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

Physician Registration Renewal Ap;@m&

Before proceeding, y ins a4 Ll apdpdbis=forms-and all attachments for your ewn records; you 1iai'ill
need copies for credentialing and other pug . nIform with a:tachmeimq must he retm ned in the

‘clope 4 weeks befare v FDA N 0Py
green envelope 4 weeks before your renew. . S

urn renewal application in GREEN envelope.
vl nglose check with coupen in BLUE envelope.

ormanNon CHE, 1) correction
m orma gfoun Wﬁlgfrﬁacy nd completeness. Make any 5 or

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

Please review carefully the followi
alterations as required

I. Current Stalus: A cqive Registration No.:99247 Renewal Date: 07/23/2001
If you want to change your current status, please check one of the following boxes to indicate your aew status: (Check only one)
EAclive ] Retiring  (see instructions) [J inactive (see instructions) [[] Do not wish 1o renew

. . . Please make corrections (type or print
2. Other Name(s), if any, under which you were licensed: (7 print)

Other Name(s):
3. A) Mailing/Business Address: Mailing Address:
Daniela A Carusi Citv/Town: State:

Zip: Counlry:

Business Address: 75 Fvasde s ¢
B) Home Address: City/Town: Bosion State: 4 A
Zip DALZO  Counmy B A

Business Telephone: { (gt 7 ) 73.) (¢ (ele ©

Home Address:

City/Town: B State:
. Zip: Country:
Home Phone: Home Telephone: ) L
Busincss Phone: PLEASE NOTE: No P.00. Box addresses for home or

business addresses.

, 1. Current Aanerican Board of Medical Specialties Ceruficanon (Sec Table 2)
4. al Late of Burth: b} Sex: F Code: Code:

c) 85 . "
8. Drug License Numbers_ if anv:
a) Federal (DLA):

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

Um&rgﬂ%ot California bchoolﬁ,g Medy&:me SI"

b} Yeur 1997 9. a) Other states where you are now licensed to practice {Abbr.)

6. Specialty Codels) (See Table 1)

Codefs) Hours per Week in Mass. b) States where vou were previously licensed (Abbr.)

ORG 0 Obstetrics and Gynecology
0

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 admittng privileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility).

Facility Code:io_l _’__!__Z (AP} _j0 % TacilityCede: __ / {AP)Y__ % Facility Code:__ / (AP) Y
Facility Code: ____ /  {AP) % Facility Code: .~ __/ __(AP) % Fam]lt) Code: 1 (AP) %

11 999, print name(s): - 1




, ,
PRINT YOUR LAST NAME: { fiiiid’ LICENSE NUMBER: 520902 S 7

11. My medical malpractice insurance is covered by a) 4 Insurance Carrier b)) [[J Letter of Credit "\‘5 ~
Name of Insurer:__ } £ AL.O Alteatively, indicate as follows:
I am registering with Active status but I am not covered by medical malpractice insurance because [ am {check one)
a)} [[] Notinvolved in direct/indirect patient care in Massachusetts b} [] Otherwise exempt
Please explain exemption: ol W .
12, Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ Yes B No
13, A, What is your principal work setting? (See Table 4) _L 0 #
B. Care of patients in Massachusetts (see instruction booklct)
1) Average weekly hours involved in: a) outpatient care BLhrs/wk b) inpatient care a_Z_S:_h:s/wk
2) What is the approximate percentage of your patient care hours in primary care? _‘Q__%

PART A ~ QUESTIONS REFER ONLY TO THE PAST TWQ (2) YEARS

Questions 14 through 22 refer to the past two {2} vears only. Check either YES or NO (NOT N/A) to each question. Provide
details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additienal infermation and
definitions. You must answer ALL guestions. or this formm will be returped to.vou and your license renewal may be delaved..

YES NO

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

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

16. Has any lawsuil, other than a medical malpractice suit, which is related to your competency fo 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 eriminal offense, other than a minor traffic violation?

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

19. Has your privilege to possess, dispense or prescribe contralled substances been suspended, revoked demed .
restricted by, or surrendered to any state or federal agency? I

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

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage or have
you voluntarily restricted, 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 vour rencwal date? B Yes [] Neo

-[J CME-Waiverrequested-{CME-waiver-form-due-30 days prior to-date-of license- expiration)~' - ——-[Z}-CME-exemption— —-l*” -

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

Pursuant to G.L. ¢. 112, § 2, I will not charge to or collect from & Medicare beaeficiary more than the Medicare fee schedule amount.

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

*  Pursuant o G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support.
*  Pursuant to G.L. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as reguired by G.L. c. 119, § 514.

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

Signature: yé Mﬂé e ) Date: é todf O/
4 S

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

Board Regulations require that you notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. 2




Appiication # 0995 -

» Bate of tssue:

Commonweazlth of Massachusetts - Board of Registra%gn_i_n_Med.idn&——-—-—L:r—'j
10 West Street, 3rd Floor E @E_U_&’]__k:l.]' p

Boston, MA 02111 - (617) 727-3086 D ' i&

FEG -6 2000

1t
i

FULL LICENSE APPLICATION i
Registra%gﬁr?nohhedidﬁ__}

Application Fee: Please enclose a check or money order in the amount of $3 e payabie to the
Commonwealth of Massachusetts.

Check One: - | U.S./Canadian Graduate [0 International Graduate

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

_CArvY3) DANLELA ANNE
Last Name (type or print clearly) First Middle Suffix (Jr., etc.)
& M.D. ] D.O. 7 PhD [] Other degree

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

Entire Last Name (type or print ciearly) First Middle Suffix (Jr., etc.)
Date of Birth: Social Security Number: _
Month Day Year

Place of L
Birth,___ Mouwrain  View CacrForiA

City State/Province/Teritory Country if nol USA
Home Address:; C—

Mumber and Street
city State/Province/Territory Zip (or postal) Code _

Business Address:_B €A tagam UJOMB HoseirAC . 25 FRaneds 5T
Number and Street ¥

BHoson mA Ozis
City State/Province/Territory Zip {or postal} Code
Business Home
Telephone: (gt ) 732 le(ot,0 . ext. 31222  Telephone: k .
Preferred Mailing Address: [ Business Address [J Home Address e 1S

(1] Gloo &2



Page - 2
APPLICANT'S NAME: _Danieia  Caesi
Pre-medical School ) :
Erom To
Facility: {n vess Collo: Degree: 8.5. I__ 57 St {1994
Street: Ly / et City:  Les Angeles State: _(A
Facility: Degree: ) i/
Street: City: State:
Medical School
From
Facility: LA S of ( &li&m% Se Frameise> Degree: M-D _f}_l_z_l_‘?f_\- 5’ 5123191
Street: @lerﬂﬁ Waion  osen, 2vp -~ City: "Saa mg;seg _ State: _CA
Facility: Degree: i )
State:;

Street: City:

Date of medical school graduation: 5)23/47

Note: U.S. graduates must include a written explanation for the duration of medical education longer than
four (4) years, and for any breaks in medical education. international graduates must provide a written
explanation for the duration of medical education longer than six (6) years and any breaks in medical

education,

S atbeched adoloncliesnn

Postgraduate Education:

List all postgraduate training chronologically from medical schooli to the present, the name and address of
the facility, your position, e.q. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of fraining or postgraduate work from the time you graduated from medical school.

From
Facility: Bﬂtmm ot (Aummpns's _ Hose raz,  Position: Pay -4 _k_/i”'l 47 @_Ie?__}_g__
" Street. 14 Feanpys ST . T CHY TS Rosa) T - State: pi 4
Facility: .- . .. ., -~ et . Position: R S | [
Street: City: State:
Facility: Position: 1 L)
Street: City: State:
Facility: Position: 1 i
Street: City: . State:
Facility: Position: ) i1

Street: City: State:

vl



November 27, 2000

This addendum addresses my medical education lasting longer than four years, as
requested on Page 2 of the application.

I'attended the University of California, San Francisco, for a total of five years in pursuit
of my M.D. After completion of the standard curriculum for the first 3 years, I elected to
complete an additional year of research. During this year [ remained enrolled as a full-
time student at UCSF. 1 initiated and compieted a clinical research project, which
culminated in a formal thesis and a publication. I also continued to see patients 1-2 days
per week in an ambulatory practice as well as in a volunteer community health clinic.
When the project was completed, [ resumed my final standard year of medical school.

Though T extended my education from four years to five, there were no breaks in my
medical education.

