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Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA (1880

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

FULL LICENSE APPLICATION

Application Fee: Please enclose a check or mongy order in the amount of $600.00 made pavable to the Commonwealth of
Masstchusetts, The application fee is non-refundabie.

Type of License 2 itial Full License ] Administrative License L] Volunteer License
Cheek One: ] s Camadian Graduate (] nternational Graduate

Legal Nawe (do not use nicknames or initials. unless they are part of vour legal name)

LiEF At ElizAarETH
Last Name (Lvpe or pring eleariy) First Middle Sutfix (lr, ete)

Ve
E(M.l). oo OJewn OO Other degree O Male  [= Female

Other Name(s) Used, - List any other name(s) you have used swhich may appear on your identifying documents, such as
medical education and examination records. 1f not applicable, check here, []

Enlire Last Name ¢type or print clearly) [irst Middie Sultix (Jr., ewe)
Social Security Number: e Date of Bith:
Month o I Year
; by . . = B Y e B
NPT (National Provider Identifior) Number: \?ﬂ" 1 (v’]L’\}“D e
Era .
City Stae/Provinee Tuerritory Country i not LISA
*Mailing Address: i  Telephone;
Number and Street
City Sterovinee/ Territory Zip {or postaly Code
Home Address: e delephoner
Number and Street
City state/Provinee: Territory Zip (or postal) Code

Business Address: (0 - ,[\{\LUMH@..Q@ (\L i} (\\« ¢ ,,.‘,,,,‘é,.v,;:i? N.P?__‘"_l Telephone: Q8- 123 -8\0 o

Nuher and Street

Haveisen ) | N | IREAS
Cily State/Provinee/ Terrilory Zip (or postal) Code
Fomand Address: . Fax number: Ct i - 4% 1- L4 Cl

Are you anplying for Heensure through FCVS? [ Yes !E{NU

* The Board will use your Muiling Address for all correspondence

Full Lic App — Form 2 (Application), Page 1 of 4, Rev. 3713
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Pre-medical School From Tu

vame Nale. Vavevohy e BO_ver M var 1495

Sueet YO ey 08 2% iy Now Haven sawe C

Name: 'H A A \J NN 5y \\\ Degree: - Year: V45 Yczn'im\ﬂﬂ,.lf__,
_ . i et 2
Street: &/\ assactivg \ i ‘\{L(il Citye . { v by d Wil SlillClwi\ﬂ__ﬁ_.__

Medical School
vame: Vverd Ciastein Cotle ge f e D pogee  MD
_City: i'“) AR S ,Sinlc:mvt:}_,j_ﬁw_

o D e
Steet: VD00 Mevewvs, Yav b BJ“VWL"

N e _— e BORRCC

Street: LG o Stater_

Medieal Scheol Gradoation Date: L’-‘ e
Sonth Yoar
Posteradunte Fducation:

Listall postgraduate training in chronvlogical erder rom medical school o the present, nclude the mame and
address of the facility, your position, .o PGY 1L 2, fellow. ete. You must account for all periads of training or
postaradusie work 1rom dic time vou gradumted from medical school. Fpter month and vear only .

Facitin Childeea's s ‘gdzz&. ik _MF)}%_E}?:’{_‘? PGY Yeur: V-5 0 16t ooy

Specialty: Pediatwies Cive . B Qse St N T

Facility: Cuddog n bh ;-ﬂx \ \U’« P4 (\\)\ﬂ;u"f’ (";HI"(}Y ch':__M“:"S_WC_(_&\"D 73’ ey b S
Speciaby:_ Pedvatvies (el fende d) cine fooax CStater N

! & (i tehy ¥ ‘ - .
i Ne s b vomeonty Scbed S MU G S 08 6 o]

Sik‘a‘ialf}f,,,f;._“_@m;\..,.i\f\m-_ﬁ;..a* ,,,,f,‘yé"mfz.----(’ ,ﬂf'},,f"}..ﬁi;_:é....xﬁ.\ Gy New \{”‘“_W Smwr-,_,,..f}:".j.‘.......
o Gl eadd e s \';ju Peh s AR ¢ o

