Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3vd Floor, Boston, MA 02111 (617) 727-3086 —
http://www.massmedboard.org (8

(=3

Physician Registration Renewal Application

151
T
1)

Before procecding, pleese read the instructivn booklet, Copy this ferm and all attachments for vour awn records; you will
nced copies for credentigling and other purposes. This completed renewal form with attachments must be returned in the
green envelope 4 weeks before vour renewal date,

« Remit 5250.00 for renewal fee. * Return renewal application in GREEN envelope.
* Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope.
Please review carefully the following information for accuracy and completeness. Make any corrections or
; ; ENTEY A ey
alterations as required. HREDACT r:’ D r‘: {"I P\}’/
1. Current Status:  Acrive Registration No.32195 Renewal Date: 09/14/2001

If you want to change your cumment status, please check one of the following boxes to indicate your gew status: (Check only one}
] Active U Retiring  (see instructions) [T Inactive (see instructions) [7) Do not wish to renew

Please mnake corrections (type or print)

2. Other Name(s}, if any, under which you wer:;ﬂgx_:p_sgd;\
;? Ef?E 7 4mﬁrmmg —
3 A) Mailing/Bt’xsiness Address: . he Address: __ -
GERALD ZUPNICK / rowr | _ Sute.
R . |
Zountry:
» BOARDOF - T
= - BE%SW ness Addres ;
L 5 - m— . -
B) Home Address: CityfTown: . _Stawe:
Zip: _ e Country:
Business Telephone: { ) —_—
Home Address: & . o ]
City/Town: e _ State:
] Zip: ~__ Country:
Home Phone: Home Telephone:  { ) -
Business Phone: PLEASE NOTE: No P.O. Box addresses for home or
business addresses.
] L ) 7. Current American Board of Medical Specialties Certification (See Tabic 2)
4. a) Darc of Birth: bt Sex: M Code: Code:
c) SS#:

8. Drug Liccnse Numbers, if any:

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

University of Louisville Sch.of Med.,HIth.Sci.Cir. i
b} Year Graduated: 1068 <) Degree:  papy. 9. a) Other states where you are now licensed to practicc (Abbr.)
‘ s s e NY-CA DC.GA-FLKY
6. Specialty Code(s) (See Table 1)
Codel(s) Hours ver Week in Mass. b) States where vou were previously licensed (Abbr.)
rpP ¢ Family Practice NYCADCGATFLRKY -
OYN 0 Gynecology =

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

Facility Code: __ __ _/__ (AP) % Facility Code:___ _ /_ _(AP) % Facility Cede:__
Facility Code: ____ _ /[  (AP) % Facility Code: . ___ 7/ (AP)___ % FacilityCode: ____/  (AP) %
¥ 999, print name(s):

- - = 1




PRINT YOUR LAST NAME: __Z SN\ LICENSE NUMBER: _ 32\ %

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

Name of Insurer: M ﬁ\P\ Alternatively, indicate as follows:
I am registering with Active status but  am not covered by medical malpractice insurance because I am (check one)

a) [T Not involved in disect/indirect patient care in Massachusetts b) [[] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one} [] Yes EfNo
13. A. Whatis your principal work setting? (See Table 4) 2 9 _
B. Care of patients in Massachusetts (see instruction booklet).
1} Average weekly hours involved in: a) outpatient care _ %= hrs/wk b) inpatient care £y hrsfwk
2) What is the approximate percentage of your patient care hours in primary care? %

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

estions 14 through 22 refer to the past 2} vears only. Check eith ar NO (NOT N/A) to each question. Pravide
details on F. R for al S answers 1 for questi efer i¢ instruction booklet for additional infermation and
definitions. You St apswer stions, or this form will b rned to you and yvour license renewal may be delayed.

) i - - - .- - IYES DNO
14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
seitled or adjudicated, whether or not 2 lawsuit was filed in relztion to the claim?

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

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

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

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

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
Testricted by, or surrendered to any stale or federal agency™

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

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

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

SeeInstructions for CME requirements._Do not submit documentation.af your CMEs. with your renewal application.
Pursnact to G.L. £ 112, § 2, T will not charge ta or collect from a Medicare bepeficiary more than the Medicare fee schedule amount.

- =, - . -

Pursuant fo G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, 1 have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under Jaw. NOTE: This applles even if you reside out-of-state or out of the United States.

e Pursuant to G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Suppori.
o Pursuant (o G.L. ¢ 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119, § 51A.
o Iherehy certify und;ér the penalties of perjury that all the information on the Renewal Application and Form R is frue.
!

Signature: l b Date: ?) / ! S /___Ql

OoU MUS >SI N AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION

Board Repulations require that vou notify the Board, in writing, of any change of address

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




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

Physician Reglstratxon Renewal Application

ok booklet.
credentialing and other purposes.

Before pr

J 'eding. please read 'the ltfr
» Copy this form and alf attachments for your o fi

[mcords you will fieed copi

LY

0l i :
lJ l.| SEP 2 I J990Re enewal application in GREEN envelop v
*« Englose kheck with coupon in BLUE envelope

* Remit $250.00 for renewal fee.
* Add late fee of $25.00, if necessary.
Board T

Regiatal; : i
Registration No.: 32195 Remwalh)mr%wm&rem Status: A

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

] Active [T} Retiring (see instructions) [ Inactive (see below *) [ Do ndt wish to r!nﬂvm
2. Other Name(s), if any, under which you wers liconsed: Please make corrections (
Other Name(s):
3, A)Mailing/Business Address: et —
GERALD ZUPNICK Mailing Address; . L
City/Town: _ . State: .
f.\ g) Zip: Comtry__ L. S. k.
B) Home Address:
Other Address:
City/Town; State:
Zip: Country:
Home Phone: Home: ( )
Business Phone: Business: { )
4. A) Date of Birth: Sex: M ls);e of Birth: SM/D/Y?: o J o osex:[JM [F
B) S5#: TTT T T e e e e
Full Name of Medica! Schoo):
5. A) Name of Medical School:
University of Louisville Sch.of Med ,Hlth.8¢i.Crr.,
B) Year Graduated: 1998 () Degree: MD- Year Graduated: Degres: [ ] MD. [] P.O.
6. Specialty Code(s) (See Table 1) Cods(s) Hours Per Week in Massachusetts
o e in Mass. I
GYN 0 Gynecology 1708, Print Specialty:
7. Current American Board of Medical Speciatties Certification (See Table 2) Code: Code:
Code: Code:
8. Drug License Numbers, if any: -
A) Federal (DEA): f:::‘:’_al (DEA):
B) Massachusetis: ’
9. A)Other states wherséou are now licensed to practice
Abby; NY LKY Abbr:
B) States where viously were licensed 1o practice
Abbr: NYE lgC Fl Abbr;

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

o
— R — B 150
=

COPY ALL PAGES)OF YOUR RENEWAL APPLICATION BEFORE MAILING

&



DO NOT FOLD OR

DIVISION OF REGISTRATION IMPORTANT — READ, COMPLETE AND 816N — MY SIGNATURE ON 1HL1> KENEBEWAL
ROOM 1520 — 100 CAMBRIDGE STREET PURSUANT TO M.G.L. G62C, 5494, | CERTIFY APPLICATION INUICATES THAT I

B P WAL APPLICATION 02 §g§fﬁﬁ§§&f§§égégr§o°§§5Eé“ﬁf\fé?’%?ﬂs}oﬂ ATTEST UNDER THE PAINS AND
BOARD OF REGISTRATION STATE TAX HETURNS AND PAID ALL STATETAXES peNp| TIES OF PERJURY TO THE
IN MEDICINE oo sec T  COMPLETION OF CONTINUING
Mo EDUCATION REQUIREMENTS IN

AS A REGISTERED
PHYSICIAN

STATUTES AND/UR RULES AND

YOU MUST SIGN BELOW T COMPLIANCE WITH THE BUARD'S
(éwﬂ REGULATIONS.

t

TWGANTS SIGNATURE
SICANTS

e e

LICENSE NUMBER PAY THIS DATE 10 B RENTWED | .
CSRET P T~ REGIETRATONNG 1 AMOUNT | T FEE  Iymyrr i) WATE FEE
" 7‘ PLEASE USE THE ENCLOSED RETURN ENVELOPE
D 32195 100.00 100. 00 0115!84)| %tbl THIS APPLICATION MUST BE SIGNED AND
S - | ! RETURNED WITH A CERTIFIED CHECK OR
% PLEASE PRINT AnY uaz«fﬁa}n ADDRESS MONEY DRADER — PAYABLE TO:
o ‘\g }
:_; GERALD ZUPNICK e COMM. OF MASS.
£ B B P.C. BOX 6
‘_;J e e BOSTON, MASS, 02297
-« f
= 7 1
@ UNCERTIFIED PERSONAL CHECKsmusmEss

ThO NOY WHITE BELOW THIS LINE 55" CHECKS WILL NOT BE ACCEPTE|
3500600321950 011584 1 0000000009



*

R

1. Principal Speciaity(ivs)

3. Home Addrgss:

[

5. States other than Massachusetts i which you are dicensed {0 practico;

\ ég J ‘ \ ’D l 2. Principad work setting: *
. 4. Pritnary work adidross: \5\ TuLTo AN
‘ | We MRe TedDd, TN We50.

3|

N ok

||

Wy BA

6. Has a judgement been returned agamst you in a malpractice suit since 111578272

8. Has any disciplinary actinn been taken against you in this stale or any othar?

7. Have you over been convicted of any crintinal offonse other than minor traftic offonses?

G, Has your pmivilage ta possess, dispense of prascribe contralled substances over boen suspesided or rovoked

in this state or any other?

YES nY

10. 1 have completed my G.MF. sequirdinents hotweon 17 /B2 & 1715/84 as follows; ™

EHERCHY CHUTIEY UNDER THE PENALTY Of BFHJURY THA LT ADCVE INFORMATION 1S 18UE, : -

*QEE GODL SHPEL

10 |8

«~
TVOU MYSTIALSO SIGN

T OGEGNATUAL

THE FRONT OF T1i15 CARD)



BOQARD OF REGISTRATION IN MEDICINE
ROOM 1507 - 100 CAMBRIDGE STREET
BOSTON, MASSACHUSET TS 02202

RENEWAL APPLICATION
18861988

IMPORTANT — HEAD, COMPLETE AND SIGN —

PURSUANT TO M.G.L. c 620, & 48A, | CEHTIHY
UNDER THE PENALTIES OF PERJURY THAT |, TO MY
BEST KNOWILFEDGE AND BELIDS, HAVE FILED ALL
STATE TAX RETURNS AND PAIO ALL STATE TAXES
REQUIRED LUNDER LAW

e — = — -

g0 KEG J
BeTHNA — —
\fYOU MUST SIGN BELOV{
X '\ M2
_—r"-—__‘ AP LAR S BEGNATLIHYE
3
LICENSE NUMBER PAY THIS DATE TO BE HENEWED .
FE F

COnr kN HI Cab'3 THA HIDN AN AMOUNT E Mo DA TR LAT E FEF
MD 32195 100.00 |LQ0.00] 01! 15| 86

GERALD ZUPNICK

DO NOT FOLD OR
STAPLE THIS FORM

PLEASE PRINT ANY NAME OF ADDHESS
CHANGES BELOW

130 NOT WRITE DELOW THIES LINE

3500600321950 011586 1000000008

SEE AEVERSE SIDE
YOU ARE REQUIRED TO COMPLETE THE QUESTIONS
On THE REVERSE SIDE OF THIS APPLICATY
THE ENCLOSED INSTRUCTIONS FOR SETAI

IF YOU ANSWERED "YES" TO ANY OF THES
TIONS, YOU MUST CHECK THiS BOX:

PLEASEUSE THE ENCLOSED RETLURN ENVELOPE

NOTE!
ENY

THIS APPLICATION MUST BE SIGNED AND
AETURNED WITH A $100 PAYMENT. A
CERTIFIED CHECK OR MONEY ORDER 15
PREFFRRFD. PERSONAL CHECKS AHE
ACCEFTABLE.

PAYABLE TO.
COMMONWEALTH OF MASSACHUSETTS
P.O. BOX B

BOSTON, MASSACHU 502207

2Y



GECAD. ZuP NS W

Print Name. _ e —- Date  of Binh.
Medical School: PN\Q_'_._PF_ _\.._.CLU\S'-\!\L._‘:_E__ - - Dale of Graduation: . (‘3_/{’%
You must read the ¥structions (E_E\Elosed with this furm to answer questions 1-12
1. Principat Specialty(ies): v ? - G-\\ M 2. Principal work settitg .%L\,_\_\D_\—‘e O(:(: e —_—
3. Homa address: %‘&HE' ‘}"\(‘; F’?'ONT 4, Principal business address. ,f"} neE B E;R'DQL,.W ——
5. Lls! all hospitais at which you have (:ur!enl!y‘ effactive privilegos: e e S
8. States other than Massachusetls in which you are licensed 1o practice: N ‘ \{ . e C:.&L:)E‘.- A M.__ﬁ:l.'_.,,_ — é p\- b
T VES NO.
7. Have you been a defendant i any malpractice suit commenced since 106/1/837

. Have you beert & dalendant in any criminal preceeding other than minor traltic olfarnses commenced since 10/ /837

~Tias any disciplinary aclion beah iaken &gainst you in the last len years, by any governmental authortly, by any haspital or health cate f

profgssional medical assaclation {international, national, siate or local)?

icility, or by any |

10.

Has yout privilege to possass, dispense of prescribe controlied substancas ever been suspended or revoked in this slate of any other?

|

1

12,
| HEREBY CERTIFY UNDEA THE PENALTY OF PERJURY THAT THE ABOVE INFORMATION (5 TRUEL. ..

