Commonwealth of Massachusetts Board of Registration ig)
Ten West Street, 3rd Floor, Boston, MA 02118 {617) 727-3088
hitp:/fwww.massmedboard.org

g Physacnan Registration Renewal Appllcatlon
Before proceeding, please read the instruction booklet. Copy this forin and all attachments for ymr ow n:ecnrgg you will
need coples for credentialing and other purposes. This completed renewal form with attachments s tbe | LTS
preen envelope f weeky before your rencwal date. ﬂtwﬁ\’e?m I'G v P \/

* Remit $250.00 for renewul fee. + Return renewal application in GREEN envelope.

* Add fate fee of $25.00, if necessary. + Enclose check with coupon in BLUE envelope.
Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required

1. Current Status: 4 cqive Repistration No. g5 Renewal Date: ) memi0)
If you want 1o change your curvent status, please check gne of the following boxes to indicate your pew status: {Check onjy one)
[ Acnive [ Retiring  (see instructions) [1 Insctive (see instructions) ] Do not wish 10 renew
. . . Plea k ctions (tvpe or prim
2. Cther Name(s), if any, under which you were licensed: case make corrections (type o print)
: Other Name(s):
3 A) Mailing/Business Address: N\ [ Mailing Address.

ALAIN LESTER CAMPBELL CinvTown: State:

9 BOSTON STREET N -

SUITE 9 ’ ﬁp Country:

LYNN. MA (1904-0000 A

: Business Address: . o
B) Home Address City/Town: State:
Zip: Country:
Busincss Telephone: (F¥ 1 ) S G2~ 000
- Honie Address:
- City/Town:  _ _  _ _  Swe
‘ Zip: Couniry: _ -
Home Phone: Tlome Telephone: ' ’
Business Phone: PLLEASE NOTE: No P.O. Box addresses for home or
business addresses,
— - 7. Current American Board of Medical Specialties Cerntification {See Table 2)
4. a) Date of Binth: b) Sex: M oEode: Code:

) 854
‘ §. Drug lLicense Numbers, if any:
a) Federal (DEA):

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

b} Yt[:‘gl’ BPJ&&HIE’&“"" F ‘"‘“ky “fM"ﬂé"g'fEe M.D 9. a) Other states where you are now licensed to practice (Abbr.)
6. Specialty Code(s) (See Table 1) - - - -
Codeis) Hours per Week in Mass. }7Pg) b} States where vou were previously licensed (Abbr.)
oBGg o Obstetrics and Gynecology T T - - T

{1

10, Current health care fucilities 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 1o those health care facilities where you have admituny privileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility).

Facility Codc: 5 BF / «~ (AP} _{¢D % Facility Cade: 5 3 &/« (AP) /@_% Faciliy Code: _ /_ (AP) _ %
Facility Code: /7 (AP) % lacility Code:_ ¢ (AP)_ % PFacilty Code:_____ / (AP) B
[£999, pint vame(s): 0 o— — 1




LICENSE NUMBER: IUW'T"!/

PRINI YUUK LAD L (NAME: A 11 1wl WL Y o
PR e ,‘_.-“}-\ rﬁ:

RS 'S,%a Puy )

. A . N i .

L4 My thédi aﬁrﬁrp%icdﬁ)ce insurance is covered by a) B/Insurance Carrier b)) [] Letter of Credit * - _—
Name of Insurer: &0 M UTOAC # (-RjO22 Alternatively, indicate as follows: .

I am registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a) [J Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt

Please explain exemption:
12. Are you currently in 2 posi-graduate training program in Massachusetts as a resident or clinical fellow? {check one) ] Yes [BNo

13. A. What is your principal work setting? (See Table d) _/ __é:_
B. Care of patients in Massachusetts (see instruction booklet).
1} Average weekly hours invelved in: a) outpatient care =% hrs/wk  b) inpatient care __ S hrsiwk
2) What is the approximate percentage of your patient care hours in primary care? ____é:__ %
PART A — QUESTIONS REFER ONLY TO THE PAST TWO ( 2} YEARS

uestions 14 throw 2 h st two (2} years only. Check er YES or NO (NOT N/A) to each question. Provide
YES answers except for question 22, Refer to the instruction booklet for additional i i n

details on Form R for al) YES s p questio R tional information and
definitipns. You must answer ALL questions, or this form will be returned to you and your license renewal may be delaved,

YES No

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

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

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

otherwise resolved?
I7. Have you been charged with any criminal offense, other than a minor traffic violation? |
18. Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, health care facility, group practice or professional society or association?

19. Has your privilege to possess, dispense or prescribe controlled substances been suspeaded, revaked, denied,

restricted by, or surrendered to any state or federal agency?
20. Have you withdrawn an application for a medical license or been denicd a medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, torminated -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 1o an inquiry by a

professional liability insurance provider?
22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? (& VYes [J No
[] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [0 CME exemption
See Instructions for CME requirements. Do not submit decumentation of your CMEs with your renewal application.
Pursuantto G.L. ¢ 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

Pursuant to G.L. ¢. §2C, § 494, to the best of my knowledge and belief, I have filed all Massachusetts state tax retorns and paid all
Massachusetts state taxes that are required under Jaw. NOTE: This applles even if you reside out-of-state or out of the United States.

*  Pursuantto G.L ¢. 62C, § 47A, to the best of my knowledge and belicf, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Chitd Support,
*  Pursuant to G.L. ¢ 112, § 1.4, T will fulfill my obligation to report abuse or neglect of children as required by G.1. ¢. 119, § 51A.

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

78 pae: 0¥ _1/9 1

Signature:

r4

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

2



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

Physician Registration Renewal Applieation,

Before proceeding, please read the instruction booklet.

* Remit $250.00 for renewal fee, * Return renewal application in ORER
* Add late fee of $25.00, if necessary. * Enclose check with couponin BEW
Registration No.; 60491 Renewal Date: 04/28/1999 | cyment Staus: Active /Af—ﬂ e
If you want to change your current status, please indicate below: (Check one).
7] Active [ Retiring (ses instructions) [ nactive {sec below *) [ Do not wish to renew
2. Other Name(s), if any, under which you were licensed; Please make corrections (type or print)
Other Name(s):
A) Mailing/Home Address: : .
3. J Mailing Address: ~ 4 PBosro 7E
ALAIN LESTER CAMPBELL, M.D. City/Town: _£-Y A AL State:"_/M A
Zip: . O} 205: Country: __ _ /S A
f PRSP — L o
B) Business Address: ofﬁ’?wﬁérf:;_"’”s?_ o NEY CIRCULRTE-
ATLANTICARE OB/GYN ci °;r ress — , ———
9 BOSTON STREET g oW Countr: ™ e
BAST LYNN, MA 01504 P - - Country:
Home Phone: Home: ( 7
Business Phone: (781)592-3000 Business: ( )
4. A) Date of Birth: Sex: M Dateof Birth: M/D/Y). _/ [/ Sex:{JM [JF
’ ' ) SS#: - -
Byss¢. T e e —
Fuil Name of Medical School:
5. A) Name of Medical School:
McG@ill University Faculty of
Medicine
B} Year Graduated: 2976 C) Degree: MD Year Graduated: Degree: [] MD. [J D.O.
6. Specialty Code(s) {(See Table‘l) Code(s) Hours Per Week in Massachusetis
BW%M and Gynecology |———
ffT(-)g,_Pn_Er Specialty: _
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: OG Code: ——
8. Drug License Numbera if anv -
A) Federal (DEA): f;:;’_“l (DEA):
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.

L+



PRINT NAME AND NUMBER: Last Neme: ___CAM P BE ¢ L Registation Number;,__ & O4G(

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 heaith care facilities where you have admitting privileges (AP). Next to

each facility, write the approximate percentage of patient care hours that you provide in each facility. .
Facility Code: ____ &/ &7 (AP) #&_ % Facility Code:__ jfZ_/ ' &/ (AP) fé% Facility Code: __ _Lﬁ ¢ (AP) _‘ﬁf/
Facility Code: ___ _ /___ (AP) ____ % Facility Code:__ ./ (AP} % Facility Code:_____ / (APF) %
If 999, print name(s):

11. My medical malpractice insurance is covered by a) Msurance Carrier b} [] Letter of Credit

Name of Insurer; Mi.bic! A& 4 fgﬁi- /NS %’S & o€ F32( Alternatively, indicate as follows:
I am registering with Active status but I am ho covered”‘i:y medical malpractice insurance because I am (check one)
2) [J Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes {E'No
13. A. What is your principal work setting? (See Tabled) / &
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care __ o hrs/wk  b) inpatient care _i hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? [ %

PART A - STIONS REFER ONLY TO

pgh 4 Er to the past two (¢

YES NO

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

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

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency 1o practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or

otherwise resolved?
17. Have you been charged with any criminal offense, other than a minor traffic violation?
18. Have you been formally charged with or disciplined for any violation of laws, rules, by-laws or standards of
practice of any governmental authority, heaith 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 2 medical license or been denied 2 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 . l

professional liability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your rencwal date? [g/Yes [0 No
1 CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [] Training Program exemption
Set Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
*  Pursusnt fo G.L. c. 112, § 2, I wili not charge to or coliect from s Medicars beneficiary more than the Medlcare fee schedule amount.

o Pursuant to G.L. ¢. 62C, § 494, to the best of my knowledge and belief, 1 have filed all Massachusetts state tax returns and paid all
Massachuseits state taxes that ave required under law. NOTE: This applies even if you reside out-of-state or out of the United States,

¢ Pursuant to G.L. c. 112, § 1A, | will fulfill my obligation to report abuse or neglect of children s required by G.L. c. 119, § S1A.
*  Lhereby certlfy under the penalties of perjury that all the information on the Renewal Application and Form R s true.

Signature: MM’/ Date: ﬁﬁ.féé_/_?_?

e

v
YOU MUST SIGN AND INCLUDE PART B, PAGE 3, WITH YOUR RENEWAL APPLICATION




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

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet,

« Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.

The Board will charge a fee for each copy.
» Remit $250.00 for renewasl fee.
+ Add late fee of $25.00, if necessary.

« Return renewal application in GREEN envelope,
» Enclose check with ecupon in BLUE envelope,

TR TR Y

Registration No.:  g04981 Renewal Date: 04 /28/97 y f' SAUE AN
1. Activity Status: BT Active 3 Retiring (see instructions) { i
{Check only one) [] inactive *(see below) (73 Do not wish to renew i -
2. Other Name(s), if any, under which you were licensed: Corrections (type!or print)
Other Name(s): B
3. A) 174 .
Mailing/Home Address: Mailing Address
ALAIN LESTER CAMPBELL, M.D. City/Town: State:
Zip: Country:
B) pusiness Address: Other Address:
S BOSTON STREET L )
LYNN, MA 01904 Zip: Country:
. Home: ( )
Hon_w Phone: Business: ( )
Business Phone: (617)59%2-3000

4. A) Date of Birth: C)Sex: u
B) Lic. Issue Date: 10 /19/88 D) S8#:

5. A) Name of Medical School:

Me@ill University Faculty of

Medicine

B) Year Graduated: 7¢ C) Degree: MD

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

0BG €4 Obstetrice and Gynecclogy

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

Code: oG Code:

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

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

Abbr:

B) States where you previously were licensed to practice

Abbr:

Date of Birth (M/D/YY: __ /[ [/
Lic. Issue Date (M/D/Y): _ / / _ S8S#:

Full Name of Medical School:

Sex (M/F):

Year Graduated: Degree (MD/DO): __
Code(s) Hours Per Week in Mass.
o B YO Obsrerpecs pnd Guecotagy

r

If OS, Print Specialty:

Code: Code:

Federal (DEA):

Mass:

Abbr:

Abbr:

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




PRINT NAME AND NUMBER: Last Name: AP BE LL Registration Number: 4, 049

10. A. Current health care facilities at which you heve completed the credentialing process for the provision of patient care. Supply the codes from
Table 3 end place a check mark next to those health care facilities where you have admitting privileges (AP}, -

Facility Code: © _93 /#TAP) Facility Code:_____ /__{AP) Facility Code:____ / (AP}
Facility Code:Q _(_EJLTAP) Facility Code:__ ___ [/ (AP} Facility Code:_____ / (AP)
1f 999, print name(s):

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

Facility Code:_____ Facility Code:_______ Facility Code:_ ___ Facility Code:____ __ Facility Cede:__ ____
11999, write Name(s):
11. My medicel malpractice insurance is covered by 8) & Insurance Catrier b} Leiter of Credit

Name of Insurer: ‘IQ' MrEtQLQM MQL(DQV (4)_ J fdﬁ't—

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

1 am {check one} &) Not involved in direct/indirect patisnt care in Massachusetts b) Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Mass. as e resident or clinical fellow? (check one) O VYes o

13. A. Whet is your principal work setting? (See Table 4) { 5

B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly bours involved in: a) ouipatient care B & hrsiwik b} inpatient care g2 hrs/wk

2) What is the approximate percentage of your patient care hours in primary care ? 5 %

PART A

OQuestions 14 through 22 refer to the past two (2) vears oply. Check ejther YES or NO (NOT N/A) to each question. Provide
11z on Form R for ali YES answ X for ques s o the instruction booklet for additional information and

definitions, .

