Application #: 2 99\ B !
/

Date of Issue: _____G;______
Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org

FULL LICENSE APPLICATION

Application Fee: Please enclose a check or m order in the a 600.00 made payable to the Common%: ﬂ“

Massachusetts. The appfica;m/e is non-refundable. . b
T :3”9
Check One: U.S./Canadian Graduate [0 International Graduate it ﬂug};;;‘;:?%
. i [: B g I

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

Romanos CATHERINE. eTLEE N
Last Name (type or print clearly) First Middle Suffix {Jr,, etc.)

@%0.0 pod pp [ Other degree [1 Msle  [BFemale

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

Entire Last Name (type or print clearly) First Middle Suffix (Jr,, etc.)
Date of Birth: . Social Security Number; _
Month Day Year ,
Place of Birth; ’To?-ﬂ-l NG TOMN CT
City State/Province/Territory Country if not USA
*Mailing Address: o Telephone: _
- Number and Street
City State/Province/Territory Zip (orpostal) Code
Home Address: . Telephone:
Number and Street
City ' State/Province/Territory Zip (or postal} Code
Business Address: g4 Havehyy St Telephone: _§ 78 - (€ 7 ~{HE/
Number and Strect
Loawrnes MA aed]
City State/Province/Territory Zip {or postal) Code

E-mail Address:__ Fax number: qQig-u &l ~ Hu3

Are you applying for licensure through FCVS? (See instructions page 12) [J Yes W

* The Board will use your Mailing Address for all correspondence - . (€ PVE
W/ OI09
W3

Unjpg s
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PRINT NAME: CAtHzeNe Lomanos PAGE 2 OF 5
Pre-medical School

: From To
Facility_ N4os Vorlh  Unwversihy Degree: DY 9/1 /91 5/31/ 01
Street: T S 2m sy ) City: _NLw Yorx. State: _NY
Facility: Degree: A A S
Strect: City: State:
Medieal School
Facitiy:_Untvarsiby of Cormechicud Degree: AT /102 5AL/0
Street; ﬁxgm\r\ghﬁ e City: _mmm%hn State: O
Facility: Degree: A A A
Street: City: State:

Date of medical school graduation: _ 09 /13 , 2007
Moath Day Year

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

Postgraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name and -
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the time you graduated from medical school.

From To
Facility: Grodey Lawwn ey Jatfin  Position: P&y 4. 10 /15/p7 1o /14 /6%
Street: __ 34 HowgraW Sk City: _Lowrtng State: (-
Facility: (utader_Lovortows, Togelay Weattly  Position: 96Y 2. U /1§ 708 L /14/09
Street: _ 34 Hastring St City: {.onmorend., State: _Mfc
Facility: (ototad Losennu Townily Hatt)  Posicion: Pe¥3 U /5,09 w /3010
Street: __2q vl City: _[auareni State: Nk
Facility: Position: A S S
Street: City: State;
Facility: Position: IO A N

Street: City: State;

g Ol AP0 40,



PAGE3of§

Examination History

Please contact the appropriate examination entity and have certified transcript of your scores sent directly to this
Board. If you are using FCVS, your examination scores will be sent to the Board with your credentials packet.

List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC,
Etc.).If additional space is necessary, please enclose a separate sheet with your application and include all the
information below. If you answer “yes” to question #5 on the Full Supplement, you must also complete the
required information.

Examination Most Recent Date taken (Month/Year) Passed (P) or Failed (F) Number of attempts

USMLE Step I b |2005 @? [IF l
USMLE Step II w /200w M [OrF |
USMLE Step III —1]2009 MF (O I
NBME Part I Or [OF

NBME Part 11 e [OF

NBME Part 11l Or [OF

FLEX Component } (¢ [F

FLEX Component 2 p  [JF

FLEX Pre-1985 Or [JF

NBOME Part | e 0OF

NBOME Part If e [JF

NBOME Part HI (Jr [OF

COMLEX Level | : [J» [OF

COMLEX Level 2 Or [JrF

COMLEX Level 3 dp [OrF

COMVEX Or (OrF

LMCC - Single Cr OF

LMCC - Part [ Or [F

LMCC - Part It Op [OF

State Board Exam Or {OJF

(State of examination)

8 DL 0010
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- PRINT NAME: Cﬂﬂfallwﬁ, ﬂomfmos PAGE4 OF 5
itpl s d Em ﬂ[(& o
List hospital appointments, in chronological order, where you had active staff privileges. Include the name and
address of the facility, your position and dates of affiliation. Also include periods of unemployment or .
=

employment outside of medicine. Attach a separate sheet of paper if necessary.

