Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086
http://www.massmedboard.org

Physician Registration Renewal Application

4 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. This completed renewal form with attachments must be returned in the

green envelope 4 weeks before your renewal date.

* Remit §250.00 for renewal fee,
* Add late fee of $25.00, if necessary.

* Return renewal application in GREEN envelope.
* Enciose check with coupon in BLUE envelope,

Please review carefully the following information for accuracy and completeness. Make any corrections or

alterations as required.

1. Current Status:  Active

Registration No.§7880

REDACTED copy
Renews] Date: 02/06/2001

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

] Active [] Retiring (see instructions)

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

3. A) Mailing/Business Address: @

s
=5
- {ﬁa
YVONNE GOMEZ-CARRION ar

2

B3) Home Address:

Home Phone:

Business Phone:;

((niy) 82¢- G220

(7] Inactive (see instructions)

[J Do not wish to renew

Piease make corrections (type or print)

Gther Name(s):

Mailing Address:

City/Town: State;
Zip: Country;

Business Addr_ess: 2 Ml P
City/Town"Jdmarch  FPegn State: _pF
Zip:_©2¢30 Country: J

Business Telephone: (g3~ ) 5 2¥- G272 o
Home Address:

City/Town: State:
Zip: Country:

Home Telephone: ( )

PLEASE NOTE: No P.O. Box addresses for home or
business addresses.

4. 2) Date of Birth: b} Sex:

c) SS#:

5. a)Y Name of Medical School:

Columbia Univ. College of Physicians & Surgcons
b) Year Graduated: 1983 ¢) Degree: M.D.

6. Specialty Code(s) (See Table 1) ﬁ

Codefs) Hours per Week in Mass, .;r ©
ORG 0O Obstetrics and Gynecology i

0

7. Cutrent American Board of Medical Specialties Certification {Sec Table 2)
(XCode: Code:

8. Drug License Numbers, if any:
a) Federa! (DEA):
b) Massachusetts:

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

b) States where you were previously licensed {Abbr,)

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

Facility Code: ¢ Al __Axp) 2.4 % Facility Code:__
Facility Code: _ / 87/ _ (AP) fo_ % Facility Code:____
If 999, print name(s):

I (AP % Facility Code:__
I (AP) % Facility Code:__

_/__{AP) %
I (AP) %




PRINT YOUR LAST NAME: _ C?&’ MVEZ, - / /4%/7) LICENSE NUMBER: f 1890

11. My medical malpractice insurance is covered byﬁ&[lnsurance Carrier [7] Letter of Credit

Name of Insurer: C f_f I {// o} Alternatively, indicate as follows:
[ am registering with Active status but I am not covered by medical malpractice insurance because I am (check one) .
[ Notinvolved in direct/indirect patient care in Massachusetts [ ] Otherwise exempt
Please explain exemption: 'S
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical feliow? (check one) { ] Yes %o

13. a) What is your principal work setting? (See Table 4) _ / 5 )
b) Care of patients in Massachusetts (see instruction booklet). K
1) Average weekly hours involved in: A)inpatientcare (3 hrs/'wk B) outpatient care _$2 hrs/wk
1i) What is the approximate percentage of your patient care hours in primary care? b/ %
PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
stio 4 through 2 fer to the past two ars on} heck either YES or NO (NOT N/A) to each question. Provide
details on Form R for all YES answers (except for question 22). Refer to the instruction booklet for additional information and
definitions, You must answer ALL questions, or this form will eturned to vou and your license renewal mav 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?

15. CLAIMS RESQLVED: 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 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 prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency?

20. Have you withdrawn an application for a2 medical license or been denied a medical license for any reason?
!

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or H
co-payment, or placed any condition related to professional competency or conduct on your coverage, or have i ‘
you voluntarily resmicted, 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? M ] ~o
[J CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [ cME exemption

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

¢ Pursuant to G.L. c. 112, § 2, I will not charge to or collect Jram a Medicare beneficiary more than the Medicare fee schedule amount.

*  Pursuantio G.L. c. 62C, § 494, 1o the best of my knowledge und belief, I have filed all Massachusetts state tax returns and pald all
Massachusetts state taxes that are required under law and have complied with all laws of the Commonwealth related to reporting of employees

and contractors.

¢ Pursuant to G.L ¢. 62C, § 494, to the best of my kunowledge and belief, I wn in compliance with G.L. ¢, 1194 relating to withholding and
remitting Child Support..

¢ Pursuant 1o G.L. c. 112, § 14, I will fulfill my sbligation to report abuse or neglect of children as reguired by G.L. ¢. 119, § 51A.
I hereby certify upder the penalfleg#of perjury that ali the information on the Renewal Application and Form R s true.

Signapufe: : PTA ’@M A= /4]79 Date: _f_f.’,?:_/_;_”,_f._i_u

/ U MUST SIGN AIJD INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
% Board Regulations require that you notify the Board, in writing, of any change of address
KE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




—

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

b twvm—.

Registration No. Status Fee Renewal Date  Late Fee
_57880 ACTIVE 325000 po/06/95  $25.00 Coriection of Malling Address
Malling Address: Address (Mailing):
YVONNE GOMEZ-CARRION, M.D.
- City/Town:
State;
Country:

i
e

——————— e

Directions: Before proceeding, please read the instruction bookler, Some questions are oplional.

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

+ Add late fee if necessary.

+ Make a copy of this rorm and all ﬁmﬁmenm 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 &t battom of this page.

P—— A a—— Y —— e —t—
"

Pre-Printed Information | Corrections of Pre-Printed Information

1. Other name(s), if any, under which you were licensed:
Name:
2.Business Address: gfm;;’“ ,
435 WARREN STREET o —
ROXBURY COMP COMM HEALTH Country: ¥
ROXBURY, MA 02119
3. Dae of Birth: Sex: D'a:c of Bith MD/Y): el L . Sex(MP:______ ___
Lic. Issue Date: 06/2 4 /87 S$S#: n _ Lic, Issue Date (M/D/Y): ._,J___L_ SS#:
. Home: ( Business: (
Home Phang Business Phone ) )
oo . (617)442-7400 Full Name of Medical School: e
4. Name 5¢ Medical Schook - T T
‘Columbia Univ. Coilege of “Physicians- . = _ ) —
& Surgeons Year Graduated: Degree (MD/DO): —
Year Graduated: 83 Degree: MD
5. a) Other states where you are now licensed to prectice {Abbr: NY
b) States where you previously were licansed to practice (Ablx): ﬂ
6. Specialty Code(s) (See Table 1); b —H"w
Code  Hours per Week in Mass. —— o— —
OBG 60 Obstetrics and Gynecology If OS, print specialty:
7. If you are currently American Specialty Board cestified, enter codes: (See Table 2)
Code: O3 ' Code; Code: Code: —_—
8. Drug license numbex(s), if any: a) Federal (DEA) Federal (DEA):
b) Massachusetts Mass:

9. Activity Status: 1am applying to be registered with the following staus: ACTIVE ._..l../ INACTIVE ____
* I hereby certify that it requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts.

-




PRINT NAME AND NUMBER:  Physician Last Name: K’MJ&'L —/ﬁrmw’ Registstion Number: 2 7582
10. a) Cutrent health care 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 Cthl to those facilities where you have adminting privileges (AP).
Facility Code: 2.2 o / &ZTAP)  Facility Code: . __ / . (AP) Facility Code: o e el / — (AP)

Facility Code: ./ __. (AP) FaciliyCode: . [ — (AP) Facility Code: e s ol / o (AP)

1f 999, print name(s): |
b) Additional hospitais at which you previously keld privileges end other health care facilities with which you were associated in the past 2 years.
(See Table 3) |
Fecility Code: . ___ __,, Facility Code: o . ___, Facility Code: _.__ — Facility Code: o __ Facility Code: .
If 999, write name(s): 7 :
11. My medical malpractice insurance is covered (z) Insurance Carj _"_/ (b) Letter of Credit If dpplicable, check one,
List Insurer: O e 2 { 74 < L ,0/ Ly, {
Alternatively, indicate as follows: ¥am registering with ACTIVE status, but ] am not covered by medical malpractié insum#ce because [ am
{Check One): (i) Not involved in directfindirect patient care it Massachusetts: (ii) Otherwise exemipt: e

State how otherwise exempt:
12. Are you currently in 2 post-graduate training program in Mass. as a resident or clinical fellow? Yes No _/(Chwk one)
i
13. a) What is your principsl work setting? (See Table 4) 2 9 |
b} Care of patients in Massachusetts (See instruction booklet.) Zy !
i) How many howurs per typical week are you curently involved in owtpatient care in Mass? = hrspwk
1) How many hours per typical week are you currently involved in inpatient care in Mass? o tusjwk .
¢} Approximately what percentage of your patient care hours are in primary care? '
(See instructions for definition of primary care.) eo %
Questions 14 through 24 refer to the past two years only. Check either YES or NO (NOT N/A) to each question. Provide details on
Forms R-1 and R-2 for all YES answers, 0 the instruction bookle : N3 ation g ‘ B,

[_IN THE PAST TWO YEARS: | , YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not et been finally seitled or ’l
adjudicated, whether or not & lawsuit was filed in relation to the claim? ... s areais b ke smsasansae b rr s ses s ar v ', .......

15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled, adjudicated or otherwise rcsolve&.?

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 Lo practice medicine, or your pro-
fessional conduct in the practice of medicine, been fited against you by 2 patient, ar been settled, adjudicated or otherwise
resolved? .. i RS e bt et sab e nre e e e etame s seesrnend ' I .........

|

17. Have you been charged with eny criminal offense, other than & minor traffic VIOIRHONT....ctv e rer oo e ams e semsenesenes ! ........

18. Have you been formally charged with or discipiined for any violation of the rules, by-laws or standards of practice of any’
governmental authority, health care facility, group practice or professionat SOCIEtY OF ASSOCIBIONT covvvvvecreemee s eeneseraenrs oo esoen

19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended, Tevoked, dﬂijad
of restricted by any state or federal BEENCY? v, . ![

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

21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage br
have you voluntarily restricted, limited or terminated your insurance coverage in response (0 an inquiry by a professicnal
liability insurance provider? ..... ereeesemssesmassets s masesneessoms s essere

22. Have you been diagnosed with or do you have a medical condition which limits or irnpairs your ability to practice medicine? ..

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

24. Have you volumarily modified or otherwise limited your scope of praciice of medicine for any reason yx thin & medical

t

condition? . ceer e . e
25. 1have completed my CME requirements in the two yedrs preceding my renewal date:  Yes _L No, waiver requiested
No, training program exemption (see instruction booklet). %

If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your Hicense will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal spplication.
* Pursuant to G.L. ¢. 112, sec. 2, I will not charge to or collect from a Medicare beneficlary more than the Medicare reasonable charges.
* Porsuant to G.L. ¢. 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of m)!' knowledge and belief,
I bave filed all Massachusetis state tax returns gnd pald all Massachusetts state taxes that are required under law. NO‘II‘E: This applies
even If you reside out-of-state or out of the United States. /
* Pursuant to G.L. c. 112, sec. 1A, I hereby certify that I will fulfil my obligation to report abuse or neglect of children as required by
G.L. c. 119, sec. S1A, :
* Ihereby certify ugder the pains

naltieﬁrj ury that all information on this form and Forms R-1 and R~‘?;’ is troe,
Tl dudie—~_ /11 Date: (lf 1 ¥4 Ef-
e / LA F

[

Signature:




122440000

T -

I. PHYSICIAN INFORMATION

A ONNE GOMEZ-CARRION
First Name Middle Inirial Lasr Name Suffix
T T U
Mass License # 57880 . ... First Issue Date _06/24/87 .
License Status....Ative

Hospital Affiliation

435 Warren St. Beth Israel Hospital
Roxbury Comp Comm. Health

Roxbury, MA 02119-1833
USA.
(617) 442-7400

T T Mdke address correctiviis liere: .- -~ Make awy Corrections e above here:... T

Mgke correciions here T

D‘—MM&M%MMSIIT”O@JCHL ()67“1&114v3335rzd¢j 57.
- _Residency Program(s) - . . .

SR v/ - - DU
................................................................................................................................................... End .
Residency Program(s) Start
........................................................... End.
Residency Program{s) Start

- IIl. SPECIALTY BOARD CERTIFICATION
Primary Specialty:  Obstetrics and Gynecology Certifying Board Name:  Board of Obstetrics and Gynecology
Secondary Specialty: Cerifving Board Name:
Make any corrections here: Make any corrections here:

Board of Registration in Medicine



' 12244.0000
I R
V. BOARD DISCIPLINE
Final Decisions and orders issved by the Massachusetts Board of Registration in Medicine.
Nature Date Board Action
V. HOSPITAL DISCIPLINE
Hospital Date Disciplinarv Action

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

of complaint e R et et et

VII. MALPRACTICE

. . . ' No. of Years in Practice: # ?
Details of claims paid for Dr. GOMEZ-CARRION

Amount Paid _ 0.0000 Basis for Complaint
.. Amount Paid Basis for Complaint
Amount Paid Bagis for Complaint
Amount Paid Basts for Complaint
Amount Paid Basis for Complaint e

. Amount Paid ... N Basis for Complaint "

== -VII1.- PHYSICIAN HONORS. & PEFER-REVIEWED.PURLICATIONS .. __ .. ———
Please enter any peer-reviewed publications to which vou have contributed and any awards for community service or
professional recognition vou have been given.

