e A CTER OO
REDACTED C

Date of Issue:

Commonwealth of Massachusetts - Board of Registration in Medicine

Boston, MA 02111 - (617) 727-3086

Application # ,Cg-—?_éj ﬁ/

LSl
'z— 5:'@' Tz
T

10 West Street, 3rd Floor % £ ) ﬂ a? C? /‘”"~
&/

FULL LICENSE APPLICATION 34,2 / /0 P

Application Fes;  Please enclose a check or money order in the amount of $350 made payable fo the
Commonwealth of Massachusetts.

Check One: ® U.S/Canadian Graduate 3 international Graduate

Legal Name (do not use nicknames or initiais, unless they are part of your legal name)
Rynte “Timeray EbwaARD

Last Name (type or print clearly) First Middle Suffix (Jr., sfc.)

X m.D. Opo 0O pp X! Other degreeﬁlg R

Other Name(s) Used Llst 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 X

Entire Last Nama (type or print clearly) First Middis Suffix (Jr., etc.)

Date of Birth: Social Security Number;

—— e e

" e e

Mcnth Day Yﬁar

Place of
Birth;, DETRO(T M

Cily State/Province/Territory Country Ifnot USA -

Home Address:___

Numper and Street

o e e e it it Lo e e e T S —

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

Business Address;__022. 1Mﬁ er  PUWLE

Nu mger and Sireet

New Mex, NY/ 10032

City State/Province/T erritory Zlp {or postal) Code
Business Home

Telephone: (22 ) AB-A%FHp . ext. . Telephone:

Preferred Mailing Address:| [] Business Address M Home Address



PRINT NAME: _J [MOTIANM R\I NTZ PAGE 20OF 3 ",3,?
Pre-medical School : Rl
3 From To
Facility: Uniwees oy o MiuBerrns Degme:Bf) éi—f_%iﬂb_ Z 193
Street: 5500 S Sate St Cityy A Agee®  State:
B
Facility: Degree: _______ SO A Y N A
Street: . City: State:

Medical School |
From

Facllity: SAawsr Lovvis Uninels vy Degree: M ) WM/_Q}Q—_E ) 9B
Street: |407. S Gea Ry Ciy SrioLes ___ State:
Facility: . Degree: Y SN SRR S |
Street: City: State:

Date of medical school gragiluation: !g‘ W‘ 9B

Note: U.S. graduates must* mclude a written explanation for the duration of medical education Jonger than
four (4) years, and for any tpreaks in medical education. International graduates must provide a written
axplanation for the duration of medical education longer than six (6) years and any breaks in medical
education.

Postgraduate Education:
List all postgraduate tram:np chronologically from meadical school to the present, the name and address of

the facllity, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all periods
of tralning or postgraduate !\Nork from the ime you graduated from medical school.

i From
Facﬂity:m,dtz@%fmm_@; Postion: T |=4 F71,98 PregasT
Street\gZZ. \o/ > s} City:  NBw N0oRK. . State:nd

Facility: Position:_________ _ [ {__ [ |
Street: B City: State;
{

Facility: | Posttior:_____ /| | |
Streef: J City: State:
Facility: 1 Posiion.______  _ / + [ |
Street: City. State:
Facility: ; Position: [/ [ __f |

Street: ( City: State: ______




PRINT NAME: Iuﬁmy_m PAGE 3 OF 3

Hospltal Affiliations and Enjployment

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. Attach a separate sheet of paper if
necessary.

From To
Fac.myﬂmw&mmmm lf_l./ﬂs 4o /30102
StreetlZ2. W {loBothh St City: State: AN
Facility: Position: Y S RS A A
Strest: City: State; ______|
Facility: Position: — frood
Street: City: State: ______
Facility: Position:__ Y R S S
Street: 2 City: State:
1. List other states (abbreviations) where you are currently or have ever been licensed:NY ___ _
2. Are you certified by the American Board of Medical Specialties? [0 Yes M No
3. List Board Certfﬁcation(s)'?‘

4. Have you attached an up‘-to-daia copy of your currictum vitae? M Yes [ No

5. Reason for requesting a Massachusetts medical license: 1. _ HAVE AQ:EEJED__A_IQQ__
Wit e MASSacHoseTIS Generae Huspita Detaptment o QRIGYM

7. Address: 0 RLOSSMM 5T city Basran)
8. Anticipated starting date ;'in Massachusetis: _8 / 1/ 02.
Affidavit of Applicant

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

‘ 215 0z
Signature ' Date vl

Rev: 12/24/2001

;'V.H“i



Residency:
1998-Present

Education:
1994-1998

1990-1993

Previous Employment:
1992-1994

1992

Research:
1995

Professfonal
Organizations: :

Extracurricular
Activities:

TIMOTHY E. RYNTZ, M.D.

(W) 212-305-2376

The New York Presbyterian Hospital
New York, NY

Columbia-Presbyterian Campus
Obstetrics and Gynecology

Saint Louls University School of Medicine
St. Louis, MO
M.D. Degree 1998

University of Michigan

Ann Arbor, MI

B.S. Degree 1993

Major; Chemistry

Magna Cum Laude Graduate, Phi Beta Kappa, Branstrom Freshman Prize

Research Assistant

Dr, Matt Kluger, Ph.D.

Lovelace Institutes, Albuquerque, NM

Maintained WEHI and B9 cell lines, performed TNF and IL-1 bioassays

Research Assistant

Dr. Linda Samuelson, Ph.D.

University of Michigan, Department of Physiology

Maintained transgenic mouseline, performed PCR, Northern and Southern
blotting techniques

“TNF Modulation of Fungal Sepsis during Immunosuppression”
Andrew J. Lechner, Ph,D.
Saint Louis University, Department of Pharmacology and Physiology

American College of Obstetrics and Gynecology, Junior Fellow
American Association of Gynecologic Laparoscopists

Chairman, District I, Section 1 ACOG Junior Fellows
Planned Parenthood, Volunteer

Medical Biochemistry Tutor

Piano

Proficient in Spanish

. '.»‘a



Page 4

SUPPLEMENT FORM

PRINT NAME :____TIMETHY RyNT2 DATE: 2= /\S/ 02~

IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the
additional information on pages 4~10.

Since your enrollment 1ﬁ college, have you been subject to any disciplinary
action (see definition) af an academic institution?

Have you ever been tertninated or granted a leave of absence by a medical school or medical
post-graduate training program er have you ever withdrawn from a medical school or
medical postgraduate training program or had 1o repeat a year of postgraduate training?

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 enrollment in college, have you been denied the privilege of taking or finishing
an examrination or been:accused of cheating and/or improper conduet during an examination?

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

Have you ever, for any ircason, been denied a medical license, whether fuil, limited,
temporary, or have you 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 requirec} recertification by one or more specialty boards?

Are any formal disciplihary charges pending against you, or do you have knowledge
of any pending investigation into your professional competence or conduct by any
govemmental authority, health care facility, group practice or professional medical
society or association (jnternational, national, state or local)? (See definition).

Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws,
or standards of practice by any governmental authority, healthcare facility, group or
professional medical sqciety or association ( national, state or local)?

~ ril

,
Qe



Page 5
PRINT NAME: ___1{MOTHY Rintrz

10.

11.

12.

13.

14,

15-A,

15-B.