[VOU MUST ALBO SIGN THE FRONT OF THIS CARD)

| have comptetec my £.M.E. requirements belween 1/15/84 & 1/15/86 as follows: ?‘H\;’\C\A“u} REC‘: B P‘E—E E an\——.@r} O,

1am an active _ —— inactive __practitioner. {Check one]




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
19951997 Physician Registration Renewal Application

—
o

Registration No. Stalus Fee  RenewalDate  Late Fee
$250.00 .. /4 /85 $25.00 Corvrection of Mailing Address
Mailling Address: ’ Address (Mailing):
GERALD ZUPNICK, M.D. CiryTTawn
: State:
Country:

v
st T s M- Rrerarn

Dlrections: Before proceeding, pleass read the instruction booklet. Some questions are optional.

+ Fallure to renew In o timely manner will cause your Ucense to lapse and may affect your
sbility to practice medicine in the Commonwealth. (See enclosed letter).

+ Add late fee If necessary.

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

+ See instructions on detachable coupon at bottom of this page.

e
b

Ay

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s), if any, under which you were licensed:
Name:
2.Home Address: CityfTown:
State: Zip:
Country:
3. Dale of Birth: Sexi g Date of Birth (MD/Y): ook SeX (M/FY: o
Lic. [ssue Date: 04/1 6/70 SS#: Lic. Issue Date (MD/Y): b L. SS#
H Busi l Home: ( ) Business: { )
. .6)B883-2526 Fuil Name of Medical Schoo):
4. Name of Medical School:
University of Louisville S8ch.of
Med. ,Hlth.8ci.Ctr. Year Graduated: ________ Degres (MD/DON:

Year Graduated: g 8 Degree: MD

5. a) Other states where you are now licensed to practice (Abbry.  NY CA DC GA FL
b) States where you previously were licenscd to practice (Abbtr): wy CA_DC GA FL

6. Specialty Code(s) (See Table 1): Code Hours per Woek in Mass.
Code Bams per Wuk h‘ Mass- — ——— am——

Fp 0 Family Practice If OS, print specialty:

gyNn o0 Gynecology
7. I you are currently American Specialty Bosrd certified, enter codes: (Sec Table 2)

Code: Code: Cade: Code:
B. Drug license number(s), if any: a) Federal (DEA) Federal (DEA):
b) Massachusetts Mass:

9. Activity Starus: I am applying to be registered with the following status: ACTIVE .25 INACTIVE ___
+ 1 hereby certify that If requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts,



PRINT NAME AND NUMBER:  Physician Last Name: 2\ O Registration Number: 3 2\ 32

10. a) Current health care facility(ies) at which you have completed the credentialing procass for the provision of patient care. Supply the
codes from Table 3 and place a check mark next 1o those facilities where you have admitting privileges (AP}
Facility Code: oo eam am / eoe (AP} Facility COd8! s e v / e (AP) Facility Code! o e e / e (AP)

Facility Code: e / ——_(AP)  FacilityCode: ___ ___ ___/ __(AP) Facility Code: ./ —_ (AP)

If 999, print name(s):
b) Additional hospitals at which you previously held privileges and other heatth care facilities with which you were associated in the past 2 years.
(See Table 3)

Facility Code: . s e Pacility Code: __ ___ __ FacilityCode: ______ ___ Facility Code: . ____ Faeility Coder
1f 999, write name(s):

11. My medicaf malpractice insurance is covered by (a) Insurance Carrier _& (b) Letwter of Credit _____ If apphcable check one.
List Insurer: T\equuittiigammsgmeniel 20, WVAMLCT MuTupL WS - CO- 2 BARNS Ay - WYC \ooib

Albternatively, indicate as follows: | am registering with ACTIVE status, but I am not covered by medmal malpractice i msurance because | am

(Check One): (i) Notinvolved in direct/indirect patient carc in Massachusetls! e (ii) Otherwise exempt;
State how otherwise exempt:
12. Are you currently in a post-graduate training program in Mass, as a resident or clinical fellow? Yes e No 2S_ (Check one)

13. a) What is your principal work setting? (See Table 4} A_ _5..._
b} Care of patients in Massachusetts {See mstruction booklet.) o
i) How many hours per typical week are you currently involved in outpatient care in Mass? —— hus/wk
ii) How many hours per typical week are you cumrently involved in inpatient care in Mass? L esrwk
c) Approximately what percentage of your patient care hours are in primary care?
(Ses instructions for definition of primary care.) £ 2 %
Questions 14 through 24 refer to the past two years only Check either YES or NO (NOT NIA) to each que.suon Prowde details on
Forms R-1 and R-2 for ali YES answers. Re s ; v :

| IN THE PAST TWO YEARS: | YES NO
14. CLAIMS MADE: Has any medical malpractice claim been made agamsl you which has not yet been [‘maiiy seitled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? ...
15. CLAIMS RESOLVED: Has any medical malpractice claim against you been setded, adjudtcated ar atherwise resolved,
whether or not 2 ]Jawsuit was filed in relation to the claim? .. e g s b st e et ey e drere
16. Has any lawsuit, other than a medical malpractice suit, wluch is related 1o your competency lo practice medtcme. of your pro-
fessional conduct in the practice of medicine, been filed against yon by a panem., or been settled, ad;udxcaic,d or otherwise
resolved? ... e e e crereceasrnirErarE e 1S e rn s per SRS
17. Have you been charged with eny criminal offense. other then a minor u-afﬁc v;olanon? ..............
18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of eny
governmental authority, health care facility, group practice or professional society or association? .
19. Has your privilege to possess, dispense or prcscnhc controlled substances been sumrendered to or suspendﬂd revoked, denied
or restricted by any state or federal agency? .. S - e s sanesene are e s s et RO
20. Have you withdrawn an application for a medlca] hcense or bem dcmed a medical license for any reason" ...............................
21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inguiry by a professional
liability Insurance PrOVIAEIT ....cvuisiimniciomieo ereneasestassssssssssssasss bosss bos ot stmsnerares
22. Have you been diagnosed with or do you havc a medical condition which limits or impairs your ability to practice medicine? ..
23. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability 1o practice? .............
24, Have you voluntarily modified or otherwise imited your scope of practice of medicine for any reason other than a medical
COMAIIONT cviiiiiirermsisr it e e s s s st s s marmsssmaseas sp e smb k4 et R b b tem bt £t s Ses amae ot ssbes
25. I have completed my CME requirements in the two years preceding my renewal date:  Yes _&_ No, waiver requested
No, training program exemption (see instruction booklet),
If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
» Pursuant fo G.L. c. 112, sec. 2, ¥ will not charge to or collect from a Medicare beneficiary more than the Medicare ressonable charges.
+ Pursuant to G.L. ¢. 62 C, sec. 49A, [ hereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
I have flled all Massachusetts state tax returns and paid sll Massachusetts state taxes that are required under law. NOTE: This apphes
even if you reside out-of-state or out of the United States.
» Pursuant to G.L. c. 112, sec. 1A, 1 hereby certify that I will fulfill my obligation to report abuse or neglect of children as required by
G.L, ¢. 119, sec. §1A.
+ I hereby certify under ains and penalties of perjury that all information on this form and Forms R-1 and R-2 is true.

Signature: ] /"”—-‘“‘“XM' Date: M




Commonwealth of Massachusetts Board of Registration in Medicine

- Ten West Streel, 3rd Floor, Boston, Massachusetts 02111
1993-1995 Physician Registration Renewal Application
Registration No. Status Fee Renewal Date  Late Fee o
£154 ACTIVE $285000 09/14/53  $25.00 Corvectlon of Matling Address:
Maﬂlng Address: . Address (Mailing}:
SERALD 2UPNIlKks thab. ooy
State:
Couniry Code {Sec Table 1):

Directions:

provided on the right hand side of the page.

» Before proceeding, please read the instraction booklet. Some questions are optional.
+ Make a copy of this form and aB attachments for your own records - you will necd copies
for credentialing and other purposes. The Board will charge a fee for each copy it provides.
« Bnclose the $250.00 renewal fee by means of a certified check, money order or personal check made

payable to the Commonwealth of Massachuseits.

Pre-Printed Information
1. Other name(s), if any, under which you were licensed:

2. a) Address (Home):

b) Address {Business):

3. Date of Birth: Sex: M
Lic.Issue Date: 04/ 16/7U S8#:
Telephome Number:

Home Pusiness

(510)8235-2574
4. Name of Miedical Schoatl: . .
university of Louisville
."I;‘:-"J.rHLth.fSCi-th‘-
Year Graduated: ¢ Degree: ™MD

S5¢cnaof

5. &) Other states where you are now licensed to practice (Abbr)k:
b) States where you previously were licensed to practice (Abbr):

6. Specialty Code(s) (Sce Table 2):

Code  Hours per Week in Mass,
F& 1) Family Fractice
LHYN U yynesology

7. a) If-'you are currently American Specialty Board Certified, enter Codes: (See Table 3)

Code; Code;

) If you previously were American Specialty Board certified, but are no longer,

please enter codes of prior certification: (See Table 3)

Code: Code:
8. Drug License Number(s), if any:  a) Federal (DEA)
b) State (MA)

9. I have completed my CME requirements in the two years preceding my renewal date:  Yes JL_ No, waiver requested

Staple check to bottom of form. Add late fee if necessary.
= Quiestions 1-8 include information from Board files. Please correct as necessary in the boxes

Hy
HY

1

Corrections of Pre-Printed Information

Name:

Address (Home):

City/Town;

State: Zip:

Country Code: 1€ 999 print Country:
Address (Business):

City/Town:

Country Code: H 999 print Country:
Date of Bieth (MD/YY:  ceesdessdinan Sex (MFY
Lic. Issue Date (MD/Y): otk S5#:
Telephone Number:

Home: () Business: { )

Full Name of Medical School:

Year Graduated: Degree (MD/DO):
A DC eva FU
CA 20 GA F
Code Hours per Week in Mass.
If OS, print specialty:
Code: Code:
Code: Code:
Federal (DEA):
Stawe (MA):

You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed. See instructions for

CME requirements. Do not submit documentation of your CMEs with your renewal application.

Staple Check Here




PRINT NAME AND NUMBER:  Physician Last Name: pAN) (NG Regismation Number; _g.z‘__\_c,\__b_

10. Actlvity Status: T am applying to be registered with the following status: Active / Inactive _____
» L hereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, In Massachusetts.

11, My medical malpracticc insurance is covered by (2) INSURANCE CARRIER __{ or (b) LETTER OF CREDIT____ If applicable, check one.
List Insurer: PED. WALIRAC. NS PSS, "we wit M ST 7 NINC oo 33
Alternatively, indicate as follows: | gm registering with ACTIVE slatus.‘ but I am not covered by mo&ical malpractico insurance because I am
(Check Oney. (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS:____ (ii) OTHERWISE EXEMPT:
(State how otherwise exempt);
12. Current Health Care Facility Affiliations. Supply the codes from Table 4 and place & check mark next to those facilities where you have

admitting privileges (AP).
Facility Code: _..._ __ / . (AP) Facility Code: e e . / e (AP) FacilityCodc:.._._..__l_(AP)

Facility Code: e/ __(AP)  Facility Code: e ./ {AP) Facility Code: e e e [ e (AP)

If 999, print name(s):
Additional hospitals at which you previously held privileges and other health care facilities with which you were associsted in the past 2 years.

(See Table 4.)
Facility Code: .. . Facility Code: e . Facility Code: —____ ___ Facility Codes _____ ___ Facility Code; . .

If 999, write name(z):

13. Are you currently in a post-graduate training program in MA as a resident or clinical fellow? Yes____ No\_/__ {Chock one)

14. 8) What is your principal work sening? (See Table 5) _L_ __i

b) Care of patients in Massachusetts (MA) (See instruction bookler.)
i) How many hours per typical week are you currently involved in Outpatient cere in MA? ﬁ hrsjwk in MA

i) How many haurs per typical week are you currently involved in inpatient care in MAT 3 hrs/wk in MA
Questions 15 through 23 refer Check either YES or NO (NOT N/A) to each question,
Provide details on Form 15A for all YES answers, ! ing i addilicnal i j

IN THE PAST TWO YEARS:
[IN THE PAST TWO YEARS] YES DO

15. Has any medical malpractice ¢laim been made against you, whether or not a lawsuit was filed in refution to the claim? yassasaan
16. Have you been charged with any criminal offense, other then a minor traffic VIOIBHONT. e icevvbrerrirene e sens e ares

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

18, Has your privilege 10 possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
o restricted by any state or federal agency? ....... a4 LSRR et anen St Ao Lhssnr R eSS AR e PR rEReR et ser emera v o b snares

19. Have you withdrawn an application for a medical license or been denied a medica) license for any reason? .....c.ouiermvseeeraree

20. Huve you had any mental iilness which has impaired your ability to practice medicine or to function as & student of medicine?
21. Have you had &n organic illness which has impaired your ability to practice medicine or to function as a stadent of medicine?
22. Are you now, or have you been in the past two years, dependent upon alcohol or drugs? ......oeees, v ssen s ranren

¢ Pursusnt to G.L. c. 112, sec. 2, I will not charge to or colfect from a Medicare beneficiury more than the Medicare reasonable"charges.

+» Pursuant to G.1. ¢. 62C, sec. 494, 1 hereby certify under the penalties of perjury that, to the best of my knowledge and beliaf, I have
filed all Magssachusetts state tax returns and pald all Massachuseits state taxes that are required under law. NOTE: This applies even if you

reside out-of state or out of the country.

+ Dhereby certfy that I will fulfil my obligation to report abuse or neglect of children pursnsnt to G.L. c. 119, sec. S1A,

+ I hereby certify under the penaitles of perjury that alj information on this form and Form 15A 15 true.

