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FULL LICENSE APPLICATION

vyt

! i 1 of made payable to the Commonwealth of
Massachusetts,
Check One; b/U.S./Canadiﬂn Graduate [ international Graduate
Legal Name (do not use nicknames or initials, anless they are part of your legal name)
MARK. ALICE GRACE-
Last Name (type or print clearly} First Middle Suffix (Jr., ete.)
ﬁ{M.D. O p.of3 ph.D [ Other degree 3 Male  [J Female

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

SoNDHEIMER ALice  BRACE

Entire Last Name (type or print clearly) First Middle Suffix (Ir., ete.)
Date of Birth: o Social Security Number: : —_—
Month Day Year
Place of Birth: f ] . DEFIANCE M%Nﬂ
City State/Province/Territory Country if not USA
Home Address:___ . ,
Mumber and Street
- Eityﬂ State/Province/Territory 7 Zip (ar postal} Code

Business Address:__ 15 FRANCS ST, WL'

Number and Street

Posrond MA 025

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

Business i Home
Telephone: ((’ :}) 162 ~olo(pD .ext.cs“!s-?"? T:lephonc: — —

Preferred Mailing Address: [ Business Address /K Home Address

ey Ay



PRINT NAME: /% Lice & MATLC PAGE 2 OF 3

Pre-medical Schos!
- From To
Facility:_ Sy H1meyve (ollaor Degree: B O o200 5130, 117Y

Street: 0O _Cbltepe v 9 City: _ Sayouhhiaas . State:

Facitity: Degree: S A A
Street: City: State:
Medieat School
From To
Facility:_ (Dlummbre. Pé S Degree: MDD OF /017 05130/ (997
Street; _(aA0 ). Ho&In Sk City: _NYC State:
Facility: Degree: SO A SR S S
Streer: City: State:

Date of medical school graduation: o530 4 | ﬂﬁ i

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

duration of medical education longer than six (6) years and any breaks in medical education.

Postgraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of afifliation. You must account for all

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

From To

Facility: ,ﬁmMs Woven' HD"’@}“D Position: A5Y (-9 0b20 /9] Obi20/03
Street: A5 hanCiS _SE City: Al Stately
Facility: __/aGH Position:fé} I"g Cl/20 /79 Clbizo/d3
Strest: __ B Fauk o City: _Bns \ State: _ A
Facility: Position: R A A S
Streel; City: State:

Facility: Position: I A A S S
Street: City: State:

Fagility: Position: o

Street: City: State:




PRINT NAME: ﬁ“f e B, MArk PAGE 3 OF 3

Hosnital Affiliations and Employment

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

From To

Facility: BH'E‘}"‘M.-; * Women's [ﬁ'p]'gﬂ Position:_Kegialerrh- 6 20,99 & 12003
Street: 8 Aancs S City: __BeX oy State: _M7Y

Facility: (riafs Gerneaal HD"’P‘M Position;_ 283 Jert L2097 & 20 Q3
Street: 28 __Friast St City: _Pagion State: __

Facility: Position; R S S S A
Street: City: State:
Facility: Position: R A A SN A
Street: City: State:

I. List other states (abbreviations) where you are currently or have aver been licensed:

2. Are you certified by the American Board of Medical Specialties?  {T] Yesﬁ No

3. List Board Certification(s): Certification date: [

Certificationdate:___/__ /

4. Have you attached an up-to-date copy of your curriculum vitae? K Yes [J No

5. Reason for requesting a Massachusetts medic ai license: Nk 1N
Mass o Chasetts  atice @;i;mz;’wa'm Ve e

6. Name of Facility: Brvahown and kdom an'S _/psp) fed

7. Address,_ 7§ _Eag%&i Sy City:_ o3kt

8. Anticipated stariing date in Massachusetts: _1_/ |/ 2003

3/3/03

Date




CURRICULUM VITAE

Part I: General Information

Date Prepared:

Name:

Office Address;

Home Address:

Phone:
E-Mail;

Place of Birth;
Education:
1990-1994
1955-1999
Experience:

1994-19%5

1995

1599

Postdoctoral Training:

1999- present

Licensure:
1999- present

Languages:

March 3, 2003

Alice G, Mark, M.D.

Brigham and Women's Hospital
Department of Ob/Gyn

75 Francis Street
Boston, MA 02115

Fort Defiance, Arizona

B.A., Religion, Swarthmore College, Swarthmore PA.

M.D., Columbia University College of Physicians & Surgeons, New York, NY.

Teacher, English as a Second Language, Ghana International School, Accra,
(Ghana.

Intern, National Health Service Corps, Plan de Salud del Valle, Frederick,
Colorado,

Fellow, Center for the Study of Society and Medicine, Luisa Guidotti Hospital,
Mutoko, Zimbabwe,

Intern and Resident, Obstetrics & Gynecology, Brigham and Women’s Hospital/
Massachuseits General Hospital, Boston MA.

Massachuseits Limited License

Fluent Spanish, intermediate French.

Alice G. Mark

Page 1
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Awards and Honors:

1994 B.A., magna cum laude, Swarthmore College

1594 Phi Beta Kappa, Swarthmore College

1999 Fellowship in Human Rights and Medicine, Columbia University
1999 Alpha Omega Alpha, Columbia University

2002 Resident Teaching Award, Harvard Medical School

PartI1: arch, Teaching and Clinical Contributions

Report of Presentations:

Jan 2001 Reducing the risk of multiple gestation in ART. Brigham and Women's Hospital Grand
Rounds. Advisor; Mark Homstsin, MD

Jul 2001 Recurrent pregnancy loss. North Shore Medical Center / Salem Hospital Grand Rounds.
Advisor: Joe Hill, M.D.

Sep 2001 Medical therapy for female sexual dysfunction. Brigham and Women's Hospital Grand
Rounds. Advisor: Jan Shifren, M.D.

Jun 2002 Day 6 estradiol as a predictor of IVF success. Brigham and Women’s Hospital Resident
Rescarch Day. Advisor: Elizabeth Ginsburg, M.D.

Jan 2003 Second trimester abortions: a search for solutions. Brigham and Women's Hospital
Grand Rounds.

Part II: Bibliography
Original Articles:

Mark AG, Shifien J. Medical therapy for female sexual dysfunction. Prim Care Update Ob/Gyns 2003;
10{1)40-43.

Abstracts:

Mark AG, Racowsky C, Jackson KV. Daes time of year impact clinical outcomes in TVF? Poster
presentation, ASRM, 2002,

Mark AG, Ginsburg ES, Jackson KV, Walsh BW, Racowsky C, Maximizing outcomes for poor
responders to controlled ovarian hyperstimulation in IVF: the use of microdose flare GnRH agonist
induction to gonadotropin stimulation in women with previous IVF fajture. Fentil Steri] 2001; 76(3): 8231.
Poster presentation, ASRM, 2001,

Greenberg J, Economy K, Mark A, Ringer 8. In search of “true” birth asphyxia: labor characteristics
associated with the asphyxiated term infant. Am J Obstet Gynecol 2001; 185(6):284. Oral presentation
(Dr. Economy), SMFM, 2602,

Alice G, Mark Page 2
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! [

!)\0\ ' Date Approved: E,&i’

e - &
v ”  Commonwealth of Massachusetts ; i
Board of Registration in Medicine B

10 West Street, Boston, Massachusetts 02111

INITIAL LIMITED LICENSE APPLICATION

IMPORTANT: Read the accompanying instructions before completing this form, and p! rint lggjbiy
or type your answers. Please attach a $50 check payable to the Commonwealth of Massachusetts,,

CHECK ONE:

Graduate of a Medical School in the United States, Canada, or Puerto Rico (USMG)
Graduate of an International Medica! School (IMG) ’
3

Graduate of an International Medical School applying under the Special Refugee Physician Program
NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS;
SECTION A: Sworn Statement to be Completed by Applicant

1-A.  Name: (Last)_SonDHEINEM. (First) Avice M. G
I-B.  Other Name(s):

YES NO

1) Have you ever been known under a different name or combination of names? g\
2) Have you ever been licensed under a different name?

3) Have you ever applied for licensure, or applied to sit for an examination, or ) X

taken an examination under a different name?