YES NO
Have you ever voluntaﬁly relinguished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or
recommended 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 ever, 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, restridted or surrendered, or have you ever been called before or warned by any
state or 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 any inquiry by a professional liability insurance provider?

Have you ever been the subject of any suspension or probation preceedings instituted Blue Cross
or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan;

or have you ever been restricted from receiving payments from any Blue Cross or Blue Shield,
Medicare, Medicaid (any state), or 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 ﬂ?gd in relation to the claim?

In the past ten (10) yeafrs, 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 has such a suit been settled, adjudicated or otherwise resolved?

Applicant’s Signature: M& Date:.l.JJSLLQ&

Vo O

LN



FULL LICENSE APPLICANT

1) OF REGISTRATION L . e .
Commonweglth o rd of Registration in Medicine 535-

10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 www.massmedboard.org ;f,;n
p

MEDICAL EDUCATION VERIFICATION g

APPLICANT INSTRUCTIONS:: Pisase complete the walver for release of information and forward this form to your
university/medical school(s) or university of graduation for verification, -

Waiver for Release of Information

| authorize the medical schoo!ixjniversity listed below to provide any and all information pertaining to my medical education
at your institution to the Massa)r'husetts Board of Registration in Medicine.

Applicant’s Signature: |

Tt
Date of Birth _ _‘ \—5
Print or Type Name: BIN']'% [iMoTWy E  soca
(Last name) {First Nama) {Middie Initiaf)
Security No I
Other Name(s) E

{Please print name(s)

Name of Medical School: ‘
' it Lovis Univeas ™7

Address:,__\ﬂﬂ?_ws_-ﬁ ' VD, City: ST Lﬁ?_‘i
State or Province: __m_vfm___leﬁm‘*

INSTRUCTIONS TO THE I EAN OR DESIGNATED OFFICIAL OF MEDICAL 8 o)
Please complete this form apd forward it, together with a copy of the applicant’s official transcript (which Indicates
courses taken, dates and hours of attendance, and scores, grades, or evatuations} directly to the Board of

Registration in Medicine.
APPLICANT’S EDUCATIONAL HISTORY
if name of institution was different from the above named institution when applicant attended, please enter name below:

Premedical Education: Doq's your school have a premedical schao!l education requirement? || Yes EAO
f

if yes, indicate where ?the applicant completed premedical school.

Appiicant’s Undergraduate Schoal:

Continued onh page 2

Page - |

STk



FULL LICENSE APPLICANT o

(Print last name) (First name) {Middie initiaf) i\ﬁlﬁ“
‘ Py
attended our medical school on]' the following dates (indicate the month, day and year in the section below): ‘[{;‘eg:
i
ATTENDANCE DATES: FROM TO EROM TO S
‘/ “3“;!'
Wi T AN_gS _biaz 1§97 A B

75 R VZL A £ 1979 .

A IE e _G_ALI27

The applicant attended __%_)[eg;»_s:_ ,,lo%ueaks"2 gf‘&ffgﬁfnulng on-campus education, not less than 32 weeks in each
academic year and

check one [E]E/was awarded a degree in Mccn( 1"(Ltt'n e ( W b‘)
on émonthlday!year) 51 1ot 28

waas NOT awarded dagree. Please explain
reason(s).._

Unusual Clrcumstances: 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 questions below,
please enclose an explandtion.

ES NO

1. Did the applicant fake any leaves of abgence or breaks from his/her medical aducation?
2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

4. Were any negative raponts ever filed by instructors regarding the applicant?

COMMENTS:

AFF'X 'NST,TUTIONAL SEAL HERE ngnatupe;

{if the institution does not have a seal, this form must be

notarized)

INTERNATIONAL MEDIEAL SCHOOLS MUST ATTACHA T REGISTRAR
COPY OF THE MEDICAL SCHOOL DIPLOMA AND A
TRANSCRIPT OR PROVIDE AN EXPLANATION, Dete: _oR_IeBRI_ O R

Telephone: (oY% )_S5. 27—~ F A1 6

Print Name:

Page -2



VERIFICATION

* }1\}1\
YA

POSTGRADUATE

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

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: I authorize the

Massachusetts Board of Registrati
Applicant's Signature:
Print or Type Name:

in Medicine,

release of information from my postgraduate training program listed below to be forwarded to the

Date: bm\wﬂ .?u.wl

Name of Institution:  NBWMrRw Prrcas ey Hegprta

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward

“ratating” or *transitional”

Name of instituion:

If name of Institution was different when applicant attended, please enter name:

New York Columbia Presbyterian Hospital

it to the applicant in a sealed envelope, signed across the seal.

if the department was a
program, please submit documentation of the rotations, dates and hours of training to the Board.

Enrofiment and Participation: Our records indicate that Dr, Yimpthy Ryntz participated in the following program:
{type or print applicant’s name)
Pragram Type Department Dates Attended Accredited By
{infemship, PGY {ObG, internal (MONTH/DAY/YEAR) Completed {ACGME, RSC,
residency, {1,2,3,4) medicine, etc.) FROM 70 (YES/NO) AOA or not
fellowship) accredited
4--— - lntern  _ | PGY-1 o‘m\ GYN 7/1/98 6/30/99 yes ACGME
Resident PGY-2 0B/GYN 7/1/99 6/30/00 Yes ACGME ‘
Resident PGY-3 OB/GYN 7/1/00 6/30/01 Yes ACGME
Resident PGY-1 OB/GYN 7/1/01 &6/30/02 Yes ACGME

Continued on page 2

~
Lo



POSTGRADUATE

VERIFICATION
APPLICANT'S NAME: J.mSG?»/\ Rinsrs

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant’s medical
education. Please circle the appropriate response. I you answer yes to any of these questions, 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 applicant ever placed on probation?

3. Was the appiicant evar disciplined or under investigation?

4. Were any negative reports ever filed by instructors regarding the appficant?

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

6. During the applicant's participation, our postgraduate medical training [] was accredited by: 5 ACGME [Jother:

COMMENTS;

Certification: | hereby certify that the above information is correct, to the best of my knowledge. )
AFFIX INSTITUTIONAL SEAL HERE Program Director's Signature: @ g % gﬁ@f\ %@

Print Name: Jodi P. Lerner, M.D.

(i the-institution does nat have a seal, this form must be

nNotarized). 7 Academic Title: " Divector of Resident E£ducatian .

Telephone: (212} 3052376 Today’s Date: 2 /1 4z

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

Page 2



MALPRACTICE HISTORY

Commonw’galth of Massachusetts - Board of Registration in Medicine
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086
Fax: (61%’) 426-9358 Website address: www.massmedboard.org

]
F
-

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 youjhave additional liability carriers, you may photocopy this form. Please

return the Malpractice History form(s) with your origlnal signature to the Board of Registration in

Medicine.

Waiver for Release of Information

I 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 ali ¢laims or
actions for damages, including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, 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’s Instructi?ns: If the applicant has any open or closed cases that have gone to
trial, whether or not monies were paid, a copy of the complaint or summons, disposition or
Judgment and amoupt of rﬂ\onies paid on behalf of the applicant must be forwarded directly to
the Board. The llahtlity carrier must return this form directly to the Board at the above address.

ma/df"yﬁfmaﬂf T From: O3 /98 To: Dl /02

hwn =

Liability Carrief: ‘ r

City: __ A/ ({// State: _ /2 _ Policy Number: KO

Liability Carrier: | From: j___Toi____i

City: 5‘ _ State: ___________ Policy Number:

Liability Carrier: | From: / To: /

City: , State: _________ Policy Number:

Applicant's signature: m | /24 102
20 O Date

Print Name:__| 10T Rl N2

Address: . ______. oo _ City: .

