Commonwezalth of Massachusetts Board of Registration in Medicine
Ten West Street. 3rd Floor, Boston, MA 02111 (617) 727-3086 .
http:/iwww.massmedboard.org s

Physician Registration Renewal Application

—

i .J
Before proceeding, please read the instruction booklet, Copy this [nrm and all atiachmentys for your own records; you mll,

need copies for credentialing ang other purposes. This completed renewal form with attachments musi be returned in the
green envelope 4 weeks before your rencwal date. -

* Remit $250.00 for rencwal fee. %@ A "+ Return renewal application: in GREEN envelope.

= Add late fec of $25.00, if necessary. . + Enclose check with coupon in BLUE envelope.
Please review carefully the following mfarmatmn Jor accuracy and completeness. Make any corrections or
alterations as required. . FD A r & T; ! n A P\?,

1. Current Status: Registration No.:; 56474 Renewal Date: | (/152001

Aclive
If you want to change your current status, please check gne of the following boxes to indicate your pew status: (Check only one}
I Active M Retiring (sec instructions} }nactive (see instructions) "] Do not wish to renew

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

Other Name(s):
3. A)Mailing/Business Address: Maiting Address:
Pablo Rodriguez City/Town: State:
Zip: Couniry:
Business Address: e - e
B) Home Addrees . City/Town: - State:
Zip: ___ Country: __ - o
Business Telephone: )
tHome Address:
City/Town: Swme: |
Zipp  Country: e
Home Phone: Home Telephone:  (_ _ _ )__
Business Phone: PLEASE NOTE: No P.O. Box addresses for home or
business addresses.
- \ 7. Curtent Americun Board ol Medical Specizllies Certification {See Table 2}
4. a) Date of Birth: by Sex: M 0Eode: Code:

¢} S8t

o — ™ e — - - [R—

8. Drug License Numbers, if any:

5. a) Name of Medical School: a) Federal (DEA):
b) Massachuscts:

b} Y§ah&° %8%%“‘“’“‘* State Umg) ﬂegfe\é': at Buffalo 9. a) Other states where you are now licensed to practice {Abbr.)

1981 M.D.
—_—
6. Speciaity Code(s} (See Table 1} ] '
Codels) Hours per Week in Mass. & hoves b) States where you were previously licensed (Abbr.)
—oBe— 0 Obstetries-amd Gynecology ' o "~ NY T
fowndy ()

-~
10. Current health care facilities at which you have completed the credentialing process for the provision of patienr 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).

Facility Code: 1 O Q.’____/(AP) D % Facility Code: ___/ (AP} ___ % FacilityCode:___/__ (AP)____ %
Facility Code: § Q 7/ (AP) 100 % Facility Code:___ _/_ _(AP) % FacilityCoder____ _ 7/ (APY _____ %
If 999, printname(s). - 1




PRINT YOUR LAST NAME: ghdr::‘ga;ez __ﬁ LICENSENUMBER: LAY .+
: w
o

11. My medical maipractice insurance is covered by a) E Insurance Carrier  b) [} Letter of Credit

Name of Insurer: wo e ':]:aégmg} i# Alternatively, indicate as follows:
I am regisiering with Active status but I am Dot covered by medical malpractice insurance because 1 am {check one)

a) [J Notinvolved 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) (D yes {ONo

13. A. What is your principal work setting? (See Table 4) __3_"___ o
B. Care of patients in Massachusetts (see instruction booklet). . .
1} Average weekly hours involved in: a) outpatient care _ {o  hrs/wk b)inpatientcare _ hrsiwk 4
2} What is the approximate percentage of your patient care hours in primary care? __ Q%

PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer to the past two (2)_vears only. Check either YES or NO (NOT N/A) to each question. Provide

details on Form R for al nswers except uestion 22. Refer instruction booklet for additional information and
renewal may be delaved.

YES NO

definitions, Yo ANSWEr L _questions, or thi i returned to and your li

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

15. CLAIMS RESQLVED: 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 medicing,
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 governmental authority, heatth care facility, group practice or professional society or association?

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any 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? ﬂYes [J No
___ [J_CME Waiver requested (CME waiver form due 30 days prior to date_of license expiration) .. . .- .} CME.exemption _|._
See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application,
Purscant to G.1. ¢. 112, § 2, F will not charge te or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

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

s Pursuantto G.L c. 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 Support.

*  Pursuant to Gh-eN12, § 1A, I will fulfill my obligation to report abuse or neglect of children as required by G L. c. 119, § 514.
s [ hereby cehtify m:ﬁ]he perﬂw that all the information on the Renewal Application and Form R s true.
i
Signature: \ Date: Y sy 0}
~ ¥

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations reguire that you notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. 2




Application #: / . 17171
Date of issue: ;

Commonwealth of Massachusetts - Board of Registration in Medicine
10 West Street, 3rd Floor . -
Boston, MA 02111 - (617) 727-3086 | {‘ P LAV E ﬁ\;

FULL LICENSE APPLIGATIQ_

Application Fee: Please enclose a check or money order in the amount of $350 m deemyablé té the
Commonwealth of Massachusetts.

Check One: X U.S./Canadian Graduate (7 international Graduate
Legal Name (do not use nicknames or initials, unless they are part of your legal name)

Q_Q &\, Gue z ?&HU
Last Namie (type or print clearly} First Middie Suffix {Jr., etc.)
& M.D. O D.O. 1 Ph.D [ Other degree

Other Name(s) Used - List any other name(s) you have used which may appear on your identifying
documents, such as medical education and examination records. If not applicable, check here [

Entire Last Name (type or print clearly} First Middie Suffix (Jr., etc.}
Date of Birth; _ Social Security Number: . ___
Menth Day Year o
Place of )
Birth: :Fa \cx.t;(\,o k Q
City J ' ' StatefProvince/Territory Country If not USA

Home Address:

Nymber and Street

City State/Province/T erritory Zip (or postal} Code

Business Address;___ %45 Vo eXH _ Wfun St
Number and Street

(Qt 0\ e (L. R_\,- O 2> 9oy
City State/Province/Territary Zip {or postal) Code
Business Home -
Telephone: Yo )22~ YoSu L ext Telephone: __, __,.
Preferred Mailing Address: [7] Business Address /m Home Address ,
| w5198

AL~
L4258 Cach



Page - 2

APPLICANT'S NAME: \ L\\“ﬁ\ \. \‘\ W k\ Y \};}@\ﬁ 2
Pre-medical Schoo]
. " . From To

Facility, A wive e, A‘u\ ol Yueals .0 Degree: S S/ 0 /75 Gy 77
Street: __{oace 8 “Ledun  Age. City:  _fue RiEpafs State: _p g2,
Facility: Degree: ) i
Street: City: ' State:
Medical School

‘ S From To
Faciiity: U : A WY Degree: W\ 1) 17 sy s
Street: yva Soye g A y3ds City: LY l«_ State: s A

SRR 4 e

Facility: Degtee: I f
Street: City: State:

Date of medicat school graduation: 1951

Note: U.S. graduates must include a written explanation for the duration of medical education longer than
four (4) years, and for any breaks in medical education. international graduates must provide a written
explanation for the duration of medicat education longer than six (6) years and any breaks in medical
education.

Postgraduate Education:
List all postgraduate training chronologically from medical school to the present, the name and address of

the facifity, your position, e.g. PGY 1, 2, feliow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the time you graduated from medical school.

To

Facility: t\xl‘\ Si\b’; ('mnh e k (.;,, Meo  Position: PLoY 43 , jl AT T %5
Street: . City: gt t’f\{f-.‘\ aar State: &}x
Facility: Position: f )
Street: City: State:
Facitity: Fasition: i )
Street: City: State:
Facility: Position: i/ )
Street: City: State:
Facility: Position: i f

Street: City: State:



Page - 3

APPLICANT'S NAME: @@\w\ 2 Q\o (\\f' s;;) 7

Hospital Affiliations and Employment

List hospital appointments where you had active staff privileges, including the name and address of the
facility, your position and dates of affiliation in postgraduate training, in chronological order. Also include
periods of unemployment or employment outside of medicine. Aftach a separate sheet of paper if
necessary.

