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Board of Registration in Medicine ‘ < 7> =
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880 ’&%

Telephone: (781) 876-8210  Fax: (781) 876-8383  www.mass.gov/medboard !

FULL LICENSE APPLICATION

Application Fee: Picase coviese g vhech o money order in the smount of $600.00 made payable ta the Commonwealth of

Massachusens. The appheation fee 1 non-retfundable

Type of License [Eém:al Full Lacense ) Adminmstrative License 7] Volunteer License
Check One: [B/l.’};. Canadian CGraduate 3 imemational Graduate
Legal Name tdo not use nicknames or imiiials. unless they are part of your legal name)

Brandi CKristyn  Mellsa
Last Name (ype or pnm Liuirlv First Middle Suffix (Jr., e1c.)

B/M.I). CIno O e [T Omer degree . [ Malke EB/}-'cmalc

t amels) Used_ - List any other namets) yvou have used which may appear on your wdemifving documnents, such as
medical education and exanunation revcords 1 not applicable, check here. [

Entire Last \muc (tvpe or pruu ;Imri\l o F st T Muddle © suffix (.}! ete. i

Soctad Security Number o Datc ot Barth:_
Month Doy Year

NPT (Nationa! Provider identifier) Number. 150 lole 5 J" A O %7 e
Place of B Atlanne Gy New Jersty SR
Cin State Province Territory S uunln inot USA
*Mailing Address: ) o _ Telephone . __
Numher and Street
e A e i s e v o s iwe e e i ek A _p e et e e £ e e ot i T
ity State Prosince Termitory Zip (or postah Code
Home Address e belephones e
Sumber and Mreet
ity o T Qe Provinee. Termmory Zip (or pusw!}_(‘“:;iv;m
Business Address: 1 3 5 Scuth (g s Agerrnye  _ Telephone: (9308} 932 -S 20
Number and Street
N eusar i New Jerney LF109
City State Province Termtory Zip (or postal} Code
‘/ N
I -una) Address, e Fax number. !1_"}5_) A .-..}.E,E_{{L,vf,,,,,k,u,u_,u,MA__._

Are you apphying for licensure through FOVS? [ Yes B'/Nu

* The Board will use your Muiling Address for ali correspondence

Full Lic App - Form 2 { Application), Page | of 4, Rev, 7014



Pre-medical School From To

Name:__Montclaly Stale U‘ﬂ‘\.\/trS\'hg Degree: Buenelur of Seience Year: 2003 vear, 200 F

Sweet; | Normal Avenue City:_Maptclar State: N7
Name: Degree: Year: Year:
Street: City: State:

Medical School

Name: Yoty of Medisine and Dephsiy of Now Jearq - New JTersey Wbl School  pegree:_Docioceof Meditine

Street.__ 1§55 Seuth (’)fan%rc Avenc . City:__ Newarld State: NT
Name; Degree:
Street: City: State:

Medical School Graduation Date: __ 05 /__20i)
Month Year

Postgraduate Education:

List all posigraduate training in chronological order from medical school 10 the present. [nclude the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. You must account for all periods of iraining or
postgraduate work from the time you graduated from medical school. Enter month and year only.

From To

Facility:_@utgecs ~ New Jersey Medical Schoel  PGY Year: >4 OF 7 W10 o/ 2005

[ .

Specialty:_OostedTics ond G\mf:r.l::lo,qy City:  Newark State:_ INJ
Facility: PGY Year: / !
Specialiy: _ City: State:
Facility: PGY Year; / /
Specialty: City: State:
Facility; POY Year: / /
Specialty: City: State:
Facility: PGY Year: !

Specialty:

City:

State:

Full Lic App — Form 2 (Application), Page 2 of 4, Rev. 7/14



Examination Histery

Fa.es

Please contact the appropriate examination entity and have the examination scores sent 10 you in a sealed
envelope. ITyou are using FCVS. your examination scores will be sent to the Board with your credentials packet.

List each licensure examination, U.S. or international, you have tuken (USMLE, NBME, NBOME, LMCC, FLEX,

COMVEX. COMLEX or a state examinaticn. 1 you answer “ves™ o question #5 on the Full Supplement, you
must also complete the required information.

