State of Vermont
Board of Medical Practice

THIS IS TO CERTITY
Rebecca Keene Jones, MD

a graduate of The University of Pennsylvania, 1991

having successfully qualified as a practitioner of medicine before
this Board has been vegistered as provided by the Laws of the State.
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Chair: David W. Clauss, MD Secretary: Margaret F. Martin

Burlington
Date: January 2, 2008

Received and duly recorded.
Vermont Department of Health

License Number 042-0011506




VERMONT

Department of Health Agency of Human Services
Board of Medical Practice [phone] 8o02-657-4220
108 Cherry Street - P.O. Box 70 {toll free] BOO-745-7371
Burlington, VI 05402-0070 [tty} 802-657-4227

healthvermont.gov

January 3, 2008

Rebecca Jones MD

Re: Vermont Medical Licensure - 042-0011506
Dear Dr. Jones:

Congratulations on receiving a license to practice medicine in Vermont. On January 2,
2008, the Vermont Board of Medical Practice granted you a Vermont medical license.
Please note above. Enclosed please find your physician license and information
relevant to practice in Vermont. ‘A wall certificate is being processed and will be sent to
you under separate cover.

All medical licenses are renewed in November of every even year, You will receive a
notification three months prior to the renewal date. Until that time, licensees have a
continuing obligation to promptly notify the Board of any change or new information
including, but not limited to, change of address, disciplinary or other action limiting or
conditioning their license or ability to practice in any jurisdiction. Failure to do so
may subject the licensee to disciplinary action by the Board,

if you have any questions or need additional information please do not hesitate to
contact the Board. '

Sincerely,

\3)\&{: |

Tracy Hayes
CAdministrative Asgistant

Tyl ool Nl med T il o
Board of Madical Practize




VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE

108 Cherry Street, PO Box 70
Burlington VT 05402-0070

Information Related to Video Interviews

If you wish to conduct your personal interview via interactive television to save the time
and expense of ifraveling to Vermont, please make the appropriate arrangements, sign the
following release form, and return it to this office prior to the start of the interview. If you choose
this option, we will make every effort to cooperate, but you must bear the expense. If you need
further information or assistance piease cantact the Board office at (802) 657-4220.

Release

| hereby request the opportunity to participate in a video conference interview
with a member of the Vermont Board of Medical Practice. This interview is part of my
application process for obtaining a physician's license in Vermont. | understand that
Vermont law requires this personal interview before a license can be issued by the
Board, but that such interviews are usually conducted in Vermont, with both parties in
the same location, and that the use of video conferencing technology is in no way
required for licensure by the Board. | aiso understand that the use of video conferencing
technoiogy will necessarily allow one or more other parties to observe and listen to
portions of the interview. | request the use of this technology as an accommodation to
me, to save me the time and expense of traveling to Vermont. | hereby expressly waive
any rights of confidentially | have with respect to the conduct of this interview, provided,
however, that | may, at any time during the interview and without penalty, elect to stop
the interview, and that | will have the right to continue the interview at a later date, in
Vermont, in a confidential setting in which both the Board interviewer and | will be
present.

Date: 12/{7(9’?

Printed Name: (< QL Lo \30 n o

Signature:




~VERMONT

Department of Health Agency of Human Seruvices
Roard of Medical Practice {phone! B02-657-4220
108 Cherry Street - P.O. Box 70 [toll free] 800-745~7371
Burlington, VT 05402-0070 fity] 802-657-4227

healthvermont.gov

December 10, 2007

Rebecca Jones MD

Dear Dr. Jones:

Your application for medical licensure appears to be complete. It now becomes your
responsibility to contact the Board member listed below to arrange for your personal
interview:

John J Murray, M.D.

You must complete your interview within six months from the date of this letter or your
application will be considered stale. This means that you will have to update the
following: License verifications from other states; three letters of recommendation,
National Practitioners Data Bank Self Query, and the AMA Profile.

The full Board will act upon your request for licensure at the next scheduled Board
meeting following your interview.

Should you have questions or concerns, please feel free o contact me at 802-657-
4223.

Sincerely,

/1%

Tracy Hayes
Administrativé Assistant
Board of Medical Practice




Medical Doctor Application Checldist : d O
For Office Use Only - <

STATE OF VERMONT BOARD OF MEDICAL PRACTICE N

Date Application Received: W j [”;(‘/E{; =) _ |
____US Graduate ____ Canadian Graduate ___ International Graduate

(Unless noted a copy of original, and English transiation if app appllcab]e, is reqmredto be suhmltted)

1) zé FEE of $565.00

2) §§COMPLETED APPLICAT TON for License to Practice Medicine in Vermont

% Photograph Applicant’s signature reqmred on photograph ' |
- Tax & Child Support Statement Applicant’s signature require
%\g&‘ Form B: Release Apphcant’s signature required.
*3) BIRTH CE
Date of Birth:

) 10D yi\’MEDICAL SCHOOL DIPLOMA - Notarized = / /’
RS \e S\ “RC NPT ,}kw\\‘%{»&“\ximafce ?)“E (\\

MEDICAL EDUCATION CERTIFICATE- Direct Veriﬁcatiou

"/ MEDICAL LICENSURE CERTIFICATE - Direct Verification

W alin good standing

h N N D NEOEN
I AR . .?g\ Ly
i S N

7y ﬁ EXAMINATION SCORES: Direct Verification of Examination Scores:

USMLE#** ~ FLEX . i National Boards State Exam LMCC

Number of times applicant has taken USMLE Step 3 {can be no more than 3 times).
Number of years applicant has taken to complete (can be no mors than 7 times)

A’\/IERICAN SPECIALTY BOARD CERTIFICATE, if applicable - Notarized

W™= UENWD l{\)




*9) N, POSTGRADUATE TRAINING from an ACGME approved residency program - Direct Verification.
~ VERIFICATION OF POSTGRADUATE MEDICAL EDUCATION must be completed by Program

$_ ‘Director. -
“ﬁfi}&([ Lo, }%“QX‘C&&TES \é \( 5 AcoME
~) B DATES ACGME
DATES_ - ACGME
_DATES B | ACGME
DATES ) ACGME

0) $ Three (3) COMPLETED REFERENCE FORMS mailed directly to the Board by the Chief of Service and
- two other active physician staff members at the hospital where the applicant has a current or recent
appointment. Program Director should be substituted for Chief of Service for applicants who are applying
for license while still in remdency trammg or have completed a reszdency within the last year.

%3#1 Chief of Service (€3 \L 2 AL A

or___ Program Director

ﬁ} #2 Active Physwlan Staff Member ‘/} \\\\ R k\ 5 &b\\@ i\ N
(
\L#S Active Physician Staff Member Lo ‘& """"" O \N ¢ %’)f &%\ ('“

11) & A%iman Medical Association Profile Form.

Verify information provided on application

"‘12)‘%3 EQ}‘L\&FMG Certlﬁcate, if Internatlonal Graduate ____ Verification of Fifth Pathway
: Passed/Approved -

13) g Natmnal Practitioners Data Bank self-«query Applicant sends the original, unaltered
sponse to the Board.
.. Hasapplicant included everythmg on the apphcanon

14)%”)5_\ FORM A if applicant answered Yes in Section III—Refer to hcensmg Committee

15) E? CV/Resume

____ FEDERATION CHECK
o Check for board actions

*NOTE: FCVS Aoceptance - The Board aécepts certain documents noted by asterisks (*) above.
S\MEDFORMSWDCHEKL.WPD - ' '



VERMONT DEPARTMENT OF HEALTH 5’;’
BOARD OF MEDICAL PRACTICE I\
108 Cherry Street, P.O. Box 70 v

Burlington, VT (5402

APPLICATION FOR LICENSE TO PRACTICE MEDICINE IN VERMONT
PHYSICIAN - MEDICAL DOCTOR

bt e
£

I hereby apply for LICENSURE AS A PHYSICIAN in the state of Vermont.

Part | - Identity Questions b .y

1. Print your full name as you wish it to appear on the license:

JonES RearcaA RETa =
Last Name First Name Middle Name Suffix )
2. Have you ever iegaily changed your name? _ _Yes 2& No

If yes, enclose a certified copy of the legal document stating the change.

Other namef(s), if any under which you were licensed elsewhere:

Last Name First Name Middie Name Suffix

3. Your Date of Birt

4: Your mailing address: {Check one: ?ﬁfhome address o work address)

Care of;

Sireet:

Town/Ci
State:
Zip:

5. Your contact information:

Home telephone number with area code:

Work telephone number with area code:

E-mail Address:

. Please check
health information

ail address to send you pubiic

8. Were you in active practice in Vermont in the past 12 Months? __ Yes }& No

e of Mediog eeiie




7. Years of Practice [See 26 VSA § 1368(a)(10)]
Month and year you staried practicing as a physician (exciuding residency/fellowship training)?

c;_j ", f ~f é (:;? c’i 8}
¥

8. Have you ever held a Vermont Limited Temporary License: __Yes j_{_ No
If yes, License Number

g. Do you hoid, or have you ever held, a medical license in any other state? _&Yes __No
If yes, complete the section below:

State License Number Type of License Date issued Status{Active or Inactive)

FA ™MD ogitipL MDD yp 1[5 ler  Active

NML MDD 2..5-0824 MO 1z f9/.¢ “p N [1/29 Acbre

MA 1L Toel. D i, WAL e T Ackive

If necessary, please use an additional sheet and check this box: __.... g;:

Part li — Education, Training, Practice and Examinations
10. Premedical Education

Please provide the names of premedical schools you attended and the dates of
attendance.

Name and location of institution Degree From

_Jo
hosion Un.virs -xf“'-u;% LA %g’e 3 5177

If necessary, please use an additional sheet and check this box: ;‘tzﬁ

11. Medical Professional Schools — See enclosed form
Please provide the name of the medical professional school you attended and the date of

graduation. S T . e
iﬁ“ﬁt\farf)' :%"us o { @2}&1’\‘&\@ %\p"f\,;(.wiw\ {{‘Eﬂrt o4 fl !xﬂ\ g"}i ”i i
{School/institution) ‘ (City}) (State) (Year of Graduation)
if necessary, please use an additional sheet and check this box: .....0

12. Graduate Medical Education — See enclosed form
Please provide the names of graduate medical schools you attended and the dates of
attendance.

1
(j vy E. S . (8 s&-i’:p g
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(ScHooi/nstitution) {Speciakty) {City) (Sgte) {Year of Graduation)

(Schoolnstitution) (Specialty) {City) (State) {Year of Graduation)

{School/institution) {Speciaity) (City) (State) (Year of Graduaticn)
If necessary, please use an additional sheet and check this box: . ... W

13. Specialty Board Certification
Enter up to three specialty codes from the enclosed Specialty Codes List. List your
primary specialty first. If you cannot locate a specialty, please write the specialty name
in the space provided.

Specialty Speciaity Name (if code Board Name of |Year Year
Code unknown) Certified Board Certified Recertified
i '1 3() o // N Myes 0no e : ) ‘—1
| SR ™ ,A@ o 1197 A
i i cyes ono
’ gyes ©no
| i

14. Examinations

USMLE FLEX National Board A LMCC

State Exam Which State? If yes, make sure that the
scores are included on the Certificate of Medica! Licensure to be sent to that Board.

15. International Medical Graduates N/4
A. ECFMG Standard Certificate Number: Date issued:
B. Direct verification of your ECFMG Certificate must accompany this application. (See
enclosed request form)

C. Are you a graduate of a fifth pathway program: Yes No
If yes, direct verification of your fifth pathway certificate must accompany this
application.
18. Practice _
Do yeu have hospital privileges? )4\ Yes No

List all hospitals where you have, or previously have had, staff privileges. include
narmne, address, and dates.

Name Address From/To Specialty/Subspecialty

fuoodemed o Bledioai oo
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Part llf - Licensure and Practice Questions
Any "yes" response to the questions below must be fully explained on the enclosed
Form A.

17. Have you ever applied for and been denied a license to practice medicine or any other
healing art? ‘
__Yes LNO

18. Have you ever withdrawn an application for a license to practice medicine or any other
healing art? .
Yes X No

19.Have you ever voluntarily surrendered or resigned a license to practice medicine or any
other healing art in lieu of disciplinary action?
__Yes _XNo

20. Are any formal disciptinary charges pending or has any disciplinary action ever been
taken against you by any governmental authority, by any hospital or health care facility, or
by any professional medical association {international, national, state or local)?

__Yes X No
21.Have you ever been denied the privilege of taking an examination before any state
medical examining board?
__Yes _XNo
22.Have you ever discontinued your education, training, or practice for a period of more than
three months, for reasons other than a family situation?
__Yes _XNo
23.Have you ever been dismissed or suspended from, or asked tc leave a residency training
program before completion?
__Yes _No
24, Have you ever had staff privileges, employment or appointment in a hospital or cther
health care institution denied, reduced, suspended or revoked, or resigned from a medical
staff after a complaint or peer review action was initiated against you?
__Yes _XNo
25 Has your privilege to possess, dispense or prescribe controlled substances ever heen
suspended, revoked, denied, or restricted by, or surrendered to any jurisdiction or federal
agency at any time?

__Yes _A No
26, Are you presently a defendant in a criminal proceeding?
__Yes _/ No

Part IV - Confidential Section

CBoacd of Medico Pranice
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Part Hl is exempt from public disclosure

Any "yes” response to the questions below must be fully explained on the enclosed
Form A.

27.To your knowledge, are you the subject of an investigation by any other licensing board

“ i

28.Toy presently the subject of criminal investigation?

MEDICAL QUESTIONS

Please answer “Yes” or “No” to the questions below. Definitions are provided to assist you in
answering. Please explain any "Yes” answers on Form A.

DEFINITIONS
In answering the questions above, plegse use these definitions:

"Ability to practice medicine"” - This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses ang exercise reasoned
medical judgments, and fo learn and keep abreast of medica! developments; and
2. The ability to communicate those judgrnents and medical information to patients and

other health care providers, with or without the use of aids ¢r devices, such as voice
amplifiers; and

3 The physical capability to perform medical tasks such as physical examination and
surgicail procedures, with or without the use of aids or devices, such as corrective
lenses or hearing aids.

"Medical condition” - Includes physiclogical, mental or psychelogical conditions or disorders, such as,
but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy,
muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or
mental iiness, specific learning disabiiities, hepatitis, HIV disease, tuberculesis, drug addiction, and
alcoholism.

"Currently” - This term means recently encugh tc have a real or perceived impact on one's functicning
as a licensee.

"Chemical substances” - This term is o be construed to include alcohol, drugs, or medications,
including those taken pursuant to a valid prescription for legitimate medical purposes and in accordance
with the prescriber's direction, as well as those used illegally.

*Controlled substances"' - This term means those drugs listed on Schedules | through V of Section

202 of the
Controlled Substances Act {21 USC § 812).

"lilegal use of controlled substances” - This term means the use of drugs, the possession or distribution of
which is unlawful under the Controlled Substances Act, as pericdically updated by the Food and Drug

Administration. This term does not include the use of a drug taken under the supervision of a licensed health
care professional or other uses authorized by the Controlfed Substances Act or other provisions of federal law.

29.0Do you have a medical condition that in any way impairs or limits your ability to practice
medicine in your field of practice with reasonable skilt and safety?

-

(\3 iL; LT ET\ &_i( Dne?



In ning a yes answer on Form A, please provide reasonable assurances
that your medical condition is reduced or ameliorated because, for example,

you have received or do receive ongoing freatment (with or without medication) or
have participated or do participate in a monitoring program.

30.Are you currently engaged in the use of alcohol or other chemical substances that in any
way impairs your ability to practice medicine in your field of practice with reasonable skiil
and s

n explaining a “Yes” answer on Form A, please provide reasonable assurances that
your use is reduced or ameliorated because, for example, you have received or do
receive ongoing treatment (with or without medication) or have participated or do
participate in a monitoring program.

31.Are yMn the illegal use of controlled substances?

In explaining a "Yes” answer on Form A, please provide reasonable assurances
that such use is not a real and ongoing problem in your practice of medicine.

IMPORTANT

Since 1999, part of each license fee has been used to create and maintain the Vermont
Practitioners Health Program, a confidential program for the identification, freatment and
rehabilitation of physicians affected by the disease of substance abuse, If you wish further
information about this program, a service of the Vermont Medical Society, cail 802-223-0400 (a
confidential fine).

Part V - Statutory Profile Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Departiment of
Health. Under this law, the Department must collect certain information to create individual
profiles on all health care professionals licensed, certified, or registered by the Department
pursuani to Title 26 of the VSA. Please try to answer the following questions as best as you
can. You will receive a copy of your profile prior to ifs initial release {o the public and each
time the profile is modified or amended. You will be given a reasonable time to correct
factual inaccuracies that appear in such profile. As noted below, certain questions do not
need o be answered,

It is very important for us to receive photostatic copies of court papers,

licensing authority decisions, and other documents relevant to the questions below in
order to have a true and accurate description of the actions taken.

32. Criminal Convictions [See 26 VSA § 1368(a)(1)]

i Poard of Meding! Fraction
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Please provide a description of all crimes (felonies and misdemeanors: this includes
DU but not speeding or parking tickets) of which you have been convicted. For
purposes of this question, “convicted” means that you pleaded guilty or that you were
found or adjudged guilty by a court of competent jurisdiction. Please provide copies of
papers fully documenting the convictions.

N oo s =
(Conviction Date) (Court) (City/State} {Crime)
{Convicticn Date) {Coun) {City/State) {Crime)

If necessary, please use an additional sheet and check this box: ... o

33. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]

Please provide a description of all charges to which you pleaded “nolo contendere” (*f
will not contest it”) or where sufficient facts of guilt were found and the matter was
continued without a finding by a court of competent jurisdiction. Please provide copies
of papers fully documenting these matters.

~ora &
(Conviction Date) (Court) (City/State) {Charge)
{Conviction Date) (Court) (City/State) (Charge)
If necessary, piease use an additional sheet and check this box: ..o

34. Vermont Board of Medical Practice Matters {See 26 VSA § 1368(a)(3)]

Please provide a description of all formal charges served, findings, conclusions, and
orders of the Board of Medical Practice (including stipulations), and final disposition of
such matters by the courts, if appealed.

o O
(Date) {(Final Disposition — Summary)

if necessary, please use an additional sheet and check this box: ...

35. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

Please provide a description of all formal charges served by licensing authorities of
other states, the findings, conclusions, and orders of such licensing authorities, and
final disposition of such matters by the courts, if appealed, in those states. Please
provide copies of papers fully documenting these matters.

N ond L
{Date of Final Disposition)  {Licensing or Certification Authority) (Court) (City/Siate} (Nature of Charge)
If necessary, please use an additional sheet and check this box: .....0

e, Bomrd of Maedics! Pracis &
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36. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

A. Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your
hospital privileges that were related 1o competence or character and were
issued by the hospital's governing body or any other official of the hospital after
procedural due process (opportunity for hearing) was afforded to you. Please
provide copies of papers fully documenting these matiers.

NoonNE
{Date) {Hospital} {State} (Nature of Restriction} (Reascn for Restriction)

If necessary, please use an additional sheet and check this box: .....0

B. Other Restrictions

Please provide a description of all resignations from, or nonrenewal of, medical
staff membership or the restriction of privileges at a hospital taken in lieu of or
in settlement of, a pending disciplinary case related to competence or character
in that hospital. Please provide copies of papers fully documenting these

matters,

Moo e £
{Date) {Hospital} (State)
{Nature of Action) (Action) {Reason for Action)

1 in Lieu o in Settlement
If necessary, please use an additional sheet and check this box: ...... O

37. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)]

A. Judgments

Please provide a description of all medical malpractice court judgments against
you and all medical malpractice arbitration awards against you, and any
pending malpractice cases; complete Form A and provide copies of papers fully
documenting these matters.

o Judgment o Arbitration

E\iaf\(ﬁ,




(Date} (Ceourt) (State) (Nature of Case) (Amount Assessed Against You}

If necessary, please use an additional sheet and check this box: ..o
B. Settlements
Please provide a description of all pending settlements and settiements of

medical malpractice claims against you. Please complete Form A and provide
copies of papers fully documenting these matters,

N o~ £
(Date) (Court) {State} {(Amount Assessed Against You)
If necessary, please use an additional sheet and check this box: ...... O

38. Appointments/Teaching [See 26 VSA § 1368(a )(12)} Note: Answering #38 is optional.
By answering, you are granting permission to have this information posted on the web.
(This form follows the statutory wording. Since most appointments are teaching
appointments, these questions may overlap.)

A. Appointmenis

Please provide information about your appomtments to medical school or
professional school faculties.

Non g
{Schoal) {City) {State) {Nature of Appcintment) From (year) To (year)
{School) (City) {State) (Nature of Appointment) From (year) To (year)

If necessary, please use an additional sheet and check this box: ...... 0

B. Teaching

Please provide information regarding your responsibility for teaching graduate
medical education within the past 10 years.

(Schooifinstitution) {City) (State) (Nature of Teaching) From {year) To (year)
{Schoolinstitution) {City) (State) {Nature of Teaching) From (year) To {year)
If necessary, please use an additional sheet and check this box: ......0

39 Publications [See 26 VSA § 1368(a)(13)]

mmar of Meding! Prasicn
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Note: Answering #39 is optional. By answering, you are granting permission to have this
information posted on the web.

Please provide information regarding your publications in peer-reviewed medical
literature within the past 10 years.

(Title) {Publication) (Year)
(Title) (Publication) {(Year)
If necessary, please use an additional sheet and check this box: ...

40. Activities [See 26 VSA § 1368(a)(14)] Note: Answering #40 is optional. By answering,
“you are granting permission to have this information posted on the web.

Please provide information regarding your professional or community service activities
and awards.

(Activities or Awards)

if necessary, please use an additional sheet and check this box: ...... O
- End of Statutory Profile Questions -

41, Inferview
A. In which part of Vermont wouid you prefer to be interviewed? (Northern —
Burlington area, Southern — Bennington, Springfield, Central — Montpelier area, or
using video technology) W1 deo taech-loe oy
B. When are {ou scheduled to begin work in Vermont?

DRI tcied

e) in the past ten years?

Part V! - Photograph

PLEASE PROVIDE A PHOTOGRAPH:
Attach a recent photograph (head and
shoulders). Please sign the front of the
photograph. Do not use staples

ﬁ L& Lge t< u{ A WA



PHOTOGRAPH

Part Vil - Signature

Reminder - You must also complete and sign the enclosed Applicant's Statement Regarding Child
Support, Taxes, Unemployment Compensation Contributions, and Form B authorization for release of
information as appropriate.

| hereby aver that the information provided above is true and accurate, and that | have
answered the questions to the best of my knpwledge, and ability.

Date: E‘ /g i” /‘E :

6

£

Applicant’s Slgnature

Return completed application to: VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
1068 Cherry Street, PO Box 70
Burlington VT 05402-0070

T



Rebecca K. Jones, M.D., Ph.ID., F.A.C.O.G.

Objective: After ten years (1995-2005) in a busy and rewarding two person OB/GYN practice, [ have been
working locum tenens assignments full-time. 1 am open to most locations and prefer short o medium-
fength jobs (up to approximately four months}. 1am eager to live and work in a variety of communities
while contributing to the health of women,

Education

1973-1977

1977-1979

1979-1982

1984-1986

1986-1991

Employment

1982-1983

1983-1984

1988-198¢9

Employment

1991-1995

1993-2005

Boston University
Boston, MA

University of Edinburgh
Edinburgh, Scotland, UK

Institute of Child Development
University of Minnesota

Prexel University
Philadelphia, PA

University of Pennsylvania
Philadeiphia, PA

B.A., summa cum laude
Psychology & Philosophy

M.Phil.
Experimental Psychology

Ph.D.
Child Development

Post-baccalaureate premed
science studies

M.,

{study was interrupted cne year for maternity leave)

Department of Psychology
Villanova University, PA

Eastern Women’s Center
New York, NY

School of Medicine
University of Pennsylvania

Reading Hospital
Reading, PA

Reading OB/GYN, PC
Reading, PA

Lecturer

Counselor

Instructor, Seminar on Child
Development

Intern and Resident
Obstetrics & Gynecology

Physician



Locum Tenens Assignments

07/07-present

02/67-05/67

09/06-01/47

05/06-06/06

02/06-04/06

07/06

11/05-01/06

10/03

Yakima Valley Farrm Workers

Yakima, WA

- Reading Hospital
Reading, PA

Yakima Vailey Farm Workers
Yakima, WA

Weirton Medical Center
Weirton, WV

Caritas Norwood Hospital
Norwood, MA

Planned Parenthood of North-
eastern Pennsylvania

Brandywine Hospital
Coatesville, PA

General obstetric and gyne-
cological coverage

Supervised OB/GYN
residents

General obstetric and gyne-
cological coverage

General obstetric and gyne-
cological coverage

General obstetric and gyne-
cological coverage

General gynecologic services

General obstetric and gyne-
cological coverage

Honors and Awards
Elected member Phi Beta Kappa, 1977
National Science Foundation Graduate Fellowship, 1977-1980
Janet M. Glasgow Award, American Medical Women’s Association, 1989

Professional Organizations
Fellow, American College of Obstetricians and Gynecologists
Board Certified, American Board of Obstetricians and Gynecologists (Original certifi-
cation 1997; Annual voluntary recertification through 2009}

State Licenses
PAMD 051312L; NM MD 2005-0829; MA 227062; WV 22200; WA 00045964



Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer guestions 1, 2, and 3,

Regarding Child Support
Title 15 § 785 requires that: A professionat license or othaer authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he or she Is in good standing with respect to or in full compliance with a plan to pay any and all child support payable under
a support order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obiigation is
overdue; or Hability for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compiliance with a
repayment plan approved by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment
of support wouid impose an unreasonable hardship. (15 V.5.A, § 795}

1. - You must check one of the two statements below regarding child support regardiess whether or not you have children:

- 1 heraby certify that, as of the date of this application: (a) | am not subject to any suppont order or (b} | am subject to a support
order and | am in good standing with respect to it, or (¢} 1 am subject to a support order and { am in full compliance with a plan to
pay any and ali child support due under that order.

or
2 | hersby certify that I am NGT in good standing with respect to chitd support dues as of the date of this application and t hereby
request that the licensing authority detarmine that immediate payment of chitd support would Impose an unreasonable hardship.
Plaase forward an "Apgplication for Hardship”.
Regarding Taxes

Fitle 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he or she is In good standing with the Department of Taxes. "Good standing™ means that no taxes are due_and payable and
all returns have been filed, the tax Habilify is on appeal, the taxpayer is in compliance with a payment pian approved by the Commissioner of
Taxes, or the licensing authority determines that immediate payment of taxes would impose an unreasonabie hardship. (32 V.5.4. § 3113)

f hereby certify, under the pains and penalties or perjury, that | am in good standing with respect {o or in full compliance with a pian
_to pay any and all taxes due to the State of Vermont as of the date of this application. {The maximum penalty for perjury is fifteen
years in prison, a $10,000,00 fine or both).

2, .ﬁou must check one of the two statements below regarding taxes:

or
7 Vhereby certify that | am NQT in good standing with respect to taxes due to the State of Vermant as of the date of this application
and [ hereby request that tha licensing authority determine that immediate payment of taxes would impose an unreasonabie
hardship. Please forward an "Application for Hardship”.
Regarding Unemploymaent Compensation Contributions

Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
{including a license to practice a profession) {o, or enter into, extend or renew any contract for the provision of goods, services, or real estate
space with any employing unit unless such empioyling unit shall first sign a written declaration, under the pains and penalties of perjury, that the
emptoying unitis in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of
contributions due as of the date such declaration is made. For the purposes of this section, a person Is in good standing with respect to any and
all contributions or payments in lieu of contributions payable if: {1) no coniributions or payments in lieu of contributions are due and payable; (2)
the liability for any contributions or payments in lieu of contributions due and payable is on appeal; (3) the employing unitis in compliance with a
payment plan approved by the Commissioner; or (4) in the case of a licenses, the agency finds that requiring immediate payment of contribiutions
or payments in lieu of contributions due and payable would impose an-unreasonable hardship.

3. You must check one of the three statements below regarding unemployment contributons or payments in lieu of unemployment

contributions:

\g’m I hereby certify, under the pains and penalties of perjury, that ! am in good standing with respect to or in fulf compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
paymants in lieu of unemployment contributions {o the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or hoth.}

' ar
O | hereby certify that | am NQT in good standing with respect to unemployment contributions or payments in lieu of unemployment
sontributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request
that the licensing authority determine that requiring immediate payment of unemployment contributions or payments in fieu of
unemptoyment contributions wouid impose an unreasonable hardship. Please forward an Application for Hardship.
or
£ ih i 378 is not apjld ot now, nor have ! ever been, an employer,

Social Security # Date of Bi
" The disciosure of your social security number is mandatory, itls solicited by the authority granted by 42 U.5.C. § 405 {c){2){C}. and will be used
by the Department of Taxes and the Department of Employment and Training In the administration of Yermont tax laws, to identify individuals
affected by such laws, and by the Office of Child Support,

STATEMENT OF APPLICANT

! cartify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing
fatse information or omissiof o "n; rmation is unlawfui and may jeopardize my license/certification/registration status.

{ .
Date i & f Zéﬂ /‘C} 7

Signature of Applicant

Jermont Department of Health - Beard of Medical Practice
spplicant's Statement Regarding Child Support, Taxes, Unemployment Compensation Contributions



Vermont Department of Health
FORM B Board of Medical Practice

108 Cherry Street PO Box 70
Burdington, VT 05401

FORM B: 1) AUTHORIZATION FOR RELEASE OF RECORDS AND INFORMATION
AND 2} AUTHORIZATION TO COMMUNICATE WITH FUTURE EMPLOYERS REGARDING
" THE STATUS OF YOUR APPLICATION
TO WHOM [T MAY CONCERN: ;

0, R@a aod b ‘j 9wl &
{Name ¢f Applicant)

. HEREBY AUTHORIZE YQU to fumish to the

Vemont Board of Medical Practice or its designated representative, all materials and information within your
possession or contral retating o me, of whatever kind and wherever located and including, but rot limited to, my
education, my professional expertence and gqualifications, my icensing history, my praciice as a physician, ovil and
criminal Court recornds, and any other material or information, including investigative files, which, in the sole discretion
of the Vermont Board of Medical Practice, may be useful to said Board in its review of my licensing status.

Only in regard ta this spedific autharization for disclosure to the Verman{ Board of Medical Fractice and for no other
pupose, | expressty WAIVE confidentiality and any priviteges or immunities accorded this information by State or
Federal {aw, and | hotd you hanmiess from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report informalion, either orally or in wiiting, directly to the Verment Board of

Medical Practice or its designated representative on a continuing basis until this authorization is revoked, by me, in
writing. .

A CONFORMED PHOTOSTATIC CéPY OF THIS AUTHORIZATION SHALL SERVE INITS STEAD.

2) ! further authorize the Vermont Beard of Medical Practice to communicate with future employers and/or locum
tenens companies (&g@rtﬁng the status of my appiication for icensure.
Big na'cure: MJL R

Dater  WIov. G, 20071

Rl

: (ﬁ o>

i<

L]

City. State, Zip Cod|
Telephone Numbe

£ r Y ]
Subscribed and swom to before me, this SV gayor Navem e 20U ¢

Uprmsgdoiiks Gl NGk
Notary Peblic

T AR Seal™™ My License Expires: teb Z¢ 2o0p

RETURN ORIGINAL TO THE BOARD WITH YOUR APPLICATION
SEND COPIES WITH THE REFERENCE FORMS

ELIZABETH AW MARELD
NOTARY PUBLIC

STATE OF WASHINGTON
COMMISSION EXPIRES
FEBRUARY 20, 2008




Ty FomE”

VNIVERSTITA S
PENNSYLVANTIENSTIS

OMNIBVS HAS LITTERAS LECTVRIS SALVTEM DICIT

um academiis antiquus mos sit scientiis litterisve
humanioribus excultos titulo iusto condecorare
nos igi,tur auctoritate Curatorum nobis commissa

REBECCA KEENE JONES

ob studia a Professoribus aPProbata ad gmchlm.

MEDICINAE DOCTORIS
admisimus eique omnia iura honores priv'tlegia ad hunc
gra,d»um Pertmentta libenter concessimus
s rei testimonio nomina nostra die mensts
COUNTY OF BERKS - Mait xxt  Anno Salutis MCMXCl et Vniversitatis
I CERTIFY THAT THIS COPY OF conditae ccLt Phi,ladelphiae subscripsimus

I'HE MEDICAL SCHOOL DIPLOMA OF REBECCA X JONES IS
PRAE Si

D E CJLI‘J

COMMONWEALTH OF PENNSYLVANI@}il

IN WITNESS WHEREQF, I HEREUNTO SET MY HAND AND
JEFICIAL SEALS. NOVEMBER 19TH , 2007.

;)//s S AT
@Lga}.h Custos

T e o
{:“E‘fﬁfé

ﬁﬁﬁy@i&




Vermont Department of Health
Brard of Medical Practice ‘ .
1U8 Cherry Street PO Box 70 ' pr——
Burlington, VT 05401

WOV 26 2007

CERTIFICATE OF MEDICAL EDUCATION

To be compieted by an office: of your Schoo! of Medicing

v

Y hereby certify that ﬁ:\ Q.EC) CL e < N N
' {Name)

U N g Ew - g P 2w oA b Lo 7

. 1 ~ S  Schoot of Medicine

S bWliloiauy PA o 9)2]198b

{City and State) ' (Date)

and complated all requirements for graduation o 3 /i 2 fj i ‘ﬂj;{} /
. {Date)

A m ¢ b . was granted on 5':/2,5!114'& !?65 f

{Spedily cert'rﬁcate/d%piomaédegreei (Date)

(AFFIX SEAL)

Date: ii \( (N ( Yy

Signed: {Ll/aﬁq&ﬁid/u; Q/}j\;"i ZZE’ /1. / /A \?_/ U?

{Authonized Officer of the School)




STATE OF WASHINGTON

DEPARTMENT OF HEAILTH

November 29, 2007

State of Vermont
108 cherry St
Burlington VT 05402

M-‘
1, Betty Elliott, Program Representative, do hereby certify that a standard search of the
avatlable records of the Medical Quality Assurance Commission indicates the following:

PHYSICIAN'S NAME Rebecca Jones MDD
LICENSE NUMBER: MD00045964
ISSUE DATE: 01-05-2006
EXPIRATION DATE 11-17-2008

ACCORDING TO OUR RECORDS, THIS LICENSE HAS NOT BEEN DISCIPLINED
LICENSE IS ALSO IN GOOD STANDING

If our records above show that the licensee has been disciplined, photocopies from the public
file are available upon written request. Send request to the Medical Quality Assurance
Commission, Public Disclosure Desk, PO Box 47865, Olympia, WA 98504-7866 or may be
obtained online at www.doh.wa.gov/medical.

The information above is the only certification information by the Commission. To expedite
the certification process, the above format is the standard format prepared for all professions
regulated by this Commission.

If you have any questions or need additional information, please contact me by telephone at
(360) 236-4785, by email at betty.elliott@doh.wa.gov, or in writing at Department of Health,
Medical Quality Assurance Commission, PO Box 47866, Olympia, Washington 98504-7866.

Sincerely,

liott
Licensing Representative

(SEAL)




COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF STATE
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
P. 0. Box 2649
Harrisburg, PA 17105-2649
www. dos. state.pa.us

November 21, 2007

CERTIFICATION OF LICENSE

This is to certify that the individual or business named below is licensed by the Department of State,
Bureau of Professional and Occupational Affairs:

NAME: REBECCA KEENE JONES
LICENSE TYPE: Medica! Physician and Surgeon
LICENSE NUMBER: MDO051312L

ORIGINAL LICENSURE DATE: 08/31/1993

EXPIRATION DATE: 12/31/2008

STATUS: Active

The license is in good standing and the records indicate no derogatory information.

