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

Physician Registration Renewal Application (/]

. . : AREUACTED rNbv
Before proceeding, please read the instruction booklet. vl BN L 7 |
* Copy this form and all attachments for your own records; you will negd copies for credentialing and other purposes.
The Board will charge a fee for each copy.
* Remit $250.00 for renewal feé.
* Add late fee of $25.00, if necessary.

~2 Return renewal application in GREEN envelope.
* Enc heck with coupon in BLUE envelope.

=

Registration No.: 26760 Renewal I ate: 07/20/97 o }
1. Activity Status: [ Active [J Retiring (see instructions) d
{Check only one) [ Inactive *(see below) KDO not wish to renew
2. Other Name(s), if any, under which ypu were licensed® Corrections (type or print)
Other Ngnfe(s): .
3. A B :
)Malllng/Bus iness Add ‘]{ailing Pe—
JOEL B BETTIGOLE, M.D. City/Town: State:
3143 N 32ND sT P
Zip: ]
PHOENIX, AZ 85018-6201 ¥ e
B) Home Address- Other Address:
City/Town: State:
Zip: Country:
Home Phone: Ho".*e: ) 2
. Business: ( )
Business Phone: (602)533-0446
_ . Date of Birth (M/D/Y): __ /| Sex (M/F):
4. A) Date of Birth: C) Sex: Lic. Issue Date (M/D/Y): __ /7 ssi:
B) Lic. Issue Date: 09/21/51 D) SS#: e
Full Name of Medical School:
5. A) Name of Medica! School:
Albany Medical College of Union
Univeregit
B) Year Graduagd: 60 C) Degree: MD Year Graduated: Degree (MD/DQ):
6. Specialty Code(s) (See Table D Code(s) Hours Per Week in Mass.
Code(s)  Hours per Week in Mass. T
GYN 0 Gynecology e
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2)
Code: g Code: Code: ___ Code:
8. Drug License Numbers, if any:
A) Federal (DEA): ;“d‘”fa' (BEA)___
B) Massachusetts: .
9. A) Other states where you are now licensed to practice [
Abbr: " Abbr:
B) States where you previously were licensed to practice
Abbr: @ Abbr:

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



PRINT NAME AND NUMBER: Last Name: Registration Number:

10. A. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply the codes from
Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Facility Code: _ ____ / (AP) Facility Code:____ /_(AP) Facility Code:_ ___ / (AP)
Facility Code: ____/ (AP) Facility Code;_____/ _(AP) Facility Code: | (AP)
11999, print name(s):

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

Facility Code:____ __ Facility Code:__ Facility Code:______ Facility Code:__ _. Facility Code:
I 999, write Name(s):
L. My medical malpractice insurance is covered by a) Insurance Carrier b) Letter of Credit

Name of Insurer:

Alternatively, indicate as follows: | am registering with Active status but I am not covered by medical malpractice insurance because
I am (check one) a) Not involved in direct/indirect patient care in Massachuseits b) Otherwise exempt

Please explain exemption:

12, Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? (check one) O Yes [JNo
[3. A. What is your principal work setting? (See Table 4
B. Care of patients in Massachusetts (sce instruction booklet).
1) Average weekly hours involved in: a) outpatientcare _____ hrs/wk b) inpaticnt care __ hrs/wk

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

PART A

uestions 14 through 22 refer to the past two (2) years onl _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 additional information and
definitions.

IN THE PAST TWO (2) YEARS: ES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has no( yet been finally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim?

I5. CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been settled, adjudicated, or
otherwise resolved, whether or not a lawsuit was filed in relation (o the claim?

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

17. Have you been charged with any criminal offense, other than a minor traffic violation?
18. Have you heen formally charged with or disciplined for any violation ol the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional society or association?

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

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

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or
placed any condition related to professional tompetency 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. Have you completed your CME requirements preceding your renewal date (see instruction booklet)? {

[ Waiver requested (waiver form due 30 days prior to date of license expiration). [ Training Program exemption

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

Signature Date: / /




25191.0000

I. PHYSICIAN INFORMATION

. JOEL T T | A BETTIGOLE
First Name

il s o s g e
“Make changes 1o name here

Mass License # 26760

FirstIssueDate _ / /.
License Status .. Inactive

Hospital Affiliation
3143 N. 32nd St,

Phoenix, AZ 85018-6201
U.S.A
(802) 533-0446

Make address corrections here: Make any corrections 1o above Rere:.oooe

Insurance Plan Affiliation: Licenses Held in Other States:
NV Accepting New Patients? [ves [ No

Accept Medicaid? Oves [INo

(Please correct as necessary)

II. EDUCATION & TRAINING

Albany Medical  College of Union  University ~~ MD

60
“Medical Séhool ™

DegreeDate

ke Govacitons T /
N e AV P e o et e
Resi Program(s) Start”

..................... - catameem———————— - " S
Residency Progfam(s) Start

Residency Program(s) Starr

III. SPECIALTY BOARD CERTIFICATION

DUARD CERTIFICATION
Primary Specialty: ~ Gynecology Certifying Board Name: Board of Obstetrics and Gymecology

Secondary Specialty; Certifving Board Name:

Make any corrections here: Make any corrections here:

Board of Registration in Medicine Physician Profile



256191.0000

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

Nature Datc Board Action
e

V. HOSPITAL DISCIPLINE
Hospital Date Disciplinary Action

V1. CRIMINAL CONVICTIONS
The Board of Registration is unablc 1o obtain accurate data for this category at the present time. This information will be
included when the court svstem is fully computerized. Please list any criminal convictions. Include conviction date and nature

ofcomplaint n o

VII. MALPRACTICE
Details of claims paid for Dr. BETTIGOLE

No. of Years in Practice: #

Dae . Amount Paid 200000 Basis for Complaint

Daic Amount Paid Basis for Complaint "

Date.. . .. ... ... Amount Paid Basis for Complaint ~

Date . ... . . e Amount Paid | Basis for Complaint

& ———— 150111 [ Basis for Complaimt et e

VII. PHYSICIAN HONORS & PEER-REVIEWED PUBLICATIONS
Pleasc cnter any peer-reviewed publications to which vou have contributed and any awards for community service or
professional recognition vou have been given,

Awards, Honors Publications

Y7, S

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

Board of Registration in Medicine Physician Profile



Commonwealth of Massachusetts Board of Registration in Medicine

Ten West Street, 3rd Floor, Boston, Mas

sachusetts 02111

1995-1997 Physician Registration Renewal Application

—— —————e—— — ————
Registration No, Status Fee Renewal Date Late Fee
26 $250.00 07/20/95 $25.00 Correction of Mailing Address

Mailing Address: Address (Mailing):

JOEL B BETTIGOLE, M.D.

3143 NORTH 32ND STREET City/Town:

PHOENIX, AZ 85018 State:

Country:

e

e

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

* Failure to renew in a timely manner will cause Your license to lapse and may affect your
ability to practice medicine In the Commonwenith, (See enclosed letter).

* Add late fee if necessary.

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

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

it e .

