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THE COMMONWEALTH OF pMASSACHUSETTS
BOARD OF REGISTRATION jFeg

m@iﬁ-&zé $350.00 TO BE SUBMITTED

Application #

[y . -
t)atcofissuc n—é—:'z_é___, q b

Farm of Fee: _._3’_‘?__..___

Please Pring

Name M AR LN ANN HATIAK.  address - ——
Firs( iiddic Lasi _
Datcof Binth.____ ) g _—

Placeof Binh __BOSTO N, MNACSACHUSETIS

Name on Birth Centificate HARILIN Gy e HATAR | Phones _ -
Pre-Medical Education - Medical Education

School YALE VM ARSITY (¥ 1477 School _ M LBEANY MSOWLAL CoLLEDo
Years Auended JOSTON_ NIV, 1979 797 | Years Attended 1279- 1289

Postgraduate Education &'Hospital.hppointments from graduation from
Medical School tao the present time.

Place Position Dates

| 1
€8 ENCLasURY __ pyniTeep peactite EXPHRIEN ¢
AFPOUNT MENTS LISTED N _REVSROS CHEDNOLOIMIC fL _oRDER,

Is this your first full license? QZQ If applicable, please list all
gther states where vou e Ve been ljcensed:
Nel YR

Other names under which YOu have been licensed:

——

List Speciaity Boards by which you are certified: AMERICAN BorARy
OF PATHOLOGY

REASON APPLYING FOR A MA LICENSE_ (spMPL oy fd &M T
Anticipated starting datz?if You have position Pending in

Massachusetts: R / / 9

NOTE: Change of address must be submitted to the Board of
Registration in Medicine in writing. please inciude effective dates
of new address.

AFFIDAVIT OF APPLICANT:

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

ol

) Date:_§7 M /fb
iy A A/ 1k
SIGNATURE OF arpdroant




S/%/24

Commonwealth of Massachusetts
Board of Registration in Medicine FORN E

Ten West Street A
Boston, Massachusett&-p2111

. Ton g

(617) 727-303{,%; sy ]

ALEXANDER F. FLEMING An Agency within ho Execuive Offios of Consumer Afeis ghd Businsss Regulation ] '
il t‘ T

Vi N
85 .
EXECUTIVE DIRECTOR GPJ”H.
e T

VERIFICATION OF PREMEDICAL AND MEDICAL INSTRUCTION AND GRADUATTION
INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCROOT,

Please complete this form in full and return it DIRECTLY TO THE
ADDRESS ABOVE. This Verification cannot be accepted nor can a license
be issued to the applicant unless you send this form directly to the
Board of Registration in Medicine. Thank you for your cooperation.

I CERTIFY THAT __ M ARIUN ANN 144 332 CREDITABLY
NAWE OF APPLICANT

COMPLETED AT LEAST TWQ YEARS OF A PREMEDICAL COURSE INCLUDING PHYSICS,
BICLOGY, INORGANIC AND ORGANIC CHEMISTRY AT:

YALE UNIVERSITY  New HAvenN., CT.
NAME AND IOCATION OF UNDERGRADUATE EDUCATIONAL INSTITUTION

BosToN UNIVERSITY, DOsSTON, MA,
NAME AND ILOCATION OF SECCND UNDERGRADUATE INSTITUTION (IF APPLICABLE)

for admission to: ALBANY MT DILAL CoLlE6
NAME OF MEDICAL SCHOOL

- RLeANY, NY
LOCATION OF MEDICAL SCROOL {CITY, STATE, COUNTRY)

I FURTHER CERTIFY THAT M ARILYN ANN MHATA L
NAME OF ADPPLICANT

HAS COMPLETED AND ATTENDED FOR ya ACADEMIC YEARS OF INSTRUCTION,
NOUMBER

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

AT [FLPBNY MEDILAL COLLEE
‘ NAME OF MEDICAL, SCHOOL,

CONTTNUED ON BACK OF THIS PAGE



Commonwealth of Massachusetis
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 021 11

(617) 727-—3086 FORM E CONTINUED

ALEXANDER F. FLEMING " An Agency within the Executive Otfico of Consumer Affairs and Business Regulation
EXEGUTIVE DIRECTOR

TO MEDICAL SCHOOL: @give exXact dates of instruction,
including month, day of month and year for each Year to show
the number of weeks, excluding Vacations, in each year.

FrROM: G .l 749 o & 13 o018
MONTH Day YEAR MONTH DAY YEAR

FroM: O 4 SO To- ) 22 £
MONTH DAY YEAR MONTH DAY YEAR

FrROM: Q 81 To: | | 852
HoNTH DAY YEAR HONTH DAY YEAR
FROM: __ 2 2.8 83  to: /2 23 83

MONTH DAY YEAR MORTH DAY YEAR
FROM: TO:

MONTH DAY YEAR HONTH DAY YEAR
FROM: ' TO:

MONTH DAY YEAR MONTH DAY YEAR
FROM: TO:

MONTH DAY YEAR MONTH DAY YEAR

AND HAS RECEIVED/WILL, RECEIVE A DEGREER OF ] et of Medic.ine.
ON Max_,! 24 19 34 .

OR DESIGNATED OFFICIAL

SCHOOL SEAL DATE: 5 /e |9¢ -

P

Leave of Abgence (Maternity)- 1/1/82-9/9/82



1

aining FORM G

his form must be completed andg signed by the Director of
ship or residency training brogram. 1f yaou haqg bostgraduate

a3} "y in more thian one Program, this form may be duplicated. Upon
%wtned directly bv_tl]_ﬂ_b_o_a_gi;_il_m

LYoV éogoon, pp . FRoFESSOR

Name Title

hereby certify that MAR Iy N MAS A has served [/ year (s)

of post-graduate training as a oY I in Z)B/C’-V/V
Position Specialty

at ALBANY MO AL (ENTER, AL BANY L NY

Hospital City ‘State

This pProgram is X is not epproved by the ACGME or the RRC.

Dr. MHATAR participated in this Program from
—
% . Y o G , ¥S and was issued X was not:
Mont Year Month Year

issued & certificate ag Proof of completion of said training, (if

not issued 3 certifjicate, rlease explain, )

_,(é’( arfech e o4 A é om T, j%é@/* ——

I further Certify that at the time of completion of the above training,

this physician was, to the best of my knowledge, competent to practice

medicine and there Was nho disciplinary action outstanding or pending

involving him or her. ’Jm

iredtor——

Signature ot

(24

ate
Hospital sea)

RETURN THIS FORM DIRECTLY TQ: COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION TN MEDICIKNE
TEN WEST STREET, 3RD FLOOR,
BOSTON, MASSACHUSETTS 02111



> R0/

el BN - Gra g, ate Training FORM ¢

4 EEFMUSE he completed and signed by the Director of
I residency training brogram. 1f you had Postgraduate
¥Ihig in More tHan one Program, this form may be duplicated. Upon

s mmmmtégwéuf.&m_mx_bg_m;tp_ﬁrneﬁhcumpx_iy_by.xbu;gs ital to
tbf—mmm.mwh elow.