Boed L Mosef

SEAL Commissioner
Bureau of Professionat and Occupational Affairs




Rev. Richard Bowyer
Fairmont

Michael L. Ferrebhee, MD
Morgantown

Angelo N. Geeorges, MD
Wheeling

Doris M, Griffin, MBA
Martinsburg

M. Khalid Hasan, MD
Beckley

Beth Hays, MA
Bluefield

Drate: November 26, 2007

This 1s to verify that

STA4 T
,&\
o
G
A
Yo

VI
Ry

B
! spuped \:,;ﬂji
ot e

State of West Virginia
West Virginia Board of Medicine
101 Dee Drive, Suite 103
Charleston, WV 25311

Telephone (304) 558-2921
Fax (304) 558-2084

VERIFICATION OF LICENSURE

REBECCA KEENE JONES |

specbiptrsa s

J. David Lynch, fr,, MD
Morgantown

VYettivelu Maheswaran, MD
Charles Town

Bill May, DPM
Huntington

Leonard Simmaons, DPM
Fairmont

Badshah J. Wazir, MI}
South Charleston

Kenneth Dean Wright, PA-C
Huntington

was issued license number 22200 on Januasgy 9, 2006 to practice as a Physician and Surgeon in the

State of West Virginia.

She was licensed by National Boards.

Dr. Jones graduated from University of Pennsylvania School of Medicine on May 21, 1991,

The current hicensure status is ACTIVE and expires on June 30, 2008.

According to our records, this license HAS NOT been encumbered in this state.

President
John A, Wade, Jr., MD
Point Pleasant

VICE PRESIDENT
Lee E. Smith, MD
Princeton

SECRETARY
Catherine Slemp, MD, MPH
Charleston

A Lnsree.

J Aeae

Pennie Price, Vezification Coordinator

EXECUTIVE DIRECTOR
Robert C. Knittle
Charleston

COUNSEL
Deborah Lewis Rodecker
Charleston

DISCIPLINARY COUNSEL
John K. McHugh
Chasleston



Commonwealith of Massachuselts
Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(617) 654-9800C

MARTIN CRANE, MD
BOARD CHAIR

DEVALL PATRICK Enforcement Division Fax: {617) 45§88 &= 1%
Legal Division Fax; (B17) 3578453 — ANGY ACHIN AUDESSE
TIMOTHY P, MURRAY Licensing Division Fax: (g17) 426-9358 e GUTIVE DIFECTOR

LIEUTENANT GOVERNOR
MOV 19 2007

=

11/14/2007

To Whom It May Concern:

w;m c;f

This certifies that Rebecca K Jones M.D., a 1991 graduate of Uriversity of Pennsylvama-%chtym&‘"ﬂedicine, has
been duly registered by this board as provzded by the laws of the Commaonweaith.

Certificate Number 227062 was issued to Dr. Jones on 01/04/2006. This license is Current. The expiration date is
1111712008,

Listed below is certain complaint and discipiinary information on this physician, Please note that the Board can
neither confirm nor deny the existence of open complaints.

Closed Complaint Information
Our files contain 0 closed complaint(s} on this physician

Final Board Disciplinary Action
Our files contain 0 Board Discipline(s) te this physician.

This information is derived from Board files from January 1, 1987 o the present. It does not include all the
information contained in a license application.

As a service to the public and to designated agencies, the Massachusetts Board of Registratio_n in M_edlplne offers
an oniine profile of all physicians with fuil licenses who are licensed in the Commonwea_!th. This profile is updated
daily and may include public information that is not otherwise contained in this certification letter. You may access
this information at the Board's website: www.massmedboard.org.

Finally, the Board tallies closed complaints separately from disciplinary actions. If the same underiying incident
gives rise to both a compiaint and a disciplinary action, the Board counts this as two separate actions. Inthe same
way, multiple disciplinary actions are tallied separately| even if they arise from a singie set of circumstances.

s b it

‘Staff Member, Board of Registratigh in Medicine
Carrie Doyle

Visit Our Website At hitp://www massmedboard.org

L9



New Mexico Medical Board
2055 S. Pacheco Street, Bldg. 400
Santa Fe, New Mexico 87503

505-476-7220

LICENSE VERIFICATION

Rebecca Keene Jones, M.D.

Date of Birth )

School Name -+ ¢ : (xraduatlon Date

Univ of Punnsyivan SOM 05/2}/ 991

Specialties :
Obstetrics an@d;_Gyneg_g[ogy -BC

License #
MD2005-0829

12/¢ 8/2005 07/01/2009 - Active

g”tlmz Date btatus o

; Mcdlcal Doctor

Our records indicate thele is: No Derogatory Information and the hcense is in

good standing,

This license information was last updated on: 11/18/2007

&‘%Wu/wfﬁ M ' Date: November 18, 2007

Lynn S, Hart
Ixecutive Director



Th:s:df iument was pl epared by i
d of Medical lilxanumrrs® (VBME®)

Reuplent Vermom Board of Medlca} PrdCE]CE ‘Zf i e . Date %22-‘4’12?2@0:0? SRR
Ll 198 Cherry S’freet PO.Box 70 i S

,E@?'Exammee : ‘Rcbecca Keene Jones

BME Certlflcatmn I)at'

M Individual SUbiCCt Scores ] s
Score  (Min.Pass) Anat  Phys  Bioc  Path'i Mier Phar’ BehSci . . .o
420 (380) 30455 485 440 363 385 555

76 (75) 78 80 7T LR iTh

R I VAR o Total Individual Subject Scores R
' Fesl Date . Pass/Fail Score Scale: Sc (Min.Pass) Med  Surg  ObGyn Prey, . Ped:
241991 Three-Digit ¢ (290) 590 530 725 670,
“Two-Digit 78 (75 8 8 91 8

Test Datg ™ Pass/Fail Score Scale . {Min.Passy . T o ST T |
:03/04/1992 Pass + 1 Three-Digit- 600« (315 ~1 . - 00 cpes LGV LR g 1ok




LUMMUNWEALLH UF PENNDYLVANLA

COUNTY OF BERKS

I CERTIFY THAT THIS COPY OF THE BOARD
CERTIFICATE OF REBECCA K JONES IS A TRUE,
CORRECT AND COMPLETE COPY OF THE GRIGINAL

S8,

DIPLOMATE

TN WITNESS WHEREOF,
HAND AND OFFICIAL SEALS.

s A&«::v/f/‘”

//j"j &{o«/‘{-e'/\—__(‘“‘"

NOVEMBER 19 2007

American
Board of
Obstetrics &
Gynecology

T HEREUNTO SET MY

& of @

3 % StetI‘}@ S

COMPOSED OF MEMBERS NOMINATED BY THE
AMERICAN GYNECOLOGICAL AND OBSTETRICAL SOCIETY ()
- AMERICAN MEDICAL ASSOCIATION é}
AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS .}*
ASSOCIATION OF PROFESSORS OF GYNECOLOGY AND OBSTETRICS

Obstetrics and Gynecology
Rebecca Keene Jones, M.D.

HAVING PURSUED AN ACCEPTED COURSE OF GRADUATE STUDY AND CLINICAL WORK,
HAS MET THE STANDARDS AND QUALIFICATIONS, AND PASSED THE EXAMINATIONS
REQUIRED BY THE AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY, INC,,
AND 15 AN ACKNOWLEDGED DIPLOMATE OF THE BOARD
FROM NOVEMBER, 1997 THROUGH DECEMBER, 2007

NOVEMBER 7, 1997
_W

V1 B.5h i)
Vo O 2y

Tonotan @ Ao bonr

Aot as, ,ﬂm’;,wu/“e\_

Exveutive Director

AMERN.;\IJ pe iy
3

St
b&:/m CFolil
L) »0(»,
41%;6/ /."(_;‘g/?; Z

*ﬂmm[ mrsmuﬁ

| T
e )

DIPLOMATE NO, 951172




Yermont Department of Heolth
Board of Medical Practice
108 Cherry Streer PO Box 70

Burlingten, VT 05401

VERIFICATION OF POSTGRADUATE MEDICN. ED

Tn be cor wpleted by the Training Program Director

" Name of (ﬂsti'tuticm ﬁi’ PN o ? ﬂ‘ﬁfm g’“? Vo s M i c! Ut (:. 8 2 P

" Address: S LO‘E&' Ao&nu.e, ¥ s?n"uc’f 5.

West Weading 0/ (A6l

I name of the Institution was gifferent when app icant attended please enter name

| hereby certify that f?‘ialat Lo agahz.::s
. o ‘Narme
@ RN ‘-' Jﬂ‘?lh a'ﬁ't.wg

Program Type (resiclen‘cy, fellowship)

A jna

_was enrolied in the

Obstetrl s 1 Gyn Lenle o
rDepartmem (e.g. Radiology, Internal Medicine} ¢

!

‘ : -7« G 9
al this mstitution from __ =407 & i ’{”} A L

: to
Manth - Day Year
. i o
<\.\\ ey Al { «2—57 I ! % 1
Montn - Day . Year

During the time of the applicant's parﬁcapanon our postgraduate medical training was accredited by the
ACGME, If Canadian Training circle tf appeaved by Roya! Coltege of Physicians and Surgeons of {:anada

Cur reccrds indicate that the appircanf received a camﬁcate of completion on

Tuns 22 1995

Year

Month Day

(AFFIX SEAL)

Slgned

l of the Sponsonng&@ﬁgw
Print Name: /g G@‘féd—' /\)é:M 3@/&7—, I"’l![).

Tile: C/I’lﬁfzg-af ?ﬂo({x.mw Quagersn.




Vermont Depertment of Heanlth
Board of Medical Practice

108 Cherry Street PO Box 70
Burlington, VT 05401

LIST OF THREE REFERENCES
Detach the attached Reference Forms and send to the individuals designated balow® ALONG WITH A COPY
OF THE SIGNED FORM B RELEASE. Return this sheet to the Board with your application. Indiviguals
completing the reference forms must retum the forms directly to the Board.

“NOTE: Pregram D:rec‘tor should be substituted or Chief of Service for applicants who are applying for a license

white stilt in residency training or have completed a residency within the last year, (SEE ATTACHED SEPARATE
FORM FOR PROGRAM DIRECTOR.)

Names, addresses and telephone numbers of three references: A C ‘ N e
1) Reference #1 - Chief of Service (See Program Director Note * above): = Lyt

pagross_ s - Wab 9n /GYN
Res g Hmp.lu s Mkt (ot
City, State, Zip[\C)r;"de: G a4 6, e 'i\\

Teleprone: (0t 2 ) 19 % - %)X 2

MO

How long and in what capacity has this individual knawn you? 52_}{ g3 ot ey o it LA bt

+
y

2) Reference #2 - Active physician staff member at the hospital where you have a cutrent or recent
appointment,

v ) oo N Then M

pgsess: Mt Viatheny Woem o s (0 AV IR SNSRI
1705 . Lhvetn Ave

City, State, Zip Code: Nl WA 990

Teprones L 52D, 518 7 190,

How long and in what capacity has this individual known you? & \! LAt Ol le . aHe A A '-’l

¥ )
3) Reference #3 - Active physician sta¥f member at the hospital where you have a current or recent
appointment:

Name: | b-ovhahe Netts . H D
aggress: 50 Uniowa N T 4 1S
N G ’fﬂ\“ J‘w 2 f-‘v o,
City. State, Zip Coge: Nyt fon . M at Oto( o
reteprone (412, LAS- 1S 46

i l _
How long and in what capacity has this individual known you? E i :L(' Iy : ( = “ Cde i d

Neote: if you are unabie to provide referepces from thase indniduals because you have never heid host!}m
privileges, attach such an explanation © his form when you submit your appiication. Three other references from
phrysicians you have worked with most recentty will then be required.



Vermont Department of Health

) . }

Chief of Service Foim Board of Medical Practice '
Return Directly to Board 108 Cherry Street PO Box 70 1‘

i Burlington, YT 05401 §

REFERENCE FORM TO BE COMPLETED BY CHIEF OF SERVICE, PAGE ONE
Name of Applicant: R ¢ \') Ler i\ S ane S B

The physician named above has applied fo the Vermont Board of Medical Practice for a license to practice medicina
in Vermont. The appiicant has listed your name as one who has requisite knowledge through recent observation of
the applicant's current clinical competence, etvical character, and ability to work cooperatively with others. In this

regard, please complete the following reference form. Thank you for your cooperation

Please complete ali parts of thiz form, If more moom is needed, please attach additional information.

Rh’&y wasat_gm_ﬂjf‘"y #0&?*7'7?1——
from Z]f [0’7 ' 5/39/07 . During that time, he/she was

{List status in the Institution}: Fﬂ'(u 5 A4 A‘S?‘DC-E I o B4 P@b\)\ﬁtﬁéy

of the raference in as much detail as possible.

Basic medical . )

knowledge: ___ Poor Fair Average _____%Jove Average
Professional judgrment: Poor _Fair Average xAbcve Average
Sense of responsibility Poor Fair Average i ,:Above Average
Maral character? ‘

ethizal conguct Poor Fair Average Ab\bow: Average
Compelgpee and sxili: Poor Fair Average ! bove Average
Cooperativeness,

ability to work with

others: FPoor Fair Average ﬁmve Average
Hiswry & physical exam

taking: Poor Fair Average _XJAbOVe Average
Record keeping Poor _Fair . Averane EA}}awe Average
Case presentatiohs: Poor Fair Avarage Above Average
Patient management: Poor Fair Average Xm»:e Average
Physician-Patient ‘

relationship: Poor Fair Average x Above Average

Competence in being able to
communicate in reading, writing

and speaking the English )

language: Poor . Fair Average é Above Average
Participation in

Medical Staff Affairs Poor

Fair Average pAbove Average

WaEnS]
TeB/ ¢ éﬂvr-h Fulendiing
IMPORTANT NOTE: If you rate the applicant poor‘ or “faic” in a particular category, please elaborata on this aspect



Yermont Department of Health
Chief of Service £ Board of Medical Practice
iet of Service Form
Continued 108 Cherry 5treet PO Box 70
: Buriington, VT 05401

REFERENCE FORM TO BE COMPLETED BY CHIEF OF SERVICE, PAGE TWO OF TWO
Name of Applicant: R @ l?’ AT A g-\'“ D Jane S

How long have you known the applicant and in what capacity? 3

To the bestof your knowledge does/did the appiicant camy out the duties and responsibilities of the position at your
institulion in a satisfactory manner? Yes _____ No

Do you know of any emotional disturbance, mental iliness, organic lltness, alkcohol or drug problem, which might

impair the applicant's ability to practice medicine? Yes v/ No
Do you keow of 2ny pending professionz! miscenduct proceedings or medicval malpiactice

claims? ) Yes x No

Do you know if the applicant has been a defendant in any criminal proceeding other than -
minor raffic offenses? (Note: DWI {(Driving While intoxicated) is not minor.} Yes >{No

Do you know of any suspension, restriction or tarmination of training or prefessional
privileges for reasons related to mental or phystcal impaimment, incompetence, misconduct

or malpractice? . Yes & No

Do you know of any resignation or withdrawsal from tral mng or of professional privileges
1o avoid iImposition of disciplinary meaasures? Yes k Na

Do you know of any confirmed quality problem (quality of hospital care provided
to Medicare patients) by the Peer Review Organization (PRO) in Vemeoent or

elsewhere? ] Yes . ch

Do you know of a failure of the applicant to complete 2 residency training

program(s)? Yes éNo

Does the applicant call upon consults when needed? . x Yes __

Inn addition to &m information provided on the previcus'page. please use the space beiow and the reverse side for
elaboration on the above and any additional information you have available to, aid the Board in evaluating this
applicant, Of particular value to us in evaiuating any candidate are comments regarding his/her notabie strengths

and/or weaknesses, We would appreciate such comments i’rorn you, Any addiiona! information should be attached
to this form,

The e report is based on;
}2(;0 Cicse personal obsarvation
General impression
A compesite of faculty/staff evaluations
Other - Specify:

| further certify that at the time of compietion of the above training, or during my association with the physician,
he/she was compehent i practice medicine and he/she /she was not the subject of any disciplinary action,

bt ! MD for licensure in Vermont,
Sigred: /[/ , & A *: Date; /![ Iz»/o—z
Prmt or Type Name and Trtle /4" G =0 -—:2—‘% Né&(é Cff&f/ /M D
Cun kg Pro(rs ~ Dirseror_

| recommend




Vermont Department of Health
Board of Medical Practice
Reference Forr. #2

108 Cherry Street PO Box 70
irectly d
Retum Directly (o Boar Burlington, VT 05401

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PRYSICIAN STA‘fF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMENT,

PAGE ONE OF TWO
i L
Name o?Applicant: Q Ly Lol b ‘\ . d 2l e - -

The physician named above has applied fo the Vermont Board of Medical Praclice ?m’ a license o practice medicineg
in Vermont, The applicant has listed your name as one who has requisite knowiedge through recent observatlion of
the applicant's current clinical competence, ethicai character, and ability to work cooperatively with others. In this

regard, please complete the following reference form. Thank you for your cooperation

Please complete all parts of this form. If more wom is needed, please attach additional information.

{{&\3{_&‘--4 \50?’\(‘—-5 was 3l iA\M\n U»}i i'.,! Mlmoﬂn}ﬁ }/]%oxf \
from “ i?‘/l\’)z‘:«’b to g)f*« § < .

. Duting thal ime, hel/she was
1*ﬂ\ . % P
{List status in the Institution): l_s»c o '{"'C"’\ Lo B “{ Fa % &— !7 i’“’% §elodw

IMPORTANT NOTE: i you rate the applicant "poor” or “fair” in a particular category, piease elaborate on this aspect
of the reference in as much detait as possible.

Basic medicat

-
knowiedge: Poor Fair Average i/ Above Average
Professional judgment. __ Poor Fair Average //Aaove Average
Sense of responsibility: Poor Fair Average ZAbove Average

- Moral charact&r/ -
ethical conduct Poor Fair Average A_/ﬁbeve Average
Competence and skilt: Poor Fair Average ~ Above Average
Cooperativeness,
ability to work with /
others: Poor Fair Average < Above Average
History & physical exam f,
taking: Poar Fair Average “ _ Above Average
Record keeping Poor Fair Average -f Above Average
Case presentations: Poor ‘ Fair Average ’f Above Average
Patient management Poor Fair  Average i Ab-ove Average
Physician-Patient f/ '
relationship: : Poor Fair Average ¥ _Above Average
Competence in being able to
cormmunicate in reading, witting
and speaking the English .
language: FPoor Fair Average /ﬁx}:}ove Average

" Participation tn .