I yes, you must provide additional information, (See instructions.) |

2. Current Residence: ~ e Telephone Number: _ - )
City. _, State: Zip: _ |
3. Date of Birth: . Place of Birth: &1 DEfF 1AM CE, AZ _USA

Month Day  Yeer :
4, Sex: [[JMale  PJFemale 5. Social Security Number:

é. Name of Massachusetts Training Hospital: BeigHam < lomen's tosgtTAL - .

A5 _FrANClS 1 BostoN T
Street Address . City ‘lliifjfl‘-;’i.
..r}, I
S 4 |
W s I
,&7 TFEE: $50 00 Check gd‘ QOA DT ST S T

-hiy



NAME: _Auce  SonDHE MR Page 2 of 6

7. Neme of premedical school(s): S WALTHMORE. Mol EGE.
Location: _SyApTiMogE . oA . USA
’ < (City, Sute, Coontry}
8. Name of medical school(s): _CoLumaia 1 MY LOUEGE. af PHYSICANS 3 Sund QNS
It
Location:_ NY_ NN A
" (City, Sute, Comery)
Yeer of Graduation: 99 __ Degree Received: E’M. D. [ D. 0. Other(specify)
9. Have you had previous post-graduate training? >a No []Yes [TJU.S.or ] Intemational
Name of Institution;
Address:
Name of Program: Dates of Training;
‘ (If additional space is needed, piease continue Yyour answer on & separate sheet of paper.)
10.  List states (abbreviations) where you are currently licensed to practice medicine (include
residency training licenses):
Newe_
11, List states (abbreviations) where you were previously licensed to practice medicine (include
residency training licenses):
MM__
12. Schoo,
YES NO
a) If you are a USMG, have you taken more than 4 years to complete medical school?
b} If you are an IMG, have you teken more than 6_years to complete medical school?
If yes, you must provide additional information. (See instructions.)
13.  Has more than one year passed between the date of your graduation from medical
school and the anticipated start date of your limited licensure in Massachusetts?
If yes, you must provide additional information. (See instructions.)
AV 583
PRLIIR Y I g
SR T

e
BELE B1




NAME: _ Auce Sonpieimen . Page 3 of 6,

14-A. Have you ever been enrolled in a residency program(s) where you were
required to repeat a year of training? (See instructions).

14-B. Have you ever been enrolled in a residency training program(s) that you did
not complete, or where you transferred to another program, specialty or facility?

If you answered “yes” to question 14-A or 14-B, 2 letter from your
program director is required.

Explanation attached: [] Program Director’s explanation requested: [7]

SECTION B: Read the instructions. Check either YES or NO to each question, Do not answer N/A.
If you answer YES to any of these questions, you must provide details on the Limited License
Supplement,

YES NO

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

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

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

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

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

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

|||||



NAME:__AuCE  sonpHe IMER Page 4 of 6

21.

24.

25.

26.

27.

28.

29.

YES NO

Has any disciplinary action ever been taken against you for violation of
laws, rules, by-laws or standards of practice by any governmental authority,
health care facility, group practice, or professional medical society or
association (international, national, state or local)? (See definition).

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

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

Have you ever voluntarily relinﬁuished medical staff membership?

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

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

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

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

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which
is related to your competency to practice medicine, or your professional conduct in

the practice of medicine, been filed against you or has such a suit been settled,
adjudicated or otherwise resolved?




NAME: 4. u«e SONPHE MEFL_ Pagebof ¢

SECTION C: TO BE COMPLETED AND SIGNED BY TBE DESIGNATED OFFICIAL
OF THE INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN
APPOINTMENT,

This certifies that ALIUE, 60!\ dh{‘??m@& has been appointed
(Name of Applicant)

tothe position of  [7] Intem X} Resident [ Feliow

in the specialty of 2 QRIGY N asaPGY
DS BRIGHAM & WOMEN'S HOSPITAL
at
(Name of Hospital)

beginning_ ©_/ Q0 ;50 to enticipated completion of training: __ (& /36 /03 .
year

month  day year month  day
YES NO
Is the program accredited by the ACGME? m |
If no, is there an ACGME-approved training Program in the applicant’s specialty? O 0O
Designated Official’s Signature: Al
Type or Print Name: Shawn Vanner, Manager
TP Graduate Madical Equcaon
Official Title:
817-732-8540
Date;__ 9 /1% a4 Telephone Number:

Share/Forms/Minappl.dac.01/22/99



’ DATE 4/7 /m Application #: 7 Z‘/ /

INETIAL: proy
FEE: $50.00 CHECK _-'-1‘ ,2/ Date Approved: __ C/ /) f;zb_
Commonwealth of Mg’sé'échusetts Board of Registration in Medicine ] ;%,.
Ten West Street, Third Floor, Boston, Massachusetts 02111 , ;,J

RENEWAL APPLICATION - LIMITED LICENSE

IMPORTANT: Please read the accompanying instructions before completing this form, and prj

SECTIONS “A”AND “C” ON PAGE 2 ARE TO BE COMPLETED BY APPY,

SECTION A: mnﬁ?FEEG'?JgAm' i
I Name: (Last)__Son pug i mem _(First)_ALicE | MD_G-
’ Telephone .
2. Mailing Address:_ B 3 . — Number._ ——
City: _ State: Zip: . -

3. Namc of Training Hospital: BRIGHAM s‘ wWaMEN'S j
4. Current Limited License Number: 49 ~ ‘32.! |~ 02 ;'

5. Other states (abbreviations) where you are now licensed to practice medicine. Indicate whether full license

(F) or residency or training license (). ___ [ kL) Ll Cay e D)
ECTION B: To be completed by program director, :
Has the physician been subject to past or pending disciplinary action in this program? D Yes [X? No

PP

1 hereby certify that the above-named phys:clan i3 ih good standing in the training program.

Print Name: __poherr 1. Rarhierd _ ‘ , Date: 3 171 /] 217\70
i i ' W / OW'Z'— Telephone: &1 7 932 q260

Signature of Program Director:

To be completed and signed by the designated official of the institution at which the applicant has ;'
received an appointment. :

This cértifies that A’ / (CE &7‘:‘/ /[2’/ s has been appointed j'

{Narfie of Apphicant)

16 the position of: [ { Int Resident (] Fellow  asaPGY_/ |
Hospital Name: %ﬁ?"*-g LBr 'S - Specialty: %/ é&/fj f

=12 ao -
Beginning Date: &R 1oy % Ant:c:pated Completion Date of Training; Jé o /LZWﬁ

Yes [ ] No F

Is the program accredited by the ACGME:

If no, is there an approved ACGME program in a hc t’ ialty? % Y No
ne! D BE TR Sk Sra Vanner fidfager M Yes L

Designated Official: Graduate Medical Education Telephone: 722 (/22

(Print Natne) . {Title
Designated Official’s Signature: 7&:‘#—# ‘i/ // ate: 03 /g7 J/ﬁ()
|
|

() AW LT"T

L



NAME:_SonpHE IMER AUCE G

SECTIQN C: Read the instructions. Check cither YES or NO to each question.“ Do ggj; answer N/A,
If you answer YES to any of these questions, yon must provide details on Limited Supplement attached.

YES NO
INCE YOUR LAST RENEWAL

Nete: These questions apply only since your last renewal.

16. Have you beep terminated, granted a Jeave of absence, withdrawn or had to repeat a year in

%,

a postgraduati‘:‘iti‘aining program?

17. Have you been denied the privilege of taking or finishing an examination or have you been
accused of cheating and/or improper conduct during an examination?

18, Have you', ';“or any'}eés;:)rf, been dénied a medica) liceﬁse, whether full, limited or
or iemparary or have you withdrawn an application for medical licensure?

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

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

21 Has any disciplinary action been taken against you for violation of laws, rules, by-laws or
standards of practice by any governmentaj authority, health care facility, group practice, or
professional medical society or association (international, national, state or local)?

(See definition).

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

23, Have you, for any reason, withdrawn an application for hospital privileges or appointment?
24, Have you voluntarily relinquished medical staff membership?

25, Has your medical staff membership, medical privileges or medical staff status at any hospitai
been limited, suspended, revoked, not renewed or subject to probationary conditions or has
processing toward any of those ends been instituted or recommended by a medical staff
committee or governing board?

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

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

28. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed
in relation to the claim? y

29, Has any lawsuit, other than a medical malpractice suit, which is related to Your competency to
practice medicine, or your professional conduct in the practice of medicine, been filed against
youor has such a suit been settled, adjudicated or otherwise resolved?