State: ___ _ Zipcode:

You may downkiad additional forms at the Board's website at www.massmedboard.arg

H '.‘l
~ i,



Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 ~ (617} 654-9810 htip:/www.massmedboard.org

Physician Registration Renewal Application

R Ty o

Before proceeding,
need coples for credentiaiing and other purposes.

green envelope at least 4 weeks before your reuewali' g

'Remit $400.00 for renewal fee (non-refun(iﬂ“
+Add Jate fee of $23.00. If necessary.
Please review carefully the following mfoanm iR i i e )
alterations as required. All guestipns must be answered or yaur renewa! will be delayed.

1. Current Status:  Active Registration No,: 213684 Renewal Date: 02/24/2003

Fot
e

i

':“l“|
9k

Frat

If you want to change your current status, please check gne of the following hoxes to indicate your aew status: (Check only one)

X Active (3 Retiring (sce instractions) [ Inactive {see instructions) {71 Do not wish to renew

P int
2. Other Name(s), if any, under which you were licensed: ease make corrections (print)

A) Mailing/Business Address: ] Other Name(s)  [_] Name Change (enter name below)
1, Timothy E Rvntz
Mailing Address:
City/Town: State:
Zip: _____ Country:
B) Home Address:
Business Address:
City/Town: State:
Zipp___ Country:
Business Telephone: ( }
Home Address:
City/Town: State:
Home FPhone: Zip: Country:
] Home Telephone:  ( )
Business Phone: (617)523-2108 PLEASE NOTE: Only oge address can be a P.O. box. The
mailing address cannot be a P.O. Box.
4. a} Date of Birth; -b} Sex: M 7. Current American Board of Medical Specialties Certification (See Table 2)
o) S5# Code; OO0 Code:
5 N £ Medical School: 8.Drug License Numbers. if anw: St. Louis
a} Name ol Medical schog a} Federal (DEA):
University School of Medicine b) Massachusetts:

b) Year Graduated: , ry ¢} Degree: (g9

6. Specialty Code(s) (See Tahle 1)
ours per Week in Mass b} States where you were previously licensed (Abbr.)

92 e
0 ——

9. a) _f;_?ft szzes where you are now licensed to practice {Abbr.)

10. List all current health care facilities at which you arc affiliated or have completed the credentialing process for the provision ¢ patient
care. (Supply the codes from Tghle 3 and place a check mark next to those health care facilities where you have admitiing privil jes (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). ___ No affiliatior
Facility Code: J__é_?_&_f __\Z {AP) L@_ % FacilityCode: /(AP % Facility Code:____ __/ APy %
FacitityCade: _____ / _ (AP®) % Facility Code:_____/___(AP) % Facility Code:_______[___ (AP) %

If 999, print name(s):




PRINT YOUR LAST NAME: QV NTZ LICENSE NUMBER: 2 1 2bBA- -
11. My medical malpractice msurande iscovered by DX Insurance Carrier [ Letter of Credit

Insurer’s name. (Required); Cﬁ\w Policy dates: From: @_/_\_f '02-To L_&L[ﬂa

Alternatively, indicate as follows] Iam regxstenng with Active status but I am not covered by medical malpractice insurance
because  am: Check One: [T] Not involved in direct/indirect patient cate in Massachusetts [} A government employes.
(] Otherwise exempt Please expl%am exemption:

12. What is your printipal work settinig? (See Table 4) l { 2 If you are sffiliated with 8 healthcare facility or credentialed
for the provision of patient carg?u must coimplete guestion #10 on page 1 and list your affiliations,
{

13. Care of patients in Massachusetts Qisee instruction booklet). .- L1
1) Average weekly hours invo#ved in: A)inpatientcare 2 O hrsiwk  B) outpatient care o2 _hrs/wk
2) What is the approximate parcentage of your patient care hours in primary care? 5 %
PART A - QUESTIONS EE_EER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTIONS)

Questions 14 through 22 re rto e peripd since you signed vour Iast yenewsl apolication. Check cither YES or NO to each
question. Provide details en Fo u; oy all YES answers {except question 2 Refer to instruetions for gdditiepal infoyrmation

14, W : Has any medical malpractice ¢laim been made against you that has not
yet been finally settied or adjudicated, whether or not a lawsuit was filed in relation to the claim?
15. CLAIMS (Resolved):, Has any medical malpractice claim that has been made against you been seitled,

adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?
16. Has any lawsuit, other than a medtcal malpractice suit, which is related to your competency to practice medicine,
or your professional candust in the pgachce of medicine, been filed against you or been settled, adjudicated oz

otherwise resolved?
17, Have you been charged with any cnn:}mal offense? l
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 facility, group practice or professional society or agsociation?
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 fof 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 tcd to professxonal competency or conduct on Yyour coverage, or have
you voluntarily restricted, limited or te ted your insurance coverage in response to an inquiry by a
professional liability insurance provider?
22. CME CERTIFICATION: Have you ¢ompleted your CME requirements preceding your renewal date? (] Yes [3 No
(] CME Waiver. CME waiver form rjwst be submitted at least 30 days prior 1o license expiration date,

CME EXEMPTION: Check one: Inactive status B{ Residency/Fellowship waining (See instructions),
See Instructions for CME waiver or exemptions. Do not submit decumentation of your CMEs with application.

*  Pursuant to G.L. ¢, 112, Sec 1A, I understand my obligations to report abuse or neglect of children under G.L. c. 119, Sec. S1A
and the punishment for failure to cofnply.

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

*  Pursuant to G.L. c. 62C, 494, I certify that [ have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of a]l Massachusetts state taxes; reporting of employces and contractors under
G.L. ¢. 62E; and withholding and tertuttmg child support pursuant to G.L. ¢, 119A. (See instructions).

I hereby certify under the penalties of perjury that all information on this Renewal Application, Part B and FormR is true.

Date: \2 /&DIOL

Signature:

MAKE A COPY OF YOUR API’LICATION AND ALL ATTACHMENTS BEFORE MAILING,



Massachusetts Physician Renewal Application

Physician Name: Timothy E Ryntz License No.: 213684
PART A
1) Current Status: Active Renewal Due Date: 01/27/2005 Birth Date:

If you want to change your current status, please check ane of the following boxes to indicste your pew status:
. (Check only one). (See Renewdl Instructions, page 3.)
i B Active: O Reur:lng [ mactive [ Do not wish to renew

Bl
3

‘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 Posi Office Box,
ess ' " mee 20 Please make corrections (print)

