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

htip://www.massmedboard.org l-::'

- Physician Registration Renewal Application=

[ =53

T
N

Before proceeding, please read the instruction bookler. Copy this furm and all attachments for vour ewn records; you witl
need copies for credentialing and other purposes. This completed renewal form with attachments must be returned in the
green envelope 4 weeks before your renewal date,

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope.
* Add late fee of 825.00, if necessary., * Enclose check with coupoen in BLUE euvelope.

Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required. REDA CTED e Py
1. Current Status:  Acyive Registation No.:95699 Renewal Date: 4 56m00)
1f you want 1o change your current stams, please check gne of the following boxes to indicate your pew stams: (Check only onc)
1 Active [} Retiring  (see instrictions) () Inactive (see instructions) [[J Do not wish to renew

Please make corrections (type or print)

2. Other Nameg(s), il any, under which vou were licensed:

et I;_‘.‘L'-:-"—J i

Other Name(s):

3. A) Mailing/Business Address; Mailing Address:

PR TP LR

JOHN DIORIO JR City/Town: - ' State:
Zip: e Country: o .
] Business Address:
B} 1lome Address: City/Town: Swate:
Zip: i Country: N
Business Telephone: (461 ) 4/(T- (o270
S [Tlome Address.
e T City/Town: State:
) Zip: Country:
Home Phone: Home Telephone:  {
Business Phone: PLEASE NOTE: No P.O. Box addresses for home or
business addresses.
S _ 7. Current American Roard of Medical Specialties Certification {See Table 1y
4. a) Date of Rirth: b) Sex: M oodc: Code:
c) S8 . .
B. Drug License Numbers, if any:
5. a) Name of Medical School: a) Federal (DEA):
b) Massachuseus:
b) Yégrbagtfﬁlaﬁgéﬁai CO!:;‘?‘; of U%L)aﬁé"g';&?rsg D 9. a) Other states where you are now licensed to practice {Abbr.)
6. Specialty Code(s) (Sce Table 1) T
Cocefs) Hours per Week in Mass, b) States where you were previously licensed {(Abbr.)
T
OBG 0 Obstetrics and Gynecology
1]

10. Current health care facilities at which you have completed the cradentialing process for the provision of patient care. (Supply
the codes from Table 3 and place a check mark next to those health care facilitics where you have admitting privileges (AP).
Next to each facility, write the approximate percentage of patient care hours that you provide in each faciliry).

Facility Code: @ G ¥/ (AP) . % FacilityCode:__ 7/ (AP) % Facility Code:__ 7 (AP) %
Facility Code: ____ _/ _ (AP) % Facility Code:__ ___/ _ (AP) % FacilyCode:____ / _ (AP) %
1£ 999, print name(s): Huspizals = Udome~ + Tuw€anis - T (HP) 95 % 1

> Hosp/ Minem Ms.o ~ Prov RX (Afﬁxl‘?. .



LICENSE NUMBER:

- 75-672— v

PRINT YOUR LAST NAME: Diecio

11. My medical malpractice insurance is covered by a) B Insurance Carrier b)) ] Letter of Credit .o
Name of Insurer: £ roMuruad Group =<t 2-/104%7 Alternatively, indicate as follews: 7
I am registering with Active status but I am not covered by medical malpractice insurance because § am (check one)  ° \

a) [[J Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt

Please explain cxemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [[] Yes & No

13. A. What is your principal work setting? (Sce Tabled) _J &
B. Care of patients in Massachusetts (see instruction booklet).
i) Average weekly hours involved in: a) outpatient care _¢)  hrs/wk b) inpatient care O  hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? NA %

PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

Questions 14 through 22 refer o the past two (2) years only, Check ejther YES or NO (NOT N/A) to each guestion, Provide
details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additiona] information and
definitions. You mugt answer ALL questions, or this form will be returned to you and veur license renewal mayv be delaved,

YES DNO

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

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

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

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

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

19, Has your privilege to possess, dispense or prcscnbe 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 or been denied a medical license for any reason?

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

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

[ CME Waiver requested (CME waiver form due 30 days prior to date of ficense expiration) ] CME exemption '
See Instructions for CME requirements. Do not subrmit documentation of your CMEs with your renewsl application.
Pursuant 1o G.L. ¢. 112, § 2, I will not charge to or collect from a Medicare beneficlary more than the Medicare fee schedule amount,

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, I have filed al) Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or out of the United States.

¢ Pursuantio G.L ¢. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Suppore.
*  Pursuant to G.L. c. 112, § iA, I will fulfill my obiigetion to report abuse or regleet of children as required by G.L. ¢. 119, § 51A.

o Ihereby certify under the penaliies of perjury that all the information on the Renewal Application and Form R is true.

U%Q_,djyaﬁ\ D Date: 2 //C 1.2001

YOU MUST SIGN AND INCLUDE PART B. WITH YOUR RENEWAL APPLICATION
Board Regulations require that you notify the Board, in writing, of any change of address

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. 2

Signature:




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

Physician Registration Renewal Application |

Before proceeding, please read the instruction booklet.
* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.

* Remit §250.00 for renewal fee. = Return renewal application in GREEN envelo
* Add late fee of $25.00, if necessary. « Enclose check with coupon in BLUE envelope

Registration No.: 75692 Renewal Date: 04/20/1995 | Curent Status:

If you want to change your current status, please indicate below: (Check one).

[ Active (] Retiring (see instructions) [} Inactive (see below *) Do %nt wish to renew
Y

Please make corrections {type

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

Other Name(s):

3. &) Mailing/Home Address: —
. Mailing Address:

City/Town: State:
Zip: Country;

JOHN DIORIO TR . M.D.

B} Business Address: ,

1725 BROAD STREET ity o — —
CRANSTON, RI 02905-2728 Zip: Country:

"Home Phone: Home: ( )

Bugsiness Phone: (201)467-6270 Business: ( )

4. -A) Date of Birth: Sex: M Date of Birth: (M/D/Y): _ / /  Sex:[M [JF
’ ’ ’ SS#: - -
B)SS® ] T—mm T Tm s
Full Name of Medical School:

5. A)Name of Medical School:
Albany Medical College of Union

University
B) Year Graduated: 1975  C) Deerce: MP Year Graduated: ________ Degree: (] M.D. [} DO.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s Hours per Week in Mass.
—cgc,) ’%ﬁt‘i‘?‘cs and Gynecology|—
5 If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification {See Table 2) Code: Code:
Code: OG Code: ]
8. Drug License Numbers. if anv: "
A) Federal (DEA): f;f;.a! (DEAY
B) Massachusetts: )
9. A) Other states where you are now licensed to practice
Abbr; RI CT Abbr:
B) States where you previously were licensed to practice
Abbr: _ Abbr:

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

&




- b

PRINT NAME AND NUMBER: Last Name: L [0+ O Registration Number: 756 7 2

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply -, "
the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP). Next to
each facility, writc the approximate percentage of patient care hours that you provide in each facility.

FacilityCode: ______/ _(AP)____ % FucilityCode: __ / _(AP) % Facility Code:____ / {AP) %
FacilityCode: __ __/  (AP)____ % FacilityCode:_____/ (AP)___ % Facility Code:_ ___/ (AP) %
I£999, print name(s): Wemen + TuFanwts Huo. Crovidemce RL 9%
11. My medical malpractice insurance is covered by a) P Insurance Carrier b} [T] Letter of Credit
Name of Insurer: ‘f’\c Meot:ca/ p"b_j'ec v - Loaadida‘a Alternatively, indicate as foliows:
I'am registering with Active status but I am not covered by medical malpractice insurance because I am {check one)
a) {_] Not involved in direct/indirect patient care in Massachusetts b) [J Otherwise exempt
Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ Yes 8 No
13. A. What is your principal work setting? (See Tabled) _/ &
B. Care of patients in Massachusetts {(see instruction booklet).
[} Average weekly hours involved in: a) outpatient care _f-__l__hrsfwk b) inpatient care __hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? _é_s____ %

PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

Questions 14 through 22 refer to the past two (2) years only. Check either YES or NO (NOT N/A) to each question. Provide
detaiis on Form R for all YES guswers except for question 22, Refer to the instruction booklet for additional information and
definitions. You must answer ALL questions, or this form will be returned to you and your license renewal may be delayed.

YES NO

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

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

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

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

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

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

20. Have you withdrawn an application for a medical license or been denied 2 medical license for any reason? _

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

22. CME CERTIFICATION: Have you completed your CME tequirements preceding your renewal date? [ Yes [ No
[] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [0 Training Program exemption

See Instructions for CME requirements. Do not submit decumentation of your CMEs with your renewal application.

Pursuant to G.L. c. 112, § 2, T will not charge to or collect from a Medicare beneficiary more then the Medicare fee schedule amount.

Pursuant to G.L. c. 62C, § 49A, to the best of my imowledge and belief, I have filed all Massachusetis state tax returns and paig all
Massachusetts state taxes that are required under law, NOTE: This applies even if you reside out-of-state or out of the United States.

*  Pursuant to G.L. ¢. 112, § 1A, I will fulfill my obligation to report abuse or seglect of children »s required by G.L. c. 119, § 51A.
o Ihereby certify under the penalties of perjury that all the informatlon on the Renewal Application and Form R is true.

Signature: %o{g;@d‘d Vﬂ( O, Date: <2 (<3 4 99

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

*




SN
I. PHYSICIAN INFORMATION

e OEN e
First Name

Mass License # 75692
License Status.... Active

1725 Broad St.

Cranston, BRI 02905-2728
USA.

(401) 467-6270

| 209580000

CDIORIO e,
Last Name

First Issue Date _Q4/08/92

Hospital Affiliation

; 7
InLctine

Bloes - Umb-

Accepting New Patients? §JvYes (] No

Polhan <) LAerra - f/muc.oci- i Accept Medicaid? Hyes ONo
A
{Please correct as necessary)
H. EDUCATION & TRAINING
Albany Medical College of Union University MD Hoo
Madaal St S SOOI Digiag—— P
T T T T R —
ket st o e e e B, End
. MR??Ienq.Pf_lgmm(s)"-, I S - Start e e+ e e ey -
(O Telewa theo [Wimes~oganes oy ~ = Ghote T gy
Residency Program(s} Cow. RT Start
: et AR k1 8184 821 121 R A e e ettt e End ...
Residency Program(s) Start

M. SPECIALTY
Primary Specialy;
Secondarv Specialty:

Obstetrics and Gynecology

Make any corrections here:

Board of Registration in Medicine

BOARD CERTIFICATION
Certifving Board Name: Board of Obstetrics and Gynecology

Centifving Board Name:

Physician Profile




N 20958.0000
1V, BOARD DISCIPLINE
Final Decisions and orders issued by the Massachusetts Board of Registration in Medicine.
Nature Date Board Action
Nowe
V. HOSPITAL DISCIPLINE
Hospital Date Disciplinarv Action
Na ~E

VI. CRIMINAL CONVICTIONS

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

of complaim Nont. . .