! Awards, Honors . Publications
?{ﬂoabm} %Mﬂrfé@vmuﬁjﬂj et

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
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_—
- Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1993-1995 Physician Registration Renewal Application
chisl:ra:i"on No. Status Fee Renewal Date  Late Fee ----
57530 ACTIVE $25000 02/06/93  §25.00 . Correction of Malllug Address:
Mailing Address: Address (Mailing):
YVONNE GOMEZ~-CARRION, M.D. o —
State:

Country Code (Sec Table 1):

Directions: ~ Staple check to bottom of Form. Add late fee if necessary. -
* Questions 1-8 include information from Board Gles. Please correct as necessary in the boxes
provided on the right hand side of the page.

* Before proceeding, please read the instruction booklet. Some guestions are optional.
* Mike a copy of this form and 28 attachments for Your own records - you will need copies

for credentiajing and other purposes. The Board will charge a fee for each copy it provides.

« Enclose the $250.00 rencwal fee by means of a certified check, money order or personal check made
payable 1o the Commonwealth of Massachuseus. ¢

e —— o
i T bt 1 eraprrrer ettty

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s), if sny, under which you were licensed:
Name:
2. 8) Address (Home): A:ddress (Home):
City/Town:
State: Zip:
Couniry Code: __ Q____ If 999 print Country:
, i Address (Busipess):
b) Address (Business): City/Town:
435 WARREN STREET Country Code: ___©____ 1f 999 print Counury:

RO X IURY ~COMP—C OMM - HEALTH—
ROX3IJRY, MA 02119

Date of Birth (M/D/Y): o d

3. Date of Birth: : Sex: . S,
Lic. Issue Date: Q4 /24 /87 sS4 - = IT‘;;:;:::;Z‘;%DNL
Telephone Number: _ Home: () Business:
Home
(617)442-7400 Full Name of Medical School;

Sex (M/F):
SS#:

()

4. Name of Medical School;

Columoia Univ. College of Physicians

& Surgecns Year Graduated: Degree (MD/DOY):
Year Graduated; 83 Degree: MD
Yen¥
5. a) Other states where you are now licensed o practice (Abbr): MY NY
b) States where you previously were licensed to practice (Abbr):
Code Hours per Week in Mass,
6. Specialty Code(s) (See Table 2); e Lo
Code  Hours per Week in Mass. e . i
=== EE R Moo in viass: T e e e e e e AT T+ e e
336 0 Cbstetrics and Gynecology peist specialty
0
7. a) If you are currently American Specialty Board Certified, enter Codes: (See Table 3)
Code: 06 Code: Code: Code:
b) If you previously were American Specialy Board certified, but are no longer,
please entet codes of prior centification:  (See Table 3 _ )
Code: Code: Codc: —_— Code:
8. Drug License Number(s), if any:  a) Federa) (DEA) Fedepdi (DEAY:
b) State (MA) Siate (MA): *

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

You must fill out a seperate Waiver Form. The waiver must be granied by the Board before your license will be renewed. See instructions fot.:

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

| stapie Check Here |




!
i ‘

i -
PRINT NAME AND NUMBER: Physician Last Name: QOME - &Mwb Registration Number: _ﬂ_ﬁ_ﬂ

10. Activity Status: I am applying te be regisiered with the following status:  Active _Aaﬂjvc —
+ I hereby certify that if requesting Inactive status, I will pot practice wedicine, including writing prescriptions, In Massachusetts,

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER ¥ _or (b) LETTER OF CREDIT____ If applicable, check one.

Listhnsurer: R MEr ©  CHPARIMR D Tysucpnee #ie e )
Alternatively, indicate as follows: 1 am registering with ACTIVE starus, but I am not covered by medical malpractice mswal:nce because I am
{Check One): (i) NOT INVOLVED IN DIRECTANDIRECT PATIENT CARE IN MASS:..__ (ii) OTHERWISE EXEMPT S
(S1ate how otherwise exempt): i

12, Current Health Care Facility Affiliations. Supply the cades from Tablé @ and place a'check mark next to thos: faciliﬁes»&vhcreyou-havo -
admitting privileges (AP). ;
Facﬂi;yCodc:i_i__i_ﬁﬁp) Facility Code: ./ __ (AP) FacillityCode: __ __ _./ _ (AP}
Facility Code: e e . / ol (AP)  Facility Code: eu o e / e (AP) Facility Code: e . / (AP}
I 999, print name(s): !

Additional hospitals at which-you previousty held privileges and other health care facilities with which you were sssociated in the pest 2 years.
{See Table 4.) :

Facility Code: .. . . Facility Code: ___ ___ ___ Facility Code: oo FuiﬁtyCodc:_____FacﬂilyCoda:__.,___

If 999, write name(s): i

|
13. Are you currently in a post-graduate training program in MA s a resident or clinical feilow? Yes_ . No__},/((:heck one)

14. 2) What is your principal work sening? (Sec Table 5) _&_ 5

b} Care of patients in Massachusetts (MA) (See instruction booklet.)
i) How many hours per typical week are you currently involved in outpatiens care in MA? 35 hrs/wk in MA
i) How many hours per typical week are you currently invoived in inpatient care in MA? 25  hrsfwk in MA

Questions 15 through 23 refer to the past two years only, Check either YES or NO (NOT N/A} 1o each question. :
Provide details on Form 15A for all YES answers. Re 1o the i oradditional information :

IN THE PAST TWO YEARS:
(N THE PAST TWO YEARS:] YES o

13. Has any medical malpractice claim been made against you, whether or not & lawsuit was filed in relation 1o the claim? ...
|
16. Have you been charged with any criminal offense, other than a minor waffic violation?

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

18. Has your privilege to possess, dispense or prescribe controlled substances been swrrendered to or suspended, revoked, deLicd
or restricted by any state or federal agency? ..........ooovoecoemniseennnnn . - !

19. Have you withdrawn an application for a medical license or been denied a medical license for any reason? ...o.ovocoeeeececicetuae,
20. Have you had eny mental iliness which has impsired your ability to practice medicine or to function as & stadent of medicine?

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

+ Pursuantto G.L.c. 112,sec.z,lwlllnotchargetooreonean-omnMedimrebcneﬂdnrymmthantheMedlcaermnnblecharges.

* Pursuant to G.L. ¢. 62C, sec. 49A, Y hereby certify under the penzlties of perjury that, to the best of my knowledL and bellef, I have

fled all Massachusetts state tax returns and pald ali Massachusetts state taxes that are required under law. NOTE: This applies even if yon
reside out-of-state or out of the country, !

* Ibereby certify that I will fuifill my obligation to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 51A,

-

"+ Thereby certify ynder the penalties of perjury that all information on this form and Form 15A s true.

.

Signature: A% 2V a £ - L /7/30 Date: /2,22 =
f

|




T T e e e T e e e ——— o~ e e

Commonwealth of Massachusnus-aaa d of Reglstratnon in Medicine

Ten West Street, q::d'F ssachusetts 02111
1991-1993 Ph i 3@3@?@ m{wal Application
Reglstration No.  Status [ R 1 Daty ~ A\ For Office Use Only
A{%G ACTIVE $150 027?3‘::91&*! /‘9 () ?3. " MR -
‘ Dr. YVONNE GOMNEZ~<CARRION’ ! Pe,
vy B8k
A ch.
G
D.E.
iy _
Diroctlonr

« Questions 1-7 include infannaﬂon Jth Board files. Please correct fr

« Balore proceading, ploase raad the instrudtion booklet.

Activity Status:
{ am applying to be registerad with the foliowing status:

Active

| hereby certify that If requesting inactive status, | whl not practice medicine in Messachusetis,

Pre-Printed Information

\g.,‘_‘
= Answer all non-optional questions completsly. (The instructions specily v}?z?aﬁ“fzuesdons are opugna! )

» Make a copy of this form and afl attachments for your own fecords—-yot must give health care faciities copias for aradentialing purposes. The Board charges
$3.00 plus postage for each copy fumnished,

« Enclose the $150. 00 renewal fog by means of a cenifiad check, monay erder or personal check made payable 1o the Commonwealith of Massachusetss. L

Inactive

Corrsctions of Pre-Printed Informatlon

1. Cther Namae(s), if any, under which you ware licensed: Name;
2. a} Address {Home* Address:
City/Town
State; Zip:
Countly Code:______{if 999 wrils Gountry):
2. b} Address [Business): Address:
=33 WARREN STRERY R T 1 i e —— -
ROXL.URY LOMF COMM HEALTH Stato: Zip:
ROX=URY, MA D219~ Country Code: (it 998, write Country);
3. Dato of Birth Sex: T Date of Birth (WD/Y): / / Sex (MF):
Lc. Issue DateJ6/ 24 /87  ggNg: - - Lic. Issue Date(M/D/Y): I SSN#:
Telsphona Number:
Home Business Home:( ___,_ . Business: ( )
v (6173442-7400
4. Medical School CodelY 001 vear Graduated®3  Dagree: M0 {School Code: Year Graduated; Degree (MD/DO),____
Name ot School: 1£ 99999, write School:
Cotunpia Univ. College of Physicians &|Surqeons
5. 8) Other States where you are now licensed to practica {AbsN Y — —
b) Statas whare you previously were licansed to practice (Abbv): e e i m— e
6. Specially Code(s) (See Table 3):
Code  Hours per Weei in Mass. Code [1] ] Mass.
0:3 0 Obstetrics ano Gynecolog e,
— —. O —
T - * -} IFOS, writo specialty:__
7.a) Are you American Spacialty Board Certifiad? (Y/NIN 70} WYES, Enter Codes:
Code: A Code___ O Q
Code: Code;

8. Orug License Number(s) (if any) [optional]: a} Federal {DEA)

b} How meny DEA nos. do you have? /

c} State (MA) #M

9. | have complsted my C.M.E. requirements in the two years precading my renewal date:

e

Waiver Requested

(You must fill cul a separste Waiver Form, The waiver must be granted by the Board before your ficense will be renewed.) See tnstructions for CME [
requirements. Do not submit docunentation of your CME's with your renewal application, w

30M - 9/80 - PB13971

| For Office Uso Only: Waiver Grantad Date; i /




FILL IN NAME AND NUMBER - -
Physician Last Name: (%OME = - ﬂ M/ WD

List lnsumn_::]fo.-m" Umveg v v Zf)f b ey nnh M HITRC A SETT S i

Registration No.:_é:_z ﬁ _ﬁ 0

10. My medical malpractice insurance s covered by (m) INSURANCE CARRIER or (b) LETTER OF CREDIT__ i aéplicahie, chack one,

H
Altsmatively, indicate as follows: ) em registering with ACTIVE status, but | & vsrad by medical malpractice insurance b"eceusa I am (Check onsf

(i) NOT INVOLVED N DIRECTANDIRECT PATIENT CARE: (i) OTHERWISE EXEMPT:

" (State how otherwise exampt),__ !

1. Qument Hospital Affiliations {Supply the codes from Table 5 and place & check mark next fo those facilities where you have adn?ﬁmm privileges (AP).

Faciliy Code: _ &> ] 1.AAP) Faclity Code: ______/__(AP) Facility Code: __ = _ LR - -
Faciity Code: _____/__(AR) Facility Code: _____/_(AP) Faclity Codo:___{_(AP)
if 899, write Name(s): L
?Sd;iéh%ang}a Hggpitals at which you previously heid privileges and other Health Care Facilities with which you wers assoniated in thTi past 4 years.
Facility Code:__ __ Facility Coda: __ _ Facility Code: __ __ Facility Cede: 1
# 993, write Name(s); |
12 Post Graduate Training in Massachusets (MA) {See instruction bookiet ) /I

a) Ars you currently in a post-graduats training program in MA as a residant or dinical faliow?  Yes Mo {Chack one.)

i

b) Ifyou are in a MA program, are you a i) Resident ii) Clinicat Feflow____ or fil) Research Feliow___ 7 (Check one,)

¢) How many hours per typical week do you spend In this MA post-graduate raining program? hrs.mwk. in MA. “

13. Care of Patisnts in Massachusetts (MA} (Ses instruction booklst.) [!
&) How many hours per typical week are you currently invaived in eulpatient care in MA? 3 O hmAwk N MA.
b) How many hours per typical week are you currently invaived in inpatient care in MA?___3 O hrs.wk. In MA. Jl

14. Principal Work Setting, |
#) Whatis your principel work setting? (See Tabie 6 2 |

i
Quastions 15 through 22 refer to the pastfour years only. Check either YES or NO {not N/A) to sach question. Provids dalallIs on Form 15A.