From To
Facility: Nags } Position:%’ p Y w18 L0 85

Street: _ 32061  rleaw p-s Feend . "|"'Ql.£¢ City: Fa d Pcadad State: g%(g

o~ I . .
Facility: Wompne 0 ey .Jf\'\ta w.\fb' Position: _l}m AN NN-L I _&'e,ee,qf

Strest: City: State:
Facility: : Pasition: I/ )
Street: City: State:
Facility: Pasition: /! [
Street: City: State:

1. List other states (abbreviations) where you are currently or have ever been licensed: v i e
2. Are you certified by the American Board of Medical Specialties? [~ Yes {J No

3. List Board Certiﬁcation(s):M%Y c& o«! (_)anjt v ¥ ( %ﬂf\ €t /on; 3/

4. Have you attached an up-to-date copy of your curriculum vitae? (] Yes [ No |
5. Reason for requesting a Massachusetts medical license: ____PARCT1CE E}"{hh Sfon

6. Name of Facility: Fw\ Weome. O

7. Address,__ VD2 £ MO pa, City: M/ﬁbam mé oo 702
0

8. Anticipated starting date in Massachusetts: _ (G, 1 | 1 9Y

Affidavit of Applicant

I, the undersigned applicant, hereby certify that all information included in this application for licensure

conststu)&>a true statement made under the penaities of perjury.
1/ / / ﬂ/

Slgnature of Apphcant Date




Application #; / 6 ‘ 7"7!

Date of Issue:

Commonwealth of Massachusetts - Board of Registration in Medicine
10 West Street, 3rd Floor

Boston, MA 02111"-"(§17) 727-3086 ; |3 3 B ,“. @
i
i

FULL LICENSE APPLICATION M MAY - 6 1o L/

Application Fee: Piease enclose a chack or money order in the amount of $350 mﬁ yab"lé to the -
Commonwealth of Massachusetts.

Check One: P U.S./Canadian Graduate (0 International Graduate
Legal Name (do not use nicknames or initials, unless they are part of your legal name)

Kzg dviGuez (\7&\:,0
Last Name (lype or print clearly) First Middie Suffix {Jr., etc.)
& M.D. ] D.O. [0 PhD [71 Other degree

Other Name(s) Used - List any other name(s) you have used which may appear on your identifying
documents, such as medical education and examination records. If not applicable, check here [}

Entire Last Name {type or print clearly} First Middle Suffix (Jr., etc.)
Date of Birth: __ Social Security Number:
Month Day VYear
Place of 3
Birth: fo\ LY c\,p s R
City J ' ' State/Province/Territory Country if not USA

Home Address:

Number and Street

City State/Province/Territory Zip (or postal) Code

Business Address___ %45 TWou TH W St

Number and Street

(\)f O VA (&A\ L. R \ O2 90
City State/Province/Territory Zip (or pastal) Code
Business Home
Telephone:  ( }701 121> oS o ext Telephone: (___

Preferred Mailing Address: [] Business Address }E Home Address l
C .,5:., Gw a]8

SINAL: g
FLE: $350.00 Crnes.



Page - 2

Val! -'
APPLICANT'S NAME: ADIY \'\ Ny u-j A2

Pre-medical School

. . From To
Facility: M nive g, A’ux ol Pve/\\'a Rica  Degree: PS 81§17y Gider 77,
Street: __Qonce N “Lolu  Age. City: Riv (PrEDRANS State: _ PR
Facility: Degree: ] I/
Street: City: : State:
Medical School
From Jo )
Facility: b < {)o Degree: MD T Q177 Grse w5
Street: jvai Sv el 4N algae City: ol State: /
24 4 ——%L
Facility: Degree: f 1 I
Strest: City: State:

Date of medical school graduation: 19 %]

Naote: U.S. graduates must include a written explanation for the duration of medical education longer than
four (4} years, and for any breaks in medical education. International graduates must provide a written
explanation for the duration of medical education longer than six (6) years and any breaks in medical
education.

Postgraduate Education:
List all postgraduate training chronologically from medical school to the present, the name and address of
the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all

periods of training or postgraduate work from the time you gradu.ated from medical school.

From To

Faciity, MASS Ay Cougbe ¥ieh Godco- Postion: Do VAV T 77 115 (132155
Street: o501 Vo xS Yo A 'T{-i/,e/ City: Essk yead o State: [k_/ v’
Facility: Position: [ I/
Street: City: State:
Facility: Position: ) i
Street: City: State:
Facility: Position: 4 I

. Street: City. State:
Facility: Position: i1 )

Street; City: -State:



Page - 3

- APPLICANT'S NAME: QA&\u _Qoé‘-‘( 16@@7/

Hospital Affiliations and Employment

List hospital appointments where you had active staff privileges,r'iﬁﬁiddéng the name and address of the
facility, your position and dates of affiliation in postgraduate training, in chronological order. Also include
periods of unemployment or employment outside of medicine. Attach a separate sheet of paper if
necessary.

From To
Facility: (\Oﬁ)m (,cu:\‘h Meb ol C@n;’e‘ Position: 06/ eI N8 Ly 85
Street: __ 22561 Heaw - el mm City: Foosd peed e State: {5:_:14
Facility:_Wavae Y G -L\'\{rw\m Position: ficdi . AR A N A Pr&.%.’)t
Street: City: State:
Facility: Position: i I/
Street: City: State:
Faciiity: Position: /I__{ i
Street: City: State:

1. List other states (abbreviations) where you are currently or have ever been licensed: I’ &t

2. Are you certified by the American Board of Medical Specialties? [3- Yes [] No

3. List Board Certiﬁcation(s):_!\_mm QU‘;»‘(:&- 94 C‘Lbj& b ¥ /a*j/‘:”\ €. co /o‘c) 3/
4. Have you attached an up-to-date copy of your curriculum vitae? [ Yes [] No
5. Reason for requesting a Massachusetts medical license: Pancrice EX;DG\.V\ e n
f“"
6. Name of Facility: Toam Uomen. O
7. Address.___ 193 F mop... S city_ Wile oors  MA oo 70>

8. Anticipated starting date in Massachusetts: ¢ / [ / 9%
Affidavit of Applicant

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

(} M @)&5 ' ﬁ///‘ﬂ/

Signature of Applicant Date




W— If you answer yes.to any of these questions you must pmv1de the addluonal

B'Bc

YES NO

§upplement Form

Name @n\ (‘J- ) Q > S all} a\ub"l/ '
N et J :"..‘7 ] '

L LI R e e RS

information on pages 4-10,

Since your matriculation in college, have you been subject to any disciplinary
action (see definition) at an academic institution?

Have you ever been terminated or granted a leave of absence by a medical school or
medical post-graduate training program or have you ever withdrawn from a medical
school or medical post-graduate training program?

Have you ever applied for licensure or to sit for an examination or takcn an examination
under a different name? If so, previous name:;

Since your matriculation in college, have you been denied the privilege of taking or
finishing an examination or been accused of cheating and/or improper conduct during
an examination?

Have you ever failed any of the following examinations: FLEX examination, any State
Board examination, any part of the National Boards, any Step of the USMLE, or have
you failed to gain certification from the National Board of Medical Examiners or any
foreign licensing or certification body?

Have you ever, for any reason, been denied a medical license, whether full limited or
temporary, or mthdrawn an application for medical hcensure?

Have you ever voluntarily surrendered a license to practice medicine or any healing art?

Have you ever, for any reason, lost American Board of Medical Specialty certification or
been denied required recertification by one or more specialty boards?

Are any formal disciplinary charges pending against you, or do you have lknowledge
of any pending investigation into your professional competence or conduct by any
governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?

Has any disciplinary action {see definition) ever been taken against you by any
governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?

Commued on page 2




Name: AW AN A A W \:jrv.{ < - ] rage <

YES NQ
9-A. Have you ever voluntarily relinquished any medical staff membership?

9-B. _ Has your medical staff membership, medical pnvxleges or medical staff status at any
' hospital been limited, suspended, revoked, denied, not renewed or sub}ect to probatxon— ,
- “—ary conditionis; or has-processing toward-any- ofwthose ends-beesi- mstltutedﬂr reeom~~*?' =
mended by.a medical staff committee or governing board? .

9-C. Have you ever been denied medical staff membership, or advancement in medical staff

status, or has such denial been recommended by a standing medical staff committee or
governing body?

9.0, Have you ever, for any reason, withdrawn an application for hospital pnvﬂeges or
appointment?

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

11. Has your privilege to possess, dispense or prescribe controlled substances ever been

suspended, revoked, denied, restricted or surrendered, or have you ever been called
before or warned by this state or any other jurisdiction including a federal agency
regarding such privileges?

12. Has any professional liability insurance provider ever 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 ever voluntarily restricted, limited
or terminated your insurance coverage in response to an inquiry by a professional
liability insurance provider?

13. Have you ever been the subject of any suspension or probation proceedings instituted by
Blue Cross and/or Blue Shield, Medicare, Medicaid, or any other medical reimbursement
plan; or have you ever been restricted from receiving payments from.any Blue Cross and
Blue Shield, Medicare, Medicaid (any state], or other third party programs?