Vil. MALPRACTICE No. of Years in Practice: # /#7. rs
— 0. of Years in Practice: _ yeA .
Details of claims paid for Dr. DIORIO /w PHTS 6764"‘1-" A2 s7Taveal Mt jy corpecSiov S .

Amount Paid (), ,_g_)_ggg‘f'gg&soe-w Basis for Complaint I Rarwrian tﬂzj.‘v.-.] @ honma ™y

Amount Paid _
_ Amount Paid

Basis for Complaint |,

. Amount Paid T Basis for Complaint 4
AmountPaid . . ... Basis for Complaint |
Amount Paid ..o Basis for Complaint L o

-VINI, PHYSICTAN.HONORS.& PEER-REVIEWED.PUBLICATIONS ___

Please enter any peer-reviewed publications to which you have coniributed and any awards for community service or
professional recognition vou have been given.

ST e i MR e e e ittt ——-

Awards, Honors ) Publications

Women & Infants Hospital OB~GYN Resident Teaching
Award in Surgery 1982, 1984, 1985 and 1988

AED ATL Presus Moren SocieSy et

C,!,Mqlx}ssu-r ................ 'Pra-f ....... S e § af?;;__,,: ..................................................................................................................................
Note: Please return the survey in the enclosed envelope to:

Atlantic Associates, Inc., 8030 South Willow Street, Manchester, NH 03103

Board of Registration in Medicine Physician Profile




DiOrio, J. and Lowe, L.: Hemangioma of the Ovary
in Pregnancy - A Case Report, Journal of Reproductive
Medicine 24:232, 1980

DiOrio, J.: Adult Respiratory Distress Svnérome
Occuring Afrer Therapy with Diazoxide Betamethasone
for Premature Labor - A Case Report, R.I. Medical
Journal $5:275, 1982

Di0rio, J.: Short-Course Antibiotic Prophylaxis in
First Trimester Abortion, R.I. Medical Journal
67:499, 1984

Bellucci, M. and DiOrio, J. and Moubayed, S.: Uterine
Inversion Secondary to Placenta Accreta in a DES
Exposed Parturient, Journal of Reproductive
Medicine 32:236, 1987




l/.

Commonwealth of Massachusetts Board of Registration in Medicine W
Ten West Street, 3rd Floor, Boston, MA 02111 (61 7) 727-3086, ext. 320

Physician Registration Renewal Application

Before proceeding, piease read the instruction booklet.
* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.

The Board will charge a fee for each copy.

* Remit $250.00 for'renewal fee. * Return renewat application in GREEN envelope, #
* Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE enve[ope
£\ famm e e
I=ion = TE
Registration No.. %5592 Renewal Date: 04 /20/97 l JJ ’ ’ \V / /}
T. Activity Status: Active [ Retiring  (see instructions) i [g' wigg;, [ 19
(Check only one) [] Inactive *(see below) [J De not wish to renew : t 97
2. Other Name(s}, if any, under which you were licensed: Corrections (t%é or print)
s~ ey e e . e e .. {Other Name(s): —— R
3. A) 111 .
Mailing/Home Addres S: Mailing Address.
JOHN DIORTOD JR . M.D. Clty/'Fown State:
ST le - C;:u;n:y:r - T o
B) Business Address: Other Address:
1725 BROAD ST City/Town: State:
CRANSTON, RI 02905-2728 Zip: Country:
. : Home: ( )]
Home Phone: Business: ( )

T e e e ———— —~—

— -
— —_ v,

Business Phone: (401)467-6270 "
Date of Bith (M/D/Y): _ / /  Sex (M/F):

4. A) Qate of Birth: C) Sex: Lic. Issue Date M/D/Y): /[ / SS#:
B) Lic. Issue Date: g4 /08792 D)SS#: B
Fult Name of Medicat School:
5. A) Name of Medical School:

Albany Medical College of Union
Univergity -

B) Year Graduated: 75  C)Degree: Mp __|YearGraduated: ________ Degree (MD/DO):
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass.
Code(s)  Hours per Week in Mass. e < thRfecek
OBG 1 Obstetrics and Gynecology

If OS, Print Specialty:

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

Code: oG Code: . Code: Code:
8. Drug License Numbers, if any: -
A) Federal (DEA): ::de'_a' (DEA): —
B) Massachusetts: ass:
9. A) Other states where you are now licensed to practice
Abbr:  py e __ - — _ . |abbr: o
B) States where you previously were licensed to practlce
Abbr:  RI c¢T Abbr:

et AT, i e e i

— rarrmpnt

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

. — et -,



B e s LU P VU U Sl S NI S

)

i

-
&

PRINT NAME AND NUMBER: Last Name: L (o i o 5 Joha Registration Number:_7.5¢% $2.

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

Facility Code: ¢ § &7 V{AP) Facility Code:____ _ /_ (AP} Facility Code:__ _/__(Apj

Facility Code:______/_ (AP} Facility Code:____ /_(AP) Facility Code.____ / _(AP)

[£999, print name(s): 7L Soedirye( ! lrmens TuFoms 2T S Mian  ElHocgrval (Bovifence.
B. Additional health care facilities a1 which yau previously held privileges or with which you were associated in the past.awo (2) years, 3=
{See Tahle 3)

Facility Code:_____ Facility Code: ____°_ Facility Code: ____ __ Facility Code:______ Facility Code:____

If 999, write Name(s): .

(1. My medical malpractice insurance is covered by a) X Insurance Carrier  ___ bj Letter of Credit d’JOhr,y‘J.f

Name of Insurer: Meda cai pf‘aﬂ'-cﬁ—""f« CGW_QA‘N\-{ Forr w‘?""‘ :J'—‘ud"t"‘*q- C0G673¥
/ vy

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

Iam (check one) a) Not involved in direct/indirect patient care in Massachusetts b} Otherwise exempt i

Please explain exemption:

i2. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? {check one) O Yes B No
13. A. What is your principal work setting? (See Table 4) { 5 ‘ )

B. Care of patients in Massachusetts (see instruction booklet).
' t
1) Average weekly hours involved in: a) outpatient carc 'O nrsiwk b} inpatient care ' €O hrs/wk

2) What is the approximatc percentage of your patient care hours in primary care ?_ 50 %

PART A

uestions 14 throuph 22 refer to the past two (2) vears only. Check either YES or NO (NOT N/A) to each guestion. Provide
details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional information and

definitions,

IN THE PAST TWO (2) YEARS: " {YES No
14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally settled or
adjudicated, whether or not a lawsuit was filed in celation 1o the claim?

15. CLAIMS RESOLVED: Has any medical matpractice claim that has been made against you been settled, adjudicated, or
otherwise resolved, whether or no? a lawsuit was filed in relation 1o the claim?

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

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

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

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

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

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

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

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

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

. Signature (J)MWU o . Date: 2/ 21 197

= e o e e e e e i —




Commonwealth of Massachusetts Board of Registration in Medicine
o Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

Regisuation No. Stams Fee Renewal Dale  Late Fee
TEEQD ACTIVE $50.00 o4 /00792 52500 Coriection of Mailing Address
Malling Address: Address (Mailing):
JOHN DIORIO JR , M.D.
City/Town:
State:
Country:

e
psS e ——

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

|

« Faliure to renew in & thnely manner will cause your Heense to lapse and may affect your
ability to practice medicine in the Commouwealth. (See enclosed letter).

« Add late fee If necessary.

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

» See instructions on detachable coupon et bottom of this page.

Pre-Printed Information Corrections of Pre-Printed Information
1. (ther name(s), if any, under which you were licensed:
Name:

2. Business Address: éfld;‘r‘:‘f )

1725~ BROAD"STREET -~~~ — - St o T —

CRANSTON, RI 02905 Country: P
3. Date of Birth: Sex: Date of Bisth MD/Y):  —fmsde  Sex (MFY:

Lic.Issue Date: g /0g /92 SS#: Lic. Issue Date MDNY): oo £ S8 ol

. Home: ( ) Business: ( )
(401)467-6270 Full Name of Medical Schook:

4. Name of Medical Schook

Albany Medical College of Unieon

University Year Graduated: Degree (MD/DO):

Year Graduated: 75 Degree: MD

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

6. Specialty Code(s) (See Table 1): Code Hous per Week in Mess.
Code  Houwrs per Week in Mags. v ——— Zc [l -]

If OS, print specialty:

OBG 1 Obstetrics and Gynecology

7. If you are curently Americen Specialty Board certified, enter codes: (Sez Table 2)
Code: @ Code: Code: Code: __
8. Drug license number(s), if any: 1) Federal (DEA) Federal (DEA), -
b) Massachusetts Mess:
s wbag 4 L S AN
9. Activity Status: T am applying to be registered with the following staus: X INACTIVE __

* Ihereby certify that If requesting Inactive status, I will not practice medicine, Including writing prescriptions, in Massachugetts,

~




PRINT NAME AND NUMBER: Physician Last Name: “Digrie Registration Number: 15¢ 2 Z.

10. 2) Current health care facility(ies) at which you have completed the credentialing process for the provision of patient care. Supply ,um
codes from Table 3 anc place a check mark next w those facilities where you have admitting privileges (AP).
Facility Code: oy s e [ e (AP)  Facility Code! mmu wer amem | amew (AP) Facility Code. pr s e / e (AP}

Facility Code: — e e/ —— (AP)  Facility Code: e . ___ / . (AP) Facility Code: —— . e / — (AP)
1 999, print name(s): Wbnen s oo Fowrs }{a_@mt. irian h]a.cprm. Rheds Toland Naspwar,  (bes Providemce E:

b} Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.