MEBETTET
' ' Ir @ Application #:____ 4 24/

Aol MAR - 9 2001 Date Approved: _2 [} Z /1657
b} | TNy e -
tﬂ%monw 1RO NG ESELT SIS -Board of Registration in Medicine

(HUEE s, alt]
Mf'# 10 West Street, Third Floor, Boston, ‘Mngichusetts 02111 - www.massmedboard.org

ITIAL,

RENEWAL APPLICATION - LIMITED LICENSE

IMPORTANT: Please read the accompanying instructions before completing this form, and print legibly or tYpe YOur answers.

SECTIONS “A”AND “C” ON PAGE 2 ARE TO BE COMPLETED BY APPLICANT.,

SECTION A:
I. Name: (Lastl____MAZK ) (First)___AL)ce My__G
Telephone
2. Mailing Address:___ . . ) Number;__ -
City: __ State: . ___Zip: . ——
3. Name of Training Hospital: __MH
4. Current Limited License Number: 99-49ail-o3
3. Other states (abbreviations) where you are now licensed to practice medicine. Indicate whether full license
(F) or residency or training license (L), e T Cle [T Ty Dy
SECTION B: To be completed by program director,
Has the physician been subject to past or pending disciplinary action in this program? (] Yes No

I'hereby certify that the above-named physician is in good standing in the training program.

Print Name: Robert /LQ%L Date:_ sl A3 1 QJ
Signature of Program Director: ‘ Telephone: 617-732-4265

To be completed and signed by the designated official of the institution at which the applicant has
received an appointment.

This certifies that Alice G. Mark, M,D, has been appointed
(Name of Applicant)

to the position of: | ] Intern M Resident [ | Fellow  asaPGY

Hospital Name:@r Lﬁhﬁmaﬂd Wonun's H@éﬁ"fﬁf Specialty: 06/6th ;
Beginning Date: lp 20 4 @? Anticipated Completion Date of Training; 72, ,53_0__/ 0A

Is the program accredited by the ACGME: g Yes [ ] No
If no, is there an approved ACGME program in applicant’s specialty? Yes [ ] No

Telephone: {p! T %Z"?"%
Date: 5 | &3 1<




1

];AIAME: 'ALl (e MARK Page 2 of 3

SECTION C: Read the instructions. Check either YES or NO to each question. Do not answer N/A.
If you answer YES to any of these questions, you must provide details on Limited Supplement attached.

THESE QOUESTIONS APPLY ONLY SINCE YOUR LAST RENEWAL YES NO

lé. Have you been terminated, granted a feave of absence, withdrawn or had to repeat a year in
a postgraduate-~training program?

7. Have you been denied the privilege of taking or finishing an examination or have you been
accused of cheating and/or improper conduct during an examination?

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

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

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

AR Fas any disciplinary action been taken against you for violation of laws, rales, by-laws or
standards of practice by any governmental authority, health care facility, group practice, or
professional medical society or association (international, national, state or local)? (see definition).

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

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

24. Have you voluntarily relinquished medical staff membership?

25. Has your medical staff membership, medical privileges or medical staff status at any hospital
been limited, suspended, revoked, not renewed or subject to probationary conditions or has
processing toward any of those ends been instituted or recommended by a medica) staff
committee or governing board?

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

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

28. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed
in relation to the claim? '

29, Has any lawsuit, other than a medical malpractice suit, which is related to your competency to

practice medicine, or your professional conduct in the practice of medicine, been filed against
you or has such a suit been settled, adjudicated or otherwise resolved?

.....



SUPPLEMENT FORM

PRINT NAME: Au E G, MATLK. paTE: 2 /3 032 [

' ““Jﬁ:.“l

!

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

QUESTIONS YES NO .
SN

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

2. Have you ever been terminated or granted e leave of absence by a medicat school or medical
post-graduate training program or have you ever withdrawn from & medical school or medicat
postgraduate {raining progratn or had to repeai a year of postgraduate training?

3. Have you ever applied for licensure or to sit for an examination or taken an exaraination under
a different name? 1If go, previous name:

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

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

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

6-B.  Have you ever voluntarily surrendered a license to practice medicine or any healing art?

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

8-A.  Are any formal disciplinary charges pending against yow, or do you have knowledge of any
pending investigation into your professional competence or conduct by any govemmental
authority, health care facility, group practice or professional medica) socjety or association
(international, national, state or local)? (See definition).

8-B.  Has any disciplinary agtiop ever been taken against you for violation of laws, rules, by-laws, or
standards of practice By ady governmental authority, healthcare facility, group or professional
medical saciety or ssociation ( national, state or Jocal)?

Applicant’s Signature:

\')WK\ Date:_,«i_j_é’__/g

Page 1



9-A.  Have you ever voluntarily relinguished any medical staff membership?

9-B.  Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or recommended by

a medical staff committee or governing board?

9-C.  Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committee or

governing body?

9-D.  Have you ever, for any reason, withdrawn an application for hospital ptivileges or

appointment?

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

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

privileges?

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

insurance provider?

13, Have you ever been the subject of any suspension or probation proceedings instintted Bhue
Cross or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan; or
have you ever been restricted from receiving payments from any Blue Cross or Blue

Shield, Medicare, Medicaid (any state), or third party programs?

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

provider terminated by any HMG/PPO/IPA or other prepaid plan’?

15-A. In the past ten (10) years, has any medical malpractice claim been made against you,

whether or not a lawsuit was filed in relation to the claim?

15-B.  In the past ten (10) ye

any lawsuit, other than a medical malpractice suit, which is

related to your compgt€ncy to practice medicine, or your professional conduct in the

practice of medici
otherwise resolved!

Applicant’s Signature:

been flled against you or has such a suit been settled, adjudicated or

Date: g ;’_ij 03
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Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Sulte #G-4, Boston, MA 02118 (617) 654-9810
www.massmedboard.org

MALPRACTICE HISTORY FORM

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

Walver for Release of Information
I authorize my professional liability carrier(s) listed below to release to the Commonwealth of
Massachusetts, Board of Registration in Medicine, my malpractice history and any and all

clalms or actions for damages, Including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposttion or information in its possession, custody or control

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

5. dates of policy coverage must be included.

bl e

Liability Carrier's Instructions: If the applicant has any open or closed cases that have
gone to trial, whether or not monies were paid, 2 copy of the complaint or summons,
disposition or judgment and amount of monies paid on behalf of the applicant must be
forwarded directly to the Board, IF THE APPLICANT DOES NOT HAVE ANY CLAIMS
HISTORY, PLEASE CONFIRM THAT THERE ARE “NO CLAIMS” ON YQUR LETTERHEAD
WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.

Liability Carrier: _(C£2/ .0 From: _/ _f2003Toi /2 | 200K -
City: (bt 1 State: _/MA Policy Number;_ CAYM - (.~ GLPL - 896~
Liability Carrier: From: / To: /

City: State: Policy Number:

Liability Carrier: N From: / To: /

City: State: Policy Number:

”
Applicant's slgnature/ / A ST AS— 03, 0%, 03

Address: |

State: _ Zip code:__

You may download additional forms at the Board’s webslite at www.massmedhoard.org.

' v Date :
Print Name: ‘// Alica 8. MAZ Cpﬁh‘c&}rm_c = Alitg &. th’mcb
—— Gy .



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

— MEDICAL EDUCATION VERIFICATION
. APPLICANT INSTRUCTIONS: Piease ggﬁﬁﬁqﬁaﬂwﬁmmwﬂgﬁg and forward this form to You
university of graduation for verificatien. :

- on in .am%adm
r university/medicat schooks) or

Waiver for Release of information
1 aufnorize the medical schootumiversity Bsted below to provide atty and all informatton pertaining to ry medical education at your institufion to the

sassachusetts Board of %ﬁn@ :@l‘
Apphicant's Signalure: (AKX ) Date of Birth -

Pt or Type Name: . DHEIME/. Social Secutity No: _ e
oo of Medical Schook._ COCUMEIA 4. COUEGE of PHYOCIRNS ¢ CunGENS

pddress: i € 420 . 1,210 _SE chy___ NI State or Province: _NY
i , TED OFFICIAL OF MEDICAL SC

Plaase compiete this form and forward i, tagether with a copy of the applicant’s official transcript (which indicates sourses takan, dates
and howrs i%.uiunoﬁm.gﬂ%wg?gg of Registration in Medicine.