From To

Facility: Position; ST A AU S A
Street: City: State:

Facility: Position: Y AN SN S A
Street; City: State:

Facility: : Position: R A A A
Street: City: State:

Facility: ' Position: - A A A
Street: City: State: ‘

nln

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

2. a) Are you certificd by the American Board of Medicat Specialties? O Yes E[%/,No
b) Are you certified by the American Board of Osteopathic Medicine? [] Yes No
3. List Board Certification(s): Certification date:___/  /
Certification date: /

@l[n‘@f

4. List your practice specialt(ies) ‘ﬁﬂ\l Ll{ Medjonr

5. Have you attached an up-to-date copy of your curriculum vitae? Yes [ ] No

6. Rceason for requesting a Massachusetts medical license:

Wishto pechice. Family  Medigine 1n (M4
7. Name of Facitity: ___Of. oaLrh

.Address: 2y thweghull st City Loamrentt, .

8. Anticipated starting datc in Massachusetts: __ 1 / 01 /10 _

Under the penalties of perjury, I declare that I have examined this full application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contzined herein is true, correct and complete. As an applicant for a full 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 fipm licensure.

,//'/(/(v -, 5,4

Signature of ARpliéant. Month  Day Year

(Continued on page5)



PRINT NAME: Clﬂ‘ﬂfﬁﬁ,imb ﬂomrmos PAGE 4 OF §
Hospital Affiliations and Employment n[a

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

From To

Facility: Position: d
Street: City: State:
Facility: Position: P A A S
Street: City: State:
Facility: Position: AN Y A A
Street: City: State:;
Facility: Position: R A A A
Street: City: State:
1. List other states (abbreviations) where you are currently or have ever had a full Jicense: n l&
2. a) Are you certified by the American Board of Medical Specialties? [ Yes %//No

b} Are you certified by the American Board of Osteopathic Medicine? [J Yes No
3. List Board Certification(s): Certification date; f_ 1

Certification date: / /

4. List your practice speciait(ics)

5. Have you attached an up-to-date copy of your curriculum vitae? Yes [] No

6. Reason for requesting a Massachusetts medical license:

Wish 1o pechice. Family  Medicne 1n MA

7. Name of Facility: Greaptes Lowren Y

Address: 4 i‘h\JUhlll St City_Lasarentf,
8. Anticipated starting date in Massachusetts: _ [ / O] / 10

Under the penalties of perjury, I declare that I have examined this full application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct and complete. As an applicant for a full 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.
i/f/{/(v/ 2 o, 5,4

Signature of AWant Month Day Year
(Continued on page5)
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NATIONAL PROVIDER IDENTIFIER (NPI)

The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA
standard transactions. The NPI will replace all other identifiers assigned to health care providers, such as those
assigned by health plans, govemment programs and health care purchasers for purposes of conducting these
business transactions. Under the final HIPAA NPI Rule, all individual and organization covered providers were
required to obtain an NPI by May 23, 2007.

You must supply the Board of Registration in Medicine with your valid NPI. If you do not have
an NPl number, you can apply for an NPI directly by using the NPPES web site at

www NPPES.cms hhs.gov.

My current NP1 is: IE ml_'q__lz

Penalties for Falsifving Information on the National Provider Identifier Application

18 U.8.C. 1001 authorizes criminal penalties against an individual who in any matter within the Jjurisdiction
of any department or agency of the United States knowingly and willfully falsifies, conceals or covers up by
any trick, scheme or device a material fact, or makes any false, fictitious or fraudulent statements or
representations, or makes any false writing or document knowing the same to contain any false, fictitious or
fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment
for up to five years. Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C.
3571(d) also authorizes fines of up to twice the gross gain derived by the offender if it is greater than the
amount specifically authorized by the sentencing statute.

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

Signature: (\M Date: I / 0 / OT
= J

8 Ot 010



CATHERINE ROMANOS

Email:
Phone: (

EDUCATION
Greater Lawrence Family Medicine Residency, Lawrence, MA June 2007 - July 2010
Family Medicine Residency
Greater Lawrence Family Medicine Residency, Lawrence, MA March 2009 - March 2010
Chief Resident
University of Connecticut School of Medicine, Farmington, CT August 2003 - May 2007
Doctor of Medicine
New York University, College of Ants and Science September 1997 - May 2001
B.A. Spanish Literature, Honors Program, Minors: Biology, Chemistry, Fine Arts
GPA: 3.7 - Magna Cum Laude

SPANISH LANGUAGE TRAINING
The Rassias Foundation Summer Language Program at Dartmouth University June 2007
Participated in 10 day intensive immersion program for teachers of Spanish
The Summer Seminzrs Abroad for Spanish Teachers at Ohio State University, Granada Nicaragua July 2009
2 weeks masters level course in Spanish linguistics for graduate students and teachers of Spanish
Universitad de la Complutence de Madrid January 2000 - June 2000
New York University in Madrid August 1999 - May 2000
Participated in combined study abroad program.