I _TE FLREY ROSS  MpD _,_Qg&w@ﬁ_%ﬂaﬁgwa/

hereby certify that MARILYN Hﬁgﬁ@ has served _‘/ year (s}

of post-graduate training ag a Kiz S OeNT e An BTHO Lo 4

j.n o _

Position Specialty
at _A LBHN SOICAL  conTrm, —BLBEANY . NY
Hospital City ‘State T

This program is “_'{__m_ is not _ - 8Pproved by the ACGME or the RRC.

Dr. Zzﬁ jﬁ@;__ﬂkmﬁﬁ_%_ . participated in this Program from
@ . _8b to . 70 and was jissued o was not
Month “Year e o ’

Yeay CMonth T Year
lssued 2 Certificate as Proof of completion of said training., (I1f

not issued a certificate, NPleasge explain.)

M‘——-—g___-——w_-—-ﬂ——_-w_..___ﬁf_,h—-_ﬂ_% e e T e e e e e ey

—_—
I further certify that at the time of Completion of the above training,

this physician Was, to the bast of my knowledge, competent to pracrijce

medicine andg there was no disciplinary action outstanding or pending

involving him or her, OL@\_.
- “2

Sign’atur “of Director
o[22 ZZ ¢
Date .

RETURN THIS FORM DIRECTLY 0> COMMONWEAL YT OF MASSACHUSETTE

BOARD oOr REGISTRATION TN MEDICINE
TEN WEST STREET, 3RD FLOOR,
BOSTON, MASSACHUSETTS 02111

Hospital Seal




COMMONWEALTH OF MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE SUPPLEMENT TD ARPLICATION FOR LCENSE
——

TO BE COMPLETED BY APPLICANT. PLEASE TYPE OR PRINT, -
e MARINN _ HATIAR R e phone #:_S718 - 732 -9g 1y
MAILING ADDRESS: _ Business Address: &7 PROFOW AY ~UN PP

TROY, NY 120180

Adddress valid unti: 10 | imi+

YGU ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW.
IMPORTANT NOTE: The Boardtmgulzﬁom,mschm&oadmwsoipﬂnwwum'mmfam o in the questions on this epplicetion, Please consutt
this definitiors, which foflows this portion of the application.
YES NO

1. Haamymodbmmmoedalmboenmadeagammyoummelasttanyemtvmeﬂwrornotai&wwﬂ

wiy filed In relation to the claim)? (You mustmmplezoFonnm.Med,formdalm)
2 Hwoyoumrbeendeﬂiadﬂnngmwpatﬁeipmormm&hmyoymmmnbynmlmmpawmlm

partof & patient's bili?
3 Hxvayoumrappﬂodfuﬁmmumorbsubranmnﬂnuﬂmarwcmmouaninaﬂunundorndiﬂoremnum?

4. Hunwumbeendarﬁodﬁwpﬂv!hgeothking or finlshing an examination orbeenmdofdmﬁng andfor

ummmmwmmmmmmmhm? -
5. quwwhnedanybfhsmwngwmmnB(nmmﬁon,mym Board examination, failed Past iff of the
WMwmwwmwmmm National Board of Medical Examiners?
6. Have you ever falled afnrﬁgnﬁcons!ngorcemﬂeaﬁonemaﬁnaﬂon?
7. Have you ever beer denied & medica) ficense, whemerfull.llmftedorhmporary,foranyreasm? .
1. Have you ever had staff privileges, employment or appointment in a hospital o ather health care Institition
denied, suspended or ravoked, or resigned from a medical staff i fiey of disciplinary action (ses definition)?
8. Are any formal disciplinary charges pending or has any disciplinary action (sss definition) been taken against you in the
kast ton years by any governmental mow.wwmmmwmwmtadlﬂy.mbywpmmaj
tedical association (ntemational, nationa, state or jocal)?
10. Have you ever votuntarlly surendered a lizenss to practice medicine or any heafing ant?
11, Have you over withdrawn an epplication for medica Reaasure, hospita privileges of appointmen, o any reason?
12 Have you ever, for eny reason, lost Amarican Specialty Board Certification?
13. Have you been danfed required recertification by ane or more speciaity boards? K yes, which ene (5)?

14. Have you, at any time, been a defendant In any eriminal procesding other than minor traffle ofienses?
15. Has your privilege to possess, dispense or presoribe controlied substances sver been Suspanded, tevoked, denied,
restricted or surrendered, or have you been called before or wamed biy this state or any other
jurisdiction including a taderal agency at any time?y
16. Have you ever had any emotional disturbancs or mental iliness which has impaired your abliity ta practice medicine
of 10 funciion as a student of medicine? . -
17. Have you ever had en organie Biness which has impaired your ability to prastios medicine o ta function as & student of medicina?
18, Are you now, or have you been in the past, dopendent upon alochol or drugs?
19. Has any professional Fability insurance provider rashricted, fimited, temmilnated, or imposed a surcherge on your coverage?
20. Have you ever beon enralied in a residency training program (s) that you did not complete?

*IMPORYANT: SEE FOLLOWING PAGES FOR FURTHER INFORMATION REQUIRED FOR "YES* ANSWERS,»

t eeniify that ! wilf futfi my chligation to report abuse or neglect of children pursuant to M.G.L.c. 119 sec. 51A, '
| will read the Board's regulations, 243 CMR 1.00 through 3.00, Ta the best of my knowledge meet the qualifications for full licensure in Massachusetts.

Vhereby certity under the penality of pesjury that all infermation on this epplication, {front, back, and aff attachments) is true.

r

SIGNATURE: %)@db{ DATE: 4 / /9 /?(0

0 4



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, 0
* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes. H,
The Board will charge a fee for cach copy.
* Remit $250,00 for renewal fee. * Return renewal application in GREEN envelope.
* Add late fee of $25.00, if necessary, * Enclose check with coupon in BLUE envelope.

Registration No.: 151889 Renewal Date: 11/02/97

L. Activity Status: & Active {J Retiring {see instructions) thyy g
{Check only one) 3 Inactive *(see below) 3 Do not wish to renew a4 7997
2. Other Name(s), if any, under which you were licensed: Corrections (type or print)
Other Name(s):
3. A Maili 4 .
Mailing/Home Addressg: Mailing Addross,__
MARILYN A HAJAR. M.D. City/Town: State:
Zipt Country: o
B) Bus iness Address: Other Address:
City/Town; State:
Zip: Country;
: . Home: | )
Home Phone: Business: (__ )

Business Phone: { ) -
Date of Birth (M/D/Y): {1/ Sex {M/F):

4. A) Date of Birth; C) Sex: Lic. Issue Date (M/D/Y): /[ Ss#:
B) Lic. Issue Date; € D) §8#: T
06/26/9 Full Name of Medical School:
5. A) Name of Medical School;

Albany Medical College of Union

{4} t
B)n\lfl'eg;-e(ﬁgdjﬁatgd: 84 C) Degree: MD Year Graduated: —__Degree (MD/DO): -
6. Specialty Code(s) (See Table 1} Code(s) Hours Per Week in Mass.
 Code(s)  Hours per Week in Mass. Y N @)
PA 0 Pharmacology Clinical —_—

If OS, Print Specialty:

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

Code: Code: Code: _ A Code:
8. Drug License Numbers, if any: -
A) Federal (DEA): ;:;de{af (DEA).
B) Massachusetts: ass. —
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

e e e —— e



L §

PRINT NAME AND NUMBER; Last Name: HA Jﬂ& Registration Number: / 5, 1?(??