APPLICANT'S EDUCATIONAL HISTORY R
t ram of s Htion was tfferent from the above iamed instiution when applicant affended, please enter name below:

Premedical Education: Does your schaoi have a premedical wnrmw._.._m.nﬁ.m?n requirement? .ﬂ.&m [ ~o
3&@:&3&&5&?%&&&8%3%&5& : )
Applicant's Undesgraduata School S; - g COLLEGE
Undergraduate School Address:  __SWARTHMONE pA

8225 p92 219 NA2 CIW QYD .. -WdSE:E —E66T'8 "NUL™

<64 "ON

Es2'd



P SersiiEweacs
fEE R irmrize;
FRERI RN

Enrotimant and Parficigation: Ourrecords indicate that

AuLtE GAACE.  Somidibe ) MELw
{typespiint appficant's name: last, fitst, middle, suffag -

attended our medical school on the following dates {indicate the month, day and year in the section below):

A DANCE DATES: EROM

395 b 7:9% 78 MWN&

1 ABH t 71t T L1172 1/
WM% Mm@%@ — 1 i .
dea /

tal waeks of continuing nw.oﬂuuﬁ education, not less than 32 weeks in each academic year and

was awarded a degtes in \Sb ————— ¥ 19:99

[ was NOY awarded degree. Please explain reason(s).

The apphcent atten
check one

the applicam’'s medical
snation.

XES NO

Unussal Clroumstances: The fokowing questions apply to unusual crcumstances that occurred dusing any part ot
education. All questions must be answesed. f you wer “YES” to of the ques enclose

8228 v9z L19 NO3 Q34 AuaD WJSE:E E66T'8 'Nnﬁ £ -
i

1. Did the appicant take any (eaves of absence or breaks from his/her medics) education?
2 Was the applicant ever placed on probation? .

3 Eﬁﬁmm%awﬁnrmu_!onaﬁ%n?% .

4 Wers any negotive reparts ever fiied by instructors regarding the applicant?

COMMENTS:

AFFIX INSTITUTIONAL SEAL HERE Signature:_~L24d4- N&%

(it the institution does not have a soal,
this form must he notarized)

INTERNATIONAL MEDICAL SCHOOLS MUST ATTACHA  Titie; Pssociofe. L \@N _
COPY OF THE MEDICAL SCHOOL DIPLOMAANDA
TRANSCRIFT OR PROVIDE AN EXPLANATION. Date: (1 F l‘m.hwéwns_ﬁ alkh @&h%

.
EE'd Z64 0N



Massachusetts Physician Renewal Application

Physician Name: Alice G Mark, M.D. License No,; 216999
PART A
1) Currenat Status: Active Renewal Due Date: 08/05/2007 Birth Date:

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

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

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

2a) MAILING ADDRESS
Mailing Address:

City/Town: ' State:

Zip: Country:

[ Check here 10 change this address

2 HOME ADDRESS Home Address:
City/Town: State;
Zip: Country:
Phone: Home Telephone: () -
[0 Check here 1o change this address RECENED # Home address cannot be a Post Office Box
22:&??5&?&?3?;?; OB /G}BN 2 2 2387 Bflsiness Address:
gsosl?t;incﬁj t(r)ezitl 5 Board of Registration C'ltl.ffT own; - State:
’ in Medicine Zip: Country:

Business Tetephone: ()

Phone: (617)732-6660 Ext. 34579

L3 Check kere 10 change this address Business address cannor be a Post Office Box

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

4) Fax Number: (617)983-4196

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

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 Snbspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AOA| Certificate/Subspecialty Delete?
Qbstetrics & Gynecology ABMS Obstetrics and Gynecology Q
. O
) 0
O

Page1of9
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Massachusetts Physician Renewal Application

Physician Name: Alice G Mark, M.D. License No.: 216999 *

i

(See Renewql Instructions, page 4.) Please make corrections as necessary s
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice “f

a) Massachusetts:
b) Federal (DEA); - 9) States where you were previously licensed

¢) Federal (DEA) XS:

iy
3

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

List the names of all work sites in Massachusetts Location State Delete?
(See above and description on page 4.} (City or Town) ’
Brigham & Women's Hospital O
Souttern Jamaica Plain Healih e, FMowmoaxca P@in ™A O
| Women'S Heod# i o€ Cheshag Hill MA -
O
O

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

Average weekly hours involved in: a) inpatient care  _30  hrs/wk Change to: hrs/wk
b) outpatient care 30 _ hrsawk Change 10 hrsfwk

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

Insurance Carrier (complete below)

Current Insurance Carrier: CRICO Change to:
Policy dates:  From f /{ / 6% Tof2- B /0
Type of Policy: E Claims made with tail coverage U Occurrence Policy

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

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

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

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

O Otherwise exempt (Please explaing.

13) Do you perform any surgery in your Massachusetts office? {Sez Renewal Instructions, page 5.)

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

Page 20f 8



Massachusetts Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

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.e., any claims that have
not been finally settled or finally adjudicated?
15) CLAIMS CLOSED
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?
16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any ciaims, other than medical malpractice claims, filed against you during
this time period? .
b} Resoived: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period? —

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending against you?

18y INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,

employer or professional association?

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

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

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

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federa! 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 Hability 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? HY‘-‘S [d No

b} If no, are you reqiiesting a CME waiver? (OYes O No

A CME waiver request form must be submitted at feast 30 days prier 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 30f9
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Massachusetts Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

PART C

Check One: PHYSICIAN PROFILE

T'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 specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

(1 Thave 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 11.)

(A%
L

]

iy

-

CERTIFICATIONS

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

2) I certify that T have complied with my obligations to report abuse or neglect of disabled'persons pursuant to G.L. ¢. 19C, sec. 10, and
[ understand the punishment for failure to comply.

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

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

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

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

7) I certify that | 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.

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

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

10} I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.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 the Patient Care Assessment Regulations, 243 C.M.R. 3.00 et seg. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board,

12) 1 certify that I have complied with my obligations to disclose my ownership interest in any parinership, corporation, firm or other
legal entity to which I have referred a patient for physical therapy services pursuant to G L. ¢. 1 12, sec. 12AA.

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

Signature; % ———TT Date: lp / 20 / O;L

MAKE A(I,/OPY OF YOUR APP AND ALL ATTACHMENTS BEFORE MAILING, YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES,

Page 5 of 9




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

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the
use of the National Practitioner Identifier (NP1}, a unique identifier for health care providers. The
NPI program is overseen by the Centers for Medicare and Medicaid Services (CMS) under the
Department of Health and Human Services, Under the final HIPAA NPI rule, all individual and
organization covered providers will be required to obtain a NPI by May 23, 2007. Without this
number, you may be ineligible for reimbursement from federally-funded benefits programs. Asa
condition for renewal of your license, you must complete the NPI form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their
NPI numbers. In addition to providing this service for physicians, the Board is the designated
repository for electronic storage and dissemination of the NPI number. By having your NP] in this
central repository, we hope to reduce the amount of administrative duplication in your office.

Please follow the instructions on the NPI form. If you already have a NPI number, you may enter it in
the space provided. If you have not yet submitted an application for 2 NPI number, you may request
that the Board apply for the NPI number on your behalf. You must sign and date the NPI form to
authorize the Board to provide the NPI to authorized entities. Should you need any assistance in
completing the NP1 form, please contact the NP1 coordinator at (617) 654-9810.

I would also like to take this opportunity to thank you for your continued service to the citizens of the
Commonwealth.

Sincerely,

/L’Lﬂu—u—m

Martin C. Crane, M.D.
Board Chair

Please complete the NP1 form on the following page.

Page6 of 9
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Massachusetts Physician Renewal Application 5
Physician Name; Alice G Mark, M.D. License No,: 216999 [“};

NATIONAL PROVIDER IDENTIFIER (NPI} ':;

The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. D
The NPI will replace all other identifiers assigned to heaith 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 NPY by May 23, 2007.

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

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

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NPT Number,

. you must notify the Board. Piease complete the NPI form at the Board's web site at www.massmedboard.org.