Rafer to the instruction bookiat for additional information.
|

15. Has any pending or now medical mafpractics claim been mado against you (whoether or not & lawsuit was Fled in relation to the daif)
16. Have you been a defendant in any panding or new criminal proceeding other than a mincr tralfic oHeNSe2.........cc..ceeeeee s, )

T

17. Are any formal disciplinary charges pending or has any disciplinary action (as defined by Board regulations—See Instructions) baenilaken

against you by any govarnmental authority, hospital or other health care facifity, or professional medical association (international, nationad,
i

state or local)?........... v

18. Has your privilege to possess, dispanse of prescribe controlled substances been suspended, revoked, denied, restricted, sunendar?d.

or have you been called before or been warned by this state or any other jurisdiction including a federal agency?...................

19, Have you withdrawn an application for & medical license or been denied a medical ficonsa for any raason"JJ

20. Have you had any menta! Ainess which has impalred your ability to practice medicine or to function as a student of mecﬁdne?...........'[‘. .....

21. Have you had an organic iiinass which has impaired your ability to practice medicine of to function as a student of modidne?...........;,.

22. Are you now, or have you been in the pas! four years, dapendent upon aicohol of ArUGB?... ... P —— .

Pursuant to M.G.L. c.475, | wilf not charge to or collect from a Medlcare beneficlary mors than the Medicars reasonabite ehlrgu‘flor my services,

.......

Pursuant to M.G.L. ¢.62C sec.494, | cortify under the penaltles of perjury that, to my best knowledge snd ballef, | have filed -nfy' Mzssachusetts state
tex retumns and pald any Massachusetis siate taxos, that are required under law. NOTE: This appiies even If you realde out‘i-ol-tala or out of the

country,
1 cortity that | wilt fulflll my obiigation to report abuse or neglect of chiidren pursuant 1o M.G.L ¢.719 sec.51A, ‘I

| hereby certify under the panaities of pe ry that all information on this form and Form 154 Is true.

Signature: /
0%




BOARD OF REGISTRATION IN MEDICINE Y0u ANE AEIRE D 10 compLe
A L MPLETE THE O -
TEN WEST STREET 50C 56C [ H 1 ‘LJ L ’ TIONS BELOW AND ON THE REVERSE SIDE OF ?ﬁ;ss

BOSTON, MASSACHUSETTS 02111 byt APPLICATION (SEE THE ENCLOSED INSTRUC.
RENEWAL APPLICATION TIONS FOR DETAILS.}
1967 1080 iF YOU ANSWERED “YES" TO QUESTIONS 15
THROUGH 24, YOU MUST CHECK THIS BOX.
DT S I PLEASE USE THE ENCLOSED RETURN ENVELOPE
AY TH DATE 70 BE RENEWED
- FEE LATE FEE T PLICAT

}‘c onE TveE L) AMOUNT o | oa | va NOTE! A:::ls :irﬂgusboa#rasi BSE‘QS;GAEJ.!
100 ORDER 15 PAECERAEL AL aONEY

57880 | § 02f 06 |87 CHEGKS ARE ACCEPTABLE.

Q PAYABLE TO:
COMMONWEALTH OF
YVONNE GOMEZ-CARRICON MASSACHUSETTS

TEN WEST STREET, 20d FLOOR
BOSTON, MASSACHUSETTS 02111
PLEASE PRINT ANY NAME OR ADDRESS

CHANGES BELOW
YOU MUST READ THE INSTRUCTIONS ENCLOSED WITH THIS FORM TO ANSWER QUESTIONS 1-25.
1. Print Nathe: _SAME Z DaeolBith: . ..
> MONTH [~ 3]
3. Medicat Schoot: __COLLEGE OF PHYS & SURG wmps 7] 502 [] (check one,
4. Country where Medical School located: Usa 5. Date of Graduation: 1983
€. American Specinlty Board Cerlitied? D {Check if yes.]
Which Boards? .
7. Principal Specialty(ies): - ' 8. Principat work setiing:
8. Home sddrass: SAME 10, Principal business address:
¥1. List @it hosprials at which you have currently effective privileges;
12. List all hoapirals At which you have held privilages in the past 20 years:
13. Siates other than Massachusats in which YOu are presently licensed 1o praclice: NONE
4. List any other states where you were previously licensed lo‘pnctice:
- YES NO

15. Has any medical maipractice claim been made against you in the 1ast ten years {whether or not a lawsuit was filag in relation 1o the claim)?

16. Have you, at any time, been a defendant in any criminal proceading ather than minor tratfic oMfenses?

17. Are any formal disciplinary charges pending or has any disciplinary action Deen taken agains! you in fhe last ten years, by any governmental
authonty, by any hospital o1 hesith cere faciity, or by any proteasional medical association {international, nationai, state o local)?

18. Has your privilege t¢ possess, dispense of preacribe Conirolied sybatances ever been suspended, revoked, denied, resincied. surrendsred, 1
ot have you been called belore or warned by this state or any other jurisdiclion inciuding a federal agency, at any lime?

15, Have you ever withtrawn an application Jor medical licensure or been denied a megical Vicense for any reason?

20. Heve you ever had any menial iliness which has impaired your ability to practice medicine or 1o funclion es a student ¢f medicing?

1

21. Have you ever had an organic ititess which has impaited yOur ability to practice medicine or 16 function as g student of medicine?

22. Arg you now, or have you been in the past, dependent upon alcohol o drugs?

23. Have you ever, for any reason, lost Amarican Speciaity Boerd Certilication?

24, Have you been denied receriification by one or more speciaily boards? - —]
I yes, which ona(s}? — — _ .

25. 1 have completed my C.M.E. requirements in the two years ending on the renewal dale as follows:

26. ) am an active D inactive D pracutioner. (Check One }

F HEREBY CERTIFY UNDER THE PENALTY OF PER::IUR.Y THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS 1S TRUE.
PURSUANT TO CHAPTER 475 OF THE AGTS OF 1985. | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-

ABLE CHARGE FOR WY SERVICES. .
T TO M.G.L. c. 62C, § 49A. | CERTIFY UNDER THE PENALTIES OF PERJURY THAT I, TO MY BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL STATE TAX
FETUINS Ang Ml 2, F e REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN i YOU RESIDE OUT-OF STATE OR OUT OF THE COUNTHY

SiIGNATURE
DATE:

(Se¢ Reverse Side}




-

(Fee- $150. must accompany AP

THE COMMONWEALTH OF MASSACKUSETTS
BOARD OF REGISTRATION IN MEDICINE

Application for Endorsement Registration - NATIONAL BOARDS
PLICATION - No currency or personal checks)

Approved:
Disapproved:

STiL

—MO

By:
Form of e

FOR OFFICE USE

Certificate #

Application # (37,5#'?
Date of Issue: € -2 o/ 83

PLEASE TYPE OR PRINT SWORN STATEMERT
Name.. IVONNG - G"(JME%- ARV [Mailing Address:
First Middle Last ’

Date of Birth

Place of Birth /f)&pon,w . [\Ew \/Dre,lg

Name on Birth Certificate\h/(){w\ié okl ~ {Phone &
o Chesion s
Pre-medical Education Medical Education
School ‘?Q;momn} U\N,TVGK.SI‘F‘{ School ﬁu‘;ﬁz:; N’V&G;Eﬁﬁm ! S«E,tqé'z)ﬁiﬁ
] . I \ \J T ¥
Dates -Attended 3\:'3,'5’ - {99 Dates Attended ‘B/'—'H - f} 83
. L 1 ‘
POSTGRADUATE EDUCATION AND HOSPITAL APPOINTMENTS
Place Position Dates
7 ' — 7
(.u!.\imﬁ]ﬁ PMBHW!H"\) ot T ey F1Bv ~ ¢ /gq
gyt il - oA ¥ -~ " B - =1 T
Merzca im0 e Ursimens 216y - &/¥L

(ke

Kesip et

U

:p;/%t. - &’/8‘%

W (BsTeTRes f/ Cn,lmacowa«‘j

List all other states where you are or have
Are you a Diplomate of a Specialty Board?

been licensed; ———

A—

(name, 3if applicable)

Yes | No
1. Have you ever had any medical license revoked, suspended or cancelled? T, T
2. Have you ever been denied a-medical license? 2.1 i
31' Have you ever been denied the privilege of taking an examination before 1 -
any State Medical Board? 3.
4. Have you ever failed an examination for licensure? i LY
5. Has your privilege to possess, dispense or prescribe controlled substances |
ever been suspended or revoked in this state or any other? 5.1
6. Have you ever been warned, censured, had your privileges restricted or
been requested to withdraw from a hospital staff? . —_ 6.1
7. Have you ever been a patient for the treatment of mental-{Tlness? T
8. Have you ever been under treatment for drug dependency: or alcoholism? B"."_ B
9. Has a judgement ever been returned against you in a fialpractice suit?, a1
10. Have you ever been convicted or any criminal offens-g";ow th%g m;i-,rrorh.‘,_ 10
traffic offenses? Ny ff:ﬁ L : L0 N
If you answered YES to any of the above guestions, PLEASE G ug;g‘t@-x—;es:

e

P

t(/"'




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

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet.
+ Copy this form and all attachments for your own records; you will
The Board will charge a fee for each copy.
* Remit $250.00 for renewal fee.
* Add late fee of $25.00, if necessary.

need copies for credentialing and other purposes.

* Return renewal application in GREEN envelope.

* Enclose check with coupen in BLUE enlyé
»ﬂ

57880

[{ Active

02/06/9

Registration No.: Renewal Date:

1. Activity Status:

[J Retiring (see instructions)

" ]D &\\-ﬂ

CEC 28 1998

{Check only one) {0 Inactive *(sece below) 3 Do not wish to renew
2. Other Name(s), if any, under which you were licensed: orre gﬁw A AISTRATION
1 1 "
T = ~ [Other Name(s): e TS
3. A)Mailing/Home Address:
Mailing Address:
YVONNE GOMEZ-CARRION, M.D, City/Town: State:
Zip: Country:
B) Business Address: Other Address:
435 WARREN ST o ——
ROXBURY COMP COMM HEALTH ity Town: tate:
ROXBURY, MA 02119-1833 Zip: Country:
Home: ( )
Home Phone: L
Business Phone: (617)442-7400 Business: (_ )
j ) Date of Birth (M/D/Y): __ / /  Sex (M/F):
| 4. A) Date of Birth: C) Sex: F Lic. Issue Date (M/D/Y): /[  SS#:
X B) Lic. Issue Date: 06/24 /87 D) SS#: ' e
: Full Name of Medical School:
5. A) Name of Medical School:
Columbia Univ. College of Physicians
& Surgeons - - - - - U -
B) Year Graduated: 83 C) Degree MD Year Graduated: Degree (MD/DO):
6. Specialty Code(s) (See Table 1) Code(s) .Hours Pér Week in Ma;;s. ;
Code(s}  Hours per Week in Mass. —
OBG 60 Obstetrics and Gynecology] =
If OS, Print Specialty:

Code: Code:

oG

8. Drug License Numbers, if any:
A) Federal (DEA):
B) Massachusetts:

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

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

Code: Code:

Federal (DEAX:
Mass: ___

-

e - —Abbrn - - -
B) States where you previously were licensed to practlce

Abbr:

*If requesting Inactive status, you agree not to practice medicine
q g ¥

e I

-Abbr:

Abbr:

, including writing preseriptions, in Massachusetts

@




PRINT NAME AND NUMBER: Last Name: Gomﬂ:' / )ﬁf/ﬂlar‘) Registration Number:¢; 2430
10. A Cm'mmhnm:mﬁcilitimmwbichyouhnvuomplﬂadmeﬂedenﬁ:ﬁngptmfwﬂnmﬁﬁmofpaﬁmtm Supply the codes from

Table 3 and place & check next to those health care faciliﬁrswhmyouhtvudmiﬁngprivihgu(ﬂ).

Facility Code:__ [ § //(AP) Facility Code:____/_(AP) -Fasility Code:___._ / _(AP)
Facility Code:__ _—_ _ /_(AP) Facility Code:_ ___/_(AP) Facility Code:____ _/__(AP)
1999, print name(s): i
B. Additional health care faciﬁﬁesaxwhi&gouprwimulyheldpﬂvﬂquwmwﬁd:ymmmndmdinmmma)ym
{See Table 3)
‘ Facility Code: __ __ Facility Code:______ Facility Code: __ _ Facility Code;_ __ _ Facility Code:__ _

If 999, write Name(s):

pd
1. My medica) malpractice insurance is covered a)___‘/&nnuCaniu - b) Letter of Credit
Name of Insurer: UNN‘E@ ST)X@S ’ Fe:;)gg,ru Kr;m’ @uﬁ‘imﬁs ACT
Alternatively, indicate as follows: I am registering with Active status but | am not covered by modical malpractice insurance becayse
Tam (checkone) ) Not involved in direct/indirect patient care in Massachusetts b) ___ Otherwise exempt - '

Please expiain exemption:

12. Are you cutrently in & post-graduste training program in Mass. as a resident of clinical fellow? (check onc) 0 Yes mﬁ
13. A. Whatis your pincipal work seting? (See Teble &) 25 |
B. Cue of patients in Massachusetts (ses instruction booklet). ;

1) Average weekly hours involved in: 8) outpatient care _&hﬁhﬂk b) inpatient care _ﬂhmfwk

2) mhmwmmpmweofmpﬁmtmhmhuﬁnmym?_@_% ,

H

14. CLAIMS MADE: Has any medical malpractice claim bemmdeugﬁnstyouthaxhasnotyabmﬁnﬂlymﬂedor
adjudicated, whether or not u lawsuit was filed in relation 1o the claim? ‘

15. CLAIMS RESOLVED; Has any medica) malpractice claim that has been made sgainst you been settied, adjudicated, or
otherwise resolved, whether or not 8 lawsuit was filed in relation to the claim?