Medical Staff Affairs Poor __ _Fair Average Abgve Average



Vermont Deportment of Health
Board of Medical Practice
Reference Form #2

Continued 108 Cherry Street PO Box 70
Burlingten, VT 05401

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMENT, PAGE TWO OF TWO

A o
Name of Applicant: ) 1\3 oeid A L\ R

To the best of your knowledge, does/did the applicant carry out the duties and respansibilites of

X - & position at your
instituBon in a satisfaciory manner?

= Yes No
Do you know of any emotiona disturbance, mental iiness, organic itness, alcoho! or drug problem, whict

1 pright
impair the applicant's ability to pracﬁoe medicine? . Yes Mo
Do you know of any pending professions! misconduct pmceedsnga of medical majpracfzce j

claims? Yes Mo
Do you know if the appticant has been a defendant in any criminal proceeding other than
minor traffic offenses? (Note: DWI {Oriving While Irdoxicated) is net minor.} Yes x/ No
Do you know of any suspension, restriction or termination of traming or professional :

" privileges for reasons related to mental or physical impaimment, incompetence, m;sconcfud
of maipractice? _Yes _i/f _No
Do you know of any resignation ot withdrawal from training ot of professional privileges 7
{o avoid imposition of disciplinary measures? Yes ' No

Do you know of any confirmed quality problem {quality of hospital care provided
to Medicare pafients) by the Peer Review Omanzation (PRO) in Vermont or

elsewhera? . _ Yes "fNo

Do you know of a failure of the applicant to complete a residency training Yes  /No
programs)? ‘

Does the applicant call upon consutts when needed? v/ Yes No

in addition to the information provided on the previous page, piease use the space below and the reverse side for
etaboration on the above and any addifional imformation you have available to aid the Board In evaluating this
applicant. Of paricudar value to us in evaluating any candidale are comments reganding his/her notable strengths

and/or weaknesses. We would appredate such comments from you. Any additional information should be attached
to this form.

The absove report is based on: '
f Close personal observation -
General impression
A composite of faculty/staff evaluations -
Other - Specify:

t further certify that at the time of wmple&c-n- of the above training, or during my association with the physician,
hefshe was oornpetent to practice medicine and he/she was not the subject of any discipiinary action.

{ recommend mé f&w& Mt*\ (A A -
Name © ysauan » J / (} .
ALt V\@&x ?f

fur licensure in Vermont

Ayl
lE
i

e

Signed: 7 ,\}/ A i
Print or Type Namegand Title: “JEQ'QV“& ¥y i&j}% gf;, P‘\ﬁ %ik (’J, }

f%

E

[




Vermont Department of Health
Reference Form 43 Board of Medical Practice

» Retum Directly to Board 108 Cherry Street PO Box 70
Burlingten, VT 05401

3
B
REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMEE ' o
AT THE HOSPITAL w RE YOU HAVE A CURRENT OR RECENT APPOINTMENT, PAGEON -
Hame of Applicant: Lgbhecnd AN Aloaes S

The physician nemed above has applied lo the Vemont Board of Medical Practice for a license o practice medicine
in Vermont. The applicant has listed your name as.one who has requisile knowledge thraugh recent observation of
the apolicant’s curent dinical competence, ethical character, and ability to work cooperatively with cthers. in thi
regard, please complate the following reference form. Thank you for your cooperation

Please mmp%ete all parts of this farm. if more room is needed, please attach additional information.
ﬁ g \‘( . \i oo 2B was at C R i 3% N e tir i A gt”uf £ > \
from WEETE® e l2eet
(]

; g
(List status in the institution): \_o T S N 13 k‘ b

- During thattime, hefshe was
gl >
¥

IMPORTANT NOTE: If you rate the applicant "poor” or “fair” in & particular category, please eiaborate on this aspect
of the reference in as much detail as possible,

Basic medical

krowiedge: Poor Fair Average _L~"Above Average
Frofessional judgment Poor Fair Average b Above Average
Sense of responsibility: Poor Eair Average L—~"Ahove Average
Morat characterf

elhicat conduct: Poor Fair Average -~ Above Average
Competence and skill: Poor Fair Average . Above Average
Cooperativenass,

ability t0 work with

others: Poor _ Fair Average o Above Average
History & physical exam -

taking: Poor Fair Average Above Average
Resord keeping Poor Fair Average " Abave Aversge
Case presentations: Poor Fair Averzge -/Above Average
Patiant managenent Poor Fair Average .~ fhove Average
Physician-Patient .

refaionship: : Poor Fair Average "Above Average
Compeience in being able 10

eommunicate in reading, writng

and speaking the English

language: Poor Fair Average L Above Average
Participation in

Medical Staff Affairs Poar

Y
Fair Average Above Average }007}‘ ‘ﬁ‘”/g&’ ("""’éﬁLm



Vermont Department of Health
Reference Form #3 Erard of Medical Practice

Continued 108 Cherry Street PO Box 70
' Burlington, VT 05401

REFERENCE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN STAFF MEMBER
AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPQINTMENT, PAGE TWO OF TWO

Name of Appiicant; R ﬂg) Lo A a< i ()ow e

To the bes! of your knowledge, does/did the applicant carry out the duties and responsibiliies of the position at your
institution in a satisfactory manner?

" Yes ___ No
Do you know of any emotionat disturbance, mental finess, organic iiness, alcohol or drug problem, which might
impair the applicant's ability to practice medicine? Yes  w"No
Do you know of any pending professional misconduct proceedings or medical malpractice
claims? Yes _L~" No
0 you know if the applicant has been a delendant in any criminal proceeding other than
minor traffic offenses? (Note: DW! {Driving White Intoxicated) is not minor.} Yes -;_L/_f” Neg

Do you know of any suspension, restriction or termination of training or professional

privieges for reasons related to mental or physica! impaimment, incompetence, misconduct
of malpractice?

Yes & No

Do you know of any resignation or withdrawal from training or of professional privileges
to avoid imposition of disciplinary measures? Yes & No

Do you know of any confirmed quality problem (quality of hospital care provided
to Medicare patients) by the Peer Review Organization (FRO) in Vermont or

eisewhere? Yes « No
Do you know of a failure of the applicant to complete a residency training o

program(s)? ’ Yes No
Does the applicant call upon consults when needed? " Yes No

In addiion to the infofmation provided on the previcus page, please use the space below and the reverse side for
“elaboration on the above and any additionat inforrmation you have avaitable o aid the Board in evaluating this
apolicant, Of paticular value o us in evaluating any candidate are commenisregarding histher rotable strengths

and/or weaknesses. We would appreciate such comments from you. Any additional information shoutd be attached
to this form. :

The a @ reportis based on:
Close personal observation
Geners! impression ]
A composite of faculty/staff evaluations
Other - Specify:

1 further certify that at the time of completion of the above aining, or during my association with the physician,
he/she was competent to practice medicine and he/she was not the subject of any disciplinary acton,

i recommend ﬁ{'\?&l}ﬁ— CC b J:”;ij)- M) for Beensure in Vermont.
Name of Physician /

Signed. r;zz‘/l_/ku.,.-{x%x /z\/ /UL%J MD Date: :""//5”/&-7 emoﬂ{i Vﬁ“*";’vé@mmm‘&é‘ ret
Prnt or Type Name and Title: Z.wrra_;m K 6€‘//OJ MD C’)S*'G'fyi\/

< ,,/U’Cr}//a,gcﬂ (/&Y’Jﬂzéf/ Wt Dy, DTS‘MM_-»} wl. e %ﬁi{& ot ""‘-’ /KAK*

Ax;«; f,M ,ﬁ)/u,éq, L e /éx}}d%{u /’ow Lo rurs ﬁﬁyyc,c;;ﬁ_ﬁ/ o ¥ {h,,;/d;i}
A O L owd Ty al¥ pogae crecd Seg. progiiod Copee

At . - i ' . hety oo s,

She . Compnfent priferrensl, aed oo PTREY G T
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VERMONT DEPARTMENT OF HEALTH N (L
BOARD OF MEDICAL PRACTICE R
108 Cherry Street, PO Box 70 Vil
Burlington VT 05402-0070 i

802 657-4220 or 800-745-7371

2008 PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART |
License Number: 042-0011506
1. Your legal name;
Rebecca Keene Jones
a. Have you ever legally changed your name? __ Yes _ﬁ Na

If yes, enter your former name and any other name(s) under which you were licensed in Vermont or elsewhere
in the past two years;

Last Name First Name Middie Name: Suffix

b. Indicate your name, as it should appear on your license:

Last Name First Name Middle Name: Suffix

2. Your Date of Birth: -

3. Home Address and email address: e

e e R

4. Work Addr

g 1 T s

§, Please check your preferred mailing address: Home X Work
NOTE: The mailing address will be publicly listed on the Board’s web site.

6. Home Telephone Number with Area Code: __

7. Work Telephone Number with Area Code: { (o1 ) 334~ o e

8. E-mail address (if not appearing in #3):

Please check here if the Department of Health may use this e-mail address to send you public health infarmation.

o yes ﬁno




PART I

9. Were you in active clinical practice in Vermont in the past 12 Months? OM/@S o No

10. Do you hold, or have you ever held, a medical license (including temporary) in any other state?
/ﬁ’\yes [ no

If yes, complete the section below and attach additional pages if necessary.

State License Number Type of License Date issued Status (Active, inactive, or other,
conditioned, restricted, limited)
PA Uneuyfrdcted Act e
NM 2005
MA i
WV
WA {E/
If necessary, piease use an additional sheet and check this box: ...... |

11.  Medical Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of graduation if not
listed below.

University of Pennsylvania, PHILADELPHIA, PA
5/21/1991

12. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]

Please provide information about any graduate medical education/residency attended or completed that is
not listed below.

Reading Hospital ,PA
Obstetrics and Gynecclogy
1995

If necessary, please use an additionat sheet and check this box: ......10

13 Specialty Board Certification {26 VSA § 1368(a)(8)]

Please verify the following information regarding your speciaity board certification and update as necessary
using the attached Specialty Codes List.

Obstetrics and Gynecology
American Board of Obstetrics and Gynecology

1997, 2007
Specialty Specialty Name (if code |Board Certified Year Year
Code unknown) Name of Board Certified  |Recertified
Dyes Ono
TDyes Ono

14, Years of Practice [26 VSA § 1368{a}10)]
Month and year you started practicing as a physician?  Jul-85

15. Hospital Privileges {26 VSA § 1368(a)(11)] o Check here if none




List all information for all haspitals where you currently have hospital staff privileges if not listed below:

- 7 i "3 _ -
Yakima Vatley Memorial Hospital @; ; { f ;o M Codeat C g bar
Yakima, WA —
(2006-) Raad.t 0 Vi
Obstetrics and Gynecology

/ZW e "’2; -

Reading Hospital b e o
Reading, PA Obstobnes s G Y ee wlo f’vﬁ.
{2007-)

Obstetrics and Gynecology

GaritasNorwood Hospital
Nervoed- M

(2665=r
Distetricsant Gyrecotogy

Weiranedieat-&

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
FORM A,
16. Have you ever applied for and been denied a license to practice medicine or any other healing art?
byes R no
17. Have you ever withdrawn an application for a license to practice medicine or any other healing art?

1 yes f]%fno

18. Have you ever voluntarily suspended, surrendered or resigned a license to practice medicine or any
other healing art in lieu of disciplinary action or any other reason?

ayes }S{rzo )
19. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you
by any governmental authority, by any hospital or health care facility, or by any professional medical
association (international, national, state or local)?

nyes ¥no
20. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

0 yes "R{no
21. Have you ever discontinued your education, training, or clinical practice for a period of more than three
months?

o yes pno
22. Have you ever been dismissed or suspended from, or asked to leave a residency fraining program
hefore completion?

[ yes  wno

23. Have you ever had staff privileges, employment or appointment in a hospital or other health care
institution denied, reduced, suspended or revoked, or resigned from a medical staff after a complaint or
peer review action was initiated against you?

0 yes ﬁho




24. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted by, or surrendered {o any jurisdiction or federal agency at any time?

O yes /ﬁno

25. Do you currently or have you aver prescribed any prescription medication over the internet?
o yes :,VKO

26, Are you presently or have you ever been a defendant in a criminal proceeding?

o yes /}i no

PART HI

(Unless otherwise ordered by a court, your responses to the questions in Part Ill are considered exempt
from public disclosure.)

Any "yes"” response fo the questions below must be fully explained on the enclosed Form A,

27. To your knowledge, are you the subject of an investigation by any other licensing board under which
you have not been charged as of the date of this application?

28. To your knowledge, a.:re you presently the subject of a criminal investigation under which you have not

been charied?

The following definitions are provided to assist you in answering questions 29 through 31,

"Ability to practice medicine” - This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
judgments, and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health
care providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical

orocedures, with or without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition” - Includes physiological, mental or psychological conditions or disorders, such as, but
not limited to, orthopedic, visual, speech, and hearing impairmentis, cerebral palsy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental
illness, specific learning disabiiities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one's functioning as
a licensee.

“Chemical substances” - This term is to be consirued to include alcohol, drugs, or medications, including
those taken pursuant {o a valid prescription for legitimate medical purpeses and in accordance with the
prescriber’s direction, as well as those used illegally.

"Controlled substances” - This term means those drugs listed on Schedules | through V of Section 202 of
the Controlled Substances Act (21 USC § 812).

"lilegal use of controlled substances" - This term means the use of drugs, the possession or distribution
of which is unlawful under the Controlled Substances Act, as periodically updated by the Food and Drug
Administration. This term does not include the use of a drug taken under the supervision of a licensed
health care professional or other uses authorized by the Controlled Substances Act or other provisions of
federal law.




29. Do you have a medical condition that potentially or in any way impairs or limits your ability to practice
rnedicigad iald of practice with reasonable skill and safety?

in explaining a “Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ametiorated because, for example,

you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a manitoring program.

30. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any
way immmty to practice medicine in your field of practice with reasonable skill and safety?

In explaining a "Yes" answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing freatment (with or without medication) or have participated or do participate in a
monitoring program.

31. Are iou currinit[ engaged in the iflegal use of controlled substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
jdentification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For
further information about this program, call 802-223-0400 (z confidential line).

PART IV

The following questions are required by Vermont law, 28 VSA § 1368, to update and maintain a data repository
within the Department of Health and to make individual profiles on all heaith care professionals licensed, certified,
or registered by the Department available to the public. Your physician profile is located at the foilowing website
http://healthvermont.qoy.

Please include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 32 through 37 have changed since your last application. We
cannot process your application without them.

32. Criminal Convictions [26 VSA § 1368(a)(1}] KCheck here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but not speeding
or parking tickets} of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for each mafter.

None reported

33. Nolo Contendere/Matters Continued [26 VSA § 1368(a)(2)] %Check here if none

Please provide a description of all charges to which you pleaded “nelo contendere” (“I will not contest it") or
where sufficient facts of guilt were found and the matter was continued witheut a finding by a court of
competent jurisdiction not listed below. Please provide complete copies of documentation for each
matter.

None reported

34 Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] }ﬁlCheck here if none




" Please provide a description of ail formal charges served, findings, conclusions, and orders of the Board of
Medical Practice (including stipulations), and final disposition of such matters by the courts, if appealed.

35. Licensing or Certification Authority Matters in Other States [26 VSA§ 1368(a)(4)]
ﬁCheck here if none

Please provide a description of all formal charges served hy licensing or certification authorities of other
states, the findings, conclusions, and orders of such authorities, and final disposition of such matters by the
courts, if appealed, in those states, if not listed below. Please provide comp!ete copies of
documentation for each matter.

None reported

36. Restriction of Hosgpital Privileges [26 VSA § 1368(a)(5)]

A Revocation/involuntary Restrictions ;EJCheck here if none

Please provide a description of any revocation or involuntary restriction of your hospital privileges
that were related to competence or character and were issued by the hospital's governing body or
any other official of the hospital after procedurai due process (opportunity for hearing) was afforded
to you if not listed helow. Please provide compliete copies of documentation for each matter.

None reported

B. Other Restrictions & Check here if none
Please provide a description of all resignations from, or non-renewal of, medical staff membership
or the restriction of privileges at a hospital taken in lieu of, or in settlement of, a pending disciplinary
case related to competence or character in that hospital if not listed below. Please provide
complete copies of documentation for each matter.
None reported

37. Medical Malpractice Court Judaments/Settlements {26 VSA § 1368(a)(6A)]

A, Judgments ﬁCheck here if none

Please complete the attached Form A and provide a description of all medical malpractice court
judgments against you and ali medical malpractice arbitration awards against you within the past
10 years (10 years from payment date) in which a payment was awarded to a complaining party if
not listed below. Please provide complete copies of documentation, to include final
disposition and, if possible, a copy of the complaint for each matter,

None reported

B. Settlements %{Check here if none
Please provide a description of all settlements of medical malpractice claims against you within the
past 10 years {10 years from payment date} in which a payment was awarded to a complaining
party if not listed below, Please provide complete copies of documentation, to include final

disposition and, if possible, a copy of the complaint for each matter.

None reported

38.  Appointments/Teaching [26 VSA § 1368(a)(12)]




39.

40.

41.

42.

43.

Note: Answering #38 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

A Appeintments )ﬁfCheck here if none

Please provide information about your appointments fo medical school or professional school
facutties if not listed.

None reported

B. Teaching %heck here if none

Please provide information regarding your responsibility for teaching graduate medical education
within the past 10 years if not listed.

None reported
Publications: [26 VSA § 1388(a)(13)] %Check here if none

Note: Answering #39 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

Please provide information regarding your publications in peer-reviewed medical literature within the past
10 years if not listed.

Activities [26 VSA § 1368(a)(14)] S€heck here if none

Note: Answering #40 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided to the Board.

Piease provide information regarding your professional or community service activities and awards if not
listed.

None reported

Practice Setting [26 VSA § 1368(a)(15)] 'E”Check here if none

What is the location of your primary practice setting?