WORK EXPERIENCE
Project Coordinator, Community Qutreach Program June 2001 — June 2003

Albert Einstein Cancer Center, Albert Einstein College of Medicine - Bronx, NY
Coordinated a multidisciplinary program providing cancer education and prevention to the Bronx
community as well as psychosocial support for cancer patients and their families. Facilitated six
week smoking cessation group program for both English and Spanish speaking patients. Performed
cancer prevention puppet shows and talk shows for students in the Bronx public school system.

Research Assistant, Cornell Medical College — New York, NY QOctober 1998 — August 1999
Assisted a psychiatrist in psychiatric research; performed laboratory tasks; analyzed data;
reviewed pertinent literature; edited papers; created data presentations.

COMMUNITY SERVICE
Director, South Park Inn Homeless Shelter Clinic — Hartford, CT May 2006 — Present
Supervised the volunteer activities of hundreds of medical students and dozens of :
physicians serving at a free medical clinic Iocated within a homeless shelter. Acted as
liaison to University of Connecticut Health Center administration.

Director of Women’s Health Services,

South Park Inn Homeless Shelter Clinic — Hartford, CT May 2004 — April 2006
Created and implemented a monthly acute care women's clinic in a homeless shelter.
Recruited a team of physicians and medical students to staff the clinic. Simultaneously
implemented women’s health educational series to promote resident attendance in clinic,

Teacher, Hartford Health Education Project — Hartford, CT
Taught six week course in health education to bilingual third and fourth graders in Hanfor.d
public school on nutrition, violence prevention, conflict resolution, puberty and reproduction.

Volunteer, UCONN Medical Student Free Clinics — Hartford, CT
YMCA Girl’s Shelter Clinic — 2003-Present, South Marshall Salvation Army Shelter
Clinic for Women and Children — 2003-2004, Migrant Farm Worker’s Clinic - 2003-2004
UCONN students have established several student-run clinics providing acute care
and referral services to Hartford area homeless sheiter residents and migrant farm workers.

Spring 2005

S OLAH0-1L0
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PUBLICATIONS/POSTERS

Posters
Allen R, Beben K, Chuck T, DiMaria C, Kalish M, Kopyt L, Lee J, Leytin V, Romanos C, Rowe B, $litt G, Gould B.
Care of the Patient With Diabetes Mellitus, s Continuing Quality Improvement Project at an Urban Health Clinic.
Presented at the University of Connecticut Health Center Annual Continuning Quality Improvement Research Symposium,
May 31, 2006, Farmington, CT. Second Place Winner in Student Research Category.

Sivinski J, Lukoschek P, Romanos C, Fazzari M, Hernandez A. Poster/Text Analysis of Children’s Health Beliefs and

Knowledge. Poster presented at the annual conference of the American Psychological Association, July, 2004, Honolulu,
Hawaii,

Chatoorang O, Lukoschek P, Romanos C. Children’s Health Beliefs Serve as Barriers to Diet and ise. Poster
presented at 2nd National Steps to a Healthier US, April 29-30, 2004, Baltimore, Maryland.

Romanos C, Lukoschek P, Moadel A. School Participation in a Cancer Prevention Poster Contest. Poster presented at the
American Association of Cancer Education 2002 Annual Meeting, October 31-Novemebr 3, 2002 in Toronto, Ontario,

Canada.

Marino P, Von Bergen HA, Romanos C, Lukoschek P, Moadel A. The Rejationship- Between Locus of Control,

Confidence 10 Quit, and Tobacco Use. Poster presented at the 27th Annual Meeting of the American Society of Preventive
Oncology, March 9-11, 2003, Philadelphia, Pennsylvania.

Publications
Altemus M, Roca C, Galliven E, Romanos C, Murphy D, Deuster P. Increased Vasopressin and ACTH Responses to
Stress in the Mid-Luteal Phase of the Menstrual Cycle. J Clin Endocrinol Metab. 2001 Jun; 86(6):2525-30.

Presentations

Romanos C. Eating Disorder — NOS, a case study. Presentation given at the Multidisciplinary Ambulatory Experience
Research Day, February 20, 2006, Farmington, CT.