(See Table 3)
Facility Code: . . ——  Facility Code; — o . Facility Codes Facility Code: —_ . ... Facility Code: ___ ___ ___

If 999, write name(s):
11. My medical malpractice insurance is covered by (a) Insurance Carrier X _ (b) Letter of Credit o— If ljcable. check one.
List Insurer: 'ﬂE‘ ied: eas FhoTeer.ve Cnﬂ%«-v ot orr (Lhwv_g puy
Aliernatively, indicate as follows: 1 am registering with ACTIVE status, but | am not covered by medical malpractics insurance because I am
{Check One): (i) Notinvolved in direct/indirect patient care in Messachusells;  ——ee (ii) Otherwise exernpt;

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

13. 8) What is your principal work setting? (See Table 4) __/_ & _
b) Care of patients in Massachusentis (See instruction booklet.)
i) How many hours per typical week are you currently involved in ouspatient care in Mass? -2 hrs/wk
ii) How many hours per typical week are you currently involved in inpatient care in Mass? 2. hrsiwk
¢) Approximaiely what percentage of your patient care hours are in primary care?
(See instructions for definition of primary care.) 75 %,
Questions 14 through 24 refer to the past two years only. Check exther YES or NO (NOT N/A) to eenh quesnon Provide details on
Forms R-1 and R-2 for all YES answers. Reg ] g ¢

[_IN THE PAST TWO YEARS: | YES No
14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been finally seitled or .
edjudicated, whether or not a lawsuit was filed In relation 10 the CHIMT ........ccoeervrecireeee e mosssssessssossesssrers s
15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled, a.dju(hcaled or otherwise resolved,
whether or not a Jawsnit was filed in relation to the claim? ............
16. Has any lawsuit, other than a medical malpractice suit, which is related to your cmnpemncy 1o practme medicine, or your pm-
fessional conduct in the practice of medicine, been filed against you by a patient, or been setled, adjudicated or otherwise
TESOIVEAT oottt arr s s aress et e e e e Re b Shdmie e tr et Fb 1t boeenmnner s se s s revar e .
17. Have you been charged wnh any criminal offense, other than a minor waffic violation?.......
18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional society or association?
19. Has your privilege w possess, dispense or prescnbr. controlled substances been surrendered to or suspended, revoked, demed
or restricted by any state or federal agency? ..
20. Have you withdrawn an spplication for & medlcal license or bem demed a medical license for any reason? .....ecvvueemnvernenens -
21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, limited or lerminated your insurance coverage in response to an inquiry by 2 pmfesszonal
lisbility insurance PrOVIGET? ........cooeconorioresemmmmssessssensesssssassanses
22. Have you been diagnosed with or do  you havc a madical condition Which lunus or unpaurs your ability to pracuce med:cme" - e
23. Have you engaged in the use of any chemical snbstancc(s) which in nny way interfered with your ability 1o practice? ... -
24. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason other than a medical
COMAIHONT oeuereeiinriecstte it iusasas e reasacas e ss ot eacsasssasea bas 20 bess sarEasss s e A e s e seeeret e mee e 082210 o ottt eeeeee e e o8 b et s eeseeeeeeses
25. I'have completed my CME requirements in the two years prwedmg my n:newal date: Yes .- No, waiver requested
No, wraining program exemption (see instruction booklet),
If requesting a waiver you must fill out & separate Weiver Form. The waiver must be granted by the Board before your License will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
* Pursuant to G.L. c. 112, sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.
* Purspant to G.L. c. 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and bellef,
I bave filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies

even if you reside out-of-state or out of the United States.
+ Pursuant to G.L. c. 112, sec. 1A, I hereby certify that I will fulfill my obligation to report abuse or neglect of children as required by

G.L. ¢, 119, sec. SIA.
* I hereby certify under the palns and penaties of perjury that all information on this form and Forms R-1 and R-2'fs true.

Signanure: %%‘G -U}C] NS Tyt Date: = !9 ‘4,0’




Commonweaith of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Fioor, Boston, Massachusetts 02111
1993-1995 Physician Registration Renewal Application

Registration No. Status Fee Renewal Date Late Fee , i
75692 ACTIVE $250.00 04/20/93 $25.00 - Correction of Malling Address:
Malling Address: Address (Mailing):
R 1- L] L]
JOHN DIORIC JR » Ma.D CityTTown:
- State:

Country Code (See Table 1):

Directions: Staple check to bottom of form. Add late fee if necessary.
* Questions 1-8 include information from Board files. Please correct as necessary in the boxes
provided on the right hand side of the page,
« Before proceeding, please read the instruction booklet. Some guestions are optional.
* Make 2 copy of this form and all attachments for your own records - you will need copies
for credentialing and other purposes. The Board will charge a fee for each copy it provides.
+ Enclose the $250.00 renewal fee by means of a certified check, money order or persona! check mad

e
==

payable to the Commonwealth of Massachusetts. -

Pre-Printed information Corrections of Pre-Printed Informatlon

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

. Address (Home):
. &) Address (H :

2 a-) (Home) City/Town:

State: Zip:

Country Code: e . If 999 print Country:
Address (Business). __ (123 Brsdd ST
City/Town: C R AN Tond &L o905

b} Address (Business):

(725 Broad STredT Country Code: _ If 999 print Country:
s U RANETON f?;c'oaﬁo{ .
. MM 5. oy <A USRI | U W
. Daie of Bitth (MDY}  emdadeee. Sex (M/F):
3. Date of Birth: Sex: M . ) . -

Lic.Issus Date: 04 /08/52 sS4 Lie. Issue Dawe (MDY Ll SS#:
Telephone Number: Telephone Number.

i ' Home: () Business: ()
Home

(401)467-0270 Full Name of Medical School:

4. Name of Medical School: .
Aloany Medical Cotlece of Union

University Year Graduated: ) Degree (MD/DO):
Year Graduated: 73 Degree: MD
Q adrd
. 5. ) Cther states where you are now licensed to practice (Abby), 81 _, Cownsl- Coronds - - -
b) States where you previcusly were licensed to practice (Abbr): R I, Con .
Code Hours per Week in Mass,
6. Specielty Code(s) (See Table 2): e B8 & <4
Code  Hours per Week in Mass. S
0 If OS, print specialty:
g
L, ® If you are cumrently American Specialty Board Cenified, enter Codes: (See Table 3) o
Code: ~—~ OG Code: Code: | - - Code:
b) If you previously were American Specialty Board cerified, but are no longer,
please enter codes of prior cenification: (See Table 3) . .
Code: Code: Code: Code S
8. Drug License Number(s), if any:  a) Federsl (DEA) Federal (DEA): _
b) State (MA) State (MA):

9. Thave completed my CME requirements in the two years preceding my renewal date:  Yes oS No, waiver requested e
You must fill out & separate Waiver Form. The waiver must be granted by the Board before your license will be renewed. See instructions for
CME requirements. Do not submit documentation of your CMEs with your renewal spplication. Staple Check Here I




PRINT NAME AND NUMBER: Physician Last Name: j) {onio Registration Number: Zfé g2

10. Activity Status: I am applying to be registered with the following staws: Active _X.. Inactive ___
« Ihereby certlfy that If requesting Inactive status, I will not practice medicine, inciuding writing prescriptions; In Massachusetts.

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER Aor (b) LETTER OF CREDIT___ If appEcable, check one.
List Insurer: Rﬁ_ﬂ& 3:—5\444’ mm Jug
Aliernatively, indicate as follows: 1 sm registering with ACTIVE status, but I am not covered by medical malpractice insurance because I am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS: . (ii) OTHERWISE EXE.MPT' —
(State how otherwise exempt):
12. Curvent Health Care Facility Affiliations. Supply the codes from Table 4 and place a check mark next to those facilitics where you have

admitting privileges (AP).
Facility Code: . —. . / —(AP) FaciliyCodei . ____ / __(AP) Facility Codt: e e / o (AP)

Facility Code: . e o / —— (AP)  Facility Code! e e e /| — (AP) Facility Code: o e o / e (AP)

If 999, pﬁmnmé(s)- _Wewnem vIu(:am: h&p Miaian H_o;a o Rhochs T3 {owd jjéap_ ( Peor. R

Additional hospitals a1 which you prekusly held pnwlegcs and other health care facxhucs with which you were associsted in the past 2 years.

~ =~ (SecTabled)- -—: ~— e e e et g e

Fecility Code: .Q__!ﬁ_‘/_ Facility Code: . . Facility Code: ... . Facility Code: oo . Facility Code: o o ___

If 999, write name(s):
13. Are you currenily in a post-graduate training program in MA as a resident or clinical fellow? Yes No..__>_<,T (Check one}

14. a) What is your principal work setting? (See Table 5) {5

b) Care of patients in Massachusetts (MA) (See instruction booklet.)
i} How many hours per typical week are you currently involved in outpatient care in MA? . hrs/wk in MA
ii) How many hours per rypical week are you currently involved in inpatiens care in MA? L4 hesfekinMA

Questions 15 through 23 refer to the past two vears only, Checlc mhe.r YES or NG (NOT NJA) w0 each quesunn.
Provide details on Form 15A for all YES answers. ’ < . i )

[ Past rwo vaass) S

15. Has smy medical malpractice claim been made against you, whether or not a Jawsnit was filed in relation to the claim? ........
16. Have you been charged with anty criminal offense, other than a minor traffic violation? S OO

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

18. Hes your privilege 1o possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
or restricted by any state or federal agency? ... “ PebRa AN s e R R RS Y 4 b

19. Have you withdrawn an application for e medical license or been denjed a medical license for any 162s0n? ......cveersssenersnes
20. Have you had any mental iliness which has impaired your ability to pra::ﬁcc“medicine ot to function as a student of me‘&ici::e?
21. Have you had an orgaric iliness which has impaired your ability 1o practice medicine or 1o function as a student of medicine?

22. Are you now, or have you been in the past two years, dependent upon alcohol or drugs? ..o
23. Hes eny professional liability insurance provider restricted, limited, terminated or imposed 2 surcharge on your oovcn‘ge? ......

v

¢
+ Pursuant to G.L. c. 112, sec. 2, 1 will not charge to or collect from a Medicare bemﬂdarymorethantheMadkammmhlecbngﬁ.