14. Have you ever had an application for membership as a participating provider rejected by
any HMO/PPO/IPA or other prepaid health care plan or your contract as a participating
provider terminated by any HMO/PPGO/IPA or other prepaid plan?

15-A. In the past ten {10} years, has any medical malpractice claim been made against yoﬁ
(whether or not a lawsuit was filed in relation to the claim}?

15.B. In the past ten vears, 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?

Continued on page 3



RELPRACTIGE RISTERY

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

MALPRACTICE HISTORY

Applicant’s Instructions: Complete this waiver for release of information and forward a copy to
each of your current and past liability carrier(s) over the past ten (10} years. You must account for
any gaps in your claims history. If you have additional liability carriers, you may photocopy this
form. Please return the form(s) with your original signature to the Board of Registration in
Medicine.

Waiver for Release of information

| authorize my professional liability carrier(s) listed below to release to the Commonwealth of
Massachusetts, Board of Registration in Medicine, my malpractice history and.-any and all claims
or actions for damages, including the following:

the name(s) of the claimani(s)

nature and date of claim(s)

amounts paid, and

other disposition or information in its possession, custody or control

on my current policy number, and/or any other policy | have had with this
or any other carrier.

Liability Carrier: WM I U R \/
City: __WnRpw )\ ¢ State: {2 T
Policy Number: __ Do 2 1 5

J Liability Carrier: ' T\ Vewn b LY
City: _RonDence— ~ State:
i wid O3 -

Policy Number:

\ Liability Carrier: Nodcn) \/
City: PR 11 D State: fRNTL-
Policy Number: _ (o> (3>

P Wh -

Liability Carrier: Q«e N
City: Vi our peve s State: L 0&{ bus; nes
Policy Number: Opl =~ C0% 12 DU
e o cAarws

Please forward the information to the Board of Registration in Medicine at the address above.

Signed: (7/\)1 (m — ‘77!)5')4\/
Print Name: ﬂ)m\n\ O‘O XY Ly & ™




POSTGRABUATE VERIFIGATION

Commonwealth of Massachusetts—-Board of Registration in Medi&}le - ‘! i i
10 West Street, 3rd Floor, Boston, MA 02111 (517) 727-3086 LR - LJ”
t? i
POSTGRADUATE TRAINING VERIFICATION 85455: '-r.uluTRA:jON

APPLICANT'S AUTHORIZATION: 1 authorize the release of information from my postgraduate training prograra Jisted below to be forwarded to the Massachusetts
Board of Registration in Medicine.

Name of Institution: NASSAN  Coualw ™ e/é'\r/—w\ Cmten :
Address of institution: 229 e mtend 7 Tk Fost \Weadow vV SssY
Stest ¥ 1 City Statd Zo

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward it tc the Board or Registartion in Medicine at the address above. f the depariment was a *rotating” or “transitional®
program, please submit documentation of the rotations, dates and hours of training to the Board.

Name of Ingtitution: Nessau County Medical Center

1 name of Institution was different when arplicant attended, please enter narne:

Enroliment and Participation: Our records indicate that Pablo Rodriguen participated in the following program:
{type or print applicant's narma}
Program Type PGY Department Dates Attended Completed
{infernship, residency, {1,2,3,4} {ObG, internat {MONTH/DAY/YEAR} (YES/NO)
fetlowship) medicine, etc.) EROM TO!
. -

BRI RESEN < PY 1,23, ol ) 1S i 10l %5 YVES
i f ] f
! I i {
! f i {
i 1 ! I

Continued on back



POSTGRADURTE VERIFICATION

Ea
APPLICANT'S NAME: Lo bl PN DR e ~

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any par of the applicant's medical education.
Please circle the appropriate response. If you answer yes to any of these guestions, please enclose an explanation.

QUESTIONS YES NO
1. Did the applicant take any leaves of absence or breaks from his/her post-graduate training?

2. Was the appticant ever placed on probation?

2. Was the epplicant ever disciplined or under investigation?

4. Were any negative reports ever fiied by instructors regarding the applicant?

5. Were any limitations or special requicements imposed on the applicant because of guestions of academic
incompetance or discipiinary problems?

6. During the time of the applicant’s participation, our postgraduate medicat training was atcredited by
Ea)

f\- Fo [J Program was not accredited

Certification: | hereby certify that the above infurmation is correct, {o the best of my knowledge.

K///’/fﬁf ’/'"; e

Signature:

- /' Petér Hong, M. D.
AFFIX INSTITUTIONAL SEAL HERE Print Name Rt T _—
Argsistant Prolessor of Clinical Obstetrics
{if the institution does not have a seal, this form must be Academic Title: __end CGynecplos-SUNY ar Stony Brook

notarized) . 3 ©
o Z?Lf’c}.xj_{'-’- Telephone: (516) 572-6258 Dater 03 {13 /98




Eedical Butztion

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

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please complete the waiver for release of information and forward this form to your universityfmedical school(s) or
university of graduation for verification.

Waiver for Release of Information

{ authorize the medical schooliuniversity listed below to provide any and afl information pertaining to my medical education at your institution to the
Massachusetts Board ¢f Tuo Medicine.

Applicant's Signature: m - Date cf Bu'th . Social Security Not |

Name of Medical Schaot: S‘Io be l/linvﬂf: 5 ﬁ\ el ML X Oy L

Address: 92 B Fdieo bee BB 23S ma'm Qr C]ty (LN \A State or Province: __p/ V' i =33
INSTRUCTIONS TO THE DEAN 0{2 DESIGNATED OFFICIAL C;l! MEDICAL SCHOOL !

Please completa this form and forward ¥, together with a copy of the applicant’s official transcript {(which indicates courses taken, dates
and hours of attendance, and scores, grades, or evaluations) directly to the Board of Registration in Medicine,

APPLICANT'S EDUCATIONAL HISTORY
If name of institution was ditfferent from the above named institution when applicant attended, please enter name below:

Premedical Education: Does your school have a premedical school education requirement?  [[] Yes [ Ne
= lf ves, indicate where the applicant corr pleted premedical school.

licant's Undergraduate School:

Continued on back




HMetics! [ducaticn

" Enroliment and Participation: Ourrecords mdfcate that

prJD el m-

(typelpnniapphcantsname last, irst, middle, suffx) J

atiended our medical schoo! on the following dates (indicate the month, day ard year in the section below):

ATTENDANCE DATES: EROM . FROM y IQ
@*3:157 ISy a0 v’ 31 50 A K
£55)] _Q_w‘_ A o
! f?} Lok /‘< I Il

s
The appiicant attended 'J total %‘gﬁs continuing on-campus education, not less than 32 weeks in each academic year and

P - } |
check one @was awarced a degree in f i {month/dayyear) CQ X

(1 was NOT awarded degree. Please explain reason(s).

Unusual Cireumstaneces: The following guestions apply to unusual circumstances that ocoutred during any_part of the applicant's medical
education. Al questions must be answered. If you answer “YES" to any of the questions below, slease enclose an explanation.

YES NO

1. Did the applicant take any leaves of absence or breaks from his/her medical education?
2. Was the apglicant ever pfacad on probation?
3. Was the applicant ever disciplined or under investigation?

4. Were any negative reports ever filed by Instructors regarding the appiicant?

AFFIX INSTITUTIONAL SEAL HERE Signature:
(if tha institution does not have a seal, :1:
this form must be notarized) Print (??me "i L L) NN % \Cf‘d \.5\-1/’_-
rited NS QQ@ -, ‘
INTERNATIGNAL MEDICAL SCHOOLS MUST ATTACH A ) YC%“ :
COPY OF THE MEDICAL SCHOOL DIPLOMA AND A Date; E_L._(Zﬁff_c_fl{ Tetephone% ;%3 )\
TRANSCRIPT OR PROVIDE AN EXPLANATION.




Supplement Form

Name: @9\‘\3\0 @a > Lol :ju&‘fu pate:V3/ 1 /9%

IMPORTANT NOTE: If you answer yes to any of these questions you must-provide the additional

s'B‘

YES NO

information on pages 4-10.

. Since your matriculation in college, have you been ‘subject to any disciplinary

action {see definition} at an academic institution?

Have you ever been terminated or granted a leave of absence by a medical school or
medical post-graduate training program or have you ever withdrawn from a medical
school or medical post-graduate training program?

Have you ever applied for licensure or to sit for an examination or taken an examination
under a different name? If so, previous name:

Since your matriculation in college, have you been denied the privilege of taking or
finishing an examination or been accused of cheating and/or improper conduct during
an examination?