Option 3: Certify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply
institution's name). Once you have received 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 behalf,

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

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

ﬁ My current NPI is: m D m

E3 1have personaily applied for an NPI. (You must provide your NPI number to the Board when received.)
O 1have applied for an NPI using a third party (enter name): (follow instructions for Option 3)

0 By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NP1 on my behalf.
O As an inactive physician, I do not wish to obtain an NPL,

HIPAA TAXONOMY CODES

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

Taxonomy (Specialty) Code Taxonomy Description (Print)
Primary Provider Taxonomy: @ E)] EI @ E [a EE OF ] g un
I

Provider Taxonomy: I:I D I:lj D D D D m ry
Provider Taxonomy: D [:] [:D D D D D m

NPT REQUIRED IN MATION

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): Pkt =) Country of Birth (if outside the US):

Gender: [] Male B, Female

Penalties for Falsifving Information on the
18 U.8.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and wilifully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any 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.8.C. 357 1(d) also authorizes fines of up 1o twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for issemination
Check one box: P1 authorize [ Fdo not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, he pfan, or health organization.

Please sign and datefo conflrm that all of the information on this form is true and accurate.

e Date: {o / /2103

Signature;

74
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Massachusetts Physician Renewal Application

\ Pliysman Name: Alice G Mark : License No.: 216959
PART A
1) Current Status: Active Renewal Due Date; 08/05/2005 Birth Date:

If you want 1o change your current status, please check one of the following boxes to md:cate your new status;
(Check only one). (See Renewal Instructions, page 3.)
Active O Retiring L3 Inactive 3 Do not wish to renew

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

Business addresses CANNOT be a Post Office Box. o )
A Please make coriections {print)

28) MAILING ADDRESS
Mailing Address:
City/Town: State:
Zip: Country:
O Check here 1o change this, @ @
2b) HOME ADDRESS @ / W Home Address:
i/ Town: State;
K p: Country:
Phone: Rt 804 Home Telephone: ( ) 7
[ Check here to change this ada‘rm 4 Home address cannot be a Post Office Box
2¢c) BUSINESS ADDRESS " Business Address:
_ B&W's Hospital - Dept. of Ob/Gyn ' L ! . .
75 Francis Street | CiyfTown: - © e Stater
Boston, MA (}21_15 o . zipr ~ Country: .
o o ’ : Bust Telephone:
Phone: (617)732-6660 Ext. 34579 usiness Telephone: (.)

[ Check here io change this address _ Business address cannot be g Post Office Box

3) E-mail Address: -

4) Fax Number: —-ZPI? - 92'3 ""q i ?Lﬂ

5) Specialties (See Renewal Insfrucfions, page4.) Delete? - Additional specialties:
Obstetrics and Gynecology ] '
0
O

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

List Certifying Board(s} below: | Update General Certificates and Subspecialty Certificates
R below. Please add additional Cértifications as required.
Board Name . ABMS or AQA | Certificate/Subspeciaity = - . - Correct” Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology X o
O ]
o 0
(] (m I

Page 1 of §



Massachusetts Physician Renewal Application

. .Pﬁysician Name; Alice G Mark License No.: 21659%
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers, if any: 8a) Other statés where you are pow licensed to practice (Abbr.)
a) Massachusetts:
b) Federal (DEA): 8h) States where you were previously licensed (Abbr.)
¢) Federal (DEA) X5S:

9) What is your principal work setting? (See Renewal Instructions, paged,)
Principal Work Setting: Hospital Change to:

Please enter the gpproximate number of work hours at your principal work setting: _5_&

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 bookiet). 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 yoa provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additiona)

facilities on a separate sheet, if necessary.

No Affiliations [] Please enter the approximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4,) Delete? Current Sl Cmgéf,,,g, # l’:ﬁ:so:i’:gfnk
Brigham & Women's Hospital * _ a < 30
Southen Jarvica Plam Heottth Bt D X 3590
| Wonvns Haltn Cudcec 822 Fralshn O | «< ' 5
7 .
O
0
0
(]

11) Care of patients in Massachusetts (See Renewal Instructions, paged.)
Average weekly hours involved in: a) inpatient care  _20 _ hrs/wk Change to: 30 hrs/wk
" b) outpatient care  _ 20 _ hrs/wk Change to: A0 hrstwk

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

ﬂ Insurance Carrier {complete below)

Current Insurance Carrier: CRICO Change t0:
Policy dates:  From / 1/ 1pT To )23/ ¢
(required)

O Letter of Credit subject to Board approval (aftach a copy)
B tam registering with Active status but I am not required to have medical liability insurance because I am;

. Check one: ‘ .
[J Not involved with direct or indirect patient care in Massachusetts

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

Page 2 of 5
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Massachusetts Physwlan Renewal Application

Physu:lan Name: Alice G Mark License No.: 216999

-
.

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

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

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

license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5.)

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

!

14y CLAIMS MADE
a) New: Has any medical malpractice cJaim 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? .

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

resolved, settled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.
“a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you

during this time period?
b} Resolved: Have you resolved, settled or ad)udlcated any lawsuits, other than miedical ma}practlce

c}alms 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 governmental authority, health care facility, group practice or professional society or association?

19) Has your privilege o possess, dispense or prescribe controlfed 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 refated 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?

22y CME CERTIF]CATION
) Have you completed your CME requirements precedmg your renewal date? KYES 0 No

b} I no, are you requesting a CME waiver?
" {3 Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your license expiration date. (See Renewal Instructions, page 8.)
¢} If you are exernpt 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 5



. Massachusetts Physician Renewal Application
" Physician Name: Alice G Mark License No.: 216999

PHYSICIAN PROFILE

ﬂ I have reviewed my Physician Profile at profiles. massmedboard.org and confirm that the information is accurate,
L1  1have reviewed my Physician Profile and attached a copy of the Profile with corvections.

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

CERTIF, ICAT}ONS

1) 1 certify that | have complied with my obligations to report abuse or neglect of children pursuant to G.L. . 119, sec. 514,
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 I understand the punishment for failure to comply.

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

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

5) I certify that 1 have complied with my 6bligati ons 10 report the treatment of victims of rape or sexual assault pursuant to
G.l..c. 112, sec. 12A 1/2. ‘ :

6) I certify that | have comiplied with my obligations to report a physician to the Board of Medicine, pilrsuant toG.L.c. 112,

sec. 5F, when 1 have a reasonable basis to believe that person violated any provisions of G.L. c. 112, sec. 5 or any Board
regulation. .

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

8) 1 certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I
understand that, pursuant 10 G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless I make these

certifications under penalties of perjury.

9} I centify that | have complied with my obligations related to the reporting of employees and contractors pursuant to G.L.
€.62E.

10) ! certify that | have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. 1194,

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

Under penalfies 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 containel\herein is true, correct, and complete. I authorize the Board of Registration in
Medicine to acgess any gnd all criminal case information on me held by the Massachusetts
Criminal Histbry Systerts Board.

Signature:

— Date: 0 /1 1 O

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

Page 50f 5
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pRINTNAME: _Alice G, Marle DIE‘@"I” ““L1=N DATE: 3 /10 /0% @

A

SUPPLEMENT FORM

AR 12008 bl

.....

IMPORTANT NOTE: If you answer “yes” to any o the ¢ guestio .must provide the additional h
information on pages 4-10. Regis tra%on n Mgd,f.m i

QUESTIONS

1.

G-A.

6-B.

Applicant’s Signature:

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

Have you ever been terminated or granted a leave of absence by a medical school or medical
post-graduate fraining program or have you ever withdrawn from a medical school or medical
postgraduate training program or had to repeat a year of postgraduate {raining?

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

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

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

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

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

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

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

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

AW Date:g /0 1 05
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MEDICAL EDUCATION VERIFICATION

APPLICARNT INSTRITIO

. : Please complete the waiver for release of information and forward this form 1o your university/medica} school{s) or unjversity
of graduation _*. Carification.

Waiver for Release of Information

} authorize the medica schoolidnivi ity listad below to provids any and all information periaining to my medical education at your institution.

Applicant's Signature: < Date of Birth _
Print or Type Name: AT \ﬂ.n\u CE & . Social Security No: __
(Last :mam (First Name) (Middis minal)

Other Name(s) OARNNHIZ | pr 21 Pen i lal = [P
(Please or print name(s) N
Name of Medical Schook: LI k) I 2% S
Address: ciy AV State or Province: _ AJ .W\

Please complete this form and forward it, together with a copy of the official transcript (which indicates courses taken,
dates and hours of attendance, and scores, grades, or evaluations) and maif it to the Board of Registration in Medicine.