Iy t

Daniela Carusi, MD



-

APPLICANT'S NAME: _Danisia _ Cheus) ' -

‘Hospital Affiliations and Employment

List hospital appointments where you had active staff privileges, including the name and address of the
facility, your position and dates of affiliation in postgraduate training, in chronological order. Also include
periods of unemployment or employment outside of medicine. Attach a separate sheet of paper if
necessary.

From To
Facility: Besoprm o« Wommus Msemae Position:Pay -4 0ltz571 97 olt2e 100
Street: 757 Feareas Sr City: PBosien State: _uma
Facility: MASSA (i sgrrs. [neweear Ywsermac Position: fad |- 0(s/25 147 Olelzz loo
Street: 32 ¢Caviy &} City: Boson State: A
Facility: _ Position: 1 [/
Street; City: State:
Facility: Position: I {
Street: _ City: State: _____

1. List other states (abbreviations) where you are currently or have ever been licensed:
2. Are you certified by the American Board of Medical Specialties? [ Yes No

3. List Board Certification(s):

4. Have you attached an up-to-date copy of your curriculum vitae? - [¥- Yes [ No

5. Reason for requesting a Massachusetts medical license: £ _12[@ A d3  Cenahinmg Pcz, ﬁ'ga'ﬂi

ML pane A8 G (2R @A in AA po < e odts 5¢ -5

6. Name of Facility: __ BPA(apoat. *  JJdomeniis  Hose e
7. Address._ 75 PR AMCS 4T City: Bo sry.0

8. Anticipated starting date in Massachusetts: 0 7 /O /OO
Affidavit of Applicant

1, the undersigned applicant, hereby certify that all information included in this application for licensure
constitutes a true statement made under the penaities of perjury.

/XM% Q/,«M | ll/h‘/c)o
g

Signature of Applicant Date



STATE LICENSE YEBIFICATION

Commonwealth of Massachusetts Board of Registration in Medicine- -
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086¢

E]

_STATE LICENSE VERIFICATION

Aggﬂcaq;’& lr_:stmc:ions: Complete the waiver for release of information and forward this form to every state board
where you are currently licensed or were licensed in the past. ’ ’

Applicant's Waiver for Release of information:

| am applying for licensure in the Commonwealth of Massachusetts and the Board of Registation in Medicine requires that
this form be completed by each state where | hold or have ever held ficensure. | hereby authorize the release of any

information in your files, favorasig or otherwige. .
Signature of physician: ﬁ Lol i 0\/\4— Date /< 10 1 GO
L v — :
Print or type name: ba,ni ta 0(1 (L)
License numberzg"’]" 4302 -0 | Status of ficense: [ Active [ Inactive [] Other
Mitssacbue s

TO BE COMPLETED BY STATE BOARD

1. Name of medical schoo! of graduation

2. Date of graduation: / / License number: Date of issue; i

3. Basis for licensure:

Name(s) of medical licensing examinations(s).
4. Expiration date of license: / !
5. Status of license: (check one) [J good standing ] revoked [} suspended

6. If revoked or suspended, please explain:

YES NO

7. Has the licensee ever been on probation? | [}
8. Has the licensee ever been requested to appear before the board? O 0
if “yes,” please explain:
Other derogatory information:
Remarks:

Signed;
BOARD SEAL ' Print Name:

Title: :

State Board:___ Date: / /

PLEASE RETURN DIRECTLY TO THE MASSACHUSETTS BOARD OF REGISTRATION




RALPRACTICE BISTORY

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

MALPRACTICE HISTORY

Applicant’s Instructions: Compiete this waiver for release of information and forward a copy to each
of your current and past liability carrier(s) over the past ten (10) years. You must account for any gaps
in your claims history. If you have additional liability carriers, you may photocopy this form. Please
return the form(s) with your original signature to the Board of Registration in Medicine.

Waiver for Release of Information

| authorize my professional liability carrier(s) listed below to release to the Commonwealth of
Massachusetts, Board of Registration in Medicine, my malpractice history and any and all_claims or

actions for damages, including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or information in its possession, custody or control

on my current policy number, and/or any other policy | have had with this
or any other carrier.

NOTE: IF THE APPLICANT HAS ANY OPEN OR CLOSED CASES WHERE MONIES HAVE BEEN

PAID, A COPY OF THE COMPLAINT OR SUMMONS, DISPOSITION OR JUDGEMENT AND

AMOUNT OF MONIES PAID ON BEHALF OF THE APPLICANT MUST BE FOWARDED DIRECTLY

TO THE BOARD.

BN~

Dates of Issue

The Rk Mmasz,muu(' FMJ«A\\VKJ ‘ )
Liability Carrier: Cuslled . Kisk Tusugamae (o Ltd . - From: (¢ 19 To: (310l
City: i*a,m,w Ase State: _ 1 A
Policy Number:_Age 100 24 Bioy '

Liability Cargier: From: / To: /
City: - State:
Policy Number:

Liability Carrier: From: / To: /
City: State:
Policy Number:

Please forward the information requested to the Board of Registration in Medicine at the address above.

il /)1[00

Date

Signed: ’
Print Name: -Dfm i Fla_ AS)




'y

Name: Daniela Carusi
Supplementa! information for question #12: Medical School Training

I added one year to my medical school training, thus completing my medical school
education in five years. During this additional year, I remained enrolled in my medical
school (the University of California, San Francisco) and conducted a clinical research
project in the department of Obstetrics and Gynecology. The entire year was devoted to
designing and implementing the study, which culminated in a thesis overseen by the
schoo!’s MD with Thesis Committee.



L

. - D) B o
INITAL: 118 APR 2 2 1999 Application #:_ 41 =505 -0j

FEE: $50.00 Chect ,33] Date Approved: _ & /9 /7379

Board of

Commonwealth of Massachilsef#$3B5318 ¥r4¢68istration in Medicine

Ten West Street, Third Floor, Boston, Massachusetts 02111

RENEWAL APPLICATION - LIMITED LICENSE

T
IMPORTANT: Please read the accompanying instructions before completing this form, and print legibly

OF type yOour answers,

SECTIONS A AND C ON PAGE 2 TO BE COMPLETED BY LI

ion A:
1. Name: (Last)__ (\AHALS | (Firs:)“l)ﬂ#\)fé’ffﬂ M) A
Telephone
‘2. Mailing Address: Number:_, _

City, State and Zip: _

3. Name of Training Hospital: 7):’2/1 CEHL S (At GOt Huspride
4. Current Limited License Number: 97- Y02 -0 |

5. Other states (abbreviations) where you are now fully licensed to practice medicine:
Section B: To be completed by program director.

Has the physician been subject to past or pending disciplinary action in this program? [ Yes IX] No
I hereby certify that the above-named physman is in good standing in the training program.

Date: 1} /12 / A9
Telephone.([g gj ) 72 -audid

To be completed and signed by the designated official of the institution at which the applicant has
received an appointment.

Signature of Program Director:

This certifies that___ DANIEISA CARUSH has been appointed to the
(Rame of Applicaa)
positionof: [7] Intern [} Resident [ ] Fellow asaPGY__
Program Name: oR/ Qu N Facility:_BRIGHAM <P WOMEN'S HOSPI TAL-
Beginning Date: {0/ QO/ Q"™  Anticipated Completion Date of Training: (¢ / 30 1 ©/)
Is the program accredited by the ACGME: T Yes [ No
If po, is there an approved ALGMB program Mapplipant’s specialty? O Yes [ No
Medical Educatlon
Designated Official: Graduale Telephone: 617-732-8540

e %@7/ V™

Designated Official's Signature: Date: L\ Qa9




name WNauiele Ccust | o

SECTION C: Read the instructions. Check either YES or NO to each gquestion. Do not answer N/A.
If you answer YES to any of these questions, you must provide details on Limited Supplement attached.

YES
(0) T W

16. Have you been terminated, granted a leave of absence, withdrawn or had to repeat a year in
a postgraduate-training program?

17. Have you been denied the privilege of taking or finishing an examination or have you been
" accused of cheating and/or improper conduct during an examination?

18. Have you, for any reason, been denied a medical license, whether full, limited or
or temporary or have you withdrawn an application for medical licensure?

19.  Have you voluntarily surrendered a license to practice medicine or any healing art?

20.  Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any governmental
authority, health care facility, group practice or professional medical society or association
(intemational, national, state or local)? (See definition).