Signamre: V\ I', < Date: L t\O / 23




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1991-1993 Physician Registration Renewal Application

D
Aegistration No. Status Fee Renewal Date For Office Uss Only
32148 ACTIVE $160 0%/14/%1 MR. R S
Dr. GERALD ZUPNI(K Pr. e —

Bk. S _M.J....J__.

Ch. —t
o= IBNTERED ser' oy

Diractions: p x

» Questions 1-7 includa information from Board filss. Please cofr &8 na

+ Batore proceeding, please read the instruction bookiat. ST

» Answer all non-oplional Questions complgtely. (The insiructionkdipecily which QUESIIONE are Op

» Maks a copy of this form and all attachments for your own record8.-you muat give health care W ties coplas for credentialing purposes. The Board charges
$3.00 plus postage for each oopy furnished.

« Enciosa the §150.00 renewsl fse by means of a certified check, mmey order of persons! Mmanb payable lo the Commonwealth of Massachusetls.

ActMly Status: y/ " }.) ?

{ am applying to b registored with the following status;  Active S O v

{ hereby certlfy that if requesting Inactive stutus, | will not practioe medicine in Massachuselts.

Pre=Printed Informetion Corrections of Pre-Printed Information

1. Other Name(s), if any, under which you wers licensad: Name;

2. a) Address {Home): Address:
' City/Town
State: Zip;
Country Code:________  (If 999 write Country);
2. b) Address {Business): Address:

TTomn City/Town;
State: Zip:
Country Code;, (i1 899, write Country):

3. Dato of Birth; Sex: M Date of Birth (MD/Y): / / Sex (MFy:_._ |
Uc.lssuo Datei 4 /16 /70 ssN# Lic. Issue Date(MD/Y): ___/ [ __ SSN#:
Telephone Number:
Heme Business Homs: [ ) Business: ( )
| (316)4&3~-2528
4. Medica! Schoot CodeC Y002 Yeur Gradumtedd 8 Degree: MD SchoolCode._____ Year Graduated: Dagree (MOOO) |
Name of Sghool: " If 99599, write School;
University of Louisville Scheof MecasHltheSciaCtrs
5. a) Cther States where you are now licensed to practice (AbbANY CA DC GA FL e
b} Statas where you previcusly were licensed 1o practice (Abbri Y (A DC GA FL T
8. Speciaity Code(s) (See Table 3):
Code  Hours per Weelin Mass. Code Hours per Week in Mass.
Fp J Family Practice e
ayYN 0 Gynecology s
If OS, write speclalty:
7.a) Ars you American Specialty Board Certified? (Y/NIN 7.b) M YES, Enter Codes:
Cade: Code:,
Code: Cods,
8. Drug License Numbar(s} (if any) [optional}: 8) Federal (DEA) b) How many DEA nos. co you have?
o) Stata (MA) #M
8. | have completad my C.M.E. requirements in the two years preceding my renewa! date: YES_ AN >< Waiver Requested

{You must il out a separate Waiver Form, The waiver must be granted by the Board before your ficense will ba renewed. } See Instructions for CME
requiraments. Do not submit documenitation of your CME's with your renswal apphcation,
S0M - 5/00 - PH13971 | For Office Use Only: Waivet Granted Date; / / i




FILL IN NAME AND NUMBER.:

Physician Last Name: PA \)?‘\X\CK Rogistration No. _))_ ;2_, ___&___1_5_—_
10, My medical malpracfica insurance is covered by {a) INSURANCE CARRIER %__or (b)LETTER OF CREDIT_____. If epplicable, check ons.

List nswrer SD. MALPARC WS RS o woniuaith T, BNC \ood®

Ahernalively, indicata as follows: | am registering with ACTIVE status, but | am not covered by madical malpractice Insurance because | am (Check ong):

(i) NOT INVOLVED IN DIRECT//NDIRECT PATIENT CARE.___.___ (il) OTHERWISE EXEMPT;
{State how otherwise exampl);
11, Current Hospital Affillations (Supply the codes from Tabla 5 and place a check mark noxt to those faciliies where you have admitting priviieges (AP).
Facility Coda: ______/ (AP} Faclity Code: ______/ (AP} . Facility Code: _____ /__(AP)
Facility Code: ______{_(AP) Facllity Code: _____/_(AP) Facllity Code: ______ /__(AP)

i 598, write Name(s);

?g:ﬁﬁ?:g};lg?pimls at which you previously held privileges end other Health Care Facilities with which you were assodiated In the past 4 years.
] .
Facility Code;__ __ . Facility Code: ____ Facility Code: _____ Facility Code: __ ___ '

i 899, write Name{s);

12, Post Graduate Tralning in Messachusetis (MA) {See instruction booklet.) |
a) Ara you cutrently in a post-graduate training program in MA as a resident or dlinical fellow? Yes ___ No _*_ {Check one,)
b) Ifyou are in a MA program, are you a ) Resident____ fl) Clinical Feflow___ oriii) Research Fellow___? {Check one.)
¢) How many houre per typical week do you spend in this MA post-graduate tralning program?, hrs.Awk. in MA.

13. Care of Patients in Massachusetts (MA) (Seg instruction booklet }
a) How many hours per typical week are you currently involved in cutpationt care in MAT S _hrsswk In MA,
b) How many hawrs par typical week ere you currently involved in inpatiant care in MA? ) hrs.wk. in MA,

14. Principal Work Setting.
a) What s your principal work satting? (See Table 6) _L i

Cuestlons 15 through 22 refer to the past four yeats only. Check sither YES or NO (not N/A) to sach question. Provide detalis on Form 16A.
Beter to the Instrugtion booklet for additional information.
Ye: N

16. Has any pending or new medical malpraciice claim been made against you (whether or not a lawsuit was filed in relation o the ciaim)?.....
16. Have you been a defandant in any pending or new criminl proceeding other than & minor tatic oHense .. ... i

17. Are any formal dissiplinary charges pending or hae any disciplinary action (as defined by Board regdaﬂons--Sea Instructions) baer taken
against you by any uovmmentai authon!y hosprtal or other health care fadhty or prolesmond medical sssociation (mtamanuna! natons!,

state or local)?....

1£. Has your priviege to possoss, dispensa of prescribe controlled substancas been suspended, revokad, denied, testricted, sutrenderad,
or have you been called before or been warned by this state or any other jurisdiction including a federal agency?..... TR,

22, Are you now, or have you bean in the pest four years, dependent upon aicchol or drugs?......cenin e

Pursuant 1o M.G.L. 0.475, | Wi not charge to or collect from & Medicera benefiolary more than the Medicare reasonabls charge for my services,
Pursuant to M.G.L. ¢.62C #980.4GA, | certify under the penaitiss of perjury that, to my bast knowledge and belied, | have filad any Massachussile state
tax returns and palkd any Massachusetts state 12xes, that are required under jaw. NOTE: This applles sven If you reside oui-of-staie or out of the
oountry.

| gertify that I will fulflll my obligstion to report abuse or neglsct of chikdren pursusnt ta M.G.L ¢.118 sec.51A.

| hereby cariify under the penelties of perjury that all Information on this form and Form 15A is true,

Signature: ,M/ - (‘N N WAL A




Commonwealth of Massachusetts Board of Registration in Medici
Ten West Street, 3rd Floor, Boston, MA 62111 (617) 727-3086, ext. 320 ? // é

Physician Registration Renewal Application

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

The Board will charge a fee for each copy.

* Remit $250.00 for renewal fee. + Return renewal application in GREEN envelope.
* Add late fee of 525.00, if necessary. * Enclose check with coupon in BLUE envelope.
~ Registration No.: 32185 Renewal Date: 08/14/97 SEP L 1997
1. Activity Status: g Active 7] Retiring {see instructions)
{Check only onc) [ Inactive *(se¢ below) ] Do not wish to renew
2. Other Name(s), if any, under which you were licensed: Corrections (type or print)
Other Name(s):
3. A)Mailing/Business Address:
Mailing Address:
GERALD ZUPNICK, M.D. City/Tows: State:
Zip: Country:
B)Home Address: Other Address;
City/Town: State:
Zip: Country:
. Home: { )
Home Phone: Business: (_ g

Business Phone: (516)883-2526
Date of Birth (M/D/Y): __ /1 /  Sex(M/F): )

4. A) Date of Bith: C) Sex: M Lic. Issue Date (M/DIYY: /| SS#:

B) Lic. Issue Date: 04/16/70 D) SS#:
Full Name of Medical School;

5. A) Name of Medical Schook:
Univaersity of Louisville Sch.of

Med.,Hlth.8ci.Ctr.
B) Year Graduated: 68 C) Degree: MD Year Graduated: ________ Degree (MD/DO):
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass,
Code(s)  Hours per Week in Mass. o
FP 0 Family Practice o
GYN 0 Gynecology If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2)
Code: Code: Code: Code:
8. Drug License Numbers, if any: -
A) Federal (DEA): FMeder:a! (DEA): _
B) Massachusetts: ass:
9. A) Other states where you are now licensed to practice
Abbr: NY CA DC GA FL KY Abbr: R
B) States where you previously were licensed to practice
Abbr: NY CA DC GA FL Abbr: <

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



Il

PRINT NAME AND NUMBER: Last Name: 220 P N\c < Registration Number; 9 2\4S

0. A, Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply the codes from ~
Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP},
Facility Code:__ !__(AP) Facility Code; I (AP) Facility Code:__ _I_(Am

Facility Code:______ / (AP) Facility Code: 1 (Am Facility Code; _I (AP}
If 999, print name(s):

B. Additional health care facilities at which you previously held privileges or with which you were associated in the past two (2) years.
(See Table 3)

Facility Code:______ Facility Code:__ __ __ Facility Code:__ Facility Code:____ Facility Code:___

I£ 999, write Name(s):
1. My medical malpractice insucance is covered by a) X Insurance Carrier b) Letter of Credit

Name of Insurer; ALW\C

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

I'am {(check one) a) x Not involved in direct/indirect patient care in Massachusetts b) Otherwise exempt

Plcase explain exemption:

2. Are you currently in a post-graduate fraining program in Mass. as a resident or clinical fellow? (check one) O Yes BgNo
13. A. What is your principal work setting? (See Table 4) __Jﬁ _S-____
B. Care of patients in Massachusents (see instruction booklet). (O
1) Average weekly hours involved in: a) outpatient care _Qﬂ_hrs/wk b) inpatient care Qhrs/wk
2) What is the approximate percentage of your paticnt care hours in primary care ?___{g) %

PART A

Questions 14 through 22 refer to the past two (2) years only. Check either YES or NO (NOT N/A) to each guestion. Provide
detaits on Form R for all YES answers except for guestion 22. Refer to the instruction booklet for additional information and
definitions.

IN THE PAST TWO (2) YEARS: YES NoO

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally settled ar

adjudicated, whether or not a tawsuit was filed in relation to the claim?

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

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

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

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

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

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

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

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

1 Waiver requested {waiver form dus 30 days prlor to date of license cxpiration). (] Ttaining Program exemption

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

AP

Signature




Ll -

BOARD OF REGISTRATION IN MEDICINE YOU ARE REGUIRED TO COMPLETE THE QUES

TEN WEST STREET SOC. SEC R B 5 -

BOSTON, MASSACHUSETTS 02111 w0 O H L H o ] APPLICATION. (BEE THE ERCL DaED e
RENEWAL APPLICATION ;o ; TIONS FOR DETAILS.}

fos IF YOU ANSWERED “YES" TO QUESTIONS 15
1987-1989 AL B THROUGH 24, YOU MUST GHECK THIS BOX:

i PLEASE USE THE ENCLOSED RETURN ENVELOPE

LICENSE NUMBER PRI FEE | DATETOBERENEWED |\ ave pEE THIS APPLICATION MUST BE SIGNED
CODE TYPE REGISTAATION RO MO | DA | YR NOTE! AND RETURNED WITH A §100 PAY-
R T
MY i 32195 $100 100 06 14 87 CHECKS ARE ACCEPTABLE.
PAYABLE TO:
COMMONWEALTH OF
MASSACHUSETTS
GERALD ZUFNTOK TEN WEST STREET, 2nd FLOOR
o BOSTON, MASSACHUBSETTS 02111
WG PLEASE PRINT ANY NAME OR ADDRESS
CHANGES BELOW
YOU MUST READ THE INSTRUCTIONS ENCLOSED WITH THIS FORM TO ANSWER QUESTIONS 1-26.
1. Print Namae: GE%P\L‘D Z‘QPN\C'K 2. Date of Birth: ;. .. MBRTT ™ DAY vesR
3. Medical Schooi: NN, DE L DUNNWLE m0.2 X 0.07 [} (Check One. e
4. Country where Medical School localod: 0 : 3. h 2 5. Date of Graduation: J Uk \c\k‘g{,\' "‘ v
DAY
6. Amarican Speciatty Board Certitied? D {Chack if yes.) - A
. oo
Which Boarde? ! : o
1. Princlpat Specialty{les): GN‘N - \-—e 8. Principat work setting: ‘Q\“&E OF¥ ‘z.\cr
8, Home address: e e 10, Prineipal businass addrass: S'Ahh
n !
1. List all hogpitals at which you have currently eifective privileges:
12. List all hospitals at which you have held privileges in the past 20 years:
13. States other than Massachusetts in which you are presently licensed to practice: N\l -~ CRA- e -~ < ( - G Q -FL- Y
14. List any other states where you were previously licensed 1o practice:
YES NO
15. Has any medical malpractice claim been made against you in the last ten years (whether or not a lawsuit was tilad in relation to the claim)?
18. Have you, at any lime, been a defendant in any criminal procesding other than minor traffic offenses?
17, Are any Tormal disciplinary charges pending er has any disciplinary actlon been iaken against you in [he lasi tan years, by any governmental :
authority, by any hospital or health care facility, or by any profeselonat medical sssociation {internstional, national, state or local)?
18. Has your privitegs to possess, dispense or prescribe controilad substances ever been aus pended, revokad, denied, restricted, sarrendered,
or have you been called before or warned by thig stale or any olher jusisdiction including a fsderat agency, at any tine? N
19. Hava you ever withdrawn an application for madical ticensure or bean denied # madical licanse for any reason?
20. Have you ever had any mental iliness which has impairad your ability to practice medicine or to function as a student of medicine?
1. Have you ever had an organic illneas which has impaired your ability to practice megieins or to function as a stugsnt of medicing?
22. Are you now, or have you been in the past, dependent upon alcohol or drugs?
23, Have you ever, for any reason, lost American Specialty Board Certification?
24, Have you been denied recertiflcation by one Of More speclally DoArds? '
H yos, which ans(s}? A
25. | have completed my C.M.E, requirements in the two years ending on tha renews! date as follows: M
28, | am an active m Inactive [_—_] praciitioner. {Check One.)

| RERERY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS (8 TRUE.