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

Facility Code: ¢ G b/ (AP) Facility Code:____ / (AP} Facility Code:___ / (AP}
Facility Code;___ _/_(AP) Facility Code:___ / (AP) Facility Code.____/_(AP)

11999, print name(s):

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

Facility Cude:_q_‘i“g Facility Code:____ _ Facility Code:__ _ Facllity Code:_ __  Facility Code; _
17 999, write Name(s):
11. My medical malpractice insurance is covered by a) Insurance Carrier b) Letter of Credit

Name of Insurer:

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

I am (check one) a) v Not involved in direct/indirect patient carc in Massachusetts b) Otherwise exempt
Mo T LuRfeaTLyY EMPLOYS R i Hﬁ_ﬁs- TCMUSETTS -
Please explain exemption: )11y, £ oS umME © OVLERAGE F  WVEW eMPLOYIMENT Ofc e S

12. Are you currently in a post-graduate training program in Mass. as 4 resident or clinical fellow? {check one) [ Yes RNo
13. A. What is your principal work setting? (See Table 4 A __\i/
B. Care of patients in Massachusetts (see instruction booklet).
1}y Average weekly hours involved in: &) oulpatient care _ {3 hrsiwk b) inpatient care __S-?Hhrs/wk

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

PART A

uestions 14 through 22 refer to the past two {2) vears only. Check either YES or NQ (NOT N/A) to each question. Provide

details on Form R for all YES answers except for guestion 22. Refer to the instruction bookiet for additional information and
]

definitions,

IN THE PAST TWO (2) YEARS: YES NoO
14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim?

5. 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 relatjon to the claim?

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

I7. Have you been charged with any criminal offense, other than a minor traffic violation?

I8. Have you been formally charged with or disciplined for any violation of the 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 (o or suspended, revoked,
denied or restricted by any state ar federal agency?

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

21. Hasany profcssional‘ 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,
limjted or terminated your insurance coverage in response to an inquity by a professional hability insurance provider?

22. Have you completed your CME requirements preceding your renewal date (see instruction booklet}? I
[ Waiver requested  (waiver form due 30 days prior to date of license expiration), [ Training Program exemption ‘

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

Signature m @ﬂ:é@, /}46770.’?*- Date:/© 1/ 14 Z




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

Physician Registration

Board of Registration in Medicine

Renewal Application

Before proceeding,
for your own records;

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

Registration No.: Renewal Date:

151889

If you want to change your current status, piease indicate
(X Active (7 Retiring (see instructions)

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

3 A) Mailing/Business Address: Mailing Address.:_ + T,
MARILYN A HAJAR City/Town: NEW PALT 2. State:
Zipp )25 Counry: s A
B} Home Address: Other Address:
City/Town: State:
Zip: Country:
Home Phone:; Home: ( )]
Business Phone: Business: (7)4)_ 255 -4 50O
4. A) Date of Birth: Sex: . é)saée of Birth: (M/D/YY:; J /. _Sex:[OM [F
B) SS8#: ) = =
Full Name of Medical Schoo]:
3. A) Name of Medica! School:
Albany Medical College of Union University
B) Year Graduated: i C)Degree: ) Year Graduated; Degree: ] MD. ] b.o.
6. Specialty Code(s) {See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s}  Hours per Week in Mass. e —_—
PTH 0 Pathology ——e
GYN 0 Gynecology If OS, Prlnt Speclalty:
=y
7. Current American Board of Medical Specialties Certification (See Table 2) Code: PA [ 3 Code:
Code: Code: .
8. Drug License Numbers, if any; F I .
A) Federal (DEA): vrogral (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,

(3]

i
Please read the instruction booklet, f
you will need copies for credentialing and other purposes, ¢

* Return renewal application In GREEN envelope,

* Enclose check with coupon E envelope
T le‘vmﬁgﬁﬁr‘:r::- =z
VA = ETVE]

Regist fﬁgifd of
iﬂt} TRISHEON o1y

Other Name(s):

including writing prescriptions, in Massachusetts,




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

http://www.massmedboard.org @?ng?
LI &

Physician Registration Renewal Applicamu@s@

all attachments for vour gwn records; vou will

need copies for credentiaiing and other purild orm with attachments must be returned in the

green envelope 4 weeks hefore your renewak

rn renewal application in GREEN envelope,

* Remit $250.00 for renewal fee.
nelpse check with coupon in BLUE enhvelope,

* Add Iate fee of 525.00, if necessary.

Please review carefully the followin mmwﬂ?éfggﬁ%'& and completeness. Make an y corrections or
alterations as required. = T

1. Current Starus: Active Registration No.iy 5, 889 Renewal Date: 117022001
If you want to change your carrent status, please check gne of the following boxes 1o indicate your new status: (Check only one)
] Active [ Retiring (see instructions) [ inactive (see instructions) [ Do not wish to renew

Please make corrections (type or print)

2. Ocher Namefs), if any, under which you were licensed:

Other Name(s):
3. Ay Mailing/Business Address: Mailie A : = il
gAddress: #Y N, CHES TANUT, ST
MARILYN AHAJAR, City/Town: AAEW PALTZ. State: A/ Y
Zip: 1256/ Comnmry:_ LS A .

Business Address” 7 A/, ¢ JSCTAOT &7
B) Home Address: CityTown: NM&w) PRLT 7. State: iV Y
Zip: _J2sio Country: _ 5 FF ]
Business Telephone: ( EYSY p5e - (o Y5 O

Home Address:
City/Town: ~oSae
. Zip: ) Couniry: ]
Home Phone: Home Telephone: S 3_.
Business Phone: PLEASE NOTE: No P.O. Box addresses for home or

business addresses,

T s s m— o 1 7. Current American Board of Medical Specialties Certificaticn (See Tablc 2)

4. 2) Daie of Birth: b) Sex: F pAode: pa | 3 Code:
1554
¢ 8. Drug License Numbers, if any:
5. a) Name of Medical School: a) Federal (DEA): T CTIVE
b) Massachusetts: ? Mot A
b) Yé&b@%ﬂaﬁgﬁa' ('Olll ;%: of U%‘)oﬁyg’rlé‘é?ma D 9. a) Other states where you are now licensed to practice {Abbr)
— —.N'"L._ — — —
6. Specialty Code(s) {(See Table 1)
Code(s} Hours per Week in Mass, b) States where you were previously licensed (Abbr.)
PTH © Pathology o T e
GYN 0 Gynecalpoy