21. Has any disciplinary action been taken against you for violation of laws, rules, by-laws or
standards of practice by any governmental authority, health care facility, group practice, or
professional medical society or association (intemational, national, state or local)?

{See definition).

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

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

24.  Have you voluntarily relinquished medical staff membership?

.

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

_ committee or goveming board?

26.  Have you been charged with any criminal offense, other than & minor traffic offense?

27. Has your privilege to possess, dispense or prescribe controiled substances been suspended,
revoked, denied, restricted or surrendered, or have you been called before or wamed by any
state or other jurisdiction including a federal agency regarding such privileges?

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

25.  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 has such a suit been settled, adjudicated or otherwise resolved?




} 1,.///;’;/ | .0‘&-,)0 Ooquq
& / A)\ 4 ,;)D"g/ Application #; 68‘6 j-

Date Approved; ™ B0 e

Commonwealith of Massachusetts - Board of Registration in Medijcine
Ten West Street, Third Floor, Boston, Massachusetts W
270
RENEWAL APPLICATION - LIMITED LICENSE”

ibly %r Jrpey

4

SECTION A:

I. Name: (.Last) el _(First) N1 ELag _
Telephone
2. Mailing Address:___ _ Number:
City: _ B State: Zip:

3. Name of Training Hospital: _I3%AGHAM o (WJomend's  Hpse 1THL
4. Current Limited License Number: 97—~§302 —¢

5. Other states (abbreviations) where you are now licensed to practice medicine. Indicate whether full license

(F) or residency or training license (L). Ol Cwy Clemy ) LRy k)
SECTION B: To be completed by program director. ‘
Has the physician been subject to past or pending disciplinary action in this program? [J Yes @ No
| hereby certify that the above-named physician is i ding in the training program.

Date: '3/ (f IZB-TO
Telephone: (p (] 738 L

Signature of Program Director:

To be completed and signed by the designated official of the institution at which the applicant has
received an appointment.

This certifies that Daniera  { ‘g AL2s) has been appointed
(Name of Applicant}

to the positionof: [] Intem Resident [ ] Fellow  asaPGY

Hospital Nam o BRIGHAM & WOMEN'S HOSPITAL Specialty: OB JGV N

Beginning Date: (o /&0 /971 Anticipated Completion Date of Training: __ (- /.3 © /&)
Is the program accredited by the ACGME: X Yes [} No
If no, is there an approved ACGME program in licant’s specialty? Yes No
fet PP SRAwR nner, Manager | N = - 617-7
Designated Official: G!’adlmalﬁp tion Telephone: ~732-8540
(Print Name} (Title}
Designated Official’s Signature: 7/&‘44% Date: 30 7

ey



——— . e —— . =~
g
.‘\- X N
~ . .

NAME:  OAvigua  Caens | .

SECTION C: Read the instructions. Check either YES or NO to each question. Do not answer N/A.
If you answer YES to any of these questions, you must provide details on Limited Supplement attached.

-

YES NO

SINCE YOUR LAST RENEWAL

Note: These questions apply only since your last renewal.

l6. Have you been terminated, gﬁmted a leave of absence, withdrawn or had to rcpeai a year in
a postgraduate-training program?

17. Have you been denied the privilege of taking or finishing an examination or have you been
accused of cheating and/or improper conduct during an examination?

18. Have you, for any reason, been denied 2 medical license, whether full, limited or
or temporary or have you withdrawn an application for medical licensure?

19. Have you voluntarily surrendered a license to practice medicine or any healing art?

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

21. Has any disciplinary action been taken against you for violation of laws, rules, by-laws or
standards of practice by any govemmental authority, health care facility, group practice, or
professional medical society or association (international, national, state or local)?

{See definition).

22. Have you been denied medical stzff membership, or advancement in medical staff status,
or has such denial been recommended by a standing medical staff committee or govemning body?

23. Have you, for any reason, withdrawn an applicatioﬁ for hospital privileges or appointment?
24, Have you voluntarily relinquished medical staff membership?
25. Has your medical staff membership, medical privileges or medical staff status at any hospital

been limited, suspended, revoked, not renewed or subject to probationary conditions or has
processing toward any of those ends been instituted or recommended by a medical staff
committee or govemning board?

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

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

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

29, 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 has such a suit been settled, adjudicated or otherwise resolved?



&\ Commonwealth of Massachusetts
ard of Registration in Medicine FORM E

Ten West Street
ston, Massachusetts 02111

(617) 727-3086

ALEXANDER F. FLEMING An Agency within the Exscutive Office of Consumer Affairs and Business Reguiation
EXECUTIVE DRECTOR '

VERIFICATION OF PREMEDICAL ARD MEDICAL INSTRUCTION AND GRADUATION
INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete this form in full and return it

ADDRESS ABOVE. This Verification cannot be accepted nor can a license
be issued to the applicant unless you send this form directly to the
Board of Registration in Medicine. Thank you for your cooperation.

I CERTIFY THAT __ Daniela Anne Carusi_ CREDITABLY
NAME OF APPLICANT

COMPLETED AT LEAST TWO _YEARS OF A PREMEDICAL COURSE INCLUDING PHYSICS,
BIOLOGY, INORGANIC AND ORGANIC CHEMISTRY AT:

University of California, Los Angeles
NAME AND LOCATION OF UNDERGRADUATE EDUCATIONAL INSTITUTION

NAME AND LOCATION OF SECOND UNDERGRADUATE INSTITUTION (iIF APPLICABLE)

for admission to: University of California an Francisco
NAME OF MEDICAL SCHOOL

San Francisco, California

{CITY, STATE, COUNTRY)

I FURTHER CERTIFY THAT__ Daniela Anne Carusi
NAME OF APPLICANT

HAS COMPLETED AND ATTENDED FOR 5 ACADEMIC YEARS OF INSTRUCTION,
NUMBER

1 ! . »

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

AT: University of California, San Francisco
NAME OF MEDICAL SCHOOL {“

CONTINUED ON BACK OF THIS PAGE

~
mn

-

- (t;t'fl
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Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street  +~
Boston, Massachusetts 02111

(617) 727-3086 FORM E CONTINUED

An Agency within the Executive Office of Consumer Affairs and Business Regulation

NAME OF APPLICANT Daniela Anne Carusi

- -TO MEDICAL SCHOOL:-- Give axact dates of instruction,

including month, day of month and year for each year to show
the number of weeks, excluding vacations, in each year.

FROM: 09 07 92  TO: 06 15 93
MONTH DAY YEAR MONTH DAY YEAR
FROM: 09 01 93  TO: 06 30 94
MONTH DAY YEAR MONTH DAY YEAR
FROM: 07 01 94 TO: 06 30 95
MONTH DAY YEAR MONTH DAY YEAR
FROM: 07 01 95  TO: 06 30 96
MONTH DAY  YEAR MONTH DAY YEAR
FROM: 07 01 96 TO: 06 08 97
MONTH DAY YEAR MONTH DAY YEAR
FROM: o _ TO: _
MONTH DAY YEAR MONTH DAY YEAR
FROM: = . ToOx

MONTH DAY YEAR HONTH DAY YEAR

e e Aty e o AT 4 e ms—— e )

AND HAS RECEIVED/WILL RECEIVE A DEGREEE OF Medical Doctorx

ON June B8 19 97 .

Dae. e KU we.

SIGNATURE OF DEAN OR DESIGNATED OFFICIAL

milie H.S. Osborn, M.D., Associate Dean
NAME AND TITLE (PLEASE TYPE OR PRINT)

SCHOOL SEAL DATE: April 25, 1997

LIMITED




Application #: 2‘7-—_‘5_30 2-of
Date Approved:_ 4/ |Y /9%~

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

RENEWAL APPLICATION - LIMITED LICENSE

o

IMPORTANT: Please read the accompanying instructions before completing this form, and print legibly
O type your answers.

SECTION A: Sections A and C on page 2 are to be completed by applicant.

L. Name: (Last)__CACILS | (First)_D AN G LA oMn___4

Telephone
Number:

2. Mailing Address:__

City, State and Zip.

Name of Training Hospital: “Red G ehan_ < Ao ts )“@5f1mg.
4. Current Limited License Number: ¢ 7502~ 99
Other states (abbreviations) where you are now fully licensed to practice medicine:

TO BE COMPLETED BY PRO

[P3]

th

Has the physician been subject to past or pending disciplinary action in this program? [J Yes ﬁNo
1 hereby certify that the above-named physician.i§ in good standing in the training program.