PUASUANT TO CHAFTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ARLE CHARGE FOR MY SERVICES.

PURSUANT TO M.G.L. ¢. 62C, § 49A,1 CERTIFY UNDER THE PENALTIES OF PERJURY THAT I, TO MY BEST KNOWLED! ND BELIEF, HAVE FILED ALL STALE TAX
RETURANS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU RESIDE -OF-STATE OR OUT OF THE COUNTRY.
oo

BIGNATURE
N e
A\

DATE:

{8=¢ Reverss Slds)




Commonwealth of Massachusetts Board of Reglistration In Medicine
P Ten West Street, 3rd Floor, Boston:¥ usets 02111 0 1597 2
tion, Page 1 of 2

B e

Board (Jsa Qniy:
Raglstration No. Status Feo R.lrm‘mgl Date O
oL . 51_§g t et
M.A.
by e Py,
Bk.
% ch.
é" O.E
FL
Important: i %}

. _‘--.'i‘_.{-_:, . -
. Read the accompanying instructions in thelr entirety before completing this form. D nat delegate this important task fo an smployes, as falge stataments on this
form can result In discipiinaty action.
. Print logltdy Of lype your answers,
, Answr all non-optiona! questions (front and back of form) completaly—N In not adequate to state that the Board already has the Information.
, Sign the renewa! appiication at the botiom of page one end fill In the number of &ttached pages in the paregraph ebove the signeturs.
, Maka a copy of thiz form and all attachments for your own racords—you must glve hosphtals and other hasaith care facliities coples for cradentialing purposes.
, Encioss the 3150 renawal fes by means of a certifled check, money order or personal check made payabls to the Commonwealth of Massachuselts.

1. ) Name (LAST:) Zofae Emst_ GEARD (M)

1. b) Dther Name(s}, if any, that uni wars suar linanead indar

2. a) Address (Maillng):

2. b) Address {Home): SHE

2. ¢} Address (Business) SARE

2, d) Tebphone (Business) (3 L % S 3% - 15 ., ‘aExension 2. e} Tslaphona (Home) (Optional); t

3. Date ol Birth (MO/DA/YR): . 4, Sex: MALE_ X FEMALE 5. Soclal Seourity No_ ({Optional

6. a) Medical School Coda (Sea Tadie T X Y O 0 2. #99993, write Name:
6. b} Year Graduated: |39 6.c)Degres: MD. X DO,

6. d} Country: U.S._}{ Canuda__ Codeif Other (See Table 2): #8559, writo Name:
7. Work Setting (Circle and Indicate Percent{%) of Practice Time):
10 Hospital % 15 Private Offics l DD % 20 Partnership/Group Praclice %
25 Clinic % 30 Mental Health Centar % 35 Nurslng Home %
40 HMO Facllity % 45 Educational Institution % 50 Medical Society %
85 Government Facllity % B0 Plant/Commercial Setting % 88 Other %
8. Professional Activity (Circle and indicate Ferceni(%) of Professional Time): B. b} Mass. Lic. lszus Date
10 Resldent or Fellow % 20 Practice nwvolving Cirect Patient Cara  \ 0O % {see your wall centificate)
30 Adminisirative Activities % 40 Madical Teaching % wio/oanAy: 471k 10
50 Medical Research % 99 Other %
8. Specialty Code (Swe Table 3):E9_ __ Parcent of Praclice Time: 55’ %  Speclalty Code: Qj_h[ Percent of Practice Time: 55. %
# 08, specify:
10. 3} Are you American Specialty Boerd Certitied? (Y/N) ™ 70. b} ¥ YES, circle which Board(s):
Al Board of Allergy & Immunology NM  Board of Nuclear Meditine P& Board of Plastic Surgery
A Board of Anesthesiclogy oG Board of Obsistrice & Gynaecology PM Board of Prevantive Medicing
CRS  Board of Colon & Reotal Surgery Or Board of Ophthalmology PN Board of Pgychiatry & Neurclogy
[} Board of Cermatology o1 Board of Orthopedic Surgery R Board of Radiology
EM Bonrd of Emergency Madicine or Board of Qlolaryngology s Boayd of Surgery
FP Boarg of Family Practice PA Board of Pathology s Board of Thoracio Surgery
M Board of Internal Med|cine PE Board of Pedlatrios u Board of Urtlegy
NS Board of Neurologloat Surgery PMR Board of Physical Madicine & Rehabllitation
14. a) Hospitais at which you have gurrantly effeciive privileges and other Heaith Care Facilities with which you are assoclated; Percent of Practice Time al sach.
(Sew Table 4.)
Facliity Code: % Fecllity Code: % Facliity Code: __ %
Fatility Code: _ % Fecllity Code: __ % Faclity Code: %

K 999, write Narme(s}:

11. b} Additlonal Hospitals at which you previgusty hsld privilegee and other Health Care Faclilties with which you were sssociated in the past 10 years.
{Ses Tabie 4.)

Facliity Code: __ Facillty Code; Facility Code: Facllity Code: __ __ __ Facliity Code: __

963, write Name (s):

* | heraby certify thet It requesting INACTIVE status, | will not practice medicine kv Massachusetis.
Pursuant to M.G.L. c475, | wilt not charge to of cofleat from a Madicare beneficlary more than the Medicare reasonable charge for my servicsa.

Pursuant to M.G.L. ¢.82C asc.40A, | cartify under the penattiss of :-r]ury that, to my best knowledge and befled, | hava flled any Massachusetia state tax
returne and paid any Massachusetts stalé taxes, that are required undst law, Nots: This applies éven if you reside out-ol-state or out of the country.

| hareby certity under the panalties of perjury that all Information en this torm—{ront an¢g haok and (#)  attached pagas—-is trus.

Stanature : - é e R WA 5|

f




Massachusetts Board of Reglstration In Medicine 1689-1901 Renewal Application, Page2 ol 2
Fill In nama end number. Physiclan LastName: 2 _\ ) ¢ RACYS Registratida Nos 300 14 5

12. &} Other Stales whers you are now licensed 10 practice (Abbreviate}: Nj Q_& Fie ¥ i Ct h_ DC
12. b) States whare you praviously were licansad to practice (Abbreviate): N:‘_ QA Ty [ia Gh &

*

13. | am applying ic b reglstered with the following siatus: ACTiVE_K_ INACYIVE___ # ﬁ%ﬁnjﬁ&uggﬁggﬂr& ﬂ,’,‘,’,‘;‘,’" c).

14, a) 1 have completed my C.M.E. requirernsnts in the two yeats ending on the renswal date as fallows: (FH! In # of hours or tyoe of rasidency, or check waiwer,)
Category & 3‘3— fis., Category il ﬂD__hra., {Risk-Management: _{¢5  hre);  Residency Program in: g
Waiver Requested___ (You must il out & separate Walver Form.}

14. b} My medizal malpractice Insurance is covered by INSURANCE CARRIER _ LETTER OF CREDIT__ . applicabls, check one and identify the name.
tnaurer: Institution lesuing Letter of Credit;
Atternatively, indicete as follows: | am reglstering with ACTIVE status, but | am not covered by medical mafpractics insurance because | am (Check one)
NOT INVOLVED IN DIRECT /INDIRECT PATIENT CARE___ OTHERWISE EXEMF'TED_{’ (Strte how)ND PARRCT O WPIRECT

14. cj Percent of Practice Time in Maasachusetts: O % TOR PRUENT CARE 3 HMALSRCWVSE TS

Qusstions 15 through 17 refer fo the past four years only. Chock efther YES or NO {not N/A) to gach question. Provide detalis on Form 154, mtacbad.m No
o

15, Has any pending of nisw medical malpractics clalm been made agalnst you (whether or not a fawault was filad in refation to the claim)?

16. Have you bean & defendant in any pending of new eriminal procesding other than a minor traffic offense?.......... _

17. Ara any formal disciplinary charges pending or has any disdpllnnr“action {as defined by Board ragulations-Sae fnstructions) beer taken
against you by any governmental authorlty, hospital or other health care facllity, or protessional medical association (Intomaf!onal.

national, state or local)? ........... Rt ireR e sae SRS PRt v 7R e AT e s r e el RA TR EETA TR R SR e n s
M you s d 'YES"* to question 15, 16, or 17 provide detalls on Form 154, atisched.

LIl bl
Questione 18 through 24 refor 1o the past four yware only. Check efther YES ar NC (not N/A} fo pach question. Provide deteile In the next section.  Yes No

18. Mas your privilege to possess, dispanse or prescribe controlied substances baen guspanded, ked, denled, lcted, surrendered, or
have you besn called before or been warned by thia state or any other jurisdiction including a tfederal agency? e e s

16, Have you withdrawn an application for & medical licanss or been denied & medical llcanss for AnY FERSONT.......... s
20. Have you had any mental lliness which has impaired your ability to practics medicine or to fusction as a student of madicine?...
21. Have you had an prganio linass which has Impalred your ability to practice medicine or 1o function as a student of medicing?

22, Are you now, or have you been in the past, dependent upon aicohot or druge?
23. Have you, fot any raason, lost Americen Spaclahy Board Certification?
24. Have you baen denled recertification by one o mare specialty boarde? ¥ YES, list Board(sjt __ __ _ ____ ______ eeeeseesesesn

Additiona! information Related 1o Questions 18 through 24 i you anawered YES fo any of Questions 1824 provide the following Information whare spplicable.

Priviieges to Prescribe Controlied Substances Attach additional sheets (with same format) where necessary.
Type of Reetriction: Cate: / /

Circumnstances of

Withdrawai or Denial of Licenae Attach acditiona! shesls (with sams format) whers necessan.
State: Year: Circumstances under which license was withdrawn or denied {revoked, not renewed, or otherwise

terminated):

Treatment for Mentat Hiness, Organic lliness, Alcohol or Drug Dependency Attech additiona! sheets (with same formal) wihers necassery.
Treating Crganization: Telephone:{__ Y - _

Address:

Person Responsible jor Traatment:

Type of Condilion and Treatment:

Dates of lliness/Depandency: /ot 0 / / Dates of Trealment: / / w0 / !

Speclalty Centitication Attach additionai shoets (with seme format) where necessary.
Organization:

Date: /[ [ Attion:

Gircurmnsiancaes leading o loas of cedification or denial of recertification:




Commonwealth of Massachusetts Board of Rggigtraf n ip.Medicine

60 Harrison Avemie, Sute #G-4, Boston, MA 02118—(617)§54-9510) n¥ffos A 'i"‘?i“smedboard.org
|F;" [ -‘:" RIS S ) iy

Physnci@nﬁeiglﬁilz;‘ﬁ %gv‘asl M& ation

Jj I sep 15 208 DU R |
g:0w) fecords;: you will

g {nstrriction booklet. Capy thik NOUE0
er puyposes.. This completed r fiiist be returned in the

need copies for credentialing and ot
green envelope gt least 4 weeks befor your.a{en_ewaf‘dhtei Y e Lamme :
[ 1ats IR PR ‘,I" . i

*Remit $400.00 for renewal fee (non-refundable), * Return renewal application in GREEN envelope.

*Add late fee of $25.00, if necessary. + _Enclose check with coupon in BLUE envelope,

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

1. Cuirent Status:  Active Registration No,: 32195 Renewal Date; 09/14/2003
If you want to change your current status, please check gne of the following boxes to indicate your pew status: (Check only one)

] Active [J Retiting (see instructions) (] Inactive (see instructions) ] Do nat wish te renew

P . .
2. Other Name(s), if any, under which you wete licensed: ease make corrections (prin)

A} Mailing/Business Address;
3. GERALD ZUPNICK

[(] Other Name(s) [ ] Name Change (enter name below)

Mailing Address;
City/Town: State:

/ Zip: Country:
“B)Home Address: oD ADHRESS - Mo

weEd WSED Business Address:
City/Town: State:

Zip: Country:
Business Telephone: ( )

Home Address:

City/Town: USE (ﬁ' AL & State:

Home Phone: Zip: _Country: A\ DLECS
] Home Telephone: () ) 7

Business Phone: PLEASE. NOTE: Only one address can be a P.O. box, The
mailing address cannot be a .0, Box,

—

4. a)Date of Birth: ' b) Sex: M 7. Current American Board of Medical Specialties Certification {See Table 2)
Code; Code:

¢) S8#:
5. a)N £ Medical Sch 8.Drug License Numbers, if any:
- sty GFYowoonl: Sch.of Med. Hith.Sci.cit. & Federal (DEA);

b} Massachusetts:
b) Year Graduated: ¢) Degree:
1968 g M.D. 9.  a) Other states where YRRPLS PR lgeni;fl lt&pmctice {Abbr.)
6. Specialty Code(s) {See Table 1) CGA

Cmi_‘eﬁi:)P %ﬁ%ﬁ%& b) States where you weﬁ?r&\g%ﬂy&k%eﬁ@bhr.)