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

2. Home Address:

3. Date of Birth:
Lic. Issue Date: / /

Sex:
SS#:

Home Phone

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

Year Graduated; 60

Business Phone
(602)533-0446

Degree: MD

5. a) Other states where You are now licensed to practice (Abbr):

NV
b) States where you previously were licensed 1o practice (Abbr): cT

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

GYN 0

Gynecology

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

Code: Q@ Code:

8. Drug license number(s), if any: a) Federal (DEA)

b) Massachusets

9. Activity Status:

Correctlons of ﬁ&%ﬂmnm_ TION

Name: S
Address:
City/Town:
State: . Zip: ETS
Country:
Date of Birth (M/D/Y): —L L Sex (M/R):
Lic, Issue Date (M/D/Y Yol L SS#
Home: Business: ( )
Full Name of Medical School:
Year Graduated; Degree (MD/DO):
A Lo TX LK
Code Hours per Week in Mass.
If OS, print specialty:
Code: Code:
Federal (DEA):
Mass:

['am applying to be registered with the following status: ACTIVE ____ INACTIVE _(

* I hereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts,



PRINT NAME AND NUMBER:  Physician Last Name: 1? etf 'g ole Registration Number: QL& 2& ¢

10. a) Current health care facility(ics) at which you have completed the credentialing process for the provision of patient care. Supply the
codes [rom Table 3 and place a check mark next to those facilities where you have admitting privileges (AP).
Facility Code: . ___ [ ___ (AP)  FaciliyCode: ___ ____ ___ (AP) Facility Code: . . ___ / ___ (AP)

Facility Code: ___ ___ ___ / (AP)  Facility Code: — ___ __ / __(AP) Facility Code: . __ __ / (AP)
If 999, print name(s):

b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 3)
Facility Code: . ___ ___ Facility Code: ____ Facility Code: o ___ Facility Code: Facility Code:
If 999, write name(s): AV3I2Cac, C"M})/ ~CGoar S~y Sfer MR <o,

11. My medical malpractice insurance is covered by (a) Insurance Carrier L= (b) Letter of Credit If applicable, check one.
List Insurer: 2€¢ & 1 f'/)/ T\r vt .12

Alternatively, indicate as follows: 1am registering with ACTIVE status, but [ am not red by medical malpractice insurance because I am
(Check One): (i) Not involved in direct/indirect paticnt care in Massachusells: ﬁ (ii) Otherwise exempi:
State how otherwise cxempt:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? Yes . No ___ (Check one)

13. a) What is your principal work setting? (Sec Table 4)

b) Care of patients in Massachusetts (See instruction booklet.)

i) How many hours per typical week are you currently involved in outpatient care in Mass?  —  hrs/wk

ii} How many hours per typical week are you currently involved in inpatien: care in Mass? ——— hrs/wk
¢) Approximalely what percentage of your paticnt care hours are in primary carc?

(See instructions for definition of primary care.) %
Questions 14 through 24 refer to the past two years only. Check either YES or NO (NOT N/A) to each question. Provide details on
Forms R-1 and R-2 for all YES answers. Refer tg tructi { dditions ation g ; ;

[_IN THE PAST TWO YEARS: | XES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been finally sctled or
adjudicated, whether or not a lawsuit was filed in relation (o the ClAMY oo e

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

16. Has any lawsuit, other than a medical malpractice suil, which is related to your competency o practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or been settled, ad ljudicated or otherwise

17. Have you been charged with any criminal offense, other than a minor traffic VIOLAION? ....ovveenenraes oo e s

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

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

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

21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge 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. Have you been diagnosed with or do you have a medical condition

- dane

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

24. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason other than a medical
condition? .....voveeerenranan,

25. I have completed my CME requirements in the two years preceding my renewal date:  Yes
No, training program exemption (see instruction booklet).

If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentaticn of your CMEs with your renewal application.

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

* Pursuant to G.L. c. 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and bellef,
I have filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States.

* Pursuant to G.L. ¢. 112, sec. 1A, I hereby certify that I will fulfill my obligation to report abuse or neglect of children as required by
G.L. c. 119, sec. 51A.

* I hereby certify under the pains and penalties of perjury that all Information on this form and Forms R-1 and R-2 is true.

"'4[{;-’@"{——_. Dm:zgdlzs

No, waiver requested

Signature:




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

Boston, Massachusetts 02111
1993-1995 Physician Registration Renewal Application

—

Correction of Malling Address:

Registration No. Status Fee  Renewal Date  Latc Fee
€570l INACTIVES25000 07/20/93 $2500
Malling Address:

JUcl o BETTIGOLE, M.D.

Address (Mailing): £1 P A ZRvel SY
City/Town: ___'Qb;_hn.. 2.X
A

Z 50 &

State:
Country Code (See Table 1):

Directions: Staple check to bottom of form. Add late fee If necessary,
* Questions 18 include information from Board files. Please correct as necessary in the boxes

provided on the right hand side of the page.

* Before proceeding, please read the instruction booklet. Some questions are optional.
* Make a copy of this form and all attachments for your own records - you will need copies
for credentialing and other purposes. The Board will charge a fee for each copy it provides.
+ Enclose the $250.00 renewal fee by means of a certified check, money order or personal check made

payable to the Commonwealth of Massachusetts.

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

2. a) Address (Home):

b) Address (Business):
100 N. 2ND STREET
PARIGIX, AZ 35020

3. Date of Birth: I
Lic. Issue Date: /
Telephone Number:

Home

Sex:

B ss#:

(502)997=74%3

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

Year Graduated: &0 MD

Degree:

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

6. Specialty Code(s) (See Table 2):
Code  Hours per Week in Mass,
GYn 0 Gynecology

U

7. a) If you are cmrgn_rly American Specialty Board Certified, enter Codes: (See Table 3)
G

Code: Code:

b) If you previously were American Specialty Board certified, but are no longer,

please enter codes of prior certification: (See Table 3)

Code: Code:
8. Drug License Number(s), if any: a) Federal (DEA)
b) Staie (MA)

9. I have completed my CME requirements in the two years preceding my renewal date:  Yes v

o —

e e

Corrections of Pre-Printed Information

Name:
Address (Home):
City/Town:
State; _

Country Code:
Address (Business): 74,
City/Town: :

Country Code:

. If 999 print Country:

Date of Birth (M/D/Y); el L
Lic. Issue Date M/D/Y): L/

Telephone Number:
CBusiness: GO 577 PSGF

Sex (M/FY: ,
SS5#:

Home:

Full Name of Medical School;

Year Graduated: Degree (MD/DO): e
4
CA MY AZ L
CT
Code Hours per Week in Mass.
If OS, print specialty:
Code: Code:
Code: Code:
Federal (DEA):
_ State (MA):

No, waiver requested

You must fill out & separate Waiver Form. The waiver must be granted by the Board before your license will be renewed. See instructions for

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

rsmple Check He;] )




PRINT NAME AND NUMBER:  Physician Last Name: ())e-‘Hr g ole Registration Number: e 2 GC-
Inactive /

e

10. Activity Status: [ am applying 1o be registered with the following stats: Active
* I hereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts.

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER ___ or (b) LETTER OF CREDIT___ If applicable, check one.

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

(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CAREIN MASS:___ (ii) OTHERWISE EXEMPT: —____
(State how otherwise exempt):

12. Current Health Care Facility Affiliations. Supply the codes from Table 4 and place a check mark next to those fecilities where you have
admitting privileges (AP).
Faciliy Code: _ ___ ___ / _ (AP) FacilityCode: __ __ ___ / ___ (AP) Facility Code: _ __ __ 7 ___ (AP)

Facility Code: __ ___ ___ J ___ (AP) FaciliyCode: ___ ___ ___ [ ___ (AP) Facility Code: __ ___ ___/ ___ (AP)
If 999, print name(s):

Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 4.)
Facility Code: . __ ___ Tacility Code: ___ ___ ___ Facility Code: . ___ ___ Facility Code: —____ ____ Facility Code: . ___

If 999, write name(s):;

13. Are you currently in a post-graduate training program in MA as a resident or clinical fellow? Yes_.___ NQ_Z (Check one)

14. &) What is your principal work setting? (See Table 5) _L

b) Care of patients in Massachusetts (MA) (See instruction bookler.)
i) How many hours per typical week are you currently involved in outpatien care in MA? ....C_>__ hrs/wk in MA
ii) How many hours per typical week are you currently involved in inpatient care in MA? hrs/wk in MA

Questions 15 through 23 refer 1o the past two years only, Check either YES or NO (NOT N/A) to each question.
Provide delails an Form 15A for all YES answers. Refer 1o the instruction booklet for additional information,

|| IN THE PAST TWO _y_ﬁﬂ YES NO

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

16. Have you been charged with any criminal offense, other than a minor raffic VIQIALION D ovmssisisssssssacsmsimiins

17. Have you formally been charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care [acility, group practice or professional s0Ciety or ass0Ciation?..........v.voooovo o

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

19. Have you withdrawn an application for a medical license or teen denied a medical license for any reason? ...
20. Have youn had any mental illness which has impaired your ability to practice medicine or to function as a student of medicine?