I LS St

Speciaiy:

Paciiy: PG New

Fall Lic App — Form 2 (Application). Page 2 of 4. Rev, 3715



Examination History

Please contact the appropriate examination o 0y and Bave the examination scores s o v o i i sealed
e clopes 11y ou are using TOVS, vour examination scorss witl be sent 1o the Board with sour credentials puchet.

it cach Hicensure examinution, U8, or mternationad, you have tihen {USMLE NBMIL NBOML. LMOC, FLEX,
COMNVEN COMLEX o a state examination,

Lxgmination Passed (P} or fuiled ()

LISMEL Sep )
VISMUL Stiep
VISMET Siep 1

NBAE Part !

ne

B/’ (F

=g

[P

e
v
LIr

NBME Par Ly T
NBME Part (1] e Th
FLEX Component | , I Ly
FLEX Compoient 2 {:} P D I
FLEXN Pre-1985 e e [
NBONME Part | e O

NBOMERw v [

NRONE Pany 1

COMLEX Level | S A BN L N B
COMEEN bevel 2 e O
COMLEN Level 3 e e

COMVEN SR S IS L O T

LMOCC - Single ) Lo [Oh
EAMOCC - Part (1 [
FARCC - a1 I (v

Sttty Board Focun

Full e App -~

Form 2 (Application),

eState of exnmination und vean

Pl”L Jobf 4 Rew,

(e O
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Hospital Affiliations and Employment

List hospital appointments, in chronological order by month and year where you ever had medical staff privileges.
Include the name and address of the facility, your position and dates of affiliation. Also include periods of
unemployment or employment outside of medicine. Attach a separate sheet of paper if necessary.

¢ _ From To

avev

Facility: Ch Ve n's H“)ﬂ\"*l ﬁ*‘ Mdnk&od@'ositiomf_“g'\d‘gﬂ 'cj ERA 1 /19
. . - gpﬁ('ﬁ‘“q

Street: NS PDQ\ﬂ\'J(thCeSQ A\fﬁ - City: BOoNgK State: E i .

Facility:. New Yok \jn'we(slk\j \’bsg‘g\%?osition: Teskwihe € 708 b s 0]

sweet,_ 560 Eiesk fvenve city_NewMet b Stater__ N

Facility,_fellevve H%v‘\’ﬁ& Cedarer position: Cliei cal g4 / 0S5 e /01

. fk‘»\s‘ii‘_‘t
swreet oz Fiek fivenve City: new Yok State:_ N

¥ cee next Po—se*

1. List other states (abbreviations) where you are currently or have ever had a full license: N \f ct

2. a) Are you certified by the American Board of Medical Specialties? [j Yes [] No
b) Are you certified by the American Board of Osteopathic Medicine? M Yes 1 Ne

3 List Board Certification(sy.____ved\ adrie S

4, List your practice specialt(ies): Pe 0\ \ a ‘\Y e S

5. Have you completed the Opioid and Pain Management training? (See Instructions) @ Yes [_]No

6. Have you completed training to recognize and report suspected child abuse or neglect? Eﬂ\’es C1No
(Your license will not be processed until you complete the required training — see instructions.)

2 Reason for requesting a Massachusetts medical license: T gplan fo werk a5 the Coamy
dochr af  (Camp acoa'c  in  thosdale, M A

8. Name of Facility: Cd\ﬂnx‘: “Tacenic ‘

Address: ~1710 News \f\\h\r’\&SN E'O«&A City: \Jr‘anC{GL\&

9. Anticipated starting date in Massachusetts: 1 /30 /b
10. Curriculum vitae (CV) listing activities by month and year must be enclosed with your application.