16. Hunnylawuﬁt.otbcrthanamediuim:iprwtiwnﬁt,wbicbine!aedtoymarmpamympncﬁoemedidne,wm )
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 criminatoffense; other thim a mino¢ waffic visliticn?™ = —— e *

18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards 6fp1wtioe of any f
governmental authority, health care facility, group practice or professional socicty or association? .

19 Huywpﬁvﬂegemwmdimmpmaibcwmﬂedmbmhmmwmwmol:ed. [
denied of restricted by any statc or federat sgency?

20. Have you withdrawn an application for @ medical license or bocn denied & medical ticense for any reason? 1
21. Has any professional lisbility insurance provider restricted, limited, terminated, imposed & surcharge or co-payment, or

placed any condition related to professional compeiency or conduct on your coverage or have you voluntarily restricted,

limited or terminated your insurance coverage in respanse to &n inquiry by 3 professionat liability insurence provider?
22. Have you completed your CME requirements preceding your renewal date (see instruction booklet)? y ’

(0 Waiverrequesied  (waiver form due 30 days prior to date of license expiration). {J Treining Program exemption
See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewsl apphcanop

RENEWAL AP LI(,:A‘HVNT U?«D ONPAGE 3. ALL QUESTIONS ON PART B MUST BE A.INSWERED.
|’ f
Signature /’/VUV( ; (U?M/g - — Z“..f,' !/\ijvn) Date; /2- / /é / 2“

C7 Vi

4

e ———— —— T



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

Physician Registration Renewal Application

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

* Remit $250.00 for renews] fee.
* Add late fee of $25.00, If hecessary.

* Return renewal application in GREEN envelope,
* Enclose check with coupon in BLUE envelope

Registration No.: 57880

1. Cumrent Status:  aqy _{J
If you want to change your current status, please indicate below: (Check one).

Renewal Date: 02/06/1999

&

[ Active [ ] Retiring (see instructions) [ Inactive (see below *) [J Do not wikh to fenew
-1« BOARD OF REGISTRATION
t
— 2: Other Name(s); if-any, under which-you.were licensed:-- .. - E?ie-ﬂ'.!‘e _Cgl:'_’f_t_jg[!i (.t!?florg . ) IN MEDICINE
: Other Name(s):
3.2) Mail ing/Home Address: Mailing Address:
City/Town: State;
YVONNE GOMEZ-CARRION, M.D. )
- Zip: Country:
B) Business Address: Other Address;
BI DEACONESS HEALTH CARE City/Town: State:
2 HARRIS AVENUE Zip: Country:
JAMATICA PLAIN, MA-02130 - - - - - T e - - :
Home Phone: Home: (_ )
Business Phone: (617)524-9270 Business: (____) ‘
4. A) Date of Birth: Sex: p ;);;e of Birth: {M/DNB Pl Sex:OM O F
B) 58#: T T — e — —
Full Name of Medical School;
5. A)Name of Medical School:
Columbia Univ. College of _ - —_———e e
Physicians & Surgeons
B era.r Graduated: 1 9g3 g C) Degree: yp Year Graduated: Degree: [ ] M.D. [] D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s)  Hours per Week in Mass. e
OBG 60 Obstetrics and Gynecology ——
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification {See Table 2) Code: Code:
Code: g Code: .
8. Drug License Numbers, if any: F DEAY.
A) Federal (DEA): M":;’f"' (DEAY:
B) Massachusetts: i
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr:

*If requesting Inactive status, you agree not {o practice medicine, incleding writing prescriptions, in Massachusetts.

o




PRINT NAME AND NUMBER: Last Name: Gom&’& - __/) reres db Registration Number; 5 ?‘C? So

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

Facility Code: _f i j__ [ (AP} _4£¢ % Facility Code: —f__(AP)___ % Facility Code:____ _/_; {AP) %
Facility Code: _____/  (AP)___ % Facility Code:_____/ (AP)____ % Facility Code:_____/ __(AP) %
If 999, print name(s): -
1. My medical malpractice insurance is covered by a) nsurance Carrier &) [[] Letter of Credit
Name of Insurer: L/r’ ',/Z /7 {’ ) Alternatively, indicate as follows:
I am registering with Active status but [ am not covered by medical malpractice insurance because I am {check one)
a) [ Notinvolved in direct/indirect patient care in Massachusetts b} [] Otherwise exempt
Please explain exemption:
12, Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes [[}N¢
13. A. What is your principal work setting? (See Table 4) _/ 3~ |
B. Care of patients in Massachusetts (see instruction booklet). !
1} Average weekly hours involved in: a) outpatientcare _3(y hrs/wk  b) inpatient care ~+ © hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? fz{? %

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

uestions 14 through 22 refer to the past two () vears only. Check gither YES or NO (NOT N/A) to each question. Provide
uestion 22. Refer to the instruction booklet for additional information and

details on Form R for all YES answers except for g
definitions. You must answer ALL questions, or this form will be returned to you and vour license renewal may be delayed.
YES NO

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

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

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

otherwise resolved?
17. Have you been charged with any criminal offense, other than a minor traffic violation?
18. Have you been formally charged with or disciplined for any violation of laws, rules, by-laws or standards of

practice of any govemmental authority, health care facility, group practice or professional sociefy 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 & medical license for any reason? o '

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

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

professional lability msurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? E’é 0 No
] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) ] Training Program exemption
See Instructions for CME requirements. Do not subnit documentation of your CMEs with your renewal application.
¢ Pursuant to G.L. c. 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule smount.

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

* Pursusot to G.L. e. 112, § 1A, 1 will futfill my obligation to report abuse or neglect of children as required by G.L. . 119, § 51A.
®  Lhereby certify whder the penalies bf erjury thap il the information on the Renewal Application and Form R i true.

Signature: A ——G Date: (2~ /7% p*
j— s

, e
YOU MUST SIGN AND INCLéDE PART B, PAGE 3, WITH YOUR RENEWAL APPLICATION
Ji




J—

Commaonweatth of Massachusetis Board of Reglstration in Medicine
Ten Waest Street, 3rd Floor, Boston, Massachusetts 02111
1989-1991 Physiclan Registration Renewa) Application, Page 1of 2 P02468

Bogprd Use Only;

Reglatration No. Status  Fes Renewat Date /’_\
57880 | $150 00706789 //1%"’303’ g%

YVONNE GOMEZ-CARRION !:"\
.‘a“

Ff. 7t

\

I

Y
k)

imponant:

. Read the accompanying instructions in their entirety before compfa
fortn can result in disciplinary action.

. Print legibly or type your answers.

. Answer all non-optional questions ffropt and back of form} completely~it la not ateqURts to stato that the Board aiready has the Information,

. Sign the renawal application at the bottom of page one and hill in the number of attached pages in the paragraph above the sig

-Make a copy of this forrm and aif atiachmants for your own records—you must ghve hospials and other heallh cane facliities coples lbr credantialing purposes.

. Enciose the $150 mnewal feo by means of a certifisd check, money om‘eror persona.r check mado payable to the Commonweaith of Massachusetts.

this important task o an ampioyes, &3 falss statements o this

1.8) Name (LAST:) Cx omiE * - eﬂvﬁ-ﬁlofo AFIRST:} Y\/u MNE ) (AT
1. b} Other Nams (3}, if any, that you wers ever licensed under: — e

2. a) Address {Mailing};__ i ( a5 cl&.w%)

2. b} Address {Homae): as  gbovk

2.c) Address (Business):_Eowbuen  Complevwsnsit  (ommunind Moo (ewnoe

435 (whreed  STReEET Boxmued  MA O/l _
2.6} Telsphone (Businessk: (& | 2} 4 4 2 - } ' g U Extsnsion &32 2. #) Telephone {Home) (Optmnal) !
3. Date of Birth (MO/DA/YR); - 4.8ex: MALE ___ FE E—l/ 5. Soclal Security No. (Optional), -~ - _
6. 8) Medlical School Code (See Table 7): K Y /] © _{ #9959, rite Name:
6. b) Yoar Graduated: 3 £. ) Degres: M,o.f Do,
8.d) Country: U.S. v/ Canada __ Coclelf Other (See Table 2): _ __ #0899, write Nams:
7. Work Setting (Circle and indicate Parcent{%) of Practice Time):
10 Hospital 35 % 15 Private Office % 20 Partnership/Group Practice %
25 Clinic Qﬁ L] 30 Mentai Health Center % 35 Nursing Home %
40 HMO Fecility™  ~ o & -4t Educationabiastifution. « — ——— % - . 50 MedicalSoclety. __ _ _ _ ®
55 Government Faciiity % 60 Plant/Commercial Setting % 99 Diher %
8. Profassionai Astivity {Circle and indicate Parcent{%) of Professional Time}: 8. b) Mass. Lic. Issue Date
10 Resident or Fallow % 20 Practice Invoiving Direct Patiert Cars £ 0 % {see your wall certificate)
30 Administrative Activities. 20 % 40 Medical Teaching 2O % (MO/DAYRY L, | 241 87~
50 Medical Research % 99 Other %
9. Speclatty Codo (See Tabie 3:0 3 (1 Percantof Practice Time: (J§ %  Specialty Cods: _____ Percent of Practice Time: %
O, spacitn
10. B} Ao you Amarican Specialty Board Ceriified? (¥/N) J{ 10. b) i YES, cirtle which Board({s).
1 ]
At Boand of Allergy & immunalogy NM Board of Nuctear Madlcins PS Board of Plastic Surgary
A Board of Anesthesiclogy GG Board of Obstetrics & Gynecalogy PM Board of Preventive Medicine
CRS  Board of Colon & Rectat Surgery oF Board of Ophthaimelogy PN Board of Psychiatry & Naurology
o Board of Dermatology as Board of Orthapedic Surgery R Board of Radiclogy
EM Board of Emergency Medicine - ot Board of Otolaryngotagy s Board of Surgery
FP Baard of Family Practice PA Board of Pathology T8 Board of Thoracic Surgery
M Beard of internal Medicine PE Board of Pediairics U Board of Urclogy
NS Board of Nsurclogical Surgery PMR  Board of Physical Medicine & Rehabilitation
11, 8} Hospitals at which you have cutrentiy efective privileges and other Health Care Facilities with which you are assotiated; Percent of Practice Time at each.
{Swe Table 4.) %
Facility Code: () [, ; jﬁ'_% Facility Code: % Fachity Codes ____ %
Facility Code:,____ L ARt Facility Code: -~ _—— — % - Facility Code: %
14
# 999, write Names): ﬁ ‘799 Coxtpury  Crmpranmucs Cmrnwwm Y ‘Mgﬁt C@mp’h
l ‘65 7,
11. b) Additional Hospitals at which you praviously held privileges and other Health Care Facillties with which you ware associated in the past 10 years,
(See Table 4.)
Facility Code: __ Faciity Code: __ Facility Code: Facitty Code: __ Facility Code: _
# 998, writs Name{s}: (7“?‘5 (o sagm gin %Sﬁlfmrm) bhseime 5 pr
Cirq ¢ W Mol
’ ‘w T

“1 hereby certify that i requesting INACTIVE status, | will not practl dicine In M h
Pursuant to M.G.L. ¢475, [ will not charge to or collect rom & Medicare bensficlary more than the Medicare roasonable charge for my sarvices.

Pursuant to M.G.L. ¢.82C sec.494, | cartity under the penaities r.u“rcrjwy that, to my best knowledge and bellef, { have filed any Massachusetts state tax
returns and pald any Macsachusetts state tun, that are requir ndeor law. : This applies #ven If you reside out-of-state or out of the country.

| hereby cartify under the penaltias of pér} y that ail information on this lorm—front and back and {#} lz attachod pages—s true.

Signature:

Dnh:ﬁé_j_ﬁt/7¢9‘?
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Massachusetts Board of Registration in Medicine 1989-1991 Renewal Application, Page 2'of 2

Fit} In nama and pumber.  Physiclan Last Name: /J’; aMEE ~ () A2k Registation No.: 5 75 50
12. 2 Other States where you are now licensed to practice {Abbreviate); ﬁ. j - —— e —_— e
12. b States where you previously were licansed to prastice (Abbreviatey. —— — — l e
. |
13. 1am applying to be registerad with the following status: ACTIVE INACTIVE ¥ ACTIVE, nswer questions 14, a} through ¢).
PPiying to be registered wi 9 el e = KINACTIVE, answer qoestion 14.b) anh

Category | hrs.. Category Ii: s, (Risk-Managemaent: H hre.l;  Residency Program in: ! H

14, a) Lhave completed my C.ME. requir?its in the two years snding on the renewal date as follows: {Fill in # of hours or type of residency, or check waher}
Waiver Requested__  (You must fifl out a separate Waiver Form.)