Have you ever failed any of the following examinations: FLEX examination, any State
Board examination, any part of the National Boards, any Step of the USMLE, or have
you failed to gain certification from the National Board of Medical Examiners or any
foreign licensing or certification body?

Have you ever, for any reason, been denied a medical license, whether full, limited or
temporary, or withdrawn an application for medical licensure?

Have you ever voluntarily surrendered a license to practice medicine or any healing art?

Have you ever, for any reason, lost American Board of Medical Specialty certification or
been denied required recertification by one or more specialty boards?

Are any formal disciplinary charges pending against you, or do you have knowledge
of any pending investigation into your professional competence or conduct by any
governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local}?

Has any disciplinary action {see definition) ever been taken against you by any
governmental authority, by any hospital or health care facility, or by any professional
medical association {international, national, state or local)?

Continued on page 2



Name:

9-A.

9.1.

9-C,

9-D.

10.

11,

12.

13,

14.

IS'A‘ .

IS-B-

)3)() (’zﬂg\il_\(jut Y] P(}ge 2

Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, denied, not renewed or subject to probation-
ary conditions, or has processing toward any of those ends been instituted or recom-
mended by a medical staff committee or governing board?

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committee or
governing body?

Have you eve, for any reason, withdrawn an application for hospital privileges or
appointment?

Have you ever been charged with any criminal offense, other than a minor traffic
offense?

Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended, revoked, denied, restricted or surrendered, or have you ever been called
before or warned by this state or any other jurisdiction including a federal agency
regarding such privileges?

Has any professional liability insurance provider ever 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 ever voluntarily restricted, limited
or terminated your insurance coverage in response to an inguiry by a professional
liability insurance provider?

Have you ever been the subject of any suspension or probation proceedings instituted by
Blue Cross and/or Blue Shield, Medicare, Medicaid, or any other medical reimbursement
plan; or have you ever been restricted from receiving payments from any Blue Cross and
Blue Shield, Medicare, Medicaid (any state), or other third party programs?

Have you ever had an application for membership as a participating provider rejected by
any HMO/PPO/IPA or other prepaid health care plan or your contract as a participating
provider terminated by any HMO/PPO/IPA or other prepaid plan?

In the past ten (10) years, has any medical malpractice claim been made against you
(whether or not a lawsuit was filed in relation to the claim)?

In the past ten years, 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?

Coniinued on poge 3
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560 Harrison Avenue, Sulte #G-4, Boston, MA 0211

Physician Registration

B~ (617) 654-981¢ htip://

Renewsal Al

Commonwealth of Massachusetts Board of Registretion in Medicine

www.massmedboard.org

; h

el
‘|
ii s

pplication

Before proceeding, plegse read the instruction booklet. Copy this form and all attachments LQS your own records
need copies for credentialing and other purposes. This completed renewal form with attachments must be returned in the

green envelope ar least 4 weeks before your renewal date,

Remit $400.00 for renewal fee (non-refundable).

-

Return renewal applicatiqn in GREEN envelope.

Enclose check wit

*Add late fee of $25.00, {{ necessary,
Please review carefully the following information for accur

1, Current Status:  Active Registration No.: 156474

If you want to change your current status, please check gne of the following boxes to indicate your u_e,}g :status: :tCBEck only og‘
[ Inactive (se¢ instructions)

[ Active [ Retiring (see instructions)

acy and completeness.
alterations as required. All questions must be answered or your renewal will be de(ayed.

Renewal Date: P

] Do not “Eﬁcto renew E

H
| qmn\
| U \

3 you will s

Wi l

vk
+

g,

1

L

ake any carrections or
g :'.'3
o X

1115120985 ] m

o
i

A

2. Other Name(s), if any, under which you were licensed: Pleage make corrections (prmt) | My, = |7l
A) Mailing/Business Address: ] Ofher Name(s) L] Name Change (m!erwne beldw)
3. Pablo Rodriguez 2
' Mailing Address:
City/Town: State:
Zip: ] Country:
B) Home Address:
Businéss Address:
City/Town: State:
Zip: _ Country:
Busingss Telephone: { )]
Homel| Address:
City/Town: State:
Home Phone: Zip: Country: |
_ Home Telephone:  { )
Business Phone: \SE NOTE: Only gne addyess ean be a P.O. box. The
mailirrg gddress cannot be a P.Q. Box.,

4, a)Date of Birth: b) Sex: M

¢) SS5#: Code: O
. an e Medioal Schodl 8.Drug License N
. &} Name of Medical School:
School of Medicine, State Univ, of N.Y. at Buffallo ;)) I;;g:::i](gs

b) Year Graduated: 1981  ©) Degree: M.D.
6. Specialty Code{s) (See Table 1)

ers’ JE et
A):
fts:

9. a) Other states where y% are now licensd

7. Current American Board of Medlcal Specia]ties Certification (See Table 2)

d to practice (Abbr.)

b} States whey

330 15' 5%stetncs ang Gynecology

fe you were previously licew {Abbr.)

Fal¥a%l

i

wJLAN 6 Uyl
10. List all current health care fac111t1es at which you are affiliated or have co;
care. (Supply the codes from Table 3 and place a check mark next to those h
Next to each facility, write the approximate percentage of patient care hours

(
(AP

/

/

Facility Code:f__ 0/ Var_o
Facility Code: _ __ /  (AP)

% Facility Code:___
% Facility Code:

ealth care facilities where

t you provide in each facility).

__ % PFacility Code: _ .
% Facility Code:_| __/__

-
mpleted the credentialing process for the provision of patient

u have admitting privileges (AP).
____No affiliations.

%
LA

I___(AP)

(AP)

If 999, print rxme(s):



- |
PRINT YOUR LAST NAME: Q S pAal (FAeT LICENSE NUMBER: JSt {74 -

1 . '
11, My medical malpractice insurance is covered by [ Insurance Carrier  [] Letter of Credit
insurer's name. (Requﬁed)w Policy dates: From: F_/ | /03 Tolo / _Ig‘_/% /
am registering with Active status but I am not covered by medical malpractice insura

Alternatively, indicate as follows: I ‘{

because I am: Check One: [_] Not irivolved in direct/indirect patient cerc in Massachusetts [ ] A government employee.

[[] Otherwise exempt Please explain exemption:

12. What is your principal work setting? (See Table 4) 2: ﬁ If you are affiliated with & healthcare facility or credentialed
for the provision of patient care you must complete guestion #10 on page ! and list your affiliations.

13. Care of patients in Massachusetts (see instruction booklet).
1} Average weekly hours involvedin: A) inpatient care hrs/fwk  B) outpatient care __(_-____hrsiwk
2) What is the approximate percentage of your patient care hours in primary care? ¢y %

PART A ~ QUESTIONS REFER ONLY TO THE PAST O () YEARS (SEE INSTRUCTIONS

Que '4 4 LNrougn & rejer 1o tne period E YOU Signed ..":' 1.5.!!5-"' ‘.I' : o3y NO to e
guestion. Provide detalls on Form R for all YES answers {except question 22), Refer to instructions for additiona] information
pnd definitions. ALL questions in this section must be answered. Do not answer NA or the form will be incomplete and dels
your rengwal,

YES 0

14. CLAIMS MADE (New or Pending): |Has any medical malpractice claim been made against you that has not

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

15, CLAIMS (Resolved): Has any medical malpractico 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 2 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?

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

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

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

21. Has any professional Jiability insm'amu]E 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
ted your insurance coverage in response to an inquiry by a

you voluntarily restricted, limited or te
professional liability insurance provide:

22. CME CERTIFICATION; Have you completed your CME requirements preceding your renewal date? & Yes [] No
[ CME Waiver, CME waiver form st be submitted at least 30 days prior to license expiration date,

CME EXEMPTION: Check one: Inactive status [J Residency/Feliowship training (See instructions),
See Instructions for CME waiver or ¢xemptions. Do not submit documentation of your CMEs with application.

* Pursuant to G.L. c. 112, Sec 1A, I ynderstand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. 51A
and the punishiment for failure to comply.