Under the penalties of perjury, I declare that ] have examined this full 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.

d/’”’”) oV ;14 s20\6

Signature of &ﬁﬁcant U Month Day  Year

Full Lic App — Form 2 (Application), Page 4 of 4, Rev. 3/15
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Mewe Yok gresh )\ PN ”\‘“‘s"lrﬁ“ \/ P b ol From 1o
Celvantbas 'M””h) Mg (; W Position:t ‘ﬂwdx h‘kw&a. 61 Lo

\ 4 ,
Soeet: 3O Wwest g st CW‘ Cdins Newe Yok s WY
N,
Cacitin:_ Sam fecd | RERTUNE ol paition Pediabiaan 4 R 06
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ELECTRONIC HEALTH RECORDS (EHR) PROFICIENCY FORM

Parsuant to MG e F120§ 20 an applicant for lieensure must demonstrate proficiency in the
use of electronic health records (EHRY. This is a one-time requisement.

Complete Section | (Demonstrating Proficiency) OR Section 2 (Claiming an Exemption)
and Sign in Section 3,

SECTION [ DENONSTRATING PROVFICIENCY
[ T have demonstrated proficieney nnthe use of EHR i one of the following ways:

p Participations inoa Meanimgtul Use program as an cligible professional:
v Lmployment with, credentialed 1o provide patient care at.or ina contrachsd agrecaent
with an eligible hospital or eritical access hospital with a OMS Meaningtd Use program:

CParucipation as cither a Participant or an Authorized User in the Massachusetts Health
Information Hizhway,

CCompletion of 3 houars of o Category 1 EHR-refated CPD course that discusses, at a
minitm, the core and menu objectives and the Clinical Quidity Measures ("CQNS™)Y for
Meantngful Use,

SECTION 20 CLAIMING AN EXEMPTION thixemptions must be claimed cach ficensing
cvcledit applicable. IF you are exempted from the EHR proficiency regoirement, please seleet
the appropriate eXemption.)

2.0 Bamexempt from the EHR Proficiesey requirement because Fam an applicant

Cwhosll notbe engaged i the practice of medicine as detined i 283 COMR 2084

For an Administrative License:

fora Volunteer License;

Conactive duty as aomember of the National Guoard or of @ umformed service cailed mto

service during i nationil emergency or erisis: or
tor an Emergency Restricted License,

SECTION 30 SIGNATURDE

Lothe undersigned applicant. hereby certity that all informaten incladed ia this FHR Proficienes
Form constitutes o true statement made under penaltios ol perjur .

i

NAME DAL Vi e

Putl Lic App - Forme 3A (BHR Proficienes Farmy, Page ol 10 Rey, 308




Amy L Licf, MLD., MLS,

EDVCATION AND TRAINING
80153495 Yale University, New [laven, O
BoAL History, May 1903

8 UR-300 Harvard University, Cambridge, MA
Post-Bacealwreate, Premedical Sciences

RO9T-H:0] Albert Einstein College of Medicine, Brons, NY
AU LSchaol of Medicine, dune 200

ERUIE R Children’s Hospital at Montefiore, Albert Finstein College of Medicine. Brons.
NY
Intern and Resident, Department of Pediatrics

7 0d-603 Children’s Hospital at Montetiore. Albert Binstein Coflege ol Medicine, Bronx,
NY
Chief Resident. Department of Pedistrics

7.05-6.4)7 New York University School of Medicine, New York, NY
Fellowship in Medieine and Public Hlealth Rescarch ¢CDC-fuded)
AMES i Clindeal Tnvestigation, June 2007

LICENSURE AND CERTIFICATION
O -presemt Connecticut State medical Heense

O O4-present New York State medical license
T O4-present Board Certilied, American Board of Pediatrics

MEMBERSHHP
FUl-present Fellow, American Academy of Pediatries

FMPLOYMENY
1 S-present Searsdale Medieal Group, Harrison, NY
Pedistrictan in multi-provider private practice.

TN 15 Stamiord Pediatrie Associates, Stamford and Darlen, CF
Pediatrician m mula-provider private practice.



D761 New York-Presbyterian Hospital/Columbia University Medical
Center, New Yorko NY. '
Pediatrician i hospital-based primars care clinic.