I

2a) MAILING ADDRESS
Mailing Address. _
; City/Town. State. .
| ' ’ :
: - Zip Country: (S8
& Chevk heTe to change this address -
t
2by HOME A S
) BDRES I =3 Home Address. e aieo e .-
:r A City/T own:f‘ Stare
¢ SARN E Zip: Country:
c SUR -
- me ¥ H lephone:
i Phone: _ e ~ E._f ome Telephone
L S Check hebe 1o change hus address ! gé 2 |§ Home address cannot be a Post Office Box
f i . me- '
t 2c) BUSINESS ADDRESS N Business Address:
£ © City/Town: State:
Zip: Cauntry:
Business Telephone: { )
Phone:
[ Check hete to change ths address | Business address cannoi be a Post Office Box
3) E-mail Address: N
' 4) Fax Number: | )
5) Speciaities (Seé Renewal Instructions, page 4.} Defete? Additional specialties:
Obstetrics and G!yneco]ogy T 8
; ; 0
§ . 0

6) Current American Board of Medldll 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
A . betow. Please add additional Certifications as required.
Board Name | . ABMS or AOA Certificate/Subspecialty Correet?  Delete?
08 sxBruc S 4G .JW@.;.{ "M ] Obsteirics & Gynecology ® 0
0D o n o
| o 0o 0 o
o O D o

Page 1 of 5



Massachusetts Physician Renewal Application

Physician Nam\é: Timothy E Ryntz License No,: 213684

(See Renewal Instrictions, page 4,) Please make corrections as necessary

7) Drug License N umbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)
) Massachusetts: ‘ —NY

é b} Federal (DEA): 8b} States where you were previously licensed (Abbr,)

| c) Federal {D%) XS: . NN

9) What is your principal work setting?j {See Renewal Instructions, page 4.}
Principal Work Setting: Hospital
Change to: Hours per Week:

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

No Affiliations [}

‘Health Care Facility (See Renewal Instructions, page 4.) Delete? | et T r e Change ek
'Massachusetts General Hospital . ADMUTING )

mlinlimpnlinkingin

'
T

\ 11) Care of patienis in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 20 prs/wk Change to: hrs/wk
b) outpatient care  _20__ hrs/wk Change to: hes/wk

12) Medical Liabiiity lnsurance,lntoméation {See Renewal Instructions, page 5.)
My medical liali)ility insurance is prov;ided through: (check one)

B Insurance Carrier (complete beléw)

Current Instirance Carrier: CRICO Change to:
Policy dates: From 8 / / O Toll /31 ; 0S5
(required)

[ Letter of Credit subject to Board approvat (antach a copy)

J 1am regist#ring with Actsve stafus but ¥ am not required to have medical Habitity insurance because 1 am:

Check one: |

1 Not invo]veéd with direct or indirect patient care in Massachusetts
| Government Employee Federal Tort Claims Act (FTCA}
[l Otherwise exempt (Please explain):
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Massachusetts Physician Renewal Application

Physician Namg: Timothy E Ryntz, License No.; 213684

13) Do you perform any surgery in youf office? (See Renewal Insiructions, page 5. } Yes No

If Yes, please complete Form PCA-O "Office Based Surgery”

|
In questions 14-21} the phrase "time period" refers to the foltowing: all time
license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5)

You must check either YES or NO to each ci;uestion. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal Instructions for additional information an

d definitions. ALL questions in this section must be answered,

from the day you signed your last

YES NO

" 14) CLAIMS MADE

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

not a lawsuit was filed on that claim?
b) Pending: Aré¢ there any unresolved Emaipractice claims against you today, any claims that have not been
finally settled oy finaily adjudicated?

" 15) CLAIMS PAID

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?

b

16) OTHER CIVIL LAWSUITS

Question 16 refers to claims or actions related to your competency 10 practice medicine or your
professional canduct in the practice of medicine.
a) New: Have there been any lawsuits, other than medical malpractice claims, been {iled against you

during this 1ime 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 there any criminal chall'ges pending against you today?
¢) Have any crfminal of‘fensesfcharge:s 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 priviiege 1o possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal ageney?

20) Have you with{!rawn an application for a medical license, allowed a license application to become obsolete

or have you be|&n denied a medical !iéense for any reason?
| i

21) Has'any medicat liability insurance c:an-ier restricted, limited, terminated, imposed a surcharge or
co-payment, of placed any conditienirelated to professional competency or conduct on your coverage, or
have you voluniarily 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? [ Yes [J Ne
b) If no, are yoé; Teguesting & (EME w‘?iver‘?
Check t0) request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your IiceLse expiration date. (S!ee Renewal Instructions, page 8.)
¢) If you are exémpt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8,)
CME EXEMPTION: (check one) L1 Inactive Status [ Residency/Fellowship training
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Massachusetts Physician Renewal Application
Physician Name: Timothy E Ryntz : License No.: 213684

PHYSICIAN PROFILE

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

H i
! 0 1have review;ed my Physician Profije and attached a copy of the Profile with cotrections.

‘[3 My status is Inactive and 1 do not héve a Physician Profile. (See Renewal Instructions, page 10.)

CERTIFICATIONS

1) I certify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 1 19, sec. S1A,
and 1 understand the punishment for failure to comply.

| : : :

! 2) 1 centify that | have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C,

' sec. 10, and | undezistand the punishment for failure to comply.

- 3) I certify that 1 have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons

i pursuant to G.L. ¢.]9A, sec. 15, and 1 undersiand the punishmen“t 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. c. 112, sec. 12A,

. 531 certify that I have complied with my Obligations to report the treatment of victims of rape or sexual assault pursuant to

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

* 6) 1 certify that | have complied with my ([)bligations to report a physician to the Board of Medicine, pursuant to G.L. ¢. 112,

sec, 5F, when | have a reasonable basis {6 believe that person viotated any provisions of G.L. ¢. 112, sec. 5 or any Board
regulation.

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

8) I certify that | have complied v\}ith my bbligations to file Massachusetts tax refuns and to pay Massachusetts taxes, and 1

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) 1 certify that | have complied with my obligations related to the reporting of employees and contractors pursuant {o G.L.

© ¢.62E.

10) 1 certify that 1 have complied with my obligations telated 1o the withholding and remitting of child support pursuant to
G.L. c. 1 19A. * :

11) 1 certify that | have complied with m):r obligations to file an Incident Report with the Board when certain adverse events
occur in my privatg office, pursuant to G!L. e, 112 sec. 5 and 243 C.M.R. 3.00 et seq., and 1 understand that the Patient Care

. Assessment (PCA) programs at the health care facilities where I 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, fornis and statements, and to the best of my knowledge and belief, the
information coptained herein is true, correct, and complete. 1 authorize the Board of Registration in
Medicine to access any am{ all cr;iminal case information on me held by the Massachusetts
Criminai History Systems Board.

: |
\
Signature: 2{1&7‘ Date: 12 Io 1 04
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Massachusetts Physician Renewal Application
Licomse Nn.: 213684

Physiclan Namet Timothy E Ryntz

{Sex Renewal Instrustions, page 4.) Ploave make corrections as necessary
_7) Drug License Numbers, if any! 8a) Other states where You are 10%, )icensbd to practice (Abbr)
1) Massachusens; NY—
b) Federal (DEA): ] $b) States where you were previeusly Yeeaned (Abbr.)
c) Federal (DEA) X8! g | S —

9) What is your principal work secelng? (Sae Ranewal Iusiructions, page 4.)
Princ!pal Work Setting: Hospital
"H’UE‘P NGd v Hours per Week: _ﬁ

Change 1ot —
© 10) Listall current heaith eare facilities where you are affillated or hove completed the credontiling process for the
provision of patient ¢are. {Supply tha name of the heslth care Facllity From Refexence Table 5 on Page 16 of the
Instruction booklet), Next to cach Tacility, write your-ssaff category at that fagiliy (Admitting, Active, Courtesy,
Associste or Conaplting), and the approxinate number of hours of patfent care thet you provide at that facility.
Inehide any afMiations with on-line prescribing I information for additions]
facititles on a separate sheot, i yecessary.

gerviees or companics. Please provide a

No Affiliattons T
Health Carc Facility (Ssa Renawal Insiraciions, page 4,) Pelete? | o urent B“'rc“"wc,,.m :,:I :\'r‘::k
Massachuserts General Hospitel ADLIT NG 46

o|Dojapoingo

11) Care of paticnts in Massuchusetts (Soe Renewal Insirucifons, page 4.)