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

23. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage?......

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

* Pursuant to G.L. c. 62C, sec.49A, I hereby certify under the penalties of perjury that, to the best of my knowledge and belief, I have
filed all Massachusetis state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies even if you
reside out-of-state or out of the country,

* Thereby certify that I will fulfill my obligation to report abuse or neglect of children pursuant to G,L. c. 119, sec. S1A,

* D hereby certify under the penalties of perjury that all information on this form and Form 15A is true.

Signature: M ; Date: ZI—LZ 4 '




Commonwealth of Massachusetts Board of Registration in Medicine .
Ten West Street, 3rd Floor, Boston, Massachusetts 02111 '
1991-1993 Physician Registration Renewal Application

Rag?lolrgilon No. SanI- Fee ?aor;walgqu For Office Use Only
2675( INACTIVE $150 07720/ i M “dga'i(___
Pr. JOEL © ZETTIGOLE = PENTERED-OCT L)
oo : : Bk. (1
) Ch. , —d
‘ D.E. _ S DO S—
Directions: Vv

o Quastions 1-7 Include information from Board files. Please correct It as necessary.
« Bofore proceading, please read the instruction booklet,
o Answer all non-optional quastions completely. (The instructions spaify which questions are optlonal.)
o Make a copy of this form and ali attachments for your own rgegtas3 Elwlye

$3.00 plus postage for each copy fumnished.
» Enclose the $150.00 renewal foe by means of a cortifigh

Activity Status: T Y/
I'am applying to be registered with the following statusf ™
| hereby certity thet If requesting Inactive e in Massachusetts,

Pre-Printed Information ons of Pre-Printed Information

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

2. 8) Address (Home): Address:__ o —
o T City/Town_ - -
State: , 2ip:_ ]
- Country Code: _¢ZF (1 998 write Country):
2. bg Address (Business): Address: : o
1 " ¥ p = RCAD City/Town:; ]
:W . State: Zip:
PRILHIX7AZ 35006~ LGo:;untry Code:.__ (22 (it 999, write Country);
3. Date of Birth! Sex: M Date of Birth (M/D/Y): N / Sex (MF):
lic. issue Date: /  / SSN # Lic. Issue Date(M/D/Y): ____/ __ /  SSN#
Telephone Number:
Home Business Home: *_ Business: B ) PP 2~ 2 s~ e
( ) = E02 3957~ d54S5.
4. Modical School CodeN Y U0 3 voar Graduated®0  pogree: MD School Code: Year Graduated: Degree (MD/DO)_____|
Name of School: 1f 98999, write School:
Albany Medical College of Union Univergity
5. a) Other States where you are now licensed to practice (AbbpL A NY WY A Z - —
b) States where you previously were licensed to practice (Abbrfs T ey fls ﬂ —

6. Specialty Code(s) {See Table 3);

Code  Hours per Week in Mass. Code Hours per Week |n Mass.
Gem O Obstetrics and Gynecolog &yl o
0

If O8, write specialty:

7.8) Are you American Specialty Board Certified? (Y/N)Y  7.b) If YES, Enter Codes:
Cods: O3 3o0ard of Cbstetrics and Gynecolaogy Code:

Code: Code:

8. Drug License Number(s) (if any) [optional]: a) Federal (DEA)__ - b} How many DEA nos. do you have? _/

c) State (MA) #M

9. |have comploted my C.M.E, requirements in the two years preceding my renewal date: YES Waiver Requested
(You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed.) See instructions for CME
requiremsnts. Do not submit documentation of your CME's with your renewal application.

30M - 9/90 - PB13071 [ For Office Use Only: Waiver Granted Date: / / ]




FILL IN NAME AND NUMBER: g i <ol e
e Se
Vv

Physician Last Name: Registration No.:_ag L EC

10. My medical malpractice insurance is covered by (a) INSURANCE CARRIER. X or (b} LETTER OF CREDIT . If applicable, check one.
List Insurer: J (A /7”‘/} { [,-‘}

Alternatively, indicate as follows: | am registering with ACT IVE status, but | am not covered by medical malpractice insurance because | am (Check one):
(i) NOT INVOLVED IN DIRECTANDIRECT PATIENT CARE: (i) OTHERWISE EXEMPT:

(State how otherwise exampt):

11, Current Hospital Affiliations (Supply the codes from Table 5 and place a check mark next 1o those facilfties where you have admitting privieges (AP).
Facility Code: 7.7 &7__(AP) Facility Code: ______/_ (AP) Facility Code: ______/_(AP)

Facility Code: __ /__(AP) Facility Code: __ {__{AP) Facility Code: _____ /_(AP)

if 898, write Name(s):

?g;ﬁﬁ?gg}ng}spitals at which you previously held privileges and other Health Care Facllities with ‘\‘rgblch you were associated in the past 4 years.
0 . o

Facility Code; Facilty Code: __ Facility Code: ____ "% Facllity Code: ____
#
#f 899, writo Name(s): N / }, 2l
12. Post Graduate Training in Massachusetts (MA) (See instruction booklet.) /(/ A S
a) Are you currently in a post-graduate training program in MA as a resident or clinical fellow? Yes____ No (Chack one.)
b) If you are in a MA program, are youa i) Residant ii) Cllnic‘al_fallow__r_,;_or iii) Research Fellow___? (Check one.)
¢) How many hours par typical week do you spand in this MA post—gr&dﬂdﬁ' tfaining program? hrs.Awk. in MA.

13.  Care of Patients in Massachusetts (MA) (See instruction booklet.) M A’
8) How many hours per typical week are you currently involved in outpatient care in MA? hrs./wk. in MA.
b) How many hours per typical week are you currently involved in inpatient care in MA? hrs.Awk. in MA.

14, Principal Work Setting. g
a) What s your principal work setting? (See Tabie 6) &5_

Questlons 15 through 22 refer to the past four years only. Cheok elther YES or NO {not N/A) to each question. Provide detalls on Form 15A.
Refer to the insfruction booklet for additional information.
Yes  No

16. Has any pending or new medical malpractice claim been made against you (whether or not a lawsuit was filed in relation to the claim)?......
18. Have you been a defendant in any pending or new criminal proceeding other than a minor traffic OffaNSOT.....c.ovieeeee

17. Are any formal disciplinary charges pending or has any disciplinary action {as defined by Board regulations--See Instructions) been taken
against you by any governmental authority, hospital or other health care facility, or professional medical association (international, national,
SO Or I0CAIN ...t .. "

18. Has your privilege to possess, dispense or prescribe contralled substances been suspended, ravoked, denied, restricted, surrendered,
or have you been called before or been warned by this stale or any other jurlsdiction including a federal agency?............cco.cooovoe v

19. Have you withdrawn an application for a medical liconse or been denied a medical license for any reason?...........o..ooooovemvoooooooo
20. Have you had any mental illness which has impaired your ability to practice medicine or to function as a student of medicine?...................
21, Have you had an organic illness which has impaited your ability to practice medicine or to function as a student of medicine?................

22. Are you now, or have you been in the past four years, dependsnt upon alcohol or drugs?........vveeeee s

Pursuant to M.G.L. ¢.475, | will not charge to or collect from a Medlcare beneficlary more than the Medioare reasonable charge for my services,
Pursuant to M.G.L. ¢.62C sec.49A, | certify under the penalties of petjury that, to my best knowledge and bellef, | have filed any Massachusetts state
tax relurns and pald any Massachusetls state laxes, thal are required under law. NOTE: This applies even If you reside out-of-state or out of the
country,

I cortify that I will fulfill my obligation to report abuse or neglect of children pursuant to M.G.L. ¢.119 sec.51A.