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

Facility Code: __ ¢ (AP} % Facility Code; (AP % Facility Code:__ ! (AP} Yo

Facility Code: ___ /~ (Ap) % Facility Code:__ ! _[AP) % Facility Cudc::_ ——t (AP %
If 999, print nameys): : 1
- v




PRINT YOUR LAST NAME: _//4 TAR. LICENSE NUMBER: /57/ K89

I1. My medical malpractice insurance is covered by a} [ Insurance Carrier by [] Letter of Credit -

Name of Insurer: _Alternatively, indicate as follows:

T'am registering with Active status but I am not covered by medical malpractice insurance because ] am (check onc)
a) Not involved in direct/indirect patient care in Massachusetts b) {1 Otherwise exempt

Please explain exemption:

12. Are you currently in a post-graduate training progran in Massachusetis as a reg}dcnt or clinical fellow? (check one) (] Yes ﬁNo

Py
13. A. What is your principal work setting? (See Table ) QNG ™
B. Care of patients in Massachusetts (see instruction bookiet).
1) Average weekly hours involved in: a) outpatient care 0 hrs/wk  b) inpatient care (D hrs/wk

2) What is the approximate percentage of your patient care hours in primary care? ©Q %
PART A - QUESTIQONS REFER ONLY TO THE PAST TWO (2) YEARS
uestions 14 th 22 refer to the past two (2) vears only. Check cither YES o A) to each question, Provide

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

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

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

otherwise resolved?

detai rin R for all t for question 22. Refi he instruction bookiet for additional in rmation and
definitions. You must answer ALL guestions, or this form will be retprned to you and vour license repewal may be delayed.
YES &l

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

any governmental authority, health care facility, group practice or professional society or association?

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

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

21. Has any professional Hability insurance provider restricted, limited, terminated, imposcd 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, RTIFICATION: Have you completed your CME requirements preceding your renewal date? ﬂ Yess [} No
[J CME Waiver requested {CME waiver form due 30 days prior to date of license expiration) [ cME exemption

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application,
Pursuzat to G.L. ¢. 112, § 2, I will not charge to or collect fram a Medicare beneficiary more than the Medicare fee schedule amount.

Pursoant to G.1. ¢, 62C, § 494, to the best of my knewledge and belief, I have fled all Massachusetts state tax returns and paid aH
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or gut of the United States.

® Puarsuantto G.L c. 62C, § 474, to the best of my knowledge and befief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support,
*  Pursuant to G.L. c 112, § 14, I will Sulfill my obligation to report abuse or neglect of children as required by G.L c 119, § 514.

s Ihereby certify under the penalties of perjury that all the information on the Renewal Application and Form R is true,

Signature: <20l < g2 )@m' Date: /275 10 )

YOU MUST SIGN AND INCLUDE PART B. WITH YOUR RENEWAL APPLICATION
Board Regulations reguire that ou notify the Board, in writing, of an change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.

2



Commonwealth of M

560 Harrison Avenne, Sulte #G-

4, Boston,

5:'.'\' : oo / L lit‘
Physician Registration%}f{?newal Appiip’ation

assachusetts Board of Registration in Medicine
MA 02118 - (617) 654.9810 http;lbmw,nmsr;medboard.org

Before proceeding, rend the ifustruoti 0,

need coples for credentialin

glcgmenvelope

g and other purposes. This cnm!eted

Qe feast 4 weeks before your renewal date,

*Remit $400,00 for renowal fee (non-refundable),
5

& 70 2008

\

0Ct

ren

* Return renewal application in GREEN envelope,
o in envel

Please review carefully the Jollowing
alterations as required. Al questions

I. Current Status:  Active Registration
If you want to change Yyour current status, pl
[] Active [J Retiting  (sec instructions)

2, Other Name(s), if any, under which you were licenged:
A) Mailing/Business Address:

MARILYN A HAJAR
4 hy
NAY S 07 7
B) Home Addroas:
- Home Phone:
: Business Phone:

information for accuracy and completeness,
must be answered or your renewal will beo delayed.

ease check ong of the following boxes to indicato Your few status;

Make any corvections or

Renewal Date; 11/02/2003

(Check oniy one)
[T ractive (see instructions) 1 Do not wish to renew
Please make corrections {print)

[_E-T()ther Name{s) D Name Change (enter name below)

No.:151889

Mailing Addross; 375 MBI ST
City/Town: ___ B = 800N . Statey N/

Zip L2508  Counuy: S/ .

Business Addrogs:
City/Town;
Zip:
Business Telephone: {_
Home Address;
City/Town:

Zip: Country:
Homs Telephone; | ),
¢ Only one address can be 3 .0, box, The
cannot be a PO, Box.

State:

Country:
)i

Ty

State;

malling address

4. a) Date of Birth: b} Sex: 3
) §8#:.

3. ) Name of Medical Schook
Albany Medical Collage of Union University

b) Year Graduated:! 984 ) Degree:
6. Specinity Code(s) (See Inble 1)
Code(s) Weel i
PTH

M.D.

7. Current American Board of Medica) Specialties Certification (See Table 2)
Code: PA Code: PA!3

8.Drug License Numbers, if prv-
8) Fedeval (DEA):
b} Massachusetts:

> NOT ACTIVE

9. a) Other states where yﬁt‘lr are now licensed to practice (Abbr.)

b) States where you were proviously licensed (Abbr)

Next to each facility, write the approximate percentage of patient care
Facility Code; ——t (AP % Pacility Code
Facility Code: A (AP % Facility Code

I£999, print name(s)

process for the provision of patient
te you have admitting privileges (AP),
ty). __. Nao affiliations.

those health care facitities whe
hours that you provide in each facili

A AP %

(AP % Facility Code:
AR %

[—

% Facility Code:_

]

. (AP)

'
4
e,




#
| v

l
PRINT YOUR LAST NAME: __} A7} 60 LICENSE NUMBER: /.5"/ 889
11. My medical malpractice insurance i{g coveredby [] Insurance Carrier [J Letter of Credit

Insurer's name, (Required); i Policy dates: From: i Te:_ [/ ¢/
Alternatively, indicate as follows: | am registering with Active status but 1 am not covered by medical malpractice insurance
because I am: Check One; B Not involved in direct/indirect patient care in Massachusetts [] A government employee,
[J Otherwise exempt Please explai}n exemption;
e
12. What is your printipal work seiting? (See Tgbled) & § If you are affiliated with a healthcare facility or credentialed
for the provision of patient care youimust complete guestion #10 on page 1 and list your affiliations.

13, Care of patients in Massachusetts (s¢e instruction booklet).
1} Average weekly hours involved in: A)inpatientcere __ O frg/wk B) outpatient care _ O hrs/wk
2) What is the approximate per&emage of your patient care hours in primary care? _ (O %
ART A - QUESTIONS REFE ONLY TO THE PAST TWO (2) YE EE INSTRUCTIONS
Questions 14 through 22 refer to the pe iod since you signed your last rene val application. Cheek either YES or NQ 0 eac

guestion, Provide details o oI R for all YES apswers (excen question Refer to instructions or additiornal information
: : 3 AW : he form will be incomplete 2 sl

¢ Has any medical malpractice claim been made against you that has not

whether or not a lawsuit was filed in relation to the claim?