+ Pursuant to G.L. c. 62C, sec. 49A, I hereby certify under the penalties of perjury that, to the best of my Imowledgt and belief, I luwe
filed all Massachusetts state tax returns and pald ali Massachuse(ts state taxes that are required under law. NOTE: This applies even if you

reside out-of-state or out of the country.

+ T hereby certify that [ will fulfill my ohligation to report abuse or neglect of children pursuant to G.L. c. 119, sec. 51A,

+ I hereby certify under the penalties of perjury that all information on this form and Form I5A Is true.

Signature: ?g)‘kk)”é’/ m - Dare: <9\£ 6‘ ?5

It
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Masgachusetts Board of Registration
Physician Profile

JOEN DICRIC JR, MD

e

C
ks =)
This Progil not availhble for public release until 2I'Tffi////f
/

I. Physic Information
The information in sections I - V has been provided 5Zpﬂs
br. DIORIO has been fully licensed in Magsachusett ,rU
Accepting new patients? Yes hecepts
Primary work getting: Private Office
Business address: 1725 BROAD ST

CRANSTON, RI 02905-2728
Phone: 401-467-6270 /
Translation services available: -z 36}41\”‘5 h.
Ingurance Plane Accepted Hogpital
BCBS (Indemnity) Out of 8i
Aetna -
John Hancock {State)
UNITED HEALTHCARER
HARVARD PILGRIM HEALTHCARER cls i
OTHER PLANS — jea/fh More Bloe lip L
LS. HeaithCost
II. Education & Training
Medical School: . <Albany Medical College of Uni \//
Graduation Date: 1975
Post Graduvate .Training: . .
07/01/75 - 06/30/79 RHODE ISLAND HOSPITAL / Lirmew + Tarkesss Mospiral - B.Sfﬁffééﬁ;:»cy
III. Specialty
Obstetrics and Gymecology
ABME Board Certified: Board of Obstetrics and Gynacology
IV. Honora and Awards *
WOMEN & INPANTS HOSPITAL ORB-GYN RESIDENT TEACHING
AWARD IN SURGERY 1982,1984,1986,1996. B . o
GRAD ALBANY MED CUM LAUDE, PHARMACOLOGY AWARD,
AED-NAT'L PREMED HONOR SOCIETY.
AOA-NAT'L MRDICAN BHONOR SOCIETY.
CLINICAL ASSISTANT PROF BROWN MEDICAL SCHOOL.
V. Professional Publications

UTERINE INVERSION SECONDARY TC PLACENTA ACCRETA IN
A DES EXPOSED PARTURIENT,J OF REPRODUCTIVE MEDICT

NE,1587.

SHORT-COURSE ANTIBIOTIC PROPHYLAXIS IN FIRST TRIME
S8TER ABORTION,RI MED JOURNAL,1984.

ADULT RESPIRATORY DISTRESS SYNDROME OCCURING APTER
"THERAPY WITH DIAZ0XIDE BETAMHTHASONE FOR PREMATUR
E LABOR-A CASBE REPORT,RI MED JOURNAL,1982. :
HEMANGIOMA OF OVARY IN PREGNANCY-A CASE REPORT, J
OF REPRODUCTIVE MEDICINE,1980.
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THE COMMONWEALTH OF MASSACHUSEYTS
/ BOARD OF REGISTRATION IN MEDICINE

At AP e

~ l‘ e
> I N | -
Filed: —-L’ib_bl l For Office Use Application #
Bv: . .
Cenificate M__ Daie of Issye %
3 7—1

Form of Fec: _
SWORN STATEMENT
Date: [/'///9 ‘Z g/

Please Print

Pre-Medical Education

YR —
ﬁ) \ Name Je k“ —— 1000 J-f' Address’ e P,
’{ Firse Mkt Lust
Date of Binh __ i . N
o~ Place of Birth —?j!f: denee . 1, Address valid from: (Dates) /405_1_“_/ 28
o —— — 40\
':; Name on Birth Certificate sjﬂ_k_‘\_..bia Pla_Jf Phone # _DAY: 44~ (o270 HOME:
o Medical Education

school _AABANY Medical Calleae N Y
003

School TCovi Aenc g Colle.%e. €.
~ Years Auendcd.__lﬂ_‘o.l:‘ 19 4 et Years Attended / ?7/' / 97;

Postgraduate Education (3 noapital. Appointuents t‘m

VS SRS VS S

4

.=l 7 By

g graduation £

o- .:; Place Pogsition Dates

L o

L. Rhede Trlamd Hosgiral Medieal ThTern /15 »_&fbe/76
omen » “To $ants (BRW.RE)  OBCYN Regrdent /76 N afse /79

ll.ihhmwﬂemd [!d If appiicable, planse list all ckher siates whare you are or have basa [ioensed:

Bhods Tsland

Other names under which you have been licensed: nene
List Specialty Roards by which you are certified: ._l?'_‘“"' can B‘i‘! af Ow‘\) ( /9 ff)

REASON APPLYING FOR A MASS. LICENSE: %'{0!‘"‘““‘.. d+ Conlu (A .4¢T|’Vo'9l
J

Ar f-#Agc hbsp. arToekeT Miags.

Change of address must be submitted to the Board of Registration in Medicine
Please include effective dates of new address.

*NOTE:
in writing.

AFFADAVIT OF APPLICANT:
1, the undersigned applicant, hereby certify that all information included in thie

application for licensure constitutes a2 true statement made under penalty of perjury.

_QJ /MHB dm}v“j Date::/_/_f!f_zl
(SIGNATURE.®F APPLICANT)
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- Commonwealth of Massachusetts
' Board of Registration in Medicine FORM &

i Ten West Street
\'j, Boston, Massachusetts 02111

'
-

- | (617) 727-3086
R £ T
ALEXANDER F. FLEMING An Agency within the Executive Office of Consumer Affairs and Business Regulation

EXECUTIVE DIAECTOR

- - e i e M g, r S o vt e o s e LT S .o

VERIFICATION OF PREMEDICAL AND MEDICAL INSTRUCTION AND GRADUATION
INSTRUCTIONS TO TEE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

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

I CERTIFY THAT Johw Dierie T, MD . CREDITABLY
NAME OF APPLICANT

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

Providence College, Providence, Rhode Island
NAME AND LOCATION OF UNDERGRADUATE EDUCATIONAL INSTITUTION

NAME AND LOCATION OF SECOND UNDERGRADUATE INSTITUTION (IF APPLICABLE}

for admission to: ALBANY MEDICAL COLLEGE 3
: NAME - OF MEDICAL SCHOOIL
Albany New York USA

LOCATION OF MEDICAL SCHOOL (CITY, STATE, COUNTRY)

John DiOrio, Jr.
NAME OF APPLICANT

I FURTHER CERTIFY THAT

HAS COMPLETED AND ATTENDED FOR 4 ACADEMIC YEARS OF INSTRUCTION,
NUMBER

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

AT:____ ALBANY MEDICAL COLLEGE _ L R {
NAME OF MEDICAL SCHOO. S \":ﬁg,‘@‘jwﬁl

FORM E CONTINUED ON NEXT Pkﬁq:
IR 1 -




-
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DINESH PATEL, M.D.

CHAIRMAM

ALEXANDER F. FLEMING
EXECUTIVE DIRECTOR

FORM E, CONT'D.

Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street

Boston, Massachusetts 02111

(617) 727-3086

An Agency within the Executive Oice of Consumer Affairs and Business Regutation

NAME OF APPLICANT:

TO MEDICAL SCHOOL:
including month, day
the number of weeks,

FROM:

FROM:

FROM:

FROM:

FROM:

FROM:

Cj: Iln )tor?d q_l‘

my.

(Give exact dates cof instruction,
of month and year for each year to show
excluding vacations, in each year.)

09/08/71 TO: 06/02/72

DAY YEAR  MONTH DAY YEAR
09/07/72 TO: 06/01/73

DAY YEAR MONTH DAY YEAR
09/04/73 TO: 08/02/74

CAY YEAR MONTH DAY YEAR
08/03/74 TO: 05717425

DAY YEAR MONTH DAY YEAR

TO:
DAY YEAR MONTH DAY YEAR
i TO: o -
DAY YEAR MONTH DAY YEAR

AND HAS RECEIVED/WILL RECEIVE A DEGREE OF Doctor of Medicine

ON

May 22

12 75

ity

S

NATURE QF DEAN OR DESIGNATED OFFICIAL

Richard K. Edmonds, Ph.D., Executive Associate Dean

NAME AND TITLE (Please type or print)

DATE :

12/17/91

NN
L df él,‘&g

l"';'
R}




A

RECEIvED
NOV 22 1991

RETURN T0O: BOARD OF REGISTRATION IN MEDICINE BOARD O
TEN WEST STREET, THIRD FLOOA LCENSURE 3 LTI
BOSTON, MASSACKUSETTS 0211

VERAIFICATION OF LICENSURE

n applying for a ficense (o practice medicine in the Commonweaith of Massachusens, the Board of

pistration in Medicine requires that this form be compilated by each state wheve { hold or have sver heid licensurs,
Thiz is your authority 10 release any information in your files, tavorabile or otherwise. Pleage send fis form directly to the
8oard at the abave address. Your early response is greatly appreciated,

SIGNATURE OF PHYSICIAN®: 04... Drané P> .
NAME OF PHYSICIAN: %Tp/m Didrie Jr ucense numsen: 5/33@

The State Board filla out the fallowing information:

wwmqm:ﬁél'_&__ By Your State Board's Writlen Exmmination? __ Yoo __ Wo

ts Ucenss current? .Z"' — _No
e, why not?_ /) /)
Hoa this Licenss been suspended o revaked? __Ye }(m

¥ yoo, why? njn

Han Noenses evar baen on probation? __ Ve )J_no
H you, why? )')/ﬂ

Haa Boanses sver Desn frequestad 10 appesr befors your Board? You kﬂo

ttyes, whyt_1)/A
Osrogatory tetormation, i any?_£)/K)

Comments,  any? n./ﬂ 7
s‘ﬂﬂd.r;: :'a'“ %" —

BOARD SEAL e o . _j[— M

“NOTE TO APPLICANT: Mast states charge a fee for this senvice. We suggest that you call tha differant states in which
you #re licensed Defore you mai this form., !




| CURRICULUK VITAE:

JOHK DiORIO JR,, M.D.