HOSPITAL APPOINTMENTS
FHT S -present Greenwich NHuospital, Greenwich O
Atending pediatrician for neonates in newborn nursery,

9 11-84138 Stamford Hospital, Stamford CT
Atending pediatrician for nconates in newborn nursery

907-611] New York-Presbyterian Hospital Columbia University Medical Center, New
York, NY

Assastant Chingeal Professor

YO4-710 Pediatric Emergencey Department, Children's Hospital at Montetiore.
Adbert Binstein College of Medicine, Bronn, NY
Covering Atending. Bmergeney Department

803607 Bellevue Hospital Center, New York, NY
Chinteal Assistant. Depariment of Pediatrics

y 03-607 New York University Hospital, Now York, NY
Instructor, Department ol Pediatrics

FEACHING EXPERIENCE

4 08-6711 Preceptor of Pediatric Residents. Ambulatory Care Network, New York-
Presbyterian Hospital, Columbia Cniversing Medical Center. New York, NY
Supervisor of pedintric vesidents in all aspects of patient care,

13:05-306  Seminar leader. “Physician. Patientand Sociens ™ Course. NYU School of
Medicine, New York, NY
Senved assennnar leader for first year medical student course about doctor-patient
mteragtion.

DEPARTMENT COMMITTEES

F04-3.05 Resideney Aveeptance Committee. Doepartiment of Pediairics. Children's
Flospital at MonteBore, Adbert Binstem College of Madicine. Bronx, NY
Interviewed applicants and served on rank conumittee far the pediatric residency
progrant.

T04-3:05 Quadity Improvement (Q1) Committees, Children’s Hospital at Monteliore.
Atbert Binstein College of Medicine, Bronx, NY
Participated in Q1 for the Depanmients of Pediatrics and Pediatric Radiotogy,



GRANT SUPPORT

£ 06408 Eielo AL Mendelsohn, AL Folting Go. Kalel, AL “Inereasing Access to the
Medical Home,”™ American Acadenmy ol Pediatries (AAPY CATCH grant-tunded
implementation project. Investigated the barriers 1o families gaining and
mamtaining public health insurance for their children.

PUBLICATIONS AND ABSTRACTS

9043403 Lielo AL Ozuah, 1 Sources of Fluoride Intake Among fnner-City Children.”
Abstract presented at the Eastern Socicty for Pediatric Researeh annual
mecting, March 2003 and atthe Pediatric Acadenie Societies” annual mecting,
May 005,

05567 Lief Al Mendelsobo, Al Folting G WoltT, ML Kadet AL “Parents®
Perspectives on Gaining and Maintaining Children's Public Health
Tnsuranee.” Ahstract presented at the Pediatric Academic Societies® mecting.
Man 2007,

R Brellochs, Co RKimgs K Vanneman, Mo Liefo AL Frver, B Agunvo, S Cadogan,
Mo Pt R Barbon, O2 2 The Aceess (o Coverage and Care Project; An
Anilysis of Health Insurance Enrollment and Retention by Students in
Seleeted NY O Public Schools,™ Published at
“hitprasowenyecgoviml hrivdownloadspdiAceess to Coverage and Care
Repartpdt™



PRINT NAM: ﬂ\\mj EL\L( - oAt G 1Y s e

FULL LICENSE APPLICATION SUPPLEMENT

EIMPORTANT NOTE: Hyou answer “ves™ to any of these questions, vou must provide the additional
infarmation on pages 5211,

QUESTEONS b
i While enrolied in college, medical sehool, graduate schiool or posteraduate training

were souever the subject ot any diseiplinan action? {This includes sction that was
farmal or informal. oral or written, voluntary or involuntary . A contidentiatin
agreement does not absofve sou of vaur reguirement 1o answer this question.)

- Have youever heen terminated or granted 2 leave vl absence by s medical schoot or
aty posteraduate training progrim of have vou ever sithdrawn from o medical
school orany postgraduate traising progrum or had o cepeat ayeas of postzraduate
wirining !

2-B. Have you ever been placed an probation or remediation by a medical school,
graduare scheol orany posteraduate waining prograny)

3 Wvouare o 8N or Canaduan graduate, did you take more than four ¢4y years o
complete medical sehoolz or it s o are an interpational medical praduate, Jid vou
ke more thany sis 10y sears o complete mediead schood?!

