuse or neglect of children pursuant to G.L. c. 119, sec. S1A.

+ Thereby certify under the penalties of perjury that all information on this form and Form 15A is true.

Signamre: LGN SFOVTY NN Date: 1/ 6413




< Commonwealth of Massachusetts Board of Registration in Medicine
o Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application
e
Regiswaton No. Status Fee  RenewalDaie  Lalc Fee -
55906 ACTIVE %2500 19/15/95 $25.00 Corection of N o
Mulling Address: Address (Mailing):
MOLLY E CLARK, M.D.
City/Town:
State:
Country:

e T

T

e

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

+ Fallure to renew in a timely manner will cause your license to lapse and may affect your
ability to practice medicine In the Commonwealth. (See enclosed letter).

+ Add Jate fee If necessary.

» Make & copy of 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 it provides.

* *+ See instructions on detachable coupon at botom of this page.

Pre-Printed Information
1. Other name(s), if any, under which you were licensed:

2. Business Address:
TEE CAMBRIDGE HOSPITAL
CAMBRIDGE, MA 02139

3. Date of Birth: Sex: @

Lic. Issue Date: 05/28/86 Sst

Home Phone Busingss Phone

. (617)498-1660

4. Name of Medical School: '
Albany Medical College of Union
University

Year Graduated: 82 Degree: MD

5. a) Other statey where you are naw licensed ta practice (Abbr):

b) States where you previously were licensed to practice (Abbr):

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

OBG Obstetrica and Gynecology

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

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

q. Ac'u'vity Stams’ Iam applying o be registered with the following stams:

Corrections of Pre-Printed Information

Narne: e rmmns Headth Assoua.ntu
Address: PU———
City/Town: . -
State: 4 Zip: ___t [,
Country:
Date of Birth (M/DfY): el f = Sex (M/F):
Lic. Issue Date MW/D/Y): 4 L. 5SSk
w17
Home: { ) Business; ( ) A3 7-0OUEL
Full Neme of Medica! Schoo):
Year Graduaied: Degree (MD/DOY):
Code Hours per Week in Mass.
If OS, print specialty:
Code: Code:
Federal (DEA):
Mass:
ACHVEJﬁr!NAcnva

+ 1 hereby certify that if requesting Inactive status, I Wil not practice medicine, including writing prescriptions, In Massachuseits.



PRINT NAME AND NUMBER:  puysician Last Name: __ C-{ar Registration Number: _ S E9D L,
10. a) Current health carc facility(ies) 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 o those facilities where you have admitting privileges (AP). LY
Facility Code: . T 5 7 v(AP)  Facility Code: . v e / e (AP) Facility Code: e n e / e (AP)
Facility Code: ./ (AP} FacilityCode: e . / —(AP) Facility Code: o e e | — (AP}

15 999, print name(s):
b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.

(See Table 3)
Facility Code: ... @ £_ Facility Code: ... Facility Code: oo Facility Code: . Facility Code: wne ——

If 999, write name(s):
1. My medical malpractice insurance is covered by (a) Inswrance Carrier ___ (b) Letterof Credit _ If spplicable, check one.

List lnsurea
Alernatively, indicate as follows: | am registering with ACTIVE status, but ] am not covered by medical malpractice insurance because I am
{Check One): (i) Not involved in dirécyfindirect patient care in Massachusells:  co———emm (ii) Osherwise exempt:

State how otherwise exempt:
12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? Yes ____ No _f (Check one)

13. a) What is your principal work setting? {See Table 4) = O
b) Care of patients in Massachusetts {See instruction bookler.)

i) How many hours per typical week are you cwerently involved i oulpalient care in Mass? hrsfwk .
ii) How many heurs per typical week are you currently involved in inparient care in Mass? . hrsfwk
c) Approximately what percenitage of your patient care hours are in primary care?
{See instructions for definition of primary care.) - %

Questions 14 through 24 refer to the past two years ouly Check either YES or NO (NOT N/A) to mchqmsmm Providé detsils on
Forms R-1 and R-2 for all YES answers. J : : on 3 s,
| IN THE PAST TWO YEARS: | XES NO
14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been finally seuled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? _..........
15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled, ad]udacated or otherwise resolved,
whether or not a lawsuit was filed in relation 10 the ClEMT ...cocooooovooecerccnse s sis st o st s mrre s s st bassst s sr e

16. Has any lawsuit, other than a medical malpractice suit, which is related o your competency to pmctwc medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or been setded, adjudicated or otherwise
TESOIVEAT oot e n s enabesam s e st srsseneroranssenane s s tsss tases -

18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental suthority, health care facility, group practice or professional society of 2850CIAGONT ..........ovevriseeseesvesees esvasessrenss

19. Has your privilege to possess, dispense or prescribe controlied substances been surrendered 1o or suspended, revoked, denied
or restricted by any state or federal gEncy? . ....ovvurecocecee e e crearesrssrssss s ass s sresresasareserns

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

21. Has any professiona) liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, limited or terminated your insirance coverage in response to an inquiry by a professional
HAbility iNSUTANCE DIOVIAEIT oo ettt et emaeesemscuasase e ssesseassas sonasmnsamsssacssns s sbass e e e RS A s AR SRR 448481424 211 e et s st B8 sttt 1

. Have you been diagnosed with or do you have a medical condition which Limits or impairs your ability to practice medicine? ..

- Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice? .............
. Have you volunmily modified or otherwise limited your scope of pm:u'ce of medicine {or any reason other than a medical
condidon? ..
. Thave oompleled my CME requirements in lhc two years precedmg my renewal date:  Yes . No, waiver requesied
No, training program exemption (see instruction bookler).
H requesting a waiver you must fill out a separate Waiver Form. The waiver must be granied 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. ¢. 112, sec. 2, I will not charge to or coliect from a Medicare beneficiary more than the Medicare reasonable charges.
« Pursuant to G.L. c. 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
I have filed ali Massachusetts state tax returns and pald all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States.
+ Pursuant to G.L. c. 112, sec, 1A, T hereby certify that I will fulflli my obligation to report abuse or neglect of children as required by
G.L.c. 119, sec. 51A.
+. I hereby certify under the pains and penaities of perjury that all information on this form and Forms R-1 and R-2 is true.

Signature: Ma\w‘ et by Cdirt pnn Dae: _t 7 ;95
b LI

R BEBR

+



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

Physician Registration Renewal Appllcatloﬁ/ 03 ¢

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

The Board will charge a fee for each copy.

* Remit $250.00 for renewal fee. « Return renewal application in GREEN envelope.
= Add late fee of $25.00, if necessary. + Enclose check with coupon in BLUE envelope.
Registration No.: ggggg Renewai Date: 11/15/97 AT AR
’ . = f N
1. Activity Status: MActive [ Retiring  (see instructions) . L "'“ SRR
{Check only one) [} Inactive *(see below) (] Do not wish to renew 1 19 100 ’ ‘n
2. Other Name(s), if any, under which you were licensed: Correctlons (type or pnm) 1957
Other Na.me(s): i EQOnr. J [T LL STRATfO\
I .. ! I \v \-..; \..m\s. &--:‘—'--}
3 A e .
JMailing/Home Address: Mailing Address
MOLLY E CLARK, M.D. City/Town: State:
Zip: Country:
B) Business Address: Other Address: ,
WOoMEN--S-HEARTH-ASSOCIATE City/Town: 23 i.sf  faade = dran AT State:
193-WORCESTER-BTREET Zip: pjesatmel Country: Vil A,
WELLESLB!—EILS?_T@_L_QZI 8l o B = N e
Home: ( ) T ST -
Home Phone: .
. B S 23 A-~000C0
Business Phone: 63-7)2379—00480 usiness: (_t+7) =
) . Date of Bith (M/D/Y): ___/ /[  Sex (M/F)
4. A) Date of Birth: C)Sex: g Lic. Issue Date (M/D/Y): __ /[ SS#:

B Lic. Issue Date 05/28/86 0) 3% Full Name of Medical School:

5. A) Name of Medical School:

Albany Medical College of Union

Universit
B) Year Gradua?e,d: 82 C) Degree: pp 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, e

OBG 72 Obstetrics and Gynecology|— ———
If OS, Print Specialty:

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

Code: @ Code: Code: Code:
8. Drug License Numbers, if any: -
A) Federal (DEA): 5?:::_3‘ (DEA):

B) Massachusetts:

9. A) Other states where you are now licensed to practice

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

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




Bt ¥
PRINT NAME AND NUMBER: Last Name: Clanr K Registration Number:_ 5 S qp.4, 3

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

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

Facility Code:_______ Facility Code:____ __ Facility Code:___ __ Facility Code:__ ____ Faeility Code:_ __
If 999, write Name(s):
11. My medical malpractice insurance is covered by a) m‘ﬁsurancc Carrier  ____b) Letter of Credit
Name of Insurer:__ £o . snistare e

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

I am {check one) a) Not involved in direct/indirect patient care in Massachusetts b} Otherwise exempt

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

13. A. What is your principat work sctting? (See Table 4) _ 2. ©
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatientcare _ 1z hrs/wk b) inpatient care 3 & hrs/wk

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

PART A

uestions 14 through 22 refer to the past two (2) vears onty. Check either YES or NO (NOT N/A) to each guéstion. 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: ‘ [YES NO

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

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

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

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

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

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

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

placed any condition related to professional competency or cenduct on your coverage or have you voluntarily restricted,
limited or terminated your insurance coverage in response 1o an inquiry by a professional liability insurance provider?