Translating Services [26 VSA § 1368(a){16)] k/Check here if none

Please identify any translating services available at your primary practice location,
Are any translating services available at yaur primary practice location?

If yes, please describe here the translating services available:

None

Medicaid/New Patients [26 VSA § 1368(a)(17)]

A. Medicaid participation
Do you participate in the Medicaid program? E@ yes ono
B. New Medicaid Patienis

Are you currently accepting new Medicaid patients? j&‘iyes ono




Part V

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

[ hereby affirm that the information provided above is true and accurate, and that { have answered the questions to
the best of my knowledge and ability. R

Date: ﬁ;\f/ﬁ /'9 € ;U%i—/\

Applicant’s Signature




Physician Profile Update

26 VSA § 1368 requires the Department to provide you with a copy of your profile prior to the initial release
to the public and each time your profile is modified or amended. We intend to use the information in your renewal
application for your physician profile.

Please let us know whether you wish to have your profile omit the foliowing information by checking the
"OMIT" box below. if the box is not checked, we will include the information in your profile:

OMIT FROM PROFILE

01 Appointments to medical school or professional school facuities, and an indication as to whether
you have had a responsibility for teaching graduate medical education within the last 10 years.

O Information regarding publications in peer-reviewed medical literature within the last 10 years.

O Information regarding professionat or community service activities and awards.

Again, thank you for your cooperation.




Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer guestions 1, 2, and 3.

Regarding Child Support
Title 18 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certiftes that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child support payable under a support
order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obligation is overdue; or liability
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved
by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would impose an
unreasonable hardship. {15 V.S.A. § 795)

1. You must check one of the two statements below regarding child support regardless whether or not you have children:

"ﬂ\ I hereby certify that, as of the date of this application: (a) | am not subject to any support order or {b} | am subject to a suppott order
and ! am in good standing with respect to it, or {c) | am subject o a support order and | am in full compliance with a plan to pay any
and ali child support due under that order.

or
O | hereby certify that | am NOT in good standing with respect to chiid support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an “Application for Hardship”.
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a frade or business shall not be issued or renewed uniess the
person certifies that he or she is in good standing with the Department of Taxes, "Good standing” means that no taxes are due and payable and all
returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. {32 V.5.A. § 3113)

2. . You must check one of the two statements below regarding taxes:
‘&'N. | hereby certify, under the pains and penalties or perjury, that I am in good standing with respect to or in full compliance with a plan to
w pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen years in
prison, a $10,000.00 fine or both),

or
O | hereby certify that { am NOT in good standing with respect fo taxes due to the State of Vermont as of the date of this application and |
hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship.
Please forward an "Application for Hardship™.
Regarding Unemployment Coampensation Coniributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
(including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit uniess such employing unit shall first sign a written declaration, under the pains and penalties of perjury, that the employing
unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of contributions due as
of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and all contributions or
payments in lieu of contributions payable if: {1) no contributions or payments in lieu of contributions are due and payable; (2) the liability for any
contributions or payments in lieu of contributions due and payabie is on appeal; (3) the employing unit is in compliance with a payment plan
approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in
lieu of contributions due and payable would impose an unreasonable hardship,

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment
confributions:
! hereby certify, under the pains and penalties of perjury, that { am in good standing with respect to or in full compliance with a
¢ payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments in lieu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penalty for petjury is 15 years in prison, a $10, 060.00 fine or both.)
or
O 1 hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship,
or
J | hereby certi at 21 1378 is not applicable to me because | am not now, nor have | ever been, an employer.

Social Security #* Date of Birth
* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.5.C. § 405 {c)}{2)(C), and wiH be used hy
the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to identify individuals affected
by such laws, and by the Office of Child Support.

STATEMENT OF APPLICANT

I certify that the information stated by me in this application is true and accurate to the best of my knowledge and that ! understand providing faise
information or omission of i orgnaﬂ_tion is unlawful and may jecpardize my license/certification/registration status.

J “*UL B Date 9 Ei”} if ¢

Signature of Applicant




State of Vermont
Department of Heailth

Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or
District Court for Fines or Penalties for a Violation or Criminal Offense

[ hereby state that I am in good standing with respect to any unpaid judgment
issued by the judicial bureau or district court for fines or penalties for a violation or

criminal offense.

I understand that 2 license may not be issued or renewed without such a
statement.

I further understand that, for the purposes of this section, a person is in good
standing with respect to any unpaid judgment issued by the judicial bureau or district
court for fines or penalties for a vioiation or criminal offense if:

{1) 60 days or fewer have elapsed since the date a judgment was i1ssued; or

{23 the person is in compliance with a repayment plan approved by the judiciary.

Date: ] flf;ig v & AWWM

k3

PLEASE NOTE:

In accordance with 4 V.S.A. § 1110 (b), you must sign, date, and return this
Statement of Good Standing in order for us to renew your license. Thank you.



VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burfington VT 05402-0070
802 657-4220 or 800-745-7371

2010 PHYSICIAN'S LICENSE RENEWAL APPLICATION

i ! B
If yes, enter your former name and any other name(s) under which you were licansed-in Vermont
elsewhere in the past two years; { R s E T

PART i
License Number: 042-0011506
1. Your legal name: | o i.
Rebecca Keene Jones ‘ 1
¥ LOBEP 2V WD
a. Have you ever legally changed your name? ___Yes _/ No ] ;

Lo
Last Name First Name Middle Name: - Suffix
b. Indicate your name, as it should appear on your license:

Last Name First Name Middie Name: Suffix

2. Your Date of Birth:

3. Mailing Address and email address:

&’51 @mk% .f’f{ (,'i
Cottitewn, PA 19965

4. Work Ad 172 Ceobl A

e 4o,
N S SN iﬁ?/._{, 1ad &

LS T TN

7
£

5. Please check your preferred mailing address: Home X Work
NOTE: The mailing address will be publicly listed on the Board’s web site.

6. Home Telephone Number with Area Code: ‘

7. Work Telephone Number with Area Code: (o | 2 ) 33 4 -0 0p9¢

SI IS ERTIELN pub%ic health




fnyes ono
PART Il

9. Were you in active clinical practice in Vermont in the past 12 Months? R‘yes o no

10. Do you hold, or have you ever held, a medical license (including temporary) in any other state?
&
Kyes ono

i yes, complete the section below and attach additional pages if necessary.

State License Number Type of License  Date issued  status |Active, inactive, or other,
canditioned, restricted, limited)

pA - MWD oSiiiz L addivid

; L. Ot L e i’s\f_zd
NM 2005 - .97 4 ddve ME - O1p5he
VR SR A 4 Ae
WA e R A P A b e

L '347()’4 g‘r@ [Jﬂ; ajuk;\%‘ﬁ’
If necessary, please use an additional sheet and check this box: ... O

1. Medical Professional Schoels (26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of
graduation if not listed helow.

University of Pennsylvania, PHILADELPHIA, PA
52111981

12. Graduate Medical Education/Residency [268 VSA § 1368(a){8)]

Please provide information about any graduate medical education/residency attended or
completed that is not listed beiow.

Reading Hospital ,PA
Obstetrics and Gynecology
1995

if necessary, please use an additional sheet and check this box: ...... a

13. Specialty Board Certification [26 VSA § 1368(a)(9}]

Please verify the following information regarding your specialty board certification and update as
necessary using ihe attached Speciaity Codes List.

Obstetrics and Gynecology
American Board of Obstetrics and Gynecology
1897, 2007 -7 Jdore

|Speciaity Specialty Name (if code |Board Certified Year Year
Code unknown} Name of Board Certified  |Recertified
Cyes Ono
Dyes Ono

14. Years of Practice [26 VSA § 1368(a)(10)]
Month and year you started practicing as a physician?  Jul-95




15. Hospital Privileges [26 VSA § 1368(a}{11)] 0 Check here if none

List all information for all hospitals where you currently have hospifa! staff priviteges if not listed
below:

Yakima Valley Memorial Hospital
Yakima, WA

{2006-)

Obstetrics and Gynecology

Reading Hospital

Reading, PA

{2007-)

Obstetrics and Gynecology

Gifford Memaorial Hosp
Randolph, VT
{2008-Present)

Obstetrics and Gynecoiogy

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE
ENCLOSED FORM A.

16. Have you ever applied for and been denied a license to practice medicine or any other healing
art?

o yes }{rzo
17. Have you ever withdrawn an application for a license to practice medicine or any other healing

art?

- yes /);(1 no
18. Have you ever voluntarily suspended, surrendered or resigned a license to practice medicine
or any other healing art in lieu of disciplinary action or any other reason?

o yes ﬁno
19. Are any formal disciplinary charges pending or has any disciplinary action ever been taken
against you by any governmental authority, by any hospital or health care facility, or by any
professional medical association {international, national, state or local)?

oyes 4 no
20. Have you ever been denied the privilege of taking an examination before any state medical
examining board?

0 yes }ﬁ\no

21. Have you ever discontinued your education, training, or clinical practice for a period of more
than three months?

o yes }(\nc

22. Have you ever been dismissed or suspended from, or asked to leave a residency training
program before completion?

o yes ‘7§\no

23. Have you ever had staff privileges, employment or appointment.in a hospital or other health
care institution denied, reduced, suspended or revoked, or resigned from a medical staff after a
complaint or peer review action was initiated against you?

\ 0 yes ?ﬁno




24. Has your privilege to possess, dispense or prescribe controlled substances ever heen
suspended, revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency
at any fime?

nyes "mho
25. Do you currently or have you ever prescribed any prescription medication over the infernet?
This does not include prescribing you would do using electronic medical records in your practice.

o yes ‘g(,no
/

26. Are you presently or have you ever been a defendant in a criminal proceeding?

o yes ?@o

PART Ili

(Unless otherwise ordered by a court, your respoﬁses o the guestions in Part Il are considered
exempt from public disclosure.)

Any "yes" response to the questions below must be fully explained on the enclosed Form A.

27. To your knowiedge, are you thé subject of an investigation by any other licensing board under
which you have een charged as of the date of this application?

28. To your knowledge, are you presently the subject of a criminal investigation under which you
have not been charged?

The following definitions are provided to assist you in answering questions 29 through 31.

"Ability to practice medicine" - This term inciudes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned
medical judgments, and to learn and keep abreast of medical developments; and
2. The ability to communicate those judgments and medical information to patients and

other health care providers, with or without the use of aids or devices, such as voice
amplifiers; and

3. The physicai capability {o perform medical tasks such as physical examination and
surgical procedures, with or without the use of aids or devices, such as corrective lenses
or hearing aids.

"Medical condition" - Inciudes physiclogical, mental or psychological conditions or disorders,
such as, but not Emited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy,
epilepsy, muscular dystrophy, muitiple sclerosis, cancer, heart disease, diabetes, mental
retardation, emotional or mentaf illness, specific learning disabilities, hepatitis, HiV disease,
tuberculosis, drug addiction, and alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one’s
functioning as a ficensee.

"Chemical substances” - This term is t0 be construed to include alcohol, drugs, or medications,
including those taken pursuant to a valid prescription for legitimate medical purposes and in
accordance with the prescriber's direction, as well as those used illegally.

"Controited substances" - This term means those drugs listed on Schedules | through V of
Section 202 of the Contrelled Substances Act (21 USC § 812).

“liegal use of controlled substances” - This term means the use of drugs, the possession or
distribution of which is unlawful under the Contralled Substances Act, as periodically updated by
the Food and Drug Administration. This term does not include the use of a drug taken under the




supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal faw.

28. Do you have a medical condition that potentially or in any way impairs or limits your ability to
practice medicing in your field of practice with reasonable skill and safety?

n expiaining a “Yes" answer ¢n Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

you have received or de receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

30. Are you currently engaged in the use of alcohol or other chemical substances that potentially
or in any way impairs your ability to practice medicine in your fieid of practice with reasonable
skill a 2?

“Yes” answer on Form A, please provide reascnable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate ina
monitoring program.

Mngaged in the illegal use of controlled substances?

CONFIDENTIAL ASSISTANCE IS AVAILABLE

Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners
Health Program, a service of the Vermont Medical Society. This is a confidential program for the
. identification, treatment and rehabilitation of physicians affected by the disease of substance abuse. For
further information about this program, call 802-223-0400 {a confidential line).

The following questions are required by Vermont faw, 26 VSA § 1368, to update and maintain a data
repository within the Department of Health and to make individual profiles an all health care professicnals
licensed, certified, or registered by the Depariment available to the pubiic. Your physician profile is
located at the foilowing website http:/healthvermont.gov,

Please include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 32 through 37 have changed since your last application.
We cannot process your application without them.

32. Criminal Convictions [26 VSA § 1368(a){1}] ‘%Cheok here if none
Please provide a description of all crimas {felonies and misdemeanaors; this includes DU but not
speeding or parking tickets) of which you have been convicted within the past ten years not listed
below. Please provide complete copies of documentation for each matter.

None reported

33. Nolo Contendere/Matiers Continued {26 VSA § 1368{a}(2}] X%Check here if none

Piease provide a description of all charges to which you pleaded “nolo contendere” (I will not
contest it") or where sufficient facts of guilt were found and the matter was continued without a
finding by a court of competent jurisdiction not listed below, Please provide complete copies of
documentation for each matter.

None reported

34, Vermont Board of Medical Practice Matters [26 VSA § 1368(a)(3)] "‘%_Check here if none




35.

36.

37

Please provide a description of ail formal charges setved, findings, conclusions, and orders of the
Board of Medical Practice {including stipulations), and final disposition of such maiters by the
courts, if appealed,

Licensing or Certification Authority Matters in Other States {26 VSA § 1388(a)(4)]

J(Check here if none
Please provide a description of all formal charges served by licensing or certification authorities of
other states, the findings, conclusions, and orders of such autherities, and final disposition of
such matters by the courts, if appealed, in those states, if not listed below. Please provide
complete copies of documentation for each matter.
None reported

Restriction of Hospital Privileges [26 VSA § 1368(a)(5)]

A. Revocation/Involuntary Restrictions K’Check here if none

Please provide a description of any revocation or involuntary restriction of your hospital
privileges ihat were reiated to competence or character and were issued by the hospital's
governing body or any other officiai of the hospital after procedural due process
{opportunity for hearing) was afforded to you if not listed below. Please provide
complete copies of documentation for each matter,

Nonhe reported

B. Other Restrictions ‘y(Check here if ncne

Please provide a description of all resighations from, or non-renewal of, medical staff
membership or the restriction of privileges at a hospital taken in lieu of, or in settlement
of, & pending disciplinary case related to competence or character in that hospital if not
listed below. Please provide complete copies of documentation for each matter.

None reported

Medicai Malpractice Court Judgments/Settlements [26 VSA § 1368(a)(6A)]

A. Judgments :gﬂi(:heck here if none

Please complete the attached Form A and provide a description of alt medical
maipractice court judgments against you and all medical malpractice arbitration awards
against you within the past 10 years (10 years from payment date) in which a payment
was awarded to a complaining party if not listed below. Please provide complete
copies of documentation, to include final disposition and, if possible, a copy of the
complaint for each matter.

None reported

B. Settlements %Check here if none

Please provide a description of all settlements of medical malpractice claims against you
within the past 10 years (10 years from payment date) in which a payment was awarded
to a complaining party if not listed below. Please provide complete copies of
documentation, to include final disposition and, if possible, a copy of the
complaint for each matter.




None reported

38. Appointments/Teaching [26 VSA § 1368(a)(12)]

Note: Answering #38 is optional. By answering, you are graniing permission to have this
information posted on the web, exactly as provided to the Board.

A. Appointments | “#(Check here if none

Please provide information about your appointments to medical school or professional
school faculties if not listed.

None reported

B. Teaching Ff()heck here if none

Please provide information regarding your responsibility for teaching graduate medical
education within the past 10 years if not listed.

Neone reported
39. Publications: [26 VSA § 1368{a)(13}] T Check here if none

Note: Answering #39 is opticnal. By answering, you are granting permission to have this
information posted on the web, exactly as provided to the Board. - - e ETRP

Please provide information regarding your publications in peer-reviewed medical literature within
the past 10 years if not iisted.

40. Activities [268 VSA § 1368(a){14)] : o Check here if none

Note: Answering #40 is optional. By answering, you are granting permission to have this
information posted on the web, exactly as provided to the Board.

Please provide information regarding your professional or community service activities and
awards if not listed.

None reported

41, Practice Setting [26 VSA § 1368(a)15)] l‘y{Check here if none

What is the location of your primary practice setting?

42. Translating Services [26 VSA § 1388(a)(16)] }{ Check here if none

Piease identify any {ranslating services available at your primary practice location.
Are any translating services available at your primary practice location?

If yes, please describe here the translating services availabie:

None

43, Medicaid/New Patients {26 VSA § 1368(a)(17)]

A. Medicaid participation
Do you participate in the Medicaid program? \/@;yes 0 no
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? ﬁ yes ano




PartVv

Reminder - You must also complete the enclosed Applicant’s Statement Regarding Child Support,
Taxes, Unemployment Compensation Contributions regardless of whether or not you have
children

1 hereby affirm that the information provided above is true and accurate, and that | have answered the

questions to the best of my knowledge and ability. . g
.
Yo Swi K & RNV ;M\/ 8 S h

Date:

Applicant's Signature




Physician Profile Update

26 VSA § 1368 requires the Department to provide you with a copy of your profile prior to the
initial release to the public and each time your profile is modified or amended. We intend to use the
information in your renawal application for your physician profile,

Please let us know whether you wish to have your profile omit the following information by
checking the "OMIT” box below. If the box is not checked, we wil inciude the information in your
profile:

OMIT FROM PROFILE

\g Appointments to medical schoo! or professional school faculties, and an indication as to

whether you have had a responsibiiity for teaching graduate medical education within the
last 10 years.

Information regarding publications in peer-reviewed medical literature within the last 10
years,

g{, information regarding professional or community service activities and awards,

Again, thank you for your cooperation.