4. Smce sour enrollment in coliege hase you been denicd the privilese of tahing or
Bnshme an evamination o heen accused of or found 1o have cheated or engaged in
mnproper conduct during wn examination””?

e

Hinve you ever been denied aomedical Beense, swhether full, Bimited, tempories, o
feive v iy ithdesw nan application ter medical loensure?

i Flave saw ever surendered o ficeme (o practive madicine or any protessional Heense
or s your leense o certificate ever been revohed”? (You do pot need te report g

Erpaed ficense

Have you been denied Aunerican Board of Medical Speciattios or American Board of
Osteopathic Medicine cortification vr has your cortilication ever been suspended or
resobed!

NeAL Are vy o aware ol iy peading ivestigation or ispuiny into your profussional
conduet by any entity orare any disciplinars charges pending apaist yvou!

N-13. Stnce your completion of pestgradeate training. has any disciplinam action ever heen

then against you’ CA conlidentialinn agreement does not abselhve sou ol vour

FOQUEITSIIC N Faansaer this question

Full Lie App - Form 8 eApplication Supplement), Pave T of 1L Rev. 7 14
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Flave vou ever relinguished any medicat stalT mesnbership or association with a health
care faeilin?

Has your medical stalt membership. medical priviloues, medical staff status or
assoctation with a heaith care faciline ever been fimited, suspended. revohed, nom
renewed or subjeet o probationan conditions or s processing toward any ol those
ends been instituted or recommended by a1 medical stalt committee, administration or
voverning board?

Hlave vou ever withdrawn an application for hospital privileges or appointment, or
have you ever been denied medical staft membership, advancement in medical stafl
status or assactation with a health care Tacitits . or has such denial been recommended
by a medical st commitiee, administration or governing body 2

Have you ever heen charged with any eriminal offense? ¢ You must repart being
arrested arriigned. indivted or convicted. even it e charges against vou were
dropped. filed. dismissed. expunged or otherwise discharged. A charge of operating
under the influence or its equivalentis reportable A medical malpractice claim is
civil nota eriminal. matter and need ot be reported for purposes of this Juestion.)

s vour privilege 1o manulactore. distribute. adminisier. possess. dispense or
prescribe controfled substances ever been suspended. revoked. denied. restricted or
surrendered. or have vou ever been catled betore or warned by any state or other
Jurisdiction including a Tederal agenes regarding such privileges?

Has any professional Habilis insurance provider ever restricied. limited. terminated.
imposed @ surcharge or co-payment, or placed any condition an sour coverage or have
yeuever voluntarily restricted, limited or terminated your insurance coverage in
respanse o any inguiry by a professional labiline insurance provider?

Have vou ever had an application for membership as s pasticipating provider denied
by any third-party payors Medicare or Medicaid (any state) or bave vou ever been the
subjectalany ermination. suspension or probation proceedings instituted by any
third-party payor, Medicare or Medicaid (any state or have you ever been restricted
fromt receiving pavments from any Gird-party pavor, Medicare. Medicaid {any state)y)

Has any medical malpractive clain ever beea made against you, whether or nol a
lanwsuit was Tiled in relation w e claim or has such a suit been senled. adjudicaied or
otherwise resalved?

Has any Tawsuit, other than a medical malpractice suit, ever been filed against vou
which is related to your practice of medicine or has such a suit been settied,
adjudicated or otherwise resolved?

Full Lic App - Form 8 (Appheation Supplemen). Page 2 of H1, Rev, 7714
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CERTIHTCATIONS

Purstant o NEGUE e T1208 2and 243 OMR 2070150 T certins that Twill not charge o or colivet
from i Medicare heneficiun more than the Medicare “reasonable clurge™ for senvices, in
compliance with Chapler 475 ofthe Acts of 1983, (Aores Signing this centification does not impls
that you will participate in the Medicare program).