¥
10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient

care. (Supply the codes from Tabje 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). __ No affiliations.

Facility Code: _____/  (AP) % FacilityCode:_____ /__(AP) % Facility Code:___/ _ (AP) %
Facility Code: _____ /___ (AP) % FacilityCode: ____ /  (AP) % FacilityCode:___ _ /  (AP) _ %
If 999, print name(s):




PRINT YOUR LAST NAME: __ Z.\) PN LICENSE NUMBER: _2 2\ 45"

11. My medical malpractice insurance is covered by E/ Insurance Carrier {1 Letter of Credit
Inswrer's name, (Required), ML Policy dates: From: & s 1 / 0370, % , t , OM
Alternatively, indicate as foilows:! I am registering with Active status but [ am not covered by medical malpractice insurance
because I am: Check One: [] Not involved in direct/indirect patient care in Massachusetts [ ] A government employee.
[3 Otherwise exempt Please eprFrin exemption;

12. What is your principal work setting? (See Table 4) 2 E If you are affiliated with a healthcare facility or credentialed
for the provision of patient care you must complete question #10 on page 1 and list your affiliations,

13. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours invéivcd in: A) inpatient care f._:_,hrs/wk B) outpatient care _;'Qj_ hrs/wk
2) What is the approximate pdrcentage of your patient care hours in primary care? %
PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTIONS

Questions 14 through 22 refer to the period since you signed vour last renewal application. Check either YES or NO to each
guestion, Provide details on Ferm B for al] YES answers {except gquestion Refer to instructions for additional information
and definitions, ALL guestions in this section must be answered. Do not answer NA. or the form will be incomplete and dela
your renewal, |

, YES NO
14. C orPending} Bas any medical malpractice claim been made against you wmat has not

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

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

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

17. Have you been charged with any criminal offense?

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

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

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

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

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? [ Yes [ No
[ CME Waiver, CME waiver form must be submitted at least 30 days prior to license expiration date,
CME EXEMPTIQN: thgmgzi [ inactive status [T] Residency/Fellowship training (See instructions).
See Instructions for CME waiver r:r exeriptions, Do not submit documentation of your CMEs with application.

*  Pursuantto G.L. ¢. 112, Sec A, I understand my obligations to report abuse or neglect of children under G.L. ¢. 119, Sec. S1A
and the punishmeunt for failure to comply.

¢ Pursuantto G.L. ¢. 112, Sec. 2, I will not charge to or collect from 8 Medicare beneficiary more than the Medicare fee schedule
amount.

s Pursuant to G.L. c. 62C, 494, Iicertify that ] have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of all Massachusetts state laxes, reporting of employees and contractors under
G.L. c. 62E; and withholding and remitting child support pursuant to G.L. ¢. 119A. (See instructions),

I hereby certify underKn’eienalues ¢f perjury that alt information on this Renewal Application, Part B and Form R s true.

T e R —"‘"[Y" - Date: X /10\ / 63
0 A’L@' IGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board m' ou notify the Board, in writing, of any change of address

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

Signature:




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

Physician Registration Renewal Application

Before proceeding, please read the fnstruction booklet,

; )

* Copy this form and all attachments for your own records, you will need copies for credentialing and other purposes

* Remit $250.00 for renewal fee. .

* Add late fee of $25.00, if necessary |
{

vl £ }999}1“;_@

L

=St

« Englose

renewal application in GREEN envelop
kheck with coupon m ELUE envelope

Registration No 32195
If you want to change your current status, please indicate below (Check one) J
[ Active [ Retirmg {see wnstructions) (1 Inactive (sec below *)

2 Cther Name(s), 1f any, under wiich vou were licensed

3 A)Mailmg/Busmess Address

GERALD ZUPNICK
L D
A A
B) Home Address
Home Phone
Business Phone
4 A)Date of Burth Sex M

B) SS#

5 A)Name of Medical School
University of Lomsville Sch of Med ,Hlth.Sci Cir

MD

B)Y Year Graduated 1963 ) Degree

6 Specialty Code(s) (See Table 1)

efs 0 Hoursper %e%mMass

GYN ¢ Gynecology

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

Code Code

8 Drug License Numbers, if any
A) Federal (DEA)
B) Massachusetts

9 A) Other states where you are now licensed to practice

Abbr NYCA GAFLKY
B) States where you previously were licensed to practice
Abbr NY CA DC GA FI KY P

*If requesting lnactive

&

~

.

Please make corrections (

] Ragietes: o \ cip
Renewal Date-~ 00/ 14/1895. &{ei‘—’ﬂ. Gurrent Status A ,h}

e O] rmt? dca

Cther Name(s)

!

rd
egstration moh.iﬁndmm- /
e ]

Mailing Address
City/Town

Zip ‘

Cowntry

Other Address

City/Town

State

Zip

Country

Home (__ )

Bustess ( 3

Date of Birth
ss

Full Name of Medical Schoo]

MDY)

Year Graduated

Degree ©) MD [] DO

Code(s)

If OS, Print Specialty

Hours Per Week 1n Massachusetts

Code

Code

Federa! (DEA)
Mass

Abbr

Abbr

status, you agree not to practice medicige, including writing prescriptions, 1n Massachusetts,



PRINT NAME AND NUMBER  _astName _ "1 - Registat.er Numoe- .

=
:0 Current healtn cere fac.lit es at wnich you bave completes tae creGenta mg srocsss for the provis o cloaner: cere Supply
the codes om Teble 3 and 9:zce a creck mark 1exs to 1505 jeantr care ‘ach. fies whese you have admtirg nrvieges (AF) Next'o
ezch facthty, write the approxumale perceniage of pat ent ¢are “icers Wal yo. trov: «Ce .neacn fzer 1ty

Saeinty Coge /. {AP) % Facillty Code _ ___/ _ {A¥) % Feovity Coce /. (a2 %
Facny Code _ «  {AP)__ % FacltyCede /(A% % FacutyCece_ _ _ / % %

1£969, pr nt naire(s)

e

I+ My medical maipractice srsurance .s covered by a) g "rserance Carmer o L oefere
- ” P - ~
Name of Irsurer PEW AL a4l T E T e sl 8T e T e Aterigl ve y, NG Sale g for.ows

~

Creat

1 am registering weth Act ve sa'us but 7 am net coverec oy med-ca  Talnracl ce MsUrance pecause i am {cneck one}
a) [] Notinvolved 11 direct/ind rect patient care 11 Massachusers ) [T} Orrerw se exery

Diezse explam exemnpiicr
TIVes o

2 Are you currently i a post-graduate aim.rg program r Massaciusens 25 & res den: o- chin ca felow? {check one}

-

13 A What 1s your principal work settng? (See Tasie 4}/ '

2 Care of panents m Massachusetts {see msiract or booklet}

1) Average weekly nou-s involved in a) oaipatenicate  _  vswk o ) mpatiet!cars _osnag

2} Waat 15 the approximate perceniage of your patien” cave ro.=s r o mavy care? ‘_w_%
PART A — QUESTIONS REFER ONLY TO THI PAST WO (2] VIARS

Cuestions 14 tnrough 22 refer to tne past ¢wo {2} years on,y  Check elre~ VIO or NONOT N/A to 2gen puest.en Broviis
detasls on Form R for all YES answers excep( for guestion 22 Refe- ot e xstraction Hocklef o aﬁd ho*:_al Mlgrmzhor 2T
definrtiors  You mus: answer ALL cuestions, or fnis form w It be returces 30 v ou 874 YOUL Leense renewel may be de.even

V=8 &C

4 CLAIVIS MADFE Hes any medical walpract ce claim been mace agamst } oL that ras 70t y& Seen Tnaly
sett ed or aqjad cated, whetaer or rota awswt was {iled i veiat or 1o 10 siern?

15 CLAIMS RESOLVED  Has any med cal maiprachce ¢ a i that Fas ceet Tale g2 08T y0u. D887 8.2
adjacicetea, or otherw.se resclved whetier o~ ~of a laws.'t was "lec 3 “glghomfpire o 7

15 tizs ary ‘awslul, oiner than 2 megical ma.prach e sat w wich 5 me.a'ed 0 Y 0IT SO MDEIFCY (O BIEC CE TeL.C L
o~ your professional conguct « tne pract.ce of weanne, beer fi.ed aga.vst you - peer sett ed eer.drcated o
otherwise esolved”

17 mave you beer cnarged wab any cnimiczl offense ctier thar a ™, cor aaf¥ s v slatien?

‘8 Have you been ‘ormally chargec with or G15¢io 1nea fomany v olat or ¢ 2Ws T.ies, by- ews o~ s.ancards of
a7

practice of ary govemn neatal autionty, health care faci v growe praci ce o7 prafess cra. soc ety 07 885CCTaLST

19 Fas your priviege tc possess, d spense or orescr.be contro. ed sasstances 367 strencetec 10 G 5-8pErCes
revoked demied of restricted by aty state or fecera’ agecy?

20 Have you withd-awn an applicatior fo- 2 medicar hicerse oo o2en den.ee 2 meckca. P'eemse [or ey reasor?
2¢ 'as any nrofessionzl hao. ity srsirance prov Cer mesir cled | myted, terigted roDOSed @ sarisarge of
co~payment or placea a~y conciton refatec to professtonzl comperercy £. JOTHUC 07 0.7 COVErage oF nave
vou volurtarly mestricted 1 mitec or (87" naled your PS.IE7ICE COVerage 1 7espenie bar nCLY SV &
~sofessora’ abil ty msarance sroveder?

37 CME CERTIFICATION Have you completec your CME rea.. remen’s Srecea rg youl "enewe. faie” Vs T No
[ CME Wa ve-recuested (CME waiver form due 3C cays priom’cca e S iCenss ex raro, M CMZ exerThon

See [nsirocbons for CVIE requirectents Do not sub~t cocumentat.or ¢”year CHMEs Wik yo.T "eneWa: aDT R O

¢ PavspariteGL ¢ 122,82, wil not charge to o7 20" 8zt rorr ¢ Medicrre sensfionry Turs thar ine Yied care 2estief.o TL oL

e Fursuntto G L ¢ 62C, § 49A, to tac best of my <icw.eggezio a2 ol lreve " 2w Yiasseet.sels sialz rx e
Msssechusstis s=ate “axes thet are “equired unaer .aw NOTE Tisaps eseve” fyo.-esae sut-cl=stele o~
s Purstartte G L ¢ 112, § 1A, 7 wilt fuifill wy ootgatio™ £2 v2daviaiuse o~ regizetofenarerasreqa el gy G Lo L19 §rin

s 7 hereby certify under the penalves of perjuny t92 all e informans: o7 e Repews: Anplicgtor sad Ferrm X sfre

S.gnaiure

\\ LT e Sete RS
A
YOouU M‘}u'ST SIGN AND INCLUDE PART B, WITH YCUR RENEWAL APPLICATCN




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA (2111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

Before proceeding, please read the instruction bookiet.
* Copy this form and all attachments for your own- records; you will need copies for credentialing and other purposes
The Board w:ll charge a fee for each copy

+ Remit $250.00 for renewal fee * Return renewal application in GREEN envelope
* Add late fee of $25.00, 1f necessary LI Ly w - * Enclose check with coupon in BLUE envelope.
Registration No 321395 Renewal Date 09/14(37‘ ) iFDL.“fgg?
1 Activity Status X Active (] Retwing (see mstructions)
(Citeck only one) {] Inactive *{see below) 3 Do not wish to renew
2 Other Name(s), if any, under which you were l:zensed Corrections (type or print)
Other Name(s)
3 AMailing/Busaness Address-
Mailmg Address
GERALD ZUPNICK, M.D. Cuy/Town State
Zip Country.
B) Home Address: Other Address
City/Town State
Zip County B
Home ¢ )
Home Phone ( ) -
Business Phone (516)883-2526 Busmess
Date of Birth (M/D/Y) _ /  /_ Sex (M/F)
4 A) Date of Buth C)Sex M Lic Isse Date (M/D/Y) _ [/ /  SS#

B) Lic Issuc Date 04/16/70 D)Ss4

§ A)Name of Med:cal School
University of Louigville Sch.of

Full Name of Med:cal Scrool

Med.,Hlth.Sci.Ctr.
B) Year Graduated 68 C) Degree MD Year Graduated Degree (MD/DO)
6 Specialty Code(s) (See Table 1) Code(s) Hours Per Week 1n Mass
Codels}  Hours per Week 1n Mass -
FP 0 Family Practice -
GYN 0 Gynecology If OS, Print Specialty
7 Current American Board of Medical Specialties Certification (See Table 2)
Code Code Code Code
$ Drug License Numbers, if any
A) Federal (DEA) i:deral (DEA)
B) Massachusctts ass
9 A) Other states where you are now licensed to practice
Abbr  NY CA DC GA FL KY Abbr
B) States where you previously were licensed to practice
Abbr NY CA DC GA FL _ Abbr M

~If requesting Inactive status, you agree not to practice medicine, :neluding writing prescriptions, in Massachusetts



PRINT NAME AND NUMBER: Last Name _Z0§ MY Registeation Number __ 524 3 2

10 A Cutrent health care facilities at wiuch you have completed the credentialing process for tne provision of patient care  Supply the coaes from
Table 3 and place a check mark next to those health care facilittes where you have admstiing privileges (AF)
Facriny Code __ /[ (A?) Facitty Code _____ / {AP} Faalty Coge __ 1 (AP

Facity Code ____ /_(AP) Facihty Coder_____ /  (AF} Pacthty Code [ (AF;
If 999, print name{s)

B Additional health care facilities at which you previously held priviteges or witn which you were assoczated m the past two {2) years
{See Table 3)

Facihity Code ___ _ Facthity Code _____ FacalityCode _ Facility Code ______ FauiltyCode
1999, write Name(s)
e
11 My medical malpractice iNSUrance 15 covered by 4) N Insurance Carner by Letterof Cred t

Name of Insurer TG,

Alternatively, indicate as foliows Iam registering wiit Active status but 1 am not covered by meaical malpractice msJrance pecasse
iam (check one) 2) x Not involved m direct/indirect panient care m Massachuscts b) Otherwise exempt

Please explam excmption

12 Are you currently . a post-graduale traimng program in Mass as = resident or chnical feliow? {check one) ] Yes pENo

13 A What s your prncipal work setting? (See Table 4} _\ i
B Care of patients 1n Massachusetts (see mnstruction booklet} "Q

1} Average weekly hours involved 1n a} outpatient care _Q___hrsfwk b) mnpatient care “C/__hrsiws

2) What 15 the approximate perceniage of yeur patient care houss 1o primary cere 7 __3) S

PART A

Quest:ons 14 through 22 refer to the past two (2) vears only _Check either YES cr NO (NGT N/A) ic each guestign. Provice
details on Form R for all YES answers except for question 22, Refer to the nstroction booklet for additional information and
defin;tions.