14. b) My medﬂ' rmalpractice insurance is covered by INSURANCE CARRIER V  LETTEROF CREDIT . ¥ spplicable, chack one and identity the name.

tnsurer: 0 Tue Institution Issuing Letter of Credit; i
Altamatively, indicate as fofiows: | am registering with ACTIVE status, bui | am not covered by medical malpractics insurance becauss f am (Check one)
NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE OTHERWISE EXEMPTER__ (State how) i

14. <) Percent of Practios Time in Massachusetts: fJ 0 %

Questions 15 through 17 refer to the past foyr years only. Check aithsr YES or NO {not N/A) to gach question. Provide datalls on Form rst a!mhad.v e
! Tes

18. Has any pending or new medical malpractice claim baen mads agairst you {whether or not & lawsult was filed in relation to the dajnf'l)? .........

16. Have you baen a defendant in any pending or new criminal proceeding other than & MHNOr IR OHBNSET.......ovvimere oo

17. Are any formal disciplinary chargas panding of has any disciplinary action (as defined by Board regulations-Ses gnsmmﬁonsz besn ﬁkon
agfinﬂlwu by ar:y gcr:)v?ernmen!al authority, hospital or other health care fachity, or profassional medical association (intenational, |
national, 81816 or 10CANT ........o..o.rvrieecemomromeeerrs o oo Bt era, . .

# you answered ‘YES* to queation 18, 16, or 17 provide detalis on Form 134, attached. f

i
Quostions 18 through 24 mfer ta the LBast four years only. Check efther YES or NO (ot N/A) to gach question. Provide detalls In the next soction.  Yes No

18. Has your privilege to 5%, dispanse or prasciibe contzolled substances baen suspended, revoked, denled, restricted, surlander&d. or
have you baen called bafore or bean warned by this state or any other jwisdiction including a faderal agency?

18. Have you withdrawn an appiication for & madical license or bean denled a medical license for any ?
20. Have you had any mentaf finess which hae Impalred your abiity to practice madicine or to function 8s & student of medicine?.......... S S
21. Hava you had an organic Hiness which has impaired your ability to practice medicine or to function 23 a student of medicing?...........).ccrurnns.,

22. Are you now, or have you boen In the pasi, deperdant upon aleohel or drugs?......,,
23. Have you, for any resson, lost American Speciaity Board Certification?, -
24. Have you been danisd recertification by one or mare specialty boards? f YES, list Boardl(s): _ e




Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA §2118 - (617) 654-9810 http:f/www.massmedboard.org

Physician Registration Renewal Application

4 C60Y (s ford aha TN s; you will it
need copies for credentialing and other purposes. with attachments must be returned in the o

green envelope gt [epst 4 weeks before your renewa

*Remit $400.00 for renewal fee (non-refundablef; * Return feneyal application in GREEN envelope, _
*Adg Jpte fee of $25.00, if necess e nclose check with coupon in BLUE envelope, iy

. 4 1n '3
Please review carefully the following infor L “auonm' and completeness. Make any corrections or
y 74 )4
alterations as required. All questions must be answered or your renewal will be delayed.

1. Current Status: [ Active Registration No.: 57880 Renewal Date: 02/06/2003
If you want to change your current status, please check one of the following boxes to indicate your new status: (Check only one)
[} Active [J Retiring (see instructions) [ mactive (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: (1 Other Name(s} [} Name Charge (enter name below) ]
3. YVONNE GOMEZ-CARRION
Mailing Address:
City/Town: State:
Zip: Couniry;
B) Home Address: L
Business Adq‘;;_ss: 2. &%ﬂ_@?jmu
City/Town: Fbpr pre p Pr s State: m 4
Zip: 034 3y Country: sy
Business Tefephone: ({, (Y ) J}DU'! 423
Home Address:
City/Town: State:
Home Phone; Zip: Country:
) Home Telephone:  {__ )
Business Phone: PLEASE NOTE: Ouly ong address can be a P.Q. box. The
mailing address cannot be a P.O. Box,
4. a) Date of Birth; - b) Sex: 7. Current American Board of Medical Speciaities Certification (See Table 2)
F Code: Code:
¢) S8#: G
) 8.Drug License Nurgbers, if any:
5. a) Name of Medical School: a) Federal (DEA):

. . " b) Massachusetts:
Colymbia Uéuv. CoIlegg)eﬁgé%Sémaus & Surgedns

b} Year Graduated:
1983 MyD. a) Other states where you are now licensed to practice (Abbr.)
6. Specialty Code(s) (See Table 1)
Code(s)

Hours per Week in Mass. b) States where you were previously licensed (Abbr.)
OBG Lb’ Q Obstetrics and Gynecology —_
B—

10. List all current health care facilities at which you are affiliated or have completed the credentialing pracess for the provision | f patient
care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privi' ;ges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). _ No affiliatior :.

Facility Code; i }l[ _(_/ V{AP)
Facility Code: _ ' "/ (AP)
1£999, print name(s):

% Facility Code; ! (AP % FacilityCode: 7/ _ (AP) %
% FacilityCode:_____ /  (AP) % Facility Code:_____ /__ (AP) %




PRINT YOUR LAST NAME: @m& - 5 By o> LICENSE NUMBER: 5—254&) o

)
11. My medical malpractice insurancé is covered bmu;mw Camrier [ Letter of Credit .
Insurer’s name. (Required): ﬂ‘ﬂ’l L0 Policy dates: From: / i 11 vl ted 1,2 [/ D3

Alternatively, indicate as follows: I am registering with Activs status but I am not covered by medical malpractice insurance
because Tam: Check One: [ Not involved in direct/indirect patient care in Messachusetts [J A government employee.
[ Otherwise exempt Please explain exemption: -
12. What is your principal work setting? (Sec Table 4) l Y If you are affiliated with s healthcare facility or credentialed
for the provision of patient care ygu must complete guestion #10 on page 1 and list your affiliations.
1

13. Care of patients in Massachussits <see instruction booklet).
1} Average weekly hours involved in: A) inpatient care a()_hrs/wk B) outpatient care 3_;,_@_ brs/wk
2) What is the approximate percentage of your patient care hours in primary care? K_%
PART A - QUESTIONS REFER ONLY TO THE P/ T TWO (2) YEARS (SEE INSTRUCTIONS

Vugstions 14 through 22 refer to the period since you signed your last renews applicatioc hieck either YES or NO to each
guestion, Provide details op Formn R for all YES answers (excent iestion £2). Reler to instructions for additional information
,‘.!‘,“i_!ll,~ Ay QUESTIONS N TS SECIION INUS DE Answered "'_' SNRSWEL (NA 9O HE IO B R IRLOMpIeIe and gels

our renewal i

YES No

14, W{Mﬂm@: 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 (Rejolved): Has any medical malpractice claim that has been made against you been setiled,
adjudicated, or otherwise yesolved, whether or not 3 lawsuit was filed in relation to the claim?

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

17. Have you been charged with any criminal offense?

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

19. Has your privilege to possess, dispehse or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federsl 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 iusu?me provider restricted, limited, terminated, imposed a surcharge or 3

co-payment, or placed any condition) related to professional competency or conduct on your coverage, or have

you voluntarily restricted, limited of terminated your insurance coverage in response to an inquirybya

professional liability insurance provider? i
22. CME CERTIFICATION; Have ybu completed your CME requirements preceding your renewal date? }E_/Yes {J Ne

[J CME Weiver. CME waiver form must be submitted st least 30 days prior to license expiration date.

CME EXEMPTION: Check one: | (] Inactive status [J Residency/Fellowship training (Sce instructions).
See Instructions for CME walver dr exemptions, Do not submit documentation of Your CMEs with application.

» Pursuantto G.L. c. 112, Sec 1A, I understand my obligations to report abuse or neglect of children under G.L. c. 119, Sec. 51A
and the punishment for failure tg comply. '

¢ Pursusntto 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. ¢. 62C, 49A, 1 ui:emfy that I have complied with all laws of the Commonwealth refated to the filing of

Massachusetts state tax returng and payment of all Massachusetts state taxes; reporting of employees and contractorst der
G.L. ¢. 62E; and withholding anﬁ! remitting child support pursuant to G.L. ¢. 119A. (See instructions),

I hereby certify uuthep enalties o#‘ pe:?t? that all information on this Renewal Application, Part B and Form R s true,
/] |
f |

4 ‘
Signa ; - L’% 24 '.J/ 'V «ld,f,&h_._.-—-—-\_ 4/1":& Date: ! } !__‘g_%/_d?—,
O MUST SYEN AND DE, PART ¥, WITH YOUR RENEWAL APPLICATIO!
Board Reg 7 sguire that yvou otify the Board, in writing, of ¢ aitge of address

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



Massachusetts Physician

Renewal Application

Physiciar Name: YVONNE GOMEZ-CARRION License No.: 57880
I
1 PART A
1) Current Status: Active Renewal Due Date: 01/09/2005 Birth Date:

If you want to change your current status, plcase check gpe of the following boxes to indicate your new status:

{Check only one). (See Renewal Instructions, page 3.)
O Active 3 Retiring

L3 inactive

[ Do not wish to renew

e e e e

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

required to notify the Board of Registration in Medicine within
Business addresses CANNOT be a Post Office Box.

30 days of any change of address. Home and

Please make corrections (print)

CETYVETN

[y syniigmch

2a) MAILING ADDR[WD‘ ' 'E'ILJ
=L Mailing Address:
- City/Town: State:
=W DEC 31 2004 d
. J' Zip _ Country:
Wh/eck here 1o chunge Hs eslh :
_ Board of
2by HOME ADDRESS _Registiation in Medicine Home Address:
City/Town; State:
- Zip: -_ ' . Country:
Phoney” _ H?me Telephone: {___ )
e Q’/f/neck here to change this address Home address cannot be a Post Office Box -
: 2¢) BUSINESS ADDRESS Business IAddress: B:CO Y G B
Bl DEACONESS HEALTH CARE XK Yy PTVE i
2 HARRIS AVENUE -] City/Town; = OS?‘?I'\‘;\/ State: 4] é
JAMAICA PLAIN, MA 02130 Bl ¥ Zip: X g’ﬂf Country: [/{SH
Business Telephone: (of}) L6272 AGS 2L

Phone: (6171524-9270
heck here 10 change this address

3) E-mail Address:

Business address cannot be a Post Office Box

biF 975 S 202

4) Fax Number:
5) Specinlties (See Renewal Instructions, page 4,) Delete? Additional specialties:
Obstetrics and Gynecology |
O
B

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: Up{date General Certificates and Subspecialty Certificates
. ‘ below. Please add additional Certifications as required.
Bﬁé‘nid Name ' ABMS or AOA Certificate/Subspecialty i Correcy.’/ Delete?
s i Mv'\._ e cp of /” ' ¥ O Obstetrics & Gynecology 4 0
L 7 :
OLF‘)“:@JY?CQ {(?Ihmm’eo@r 0 o o 0
YR U/ n @
S~ / 0 0o m| !

Page 1 of 5




Massachusetts Physician Renewal Application

Physician Name: YVONNE GOMEZ~-CARRION License No.: 57880
(See Renewal Instructions, page 4) Please make corrections as necessary
7y Drug License Numbers, if any: 8a) Other states where yon are now licensed to practice {Abbr.)
a) Massachusetts:
b) Federal (DEA): 8b) States where you were previously licensed (Abbr,)
¢) Federal (DEA) XS: .

9) What is your principal work seting? (See Renewal Instructions, page 4. J
Principal Work Setting: Private Office

Change to: J"_f‘»n CEIT G Hours per Week: LQ 0

10) List all current health care facilities where you are affiliated or bave 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 all information for additional
facilities on a separate sheet, if necessary, ‘

| No Affiliations ]

Health Care Facility (See Renewa/ Instructions, page 4.) Delete? Curren Stalf Cmgmycm nge :c:lw::k
Beth Israel Deaconess Medical Center | Admitting
Other | 0
0
[J
(|
(]
O
§1) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekiy hours involved in: a) inpatient care 30 hrsiwk Changeto: _ hrsiwk

b) outpatient care 20 _ hre/wk Change to: 20 hrs/wk

| 12) Medical Liability Insurance Information (See Renewal Instructions, page 5.
[l:?‘fedical liability insurance is provided through; {check one)

lusurance Carrier (complete below)

Current Insurance Carvier: CRICO Change 10:
Policy dates:  From /[ / 7[_/ 2oos” To (L7317 zoo o~
(required)

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

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

Check one; )
[CJ Not involved with direct or indirect patient care in Massachusetis

1 Government Employee Federal Tort Claims Act {FTCA)
] Otherwise exempt (Piease explain):

Page 2 of 5




Massachusetts Physician Renewal Application

Physician Name: YVONNE GOMEZ-CARRION License No.: 57880

i3) Do you perform any surgery in your office? (See Renewal Instructions, page 3.} Yes No
I 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 yon signed your Iast
license renewal/application, to the day you sigu 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 against you today, any claims that have not been
finally settled or finally adjudicated?