I hereby certify under the penaltles of perjury that all Informatlon on this form and Form 154 Is true,

] e
Signature; % jﬁ}\ Date / (o /C?’:,,I ?/

vV




Commonwealth of Massachusetts Board of stration in Medicine

Ten West Street, 3rd Floor, Boston. A tts 02111
1988-1991 Physiclan Heglstmiioﬁ’m Page 10of 2 0 1 4 8 9 2
i = D PANRNS

Board Use Only: r /J\' il
Reglstration No. Status  Fee Renewal Date i f-
26760 1 $i50 07720789 [
L|s
JOEL B BETTIGOLE %
>
[
&
(h
._(_592 - ‘L‘Zﬁ'!
Important: e )

- Read the accompanyling instructions in thelr entirety before completing this form. Do not delegate this Important task to an empioyee, as faise statements on this
form can result in disclplinary action.

. Print legibly or type your answers.

« Answer ail non-optional quastions (front and back of form) compleately-It Is not adequate to state that the Board already has the Information.

- Sign the renewal appiication at the bottomn of page one and fill in the number of attached pages in the paragraph above the signature.

- Make a copy of this form and all attachments for your own records—you must give hospitals and other heaith care facllities coples for credentialing purposes.
« Enclose the $150 renewal fee by means of a certified check, money order or personal check made payable io the Commonwealth of Massachusetts,

1. 8) Name n_Asr:)_é’ ethig of-e (FIRST:) ’J;e;/ ) L3

1. b) Other Nama(s}, if any, that you were ever licensed under:
2. ) Addrass (Mailing):_

2. b) Address (Home):

2. ¢) Address (Business); p // /? 0/' .f(" atfe 5

e X, A= ¥ 57vog .
2. d) Telephone (Business): eo_a.___)i f j- ‘_‘Ii’z:ﬁ:Eﬂanltan 2.e) Telephone (Home) (Optional): (____ ) -
3. Date of Birth (MO/DA/YR): 4. Sex: MALE_¢_FEFALE 5. Soclal Security No, (Optional):

.8) Medical School Code (See Table 1):p Y cxy T 99899, write Name:

6. b) Year Graduatetjﬂ@ 6. o) Degree: M.D.g~ DO.__
6. d) Country: U.S. Canada___ Code If Other (See Tabie 2): — . 1ro99, write Name:;

7. Work Setting (Circle and indicate Percent(%) of Practice Time):

10 Hospital % 16 Private Offics gz % 20 Partnership/Group Practice %
25 Clinic % 30 Mental Health Canter % 35 Nursing Home %
40 HMO Facllity % 45 Educational Institution % 50 Medical Soclety %
55 Government Facility % 60 Flant/Commercial Setting % 99 Other %
8. Professional Activity (Circie and indicate Percent(%) of Professional Time): 8. b) Mass. Lic. Issue Date
10 Resident or Fellow % 20 Practice Involving Direct Patient Care  _f2p% (se0 your wall cenlificats)
30 Administrative Activities % 40 Medical Teaching % (MO/DA/YR):__/__ [ R
50 Medical Research % 98 Other %
9. Specialty Code (Sse Table 3):?66-__ Percent of Practice Time /¢4 %  Specialty Code: ______Percent of Practice Time: %
1 OS, specify:
10. 8} Are you American Specialty Board Certified? (Y/N) _Z 10. b) If YES, circle which Board(s):
Al Board of Allergy & Immunology NM" Board of Nuclear Medicine PS Board of Plastic Surgery
A Board of Anesthesiology @ Board of Obstetrics & Gynecology PM Board of Preventive Medicine
CRS  Board of Colen & Rectal Surgery Board of Ophthaimology PN Board of Psychiatry & Neurology
D Board of Dermatology 0s Board of Orthopedic Surgery R Board of Radlology
EM  Board ot Emergency Medicine or Board of Otolaryngology § Board of Surgery
FP Board of Family Practice PA Board of Pathology 8 Board of Thoracic Surgery
M Board of Internal Medicine PE Board of Pediatrics U Board of Urology
NS Board of Neurological Surgery PMR  Board of Physical Medicine & Rehabllitation
11. &) Hospitals at which you have cutrently effective privileges and other Health Care Facllities with which you are associated; Percent of Practice Time at each.
(See Tabis 4.)
Faciity Code: PF 7 4o % Faclity Code: __ % Facllity Code:
Facllity Code: __ % Facllity Code: % Facility Code: %
1996, writo Name(s);_ G evs’ Tem,, s o /Ko Ao, WP, a9
11. b) Additional Hospitals at which you previously held privileges and other Health Care Facilities with which You wera assoclated in the past 10 yaars.
(See Tabie 4.)
Faclity Code: 767 ¢ Facilty Code: _ _ _ FaclityCode: ___ __ FaclityCode: ___ _ Facility Code: _____

I 996, write Name(s): 57~

- . ATy _ A — /=
S ater, €A 7 <oy
" hareby cerllfy that If requesting INA E nalua. 1 will not prg:iﬁ'r%edm In Mnu(:h-uel:‘m.
Pursuant to M.G.L. 0475, | will not charge to ar collect from a Medlcare beneficlary more than the Medicare reasonable charge for my services,

Pursuant to M.G.L. c.82C sec.494, | certify under the penalties of Jury that, to my beat knowledge and ballef, | have filed an&Mnuohusmc state tax
relurns and pald any Massachusetts state taxes, that are req under law. Note: This applles even If you reside out-of-state or out of the country.

[ hereby certify under the penalties of perjury that all information on this |wm--mmmg_m_mgﬂ--u true.

— 97/'—2"?;%&

é‘ iV A4 a TSNS TOVaTSE 3RI8)

Dne:_é?_’ﬁ_d‘?



Massachusetis Board of Registration in Medicine 1989-1991 Renewal Application, Page 2 of 2

Fill in name and number. Physliclan Last Name: / éﬂt‘(‘,. jf..e. Reglistration No.2” ™% « %"~
T

12, a) Other States where you are now licensed 1o practice (Abbreviate): < A ﬂ_/;}/ Tx /L 4= __
12. b) States where you previously were licensed to practice (Abbreviate): €7~ [ R

-
13. | am applying 1o be registerad with the following status: ACTIVE INACTIVE if ACTIVE, answer questions 14. a) through c).
REYNS v 9 — X F N ACTRE answer quastion 14. B) only. )

14, a) | have completed my C.M.E. requirements in the two years ending on the renewal date as follows: (Fill in # of hours or type of residency, or check waiver.)
Category I _~ rs., Category Il: ig Hrs., (Risk-Management: hrs);  Resldency Program in: i
Waiver Requested___ (You must fill out a separate Waiver Form.)

14. b} My medical malpractice insurance is covered by INSURANCE CAﬂHIER_A LETTER OF CREDIT___. If applicabie, check one and identlfy the name.
insurer: a1 &AL AN Institution Issuing Letter of Credit:
Alternatively, Indicete as follows: 1am regfswrlng with ACTIVE status, but | am not covered by medical malpractice insurance becausa | am (Check ane)
NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE___ OTHERWISE EXEMPTED___ (State how)

14. ¢) Percent of Practice Time in Massachusetts: CE %

Questions 15 through 17 refar to the past four years only. Check either YES or NO (not N/A) to gach question. Provide detalis on Form 15A, aﬁ&ched.v
(]

=
=]

15. Has any pending or new medical malpractice claim been made agalnst you (whether or not a lawsuit was fited in relation to the claim)? ...
16. Have you been a defendant in any pending or new criminal proceeding other than a MINGT trAffic OMMBNBAT. ..iciv v irrrnarsmt s s

17. Are any formal disciplinary charges pending or has any diwwin”tyh action (as defined by Board regulations--See Instructions been taken
agalns;l you by ar}y gcmernman al autharity, hospital o other health care facility, or proféssional medical association (international,
national, state or a7 ... s

It you answerad "YES' to question 15, 16, or 17 provide detalls on Form 15A, attached.