DATE OF, BIRTH:
3L
FLACE OF BIRTH:

t
SOCIAL/FAMILY STATUS:

i
i
HOME ADDRESS:

SPECIALTY ;
s

BOARD CERTIFICATION:
|

* EDUCATIOR:

I

|
POSTGRADUATE
MEDICAL TRAINIRG:

|
CURRENT PROFESSIONAL
STATUS:

TEACHING
APPOINTMENTS :
|

PROFESSIONAL
MEMBERSHIPS:

i
!
{
|

PROFESSIONAL
LICENSURE:

Providence, Rhode Island

Married
Wife -
Children -

Obstetrics & Gynecology
Obstretics & Gynecology Date: 1981

High School - LaSalle Academy, Providence, RI 1967
College - Providence College, Providence, RI 1971
B.S, in Blology Magna Cum Laude
Medical School - Albany Medical College of Albany, NY

M.D. Cum Laude 1975

Intern in Medicine; Rhode Island Hospital 7/75 -~ 6/76
Resident in Obstretics & Gynecology; Rhode Island Hospital &
Women & Infants Hospital of RI 7/76 - 6/79

Solo Practice: Gynecology
1725 Broad Street
Cranston, Rhode Island 02905

Clinical Assistant Professor of Brown University
Medical School 1979 to present

Senior Clinical Instructor of Tufts University

School of Medicine 1979 to present

Alpha Epsilon Delta - National Premedical Honor Society
Alpha Omega Alpha - National Medical Honor Society
Fellow - American College of Obstretics & Gynecology
Providence Medical Soclety

Rhode Island Medical Socilety

American Medical Association

American Fertility Society

Rhode Island M.D. 5123 Date: 1977




CURRICULUKE VITAE:

HOSPITAL
AFFILIATIONS:

PROFESSIONAL
PUBLICATIONS:

AWARDS:

JOHE DiORIO, JE., M.D. PAGE 2

Women & Infants Hospital, Providence, RI
Miriam Hospital, Providence, RI
Rhode Island Hospital, Providence, RI

biOrio, J. and Lowe, L.: Hemangioma of the Ovary
in Pregnancy - A Case Report, Journal of Reproductive

Medicine 24:232, 1980

Di0rio, J.: Adult Respiratory Distress Syndrome
Occuring After Therapy with Diazoxide Betamethasone
for Premature Labor - A Case Report, R.I. Medical
Journal 65:275, 1982

DiOrio, J.: Short-Course Antibiotic Prophylaxis in
First Trimester Abortion, R.I. Medical Journal
67:499, 1984

I

Belluced, M. and DiOrio, J. and Moubayed, 5.: Uterine
Inversion Secondary to Placenta Accreta in a -DES
Exposed Parturient, Journal of Reproductive Medicine

32:236, 1987

Teaching

Women & Infants Hospital: OB/GYN Residents Teaching
Award in Surgery 1982 - }9%84 -~ 1985 - 1988
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BOARD OF REGISTRATION IN MEDICINE SEE REVERSE SIDE
) 1 YOU ARE REQUIRED TO COMPLETE THRE QUES-

TEN WEST STREET 80C. SEC. ti !
, TIONS BELOW AND ON THE REVERSE SIDEOF THIS
BOSTON, MASSACHUSETTS 02111 LT L . N . ?%ﬁéc‘ﬁ'%%r (?ESE) THE ENCLOSED INSTRUGC-
Tl . FOR AILS,
HENEW?L ?PP;ICATION R IF YOU ANSWERED “YES" TO QUESTIONS 15
087-1989 THROUGH 24, YOU MUST CHECK THIS BOX:
PLEASE USE THE ENCLOSED RETURN ENVELOPE
LICENSE NUMBER PAY THIS DATE T0 BE RENEWED
FEE LATE FEE THIS APPLICATION MUST BE SIGNED
CooE TEE REGISTRATION NO. AMOUNT ¥0 [ oA | A NOTE! AND RETURNED WITH A $100 PAY-
MENT. A CERTIFIED cnl-fE%:x '%r; uggﬂ
MD 1 42422 $100 | 100 | o3| 2887 CHECKS ARE AGCEPTABLE ™
Q 7 PAYASLE TO:
e COMMONWEALTH OF :
P MASSACHUSETTS
JOHN D DIORIO . TEN WEST STREET, 2nd FLOOR
. _:“ y N BOSTON, MASSACHLISETTS 02111
I 2 PLEASE PRINT ANY NAME OR ADDRESS
o %0 > CHANGES BELOW
A A")
AN >
. \ %“ Ar
VT \I -y
Vv ._- .
YOU MUST READ THE INSTRUCTIONS ENCLOSED WITH THIS FORII\TP:ANSWER QUESTIONS 1-25.
e T e S e At AN R - TR i ——— e —— - . e + s - f—_
1, Print Namae: lobhn D, Diaorio N 2. Date of Binth; . e
el MONTH oar YEAR
3. Madical Scnoo:. NYU Mo [x] 007 ] (Creck One)
4. Country where Medical School located: usa 5. Date of Graduation: 6/76

&. American Specialty Board Certified? {Check if yas.)
Which Boards? Internal Medicine

7. Principai Specialty (les): 8. Principal work setting; Prlvate/Famj'ly Practice

10. Principal business address: 024 Main Street
Brockton, MA 02401

11. List all hospltals at which you have currently effective privilages: MWM%

12. List all hospitals at which you have held privileges in the past 20 vears: e_as above

13. States other than Massachuseits in which you ena presently licensed o practice: n/a

8. Home address: -

14. List any other states whare you were previously licansed to practice: n/a

YE$ NO

15. Has any medical malpractice claim been made against you in the last ten years {whather or not a lawsuit was filed In relation 1o the claim)?

16. Have you, at any tims, been a defendant in any eritninal proceeding other then minor tratfic offenses?

17. Are any formal diaciplinery charges panding or has any disciplinary action been taken against you In the fast ten years, by any governmental
autharily, by any hospital or health care facility, or by any prolessional medical association (international, national, state or local)? B

18, Hes your privilege 10 possess, dispense of prascribe controlied subSances ever Dosn suspended, rovoked, denied, restricted, surrendered,

of have you !geen callad befora or warned by this state or any other jurisdiction including a federal agency, at any lime? B §

19. Have you ever withdrawn an application for medical licensure or been denied a maedicat license for any reason?

20. Hava you ever had any mental iliness which has impaired your ability to practice medicine or to function as a student of medicing?

21, Have you evér had an organic iliness which has kmpaired your ability fo practice medicine or to function as a student of medicine?

22. Are you now, or have you besn In the pest, dependeni upon alcohol or drugs?

23. Hava you ever, for any reason, lost American Specialty Board Certification?

24, Heve you been denied recertification by one or more speciaily boards?
I{ yes, which one(s)? — S P

25. 1 have completad my C.M.E. requirements In the two years ending on the renewal date as follows: JORE ﬁl i 100 CME- CW /7L /W

26. | am an a:liveE inactive D practitioner. {Check One.) /ﬂﬁ‘é/::‘r f ‘ﬂ M&‘?‘ ’fa}/”‘/j F 474 3/ z ‘7’5_7

P HEREBY CEATIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE.
PURSUANT TO CHAPTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORB-THAN THE MEDICARE REASON-

ABLE CHARGE FOR MY SERVICES,
PUURSUANT TO M.G.L. c. 62C, § 49A, | CERTIEY UNDER THE PENALTIES OF PERJURY THAT i, TOMY BES DGE

-

RETURNS AND PAID ALL STATE TAXES RECUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU RESPDE

{So0 Reverse Slde)



CDMMOWEALTH OF MAS USEYTS B0ARD OF REGISTRATION IN MEDICINE SUPPLEMENT TO APPLICATION FOR LICENSE

- T AN
TO BE COMPLE%@( ASE TYPE OR PRINT,
NAME:  Jleh vo ; “\Day fims phone ¢: 49/ 4471 ¢ AT 0
b

__ Businese Address; (725 Broad Srnecr
CRansTen RI. Hn0ps

IMPORYANT O'l'E I¥Tegulations, 243 CMR 3.02, daﬂne “disciplinary tcﬂon as reforred fo in tha questions on this application. Pleass consult
this definition, wmch follgé(p is portion of the application.
YES NQ
1. Has any medical malpractice claim been made against you In the last ten years (whether or not a lawsuit
was filed in relation to the claim)? (You must complats Form 1B, attached, for each ciaim}
2. Have you evar besn denied the righit to participats or snroll in any system whereby a third party pays all or
part of & patient's bill?
3. Have you aver appiiad for licensure or to sit for an examination or taken an examination undsr a different name?
H g0, previous name:
4. Have you sver been denied the privilege of taking or finishing an examination or been socused of cheating and/or
improper conduct during an examination or otherwise been subject 10 any disciptinary action (see definition)
at an academic Institution since your maticufation in coliege?
5. Have you evar failed any ot the foliowing examinations: the FLEX examination, any state Board sxamination, failed Par Iil of the
National Boards o7 failed to gain certification from the National Board of Medical Examingre?
6. Have you ever fallad a foreign censing or certification examination?
7. Hava you ever besn denied a medical licenss, whether fl, limited or temporary, for any reagon?
8. Have you ever had staff privileges, empioymant or sppointmant in & hospital or other heaith care institution
denied, suspended or revoked, of resigned from a medical ataff in lieu of disciplinary action (see definition)?
9. Are any formal disciplinary charges pending or has any disciplinary sction (ses definition) been taken ageinst you in the
last tan ysars by any governmenta! authority, by any hospitat or health care facifity, or by eny professionat
madical association (international, national, state or locar)?
10. Have you ever voluntasily surrendered a ficenss 1o practice medicine ar any healing arnt?
11. Mave you ever withdrawn an application for medical licensure, hospita! privileges or appointment, for any reason?
12, Have you ever, for any reasor, lost Amarican Speclalty Board Cenification?
13. Have you been denisd requited reoertification by one or more specialty boards? K yes, which one(s)?