References available upon request

O1L AH0-10
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SUPPLEMENT FORM

PRINT NAME: cmﬁtf-m& Titten ZOMKNOS pate: _Il_; §,0%

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

QUESTIONS

1.

2-A.

6-A.

6-B.

8-B.

Applicant’s Signature: A M
(g ~ )

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

Have you ever been terminated or granted a leave of absence by a medical school or any
postgraduate training program or have you ever withdrawn from a medical school or any
postgraduate training program or had to repeat a year of postgraduate training?

Have you ever, for any reason, been placed on probation by 2 medical school or any
postgraduate training program?

Have you ever applied for licensure ar 1o 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
examination or been accused of cheating and/or improper conduct 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
certification from the National Board of Medical Examiners, any other certification body or
any foreign licensing or certification body?

Have you ever, for any reasen, been denied a medical license, whether full, 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 or been denied
required recertification by one or more specialty boards?

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

YES NO

Date: \ / 6—/ Dq
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9-A.

9-B.

10.

iL

12,

12,

14.

15-A.

i5-B.

otherwise resolved? (\
Applicant’s Signatare: U/ /]v

Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, 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 medica) staff
status, or has such denial been recommended by a standing medical staff committee or

goveming 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, restricted 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 proceedings 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 ot your contract as a participating
provider terminated by any HMO/PPO/1PA or other prepaid plan?

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

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is
related to your competency to practice medicine, or your professional corduct in_the
practice of medicine, been filed against you orhas s suit been settled, adjudicated or

Date: |V / B ;09

g 0LP0-10
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Full License Application

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

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Piease com
university of graduation for verification.

| authorize the medical school/university .ﬁﬁm\“\%ﬂ%ﬂm all information pertaining to my medical education at your insfitution.
Applicant’s Signature: A .

plete the waiver for release of information and forward this form to your university/medical school(s) or

Date of Birth .
Print or Type Name: gB k NOS CATHERINE TILEE N  social Security No:
{Last name} (First Name) {Midcle Initial)
Other Name(s)
{Please type or print name(s)

Name of Medical Schoot: gﬁgﬁm hool of Medicine
Address: I&.Fm g’%ﬁ ?M.Pl& City: uq.lﬁhd_bmg State or Province: __C.1_ pugao - 1&a7

Please complete this form and forward it, to

gether with a copy of the official transcript {which Indlicates courses taken,

dates and hours of attendance, and scores, grades, or evaluations) and mail it to the Board of Registration in Medicine.

o b
(194

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

_ . &3 o
Premedical Education: Does your school have a premedical school education requirement? & Yes ] No 28 an
If “yes,” indicate where the applicant completed premedical school. % M..; m
Applicant's Undergraduate School: ™Newy wr Mniy 2
-

{

Undergraduate School Address:

(Continued on page 2)
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Fell License Application
Enroliment and Participation: Gur records indicate that .
omanes QDA@:EFP.. m:.mhr)
?Em or print the applicant's name): {Last name) (First name) (Middle initiai)
attended our medica! schoot on the following dates (indicate the month, day and year in the section below);
ATTENDANCE DATES: EROM T0 FROM IO
0% /18 /2003 9L f30f 2004 01/ 0f /2,6 08 /13 /2005
08 /{8 /20 0 1301 2,5 I /I
7 /ol /xS 6z f3c /2206 / ! I

The applicant attended _/£4 total weeks or

bﬂ ﬂomuw_nwb_«-m °=|ﬂ”—=nﬁ nnmﬁwﬁmw_d.
check one B. was awarded a dagree in 7>47 on (month/daylyear) ¢S/ |3 | 200 F
[[] was NOT awarded degree. Please explain reason(s).

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any pat of the applicant's medical education.
| guestio t be red,

total months (must be included) of

NO

1. Did the applicant take any leaves of absence or breaks from his/her medical education?
2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

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

COMMENTS;
AFFIX INSTITUTIONAL SEAL HERE

Sgnature: I e, K207
(if the institution does not have a seal, this form must be gnature 7 . v .

notarized) INTERNATIONAL MEDICAL SCHOOLS MUST o K X i
ATTACH A COPY OF THE MEDICAL SCHOOL DIPLOMA "™ Name: _SSuoeaagy T

AND A TRANSCRIPT OR PROVIDE AN EXPLANATION. Tige: As=v _me.f_ tac
Date: _{] /20109 qm_mu:gm Bbo ) LT9-3125—~ W
i
This form will not be accepted unless it is stamped with the institutional seal or notarized. mw. -
Preesdll oy
S
= s
i vEE
Seal Verifie T @