Averags wankly hours involved In: a) Inpatient care _20  hmiwk  Ghengeto: hre/wk
b) outpacient care  _£0_ hro'wk Change 10 hrsiwk

12) Medical Liability lastrance information (See Renewal tnstructions, pagn 3,)
My medical ability tnsurance i provided through: {chack one)

B insurance Cayrier (complers balow)
Change to!

Current lpsurance Canvler: CRICO

policy daves: From 8/ / O% Talt /31 0S
(required)
[ Letter of Crodit subject to Board approval (aftach & copy)

[3 1am registering with Active sratus but | am not required to have medical Hability issurance because § am:

] Not involved with direct or indircel paticnt oure in Masseshusots
O Qovemment Bmployee Fedetal ‘Core Clalms Act {FTCA)

£ Otherwise axempt (Flease explatn):
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Massachusetts Physician Renewal Application

Physician Name: Timothy E Ryntz, M.D. License No.: 213684
PART A
1)} Current Status: Active Renewal Due Date: 01/27/2007 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: (See Renewal Instructions, page 3.)
A Active {3 Retiring [ mactive ) 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 3¢ days of any change of address. Home and

Business addresses CANNOT be a Post Office Box. . )
m————— Please make corrections (print)

2a) MAILING ADDRESS
RECENEB Mailing Address:
City/Town: State:
1 i Ao Zip: Country:
[ Check here 1o change this ad. ies.s Reg calion
Board of Regist

2h) HOME ADDRESS in Medicine Home Address:

City/Town; State:

Zip: Country:

Telephone:
Phone: Home Telephone: ( )

D] Check here 1o change this address Home address cannot be a Post Office Box

2¢) BUSINESS ADDRESS Business Address:
PPNY.C.
26 Bleecker Street City/Town: State:
New York, NY 10012 Zip: Country:

Business Telephone: ( )

Phone: (212)965-7065

51 Check here to change this address Business address cannot be a Post Qffice Box

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

4) Fax Number: 212-274-7218

5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology O
O
0

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additionai Certifications as required.
Board Name ABMS or ADA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology [}
8
O
1
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Massachusetts Physician Renewal Application

Physician Name: Timothy E Ryntz, M.D. License No.: 213684
(See Renewal [nstructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts:
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 sites in Massachusetts Location State Delete?
(See above and description on page 4.) {City or Town) )
Massachusetts General Hospital M
Four, \npmen ATTLERRO  (f1a ) MA 0
0
O
O

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

Average weekly hours involved in: a) inpatient care —20  hrsiwk Change to: @] hrsfwk
b) outpatient care 20 nrsiwk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 3.}

Check one. Locum tenens must list poiicy dates. My medical liability insurance is provided through:

Insurance Carrier (complete below)

Policy dates:  From 12 / £ /O To V2, 2/ 0F
Type of Policy: L] Claims made with tail coverage X Occurrence Policy

[] Letter of Credit subject to Board appraval (Atfach a copy.)

Check one: 3 Not involved with direct or indirect patient care in Massachusetts
[ A Government Employee under Federal Tort Claims Act (FTCA)

Current Insurance Carrier; CRICO Change to:&ﬂ) MWA_L.—

3 1am registering with Active status but [ am not required to have medical liability insurance

because [ am:

] Otherwise exempt (Please explain).

£3) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.)
If Yes, please complete Form PCA-O "Office Based Surgery" Form on page 8.

Yes No

Page20f9
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Massachusetts Physician Renewal Application
" Physician Name: Timothy E Ryntz, M.D, License No.: 213684

In guestions 14-21, the phrase "time periad’ refers to the following -- all fime froem the day you signed yocur iast
license Renewal Application to the day youn sign this Renewal Application. (See Renewal Instructions, page 5.)

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

YES NO

14) CLAIMS MADE
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, 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 resolved during this time period?
¢) Are there any criminal charges pending against yon today?
d) Are any Applications for Issuance of Process pending against you?

18} INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) 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 health care facility, group practice or employer?

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

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

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

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

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

22y CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? E Yes [ No
b) If no, are you requesting a CME waiver? [(OYes [] No

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

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

Physician Name: Timeothy E Ryntz, M.D. License No.: 213684
PART C Ny
]

Check One: . PHYSICIAN PROFILE -l

[1 [Ihave reviewed my Physician Profile at hutp://profiles.massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corvected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will aiso be updated.)

m? 1 have reviewed my Physician Profile and attached a copy of the Profile with corrections. "
[0 My status is Inactive and I do not have a Physician Profile. (Seg Renewal Instructions, page | 1)

CERTIFICATIONS

1) I 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) 1 certify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. c. 13C, sec. 10, and
I 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 elderly persons pursuant to
G.L. c.19A, sec. 15, and I understand the punishment for failure to comply.

4) 1 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 1 have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢. 112,
sec. 12A 1/2.

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L.c. 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)1 certify that 1 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 I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I understand
that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless 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 1 have complied with my obligations related to the withholding and remitting of child support pursuanito G.L. c.119A

11) { 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. ¢. 112 sec. 3 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ¢f seq. | understand that
the Patient Care Assessment (PCA) programs af the health care facilities where 1 practice report certain Major Incidents to the Board.

12) 1 certify that | have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which [ have referred a patient for physical therapy services pursuant to G.L c. 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 from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: W Date: lZ, / .9_2 1 e

— S
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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Massachusetts Physician Renewal Application
Physician Name: Timothy E Ryntz, M.D. License No.: 213684 By

NATIONAL PROVIDER IDENTIFIER (NPI 0y
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. ('E
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programsm
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 NP1 by May 23, 2607.

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 NPI directly by using the NPPES wéb
site at www NPPES cms.hhs.gov.

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NP1 Number,
you must notify the Board. Please complete the NP1 form at the Board's web site at www.massmedboard org.

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

QOption 4; Authorize the Board of Registration in Medicine to apply for an NPI on your behalf.

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

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

oMy eurenc et [1 [ JR] [ B (3] [E] Bl K R

[J 1bave personally applied for an NPI. (You must provide your NPI number to the Board when received.)

[ 1 have applied for an NP using a third party (enter name): {follow instructions for Option 3}

[0 By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPI on my behalf.
[ As an inactive physician, I do not wish to obtain an NPL

HIPAA TAXONOMY CODES

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

Taxonomy {Specialty} Code Taxonomy Description (Print)

Primary Provider Taxonomy: Z @ . . @ E)] @E CRl ey S = (AN ﬁLO‘L.OG\-;[

Provider Taxonomy: OO 0O00Ogcas
Provider Taxonomy: D [:l D___J D D D D m

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

Social Security Number:

State of Birth (if US): M1 Country of Birth (if outside the US):

Gender:  § Male 8 Female

Penalties for Falsifying Information on the Natienal 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 faisifies, 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 fer 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 amounti specifically authorized by the sentencing statute.