22. Have you completed your CME requirements preceding your renewal date (see instruction booklet)? i
[ Waiverrequested  {waiver form duc 30 days prior to date of license cxpiration). [} Training Program exemption

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

Signamre Y, PR {-‘.lu-\a)._.-ol.. Oty ot NAD Date: ” / 3 {ﬂ__:;_ﬁ



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

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet, 5 t _
+ Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes. i,

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope. e
« Add late fee of $25.00, If necessary. * Enclose check with coupon ‘in BLUE:?(B\ (‘ﬂ% YRR

Registration No,: 55906 Renewal Date: 11/15/1999 1, Current Status: Active l

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

I
[ Active { Retiring (see mstructions} [ Inactive (see below *) [J Do not bvish H‘:;r;?aea :3;“ fn fy,, ey J
Please make corrections (type or pl

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

Other Name(s):
3. A) Mailing/Business Address: Mailin -
g Address:
MOLLY E CLARK City/Town; State:

Zipt mayg| Country:

B} Home Address: i Other Address:
City/Town: State:
Zip: oxqpg  Country:

Home Phone: Home: ( )

Business Phone: Business: ( )
4. A)Dato of Birth: Sex: F Duie of Birth: MDY [/ Sex: M [JF

Byss#%:. T T T T e e e
Full Name of Medical School:
5. A)Name of Medical School:
Albany Medical College of Union University

B) Year Graduated: 1982 C) Depree: M.D. Year Graduated: Degree: (] MD. [T D.O.

6. Specialty Code(s) (See Table 1) Code(s) " Hours Per Week in Massachusetts -
Cog%sz Hours Eer Week in %’_]&& 8
0 stetrics and Gynecology - 2.
0 IF OS, Print Specialty: T
7. Current American Board of Medical Speciaities Certification (See Table 2} Code: Code:
Cade: OG Code:

8. Drug License Numbers, if anv: F .

A) Federal (DEA): - deral (DEAY:

B) Massachusetts: . ’
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 Inactiye status, you agree not to practice medicine, including writing prescriptions, in Massachusetts.

4]




5590
PRINT NAME AND NUMBER: Last Name: NakFXN) Registration Number; o

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care, Supply )
the ¢odes 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 appmximye percentage of patient care hours that you provide in each facility.

Facility Code: __ <7 S/ (AP) 100 % FacilityCode:_____/ (AP)___ % FacilityCode:_ /| (AP)____ %
FaciltyCode: _____/ _(AP)____ % FacilityCode:______/ _(AP)__ % Facility Code:______/ (AP) %
If 999, print name(s): ‘
11. My medical malpractice insurance is covered by a) (% Insurance Carrier  b) [J Lettér of Credit
Name of Insurer: Mmpin Alternatively, indicate as follows:
I am registering with Active status but [ am not covered by medical malpractice insurance because [ am (check one)
a) [[] Notinvolved in direct/indirect patient care in Massachusetts b) [[] Otherwise exempt
Please explain exemption:
12, Are you currently in & post-graduate training program in Massachusetts as a resident or clinical felow? (check one) [T} Yes [ No
13. A. What is your principal work setting? (See Table 4) 2 MQ“_
B. Care of patients in Massachugetts {see instruction booklet).
1) Average weekly hours invelved in: aj outpatient care Y O hrs/wk b) inpatient care 4D hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? __ O %

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

Questions 14 through 22 refer to the past two (2) years oply, Chech either YES or NO (NOT N/A) to each question. Provide

details on Form R for all YES answers except for guestion 22. Refer to the instruction booklet for pdditional information and
definitions. You must answer ALY, questions, or this form will be retnrned to you and your license renewal may be delaved.

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? l l

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

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

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

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

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

20, Have you withdrawn an application for 2 medical license or been denied a medical license for sny 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 covgrage in response to an inquiry by 2
professional liability insurance provider?

22, CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? JA Yes [ No
] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) 7] CME exemption

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

o Pursuant to G.L, ¢ 112, § 2, 1 will not charge to or collect from a Medlcare beneficiary more than the Medicare fes schedule smount.

»  Pursuantto G.L. ¢. 62C, § 494, to the best of my knowledge and belief, L have filed all Massachusetis state tax retarns and paid sl
Massachusetis state taxes that are required under law. NOTE: This gpplies even If you reside out-of-state or gut of the United States,

+  Pursuvant to G.L. c. 112, § 1A, T will fulfilt my obligation to report abuse or neglect of children as required by G.L, c. 119, § 51A,
s I hereby certify under the penaities of perjury thoyt all the informatlon on the Renewal Application and Form R is frue.

Signature: M '"51 C s, Date: _ 1t , /..ﬂ....fﬂ.ﬁ-
YOU MUST SIGN AND INCLUYDE PART B, WITH YOUR RENEWAL APPLICATION

-



Commonwealth of Massachusetts Board of Registration in Medicine
‘Ten West Street, 3rd Floor, Beston, MA 02111 (617) 727-3086 @@
/.’D

http:/fwww massmedboard.org
Physician Registration Renewal Appllcatu’f

37c),

« Remit $250.00 for renewsl fee.
* Add late fee of $25.00, if necessary, n
Pglstra i

Please review carefully the following infori
alterations as required.

sticwpacyjand completeness. Make any corrections or

I Current SQaUS: A ctive Registration No.:559p6 Renewal Date: /152001
if you want to change your current status, please check gne of the following boxes to indicate your new status: {Check only one)

[ Active TV laactive (see mstructions) ~~— ] Do not wish to renew

2. Other Name(s), if any, under which vou werc licensed:

[ Retiring (see instructions) ~
Please make corrections {type or print)

Other Name(s):
3. A) Mai!inngusiness Address: Mailing Address:
MOLLY E CLARK City/Town: State;
Zip: Country:
Business Address:
.~ _ _B)Home Address: _— . N NCiy/Town: _ . _ . __ o State -
Zip: Coumry
Business Telephone: { 781 ) e 3= L0 33,
Home Address: .
City/Town: State:
i Zip: Country:
Home Phone: Jome Telephone: .
: . 781)237-6250 :
Business Phone: (781 PLEASE NOTE: No P.0. Box addresses for home or
business addresses.
. 7. Current American Board of Mcediczl Specialties Certification (See Table 2)
4. a) Date of Birth: bl Sex;: F - i ofode: - Code:
) SS#H:
¢ 8. Drug License Numbers, if any:
5. a) Name of Medical School: a) Federal (DEA):
b) Massachusetis:
b) ‘l'éill‘h JVI ﬂc ifal COIII g%; of Unﬁoﬁ Unw?m;& D 9. a) Other states where you are now licensed to practice (Abbr.)
6. Specialty Code(s) (See Table 1) - - /-0 T
Codelsy Hours per Week in Mass, O b) States where vou were previously licensed (Abbr.)
OBG © Obstetrics and Gynecology T
0

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

!

vFacility Code: __ 3 5/ (AP) too % Facility Code:_____/__ (AP) % Facility Code:___/ (AP} %
Facility Code: /. (AP) % Facility Code: /7 (AP) % Facility Code:_ APy %

If 599, print name(s): . 1



PRINT YOUR LAST NAME: __ ¢ jppy _ LICENSE NUMBER: _Sxqnta T g
-

"\

I1. My medical malpractice insurance is covered by a) almurancc Carrier b} [] Lerter of Credit