IN THE PAST TWQ (2) YEARS: [YES RO

14 CLAIMS MADE- Has any medical malpractice clarm been made against you thai has ot yet been frally senled or ’
adwdicated, whetner or not a lawsuit was filed 1n refation to tbe clam?

15 CLAIMS RESOLVED: Has sy medical malpractice ciaim +hat has been made agzinst you been sextled, adjuarcated, or | '
ostherwise resolved, whether or not a lawsuit was filed i relation ta the claim? |

16 Has any lawsuit, other than a medical malpract:ce suit, wizsch 15 related 16 your compeiency 0 Practice IMEaItinie O yOu~
professional conduct the practice of medicine, been filed against you. or pecn settled adjudicated or otherwise resoivec L

17 Have you been charged with any cnimnal offense, other than a m™nor caffic v olat or”

ig Have you been formally charged with or disciplines for any violation of the reles by - aws or siandards o1 pract.ce ofaty
govermnmental authorty, health care facility, group practce or profess onal soc ety or association”

19 Has your priviiege to possess, dispense of prescrtbe controlled substances been surrendered to or suspencec revoged,
demed or restricted by any state or federal agency”

20 Have yoa withdrawn an application for a medical License or oeen deniec a medical 1 cese for any reasor?

21 Hasany professxonal‘ tiability msurance provider restrictec limited, terminated 1mposea a surcharge or co-paynent, o

placed any conattion related to professional competency of conduct on your coverage 0° have you voluntanly restnicted
iimited or terminated YOLE INSUTance COVETSEE M "ESPOnse 10 an maLiy By a profess.onel habiaty nsurarce prov der®

37 Mave vou completea your CME requrements preceding your renewat date {see msr-uchior book:elj?

] Waver requested {warver form due 30 days orior 10 dae of Ieemise expra’ on) {1 freia ng Pregram exemplic”

See Instructions for CME fequirements Do not submit documenzatior of your CMEs with your renewal zpphication

RENEWAL APPL[C,\ATION CONTINUED ON PAGE 3. ALL QUESTIONS ON JART B MUST BE ANSWERED

Signature e  wem Dete A /0 "

[t}



iy

-
R Commonwealth of Massachusetts Board of Registration in Medicine 1>
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1993.1995 Physician Registration Renewal Application

b s A
———————— e e

Regiswration No Status Fec  RenewalDate  LacFee .
T2135 ACTIVE $25000 (09/1-/9%  $2500 Correction of Mailing Address:
Mafling Address: Address (Mahing)
SERKALY IoB%IC 1.0,
SERALD ZLPNIIKS, 11,0 G TR
State:

Country Code (See Table 1):

Directions: Staple check to bottom of form. Add tate foo 1T mooessary. W
= Questions 1-8 include mformation from Board files. Plegse correct as necessary in the boxes
provided on the night hand side of the page MR, $ SEP} 51993

» Before proceeding, please read the mstruction booklet  Some questions are ophonal. Lo 3&?15%

» Make z copy of this form and all attachments for your own records - you will need copes . .
for credentialmg and other purposes  The Board will charge 2 fee for each copy o provades

+ Exclose the $250 00 rencwal fee by means of a certified check, money order or personal check madef py gy g ’ . )
payabie io the Commnonwealth of Massachusetts. P ~

Pre-Printed Informsation Corrections of Pre-Prinied Information
1 Other name(s), if any, under which you were Licensed:
Name.
Address (Home):
2. &) Address (Home). CatyfTown.
State. Z1p
Country Code . £ 990 primt Cotmtry.
Address (Busmess) - =
b) Address (Busmess) Cuty/Town

Country Code —_____ 11999 print Country

. . Date of Birth (MDfY)  cwedimadec e Sex (M/F)

3. Date of Birth: Sex. M

Lic TssueDare: 34716773 ssi Lic Issue Dae MDY) L 35#

Telephone N Telephone Number

umber: Home. ( ) Busmess- { )
Home Bmsii
(310 =252¢ Full Name of Medical School

4 Name of Medical School:

Lniy=rstty ¢f Louisville Scn.of

n2Cesrnltn.dci.C0tr. Year Graduated Degree (MD/DO)

Year Graduated. c 3 Degree: %0

5. a) Other states where you are now licensed to practice (Abbr): NY CA DC &R FU
b) States where you previously were heensed to practice (Abbr):: &Y CA 9L GA FY

Code Hours per Week i Mass

6 Specialty Code(s) {(See Table 2) PO
Code _Hours per Week in Mass — —

P ! Fami1ly Practics
YU aynecology
7 a) If you are currently American Specialty Board Certified, enter Codes  (See Table 3)
Cods, Code Code Code
b) if yon previcusly were American Specialty Board certified, but are no longer,
please enter codes of prior cernfication: (See Table 3)

Code Code Code __ Code
8. Drug License Number(s), if any.  a) Fedexal (DEA) Federal (DEA).
b) State (MA) State (MA)

o

9. T have completed my CME requirements in the two years preoeding my renewal date: Ym_AL_ No, waiver requested ~
You must filt out 2 separate Warver Form  The warver must be granted by the Bozard before your license will be renewed  See instrectzons for
irements. Do
CME requirem not submut documentation of your CMEs wath your renewsl applicanon Staple C] Here |




PRINT NAME AND NUMBER:  Physscian Last Name. ___ 2 €8IS Registration Nomber: __ 32\ N D

0. Activity Status: I am applying 10 be regisiered with the followmg status®  Active _.‘_/_ Inactive
« I bereby certify that if reguesting Inactive statos, I will pot practice medicine, inciading writing prescriptions, in Massachusette.

11. My medical malpractice msuranice is covered by {2) INSURANCE CARRIER _— ‘/m' {b) LETTER OF CREDIT_ I applicsble, check ons
et banurer, ED. WALIRAC. 1S ASS W WM ST 7 NYC 40034
Alterputively, indicate as follows: I am registexing with ACTIVE status, Mlm:mwvaedbymed:calmﬂpnctminmbmsclm
{Check Oy () NOT INVOLVED IN DIRECT/AINDIRECT PATIENT CARE IN MASS. .. (1) OTHERWISE EXEMPT" v
(Swmte how otherwise exempty:
12. Cuarent Health Care Facility AfSlistions  Supply the codes from Table 4 and place a check mark next so hose facilities wherg yor have.
admiting privileges (AP).
Facility Coder o e / e (APY  FacilnyCode: o | e (AP) Facility Code: e o e /o (AP)
Facility Codes oo / e (AP)  Facility CO6: e eemms e | e (AP Faclity €03 smm e e/ smee (AT
1£ 999, print name(s):
Addmunalhospmlsaxwh:chympxwmuslyheldmvﬂegasmdodmrhnalﬂxmfmﬂmasmﬂiwimhyoumassmdhﬁmiﬁSZym

{Sec Table 4.)
Facility Codez . . Facility Code’ — o Facility Code. ooy e o Faciluy Code. e e o FacTliy Codt o

If 999, write name(s):
13. Are you currently in a post-graduaate trainmg program m MA ss & resident or chmcal fellow?  Yes No_‘z_ {Check one)

14 &) What is your principel work senting? (See Tabie 5) 1 5

b) Care of patients m Massachusetts (MA) (See instructin booklet )
2) How may hours per typical weck are you cursently tivalved m oupatens care m MA? & hrsfwkmMa . el
u) How many hours per typical week are you currently nvolved m mpafient cave in MA?7 O hrsfwk m MA

Questons lﬁﬂnwgh%mww Checkatlm YESm'NO {NOTN!A)toeaahqmsuon

15. Has any medical malpractice clamm been made agamst you, whether or not a jawsuit was filed m relation 10 the claim? ..
16. Have you. been charged with any crimunal offense, other than ¢ mmnor maffic violation? .. . .. .. .. . . . .

17 Have you formally been charged with or discaplined for any violation of the rules, by-laws or standards ofprawm of any
governmental mxthority, health care facility, group practice or professional society or association’. ... .

18 Has your privilege to possess, Wmmmﬂﬁmmbmmmmmsmmm&cidmwd
or restricted by any state or federel agemey” ..., .. S arae marmn w v e

19 Hmymwnhdmﬁnma;:pﬁcmmfmamcdicallmnscorbemdauedamemcdhcenseformymson? o e e
20. Have you had any mental iness which bas mparred your abdity to practice medicine or to function as 2 stadent of medicine?
21 Have you had an organic iliness which has mparred your abihty to practice medicine or to fimeton as 2 student of medicme?

22. Are you now, ar have you been m the past two years, dependent upon aleohol or drugs? . . ... - -
23 Has my professions] habihty msurance provider restracted, lumited, termunated or imposed a surcharge on your coverage?. ..

+ Pursaant to G.L. c. 112, sec. 2, I will not charge to or coliect from 2 Medicare beneficiary more than the Medicare reasoneble charges.

« Pursnant4o G.L. c. §£2C, sec. 49A, I hereby certify under the penalties of perjury thai, to the best of my knowledge end belicf, 1 kave
fied all Massachusetts state tax returns and pald afl Massachusefts state taxes that are required under Jaw. NOTE: This applies ever if you

reside out-of-staie or out of the country.
« 1 hereby certify that I will fulfill my obligation to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 514,
« 1 hereby certify under the penalties of perjury that all nformation or this form and Form 154 is true. — - —

Daie: D\g\ogo\g

Signature:

.- — i
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Commonwealth of Massachusstts Boa-ts of Ragistration In Medlcine
7 -~

—

015972 _

S A S

S S A
—_—t

Important
Read the accompanying mstructions i their emtirety hefors completing this brm 'ﬂnaf debgm this impartant task to an empioyes, as felse statemerr's on tis
form can result m discipdinary actron
Pnint lagsbly or type your answers
Answer 8if nan-cptonal questrans (front grd bavk of form) complately-1t is not adequate to steto that the Board siready has the information
Sign *he renewal apphicaton at the bottom of page one and fill 1n the number of attached pages i the paragraph abowe the signatire,
Hake a copy of ta form and all erachments for your own recards-you must gve hospitals and orher health care faciltes copres for credentaimg purposes
Enclose the 8150 renewal fee by means of & certfied check, money arder ¢r personal check made payable to the Commonwealth of Massathusets.

1 2) Name (LAST ) Zoimexl GEARD
1 bj Other Nams(s), if any, that you a_'ere #ver ensed under
2 8) Address (Mailing) ___ T

e AFIRST } ML}

2 b) Address {Home} SRME

SAME

2 &) Address (Bt )

2 &) Talephone (Home) (Cptionar)

2 d Telaohona (Business) (5 4 &9 $73 -5 ), oBxensen
5 Socsf Secunty No {Opoona’

3 Dato of Birth (MO/DA/YR) 4 Sex MALEX FEMALE
B 8) Medical School Coae (See Tadie 7} W N © G 3. #99999, wnte Name
& b) Vear Graduated __ {1 BcjDegree MO X DO
6 &) Country US Y Canada__ Code df Other (Sas Tatie 2} #5995, wnte Name

7 Work Setung (Circle and mdicate Percent(%} of Prachcs Time)

10 Hespral % 15 Prvate Office } OD % 20 Pannership/Group Practice %
25 Canic % 30 Memal Health Canter % 35 Nursng Home %
40 HMOD Facdty % 45 Educatonal Instrtuton % 50 Medical Socrety %
55 Sovernman? Facility % 60 Plant/Corr | Setting % 99 Other %

8 Professional Actmaty (Crrcle and indecate Percerd(%) of Professional Time) 8 b) Mags Lic lgeue Date

10 Resident or Feliow % 20 Practice Involving Direct Pabent Care \ 0O % (s0e your wall cortficata)
36 AdTinistrative Actiies % 40 Medical Teaching % mo/oasvsy: Y71 by 10
50 Medrcal Ressarth % 9 Other %
3 Specialty Code (Ses Table 3) [ {  Percentot Practce Trme 55 % Specialty Code G 1] Percert of Prachce Time _H5 %
KO8, speciy

10 a) Ame you Amencan Specsalty Board Certfied? (v/N) 1
Al Board of Allergy & immunoiogy NM

A Board of Anesthesiclogy o.c}
CRS  Board of Colon & Ractal Surgery o
D Beard of Dermatology os
EM Board of Emergancy Medisne aTr
FP Board of Family Practios PA
M Board of imarnal Medicing PE