IN PAST YEARS: YES NO

14. CLAIMS MADE: Has any medica! malpractice claim been made agaihst you that has not yet been finally settled ot
adjudicated, whether or not a lawsuit wes filed in relation to the claim?

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

i6. Has any lawsuil, other than a medical malpractice suit, which is related to yout competency to practice medicine, or your
professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or otherwise resolved?

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

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

19. Has your privilege 1o possess, dispense or prescribe controlled substances been surrendered 10 or suspended, reveked,
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 pravider 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 prefessional ligbility Insurance provider?

22. Have you completed your CME requirements preceding your renewal date (see instruction booklet?

[7] Waiver requested {waiver form due 30 days prior to datc of license expiration).  [] Training Program exemption

See Instructions for CME fequirements. Do not submit documentation of your CMEs with your renewal application.
RENEWAL APPLICATION CONTINJED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED.
474

A Date: 62 / 28/ 9%

Signature A
SV




Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995.1997 Physician Registration Renewal Application

oA

/
)
&Xé;ﬁ\“\ Commonwealth of Massachusetts Board of Registration in Medicine
W y A

Regisiration No. Stams Fee Renewal Date  Late Pee
60491 ACTIVE $%500 o4/28/95 $250 Corfection of Malling Address
Mailing Address: Address (Mailing):
ALAIN LESTER CAMPBELL, M.D.
_ City/Town:
State:
Country;

e ——pieie A At ool Ptdibtetins STV tereois
g e e T e e S

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

« Failure to renew in a timely manner will cause your lcense to lapse and may affect your
abllity to practice medicine in the Commonwealth, (See enclosed letter).

+ Add late foe 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 sach copy it provides.

+ See instructions on detachable coupen &t bottom of this page.

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

2.Buginess Address:
ATLANTICARE OB/GYN
493 WESTERN AVENUE
LYNN, MA 01504

3. Date of Birth: Sox: I Dace of Birth (M/D/Y): ek Sex (M/F)
Lic.Issue Date: 10 /15/88 I5# Lic. Issue Date M/DAY): ol de . SS# o
H Fi Busi P Home: ( ) Business: { )
(617)592-3000 Full Name of Medical School:

4, Name of Medical School:
McGill University Faculty of

Medicine Year Gradusted: _______ Degree (MD/DO):
Year Graduated: 76 Degres: MD

5. &) Other states where you are now licensed to practice (Abbr): NoN €
b) States where you previously were licensed to practice (Abbr): Jueh s \CHM A

5. Specielty Code(s) (Ses Table 1): Code Hours por Weok in Mass, |
Code _Hours per Week in Mass. A —

If OS, print specialty:

" OBG 64 Obatetrice and Gynecology

7. 1f you are currently American Specialty Board certified, enter codes:  (See Table 2)
Code: 0@ Code: Code: Code:
8. Drug license number(s), if any: 8) Federal (DEA) Federal (DBA):
b} Massachusetts Mass:

9. Activity Status: T am applying to be registered with the following status: ACI‘IVEXe INACTIVE —__
« I hereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts.




Registration Number: é’& ‘/4’/

b

PRINT NAME AND NUMBER:  Physician Last Name: _ S AMPREL L
10. a) Current health care facility(ies) at which you have completed the credentisling process for the provision of patient care. Supply the
codes from Table 3 and place a gheck mark next to those facilities where yoy have admitting privileges (AP).

Facility Code: {2 L. £ / X (AP)  Facility Code: £2 .0 83 s _X(AP)  Fasility Code: s e e / o (AP)

Facility Code! e e e / e (AP)  FacilityCode: [ ___ (AP) Fucility Code: o [ e (AD)

f 999, print name(s):

b) Additional hoapitals at which you previously held privileges end other health care facilities with which you were associated in the past 2 years.
(See Table 3)

Fecility Code: o — — — FacilityCode: —_ ___ ___ Fucility Code: . e —. Farility Code: o . Pacility Codes e e o

if 999, write name(s):

11. My medical malpractice insurance is covered by (8) Camier 2 ﬁ,) Letter of Credn _

List Insurer: _Mhed cote. MAP. bt Uudspws AsS . #R

Alternatively, indicate as foliows: 1 em registering with ACTIVE status, but I am not covered by medical malpractice insurance because I am

(Check One): (i) Not involved in direct/indirect patient care in Massachusetts: —— (ii} Otherwise exempl: ——-

State how atherwise exempt:
12. Are you currently in a post-graduate training progrem in Mass. as a resident or clinical fellow? Yes . No 2. (Check one)

If applicable, check one.

13. s) What is your princips! work setting? See Tabled) _{ )
b) Cere of patients in Massachussits {See instruction beoklel.)
i) How meny hours per typical week are you currently involved in outpatient cere in Mass? ﬂ
ii) How many hours per typical week are you currently involved in inpatient care in Mass?
¢} Approximately what percentage of your patient care hours are in primary care?
(See instructions for definition of primary care.) Q o
Questicns 14 through 24 refer to the past two yeani only. Check either YES or NO (NO’I‘ NIA) to each quesuon. Prowde details on_
Forms R-1 and R-2 for all YES answers. p ‘ r ad; tion s

[INTHE PAST TWO YEARS: ] " ¥ES  NO

14. CLAIMS MADE: Hes any medical melpractice claim been made against you which has not yet been finsttv antrlad ar. *
adjudicated, whether or not a lawsuit was filed in relation to the claim? .....ewsieniver
15. CLAIMS RESOLVED: Has any medice] malpractice claim against you been seulw ndn:d:calnd or odmsJaQH(ed.
whether or not a lawsuit was filed in relation to the claim? .......covees Potbbeerasersesrassasen s en s eme s s
16. Has any lawsnit, ather than a medical malpractice suit, which is related to your competency to practice medicine, or your pro-
fessional conduct in the ;xactwc of medicine, been filed agamst you by a patient, or been settled, adjud:cawd or otherwise

resolved? . vt R RS et bt
17. Have you been cherged with any cnmmul o{fense, other than & minor tmfﬁc violation?.... 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 prectice or professional society of 85S00IaHONT ..evrrerisnrenismssserrasens prssebies
19. Has your privilage to possess, digpense or prescn‘be controlled substances been surrendsred to or suspended, revoked, denied

or restricted by any state or federal agency? .. SR E AL 18 has e seme eSS SR A

20. Have you withdrawn an application for a medlca] lmcme or bom duued a medxca.l hcensc for any reason? |

21. Has any professional liability insurence 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 & professional
liability iNSUrENCE PIOVIAETT ..ccivcecsieemrmssrsnsssissesnsnssesssssrissi s sssess s sbnssssesabss et sebsnscesavsrseesonson

22. Have you been diagnosed with or do you have a medical condition which limits or impairs your ability to prmce 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 medified or otherwise limited your scope of praciice of medicine for any reasom other then & medical
COnAILONT .ocvvviesriesiscrscsamssrscsari i senssose s rer

25. I have completed my CME requirements in the two years preceding my rmewal date:  Yes _&... No, waiver requuwd
No, training program exemption (see instruction booklet).
If requesting & 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.

* Parsuant to G.L. c. 112, sec. 2, 1 will not cherge to or colect from & Medicare beneficlary more than the Medicare reasonable charges.
» Pursuant to G.L. ¢, 62 C, see. 49A, I hereby certify under the pains and penaities of perjury that, to the best of my knowledge and belief,
T have filed all Massachusetts state tax retnras and paid all Massachusetts state taxes that are required under law. NOTE: This applies

even if you realde out-of-state or out of the United States.
* Pursuant 16 G.L. c. 112, sec. 1A, I hereby certify that I will fulfill my oblgation to report sbuse or neglect of children as required by

G.L. ¢. 119, sec. 51A,
» 1 hereby certify under the pzins and penalties of perfury that ali informstion on this form and Forms R-1 and R-2 {5 true.

Signature:




VOLL UV

L.t PHYSICIAN INFORMATION

GALAINLESTER e GOMPBELL g
First Name Middie nitial Last Name Suffix

Mass License #, 60491 ... First Issuc Date _10/19/88. .
License Statns.. Active ...

Hospital Affiliation

Atlanticare Ob/Gyn AtlantiCare Medical Center

225 Boston St,Suite 205 North Shore Medicel Center-Salem Hosp
Lynn, MA 01904

UB.A,
(617) 622-3000

Muake address correciions here: Make GRY COITECHONS 10 QBOVE HETCu.oooeoeeoeoeecete e et et st s

_ATLANT) CARe  0B/CYA)

e Qo Bostod ST
LYNN,MA'OI‘W(‘{,W#
o AlL Y. L300 .

Insurance Plan Affiliation; Li : s:
HARVARD. ~ TVETS - BCRS. . o Accepting New Patients? [Ryes []No
‘%?QJAE;?MMY’N&D,CMMQS} """""""" Accept Medicaid? &YCS I Ne

{Please correct as necessary)

I1. EDUCATION & TRAINING

... McGill University Faculty of Medicine LMD ... S
T O OO g

Hakecarreaaonshere
N Gkt UiweRSery = MowTRess. Goneqi. NOSPUHG - dewisit. Gowedrs. rhspums, Nl Koo pnadone
Restdency Program(s) Start

Upwesard o NaRSAL, Gepeppe SuRGERY wRaeay  Horeediey gostirdc  Nucy 3% 16 mig~lung¥8
1 Hrediey o

Residency Program(s) tart

Maniees e of Mosteehl Home-Didu HoshTAL - Ste- dustiwe, HosP-Terriay @VER iy WTo Jaue o

Residency Program(s) Start

I, SPECIALTY BOARD CERTIFICATION
Primary Specialty: ~ Obstetrics and Gynecology Centifving Board Name:  Board of Obstetries and Gynecology
Secondary Specialty: Certifying Board Name:

Muake any corrections here: Make any corrections here:

Board of Reglstration In Medlcine Physlclan Profile



6hH22. 0000

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

Nature Date Board Action
V. H T IPL1
Hospital Date linary Action

VI. CRIMINAL CONVICTIONS

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

of complaimt

VII. MALPRACTICE ) )
No. of Years in Practice: #
Detsils of claims paid for Dr, CAMPBELL
Date Amount Paid  0.0000 Basis for Complaint
Amount Paid Basis for Complaint ~
Amount Paid Basis for Complaint ~
Amount Paid Basis for Complaint
Date . Amount Paid Basis for Complaint

Date.._..or..... Amount Paid .. Basis for CompIaint

VIil. PHYSICIAN HONORS & PEER-REVIEWED PUBLICATIONS

Please enter any peer-reviewed publications to which you have contributed and any awards for community service or
professional recognition you have been given.
Awards, Honors Publications
(AR STObSNTSHP | NATIonas, Bostlloh Councee of CAPASA

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



Commonweslth of Massachusetts Board of Registration in Medicine

Ten West Street, 3rd Floor, Boston, Massachusetts 02111
N 1993-1995 Physician Registration Renewal Application

=

Registration No, Status Fee

Renewal Date  Late Fee

Correction of Mﬂillj Address:

20431 ACTIVE $380.00 U4/28/93  $2500

Mslling Address:

ALAEN LESTER CAMPBELL, M4Da

Address (Mailing):

City/Town:
State:
Country Code (See Table 1):

Directions; Staple check to bottom
+ Qusstions 1-8 include information from Board files. Please correct as necessary in the boxes

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

provided on the right hand sidc of the page.

payabie to the Commonwealth of Maseechusens.

of form. Add late fee if necessary.

Pre-Printed Information

L

2,

Corrections of Pre-Printed Information

Other name(s), if any, under which you were licensed;
Name:
8) Address (Home): Address (Home):
City/Town:
State: Zip:
Country Code: If 999 print Country:
. . Address (Business):
b) Address (Business); City/Town:
ATLANTICARE OHE/GYN Couniry Code: 1f 999 print Country:
493 WESTERN AVEINUE
LYNN, Ma 01904
Date of Birth (M/D/Y):  emdommmdeee Sex (M/F):
- Date of Birth: Sex: [ : . .
Lic.IssueDae: 10/1%/838 ss#: Lic.bsueDate MD/Y): L[ .. ~ SSk
Telephone Number: Telephone Number:
ep ' ) Home: { ) Business: ()
Home Busipess =
- (617)592-3000 Full Name of Medical School:
. Name of Medical School:
Mesill University Facutty of
Mugicine Year Graduated: Degree (MD/DO):
Year Graduated: 75 Degree: MD
. a) Other states where you are now licensed to practice {Abbr): LLLLE Q 7
b) States where you previously were licensed to practice (Abbr):
Code Hours per Week in Mass.
. Specialty Code(s) (Sce Table 2): O —
Code _Hours per Week in Mass, e a—
JiG &4 Qbstetrics and Gynecology 1f OS, print specialty:
]
. &) If you are currently Amezican Specialty Board Certified, enter Codes:  (See Table 3)
Code: GO Code: Code: Code: ____
b) If you previously were American Specialty Board cenified, but are no longer,
please enter codes of prior certification:  (See Table 3) . )
Code: Code: Code: Code: —_—
. Drug License Number(s), if eny:  a) Federal (DEA) Federal (DEA):
b) Stats (MA) State (MA):

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

No, 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 requirernents. Do not submit documentation of your CMEs with your renewal application.