PPLICANT" C NAL HISTORY

“i name of institufion was different from the above named institution when applicant attended, please enter name befow:

Premedical Education: Does your school have a premedical school education requirement? D Yes @\ No
If “yes,” indicate where the applicant completed pramedical school.
Applicant’s Undergraduate Schaool:

Undergraduate School Address:

{Continued on page 2)
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Enroliment and ﬁm&nwvmncn“lwfq q%mm. indicate that - Medical Education Verification - 2
Indpermen \“& €e &,
{type or print the applicant's name): (Last nama) (First name) (Middle initial)

attended our medicat school on the following dates {indicate the month, day and year in the section beiow):

ATTENDANCE DATES: FROM I0 FROM TO
& _RS 175 26 107,9¢ a7 107 178 95 19199
g2 .ﬁum 19¢ 2o |/ 127 / / f 7
de K30 197 J6 16 5% 1 I
The applicant attended N&N:SS_ weeks of continuing oncampus education, not less than 32 weeks in each academic year and
chack one a was awarded a degres in Ve »ﬁ dremé on (monthvdayivears G S /2 ; §2

D was NOT awarded degree. Please expiain reason{s).

Unusual Circumstances: The following questions apply to unusual circumstances that occumed during apy part of the applicant's medical education.

YES NO
1. Did the applicant take any leaves of absence or breaks from hisihet medical education?
2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any nagative reports ever filed by instructors regarding the applicant?
COMMENTS:
Aty T ’ ‘ 7
AFFIX INSTITUTIONAL SEAL HERE - Q o F § e
1 .
Signature: cnter, €.

(if the institution does not have a seal, this form must be % Z /%\ 7
notarized) INTERNATIONAL MEDICAL SGHOOLS MUST . . . v £ 2

ATTACH A COPY OF THE MEDICAL SCHOOL DIPLoMa it Name:( AR/ (£K27
AND A TRANSCRIPT OR PROVIDE AN EXPLANATION. 7. \vm T

Date:O3 178 14903 Telephone: £7/A ) 305~ 3273~
Seal Verified .

NATE: .\Wﬁ : Mwﬁnvw This form will not be accepted unless it is stamped with the institutional seal or notarized.

HTIALS: —




Dlediony

00330:20&5 of z_mwmmn::mmnm Board of mmm*m:.mﬁ.o: in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118

(617) 6549810 www.massmedboard.org

~POSTGRADUATE TRAINING VERIFICATION

-

Applicant’s Signature:
Print or Type Name:

_ﬁ\\.

_ mcﬁzo:Nm the release of information from my posigraduate training program listed below, as requested by the
gmmmmn:cmmnm Board of Registration in Medicine.

Date: .W\xO\nFMV

@? Nauic.  had

Name of Institution: LI.%I\QNBD,@EQ hnu.@.\fh&) L \LJA ..nU\ \nhlm

STR

Please complete this form and forward it to the applicant in a seated
program, please submit documentation of the rota

Name of Institution:

If name of institution was differert when applicant attended, pleasa enter name:

O THE

\W_ﬁa

tions, dates m:n hours of training.
G e £ W Sl

. the awvmnﬁm:ﬂd mﬁo@: _.m#%m.&m_m

Ul

Dﬁ ppR - 12003

. f
Enrollment and Participation: Our records indicate that Hlce an e Atr) umanfomﬂma Em%%%.m ]
{Print appficant’s name)
Dates Attended Accredited By
Program Type PGY Department or {MONTH/DAY/YEAR) Completed {ACGME, RSC, ADA
{intermship, residency, {1.2,3,4) | type of specialty FROM 10 (YES/NO) or not accredited
fellowship} training )
itz / Glofeg | Lladow| & - ﬁn%\\gmu
Kes pom 2 Welow | &6/5ky| ¢y
3 Zilor | ¢hwsrl &
v Wiloz. | bhaos ¢

(Continued on page 2}



POSTGRADUATE VERIFICATION FORM PAGE - 2
APPLICANT'S NAME: Kﬁ\.@ \d&&& Mo k_

Unusual Circumstances: The following questions apply to unusual circumstances that

occurred during any part of the applicant’s medical education.
Please cirde the approptiate response. if you answer yes to any of these qusstions,

please enclose an explanation.

QUESTIONS YES NO

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

2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

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

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

6. During the applicant's participation, our postgraduate medical training [ was aceredited vﬁﬁm\nﬁogm Tlother:

COMMENTS: \QS FXce \aV\R. R&\Q\n\%&

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

AFFIX INSTITUTIONAL SEAL HERE §\
Program Director's Signature:

(If the institution does not have a seal, Print Name: N \W\.TP Bt& iy s U
this form must be notarized by a notary

pubtiic). Academic Title: Qr%:x\nl

Telephone: A&. m ) 132 %ﬁwm. Today's Date: 1o I3

=2 e (D

PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE
ACROSS THE SEAL OF THE ENVELOPE.
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Commonwealth of Massachusetts Board of Registration in Medicine *-
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617) 654-9810 http://www.massmedboard.org - )

85 you will
. This completed renewa

AL 15 203 f;;:

need copies for credentialing and other pu
green envelope gf least ¢ weeks before your

poard of

*Add late fee of $25.00, if necessary. .
. . 04:straier a1 dicing .
Please review carefully the following far“’m-at%(n o'raaé'ﬁf’é'@-an completeness. Make any corrections or
alterations as required. All questions must be answered or your renewal will be delayed,

1. Current Status:  Active Registration No,: 216999 Renewal Date; 09/02/2003
If you want to change your current status, please check one of the following boxes to indicate your new status: {(Check only one)
Mﬁve ] Retiring (see instructions) [ Inactive (see instructions) {1 Do not wish to renew

Please make corrections (print)

[ Other Name(s) [ﬁ—Name Change (enter name below)

2. Other Name(s), if any, under which you were licensed:

A) Mailing/Business Address:
3. Alice GMak

Mailing Address:
City/Town: State:

Zip: Country:

B) Home Address:

Business Address:
City/Town: State:
Zip: Country:
Business Telephone: { )

Home Address:

City/Town: State:

Home Phone: ' Zip: Country: "
) Home Telephone:  { )

Business Phone:  (617)732-6660 PLEASE NOTE: Only on¢ address can be a P.O, box. The

mailing address cannot be a P.0. Box.

Physician Registration Renewal Application' - /’?’f:;;g

4. a) Date of Birth: : b) Sex: F 7. Current American Board of Medical Specialties Certification (Se¢ Table 2)

o) SS#: Code: O <.:r Code:
8.Drug License Numbers, if any:

5. a) Name of Medical School: ..
Columbia Univ. College of Physicians & Surgeans Z)) ii::;:iﬁiﬁg: o

b) Year Graduated:iggg c) Degree: M.D.
6. Specialty Code(s) (See Table 1)

9. a) Other states where you are now licensed to practice (Abbr,)

Codef(s) {I;iours r Week in Mag b) States where you were previously licensed (Abbr,)
086 0 40

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 Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). ___ No affiliations.
Facility Code: 2 _Z— j_ / _&AP} {OC % Facility Code:______/__(AP) % FacilityCode: /(AP %
Facility Code: ____ _ / _ (AP) % FacilityCode:____ /  (AP) % FacilityCode; ./ (AP) %

1 999, print name(s):

i §
*:!El'! [
o

[

!‘:\‘I'n {

s



PRINT YOUR LAST NAME: _ MARK LICENSE NUMBER: _2,(,999 __

11,

12.

13,

My medical malpractice insurance is covered by J30 Insurance Carries ] Letter of Credit
Insurer’s name. (Required):_ AR1¢ ¢ Policy dates: From: _/ /[ /A% To: 2./ 3} /03

Alternatively, indicate as follows:| ] am registering with Active status but I am not covered by medical malpractice insurance
because I am: Check One: [} N{ot involved in direct/indirect pationt carc in Massachusetts (] A government employee,
[T Otherwise exempt Please explain exemption: N0 Covirase 7/1/03~ 4/1/03. Reowmes 4/1/o3

What is your principal work setting? (See Table 4) [ © If you are affiliated with a heaithcare facility or credentialed
for the provision of patient care ydu must complete guestion #10 on page 1 and list your affiliations.

A 111
Care of patients in Massachusetts (see instruction booklet), L
1) Average weekly hours invd,lved in: A) inpatient care 20  mrsiwk B) outpatient care £ & hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? 2. %

PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTIONS

Questiens 14 through Leier 10 the iperiod since vou slened vo peL venewal application, Check either YES or NO {n each
guestion, Provide detalls on Ferm R/for a}l YES answers (except auestion 22). Refer to instructions fo additional information
anq definitions, ALL guestions In this section must be answered, Do not answer A or the form will be incomplete and dels
Your renewal.