Examination Number of altempis Passed {(P) or Failed (FY

USMLE Step | ‘ & OF
USMLE Step 1i \ o OF
USMLE Step I | [E/P [3F
p [JF
P JF
P OF
P (JF
o OF
r[JF
p OF
P F
ar
P [F
P JF
P [JF
p  JF
P [F
p [F
P [JF
P [JF

NBME Par |

NBME Parc 1l

NBMIE Part 11

FLIEX Component |

FLEX Component 2

FLEX Pre-1985

NBOME Part |

NBOME Mart

NBOME Part 1

COMLEX Level |

COMLEX Level 2

COMLEX Level 3

COMVEX

LMCC ~ Single

LMCC - Pan i

LMCC~Pan I

ODo0o0oO0o000D0o0O0o0oDoDoDooooag

State Board Exam

{Siate of examination and year)

Full Lic App — Form 2 (Application), Page 3 of 4, Rev. 7/14
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2015-02-08 21:54 HOME >>

Hospital Affiliations and Employvment

List hospiwl appoinuments, in chronologica] order by menth and yyur where you ever bad medical swafT privileges,
Inciude the name and address of the facifity, your position and dates of affiliation. Also include penods of
unemployment or cmployment outside of medicine  Atiach a separate sheri of paperif necessary.

From To
Fac:livy: Position: / /
Street: City: Staie:
Facificy: Position: / { o
Streen: City: o State:
Facilivy: Position; / /
Street: Cuy: State:
Facility: Posiuon: e / /
Streel City: Stae;

I. List other siaies {(abbreviations) where you are currently or have cver had s full heense:

2. a) Are you cenified by the American Board of Medicai Specialiics? [] Yes @/No
b} Are you cenified by the American Board of Osicopathic Medicine”? (] ves [M'No

3 List Board Ceruficauion(s).

N .
4 List your practice speciaht(ies) 3R [G YN {“:};mrtg{ il [u“fma‘j

§. Have you completed the Omoid and Pain Managemem traimag? (Sce Full Instructions, page 4. [\?{ch { ] No
6. Reason for requesting a Massachusclts medical license. T ywill stact yny fellowinip at
Baystaic Medicad Gerer_smrhng 3/1/15, witn some atbeoding pooaleges.
7. Nume of Facility:__Bay sfate Medicul (enipr
Address: 759 (pestovt Siyeet . Ciry: ?Iafmgﬁ'@nfd

. Anficipated siariing dste in Massachuseats: ¥ / 1 [ 15

9. Curriculum vitag (CV) listing activiles by month and year must be enclosed with your application.

Under the penalties of perjury. | declare thar | have exarnined this full applicsuon and all its sccompanying
instructions, forms and statemends, and to the best of my knowledge ond beliel 1he informanon contained herein s
true, cgmect and complele,

M 2200

Maonih Dy Yewr

¢ of Applicant

Fall fac App — Form 2 {Apnhicahion), Page 4 of 4. Rev. 7714
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EDUCATION

Kristyn Brandi, M.D.

772015 - 672017

2201 - Present

92007 - 572011

92003 - 5/2007

Baystate Medical Center (tentative)
Fellowship, Family Planning
Anticipated Graduation - 2017

Rutgers University ~ New Jersey Medical School
Resident, Obstetrics and Gynecology
Anticipated Graduation - 2015

University of Medicine and Dentistry of New Jersey —

New Jersey Medical School

Doctor of Medicine, May 2011

Gold Humanism Honor Society

Alumni Association Scholarship, 2008 - 2009, 2009 - 2010

Montclair State University

Bachelor of Science. Molecular Biology. magna cum /aude
Combined 8-year BS/MD Program Student

Presidential Scholar

Health Careers Program Participant

Molecular biology research and cellular culture experience



2015-02-08 21:54 HOME - P 2/5

PRINT NAME: K ristyn Branda DATE 2 43 119

[ FULL LICENSE APPLICATION SUPPLEMENT |

IMPORTANT NOTE: ¥ you answer “ves™ to any of these questions, vou must provide the additional
imformasion oo pages S-11.

QUESTIONS YES NO

1 While cnrolled in college, medical school. graduate school or postgraduate training
were you ever the subject of any dikciplinary action? (This includes gciion thm was
formal or informaf, oral ar wrinen, voluniary or inveluntary. A confidentalily
agrecment does not absolve you of your requirement 1o answer this question.)

1A Have you ever been wenninated or granted a leave of sbsence by & medical school or
any posigraduslc training program or have you ever withdriwn from a medical
school or any posigradusie traming prograin or had (o repesl a year of posigroduate

irgining?