Vermont Department of Health - Board of Medicai Practice

Form A

PLEASE PROVIDE EXPLANATIONS TO "

YES" ANSWERS ON THIS FORM

{Questions 16 and 17) Withdrawal or denial of License - Attach documents

State

Year

Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise

terminated

{Question 18) Voluntarily surrendered or resigned a li
- Attach documenis

cense to practice medicine or any healing art

State Year
Circurhstances

(Question 19) Disciplinary charges or action - Attach documents

Name of organization involved Date

Duration

Action taken {circle all that apply)

{1 Revocation of right or privilege

02 Suspension of right or privilege

03 Censure

04 Written reprimand or admonition

05 Restriction of right or privilege

08 Nen-renewal of right or privilege

Q7 Fine

08 Required performance of public service
09 Education/Training/Counseling/Menitoring
10 Denial of rights or privilege

11 Resignation

Circumstances

12 Leave of absence

13 Withdrawal of an application

14 Termination or non-renewal of contract
15 Medical Records Suspension

16 Probation

17 Assurance of Discontinuance

18 Censent Agreement

19 Letter of Agreement

20 Expuision from Membership

21 Reprimand

22 Other (specify)

{Question 20) Denial of examination privileges - Attach documents

State

Year

Circumstances under which examination privileges denie

d




(Questions 21 and 22} Residency Training Program{s) not compieted - discontinued education,
training, practice - Attach documents

Residency Training Program(s)

Location of Programs Year

Circumstances

{Question 23) Affecting Health Care Institution Staff Privileges, Employment or Appointment -
Attach documents

|nstitution involved

Location Year

Circumstances

(Question 24) Privilege to prescribe controlled substances - Attach documents

~Name of organization involved

Type of restriction - Date

Circumstances of restriction

(Question 25) Internet prescribing

Please provide a general description of your practice of internet prescribing




(Questions 26 and 28) Criminal investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date
Plea? Yes No Date

{Question 27) Investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Location of Licensing Board

Circumstances

{Questions 29-30) Medical condition, treatment, use of chemical or illega! substances

Treating crganization

Address ' Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iliness or dependency to

Dates of treatment {6}

Name of Rehabiiitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program




{Question 37) Medical Malpractice Claim

Please provide the following information regarding each instance of alleged malpractice. This section
should be photo copied and filled out separately for each claim. Additional sheets may be obtained/used
if necessary.

Insurer

Claimant name

Description of alleged claim {allegations only): This does not constitute an admission of fault or liabitity.

Please indicate:

Patient's condition at point of your involvement;

Patient’s condition at end of treatment;

The nature and extent of your involvement with the patient;

Your degree of responsibility for the course of treatment in leading to the claim; and
Narrative of event.

Gk N =

If the incident resulted in patient's death, indicate cause of death according to autopsy or patient chart:

Your role (circle one).

01 Anesthesiologist 11 PGY 4

02 Primary Care Physician 12PGY 5

03 Referring Physician 13 PGY 8

04 Attending Physician 14 PGY 7

05 Consuitant Specialist 15 Workmen's Compensation Evaluator
06 Surgeon 16 Court Psychiatrist

07 Fellow 17 On-Call Physician

08 PGY 1 18 Group Practiticher/Partner

09 PGY 2 16 Other: Specify

10 PGY 3 20 Unknown

Your Legal Representative in this matter {include name, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

Indicate Decision, Appeal, Settlement, Dismissal:
If 2 Court or Arbitration Panef heard your case, indicate the following:

Court




Court's location

Docket number

Date the action was fifed

Decision determined by (check one): Judge Jury Arbitration Panel

Decision: Award:

if your case was appealed, indicate the following: Date appeal filed (month, day, year)
/ !
Date appeal decided: (month, day, year) / /

If your case was settled, indicate the following:

Setllement amount paid on your behalf:

Total settiement amount:

Date of settiement: (month, day, year) / /

Case dismissed against you Against all defendants

Important: In addition to the above information, please attach a copy of the complaint and final
judgment, settlement and release, or other final disposition of the claim. This information can be
obtained from your legal representative.

Additional information, if any:




VERMONT’S PRESCRIPTION CONFIDENTIALITY LAW
Prescriber Data-Sharing Program

CONSENT FORM

Under Vermont’s Act 80, a law passed in 2007, pharmaceutical companies may not use information that identifies
prescribers in prescription drug records for marketing or promoting prescription drugs unless the prescriber
consents. The text of the law, which took effect July 1, 2009, is found at 18 V.S A, § 4631, The Vermont Attorney
General has links to the statute and further information about the implementation of this Jaw on the website. Go to
hitp://www.atg.state.vi.us/ and follow the link for Prescribed Products and then lock for information on Prescription
Confidentiality.

If you wish, vou may permit your identifying information in drug prescription records to be used for marketing and
promoting of prescription drugs, The only way to grant permission is by giving your consent in the manner
described below. If you do not consent, your identifying information from prescription drug records cannot be used
for marketing or promoting prescription drugs.

The hist of everyone who has a current consent on file with their licensing board, as well as consent and revocation
forms are available online at: hitp://healthvermont.gov/he/med _board/bmp.aspx. You may check this site at any time
to confirm your status. If you consent, your consent is effective until you revoke your consent. If you wish to make
a change, you may download consent and revocation forms at the web address above. If you do not have web
access, you may contact your licensing board {for assistance.

How to consent: if you want to consent to the use of your information for marketing and promoting prescription
drugs, sign your name, complete the form, and return it as part of your license application or license renewal. If you
consent, your name will be included on the list of Vermont prescribers who have consented, and vour information
may be used for marketing and promoting prescription drugs. You may also complete this form at any time and
mail it to your licensing board.

If you do not consent: If you do not wish your identifying information in prescription drug records to be used for
marketing or promoting prescription drugs, you need do nothing.
If you choose not to consent, please leave this form blank.

B o ok ok ook Kk ok ok ook S & sk ok sk ook ok ok ok R R ko o ook ok ok ok R ok ok R ok W ok ok ok ok ok ok R ¥ ¥

To consent, sign, date, and fill out the form below. Return the completed form with your license application or
license renewal or mail the form to Board of Medical Practice, PO Box 70, Burlington, VT 045470-6070,

I consent:

Signature Date

Name (printed or typed)

License type {profession) Vermont License Number

Mailing Address

City, State, Zip




VERMONT'S PRESCRIPTION CONFIDENTIALITY LAW
Prescriber Data-Sharing Program

REVOCATION OF CONSENT FORM

If at any time a prescriber wishes to revoke his or her consent to use of preseriber identifiable drug information, the
revocation must occur using this form.

I {print name) hereby revoke my consent to the use of regulated records which
include prescription information containing my prescriber-identifiable data for the purpose of marketing or
prometing a prescription drog.

Signature ' ' Date

Name (printed or typed)

License type (profession) Verment License Number

Mailing Address

City, State, Zip

Please mail your compieted form to:

Board of Medical Practice
Vermont Department of Health
PO Box 70

Burlington, VT 05402-0070




State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or - -
Penalties for a Violation or Criminal Offense

[ hereby state that [ am in good standing with respect to any unpaid judgment issued by the judicial bureau or
district court for fines or penalties for a violation or criminal offense.

[ understand that a license may not be issued or renewed without such a statement.

I further understand that, for the purposes of this section, a person is in good standing with respect to any
unpaid judgment tssued by the judicial bureau or district court for fines or penalties for a violation or criminal offense
i

(1} 60 days or fewer have elapsed since the date a judgment was issued; or

(2) the person is in compliance with a repayment plan approved by the judiciary.

byt fgﬁ
Signature: &\}\“’}&A B Date: Lo g:f«f ot U

PLEASE NOTE:

In accordance with 4 V.S A, §1110 (b), you must sign, date, and return this Statement of Good Standing in order for us
to renew your license. Thank you.




Vermont Department of Health - Board of Nedical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPCORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3.

Regarding Child Support
Titte 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person
certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child support payable under a support
order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obligation is overdue; or liability
for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan approved
by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would impose an
unreasonable hardship. (15 V.5.A. § 795)

F hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support order
and | am in good standing with respect to it, or {c) 1 am subject to a support order and 1 am in full compliance with a plan to pay any
and all child support due under that order,

1. K‘:;zu must check one of the two statements below regarding child support regardiess whether or not you have children:

or
1 | hereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Application for Hardship”. ’
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shail not be issued or renewed unless the
person certifies that he or she is in good standing with the Department of Taxes. "Good standing” means that no taxes are due and payable and all
returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. (32 V.5.A. § 3113)

| hereby certify, under the pains and penalties or perjury, that ! am in good standing with respect to or in full compliance with a plan to
pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen years in
prison, a $10,000.00 fine or both).

2. E!ﬁu must check one of the two statements below regarding taxes:

or
2 | hereby certify that t am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and |
hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship,
Please forward an "Application for Hardship".
Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a frade or business
(including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate space
with any employing unit unless such employing unit shall first sign a written declaration, under the pains and penaities of perjury, that the employing
unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of contributions due as
of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and all contribufions or
payments in fieu of contributions payable if: (1) no contributions or payments in lieu of contributions are due and payable; (2) the Hiability for any
contributions or payments in lieu of contributions due and payable is on appeatl; (3) the employing unit is in compliance with a payment plan
approved by the Commissioner; or {4) in the case of a licensee, the agency finds that requiring immediate payment of contributions or payments in
tieu of contributions due and payable would impose an unreasonabie hardship.

3 - You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment
contributions:
Y I hereby certify, under the pains and penaities of perjury, that | am in good standing with respect to or in full compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and alt unemployment contributions or
payments in lieu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
application. {The maximum penalty for perjury is 15 years In prison, a $10, 000.60 fine or both.)
or
L 1 hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in tieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.
or

O ihereb 378 is not applicable to me because | am not now, nor have | ever been, an employer.

Social Security Date of Birth

“ The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.5.C. § 405 (¢){2)(C), and will be used by
the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, 1o identify individuals affected
by such laws, and by the Office of Chitd Support.

STATEMENT OF APPLICANT

i certify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or omission of information igiunl _‘w}{ut nd may jeopardize my license/certification/registration status.

Date b "";‘“S"l“"f % ()\g’) ! O

,,,,,

Signature of Applicant
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Renewal - 042.0011506

Name Rebecca Keene Jones
Credential 042.0011506
Fee Details

$500.00

$500.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington, VT 05402-0070
(802)657-4220 or 800-745-7371

PHYSICIAN'S LICENSE RENEWAL APPLICATION
PART |
Please follow the instructions below and submit the completed application with documentation and payment to this office. If you have

any questions or need additional information do not hesitate to contact us at 802-657-4220, 800-745-7371 or
medicalboard@state.vt.us.

IMORTANT: Your license will lapse if we have not received your completed application and fee by your expiration date. In
addition, you will be subject to late renewal penalty fees and potentially liability if you practice medicine without a license.

INSTRUCTIONS

enter, correct or update all information

answer all questions completely, even if you believe the information is already on file with the Board

use Form A to provide explanations to Malpractice

do not delegate this important task to any other person. False statements on this application may be grounds for charges of
unprofessional conduct.

Be sure to submit:

completed application

completed Form A, if applicable

payment in the amount of $500 to the Vermont Department of Health

LATE FEE: Applications received after the license expiration date will be assessed a $25 late fee.

Please Note:

e Your Physician License Renewal Application has been pre-populated with information provided by and previously approved
by you prior to the initial release of the Department's physician profiles. Please take this opportunity to correct any factual
inaccuracies and/or update any information as appropriate.

e Licensees have a continuing obligation during each two-year renewal period to promptly notify the Board of any change or
new information including, but not limited to, disciplinary or other action limiting or conditioning their license or ability to
practice in any jurisdiction. Failure to do so may subject the licensee to disciplinary action by the Board.

Thank you.

Renewal Part |

Name:
Indicate your full legal name (use no initials). If your name has changed at any time during your life and you are not using FCVS, you
must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Jones

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016
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2. First Name:
Rebecca

3. Middle Name:
Keene

4. Have you ever legally changed your name?
No

5. If yes, enter your former name and other name(s) under which you were licensed in Vermont or elsewhere:

Page 2 of 11

Previous Name From Month From Year To Month

To Year |Reason for Change

September

2012 |

6. Date of Birth:

7. Enter your MAILING ADDRESS information:
Attention

Street 272 Grubb Rd,
City POTTSTOWN State PA

E-mail Address

Telephone (610) 334-0098  Alternate Phone (e.g.
Pager)

8. Enter your PUBLIC ACCESS address information:
Attention
Street 272 Grubb Rd,
City POTTSTOWN State PA
Country United States
Telephone (610) 334-0098
E-mail Address

Alternate Phone (e.g.
Pager)

Renewal Part Il

Zip 19465

Zip 19465

Country United
States

9. Were you in active clinical practice in the past 12 months?
Yes

10. Do you hold, or have you ever held, a license or certification as a medical practitioner in Vermont or any other state?

Yes

11. If yes, complete the section below.

State Profession License Number lissue Date Expiration Date

Status

Pennsylvania MD MD 051312L 11/17/2010

12/31/2012

Active

New Hampshire MD 15350 08/03/2011

06/30/2013

Active

12. Medical Professional Schools [26 VSA § 1368(a)(7)]

Please provide the names of medical professional schools you attended and the dates of graduation.

School

Graduation Date

School Name: University of Pennsylvania
State: Pennsylvania

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC...
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Country:
School Type: Medical School
Degree: MD

13. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]
Please provide information about any graduate medical education/residency attended or completed that is not listed below.

Site Name End Date Specialty
Reading Hospital 01/01/1995 Obstetrics and Gynecology

14. Specialty Board Certification [26 VSA § 1368(a)(9)]
Please verify the following information regarding your specialty board certification and update as necessary.

Specialty Certification Board Certification Date [Specialty Expiration Date
Obstetrics and Gynecology 12/31/2013

Obstetrics and Gynecology
Obstetrics and Gynecology
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology [01/01/1997 01/01/2007
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology [01/01/2007

15. Years of Practice
What year did you start practicing as a medical professional?

1995

16. Hospital Privileges [See 26 VSA § 1368(a)(11)]
List all hospitals where you currently have hospital staff privileges:

Facility Name State Start Date
Gifford Memorial Hosp Vermont 01/01/2008
Yakima Valley Memorial Hospital Washington 01/01/2006
Reading Hospital Pennsylvania 01/01/2007
Wentworth-Douglass Hospital New Hampshire 04/15/2012

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

17. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
No

18. State:

19. Year:

20. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:

21. Denied certificate to practice medicine or any other healing art - Upload documents

22. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
No

23. State:

24. Year:

25. Circumstances under which license or certificate was withdrawn, denied, revoked, not renewed, or otherwise terminated:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016



Renewal - 042.0011506 Page 4 of 11

26. Please upload any documents you have that are relevant to this matter.

27. Have you ever voluntarily surrendered or resigned a license or certificate to practice medicine or any other healing art in lieu of
disciplinary action or any other reason?
No

28. State:
29. Year:
30. Circumstances:

31. Please upload any documents you have that are relevant to this matter.

32. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association (international, national, state or local)?
No

33. Name of organization involved:
34. Date:
35. Duration:

36. Action Taken (add all that apply):

37. Circumstances:

38. Please upload any documents you have that are relevant to this matter.

39. Have you ever been denied the privilege of taking an examination before any state medical examining board?
No

40. State:
41. Year:
42. Circumstances under which examination privileges denied:

43. Please upload any documents you have that are relevant to this matter.

44. Have you ever discontinued your education, training, or clinical practice for a period of more than three (3) months NOT
including premedical education?

No

45. If yes, please explain and include the dates over which your education, training, or clinical practice was discontinued:
46. Discontinued Education, Training, or Clinical Practice - Upload documents:

47. Have you ever been dismissed or suspended from, or asked to leave a training program before completion?
No

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016



Renewal - 042.0011506 Page 5 of 11

48. Training program(s):
49. Location of program(s):
50. Year:

51. Circumstances:

52. Please upload any documents you have that are relevant to this matter.

53. Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced,
suspended or revoked, or resigned from a medical staff after a complaint or peer review action was initiated against you?
No

54. Institution involved:
55. Location:

56. Year:

57. Circumstances:

58. Please upload any documents you have that are relevant to this matter.

59. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, or restricted
by, or surrendered to any jurisdiction or federal agency at any time?
No

60. Name of organization involved:
61. Type of restriction:
62. Date:
63. Circumstances of restriction
64. Please upload any documents you have that are relevant to this matter.
65. Do you currently, or have you ever, prescribed any prescription medication over the internet? This does not include any
prescribing you would do using electronic medical records in your practice.
No
66. Please provide a general description of your practice of internet prescribing:
67. Are you presently, or have you ever been, a defendant in a criminal proceeding?

No

68. Court:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016
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69. City and state:
70. Charge:

71. Description:
72. Status:

73. Date:

Renewal Part Il

PART lll

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from public
disclosure.)

Any "yes" response to the questions below must be fully explained.

74. To your knowledge, are you the subject of an investigation by any other licensing or certification board under which you have not
been charged as of the date of this application?

75. Licensing or certification board:
76. Date:

77. Location of Licensing Board:
78. Circumstances:

79. Please upload any documents you have that are relevant to this matter.

MEDICAL DEFINITIONS
The following definitions are provided to assist you in answering the medical related questions:
"Ability to practice medicine" - This term includes:

1. The cognitive capacity to make and exercise reasoned medical judgements, and to learn and keep abreast of medical
developments; and

2. The ability to communicate those judgments and medical information to patients and other health care providers, with or
without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks and procedures, with or without the use of aids or devices, such as
corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but not limited to,
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart
disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, hepatitis, HIV disease, tuberculosis,
drug addiction, and alcoholism.

"Currently" - This term means recently enough to have a real or perceived impact on one's functioning as a Physician Assistant
licensee.

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016
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"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a
valid prescription for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.

"Controlled substances" - This term means those drugs listed on Schedules | through V of Section 202 of the Controlled
Substances Act (21 USC § 812).

"lllegal use of controlled substances™ - This term means the use of drugs, the possession or distribution of which is unlawful
under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This term does not include the
use of a drug taken under the supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal law.

80. Do you have a medical condition that in any way impairs or potentially impairs or limits your ability to practice medicine in your
field of practice with reasonable skill and safety?