15) CLAIMS PAID

Has any medical malpractice elaim 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 refated to your competency 1o practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period?

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

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

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

19) Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surreridered 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 restricied, limited or terminated YOUr insurance coverage in response 0 an inquiry by

a medical liability insurance carrier? -

= merrcrm——— W

-~

22) CME CERTIFICATION: m/
a) Have you completed your CME requirements preceding your renewal date? Yes [] No
b} If no, are you requesting a CME waiver?

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

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

Page 3of §




Massachusetts Physician Renewal Application
Physiclan Name: YVONNE GOMEZ-CARRION License No.: 57880

PHYSICIAN PROFILE
{3 1have reviewed my Physician Profife at profiles. massmedboard.org and confirm that the information is accurate.
| have reviewed my Physician Profile and attached 2 copy of the Profile with corrections,

{J My status is tnactive and 1 do not have a Physician Profile, (See Renewal Instructions, page 10.)

CERTIFICATIONS

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

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

3} 1 certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
purspant 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, bums and other injuries pursuant to
G.L. c. 112, sec. 12A.

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

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

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

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

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

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

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

Ll an F/BL/&/\L J4 » = Date: / ?./ / rL ggf_o&{

e [ Ut

/
MAKE A/COP A PHICATION AND ALL hTTACHMENTS BEFORE MAILING, FOR YOUR
' CREDENTIALING AND OTHER PURPOSES,

Page5oth
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Physician Name: Yvonne Gomez-Carrion, M.D,

. Massachusetts Physician Renewal Application

License No.: 57880

PARPT A
I) Current Status: Active

~ 3 Active O Retiring

Renewal Due Date: 01/09/2007

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

[ Inactive

Birth Date:

[ Do not wish to renew

Business addresses CANNOT be a Post Office Box.
2a) MAILING ADDRESS

t:w RECEWEG ™

O Check here to change this addrlelrs';\i i‘ '

2b) HOME ADDRESS . L
Board of Registratior,

in Medicine

Phone:
O Check kere to change this address
‘2¢) BUSINESS ADDRESS - -
BIDMC.
300 Brookline Ave
Boston, MA 02215

Phone: {6171667-2952
[0 Check here 1o change this address

3) E-mail Address:

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

Please make corrections (print)

Mailing Address:

City/Town: State:

Zip: Country:

Home Address:

City/Town: State:

Zip: Country:

Home Telephone: { )

Home address cannot be a Post Office Box

. Business Address:

City/Town: ~ State:

Zip: Country:

Business Telephone: ( }

Business address cannot be a Post Office Box

Correct your E-mail and Fax N umber below:

4) Fax Number: 617-975-5207

|

5) Specialties (See Renewal Instructions, page 4.)

Delete?

List Additional Speciatties:

Obstetrics and Gynecology

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 AQA |} Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology a
0
O
a

Page 1 0f 9
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. Massajusetts Physician Renewal Application

~

Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are pow licensed to practice
a) Massachusetts:
b) Federal (DEA): 9) States where you were previously licensed
c) Federal (DEA) XS:

10) List all werk sites in Massachusetts, including health care facilities (where you are credentialed),
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.

private

List the names of all work sites in Massachuset(s Location State Delete?
{See above and description on page 4.) {City or Town)
Beth Israe] Deaconess Medical Center T2 86 rond M) J! In
Other O
0
O
Ll

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

Average weekly hours involved in: a) inpatient care 30 hrsiwk Change to: hrs/wk
b) outpatient care 30 _ hrs/wk Change to: hrs/wk

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

nsurance Carrier (complete below)

Current Insurance Carries: CRICO Change to:
Policy dates:  From Llj_n -y To & 1 S/ 09
Type of Policy: [ Claims made with tail coverage %urrence Policy

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

Check one: [3  Not involved with direct o indirect patient care in Massachusetts
[0 A Government Employee under Federal Tort Claims Act (FTCA)

O  Otherwise exempt (Please explain).

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

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

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

‘™No

Page 2 of 9
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Massachusetts Physician Renewal Application

Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

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

Renewat Instructions for additional information and definitions. l:c'\',
YES NO O

bl
rit.

14) CLAIMS MADE ;f{:

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

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

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

resofved, settled, or adjudicated during this time period?
16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during \
this time period? g
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period? ]
17) CRIMINAL CHARGES '
a) Have you been charged with any criminal offense during this time period?
b) Have any criminal offenses/charges against you been resolved during this time period? ]
¢) Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending against you?

£1

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 governmenta} 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 controlled substances been suspended, revoked,
denied, restricted by, or surrendered 1o any state or federal agency? i

20} Have you withdrawn an application for a medicat 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 i
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?

e £
22) CME CERTIFICATION: /
a) Have you completed your CME requirements preceding your renewal date? es [} No
b) If no, are you requesting 2 CME waiver? [OYes [J No

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} [J Inactive Staws [ Residency/Fellowship training

Page 3 of 9
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. Massachusetts Physician Renewal Application

Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

PART C | ..

AL i)

PHYSICIAN PROFILE

I'have reviewed my Physician Profile at ht(p://grofiIes.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 o
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.) =

I have reviewed my Physician Profile and attached a copy of the Profile with corrections. (e
My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 11.)

i

g
0

CERTIFICATIONS

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

2) ) 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 ] have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant 10
G.L. ¢.19A, sec, 15, and } understand the punishment for failure to comply,

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

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

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

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

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

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

11) I certify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 g1 seg. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

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

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief; the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case

information from the Crimin 1 History Systems Board only and that it will not necessarily disqualify me from
licensure. ﬂ
Signature: [ L Ol iy \._/2("“" —— Date:{ 2./ 2 ¥_ o6

A COPY OF YOU| APPLIC;{TION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
PY OF YPUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.




e - Massachusetts Physician Renewal Application

Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

NATIONAL PROVIDER IDENTIFIER (NPT}
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. o
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NP1 by May 23, 2007.

In order for your Jicense to be renewed you must take one of the following actions: ?i

pe/‘k ption 1: Supply the Board of Registration in Medicine with your valid NP, You can apply for an NPI directly by using the NPPESHeb
site at www NPPES.cms.hhs.goy,

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

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

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

Option 5/f your license status is INACTIVE, you may elect not ta obtain an NP] number.

Check

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

My curreat NP} is: [Zl m @ m

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

C3 1t have applied for an NP1 using a third party (enter name): (follow instructions for Option 3)

O By checking this option and signing the bottom of this page. | hereby authorize the Board to apply for an NP1 on my behalf.
[J As an inactive physician, I 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 iﬁfonnation). In addition to
providing the taxonomy code, please indicate your speciaity in the space provided {Taxonomy Description). The primary provider
taxonomy code is required if you authorize BORIM to apply for an NP1 an your behalf,

Taxonomy (Specialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: m I__é] B IE [[] (s / (;( vt
] C

Provider Taxonomy: I:] D ED D D D D Dj
Providef Taxonomy: D D D:’ D D D D I:D

NP1 REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect, please review the following information and make comections
as necessary. Please note: This information is required if you authorize BORIM to apply for an NP1 on your behalf.

Social Security Number-
State of Birth (if US): Yy Country of Birth (if outside the US): —

Gender: [ Male %male

Penalties for Falsifving Information on the National Provider ldentifier A J
18 U.S.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,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to comain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000, 18 U.S.C. 357 1(d) also authorizes fines of up to twice the gross pain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.,

athorization for NP1 Dissemination
jtinejto provide my NPI to any authorized haospital, health plan, or health organization.

S G A — _Date: (/§~/ __)4{/_9{
MAKE-A COPY DF YOUR APPLIGATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
“OPY\OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Massachusetts Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880
PART A '
1) Carrent Status: Active Renewal Due Date: 01/09/2009 Birth Date:

If you want to change your current status, please check one of the following boxes to indicate Your pew status:
Check only one: (See Renewal Instructions, page 3.)
O Active [ Retiring 0O Inactive [J 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
Mailing Address:

City/Town; State:
Zip: Country:

[ Check here 19 change this address

2b) HOME ADDRESS Home Addrome
1323 R RECLVED \ City/Town; State;
Y .
Y Zip: Country:
i JAN 07 2009 ——
. Home Telephone: ()
Phone: ictration
D1 Check here 1o change this address BORTG O&Rg?;?ne Home address cannot be a Post Office Box
inke
2¢) BUSINESS ADDRESS Business Address:
BIDMC
300 Brookline Ave City/Town: State:
Boston, MA 02215 Zip: Country:

Business Telephone: ( )

Phone: (617)667-2952
LI Check here to change this address Business address cannot be a Post Office Box

Correct your E-mail and Fax Number b;low:

3) E-mail Address:
4) Fax Number:  617-975-5207
5) Specialties (See Renewal Instructions, page4.) Delete? List Additional Specialties:
Obstetrics and Gynecology - ]
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. Pleasc add additional Certifications as reguired
Board Name ABMS or AQA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology o

ojo|o

Page 1 of 7
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Massachusetts Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed o practice
a} Massachusetts: :
b} Federal (DEA): 9) States where you were previcusly licensed
¢) Federal (DEA) XS: .

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

Me names of all work sites in MassachDsefis Location State Delete?
(See above and description on page4.) (City or Town)
Beth Isracl Deaconess Medical Center ﬁ L7y /,/ /‘M // |
' 0
0
O
I

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

Average weekly hours involved in; 2) inpatientcare  _ 30 proswk Change to: hrs/wk
b) outpatient care __30_ hrg/wk Change to: hrs/wk

12) Medical Liability Insurance Information {See Renewal Instructions, pages.)

Check one, Locum tenens must list policy dates. My medical liability insurance is provided through:
Insurance Carrier (complete below)

Current Insurance Carrer: CRICO Change 1o:

Policy dates:  From | /__Lj_Oﬁ To l*-/%) ¢ 0?
U/Jurrence Policy

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

O3 Letter of Credit subject to Board approval (Atfack a copy.)

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

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

O  Otherwise exempt (Please explain):

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

Page 2 of 7
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Massachusetts Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

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

license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)

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

Renewal Instructions for additional information and definitions.

YES

NO

14) CLAIMS MADE
) 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 tirne period? (see above).
b) PENDING: Are there any untesolved malpractice claims against you today, i.c., any claims that have
not been finally settled or finally adjudicated? :

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

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

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

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

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Have any criminal offenses/charges against you been resotved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending against you?

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

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

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

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

o pe—.

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federa! 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 resiricted, limited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier?

d
22) CME CERTIFICATION: m/
a) Have you completed your CME requirements preceding your renewal date? es [ No
bj If no, are you requesting 2 CME waiver? [(OYes [] No

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 exemplion. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one) [ Inactive Stams [ Residency/Fellowship training

Page 3 of 7
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Massachusetts Physician Renewal Application S

Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880 8

"PARTC g

" Check One: P ROFILE o
[  Ihavereviewed my Physician Profile at hitp://profiles.massiedboard,org and confirm that the information is accurate,

_ {(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
/ certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

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

CERTIFICATIONS

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

8L

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

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

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

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

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

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

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

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

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

11} T certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events occur jn my
private office, pursuant to G.L. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ¢ seq. 1 undersiand 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 partnership, corporation, firm or other
legal entity to which [ have referred a patient for physical therapy services pursuant to G.L. e. 112, sec. I2AA.

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. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case

History Systems Board only and that it will not necessarily disqualify me from

licensure. /
Signatare: Z/’ —’V //M/t’/——--,__ Date: © &‘-,,3/ / Qé

OF YO !:’ PLICA ON AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
R APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.

MAKE A
COPY OF,

Page 5 of




Mass.Gov - Massachusetts Board of Registration in Medicine Page 1 of 3

Back I Home | How to Read a Profile

Massachusetts
Board of Registration in Medicine
Physician Profile

Yvonne Gomez-Carrion, M.D.

I. Physician Information
(The information in sections | - VI has been provided by the physician.)
License Status: Active
issue : 6/24/1987
Acce N ients: Yes
Accepts Medicaid: Yes
Primary Work Sefting: = Hospital
Business Address: BIDMC

300 Brookline Ave
Boston, MA 02215

Phone: (617) 667-2952

%——‘- > Translation Services Avallable:  ~Gwemish £/ [anguases, (M{W,:S ASL

Insurance Plans Accepted:.  Numerous Plans Accepted

Hospital Affiliations: Beth israel Deaconess Medical Center
il. Education & Training
Madical School; Columbia Univ. College of Physicians & Surgeons
Graduation Date; 1983
st G Training: Columbia University Med Ctr {7/1/1983-6/1/1987)
. Specialty

Area of Specialty: Obstetrics and Gynecology

v. Boa ion

meri ies M

Board Name General Certification Subspecialty

http://proﬁles.massmedboard.orngA-Physician-Proﬁle—View-Doctor.asp?]])=14128 1/5/2009

18 808010

o8



Mass.Gov'- Massachusetts Board of Registration in Medicine _ Page 2 of 3

Qbstetrics & Gynecology Obstetrics and Gynecology

V. Honors and Awards
1995 Roxbury Comprehensive Community Health Center
2003-BidMc ob/gyn Teachning Award _
2o0% - PLAE mAanon cowe 62 - Hovoesey BS Ve GreZ
2008 BTome | MLk Black Acdiever A AR

Vi, rofes

Reducing The Risks Of Afrial Fibrulation, Contempo
Rary Obstetrics And Gynecology, 1981

Preventative Health Services Received By Minority
Women Ages 45-64 And The Guals Of Health Peaple
2000 Women'S Health Issues Vol 10 Number 6 Nov/dec

| V. Malpractice Information

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

¢ Malpractice histories tend to vary by specialty. Some specialties are more likely
than others to be the subject of liigation. This report compares doctors only to the
members of their speciaity, not to all doctors, in order to make individual doctor's
histary more meaningful,

 This report reflects data for the tast 10 years of a doctor's practice. For doctors
practicing less than 10 years, the data covers thelr total years of practice. You
should take into account how long the doctor has been in practice when considering
malpractice averages.