Staple Check Here

[ 3



PRINT NAME AND NUMBER: Physician Last Name: CA MPiBE‘L‘C" Registration Number: 69 Z i {

10. Activity Statns: T am epplying to be registered with the following stats: Active _x_ Inactive
+ Lhereby certify that If requesting Inactive status, 1 will not practice medicine, including writing prescriptions, in Messachusetts.

11. My medical malptactice insurance is covered by (2) INSURANCE CARRIER X _or () LETTER OF CREDIT___ If applicable, check one.
List Insurer: Med . MALP. TotwT Uncepw. ASS. . MA.
Aliernatively, indicate as follows: 1 am registering with ACTIVE status, but I am not covered by medical malpractics insurance bocause I ara
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS: (i) OTHERWISE EXEMPT: cererem
(State how otherwise exempt):
12. Current Health Care Facility Affiliations. Supply the codes from Table 4 and place & check mark next to those facilities where you heve
?Eﬂﬁmﬂ?ﬁﬁpﬁ 1 X ap) FucilityCodes Q& Z s X Ap)  Facility Code: ./ __ (AP)

Facility Code: O IXM_ / X_(ap) Facility Code: o o / e (AP)  Facility Codei e / —_ (AP)
If 999, print name(s);
Adgitional 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: e .. . Facility Code: — . Facility Code: mm oo Facility Code: . ___ Facility Code: __

1f 999, write name(s):
13. Are you currently in a post-graduate training program in MA as a resident or clinical fellow? Yes_____ Nox_ (Check onie)

14. 8) What is your principal work setting? (See Table 5) _1_ 9 __

b) Care of patients in Massachusetts (MA) (See instruction booklet.)
i) How many hours per typical week are you currently involved in owipatiens care in MA? Zi hrsfwk in MA
if) How many hours per typical week are you cumrently involved in inpatient care in MA? hrs/wk in MA

Questions 15 through 23 refer tp the past twg years only, Check either YES or NO (NOT N/A) to cach question.
Provide detsils on Form 15A for all YES answers. Refer io the ins wklet for addig i 3

IN PAST TWO YEARS:
(S iRE rist Tvio ver] | N

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

16. Have you bean charged with any criminal offense, other than a minor raffic VIOIREIONT. 11 eee s et seer st brebmt s centsencressessasanses

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

18. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
or restricted by any state or federal sgency? ....c.oveecrsrconiinn, O

19. Have you withdrawn an application for a medical license or been denicd a medical license for any reason? .evernirernee veasrennass
20. Have you had any mental illness which has impaired your ability to practice medicine or to function as a smdent of medicine?
21. Have you had an organic illness which has impaired your ability 1o practice medicine or to function as 4 student of medicine?

22. Are you now, or have you been in the past two years, dependent upon eleohol or drugs? vere bbb ceneereaar
23. Has eny professional liebility insurance provider restricted, limited, terminated or imposed a surcharge on your coverage?......

» Pursuant to G.L. c. E12, sec. 2, I will not charge to or collect from a Medicare beneficlary more than the Medicare reasonable charges.

» Pursyant to G.L. c. 62C, sec. 49A, I hereby certify under the penalties of perjury that, to the best of my knowledge and bellef, [ have
filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required onder law, NOTE: This applies even ¥ you

reside out-of-state or out of the country.
+ Thereby certify that I will faflll my obligation to report sbuse or neglect of children pursuant to G.L. ¢, 119, see, §1A,

* D hereby certlfy under the penalties of perjury that sli information on this form and Form 15A s true.

— @@wyf,}m/ o 4,26, 9%




Commonwealth of Massachusetts Board of Registraﬁon in Medicin

‘ ; Ten West Street, 3rd Floor, Boston, Massachusetts 0211 %{rhﬂ’
l X i/

1991-1993 Physician Registration Renewal Application

\

fAegletretion No.  Ststus Fag Renswal Dats For Office Use Only

8C431 ACTIVE s150 04/7283/91 M.R. Y
Dr. ALAIN LESTER CAMPEELL . e

Pr -—

Bk. /

Ch.

w P FI
1]

Diractlons:

« Questions 1-7 Include information from Bogrd files. Ploass comect it as NEceRsary.

« Bafere proceading, ploase read the instruction booklat,

« Answer all non-optional quostions complately. (The insiructions speciy which qusestions are optional.)

« Make & copy of this form an! all atischments for your own records—you must give health care laciliies copies for cradentiating purposss. The Board chargas
$3.00 plus postage for each copy furnished.

» Enclosa tha $150.00 renewa fee b means of & certifisd check, m

ordsr Sheck mads payable to the Commonwsalth of Massachusstts.

Activity Status:
| am applying to be registered with the following stetus:  Active_ XX Inactive
1 hereby certify that If requesting Inactive status, | will not praciios medicine In Massschusetts.

Pra-Printed Information Camrastions of Pre-Printed Information
1. Other Name{s), if any, undar which you were loensed: Nameo;
2. a} Address {Home): Addrass;
City/Town
Stata; Zip:
: Country Code:; (I 898 write Country);
2. b} Adcress (Business): Address;
ATLANTICARE O0B/GYN City/Town:
493 WESTERN AVENUE Stato: Zip:
LYNN, MA 01904~ Country Code: (¥ 909, write Country);
3. Date of Birth: sex; M Date of Birth (MD/Y): / / Sex (WF): _______|
Ue.lssue Date: 10719/88 ggny; Lic. issue Date(MO/Y): ___/ ___/ _ SSN#:
Telephone Number:
Homea Businesg Homes: { ) Businees: { )
. (617)592-3000
4. Medical School Code: QU001 vour Graduated: 76 Degres: MD |School Code:__ Year Graduated: Degree (MD/DO);_____
Name of School: 11 06989, write School;__
Faculty of Medicine, McGill Universit
&, &) Other States where you are now licensed io practice (Abbn: none —_— e — —
b) Steles where you previcusly wera losneed to practice (Abbv): Quebec, Canada — e
8. Specialty Coda(s) (Ses Table 3):
Gode  Hours por Week in Mass. Code 88
036 O Obstetrics ang Gynecolopy {0
Q - bl |
It OS, write spacialty; '
7.8) Are you American Specialty Board Certified? (Y/N) Y  7b) If YES, Enter Godes:
Code: UG Board of Obstetrics and Gynecology | coge:
Code: Code;
8. Drug License Number(s) (it any} {optional): a) Federal (DEA)_ -—- b} How meny DEA nos. do you have? __1
¢) State (MA) #M_
8. 1have compieted my C.M.E. requirements in the two years preceding my renewal date: YES *X Waiver Requested

{You must fill out a eaparate Waiver Form. The waiver must be granted by the Board before your license will be renewed.) See instructions for CME
raquirements. Do not submit documentation of your CME’s with Your renewal epplication.
30M - 8/80 - PR18BT1 [ For Office Use Only:  Waiver Granted Date. / / ]




FILL IN NAME AND NUMBER: b
Physician Last Name._ CAMPBELL ALAIN LESTER Registration No.: 60_5‘..9..3:......“..:.. 2

10. My medical malpractice Insurance Is covered by {a) INSURANCE CARRIER_XX or (b) LETTER OF CREDIT, . i applicabls, check ons,
Ustinsurer: MED. MALP. JOINT UNDERW. ASS., MA,

Altamatively, indicate as follows: | am roglstering with ACTIVE stalus, but | am nol covered by medical malpractice Ineuranoe because | &m (Chedk one):
{) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE; (K} OTHERWISE EXEMPT,

{State how otherwise exampt),
11, Cument Hosplal Atfillations (Supply the codes fom Table 5 and plave & chack mark next o these faciities whera you have admiiting priviteges (AF).
Faciiity Coda:_008_K3ap) Faoiity Code: ______/_(AP) Facilily Code: ______/_(AP)

Faclity Coda: _01 4 A HAP) Facliity Coda: . _____ [/ _(AP) Fadility Code: __ ____ /1 (AP)

i 099, writa Name(s);____

?3‘;@”‘%23}9 Hgspltall at which you previguely held privileges and other Health Care Faoillies with which you were assoclatod in the past 4 years.
Faaility Code:_2 3 8 Facilly Code: ______ Facllty Code: Faclity Code: ______

-

i 899, write Name(s);

12. PostGraduate Training In Massachusetis {MA) {Sea instruction booklet.)
a) Are you currenty In a posi-graduate training program in MA as a resident or dlinjoal feflow? Yes_._ . No XX (Check one.)
B} If you are in @ MA program, are you a 1) Resident____ U} Glinical Fellow___ or I} Research Fellow____? {Check ona.}
¢) How meny hours per typlcal week do you spend in this MA post-gradiuate training program? hreAwk, In MA.

18. Care of Patients in Massachusetts {MA) {Sag instruction bookdat.)
&) How many hours per typical week are you currently involved in outpationt care in MA? 14 tyswk. in MA.
b) How many hours per typloal weak are you cusrently involved in inpatientcare in MA?___ 50 hra.jwk. In MA,

14. Principal Werk Setting.
&) Whatls your principsl work setting? (Sae Table ) _10

Gunuom‘la mmhmnfummmnmv. Cheok sither YES or NO (not N/A) to sagh question. Provide delalls on Form 15A.
a [ at 1

No
18. Has any pending or new medical malpractice clalm been made againset you (whether or not a lawsull was filed In relation to the daim?...

16. Have you been a defendant in any pending or new criminal proceeding other than & minor traffic onense ...

17. Are any formal disciplinary chargee pending or has any discipiinary action {(as defined by Board regulations—Sse instructions) been taken
sgainet you by any governmental authority, hospital or other health care faciiity, or professional medical association (mlamabond national,
B DT J00GI) Tt rene s svesmsrserscvsrsrescnss s arms s e esasars sresvosesranases s s easnss s sensane asnasanasareensnas sossnar

18. Has your privilage o possess, dispense or prescribe controlled substances been suspended, revoked, denled, restricted, surrendered,
or have you been called before or boen warned by this state or any other jurisdiction including & faderal BEENEY T......... i smnsrenssn,

18. Have you withdrewn an application for a madioa! licanse or been denled & medical licanse for any reason?...
20. Have you had any mental lliness which has Impaired your abllity to practice medicine or 1o function as a student of mediging?.......c...eoeurnens
21, Have you had an organio linass which has impaired your abllity to practice medicine or to funclion as a student of medicine?...........eeeee..
22. Are you now, or have you been in the past four years, depandent Upon BIoohol OF QUGS T.......ccuurcuerosrrimisss s consiss srcssessessaresspsresssisssnsses

Pursuant to M.Q.L. 0475, | wiil not ohargs 1o or oollsot from & Medicare bensfiolary more than the Medloars reasonable chargs for my serviocs.
Pursuant to M.G.1. 0.82C asc.48A, | vertify under the penatties of perjury thet, to my best knowledge snd beilef, | have filsd any Massschusetis state
tex returns end pald any Massachusetis siste tuxes, that are raquired under lsw. NOTE: This sppEse sven if you reside out-of-atsis or out of the
oocuntry,

| vertity that | wiii fulfill my obligation to report sbuse or negleot of chiidren pursusnt 1o M.G.L. ¢.119 seo.51A.

! hereby cartify under the penalties of perjury that all information on this form and Form 15A la trus.

