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950 MA ADC 32.08
950 CMR 32.08

CCODE OF MASSACHUSETTS
REGULATIONS
TI'FLE 950: OFFICE OF THE SECRETARY OF
THE COMMONWEALTH
CHAPTER 32.00: PUBLIC RECORDS ACCESS
Current through December 28, 2007, Register
#1094

32.08: Appeals

(13 Denial by Custodian. Where a custodian's
response to a record request made pursuant to 950
CMR 32.05(3) is that any record or portion of it is not
public, the custodian, within ten days of the request for
access, shall in writing set forth the reasons for such
denial. The denial shall specifically include the
exemption or exemptions in the definition of public
records upon which the denial is based. When
exemption (a) of M.G.L. ¢. 4. § 7, clause Twenty-sixth
is relied upon the custodian shall cite the operational
statute(s). Failure to make a written response within
ten days to any request for access shall be deemed a
denial of the request, The custodian shall advise the
person denied access of his or her remedies under 950
CMR 32.00 and M.G.L. ¢. 66. § 10(b).

(2) Appeal to the Supervisor. In the event that a person
requesting any record in the custody of a
governmental entity is denied access, or in the event
that there has not been compliance with any provision
of 950 CMR 32.00, the requester may appeal to the
Supervisor within 90 days. Such appeal shail be in
writing, and shall include a copy of the letter by which
the request was made and, if available, a copy of the
letter by which the custodian responded. The
Supervisor shall accept an appeal only from a person
who had made his or her record request in writing. An
oral request, while valid as a public record request
pursuant to 930 CMR 32 03(3), may not be the basis
of an appeal under 950 CMR 32.08.

It shall be within the discretion of the Supervisor
whether to open an appeal concerning a request for
public records.

The Supervisor may decline to accept an appeal from a
requester where the public records in question are the
subjects of disputes in active litigation, administrative
hearings or mediation.
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The Supervisor may decline to accept an appeal from a
requester if, in the opinion of the Supervisor, the
request is designed or intended to harass, intimidate or
assist in the commission of a crime.

The Supervisor may decline to accept an appeal from a
requester if, in the opinion of the Supervisor, the
public records request is made solely for a commercial

purpose.

Appeals in which there has been no communication
from the requester for six months may be closed at the
discretion of the Supervisor.

(3) Disposition of Appeals. The Supervisor shall,
within a reasonable time, investigate the
circumstances giving rise to an appeal and render a
written decision to the parties stating therein the
reason or reasons for such decision.

{4) Presumption. In all proceedings pursuant to 930
CMR 32.00, there shall be a presumption that the
record sought is public.

(3) Hearings. The Supervisor may conduct a hearing
pursuant to the provisions of 801 CMR [.00. Said
rules shall govern the conduct and procedure of all
hearings conducted pursuant to 950 CMR 32.08.
Nothing in 950 CMR 32,08 shall limit the Supervisor
from employing any administrative means available to
resolve summarily any appeal arising under 956 CMR
32.00.

(6) In-camera Inspections and Submissions of Data.
The Supervisor may require an inspection of the
requested record(s) /m camera during any
investigation or any proceeding initiated pursuant to
950 CMR 32.08. The Supervisor may require the
custodian to produce other records and information
necessary to reach a determination purswant to 950
CMR 32.08.

The Supervisor does not maintain custody of
documents received from a custodian pursuant to an
order by this office to submit records for an in-camera
review. The documents submitted for an in-camera
review do not fall within the definition of public
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records. SeeM.G.L. ¢, 66. 8 10(a) {2002 ed.).

Any public record request made to this office for
records being reviewed in-camera would necessarily
be denied as the office would not be the custodian of
those records. See9S0  CMR__32.03 (defining
"custodian” as the government employee who in the
normal course of his duties has access to or control
over records).

Upon a determination of the public record status of the
documents, they are promptly returned to the
custodian.

(7} Custodial Indexing of Records. The Supervisor
may require a custodian to compile an index of the
requested records where numerous records or a
lengthy record have been requested. Said index shall
meet the following requirements:

{(a) the index shali be contained in one document,
complete in itself;

(b) the index must adequately describe each
withheld record or deletion from a released
record;

(c) the index musi state the exemption or
exemptions claimed for each withheld record or
each deletion of a record; and,

(d) the descriptions of the withheld material and
the exemption or exemptions claimed for the
withheld material must be sufficiently specific to
permit the Supervisor to make a reasoned
judgment as to whether the material is exempt.
Nothing in 950 CMR 32.08 shail preclude the
Supervisor from employing alternative or
supplemental procedures to meet the particular
circumstances of each appeal.

{8) Conferences. At any time during the course of any
investigation or any proceeding, to the extent
practicable, where time, the nature of the investigation
or proceeding and the public interest permit, the
Supervisor, may order conferences for the purpose of
clarifying and simplifying issues and otherwise
facilitating or expediting the investigation or
proceeding,

The Supervisor does not maintain custody of
documents received from a custodian pursuant fo an
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order by this office to submit records for an in-camera
review. The documents submitted for an in-camera
review do not fall within the definition of public
records. SeeM.G.L. c. 66, § 10(a) (2002 ed.).