Pursuant 1o MG ¢ 620§ 49AL L certily under the penaltics o perjury that, 1o the best of
knowledge and belief) Thave filed any Mussachuseils state s retumns and paid any Massachusetts
state taxes that are required under law. (Nozeo This applies even it vou reside out of the state or out
af the country)

Parsuant to GoLc 020, § 49A 1w the best ol my knowledge and belie!l, Fam in complianee with
Cile TEOA relating 1o withholding and remitting child support.

Purstant 1o NG e TT908 STACT centify under the penalties of perjury that Twifl fulitlf ms
obligation to report abuse or neglect ol children.

faabread the Board s regulations. 243 CMR .00 through 300,

I certify under the penalties of perjury that all information on this form, and all attached pages, is
true, to the best of my knowledge.

/) OH
Appheant's St o /',_(,_2,-‘?/1_/‘?' LYy

Date: T Y I b

Falb Lic App - Form 8 tApplication Supplementy. Page 4 of 11 Rev, 714



Beard of Registration in Medicine, 200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: {7381) 876-8383 www.mass.govimassmedboard

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please complete the waiver for release of information and forward this form to your university/medical school(s) or
university of graduation for verification. Please note: Fourth year medical students must include the letter fo the medical schoot registrar and Form
8.

Waiver for Release of Information

| authorize the medical school/university listed below to provig any and all information pertaining to my medical education at your institution,
Applicant's Signature: %

{AAN) . < Oate of Birth: _ -
Print or Type Name: L—) € ‘F d_ - H Vé/u\ E ____ U.S. Social Security No:
(Last Name) (First NaméQ_} {Middte Initial)

Other Name(s):

(Prease type or print.)

Name of Medical Schooi: Alber } Erasteln (clleqe of Medicine

i2c0 U
Address: e Moavrvie ?&f} &wvwe- City: Bronx State or Province: M\{

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete Form A and complete Form B if the above-named applicant has not been awarded a degree. Ploase inciude a copy of the official

transcript (which indicates courses taken, dates and hours of attendance, scores, grades, or evaluations) and return to the applicant in a sealed
envelope. Please sign or stamp across the seal on the envelope.

APPLICANT'S EDUCATIONAL HISTORY

If name of institution was different from the above-named institution when applicant attended, please enter name below:

Premedical Education: Does your school have a premedical schaol education requirement? [7] Yes @No
If yes, indicate where the applicant completed premeadicat schaol.

Applicant’s Undergraduate School:

Undergraduate School Address:

Full Lic App — Form 9 (Medical Education Verification), Page 1 of 3, Rev, 3/15




Enroliment and Participation: Our records indicate that L e Q {:\ wm Q\ E

{print the applicant's name); (Last Nama) {First Namg) - (Middie Initia})

attended our medical school on the following dates (indicate the manth, day and year separately for each academic year in the section below):

ATTENDANCE DATES: FROM T0 FROM | TO

%, 14,4 S 459 AN A
o S 12510 A A

Graduation Date (monthlyear): (o ; O/

The applicant attended | | (f‘ fotal weeks or total months (must be Included) of not less than 32 weeks in each
academic year of tontinuing on-campus education.

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant’s medical education. All
questions must be answered. if you answer “YES™ to any of the guestions below, please enclose an explanation.

YES NO

[N

Was the medical school training more than four {4} vears for U.8. graduates or six {8) vears for internationa! medical graduates?
. Did the applicant take any leaves of absence (i.e., for research, public service, participation in an M.D./Ph.D. program, or for any
“personal reasons”)?

3. Was the applicant ever placed on probation?
4. Was the applicant ever disciplined or under investigation?
5. Were any negative reports ever fited by instructors regarding the appficant?