Name of Insurer: Propuriusd ARernatively, indicate as follows;

I am registering with Active status but [ am not covercd by medical malpractice insurance because 1 am (check one)
a) [ ] Not involved in direct/indircct 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 PNo

13. A. What is your principal work seiting? (See Tabled) _ { <
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care _§ o hrsfwk b)inpatientcare 1O _hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? __ O %
PART A -~ ESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

uestions 14 through fer {0 the past two (2} years only. Check eith or NO (NOT N/A) to each question. Provide
detail m R for all YES answers except for question 22, r to the i i et o iti j ion and
definitions, You must answer ALY guestions, or this form will be returned {0 you and your jficense renewal may be 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 RESOLVED: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

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

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

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

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

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

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

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

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

Pursusnt to G.L. c. 112, § Z, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

Pussuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, [ have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that sre required under Jaw. NOTE: This applies even If you reside put-pf-state ar out of the United States.

e Pursuantio G.L c. 62C, § 474, to the best of my knowledge and belief, I am in complisnce with M.G.H.C. 1194 relating 1o
withholding and remitting Child Support.
»  Pursuant to G.L. c. 112, § 14, I will fulfill my obligation to report abuse or neglect of children as required by G.L. ¢. 119, § SIA.

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

Signature: Malty € ausat :nm) Date: _ Y / =¥ /o)
YOU MUST SIGN AND INCLUDE B. WITH R RENEWAL APPLICATION

Board Regulations require that you notify the Board, in writing, of any change of address

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

2



Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 - (617) 654-9810 hitp:/fwww.massmedboard.org
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Before proceeding, please read the instruction booklet. H d NOV e 03 rds; you will i"l:'

need coples for credentialing and other purposes. This completed renevb;al forim with attachmema must be returned in the
green envelope af least 4 weeks before your renewal date. ) Teewrdl

i Ce s iieden
*Remit $400.00 for renewal fee (non-refundable). . Return renewal applicatlon in GREEN envelope. N}J
—_+Add late fee of $25.00. if necessary, + Encloge check with coupon in BLUE envelope,

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

1. Current Stams:  Active Registration No.: 55906 Renewal Date: 11/15/2003

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

[] Active [ Inactive (see instructions)

Physician RegiStrationlA

[ Retiring (see instructions) 7] Do not wish to renew

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

A) Mailing/Business Address: {J Other Name(s) [} Name Change (enter natne below)
3. MOLLY ECLARK
Mailing Address:
City/Town; State:
Zip: Country:
B) Home Address:
Business Address:
City/Town: State:
Zip: Country:
Business Telephone: ( )
Tome Address:
City/Town: State:
Home Phone: Zip: Country:
. Home Telephone: ( )
Business Phone:  ((781) a¢3-0033 ELEASE NOTE: Only pe address can be & P.O. box. The
mailing address cannot be a P.O. Box.

4. a)Date of Birth: b) Sex: F
¢} SS#:

5. a) Nﬁme of Medlcal Schooi:
Albany Medical College of Union University

c) Degree:

b} Year Graduated: 1982 M.D,
6. Specialty Code(s) (See Igb]gl)
BG (B0 Gbstotrics and Gynecology

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

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

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

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

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

v Facility Code: _ T S/
v Facility Code: 5t 2. { /
If 999, print name(s):

(AP) A9
(apy__ A

% Facility Code:__
% Facility Code:

—__ No affiliations.

% Facility Code: ___/
% Facility Code:

(AP) %
(AP) %

(APy ____
APy __

..__....._———..._

._.........-.-._...




s
PRINT YOUR LAST NAME: Cliar KX LICENSE NUMBER: =390
11. My medical malpractice insurancelis covered by Eﬂilnsurance Carrier [} Letter of Credit

Insurer’s name. (Required);  Cirico Policy dates: From: _1 / t /e%3To: } /1 /o g

Alternatively, indicate es follows: |I am registering with Active status but I am not covered by medical malpractice insurance

because 1 am: Check One: [[] Not involved in direct/indirect patient care in Massachusetts [J A government employee.

[[] Otherwise exempt Please explain exemption;
12. What is your principal work setting? (See Table 4) ~D .2 If you are affiliated with a healthcare facility or credentialed

for the provision of patient care you must complete question #10 on page 1 and list your affiliations.

*

13. Care of patients in Massachusetts {see instruction booklet).
1) Average weekly hours iuvqlved in: A)inpatientcare 34 hre/wk  B)outpatientcare 3« hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? _ O %

PARTA-Q ONS REFER ONLY TO THE PAST TWO (2) YEAR LE INSTRUCTION,
Duestions 14 pugh 27 refer to the perjod since vou sioned vo ast renewsal application, Clieck either YES g ) 1o each
question, Provide details on Form R for all YES answers (excen question 22). Refer to instructions fo additional informatiop
angd definitions, ALL guestions in th ection must be answered, Do not answer NA or the form w be mcomblete and dela
Your repewsl,

‘ YES No
14. CLA MADE (New or Pending): 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 lawsnit was filed in relation to the claim?

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

17. Have you been charged with any inal offense?

18. Heve 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 prescribo controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency?

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

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

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? \—E/Yes J No
[J CME Waiver. CME waiver form must be submitted at least 30 days prior fo license expiration date,

CME EXEMFTION: : [] Inactive status £] Residency/Fellowship training (See instructions),

* Pursuantto G.L. ¢, 112, Sec 1A, T understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. 51A
and the punishment for failure to comply.

* Pursuant to G.L. ¢. 112, Sec.'2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount.

* Pursuantto G.L. c. 62C, 494, I certify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returps and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. c. 62E; and withholding and remitting child support pursuant to G.L., ¢. 119A. (See instructions).

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

Signature: Mol G lizmbath  Clucut. Rt Date: 19 /3¢ f;_
DU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAI APPLICATION
Board Regulations tequire that you notify the Board, in writ g of g hange of gddress

MAKE A COPY OF YOr R APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.



Massachusetts Physician Renewal Application

Physician Name: Molly E Clark License No.: 55906
PART A
1). Current Status: Active Renewal Due Date: 10/18/2005 Birth Date:

i j(ou want to change your current status, please check one of the following boxes to indicate your new status:
{Check only one). (See Renewal Instructions, page3.) .,

1 Active [J Retiring e CJ Do not wish to renew
2) Addresses & Contac : ati . Please confiry ' oflighses and make changes, if necessary. You are
required to notify the B{ar 2 g N rintwitHin RO days of any change of address. Home and
Business addresses CANNOY

own: State:

O Check here to chang%:ibi addg

2b) BOME ADDRESS %, ...

Home Address:
City/Town: : State;

Zip: Country:
Home Telephone: {___ )

Phone:
[ Check here to change this address Home address cannot be a Post Office Box
2!:) BUSINESS ADDRESS ‘ Business Address:
About Women By Women, PC
195 Worcester St City/Town: State:
Wellesley, MA 02481 Zip: : Country:

Business Telephone: ( )}

Phone: (781)263-0033

[ Check here to change this address Business address cannot be a Post Qffice Box

3) E-mail Address:

4) Fax Number:
5) Specilalties (See Renewal Instructions, page 4.) Delete? - Additional specialties:
Obstetrics and Gynecology (W]
O
[}

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

List Certifying Board(s) below: U_pdate General Certificates and Subspecialty Certificates
‘ : below. Please add additional Certifications as required.
Board Name ABMS or AQA | Certificate/Subspecialty Correct? Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology . B a
B a
] O
| (W

Page 1of &
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Massachusetts Physician Renewal Application

Physician Name: Molly E Clark License No.: 55906
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachuseits:
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)
c) Federal (DEA) XS:

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

Please enter the gpproximate number of work hours at your principal work setting: _3 4

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. {Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
‘Include any affiliations with on-line prescribing services or companies. Please provide ail information for additional

facilities on a separate sheet, if necessary.