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

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

17. Have you been charged with any crimina] offense?

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

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any ;ﬁte 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 professiona) liability insurarce 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 erminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?

22, mw Have yo‘,u completed your CME requirerients preceding your renewal date? Yes [1 No
[ CME Waiver. CME waiver forth must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Check one: (] Inactive status {3 Residency/Fellowship training (See instructions),
See Instructions for CME walver or exemptions. Do not submit documentation of your CMEs with application,

¢ Pursuantto G.L. ¢, 112, Sec 1A, understand my obligations to report abuse or neglect of children under G.L. ¢, 118, Sec, 51A
and the punishment for failure to comply,

¢ Pursuantto G.L, c. 112, Sec. 2, Ijwill not chasge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount, ]

* Pursvantto G.L. c. 62C, 494, 1 ofbrtify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and peyment of all Massachusetts state faxes; reporting of employees and contractors under
G.L. ¢. 62E; and withholding an remitting child support pursuant to G.L. . 119A. (See instructions),

I hereby certify under the penalties of perjury that all information on this Renewal Application, Part B and FormR is true.

e
Signature: IMW?M’ ) Date: ___/_b__ f__i/__/ 4>
YOU MUST SIGN AND INCLUDE PART B. WITH YOUR RENEWAL APPLICATION
Board gegugatigng reg,g1 ire that you notify the Board, in writing, of any change of address

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




Massachusetts Physician Renewal Application

. Physician Name: MARILYN A HAJAR License No.: 151889
PART A
‘Birth Date:

1) Current Status: Active

If you want to change your current status, please check
- (Check only one). , (See Renewal Instructions, page 3.)

Renewal Due Date: 10/05/2005 -
gne of the following boxes to indicate your new status:

1 Do nét wishi to rehew.

. B Activé'-',‘

O Retiring

O inactive -

2) Addresses & Contact Information. Please confirm your addresses ﬁ_ﬂd’mﬂke _eh'anges, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of addréss, Home and

Business addresses CANNOT be a Post Office Box. .
Please make corrections (print)

2a) MAILING ADDRESS
395 MairStrest et - [:Mailing Address:
A ‘ \ S _—;—-:-’“(iit_yfl‘own: o State:
) - Zi];‘b: Counn;y: i
WK Check here 1o change tis address  SEP 19 L 7 e T
2b) HOME ADDRESS N ey yyms
o ) ~_- pf&wﬁ]‘own: State:
Zip: Country:
Phone: Home Telephone: ( )
D3 Check here 1o change this address . Home address cannot be a Post Qffice Box
* 2¢) BUSINESS AD PRESS_ | Business Address: 33550 A/ AN 3T, s viTE 29
Newr Parez, NY 2561 “City/Town,_S PRIN p-Fi L D - Siité: ME
S ) Zip: Ol Cc_mptry: usa
B ' o Business Telephone: (4 13) 7 32-ilkbao

. ﬂ Check here 1o change this address Business address cannot be a Post Office Box

3) E-mail Address: - . )
4) Fax Number: R4 5 Eél— Ot323

5) Specialties (See Renewal Instructions, page 4)  Delete? Additional specialties:
Lathology = PUBLIC  HEALTH _woMav's HeAuth
Gynecology o ’
0

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

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

Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.

Certificate/Subspecialty

List Certifying Board(s) below:

Correct? Delete?

Board Name ABMS or AOA
Pathology ABMS | AnstomieRaethology— o X
Pathology ABMS Anatomic Pathology & Clinical Pathology a

b
0 0
3 O

Page 10of 5
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Massachusetts Physician Renewal Application
Physician Name: MARILYN A HAJAR License No.: 151889

Please make corrections as necessary

. (See Renewal Instructions, page 4.)
8a) Other states where you are now licensed to practice {Abbr.)

7) Drug License Numbers, if any:

a) Massachusetts: _ NY
b) Federal (DEAY: 8b) States where you were previously licensed (Abbr.)
¢} Federal (DEA) XS:

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Clinic Change to:
Please enter the approximate number of work hours at your principal work setting: A0

10) List all current health care facilitics where you are affiliated or have compieted the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), 2nd 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 additionat

facilities on a separate sheet, if necessary.

No Affiliations [] Please enter the approximate number of work hours for each Health Care Facility below:

Health Care Facllity (See Renewal Instructions, page 4,) Delete? | o ovent Staft Cmgé;’;nge " ;::f:: ﬂrm“\:f“k
Clinic % ANNED) PARMTHOO o F wesTerp MA goNsueT &=
PP MipP-HvOsIN YALL & ( NY) sTH 5i- ty

oioooooa

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

Average weekly hours involved in: a) inpatient care 0 . hes/wk Change to: hrsfwk
b} outpatient care 0 hrs'wk Change to: =7 _ hrs/wk

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

E Insurance Carrier {complete below)

ser- MATHONAC QNI FFIRE .
Current Insurance Carrier: TNSURANC & Change to:

Policy dates:  From 1 /3 / pyf - To (2/3¢ /05
(reguired) '
[ Letter of Credit subject to Board approval (attach a copy)

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

Check one:
[J WMot involved with direct or indirect patient care in Massachusetts

I3 Government Employee Federal Tort Claims Act (FTCA)

[J Otherwise exempt (Please explain):

Page 2 of 5
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Massachusetts Physician Renewal Application
Physician Name: MARILYN A HAJAR License No.: 151889

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.)
If Yes, please complete Form PCA-O "Office Based Surgery”

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

license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5.)

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

Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.
' YES NO

14) CLAIMS MADE
a) New: Has any medical malpractice claim been made against you during this time period, whether or

not 2 lawsuit was filed on that claim?
b) Pending: Are there any unresolved malpractice claims against you today, any claims that have not been
finally settled or finally adjudicated?

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

_ resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
~ Question 16 refers to claims or actions rejated 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 resolved, settled or adj
claims, during this time period?

udicated any lawsuits, other than medical malpractice

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

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

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

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

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

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

a medical Hability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date?

B Yes [ No

b) ¥f no, are you requesting a CME waiver? .

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

<) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

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

Page 3 of 5



Massachusetts Physician Renewal Application
Physician Name: MARILYN A HAJAR License No.: 151889

T
P PHYSICIAN PROFILE

L] 1have reviewed my Physician Profile at profiles massmedboard.org and confinm that the information is accurate,

ﬂ J have reviewed my Physician Profile and attached a copy of the Profile with corrections.

OO0 My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 10.)

CERTIFICATIONS

I} 1 certify that | have complied with my obligations to report abuse or neglect of children pursuant 0 G.L. ¢. | 19, sec. 51A,
and I understand the punishment for failure to comply.

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

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

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

5) I certify that 1 have complied with my obligations 10 report the treatment of victims of rape or sexual assault pursuant to
G.L.c. 112, sec, I2A 1/2.

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

regulation.