Please provide a detaited explanation if you answered “YES” to any of the above questions.

o ,’l
AFFIX INSTITUTIONAL SEAL HERE Signature. /\\»&7} Py S

{If the institution does not have a seal, this form must be notarized.}

W) .
; . : c A6
INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A COPY oF THE  PrintName: _ il S bantad @

MEDICAL SCHOOL DIPLOMA AND A TRANSCRIPT OR PROVIDE AN (e —
EXPLANATION. Titie: ‘kﬁ.&‘wm

Date: Sml H / {([ Telephone:(7fg )C{?V'EJ'OZ

? " . 2
E-malt address: u‘j 1S ey G_ Cangdn -.\fu vela i

Full Lic App - Form 9 (Medical Education Verification), Page 2 of 3, Rev. 3/15 . VeﬂﬁEﬁ
DATE:. /> -

INITIALS:__ 7




Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: | authorize the release of information from my postgraduate training program listed below, as requested by the
Massachusells Boagd of Registration in Medicine.

Applicant's Signature: Hrnm, o giesd map Date: (76 // &
b .-
Prinl or Type Name: Ty é : Lr«é for ﬁj
e P A Y -
Name of institution: Cobndddngg & f'{‘G’S’!PF {&u{ o JU O ﬁ‘ff’w’i
\J

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Plaase complete this form and forward it to the applicant in a sealed gnvelope, signed across the seal. [fthe department was a "rpfating” or “transitional”
pregram, please submit documentation of the relations, dates and hours of fraining.

Name of Institution; ﬁ/{/\mi domy  Hog &l Ak o \;M‘]\*{ﬁf G

if name of Institution was dilferent when appicant attended, piease enter name:

Enrollment and Participation: Our records indicate that _”E”Vh‘“f U hoers participated in the following program:
{Print applicant's name) ~

(List each year separateiy with from and to dates)

Program Type PGY Department or Dates Altengded Completed Accredited By —r
(internship, residency, {1,2,3,4) type of specialty (MONTH/DAY/YEAR) YESPINO) (ACGME, RSC, AQA
fellowship) o tralning FROM TO ( or not aceredited
T T E T [ ; . - -
r:V?w&,Ww{) / [adied pics Wil Gl e 1 Yes Aoy
i

7@3&(@7‘51{4&? e /ég{?z Tt T/ Grdos N AL e
& Faj " - 4
firdsariy 5 Pt Japi03  Wpoey | jie | Acdme
ér{

(/ﬁuuf '&/}‘l{éﬁﬁa' / . :zi\_x(,f;?”m il / 0 é’/gv"/ &% y‘ 22 G

{Continued on page 2)
Full Lic App — Form 10 (Postgraduste Training Verification), Page 1 of 2, Rev. 7/14



POSTGRADUATE VERIFICATION FORM PAGE - 2

APPLICANT'S NAME: ij t. 7Lie1€

Unusuat Circumstances: The following questions apply to unusual circumstances that oceurred during any part of the applicant's medical education,
Please circle the appropriate response. If you answer yes to any of these questions, please enclose an expianation.

QUESTIONS YES NO

1. Did the applicant take any leaves of absence or breaks from histher post-
graduate training?

2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any negalive raports ever filed by instructors regarding the applicant?

5. Were any limitations or special reguirernznts imposed on the applicant
because of questions of academic incompetence or disciplinary problems?

B. During the applicant's participation, our postgraduate medical training [5J was accrediled by: 3 AcGME Clother:

COMMENTS:

Certification: [ hareby certify that the"‘above-in)fématéon is correct, 1o the bes! of my knowledge.

P o {/z ,"//’E ____r"“"mﬁ_
Program Director's Signature: /¥ _d—
AFFIX INSTITUTIONAL SEAL HERE e
P
¢t =tituti Print Name:
bt ko e ot PN gy
-3 4 . s Lciat ¥
AcadermicCitiaen’s Hosolal at Monietiors ]
?15-?41-2553(5’} . N
Telephone: (__laﬁsjfﬁgizfpf 77777777777777 _ Today's Date: Y
- P /‘:A‘ . . [ - . . e
E-mail address: 3 C U o T ioul ¢ f(}

Fi.EASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE
ACROSS THE SEAL OF THE ENVELOPE.

Seal Veriﬂ/gd
Full Lic App - Form 10 (Postgraduate Training Verification), Page 2 of 2, Rev. 7/14 DATE: 2~ ahsl L

oA
INITIALS: I~ L