14. Have you, at any time, been a dafendant in any criminal procesding other than minor traffic offenses?
15. Has your privilsge to possess, dispense or prescribe controliad substances ever been suspended, revoked, denied,
restrictad or surrendered, or have you been called before or warned by thiz state or any other
jurisdiction Including a tederal agency at any time?
16. Have you evar had any emotional disturbance or mantal illness which has impaired your ability to practice medicine
or to function as a student of meditine?
17. Have you evar had an organic ilinest which has impaired your ability to practios medicine or to function as a student of medicine?
18. Are you now, or have you baen in the past, dependent upon alcohol or drugs?
19. Have you evear held a license in Massachusetts or any other state o1 country? i yes, iist other jurisdictions.

20. Have you ever baen onrollmn- Q residenty training program(s) that you did not complete?
“IMPORTANT: SEE FOLLOWING PAGES FOR FURTHER INFORMATION REQUIRED FOR "YES® ANSWERS.*

NOTE ON QUESTIONS 16-18: The harm that befalls physicians and patients aiike when impairment goes undetectsd and untreated
by the medical profession is devasiating. The Board wants impairad physicians treated in the early stages of impairment
before irraparable harm to the physician or patient occurs,

IF RESPONSES TO QUESTIONS CHANGE DURING THE TIME THE APPLICATION IS PENDING, THE APPLICANT MUST MAKE THE BOARD AWARE OF THE
NEW INFORMATION,

bwill read the Board's regulations. 243 CMA 1.00 through 3.00. To the best of my knowledge | meet the qualifications for full licensura in Massachusetts,
I certify thot 1 will fullill my ebligation to report sbuse or neglect of children pursuant to M.G.L.c.119 sec 51A.
! hareby certily under the penalty of perjury that all information on this application, {front, back, and all attachments) is true.

SIGNATURE: //-hm}'dﬂd'}l VLD DATE: ///9‘ / (-4




Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617) 654-9810 http:/iwww.massmedboard.org

Physician Registration Renewal Application

Before proceeding, please read the instruction bookler. Copy this form and all attachments for yopr own records; you will

need copies for credentialing and other purpeses. This completed renewal form with attachments must be returned in the
green envelope at least 4 weeks before your renewal date.

*Remit $400.00 for renewal fee (non-refundable). * Refurn renewal application in GREEN envelope,
+Add late fee of $25,00. if necessary, * Enclose check with coupon in BLUE envelope.

Please review carefully the following information Jor accuracy and completeness. Make any corrections or
alterations as required. All questions must be answered or your renewal will be delayed.

1. Current Statys: Active Registration No.75692 Renewal Date:04/20/2003
If you want to change your current status, please check one of the following boxes to indicate your new status: (Check only one)

[ Active [J Retiting (see instructions) (1 mactive (see instructions) [7J Do not wish to renew
Please make carrections (print)

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

A) Mailing/Business Address: [] OtherName(s) [ Name Change (enter name below)
3. JOHNDIORIC IR
iling Address:
ity/Town; State:
Zip: Country:
B) Home Address:
Business Address:
City/Town: State:
Zip: Country:
Business Telephone: ( )
Home Address:
City/Town: State:
Home Phone: Zip: Country: o
Bugi Ph Home Telephone:  ( D)
usiness Fhone: PLEASE NOTE: Only one address can be a P.O. box. The
401- Y61 (210 mailing address cannot be a P.O. Box,
4. a) Date of Birth: b} Sex: 7. Current American Board of Medical Specialties Certification (See Table 2)
M Code: Code:
c) 88#: u?'l?b
8.Drug License Numbers, if any:
5. a) Name of Medical School: a) Federal (DEA):

Albany Medical College of Union University b) Massachusetts:

b) Year Graduated; 1975 ©) DegreMD'
6. Specialty Code(s) (See Table 1)

9. a) Othex states where you are now licensed o practice {Abbr.)

Code(s) Hours per Week in Mass, b) States where you were préviously licensed (Abbr.)
OBG 0 Obstetrics and Gynecology e
0

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care, (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP),
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). __ No affiliations.

Facility Code: ____/ _ (AP)____ % FacilityCode:___/ _(AP)___ % Facility Code: ___ (AP %

Facility Code: _____/  (AP) % FacilityCode: ___ _/  (AP)__ % Facility Code: ¢/ (AP) %

(7999, print name(s): _sowmen « Tufarts Hosp Awet 2.7, Hosp)val _Prov. T
DG* 7 £/(%  Time % spemr




| Mpass 2
PRINT YOUR LAST NAME: | LD 400310 LICENSE NUMBER: 75692 P

11. My medical malpractice insu:amis covered by Insurance Carrier [ Letter of Credit

. A Mews v ot guts , —
Insurer’s name. {Required): Policy dates; From: J //Ap /0= Tod™ /e /oR
Alternatively, indicate as follows: Iam registering with Active status but I am not covered by medical malpractice insurance
because Tan: Check One: [[], Not involved in dirsct/indirect patient care in Massachusetts [] A government employee.

] Otherwise exempt Please explain exemption:

12, What is your principal work setting? (See Tahle 4) 5 If you are affiliated with a henlthcare facility or credentialed
for the provision of patient care|you must complete question #10 on page 1 and list your affiliations,

13. Care of patients in Massachusetts {see instruction booklet).
1) Average weekly hours involved in: A) inpatientcare _O  lrs/wk  B) outpatientcare O hrsiwk
2) What is the approximate percentage of your patient care hours in primary case? %

PART A - QUESTIONS REFER ONLY TQ THE PAST TWO (2) YEARS (SEE INSTRUCTIONS)

Questions 14 throngh zfer to the perjod since vou signed vour last renewal application. Check either YES or NO to eg
questfon, Provide details on Form R for all YES answers (excent guestion Refer to instryctions for additional information
: Questions |1 g ¢ DI 1L §: : y x g g

yg “ rrgne}zal

| - YES RO

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

15, CLAIMS (Resolved); Has any medical malpractice claim that has been made agajnst you been settled,
adjudicated, or otherwise resolved, whether or nota lawsulit was filed in relation to the claim?

16, Has any lawsuit, other than a mﬁical malpractice suit, which is related toyour compe;iqncy to practice medicine,
or your professional conduct in the practice of medicine, been ﬁled'\?gaixisi,;you or been jettled, adjudicated or
otherwise resolved? S . H M

17. Have you been charged with any criminal offense? - i Nl

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

19. Has your privilege to possess, dispense or prescribe controiled substances Bpex; suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency? K N -

20. Have you withdrawn an appficati?n for a medical license or been denied: mggﬁcarﬁéense for any reason?

21. Has any professiona] liability insurance provider restricted, limited, termi ’t:’.d, imposed a surcharge or
co-payment, or placed any condiﬁon related to professional competency or conduct on your coverage, or have
you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?

22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? § Yes (] No

|
] CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date,
CME EXEMPTION: : [ Inactive status | Residency/Fellowship training (See instructions).
See Instructions for CME waiver or exemptions. Do not submit documentation of your-CMEs with application.

*  Pursuant to G.L. ¢. 112, Sec A, I understand my obligations to report abuse or neglect of children under G.L. c. 119, Sec. 51A
and the punishment for failuze to comply.

o Pursuantto G.L. c. 112, Sec. 3, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount,

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

14.

I hereby certify under the penaltlm;o{ perjury that all information on this Renewal Application, Part B and Form R s true.

Signature: %D:(‘Wd)ﬁm Date: 2 _/ _2_ 7 Jzao 2)

il
YOU'MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATIO
Board Regulations require that you notify the Board., in w fing, of any change of address

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




- Massachusetts Physician Renewal Application

Physician Naml JOHN DIORIO JR License Neo.: 75692
PART A i
41) Current Status:| ! Active Renewal Due Date: 03/23/2005 Birth Date:

3 Active

If you want 10 change your current status,
(Check onlf one). (See Renewal Instructions, page 3.)

please check one of the following boxes to

[ Retiring L1 inactive

indicate your new status;

[ Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes,

if necessary. You are

required to notify the Board of Registration in Medicine within 30 da

ys of any change of address. Home and

Business addresses:CANNOT be a Post Office Box.
|

Please make covrections (print)

Ji 28) MAILING|ADDRESS |
Mailing Address:
: [ E @ i'z N Cf@yfT State:
‘ | le. ?}\ﬂ { Country:
Check here 1o change this addres:
"2b) I?OME AljDRES; FEB 4 25 ;._,.1}
: Holne Address;
J . ; ﬂecﬂarni:i;j ! “ﬂm iplg;tyfro " State:
\ Tz Country:
Phone: i Home Telephone: ()
: [3 Cheek herlie fo change this address Home address cannot be a Post Office Box
21)7123?:11{\33:?) g,? ;);Eﬁss Business Address:

CRANSTON] RI 02905-2728 City/Town! State;
! l Zip: Country:

Phone: (401) 4 67-6270 ‘ Business Telephone: ( )

1 Check her? to change this address

Business address cannot be a Post Office Box

. 3) E-mail Address:

4) Fax Number: 4ot Yb| 13%0
5) Specinlties (See} Renewal Instructions, page 4,) Delete? Additional specialties:
| Obstetrics and G)}necology |
r ; 0
_:.L
| ? O

6) Current Amerlcan Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information,
¢ (See enclosed mstr’v;zcnons and Renewal Instructions, page 4,)

f List Certifying B?ard(s) berow. l Update General Certificates and Subspecialty Certificates
: | : below. Please add additional Certifications as required.
Board Name F ! ABMS or AOQA Certificate/Subspecialty Correct? Delete?

Qnem AN Bo‘;q1 me 044 vn IR Obstetrics & Gynecology K 0

; a O a a

3
i . : (] O 0 (m]
[ ; ) [N n} |
l

Page 1of 6




‘Massachusetts Physician Renewal Application

. Physician Name. JOHN HORIO JRiR License No.: 75692

[

j t (See Renewal Instr d:cnons page d.} Please make corrections as necessary

17) Drug License Ntrmbers, if any; ‘ 8a) Other states where you are now licensed to practice (Abbr.)
| 2) Massachusetts: R)

i b)Federal (DEA) : 8%) States where you were previously licensed (Abbr.)