Authorization for NP1 Dissemination
1 authorize the Board of Registration in Medicine to provide my NPI to any authorized hospital, health plan, or health organization.

Signature:_m- Date: JZ. /28 /106

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 OTHER PURPOSES.
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Mass.Gov - Massachusetts Board of Registration in Medicine Page ! of 3

Back | Home | How to Read a Profile ' "

Massachusetts
Board of Registration in Medicine
Physician Profile

ot
[

Timothy E. Ryntz, M.D,

I Physician Information
(The information in sections | - VI has been provided by the physician.)

License Status: Active
License issue Date: 42472002
Accepting New Patients: Yes
igaid: Yes

imary Work Setting:

Covic (M CorRECTIONS)
PP.NY.C.

26 Bleecker Street
New York, NY 10012

Phone: (212) 965-7065

Translation Services Available: None Reported
Insurance Plans Accepted: None Reported

Hospital Affiliations:  -Messeehusetty-Gemerat-HospitahtAdmitting)— NOVE

.  Education & Training
Medical School: St. Louis University School of Medicine
Graduation Date: 1998

Post Graduate Training: None Reported

. Specialty

Area of Specialty: Obstetrics and Gynecology

IV. Board Certifications
rican Bo of Medical Specialties {ABMS
Board Name General Certificalion Subspecialty

http://proﬁles.massmedboard.org/MA»Physician—Proﬁle—View-Doctor.asp?ID:69852 1/2/2007



Mass.Gov - Massachusetts Board of Registration in Medicine Page 2 of 3

Obstelrics & Gynecology Obstetrics and Gynecology

o1

V. Honors and Awards

This physician has reported no awards.

V1. Professional Publications

This physician has reported no publications.

VIl. Malpractice Information

Some studies have shown that there is no significant correlation between malpractice
history and a doctor's competence. At the same time, the Board believes that consumers
should have access to malpractice information. In these profiles, the Board has given you
information about both the malpractice history of the physician's specialty and the
physician's history of payments. The Board has placed payment amounts inte three
statistical categories: below average, average, and above average. To make the best
health care decisions, you should view this information in perspective. You could miss an
opportunity for high quality care by selecting a doctor based solely on malpractice history.
When considering malpractice data, please keep in mind:

« Malpractice histories tend to vary by specialty. Some specialties are more likely
than others to be the subject of litigation. This report compares doctors oniy to the
members of their specialty, not to all doctors, in order to make individual doclor's
history more meaningful.

« This report reflects data for the last 10 years of a doctor's practice. For doctors
practicing less than 10 years, the data covers their total years of practice. You
should take into account how long the doctor has been in practice when considering
malpractice averages.

¢ The incident causing the malpractice claim may have happened years before a
payment is finally made. Sometimes, it takes a long time for a malpractice lawsuit to
move through the legal system.

+ Some doctors work primarily with high risk patients. These doctors may have
malpractice histories that are higher than average because they specialize in cases
or patients who are at very high risk for prablems.

« Settiement of a claim may occur for a variety of reasons which do not necessarily
reflect negatively on the professional competence or conduct of the physician, A
payment in setllement of a medical malpractice action or claim should not be
construed as creating a presumption that medical malpractice has occurred.

You may wish to discuss information provided in this report, and malpractice generally,
with your doctor, The Board can refer you to other articles on this subject.

ir. Ryntz has not made a payment on 2 malpractice claim in Massachusetts in the

http://profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?1D=69852 1/2/2007
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past ten years.

Vi, Disciplinary and/or Criminal Actions

A. Criminal Convictions, Pleas and Admisstons:
The information in this section may not be comprehensive. The courts are now
required by faw to supply this information to the Board.

Dr. Ryntz has had no criminal convictions in the past ten years.

B. Hospital Discipfine:
This section contains several categories of disciplinary actions taken by
Massachuselts hospitals during the past ten years which are specifically required by
law to be released in the physician's profile. ‘

Dr. Ryntz has no record of hospital discipline in the past ten years.

C. Board Discipline;
This section includes final disciplinary actions taken by the Massachusetts Board of
Registration in Medicine during the past ten years.

Dr. Ryntz has not been disciplined by the Board'in the past ten years.

Additional information about a physician, including
closed complaints, may be available by calling the
Massachusetts Board of Registration in Medicine
Phone 617-654-9830
Tell Free Number (Massachusetts only) 1-800-377-0550

Return to
Physician Profile Search
Direct questions and comments about these results to
Massachusetts Boatd of Registration in Medicine
560 Harrison Avenue, Boston MA 02118
Phone 617-654-9800
For direct response please use Email

Piease read the Board of Registration in Medicine Disclaimer

) y 9 ©2006 Commonweaith of Massachusetts « privacy policy = site map

http://profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?ID=69852 1/2/2007



‘Massachusetts Physician Renewal Application

Physician Name: Timothy E Ryntz, M.D. License No.: 213684
PART A
1) Current Status: Active Renewal Due Date: 01/27/2007 Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your new status:
Check only one: (See Renewal Instructions, page 3.)
A Active (3 Retiring [J Inactive O 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 2 Post Office Box. . .
Please make corrections (print)

2a) MAILING ADDRESS
RECEWEB Mailing Address:
City/Town; State:
IRESUE SR Zip: Country:
C1 Check bere to change this addfess S e

2b) HOME ADDRESS Bbﬁ'f?nolfmﬁg%“g?m’“ —
City/Town: State:
Zip; Country:

Phone: Hotmme Telephone: ( )

{11 Check here to change this address Home address cannot be a Post Office Box

2¢) BUSINESS ADDRESS Business Address:
P.PN.Y.C.
26 Bleecker Street City/Town: State:
New York, NY 10012 Zip: Country:

Business Telephone: ()

Phone: (212)965-7065
C1 Check here to change this address Business address cannot be a Post Office Box

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

4) Fax Number: 212-274-7218

5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology ad
O
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
below. Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology o
O
O
|

Page 10of 9
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Massachusetts Physician Renewal Application

Physician Name: Timothy E Ryntz, M.D. License No.: 213684
(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:
b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) X§: NY

or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

10 List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, ¢tc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Inclnde any affiliations with Internet-based prescribing services

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

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

Massachusetts General Hospital

Four, \nlpragsnd ATTLERoRO (pA ) MA

glojoloX

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

Average weekly hours involved in: a) inpatient care _20  hrsiwk Change to: o hrs/wk
b) outpatient care 20 hrsiwk Change to: 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:

Change m:% MUT\)AL

Insurance Carrier (complete below)

Current Insurance Carrier: CRICO
Policy dates: From 2 / £/0€ Tol2 ;2 /0%

Type of Policy: [J Claims made with tail coverage [ Occurrence Policy

O Letter of Credit subject to Board approval (Artach a copy.)