¢ The incident causing the malpractice claim may have happened years before &
payment is finally made. Sometimes, it takes a long time for a malpractice lawsuit ta
move through the legal system, '

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

* Settiement of a claim may occur for a variety of reasons which do not necessarily
reflect negatively on the professional competence or conduct of the physician. A
ayment in settlement of a medical malpractice action or claim should not be _

http://proﬁles.massmedboard.orgMA-Physician-Proﬁle—View-Doctor.asp?ID=I4128 1/5/2009
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Mass.Gov - Massachusetts Board of Registration in Medicine Page 3 of 3

construed as creating a presumption that medical malpractice has occurred.

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

Dr. Gomez-Carrion has not made a payment on a malpractice claim in
Massachusetts in the past ten years.

Vill. DRisciplinary and/or Criminal Actions
A. Criminal Convictions, Pleas and Admissions:

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

Dr. Gomez-Carrion has had no criminal convictions In the past ten years.

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

Dr. Gomez-Carrion has no record of hospital discipline in the past ten years.

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

Dr. Gomez-Carrion has not been disciplined by the Board in the past ten years.

Additional information about a physician, including
closed complaints, may be available by calling the
Massachusetts Board of Registration in Medicine
Phone 781-876-8230
Toll Free Number (Massachusetts only) 1-800-377-0550

Retum to
Physician Profile Search
Direct questions and comments about these results to
Massachusetts Board of Registration in Medicine
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
Phone 781-876-8200
For direct response please use Email

Please read the Board of Registration in Medicine Disclaimer
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.; 57880

Current Status: Active License Expiration Date: 2/6/2011
1) Activity Status: Active
2} Address & Contact Information

Mailing Address:

Home Address:

Business Address: BIDMC
300 Brookline Ave
Boston
Massachusetts - 02215
United States of America

(617) 667-2952

3) Email Address:
4) Fax Number: (617) 975-5207

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

8) States where you were previously ficensed
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, stc

WorkSite Location
Beth Israel Deaconess Medical Center Boston
Other

Page 1 of 5 Date: 12/31/2010 Time: 4:15 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

11) Care of patients in Massachusetts
Average weekly hours invoived in:  a) inpatient care 34 hrsivk
b) outpatient care 30 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2010 12/31/2011 Occurrence Policy

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

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

any medical 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, settied or adjudicated during this time period?

18) Claims Closed ) )
Has any medicai malpractice ciaim 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 o your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, duting 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 governmentat autherity, health care facitity, group practice
employer or professional association?

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

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

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

18) 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 piaced 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: 12/31/2010 Time: 4:15 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

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

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

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

Page 3 of 5 Date: 12/31/2010 Time: 4:15 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

Current Status: Active License Expiration Date: 2/6/2013
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: BIDMC
330 Brookiine Ave
Boston
Massachusetts - 02215
United States of America
{617} 667-2952

3) Email Address:
4) Fax Number: (617) 975-5207

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
Nohe Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Beth Israel Deaconess Medical Center Boston
Other

Page1 of 6 Date: 12/31/2012 Tima: 11;36 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. L.icense No.: 57880

11) Care of patients in Massachusetts
Average weekly hours involved in: a} inpatient care 34 hrsivk
b} outpatient care 30 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2012 12/31/2013 Occurrence 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 fiied oh that cfaim, 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?

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) {\Iew: Hayz ’Ehere been any claims, other than medica! malpractice claims, filed against you during this
ime period-
b) Resoived: Have you resolved_ settied 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 lssuance of Process pending against you?

18) Other Issues
a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?
b) Have you ever taken a leave of absence from any heaith care faciiity, group practice or employer?
c) Have you been the subject of an investigation by any governmental authority, including the

d) Have you been the subject of a disciplinary action taken by any governmental authority, heaith 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?

Page 2 of 6 Date: 12!31!2(11 2 Time: 11:36 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

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

Page 3 of & Date: 12/31/2012 Time: 11:36 PM



Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D.

License No.: 57880

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

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

Page 4 of § Date; $2/31/2012 Time; 11:36 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

Current Status: Active License Expiration Date: 2/6/2015
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: BTN
330 Brookiine Ave
Boston
Massachusetts - 02215
United States of America
{617) 667-2952

3) Email Address:
4) Fax Number: (617) 975-5207
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

8) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
CE’Se’th lsrael Deaconess Medicatl Center Boston
ther

Page 1 of 5 Date: 12/22/2014 Time: 8:08 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D. License No.: 57880

11) Care of patients in Massachusefts
Average weekly hours involved in:  a) inpatient care 10 hrsiwk
b) outpatient care 40 hrs/wk

12} Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2014 12/31/2015 Claims made with tail coverage

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

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

any medical malpractice claim been made against you during this time peniod?
b) Pending: Are there any unresoived maipractice claims against you today, i.e., any claims that have not
been resolved, settied 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 claim) been

resolved, settled, or adjudicated during this time period?

16) Qther 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) ;_\lew: Have ;here been any claims, other than medical malpractice claims, filed against you during this
Ime period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical 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 autherity, health care facility, group practice
employer or professional association?

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

¢} Have you been the subject of an investigation by any governmenta attthority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professionral association?

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

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

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

Page2 of 5 Date: 12/22/2014 Time: 8:08 PM



Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D.

License No.: 57880

22) Have you completed ali of the CPD requirements for this renewal ¢

ycle? If you are renewing
your license for the first time or participating in postgraduate train

ing, please answer Yes. Yes

Page 3 of 5 Date: 12/2212014 Time: 8:08 PM



Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application
Physician Name: Yvonne Gomez-Carrion, M.D.

License No.: 57880

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

24) Have you used an

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

Page 4 of 5 Date: 12/22/2014 Time: 8:08 PM



Commonwealth of Massachusetts §
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<
Board of Registration in Medicine | 3
10 West Street PETER N. MADRAS, M.D.
Boston, Massachusetts 02111 CHan &
RAFIK ATTIA, M.D.
(617) 727-3086 MARY ANNA SULLIVAN, M.D.
Fax: (617) 451-9568 MARTIN CHANE, M. D,
Jggvg Egm:( An Agency within the Office of Consumear Atiairs and Business Regulation IOROTHY KEVILE, W.E4 o
NANCY ACHIN SULLIVAN ROSCOE TRIMMIER, Esq.
EXECUTIVE DIRECTOR REGIS DE SNLVA, M.D,

May 22, 2007 REDACTED COPY

Yvonne Gomez-Carrion, M.D.

Re: Complainant:
Docket No.: 01-507

Dear Dr. Gomez-Carrion:

The Complaint Committee of the Board ol Registration in Medicine met today and discussed the
above-relerenced complaint, i

The Committee also determined that no further action was warranted and the complaint was
closed. I you have any questions, please call Janct Ritsko of the Clinical Care Unit at 617 -

727-3086, ext. 380.

oLy eer

ter Madras, M.,
Member, Complaint Cammitiee
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Commonwealth of Massachusetts
Board of Registration in Medicine

10 West Street PETER N. MADRAS, M.D.
Boston, Massachuselts 02111 SHAIR

RAFIK ATTIA, B.D,
. {617) 727.3088 MARY ANNA SULLIVAN, W.D,
JANE SWIFT An Agsncy within tha Oﬂic:,; (0501!\791::: A?!i?l‘ﬂaﬁnﬁ Businass Regulation MARTIN GRANE, M. D.
GOVERNOR DORGTHY KEVILLE, M.EG
NANCY ACHIN SULLIVAN May 22, 2002 ROSCOE TRIMMIER, Evg.
EXECLITIVE DIRECTOR REGIS DE SILVA, M.0.

Re:  Yvomwe Gomez-Carrion, M1,
Dockel No.:  01-507

Dear

The Complaint Cominittee of the Board of Registration in Medicine met on May 22,
2002 and carefully considered the information you furnished regarding your complaint. Your
complaint, the physician’s response, and the medical records were thoroughly reviewed. ;

The Commitice has decided 1o close this docketed complaint
. Additionally, the Committce wants you to know that these

documents have been placed in Dr. Gomez-Carrion®s permanent record.

The Committee members approciate your efforts in bringing this fatter to their attention.
If you have any questions pleasc'feel frce to contact me at (617) 727-1788 Ext. 368.

Very truly yours,
/

Luz A. Carrion
Paralegal, Clinicat Care Unit

Fnclosure
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monwealth of Massachu$tts
Board of Registration. in Medicine

10 West Street PETER N. MADRAS, M.D).
CHAR

Boston, Massachusetts 02111
RAFIK ATTIA, N.D,

(617) 727-3086 NARY ANNA BULLIVAN, M.D.
Fax: (617} 451.8588 . MARTIN CRANE. M. D
JANE SWIFT An Agency within the Office of Consumer Affalrs and Susiness Regulation P
. DOROTHY KEVILLE, M.Ed
“"e‘xﬂ AGHIN SULLIVAN ROSCOE TRIMMIER, Esq.

ECUTIVE DIRGCTOR : REGIE DE SILVA, M.D,

October 10, 2001

Yvonne Gomez-Carrion, M.D.

Re: . ]
~ Docket Number: 01-507

Dear Dr. Gomez-Carrion:

The Board of Registration in Medicine has received a complaint ragarding
your conduct in the practice of medicine, a copy of which is enclosed. The
Board is obligated by law to investigate matters related to the proper practice of
medicine. In compliance with this mandate, the Board's Complaint Committee
has directed the staff of the Board to gather information on all such complaints.

Pleass provide both a written response to the issues ralsed In the
enclosed material and a copy of the patient's medical records. Your response
may be as brief or as lengthy as you choose. Under the law, the person filing the
enclosed complaint may have access to your response.

Your response shouid be sent to the Consumer Protection Coordinator, at
the address above, within 30 days of your receipt of this iefter. After your
response is received, the case may be assigned to an investigator employed by
the Boand, who may contact you If further information is needed. You will, in any
event, be informed in writing &s to the disposition of this complaint. Thank you

for your attention fo this matter.
Tl N

Kat M. Shea
Consumer Protection Manager

Q Visit Qur Website At: http://www.massmadbeard,org



Coffimonwealth of Massachu¥atts
Board of Registration in Medicine

10 West Street PETER N. MADRAS, M.D.
CHAIR

Boston, Massachusetts 02111
RAFIK ATTIA, M.D.

 Fax: (617) 451-8568
An Agency within tha Office of Consumer Aftairs and Busiiess Ragulation MARTIN CRANE, W. 0,

JANE SWIFT
GOVERNOA DOROTHY KEVILLE, M.Ed
NANCY ACKIN SULLIVAN ROSTOE TRIMMIER, Eng.
EXECUTIVE DIRECTOR REGIS DE SILVA, M.0.

October 10, 2001

Re: Yvonne Gomez-Carrion, M.D.
Docket Number: 01-507

Dear

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

if you wish to bring additional information bearing on your complaint to the
attention of the Board, please furnish it in writing to the Consumer Protection

Department at the address above.
Very truly 5"5,

n M. Shea
Consumer Protection Manager

(617) 727-3086 MARY ANNA SULLIVAN, M.D,

Q Visit Our Website At: hitp://www.massmedboard.org
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December 19, 2001

Kathleen M. Shea

Consumer Protection Manager
Board of Registration in Medicine
10 West Street

Boston, MA 02111

Re:
Yvonne Gomez-Carrion, M.D.
Dacket No: 01-507

Dear Ms. Shea:
This is in response to the Complaint that was filed by .
Iwasi . i obstetrician/gynecologist for the pregnancy in question,

.1 i first visit with me for this pregnancy was , 2001, At that
time, she was nine weeks pregnant. My examination revealed that she had a small
polyp on her cervix and no bleeding, - . was slightly anemic with a
hematocrit of 35.7.

My second visit with swason. _ 2001, She was approximately twelve
weeks gestation. It was during this visit that | discussed with . the option of
ammiocentesis. . . wished to have an amniocentesis and I discussed with her
the possible risks of rupture of membranes, infection, and loss of fetus.

On . , 2001, I performed an ultrasound and amniocentesis on
. The amniocentesis was uneventful. The ultrasound indicated a gestational age
of 16.3 weeks and the amniocentesis results were normal.