LR ELE L]

e * " i : WR Rk

Questions 18 through 24 refer fc the past four years only. Check either YES or NO (not N/A) to each question. Provide detalls In the next section. Yes No

18. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied, restricted, surrendered, or i
have you been called before or been warned by this state or any other jurisdiction Including a federal agency'f

18, Have you withdrawn &n application for a medical license or been denied a medical license for any MBASONT. ... s
20. Have you had any mental iliness which has impalred your ability to practice medicine or to funetion as a student of medicine? ...
21. Have you had an organic illness which has impaired your ability to practice medicine or to function as a student of medicing?...........cuwnn
22 Are you now, or have you besn in the past, dependent upon AICONOT OF BrUGET..... v i s
23. Have you, for any reason, lost American Speclalty Board COAIMICALIONT. ... sevssvereeseessasesresasseesass st oS8 oEs B4R S 2R bbb
24. Have you been denied recentification by one or more specialty boards? /f YES, list Board(s):



DIVISION OF REGISTRATION
ROOM 1520 — 100 CAMBRIDGE STREET

BOSTON, MASSACHUSETTS 02202
RENEWAL APPLICATION

BOARD OF REGISTRATION

IMPORTANT — READ, COMPLETE AND SIGN —

PURSUANT TO M.G.L. C.B2C, S.49A, | CERTIFY
UNDER THE PENALTIES OF PERJURY THAT I, TO MY
BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL. ATTEST
STATE TAX RETURNS AND PAID ALL STATE TAXES
REQUIRED UNDER LAW

MY SIGNATURE ON THIS RENEWAL
APPLICATION INDICATES THAT I
UNDER THE PAINS AND
PENALTIES OF PERJURY TO THE

IN MEDICINE soC sec ) i COMPLETION OF CUNTINUING
aae ) J EDUCATION REQUIREMENTS IN
AS A REGISTERED OU MUST SIGN BELOW COMPLIANCE WITH THE BOARD'S
PHYSICIAN % - STATUTES AND/OR RULES AND
o X-_ l:F'|.|C..M~|r'ssm‘;?;:;f’Jz REGULATIONS-
LICENSE NUMBER
TODE TYPE HEGISTHATION NG. pA?‘IYOLw'? ] FEE [:;:,E Tf _?,EARENE"::D LATE FEE
PLEASE USE THE ENCLOSED RETURN ENVELOPE
MD 26760 100.00 [100.00|01 (1584 (noul THIS APPLICATION MUST BE SIGNED AND
_ RETURNED WITH A CERTIFIED CHECK OR
55 PLEASE Pnc'g‘!me!suagl%gj ADDRESS Q MONEY ORDER — PAYABLE TO:
[a]
s JOEL B BETTIGOLE —_— COMM. OF MASS.
oz : i P.0. BOX 6
8;1 S S BOSTON, MASS, 02297
<
85 5 UNCERTIFIED PERSONAL CHECKSIBUS!NESS

CHECKS WILL NOT BE ACGEPTED
3500600267609 011584 10000000009



*

i. Principa: Speaaltypesy * !._? i -l ; 9’_|o {
3 Home Address ) o 4. Primary work addtnss: 7&, 5 &, /‘74.:-.14&%;3‘@/
' ‘ Plesarx, p = Fsona.

h. Stales other than Massachusetis e wiach you e licensed 1o practice: /A\Z-

i ; 2. Principal work setting:

Yes NO)
1] I = e
6 Hlas o pudameani bean selurned agiiest you o a mmalpractice sl simce 1/15/827 .
i
I Have you ever bren convicted of any commal oflense other than minor tfrafhic oifenses? ]

8. Has any ibsaphoary action been taken against you in (is staie or any other?
7

9. Has your privilege o possess, dispense or prescribe conleolled subsiances ever been suspended or revoked !
in thie state or any otbe; 2 L

oSt eeemcivaSGl smewes Sese ew SR AFRGEGHIEE S s <

10. 1 have compreted my C M (equirements ctween 118782 4 1715/84 as {ollows: * IO ZF

FHEFEBY 0 By GHOD T TENAL TY 00 BTy CHAT Trt ABOVE INFORMA LHON 15 TRUL. - e PP - ? o B e P
, o : &l ATURY
OE U sy Gl g (YOU MUST ALSO SIGN THF FRONY OF THIS GARDY



JOARD OF REGISTRATION IN MEDICINE IMPORTANT — READ, COMPLETE AND SIGN — SEE REVERSE SIDE 1
ROOM 1507 — 100 CAMBRIDGE STREET PURSUANT TO MG L. c 82C, § 49A, | CERTIFY
BOSTON MASSACHUSETTS 02202 UNDER THE PENALTIES OF PERJURY THAT I, TO MY YOU ARE REQUIRED TO COMPLETE TH@ETIONS
REN‘EWAL APPLICATION BEST KNOWLER?E AND BELIEF, HAVE FILED ALL ON THE REVERSE SIDE OF THIS APPLICATION. (SEE
1986-1988 2{&[;?323‘&95,? fﬁﬁND PAID ALL STATE TAXES THE ENCLOSED INSTRUCTIONS FOR DETAILS.)
soc sec | % 3 L | IF YOU ANSWERED “YES" TO ANY OF THESE QUES-
(o]
DR fiona TIONS, YOU MUST GHECK THIS BOX:
YOU MUST SIGN BELOW
X L
V7 AV AT S —— PLEASE USETHE ENCLOSED RETURN ENVELOPE
THIS APPLICATION MUST BE SIGNED AND
LICENSE NUMBER PAY THIS FEE UATF TOBERENEWED | | re coe NOTE! RETURNED WITH A $100 PAYMENT. A
CODE TYPE NEGISTRATION NGO AMOUNT MO | DA ] vA GEETE[EFIED CHEEHK (())H MOP&EY OEQEERIE
PREFERRED. SONAL CHEC
MD 26760 100.00 |100.00]/ 01 15] 86 ACCEPTABLE.
PLEASE PRINT ANY NAME OR ADDRESS FAYABLE TO:
COMMONWEALTH OF MASSACHUSETTS
P.O.BOX 6

) CHANGES BELOW
JOEL B BETTIGOLE 7@7
P £

\ M/

DC NOT WRITE BELOW THIS LINE

3500600267609 011586 10000000004

BOSTON, MASSACHUSETTS 02297

DO NOT FOLD OR
STAPLE THIS FORM



Print Name. UC-‘G'—( g gﬂﬂ '5 C”{fﬁ.«. ""7’(/’ —— R T Date of Birth. N
Medical School {O\ { ‘UCV_V!?/ m"’/" cg/ Ce, /P?Q Date of Graduation: _ P lie é/./é‘ﬂ
ose

You must read the mstiuctions ang d with this form to answor queslions 1-12

1. Principal Specially(1s): Aﬁnml_ﬁm.bﬁaj_%ﬁz’ 2. Principal work setting _y/?:? ﬁ . .
3. Home address MQL 4. Principal business address. zﬁgl_aa&j:«:fﬁ__a#_
i ; o B t_i/b_z&_m TR

i'_"L’l : MR |—.]'.'