DATE: 7/ &NQF

iNIT _>_.m“&.&_u -

L

83 Aoy
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Board of Registration in Medicine

200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880 i %%
Telephone: (781) 876-8210 Fax: (781) 876-8383 www. massmedboard.org m

m.:t 1 g

L4 _Jl»fa m..
POSTGRADUATE TRAINING VERIFICATION 'jith ,3.. i)
...E
APPLICANT'S AUTHORIZATION: | a ize the release of informati om my postgraduate training program listed below, as requested by the
x\m of Registrati edicine.
Applicant’s Signature: Date: 4\ n.u_\ Q
Print or Type Name: Glﬂn.nh. INE  F. NOB AneS
Name of Institution: Breater Lawvinte Foup mm Beotth _(ent4
Please complete this form and forward it to the applicantina g nyelope . If the depariment was a “rotating® or “transitional”
program, please submit aaocamzdno: of th A/—mwo:m dates and hours of :ms_A\(
Name of Institution: .l.(. e Gy énce (\ Coam T_.Pn.lr h\@( o\p\)l_Jn\Tl

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

Enrolliment and Particlpation: Cur records indicate that Pnrai?ﬁ,\_ ho ﬂw QWMo o

participated in the following program:
{Print applicant's name)

Dates Attended Accredited By
Program Type PGY Department or (MONTH/DAY/YEAR) Completed (ACGME, RSC, AOA
{internship, residency, (1.2,3.4) | type of specialty FROM TO {YESINO) or not accredited
fellowship) training
Tntern | [Vawm e b |6/i3/07 lo/21/08 | yes | WCCme

a_w/.(mww\r(./r L | FemMd b oY .{Nmm\c@ zmmm ACCMis

Wes bt 3 {Cawmthed /590 efoppo | siidite | Acomiz

(Continued on page 2)




< 01,0410 § 19

Aﬂ.v POSTGRADUATE VERIFICATION FORM PAGE - 2
APPLICANT'S NAME: ﬁ nr,r(am s, moewvo>
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. If 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 histher post-
graduate training?

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

5. Were any limitations 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: K ACGME [JOther;

COMMENTS;
Certification: 1 hereby cerlify that the above information is commect, {o the best of my knowledge.
P irector's Signature: .

AFFIX INSTITUTIONAL SEAL rogram Director's Signature: __{ A il

HERE Print Name: _> & Al” . _\SU
(If the institution does not have a seal, : . O e o
this form must be notarized by a notary Academic Tile: AL dﬁ ==
public). Telephone; &H_rm.v qbw. w rc D Today’s Date: & / NR 1 A

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

Seal Verified \

INITIALS: -




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

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. If you have bsen in a training program within
the past ten (10) years, a copy of this form must be forwarded to your training program risk management office,
You must account for any gaps in your claims history. If you have additional liability carriers, you may
photocopy this form. Please return the completed Malpractice History form(s) with your original
signature to the Board of Registration in Medicine.

Waiver for Release of Information

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

5. dates of policy coverage must be inciuded.

el A

Liability Carrier's Instructions: If the applicant has any open or closed cases that have gone to trial,
whether or not monles were paid, a copy of the complaint or summons, disposition or judgment and
amount of monies paid on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES

OF COVERAGE.

Liability Carder. FTCA From: © ;071 10: b /1D
City: State: Policy Number:;

Liability Carrier: From: / To: /
City: State: Pol icy Number:

Liabili rrier. From: / To: /
City: . State. ~— Policy Number;

Applicant’s signature: / ] MM i85 1A

L= Date
Print Name: Camrtep. ne. E. &Q
Address: ____ City: . -
State: Z ip code:

Additiona availabla at the Board’s website al www.massmedboard.or

OLAA0 LD

ey



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

Current Status: Active License Expiration Date: 1/28/2011
1) Activity Status: Active
2) Address & Contact information

Mailing Address:

Home Address:

Business Address: 150 Park St
Lawrence
Massachusetts - 01841
United States of America
(978) 314-9495

3) Email Address:
4} Fax Number: (978) 681-5963

5) Specialties
Family Medicine

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

ABMS/AOA Board Name Certification Subspecialty
ABMS Family Medicine Family Medicine

7} Diug License Numbers

Massachusetts Federal (DEA) Federal (DEA) XS
XR1803130

8) Other states where you are now licensed to practice
New York

9) States where you were previously licensed
None Reported

10) Work Sites _ - .
List of all work sites in Massachusetts, including health care facilities {where you are credentialed), private

office, clinics, nursing homes, etc

WorkSite Location
Greater Lawrence Family Health Center 150 Park St
Lawrence General Hospital

Page 1 of 4 Date: 11/29/2010 Time: 1:00 PM



Commonwealth of Massachusetis

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242481

11) Care of patients in Massachusetts
Average weekly hours involved in: &) inpatient care 10 hrsiwk
b} outpatient care 30 hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Federal Tort Claims Act 07/05/2010 12/31/2010 Claims made with tail coverage
Federal Tort Claims Act G1/01/2011 1213172011 Claims made with tail coverage

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

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

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 maipractice
claims, during this period?