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

¢ Pursuant to G.L. ¢, 62C, 494, I ¢ that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢. 62E; and withholding and remitting child support pursuant to G.L. ¢. 1 19A. {See instructions).

ury that all information on this Renewal Application, Part B and Form R is true,

Date: X /¥ ; 03

I hereby certify underfthe

Signature:

YOU MUST SIGN AND I T B, WITHY RENEWAL LICATION

Board Regulations require that you notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR QPPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




Massachusetts Physician Renewal Application
. Physician Name: Pablo Rodrigurez License No.: 156474

PART A
) Current Status: Active Renewal Due Date: 10/18/2005 Birth Date:
If you want to change your current status, please check gne of the following boxes 1o indicate your new status:

{Gheck only one). (See Renewal Instructions, page 3.)
Active [1 Retiring [J Inactive 3 Do not wish to renew

2)BUSINESSADDRESS = . " [pe

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

arlmg Address:
C;tyf]‘own State:

3 Sep 28 A0S Zips . Country:
B Check here to change this addréss : e

2b) HOME ADDRE e -
') 0 > ; Lush CF HomeAddress
L RRETTRT N ETIYNE :
b T Clity/ Town: State:
Zip Country: _
Phone: ‘| Home Telephone: (__ )

E1 Check here to change this address.

Homé address cannot bé a Post Oﬂfw Box . )

247 Roosevelt Avenue U I — " o
Pawtucket, RI 02860 City/Town: < State:

Zip: Country:

Business Telephone: {__ - )

Phone: (401)727-4800

L3 Check kere 1o change this address Business address cannat be a Post Office Box

3) E-mail Address:
4) Fax Number: Al L <
T~ 1

i=1

LJ

5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:

Obstetrics and Gynecology 0

Gynecolegy ]

W}

6) Current American Board of Medical Specialties (ABMS) or American Osteopathlc Association {AOQA) Information.

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

List Certifying Board(s) below: ‘Update General Certificates and Subspecialty Certificates
‘ - below. Please add addltmnal Certiﬁcatlons as required.

Board Name 7 ' ABMS or AOA CemﬁcatelSubspecualty Correct? Delete?
Obstetrics & Gynecology ABMS Obstetrics and G_yr_xec_ology ' o - y O
(A |}

‘o . oo
O O

Page 1of5
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Massachusetts Physician Renewal Application

Physician Name: Pable Rodriguez License No.: 156474

(See Renewal Instructions, page 4.) Please make corrections as necessary
) Prug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetts: Rl
b) Federal (DEA): | 8b) States where you were previously licensed (Abbr.)
c) Federal (DEA) XS: _le’_ ___

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

Please enter the approximate number of work hours at your principal work setting:

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Insiruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional

facilities on a separate sheet, if necessary.

No Affiliations [] ' Please enter the gpproximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4. Delete?| o vent Stafl Cmggznge ¥ ;ﬁ:’;w“k
Sturdy Memorial Hospital, Inc. (] .¢»°Wﬁfv D
A ‘
O g
O -

O

0

0

(]

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

Average weekly hours involved in: a) inpatient care _0  nhrswk Change to: hrsiwk
b) outpatient care __6 _ hrs/wk Change to: hrs/wk

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

“? Insurance Carrier {complete below) . b
Current Insurance Carrier: WOWA] r N F an ) ) j"‘ Change to:

Policy dates:  From é_fjﬁ_/ _0_5 To _é_lz_o_l !2‘_1,

(required)

[ Letter of Credit subject to Board approval (artach a copy)
O 1am registering with Active status but I am not required to have medical Jiability insurance because I am:

Check one:
. O Not involved with direct or indirect patient care in Massachusetts

[0 Government Employee Federal Tort Claims Act (FTCA)
[d Otherwise exempt (Please explain):

1S SDISESS0

P

Page2of 5



Massachusetts Physician Renewal Application

., Physician Name: Pablo Rodriguez License No.: 156474
13) Do 'you perform any surgery in your office? (See Renewal Instructions, page 5.) Yes No
If Yes, please complete Form PCA-Q "Office Based Surgery"

In questions 14-21, the phrase "time period" refers to the following: all time from the day you signed your Iast
license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Insiructions, page 5.)

Yon must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.

YES NO

14) CLAIMS MADE
a) New: Has any medical malpractice claim been made against you during this time period, whether or
not a lawsait was filed on that claim?

b) Pending: Are there any unresolved malpractice claims against you today, any claims that have not beén
finally settled or finally adjudicated?

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

resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.
a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period?
b) Resolved: Have you reselved, 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) Are there any criminal charges pending against you today?
c¢) Have any crimina) offenses/charges against you been resolved during this time period?

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

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

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

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

‘a medical liability insurance carrier?

22) CME CERTIFICATION: 7
a) Have you completed your CME requirements preceding your renewal date? \%YGS [} No
b) If no, are you requesting a CME waiver?

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

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

Page 3of 5
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: Massachusetts Physician Renewal Application
Physician Name: Pablo Rodriguez License No.: 156474

PHYSICIAN PROFILE

} have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.

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

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

CERTIFICATIONS

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

3} 1 certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant to G L. ¢.194, sec. 15, and I understand the punishment for failure to comply.

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

5) | certify that I have complied with my obiigations to report the treatment of victims of rape or sexuval assault pursuant to
G.l.c. 112, sec. 12A 1/2.

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

. reguiat}on

Tl cemfy that  have comphed my obhgauons related to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and ! understand my obligations under G.L. ¢.112, sec. 2.

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

8) I certify that } have complied with my obligations related to the reporting of employees and contractors pursuani to G.L.
c.62E.

10} 1 centify that | have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. H19A,

L1} I certify that | have complied with my ob!igatioﬁs to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. ¢. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and | understand that the Patient Care
Assessment (PCA) programs at the health care facilities where | practice report certain Major Incidents to the Board.

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

. Signature: J W ) Date: Q;/_ﬂ/%

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

Page 50of 5
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Massachusetts Physician Renewal Application

) fhysician Name: Pablo Rodriguez

License No.: 156474

PART A
1) Current Status: Active

{Check only one). (See Renewal Instructions, page 3.)
Active O Retiring

Renewal Due Date: 10/18/2005
If you want to change your current status, please check one of the following boxes to indicate your pew status:

i Inactive

Birth Date:

I Do not wish to renew

Business addresses CANNQT be a Post Office Box.
2a) MAILING ADDRESS

[3 Check here 1o change this addréss-

T 15

—ICityTown: State:

2y 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 -

Please make corrections (print)

‘hp’g Address:
Clty/'l‘own State:

Z;'p:—-f . Country:

H ome Address:

”"Zip‘ Country: _

: Home Telephone: ( )

Home address cannot be a Post Oﬁ” ce Box ..

; OMEDICINE

2b) HOME ADDRESS
e
R ' R
7 Py 1B
Phone: - -"-,
[ - Check here fo change this address ocT ] 1 :(_'{10.3 : )
2c) BUSINESS ADDRESS .. e
e 247 Roosevelt Avenue | e |
Pawtucket, RI1 02860 ' ... . - 9CF

] ‘—Zil:ja: Country:

. Busme‘ss ﬁfddil'ess:

Cit':y/’I‘ own; . State;

Business Telephone: (__- )

Phone: (401)727-4800

[ Check hereio change this address

3) E-mail Address:

Business address carmor be a Post Office Box

4) Fax Number: al— V(T2 V<L
{ S T ——— =17
5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Obstetrics and Gynecology (m}
Gynecology (m]
O

1 LGt
Lol

A

o

4

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

List Certifying Board(s) below: Updaie General Certificates and Subspecialty Certificates
o below. Please add additional Certifications as required.
Board Name ABMS or AOA| Certificate/Subspecialty Correct? _ Delete?
Obstetrics & Gynecology ABMS | Obstetrics and Gynecology ' y 0
O 0]
= B » |
O o

Page 1 of 5



Massachusetts Physician Renewal Application

Physician Name: Pablo Rodriguez _ License No.: 156474
(See Renewal Instructions, page 4.) Please make corrections as necessary
} Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetts: _ Rl
b) Federal (DEA): ' 8b) Staies where you were previoushy licensed (Abbr.)
¢) Federal (DEA) XS: ‘ NY

9) What is your principal work setting? (See Renewal Insiructions, page 4.}
Principal Work Setting: Clinic Change to:

Please enter the gpproximate number of work hours at your principal work setting:

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional
facilities on a separate sheet, if necessary.

No Affitiations [ Please enter the approximate namber of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4) Delete? | cpprent smﬁcmgggnge | # gﬁﬁmeek
Sturdy Memorial Hospital, inc. ] | oy/fi"v D
‘0 - d )
¢ T
|
O
O
O
11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 0 brswk Change to: hrs/wk
b} outpatient care ___6  hrs/wk Change to: hrsiwk

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

"? Insurance Carrier {complete below) ‘!ew;\ ‘
Current Insurance Carrier: V\}OV"’M 'y II\ Fﬁ\“ ;) j"‘ " Chifnge to:
Policy dates:  From L_/ﬁ_f _@ To ‘; lfzg_/__%
{required)
O Letter of Credit subject to Board approval (attach a copy)

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

Check one:
. '] Not involved with direct or indirect patient care in Massachusetts

[J Government Employee Federal Tort Claims Act (FTCA)
[ Otherwise exempt (Please explain):

Page20of5



Massachusetts Physician Renewal Application
Iihysician Name: Pablo Redriguez License No.: 156474

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) _Yes No
H Yes, please complete Form PCA-O "Office Based Surgery"

In guestions 14-21, the phrase "time period" refers to the following: all time from the day you signed your last
license renewal/application, to the day you sign this renewal application, inclusive. (See Remewal Instructions, page 5.)