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

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

certifications under penalties of perj ury.

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

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

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

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

Signature: /m Qﬂvg(z/gz Zéé}/m— Date: i/_ﬁ?,__f__oé_—'

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

Page5of 5
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i tidn in M;adicine htq)://proﬁies.massmedboard.org/Pmﬁles/MA-Phyaician—Pmﬁle-Vi...

55«:'- ; l-’ome JHawto Reatt a Proilg . y} ? ) §
o Massachusetts B ;é‘
Board of Registration in Medlcine 7) M/ -
Physrclan Prof' le
H
MARILYN A HAJAR MD - F
i
(The information in sections | - V has bgen provided by the physician,)
Ucense issyo Date; ~ 06/26/1906
Accepting Nély Patients: 25~ VS
' - AcceploMedicald:  MNe= youS
Primary Work Setting: ke ' .
w%ﬂ—emmu@ BSS50 MrN ST,
NENPALTZ-NY 1255+ SUITE Qo)
: Phone:  (84sy288amp SPRINGFrewd, MA
Translation Services Ayailgble: Nepe R, <PAMIEH IO
n DgAccepted:  None Reported 413 722-/6b20
Hesoltal Athligtions; - -Cite ... . .. 413 731 S
W
. _
| raduste Yroling:  7/1/1984.630/1985 - - ALBANY MEDICAL CTR &
| | %%SQBB-BBOIPHALS ;go%vm AL CTR &
. . 1 EDIC.
!J HOSPITALS - RESIDENT: :PATHOLOGY
J
‘ . §gecialt!
" Area of Speciaity: «Eathotegy- WDM@N‘S HeRLTH
AB-MS—M:M |
ornic athology & Clinical Pathology
V. nors and A
This physician has reported no awards,
3 BI27105 10:54 AM

NP



Dr. Mariiyn A Hajar / ﬁ/ (fd’ ? License Number. 151889
NATIONAL PROVIDER IDENTIFIER (NP}

The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.
The NP1 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 NP1 Rule, all individua! and organization covered providers will be required to obtain an NPI by May 23, ZQQ‘L
- &

In order for your ficense to be renewed you must take one of the following actions: =
Option 1; Supply the Board of Registration in Medicine with your valid NP1. You can apply for an NPI directly by using the NPPES wkb

site at www.NPPES ¢ms. hhs gov. i
Option2: Certify you have personaily applied for your NPI and you have not received it yet. Once you have received your NPI Numbe¥,
you must notify the Board. Please complete the NPI form at the Board's web site at www.massiedboard.org.
Option 3: Certify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply
institution's name). Once you have received your NPI Number, you must notify the Board by completing the NP! form at the -
Board's website (see Option 2), B
Qption 4; Authorize the Board of Registration in Medicine to apply for an NPl on your behalf.
Option 3: If your license status is INACTIVE, you may elect not to obtain an NP] number,

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

o My curent NP ) 129 [£1[7] (81 [Q) (e] 5TT]

'O 1have personally applied for an NP1, (You must provide your NPI number to the Board when received.) .
[J I have applied for an NPI using a third party (enter name): {follow instructions for Option 3)
[ By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPI on my behalf,

O Asan 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 prirnary provider taxonomy code is required if you
authorize BORIM to apply for an NPI on your behalf,

Taxonomy (Specialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: EI [EI m [E [Q:] @ OBsT _E_legf ,f Nt? (L";/E g%_o; od
Provider Taxonomy: D D D:] D D D D m
Provider Taxonomy: D D Dj D D D D L_I_I
NPI REQUIRED INFORMAT ION

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 reguijred if you authorize BORIM to apply for an NPI on your behalf,
Social Security Number; D D D - D D - D D D D
State of Birth (if US): Country of Birth (if outside the US):
Gender:  [J Mate [ Female

Authorization for NPI Dissemination

Check one box: B 1 authorize [J 1do Dot authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or health organization,

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

Signature: /MWW MM'—' Date: 3 1 /71077




Massachusetts Physician Renewal Application

Physician Name: Marilyo A Hajar, M.D. License No.; 151889
PART A
1) Current Status: Active Renewal Due Date: 10/05/2007 Birth Date:

If you want to change your current status, please check gpe of the following boxes 1o indicate your new status:
Check only one: (See Renewal Instructions, page 3.)

O Active 0O Retiring O Inactive L3 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

NED ¥ | Mailing Address:
RECE City/Town: State:

SEP }Q, Qan? Zip: Country:

€3 Check here 1o change this address

aseatian
?0YHOME ADDRESS Bgar?nog\ég%;;;am Home Address:
City/Town; State:
Zip: Country:
Phone: Home Telephone: ()
03 Check here to change this address Home address cannot be a Posi Office Box
2?;;33: fgfr;:} DRESS Business Address:
Suite 201 City/Town: State:

Springfield, MA 01107 Zip: Country:

Business Telephone: g )

Phone: (413)732-1620

0 Check here io change this address Business address cannot be a Post Office Box

Correct your E-mail and Fax Number below:
3) E-mail Address;

4) Fax Nwmber; 845-831-0133

5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Public Health {)Qp M v O veECOIDOY
0
(8]

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

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
betow, Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Sabspecialty Delete?
Pathology ABMS Anatomic Pathology & Clinical Pathology (]
0
D
O

Page 1 of §



Mass;alusetts Physician Renewal Application

Physician Name: Marilyn A Hajar, M.D, License No.: 151889
(3e¢ 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: NY
b) Federal (DEA): 9) States where you were previously licensed
c) Federal (DEA) XS:

10) List all work sites in Massachusetts, including heaith care facilities (where You are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based prescribing services
or compani¢s. 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) ’
Clinic p puncp PARENTHDYD L A GVE =]
DT MASSACHICETTS SPRIMGFIEL D M A ]
O
[
]

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

Average weekly hours involved in: a) inpatient care O hrswk Change to: hrs/wk
b) outpatient care __7__ hrs/wk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renewal Instryctions, page 5.)
Check one, Locum tenens must list policy dates. My medical liability insurance is provided through:
E Insurance Carrier (complete below)
Current Insurance Carrier: National Union Fire Ins Co of PigtsburghChange to:
Policy dates:  From 1~/31/ ol To_L /| /o0&

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

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

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

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

00 Otherwise exempt (Please explain).

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

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

Page 2 of 9



Massachusetts Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D, License No.: 151889

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

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

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions, Refer to 3

Renewal Instructions for additional information and definitions. fa
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 a7
not been finally settled or finally adjudicated?

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

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

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

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

17) CRIMINAL CHARGES

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

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

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

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

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

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

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

have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier?

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

b) If no, are you requesting a CME waiver? [JYes [ No

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

CME EXEMPTION: (check one) 1 Inactive Status 0 Residency/Feliowship training

Page 3 of 9



Massachusetts Physician Renewal Application

Physician Name: Marilyn A Hajar, M.D, License Ng,: 151889
PART C
e
Check One: PHYSICIAN PROFILE : ki

0  Thavereviewed my Physician Profile at http://profites. massmedboard.org and confirm that the information is accurate. ‘Z‘,
(Please note that if you changed or corrected your business address, business phone number, practice specialty, board -
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.) oy

@ I'have reviewed my Physician Profile and attached a copy of the Profile with corrections.