17) Criminal Charges

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

b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there anY criminal charges pending against you today?
d; Are any Application of Issuance of Process pending against you?

18) Other Issues _

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

djHave 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 Jicense 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, fimited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

Page 2 of 4 Date: 11/28/2010 Time: 1:00 PM



Commonwealth of Massachusetis

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Re«iuirement: 40 hours credit in Category 1 and 60 hours in Cat ory 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or ff your are
renewing your license for the first time, please answer Yes)

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

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 3 of 4 Data: 11/29/2010 Time: 1:00 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

Compliance with Legal Responsibilities

Online profile:
[X]| have reviewed my Physician Profile and confirm that the information is accurate,

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

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

3) lunderstand and agree to comply with my obligations to report abuse, negtect or Financial exploitation of
elderly persons pursuant to M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

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

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

6) | understand and agree to comply with my obligations to report a physical to the Board of Medicine pursuant
to M.G.L. c. 112 sec. 5F, when i have a reasonable basis to believe that a person violated any provisions of
M.G.L. c. 112 sec. & or any Board regulation.

7) | understand and agree to comﬁi with my obligations related to char?ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuanfto M.G.L. ¢. 112sec. 2.

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

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

10} understand and agree to comply with my obligations related to the withhoiding and remitting of child
support payments pursuant to M.G.L. c. 119A,

11)| understand and agree to comply with my obligations to file an incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment {PCA) programs at the health care facilities where | practice
repott certain Major Incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which | have referred a patient for physical therapy services,
pursuantto M.G.L ¢ 112 sec. 12AA.

13)! am aware of my obligations and responsibilities under the Health Insurance Portability and Accountabitity
Act of 1896 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider

identifier (NPl) number.

14)! understand and am in compliance with HIPAA and all other federa! and state obligations placed upon me
as a physician.

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

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

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

Page 4 of 4 Date: 11/29/2010 Time: 1:00 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

Current Status: Active License Expiration Date: 1/28/2015
1) Activity Status: Active
2) Address 8 Contact Information

Mailing Address:

Home Address:

Business Address: 3255 E. Main St
Columbus
Ohio - 43213

United States of America
(614) 222-3531

3) Email Address:

4) Fax Number:

5) Specialties
Family Medicine

8) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)

information
ABMS/AQOA Board Name Certification Subspecialty
ABMS Family Medicine Family Medicine

7) Drug License Numbers
Massachusetts Federal (DEA) Federal {DEA) XS

8) Other states where you are now licensed to practice
Ohio

8) States where you were previously licensed
New York

10) Work Sites _ ) '
List of all work sites in Massachusetts, including health care facilities {where you are credentialed}, private

office, clinics, nursing homes, et

WorkSite Location
None Reported

Page 1 of 5 Data: 11/24/2014 Time: 1:40 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242481

11) Care of patients in Massachusetts
Average weekly hours involved in: a) inpatient care 0 hrs/wk
b) outpatient care 0 hrsivk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Pittsburgh 01/01/2014 12/31/2014 Claims made with tail coverage
National Union Fire Ins Co of Pittsburgh 01/01/2015 12/31/2015 Ctaims made with tail coverage

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

14) Claims Made . o _ _ )
a) New: Mave you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice clairn been made against you during this time period?

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

18) 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?

18) 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) {}Jew: Havg éhere been any claims, other than medical malpractice claims, filed against you during this
ime period?
b} Resolved: Have you resolved, settled or adjudicated any lawsuits, other than rmedical malpractice
claims, during this period?

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

18) Other Issues .
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professionat association?

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

c) Have you been the subject of an investigation by any governmental authority, inciuding the
Massachusetts Board of Registration in Medicine or any other state medical board, heaith care facifity,
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 assaciation?

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 appiication to
become obsolete or have you been denied a medical Jicense for any reason?

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

Page 2 of 5 Date: 11/24/2014 Time: 1:40 PM



Board of Registration in Medicine
Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 2424561

_ Commonweaith of Massachusetts

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes

Page 3 of 5 Date: 11/24/2014 Time: 1:40 PM



: Commonwealth of Massachusetts
Board of Registration in Medicine
' Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242451

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

24) Have you used an}; chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 4 of 5 Date: 14/24/2014 Time: 1:40 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

Compliance with Legal Responsibilities

Online profile:
(X]! have reviewed my Physician Profile and confirm that the information is accurate.