81. In explaining "Yes" answer to the previous question, please provide reasonable assurances that your medical condition is
reduced or ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or
have participated or do participate in a monitoring program.

82. Please upload any documents you have that are relevant to this matter.

83. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way impairs your ability to
practice medicine in your field of practice with reasonable skill and safety?

84. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that your use is reduced or
ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

85. Please upload any documents you have that are relevant to this matter.

86. Are you currently engaged in the illegal use of controlled substances?

87. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

88. Please upload any documents you have that are relevant to this matter.

Medical condition, treatment, use of chemical or illegal substances:

89. Treating organization:

90. Address:

91. Telephone:

92. Type of diagnosis, condition or treatment - field of practice - use of chemical substances:

93. Dates of iliness or dependency (from, to):

94. Dates of treatment (from, to):

95. Name of rehabilitation/professional assistance or monitoring program:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016
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96. Address:
97. Telephone:
98. Contact person at Program:

CONFIDENTIAL ASSISTANCE IS AVAILABLE
Since 1999, part of each license fee has been used to create and maintain the Vermont Practitioners Health Program, a service of
the Vermont Medical Society. This is a confidential program for the identification, treatment and rehabilitation of physicians affected
by the disease of substance abuse. For further information about this program, call 802-223-0400 (a confidential line).

Renewal Part IV

Statutory Profile Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Department of Health. Under this law, the Department must collect
certain information to create individual profiles on all health care professionals licensed, certified, or registered by the Department
pursuant to Title 26 of the VSA. Please try to answer the following questions as best as you can.

99. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets)? For purposes of this question, “convicted” means that you pleaded guilty or that
you were found adjudged guilty by a court of competent jurisdiction.

No

100. Criminal Convictions [See 26 VSA § 1368(a)(1)] Please provide a description of all crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets) of which you have been convicted. For purposes of this question, “convicted”
means that you pleaded guilty or that you were found adjudged guilty by a court of competent jurisdiction. Please provide copies of
papers fully documenting the convictions.

[Date of Conviction |court of Conviction [city [state |Description |

101. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Have there been any charges to which you pleaded "nolo contendere” ("l will not contest it") or where sufficient facts of guilt were
found and the matter was continued without finding by a court of competent jurisdiction?

No

102. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Please provide a description of all charges to which you pleaded "nolo contendere” ("l will not contest it") or where sufficient facts of
guilt were found and the matter was continue without finding by a court of competent jurisdiction.

|Date of Charges |Court |City ||State |Description of Charges |

103. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have there been any formal charges served, findings, conclusions, and/or orders of the Board of Medical Practice (including
stipluations), and/or final disposition of such matters by the courts, if appealed?

No

104. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of Medical Practice
(including stipluations), and final disposition of such matters by the courts, if appealed.

|Date |Final Disposition Summary |

105. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have there been any formal charges served against you by licensing or certification authorities of other states?

No

106. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

Please provide a description of all formal charges served by licensing or certification authorities of other states, the findings,
conclusions, and orders of such authorities, and final disposition of such matters by the courts, if appealed, in those states. Please
provide copies of papers fully documenting these matters.

IDate of Disposition ILicensing Authority ICity IState IDescription of Disposition I

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016
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Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

107. Have your hospital privileges ever been revoked or involuntary restricted in relation to competence or character?
No

108.

A. Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital privileges that were related to competence or
character and were issued by the hospital's governing body or any other official of the hospital after procedural due process
(opportunity for hearing) was afforded to you. Please upload copies of papers fully documenting these matters.

|Date of Restriction |Hospita| Name |State |Nature of Restriction ||Reason for Restriction |

109. Have your hospital privileges ever been restricted, or have you ever resigned or not renewed your medical staff membership at
a hospital in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital?
No

110.

B. Other Restrictions

Please provide a description of all resignations from, or nonrenewal of, medical staff membership or the restriction of privileges at a
hospital taken in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital. Please
upload copies of papers fully documenting these matters.

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

111. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)] Have you ever been involved in a
Malpractice Liability Claim? Please provide a description of all medical malpractice court judgments against you and all medical
malpractice arbitration awards against you, and any pending malpractice cases.

112.

A. Judgments
Please provide a description of all medical malpractice court judgments against you and all medical malpractice arbitration awards
against you, and any pending malpractice cases.

|Date of Judgment |

113.

B. Settlements Please provide a description of all settlements of all pending settlements and settlements of medical
malpractice claims against you. Please complete the below information and provide copies of papers fully documenting
these matters.

|Date Of Settlement

Medical Malpractice Claim

For each response provided in the previous Medical Malpractice Judgements and/or Settlements questions you must complete the
form located here. Please download the form, complete it for each response, and then upload to each respective response. This
information is required for each and every response provided for Judgements and/or Settlements.

Appointments/Teaching [See 26 VSA § 1368(a)(12)]

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

114. A. Appointments Please provide information about your appointments to medical school or professional school faculties.
|School |City |State |Nature of Appointment |Year Started ||Year Ended |

115. B. Teaching Please provide information regarding your responsibility for teaching graduate medical education within the past
10 years.

|School/lnstitution |City ||State |Nature of Teaching |Year Started |Year Ended |

116. Publications [See 26 VSA § 1368(a)(13)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016
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Please provide information regarding your publications in peer-reviewed medical literature within the past 10 years.
Title [Publication [Publication Date |

117. Activities [See 26 VSA § 1368(a)(14)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and awards.

|Activity or Award |

118. Provide the following information for each practice location. Be sure to indicate which is to be your primary practice location.

Practice Name |City [State |Primary Practice |Languages [Accepts Medicaid? |Accepts New Medicaid Patients?
None reported Yes Yes Yes

Statement of Good Standing

119.

State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or Penalties for a Violation or
Criminal Offense

| hereby state that either:

A. This does not apply to me because | don’t have any unpaid judgment issued by the judicial bureau or district court for fines or
penalties for a violation or criminal offense, or

B. I am in good standing with respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for a
violation or criminal offense.

| understand that a license may not be issued or renewed without such a statement.

| further understand that, for the purposes of this section, a person is in good standing with respect to any unpaid judgment issued by
the judicial bureau or district court for fines or penalties for a violation or criminal offense if:

1. 60 days or fewer have elapsed since the date a judgment was issued; or
2. the person is in compliance with a repayment plan approved by the judiciary.
Yes

120. Date:
10/02/2012

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.
Regarding Child Support

Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child
support payable under a support order as of the date the application is filed. "Good standing" means that less than one-twelfth of the
annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15 V.S.A. § 795)

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016
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121. You must select one of the two statements below regarding child support regardless whether or not you have children:

| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support
order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed
unless the person certifies that he or she is in good standing with the Department of Taxes. "Good standing" means that no taxes are
due and payable and all returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan
approved by the Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes would impose an
unreasonable hardship. (32 V.S.A. § 3113)

122. You must select one of the two statements below regarding taxes:

| hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both.)

The disclosure of your social security number is manditory, it is solicited by the authority granted by 42 U.S.C. § 405 (c)(2)(C), and
will be used by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws,
to identify individuals affected by such laws, and by the Office of Child Support.

123. Social Security Number:

124. Date of Birth:

125. | certify that the information stated by me in this application is true and accurate to the best of my knowledge and that |
understand providing false information or omission of information is unlawful and may jeopardize my license/certification/registration
status.

Yes

126. Date:
10/02/2012

Renewal Payment

127. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.

Self / Credit Card

Review

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=16564&key={D2CC... 5/18/2016
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27. Medical Malpractice Court Judgments/Settlement- [Ses 26 VSA § 1368(2)(6A)] ‘
A. Judgments - ' 04 2 ~00 I Co b

Please provide a descriptibn of all medical malpractice court judgn-nents against you and all medical malpractice arbitration
awards against you, and any pending malpractice cases, complete the below information and provide copies of papers fully
docurmenting these maters,

B. Settlements

[] Judgment {] Arbitration ' : -
(Date) (Court) © (State) {Nature of Case) (Amoun‘i Assessed Against You): | ,
S, !
If necessary, please use an additional sheet and check this box; ...... [ ‘ & i
| 0CT 23 201

complete the below information and provide copies of papers fully documenting these matterg R AR

4

Please provide a description of all pending settlements and seftfernents of medical malpraétijclaims-aggipggygg;;-Pigas_gn—_j;—- |

n aee vt

Al —

- ” a AN N .
(Date) (Court) ) . (State) {Amount Assessed Against Y ou)

If necessary, please use an additional sheet and check this box: ......[]

Medica! Malpractice Claim
Please provide the following information regarding each instance of alleged malpractice. This section should be photo copied and filled out

itional sheets may be obtained/used if necessary.

Claimant Name
Description of all
Please indicate:

I. Patient’s condition at point of your involvement;
Patient’s condition at end of treatinent;

The nature and extent of your involvement with the patient;

a2 w0

Your degree of responsibility for the course of treatment in leading to the claim; and

01 Anesthesiologist 1T PGY 4
02 Primary Care Physician 12PGY 5
(3 Referring Physician ) 13PGY 6
04 Attending Physician ) © 14 PGY 7
. 05 Consultant Specialist 15 Workman’s Compensation Evaluator
06 Surgeon _ 16 Court Psychiatrist
07 Fellow 17 On-Call Physician
08 PGY ) 18 Group Practitioner/Partner
0% PGY 2 . 19 Othes: Specify
10 PGY 3 20 Unknown

’ .,/.r/lz_



include name, address and telephone number)

City, State

Shone

indicate Decision, Appeal, Settlement, Dismissal;
If 2 Court or Arbitration Panel heard yiour case, indicate the following:
Court

Court’s location

Docket number

Date the action was filed
Decision d

Decision:

If your case was appealed, indicate the following: Date appea! filed (month, day, year) ! {

A’}ate appea! decided: (month, duy, year) { ua

If your case was settled, indicate the fol
Settlement amount paid on y
"Total settlement amount:
Dute of setiement; {month, day, year)

Case dismissed against you Against all defendants

Important: In addition to the above information, please attach a copy of the complaint and final judgment, settiement and release, or

other final disposttion of the claim. This information can be obtained fram your legal representative.

Additional.infotmation, if any:

Rl&Lus J,‘,,/s






CHARLES J. EMMA
ATTORNEY AT LAW*

PO BOX 510040
PUNTA GORDA, FLORIDA 33951
413-297-6367

Email: cemma@Lukemmlaw.com
*Licensed in Massachusetts and New Hampshire

February 10, 2010

Rebecca K. Jones, M.D.

Re: Pate
Date of Incident

Dear Doctor Jones:




Cc: Rebecca K. Jones, M.D.

R Aq-‘vﬂ-s



Clamns Service Center

Ten Parkway North
Deerfield, [T, 6001 5-2544

(B47) 5726000
(B47) 5T2-6338

www. markelcorp.com

August 4, 2011

RE: Insured:
Claiman
Policy:
File:

CONSENT TO SET’I‘LEMEE!Z&QSOLUTION

I, R ‘1\3 Ll \&'7 2 +\ having been fully advised in the above entitled matter, do hereby give my consent
to the settlement and resclution of this matter under the terms and with the knowledge of the possible
consequences as set forth below:

I have been informeed and it is my understanding that representative agents/attorneys for the parties noted,
will or are currently engaging in efforts to setile or resolve the above-entitled dispute/claim. Such resolution
will likely result in the payment of monies to the Claimant on my behalf in exchange and consideration of
the Claimant issuing a release and settlement of any and all claims now pending against me by said
Claimant related to my professional services rendered to said Claimant. | HEREBY CONSENT TO THESE
PAYMENTS.

Applicable only to Med Mal claims: Additionally, 1 have been informed and ! understand that the
payment of any monies on my behalf by my professional liability insurance carrier WILL BE REPORTED
to the National Practitioner Data Bank which information may be accessed by licensed healthcare facilities.

Signature
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Renewal - 042.0011506

Name Rebecca Keene Jones
Credential 042.0011506
Fee Details
Renewal $500.00
$500.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington, VT 05402-0070
(802)657-4220 or 800-745-7371

PHYSICIAN'S LICENSE RENEWAL APPLICATION

PART |

Please follow the instructions below and submit the completed application with documentation and payment to this office. If you have
any questions or need additional information do not hesitate to contact us at 802-657-4223, 800-745-7371 or
medicalboard@state.vt.us.

IMORTANT: Your license will lapse if we have not received your completed application and fee by your expiration date. In
addition, you will be subject to late renewal penalty fees and potentially liability if you practice medicine without a license.

INSTRUCTIONS

do not delegate this important task to any other person. False statements on this application may be grounds for charges of
unprofessional conduct.

enter, correct or update all information

answer all questions completely, even if you believe the information is already on file with the Board

use Form A to provide explanations to Malpractice

Malpractice Claim Documentation — If you have reportable malpractice history, you must download Form A, carefully
complete a form for each case, and submit it along with the required documentation. For your application, reportable
malpractice includes:

O Pending claims that have not been resolved.

O Cases that resulted in a payment by you or on your behalf, whether as a settlement, arbitration award, or court
verdict.

O Note that you need not report cases that were resolved in your favor with no payment by you or on your behalf. This
includes cases that were withdrawn without payment, dismissed without payment, or resolved by a verdict in your
favor.

Be sure to submit:
O completed Form A, if applicable
O payment in the amount of $500 to the Vermont Department of Health
O LATE FEE: Applications received after the license expiration date will be assessed a $25 late fee.

Please Note:

e Your Physician License Renewal Application has been pre-populated with information provided by and previously
approved by you prior to the initial release of the Department's physician profiles. Please take this opportunity to
correct any factual inaccuracies and/or update any information as appropriate.

® Licensees have a continuing obligation during each two-year renewal period to promptly notify the Board of any
change or new information including, but not limited to, disciplinary or other action limiting or conditioning their
license or ability to practice in any jurisdiction. Failure to do so may subject the licensee to disciplinary action by the
Board.

Thank you.

Renewal Part |

Name:

Indicate your full legal name (use no initials). If your name has changed at any time during your life and you are not using FCVS, you

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016



Renewal - 042.0011506 Page 2 of 13

must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name change.

1. Last Name:
Jones

2. First Name:
Rebecca

3. Middle Name:
Keene

4. Have you ever legally changed your name?
No

5. If yes, enter your former name and other name(s):
|Previous Name ||From Month ||From Year |To Month |To Year |Reason for Change |

6. Date of Birth:

7. Please provide your preferred email address for receiving important correspondence from this medical board

8. Enter your MAILING ADDRESS information:

Attention
Street 272 Grubb Rd
City Pottstown State PA Zip 19465 Country United
States
E-mail Address
Telephone (610) 334-0098  Alternate Phone (e.g.
Pager)
9. Enter your PUBLIC ACCESS address information:
Attention
Street 272 Grubb Rd
City Pottstown State PA Zip 19465
Country United States
Telephone (610) 334-0098
E-mail Address
Alternate Phone (e.g.
Pager)
Renewal Part Il
10. Were you in active clinical practice in the past 12 months?
Yes
11. Do you hold, or have you ever held, a license or certification as a medical practitioner in any other state?
Yes
12. If yes, complete the section below.
State Profession License Number lissue Date Expiration Date Status
New Hampshire MD 15350 08/03/2011 06/30/2015 Active
Pennsylvania MD MD 051312L 11/17/2010 12/31/2014 Active

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016
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Please provide the names of medical professional schools you attended and the dates of graduation.

School Graduation Date

School Name: University of Pennsylvania 05/21/1991
State: Pennsylvania
Country: United States
School Type: Medical School
Degree: MD

14. Graduate Medical Education/Residency [26 VSA § 1368(a)(8)]
Please provide information about any graduate medical education/residency attended or completed that is not listed below.

Site Name End Date Specialty
Reading Hospital 01/01/1995 Obstetrics and Gynecology

15. Specialty Board Certification [26 VSA § 1368(a)(9)]
Please verify the following information regarding your specialty board certification and update as necessary.

Specialty Certification Board Certification Date |Specialty Expiration Date
Obstetrics and Gynecology [[ABOG 12/31/2015
Obstetrics and Gynecology [[American Board of Obstetrics and Gynecology [01/01/1997 01/01/2007

16. Years of Practice
What year did you start practicing as a medical professional?

1995

17. Hospital Privileges [See 26 VSA § 1368(a)(11)]
List all hospitals where you currently have hospital staff privileges:

Facility Name State Start Date
Gifford Memorial Hosp Vermont 01/01/2008

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

18. Have you ever applied for and been denied a license or certificate to practice medicine or any other healing art in any
jurisdiction? If yes, identify the US state or territory, or Canadian territory or province that denied the application and the year in
which it was denied, and provide a summary of the circumstances and reason for denial, in the following questions. Upload
documents related to the denial where indicated.

No

19. State:
20. Year:
21. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:

22. Denied certificate to practice medicine or any other healing art - Upload documents

23. Have you ever withdrawn an application for a license or certificate to practice medicine or any other healing art, in any
jurisdiction? If yes, identify the US state or territory, or the Canadian territory or province in which you withdrew the application and
the year in which it was withdrawn, and provide a summary of the circumstances and reason for the withdrawal, in the following
questions. Upload documents related to the withdrawal where indicated.

No

24. State:

25. Year:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016
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26. Circumstances under which the application for license or certificate was withdrawn, specifying your reason or reasons for
withdrawl

27. Withdrawal of application for license or certificate - Upload documents:

28. Have you ever voluntarily surrendered a license or certificate to practice medicine or any other healing art, in any jurisdiction,
after having been notified of an investigation that had not yet been resolved or in lieu of disciplinary action? “Surrendered a license”
includes any form of voluntary abandonment of the right to practice in a jurisdiction, regardless of the terminology used, and includes
allowing a license to lapse after learning of an investigation by a licensing authority. If yes, identify the state, territory, or province in
which you surrendered a license or certificate and the year in which it was surrendered or you resigned, and provide a summary of
the circumstances in the following questions. Upload documents related to the surrender of license where indicated. NOTE: If you let
a license lapse because you no longer practiced in a state, and you had no knowledge of a pending investigation by the licensing
authority, that would not constitute surrender of your license.