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

(3 ¥ am registering with Active status but | am not required to have medical liability insurance because I am:

L3 Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachuselts office? (See Renewal Instructions, page 3.) Yes

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

No

Page2of 9
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Massachusetts Physician Renewal Application
Physician Name: Timothy E Ryntz, M.D. License No.; 213684

In questions 14-21, the phrase "time period” refers to the following -- all time from the day you signed your last

license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal Instructions for additional information and definitions.

YES NO

14y CLAIMS MADE
2) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice 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 finaily 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,

2) 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 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 health care facility, group practice or employer?

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

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

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
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 10 an inquiry by

& medical liability insurance carrier?’

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

b) 1f no, are you requesting a CME waiver? [OYes [ No

A CME waiver reguest form must be submitted at least 30 days prior to your ticense expiration date.

c) if you are exempt from CME requirements, check reason for exemption. (Seg Renewal Instructions, page 8.)

CME EXEMPTION: (checkone) [ Mnactive Status Residency/Fellowship training

Page 3 of 8



Massachusetts Physician Renewal Application o

\

L3

Physician Name: Timothy E Ryntz, M.D. License No.: 213684
PART C &
o
Check One: PHYSICIAN PROFILE i
I
[ [have reviewed my Physician Profile at hitp://profiles.massmedboard.org and confirm that the information is accurate. -5
(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.)
w I have reviewed my Physician Profile and attached a copy of the Profile with corrections. Ffé’
£
[0 My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1)1 certify that [ 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 [ have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. c. 19, sec. 10, and
[ 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 1 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 I have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢. 112,
sec. 12A 1/2.

6) 1 certify that [ have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. | 12, sec. 5F,
when ] have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

7)1 cestify that 1 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. c. 112, sec. 2.

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

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

[1) 1 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. F12 sec. 5 and the Patient Care Assessment Regulations. 243 C.M.R. 3.00 gf seq. | understand that
the Patient Care Assessment (PCA) programs ar 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. c. 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 from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: W ' Date: L2 /1AB /1

it §
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.

Page 50of 9




Massachusetts Physician Renewal Application

£
Physician Name: Timothy E Ryntz, M.D, License No.: 213684 ”{?'
NATIONAL PROVIDER IDENTIFIER (NP) &

The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. ‘i |

The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs
and health care purchasets 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, 2007.

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 NPE. You can apply for an NPI directly by using the NPPES w@
site at www . NPPES cms hhs goy.

Option 2: Certify you have personally applied for your NP! and you have not received it yet. Once you have received your NPI Number,
you must notify the Board. Please complete the NP1 form at the Board's web site at www.massmedboard.cre.

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

Option 3: If your license status is INACTIVE, you may elect not to obtain an NPI number.

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

JROMy current NP1 is: m@ @ @ E EE

0 1 have personally applied for an NPL (You must provide your NP1 number to the Board when received.)

O 1have applied for an NPI using a third party (enter name): {follow instructions for Option 3)
[J By checking this option and signing the botiom of this page, I hereby authorize the Board to apply for an NP1 on my behalf.
] As an inactive physician, I do not wish to obtain an NPI.
HIPAA TAXONOMY CODES
Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 for more information). In addition to

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

Taxono ecialty} Code Taxonomy Description (Print)

primary Provider Taxonomy: 2} [G[FN [Gl[0][H[A[0]X]  earengps - catngeoroay

Provider Taxonomy: l:] D ED D D D D r_]—l
Provider Taxonomy: D D [:]j D D D D [:[:l

NPIREQUIRED INFORMATION

In an ongoing ¢ffort 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 1o apply for an NPI on your behalf.

Social Security Nunber;

State of Birth (if US): M | Country of Birth (if outside the US):

Gender: G Male O Female

Penalties for Falsifying Information on the National Provider fdentifier Application
18 U.8.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and wilifully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any faise,
fictitious or frandulent 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
I authorize the Board of Registration in Medicine to provide my NPI to any authorized hospital, health plan, or health organization.

Signamre:_m- Date: J2. /28 /06

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 OTHER PURPOSES.

Page 7 of 9




* -©  Mbassachusetts Physician Renewal Application

Physi_cian Nnme: T‘iMy E Ryntz, M.D,

License No.: 213684

PART A
1)} Current Status: Active

Check only one: (Sge Renewal Instructions, page 3.)
O3 Active [0 Retiring

Renewal Due Date: 01/27/2009
If you want 10 change your current status, please check one of the following boxes to indicate your pew status:

£J inactive

Birth Date:

O Do not wish to renew

Business addresses CANNOT be a Post Office Box. .

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

Please make corrections (print)

21) Mmmcwnnxsgf  REGINED *f,

T” Mailing Address:
E. “AN 22 znng ‘ City/Town: State:
Board ot Reglstration - Zip: Country:
[ Chech here 1o change this addressin Medicing A :
2b) HOME ADDRESS Home Address:
City/Town: State;
| A Country:
Phone: . Home Telephooe: _..)
[ - Check here o change this address . . Home address cannot be a Post Office Box
\ 22 ;;Jqs?gss ADDRESS : -,' ..:;__ .Bﬁ_s;i.gsss Address 511 _BRIDWRAY
" ¥26 Bleetker Street : 3 - Swte: NJ -
New York, NY 10012 { le }O o 349  Counry: USA
;. Phonc (21’2)965- 7065 - - Business Tclephonc @_l_@) ‘iﬁa.- 4200
R Check here to change this oddress ‘ Business address cannot be a Post Office Box
Correct vour E-mail and Fax Number below:
3) E-mail Address: ]
4) Fax Number:  212-274-7218
5) Speciatties (See Renewal Insiructions, page 4)  Delete? List Additional Specialties:
Obstetrics and Gynecology O ‘
' 0O
1]

{See enclased instructions and Renewal Instructions, page 4.}

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.

ii -List Certifying Board(s) below: Update General Certlﬂcates and Subspecxalty Certificates
1 G G e below. Please add additional Certifications as required. - .
i Board Name'™. "% ABMS or AOA| Certificate/Subspecialty . -~~~ -~~~ = ' - - Delete? -
! Obssqﬁ%&:Gmo]ogy ABMS | Obstetrics and Gynecology . .a
O
o

Page-‘é-o_f?
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" ° Massachusetts Physician Renewal Application

Physician Name: Timothy E Ryntz, M.D. License No.: 213684
| (See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drag License Numbers Corrections:; 8) Other states where you are now licensed to practice
a) Massachusetts: NY
b) Federal (DEA): 9) States where you were previously licensed
c) Federal (DEA) XS: NY

10) List all work sites in Massachusetts, including bealth care facilities (where you are credentialed), private
offices, clinics, narsing 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

Lor companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetts Location State Delete?
{See abave and description on page 4.) {City or Town) :
NONE O

0
O
[8]
]

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

Average weekly hours involved in: a) inpatient care 0 hrswk Change to: o hra/wk
b) outpatient care 20 wrswk Change to: gg hrs/wk

'} 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-

(] Insurance Carrier (complete below)

Current Insurance Carrier: ProMutual Group Change to:
Policydates: From ___/ _ / To / /
Type of Policy: [ Claims made with 1ail coverage [J Occurrence Policy

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

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

'ﬁ I am registering with Active status but I am not required to have medical liability insurance because ¥ am:

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

] Otherwise exemp! (Flease explain).