Print Name: KoBERT AARR 1 51 pue 412 197
Signature of Program Director: W / phone: ’} 3 Z 4200

SECTION B: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE
INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN APPOINTMENT.

This certifies MW 4 ﬂ/L///]/C. has been appointed to the
ame O =R

positionof: [ Intem &) Resident {7} Fellow

Program Name:_f0y / (3 ¢/2 Facility:_\&gij pr2) ¥ oyt 24
Beginning Date: _ /y /o0 | GF Anticipated Completion Date of Training: _/, 7 020 [/ 07
Is the program accredited by the ACGME: /mj Yes [7] No
If no, is there an approved ACGME program in applic/an/t’fmialty? O Yes [JNo
Designated Official: ﬂm W OAMA_ Telephone: g47.732.8640
{Print Namc) (Tite)
Shawn Vanner L
Designated Official's Signature: Qragduate Medical Education Date: 7 .~/
ministralar - : NN A
2 ) i
e T e Ty
WKITiAL “ o t I‘Jgu
FEE: $50 00 Chavd
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NAME: \Dﬁfmﬁr A CARUS |

SECTION C: Read the instructions. Check either YES or NO to each question. Do not answer N/A.
If you answer YES to any of these questions, you must provide details on Limited Supplement attached.

YES NO
SINCE YOUR LAST RENEWAL
16. Have you been granted a leave of absence or withdrawn from a post-graduate training program
17. Have you been denied the privilege of taking or finishing an examination or have you been

accused of cheating or improper conduct during an examination?

18. Have you, for any reason, been denied a medical license, whether full, limited or
or temporary or have you withdrawn an application for medicai licensure?

19. Have you voluntarily surrendered a license to practice medicine or any healing art?

20.  Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any govenmental
authority, by any hospital or health care facility, or by any professional medical association
(national, international, state or local)?

21. Has any disciplinary action (see definition) been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association
(international, national, state or local)?

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

23. Have you, for any reason, withdrawn an application for hospital privileges or appointment?
24. Have you voluntarily relinquished medical staff membership?

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

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

27. Has your privilege to possess, dispense or prescribe controlled substances been restricted,
revoked, denied or surrendered, or have you been calied before or warned by this state
or any other jurisdiction including a federal agency regarding such privileges?

28. Has any medical malpractice claim been made against you (whether or not a lawsuit was filed
in relation to the claim)?

29. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to
10 practice medicine, or your professional conduct in the practice of medicine, been filed against
you or has such a suit been sentled, adjudicated or otherwis. resolved?

¥




T Lin¥ Q-5802-99

Commonwealth of Massachusetts
Board of Registration in Medicine
10 West Street, Boston, Massachusetts 02111

INITIAL LIMITED LICENSE APPLICATION

IMPORTANT: Read the accompanying instructions before completing this form, and print
legibly or type your answers. Please attach a $50 check payable to the Commonwealth of
Massachusetts.

CHECK ONE:

Q) Graduate of a Medical School in the United States, Canada, or Puerto Rico (USMG)
[} Graduate of an International Medical School (IMG) _
(0 Graduate of an International Medical School applying under the Special Refugee Physician

Program
NOTE: GRADUATES OF INTERNATIONAIL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS
SECTION A: Sworn Statement to be Completed by Applicant

1-A.  Name: (Last) (‘,A-&dﬁl (First)_ DANVG (A (MI), A
1-B.  Other Name(s) YES NO

1) Have you ever been known under a different name or combination of names? [

2) Have you ever been licensed under a different name? 0

3) Have you ever applied for licensure, or applied to sit for an examination, or taken [
an examination under a different name?

If yes, you must provide additional information. (See instructions.)

MR

2. Current Residence: _ ) Telephone Number:

- p—— . T

3. Date of Birth (Mo/Da/Yr): __ tace of Birth: Mounyraun) View (A

Sex: Male Female _X 5. Social Security Number: o

Name and address of Massachusetts Training Hospital: &Esh G gl (A Jd el

75 1z

o ok
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" NAME: ‘>mm w Caeus)

10.

.

12.

3.

Name of premedical school(s) | Nivges ™ aF (AL Edealih  Los duig e

Monlmﬁm@__dﬁ%fgagmm UsA
Name of medical school(s) v 2@ S TY _dF CAU FRand, Sanl Fegaloiscd.

Location: 2> 7 ¢ SA
AL L 7 ift;w.g .ﬁws 4455

Year of Graduation {49 7 Degree Received: M. D. 3 D. O.[) Other (specify)

Have you had previous post-graduate training? Yes{] No[X] U.S.{] International []

Name of Institution:

Address:

Name of Program: Dates of Training:

(If additional space is needed, please continue your answer on a separate sheet of paper.)

List states (abbreviations) where you are currently licensed to practice medicine:

List states {(abbreviations) where you were previously licensed to practice medicine (include
residency training licenses):

Medical School Training:
YES NO

a) If you are 2 USMG, have you taken more than 4 years to complete medical school?
b) If you are an IMG, have you taken more than 6 vears to complete medical schooi?
If yes, you must provide additional information. (See instructions.)

Has more than one year passed between the date of your graduation from medical -
school and the anticipated start date of your limited licensure in Massachusetis?
If yes, you must provide additional information. (See instructions.)



Page 3 of 6
NAME:__DANLEGLA AL US]
YES NO
14.  Have you ever been enrolled in a residency training program(s) that you
did not complete? If yes, & letter from your program director is required.
(See instructions.)
Explanation attached? Program Director’s Certification requested?

SECTION B: Read the instructions. Check either YES or NO to each question. Do not answer
N/A. If you answer YES to any of these questions, you must provide details on the Limited
License Supplement.

YES NO
15.  Since your matriculation in college, have you been subject to any disciplinary
action (see definition) at any academic institution?

16.  Have you ever been terminated or granted a leave of absence by a medical
school or medical post-graduate training program or have you ever withdrawn
from a medical school or medical post-graduate training program?

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

18  Have you ever, for any reason, been denied a medical license, whether full,
limited or temporary, or have you withdrawn an application for medical licensure?

19.  Have you ever voluntarily surrendered a license to practice medicine or any
healing art? '

20.  Are any formal disciplinary charges pending against you, or do you have knowledge
of any pending investigation into your professional cdmpetence or conduct by any
governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?



!
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NAME:.__ Dan1G A Capus]
YES NO

21.

22.

23.

24.

25.

26.

27.

28.

29.

Has any disciplinary action (see definition) ever been taken against you by any
governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?

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

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

Have you ever voluntarily refinquished medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or
recommended by 2 medical staff committee or governing board?

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

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

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

In the past ten (10) years, has any lawsuit, other than 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 has such a suit been settled,
adjudicated or otherwise resolved?
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NAME:. Dnlicia Cheus

SECTION C: TO BE COMFLETED AND SIGNED BY THE DESIGNATED OFFICIAL
OF THE INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN
. APPOINTMENT.

This certifies that } ) A. Ca ) 1 has been appointed
{Name of Applicant)

to the position of [ Intem [} Resident [} Fellow

in the Ohetetrics ] ‘Qunecotea
{Name of Program) =

BRIGHAM & WOMEN'S HOSPITAL
(Name of Hospital}

t4q
-

at

beginning ./ SO /9™ to anticipated completion of training; /30 (o} .

(date) (date)
YES NO
Is the program accredited by the ACGME? = O
If no, is there an ACGME-approved 7@ program in the applicant’s specialty? [ [
Designated Official’s Signature: = ‘ﬁégf?\_W _[’/A:Uk y
Type or Print Name and Title: Shawn Vanner :
Program Administrator
Date:. S/ S (97 Telephone Number: 617-732-8540

|

e:/share/formsNlinapp2.doc(228/97)
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SUPPLEMENT FORM

Name: )&n ele Ga,(w.&: Date: _ M / JL/ 00

IMPORTANT NOT E If you answer“yes”to any of these questions, you must provide the

additional information on pages 4-10.

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

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

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

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

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

6-A. Have you ever, for any reason, been denied a medical license, whether fuil, limited,
temporary, or have you withdrawn an application for medical licenswe?. ... . _. ..

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

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

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

8-B.  Has eny disciplinary action ever been taken against you for violation of laws, rules, by-laws,
or standards of practice by any governmental authority, healthcare facility, group or
professional medical society or association { nationa, state or local)?