No

29. State:
30. Year:
31. Circumstances:

32. Voluntary surrendered license or certificate to practice medicine or any other healing art - Upload documents:

33. Are you currently the subject of any disciplinary charges by, or has disciplinary or employment action ever been taken by, any
governmental authority, hospital, health care facility, or professional medical association, other than matters that have already been
identified in response to preceding questions. If yes, identify the entity bringing the charges or action, the date, the duration of any
discipline or conditions, any action taken, and the circumstances in the following questions. Upload documents related to the
charges or actions where indicated.

No

34. Name of entity involved:
35. Date:
36. Duration:

37. Action Taken (add all that apply):

38. Circumstances:

39. Disciplinary charges or actions - Upload documents:

40. Has any US or Canadian state, territorial, or provincial licensing board ever denied you the privilege of taking an examination to
be licensed as a health care professional? If yes, identify the state, territory, or province that denied you the privilege and provide the
circumstances of the denial in the following questions. Upload documents relating to the denial of the privilege of taking an
examination where indicated.

No

41. State:

42. Circumstances surrounding denial of examination privileges and reason therefore provided by the board that denied you the
privilege of taking an exam:

43. Denial of examination privileges - Upload documents:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016
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44. Have you ever discontinued your education, training, or medical practice for a period of more than three (3) months, NOT
including periods occurring solely during premedical education?
No

45. If yes, please explain, including the dates during which your education, training, or practice was discontinued.

46. Discontinued Education, Training, or Clinical Practice - Upload documents:

47. Have you ever been dismissed or suspended from, or asked to leave a training program before completion?
No

48. Training program(s):

49. Location of program(s):

50. Year:

51. Circumstances surrounding dismissal, suspension, or request for you to leave the training program(s) before completion?

52. Are you currently the subject of an investigation or peer review by any licensing authority, hospital, medical staff group, health
care facility, professional association, or other body that has authority to take actions regarding: your right to practice medicine or
any other healing art; your employment practicing medicine or any other healing art; or your professional qualifications (e.g.,
specialty board certification)? If yes, provide the name of the entity conducting the investigation, its location, the date you learned
about the investigation, and the circumstances that triggered the investigation in the following questions and upload any relevant
documentation you have such as a letter notifying you of the investigation where indicated.

53. Entity Investigating:

54. Location of entity investigating:

55. Date (month and year) your learned of the investigation?

56. Describe the event under investigation and the circumstances triggering the investigation:

57. Open investigation by licensing authority, hospital, medical staff group, health care facility, professional association, or

professional certifying organization — upload documents.

58. Has your privilege to possess, dispense, administer, or prescribe controlled substances or other prescription medications or
devices ever been suspended, revoked, denied, restricted, or surrendered as the result of an investigation or action by any
governmental entity at any time? If yes, provide the entity that acted on your privilege to prescribe, the nature of the limitation or
action, the date of the action, and a description of the circumstances underlying the action in the following questions, and upload any
relevant documentation you have regarding the action where indicated.

No

59. Entity that took action on prescribing privileges:
60. Action taken:
61. Date of action taken regarding prescribing privileges:

62. Circumstances underlying action on prescribing rights:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016



Renewal - 042.0011506 Page 6 of 13

63. Action taken on prescribing privileges — upload documents.

64. Are you presently a defendant in a criminal proceeding?
No

65. Court:

66. City and state:
67. Charge:

68. Description:
69. Status:

70. Date:

71. Defendant in criminal proceeding - Upload Documents:

72. Do you currently prescribe, or have you ever prescribed, prescription medication or devices solely in response to communication
by computer or other electronic means? This does not include: initial admission orders for newly hospitalized patients; prescribing for
patients of a physician for whom you have taken call; prescribing for a patient examined by a licensed advanced practice registered
nurse or physician assistant, or other practitioner with whom you have a supervisory or collaborative relationship; continuing
medication on a short-term basis for a new patient prior to the new patient’s first appointment; or emergency situations in which the
life or health of the patient is in imminent danger. Nor would this include the use of an electronic medical record or other system for
entering and transmitting prescriptions.

No

73. If you answered yes to the preceding question, provide a general description of any prescribing you do in response to electronic
communications.

Renewal Part Il

PART lll

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from public
disclosure.)

Any "yes" response to the questions below must be fully explained.

74. To your knowledge, are you currently the subject of a criminal investigation that has not yet resulted in charges against you? If
yes, provide the jurisdiction, a description of the matter under investigation, and the date you became aware of the investigation in
the following questions.

75. Jurisdiction:
76. Description of matter under Investigation:

77. Date you became aware of Investigation:

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016
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78. Upload any documents you may have relating to the matter under investigation:

79. To your knowledge, are you the subject of an investigation by any other licensing or certification board that has not yet resulted
in charges as of the date of this application? If yes, provide the board involved, the date you became aware of the investigation, and
a description of the matter under investigation in the following questions and upload relevant documents where indicated.

No

80. Licensing or certification board conducting investigation:
81. Date of event(s) under investigation:

82. Nature of event(s) under investigation:

83. Pending licensing board investigation — upload documents.

MEDICAL DEFINITIONS
The following definitions are provided to assist you in answering the medical related questions:
"Ability to practice medicine" - This term includes:

1. The cognitive capacity to make and exercise reasoned medical judgements, and to learn and keep abreast of medical
developments; and

2. The ability to communicate those judgments and medical information to patients and other health care providers, with or
without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks and procedures, with or without the use of aids or devices, such as
corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but not limited to,
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart
disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, hepatitis, HIV disease, tuberculosis,
drug addiction, and alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one's functioning as a Physician Assistant
licensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a
valid prescription for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.

"Controlled substances" - This term means those drugs listed on Schedules | through V of Section 202 of the Controlled
Substances Act (21 USC § 812).

"lllegal use of controlled substances" - This term means the use of drugs, the possession or distribution of which is unlawful
under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This term does not include the
use of a drug taken under the supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal law.

84. Do you have a medical condition that in any way impairs or potentially impairs or limits your ability to practice medicine in your
field of practice with reasonable skill and safety?

85. In explaining "Yes" answer to the previous question, please provide reasonable assurances that your medical condition is
reduced or ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or
have participated or do participate in a monitoring program.

86. Please upload any documents you have that are relevant to this matter.

87. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way impairs your ability to
practice medicine in your field of practice with reasonable skill and safety?

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016
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88. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that your use is reduced or
ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

89. Please upload any documents you have that are relevant to this matter.

90. Are you currently engaged in the illegal use of controlled substances?

91. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

92. Please upload any documents you have that are relevant to this matter.

Medical condition, treatment, use of chemical or illegal substances:

93. Treating organization:

94. Address:

95. Telephone:

96. Type of diagnosis, condition or treatment - field of practice - use of chemical substances:

97. Dates of iliness or dependency (from, to):

98. Dates of treatment (from, to):

99. Name of rehabilitation/professional assistance or monitoring program:

100. Address:

101. Telephone:

102. Contact person at Program:

Renewal Part IV

Statutory Profile Questions

In accordance with Vermont law, the Board of Medical Practice collects certain information from licensed or certified health care
professionals and maintains it in a data repository that is made available to the public. 26 V.S.A. § 1368. The publicly-available data
base is commonly referred to as the online profile. When licenses are issued to applicants, instructions are provided as to how to
review and update the information provided for the online profile. Answering these questions is mandatory, except for certain
optional questions. Those that are optional are clearly identified. Information collected for the statutory profiles may be considered by
the Board in its review of the license application. Statutory profile information is displayed to the public for only ten years, but the
questions are not time-limited and you must respond regarding your full history.

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016
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Applicants with other events or actions that must be reported (e.g., a criminal conviction) must provide documentation of each event.
It is very important for the Board to receive copies of court papers, licensing authority decisions, or similar documentation, as noted
below. The Board will not act on an application that lacks required documentation. If any reportable event involves alcohol or
drugs in any way, you must contact the Vermont Practitioner Health Program to arrange for an evaluation. The Board will
not act on an application that is missing a required evaluation. You may contact VPHP at (802) 223-0400. Information about
VPHP is online at: http://www.vtmd.org/health-professional-wellness-and-recovery-programs.

103. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crime? This includes both misdemeanors
and felonies; it includes crimes such as driving under the influence (DUI), but not non-criminal traffic offenses such as speeding or
parking tickets. For purposes of this question, “convicted” means that you pleaded guilty or were adjudged guilty by a court of
competent jurisdiction. For this question, it also includes the loss of a driver’s license as a result of a civil process triggered by the
refusal to provide a sample of breath for the purpose of screening for driving while under the influence of alcohol.

No

104. Criminal Convictions continued [See 26 VSA § 1368(a)(1)] Provide information regarding each conviction as defined above.
In addition to entering the information here, you must submit copies of documents that show information about the crime
(s) of which you were convicted and the sentence imposed, to include the police report, any ticket/citation/indictment/arrest
record, and final disposition.

|Date of Conviction |Court of Conviction |City ||State |Description |

105. Nolo Contendere/Matters [See 26 VSA § 1368(a)(2)]
Have you ever had a criminal involvement that resulted in a case resolved by a plea of “nolo contendere,” or where after finding facts
that would establish guilt the matter was continued by the court in lieu of a conviction?

No

106. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Provide information regarding each criminal involvement resolved by a plea of “nolo contendere,” or where after finding facts that
would establish guilt the matter was continued by the court in lieu of a conviction.

|Date of Charges |Court |City ||State |Description of Charges |

107. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]

Have you ever been served charges by, or been the subject of an order by the Vermont Board of Medical Practice or other Vermont
professional licensing authority? (This includes stipulations, consent orders, or other voluntary resolutions that you accepted after
being notified of an investigation, even if no charges were served.)

No

108. Vermont Board of Medical Practice Matters continued [See 26 VSA § 1368(a)(3)]

Provide information regarding each instance in which you were charged by, or were the subject of an order by the Vermont Board of
Medical Practice or other Vermont professional licensing authority, including the findings, conclusions, orders, and final disposition of
the matter by the courts, if applicable.

IDate IFinaI Disposition Summary I

109. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have you ever been charged by, or been the subject of an order by a professional licensing or certification authority in any other US
state or territory, or Canadian territory or province? (This includes stipulations, consent orders, or other voluntary resolutions that you
accepted after being notified of an investigation, even if no charges were served.)

No

110. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

Provide information regarding each incident in which you have been charged by or been the subject of an order by a professional
licensing or certification authority in any other state, territory, or province. Provide documentation that shows the charges, findings,
conclusions, and orders, plus final disposition by any court or appeal authority, if appealed.

|Date of Disposition |Licensing Authority |City |State |Description of Disposition |

Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

111. Have you ever had hospital privileges revoked or involuntarily restricted for reasons related to competence or character?
No

112.

A. Revocation or Restriction of Hospital Privileges Information

Provide information about each instance in which hospital privileges were revoked or involuntarily restricted for reasons related to
competence or character. Provide documentation that shows the date, basis for the action, the authority who took the action, and the
action taken.
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Date of Restriction Hospital Name IState INature of Restriction ||Reason for Restriction

113. Have you ever, after having been notified of an investigation or peer review that was not yet resolved, or in lieu of or in
settlement of a pending disciplinary case related to competence or character, done any of the following:

resigned medical staff membership or privileges;
not renewed medical staff membership or privileges; or, -

consented to a restriction of hospital privileges?
No

114. B. Resignation or Nonrenewal of Medical Staff Membership, or Restriction of Privileges Information

Provide information about each instance in which you resigned or did not renew medical staff membership, or you had hospital
privileges restricted, after having been notified of an investigation or peer review that was not yet resolved, or in lieu of or in
settlement of a pending disciplinary case related to competence or character? Provide documentation that shows the date, the
hospital, the basis for and nature of the case, and the terms of settlement, if any.

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

115. Medical Malpractice Court Judgments & Settlements Have you ever had a medical malpractice claim against you that is still
pending or that resulted in any of the following:

- a court judgment against you; or
- an arbitration award or a settlement that you or another party paid on your behalf?

If you have any such cases, you must provide information as requested in the questions below. You must also complete a Medical
Malpractice Case Information Form for each. The form is located here Download the form, fill it out completely, and upload it where
indicated. A form must be completed and submitted for each case. You must also provide documentation for each case as explained
on the form.

116. A. Judgments
Provide the information requested in the following table for each case in which there was a court judgment or arbitration award
against you.

|Date of Judgment |Number of Judgments |

117. B. Settlements
Provide the information requested in the following table for each case in which you were named as a defendant and in which a
settlement was paid by you or on your behalf.

|Date Of Settlement

118. C. Pending Cases
Provide the information requested in the following table for each case that is currently pending against you.

Appointments/Teaching [See 26 VSA § 1368(a)(12)]

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

119. A. Appointments Please provide information about your appointments to medical school or professional school faculties.
|School |City |State |Nature of Appointment |Year Started ||Year Ended |

120. B. Teaching Please provide information regarding your responsibility for teaching graduate medical education within the past
10 years.

|Schoolllnstitution |City ||State |Nature of Teaching |Year Started |Year Ended |

121. Publications [See 26 VSA § 1368(a)(13)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.

https://apps.health.vermont.gov/CAVU/SnapshotViewer.aspx?gabid=23870&key={1A77... 5/18/2016
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Please provide information regarding your publications in peer-reviewed medical literature within the past 10 years.
Title [Publication [Publication Date |

122. Activities [See 26 VSA § 1368(a)(14)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and awards.

|Activity or Award |

123. Provide information about each current and planned practice location, wherever located. Indicate which is planned to be your
primary practice location.

Practice Name |City [State |Primary Practice |Languages [Accepts Medicaid? |Accepts New Medicaid Patients?
None reported Yes Yes Yes

Statement of Good Standing
124,

State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or Penalties for a Violation or
Criminal Offense

| hereby state that either:

A. This does not apply to me because | don’t have any unpaid judgment issued by the judicial bureau or district court for fines or
penalties for a violation or criminal offense, or

B. I am in good standing with respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for a
violation or criminal offense.

| understand that a license may not be issued or renewed without such a statement.

| further understand that, for the purposes of this section, a person is in good standing with respect to any unpaid judgment issued by
the judicial bureau or district court for fines or penalties for a violation or criminal offense if:

1. 60 days or fewer have elapsed since the date a judgment was issued; or
2. the person is in compliance with a repayment plan approved by the judiciary.

Yes

125. Date:
09/09/2014

Child Support, Taxes

Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.
Regarding Child Support

Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child
support payable under a support order as of the date the application is filed. "Good standing" means that less than one-twelfth of the
annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
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licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15 V.S.A. § 795)

126. You must select one of the two statements below regarding child support regardless whether or not you have children:
| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support
order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed
unless the person certifies that he or she is in good standing with the Department of Taxes. "Good standing" means that no taxes are
due and payable and all returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan
approved by the Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes would impose an
unreasonable hardship. (32 V.S.A. § 3113)

127. You must select one of the two statements below regarding taxes:

| hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both.)

The disclosure of your social security number is manditory, it is solicited by the authority granted by 42 U.S.C. § 405 (c)(2)(C), and
will be used by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws,
to identify individuals affected by such laws, and by the Office of Child Support.

128. Social Security Number:

129. Date of Birth:

130. | certify that the information stated by me in this application is true and accurate to the best of my knowledge and that |
understand providing false information or omission of information is unlawful and may jeopardize my license/certification/registration
status.

Yes

131. Date:
09/09/2014

Continuing Medical Education Requirements

Each applicant for renewal must certify that he or she meets the requirements for CME as indicated by one of the statements below,
a — f. Note that for purposes of this certification, completion of an activity includes taking the steps necessary to receive credit and
obtain documentation of completion. If you cannot certify that you are eligible to renew your license because one of the statements
applies to you, then you must contact the Board of Medical Practice to discuss your renewal application. You are not required to
submit documentation of your CME activities with your renewal application, but licensees are subject to audit and may be asked to
submit such documentation during the next two licensing cycles (for this renewal, through November 30, 2018).

The Rules for Continuing Medical Education are available on the Board’s website at:
http://healthvermont.gov/hc/med_board/documents/Final CMERules10.1.12_000.pdf

a) | do not have to complete CME for this renewal because | was licensed as an MD in Vermont for the first time on or after
December 1, 2013.

b) | was licensed as an MD for the first time in Vermont between December 1, 2012 and November 30, 2013. Accordingly, my
requirement is to have completed at least 15 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those
hours was on one or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold
or have applied for a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the
subject of safe and effective prescribing of controlled substances. | have completed the applicable requirements.

c) | have completed at least 30 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those hours was on one
or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold or have applied for
a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the subject of safe and
effective prescribing of controlled substances.

d) | am a member of the armed forces of the United States and | was subject to a mobilization and/or deployment (or multiple
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mobilizations and/or deployments totaling) one year or more. Accordingly, | am not required to certify that | completed CME for this
renewal.

e) | am a member of the armed forces of the United States and during the period from June 1, 2012 to November 30, 2014, | was
subject to a mobilization and/or deployment (or multiple mobilizations and/or deployments totaling) less than one year. Accordingly,
my requirement is to have completed at least 15 hours of qualifying AMA PRA Category 1 CreditTM CME and at least one of those
hours was on one or more of the following subjects: hospice, palliative care, and/or pain management services. In addition, if | hold
or have applied for a DEA number to prescribe controlled substances, at least one of the qualifying hours | completed was on the
subject of safe and effective prescribing of controlled substances. | have completed the applicable requirements.

f) I have not completed the required CME for renewal, but | have submitted a make-up plan that | have signed and that was
approved by the Executive Director of the Board.

132. | hereby certify that | have satisfied the Vermont Board of Medical Practice requirements for CME as indicated in the above
statement. Select the one that best applies.
C

Workforce Survey
“Since 1999, the State of Vermont has been conducting a census of some professions every two years as part of relicensing. This has
allowed us to monitor changes in Vermont’s health care workforce. In 2012, the Legislature enacted a law to make work force data
collection mandatory for all health care professions at license renewal as a necessary part of health care reform and planning for our
health care future. We would like to thank you for your participation in this census.”

You must complete the workforce survey before you may complete your application to renew your license. The mandatory workforce
survey is accessed by clicking here

133. | hereby certify that | have completed the workforce survey per the above instructions
Yes

Renewal Payment
134. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.
Credit Card

Review
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