16 b} FYES, circle wiwch Board(s}

Boerd of Nuclgar Medicine

Board of Obstetncs & Gynacology
Beard of Ophthalmology

Board of Crthopedic Surgery
Board of Ototanmgclogy

Beard of Pathology

Board of Pediatncs

EBoaxd of Plastic Surgary
Boad of Prevantive Medicine
Board of Peychuatry & Neuraiogy
Soard of Radslogy
Boasd of Surgery
Boesd of Thoracic S:rgery
doard of Urology

camrg;a

Factiny Code %

NS Board of Neurolog.cal Surgery PMR  Board of Physice! Medicine & Rehabiistation
11 &) Hospitals at which you have currently effective privileges and other Health Care Fagiltes with which you are associeted, Parcent of Practice Time at each
(Sas Table 4 )
Faciity Code __ % Fagity Code _ %
Faciity Code __ % Facility Code _ %

£ 339, write Name(s)

Feoity Code %

11 b} Adkfitonal Hosertals =t which you prevously helc priviepas and gther Heafth Cere Feclldies with winch vou were assoc-ated n tha past I"yaam

(Sae Tatie 4 ) :
Facity Code Fauidty Code FacityCode Facility Code* Facity Code .
if 995, wite Nameis)
)
* | heretsy sortiy that ¥ requasting INACTIVE stetus, | whli not practice muacicina in Massachuscts
Pursuant to M.G.L c£75, | will not charge 2 or collect from a Medicare boneficiary moea than the Mud ble charge for avy sevi

Pumamsou.al.c.&cwumeym
returna and pakd any Massachucetts sinté inxos, that are

[ heredy cartify under the penattios of porjury that all infermaton on this fo

WM&WMM ige and bellef, | have Med
Mmmnﬁywmddum-oﬁ-

Massachusetts stafe tax .
orwtotmownw




Maseschugelie Board of Reglstration In Medicine 1229-1991 Senewa’ Appilcstion, Prge20f2
Fit 1 name and number  Physicsan LastName- 2\ £ NIXS Registration Nos 3 2, 14 &

12 &) Other Stas where you are now licemsec 1o practos [Abomuae) NN C EL Y i Lo

12 b) States where you praviously were licensed 1o practice (Abbreviate) N}_{_ _{.__ﬁ Ti gl GH 2

12 1 ars appiying 1o be registered with the following status ACTVE X INACTIVE_ umm%gnw “ag

14 &) | hava complated my C M £ requirements 1n tne two years ending on the rerewal date as follows. (Filf in # of hours or type of resxlency, wchsckwaivar.}
Catogory | 4 wws , Categoryil 40 hrs., {Rsk-Management o hre),  Resdency Program in ,
Waiver Roquasted __ (You must il out a separete Waiver Form

14 b) My medical maiprachoe Insurance 18 coversa by NSUHANCE CARRIER___ LETTEROF CREDIT___ X apphcable, check one and idently the rame

Insurer 1 lssung Latier of Credit
Arematvely, indicate as foflows. & registenng with ACTIVE status, but | ar not covered madical malpmchics :nsurance bacause | am (Check one)
NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE OTHERWISE EXEMPTED Y, (State how) D DARECT o wpWECT RESkaiilin

_ 14 &) Percent of Pracboe Time 1n Magsachusetts S % FOR IHTIENT CARE w BASSRCASE TS

Questons 15 through 17 refer 10 the past four years only  Check erter YES or NO (not N/A} to gach question. Provide detle on Form 154, aﬂachsdv“ o

15 Has any pending or Rew medical malprachce claim been made aganst you {whether or nat a lawsurt was filed in relation 1 the clurn)?

16 Have you been a defendant In any pending or new crvunal proceeding other than a emaor tratfic offensa? -

17 Ao any formal st mnary charges panding or has disciph achan {as dehinad by Boa:d ulaﬁww—&samma been taken
ngamsy\ u DY BNy Blgovemmma. M hnspdalw pd nm% care facility, or pra?zassoanj ﬁd (lntemxlmnal
nehonal state or locaf)? . . .-

¥ you ar i YES" to quast 1s.m,or17provldaddahonFetm15A,M

Questons 15 through 24 rfer o the past four vears only  Check either YES or NO (not N/A) 1o egoh queston  Proyde delails m the naxt saction Yas HNo

18 Has your privilege to d spense of prestnbe controlled substances bean suspended, revoked, denied, rastnoted, surrendefsd o
haveyowu%oe e 1«'.1 before or bE:n wamed by Hus state or any other unsdickon sneluding 2 federal W w

1§ Haya you withdrawn an appheation for 3 medical hosnze or been dened a madical oenss for any reason?

20 Heve you had any mental finess which has impared your abilty to praches mediane or to funcoon as & wtectort of medicine® .

21 Have you had an organic siness which has impared your ahility to practios madscine or to funchon as & student of medicine?

22 Ara you now, of have you boen in the past, dependent uoon 2'cohol or druge? - .. [
- 23 Have you, for arry reason, Tost Amencen Specraity Board Certticaton? . .. oae
* 24, Have you been denied recertrficaton by one or more speciaity boards? K YES, ﬁsfaaard(s; _________ PR

AddsFonal Information Re'gted to Gusstions 1B through 24 #you answersd YES to eny of Questions 18-24 provide the following nformenos wham ansiicabis.

Provliages to Prosorive C flad Subsix Attach adc | sheats {with same format! whers necessary.
Type of Restnetion - Debe: /[ /.

Cirocumst ot 1

Withdrewal or Demal of erme Altach addonal sheets (with same format) wrere necessay
‘State Yea:r Crourstances uncer which hosnse wae witndrawn or denisd (revoked, "ot renewed, or otherwise

terrminatect)

Treatmens for Menta! mess, Organic litnees, Aleoho! or Drug Dapendensy Azach sddions! sheels (with same format) where nscessary
Tremtng Organzaton Telephona {_ Y -~

Address

Ferson Responaible for Treatment

Type of Condrtion and Treatment

Dates of liness/Dependensy.__ / / o [ A Dates o Tremtment  _ / /[ o __f...J
Speclalty Certification Attsch addibional shoels (with same format) whave necessery . x"‘“

Organzabon SR Tfr

Circumetancas leadmg to loss of certhoaton or demed of receritheayan;
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Bsernal i e Tate s o P
RS e seamn s ie? SRR e s Soso s AU S T SR
OARD OF REGISTRATION IN MEDICINE IMPORTART — READ, COMPLETE AND SIGN —

ROOM 1507 — 100 CAMBRIDGE STREET
BOSTON, MASSACHUSETTS 02202

PUASUANT TO MG L ¢ 62C §48A | CERTIFY
UNDER THE PENALTIES OF PERJURY TAHAT | TOMY
BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL

RENEWAL APPLICATION STATE TAX RETURNS AND PAID ALL STATE TAXES
1986-1088 REGQUIRED UNDER LAW
S50C SEC
OPHIONAL L b b
YOU MUST SIGN BELO\T
X s
- APP, GANT § SIGNATURE
LICENSE NUMBER I payTHis - DATE TO BE RENEWED
! F LATE FEE
CODE TYPE AEGISTRATION NO AMOUNT i wo | DA | va
MD 32195 100.00 :100.00; 01} 15! 86
PLEASE PRINT ANY NAME OR ADDRESS
5z CHANGES BELOW
39 GERALD ZUPNICK
a2
—
g; - T e DO NOT WRITE BELOW THIS LINE

-

e

R ORIGINAL

1 2

R L e
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T

e +

N =1 PR A S s
" 8 el ‘_vg.r\g,@n:gtﬁ ari_gg»‘g‘,:"%nt.__,

YOU ARE REQUIRED TO COMPLETE THE QUESTICNS

ON THE REVERSE SIDE OF TH!S APPLICATIQR YSEF
THE ENGLOSED INSTAUGTIONS FOR DETAILE )
|F YOU ANSWERED “YES TO ANY 0@@{3 Ues-

TIONS YOU MUST CHECK THIS BOX

PLEASEUSE THE ENCLOSED RETURN ENVELO ="

NOTE!

THIS APPLICATION MUST BE SIGNED ANT
RETURNED WITH A& $100 PAYMENT 4
CERTIFIED CHECK OR MONEY ORDER
PREFERRED PERSONAL CHECKS A--
AGCEPTABLE

PAYABLE YO
COMMONWEALTH OF MASSACHUSET™ -
PO BOXS6
BOSTON MASSACHUSETTS 02267
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[

B e o e e e M

R Ry - . - »?ae'a._s,-,. A e —@'{.,_
- J" o RN g IR T —"‘“"‘Lrh"“-"i?!”—

ot Name (G =D Z v T b N

Date of Birth Al s ..
DN DF DSl LS \ /f
Jedical School bl Mt Date of Gradustion _ 0/ =%
‘gu mus? read the instructions enclosed mth this form to answer Questions 1-12
Ny T ko —_
1 Principal Speciaity{.es) P"“ (-\\‘ N 2 Pnncipal work setng Vi Wt OF =
8 - * =0 2 g oo
3 Home address =T VAE B TEeNT & Prncipal business address 20 T4 & B TRowT
5 List all hosp tals at whech you have currently eflective privileges
- 1 Found ] ~J -
6 States other than Massachusetts m which you are hcensed to practice N \:t .__ﬁ o \k' L .y L
YES NO
T

7 Have you been a defendant in any malpractice s.st commenced singe 10/1/837

8 Have you been a defendant n any criminal proceeding other than minor tratfic offenses commenced since 10/1/837

8 Has any disciphnary action been taker against you in the 'ast ten years, by any governmental authority, by any hospital or heaith care facifity or oy any

professional medical association (internationa’ national state or local)? .
10 Has your privilege o possess dispense or prescribe controiled substances ever been suspended or reveked n this state or any other?
‘o oy e}

11 | have completed n:?ﬁ M E requirements betwaen 1/15/84 & 1/15/886 as follows ?‘ﬂ'—’“—‘ RN‘% &t& PwBED GF ;‘\ﬁ ‘\ \q\% =2
12 it am an actve

! HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT THE ABOVE INFORMATION 1S THUE
(YOU MUST ALSO SIGN THE FRONT OF THIS CARD)

IN&Cive

practitionar (Check ons)

-

ke - A e
Y oan

]

£ - -~
- - -
- -
SR T
had N B VD uoired ve 133
- ve : St
ATa s TR

i
¥

_ & : 3‘«7‘“&'“1‘@@%;&**,(

e

AP I e a3 - w:?w

, i -

SIGNATURE

ol

e P‘"s: q:_.f*'}aﬁ;:-mz.w.rw 's'”’m'“"‘s'”f
a.m;;:w*mmm Cadin s 3“""5‘

e B iye ﬁmwﬁfzf*ﬁﬁ
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Massachusetts Physician Renewal Application

Physician Name: GERALD ZUPNICK License No.: 32195
PART A
1) Carrent Statns: Active Renewal Due Date: 08/17/2005 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.)
[ Active [J Retiring

[ Inactive

[ Do not wish to renew

2) Addresses & Contact Infop;n_gtion.?]gas.e.cgnﬁrm.yonggﬁgirﬁses and make changes, if necessary. You are
required to notify the Board of Registration in Mpdiﬁne{ﬁitﬁ}i}? days of any change of address. Home and

Business addresses CANNOT be a,Post OfficeBox,.. 2 = |
2ay MAILING ADDRESS

i : Please make corrections {print)

AUG 2 9 45 | Mailing Address:
i e an s eporm e City/Town: State:
| _FGARD GF |
___Remem U enione | Zip: Country:
1 Check here to change this address T
1b) HOME ADDRESS Home Address:
City/Town: State:
Zip: Country:
Phone: ' Home Telephone: )
D1 Check here 1o change this addvess ) Home address cannot be a Post Qgice Box
29 BUSiNE"S_S,ADDRESS Business Address;: l[p §; LEGHCKGQ; STeee T
29-28 41st Avenue T

Long Island City, NY 11101

. -. City/-rown;‘ NED ol

‘ - state: NN
Zip: \eol\L- Coutry: VO SA R

Phone:

Business Telephone: (___ )

: KChec‘k here to change this address

Business address cannot be a Post Office Box

3) E-mail Address:
' 4) Fax Number:
5) Speciaities (See Renewal Instructions, page 4.) Delete? Additional specialties:
Family Practice 0
Gynecology (m]
M)

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 AOA Certiﬁcatefsubf;peciaity Correct? Delete?
; : o O

o O
o 0
| -0

Page 10f5
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Massachusetts Physician Renewal Application

Physician Name: GERALD ZUPNICK License No.: 32195

(See Renewal Instructions, page 4,)
7) Drug License Numbers, if any:
a) Massachusetts:
b) Federal (DEA):
¢) Federal (DEA) XS:

Please make corrections as necessary
8a) Other states where you are now licensed to.practice (Abbr.)

~NY CA DC GA FL KY
8b) States where you were previously licensed (Abbr.)
NY CA PC GA FL KY

mm— w—— s—— et | i  s— et | it

Principal Work Setting: Clinic

9) What is your principal work setting? {See Renewa! Instructions, page 4.)

Change to:

Please enter the approximate number of work hours at your principal work setting: ,L‘j__

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

No Affiliations tﬁ

Please enter the approximate number of work hours for each Health Care Facility below:

Health Care Faci‘!ity {See Renewal Instructions, page 4.) Delete? | cyrrent Stfr C:tcgg‘,;nge # l:gf:ﬁ':”‘:“k
‘ 5
Ll
O
1
(|
O
O
11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 0 hrywk Changeto: _______ hrs/wk

* b) autpatient care 0_ hrs/wk Change to: hrs/wk

Current Insurance Carrier:

{required)

Check one:

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

{] Insurance Carrier (complete below)

Policy dates: From ___/ |

[ Letter of Credit subject to Board approval (attach a copy)

ﬁi I am registering with Active statas but 1 am not required 10 have medical Jiability insurance because I am:

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

Change to:

Teo / /

Page2of 5
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Massachusetts Physician Renewal Application
Physician Name: GERALD ZUPNICK License No.: 32195

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

In guestions 14-21, the phrase "time period" refers to the following: all time from the day you signed your last
license renewa¥/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 3.)