YES

Page 1

NO




Print Name:_Oznidda  ( srusi

9-A,

9-B.

9-C.

10.

11.

12.

13.

14.

15-A.

15-B.

Have you ever voluntarily relinquished any medical staff membership? -

Has your medical staff membership, medical privileges or medical staff status at any

hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or
recommended by a medical staff committee or governing board?

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

governing body?

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

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

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

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

Have you ever been the subject of any suspension or probation proceedings instituted by

Blue Cross and/ar Blue Shicld, Medicare, Medicrid, or any other medieal Reimbursement-plan;
or have you ever been restricted from receiving payments from any Blue Cross and Blue Shield,
Medicare, Medicaid (any state), or third party programs?

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

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

In the past ten (10) years, has any lawsuit, other than a2 medical malpractice suit, which is related
to your competency to practice medicine, or your professional conduct in the practice of medicine,
been filed against you or has such a suit been settled, adjudicated or otherwise resolved?

Applicant’s Signature: /@04444- &M ' Date:__f//_Jf} 80

Page 2
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. ." Commonwealth of Massachusetts—Board of Registration in Medicine
S ¥0 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

POSTGRABUATE VERIFEATION

T POSTGRADUATE TRAINING VERIFICATION A' ]

)

TS AUTHORIZATION: 1 authorize the sejease of information from my postgraduste training program listed below 1o bo forwarded to the Massachusetts
Registration in Medicine. , ‘ {
s Signature: ué A pate: 1/ 3 /0 0
Type Name Danifis Coae s :
Institution: Relhutm o (Ogmen's Heso T4

INSTRUCTIONS TO THE PROGRAM DIRECTOR
Please compilete this form and forward if t the Board or Regfstraﬁon In Medicine at the address above. If the department was a “rotating” or “transitionaf”
program, please submit documantation of the rotations, dates and hours of training to the Board.

Name of Institution: Brigham and Women's Hospital-Massa e ' FRéside m
: f Obstetrics dnd Gynecology . .

i nama of Institution was different when applicant attended, pleasa enter name; N/A :
_participated in the following program:

Enroliment and Participation: Our records indicate that

(type or print applicant’s nama)
Program Type Pepartment Dates Attended Accredited By
(!nternship, residency, PGY {ObG, internal {MONTH/DAY/YEAR) Completed | (ACGME, RSC, ACA or
felfowship) {1,2,3,4) medicine, etc.) i {(YESMNO) "not aceredited
FROM TO:
[ 1 : 1 i
Residency 1 Ob/Gvn « & 220 '.97 Vs 30 ‘g8 Yes ACGME
Residency 2 00b/Gyn vi ‘1 f ag | ¢ a0 ’cm Yes SACGME |
I
Residency 3 0b/Gyn 1 ’1 ! 99 1.6 ‘30 0o Yes ACGMF,
; ‘ i1 I expected t
Residency 4 Qb/Gyny Z 1 QG ! Present oo B /22 /01 { ACGME
1 { i 1




|
} ! { : POSTSRAGUATE VERIHGATION
| |

Continued on back

APPLICANT'S NAME: Dw/f//a,] ﬂ sty ‘ "

Unusual Circumstances: The following | r,uestmns apply to unusual circumstances that occurred durmg any part of ﬂ'll applicant’s medical education.
Please circle the appropriale response. if .rou answer yes to any of these questions, please sm:lose an explanation.

'
QUESTIONS i | vES No

1. Did the appficant take any leaves of ab.fe%n'oe of breaks from hisfher post-graduate training? - f i
2. Was the applicant ever placed on ;:»mb.e.I ion? - )

3. Was the applicant ever disciplined or ur,n{er investigation? ) . f

i
5. Were any limitations or special requlrements imposed on the applicant because of questions oflacademic
incompetence or disciplinary pmblams? .

4. Were any negative reports ever filed by'i’?structors regarding the applicant? l ,

5. During the applicant's participation, our, postgraduale medical training E%as accredited by: E/GME [ Other

COMMENTS; e, .

Certification: | hereby certify that the above information is correct, to the best of my knowledge.

) 2 :
L Jv';”" ' ? .
\) We \
o M j Program Direclor's Signature: l é ZS‘ A

0"' o . . :
{if the institution does nat hzve a seal. this formmustbe Academic Title: hairman. Pro ! ' i
notarized) N 4

Co Telephone: (817 ) 742-4765 Today's Date: [y 39 ,
{1




EDICAL EDUCATEOX VERIACATION

Cummonweaitho'l“ MﬁBB mﬂ%ﬁtts Board of Reglstratwn in Medicine

A
- R;L’ ¢ 10 West Street, 3r&'i?6a73oston, MA 02131 (617) 727-3086
-‘*\\I;Ji RIL )
W RSy
.\ Y, T MEDICAL EDUCATION VERIFICATION
\. l' { ‘- N “‘1
APPLICANT INSTRUCTIONS: Piease compiete the waiver for release of information and forward this form to your university/medical school{s) or umverslty

of graduation for verification.
Waiver for Release of Information

| authorize the medical schoolfuniversity listed below to provide any and all information pertaining lo my medical education at your instilution 16 the
i Massachusetls Board of Registration edicine.
‘ (ALt L&

Applicant’s Signature: - Date of Birth
‘ © Printor Type Name: Cagessi DANIELA A Social Security No:

{L.ast name) . {First Name) { Middie Initial}

Cther Name(s)
{Please type or print name(s)) _

Name of Medical School: ___| JAJ v ER S Ty QF. LCAL Y CME«* DA Fﬁ.A'A)GL.SCc)

Address: {2&({; gg Sb“l__gpi gfé& s 308 Pasn ss0 4, City: 51—-« FM(_& scg _ Slate or Province: CA

Lount S ;
IN CTIONS TO THE DEAN OR DESIGNATE OF MEDICAL §

Please complete this form and forward It, togather with a copy of the applicant’s official transcript {which indicates courses taken,
dates and hours of attendance, and scores, grades, or evaluations) directly to the Board of Registration in Medicine.

APPLICANT'S EDUCATIONAL HISTORY
‘ if name of institution was different from the above named institution when applicant atiended, please enter name below:

Premedical Education: Does your school have a premedicat schaol education requiremeni? E] Yes 1 ne
If yes; Indicate where the applicant completed premedical school.

Applicant’s Undergraduate School: University of california Los Angeles

Undergraduate School Address: Loé Angeles, CA

Cnntinied on hack




1 _ MEOICAL EDUCATION VERIFICATION

Enrollment and Participation: Our records indiLate ihat ,

carusi ‘ Daniela : A
typa or print the applicant’s nama): {Last name) |, (First name)  ’ {Middite initial)
p ) .

attended our medical schoot on the following dates (indicate the month, day and year in the section below):
i

DATES: EROM 10 EROM IO
’ 09 {67 /92 0 15 /93 07/ 1 /a5’ et 30 96
09 /01 [93 06 { 30/ 94 07/.1 /96, 06/08 /97 * please see
07/ 01/ 54 06/30/ 95 [ i { | _attached sheet
H
The applicant attended 33 - 4 gotal waek;s of continuing on-campus education, not fess thah 32 weeks In each academic year and
check one D was awarded a deg!’ee In_Medigine on (rnonih['day!year) 06 /08 /97
|
D was NOT awarded degree. Piease explain reason{s). 1
1
Unusuat Clrcumstances: The following guestions appiy ta unusual circumstances that occurred during any.part of the applicant's medical education. All
questions must be answered. ou answer “YES” below, pleas tlose an explanation.
YES NO

2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under Investigation?
4. Were any negative reports ever fiied by ins!rdctors regarding the applicant?

COMMENTS:

1. Did the applicant i2ke any leaves of absence or breaks from hisfher medical education? ‘
}
|
i

'l '

’ . - d l‘
AFFIX msmuﬁouAL sgAL HERE Signature: %W W

{if the instltut}é daes not have @ seal, |
this fort}-lj rh stbe notarizad) Print Name; Maxine Papadakil, MD

|
INTERNATIONAL MEDICAL SCHOOLS MUST ATTAGHA 140, ascociate b .
COPY OF THE MEDICAL SCHOOL DIPLOMA AND A Tite: Associate Dean i

TRANSCRIPT OR PROVIDE AN EXPLANATIQN Date: 12 /05 /00  Telephone: (415 ) 4761216

e Thank you for campleting this form.
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Massachusetts Physician Renewal Application

g

Physician Name: Daniela A Carusi, M.D. License No.: 200257

9]

PART A o
1) Current Status: Active Renewal Due Date: 06/25/2007 Birth Date: 12

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

B Active O Retiring [ Inactive 3 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT be a Post Office Box.