-
5. List all hospitals at which you have currently effoctive privilegos s <o C /

6. States olher than Massachusetts in which you are hicensed 1o practice. /; YV{ZT Cheg vesy pmmme g gmev ceman
VES NO

7. Have you boen a defendant in any malpractice suit commenced sinca 10/1/837

8. Have you bean a delendant in any criminal proceeding other than minor traffic offensos commencod since 10/1/837

9. Has any d;sc|phnary achion been taken against you in the last len years, by any governmental authorily, by any hosptital or health caro facility, or by any
professional medical association (international, national, state or local)?

10. Has your privilege 10 possess, dispensa or prescribe controlled substances ever been suspended or revoked in this state or any olher?

"
11. Ihave completed my C M £ requintients betwaen 1/15/84 & 1/15/86 as follows: /‘)'C{RT e )(l lg mg[(f (J) gﬁ&ﬁawz _7}

12. | am an active S nactive X practifioner (Check one) > _TZ—
I HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT THE ABOVE INFORMATION 1S TRUE ___ ﬁzfﬂ( L
{YOU MUST ALSO SIGN THE FRONT OF THIS CARD) SIENATURE




IRARD OF REGISTRATION IN.MEDICINE $5TJHEF‘{EH|§EEQSJ|DI§ED TO COMPLETE THE QUES
TEN WEST STREET $0C. SEC. k L
: & - ONS BE ON THE REVERSE SIDE OF THIS
BOSTON, MASSACHUSETTS 02111 SETaRAL L 11 | [ A [L [ | éb‘TzC&Jﬁ%HE:E%E NTH']‘E ENCLOSED INSTRUG-
i Yy Gy N
RENEWAL APPLICATION ! e IF YOU ANSWERED “YES” TO QUESTIONS 15
1987-1988 THAROUGH 24, YOU MUST CHECK THIS BOX: E@
PE

PLEASE USE THE ENCLOSED RETURN ENV|

LICENSE NUMBER PAY THIS DATE TC BE RENEWED
FEE LATE FEE THIE APPLICATION MUST BE SIGNED
CODE TVPE REGISTAATION NO. AMOUNT Mo | DA | vA NOTE! AND RETURNED WITH A $100 PAY-
MENT. ACERTIFIED CHECK OR MONEY

MD 0 26760 $100 100 07| 20| 87 ORDER IS PREFERRED. PERSONAL

CHECKS ARE ACCEPTABLE.
= PAYABLE TO:
- ; COMMONWEALTH OF
MASSACHUSETTS
TEN WEST STREET, 2nd FLOOR
’ , N A BOSTON, MASSACHUSETTS 02111

I O |

v Y, b i PLEASE PRINT ANY NAME OR ADDRESS

P 2 CHANGES BELOW
e : /

JOEL B BETTIGOLE “r, “}

YOU MUST READ THE INSTHU?NS&NCLOSEO WITH THIS FORM TO ANSWER QUEBTIONB 1-26.

1. Print Name: do e E1T 1 g9ple - 2. Dateof Blth: — - -
3. Medical School: L/ =>4 /ore o1 [E] pox [] checkone.
4. Country where Medical School located: . Uj/ﬂﬂ 6. Date of Graduation: (7'6/\’\-2 (Peo
8. American Speciaity Board Canlﬂed? m Check if yes.)

Which Boards?
7. Principal Speclalty(les): 0 i = C"'?'N 8. Principal work setting: JI?‘ Mmoo
9. Home address: g]ﬂn g xS < écw(/{ 10. Principal business address: i

= TUR D flowe, TX Zre2sT

1. List all hosplials at which you have currantly effective privilgges: VAL L = I p i LS. TX

12. List all hospitals at which you have held privileges in the past 20 years: & Ards L Coy [ty
13. States other than Massachusetts in which you are presently licensed to practice: A’ =z TX

[4

14. List any other states where you were previously licensed to practice: 4'?

15. Has any medical malpractice claim been made against you in the |ast 18n years (whether or not a fawsult was filed In relation to the claim)?

18. Have you, at any time, been a defendant in any criminal proceseding othar than minor traffic offenses?
17. Are any formal dlsclplinary chargea pending or has any disciplinary aotion been taken againat you in the last fen years, by any governmental

authority, by any hospital or health cars facllity, or by any professlonal medical associatlon (international, national, state or local)? -
8. Has your privilege ta possess, dlspensa or prescribe controlied aubatances ever been suspended, revoked, denled, restricted, surrendered, 2

or have you besn called before or warned by this state or any other jurisdiction including a fedaral agency, at any time?

18. Have you aver withdrawn an application for medical licensure or been danled & medical licanse for any reason?

20. Have you ever had any mental lliness which has impalired your abllity to practice medicine or to function a8 a student of medicine?

21. Have you ever had an organic |liness which has impaired your abllity to practice medicine or 1o function as a student of medicine?

22, Are you now, or have you been in the past, dependent upon alcohol or drugs?

23. Have you ever, for any reason, loat Amerlcan Specialty Board Certlfication?

24. Have you been denled recertification by one or more speciaity boards?
if yes, which one(s)?

26. | have completed my C.M.E. requiremants In the two years ending on the renewal date as follows: M‘ T ;/( @l‘r ;I,RJ{

26. | am an active m Inactive D practitioner. (Check One.)

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

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

PURSUANT TO M.G.L. 0. 82C $ 49A | CERTIFY UNDER THE PENALTIES OF PERJURY THAT |, TO MY BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL STATE TAX
RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU BESIDE ~OF-8TATE OR OUT OF THE COUNTRY,

{) SIGNATURE

DATE: IA? 8’“7

(See Reverse Bide)



Commonwealth of Massachusetts Board of Registration in Medicine ‘ﬁ !L{
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

——

Registration No. Status Fee Renewal Date  Late Fee
26760 INACTIVES?S0%0 09/20/95 $25.00 Cortection of Milling Address .
Malling Address: Address (Mailing): TN L P
J0mt:-B BETTIGOLE, M.D. / MR :
3143 NORTH 32ND STREET City/Town: e ,
PHOENIX, AZ 85018 zt:w:w L [ 1999 i
unry:

o . i

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

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

* Add late fee if necessary.

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

» Ses instructions on detachable coupon a1 bottom of this page.

e, i
DR S——

|
Pre-Printed Information Corrections of Pre-Prlutqmwm, TION

1. Cther name(s), if any, under which you were licensed;
Name: e
2. Home Address: | A .
City/Town: o ——
State: —_ Zip: PR
Country:
3. Date of Birth: . Sex: i Date of Birth (M/D/Y):  —tomele Sex M/F)t g
Lic, Issue Date: /] 7 S5#: Lic. Issue Date MD/Y): L L. SS#
] Busi Home: _ Business: ()
(602)533-0446 Full Name of Medical School:
4. Name of Medical School:
Albany Medical College of Union
University Year Graduated: Degree (MD/DO):
Year Graduated: 6 0 Degree: MD

AZ

5. 8) Other states where you are now licensed to practice (Abbr): NV

b) States where you previously were licensed to practice (Abbr): v (= S l @- ———
6. Specialty Code(s) (See Table 1): | =] Hours per Week in Mass.
Code  Hours per Week in Mass. e ea— ——

If OS, print specialty:

GYN O Gynecology

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

Code: 0@ Code: Code: Code:
8. Drug license number(s), if any: a) Federal (DEA) - Federal (DEA):
b) Massachusetts Mass:
9. Activity Status: I am applying to be registered with the following status: ACTIVE ___ INACTIVE _¥~°

* Thereby certify that If requesting Inactive status, I will not practice medicine, Including writing prescriptions, in Massachusetts.