1) tunderstand and agree to comp‘l:}/ with my obligations to report abuse or neglect of children pursuant to
M.G.L c. 119 sec. 51A and | understand the punishment for failure to comply.

2) |understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. ¢. 18C sec. 10 and | understand the punishment for failure to comply.

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

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

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

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

7} | understand and agree to comply with my obligations related to chartf:;ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. c. 112 sec. 2.

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

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

10)! understand and agree to comply with my obligations refated to the withholding and remitting of child
support payments pursuant to M.G.L. ¢. 119A.

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events ocour in my private office, pursuant to M.G.L c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other iegai entity to which | have referred a patient for physical therapy services,
pursuant to MG.Lc. 112 sec. 12AA,

13)| am aware of my obligations and responsibilities under the Health Insurance Portabiity and Accountability
Act of 1996 (HIPAA), inctuding the requirement that | obtain and provide to the Board a National Provider
Identifier (NP1) number.

14)| understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

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

[X] 1have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

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

Page 5 of 5 Data; 11/24/2014 Time: 1:40 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242451

Current Status: Active lLicense Expiration Date: 1/28/2013
1) Activity Status: Active
2) Address & Contact information

Mailing Address:

Home Address:

Business Address: 150 Park 5t
Lawrence
Massachusetts - 01841
United States of America
(978) 314-9495

3} Email Address:
4} Fax Number: {978) 6825787
5) Specialties

Family Medicine

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

Information
ABMS/ACA  Board Name Certification Subspecialty
ABMS Family Medicine Family Medicine

7) Drug License Numbers

Massachusetts Federal (DEA) Federal (DEA) XS
XR1803130

8) Other states where you are now licensed to practice
New York

9) States where you were previously licensed
None Reported

10) Work Sites - ) _
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private

office, clinics, nursing homes, etc

WorkSite Location
Greater Lawrence Family Health Center 150 Park St
Lawrence General Hospital

Page 1 of § Date: 11/26/2012 Time: 3:25 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 10 hrsiwk
b) outpatient care 30 hrs/wk

12) Medical Llability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Federal Tort Claims Act 01/01/2012 1213112012 Cceurrence Policy
Federal Tort Claims Act 01/01/2013 1213172013 Occurrence Policy

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

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

16) Claims Closed ‘ ,
Has any medical malpractice 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
professionai conduct in the practice of medicine.
a) New: Have ;here 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 period?

17) Criminal Charges

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

b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d% Are any Application of Issuance of Process pending against you?

18) Other Issues
a) Have you withdrawn an application to any governmentai authority, health care facility, group practice

employer or professional association?

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

c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medica! board, 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 ficense appliication to
become obsolete or have you been denied a medical license for any reason?

Page 2 of 5 Date: $1/26/2012 Time: 9:25 AM



: Commonwealth of Massachusetts
Board of Registration in Medicine
et Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

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

22) Have you comBIeted ali CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

Page 3 of 5 Date: 11/26/2012 Tima: 9:25 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
- Physician Renewal Application

Physician Name: Catherine E Romanos, M.D. License No.: 242461

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

24) Have you used an¥ chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 4 of § Date: 11/26/2012 Time: 9:25 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Catherine E Romanos, M.D. License No.: 242451

Compliance with Legal Responsibilities

Online profile:
[XI! have reviewed my Physician Profile and confirm that the information is accurate.

1)
2)
3)
4)
5)

6)

8)

9)

| understand and agree to com‘pg with my obligations to report abuse or neglect of children pursuant to
M.G.L ¢ 119 sec. 51A and | understand the punishment for failure to comply.

{ understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. c. 19C sec. 10 and | understand the punishment for failure to comply.

| understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuantto M.G L. ¢. 19A sec. 15 and | understand the punishrment for failure to comply.

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

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

I understand and agree to comply with my obligations to report a physician fo the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when | have a reasonable basis fo believe that a person violated any
provisians of M.G.L. ¢. 112 sec. 5 or any Board reguiation.

| understand and agree to Gomﬁly with my obligations related to char?ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee scheduie, pursuant to M.G.L. ¢. 112sec. 2.