[0 My status is Jnactive and | do not have a Physician Profile, (See Renewal Instructions, page 11.)

CERTIFICATIONS -

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

2) Icertify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C, sec. [0, and
T'understand the punishment for failure to compily.

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

4) I certify that I have complied with nty obligations to report the treatment of wounds, bums and other injuries pursuant to G.L. ¢. | 12,
sec. 124.

5) I certify that [ have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢. [12,
sec. 124 172,

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

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

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

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

U1} I certify that I have complied with my obligations to file an Incident Report with the Board when centain 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. I understand that
the Patient Care Assessment (PCA) programs at the health care facilities where practice report certain Major Incidents to the Board.

12) I certify that | have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which I have referred 2 patient for physical therapy services pursuant to G.L. ¢, 112, sec. 12AA.

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

Signature: M/‘J ")447?0—." Date: ¢ 1/ 107

MAKE A COI{OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAIL]NQ. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES,

Page 50f0




Massachusetts Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

NATIONAJ, PROVIDER IDENTIFIER {NPI) T
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactionsf-';i
The NPI will replace al! other identifiers assigned to health care providers, such as those ass igned by health plans, government programs.
and health care purchasers for purposes of conducting these business transactions. :

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

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

Option i: Supply the Board of Registration in Medicine with your valid NPL. You can apply for an NPI directly by using the NPPES web

site at www NPPES cms.hhs.gov,
Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NPIL Number,

you must notify the Board. Please complete the NPI form at the Board's web site at www.mnassmedboard.org. ff?
Option 3: Certify another authorized institution has applied for an NPI on your behalf and you have not received it vet (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 appiy for an NP1 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.

Er My current NPI is: m@@ B E

3 1 have personally applied for an NPI. (You must provide your NPI number to the Board when received.)
O 1 have applied for an NPI using a third party (enter name):

(follow instructions for Option 3)
O By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NP1 on my behalf,
O As an inactive physician, [ do not wish to obtain an NPIL.

HIPAA TAXONOMY CODES

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

Taxonomy (Specialty) Code Taxopomy Description {Print)

Primary Provider Taxonomy: @IQ__] m @ @ I__Q__I GYNECOCLEY

Provider Taxonomy: D D ED D D D D D:'
Provider Taxonomy: D D [:D D D I:l I:I ED

NPI REQUIRED INFORMATION

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

Sacial Security Number: D D D - D D B DI:I D []

State of Birth (if US) Country of Birth (if outside the US):
Gender; [ Male 0] Female

Penalties for Falsifving Information on the National Provider ldentifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject 1o fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $300,000. 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 NPI Dissemination

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

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

Signature: MK)/WZ‘?/VV ?4/%]?/\/'“ Date: 7 1/ 07

Page 7 of & /-




Mass.Gov - Massachusetts Board of Registration in Medicine http:/.’pmﬁles.massmedboard.org/MA-Physician-Proﬁ!e-View—Doctor...

M ass. Q?’ v « online services »agencies « elected officlals + halp
Back | Home | How to Read a Profile
Massachusetts
Board of Registration in Medicine
Physician Profile

Marilyn A. Hajar, M.D.

l. Physician information

(The information in sections | - Vi has been provided by the physician.)

License Status: Active

License lssue Date: 6/26/1996
Accepting New Patients: Yes
Accepts Medicaid: Yes
Primary Work Setting: Clinic

Business Address: 3550 Main Street
Suite 201
Springfield, MA 01107

Phone:  (413) 732-1620
Translation Services Available: Spanish

insurance Plans Accepted: None Reported
Hospital Affiliaticns: Clinic (Consulting)

il Education & Training
Medical School: Albany Medical College of Union University
Graduation Date: 1984
Post Graduate Training: Albany Medicat Ctr & Hospitals - Intern:0b/Gyn

(7/1/1984-6/30/1985)
Albany Medical Ctr & Hospitals - Resident:Pathology
{711/1986-6/30/1890)

. Specialty

Area of Specialty: RablicMeatth- (> YAIEC &L D oY

V. Board Certifications
American Board of Medical Specialties {ABMS)
Board Name General Certification Subspeciaily

Pathology  Anatomic Pathology & Clinical Pathology

Pof 3
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Mass.Gov - Massachusetts Board of Registration in Medicine

http://proﬁies.massmcdboard.org/MA-Physician~l‘roﬁfc—View~Doctor...

V. Honors and Awards
“*Spectaity M Women s Heaitha—

Vi, Professional Publications

This physician has reported no publications.

VI, Malpractice Information

Some studies have shown that there Is no sighificant correfation between malpractice
history and a doctar's competence. At the same time, the Board believes that
consumers should have access to malpractice information. In these profiles, the

Board has given you information abo
specially and the physician's history
amounts into three statlistical catego

average. To make the best heaith

ut both the malpractice history of the physician's

of payments. The Board has placed payment
ries: below average, average, and above
care decisions, you should view this information in

perspective. You could miss an opportunity for high quality care by selecting a doctor

based solely on malpractice history.

When considering malpractice data, please keep in ming:

* Malpractice histories tend to vary by specialty. Some specialties are more
likety than others to be the subject of litigation. This report compares doctors
only to the members of their specialty, not to all doctors, in order to make

individual doctor's history more

meaningfut.

® This report reflects data for the last 10 years of a doctor's practice. For
doctors practicing less than 10 years, the data covers their total years of
practice. You should take into accouni how tong the doctor has been in
practice when considering matpractice averages,

® The incident causing the malp

ractice claim may have happened years before a

payment is finally made. Sometimes, it takes a iong time for a malpractice
lawsuit to move through the legal system.
® Some doctors work primarily with high risk patients, These doctors may have

malpractice histories that are h
cases or patients whao are at

igher than average because they specialize in

very high risk for problems.

¢ Settlement of a claim may occur for 3 variety of reasons which do not
necessarily reflect negatively on the professional competence or conduct of
the physician. A payment in settlement of a medical malpractice action or claim
should not be construed as creating a presumption that medicat malpractice

has occurred.

You may wish to discuss information
generally, with your doctor. The Roar

provided in this repon, and malpractice

d can refer you to other articles on this subject.

Dr. Hajar has not made a payment on a malpractice claim in Massachusetts in the

past ten years.

Vil

20f 3

Disciplinary andior Criminal Actions
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Mass.Gov - Massachusetts Board of Registration in Medicine hitp://proﬁJes.massmedboard.org/MA-Physician-l’roﬁie-View-Doctor..

A, Criminal Convictions Pleas and Admissions:
The information in this seclion may not be comprehensive. The courts are now
required by law to supply this information to the Board.

Dr. Hajar has had no criminal convictions in the past ten years,

B. Hospital Discipline;

This section contains several categories of disciptinary actions laken by
Massachusetts hospitals during the past ten years which are specifically
required by faw to be reieased in the physician's profile.