YES NQ

14,
15,

16.

17.
18,
19,

20.
2L

22.

1 hereby ¢

Signature;

E (New or \p): Has any medical malpractice claim been made against you that has not
yet been finally setiled or adjudic. whether or not a lawsuit was filed in relation to the claim?
CLAIMS (Resolved); Has any medical malpractice claim that has besn made against you been settled,

adjudicated, or otherwise resolved, whether of not a lawsuit was filed in relation to the claim?
Has any lawsuit, other than a medical malpractice suit, which js 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? ;
Have you been charged with any chmamaI offense?

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

Has your privilege to possess, dispjnse or prescribe controlled substances been suspended, revoked, denied,

restricted by, or surrendered to any siate or federal agency?

Have you withdrawn an epplication for a medical license or been denied a medical license for any reason?
Has any professional lisbility insurénce 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 o‘f terminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?

CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? (] Yes [] No

{] CME Waiver. CME waiver foim must be submitted at least 30 days prior to license expiration date.

CME EXEMPTIQN: Check ope: (] Inactive status K Residency/Fellowskip training (See instructions).

See Instructions for CME walver or exemptions. Do not submit documentation of your CMEs with application,

s Pursvant to G.L. c. 112, Sec IAL I'understand my obligations to report abuse or neglect of children under G.L. c. 119, Sec. 51A

and the punishment for failure to comply,
¢  Pursuantto G.L. c. 112, Sec. Z,Ei will not charge to or collect from a Medicare beneficiary more then the Medicare fee schedule

amount.
* Pursuantto G.L. ¢. 62C, 49A, Iicertify that I have complied with all laws of the Commonwealth related to the filing of
Massach state tax returns and payment of al} Massachusetts state taxes; reporting of employees and contractors under

GlL.¢c d withholding and remitting child support pursuant to G.L. ¢. 119A. (See instructions).
/t?un e%he penalties ij perjury that all information on this Renewsl Application, Part B and Form R is true.
i
R ‘ Date: i Il 103
0

UST SIG ) IN PART B, WITH YOUR RENEWAL APPLICATI
Board Regulations reguire that you notify the Board, in writin ange of address

MAKE A COPY OF YOU]* APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




Dr. Alice G Mark Q\ l é ‘i(iﬁ . License Number: 216999
NATIONAL PROVIDER IDENTIFIER (NPJ) 0

The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. —'
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs
and health care purchasers for purposes of conducting these business transactions, =)

=4
Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NP 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 NP1, You can apply for-an NPI directly by using the NPPES web
site at www.NPPES cms.hhs.gov. _ y

Option 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 NPI form at the Board's web site at www.massmedboard.ors.

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

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

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

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

)gMy current NPJ is: [Z]EE@ m [Z’

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

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

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to enciosed Taxonomy Code List). In addition to providing the taxonomy
code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider taxonomy code is required if yoy
authorize BORIM to apply for an NPI on your behalf.

Taxonomy (Specialty) Code Taxonomi Description (Print)
Primary Provider Taxonomy: E' !E] [a ED:I EIZ] ) S < o

Provider Taxonomy: D D D:I D D D D m
Provider Taxonomy: D I:l D—__I D 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 required if you authorize BORIM to apply for an NPI on your behalf.

Social Security Number:
State of Birth (if US): 2 Country of Bitth (if outside the US):

Gender: [ Male 5 Female

Penalties for Falsifying Information on the National Provider Identifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any maiter 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, 357 1(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination

Check gne box:)ﬂ 1authorize [ Ido not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, th'plan, or health organization.

Please sign and d

%nf ra that all of the information on this form is true and accurate,

- ﬁ_% Date:‘gl;‘"lo}

Signature:
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B, [ Massachusetts Board of Registration in Medicine
2\ EGEDYE ‘F‘i 560 Harrison Avenue, Suite G-4

N . o Boston, MA 02118 ‘

Jl | MER O 2 255 o 617-654-9810
i www.massmedboard.org

3y

Dr. Alice G Mark 03/01/2007

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the use of the
National Practitioner Identifier (NPI), a unique identifier for health care providers. The NPI program is overseen by
the Centers for Medicare and Medicaid Services (CMS) under the Department of Health and Human Services.
Under the final HIPAA NP rule, all individual and organization covered providers will be required to obtain a NPI
by May 23, 2007. Without this number, you may be ineligible for reimbursement from federally-funded benefits
programs. As a condition for renewal of your license, you must complete the NPI form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their NPI numbers.
In addition to providing this service for physicians, the Board is the designated repository for electronic storage and
dissemination of the NPI number. By having your NP! in this central repository, we hope to reduce the amount of
administrative duplication in your office.

Please follow the instructions on the NPI form on the back of this letter. If you already have a NPI number, you

must enter it in the space provided. If you have not yet submitted an application for a NP1 number, you may request
that the Board apply for the NP1 number on your behalf, or you must indicate that it is being requested by another
entity. You must check one of the boxes regarding NPI and you must sign and date the form to authorize the Board
to provide the NPI number to authorized entities, although this is not required. Should you need any assistance in
completing the NP] form, please contact the NPI coordinator at (617) 654-9810.

I would also like to take this opportunity to thank you for your continued service to the citizens of the
Commonwealth.

Sincerely,

Martin C. Crane, M.D.
Board Chair

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



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216899

Current Status: Active License Expiration Date: 9/2/2009
1) Activity Status: Active
2] Address & Contact Information

Mailing Address: Boston Medical Center
850 Harrison Avenue YACC 4S-39
Boston
Massachusetts - 02118
United States of America

Home Address:

Business Address: Baoston Medical Center
850 Harrison Avenue YACC 48-39
Boston
Massachusetts - 02118
United States of America
(617) 414-7379

3) Emai! Address:
4) Fax Number: (617) 414-3766

5} Specialties
Obstetrics and Gynecology

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

ABMS/AOA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Prug License Numbers
Massachusetts Federal (DEA) Federal (DEA) XS

8) Other states where you are now iicensed to practice
None Reported

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, ete

WorkSite Location
Boston University Medical Ctr Hospital Boston, MA

Page 1 of 5 Date; 7/1/2009 Time: 9:57 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216809

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

12) Medical! Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Boston Medical Insurance Co, 6/30/2009 6/30/2010 Claims made with tail coverage

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

14} Claims Made ,
a) New: Have you received notification of a claim, whether or nat a lawsuit was fited on that claim, or has

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

15) Claims Closed ) . _ )
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

18) Other Civil Lawsuits _ . o
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 period?

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

18) Other Civil Lawsuits o _ . .
a) Have you withdrawn an application to any governmental authority, heaith care facility, group practice

employer of professional association?

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

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

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

19) Have your privileges to possess, dispense or prescribe 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 appiication 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?
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Commeonwealth of Massachusetts

Board of Registration in Medicine
— Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Categorz 1 and 80 hours in: Category 2) for this Yes
renewal period? (If you are in an approved Residency/ ellowship program, please answer Yes)

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

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

Page 3 of 5 Date: 7/1/2008 Time: 9:57 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

Compliance with Legal Responsibilities

Online profile: ,
I have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and agree to comply with my obligations to report abuse or negiect of children pursuart to
M.G.L ¢ 1M9sec. 51A and | understand the punishment for failure to comply.

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

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

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

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

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

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

8) | understand and have complied with my cbligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 48A, my license shall not be
issued or renewed unless | make this certification under penaities of perjury.

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

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

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

12)! understand and agree to comply with rn\{, obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which | have referred a patient for physical therapy services,

pursuantto M.G.L c. 112 sec. 12AA.

13)1 am aware of my obfigations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
[dentifier {NP1) number.

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

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

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

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

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Alice G Mark, M.D. License No.: 216998

c

urrent Status: Active License Expiration Date: 9/2/2011

1} Activity Status: Active

2) Address & Contact Information

3)
4)
5)

€)

8)

9)

Mailing Address:

Home Address:

Business Address;

Email Address:
Fax Number:

Specialties
Obstetrics and Gynecology

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

ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Chstetrics and Gynecology

Diug License Numbers
Massachusetts Federal (DEA) Federal (DEA) XS

Other states where you are now licensed to practice
Nene Reported

States where you were previously licensed
None Reported

10} Work Sites

List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinies, nursing homes, etc

WorkSite Location
None Reported
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 2165399

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

12) Medical Liability Insurance Information
[ am not required to have malpractice insurance.
Not involved with direct or indirect patient care in Massachusetts.