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

YES NO

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

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

15y 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?

16) OTHER CIVIL LAWSUITS .
Question 16 refers to claims or actions related to your competency 1o practice medicine or your
professional conduct in the practice of medicine.

a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you'
during this time period? :
b) Resolved: Have you 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 charges pending against you today?
c) Have any criminal offenses/charges against you been resolved during this time period?

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

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

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? & Yes {3 No
b) If no, are you requesting a CME waiver?

[ Check to request CME Waiver. A CME waiver request form must be submitied at least 30 days prior to
your license expiration date. (See Renewal Instructions, page 8,)

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

Page 3of5
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Massachusetts Physician Renewal Application
Physician Name: GERALD ZUPNICK _ License No.: 32195

. PRYSICIAN PROFILE
E‘ I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.

(]  1have 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. (See Renewal Instructions, page 10.)

CERTIFICATIONS

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

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

3) 1 certify that 1 have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant {0 G.L. c.19A, sec. 15, and 1 understand the punishment for failure to comply.

4) I certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to
G.L.c. 112, sec. I2A.

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

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

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

8) I certify that I have complied with my obligations to file Massachusetts tax returns 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 | make these
certifications under penalties of perjury.

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

10) I certify that | have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. 119A. :

11) I centify that 1 have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. ¢. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and ] 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 1 ‘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. 1 authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signature: % L‘ Date: ?/ ‘b&/ 05

MAKE A COPY OF YOU&A PLICATION AND ALY, ATTACHMENTS BEFORE MAIJLING, FOR YOUR
RECORDS, FOR CREDE TIALING AND OTHER PURPOSES.

Page S of 5
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Massachus;——;t; Physician Renewal Appfication

Physician Name: Gerald Zupnick, M.D. License No.: 32195
PART A
I) Current Status: Active Renewal Due Date: 08/17/2007 Birth Date:

If you want to change your current status, please check ore of the following boxes to indicate your ew status:
Check only one; (See Renewal Instructions, page 3.)
Active C1 Retiring [ 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 CANNQOT be a Post Office Box.

Please make corrections (print)

2a) MAILING ADDRESS
Mailing Address:
City/Town: State:
Zip: Country:
£ Check here to change this address RE C, N.,D q
t E T
D k)
Zb) HOME ADDRESS N Home Address:
AUG 17 2007 City/Town: State:
goard of Registration Zip: Country:
Phone: in Medicine Home Telephone: {___ )
[} Check here to change this address Home address cannot be a Post Office Box
2c) BUS'_NESS ADDRESS Busi.ness Addl‘ess. v
26 Bleecker Street " =
New York, NY 10012 City/Town:_ - ___ State:
Zip: Couﬁtry:__
PR Business Telephone: {____)
one:
Bk Check here to change this address Business address cannot be a Post Office Box
3) E-mail Add Correct your E-mait and Fax Number below:
-mai ress;
4) Fax Number:

%) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Family Practice 8]
Gynecology O
0

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 AOA Certificate/Subspecialty Delete?
|
0}
O
o

Page 1 of 9
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Massachusetts Physician Renewal Application

Physician Name: Gerald Zupnick, M.D.

License No.: 32195

(See Renewal Instructions, page 4.)
7) Drug License Numbers

a) Massachusetts:

Corrections:

b) Federal (DEA): .

¢) Federal (DEA) XS:

Please make corrections as necessary

8) Other states where you are pow licensed to practice
NY CA DC GA FL KY

9) States where you were previously licensed
NY CA DC GA FL KY

10) List all work sites in Massachusetts, including health care facilities (where you are credentiated), 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 Defete?
(See above and description on page 4.) (City or Town)
[}
|
O
B
O
11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 0 hrsiwk Change to: hrsiwk
b) outpatient care 0 hrsiwk Changeto: ____ 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:

vs i

Check ope:

O Insurance Carrier (complete below) 1 WANE we R LoV (Jf}_g{_
Current Insurance Carrier: CRICO Change to:
Policy dates: From __/ [ To /
Type of Policy: 3 Claims made with tail coverage O ©ccurrence Policy

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

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

E’ I am registering with Active status but 1 am not required to have medical liability insurance becaunse Iam:

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

7 Otherwise exempt (Please explain)-

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

(See Renewal Instructions, page 3. J Yes No

N
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Massachusetts Physician Renewal Application
Physician Name: Gerald Zupnick, M.D. License No.: 32195

SN

Lt

|

A

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

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

YES NO

14) CLAIMS MADE
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.c., 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?

417y 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 Issnance 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 govemmental authority, healith 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 Jicense, allowed a license application to become obsolete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on YOUr coverage, or

have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier?

[22) CME CERTIFICATION:

a) Have you completed your CME requirements preceding your renewal date? gYes 0 Ne

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

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

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

Page 3 of 9



Massachusetts Physician Renewal Application G
Physician Name: Gerald Zupnick, M.D. License No.: 32195 {:_5
PART C -
Check One: PHYSICIAN PROFILE

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

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

n
[0 My status is Inactive and I do not have a Physician Profile. (Se¢ Renewal Instructions, page 11.)

CERTIFICATIONS

1) I certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 1 19, sec. 51A, and ]
understand the punishment for failure to comply.

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

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

4) I certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to G.L. ¢. I12,
sec. 12A.

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. c. 112,
sec, 12A 1/2.

6) 1 certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to GL.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 1 understand my obligations under G.L. c. 112, sec. 2,

8) 1 centify that I have complied with my obligations to file Massachusetts tax returns 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 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 to G.L. 62E.

10) I centify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L.c.119A.

11} 1 certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 112 sec. § and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 g seq. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

12) I certify that 1 have complied with my obligations to disclose my ownership interest in any parmership, corporation, firm or other
legal entity to which 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, 1
understand that a criminal record check may be conducted for conviction and pending crintinal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure. \\\

Signature: \H/’r_\———— L _ Date: _‘_g_/_'ﬁ_/_&fl

P
MAKE A COPY OF YOUR AI\I’PLIbATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPL!CAT[?N FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.

Page 5 of 9




Massachusetts Physician Renewal Application
Physician Name: Gerald Zupnick, M.D, License No.: 32195 !;:5

NATIONAL PROVIDER IDENTIFIER (NPI) i
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.
The NPI will replace all other identifiers assigned to health care providers, such as thase assigned by health plans, government programs’
and health care purchasers for purposes of conducting these business transactions. .
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 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 NPI. You can apply for an NPI directly by using the NPPES web
site at www. NPPES.cms.hhs.gov,

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

Onption 3: Certify another authorized institution has applied for an NP1 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 NPI form at the
Board's website (see Option 2).

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

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

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

[J My current NP1 is: DDDDDDDDED

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

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

Taxonomy (Specialty) Code Taxonomy Description {Print)

Primary Provider Taxonomy: D D D:' D D D D D:I

Provider Taxonomy: D D D_—_l D D [:l D m
Provider Taxonomy; D D l_—_D I:I D D D m

NPI REQUIRED INFORMATION

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

Social Security Number:
State of Birth (if US): Country of Birth (if outside the US):

Gender: [ Male [l Female

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

Authorization for NP1 Dissemination
Check one box: [1 Yauthorize w I do not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or health organization.
N

Please sign and date to d?n?rm that all of the information 0(:“5 form is true and accurate,

Date: _3_/___ /_‘;Q’\

Signature:

P
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Massachusetts Physician Renewal Application

‘Physician Name: Gerald Zupnick, M.D. License No.: 32195
PART A
1) Current Status: Active Renewal Due Date; 08/17/2007 Birth Date;

if you want to change your current status, please check gne of the following boxes to indicate your new status:
Check only one: (See Renewal Instructions, page 3.)
Active O Retiring [} Inactive [ Do not wish to renew

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

Please make corrections (print)

2a) MAILING ADDRESS
AUG 29 Zﬂm Mailing Address:
. . City/Town: State:
Boargj of Registration _ty
in Medicine Zip: Country:
L) Check here to change this address . ai’
2b) HOME ADDRESS RECENVED
Home Address:
MG 17 2001 City/Town: State:
3gard 61 negisuaiion Zip: Country:
Phone: in iMeaicing Home Telephone: { )
L] Check here to change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS Business Address.
26 Bleecker Sireet - . .
New York, NY 10012 City/Tov. ... State
Zip: o Country:
Phone: Business Telephone: ( )
Tk Check here 1o change this address Business address cannot be a Post Office Box
3) E-mail Add Correct your E-mail and Fax Number below:
mai ress:
4) Fax Number:

) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Family Practice (]
Gynecology (m|
0

6) Current American Board of Medical Speciaities (ABMS) or American Osteopathic Association (AOA} Information.
(Seg 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?
(]
a
d
o

Page10of9



Massachusetts Physician Renewal Application .

‘Physician Name: Gerald Zupnick, M.D. License No.: 32195
(See Renewal Instructions, page 4.) Flease make corrections as necessary :
7} Drug License Numbers Corrections: 8) Other states where you are now licensed to practice f'{;‘.;
a) Massachusetts: NY CA DC GA FL KY :
b} Federal (DEA): - 9) States where you were previously licensed
¢) Federal (DEA) XS; NY CA DC GA FL KY 5

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 Tahle 4 on
page 18 of the Renewal Instruction booklet. Include any afflliations with Internet-based preseribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all.wc_yrk sites in Massachusetts Location State Delete?
(See above and description on page 4.) (City or Town)
]
B3
1
0
£

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

Average weekly hours involved in: 2) inpatient care 0 hrs/wk Change to: hrs/wk
b) outpatient care 0 hrstwk Change to: hrs/wk

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

[ Insurance Carrier (compiete below) | WANE we \OE& oAy C_:EE—("—— \S 1
Current Insurance Carrier: CRICO = 7 Change to: i
Policy dates: From _ / /7 To / /
Type of Policy:  [J Claims made with tail coverage [J Occurrence Policy

{Enclose a copy of the certificate of insurance or the face sheet}

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

B’ I am registering with Active status but I am not required to have medicat liability insurance because | am:

Checkone: B Not involved with direct or indirect patient care in Massachusetis
] A Government Employee under Federal Tort Claims Act (FFCA)

[0 Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) Yes No
H Ygs, please complete Form PCA-O "Office Based Surgery” Form on page 8. 7

Page 2 of 9 - | WL\ (B“gob’l
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Massachusetts Physician Renewal Application i
"Physician Name: Gerald Zupnick, M.D. License No.: 32195 "

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. (Se¢ Renewal Instructions, page 5.)

You must check either YES or NO to gach 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 settied 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 fime 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 you today?

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

18) INVESTIGATIONS AND IMSCIPLINARY ACTIONS
a) Have you withdrawn an application {0 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 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 voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical Hability insurance carrier?

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

b} If no, are you requesting 2 CME waiver? [dYes []No

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

CME EXEMPTION: (check one} L] Inactive Status [} Residency/Fellowship training

Page 3of 8
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Massachusetts Physicfan Renewa? Application @

"Physician Name: Gerald Zupnick, M.D., License No.: 32195
PART C e
4

Check One: PHYSICIAN PROFILE o

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

O  Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections. o
[J My status is Inactive and I do not have a Physician Profile. (Se¢ Renewal Instructions, page 11.)

CERTIFIC NS

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

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

4) I certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to G.L. ¢. 112,
sec, 124,

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

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

8) I certify that I 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 shatl 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 pursuant to G.L. ¢.119A.

[1) Ieentify that I have complied with my obiigations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.1.. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 & seq. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where I 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 partnership, corporation, firm or other
legat entity to which 1 bave referred a patient for physical therapy services pursuant to G.L. c. 1 12, sec. 12AA,

Under penalties of perjury, 1 declare that I have examined this renewal application and all its dccompanying
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, i

Signature: f"N Kr‘ Date: (Z/ "\/ (:7

MAKE A COPY OF YOUil APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATI(l)N FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES,
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Massachusetts Physician Renewal Application
*Physician Name: Gerald Zupnick, M.D. License No.: 32195 {-:,@

NATIONAL PROVIDER IDENTIFIER (NPH ;‘L .
The primary purpose of the NP is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions, l
The NPT will replace ali other identifiers assigned to health care providers, such as those assigned by health plans, government programs
and health care purchasers for purposes of conducting these business transactions.
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 200?.

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

Option !: Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NPI directly by using the NPPES web
site at www NPPES.cms.hbs. gov,

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

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

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

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

[] My current NPl is: DDD D D L__I D D D:l

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

O 1 have applied for an NPI using a third party (enter name): {follow instructions for Option 3)
{J By checking this option and signing the bottom of this page, 1 heteby authorize the Board to apply for an NP1 on my behalf.
[J As an inactive physician, [ do not wish to obtain an NP1,

HIPAA TAXONOMY CODES

Please provide the HIPAA taxcnomy (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: D D EI:I I:I I:I D D L__D

Provider Taxonomy: OO 1000000
Provider Taxcnomy: E] D r__]] D D D [___I m

NPI REQUIRED INFORMATION

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

Social Security Number:
State of Birth (if US): Country of Birth (if outside the US):

Gender: {1 Male [ Female
alties for Falsifving Information on the National Provider Identifier Application

18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and wilifully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject 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.

Aunthorization for NP1 Dissemination
Check one box: 3 1 authorize H 1 do not authorize the Board of Registration in Medicine to provide my NP1 number to any
authorized hospital, health plan, or health organization.
"

Please sign and date to r‘nﬁrm that all of the information otfis form is true and accurate.

Date: S{/a\‘! '\}‘,\

Signature:
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