No Affiliations [} Please enter the gpproximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instruc!ibns, page4.) Delete? | ¢ oo StaﬂCalegégnge # I)l‘ffrr::::-m\’\fuk
Brigham & Women's Hospital i Activa o -y
Newton-Wellesley Hospital 0 |Admitting <Y

(W

O

]

O

(|

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

Average weekly hours involved in: a) inpatient care 24 hrsiwk Change to: hrs/wk
b) outpatient care _36 _ hrs'wk  Changeto: 4@ hrs/wk

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

L—E’ﬁlsurnnce Carrier {complete below)
Current Insurance Carrier: ProMutual Group Changeto: € R\ C. O

Policy dates: From _{ / } /oS Tofe- /3t /0%
{required) 7
0 Letter of Credit subject to Board approval (attach a copy)

3 1am registering with Active status but I am not required to havé medical liability insurance because I am;

Check one:

[} Not involved with direct or indirect patient care in Massachuseits
7 Government Employee Federal Tort Claims Act (FTCA)
{1 Otherwise exempt (Please explain):

Page 2 of 5
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Massachusetts Physician Renewal Application
Physician Name: Molly E Clark License No.: 55906

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

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

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

YES NO

14) CLAIMS MADE
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 agamst you today, any claims that have not been
finally settled or finaily adjudicated?

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

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

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

b) Resolvéd: Have you resolved, settled or adjudlcated any lawsuits, other than medical malpractice
claims, during this time period?
17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Are there any criminai charges pending against you today?

c) 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, proup practice or professional society or association?

19) Has your privilege to possess, dispense or prescribe controtled 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 Hability 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 volumtarily 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? +EiVes [J No
b} If no, are you requesting 2 CME waiver?

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

c) 1f you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) I Inactive Status [ Residency/Fellowship training

Page 3of 5
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. Massachusetts Physician Renewal Application
Physician Name: Moily E Clark License No.: 55906

PHYSICIAN PROFILE

L4

EThave reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.
[0 thave reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

CERTIFICATIONS

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

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

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

4} 1 certify that 1 have compiied with my obligations to report the treatment of wounds, burns and other injuries pursuant to
GL.c 112, sec. 12A.

5) I certify that ! have complied with my obligations to report the rreatment of victims of rape or sexual assault pursuant to
G.L.c. 112, sec. 12A 112, :

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

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

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

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

10) 1 certify that 1 have complied with my obligations related to the withholding and remitting of child support pursuént 1o
GL.c L19A,

11} 1 certify that 1 have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. . 112 sec. 5 and 243 C.M.R. 3.00 et seq., and 1 understand 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, 1 declare that I have examined this renewal application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct, and complete. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signature: M‘“:\ O R g bcibArs ‘ Date: 'O /iz_/ o

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

Page 50f 5
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Massachusetts Physician Renewal Application
Physician Name: Molly E Clark. M.D. License Ne¢.: 53006

PART A
1) Current Status: Active Renewal Due Date: 10/18/2007 Birth Date:

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

ctive O Retiring O 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)

2a) MAILING ADDRESS ﬁEC-EWEb ,
g} ‘ Mailing Address:
00T 28 2007 | ciyrown: State:
E] Check here to change this address Bgar? norfﬂlggl%l f;t ;3“0[’1 P county:
2b) HOME ADDRESS Home Address:
City/Town: State:
Zip; Country:
Phone: Home Telephone: (___)
[0 Check here to change this address Home address cannot be a Post Office Box
2c) BUSINESS ADDRESS Business Address:
About Women By Women, PC
195 Worcester St : City/Town: State:
Wellesley, MA 02481 Zip: Country:
Phone; (781)263-0033 Business Telephone: ()
[0 Check here to change this address Business address cannot be a Fost Office Bax
Correct your E-mail and Fax Number below:
3) E-mail Address:
4) Fax Number: Hy Fav (e 2y —0oq.6
5) Specialties (See Renewal Instructions, page 4.} Delete? List Additional Specialties:
Obstetrics and Gynecology a
O
O

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AOA Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology a
' O
0
L8|

Page 1 of 8
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Massachusetts Physician Renewal Ap;:)lication

Physician Name: Molly E Clark, M.D.

License No.: 55206

(See Renewal Instructions, page 4.}
7} Drug License Numbers Corrections:
a) Massachusetts:
b) Federal (DEA):
c) Federal (DEA) X5S:

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

9) States where you were previously licensed

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

List the names of all work sites in Massachusetts Location State Delete?
(See above and description on page 4.) (City or Town)
Brigham & Women's Hospital Boston rMma | O
Newion-Wellesley Hospital N e ban oA .
Abwrt  Woman -B--! \od'9 o ey W:-Ilc..sl(...\'[ MR g
Ve mens Hoeom (A1 Lervicen Chestayr  H Mg O
0

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

Average weekly hours involved in: a) inpatient care  _ 2% hrs/wk Change to: _AY hrsiwk
b) outpatient care 40 hrsiwk Change to: S hrs/wk

,é\' nsurance Carrier (complete below}
Current Insurance Carrier: CRICO

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

Change to:

Policy dates: From ! /| / 2007 To 1./ 31/ a0s~7

Type of Policy:  [] Claims made with tail coverage

[ Letter of Credit subject to Board approval (Astack a copy,)

Checkone: [0 Not involved with direct or indirect pat

[1 Otherwise exempt (Please explain):

‘E/ Occurrence Policy

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

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

ient care in Massachusetts

[0 A Government Employee under Federal Tort Claims Act (FTCA)

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 9



Massachusetts Physician Renewal Application
Physician Name: Molly E Clark, M.D. License No.: 55986

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

You must check either YES or NO 1o ¢ach question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

YES NO

14) CLAIMS MADE

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

b) PENDING: Are there any unresclved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

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

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduect 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 then medical malpractice
claims, during this time period?

17) CRIMINAL CHARGES

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

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

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

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

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,
employer or professional association?

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

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

d) Have you been the subject of 2 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?

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

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

[22) CME CERTIFICATION:

a) Have you completed your CME requirements preceding your renewal date? vEr Yes [ No

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

A CME waiver request form must be submitted at least 30 days prior to your license expiration date,

c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.,)
CME EXEMPTION: (check one)  [] Inactive Staws [ Residency/Fellowship training
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Massachusetts Physician Renewal Application R

Physician Name: Molly E Clark, M.D. License No.: 55906 r
PART C
Check One; PHYSICIAN PROFILE

1 have reviewed my Physician Profile at hitp.//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.)

[1 Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections. ;j;:‘i
O My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

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

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

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

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

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

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

73 1 certify that [ have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and I understand my obligations under G.L. c. 112, sec. 2.

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

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

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

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

Under penalties of perjury, I declare that 1 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 vot necessarily disqualify me from
licensure.

Signature: M il O fa e prars, Date: o/ al/ ©~7

[
MAKE A COPY OF YOUR APPLICAT{ON:K&D ALL ATFTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES,
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Massachusetts Physician Renewal Application -
Physician Name: Molly E Clark, M.D, License No.: 55906 b

NATIONAL PROVIDER IDENTIFIER (NPH
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs .-
and health care purchasers for purposes of conducting these business transactions.
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 2007.

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

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

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

Option 3: Certify another authorized institution has applied for an NPI 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 fonn at the
Board's website (see Option 2).

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

Option 3: If your license status is INACTIVE, you may elect not to obtain an NP1 number.

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

\_,E’ﬂy current NP} is: E'

[T 1 have personally applied for an NPE. (You must provide your NP1 number to the Board when received.)

L1 1 have applied for an NP1 using a third party (enter name): (follow instructions for Option 3)

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

3 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
taxonomy code is required if you authorize BORIM to apply for an NP! on your behalf.

Taxonomy (Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: @EEEEEE@ O b st 4 Gynecolon g
Provider Taxonomy: D D ED I:l L__] I:l I:l I—]—]

- Provider Taxonomy: | D D D:I D D D D l_'—l

NPIREQUIRED 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 NP{ on your behaif.

Social Security Number:
State of Birth (if US): Newos Yo ~¥—  Country of Birth (if outside the US):
Gender: [ Male &Female
Penalties for Falsifving Information on the National Provider Identifier Application

18 U.8.C. 1001 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,
fictiticus or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisenment for up to five years.

Offenders that are crganizations are subject to fines of up to $500,000. 18 U.8.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination

Check one box: ﬂ] authorize (1 Ido not autherize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or kealth organization,

Please sign and date to confirm that all of the information on ¢his form is true and accurate.