2-8, Have you ever been placed on probauon or remediation by a medical school,
graduste school or any postgraduatc training program?

3 [ you are 8 LS or Canadian graduate, did you 1ake more than four (4) years 10
camplete medical school; or if you are an inlcmational medical gradusatc. did you
{ake more than six [6) vears (o complete medical schoot?

4, Since your enroflment in college, have you been denied the privilege of taking or
finishing an examinauon or becn accuscd of or found 1o have cheated or engaged in
improper conduct Jwring an cxamination?

5. [tave you ever heen demed a medical license, whether full, limited, emporary. or
have you withdrawn an applicauon for medical licensure?

6. Have you ever susrendered a hicense 1o practice medicine or any professional license
or has your hcense or certificaic ever been revoked? (You do not need to report a

tapsed hcense.)

1. Hauve you been denred Amencan Board of Medical Specialites ar Amencen Board of
Osteopaibic Medicne certificarion or has your certification ever heen suspended or
revoked?

B-A. Arc you aware of any pending investigauon or inquiry mnlo your professional

conduct by any entity or arc any disciplinary charges pending agamst you?
8-B. Stnce your completion of posigraduate training, has any disciplinary action ever been

taken against you? (A confidentiality agreement does not abselve you af your
requirement (o answer this guestion, )

Full Lic App — Form B {Application Supplement), Page | of T, Rev. 7/14



2015-02-08 21:54

PRINT NaME: Ky {shyn) Brand: DATE: 2

9-A.

5-B.

9-C.

14-A.

14-8.

HOME >

7

-

/iy

P 3/5

s

Huve you ever relinquished any medical stafT membership or association with a health
care facility?

Has your medical siaff membership, medical privijeges. medics! siafT starus or
association with a health care facility ever been timited, suspended, revokud. not
renewed or subject to probationery conditions or hus processing roward any of those
ends been instituted or recommended by & medical stafT comminee, administration or

yaverning board?

Have you ever withdmwn an application (or hospital privileges or sppoiniment, ar
have you cver becn denicd medical siaff membership, advancement in medical stalT
sLalus or association with a health care facility, or has such denial been recommended
by 2 medical stafT commuitee, sdministration of goveming body?

Have you gver been charged with apy cruninal offense? (Y ou must report being
arrested, arrugned. indicted or convicted. even if the charges against you were
dropped, liled, dismissed, expunpged or otherwise discharged. A charge of operating
under the influence of its cquivalent is reportable A medical malpractice claim s a
cwvil, not 2 criminal, mailer and necd not be reported for purposes of this question.)

Has your pnivilege 10 manufacture, disiribute, administer, possess_ Jispensc or
prescribe conirolied substances ever been suspended, revoked, denied. restricied or
surrendered, or have you cver buen collal belore or warned by any siate or biher
junsdiction including a federal agency regarding such privileges?

Has any professional liability insumance previder ever reswricied, limited, wrminated,
imposcd a surcharge or co-payment, or placed any condition on your coverage or have
yau ever voluntanly restricted, limited or terminated your insurance coverage in
response (¢ any inquiry by & professional tiabiily insurance provider?

Have you ever had an application [or membership as a panticipsung provider denied
by any third-party payor, Mcdicarc or Medicaid (soy stale) or have you cver been the
subject of any rermination, suspension or probation proccedmmgs insuituied by any
third-party payor, Mcdicare or Medicaid (any state) or have you ever been resiricled
from rcceiving payments from any third-party payor, Medicare, Medicaid (any state)?

Has any medical malpractice claim ever been made agains) you, whetheér or not 2
lewsuit was filed in refation to the claun or has such a suil been settled, adjudicated or
otherwise resolved?

Has any lawsuil, other than a medicel mulpractice suiy, ever been filed againsi vou
which 15 relaied to your pracuce of medicine or has such 2 sui been seltled,
adjudicated or otherwisc resolved?

Full Lic App ~ Form B (Application Supplement), Page 2 of 15, Rev 7714
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2015-02-08 21:55 HOME P

PRINT NaME: _ KriStyn Brand: paTE: 2 4 ¥ 715

CERTIFICATIONS

e  Pursuantto M.G.L. ¢ 112, § 2 and 243 CMR 2.07(15), ) cenify that § will not charge to or collect
from o Medicare beneficiory more than the Medicare “reasonsble charge™ for services, in
complignce with Chapier 475 of the Acts of 1985, (Mute: Signing this certification does no! mply
that you will panticipate in the Medicare program).