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

I understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuantto M.G.L. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child

support payments pursuant to M.G.L. ¢. 119A

11)| understand and agree to comply with my obligations to file an Incident Report with the Board when certain

adverse events ocour in my private office, pursuant to M.G.L ¢. 112 sec. 5 and 243 CMR 3 00 et seq. and |
understand that the Patient Care Assessrnent (PCA} programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12)! understand and agree ta comply with my obligations to disclose ownership interest in any partnership,

corporation, firm or other legal entity to which [have referred a patient for physical therapy setvices,
pursuant to M.G.Lc. 112 sec. 12AA.

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability

Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
Identifier (NP} number.

14)| understand and am in compliance with HIPAA and all other federal and state obligations placed upon me

as a physician.

15)| understand that as an applicant for a license renewal to practice medicine a criminal record check may be

conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

[X] |have reviewed the above statements and certify that | understand my requirement to comply with

the responsibilities and obligations of each and agree to do so.

XI  Under penalties of perjury, | declare that | have examined this renewal application and all of its

accompanying instructions, forms and statements, and to the best of my kKnowledge and belief, |
ceitify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetis

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romarnos, M.D. License No.: 242451

Current Status: Active License Expiration Date: 1/28/2017
1) Activity Status: Active
2} Address & Contact Information

Maifing Address:

Home Address:

Business Address: 3255 E. Main St
Columbus
Chio - 43213
United States of America
(614) 222-3531

3} Email Address:
4) Fax Number:

5} Specialties
Family Medicine

6) I(':urmnt American Board of Medical Specialties {ABMS) or American Osteopathic Association {AOA)
nformation

ABMS/AOA Board Name Certification Subspecialty
ABMS Family Medicine Family Medicine

7) Drug License Numbers

Massachusetts Federal {DEA) Federal {DEA) XS
XR4108228

8) Other states where you are now licensed to practice
Ohic

9) States where you were previously licensed
New York

10) Work Sites _ _ ,
List of ail work sites in Massachusetts, including health care facilities (where you are credentialed), private

office, clinics, nursing homes, etc

WorkSite Location
None Reported

Page 1 of 6 Date: 11/30/2016 Time: 1:31 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care O hrs/wk
b) outpatient care 0 hrsfvk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Marsh USA Inc 01/01/2016 01/01/2017 Claims made with tail coverage
Marsh USA, Inc 01/01/2017 01/01/2018 Claims made with tail coverage

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

14) Cilaims Made _ o _ . )
a) New: Have you received notification of a clairn, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?

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

15) Claims Closed _ _
Has any medical malpractice cfaim 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) Pew: Ha_v?j ’ghere been any claims, other than medical malpractice claims, filed against you during this
ime period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

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

18) Other Issues o - .
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

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

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

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

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

20) Have you withdrawn an application for a medical license, 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 voluntarity restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D.

License No.: 242461

22) Have you completed all of the CPD requirements for this renewal ¢

ycle? If you are renewing
your license for the first time or participating in postgraduate train

ing, please answer Yes, Yes
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Board of Registration in Medicine
Physician Renewal Application
Physician Name: Catherine £ Romanos, M.D. License No.: 242481

- Commonwealth of Massachusetts

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

24} Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
: Board of Registration in Medicine
Physician Renewal Application
Physician Name: Catherine £ Romanos, M.D. License No.: 242451

25) Electronic Health Records Proficiency

I have demonstrated proficiency in the use of EHR by employment with, credentialed to provide patient
care at, or in a contractual agreement with an eligible hospital or critical access hospital that has a CMS
Meaningful Use program.

26) Requirement to Complete Training in Recognizing and Reporting Child Abuse
Have you completed training to recognize and report suspected child abuse or neglect?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Catherine E Romanos, M.D. License No.: 242461

Compliance with Legal Responsibilities

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

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

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

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

4) |understand and agree to complg' with my obligations to report the treatment of wounds, burns and other
injuries pursuant to MG.L. ¢. 11Z sec. 12A and | understand the punishment for failure to comply.

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

6) 1 understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. c. 112 sec. 5F, when | have a reasonable basis to believe that a person violated any
provisions of M.G.L ¢ 112 sec. 5 or any Board reguiation.

7y | understand and agree to comﬁly with my obligations related to char?i ng and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuanfto M.G.L. ¢. 112 sec. 2.

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

9) ! understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuantto M.G.L. ¢. 62E Sec. 2.

10)| understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. c. 119A

11} understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major incidents to the Board.

12} understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corparation, firm or other legal entity to which |'have referred a patient for physical therapy services,
pursuant to M.G.L ¢. 112 sec. 12AA.

13)! am aware of my obligations and responsibiiities under the Health Insurance Portability and Accountability
Act of 1886 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
Identifier (NP1} number.

14)! understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

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

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

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