PRINT NAME AND NUMBER:  hysican LostName: _{J@7:G c/¢ S (Y A

10. a) Current health care facility(ics) at which you have completed the credentialing process for the provision ol patient care. Supply the
codes from Table 3 and place a check mark next to those facilities where you have admitting privileges (AP).
Facility Code: e e / — o (AP)  Facility Code: . . . / —— (AP) Facility Code: e e/ o (AP)

FacilityCode: __ ./ — (AP} FacilityCode: . —_ / — (AP) Facility Code: —— —_ __ /| __(AP)
If 999, print name(s):

b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 3) )
Facility Code: —— . __ Facility Code: —_ . Facility Code: __ . — Facility Code: . — Facility Code: ___ __ __
If 999, write name(s): _MMH%‘M&A@M&/ Con b 5

11. My medical malpractice insurance is covered by (a) Insurance Carrier L= (b) Letier of Credit
List Insurer: Gec v by Tvos) .7

. 4 = -
Alternatively, indicate as follows; 1 am registering with ACTIVE status, but I am not red by medical malpractice insurance because [ am

If applicable, check one.

(Check One): (i) Not involved in direct/indirect patient care in Massachusetts: Y (ii) Otherwise exempt:
State how otherwise exempt:
12. Are you currently in a post:graduate training program in Mass. as & resident or clinical fellow? Yes _ No .__ (Check one)

13. a) What is your principal work setting? (See Tabled) ____
b) Care of patients in Massachusetts (See instruction booklet.)
i) How many hours per typical weck are you currently involved in ouspatient care in Mass? ~ —— hrs/wk
ii) How many hours per typical week are you currently involved in inpatient care in Mass? —  hrs/wk
c) Approximately what percentage of your patient care hours are in primary care?
(See instructions for definition of primary care.) o,
Questions 14 through 24 refer to the past two years only Check either YES or NO ('NOT NIA) to each quest:on Provide details on
Forms R-1 and R-2 for all YES answers. Re ;

| IN THE PAST TWO YEARS: | XES NO

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

15. CLAIMS RESOLVED: Has any medical malpractice claim agamst you been settled, adJudlcath or otherwise resolved,
whether or not a lawsuit was filed in relation to the claim? ............. B R AL s MmN S e R O AR

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency 10 practice med.xcme. or your pro-
! fessional conduct in the practrce of medicine, been filed agumst you by a pmcnt, or been settled, ad Jud:cated or otherwise

resolved? ...ocrernineins ertene s et ans e asanesFaid s s sassons A Tl s eaE R RS R A SRR A s sen

17. Have you been oharged wuh any criminal offense. other than a minor trafﬁc vmlauon’? ..............

18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
govemmental authority, heglth care facility, group practice or profe.sswnal society or association? ... il

19. Has your privilege to possess, dispense or prescnbe controlled substances been surrendered to or suspended revoked. demed
or restricted by any state or federal agency? .......... . SO SO

20. Have you withdrawn an application for a medical license or be:m denied a medical l1cense for any reascm? ...............................

21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restri¢ted, limited or terminated your insurance coverage in response to an inqui:y by 2 professiunal
liability insurance provider? ... ”

22. Have you been diagnosed with or do you have a medlcal oondmon wluch hm)ls or impairs your B.bl].lty to practice me.dlcme9 ;

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

24. Have you volunmrﬂy modified or otherwise limited your scope of practice of medicine for any reason other than a medical
condition? .. R APPSR A

25, I have completed my CME Tequirements in zhe 1wo years precedmg my renewal dﬂ.le Yes ———— No, waiver requested
No, training program exemption (see instruction booklet).
If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.

i * Pursnant to G.L. c. 112, sec 2, I will not charge to or collect from 2 Medicare beneficiary more than the Medicare reasonahle charges.

* Pursuant to G.L. ¢. 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
I have filed all Massachusetts state tax returns and pald all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States.
« Pursuant to G.L. ¢, 112, sec. 1A, I hereby certify that I will fulfili my obligation to report abuse or neglect of children as required by
G.L.c. 119, sec. S1A.

« I hereby certlfy wPenaltles of perjury that all iInformation on this form and Forms R-1 and R-2 is true.
i’ : B ‘? e —
Signature: \ 3 z ’CIF-/L’% Date: 2 [ £ 2 5




REFORN 1507 — 100 CAMBRIDGE STREET
’BOSTON. MASSACHUSETTS 02202
RENEWAL APPLICATION
) 1886-1988 -,

PURSUANT TO M.G.L. c. &G,
UNDER THE PENALTIES OF PER
BEST KNOWLEDGE AND

434, | CERTIFY
U!iYTHA‘I’I.TDW
WVE FILED ALL

[ BELJEF, HA
STATE TAX RETURNS AND PAID ALL STATE TAXES
REQUIRED UNDER LAW.

‘SOC. SEC.
NO.

OPTIONAL §
, YOU MUIST SIGN BELOW
R P Spe—— ]

PAY THIS
AMOUNT

FEE

-DATE 70 BE RENEWED LATE FEE

100.00.

100.00

™o ]
1) §

oa
15

—

86

OR ADDBESS

DO NOT WRITE BELOW THIS.

SEE REVERSE SIDE
YOU ARE REQUIRED TO COMPLETE QUESTIONS
ON THE REVERSE SIDE OF THIS . (SEE

THE ENCLOSED INSTRUCTIONS FOR DETAILS.)
iF YOU ANSWERED “YES™ TO ANY OF THESE QUES-
TIONS, YOU MUST cHECK Thrs Bax: [J

PLEASE USE THE ENCLOSED RETURN ENVELOPE
THIS APPLICATION MUST BE SIGNED AND

NOTE! RETURNED WiTH A $100 PAYMENT. A
IFIED CHECK OR MONEY ORDER 15

PREFERRED. PERSONAL CHECKS ARE
£, ACCEFTABLE.

PAYABLE TO: #
COMMONWEALTH OF MASSACHUSETTS
P.O.BOX &
BOSTON, MASSACHUSETTS 02297

3500600267609 011586 10000000004




2 Homeaddress: S%e 29 No &~

TImoTog §

BUBE-2E4 1636 618 oS
ToBEE— e e
& List sl hospitals at which you have cumently P x 22crinl

8. States other than Massschusetis in which you are licsnsed o practios: m

7. Hawe you been a dek mmmmmmmnmm

8. Have you been a dafe t In any criminal p ,mmmmmmm1mm : g

lmwmmimmmwmmhnmmmwnywm.bym or health care
medical associatlon. mw.~... A e i : ppiro et b

18. Has your privilege 1o disp or pres b @vor been ¢>rruv«:ﬁm:linImutlie:?u'u'l',r'm‘I"MTI :

11, 1 have my C.M.E. requi 1/15/84 & 1/18/86 as foliows: LTS~ 290 B R

mlmmm__mm_Lm.(Mmj g
|Hmsvmnuuommmwwmvmmms@ommmmm IS TRUE.

ﬁwmmmmwmm;

]




Commonwealth of Massachusetts Board of Registration in Medicine

Ten West Street, 3rd Floor, Boston, Massachusetts 02111

1995-1997 Physician Registration Rene

wal Application

HIY

e

Registration No. Status Fee Renewal Date Late Fee

—26760 ___INACTIVES?0® 07/20/95 %2500

——

Malling Address:
JaNt-:B -BBTTIGOLE, M.D., /
3143 NORTH 32ND STREET
PHOENIX, AZ 85018

Cori’ectlonjbf-’Mﬂlu;g Address .
Address (Mailing): TE I A
City/Town: ‘;f ki T
State: Lty JUL = 790 o
Country: — i

e

e —

Directions: Before proceeding, please read the instruction booklet. Some questions are optional.
« Fallure to renew in a timely manner will cause your license to lapse and may affect your

ability to practice medicine In the Commonwealth. (See enclosed letter).

+ Add late fee if necessary.