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.

14) CLAIMS MADE
a) New: Has any medical malpractice claim been made against you during this time period, whether or
not a lawsuit was filed on that ¢laim?

b) Pending: Are there any unresolved malpractice claims against you ioday, any claims that have not been
finally settled or finally adjudicated?

15) CLAIMS PAID
Has any medical malpractice claim against you (whether or not 2 lawsuit was filed on that clalm) been

resolved, settled, or adjudicated during this time period?

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

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

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

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

b) Are these any criminal charges pending against you today?
c) Have any criminal offenses/charges against you been resolved during thls tirne period?

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

19) Has your privilege 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 applicétion for a medical license, allowed a license appliéatiéri 10 become obsolete
or have you been denied a medical license for any reason?

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

22} CME CERTIFICATION:
a) Have you completed your CME requirements preceding your rencwal date? \%Y&G {1 Neo
b) If no, are you requesting a CME waiver?

[] Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your license expiration date. {See Rernewal Instructions, page 8.)

c) If you are exempt from CME requirements, check reason for exemption. (Se¢ Renewal Instructions, page 8.)

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

Page 3of 5
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- Massachusetts Physician Renewal Application
: Physician Name: Pablo Rodriguez License No.: 156474

PHYSICIAN PROFILE

1 have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.

3 1 have reviewed my Physician Profile and attached a copy of the Profile with corrections.

[1 My statas is Inactive and 1 do not have a Physician Profile. (See Renewal Insiructions, page 10.)

CERTIFICATIONS

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

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

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

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

5) 1 certify that 1 have complied with my obligations to report the treatment of victims of rape or sexual assauli pursuant to
G.Le. 112,sec. 12A1/2. ) :

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

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

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

9) | certify that 1 have complied with my obligations related 10 the reporting of employees and contractors pursuant to G.L.
c.62E. :

10) I certify that 1 have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. H19A,

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

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

Criminal Hifto ﬁt\ems Board. .
W ' Date: U\) I_ﬂ/ 0@

e Signature:

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

Page 5 of &
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Dr. Pablo Rodriguez { g(—;"[ f)’% License Number: 156474

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

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

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

Option 2: Certify you have personally applied for your NP1 and you have not received it yet. Once you have received your NPl Numbem
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 yeur NP1 Number, you must notify the Board by completing the NPI form at the
Board's website (see Option 2).

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

Ogtion 5: If your license status is INACTIVE, you may elect not io obtain an NP1 number.

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

g My current NPI is: m@ IZI [EI

I have personally applied for an NPI. (You must provide your NP1 number to the Board when received.)

(23 I have applied for an NPI using a third party (enter name): {follow instructions for Option 3)

(-] By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPI on my behalf,
O Asan inactive physician, I do not wish to obtain an NPI.

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

code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider taxonomy code is required if you
authorize BORIM to apply for an NPI on your behalf,

Faxonomy {Specialty} Codé Taxonomy Description (Print
Primary Provider Taxonomy: @E@@@ 6.9 we CO iow
.

Provider Taxonomy: D D I:I:] D D I:l I:l I:l:l
Provider Taxonomy: D D D:I l:] D l: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): fg Country of Birth (if outside the US):
[ ]

Gender: ¥ Male [J Female

Penalties for Falsifving 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 document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination

Check one box. Iauthorize [ Ido not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hosp ital, hea lan, or health organization.
Please sign and date con th { the jffformation on this form is true and accurate.

Date: jlgll?__j

Signature:




Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite G-4
Boston, MA 02118
I 617-654-9810
o www,massmedboard.org

A
AR}

Dr. Pablo Rodriguez 03/20/2007

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 renewa! of your license, you must complete the NP] form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their NP1 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 NP1 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 a NPl number, you may request
that the Board apply for the NPI 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 1o thank you for your continued service to the citizens of the
Commonwealth.

Sincerely,

/L’LﬂW— AU
Martin C. Crane, M.D.
Board Chair

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



Massachusetts Physician Renewal Application

Physician Name: Pablo Rodriguez, M.D. License No.: 156474
PART A
1) Current Status: Active Renewal Due Date: 10/18/2007 Birth Date:

If you want to change your current status, please check one of the foilowing boxes to indicate your zew status:
Check only one: (Sge Renewal Instructions, page 3.)
" Active O Retiring [J Inactive L3 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

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

2a) MAILING ADDRESS

12)47 Ro::sev;!lt (‘;‘;0 Mailing Address: /-io"? Eas 'l' ﬂ’ Je  Su rl. JiL 0'
wiucket, cy
awieke City/Town: Pﬁ.\d !r e Uc: &" State: g ,[.._4(’

Zip: 03 ¥6©O  Country: TAY..

wCheck here to change this address

2b)y HOME AD S8
) DRE Home Address:
. City/Town: State:
P BEASHE
HE"‘tNED Zip: Country:
e I O] l .
Phone: GOr 1F e Home Telephone: ( )
[ Check here to change this address d e "a'ﬁoﬁ Home address cannot be a Post Office Box
Board of neglsd L -
2243%?35{:\:31?? I:ESS i Madicing Business Address: 407 é "'5"- Ave, Sei Fe 156
nuc rg
Pawtucket, RI1 062860 City/Town: QW "'d che 4‘ State: R T

Zip: QX.§6 ¢ Country: Usp

Business Telephone: &f2 ¢ _
Phone: (401)727-4800 usiness Telephone: ¢/2¢) 929 - (kg0

'ﬂ Check here to change this address Business address cannot be a Post Office Box

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

4) Fax Number: H0) - V26 IS¢

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

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Assaciation (AOA) Information.
{wee enclosed instructions and Renewal Instructions, page 4.)

List Certifying Board(s) below: Update Generai Certificates and Subspecialty Certificates
below. Pleasc add additienal Certifications as required.
Board Name ABMS or AQA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology 0

(W]
(Al
0
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Massachusetts Physician Renewal Applicatizn

Physician Name: Pablo Rodriguez, M.D, License No.: 156474
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections; 8) Other states where you are now licensed to practice
a) Massachusetts: Rl
bj Federal (DEA): 9} States where you were previously licensed
c) Federal (DEA) XS: ) NY

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

List the names of ail work sites in Massachusetts Location State Delete?
{See above and description on page 4.) {City or Town)
Sturdy Memorial Hospital, Inc. Atk La o A O
[
O
(.
O

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

Average weekly hours involved in: a) inpatient care 0 hrsiwk Change to: hrs/wk
~ b) outpatient care 6 hrsiwk Changeto: £ hrsiwk

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

w Insurance Carrier (complete below)

Current Insurance Carrier: Change to:
Policy dates: From 7}/ // 07 To_& 1309 §
Type of Policy: /@ Claims made with 1ail coverage [ Occurrence Policy

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

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

O ram registering with Active status but [ am not required to have medicai liability insurance hecause I am:

Checkone: [J  Notinvolved with direct or indirect patient care in Massachusetts
1 A Government Employee under Federal Tort Claims Act (FTCA)

0 Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) Yes No
If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Page 2 of 7



Massachusetts Physician Renewal Application
Physician Name: Pablo Rodrignez, M.D. License No.: 156474

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

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
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).
b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

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

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

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

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

17) CRIMINAL CHARGES

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

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

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

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

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS

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

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

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

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

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

20) Have you withdrawn an application for a2 medical license, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? mes 0 No

b) If no, are you requesting a CME waiver? OYes [JNo

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

CME EXEMPTION: (checkone) [J Inactive Status [ Residency/Fellowship training
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Massachusetts Physician Renewal Application
Physician Name: Pablo Rodriguez, M.D. License No.: 156474

PART C
Check One; PHYSICIAN PROFILE

ﬁ I have reviewed my Physician Profile at hitp://profiles.massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

f31  1have reviewed my Physician Profile and attached a copy of the Profile with corrections. L’;:
[d My status is Inactive and [ do not have a Physician Profile. (See Remewal Instructions, page 11.)

CERTIFICATIONS

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

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

3) I certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and 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) I certify that | have complied with my obligations to report the treatment of victims of rape or sexual assault pursuvant to G.L. ¢. 112,
sec. 12A 1/2.