Signatune; wa Date ‘f ;2?’1?/




W{ Mfdé:

ﬁpxz COMMONWEALTH OF MASSACHUSETTS
W RD QF REGISTRATION AND DISCIPLINE IN MEDICINE

Application for Endorsement Registration
(Fee — $150.00 must accompany APPLICATION — No currency or personal checks)

e For Office Use
o Application # @ 7 ~ /7 A yf)
Enrm ar £’£
Farm af Fee Ceruﬁcmﬁm. Date of lssu.
Please Print SWORN STATEMENT Date:_March 1lth, 1988.
i Lester CAMFBELL - " )
Name Alain Address 7375 de Dieppe Ave.,
Furst Hiddle Lasr
Date of Birth . B Montreal, Quebec, Canada.
- i C d
Place of Birth St-Hyacinthe, Quebec, Canjada H3R 2T6
Pre-Medical Education Medical Edacation
School University of Montreal School McGill University
B.Sc. : 1569-72

Years Altended
w———pleNdonsly:

XemAttended 1972-76 . M. D , C.M.
B A. (Univ. Mtl, 1969)
Postgraduste Educatios & Hocpitsl Appolntments
Place Dosition c i g_ Dater
POSTGRADUATE EDUCATION: M.Sc  (Expef 155,081 VNe ne - Endocrinology)

and Univ. Mtl; 1977-80

Residency programs: QR/GYN: McGill Univ.
Appointments: Assistant Prof Clinical OB/GYN ,_mm“

Graduate SLUGLES, UNLV- '
List all other states in which you have been fully licensed: _.I_Ln_i.x.e_z:aj.;x Hospitals; 198l-actual 1988,

QUEBEC, only, Canada, -29_31g82
none
AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

Qther names under which you have been licensed:
List Specialty Boards by which you are cestified:

0 oarer Toolethe baawslion £M.CC nFm.xW

Th o pple mj;,‘@,‘éﬂ Lownte ov Woor Mm'ﬁfafg
e dan @lcfad by am femiriaan Spcrakly -2
frvade . mmeun‘Jgo 1%% 28/ YN ﬁaa@.
qulvc]n{ Meﬂﬂg O@M Yy LM- Db{_@‘“\) 3

VNPV 1 qumw% (5Y 1998

T hanle o~

/évée’/-uﬂ umnb.




. .
‘Ehhﬁ COMONWEALTH OF MASSACHUSETTS FOR OFFICE U%- KLY

!

¥

TO BE COMPLETED BY APPLICANT. PLEASE TYPE OF PRINT.

BOARD OF REGISTRATIOK IN MEDICIKE Full License sj;plicetien
SUPPLEMENT TO APPLICATION FOR Pending Appraved
FULL .LICENSE License #

NAME: Alain L. CAMPBELL HOSPITAL: Ste-Justine Hospital
PERMANENT ADDRESS: - - o

ADbRESS: 3175 COTE SAINTE-CATHERINE,
LOCAL MAILING , ' Montreal,. Quehen, Canada.

ADDRESS IN (MA): H3T 1C5

YOU ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW. JES NO

1, Hes any medical malpractice claim ever been pade ageinst

You in the last ten years (vhether or not a lawsuit was filed

in relstion to the claim)?

2. Have you ever bsen denied the right to participate or enroll
in any system whereby = third party pays all or part of &
patient's bi}l?

3, Heve you ever applied for licensure or to sit for an
examinstion or taken an examination, under a different neme? 3,
4. Reve you ever been denied the privileges of taking or
finishing sn examinatien or been accused of cheating and/or
improper conduct during sn examination since your matriculation
in callege? .

5. Heve your ever failed an examination {including the FLEX
Examination) befeore any stete or the Kationsl Boards? 8.
6. Have you ever been depled 2 medical license, whether full,

4,

lipited or temporary, for any reasan’? 6,
7. Have you ever had steff privileges, employmeat or appointzent
in & hospital or other heslth care institution, denied, syspended
or revoked, or resigned from a medical staff in lieu of
7.

disciplinary sction?

8., Are any formal disciplinary charges pending or has any
disciplinery action been taken against you in the last ten yesars
by any governmental authority, by any hospital or health care
facility, or by any professional medical associstion
(international, nationel, state, or local)? 8.
9. Have you ever volunterily surrendered & license to

practice medicine or anpy healing art? The Board's regulations
define "disciplinary action." Please refer to 243 CMR 3.02,
sttached.

10, Heve you ever withdrawn an application for medical
licensure, hospitel priviledges or appointment, for eny reason? 10,
11. HKave you ever for eny resson, lost Awerican Specialty

Board Certification? 11,
12. Heve you been denied required recertification by one or
more specialty boards? If yes, which one(s)? 12,
13, Have you, at eny tise, been & defendant in eny criminal
proceeding other than minor treaffic offensea? 13,
14, Hes your privilege to possess, dispense or prescribe
controllied substences ever been suspended, revoked, denied,
restricted, surrendered or have vyou been called before
or warned by this stete or any other jurisdiction including
a federel agency at any time? 14,
15. Have you ever had any emotional disturbance or mental
1llinegs vhich hes tmpeired your ability to practice medicine
or to function 3 & student of medicine? 15,
16. Have you ever hed an organic illness which hes impaired
your ability to practice mpedicine or to function am a3 student
of medicine? 16,
17. Are you now, or have you been in the past, dependent upon
alcohol or drugs? 7.
18. Have you ever held a license in Msasachueetts or any other ST
state or country? If yea, list other jurisdictions. _;,,,Ja%: .
[ ] L]

. 16. N
ROTE ON QUESTIONS 13-17: The harw that befalls physicisns and patients alika when ;{Q'
impairment goes undetected snd untreatad by the medical profession is devastating. ;;ﬂ-; o~
The Bosrd wants ispaired physicians treatad in the early stages of impairment before EE
frraparable hare to the physician or pstient occurs. ‘?t

fhe

If you heve snavered “"yea" to any of the above except {15 plesse explsin on
reverse side. Attach additional 8 1/2" x 11" sheets if necessary, 1 will r#ed
the Board's regulations, 243 CMR 1.00 through 3.00. To the best of my knovledge
1 weet the qualifications for Full Licensure in Mesmachusetta, N

1 hereby certify under the penalty of perjury that all information on thie form
(front and back) inclvding attached sheets is true.

SIGNATURE: __ [l WMM&C—- DATE: M “‘tt: }i&? )




Tan West Street, 3rd Floor, Boston, Massachusstts 02111

Commonweslth of Massachusette Board of Registration in iiedicing 0 8 4 I 2) 2?
1989-1991 Physiclan Reglstration Renewal Application, Page1oi2 6 4

Bogrd Use Onlv:
Reglstration No, Stetus Feo Aenewnl Date
00451 Lo g 04/28/89
M.R.
ALAIN LESTER CAMPRELL Pr ﬁ%
. Bk. /
Ch. 5
D.E ;
AR N
important:

. Read the accompanying instructions In their entirety bafore compieting this form. Do not delegate this Important tssk fo an employoe, a8 falgs statements on this
form can result in diaciplinery action.

. Prird Jogibly or type your answers.

. Answer all non-optional questions (fropt ang back of formy complotely-It Is B0t adeguate to state that the Board already has the Information.

, Sign the renews! application at the botlom of page one and fil In the number of attached pages in the paragraph above the signature.

. Make a copy of this form and 2/l gttachments for your own reComds-—you must give hespiials and other heakth care tachities copiss for credentialing purposes.

. Encioss the $150 ranewal feé by means of & certifisd check, monay onder of parsonal chesk made payable (o the Commonweaith of Massachusetrs.,

1. 8) Name {LAST) CAMPIELL  (FiRsT)_ ALAIN i L
1. b) Cther Name(g), i any, that you wers ever Heensed under: NOT APPLICABLE
2, 5) Address {Malking): SAME AS ABOVE
2.b) Address (Home): SAME AS ABOVE
2. ¢} Address (Business): ATLANTICARE OB/GYN
493 WESTERN AVE.., LYNN, MA, Qlee¥ = .. ;
2. ) Telephons (Businese): { 617 ) 592. 3000  Extansion_~ 7~~~ 2 e) Telephons (Home) Optiana:{ ____ ... —..
3. Date of Birth (MO/DASYR):_ 4. Sax MALE_X FEMALE__ 5. Social Security No. {Optional):#

6. 8) Medlcat Schaol Cad fSee Table 1): __QUOOL 100000, writs Name: ~ 77777 L

6. b) Year Graduatad: _ 1976 8. o} Degree: MD. XX  0.0O.__

&.¢) Country: US.__ Canada_X Coda if Other {See Teble 2k_~= K885, write Name: - ==

7. Work Satting (Circle and indicate Percent(%} of Practice Time).
10 Hospital 50.% 15 Private Otfice % 20 Partnership/Group Prastice ap %
25 Clinle 20 % 30 Merel Health Canter % 35 Nursing Home %
40 MM Facllty % 45 Edgucational institution % 50 Medicsl Soclety %
55 Government Facitity % B0 Fiant/Commenslal Setting % 68 Other k]

8. Professions! Astivity (Clrsie and indicate Percent(%) of Professfonal Time): 8. b} Maga. Lic, lssue Date
10 Resident of Feliow % 20 Practice Involving Disect Patient Care 90 % {600 your will certifcats)
30 Administrative Activities % 40 Medical Teaching % (MO/DAYR): 1919/ 88
50 Medical Ressarch 10 % 99 Other %

9. Specialty Coda (See Table 3): GRG Parcent of Practice Time: {oo % Speclalty Coce: __ ___ Percent of Practice Time: %

H 0OS, specify, — e

10, a) Ave you Amserican Speclalty Board Ceniflec? (Y/N) ___E 10. b} # YES, clrcie which Board(s):
A Bonrd of Alergy & Immunclopy Board of Nuolear Medicine PS Bogrd of Plastic Surgery
A Board of Anesthestology Board of Obstetice & Gyneoalogy FM Board of Preventiva Medicine
CRS  Board of Colon & Rectal Surgery [ Bowrd of Ophthadmology PN Board of Peychiatry & Neurslogy
o} Board of Dermatology o0s Board of Qrihopedio Burgery R Board of Radiology
EM Board o1 Emergency Medicine or Board of Clolaryngalegy 8 Board of Surgery
FP Board of Family Practice PA Board of Pathology 5 Board of Thoracic Surgsry
IM Board of internal Medicine PE Board of Pediatrics U Board of Urology
NS Board of Neurotogiocat Surgery PMR  Board of Phyaicel Medicine & Rehabiittetion

11, &) Hospitals at which you have gurrently sftective privileges and other Hoatth Cara Fagilties with which you are assoclated; Percsnt of Praciice Time al sach.
{See Table 4.)
Fachity Code: __ 008 106G Facliity Code: % Saaility Cods: _ ____ *
Fality Cods: __ % Faollity Codfe: _ % Faclity Gode: ____ %

1 9989, wriie Name(s).

11. b) Additional Hospitale at which you previgualy held priviieges and other Health Care Facilitlss with whish you ware associated in the past 10 years.

(306 Table 4.)
Facility Code: __ 398 Faclity Code: ___ FacityCode:__ ____  FecliyCode: __ _ FeclityCode:
859, write ameist__ @ 9K\ ME 0 TRIAD 5 SVE- dusTiwe VN VERSTY KeSfriAtL

MOwTACAL . HeotTel -Yey Ve vies. Y  gasdoint

dicine in M [ppprery

‘ ) heraby certity that ) requesting INACTIVE status, { will not practice r
Pursuant to M.G.L. 0475, | will not charge 16 or collect from & Medicare bonsficlary mors than the Madioars rezsonable oharge for iny services,

Pursuant to M.G.L c.52C sac.494, | cartfy under the penaities of Jnrjury that, to my baat knowledge and belief, | have filed any Massachusstts state tax
returns and pakd any Massachusatts stats Laxes, that are regquired unider law. Note: This appliss even | you veside out-of-state or oul of ihe country.

Ihersby certlly under the panaities of perjury that 21l Information on this !ormmﬁw_amrh trus.
]

Signat /}’) MW—- nm:&’ﬁ_%f_/ﬂXj

ks THRRTT 10T



Massechusetis Boerd of Reglstretion In Medicine 1888-1821 Renewst Applicstion, Page 2 012 J

Fil in name and number. Physlclan LastNams:__ - 4 MPRELI Reglstration Mo.;_ 60491
12. 2} Other States where you are now loenssd to practics (Abbreviate) ~ Qu e o o o
12. b) States whare you praviously were licenssd to practioe (Abbreviale): _ i I o N o
&
13, 7am applying to bs regiatersd with the toliowing status; acTve_XX INACTIVE WACTNVE, anewarquestions 14, &) through c.
priving ¢ ¢ - - KINACTIVE, lnamgrquuﬂon 4. L) onf;.g 4

14, a) | have completed my C.M.E. requirements in the two years snding on the renewa! date as oltows: [Fill in # of hours or type of reskiency, or check waher,)
Catsgoryi: _40 hra, Category il: g (yhis., (Risk-Management: 1 hre);  Residency Program In; :
Walver Requested_ (You muet fill out a saparate Walver Form.)