¢ Pursuant 10 M.G.L. ¢. 62C, § 49A I cenify under the penaltes of perjury thay, 10 the best of my

knowledge and beiief, | have filed any Massachusctts state tax retums and paid any Massachuselts
slate 1axes that are required under law. {Nore: This applies even if you reside out of the stale or oul

of the country.)

e Pursuant 10 G.L.e. 62C, § 49A, to the best of my knowledge and belief, 1 am in compliance with
G.L.c. 119A relsting o withholding and remitting child support.

s Pursuantto M.G.L.c. 119, § 51A, 1 certify under the penalties of perjury that ! will fulfill my
obligation to repon abuse or neglect of children.

= [ will read the Board's regulatons, 243 CMR | 00 through 1.00.

I certliy under the penalties of perjury that all information oo this form, and all attached puges, Is
true, to the best of my kaowledpe.

Applicant’s Signarure: Dac: 10 ¢ 31 7 Iy

Full Lic App - Form 8 (Applicarion Supplement), Page 4 of 11, Rev. 7/14
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Board of Registration in Medicine, 200 Harvard Mill Square, Suite 330, Wakefieid, MA 018803 Ahodi ]
Telephone: {781) 876-8210 Fax: (781)876-8383 www.mass.govimassmedboard

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS Please compiete Lhe waiver for release of informaton and forward this form to your university/medical school(s) or university
of gractuation for venfication. Please note: Fourth year medical students must include the letter to the medical schooi registrar and Form B

Waiver for Release of Information

| authorize the medical schootiunuarsity iisted below to provide any and all information penamning lo my medical education a1 your insttution,
Applicant's Signature: i F Date of Birth

Prntor Type Name. gf‘dﬂd ] s “1 2 - f“l\ U S Sowal Security No.
{Last Name) (First hame) (Migdie {nhai) -

Qther Name(s) UMDN}-NCWMK&] Sdmol
{Please type of part)

) ~ is now known s
Name of Mec.cal School _Upywrvs by ¢f Med e and Dbty of New Seryea-Noww Do Medead SevooRuteers New ]‘-’TWMMSI |

Address (E5 Soun Ofﬁ(\fg;a Avepug cry.  Newar & State or Province. NS

INSTRUCTIONS TO THE DEAN OR DESIGNATED CFFICIAL OF MEDICAL SCHOOL

Please complete Form A and complete Form B if the above-named applicant has nol been awarded s degree. Pleasa include a copy of the official
transcript {which indicates courses taken, dates and hours of attendance, scores, grades, or evaluations) and return to the applicant in a sealed
envalope. Please sign of stamp across the seal on the envelope,

APPLICANT'S EDUCATIONAL HISTORY

If name of nstitution was different from the above-named instiution when zpplicant anended, please enter name below, UMDNj}-New Jarsey Medical School
15 now kmowm 85
Premedical Education: Does your school have a premedical school education requirement?  Tedves [JNo Rutgers New Jersey Medica! School
if yes, indicate where the applican! completed premedical school.
Appiicant's Undergraduste School M ot cias v \S"fdé_ Unt vert by
T
Undergraduate Schaal Address Mn ol tlacy Ny, jw_r o
3

Full Lic App - Fomm 9 (Medical Education Verification), Page 1 of 2, Rev. 7714



9739726930 P 3/3
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HOME

17

2014-10-28 21

Enroliment and Particlpation: Our recoras indicate that g‘fﬂw\dn' R S‘hm M
(pHirg the epplicant’s name); {Last Name) (Fnrs[ Namaea) {Middle intial)

atiended our medical school on the following dates {indicale the month, dgy and year separately tor each academic year in the section below):

ATTENDANCE DATYES: FROM 10 FROM O
¥ /4, % € 4 o200k b 1) it § 1 2a s20
1€ 1 Laok Y 13 1 Log i [
bosl 1led G T g2 S R
Graduation Date {(monthfyear): 0 5 ' 2ot
The applicant attended qu total weeks or totai months {must be included} of not less than 32 weeks In each

academic year of continuing on-campus education.