' ¢)Federal (DEA) XS: CT

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Settmg Private Office Change 10:

Please enter prmmpal work setting hours per week here: 4'$

T

E10) List all currcnt’ health care facilities where you are aﬂ'iliatld or have completed the credentialing process for the
iprov:smn of pat:enp care. (Supply the name of the health care|facility from Reference Table 5 on Page 16 of the
‘Instruction booklet). Next to each faciiity, write your staff cajegory at that facility (Admitting, Active; Courtesy,
Associate or Consultmg), and the approx:mate number of hou}s of patient care that you provide at that facikity.
‘Include any affi liations with on-line prescribing services or cownpanies. Please provide all information for additional
ifacilities on 2 separjmte sheet, if necessary.

No Affiliations [ E

: ; " b)outpatientcare __0 ihrs'wk  Change to: hrs/wk
!

§12) Medical Lmbll‘ty Insurance Information (See Renewal ]nslrucﬁans, page 3.}
i My medical liability insurance is provided through: (check one)
| 1
|

K! Insurance Clprrier (complele below)

Tdemmrmy ‘f‘Amﬂ

Policy dates:  From : To = ,' O“P Wrvnemt "'{)IL J EPS o or
(reqm'reayi 7/(_,”,/ 200y &/30/%0 s Hosprrsl  (Soovicfen ce
Letter of Cr!dit subject to Board approval (arrach a co:r) ( S-ep, WCA‘P DB

Current Insupance Carrier: ProMutual Group Change to:

[
|
i

O
O 1am rcgiste}ing with Active statas but I am nat required to have medical liability insurance because I am:

[T Not involved with direct or indirect patient care in Massachuselts
L] Government Employee Federal Tort Claims Act (FTCA)
[0 Otherwise exempt (Please explain):

rage 2 of 5

B, o s

Health Care Faciliij (See Renewg! Instructions, page 4.} Defete? | ¢ StaffCategoryChauge :e:i&:;::k

Out of State Hospita ) | Admitting

j‘(./Uﬂl’vteu ¥ ‘r‘-.J»“;u-ri {Josp o~£ st 0 A.DM;‘m‘#? £ 5;0
by e lad ﬂc:t-‘.p‘rwp O Cowsuims
Miaan  Hes l}"m{ ﬂ'" O leongu7ile o
Wo pens (“\pdml Ceu-rer ona Rx O [petve? £ - (5.0
' Rlgckstone VH‘eq Sor icare (I C Aereve £ /o

? ! ;3 . [

Fl]) Care of patlentis in Massachusetts (See Renewal Instructions, page 4,)

" Average weeklyihours involved i: a) inpatient care 0 | hrsiwk Changeto: ____ hrs/wk

JEEN R

CUOMMJ‘ o+ T \44,;3' %cp e

e )



|

- Massachusetts Physician Renewal Application

Physician Name: JOHN DIORIO JR

License No.: 75692

v I
I |

. 13) Do you perfor;h any surgery in your office? (See Kenewal

tastructions, page 5.)

Yes No

: I '
In guestions 14-21, the phrase "time period" refers to thtJ following: all time from the day you signed your last
license renewa!/ap;plicalion, to the day you sign tliis renewal application, inclusive. (See Renewal Instructions, page 5.

Renewal Instroctions for additional information and definitions. Al

; } Yes, please complete Form PCA-O "Office Based Surgery"
' !

questions in this section must be answered.

You must check either YES or NO to each question, Provide details on Form R if you enswer “YES” to any questions. Refer to
f -"\L Y ¥ q

......

YES NO

14) CLAIMS MADE

not a lawsuit wi?.s filed on that claim?

finally settled o!; finally adjudicated?

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

b) Pending: Are there any unresolved malpractice claims against you today, any claims that have not been

~15) CLATMS PAID
Has any medickl malpractice claim against you (whether or n
resolved, settled, or adjudicated during this time period?

ot a lawsnit was filed on that claim) been

. 16) OTHER CIVIL LAWSUITS

professional co'pduct in the practice of medicine.

a) New: Have tlflere been any lawsuits, other than medical mal
during this time period?

b) Resolved: Have youi resolved, settled or adjudicated any lay
claims, during this time period?

Question 16 re":ars to claims or actions related to your competency to practice medicine or your

practice claims, been filed against you

wsuits, other than medical malpractice

i 17) CRIMINAL CEIARGES l

i a) Have you begn charged with any criminal offense during th
: b) Are there anj} criminal charges penlding against you today?
: c) Have any cri‘;ninal offenses/charges against you been resol

is time period?

ed during this time period?

- 18) Have you beenicharged with or disciplined for any violation ¢
of any governmental authority, health care facility, group prac

f laws, rules, by-laws or standards of practice
tice or professional society or association?

. 19) Has your privil%ge to possess, dispense or prescribe controlle
denied, restrict?d by, or surrendered to any state or federal ag

d substances been suspended, revoked,
ency?

20) Have you withjrawn an application for a medical Iicénse, allo
or have you be n denied a medical license for any reason?

|

wed a license application to become obsolete

: 21) Has any medicél libility insurance carrier restricted, limited,

a medical liability insurance carrier?

co-payment, or|placed any condition related to professional competency or conduct on your coverage, or
have you volunjarily restricted, limited or terminated your ins}lrance coverage in response to an inquiry by

terminated, imposed a surcharge or

I

| 22) CME CERTIFICATION: | |
i b) If no, are you requesting a CME waiver?
: [J Check to %equest CME Waiver. A CME waiver request

¢} If you are exémpt from CME requirements, check reason fo

i CME EX}ZMPTION: (check one) [ Inactive Statis

a) Have you completed your CME requirements preceding your renewal date? @ Yes [] No

form must be submitted at least 30 days priot 1o

your license expiration date. (See Renewal Insiructions, ipage 8.)

[ exemption. (See Renewal Instructions, page 8.)
[ Residency/Fellowship training

F{'age 30f5 |

‘

i
i
|

1 .

i | [
£




- Massachusetts Physician Renewal Application
Physician Namje: JOHN DIORIO JR License No.: 75692

| 'ﬂ I have reviewed my Physician Profile at profiles.massmedboard.org and confirim that the information is accurate,
' |

t 1)1 certify that | hfﬁive complied with my i')bligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 51A,
* and I understand the punishment for failure to comply.

. accordance with th? Medicare fee schedule, and I understand my

¢.62E., |

" G.L.c. 119A.

: PHYSICIAN PROFILE

[J  Thave revie\+ed my Physician Profile and attached a copy of the Profile with corrections.

[0 My status is jnactive and 1 do not have a Physician Profile. E(See Renewal Instructions, page 10.)

CERTIFICATIONS -

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

3) 1 certify that | have complied with my obligations to report abuse, negleet or financial exploitation of elderly persons
pursuant to G.L. ¢.]9A, sec. IS, and 1 understand the punishment for failure to comply,

|
43 I certify that I hq’vc complied with my obligations to report the treatment of wounds, bumns and other injuries pursuant to

G.L. ¢ 112, sec. l’iA.

G.L.c. 112, sec, 124 172,

5) I certify that 1 hTXe complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to

6) I certify that | ha"ve complied with my obligations to report a physician to the Board of Medicine, pursuant to G L. ¢. 112,
sec. 5F, when | have a reasonable basis to believe that person vio,ated any provisions of G.L. c. 112, sec. 5 or any Board
regulation, f

7)1 certify that | h ive complied my obligations related to charginF and collecting fees from Medicare beneficiaries in

bligations under G.L. ¢.112, sec. 2,

. 8} I certify that L h i\rc complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and |

understand that, pupsuant to G.L. ¢. 62C, sec. 49A, my license shall not be issved or renewed unless I make these
certifications under; penalties of perjury.

' ‘
9} I certify that | ha;ve complied with my obligations related to the reporting of employees and contractors pursbant to G.L.

10) 1 certify that 1 ]{avc complied with my obligations related to the withholding and remitting of child support pursuant o

¢ 1D 1 certify that 1 l]'ave complied with my obligations to file an Incident Report with the Board when certain adverse events
+ oceur in my private office, pursuant to G.L. ¢. 112 sec. 5 and 243|C.M.R. 3.00 et seq., and I understand that the Patient Care
- Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

|

!

|Page 5 0f 5

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

i
2.5 LOCS
Signature: C;%,. C Xom ;‘oﬁ\f\———-——‘“ vae: . 1

TN U
MAKE A COPY@OUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FORUREDENTIALING AND OTHER PURPOSES,

|



Massachusetts Physician Renewal Application }{M/

Physician Name: JOHN DIORIO JR License No.: 75692
' i
Htt |I
(See Renewal Instructions, page 4.) Please make corrections as necessary 1?&&
7) Drug Licensc Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.) ;;;;“*g;‘
' R
&) Massachusetts: R] uﬁl\.{
b) Federal (DEA): 8b) States where you were previously licensed (Abbr,) E%Epgl
¢} Federal (DEA) XS: CT . i
9) What is your principal work setting? (See Renewal Instructions, paged.) e
Principal Work Setting: Private Office Change to: i
Please enter principal work setting hours per week here:___4: 5 .

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patienlf care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next fo each faeilfty, write your staff category at that facility {Admitting, Active; Courtesy,
Associate or Consu!ting}, and the approximate number of hours of patient care that you provide at that facility.
Inciude any affiliations with on-line preseribing services or companies. Please provide all Information for additional
Taeilities on a separate shest, if necessary,

No Affiliations [

IHealth Care Facility (See Renewal Instructions, page 4.) Delete? | . rent Sm{cmg"wcm,gc ;Ie:':‘::::k

Out of State Hospitaj . B3 | Admitting

Womew v Xt fAurs uos!). o < T 0. 4.01‘!/‘7?"‘4"’) £ 5:0

C Vel T lgu g tloss ol O CoumseTis o
Mivan  Hospyal o KL O leomser7ita o
WomMens Medial Cevrer of Rr O Jaenved £ . (5.0
Rlacksmoue \;f»fle}; Sur(qficare { £y O | gnve £ /o

: ; &

T :

'] 1) Care of patlentrs In Massachusetts (See Renewal Instructions, page 4)
Averape week ly; hours involved in: a) inpatient care 0 hrsiwk Change to: hrs/wk
b) outpatient care 0 hrs/wk Change to: hrsfwk

: 12) Medical Liabitity Insurance Information {See Renewal Instructions, page 5)
| My medical liabiility insurance is provjded through: (check one)
i ' womens + Tukeis ‘LIL‘/" ol

X! Insurance darrier (complete belaiw)
Tirdtrnarry 7[;#5‘9 -

Currem Insdrance Carrier; JProl\dtr'tmll Group Change to:
' o Vaw
Policy dates:  From _- . - Te e Q—P wat“'e;*‘pr“;v‘l;ﬁ ee R
(required) - T/ 0t/ Ad0y &/30/2,00 5 Hosprre RN ifen
[3 Letter of Credit subject to Board approval (attach a copy) ( See. Arrac Ae D\

[ 1am registe}ring with Active stalfns but 1 am not required to have medical liability insurance because I am:

Check oné:

[J Not involved with direct or indirect patient care in Massachusetis
[3 Government Employee Federal Tort Claims Act (FTCA)
[ Otherwise exempt (Please explain);

Page 2 of 5



Dr. John Dicrio JR Data biggnse Number; 75692

NATIONAL PROVIDER IDENTIFIER (NPI)
The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions;
The NPI will replace all other identifiers assigned to health'care providers, such as those assigned by health plans, government programs
and health care purchasers for purposes of conducting these business transactions, '
Under the final HIPAA NPI Rule, ali individua! and organization covered providers will be required to obtain 2n NPI by May 23, 2007.