14. b) My madical meipracos insurancy Is coversg by INSURANCE CARRIER &~ LETTER OF CREDIT__ . ¥ appficable, check one and identify the nams.
insurer: PN 55 Inatitution lasuling Latter of Cradit:

Ahermatively, indicate as follows; | am reglstering with ACTIVE status, but | am not oovered by medical maipractios Insuranoce bacause | am (Check ane)
NOT INVOLVED 1N DIRECT/INDIRECT PATIENT CARE___ OTHERWISE EXEMETED__ (State how)

4, ¢} Paroent of Practios Time in Massachusetts: 1004
Questions 14 through 17 refer to the past four years only. Chack either YES or NO {not N/A] to each question, Provide detalle on Form 154, aﬁaohcd.m No

15. Hae any panding or new madical matpractios clalm besn made against you {whether or not a laweuit was filsd in relation to the claim)? .............
16, Have you besn a defendant in mny pending or new oriminal proosading other than a mine: raflic ofi SO
17. Are any {ormal disciplinary ohargnln panding ot has any dllolp!m%aoﬂon {aa defined by Board regulations~See instructions) besn 1aken

apainst you by any gavemmantal authority, hospital or other health care fasllity, or profésalonal medical assotlation {international,
national, state or local}?

if you anawerad "YES" 1o qusation 15, 18, of 17 provide detalls on Form 154, attached.

Questions 18 through 24 refer to the past four vegrs only. Check sither YES or NO {not N/A)} %o seoh question, Provide detnils in the next section.  Yes Ne

18. Hes your privilege to possess, diepenss or prescribe controlled substances bean suspended, revoked, denled, restricted, sumendered, or
hawygou%enn gallodogsforo or t?e:n wamcpd by this etate or any other jurisdiotion h?i.udlng a federal agenoy? i u ...............................

18, Have you withdrawn an application for a medical fioenss or been denied a medical Hoense for any reason?.........
20. Have you had any mantal llinoss which hae irnpaired your ability to practics medicins or to function as a student of medicine?...
21. Have you had an organic Insss which haa impelrad your abllity to practics medicine or o function as a student of medicine?,
22. Ars you now, or have you been in the past, depandent upon alcohol 0F GrUGET ... b e s

23. Hawve you, for afy reason, [ost Amerdosn Speciatty Baard Centification?. 1
24, Have you been denled receriification by one or more apacialty boarda? FYES, st Bogri(s): _ s




COMMONWEALTH OF MASSACHUSETTS FOR QFFICE USE ONLY

BOARD OF REGISTRATION IN MEDICINE Spsclalty Licsnss Application
SUPPLEMENT TO APPLICAT:ON FOR Pending Approved
AMERICAN SPECIALTY BOARD Licanss #

TO BE COMPLETED 8Y APPLICANT. PLEASE TYPE OR PRINT,

NAME: SAMPBE . DR ALAIN L - HOBPITAL:

PERMANENT ADDRESS:
ADDRESS:

LOCAL MAILING: @a_ |

DL Applying on the basis of which

ADDRESS IN (MA); /i S approved American Specialty Board? 8 & [a Y AS
Coertificate Category?

YOU ARE REQUIRED TO COMPLETE THE GUESTIONS BELOW. YES

1. Has any medical malpractice claim ever been made against you in the last ten years (whether ar not a lawsult
was filed in relation to the claim)?
2. Have you evar besn danled tha right to participate or anroll in any sysiam whereby a third party pays all or
part of a patient’s biil?
3. Have you ever epplied for licensure or to sit for an examination or taken an examination, under o different namae?
4. Have you sver basn denled the prvilegea of taking or finishing an sxamination or besn ascused of cheating and/or
improper conduct duting an sxarnination sinos your matriculation In collage?
5. Hava you ever failsd any of the following examinations: the FLEX sxamination, any state Board sxamination, or falled Part Wl of the
National Boards of falled to gain certification from the National Board of Medical Examinars?
Have you sver falled a foreign Hoensing or ceriification sxamination?
Have you ever falled an Amarican Specialty Board examination?
Have you ever besn denied a med!cal licenss, whether full, limited or temporary, for any reason?
Have you ever had stafl privileges, smployment or appointment In a hospltal or other health care institution
denied, suspended or revoked, or resigned from a medical staff in Heu of disciplinary action?
10. Are any formal disciplinary charges pending or hag any disciplinary action been taken againsi you In the
last ten years by any governmental authority, by any hospitat or heaith care facitlty, or by any profassiona!
medical agsociation (nternational, national, state or local)?
11. Have you ever voluntarily surrenderad a [icense 1o practice medisine or any haaling ari? The Board's
regulations define "disciplinary action.” Plesse refer to 243 CMR 3.02, attached.
12. Have you svar withdrawn an application for medical licensur, hospial privileges or appointment, for any reason?
13, Have you sver, for any reason, lost Amsrican Specialty Board Centtiication?
14, Have you been denled required recariification by one or more specialty boards? ¥ yes, which one{s)?

©m N

18. Hava you, at any tims, been a defendant in any oriminal proceeding other than minot traffic otfenses?

16. Has your privilege to possess, dispensa or prescribe cantrolled substances ever been suspanded, revaked, denied,
festricted or aurrendered, or have you been called beinre or warnad by this stale or any other
jurisdiction including a federai agency at any tima?

17. Hava you ever had any emotional disturbance or mental lliness which has impaired your ability to practice medicine
or to function as a student of medicine?

18. Have you sver had an organic lliness which has impalred your ability 1o practice medicine or to function as a

student of medioine?
19. Ars you now, or have you been in ths past, dependent upon alcohol or drugs?

20. Have you ever held a licanse in Massachusetta or any other stata or country? i yas, list other jurisdictions.
é;;g&ﬁc. T3-1%2. . .
NOTE ON QUESTIONS 17-19: The harrr thet befalis physiciane and patients allke when impairinent goss undetected and untreated

by the madical profession is devastating. The Board wants impalred physicians treated in the eerly steges of Impairment

bafors imeparable harm to the physician or patient occurs,

If you have answered "yss" to any of the above except #20 pleass explain on tha revarse side. Attach additional 8 /2% x 11" sheets
if necessary.

¢ will rend the Board's reguiations, 243 CMR 1,00 through 3.00. To the bsst of my knowledge { meet the qualifications

for Amerioan Speclaity Board Licenaure in Massachusaetts.
I hereby certify under the penalty of perjury that all information on this form (front and back) incfuding attached sheets is true.

SIGNATURE: m @%L DATE: j{,_,_[;a}?fm! 1Y fg




A ?HE COMMONWEALTH OF MASSACHUSETTS i
. SRS | . e
::; & g /’/(L// ARD OF REGISTRATION AND DISCIPLINE IN MEDICINE .“@
s ik
i.b e ,"‘ Application for Endorsement Registration :}";}_‘!
- (Fee — $150.00 must accompany APPLICATION — No currency or personal thecks) :':gfi.':
8/ ik
Foad- 7 For Office Use Ja)
8y - Application ¥ _é_ﬁ
Fn
mof Fee Certificate # Aﬂ. Dace of lssum
Please Pring SWORN STATEMENT Date:_March 11th, 1988.
. Alain Lester CAMPBELL
Name T . Address e
Furst Middle Last _ .
Date of Birth .. ‘ ————
Place of Birth__ot-~Hyacinthe, Quebec, Canjada H3R 2T6
Pre-Medical Education Medical Education
School University of Montreal School McGil) University
B.Sc. : 1969-72
Years Attended - gem Attended _1972-76 : M. D . .M.
previousty. B A. (Univ., Mt1l, 1969

Postgraduste Educadon & Hospital Appointiments
Place Position . . i § Z % - Dates
POSTGRADIUATE EDUCATION: M.Sc. (Ex%ggiéénggivﬁe ne - Endocrinology)

Residency program; OB/GYN; McGill Univ. and Univ. Mtl; 1877-80
Appointments: Assistant Prof Clinical OB/GYN , Fac NedIoThRzard

A ABral _Nicn
Graduate Studies, URLY: monTrTr - Ste—dusti-nre—andod it o =]

Llsta.llmherstatcs:nwhlchyouhavebeenfuﬂyﬁcensed Iniversity Hospitals; 198Ll-actual 1988;

QUEBEC, only, Canada , 77-189

Other names under which you have been licensad: _ NOnE
ListSpecialtyBoudsbywhichyoumcerﬁﬁed; AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGGY

NARPNIRTEN \Tm\@’t&-ﬂ (omaslcom LM CLC WF&&K?{: S
Th &uw& Oarw* Lewnte oo htemer /u,o'(/:&:l ‘16 Da/swd

Nvnste  a_ @Y\LNTM“tO
ho dical Conln | im LQMAA

o 19 Wmﬁm W}‘ug ,a‘r‘,qyg

Thanle grea

@&M&gmb




‘1&51%0NQEALTH OF MASSACHUSETTS FOR OFFICE U&- KLY

BOARD OF REGISTRATION IN MEDICINE | Full License anplication
SUPPLEMENT TCO APPLICATION FOR Pending Approved
FULL .LICKNSE | License ¥

TD BE COMPLEJED BY APPLICANT. PLEASE TYPE OR PRINT,

NAME: _Alain L., CAMPBELL HOSPITAL: Ste~Justine Hospital

PERMANENT ADDRESS: :

ADDRESS IN (Ma): H3T 1C5

YOU ARE REQUIRED TO COWPLETE TBE QUESTIONS BELOW. YES N0
1., Has any medical malpractice claim ever heen made sgainst

you in the lest ten years {wvhether or not & lewsuit was filed

in relation co the claim)? 1.

2. Have you ever been denied the right to participate or enroll
in any system whereby a third party pays all or part of @
patient's bill?

3. Have you ever applied for licensure or to sit for am
examination or teken &n examinstion, under & dififerent name? 3.
4. HBaeve you ever been denied the privileges of taking or

finishing an examination or been accused of chesting and/or

improper conduct during an examinstien since your matriculation

in college? . 4.
5. Have your ever failed an exaoination {(including the FLEX
Examination) before any stete or the Xetional Boards? 5,
6. Have you ever been denied 2 medical license, whether full,
limited or temporary, for any reason? 6.

7. Have you ever had staff privileges, employment or appointment

in 8 hospitel or orher health care institution, denied, suspended

or revoked, or resigned from & medical staff in lieu of

digciplinary action? 7.
B, Are any formal disciplinary charges pending or has any
disciplinary action been teken against you in the last ten years

by any governmentel suthority, by any hospital or health care
facility, or by any professional medicel association

(international, national, state, or local)? 6.
9. Heve you ever voluntarily surrendered a license to

practice medicine or any healing arc? The Board's regulations
define "disciplinary action." Please refer to 243 CMR 3.02,
attached,

10, Have you ever withdrawn an application for medical
licensure, hospital priviledges or sppointment, for any reasson? 10,
11. Have you ever for any reason, lost American Specialty

q.

Board Certification? 11.
12, Have you been denied required rvecertification by one or
snore specialty boards? If yes, which one(s)? 12.
13, Have you, at any time, been a defendant in any criminal
proceeding other than minor treffic offenses? 13.

14, Hes your privilege to possesg, dispense or pregcribhe
controlled substences ever bheen suspended, revoked, denied,
restricted, surrendered or have you been called before

or warned by this state or any other jurisdiction including

& federel agency at any time? 14,
15, Have you ever had any emctional disturbance or mental
illness which has impaired your ability to practice medicine
or to function as 2 student of medicine? 15.
16, Have you ever had an orgenic 1llmess which has impeaired
your ebility to practice medicine or to function as s student
of medicine? 16,
17. Are you now, or have you been in the past, dependent upon
alcohol or drugs? 17.
18, Have you ever held 2 license in Massachusetts or eny other
state or country? If yes, list other jurisdictions,
L] L] 1]
18.

NOTE ON QUESTIONS 13-17: The harm that befalls physicians and patients alike when S

The Board wante impaired physicisne treated in the esrly stages of impairment befors b

impairuent goes undetected and untreated by the medical profession is devaatazing. ;;q o

irreparable harm to the physician or patient occurs. ,
If you have answered "yes" to any of the above except #18 plesse explain on'the
reverse side. Attech additional B 1/2" x 11" sheets if necessary. I will read

the Board's regulations, 243 CMR 1,00 through 3.00. To the best of my knowledge
N .

I meet the qualifications for Full Licensure in Hessachusetts. -,

I hereby certify under the penalty of perjury that all information on this form
(frent and back} including ettsched sheets is true.