Please make corrections (print)
2a) MAILING ADDRESS

Mailing Address:
City/Town: State:
EREVED Zip: Country:
O Check here 1o change this address REGEWE
DRESS
20) HOME AD MAY 14 2[107 Home Address:
Board of Registralion City/Town: State:
in Medicine Zip: Country:
Phone: Home Telephone: ( }
] Check here to change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS Business Address:
Brigham & Women's Hospital
75 Francis St City/Town; State:
Boston, MA 02115 Zip: Country:
Phone: (617)732-5452 Business Telephone: ( }
[ Check here 1o change this address " Business address cannot be a Post Office Box
3) E-mail Add Correct your E-mail and Fax Number below:
-mat ress:
4) Fax Number: (617)232-6346 i

8) Specialties {See Renewal Instructions, page 4.) Delate? List Additional Specialties:
Obstetrics and Gynecology ]
O
]

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

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

Page 1 of 8



Massachusetts Physician Renewal Application

Physician Name: Daniela A Carusi, M.D. License No.: 209257
{See Renewal Instructions, page 4.) Please make corrections as necessary
7} Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts:
b) Federal (DEA): 9) States where you were previously licensed
¢} Federal (DEA) XS: '

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

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

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

Brigham & Women's Hospital Beoston MA O
[
O
O
£

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

Average weekly hours involved in: a} inpatient care 24 hrsiwk Change to: hrs/wk
b} outpatient care 24 trs/iwk Change to! hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.}
Check one. Locum tenens rust list policy dates. My medical liability insurance is provided through:
[A tuserance Carrier (complete below)
Current Insurance Carrier: CRICO Change to:
Policy dates:  From _f /! /2% To _J2/ 31 1 J00F

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

O Letter of Credit subject to Board approval (4ttach a copy.)

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

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

00 Otherwise exempt (Please explainy:

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

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

Page 2 of 9
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Massachusetts Physician Renewal Application
Physician Name: Daniela A Carusi, M.D, License No.: 209257

[
D)

B

3,

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.) o

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

YES NO

14) CLAIMS MADE : ]

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

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

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

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

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

b} Resolved: Have you resolved, 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?

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

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

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a} Have you withdrawn an application to any governmental authority, health care facility, group practice,
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?
d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?
19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? [ Yes [] No

b) If no, are you requesting 2 CME waiver? [Yes [] No

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

CME EXEMPTION: (check one) [J Inactive Status - [ Residency/Fellowship training

Page 3 0of 9



Massachusetts Physician Renewal Application 5
Physician Name: Daniela A Carusi, M.D. License No.: 209257

!Il
NATIONAL PROVIDER IDENTIFIER (NP1} i

The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.!_"_?

The NPI wilt replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs’

and health care purchasers for purposes of conducting these business transactions.

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

(et

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

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

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

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

Option 4; Authorize the Board of Registration in Medicine to apply for an NPJ on your behalf,

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

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

[l My current NP] is: E"E@m

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

[ 1 have applied for an NPI using a third party (enter name): {follow instructions for Option 3)
3 By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPI on my behalf,

[ As an inactive physician, I do not wish to obtain an NPIL

HIPAA TAXONOMY CODES

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

Taxono Specialty) Code Taxonomy Pescription (Print)
primary Provider Taxonomy: [ DIFIV[O[I[OIRIIX]  opstelaes ¥ buynacsuey
v

Provider Taxonomy: D D I:I:l D D D DI I I
Provider Taxonomy: D D [:D D D D D [ l |
NPIREQUIRED INFORMATION

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

Social Security Number: D D !:l - D [:] B D D D D

State of Birth (if US): Country of Birth (if outside the US):
Gender:  [] Male 2 Female
Penaities for Falsifving Information on the Nationzal Provider Identifier Application

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 contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000. 18 U.8.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically anthorized by the sentencing statute.

Authorization for NPI Dissemination
Check one box: [ T authorize I do not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or health organization.

Please sign and date to confirm that all of the information on this form is true and accurate. ‘
Signature: AV\._/M e Date: 0 / /3/ / V?
Page 7 of 8




. Massachusetts Physician Renewal Application

Physician Name: Daniela A Carusi License No.: 209257
PART A
1) Current Status: Active Renewal Due Date: 06/25/2005 Birth Diite:

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

Bd. Active [ Retiring - [ Inactive 3 Do not wish to renew

'8'

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 :

b

Mailing Address:
City/Town: ) _ State: _

‘ Zip: Country: _
B Check here 1o change this address

2b) HOME AD| RE — -
b) HO D @ E ﬂ M E  Home Address: = L
City/Town:, o __State: ~
I
%Jj Zipp_ _ Country: _
Phone: - Home Telephone: { )
BJ Check kere 1o chonge rlﬁg OARD - Homé address cannot be a Post Office Box

ATION rw MED!G}NE .

’ 2c) BUSINESS ADDRESS 1. Business Addiess:
- Brigham & Women's. HOSpIIB] e T
75 Francis $t oo n o Gty Town: - Staten:
- l?f‘t)lston,l.\{l'Amil.s - Nt Zapa - - Country:..

"1 Busiriess Telephone (j_u) 732 -SYS2.

: ﬁhbﬁe- (617)732-4840

3) E-mail Address
4) Fax Number: (L{? 23‘5 &3““.9

. [ Cheek here 1o change this addres.s L o Business address cannot be a Post Office Box

5) Speclalnes (See Renewal Instructions, parge4 } Delete? Additional speciaities:
Obstetrics and Gynecalogy £ '
: a
O

6) Current Americas Board of Medical Specialties (ABMS) or American Osleopathic Assocmtlon (AOA) !nl’ormanon.

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

List Certifying Board(s) below: Update General Certificates and Subspecmlty Cemﬁcates L
Tl e L below. Please add addrtlonal Certifications as requmed :
Board Name =~ ABMS or AOA Certifi cate/Subspecialty ST T T T Correet?® < Delete?
‘| Obstetrics & Gynecology = ABMS | Obstetrics and_Gyne,;:ology T - R = B
) . 0 1
o O
o o
Page 1 of 5
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: Massachusetts Physician Renewal Application

Physician Name: Daniela A Carusi License No.: 209257
(See Renewal Instructions, page 4.} Please make corrections as necessary
7) Drug License Numbers, if any: : 8a) Other states where you are now licensed to practice (Abbr)
a) Massachusetts; .
b) Federal (DBA):‘ ' 8b) States where you were previgusly ficensed {Abbr.)
¢) Federal (DEA) XS:

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Hospital Change to: _

Please enter the approximate number of work hours at your principal work setting: _:ZQ_

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category-at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of bours 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 [] Piease enter the gpproximate number of work hours for each Health Care Facility below:
o — Staff Catego Approximst
Health Care Facility (See Renewal Instructions, page 4.) Delete? |~ remt gc:i nge " Heffrs per “fuk

Brigham & Women's Hospital

@m.f%hg, yle)

alinlinliniinliniin

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: &) inpatient care 24 hrsiwk Change to: hrsfwk
b) outpatient care _24._ hrs'wk  Change to: hrs/wk

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

[ Insurance Carrier (complete below)

Current Insurance Carrier: CRICO ' Change to:
Policy dates:  From _) / 1/ Z&eS  To 2 /21 /2005
{required)

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

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

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

Page 20f b
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. Massachusetts Physician Renewal Application
Physician Name: Danicla A Carusi . License No.: 209257

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

b

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

license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5.) 5
You must check either YES or NO to each question, Provide deails on Form R if you answer “YES™ to any questions. Refer to e

Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.

YES NO

14) CLAIMS MADE 15
_a) New: Has any medical malpractice claim been made against you during this time period, whether or
not a lawsait was filed on that claim?

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

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

16) OTHER CIVIL LAWSUITS :
Question 16 refers fo claims or actions refated 1o your competency to practice medicine or your
professional conduct in the practice of medicine.

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

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

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

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

18) Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice
of any governmental authority, health care facility, 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 1o 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?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? Yes [] Ne
b) ¥ no, are you requestmg a CME waiver?