Signature: BA K Qe pona oty Date: (@ / at /a7

)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Molly E Clark, M.D. _ License No.: 553806

Current Status: Active License Expiration Date: 11/15/2009
1) Activity Status: Active
2} Address & Contact Information

Mailing Address:

Home Address:

Business Address: About Women By Women, PC
195 Worcester St
Wellesley

Massachusetts - 02481
United States of America
{781) 263-0033

3) Email Address:
4) Fax Number: (781) 263-0098

5) Specialties
Obstetrics and Gynecology

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

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

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

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

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorksSite Location
Brigham & Women's Hospital Boston
Newton-Wellesley Hospital Newton

Page1 of 5 Date: 10/13/2008 Time: 1:34 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Molly E Clark, M.D. License No.: 55906

Women's Heaith Services,PC. Chestnut Hill

11) Care of patients in Massachusetts
Average weekly hours involved in:  a} inpatient care 24 hrs/wk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Controlled Risk Insurance Company of Verm 01/01/2009 12131/2009 Occurrence Policy

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

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsult 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?

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

resolved, settled, or adjudicated during this time period?

18) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New. Have there been any claims, other than medical malpractice claims, fited against you during this
time period?
b) Resolved: Have you resolved, setlled 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 criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

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

employer or professional association?

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

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

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

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professionat 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 5 Date: 101 3/2009 Time: 1:34 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Molly E Clark, M.[3, License No.: 55906

22) Have you coimpleted all CME requirements {100 hours of CME of which 10 hours must be in risk
management. Retiuirement: 40 hours credit in Category 1 and 80 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

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

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

Page 3 of 5 Date: 10/13/2009 Time: 1:34 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Molly E Clark, M.D. License No.: 55906

Current Status: Active License Expiration Date: 11/15/2011
1) Activity Status: Active
2) Address & Contact Information

Maifing Address: 30 Washington Street
Wellesley
Massachusetts - 02481
United States of America

Home Address:

Business Address: 30 Washington Street
Wellesley

Massachusetts - 02481
United States of America
(781) 263-0033

3) Email Address:
4) Fax Number: (781) 263-9125
§) 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 Obstetrics and Gynecology

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

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

9) States where you were previously licensed
None Reported

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

WorkSite Location
Newton-Wellesley Hospital Newton
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Molly E Clark, M.D. License No.: 55906

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 24 hrsAvk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICC 010172011 1213172011 Qccurrence Policy

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

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

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

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

resolved, setiled, or adjudicated during this time period?

16) Other Civil Lawsuits _ )
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

a) New: Ha\ncaj ;here been any claims, other than medical malpractice claims, fited against you during this
time period”

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

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

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

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

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

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

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

Page 2 of 5 Date: 9/22/2011 Time: 2:10 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Molly E Clark, M.D. License No.: 55906

22) Have you completed ali 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 &5 Date: 9/22/2011 Time: 2:10 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Molly E Clark, M.D. License No.: 55906

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

24) Have you used anz 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: Molly & Clark, M.D. License No.: 55906

Current Status: Active License Expiration Date: 11/15/2013
1} Activity Status: Active
2) Address & Contact Information
Mailing Address: 30 Washington Street
Wellesley

Massachusetts - 02481
United States of America

Home Address:

Business Address: 30 Washington Street
Wellesley
Massachuseits - 02481
United States of America
{781) 263-0033

3) Email Address:
4) Fax Number: (781) 263-9125
5) Specialties

Obstetrics and Gynecology

6) Current American Board of Medical Speciaities (ABMS) or American QOsteopathic Association (AQA)

Information
ABMS/AOA  Board Name Gertification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers
Massachusetts Federal {(DEA) Federal (DEA) X$

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

9) States where you were previously licansed
Nene Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Newton-Wellesiey Hospital Newton
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Moily E Clark, M.D. License No.: 53906

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 24 hrsiwk
b} outpatient care 40 hrsfwk

12) Medical Liability insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2013 12/31/2013 QOccurrence Policy

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

14} Claims Made o A
a) New. Have you received rotification of a claim, whether or not a lawsuit was filed on that claim, or has

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

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

resolved, seftled, or adjudicated during this time period?

16) Other Civil Lawsuits _ o
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

ayNew: 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 criminat offense during this period?
b) Have any criminal offenses/charges against you been resolved guring this time pericd?
c) Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you'?

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

employer or professional association?

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

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

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Moliy £ Clark, M.D. License No.: 55906

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Cate%ory 2} for this Yes
renewal period? {If you are in an approved Residency/ Feliowship 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: Molly E Clark, M.D. License No.: 55008

23) Do you hz;\.re a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used an¥ chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetis
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Molly E Clark, M.D. License No.: 55906

Current Status: Active License Expiration Date: 11/15/2015
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: 30 Washington Street
Wellesley

Massachusetts - 02481
United States of America

Home Address:

Business Address: 30 Washington Street
Wellesley
Massachusetts - 02481
United States of America
(781) 263-0033

3} Email Address:
4) Fax Number: (781) 263-9125
5) Specialties

Obstetrics and Gynecology

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

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

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

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

9) States where you were previously licensed
None Reported

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

WorkSite Location
Newton-Wellesley Hospital Newton

Page1of7 Date: 10/5/2015 Tima: 11:26 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Molly E Clark, M.D. License No.: 55906

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 24 hrsiwk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2015 12/31/2015 Qocurrence Policy

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

14) Claims Made _ . ) _ )
a) New: Have you received nctification 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 lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malipractice 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 any criminal charges pending against you today?

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

18) Other Issues

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

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

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

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

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

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

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

Physician Name: Molly & Clark, M.D. License No.: 55806

22) Have you completed all of the CPD requirements for this renewal cycie? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Molly E Clark, M.D. License No.: 55906

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

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

Page 4 of 7 Date: 10/5/2015 Time: 11:26 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Molly E Clark, M.D. License No.: 553086

25) Electronic Health Records Proficiency

| have demonstrated proficiency in the use of EHR by employment with, credentialed to provide patient

care at, or in a coniractual agreement with an eligible hospital or critical access hospital that has a CMS
Meaningful Use program.

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

10 Woest Street

NIBHAN J, KECHEJIAN, M.D.
Boston, Massachusetts 02111 CHaRAY

{617} 727.3088 “mmm "'N”mm

Fax: (617} 451-9688 MARY ANNA SULLIVAN, M.D
An Agancy within the Oftice of Censumer Affsire and Business Hagulation SECRETARY

ARNOLD &, RELMAN, M.D,
ROARD NMEMBER

PETER N. MADRAS, M.G.

November 13, 1997 , BOARS MEMEER
WALTER B. PRINCE
BOARD MEMBEA

Molly Clark, M.D.

Re: Complaint No: 97-252 -

Dear Dr, Clark:

After your appearancs at the Complaint Committee of the Board on Wednesday,
November 12, 1997, the Comxpiltee discussed the above mentioned complaint T

The Committee also determined that no fuzther action was watranted and the complaint
was dismissed. Thank you for your cooperation in the investigation of this matter, The
Committee appreciates the time and effort which you expended in preparing your response. If.
you have any questions, please call the Consumer Protection Unit at (617) 727-1788, or write to

it at the above address.

Very truly yours, .
Sl o
Mary Suilivan, M.D,
Clinical Care Committee Chairperson

MAS\kms
ce: James H. Anderson, Esq.
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Molly Clark, M.D,
) [
September 28, 1997

Mr. Stephen Giacobbe

Special Investigator
Commonwealth of Massachusetts
Board of Registration in Medicine
10 West Street

Boston, MA 02111

Re:  Complaint No. 97 - 252

Dear Mr. Giacobbe,

This letter is in response to your letter of September 3, 1997 requesting a detailed written
response to issues raised in complaint no. 97-252.

As you know. my husband, = . __ , has a long history of chronic tension

headaches.  has consented to the release of this medical information., I understand that -

copies of his medical records have been sent to the Board., He was ¢valuated in the late
1970’s at the Faulkner Hospital Headache Clinic. This evaluation was complete and
included a CAT Scan and neurologic exam which were normal, He was given a
prescription for Fioricet which could be refilled indefinitely,

In the 1990’s my husband requested that I write him occasional prescriptions for Fioricet.
I was unfamiliar with the Massachusetts guidelines for prescribing this medication. I did

not document his symptoms or the dates prescriptions were written or the quantity of pills

prescribed.

Approximately five years ago my husband was sgomoted to a high level administrative
position in public education. This is a very stressful position which requires my husband
to work very long hours, often in a agonmﬁonal setting. In this setting his tension
headaches worsened. Over time, his tolerance to Fioricet increased and he was taking one
or two pills every four to six hours for his headaches. During this time he often had active
prescriptions in more than one pharmacy. Because I was not keeping reconds of these
prescriptions, I lost track of the quantity of Fioricetthat:  was taking.