SIGNATURE; ) - DATE: M “‘djc }953‘

ADbRESS: 3175 COTE SAINTE-CATHERINE,
LOCAL MAILING ) Montreal, Quebers, Canada.

anual
itio
it

Hiwit

wlin
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Massachusetts Physician Renewal Application

Physician Name: ALAIN LESTER CAMPBELL License No.: 60491
PART A
1) Current Statas: Active " TRenewal Duc Date: 03/31/2005 Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your new status:
(Check only one). (See Renewal Instructions, page 3.)
O Active O Retiring 0J 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.
2ddresses CANNOT ostDfice Box Please make corrections (print)

2a) MAILING ADDRESS
g 3221‘901\1 STREET Mailing Address:
LYNN, MA 01904-0000 City/Town: Stater ______
Zip: Country:
1 Check here 1o change this address
2b) HOME. ADDRESS ST
) PDRE ‘ S % . Home Address:
. City/Town: State;
e 0 Zi Count
e 4 N i ountry:
&, & re—
Phone: SE g o Home Telephone: () _
e iy i hl
[} Check here 1o change fhis address - o "':; 1 Home address cannot be a Post Office Box
b L
2c3 ggg,]]?)iss&zgﬁl%ss :% ? Business Address:
SUITE 9 City/Town: State:
LYNN, MA 01904-0000 Zip: Country:
Phone: (781)592-3000 Business Telephone: ()
[T Check here io change ihis adidress Business address cannot be a Post Office Box

3) E-mail Address: po7 AVALEABLE. AT 6 EFYCOE
4} Fax Number: "1‘21 g ggg’ qé;"f;

ki

5) Specinlties (S?;Renewai Instructions, page 4.) Delete? Additional specialtfes:
Obsterrics and 6ynecology ]
0
u}

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

List Certifying E}ard(s) below: . Update General Certificates and Subspecialty Certificates
' below. Please add additional Certifications as required.
Board Name ABMS or AOA Certificate/Subspecialty Correct? Delete?
AMERM@J\? e"@_@ﬁ Obmmgg kaf&wéﬁf O Obstetrics & Gynecology ¢ 0
0 O ] 0
] ] O a
] O (] 0

Page 10f &



| Massachusetts Physician Renewal Application
Physician Name: ALAIN LESTER CAMPBELL License No.: 60491

(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers, if any: 8a) Otl;; j}:}ites where you are now licensed to practice (Abbr.)

a) Massachusetgs:
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.)

¢) Federal (DEA) XS: due BEC

9) What is your principal work setting? (See Renewal instryctions, page 4.)
Principal Work Setting: Private Office Change to:

Please enter principal work seiting hours per week here: g 2o

10) List all current health care facilifies 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 af that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional

facilities on a separate sheet, if necessary.

Neo Affitiations [

Health Care Facility {See Renewal Instructions, page 4. Delete? } - Smncmgm'y(;hangc :e:i&’::k
North Shore Medical Center - Salem Hospital Admitting Q.5
Union Hospital Admitting /

Qlei0Gon o

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 5 _ hrs/wk Change to: _/ _ hrs/wk
b) outpatient care _30  hrsiwk Change to: /2-[? hrsfwk

12) Medical Llab{li!y Insurance Information (See Renewal Insiructions, page 5.)
My medical liability insurance is provided through: (check one}

Insurance Carrier {complete below)

Current Insurance Carrier: ProMutual Group /-~ 3/ 2 Change to:
Policy dates:  From @, w0t 6 9 T 82 10F1 06
‘(required) ‘

[ Letter of C}edit subject to Board approval (attach a copy)

[0 1am registering with Active status but | am not required to have medical Jiability insurance because | am:

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

[0 Governmerit Emplovee Federal Tort Claims Act (FTCA)
1 Otherwise exempt (Please explain):

Page 2 of &



Massachusetts Physician Renewal Application
Physician Name: ALAIN LESTER CAMPBELL License No.: 60491

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

In questions 14-21, the phrase "time period" refers to the following: all time from the day you signed your last
license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5.}
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.

YES NO

s

14} CLAIMS MADE _
a) New: Has any medica} malpractice claim been made against youn during this time period, whether or
not 2 Jawsuit 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, settiéd, or adjudicated during this time period?

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

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

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

17) CRIMINAL CHARGES
a) Have you bgen 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 professionaf society or association?

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

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

21) Has any medical liability insurance carrier restricted, Hmited, 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, Himited or terminated your insurance coverage in response to an inguiry by
a medical lability insurance carrier?

22) CME CERTIF]CAT]ON:
a) Have you completed your CME requirements preceding your renewa! date? . Yes [ Ne
b) !f no, are vou requesting 4 CME waiver?

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

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

Page 3¢of &



Massachusetts Physician Renewal Application
Physician Name: ALAIN LESTER CAMPRELL License No,:  604%1

PRYSICIAN PROFILE
“@ I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.

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

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

CERTIFICATIONS

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

0

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

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

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

5) 1 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 172,

6) 1 certify that | have complied with my obligations to report a physician to the Board of Medicine, pursuant 10 G.L. ¢. 112,
sec. 5F, when I have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board
regulation.

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

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

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

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

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

Under penalties of perjury, I declare that I have examined this renewal application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct, and complete. 1 authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signature: : W | Date: f_gf_/ﬁ_g_sﬂ

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

Page 5 of §



Commonwealth of Massachusetts Board of Registration in Medlci
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 - (617) 654-9810 http://www.massmediyoard.org w ")

Physician Registration Renewal Application W ¥

Belore proceeding, please read the instructio (! ooy} iglToryn aknd gl ments for your own records: you will ;'f;m
tieed copies for credentialing and other purpose i attachments must be returned in the —

green_envelope gt {east 4 weeks before your rene te.
AP 2%)3
*Remit $400.00 for renewal fee (non-refuydabld). « Returnrefewal application in GREEN envelope.

+Add late fee of $25.00, if necessary, + Enclose cheq with coupon In BLUE envelo ]
Please review carefully the following inform ﬂ%&?&%ﬁﬁm%d corhipleteness. Make any corrections or
alterations as required. AU questions mum will be delayed.
1. Current Status:  Active Registration No, 60491 Renewal Date: 04/28/2003
If you want to change your curcent status, please check ane of the following boxes to indicate your new status: (Check only one)
[ Active [] Retiring (see instructions) [] Inactive (see instructions) 71 Do not wish to renew

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

A) Mailing/Business Address: (] Other Name(s)  {_| Name Change (enter name below)
3. ALAIN LESTER CAMPBELL
9 BOSTON STREET Mailing Address:
SUITE 9 City/Town: State:
LYNN, MA 01904-0000 .
Zip: Country:
B) Home Address:
Business Address:
City/Town: State:
Zip: Country:
Business Telephone: (387 ) 57623608
Home Address;_
City/Town: State:
Home Phone: Zip: Country B
. Home Telcphone o
Business Phone: - PLEASE NOTE: Only gne address can be a P.O. box. The
mailing address cannot be a P.O. Box.
4. a) Date of Bitth: b) Sex: 7. Current American Board of Medical Specialties Certification (See Table 2)
M Code: Code:
c) SS#:
. 8.Drug License Nuglgers, if any:
5. a) Name of Medical Schoot: a) Federal (DEA):
YMc &J i arsny Facult Bf Medicine b) Massachusetts:
b) Year uate 19 ¥ eregy .
76 D. 9. a) Other states where you are now licensed to practice (Abbr) 24 &
6. Specialty Code(s) (Sec Table 1) L
Code(s) Hours per Week in Mass. 35 b) States where you were previously licensed (Abbr.)
C-
OBG o Obstetrics and Gynecology (Q'\‘&'hg"‘ B R

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

care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). _ No affiliations.
Facility Code: § 37/ &~ (AP) 5 % Facility Code: 5 3 14— (AP) /& % Facility Code: /. (AP)____ %
Facility Code: __/  (APY___ % FacilityCode:__ /  (AP) % Facility Code:____ _ / _ (AP) Ty

If 999, print name(s):




PRINT YOURLASTNAME: ___CAMPPE L2 LICENSE NUMBER: €099/ - .

| . ,
11. My medical malpractice insuranceis covered by [ Insurance Carrier [ Letter of Credit
Insurer’s name, (Required):PAo-MuTuAL . [~-3/0 22 Policy dates: From: &2 /0%/83 To: &% 9 oy

Alternatively, indicate as follows: |1 am registering with Active status but 1 am not covered by medical malpractice insurance
because I am: Check One: [1 Not involved in direct/indirect patient care in Massachusetts [Oa government employee,

[} Otherwise exempt Please expldin exemption:
12. What is yowr pringipal work setting? (See Table 4} _/ 5 If you are affiliated with a healtheare facility or credentialed
for the provision of patient care yoh must complete guestion #10 on pape 1 and list your affiliations,

13, Care of patients in Massachusetts (see instruction booklet),
1) Average weekly howrs involved in: A) inpatient care 4~ hrs/wk  B) outpatient care £ lus/wk
2) What is the approximate pe centige of your patient care hours in primary care? 4 %

EE INSTRUCTIONS

Questions 14 throug ofer to the berlod since vou sipned vour last repewal application. Check either YES or NO fo each
question, Provide details on Form R for all YES answers (except question 22). Refer tg instry ons for additions] information
and definftions. ALL questions in this seetion must be apswered. Po not answer NA or the form will be incomplete and dela
your repewal,

i

| YES NO
14, : Has any medical malpractice claim been made against you that has not

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

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

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

otherwise resolved?

17. Have you been charged with any criminal offense?

18, Have you been charged with or dis¢iplined for any violation of laws, rules, by-laws or standards of practice of
any governmenta} authority, healthlcare facitity, group practice or professional society or association? |

19. Has your privilege to possess, dispFe 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 or been denied & medical license for any reason? }

21. Has any professional liability insurénce 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 your renewal date? E’Yes [ No

[T] CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Checkone: [] Inactive status (30 Residency/Fellowship training (See instructions),

See Instructions for CME walver or exemptions. Do rot submit documentation of your CMEs with applieation.

¢ Pursuant to G.L.¢. 112, Sec 1 I 1 understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. 51A

and the punishment for failure to comply.
» Pursuant to G.L. ¢. 112, Sec. 2,/ will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedale

amount.
»  Pursuant to G.L. c. 62C, 49A, I|certify that I 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 under
G.L. ¢. 62E; and withholding and remitting child support pursuant to G.L. c. 119A. (Ses instructions).

I hereby certify under the penalties «?f perjury that all information on this Renewsl Application, Part B and Form R s true.

Signature: /7 Date: 2_’/__12..7:_/_‘2?

U MUST SIGN INCLUDE P B. WITH YOUR RENEWAL APPLICATION
oard Regulations require that vou notify the Board, in writin hanpe of address

MAKE A COPY OF YOUI}& APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




Commonwealth of Massachusetts Board of Registration in Medici
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 - (617) 654-9810 htip://www.massmedtioard.org V "]

J
Physician Registration Renewal Application N : }rg%
Before proceeding, please read the jnstructio 4 igjfo ihalthchments for your awn records; you will ]
attachments must be returned in the Ry

need copies for credentizling and other purpose

green envelope gt least 4 weeks before your rene te.
_ APR 1 Zﬁ[)q _
*Remit $400.00 for renewal fee (non-refu . * Return|fefiewal application in GREEN envelope.

a
+Add late fee of $25.00, if necessary. » Enclos¢ chedk with coupon in B envelope. g

Please review carefully the following inform q{g@gﬁ?&ﬁéﬁﬁm&fy completeness. Make any corrections or

alterations as required. All questions must be answered or you will be delayed.
1. Current Status:  Active Registration No. 60491 Renewal Date: 04/28/2003

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

[ Active {] Retiring (see instructions) [] Inactive (see instructions) [T Do not wish to renew
Please make corrections (print)

[J Other Name(s) [} Name Change (enter name below)

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

A) Mailing/Business Address:
3. ALAIN LESTER CAMPBELL

9 BOSTON STREET Mailing Address:
SUITE 9 City/Town: State: _
LYNN, MA 01964-0000 . .
Zip: Country:
Bj) Home Address:
Business Address:
CityTown: State:
Zip: Country:

Business Telephone: ( 78/ ) 8 72- 3060 &L
Home Address:

City/Town; o State:
Home Phone: Zip: Country:
) Home Télephonc “
Business Phone: - PLEASE NOTE: Only one address can be 2 P.O. box. The
mailing address cannot be a P.O. Box.
4. a) Date of Birth: b) Sex: 7. Current American Board of Medical Specialties Certification {See Tabie 2)
M Code: Cade:
c) §S#:
8.Drug License Nuglgcrs, if any:
5. a) Name of Medical School; a) Federal (DEA):
b) Massachusetts:
b Y%%%%’r &J iegrsny!l;aculty Bf Me%‘cmc
76 D 9. a) Other states where you are now licensed to practice (Abbr) HeUE
6. Specialty Code(s) (See Table 1)
Codefs} Hours per Week in Mass. 35 b} States where you were previously licensed (Abbr.)
C-
OBG ¢ Ohstetrics and Gynecology o . T T

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

care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). _ No affiliations.

Facility Code: 5 3/ &~ (AP) _S_ % Facility Code: 5 3 & /4~ (AP)_ /&% FacilityCode: 1 (AP)____ %
Facility Code: _____ /___ (AP)___ % FacilityCode,___ / (AP} % FacilityCode.____/__ (AP) ___ %
[f 999, print name(s): -




PRINT YOUR LAST NAME: ___(CAMPPE L2, LICENSE NUMBER: 6079/ -

11. My medical malpractice insurance|is covered by [#} Insurance Carrier [0 Letter of Credit
Insurer’s name. (Required):Pho-MuTuat ¢ [-3/0 22 Policy dates: From: &2 /0¥/83 To: £/ i

Alternatively, indicate as follows: |1 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.