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

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

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

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

11} I certify that I 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. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 gf seq. I understand that
the Patient Care Assessment (PCA) programs at the health care facilitics where I practice report certain Major Incidents to the Board.

12) I certify that 1 have complied with my obligations to disclose my ownership interest in any parmership, 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, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information fpom the Criminal History Systems Board only and that it will not necessarily disqualify me from

licensure. M
Signature: ‘) Date: /0; ,S / 07

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

Physician Name: Pablo Rodriguez, M.D. License No.: 156474
PART A
1) Current Status: Active Renewat Due Date; 10/18/2007 Birth Date:

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

© Active 3 Retiring [ Inactive 3 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Business add CANNOT be a Post O Box,
beiness addresses CANNOL be a Post Office Box Please make corrections (print)

2a) MAILING ADDRESS
247 Roosevelt Ave. Mailing Address:  fo7 E6s .]. by 3 —S“E s
Pawrtucket, R1 02860 s

City/Town: Yo etk sae: RE
Zip O YO  Country: TRY.

'ﬁc‘heck here to change this address

2b) HOME ADDRESS Home Address:
Ao City/Town: State:
, LBADL
& REGENED Zip: Coutry:
Phone: 0 N . 5697 Home Telephone: ( )
O3 Check here to change this address . ... tion Home address cannot be a Post Office Box
Baard of Regisuation .
2¢) BUSINESS ADDRESS iy Madicine Business Address: 407 £ ﬂs"' Ave, S e. 1CY-
247 Roosevelt Avenue ) = #
Pawtucket, R 02860 o RECENED City/Town: Yoowtuce + state: RT2

%
: Zip: Oé §C e  Counmry: Uiy

Phone: (401)727-4800 OCT 22 2007 |_Business Telephone: &f20) 722 = yfrgo

Y& Check here to change this address BOZI 0 ﬁegistraﬁon Business address cannot be a Post Office Box

in Correct your E-mail and Fax Number below:
3) E-mail Address: Medicine y

4) Fax Number: _40"' 73(-'; 1IS)¢

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

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
betow. Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Subspeciaity Delete?
Obstetrics & Gynecology B ABMS Obstetrics and Gynecology O
(W]
a
o

Page 1 of 7




Massachusetts Physician Renewal Application

Physician Name: Pablo Radriguez, M.D. License No.: 156474

{See Renewal Instructions, page 4.) Please make corrections as necessary :
il

7) Drug License Numbers Carrections: 8) Other states where you are niow licensed to practice | 27,
a)} Massachuserts: RI x
b) Federal (DEA): 9) States where you were previously licensed _
c) Federal (DEA) XS: " NY ';{\

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

List the names of all work sifes in Massachusetts Location State Delete?
(See above and description on page 4.) (City or Town)
Sturdy Memorial Hospital, Inc. AHle ba oo M A 0 )
)
O
O
O

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

Average weekly hours involved in: a) inpatient care 0 hrs/iwk Change to: hrs/wk
~ b) outpatient care 6 hrsiwk Changeto: & hrs/wk

12) Medical Liability Insurance Information (Sge Renewal Instructions, page 5,)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:
w Insurance Carrier (complete below)
Current Insurance Carrier:
Policy dates:  From :l_/ ya ____(2_ 7 To 4' L350, @ g

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

Change to:

[0 Letter of Credit subject to Board approval (d#tach a copy.)

O 1am registering with Active status but I am not required to have medical lability insurance because 1 am:

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

1 Otherwise exempt (Please explain): )

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

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

Page 2 of 7



Massachusetts Physician Renewal Application x
Physician Name: Pablo Rodriguez, M.D. License No.: 156474

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

You must check either YES or NO to each guestion. Provide details on Form R if vou answer “YES” to any questions. Refer to &
Renewal Instructions for additional information and definitions.

YES NO
i

14) CLAIMS MADE 0
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).

b) PENDING: Are there any unresolved malpractice claims against you today, i.., 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
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.

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

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

17y CRIMINAL CHARGES

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

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

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

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

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS

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

b} Have you ever taken a leave of absence from any heaith 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, emplover 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 lability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? W"S ] No
b) If no, are you requesting a CME waiver? CYes [ No

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

CME EXEMPTION: (check one) [ Inactive Status [ Residency/Fellowship training
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Massachusetts Physician Renewal Application

cian Name: Pablo Rodriguez, M.D. License No.: 156474 5;;
Check One: PHYSICIAN PROFILE e

ﬂ I have reviewed my Physician Profile at http://profiles massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone numbser, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

O  !have reviewed my Physician Profile and attached a copy of the Profile with corrections.
L1 My status is Inactive and I do not have a Physician Profile. (Seg Renewal Instructions, page 11.)

CERTIFICATIONS

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

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

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

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

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

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

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

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

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

10) I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.] 19A,

11) I certify that ] have 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 the Patient Care Assessment Regulations, 243 C.M.R. 3,00 et seg. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where [ practice report certain Major Incidents to the Board.

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

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

licensure. M
v Date: /0/ ,5 / 07

Signature:

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

PABLO RODRIGUEZ, MD

P FO TION
Birth date
Birthpiace: Fajardo, Puerto Rico
Citizenship: USA
Social Secunty Number:
Home Address:
Business Address: £45 North Main St

Providence, R 02904
Business Telephone: 401-272-4050
EDUCATION
Undergraduate: University of Puerto Rico

Degree: B.S. Biology 1977 Cum Laude
Medical School: State University of New York at Buffalo

Degree. Medical Doctor 1981

ST LUATE INI
Residency: Ohstetrics & Gynecology

Nassau Coumy Medical Center
East Mecadow, NY 1981-85

POSTGRADUATE HONORS AND AWARD

05/20/91 “Good Guy Award by Women’s Political
Caucus, Providence, Rbode [sland

08/31/91 “Maost Outstanding Jibaro of RI™
Puerto Rican Parade Annual Banquet

03/01/91 Grand Marshall- Fourth Annual Puerto Rican
Parade of Rbodc Island

a9/27/91 Honorary Chair- First Annual Hispanic
Heritage Bail, Providence, Rl
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CURRICULUM VITAE
PABLO RODRIGUEZ, MD

HONORS AND AWARDS
12/30/91

12/30/92

D6/11/93

6/94

09/94

11795

06/96

10/30/96

Aguils Dorada Award- OQutstandmg Health
Professional of the Year, by Shoreline Newspaper

Aguila Dorada Awerd- Quistanding Health
Professional of the Year, by Chamo's Productions

Roberto Clemente Award for Professional
Achievemnent, by Hispanic Pro Education
Committee of R]

ist. Community Service Award- Given by the
American Medical Association, Young Physicians
Section at the Annual Meeting in Chicago

Certificate of Appreciation for [pvaluable Service
and Dedication to Wemen’s Reproductive Health,
given by the American Medical Women
Association

Lifetimc Achievement Award given by Aspira of
Pucrto Rico at their 25th Year Anniversary Rall

“Community Hero Torchbearer™ for the Olympic
Torch Relay of the 1996 Ofympic Games

Community Service Award given at Planned
Parenthood of Rhode Isiand’s Annual Meceting

R: SIONAL LICENSES AND BOARD CERTIFICATION

1982
1985
1987
1990

C MENTS
1384-85

Page 2

Diplomate National Board of Medical Exarminers
Licensed in Rhode Island

Armerican Board of Obstetrics and Gynecology
American Board of Laser Surgery and Medicine

Assistant Clinicai Instructor in OBGYN
State University of New Yark at Stony Brook




1986-1991

1891 Present

11/96- Present

HOSP

1 1/95- Present

7/87- Prasent

OTHER APPOINTMENTS

1995 Present
199193

1993- Prescat
{994 Present
1994- Present

1994- Present
1993- Present

1992- Present
199693

1993- Present
1991- Present

1994- Present

Page 3

CURRICULUM VITAE
PABLO RODRIGUEZ, MD
ACADEMIC APPOINTMENTS

Clinical Instructor in ObGyn
Brown University Schoo! of Medicine

Clinical Assistant Professor of Ob Gyn
Brown University School of Medicine

Lecturing Professor
Universidad Nacional Pedro Henriguez Urefias

Santo Domingo, Dominican Republic

Associste Chief of Ob Gyn
Women and Infants” Hospital
101 Dudley St, Providence, RI

Active Staff
Women and Infants' Hospital
10} Dudley St, Providence, RI

President- Internationat Institute of Rhode Island
President- Rhode Island Project AIDS