Dr. Hajar has no record of hospital discipline in the past ten years.

C. Board Discipline:

This section includes final disciplinary actions taken by the Massachusehs
Board of Registration in Medicine during the past ten years.

Dr. Hajar has not been disciplined by the Board in the past ten years.

v
T

Additional information about a physician, including
closed complaints, may be available by calling the
Massachusetts Board of Registration in Medicine
Phone 617-654-9830
Toll Free Number (Massachusetts only) 1-800-377-0550

Return to
Physician Profite Search
Direct questions and comments aboul these resuits to
Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Boston MA 027118
Phone 617-654-9800
For direct response please use Email
—— =

Please read the Board of Registration in Medicine Disclaimer

3of3

3 ©2006 Commanwealth of Massachusetls privacy policy  site map

terms of use
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

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

Mailing Address:

Home Address:

Business Address: 3550 Main Street
Suite 201
Springfield

Massachusetts - 01 107
United States of America
{(413) 788-6110

3) Email Address:
4} Fax Number: (518) 374-8234

5) Speciaities
Gynecology
Pathology

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

ABMS/AOA  Board Name Certification Subspecialty
ABMS Pathology Anatomic Pathology & Clinical Pa

7) Drug License Numbers
Massachusetts Federal {DEA) Federai (DEA) Xs

8) Other states where You are now licensed to practice
New York

8) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Planned Parenthood League of Mass. Boston

Page 1 of 5 Date: 10/6/2009 Time: 1:20 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b) outpatient care 7 hrsfwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Fittsburgh 11472009 111/2010 Claims made with tail coverage

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

15) Claims Ciosed ) . .
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?

186) 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, settted 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 offensesfcharges against you been resolved during this time period?
¢} Are there anY criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

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

employer or professionat association?

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

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

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

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

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

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

Page 205 Date: 10/6/2009 Tima: 1:20 PM



Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D.

License No.; 151889

22) Have you completed all CME requirements {100 hours of CME of which 10 hours must be in risk
Mmanagement. Requirement: 40 hours credit in C.

ategory 1 and 60 hours in Cate#ory 2) for this Yes
renewal period? (If you are in an approved Reside

ncy/ Fellowship program, or your are
renewing your license for the first time, please answer Yes)

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

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

Page 3 of 5 Date: 10/6/2009 Time: 1:20 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Marilyn A Hajar, M.D. License No.: 151889

Current Status: Active License Expiration Date: 11/2/2011

1) Activity Status: Active

2) Address & Contact Information

3)
4)
5)

€)

7

8)

9)

Mailing Address:

Home Address:

Business Address: 3550 Main Street
Suite 201
Springfield

Massachusstts - 01107
United States of America
(413) 788-6110

Email Address:
Fax Number: (413) 739-5812

Specialties

Gynecology
Pathology

thlrrent American Board of Medical Speciaities (ABMS) or American Osteopathic Association (ADA)
nformation

ABMS/AOA  Board Name Certification Subspecialty
ABMS Pathology Anatomic Pathology & Clinical Pa

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

Other states where you are now licensed to practice
New York

States where you were previousty licensed
None Reported

10) Work Sites

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

WorksSite Location

Page 1 of 6 Date: 10/25/2011 Time: 11:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

11) Care of patients in Massachusetts
Average weekly hours involved in: a; inpatient care 0 hrs/wk
b) outpatient care 7 hrsiwk

12} Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Pittsburgh 0140172011 01/01/2012 Ocecurrence Palicy

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

14) Claims Made L i
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, settled or adjudicated during this time period?

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

resolved, settled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

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

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

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

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

18) Other Issues o _ ) _
a) Have you withdrawn an application to any governmental autherity, health care faciiity, group practice

employer or professional association?

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

c) Have you been the subject of an investigation by any governmental authority, 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 federal agency?

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

Page 2 of 6 Date: 10/25/2011 Time: 11:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marityn A Hajar, M.D. License No.: 151889

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

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 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 6 Date: 10/25/2011 Time: 11:40 AM



Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 131889

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

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

Page 4 of 6 Date: 10/25/2011 Time: 11:40 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

Current Status: Active License Expiration Date: 11/2/2013
1) Activity Status: Active
2} Address & Contact Information

Mailing Address:

Home Address:

Business Address: 3550 Main Street
Suite 201
Springfield
Massachusetts - 31107
United States of America
{800) 258-4448

3) Email Address:
4) Fax Number: (413) 739-5812
5) Specialties

Gynecology
Pathology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AQA)
Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Pathology Anatomic Pathofogy & Clinical Pa

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

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

8) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc
Virari Site Location

Page 1 of 6 Date: 9/25/2013 Time: 3:55 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151883

11) Care of patients in Massachusetts
Average weekly hours involved in:  a} inpatient care U hrs/wk
b) outpatient care 7 hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Marsh USA, Inc 01/01/2013 01/01/2014 Claims made with tail coverage

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, settled or adjudicated during this time period?

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

resolved, settied, or adjudicated during this time period®?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related o your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, 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} Mave 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, inctuding the
Massachusetts Board of Registration in Medicine or any other state medical board, health care faciiity,
group practice, employer or professional association?

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

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

Papge 2 of 6 Date: 9/25/2013 Time: 3:55 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

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

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

22) 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 6 Date: 9/25/2013 Time: 3:55 PM



Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Marilyn A Majar, M.D.

License No.; 151889

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

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

Page 4 of 6 Date: 9/25/2013 Time: 3:55 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151888

Current Status: Active License Expiration Date: 11/2/2015
1) Activity Status: Active
2) Address 8 Contact Information

Mailing Address:

Home Address:

Business Address: 3550 Main Street
Suite 201
Springfield
Massachusetts - 01107
United States of America

(80D) 258-4448

3) Email Address:
4) Fax Number: (413) 739-5812

5) Specialties

Gynecology
Pathology

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

ABMS/AOA  Board Name Certification Subspecialty
ABMS Pathology Anatomic Pathology & Clinical Pa

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

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

9) States where you were previously licensed
None Reported

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

WorkSite Location
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

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

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Pittsburgh 0110172015 01/01/2016 Claims made with tail coverage

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, settled or adjudicated during this time period?

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

resolved, settled, or adjudicated during this time period?

18) Other Civil Lawsuits
Question 16 refers fo claims or actions related to your competency to practice medicine or your
professiona!l conduct in the practice of medicine.
a) New: Have there been any claims, other than medical maipractice claims, filed against you guring 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?
by 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) Mave you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

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

c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, 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 federal agency?

Page 2 cof 7 Date: 10/6/2015 Time: 9:48 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Marilyn A Hajar, M.D. License No.: 151889

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

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

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes, Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.; 161888

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

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Marilyn A Hajar, M.D. License No.: 151888

25) Electronic Health Records Proficiency
| have demonstrated proficiency in the use of EHR by completion of 3 hours of a Category 1
EHR-related CPD course that discusses, at a minimum, the core and menu objectives and the Clinical

Quality Measures for Meaningful Use.

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