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

Option |; Supply the Board of Registration in Medicine with your valid NPL. You can apply for an NP1 directly by using the NPPES web
site at www. NPPES cmps.hhs.gov, :

Qption 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NPI Number,
you must notify the Board. Please complete the NPI form at the Board's web site at www.massmedboard.org.

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

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf,

Option 35: if your license status is INACTIVE, you may elect not to obtain an NPI number,

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

&7 My current NP is: AR REZE T

] 1 have personally applied for an NPI. (You must provide your NP number to the Board when received.)

£J Ihave applied for an NP! using a third party (enter name). {follow instructions for Option 3)

{1 By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NP on my behalf,
U As an inactive physician, I do not wish to obtain an NPL

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes {refer to enclosed Taxonomy Code List). In addition to providing the taxonomy
code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider taxonomy code is required if you
authorize BORIM to apply for an NP1 on your behalf.

Taxonomy (Specialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: @ @ EZ E @ Ei] OBSTETNres / Gp e erfog o
Provider Taxonomy: D D ED D D D D m ‘ o 4
Provider Taxonomy: D D Dj L__I D D D I I I
NP] REQUIRED INFORMATION

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

Social Security Number:

State of Birth (if US): Rhody Tz lgeee?  Country of Birth (if outside the US):

Gender: FAale O Female :
Penalties for Falsifying Information on the National Provider Identifier Application

18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or docurnent knowing the same to contain any faise,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute,

Authorization for NPI Dissemination

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

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

L O Date: _F/_Z_-_(I_I_P__QU?

Signature:




Massachusetts Board of Registration in Medicine
~ 777U " 580 Harrison Avenue, Suite G-4
Co. = e < = w0 Boston, MA 02118
o JAN 292007 617-654-9810
g L1 www.massmedboard.org
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Dr. John Diorio JR 01/23/2007

Dear Colleague:

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

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

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

must enter it in the space provided. If you have not yet submitted an application for 2 NPI number, you may request
that the Board apply for the NP1 number on your behalf, or you must indicate that it is being requested by another
entity. You must check one of the boxes regarding NPI and you must sign and date the form to authorize the Board
to provide the NPI number to authorized entities, although this is not required. Should you need any assistance in -
completing the NPI form. please contact the NPI coordinator at (617) 654-9810.

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

Sincerely,

/(WA-‘—- AU
Martin C. Crane, M.ID.
Board Chair

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



: Massachusetts Physician Renewal Application

Physician Name: John Diorio, M.D. License No.: 75692
PART A
1) Current Siatus: Active Renewal Due Date: 03/23/2007 Birth Date:

If you want to change your current status, please check gne of the following boxes to indicate your pew status:
Check only one:  (Se¢ Renewal Instructions, page 3.)

O Active EJ Retiring 03 Inactive [ Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT be a Post Office Box.

Please make corrections {print)

2a) MAILING ADDRESS
- ' Mailing Address:

City/Town: State:

Zip: Country:

[J Check here 1o change tins address

2b) HOME ADDRESS
.)H ME ADDRES Home Address:

City/Town; State;
Zip: Country:
H Tei :
Phone: ome Teiephone: ( 3
O Check here 1o change this address. .. Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS R Business Address:
1725 Broad Street o0 wﬂ?
MAR ¥~ City/Town: State:
Cranston, RI 02905-2728 - o Zip: Country:
. Business Telephone:
Phone: (401)467-6270 phone: )
[ Check here 10 change this address Business address cannot be a Post Office Box
Correct your E-mail and Fax Number below:
3) E-mail Address:
4) Fax Number: 401-461-1390
5) Specialties (See Renewal Instructions, page d,) Delete? List Additional Specialties:
Obstetrics and Gynecology (W]
0
O

6) Current American Board of Medical Speciaities (ABMS) or American Osteopathic Association {AOA} Information.

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

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

Page 1 of 9
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: Massachusetts Physician Re

Physician Name: John Diorio, M.D.

Application

License No.: 75692

(See Renewal Instructions, page 4.)
7) Drag License Numbers Corrections:

a) Massachusetts:
b} Federal (DEA):

¢} Federal (DEA) XS:

Please make correciions as necessary

8) Other states where you are now licensed to practice

Rl

9) States where you were previousty licensed

CT

10} List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction boeklet. Include any affiliations with Internet-based prescribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

b) outpatient care

hrsfwk

List the names of all work sites in Massachusetts Location State Delete?

{See above and description on page 4.) (City or Town)

Out of State Hospital [
[l
O
O
O

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

Average weekly hours invelved in: a) inpatient care hrsfwk Change to: hrs/wk

Change to: hrs/wk

Insurance Carrier (complere below)

Current Insurance Carrier: ProMutual Group

12) Medical Liability Insurance information (See Renewal Instructions, page 5.)

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

Luonens TTorfavis FI‘”P"T“O
Change to:e’po‘E Lode "’"‘""""5'

Policy dates:  From 7 /0/ / 06 To G 130 107

Type of Policy: "B Claims made with tail coverage

[ Occurrence Policy

(Enclose a copy of the certificate of insurance or the face sheet)

00 Otherwise exempt (Please explain):

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

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

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

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.}
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Yes

No

Page 2 of 9



Massachusetts Physician Renewal Application
Physician Name: John Diorio, M.D. License No.: 75692

In questions 14-21, the phrase "time period™ refers to the following — all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. {See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal Instructions for additional information and definitions.

YES NO

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

b} PENDING: Are there any unresolved malpractice claims against you today, ie., any claims that have
not been finally settled or finally adjudicated?

15) CLAIMS CLOSED

Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS 1

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

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

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

17) CRIMINAL CHARGES _
a) Have you been charged with any criminal offense during this time period?
b} Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending zgainst you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application 1o any governmental authority, health care facility, group practice,
employer or professional association?

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

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

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

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

20) Have you withdrawn an application for a medical license, 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
to-payment, or placed any condition related to professional competency or conduct on YOUr coverage, or
have you voluntarily restricted, Jimited or terminated YOur insurance coverage in response (o an inguiry by
a medical liability insvrance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date?  [E]Yes [ No
b) If no, are you requesting a CME waiver? ) [JYes [] No
A CME waiver reguest form must be submitted at least 30 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) [ Inactive Stams [ Residency/Fellowship training
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Massachusetts Physician Renewal Application

Physician Name: John Diorio, M.D. License No.: 75692 Gy
PART C ' i
Check One: PHYSICIAN PROFILE . “
ﬁ | have reviewed my Physician Profile at hitp://profiles, massmedboard.ore and confirm that the information is accurate. il

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

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

My status is Inactive and | do not have a Physician Profile. (3ge Renewal Instructions, page 11.)

CERTIFICATIONS

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

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

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

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

5) 1 certify that | have complied with'my obligations to report the treatment of victims of rape or sexual assault pursuant 10 G.L. ¢. 112,
sec. 12A 1/2.

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

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

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

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

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

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

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

licensure.
Signature: M‘W Date:d / / é/ 59'90“7

MAKE A CO F YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YQUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Massachusetts Physician Renewal Application
Physician Name: John Diorio, M.D. License No.: 75692 i

NATIONAL PROVIDER IDENTIFIER (NP1) i
The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. ‘:i
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by heaith plans, government programs
and healih care purchasers for purposes of conducting these business transactions. =
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NP1 by May 23, 2007,

In order for your license to be renewed you must 1ake one of the following actions:

Option 1. Supply the Board of Registration in Medicine with your valid NP1, You can apply for an NP1 directly by using the NPPES wé__ﬁ
site at www NPPES ems hhs.gov.

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NPJ Number,
you must notify the Board. Please complete the NPI form at the Board’s web site at www. massmedboard.org.

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

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf.

Option 5: If your license status is INACTIVE, you may elect not to obtain an NP number.

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

.—g\dy current NP is: mlil@ @ E:ﬂ @

I have personally applied for an NPL (You must provide your NFi number to the Board when received.)

O 1have applied for an NPl using a third party (enter name): {follow instructions for Option 3)
(1 By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NP on my behalf,
1 As an inactive physician, ! do not wish to obtain an NPJ.

HIPAA TAXONOMY CODES

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

Taxonomy (Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: @. @ @ @ ABSTETVLS + q‘f n ew{oq N

Provider Ta)-(onomy: D D D:] D D D D []:l [ H
Provider Taxonomy: D D [:D D D I:l D m

NPI REQUIRED INFORMATION

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

Social Security Number:
State of Birth (if US): [2 o s Country of Birth (if outside the US):
Gender: \@Male O Female

Penalties for Falsifving Information on the National Provider dentifier Application

18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the Jurisdiction of any department or agency of
the United States knowingly and wilifully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. individual offenders are subject 1o fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000. 18 U.$.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NP1 Dissemination

Check one box: ?ﬁ authorize [] Ido not authorize the Board of Registration in Medicine to provide my NP1 number to any
authorized hospital, health plan, or health organization.

Please sign and date to confirm that all of the information on this form is true and accurate.
Signature: MQ 8\. <7 Date: ‘3 / /é/ Q“OOM)
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