] Otherwise exempt Please explain exemption:
12. What is your principal work setting? (See Tabled) _/ 5 If you are affiliated with o healtheare facility or credentialed
for the provision of patient care you must complete guegtion #10 on page 1 and list your affiliations.

13. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: A) inpatientcare _ 4" hrsf'wk  B) outpatient care 2 _hrsfwk

2) What is the approximate ntage of your patient care hours in primary care? 4 %

Duestions 14 throug ofer to the beriod since vou slgned vour last repewal application. Check either YES or NO to each
question, Provide details on Form Rfor all YES answers (except guestion 22). Refer to instructions for additional information
and definitions, A questions in this seetiop must be answered, Do not answer NA or the form will be incomplete and dels
Your renewal,

YES NO
14, E ¢+ Has any medical malpractice claim been made against you that has not

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

15. CLATMS (Resolved);, Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, | whether or not a lawsuit was filed in relation to the ¢laim?

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine,
ot 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 %;minal offense?

18, Have you been charged with or dis¢iplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, healthcare facility, group practice or professional society or association?

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

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

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

22. CERTIFICATION; Have you completed your CME requirements preceding your renewal date? é’\’es O No
[} CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date,
CME EXEMPTION: Checkone: [] Inactive status [} Residency/Fellowship training (See instructions).
See Instructions for CME waiver or exemptions. Do net submit documentation of your CMEs with application,

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

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

»  Pursuant to G.L. ¢, 62C, 49A, Iicertify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of ali Massachusetts state taxes; reporting of employees and contractors under
G.L. c. 62E; and withholding and remitting child support pursuant to G.L. ¢. 119A. (See instructions).

i
I hereby certify under the penalties ?l’ perjury that all information on this Renewal Application, Part B and Form R is true.

Signature: M '/ ,;’ i /.; Date: ﬂ...___._?( l_._.__g:?_/ .;q,...ﬁ
DU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations require that vou notify the Board, in writing. of a hange of address

MAKE A COPY OF YOUI;Q APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 80491

Current Status: Active License Expiration Date: 4/28/2011
1) Activity Status: Active
2) Address & Contact Information

Mailing Address; Cardone & Asso Rep Med, 2 Main 5t
Suite 150
Stoneham
Massachusetts - 02180
United States of America

Home Address:
Business Address: 2 MAIN ST, CARDCNE & associates rep med
Suite 150
Stoneham
Massachusetts - 02180
United States of America

(781) 592-3000

3) Email Address:
4) Fax Number: (781) 438-8601

§) Specialties
Chbstetrics and Gynecology

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

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

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

8) Other states where you are now licensed to practice
New Hampshire

9) States where you were previousiy licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
None Reported

Page 1 of § Date: 4/26/2011 Time: 11:17 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

11) Care of patients in Massachusetts
Average weekiy hours involved in:  a) inpatient care O hrs/wk
b) outpatient care 10 hrsiwk

12) Medical Liability Insurance Information

insurance Carrier Poticy Start Date Policy End Date Policy Type
Medical Professional Mutual Ins Co 02/07/2011 02/07/2012 Oceurrence Policy

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

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

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

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

resclved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits _ ) o
Question 16 refers tc 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, settied or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

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

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

employer or professional association?

b) Have you ever taken a [eave of absence from any 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 & 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 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 appiication 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 asurcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, of have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

Page 2 of 5 Date: 4/26/2011 Time: 11:17 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Alain Lester Campbell, M.D. License No.: 60491

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

Page 3 of 5 Date: 4/26/2011 Time: 11:17 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alain Lester Campbeil, M.D. License No.: 60491

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

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

Page 4 of 5 Date: 4/26/2011 Time: 11:17 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Alain Lester Campbell, M.D. License No.: 60491

Compliance with Legal Responsibilities

Online profile:
X! have reviewed my Physician Profile and confirm that the irformation is accurate.

1) |understand and a%ree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L ¢ 119 sec. 51A and | understand the punishment for failure to comply.

2) | understand and agree to comply with my obligations to report abuse or negiect of disabled persons
pursuant to M.G.L. ¢. 19C sec. 10 and | understand the punishment for failure to comply.

3) | understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuantto M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

4) {understand and agree to comply with my obligations to report the treatment of wounds, burns and other
injuries pursuantto M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to comply.

8} | understand and agree o comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. c. 112 sec. 12A 1/2 and | understand the punishment for faiture to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. c. 112 sec. 5F, when i have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢c. 112 sec. 5 or any Board regulation.

7) funderstand and agree to comgl with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance witn the Medicare tee schedule, pursuanito MG L ¢. 112 sec. 2.

8} |understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 48A, my license shall not be
iwsued or renewed unless | make this centification under penatties of perjury.

9) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M G L ¢ 62E& Sec. 2.

10} understand and agree 1o comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. c. 119A.

11)! understand and agree to comply with my obligations to fiie an incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L c. 112 sec. 5 and 243 CMR 3.00 et seg. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12)| understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which | have referred a patient for physical therapy services,

pursuantto M.G.L c. 112 sec. 12AA.

13)i am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that { obtain and provide to the Board a Nationat Provider

Identifier (NP1) number.

14} understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

15)| understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

| have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

i Under penalties of perjury, | declare that | have examined this renewal application and ail of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.

Page 5 of 5 Date: 4/26/2011 Time; 1117 AM



Physician Name: Alain Lester Campbeli, M.D.

Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Current Status: Active

1) Activity Status: Active

2) Address & Contact Information
Mailing Address: Cardone & Assc Rep Med, 2 Main St
Suite 150
Stoneham
Massachusetts - 02180
United States of America
Home Address:
Business Address: 2 MAIN 8T, CARDONE & asscciates rep med
Suite 150
Stoneham
Massachusetts - 02180
United States of America
{781) 592-3000
3) Email Address:
4) Fax Number: (781) 438-9601
5) Specialties
Obstetrics and Gynecology
6) 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
7) Drug License Numbers
Massachiu<etts Federai (DEA) Federal {DEA) XS
8) Other states where you are now licensed to practice
New Hampshire
8) States where you were previously licensed
None Reported
10) Work Sites

List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
oftice, clinics, nursing homes, etc

WorkSite Location
None Reported

Page 1 of 5 Date: 4/36/2013 Time: 12:37 PM

License No.; 50491

License Expiration Date: 4/30/2013



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 80491

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b} outpatient care 1 hrsivk

12) Medical Liability Insurance Information
I am not required to have malpractice insurance.

Other

Lymphoma Chemo Dec Jun 2012 compinctudin%s hops Sept. Dec. many days [V abx. Adm
asthma Dec, severe neutropenia Ap 23 170 ANC No patient since chemo no wish to retire insurance
costly; take when stable Inactive lic long to re-establish.

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

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

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

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

resolved, seffied, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

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

b) Resolved: Have you resolved, settled or adj udicated 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 employer?

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

group practice, employer or professional association?

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

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

Page 2 of 5 Date: 4/30/2813 Time: 12:37 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alain Lester Campbeli, M.D. License No.: 60491

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

21) Has any medicat 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 2 medical liability insurance carrier?

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

Page 3 of 5 Date: 4/30/2013 Tirne: 12:37 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

23) Do you have a medical condition that interferes in any way or limits your abitity to practice
medicine?
Lymphoma Dec.2011, at Mass MGH Chemo.Dec Jun2012,complications; insurance not renewed per
243 CMR 2.07 (18)(d)nct engaged in practice;have tail; will re-activate when stable

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

Page 4 of 5 Date: 4/30/2013 Time: 12:37 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

Compliance with Legal Responsibilities

Online profile:
[X]! have reviewed my Physician Profile and confirm that the information is accurate.

1) |understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L c. 119 sec. 51A and | understand the punishment for failure to comply.

2) !understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. ¢. 19C sec. 10 and I understand the punishment for failure to comply.

3) |understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuantto M.G.L. ¢c. 19A sec. 15 and | understand the punishment for failure ta comply.

4) i understand and agree to compfg with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to compiy.

B) |understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. c. 112 sec. 12A 1/2'and | understand the punishment for failure to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
purstiant to M.G L. ¢. 112 sec. 5F, when | have a reasonable basis {0 believe that a person violated any
provisions of M.G L. c. 112 sec. 5 or any Board regulation.

7) | understand and agree to comply with my obligations related to char?ing and collecting fees from Medicare
Benefictaries in accordance with the Medicare fee schedule, pursuanf to M.G.L. ¢ 112 sec. 2.

8) 1 understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of pefjury.

9} | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contfractors pursuant to M.G.L. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. ¢c. 119A

11)| understand and agree to comply with my obligations to file an Incident Reportt with the Board when certain
adverse events occur in my private office, pursuant to M.G.L c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other fegal entity to which I'have referred a patient for physical therapy services,

pursuant to M.G L. ¢ 112 sec. 12AA.

13)! am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider

[dentifier (NF1) number.

14)| understand and am in compliance with HIPAA and al! other federal and state obligations placed upon me
as a physician.

15)] understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

X 1have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.

Page 5 of 5 Date: 4/30/2013 Time; 12:37 PM



Dr. Alain Lester Carnpbell Data bif/"se Number: 60481
NATIONAL PROVIDER IDENTIFIER (NPI)

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

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

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

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

Optjon 2; Certify you have personally epplied 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 NP1 form at the Board's web site at www.massmedboard.org.

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

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

Option 3: If your license 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.

[T} My current NPJ is: DDD [:I D D D D ED

EJ 1 have personally applied for an NPi. (You must provide vour NP1 number to the Board when received.)

3 1 have applied for an NPI using a third pariy {enter name): (follow instructions for Option 3)

X By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NPI on my behalf,
D3 As an inactive physician, I do not wish to obtain an NPI.

HIPAA TAXONOMY CODES
Please provide the HIPAA taxonomy (specialty) codes (refer to enclosed Taxonomy Code List). 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,

Taxonomy (Specialty) @de Taxonomy Description (Print)
Primary Provider Taxonomy: @ @ @ @ @E ObsTeTer S & Cinecotody

Provider Taxonomy: D D I:I—_—l D D D D I:D
Provider Taxonomy: D D E]] D D D D m

NPI REQUIRED INFORMA TION

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;
State of Birth (if US): Country of Birth (if outside the US):  CAVA DA
Gender: [ Male [J Female
Penalties [ ifying Information on the National Provider 1dentifier ication

18 U.5.C. 1001 authorizes crimina! 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.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NP1 Dissemination

Check one box; ﬁ Iauthorize [ Ido not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or health organization.

Please sige and date to confirm th;t all of the information on this form is true and accurate,

Signature: 74 U'M/ Date: 92/ 1/ ;300F




E:'Fé"?@ @@s&b@wﬁs Board of Registration in Medicine
s ____ 1560 Harrison Avenue, Suite G4
d‘ Fr3 22 T8 U Boston, MA 02118
617-654-9810

Dr. Alain Lester Campbell 01/25/2007
9 Boston Street

Suite 9

Lynn, MA 01904-0000

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the use of the
National Practitioner Identifier (NPI), a unique identifier for health care providers. The NPI program is overseen by
the Centers for Medicare and Medicaid Services (CMS) under the Department of Health and Human Services.
Under the final HIPAA NPI rule, all individual and organization covered providers will be required to obtain a NPI
by May 23, 2007. Without this number, you may be ineligible for reimbursement from federally-funded benefits
programs. As a condition for renewal of your license, you must complete the NPI form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their NPI numbers.
In addition to providing this service for physicians, the Board is the designated repository for electronic storage and
dissemination of the NPI number. By having your NPI in this central repository, we hope to reduce the amount of
administrative duplication in your office. '

Please follow the instructions on the NPI form on the back of this letter. If you already have a NP1 number, you

must enter it in the space provided. If you have not yet submitted an application for a NPI number, you may request
that the Board apply for the NPI number on your behaif, or you must indicate that it is being requested by another
entity. You must check one of the boxes regarding NPl and you must sign and date the form to authorize the Board
to provide the NPI number to authorized entities, although this is not required. Should you need any assistance in
completing the NPI form, please contact the NPI coordinator ai (617) 654-9810.

I'would also like to take this opportunity to thank you for your continued service to the citizens of the
Commonwealth.