Unusual Circumstancas: The following questions appiy to unusual circumstances thal accurred during any pan of the applicant’'s medicat educstion. All
guestions must be answered. If you answer “YES” to any of the questions below, piaase enclose an explanation.

YES NQ

1. Was the medical schoo! training more than {our {4) years for U.8. graduates or six () years for international medical graduates?

2. Did the applicant take any leaves of absence {i.e., for research, public service, participation in an M.D./Ph.D. program, or for any
“personal reasons”)? gzl Varitied

3. Was the applicant ever placed on probation? S “9

4. Was the applicant aver disciplined or under investigation? DATE: |2 1Y

5. Wers any negstive reports ever filed by instructors regarding the applicant? A= ' [

Please provide a decalled expianation If you answered "YES" to any of the above questions. lNlT!ALS:

AFFIX INSTITUTIONAL SEAL HERE Signature: M Lomt

{tf the institution does not have a seal, this form must be notarized.)

MN : l
INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH ACOPY OF THE /It Name 3:’ e B n”" ar gt

MEDICGAL SCHOQOL DYPLOMA AND A TRANSCRIPT OR PROVIDE AN -
Title: . a—(,.gﬁ
EXPLANATION. ie: _ AL =<

Date: o /28 {1d Telephone: (2752 1472, YL4p

E-mail address: SM“C-- ?e('dv\_ibh Q_w“’jc«rs,&&w
T

This form must be stamped with the institutional ses! or notarized. Please return to the applicant with the medical school transcripts in » sealed
snvelope with the slgnature of the Dean or the seal of the medical schoot affixed on the back of the envelops. Thank you.

Full Lic App — Form 9 (Medical Education Verification), Page 2 of 2, Rev. 7/14 T -gevs New Jersey Medical Schoal  UMDNJ-New Jersy Medical School

Office of the Registrar :
MSB, Room B-640 is now known as
185 South Orasge Avesms Rutgers New Jersey Medica! Schpol

Newark, NJ 07103
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Boare of Registration in Medicine
204 Harvard Mil Square, Suite 330 - Wakefield, MA 015880
Telephone: (7H1) 876-8210  Fax: (781) 876-8383

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: | authorize the reigase of intormation from my posigraguale treining program listod below. as requested by the
= tMassachuselis Board of Registration in hedicine.
-\7/: L ST
(‘ e e
Kl’ ! SN ]

Rovoers -
3

Applicant's Signature: Date:

hrond: .
Wewo Jeijesd Mol er Schedl
&

Print ar Type Name:

Name of Insiilution:

INSTHRUCTIONS TO TIHE PROGRAM DIRECTOR
Fiease cormplate this form and lorward it 1¢ e applicant in a yealed enyelope, signod across the seal 1 1he depanment was @ ‘rotaling” o "transitiona:”

Lrogram, piease submitdotumentaton of the rolatipns, dates and hours gi traini
Name of Institstion: €t gL Z'f:z ;; ,Apgf_
i L& \ . participated in the lollowing program

Y oname of insthwten wes difurent when applican; attencad, plaase enler name:
Enroliment and Participation: Qur records inddicale that Efs Il 5 i \! EJ E D) I{« [AS)
{Prinl apphidant’s name)

(List each yzar separately wih from and to dates}

Program Typa Oepariment or Dales Attendod Accredifed B
ol | el | eSS | s | e o
| Iwteomship ) OB Gyw_| T-i-501 1630203 yes ACGmE

Aes.iden by o OB -Gys) 1 1-1=20134630-)01%  y€d ACEmE
| PesdendTy 3 | 0B-Gyw |1-taoiole3edoy)  yes Acome
| Resiclency d | 08-0yW 171206205 _No__|_Acane

- ]

Fuli Lic App — Form 10 (Postgradoate Trajning Ventiwation), Page | of 2, Rev, 7714

{Continued on page 2)

A et
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APPLICANT'S NAME; K i S'%‘\{ 9] 6 far\lcgl POSTGRADUATE VERIFICATION FORM PAGE - 2

Unustual Clrcumstances: The foliowing queshons apply o unusual circumslances that occurred during say part of the applicant's rmedical egucation,
Flgase circie Ihe appropriste response, If you answet yes 1o any of these questions, please enclose an explanation.