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

¢) If you are exempt fiom CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) L1 Inactive Status [ Residency/Fellowship training

Page 3 of 5
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Massachusetts Physician Renewal Application
‘Physician Name: Daniela A Carusi License No.: 209257

PHYSICIAN PROFILE
B4  Ihave reviewed my Physician Profile at Qroﬁieg.mg_s_srnedl_}gard.org and confirm that the information is accurate.

[0 1have reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

CERTI T

1) 1 certify that } have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 51A,
and 1 understand the punishment for failure 10 comply.

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

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

4) I certify that { have comphed with my obhgahons to repon the treatment of wounds, burns and other injuries pursuant to
G.L.c. 112, sec. 12A.

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

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

73 I 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.L. ¢.112, sec. 2.

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

10) E-certify that 1 have complied with my obhgahons related to the w;thho]dmg and remitting of child support pursuant to
G.L.c. 119A, .

11} ¥ cenify 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. § and 243 CM.R. 3.00 et seq., and I understand that the Patient Care
Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

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

Signature: %\V@TM e é)/—\ - Date: Spli‘i_/fj d""

MAKE A COPY OF YOUR APPLICATION ANb ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Befare proceeding, please read the instruction booklet.

need copies for credentialing and other purposes. This comy

green envelope gt least 4 weeks before your renewal date.

*Remit $400.00 for renewal fee (non-refundabie).

*Add Izte fee of $25.00, if necessary.

ecords; your will
must be returned in the

+ Return renewal application in GREEN envelope.
* _Enclose check with coupon ig BEUF envelope,

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

1. Current Status:  Active

Registration No.:209257

Renewal Date; 07/23/2003

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

[ Active [} Retiring (see instructions)

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

A) Mailing/Business Address:
3. Danicla A Carusi

B) Home Address:

Home Phone:

Business Phone:

[1 Inactive (see instructions)

[.] Do not wish to renew

Please make corrections (print)

{1 Other Name(s) [} Name Change {enter name below)

Mailing Address:
City/Town:

State:

Zip: Country:

Business Address:m Sy
City/Town: B,_[jmn

Zip: DAL Country: __|JSA
Business Telephone: ({g{7) ) N

State: U

Home Address:

City/Town: State:
Zip: Country:
Home Telephone:  ( )
PLEASE NOTE: Only gne address can be a P,0. box, The

mailing address cannot he a P.0. Box.,

4. a) Date of Birth: " b) Sex: E
¢) 8S#:

3. a) Name of Medical School:
University of California School of Medicine, SF

b) Year Graduated: 1997
6. Specialty Code(s) {See Table 1)

cj Degree: M.D. 9

Code:

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

Code:

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

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

Codels) Hours per Week i hi iously li d (Abbr.
4eG 0 Gbstetrics and Gynecology b) States where you were previously licensed (Abbr.)
i

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient

care. {Supply the codes from Table 3 and place a check mark next o 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). ___ No affiliations.
Facility Code: ié f_/ W (AP) fo0) % FacilityCode:_ ___/__ (AP) % Facility Code: [/ (AP) %
FacilityCode: __ ___ / (AP) % Fuacility Code:__ 7/ (AP) % Facility Code:_ ___/  (AP) Y%

1£999, print name(s):




PRINT YOUR LAST NAME: (7 Grind: LICENSE NUMBER: 20933 7
11, My medical malpractice insurance is covered by Insurance Carrier [} Letter of Credit

Insurer’s name. (Required): c& i Policy dates: From: [/ 1 /g8 To: Jd 3103
Alternatively, indicate as follows; I am registering with Active status but I am not covered by medical malpractice insurance
because I am: Check One: [] Not involved in direct/indirect patient care in Massachusetts [ ] A government employee.
[T} Otherwise exempt Please explain exemption:

12, What is your principal work setﬁxig? (See Tables 4) t 0 If you are affiliated with a healthcare facility or credentialed
for the provision of patient care you must complete question #10 on page 1 and list your affiliations.

- 4

13, Care of patients in Massachusetts {see instruction booklet).
1) Average weekly hours involved in: A) inpatient care 2 Ljr hrs/wk  B) outpatient care 2 ’_‘f hrefwk
2) What is the approximate percentage of your patient care hours in primary care? 5 %

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

S or NO

Questions 14 through 22 refer to thelpe g I 7 wal application. Cl ] i ) to gach
guestion. Provide details on Form R for all YES answers (except auestion 22y, Refer to instructions for additional information
and definitions. ALL questions ip this section must be answered, Do not answer NA oy the §orm will be incomplete and dels
your renewal, '

YE§ NO
14. B Pending): Has any medical malpractice claimn been made against you that has not

yet been finally settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15, CLAIMS (Resolved): Has any n}edlcal malpractice claim that has been made against you been settled,
adjudicaied, or otherwise resolved, 'whether or not a lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than s medidal 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? ~

Y7, Have you been charged with any criminal offense?

I8, Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, heaith ¢are facility, group practice or professional society or association?

19. Has your privilege to possess, dispense or prescribe controtled substances been suspended, revoked, denied,
restricted by, or surrendered to any $tate or federal agency?

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

21. Has any professional liability ins 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 vesponse to an inguiry by a
professional liability insurance provider?

22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? [X] Yes [] No
0 CME Waiver. CME waiver fortn must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Checkong: | [.] Inactive status | Residency/Fellowship training (See instructions).
See Instructions for CME waiver o:r exemptions. Do not submit documentation of your CMEs with application.

¢ Pursuant to G.L. ¢. 112, Sec lA,iI understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. S1A
and the punishment for failure to comply.

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

+  Pursuant to G.L. ¢. 62C, 494, I certify that 1 have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors undey
G.L. c. 62E; and withholding and remitting child support pursuant to G.L. ¢. 119A. (See instructions),

I hereby certify under the penalties of perjury shat ail information on this Renewal Application, Part B and Form R is true.

Signature: . M&& O P, N ’ Date: _ 3 /50 | 0

UST SIG CLUDE PART B. WITH YOUR RENEWAI, APPLICATION
Board Re, tions require that you notify the Board, in writing, of any change of address

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




Physician Name: Daniela A Carusi, M.D.

Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Current Status: Active

1) Activity Status: Active

2) Address & Contact Information

3)
4)
5}

6)

8)

9)

Mailing Address: Brigham & Women's Hospital
75 Francis St
Boston
Massachusetts - 02115
United States of America

Home Address:

Business Address: Brigham & Women's Hospital
75 Francis St
Boston
Massachusetts - 02115
United States of America

(617) 732-54562

Emai! Address:
Fax Number: (617) 232-6346

Specialties
Obstetrics and Gynecology

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

ABMS/AOA Board Name Certification Subspeciaity

ABMS Obstetrics & Gynecology Obstetrics and Gynecology

Drug License Numbers

Massachuseits Federal (DEA) Federal (DEA) XS

Other states where you are now licensed to practice

None Reported

States where you were previcusly licensed
None Reported

10) Work Sites

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

WorkSite Location
Brigham & Women’s Hospital Boston, MA

Page 1 of 7 Date: 7/12/2015 Time: 1:18 PM

License No.: 209257

License Expiration Date: 7/23/2015



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 209257

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsiwvk
b) outpatient care 20 hrs/wk

12} Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2015 12/3172015 Claims made with tail coverage

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

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

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

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

resolved, settled, ar 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) tNe\.-s.r: Hagvg ’ghere been any claims, other than medical malpractice claims, filed against you during this
ime period?

b) Resoived: 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 foday?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues

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

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

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

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

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 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 inguiry by a medical liability insurance carrier?

Page 2 of 7 Date: 7/12/2015 Time: 1:18 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 209257

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes

Page 3 of 7 Date: 7M2/2015 Tirne: 1:18 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 208257

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

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

Page 4 of 7 Date: 711212015 Time: 1:18 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 209257

26) Electronic Health Records Proficiency

I have demonstrated proficiency in the use of EHR by participation in a Meaningful Use program as an
eligible professional.

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

Physician Name: Daniela A Carusi, M.D. License No,: 209257

Current Status: Active

1)
2)

3)
4)
5)

6)

8)

9)

License Expiration Date: 7/23/2013
Activity Status: Active
Address & Contact Information

Mailing Address: Brigham & Women's Hospital
75 Francis St
Boston
Massachusetts - 02115
United States of America

Home Address:

Business Address; Brigham & Women's Hospital
75 Francis St
Boston
Massachusetts - 02115
United States of America
(617) 732-5452

Email Address:
Fax Number: (617) 232-6346

Specialties
Obstetrics and Gynecology

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

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

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

Other states where you are now licensed to practice
None Reported

States where you were previously licensed
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
Brigham & Women's Hospital

Page1of 6 Date: 6/25/2013 Time: 9:27 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 209257

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

12} Medical Liabitity Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2013 12/31/2013 Claims made with tail coverage

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

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

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

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

resolved, settled, or adjudicated during this time periocd?