Sincerely,

Martin C. Crane, M.D.
Board Chair

PLEASE COMPLETE NPI FORM ON THE BACK OF THIS LETTER AND RETURN TO
THE BOARD IN THE GREEN ENVELOPE. PLEASE REMEMBER TO SIGN AND DATE
THE FORM BEFORE MAILING. THANK YOU



Massachusetts Physician Renewal Application

I3

o

Far g

[

Physician Name: Alain Lester Campbell, M.D. License No.: 60491
PART A
1} Current Status: Active Renewal Due Date: 03/31/2007 Birth Date

If you want 1o change your current status, please check one of the following boxes 10 indicate your new status:
Check only one:  (See Renewal Instructions, page 3.)
O Aciive O Retiring [J mnactive 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 :
9 Boston Street APR 1 ¢ 2007 Mailing Address:

Suile 9 _
Lynn, MA 01904-0000 City/Town; State:

i ! Zip: Country;

O Check here to change ihis address

2b} HOME ADDRESS Home Address:
City/Town: State;
Zip; Country:
Phone- Home Telephone:; ( )
LI Check here 10 change this address Home address cannor be a Post Office Box
2¢) BUSINESS ADDRESS Business Address:
9 Boston Street
Suite & City/Town: State:
Lynn, MA 01904-0000 Zip: Country:

Business Telephone: ()

Phone: (781)592-3000

[0 Check here 10 change this address Busivess address cannot be a Post Office Box

Correct vour E-mailand Fax Number below:
3) E-mail Address: ’

4) Fax Number: 781-592.9625

5) Specialties (See Renewal Instructions, page 4.} Delete? List Additiona) Specialties:
Obstetrics and Gynecology 0
a
O

6) Current American Bozard of Medica) Specialties (ABMS) or American Osteopathic Association (AOA) Information.
(See enclosed instructions and Renewal Insiructions, page 4.)

List Ceriifying Board(s) below: Update General Certificates and Subspecially Certificates
below. Piease add additional Certifications as required.
Board Name ABMS or AOA| Certificate/Subspecialty Delete?
Obsterrics & Gynecology ABMS Obstetrics and Gynecology ]
Qa
o
o
Page 10f 9



Massachusetts Physician Renewal Application

r

Physician Name: Alain Lester Campbelt, M.D. License No.:

60491

{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}: D) States where you were previously Jlicensed
c) 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 preseribing services

or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of ali work sites in Massachusetts Location State Delete?
(See above and description on page 4. (City or Town) )
North Shore Medical Center - Salem Hospital SALE AN A

Union Hospital A AS MmA

OO on|o

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

Average weekly hours invelved in: a) inpatient care

1 hrsiwk Change to: hrs/wk
b} outpatiem care I8 hrsiwk Change to: hrs/wk

12) Medical Liability Ensurance Information {See Renewal Instructions, page 5.

Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:

%} Insurance Carrier fcomplere below)

Current insurance Carrier: ProMutual Group Change to:
Policy dates: ~ From #2/0% #00F 14,82 ;0% ; 2005

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

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

0 1am registering with Active status but I am not required to have medical liability insurance

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

because | am:

LI Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions. page 3.)

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

Yes No

Page 2 of 9



Massachusetts Physician Renewal Application
Physician Name: Alain Lester Campbell, M.D. License No.: 60491

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

You must check either YES or NO 10 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.e., 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, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency 1o 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 medica) malpractice
claims, during this time period?

17) CRIMINAL CHARGES

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

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

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

d) Are any Applications for Issuance of Process pending against vou?

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 governmentat authority, health care facility, group
practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any govemmental authority, health care
facility, group practice. employer or professionai 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 1o become obsolete
or have you been denied a medical license for any reason?

21) Has any medical Hability insurance carrier restricted. limited. terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduet 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? B3 Yes [] Ne

b) If no, are you reguesting a CME waiver? [Yes [] No

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

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

Page 3of 9




Massachusetts Physician Renewal Application

. Physician Name: Alain Lester Campbell, M.D. License No.: 60491 4:

PART C L

Check One: PHYSICIAN PROFILE -1

i

ﬂ.—- ! have reviewed my Physician Profile at http;//profiles.massmedboard.ore and confirmn that the information is accurate, -
(Please note that if you changed or corrected your business address, business phone number, practice speciaity, board

certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)
I have reviewed my Physician Profile and attached a copy of the Profile with corrections. f{’

O
]

My status is Inactive and | do not have a Physician Profile. (Se¢c Renewal Instructions, page 11.)

CERTIFICATIONS

1) 1 centify 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 to comply.

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

3) I certify that I have complied with my obligations 1o report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and | understand the punishment for failure 10 comply.

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

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

6) I certify that | have complied with my obligations to report a physician to the Board of Medicine, pursuant to0 G.L. ¢. 112, sec. 5F,
when | have a reasonable basis 1o believe that person violated any provisions of G.L. ¢, 112, sec. 5 or any Board regulation.

7) I centify that | have complied with 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.. ¢c. 112, sec. 2.

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

perjury.
9) 1 centify that | have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E,
10) I certify that | have compiied with my obiigations related to the withholding and remitting of child support pursuant to G.L. ¢.]19A.

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

12) 1 certify that 1 have complied with my obligations to disclose my ownership interest in any paitnership, corporation, firm or other
legal entity to which i have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. I2AA.

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

Signatre: Dae: 3 /J3 1 &}

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite G-4
Boston, MA 02118
617-654-9810
www.massmedboard.org

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the
use of the Nationa) Practitioner ldentifier (NPT}, a2 unique identifier for health care providers. The
NPI program is overseen by the Centers for Medicare and Medicaid Services (CMS) under the
Department of Health and Human Services. Under the final HIPAA NPI rule, all individual and
organization covered providers will be required to obtain a NP1 by May 23. 2007. Without this
number, you may be ineligible for reimbursement from federally-funded benefits programs. Asa
condition for renewal of your license, you must complete the NP1 form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their
NPI numbers. In addition to providing this service for physicians, the Board is the designated
repository for electronic storage and dissemination of the NP] number. By having your NPl in this
central repository, we hope to reduce the amount of administrative duplication in your office.

Please follow the instructions on the NPI form. If you already have a NPI number, you may enter it in
the space provided. If you have not yet submitted an application for a NPI number, you may request
that the Board apply for the NPI number on your behalf. You must sign and date the NPI form to
authorize the Board to provide the NPJ to authorized entities. Should you need any assistance in
completing the NPI form, please contact the NPI coordinator at (617) 654-9810.

] would also like to take this opportunity to thank you for your continued service to the citizens of the
Commonwealth.

Sincerely,

/(/L../C’(«“L»m

Martin C. Crane, M.D.
Board Chair

Please complete the NPI form on the following page.

Page 6 of 9
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Massachusetts Physician Renewal Application o

Physician Name: Alain Lester Campbell, M.D. License No.: 60491

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

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

Option !: Supply the Board of Registration in Medicine with your valid NP{. You can apply for an NP1 directly by using the NPPES Web
site at www NPPES . cms.hhs.sov.

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.

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

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

Option 5: If your license status is INACTIVE, you may ¢lect not to obtain an NPI number.

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

8 My currem NP1 is: mm E @ @ @

03 Ihave personally applied for an NP1. (You must provide your NP number to the Board when received.)

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

[ By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NP1 on my behaif,

0J Asan inactive physician, | do not wish 1o obtain an NPJ.

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 for more information). 1n addition to
providing the taxonomy code, please indicate your specialty in the space provided { Taxonomy Description). The primary provider
laxonomy code is required if you authorize BORIM to apply for an NPI on your behalf.

Taxonomy { Specialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: @ @ @ @ S TRYLS~ Oy MECOTY

Provider Taxonomy: D l:l ED D D D D ED
Provider Taxonomy: D [:I Dj D D D D m

NPI REQUIRED INFORMATION
In an ongoing effort 1o improve the quality of the information we collect. please review the following information and make corrections
as necessary. Please note: This information is required if you authorize BORIM to apply for an NP!I on your behalf,

Social Security Number:
State of Birth (if US): Country of Birth {if outside the US); C AN

Gender:  [% Male O Female
Penalties for Falsifying Information on the National Provider Identifier Application

18 U.S.C. 1001 authorizes criminal penallies 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 vears.
Offenders that are organizations are subject 1o fines of up 1o $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NP} Dissemination

Check one box: il 1 authorize [J | do not authorize the Board of Registration in Medicine to provide my NPl number to any
authorized hospital, health plan, or heaith organization.

Please sign and date to conﬁ%he infprmation on this form is true and accurate.
Signature: /s W Daie: Y 251 8 P

74
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o Massachusetts Physician Renewal Application 3
Physician Name: Alain Lester Cempbell, M.D. License No.: 60491 £Q;
PART A 3
1} Current Status: Active Renewal Due Date: 03/31/2009 Birth Date: &
H you want to change your current slatus, please check one of the following boxes 10 indicate your new status:
Check only one: {(See Renewal Instructions, page 3.}
] Active O Retiring 3 Inactive £ Do not wish to renew %

2) Addresses & Contact Informatien. Please confirm your addresses and make changes, if necessary. You are
required to potify the Board of Registration in Medicine within 30 days of any charge of address. Home and
Business addresses CANNOT be a Post Office Box.
23) MAILING ADDRESS
9 Boston Street Muiling Address:

Suite 9 ‘
Lynn, MA 01904-0000 City/Town: State:
Zip: Country:

Please mzke corrections (print)

[ Check here to change this address

2b) HO RE.
) ME ADDRESS . Home Address:
City/Town: State:
Zip: Country:
p,c e e Home Telephone:; ( )
Phone: S P
[J Check here o change this mﬁms 2 Home address cannot be a Post Qﬁ?ce Box
2) BUSINESS ADDRESS | APR B2 2008 Business Address
oston Tatratin
Suite 9 B,Qaf? ohzﬁdelglsuanon‘ City/Town: State:
Lynn, MA 01904-0000 ﬂ_ te _C_:,ine. Zip—- % © Country:
Business Telephone: { )
Phone: (781)592-3000 N . s
[3 Check here to change this address Business address cannot be a Post Office Box
e Correct yoiir E-mail and Fax Number below:
3) E-mail Address:
4) Fax Number: _781-592-9625 T f
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additiona) Specialties:
Obstetrics and Gynecology u
(]
8]

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

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

Page 10f 7




, Massachusetts Physician Renewal Application

Physician Name: Alain Lester Campbell, M.D. License No.: 60491

(See Renewal Insiructions, page 4.) Please make corrections as necessary

7Ty Prug Licens¢ Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: N
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) ’

North Shore Medical Center - Salem Hospital

Union Hospital

O{ga|ie|o

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

Average weekly hours involved in: a) inpatient care 1 hrsiwk Change to: ‘hrs/wk
b) outpaticnt care _ 18 hre/wk Change to: _/% hrsiwk

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

O 1nsurance Carrier (complete below)
Current Insurance Camrier: ProMutual Group Change to:
Policy dates:  From &4/ o 8% To O2,0% /O

Type of Policy: [} Claims made with tail coverage Occurrence Policy
{Enclose a copy of the certificate of insurance or the face sheet)

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

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

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

[0  Otherwise exempt (Please explainy:

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

if Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.
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, Massachusetts Physician Renewal Application -

Physicinn Name: Alain Lester Campbell, M.D. License No.: 60491 A

Y

{u

In guestions 14-21, the phrase "time period" refers to the following — all time from the day you signed your lIast 8
ficense Renewal Application fo the day you sign this Renewal Application. (See Renewal Instructions, page 5.)

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to 4

Renewal Instructions for additional information and definitions.
YES NO
£
o)

14) CLAIMS MADE

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

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

15) CLAIMS CLOSED

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

resolved, settled, or adjudicated duning this time period?

16) OTHER CIVIL LAWSUITS ‘

Question 16 refers to claims or actions related (o your competency to practice medicine or your

professional conduct in the practice of medicine.

&) 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) Rave any crimina} offenses/charges against you been resolved during this time period?

¢} Are there any criminal charges pending against you today?

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

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 anthority, 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 10 possess, dispense or prescribe controlied substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

20) Have you withdrewn an application for a medical license, allowed a license application to become obsolete

or have you been denied a medical license for any reason?

laim, or

21) Has any medical liability insurance carrier restricted, limited, tenninated, imposed a surcharge or
co-payment, or placed any condition related 1o professional compeiency or conduct on your coverage, of
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by

a medical liability insurance camrier?

[ 23) CME CERTIFICATION:

a) Have you compieted your CME requirements preceding your renewal date? ﬂ Yes [ No

b) 1f no, are you requesting a CME waiver? [dYes [] 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 Instruciions, page 8.)
I3 Inactive Status [ Residency/Feltowship training

CME EXEMPTION: (check one)
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. Massachusetts Physician Renewal Application o

.

Physician Name: Alain Lester Campbell, M.D. License No.: 60491 r‘«:

b

PART C 0
CERTIFICATIONS 8

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

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

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

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

5) I certify that 1 have complied with my obligations 10 report the treatment of victims of rape or sexual assault pursuant to G.L. c. 112,
sec. 12A 172,

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

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

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

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

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

12) I centify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity 1o which I have referred a patient for physicai therapy services pursuant 10 G.L. ¢, 1 12, sec. 12AA.

Check One; PHYSICIAN PROFILE
A  1have reviewed my Physician Profile at hup://profiles massmedboard.org and confirm that the information is accurate,

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

[3J  Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections.
0 My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

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 s true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from

licensure,

Signature: Date: 83 /271 25D 7

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