CQUESTIONS YES NO
1 Cidhe applicant take any leaves of absenze of breaks rom his/her post- SR
gradualg {aining? P
SEAL
2. Was the applicant ever placec on probation? f MISSING

3. Was the apoiicant ever oiscplined or uroer investigaiion?

3

- Wera any negalive teponts ever liled by instnumors regarding (ne applicam?

3 Were any fimitalons or SRECAl requirements imposad on e aoplcant
beeause of Questiong of academic incompelence or disciphnary protlems?

Curing the applicant’s padicipation. aw posigraduale medical lraining ﬂ was accredited by R’/ACGME Downern

[=]

COMMENTS:

Ceortification: | heieby cenify thal the v irdQemabon is comecl, 16 the pest of my knowiedge.
7

AFFIX INSTITUTIONAL SEAL HERE ~ "1eoram Director's Signature 7
(If the Institution doas notl hove a 393l this form must Prinl Nama: Lls(& o 5 o M n

be notarized by 4 nota blich. ’
€ rraf By @ notary publle Academic Tille: P(Oﬁ Y OI(CC‘!"O( .
; . - B -
Telephone: { gﬁ )_c_ﬂ_?; ~S 7.8 7 Tovays Daw: A !;)2__?_! £

£-mal address: IﬁDW\;Qe_o | B rA s oy 43"_5;’5 cef

PLEASE RETURN THIS COMPLETEDR FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE
ACROSS THE SEAL OF THE ENVELOPE,

Full Lic App - Fonm 10 (Posigruduate Training Venfwatiun), Page 2 of' 2, Rev, 714
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Kristyn M Brandi, M.D. License No.: 261802
Current Status: Active License Expiration Date: 3/10/2015
1) Activity Status: Active
2) Address & Contact Information
Mailing Address:
Home Address:
Business Address: 850 Harrison Avenue
Boston
Massachusetts - 02119
United States of America
(617) 414-7379
3) Email Address:
4) Fax Number:
B) Specialties
Chbstetrics and Gynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/ADA  Board Name Certification Subspecialty
None Reported
7) Drug License Numbers
Massachusetts Federai (DEA) Federal (DEA) XS
8) Other states where you are now licensed to practice
None Reported
9) States where you were previously licensed
None Reported
10) Work Sites

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

WorkSite Location
Boston Medical Center

Page 1 of 6 Date: 3/9/2016 Time:12:19 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Kristyn M 8randi, M.D, License No.: 261802

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 1 hrs/wk
b} outpatient care 20 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Boston Medical Ctr Ins. 07/01/2015 08/30/2017 Cceurrence Palicy

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

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

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

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

resolved, settled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

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

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

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

18) Other Issues

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

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

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

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

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Fhysician Name: Kristyn M Brandi, M.D. License No.: 261802

22) Have you completed all of the CPD requirements for this renewal cycie? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes
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Physician Name: Kristyn M Brandi, M.D. License No.: 261802

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

24) Have you used an¥ chemical substance(s) which in any way interferes with your ability to
practice medicine?
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25) Etectronic Health Records Proficiency
| have demaonstrated proficiency in the use of EHR by employment with, credentialed to provide patient
care at, or in a contractual agreement with an eligible hospital or critical access hospital that has a CMS
Meaningful Use program.

26) Requirement to Complete Training in Recognizing and Reporting Child Abuse
Have you completed training to recognize and report suspected child abuse or neglect?
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Board of Registration in Medicine
Physician Renewal Application
Physician Name: Kristyn M Brandi, M.D. License No.: 261802

Compliance with Legal Responsibilities

Online profile:
X | have reviewed my Physician Frofile and confirm that the information is accurate.

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

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

3) | understand and agree to comply with my obligations to report abuse, neglect or Financia! exploitation of
elderly persons pursuant tc M.G.L. c. 19A sec. 15 and | understand the punishment for failure fo comply.

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

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

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

7) | understand and agree to comply with my obligations related to chartlging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto MG L. ¢c. 112 sec. 2.

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

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

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to MG L. ¢ 118A.

£1)| understand and agree to comply with my obligations to fite an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L c. 112 sec. § and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilties where | practice
report certain Major Incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership irnterest in any partnership,
corpoeration, firm or cther legal entity to which | have referred a patient for physical therapy services,
pursuant to M.G.L c. 112 sec. 12AA

13)/ am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1896 (HIPAA), including the requirement that | obtain and provide to the Board a National Frovider
Identifier (NFH number.

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

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

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

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