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

14) Claims Made , o _ _ .
a) New: Have you received notification of a claim, whether or not a fawsuit was filed on that claim, or has

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

16) Claims Closed .
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claimy been

resolved, settled, or adjudicated during this time period?

1€) 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 period?

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

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

employer or professional association®?

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

c} Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Regjistration in Medicine or any other state medical board, health care facility,

d) aeyprabies templayecbobentissijlive rgseckit mh@n by any governmental authority, health care
facility, group practice, employer or professianal association?

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

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

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

Board of Registration in Medicine
> Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Reciuirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

Compliance with Legal Responsibilities

Online profile;
[X}! have reviewed my Physician Profile and confirm that the information is accurate.,

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

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

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

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

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

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

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

8) | understand and have complied with my obligations to file Massachusetts tax returns and fo pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 48A, my license shall not be
issued or renewed uniess | make this certification under penaities of perjury.

) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L.. ¢. 82E Sec. 2.

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

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

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

13)| am aware of my obligations and responsibifities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
Identifier (NPI) number.

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

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

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

(X] Under penatties of perjury, 1 declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonweaith of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Alice G Mark, M.D. License No.: 216999

Current Status: Active License Expiration Date: 9/2/2013

1) Activity Status: Active

2} Address & Contact Information

3)
4)
5)

6)

7

8)

9)

Mailing Address:

Home Address:

Business Address:

Email Address:
Fax Number;

Specialties
Obstetrics and Gynecology

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

ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

Other states where you are now licensed to practice
None Reported

States where you were previously licensed
None Reported

10} Work Sites

List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Planned Parenthood League of Mass. 1055 Commonwealth Avenue Boston MA 02215

Page 1 of 7 Date: 7/2/2013 Time: 1:15 AM



Commonwealth of Massachusetis

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216899

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care O hrsiwk
b) outpatient care 5 hrsfwk

12) Medical Liability insurance information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Pittsburgh G1/01/2013 01/01/2014 Claims made with tai! coverage

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

14) Ciaims Made , o . ) _
a) New: Have you received notffication of a claim, whether or not a lawsuit was filed on that claim, or has

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

15) Claims Closed . _ ) _
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resoived, settled, or adjudicated during this time period?

16) Other Civil Lawsuits ) _ o
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: i-{avc(aj ';here been any claims, other than medical malpractice claims, filed against you during this
time period”

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

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

18) Other Issues
a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association”?
b} Have you ever taken a leave of absence from any health care facitity, group practice or employer?
¢} Have you been the subject of an investigation by any governmental authornty, including the
Massachusetts Board of Registration in Medicine or any other state medical board, heaith care facility,
group practice, employer or professional association?

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

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

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

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

Board of Registration in Medicine
- Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

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

Board of Registration in Medicine
~ Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

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

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

Board of Registration in Medicine
y Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216939

Compliance with Legal Responsibilities

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

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

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

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

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

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

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

7) |understand and agree to comﬁl¥ with my obli?atfons related to char%;ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. c. 112 sec. 2.

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

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

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

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

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

13)| am aware of my obligations and responsibilities under the Heaith Insurance Portabiity and Accountabitity
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board 2 National Provider
[dentifier (NP1 number.

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

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

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

[X] Under penalties of perjury, I declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my Knowledge and belief, |
certify that the information contained herein is true, accurate, and compiete.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216899

Current Status: Active License Expiration Date; 9/2/2015
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address:

3} Email Address:
4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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

ABMS/AOA  Board Name Certification Subspecialty
ABMS Cbstetrics & Gynecology Cbstetrics and Gynecology

7) Drug License Numbers
Massachusattc Federal (DEA} Federal (DEA) XS

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Planned Parenthood League of Mass. 1055 Commonwealth Avenue Boston MA 02215
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name; Alice G Mark, M.D. License No.: 2169989

11) Care of patients in Massachusetts
Average weekly hours involved in:  a} inpatient care 0 hrs/wk
b) outpatient care 5 hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Fiftsburgh 01/01/2015 01/01/2016 Claims made with tail coverage

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

14) Claims Made ) - _ _ _
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

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

16} Claims Closed A _ _
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 . . o
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

a) {}iew: Hava; "ghere been any claims, other than medical malpractice claims, filed against you during this
ime period”

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

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

18) Other Issues

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

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

c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facifity, group practice, employer or professionat 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 obsoiete 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?
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Commonwealth of Massachusetts

Board of Registration in Medicine
) Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216899

22) Have you completed all of the CPD requirements for this renewal cycie? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Alice G Mark, M.D. License No.; 216999

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

24} Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
) Physician Renewal Application

Physician Name: Alice G Mark, M.D. License No.; 216959

25) Electronic Health Records Proficiency

[ have demanstrated proficiency in the use of EHR by completion of 3 hours of a Category 1

EHR-related CPD course that discusses, at a minimum, the core and menu objectives and the Clinical
Quality Measures for Meaningfut Use.

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

Board of Registration in Medicine
‘ Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

Compliance with Legal Responsibilities

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

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

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

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

4) 1 understand and agree to comply with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A ang | understand the punishment for failure to comply.

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

8) ! understand and agree to cormnply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when | have a reasonable basis to believe that a person violated any
provisions of M.GL ¢ 112 sec. 5 or any Board regulation.

7) | understand and agree to comﬁry with my obfi?ations related to char?ing and collecting fees from Medicare
beneficiaries in accordance with the Medicare ee schedule, pursuanf to M.G.L. ¢. 112 sec. 2.

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

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

10}/ understand and agree to comply with my obligations related to the withholding and remitting of chiid
gUpport payments pursuant to M.G.L. ¢. 118A,

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

12)1 understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legat entity to which | have referred a patient for physical therapy services,
pursuant to M.G.L ¢, 112 sec. 12AA.

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

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

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

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

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

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Afice G Mark, M.D. License No.: 216999

c

urrent Status: Active License Expiration Date: 9/2/2017

1) Activity Status: Active

2) Address & Contact Information

3)
4)
5}

6)

7)

8)

9)

Mailing Address:

Home Address:

Business Address: 1090 Vermont Ave NW
Suite 1000
Washington

Massachusetts - 20005
United States of America
(202) 667-5881 - 295

Email Address: .

Fax Number;

Specialties

Obstetrics and Gynecology

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

ABMS/AOA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Cbstetrics and Gynecology

Drug License Numbers

Massachusetts Federal (DEA) Federal (DEA) XS

Other states where you are now licensed to practice

Texas

States where you were previously licensed
None Reported

10} Work Sites

List of all work sites in Massachusetts, including heaith care facilities (where you are credentialed), private
office, clinics, nursing horres, etc

WorkSite Location
Pianned Parenthood League of Mass. 1085 Commonwealth Avenue Boston MA 02215
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

11) Care of patients in Massachusetts
Average weekiy hours involved in:  a) inpatient care O hrs/wk
b) outpatient care 5 hrsiwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Pittsburgh 010172017 01/01/2018 Claims made with tail coverage

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

14) Claims Made ) o . _ )
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

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

16) Claims Closed _ ‘ _
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

fesolved, settied, or adjudicated during this time period?

16) Other Civil Lawsuits . o
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! 3-{3\.!((3j ;here been any claims, other than medical malpractice claims, fited against you during this
time period~

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

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

18) Other Issues

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

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

c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

189) 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 liabitity insurance carrier?
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_ Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216899

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

Page 3 of G Date: 6/29/2017 Time: 10:17 AM



—— Commonwealth of Massachuselts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216950

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Alice G Mark, M.D. License No.: 216999

Compliance with Legal Responsibilities

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

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

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

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

4) | understand and agree to comply with my obligations to report the treatrment of wounds, burns and other
infuries pursuant o M.G.L. c. 112 sec. 12A and | understand the punishment for failure to comply.

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

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

7} | understand and agree to comﬁly with rmy obli?ations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare lee schedule, pursuantto M.G.L. ¢. 112 sec. 2.

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

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

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

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

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

13)! am aware of my obligations and responsibilities under the Heaith Insurance Portability and Accountabifity
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider

identifier (NP number.

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

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

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

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