On . , 2001, . called my office to report a light pink vaginal
discharge with mild cramping. We made arrangements for her to be examined on.
2001 in my office. " complained of nausea. cervix

appeared to be an appropriate length, there was no cervical dilation and no fluid
leakage. She had a pink to dark brown discharge with no chills or fever., Her white
blood cell count was normal. Clue cells were present. 1 prescribed Flagyl for a
probable bacterial vaginosis based on clinical findings. Flagyl is an appropriate drug
for a pregnant woman with bacterial vaginosis.

<



Kathleen M. Shea o
Consumer Protection Manager
Board of Registration in Medicine
December19, 2001

On . , 2001, I called - . to report that her amniocentesis was
within normal limits. 7. reported that she was feeling better and she no longer
had vaginal discharge or cramping.

On .. ", 2001, .. called to report that although she was feeling

better with no cramping, she was still spotting with pink and red discharge, We
arranged to examine her that day.

My «w.. , 2001 examination revealed some pink to light red discharge.
s cervix was long, closed, but friable. The small polyp noted on :

) initial visit of ; "', 2001 vemained present, however now with a small
area of bleeding. This is not uncomumon for a cervical polyp. I cauterized it with silver
nitrate. After the cauterization, homeostasis was excellent. The spotting was reduced.

.+ had no fever or chills, I performed a wet prep and there was no infection
present,  Her bacterial vaginosis appeared to be resolved. Wo arranged for her to be
seenon , 2001, :

On . 2001, during a routine fetal survey, a vaginal ultrasound was
performed and revealed a shortened cervix, measured at approximately 1.8 centimeters.

I spoke was both - and her husband about my concerns with her
shortened cervix and showed them pictures form the William’s textbook regarding
cervical shortening. I explained to them that fetal loss was a risk from cervical
shortening and the options for treating this was complete bed rest except for going to
the bathroom or the placement of a cervical cerclage, 1 discussed with . s8nd
her husband the risks and benefits of a cervical cerclage including the possible rupture
of membranes, uterine cramping, and loss of fetus. The risks of cerclage placement far

outwoighed the risks from the procedure. The vaginal ultrasound of . \, 2001, had
demonstrated that . -cervix was insufficient indicating 8 high likelihood of a
miscarriage, if left untreated. " «signed a consent form, acknowledging this
discussion,

Allowing the patient time to consider her management options did not change
the risk of infection from the cerclage. Prior to L2001, T 7 ‘s cervix
showed no evidence of dilatation and her bacterial vaginosis had resolved. I performed
a wet prep to confirm that 7 1no longer had clue cells present.

On . 2001, I placed a cervical cerclage at the Beth Isracl Deaconess
Medical Center, .7+ history of bacterial vaginosis did place her at a higher
risk for infection. However, I did check for an infection prior to the placement of the

-1



Kathleen M, Shea
Consumer Protection Manager
Board of Registration in Medicine
December19, 2001

cerclage and none was present. My intraoperative exam revealed a 2.0 cm external
cervix.

underwent a cervical cerclage without incident. Following this

procedure, was monitored in the recovery room for approxxmately seven
hours for cramping and/or fluid leakage.. had stable vital signs and no fluid
leakage. _ was discharged home with her husband with discharge

instructions to call if she had bleeding, cramping, or other concernmg symptoms. She
was instructed to reduce her activity for twenty-four hours,

The placement of the cerclage is done as a same day surgery and does not

require patients such as to stay in the hospital longer than that unless there
are specific complications either intraoperatively or immediately postoperatively. The
cerclage was placed in . with no complication and she had no signs of

complications during the initial seven hours following the surgery. Long term
reduction of a woman’s usual activities is not necessary after cerclage placement.

Following this type of procedure, it is expected that the patient will experience
postoperative staining and/or cramping.

We have & telephone system in place at our office to handle telephone calls
from patients. The secretaries are given a logarithm regarding a patlent’s syraptoms
and ask the patient if it is an emergency. When the secretaries receive » telenhone call
from a patient, they place the message on email. My Nurse Manager

responds to the email and a copy of her response is placed in the patient’s medical

record.

It is my understanding that the spoke with my colleague, _ _.

‘on ~.. 2001, Since -answered the telephone directly, there
is no message from a secretary. However, it is not unusual to have a discharge with
light bleeding following cerclage placement. Based on ! description of her
symptoms, it was clinical judgment that no further assessment was
necessary at this tune Instructlcm for concerns were again reviewed.

I was on vacation from . 001 until. " 2001. Based on our review
of office telephone messages, a message was taken from | Toion T 2001 at
11:23 am. » indicated that it was not urgent but that she wanted reassurance.
Therefore, the secretary did not page . who was not in the office.

accessed her emails from home and called _ . later in the day.
reported & watery discharge, a symptom that does need clinical evaluation after

@



Kathleen M. Shea

Consumer Protection Manager
Board of Registration in Medicine
Decemberl9, 2001

- placement of a cerclage. t instructed i .1 that she needed to be
examined by a physician and instructed ! 4 to go to the hospital,

There i no recording of any telephone calls fromthe _  .on. , and
does not believe that she spoke with them via telephone other than ~ y
2001 when her assessment dictated that ! * 1needed to triage at the hospital.

Tcalled the ..., . when I retumed from vacation to express my condolences
and made arrangement to examine | on " ,2001. Her clinical exam and
laboratory findings were within normal limits with the exception of & mild anemia, I
never indicated to the that 7~ "~ did not act appropriately when they
called on 2001, Rather, I assured them I would review the events of the

telephone call which I did and found it to have been appropriately handled.

If you need fusther information, please do not hesitate to contact me.

\ ly, /
a/\% k
vonne -Carrion, M.D.

8 S0 p04A0



ROARD OF
COMPLAINT FORM
Pileasc type of print ciearly‘ and provide all of the information requested.
CIMms.  Your First Names Your Last Namo Patient Name (If different)
Street Address maillng Address (if different)
City ' T State " T ZipCode
—— ! - A
Emincsdl)aylim Phone Home Phone
A ‘3. —~—

Complamt againstM.D. _____,D.O.___ __, Acupunchirist

(For complaints agalnst Chirapractars, Dentlsts, Nurses, Optometrhts, Podiunirists or Prycholegiats, please
contact the Divislon of Registration 2t (617)727-7406, or 239 Causewsny St,, Boston, MA 02114.)

This complaint cannot be processed without the full name of the physlcisn or acupuncturist. Please verify spelling.

] Pull Name (First & Last) of Physician or Acupuncturist {one nzme per form) Photocopics are acceptable,

n - o

Address

__ 2 Havhs Ave.

City “State Zip Code
Prssion MNA O30

Business Phono

—

Name and Location of Health Care Facility (if known)

Reth lomel HebfhCoye,

Nature of Complaiat
A Substanderd Medica! Care O DrugDealing
o Professional Misconduct a Criminal Conviction
ju} Sexwel Misconduct a Pationt Neglect/Abandonment
a Rude or Discourteous Behavior (] Unlawful Discrimination
(m ] Impaired by Alzchol or Drugs 8] Billing for Services Not Rendered
O  Impaired by Mental or Emotional Mness "B Failure to Supervise Staff
) Feiture 1o Provide Medical Records a Felse Advertising
(m] Overcharge for Modical Records m] Fraud

OOTHER

s
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Failure to complete and sign this rolease smay prevent investigation of your complaint.

Release of Mullcal Records and Informatisn N

4 - A
Patient Name: = . ) e Date of Bitth:

.

{ HEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR INSTITUTIONS TO RELEASE

ANY AND ALL OF MY, TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE
M ASSACHUSETT‘ an IN MEDICINE.

Signuture of Pat. — — Date: JDL_ID_A____
{Or Legat Repmentanve)

1 FURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(S} TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELBASE ANY AND ALL OF MY MEDICAL RECORDS TO THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE. THIS AUTHORIZATION REPRESENTS A
WAIVER OF THE PSYCHOTHERAPIST-FATIENT PRIVILEGE, AS DESCRIBED IN Q.L. c. 233,§ 20B.

-

Addrezs: s_,_..._#_*

Signature of Patient: Date:
(Or Legal Ropresentative)
Picase list the names snd sddzossos of all healtheare providers and inurituslons that treatment which may relste to ihis

If you are not the patient, what is your rélal.iunship to the patient?

1 Spouse, [ Parent, [1 Child, O] Other Relative O Friend, O Attorney, {1 Other.
Has this physiclan provided treatment in the past? (Do not count the treatment in this complaint.)

O Yes, M No
[s this physicien the person you (or patient) vsvally seo when you (or patient) are ill?

Ol Yes, I No
How long have you (or patipnt) been under this phyaician's care?

[} wSOdays, 1 to 12 monthg, [ | t0 2 years, 3 2 to 4 years, D4m8yem,D8yursormero
What form of payment was made? Check as many a8 apply.

] Commercial Insurance, JX{ Health Maintsnance Organization, 1 Medicaid, [J Medicere, T Champus
Ol Workers' Compensation, O Solf, [ Othor,
Are you (or paticnt) expected to pay 8 poriion of thia bill ont of pockst?

1 Yes, p{ No

Has the physzi ljugted tho bill in any way, for example, was the fee or copayment reduced or waived?
£ Yes, 8 No

Is the fee or copayment in dispute?
D Yes,

Has the physician been contacted about this complaint?

Y”' u No [
Dates of Treatment: _A’pﬂaLlL'::._\)LUi 13004,




Describe your complaint here or attach, If you necd more space, conthnuc on reverse or on shother sheet of paper,

Attach copdes of rylated docuk:?u
The Informhtion In this roemibisgg § co W!eie to tho best of my knowledf J
01

Yoor sigaacare

Mall this form to: Consumer Protection Coordinator
Board of Registration in Medicine
Ten West Strest, Third Floor
Boston MA 02111




October 1, 2001

Consumer Protection Coordinator
Board of Registration of Medicine
Ten West St. Third Fl. -

Boston, MA (2111

Re: Questions about the prenatal care received from Dr. Gomez-Carrion and Beth Israel
Hospital

We believe that there wete serious errors in how Dr. Gomez-Carrion and Beth Isracl
Hospital provided prenatal medical carc to © =" and would like o bring them
to your attention. :

began to see Dr, Gomez-Carrion for her prenatal careon _ » 2001
at the Beth Isracl Heaith Center in Jamaica Plain. She delivered a premature stillborn
infanto. 2001, She and her husband, , believe Dr. Gomez-Carrion
provided substandard care by:

1) Inaccuratsly diagnosing and treating symptoms of bleeding and cramping when
they first occurred during the 17* week of gestation, / was told she had
vaginosis, and shortly thereafter; an incompetent cervix, Treatment included use
of Flagyl and placement of a cerclage suture. The clinicai evidence of vaginosis
was not clear, The fact that bleeding wag usually considered a contraindicetion for
placing a cerclage was not acknowledged or discussed. Our understanding is that
the placement of the cerclage in this situation significantly increased the
likelihood that an infection was introduced that ultimately killed the baby.

2) Not testing for infections prior to a cerclage aperation, in spite of the fact that
such pre-operative tests are congidered standard protocol by many obstetricians.

3) Not following up after the cerclage operation, despite five phone calls to Dr.
Gomez-Carrion's officeby = laand’  describing a change in vaginal
discharge. On the last phone call, which took 7 hours to retum, . Was
advised to go to Beth lsrac] Hospital. When she was admitted that night, there was
virtually no amniotic fluid and an clevated white blood cell count. The attending
doctor recommended terminating the pregnancy the next morning.

4) Not documenting patient phone calls. None of the above phone calls were
recorded in . " - file, The medical rocords from the clinic were presented to
. at Beth Isracl Hospitalo /01 prior to delivery of the baby.



o

;
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d
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We believe Beth Israel Deaconess Medical Center (BIDMC) provided substandard care f
by:

1) Not providing appropriate administrative and clinical supervision of Dr. Gomez- 3

Carrion or of their clinic in Jamaica Plain.

2) Not requiring tests for infection prior to a cerclage operation done at their
hospital.

3) Not requiring a post-cerclage follow-up cali from the staff of day surgery and an
appointment with a doctor for an examination and ultrasound within a few days of
the operation.

4) Not reieasing the baby’s body from the morgue until four days after the death.

We raised our concerns with both Dt. Gomez-Carrion and . 3, the
Director of OB/GYN at Beth Israel Deaconess Medical Center. Dr. Gomez-Carrion
believed she provided adequate care. acknowledged “miscommunicetion”
between Dr. Gomez-Carrion and us, However, he said that neither she nor the hospital
did anything wrong. However, afier meeting with other doctors, and reading recent
medical literature, we believe the carc we received was substandard.

. indicated that he served on the Board of Medicine to review cases in obstetrics.
Becauss he is also representing Beth Israsl Hospital, we would ask that he not be
involved m this case.

Our goal is to insure that learning occurs so that another tragedy such as the one that
befell our son, ' , does not recur. To this end, we would like to know, in writing,
what changes Dr. Gomez-Carrion and Beth Israel Medical Center will make to improve
their prenatal care. . R _
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