In April, 1997 I was notified by a Needham pharmacist of mv “~hand’q excessive Floricet -

usaFe. I insisted that he immediately see his internist, . at Newton
Wellecley Hospital. . was seen the following day and was carcfully evaluated by =

) n and was found to have severe hmttcnsion. He was immediately started on a
Beta-blocker for his hypertension and headaches. He has had two subsequent follow-up
visits. He is currently taking antih sive medication and two Fioricet tablets per day,
His diastolic BP is now between 100 and 110, At his last visit in mid-September his anti-
hypertensive dosage was further increased.
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I deeply regret my ignorance of the luw reflecied in my unfamiliarity with the prescribing
mﬁnﬁs for this drug and failure to document the prescriptions I wrote for my husband.
of all, I regret that my care of my husband prevented him from receiving thorough
medical attention from an internist. Had I done so, his hypertension might bave been
diagnosed several years earlier, avolding the risks and potential future consequences of
severe hypertension.
Please do not hesitate to contact me if you need any further information. Please inform me
of the date that my case will be presented to The Camplaint Committee. I would like to
attend the meeting to answer any questions regarding the investigation.

Sincerely,

Mv\“[ Colanrl vt \
Molly Clark, M.B>

S
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' )
Commonwealth of Massachusetts $
Board of Registration.in Medicine g
580 Hamrison Avenus, G-4 a
Boston, Massachusetts 027118 9
(617) 654-9800 °
DEVAL L. PATRICK Enforcement Division Fax: (617} 451-9568 MARTIN CRANE, MO
GOVERNOR Legal Division Fax: (617) 357-8458 G0ARD CHAIR &
. I;gﬁgﬂ"&ragygm Licensing Division Fax: (817) 426-9358 N*&maw&: 3
April 2, 2008 ‘
‘Molly E. Clark, M.D.
Clo James 8. Hamrock, Esq. &EDACTED Copy
Hamrock & Tocci .
101 Main Street, 18th Floor

Cambridge, MA 02142
Re:  Docket Nuraber: 07-627
Dear Dr. Clark:

The Complaint Committee of the Board of Registration in Medicine met today and considered
the above referenced complaint.

The Committee has determined that no further action is warranted and the complaint has been
closed. Despite the decision to close the complaint, the Board reserves.the right to reopen the
complaint should you commit any violations of Board statutes or regulations in the future.
Sincerely, o |

Te-d 4 e wWenthews 40

Randy Ellen Wertheimer, M.D.
Complaint Committee Member

RWi/jab

O Visit Qur Website At: http://www.massmedboard.arg
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Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, (3-4
Boston, Massachusefts 02118

(617) 654-8800
© DEVALL PATRICK Enforcement Division Fex: (617) 451-8568 MARTIN CRANE, 40
T MURRAY Legel fon Fax: (617) 857 m:m;fﬂ AUDESSE
P, v
TtoTHY Licensing Division Fax. (B17) 426-0358 NGY AGHIN AUDES
Apil 3, 2008

Re:  MollyE. Clark, M.D.
Daocket Number: 07-627
Dear. . . |

The Complaint Committee of the Board of Registration in Medicine met and
carefully considered the information you furnished regarding Dr, Clark, A copy of your
complaint was sent to Dr, Clark, who was required to respond in writing to the Board
regarding the issues that you raised.

After a thorough review of the evidence, the Committee determined that your
complaint and Dr. Clark’s response should be placed in her permanmt record
. While the

Commmee declined to recommend the mmauon of formal disciplinary act:on in this
matter, it is appreciative of your actions in bringing this matter to its attention.

. Should you have any questions I can be reached at the number or address above.
Very truly yours, &

W\\. Qs

Jennifer A. Brown
Consumer Protection Manager

JABfjec
Enclosure

Vigit Our Website At: http://www.massmedboard.org
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: Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
{617) 654-9800

S0/E0/6¢

is

8 RE-BG T

DY e on oK Enforcement Division Fax: {817) 451-9568 MARTIN CRANE, MD
SovERKon Lega! Division Fax; (617) 357-8458 BOARD CHAIR

. -..\!
. MURRAY . NANCY AGHIN AUDESSE [¥ P
EEU?ET#A:: agvsumon Licensing Divislon Fax; (617) 426-8358 EXECUTIVE DIRECTOR [8 :
' October 5, 2007 '

V1A CERTIFIED MAIL, RETURN RECEIPT REQUESTED
Molly E. Clark. M.D.

708k D810 0DOD ?L57 &7L0

Re: .
Docket Number; 07-627

Dear Dr. Clark:

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

Please provide a written response, signed by you, to the issues raised in the enclosed material. As
part of your response, you may include any materials you feel are relevant in connection with the
investigation of this matter. Pursuant to Board regulations and statutes, the person filing the
enclosed complaint may have access to your response.

You are welcome to have an attorney represent you in this matter. Please note that if an attomey
does represent you, either you or your attorney may write your response, but you must sign or co-
sign it as the licensee.

Your response must be sent to me, at the address above, within thirty days. This time frame
commences on the date listed above. After your response is received, the case will be reviewed
and a determination will be made about how to proceed. You will be notified of this decision.

Thank you for your attention to this request,

Very truly yours,

" . Browan
Jennifer Brown
Consumer Protection Manager
JAB/¢jm
Enclosure

(4] Visit Our Website At: nttp:/www.massmedboard.org



. Commonwealth df Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(617) 654-9800

LIEUTENANT GOVERNOR

DEVAL L. PATRICK _ Enforcement Division Fax: (617) 451-9688 ' WARTIN CRANE, MO
AOVERNOR Legal Divislon Fax: (617) 357-8453 ) "cx‘:‘: ::“'" das
. i . Al IN AU
TIMOTHY P. MURRAY Licensing Division Fax: (617) 426-9368 _ SN AuD
October 5, 2007

CE Y

Re:  Moily E. Clark, M.D.
Docket Number; (07-627

Dear . .

Your complaint regarding the physician named above has been received, The
physician involved has been asked to respond in writing to your complaint. Any future
correspondence regarding your complaint should include the name of the physician and
the docket number a3 it appears in this letter.

| If you wish to bring additional information bearing on your compiaint to the
attention of the Board, please furnish it in writing to me at the address above.

Very truly yours,

N, Browan,
Jennifer Brown

Consumer Protection Manager

JAB/cjm

Visit Our Websita At htip:fiwww. magssmedboard.org
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DEVAL L. PATRICK
’ QOVERNOR

TIMOTHY P, MURRAY
LIEUTENANT GDVERNOR

Dear

Commonwealth of Massachusetts

¢ Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(617) 654-9800

Enforcement Division Fax: (617) 451-9668
Legal Division Fax: {617) 857-8453
Licensing Division Fax: (617) 426-9358

November 30, 2007

Molly E. Clark, M.D.
Docket Number: 07-627

MARTIN CRANE, MO
BOARD CHAIR

NANCY ACHIN AUDESSE
EXECUTIVE DIRECTOR

Enclosed please find a copy of Dr. Clark’s response. You will be notified when there is a
digposition in this matter.

In the meantime if you have any questions, I can be reached at (617) 654-9800 ext. 4033.