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

professionat conduct in the practice of medicine.

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

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

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

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

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

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

20) Have you withdrawn an application for a medical license, 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 te 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 6 Date: 6/25/2013 Tima: 9:27 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 209257

22) Have you completed ali CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Re1uirement: 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)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License Mo.: 209257

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?
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Physician Name: Daniela A Carusi,

Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

M.D. License No.: 209257

Current Status: Active

1) Activity Status: Active

2) Address & Contact Information
Mailing Address:

Home Address:

Business Address:

3)
4)
5)

Email Address:
Fax Number: (617) 232-6346

Specialties
Obstetrics and Gynecology

6)
Information

ABMS/AOA Board Name
ABMS

Drug License Numbers
Massachusettc

8)
None Reported
9)
None Reported

10) Work Sites

Obstetrics & Gynecology

Federal (DEA)

License Expiration Date: 7/23/2009

Brigham & Women's Hospital
75 Francis St

Boston

Massachusetts - 02115
United States of America

Brigham & Women's Hospital
75 Francis St

Boston

Massachusetts - 02115
United States of America
(617) 732-5452

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

Certification
Obstetrics and Gynecology

Subspeciaity

Federai (DEA) XS

Other states where you are now licensed to practice

States where you were previously licensed

List of ali work sites in Massachusetts, ircluding health care facilities (where you are credentialed), private

office, clinics, nursing homes, etc

WorkSite
Brigham & Women's Hospital
Faulkner Hospital

Location

Jamaica Plain, MA

Page 1 of 5
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewai Application
Physician Name: Daniela A Carusi, M.D. License No.: 209257

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

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 17112009 12/31/2009 Claims made with tail coverage

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

14) Claims Made _ o _ ) ‘ ,
a) New: MHave 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 rmalpractice 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 clairm) been

resoived, settled, or adjudicated during this time period?

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

professional conduct in the practice of meadicine.

a) {\!ew: Have there been any claims, other than medical malpractice claims, filed against you during this
ime period?

b) Resoived: 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 resoived during this tirme period?
¢) Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Civil Lawsuits _

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 ieave of absence from any heaith 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 goverrnmental authority, health care
facility, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controiled 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 voluntarity restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

Page 2 of 5 Date: 618/2009 Time: 4:02 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. license No.; 208257

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 80 hours in Category 2) for this Yes
renewal period? {If you are in an approved Residency/Fellowship program, piease 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?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Daniela A Carusi, M.D. License No.; 200257

Current Status: Active License Expiration Date: 7/23/2011

1) Activity Status: Active

2) Address & Contact information

3)
4)
5)

6)

7)

8)

9)

Mailing Address: Brigham & Women's Hospital
75 Francis St
Boston
Massachusetts - 02115
United States of America

Home Address:

Business Address: Brigham & Women's Hospital
75 Frangis St
Boston
Massachusetts - 02115
United States of America

(617) 732-5452

Email Address:
Fax Number: (617) 232-6346

Specialties
Obstetrics and Gynecology

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

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

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

Other states where you are now licensed to practice
None Reported

States where you were previously licensed
None Reparted

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
Brigham & Women's Hospital

Page 1 of 6 Date: 4/6/2011 Time: 10:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 209257

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

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2011 12/31/2011 Claims made with tail coverage

13) Bo 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 agaimnst you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

resolved, seltled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

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

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

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

18) Other Issues )

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

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

¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,

d) gy prabies implayectobafissiolieE meciintizk®@n by any governmentai authority, health care
facility, group practice, employer or professional association?

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

20) Have you withdrawn an application for a medical license, 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 professionai 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 6 Date: 4/6/2011 Time: 10:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 208257

22) Have you completed ali CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewat 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: 4/6/2011 Time: 10:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Daniela A Carusi, M.D. License No.: 209257

23) Dt;g_og hi\re 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? _

Paged4 of b6 Date: 4/6/2011 Time: 10:40 AM



o

Daniela Carusi, M.D.

. CURRICULUM VITAE

PERSONAL
HOME ADDRESS

WORK ADDRESS Brigham and Women’s Hospital
Department of Obstetrics and Gynecology
75 Francis St
Boston, MA 02115

EMAIL
BIRTHPLACE Mountain View, Califor
EDUCATION
1997 University of California, San Francisco M.1D. with thesis
1992 . University of Califarnia, Los Angeles B.S,, Psychobiology
AWARDS & HONORS
1997 American Medical Women’s Assoctation Scholastic Achievement Award
1996 Uruversity of California, San Francisco Alpha Omega Alpha
1992 Univetsity of California, Los Angeles Summa Cum Laude
1992 Department of Psychology, UCLA Highest Honors
1991 University of California, Los Angeles Phi Beta Kappa
1987 University of California Regents’ Scholarship

CLINICAL EXPERIENCE AND EMPLOYMENT
1997-Present Department of Ob/Gyn Brigham & Women’s Hospitat
Massachusetts General Hospital
= As a resident physician 1 have had extensive patient care responsibilities in the inpatient setting, in a
weekly conunuity clinie, and as a consultant within the hospitals. [ have taken responsibility for
medical stdent education within the department, and for instructing more junior residents in their
chinical duges.

1993-94 Medical Scholar’s Program UCSF
» As a program instructor 1 prepared instructional materials and led weekly discussion groups in
anatomy and physiclogy for freshman medical students.



1990-93 Crientation Program UCLA
* As an Orientation Counselor I organized and conducted workshops regarding study skills, time
ranagement, chvcrsny tssues, and pre-medical planning. T also provided academic and personal
counseling for incoming students.

1990-92 College of Letters and Sciences UCLA
» As a wtor for the college, T instructed UCLA undergraduate and graduate students in English

composition, grammar, and English as a second language.

RESEARCH EXPERIENCE
Present Department of Obstetrics Brigham & Women’s Hospital
» With Dr. Aviva Lee-Parritz I am reviewing our institution’s experience with different labor
induction agents in terms of safety and effectiveness.

1995-97 Department of Obstetrics & Gynecology UCSF
s Under Dr. Lee Learman 1 designed and implemented a clinical study regarding knowledge of and
attitudes towards HIV tesung among antenatal patients.

1993 Behavioral Neurology Program UCLA
» Under Dr. Jeffrey Cummings I assisted in developing a psychiatric inventory for use on patients
with dementia.

1991-92 Department of Psychology UCLA
» Undet Dr. Eran Zaidel I conducted original research in cognitive ncuropsychology.. 1 also
implemented a computerized system for testing hemispheric specialization in human subjects.

PUBLICATIONS
Carusi D. Phytoestrogens as hormone replacement therapy: An evidence-based approach. Primary

Care Update for Gb/ Gyns, in press.

Carusi D, Learman LA, Posner SF. Human immunodeficiency virus test refusal in pregnancy: A
challenge to voluntary tesung. Obsietricr & Gyrecology, 1998; 91(4):540-5.

Weekes NY, Carusi D, Zaidel E. Interhemispheric relations in hierarchical perception: A second
look. Neuropsychologia, 1997; 35(1):37-44.

Cummings JL, Mega M, Gray K, Rosenberg-Thompson S, Catusi DA, Gornbein J. The
Neuropsychiatric Inventory: Comprehensive assessment of psychopathology in dernentia.
Nenrology, 1994; 44(12):2308-2314.

PROFESSTIONAL AFFILIATIONS
1997 - 2000 Junior Fellow of the American College of Obstetrics & Gynecology

1998 - 2000 Member of the Massachusetts Medical Society




> e

VOLUNTEER EXPERIENCE & ACTIVITIES

1993-97 Homeless Health Clinics UCSF
» 1 volunteered clinical services in the student-run clinic and instructed medical students in history
taking and physical examination.

1993.94 Stand Up Against Homelessness UCSF
» With other medical students, initiated and coordinated large-scale fund-raiser for UCSF's Homeless
Clinics.

1992.93 Med Teach Program UCSF
v With fellow medical students I developed an orginal science curriculum and taught students at
Apros Middle School weekly.