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

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

1]

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

2. Home Address-

3. Date of Birth: Sex: i
Lic, Issue Date: / / SSi:
Home Phone Business Phone
(602)533-0446

4. Name of Medical School:
Albany Medical College of Union
University
Year Graduated: 6 0 Degree: MD

5. a) Other states where you are now licensed to practice (Abbr): NV
b) States where you previously were licensed to practice (Abbr); cT

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

GYN 0 Gynecology

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

Code: G Code:

8. Drug license number(s), if any: a) Pederal (DEA)
b) Massachusetts

Name: —
Address: s

City/Town: ——y e e |
State: — Zip: ——
Country:

Date of Birth M/DfY): —Lef . Sex(M/F)i o

Lic, Issue Date M/D/Y): __/ /. SS#:
Home: . Business: ()
Full Name of Medical School:
Year Graduated: Degree (MD/DO):
CA Lo TX LK
Code Hours per Week in Mass.

O Seem—— S—

If OS, print specialty:

Code:

Code:

Federal (DEA):

Mass:

9. Activity Status: 1 am applying to be registered with the following stas: ACTIVE ____. INACTIVE _(
* [ herehy certify that If requesting Inactive status, I will not practice medicine, Including writing prescriptions, In Massachusetts.



PRINT NAME AND NUMBER: Physician Last Name: ﬁe i ‘.é e /*(’ Registration Number: Q@ 76‘(/ G

10. a) Current health care facility(ies) a1 which you have completed the credentialing process for the provision of patient care. Supply the
codes from Table 3 and place a cheek mark next 1o those facilities where you have admitting privileges (AP).
Facility Code: __ . . / __(AP)  Facility Code: ./ —_ (AP) Facility Code: e e e /| (AP)

Facility Code: ./ __(AP) FaciliyCode: /| _ (AP) Facility Code: - ______ /| __(AP)

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

(See Table 3)
Facility Code: - . __ Facility Code —— — o Facility Code: _ . Facility Code; e —_ Facility Code: ——_ ___ ___
1 999, wrile name(s): > < bra ) 1R e

11. My medical malpractice insurance is covered by (a) Insurance Carrier L= (b) Letter of Credit ___ If applicable, check one.
List Insurer: 2.€c.&x 3 f‘,y' Luss? .1
Alternatively, indicate as Jollows; 1 am registering with ACTIVE staws, but I am not red by medical malpractice insurance because [ am
(Check One): (i) Not involved in direct/indirect patient care in Massachusetts: / 5 (ii) Otherwise exemp:
State how otherwise exempt:
12. Are you currently in a postigraduate training program in Mass. as a resident or clinical fellow? Yes ___ No .__ (Check one)

13. a) What is your principal work setting? (See Tabled) ___ ___
b) Care of patients in Massachusetis (See instruction booklet.)
i) How many hours per typical week are you currently involved inaurpaxient care in Mass?  —— hrs/wk
ii) How many hours p§r typical week are you currently involved in inpatient care in Mass? — hrsfwk
c) Approximately what percentage of your patient care hours are in primary care?
(See instructions for definition of primary care.) o,
Questions 14 through 24 refer to the past two yea rs only Check either YES or NO (NOT NIA) to each question. Provide details on
Forms R-1 and R-2 for all YES answers. Re 3

| IN THE PAST TWO YEARS: | XES XNO
14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been ﬁnally settled or :
adjudicated, whether or not a lawsuit was filed in relation to the claim? ............... bbb b e sr s
15. CLAIMS RESOLVED: Has any medicel malpractice claim agamst you been settled, ad;udxcamd or otherwise resolved,
whether or not a lawsuit was filed in relation to the claim? .............. G R RS
16. Has any lawsuit, other than a medical malpractice suit, which is relatad Lo your competency o pracuce medicine, or your pro-
fessional conduct in the pmcnoe of medicine, been filed agunsr you by a patient, or been settled, ad Judma:ed or otherwise
resolved? ...oocreenniens S U S R R R
17. Have you been charged wxr.h any crumnal offense, other than a minor trafﬁc violation?..........cocens
18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of prncuce of any
govemnmental authority, health care facility, group practice or professwna] SOCIELY OF @SSOCIAUONT ..vvucurrcioraesserseerasmeseriessnrsine
19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended revoked. denied
or restricted by any state or federal AZENCYY .......cccccorerveremnninessreneiserese e essesssrsessneenens
20. Have you withdrawn an application for a medical license or been de.med a medical license for any reason? ...............................
21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restri¢ted, limited or terminated your insurance coverage in response to an inquiry bya professional
liability insurance provider? ................. N R =
22. Have you been diagnosed w:t.h or do you haVe a medical l:onchuon wluch hrmls or impairs your a‘mhty to practice medxcme" .

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

24, Have you volunmrily modified or otherwise limited your scope of prar.:u'ce of medicine for any reason other than a medical
condiion? ........ien. SRR

25. I have completed my CME reqmremems in Lhe two years precedmg my rencwal dale Yes No, waiver requested
No, training program exemiption (see instruction booklet).
If requesting 2 waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.

» Pursuant to G.L. c. 112, eiec. 2, T will not charge to or collect from a Medicare beneficiary more than the Medicare reasonahle charges.

* Pursvant to G.L. ¢, 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and bellef,
T'have filed all Massachusetts state tax returns and pald all Massachusetts state taxes that are required under law. NOTE: This applles
even If you reside out-of-state or out of the United States.
* Porsuant to G.L. c. 112, sec. 1A, I hereby certify that I will fulfill my obligation to report abuse or neglect of children as required hy
G.L, c. 119, sec. 51A.

« I hereby certlfy under thé pains and penalties of perjury that all Information on this form and Forms R-1 and R-2 is true.
i ?
; v . -
Signature: N 5 Z Af/—/("’%. Date: ‘ [ L] E ]
7




TION IN MEDICINE mm-mmmm— SEE REVERSE SIDE
100 CAMBRIDGE STREET PURSUANT TO M.G.L. c. YOU ARE REQUIRED TO COMPLETE QUESTIONS

g 62C, | CERTIFY

UMDER THE PENAL TIES OF PERIUBY THAT | 20 sty

ON, "‘ﬁ‘_s"‘c”m SEST KN AND BELIEF. HAVE FILE_}J? ALL ON THE REVERSE SIDE OF THIS APPLICKTION. (SEE
 RENEW 'gas_‘u :mt' : PEGUIRED UNDER Law. 0 TAD AL STATE TAXES 1 o1 062D INSTRUCTIONS FOR DETAILS)

soc e ) IF YOU ANSWERED “YES" TO ANY OF THESE QUES-

TIONS, YOU MUST CHECK THIS BOX: w_

o \,UU_M};ST.'&GNBELDW
X N srdoms s PLEASE USE THE ENCLOSED RETURN ENVELOPE

THIS APPLICATION MUST BE SIGNED AnD
NOTE! RETURNED WiTH A $100 PAYMENT.

CHECK OR MONEY BER'IS
100.00 100.00 o1 15 86 Q mFEﬂ‘SONAL CHECKS ARE

PLEASE PRINT ANY NAME OR ADDBESS PAYAIE TO:
CHANGES BELOW

) COMMONWEALTH OF MASSACHUSETTS
] P.0.BOX €
% BOSTON, MASSACHUSETTS 02297
_Wh‘# WRITE BELOW THHS

3500600267609 011586 10000000004

PAY THIS . ‘FEE DATE TO BE RENEWED LATE FEE




f\ﬁn._fé

3¢ 818 pou
i 1636 6ig ko

& Listall hospitals at which you have ly priviieges _IZzn'..ho

&MmmﬂmmlnmmmmEWbm .A:.m:aga__

T. Have you been a dek W in any mai sult lﬁmlmﬂm

. Have you been a in any crimis di mmmmmmm1mm
amwmulmmmm-wmmm

st
e Mr-mwwmwm

18. Has your privilege 10 di or

1. | have eompletad my C.M.E.

12 lemanactive . Inactive
| HEREBY CERTIFY UND&H THE PENALTY

practitioner. (Chack onaj :
DFPEULMWTTHEABD\EINPOMATIONOSTRLE.

mmmmmmqmm&m