JABfjec
Enclosure

Very truly yours,

YW Y ol NIV VLN

Jennifer A. Brown
Consumer Protection Manager

DSER0D

$0

£
Ly

13

AT B B B0
20/

84,

Visit Our Webslte Al: htlp://www.massmedboard.org -
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o . aron S Ma?gullfes, MD; FACOG
Aboutw R NUV 19 07 Sibel N. Bessim, MD, FACQG
, W C 0 poadofReistation N . ﬁggg :
By Wowmerr .. o W MedioM . Goorgia 5: Vasiiakis, MD, FACOG
Obstetrics » Gynecotogy - Infernmy . o D - 3 _Lori J. Stack, MD, FACOG
 Novémber 16, 2007
-Ms Jenmfer Brown !
ConsumeertecuonManagm‘
Comimonwealth of Massachusetts
Board of Registration in Medicine. -
560 Harrison-Avepue, G-4 - R .
) Ihﬁndn%LLA 02113 S :--._' . N .
Re: “
' BRM Docket Number' 07-627
-DearMs Brown E ‘ o _
. 'I‘hxslettcrlsmresponsetotthomplmntﬁledby a aregarﬂngobstetncai
'oareIpmvndedtohermZOM : . ' L

g ' was. apatient ofAbont Womeh By Womm dumg her 2004 twm pregnancy I-
: _washerpnmaryobstettimanmthepmce The last visit she had with me was October 20, 2004,
*. at.which time she-was 21 weeks pregnant. ‘She was being followed with regular ultrasounds due to
. her tmnpmguancy Her most recent ulfrasound had bieen September 23, 2004. It was performed -
ol by our Senior Sonographer, ) .who has over 30 yeats experience s an ultrasoind
+ technician; }. showed reassunng gmwth of both twins and a normal, closed cervix of normai ’

"‘_leng:h

' hadhernextuhrasomdonNovembch 2004 at23weeks gestation. Itwasalso
g perfoxmed byl ©The iltrasoinid showed excellent growth of both'twins. The cervix -
lengﬁ:wasmeasmedatZScm,andwasdoammtedanmesonographer'swodmheet A cervical .
* length of 2.,Scmorlqngqns considéred normal. Although this'visit was only for the performance

. . of the ultrasdund, I " appropriately asked our nurse practitioner, Lo
" check | cervix, sinceits length was: somewhat less than at the prior ultrasoxmd ‘Ms.

. 1sauzexpenencednurseandmnsepmctmonerwzﬁzover25yea:s experience as aLabor; )
a’ndDehvmmeemdasaCemﬁedNurserouum As an experienced RNP and & former  ~
L&D Nusse; . ) hasagreatdealofexpmencedomgvagmalexms Assheigalsothe” .

. mother of twms,shelsthe pmnm'y nuyse p,metluoner for most of our patients mthths .
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exam confirmed that ; ( cervix was of normal length and closed. This is
documented on the sonographer’s worksheet.

Ultrasound exams performed in our office are read at Newton-Wellesley Hospital the
following day. The sonographer’s report accompanies the ultrasound tape to the Hospital. The
radiologist calls our practice the following business day if any discrepancies are noted between the
sonographer’s worksheet and the radiologist’s reading of the tape. Our office was not called, which
indicates that the radiologist did not have any significant concerns with our sonographer’s findings.

The radiologist’s typed report was received at About Women by Women on November 9,
and I reviewed it that day. K stated that “the cervix appeared slightly foreshortened and there was a
suggestion of funneling.” The radiologist made note of the fact that the patient’s cervix was
checked after the ultrasound had been performed. The cervix was found to be normal and closed. I
reviewed the sonographer’s report, which documents both the normal cervix length of 2.8 cm and
the Nurse Practitioner’s exam findings of a normal and closed cervix, and the radiclogist’s report. 1
then signed, as is my practice, the ultrasound report with my initials and I listed the date November
9, 2004, 1also wrote that the patient was notified in person that the SVE (sterile vaginal exam) had
shown that her cervix was closed on November 2, 2004 (the day the ultrasound was performed),

because 1 always notifies her patients of this information when she performs a vaginal
exam at any stage of pregnancy.
Although I was not personally involved in ] care on November 2, 2004, nor was I

advised on that date of the ultrasound findings, I must respectfutly disagree with her suggestion that
my involvement would have changed the unfortimate outcome of her pregnancy.

cervical length measure done November 2 by an experienced sonographer was normal at 2.8 cm.
Her vaginal exam by an experienced obstetrical nurse practitioner confirmed that the cervical length
was normal and that the cervix was closed. After these unfortunate events, I reviewed the actual
uitrasound tape. To my view, the cervix was closed, and the length was normal (greater than 2.5
cm). It is extremely unlikely that any exam on November 2 by me, or any other obstetrician, or any
review that day by me, or any other obstetrician, of the ultrasound would have resulted in any
different outcome.

| was next seen in our office for a non-scheduled visit on November 9, 2004 at 24
14 weeks. She had called to report vaginal spotting, which had ocowrred at work. She thereafter-
noted cramping. ; was directed to come immediately to the office. She was examined by
my colleague . who found her to be fully dilated, was transferred to
Newton-Wellesley Hospital and delivered her vertex-breech twins by cesarean section. The surgery
was performed by my two colleagues, and . Tragically, one twin died in
the NICU at Newton Wellesley, and the other twin was transferred to Children’s Hospital, Several
hours post-partum, Children’s Hospital called to advise that the baby was not doing well and

1 was transfesred to Brigham and Wamen'’s Hospital to be closer to her baby.

1 was not notified by any member of my office or any of my fellow physicians that .
delivered her twins on November 9, or that one had died and that the other was transferred to

2
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Brigham and Women's. Given the usual 24 hour coverage shift each of us has at Newton-
Wellesley every fifth day, in the normal course of events I likely would have seen and examined
.during her hospital stay following the cesarean section. However, since she was
transferred to Brigham and Women’s within a day of the delivery, I did not have the opportunity to
see her at Newton-Wellesley. IfThad been notified of the events, I would have certainly visited
if she were still at Newton-Wellesley, and I would have called her if she were at Brigham

and Women's Hospital.

An undated note in the office medical record indicates that I was notified that
underwent an emergency cesarean section. My notes indicate that there was an inquiry regarding
placental pathology. It is clear to me that it was not until this inquiry, about & week after the
delivery, that I learned of her emergency delivery. My notes indicate that ] looked up the pathology
report in the Newton-Wellesley Hospital computer, and I wrote that the pathology report was
pending. My notes-indicate that I attempted to call | " at what I understood to be the home
phone number of | on November 16 at 6:40 pm, and on November 18 at 2:20 pm.
On both occasions, my notes indicate that I left 2 message on the answering machine. [ have no
direct memory of these calls. 1 suspect I obtained the home phone munber from the demographic
section of the Hospital computer, after looking up her placental pathology report on the computer.

On November 19, 2004 ] saw 1 for her two-week post-partum exam. Until that
time, I was unaware that . . had already lost one of her twins. I felt very embarrassed to be
told by. that one of her twins had died, in response to my inquiry as to how they were
doing. Itried to apologize and to explain to her that I had been unaware of her delivery until a week
after it happened. . given the circumstances of having lost one baby and the other being in

the NICU, was understandably upset.

The physical exam itself, includine incision check, was unremarkable. At the VlSlt,

informed me that her employer, .. . ... o-...___ 3 was limiting her maternity leave and she
wanted to return to work on November 22, in order to preserve maternity leave time when the baby
in the NICU would be able, hopefully, to go home. At her request, I wrote a hand-written note that
daytol fic requesting this amangement. Following the visit, I dictated a letter to the
Human Resources Department of the company requesting a delay in. ; use of maternity
leave. Also at this visit, I discussed with } her relatively painless cervical dilation of
November 9. We discussed issues about an incompetent cervix and the possible placement of a

cerclage for future pregnancies.

Iam very sorry that I did not learn until 2 week later about ; emergency delivery.
As indicated above, in our normal coverage schedule at the Hospital I would most likely see any
post-operative cesarean-section patient of our practice, and through our routine discussions every
day at the office I would expect to hear of any emergency c-section delivery of premature twins by
any physician in our practice, I deeply regret that this communication did not occur, Since that
time, and to avoid a repeat of this situation, our practice’s covering physician, at the end of her shift
at Newton-Wellesley Hospital, now emails or leaves a telephone message for the primary
obstetrician of any important development in a patient’s care. Iam also very somry that I did not

3



leam of the death of one of the twins until. post-partum visit. I pride myself on providing
informed and empathetic care to all of my patients over the past 25 years, Perhaps.

viewed my embarrassment as defensiveness, but I sincerely regret if she did not see the sympathy I
felt for her and her husband, While the extremely premature birth of the twins was not something
that the November 2 ultrasound predicted, I continue to feel sympathy for [ - and her

husband over the loss of the twins.