Trustee- Rhode Island Foundation

Director- Citizens Bank of Rhode [stand

Vice Chair- Minority Investment Development
Corporation, Providence, Rl

Director- Urban Project of Rhode Island
Director, Chair Persanne! Commitice,

Alan Guttmacher Institute, Washington DC
Chair- Minority Health Advisory Committee
RI Department of Health

HIV Program Advisory Committee

RI Department of Health

Preventive Health Advisory Commitiee

Rl Department of Health

Year 2000 Heglth Objectives Task Force

Ri Department of Health

Judicial Nominating Commission

State of Rhode Island




CURRICULUM VITAE
PABLO RODRIGUEZ, MD

1992- Present

1993-94

"HOSPITAL ES

11/90 - 11/93

1992 .94

SP1-71m4

1985 - 90

1995 - Present

MEMRERSHIP IN SOCIETIES

Amencan Medical Association

Gavernor’s Hispanic Affairs Commission
Swuste of Rhodo Island

Health care Reform Commission

Ri Departrnent of Health

o~

Executive Committee at
Women & Infants’ Hospital

Instruments and Technique Committee
Women and Infants Hospital

Chair - Operating Room Committee
Women & Infants’ Hospital

Pharmacy and Therapeutics Committee
Women & Infants’ Hospital

Exgoutive Committee Ob Gyn Department
Women & Iofams’ Hogpital

Amenican College of Obstetrics and Gynecology - Fellow
Association of Reproductive Health Professianals

Rhbode Island Medical Society

American Association of Gynecologic Laparoscopists

P ATIONS

03/03/87

10/15/87
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Pre-Menstrual Syndrome
Channel 36 Providence, Rhode Island

Sexually Transmitted Disease Update
Hispanic Social Services Committee
Providence, Rhode Island




CURRICULUM VITAE
PABLO RODRIGUEZ, MD

05/19/88 “Update oo Humana Papilioms Virus”
University of Rhode Islund
Health Services

10/15/88 Risk Management Workshop on Pap Smears
Association of Reproductrve Hezslth Professionals
St Louis, Missours -

03/11/89 Teeange Pregnancy - Panel Discussion
Channel 6 - Providence, Rl

09/15/89 “Medical Consequences of Webster vi Reproductive
Health Services™, at Sarah Doyle Women's Center
Brown, University, Providence, Ri

10/28/89 “Medical Aspects of Substance Abuse”
Substance Abuse Council of City of Providence
Hispanic Peer Counselors Retreat

01/06/90 “Medical Aspects of Abortion™
Rhode Island Caucus of Women Legislators
Annual Retreat

03/24/90 “The Role of the Church in the AIDS Crisis”
Conference for RI Black Religious Leaders

1990 - 94 Host of “Enfoque Latino”
Weekly TV show on topics affecting the Hispanic
Community

11/07/90 Access 10 Health Care Workshop
presented at “Coming Together” 2nd Annual New

England Hispanic Conference

12/10/90 “The Health of Minonties in America”
guest appearance st Shades, Channel 36
Providence, RI

02/20/91 “Introduction to Norplant”
Ri Department of Health presentation to Title X
Providence, Ri




CURRICULUM VITAE
PABLO RODRIGUEZ, MD

03/2t/9¢ “Laparoscopic Adhesiolysis and Management of
Dista! Tubal Obstractiop™ presented at Update in

Opemative Laparoscopy, Women & Infants’ Hospital
Providence, RI

04/02/91 “Update oo ATDS and the College Population™
Presentation to the Administration of Rhode Island
College, Bnstol, Rl

04/13/91 “Norpiant Practicum” Tratning for Physicians,
Women & Infants’ Hospital, Providence, RI

04/23/91 “The Health of Minority Males in RI™ presented at

Shades - Channe) 36 - RI Public TV

04/25/91 “The Bethesda System of Pap Smear Reporting”
presented at Brown University Health Services,
Providence, R}

04/30/91 “Priority Health Issues for Hispanic Males in RI”
presented at Working Together: The Community’s
Age rovi € of Mi

Males in R1, sponsored by the RI Depa.rtmem of
Health under HHS prant

05/91 - 08/92 Host of “Women's Health Hour” Weekly talk show
on Women's Health Issues - WALE, Providence, RI

05/17/91 “Introduction to Norplant” presented st the 12 Th
Annuat Reproductive Health Review, JSI Research
and Training [nstitute, Boston, Mass

05/18/91 “Norplant Practicum™ - Training Session for
Physicians held at Women & Infants’ Hospital,
Providence, RI

06/04/91 Keynote Speaker, “Upward Bound Program™

Rbsode Island College, Providence, R]

£



CURRICULUM VITAE
PABLO RODRIGUEZ, MD

08/29/91 “Norplant Practicum for Family Residents™,
Mermorial Hospital, Pawtucket, RI

09/19/91 “Norplant Practicum for Title X Providers”,
Marnott Hotel, Providence, RI

03/12/92 “Current and Future Directions in Contraception”,
prescated at Reproductive Health Update 1992
URI College of Pharmacy, Newport, Ri

03/28/92 “Contraceptive Alternatives in the 90’s: Long
Acting implants” presented at RT Academy of
Family physicizns Annusl Conference, Newport,

Rhode {sland

05/16/92 “AlDS Overview for 1992” Keynote Speaker,
Project Aware Conference: HIV Issues ‘92, Fall
River, Mass

05/16/92 “Contraversies in the Management of HPV"”

presented at HPV Update, Conference for Title X
providers, Providence, RI

06/19 - D6/22/92 “Laparoscopic Assisted Vaginal Hysterectomy
Workshop™ sponsored by Brown University
Medical School, Providence, RI

01/16193 “Sexuality and Contraception” presented at the
Women and Infams/Lincoin Schoo! Anniversary
Forum, Providence, R

01/27/93 “Norpiant Insertion Workshop™ presented at the
RI's Amenican Academy of Family Practitioners
Anaoual Meeting, Newport, R1

04/20/93 “Norpiant Use in Clinical Practice™ sponsored by
Wyeth Ayerst Laboratories, Springheid, Mass

05/12/93 “Freedom of Access to Clinic Entrances Act of
1993" - Testimony before the Senate Commitiee on
Labor and Human Resourves -
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LCURRICULUM VITAE
PABLO RODRIGUEZ, MD

06718 - 06/19/93 “Laparoscopic Aasisted Vaginal
Hysterectomy, Burch Procedure Workshop™
Brown University, Providence,

0S/14/93 “Norplant Use Complications and Management”
sponsored by Wyeth Ayerst Labs, Boston, Mass

10/04/93 “Laparoscopy in the Diagnosis and Treatment of
Endometriosis™ sponsored by TAP Pharmaceuticals,
presented at the Capitl Grille, Providence, RI

10/23/93 “Medical Management of GYN Conditions”
pmsmted at QL!MM&Q:@.&
. Sea Crest Resort, North
Falmcuth, Mms

10/25/93 “Long Term Contraception: Indications and
Management of Complications™ sponasored by
Wyeth Ayerst Laboratories at the Sheraton Hotel,
Leominster, Mass

05/25/94 “Norplant Update: Insertion & Removal
Techniques” sponsored by Wyeth Ayersi
Pharmacesticals at the Poponessett Inn, New
Seaburg, Mass

06/16/94° “Norplant Update: Insertion and Removal
Techniques’ sponsored by Wyeth Ayerst
Pharmaceuticals at Carvey's, Manchester, Mass

10/14/94 “Contraceptive Technology: New Options™
presented at the 1994 Cross Training m Women's
Wellness Conference, Newport, RI

03/29/95 “Common Ground: Discussing the Issue of

Abortion™ presented at the montbly meeting of UR!
College l.iberals Association
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CURRICULUM VITAE
PABLO RODRIGUEZ, MD
03/30/95% “The Hezlth of Minarities in RI" guest on Shades,
channel 36, RI Pub!ic ™

0s/10/95 ' What thz Prowdcr Faces prmntcd at m

meeung of Natwnxl Pm Chox Foundano
New York City, NY -

05/26/95 “Hispanic and Family Planning”™ prescnted at .
“Cultural Issues in Family Planning” sponsored by
RI Department of Health Family Planning Program,
Providence, RI

06/04/96 “Culturai Differences and Attitudes Towards
Pregnancy and HIV” presented at Teenage

Pregnancy Prevention Conference, Planned
Parenthood of RI, Providence, R]

11/14/96 “Modern Management of Ectopic Fregnancy”
presented at the Manuel Emilio Pexdomo Memorial
Lecture, Universidad Nacional Pedro Henriquez
Urefas, Santo Domingo, Dominican Republic