13) Do you perform any surgery in your Massachusetts office? (Seg Renewal Instructions, page 3.) Yes Neo

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

Page 2 of 7
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"' Massachusetts Physician Renewal Application
Physivian Name: Timothy E Ryntz, M.D. License No.: 213684

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

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

' YES NO

14y CLAIMS MADE
8) NEW: Have you received notification of a claim, whether or rot 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, settled, or adjudicated daring this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers 10 claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.
8} 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 crimina! offenses/charges against you been resolved during this time pericd?
¢} Are there any criminal charges pending against you today?

) 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 health care facility, group practice or employer?

c) Have you been the mbjéct of an investipation 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 govemmenta) anthority, health care
facility, group practice, employer or professional association?

19) Have your privileges 10 possess, dispense or prescribe controlled substances been suspended, revoked,

20) Have you withdrawn an application for 2 medical license, allowed a license application to become obsolete
or bave you been denied a medical license for any reason?

denied, restricted by, or surrendered to any state or federa) agency?

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 inguiry by

a medical liability insurance carrier?

22) CME CERTIFICATION:

a) Have you completed your CME requirements preceding your renewal date? MYes [1No

b} H no, are you requesting a CME waiver? [JYes [JNo

A CME waiver request form must be submitted at least 30 day_s prior to your license expiration date.

¢} X you are exempt from CME requirements, check reason for exemption. (See Renewal Insiructions, page 8.)
CME EXEMPTION: (check one}) [J Inactive Status [ Residency/Fellowship training

18 scg2/10
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Massachusetts Physician Renewal Application

O

Physician Name: Timothy E Ryntz, M.D. License No.: 213684 3
PART C @
Check One: PHYSICIAN PROFILE B
[1. 1Ihave reviewed my Physician Profile at http://profiles. massmwedboard.org and confinm that the information is accurate. @

(Please note that if you changed or comrected 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.)

,‘K 1 have reviewed my Physician Profile and attiached a copy of the Profile with corrections.
0 My staws is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 11.)

BeE

ER TION

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

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

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

4) 1 cenify that I have complied with my obligations to repon the treatment of wounds, burns and other injuries pursuant to Gl.c. 112,
sec. 12A. d

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

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

7)1 certify that 1 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 I have complied with my obligations to file Massachusetts tax retams and to pay Massachusctts taxes, and I understand
that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless I make these certifications under penalties of

perjury.
9) 1 certify that 1 have complied with my obligations related to the reporting of employees and contractors pursuant io G.L. 62E.
10} 1 certify that 1 have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. c.119A.

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

12) 1 certify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which 1 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 from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

7 Signature: %\(\/‘ Date: ‘ / § ! _Oﬂ

4 O ‘
MAKE A COPY OF YOHR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, YOU MUST RETAIN A

COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDEN TIALING AND FOR OTHER PURPOSES.
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Timothy E. Ryntz, M.D.

L Physician information

(The information in sections | -

V1 has been provided by the physician.)

License Status: Active
License Issue Date:  4/24/2002
Accepting New Patients:  Yes
Accepts Medicaid:  Yes
Primary Work Setting;:  Clinic / HoSpy\TAL-
Business Addiress:  PPIRY-6~ / — NEWNORIC PRESBMTERAN VWS P ITAL-
26-Bleacker Street. S\ &\  TRIADWA
“NewYorkNY 10012 NEW “eikie, WM V0034
Phone:  212)966-7066-{012) Q3L ~ 420D
Transiation Services Available:  None Reported
i P c : None Reported
Hospital Affillations: None Reported
il Ed ion & Train
Medicat School: St. Louis University School of Medicine
Graduation Date: 1998
Post Graduate Training:  None Reported
. Specialty
Area of Specialy: Obstetrics and Gynecology
V. ard Certifications
ical Speclaities (AB
Board Name General Certification Subspecialty

Cbstetrics & Gynecology

Obstetrics and Gynecology

http:/profiles.massmedboard.org/MA-Physician-Profile-View-Doctor.asp?ID=69852

11712009
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V.

Honors and Awards

This physician has reported no awards.

Page 2 of 3
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V.

Professional Publications

' This physician has reported no publications.

8.8,

Vil

Malpractice Information

Some studies have shown that there is no significant correlation between malpractice
history and a doctor's competence. At the same time, the Board believes that consumers
should have access to malpractice information. in these profiles, the Board has given you
information about both the malpractice history of the physician's speciaity and the
physician's history of payments. The Board has placed payment amounts into three
statistical categories: below average, average, and above average. To make the best
health care decisions, you should view this information in perspective. You could miss an
opportunity for high quality care by selecting a doctor based solely on malpractice history.
When considering malpractice data, please keep in mind:

s Malpractice histories tend to vary by specialty. Some speciaities are more likely
than others to be the subject of litigation. This report compares doctors only to the
members of their specialty, not to all doctors, in order to make individual doctor's
history more meaningful.

e This report reflects data for the last 10 years of a doctor's practice. For doctors
practicing less than 10 years, the data covers their total years of practice. You
should take into account how long the doctor has been in practice when considering
malpractice avarages.

« The incident causing the malpractice claim may have happened years before a
payment is finally made. Sometimes, it takes a long time for a malpractice lawsuit o
move through the legal system.

o Some doctors work primarily with high risk patients. These doctors may have
malpractice histories that are higher than average because they specialize in cases
or patients who are at very high risk for problems.

» Settiement of a claim may occur for a variety of reasons which do not necessarily
reflect negatively on the professional compatence or conduct of the physician. A
payment In settlement of a medical malpractice action or claim should not be
construed as creating a presumption that medical malpractice has cccurred.

You may wish to discuss information provided in this report, and malpractice generally,
with your doctor. The Board can refer you to other articles on this subject

Dr. Ryntz has not made a payment on a malpractice claim in Massachusetts in the
past ten years.

Vil

Disciplinary and/or Criminal Actions

http://proﬁles.massmedboard.org/MA-Physician-Pmﬁlc-View—Doctor.asp?ID=69852

1/7/2009
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riminal Convictions, Pleas and Admissions:
The information in this section may not be comprehensive. The courts are now
required by iaw to supply this information to the Board.

Dr. Ryntz has had no criminal convictions in the past ten years.

18 80/82/10

B. Hospital Discipline:
This section contains several categories of disciplinary actions taken by
Massachusetts hospitals during the past ten years which are specificelly required by

law to be released in the physician's profile.

Or. Ryntz has no record of hospital discipline in the past ten years,

Lo

C. Board Discipline:
This section includes final disciplinary actions taken by the Massachusetts Board of

Registration in Medicine during the past ten years.
Dr. Ryntz has not been disciplined by the Board in the past ten years.

Additional information about a physician, including
closed complaints, may be available by calling the
Massachusetts Board of Registration in Medicine
Phone 781-876-8230
Toll Free Number {Massachusetis only) 1-800-377-0550

Return to
Physician Profile Search
Direct questions and comments about these results to
Massachusetts Board of Registration in Medicine
200 Harvard Mil! Square, Suite 330, Wakefield, MA'01880
Phone 781-876-8200
For direct response please use Email

Please read the Board of Registration in Medicine Disclaimer

©2008 Commonwealth of Massachusetts + privacy policy - sitemap - termsofuse.

hﬂp:/lproﬁlcs.massmcdboard.org/MA-Physician-Proﬁle—Vicw-Doctor.asp?ID=69852 1/7/2009