I have enclosed the pertinent sections of my office’s records for , including the
prenatal care charting, the sonographer’s notes of the November 2 ultrasound, the radiologist’s

report, the Hospital operative note regarding the delivery, the post-partum office visit note, and the
behalf'to her employer. Please let me know if the Board needs

two letters I wrote on 1
any additional information or documents.
Sincerely
{v\ s el;\ Canal— M> .
Molly Clark, M.D,
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RECENVED
v .3 MT
Buard of Registration
in Madicine
COMPLAINT FORM
Please type ot print ¢l and provide all of the information requested.
Mre.  Your First Name Your Last Name " Patient Name (if differsut)
Ms. .
O Me !
Street Address Mailing Address (if different)
City — State Zip Code
b MA .
Business/Daytime Phone ‘Home Phone

Complsint against M D, _X__D.O.___, nmmm
{For complaints against Chivopractors, Psychologists, Opmnetrktu or Podlatrists, please contact the Divlulon
of Professional Licensure at (617) 727-7406, or 239 Causeway Street, Boston, MA 02114. For complaints
against Dentists, Nurses or Physician Assistants, please contact the Division of Health Professions Licensure
at (800) 414-0168 or 239 Causewny Street, Boston, MA 02114, )

‘Thiz laint cannot be without the foll name of the ician or ist. Flease veri 1l
Fuall Name (First & Last) of Physician or Acupuncturist (one mame per form) Photocopies are acceptable,
Address
_Jﬂfz_ﬂmm Szt
State Zip Code
__mm':,, MA 0z4%1
Business Phone (1
Name and Location of Héalth Care Facility Gf kmown)
At Wormen
Nature of Complaint
X Substandard Medioai Care 0  DrugDealing
[m] Professional Misconduot (=] -Criminal Coavistion
] Sexual Misconduct g Pationt Neglect/Abandonment
g Rude or Discourteous Behavior 0  Unlawhil Discrimination '
Impaired by Aleohol or Drugs ] Billing for Services Not Rendered
() Impaired by Mental or Emotional lllness Failurs to Supervise Staff
(] Failure to Provide Medical Records m False Advertising
O . Overcharge for Medical Records a Fraud

DOTHER




Fatlure to cemplete and sign this releass may prevent investigation of your complaint.
) Release of Medical Records and Infarmation
PatientNeme: ____ _ Date of Birth: _

Address: _

1HEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR INSTITUTIONS TO RELEASE
ANY AND ALL OF MY MEDICAL RECORDS TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE,

Signature of Patlent: ___ ——— . Date: Mﬂrﬁﬂ——
{Or Legal Representative)

I FURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(S) TO DISCUSS EVALUATIONS,

DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALL OF MY MEDICAL RECORDS TO THE

MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE. THIS AUTHORIZATION RBPRESENTS A
WAIVER OF THE PSYCHQTHERAPIRT-PATHINT PRIVILEGE, AS DESCRIBED IN G.L. ¢. 233,§ 208,

Sigrature of Patlent: ___ Dotz Drfplgey 01, 2007
{Or Legal Represeniative) . -
_Please gt the nemes and widresces of all heslthicare providers and ingtitntions fhat provided treatment which sy rélate to thi aint.

I you are not the patient, what is your relationship to the patient?
L1 Spouse, T Parent, £ Child, [ Other Relative

O Friead, D) Adomey, 1 Other,__
Has this ician provided treatment in the past? (Do not count the treatment in this complaint)

T this p ﬁizg %:p:non Nt (%}ﬁm‘%ﬂ B pations are 2
How long hav? you (; tbhmcm m‘r"‘m fov it

O 1 t 30 days, tommnﬂts,ﬂ1to:yeau,ﬂ2:n4yem,m4t08mrs.l:l8yearsormre
What form of payment was made? Check 45 many a8 apply.
. O Commercial Insurance, Hea!thMuneemeeOrgmmﬁngMzdxmd.ﬂMedeChmpu
[ Workers® Compensation, 11 Self, O Other,
Are you (or patient upecwdtoplyap«ﬁonoﬂhlsbﬂlomofpoekeﬂ
I.'..IYes, No
Hasthcpglyn theb:l!mmryway.ibreumple.wasthefeeorcopaymsntmdmedorwalved?
Yes, B No
Is the fee or copa; md:spute?
[1Yes,
Has the phyaictam been contacted about this complaint?
Yea, No

Datuof’f‘mhnent- _m&_fanmumm Zpo4-
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Describe your complaint here or attach, Ifmgmdnimm.m&nuemmmemmno&ersh&eﬂ_g{pw._ % ‘

050

L

&
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In May 2004, following & year of infertility, I became pregnant with girl/boy twins via IVF. On November 2, 2004, my husband g

and I went into About Women By Women (AWBW) for a routine ultrasound, There, at 23.5 weeks gestation, the ultrasonographer 7~ 1

observed our son 1o be extremely low in my pelvis and asked forammse (3 to come in and examine me. The nurse did a digitas exam
and determined that my cervix was closed. She said I did not need to see my obstetzician, Dr. Molly Clark. My husband and 1 went home

asyured thut nothing was wrong.

Exactly one week later, on November 5%, 2004 ard at 24.5 wesks gestation, | uncxpectedly went into labor and bad an emergency
C-section. Our son and daughter each weighed loss than two pounds. Our son died early the next moraing from a Group B Strep infection;
our daughter died 18 days later in surgery following bealth complications.

‘ Atﬂwﬁmeofﬁetwins’biﬂhmddwingmym&estayinﬂ;ehogpi!almovanbu?wu‘).m:mdidDr.Clakaﬂerﬁsitme'
in the hospital, In fact, my husband and I did not have any correspondence with Dr. Clark untll we had to physically retum to AWBW on
November 19, 2004 for a follow-up wound care appointment. By then, our son had died but our daughter was still alive in the NICU a¢
Children’s Hospital. Pathetically — (and despite the fact that two of her own colicagues from AWBW had performed my C-section) - Dr.
Clark was not aware of the children's’ status and, as we walked into her office, blankly asked us how the twins were doing...

At the end of the appointment, my husband calmly conveyed to Dr. Clark our disappointment in her regarding her neglect during
my hospital stay and the days leading up to this foliow-up appointment, ax well as her obvious lack of knowledge in my condition and/or that
of our chikiren gt that time, We expected to hear an spology from her. Instead, Dr, Clark’s demesnor turned doefensive and she coolly deniod
ﬂmshedidmythiugwrong.addhzgﬁaatshehudplwedtwophmecﬂhtomhomedmhgthep&lodinqugstion. That was all she said and
she would not elaborate any further. We walked away from the practice greatly saddened and sunned. We immediately decided to end our
ties with Dr. Clark and AWBW. A few weeks later, [ put in a request for copics of my entirs medical record. .

Upon receipt of my medical record, I was able to review the November 2%, 2004 ultrasound report for the very first time. Reading
this made my heart break a thousand times over, for twice in this report is the statement “..cervix is slightly foreshortened and there is a
supgestion of fanneling”. In addition, inﬂrmﬁshthndeﬁwofﬁcumtbeﬁmddmmmpmdmﬂmuwmpmmm
reviewed until November 9%, 2004 — (incidentally, the same day that the twins were bom) — and, in her own handwriting, Dr. Clark noted

that my cervix had been checked and was closed.

1wish the Medical Board to investigate two issues:
1) qucouldmOBml.kemch;mtomtwhmshe. harself, never actually checked my cervix?

p)) Whydiditnkeaﬁxuweekimﬂﬁsmponbbemviewedmdsipadoﬁ? Again, the fact that the review occurred the same day
as the twins® birth is suspicious. Furthermore, had Dr. Clark become more involved at that November 2™, 2004 appointment,

perhaps my twins’ birth could have been prevented and/or delayed by putting me on bedrest or administering tocolytics.

In addition to substandard medical care, I would also like to address Dr. Clark’s lack of contact with me st the time of the twins’
birth (November 9%, 2004). Dr. Clark caimed to have made sttemps to reach my husband and me at home and, from our review of my
records, there is documentation that she tried to cail. However, thess two calls were placed to an old phone number per information in -
AWBW's computer system thet had not been updated, Had Dr. Clark properiy reviewed my chart, she would have noted my correct phone
number on my prenatel forms that were recorded on July 23", 2004 by a nurss st AWBW. Moreover, the calls were not placed until
November 16* and 18%, long after I had been released from the hospital. As her patient, I would have expected — and hoped - that my
obstétrician would be invested inmyweﬂ-beingatthctimeofmyhospimliutimwhonlmdedhermat. Evidently, this was not the case, -

o
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Attsch coples of relsted documeats to this form, : ‘
mhﬁmﬁmhm&mmﬂtimkmwwmmplmmthe_beuofmywedg&

Yoor signature: ___ - Date: _ (Oloher o) 20p9

Mab this form to: - . Conmumnsr Protection Manager
Board of Registration in Medicine
560 Harison Avenue, G-4
Boston, MA 02118
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