Any public record request made to this office for
records being reviewed in-camera would necessarily
be denied as the office would not be the custodian of
those records. See950  CMR 3303 (defining
“custodian” as the government employee who in the
normal course of his duties has access to or control
over records).

Upon a determination of the public record status of the
documents, they are promptly returned to the
custodian

<(General Materials (GM) - References, Annotations,
or Tables>

Mass. Regs. Code tit. 950, § 32.08, 950 MA ADC
32.08

950 MA ADC 32.08
END OF DOCUMENT
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Commonweslth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

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

H A iEE RN Y

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope.
* Add late fec of $25.00, If necessary. /"inflme check with coupfan in BLUE eqwn!om,, ol i AT
4 o iy L‘ TR \3“‘:
LT ” =
Registration No.: 154756 Renewal Date: 0 . Current Status: Ac‘\ ve'; | ‘i v .
Dt : ' ~ i . i
A L L d
If you want to change your current status, please j bplow: (Check one). A
[ Active [ Retiring (see instructions) ﬂ/lmcuve (sef below *) [ Do bot “};I‘h to renew
eyt
o .
2. Other Name(s), if eny, under which you were licdnaed: Flgdse make correctlons (type or print)
Other Name(s):
A) Mailing/Business Address: _—
3. JANICE L LEE Mueiling Address:
City/Town: State:
Zipp______ Country:
B) Home Address:
Other Address:
City/Town: Siate:
Zip: Country:
Home Phone; Home: ( )
Business Phone: Business: { b
4. A)Date of Birth: Sex: F oo ofBith: (MDY). _J_/_ Se: ()M (JF
ByYSS®: T e e
Full Name of Medical Schoo!:
5. A) Name of Medical School;
Albany Medlcal College of Union University
B) Year Graduated: 1°'  C)Degree: MD- Year Gradusted: Degree: (] M.D. (] D.O.
6. Speciaity Code(s) (See Table }) Code(s) Hours Per Week in Mnssachusotts
Sol) o Hours g epk i H8¥%hecology ———
0 I£ OS, Print Specialty:
7. Current Amencan Board of Medical Speciaities Centification (See Table 2) Code: Code:
Code: Code: —
8. Drug License Numbers, if any: F )
A) Federal (DEA): h;:g?i (DEA):
B) Mussachusetis: )
9. A) Other states where you are now licenaed to practice
Abbr: €T Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr;

*If requesting Inactive status, you agree not to practice medicine, including writing preacriptions, in Massachusetts.
4
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PRINT NAME AND NUMBER: Last Name: _/ ce, Janlce (. Registation Number (S 7 S

10. Current healih care facilities at which you have completed the credentinling process for the provision of patient care. Supply 'i‘
the codes from Table 3 and place & check merk next to those hosith care facilitics where you have admitting privileges (AP). Nextito ¥
each facility, write the epproximate percentage of patient care hours that yov provide in each facility. -
Facility Code: G & L/ (AP) g2 % FacilityCode: [ (AP) % Facility Code: ¢ {AP) Yo Y

Facility Code: § @/ (AP)__J % FacilityCode:_____ /__ (AP) % Facility Code:_____ / (AP) %
If 999, print name(s):
11. My medical malpractice insurence is covered by a) Q7Insurance Carrier b)) [ Lettér of Credit

Neme of Insurer: 2 ro.Se é e :{—— Alternatively, indlcate as follows:

1 am registering with Active status but | am not covered by medical malpractice insurance because [ am (check one)
#) [} Notinvolved in direcVindirect petient care in Massachusetts b) (] Otherwise exempt
Please exphain exemption:
12. Are you cutrently in a post-graduate training program in Messachusetts as a resident or clinical fellow? (check one) (] Yes 130
13. A. What is your principal work setting? (See Tebled) _ 2 &4
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: (J  a) ompatientcare ____ hrs/wk b) inpatient care _____ hrsfwk
2) What is the approximate percentage of your patient care hours in primary care? _____ %

PART A - QUESTIONS REFER ONLY TO THE PAST TWO S

uestions 14 thr 22 refer to the past two (2) yea , Check either YES or N ] o ovide
details on Fo for all YE wers except for anesion 22. Refer to the instructi ooklet for additional information and

definitions. Yo nswer ALL guestions, or this form wilt be returned to vou and your license renewnl d
YES NO

14. CLAIMS MADE: Has any medical malpractice ¢laim been made against you that has not yet been finally
settied or adjudicated, whether or not a Jawsuit was filed in relation to the ¢laim?

15. CLAIMS RESOLVED; Has any medical melpractice claim thet has been made against you been settied,
edjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation 1o the claim?

16. Has any lawsuit, other than a medical melipracdice suit, which is related to your competency to practice medicine,
or your professional conduct in the practice of medicine, been filed against you or been saftled, adjudiceted or

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

18. Have you been formally 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 to possess, dispense or prescribe controlled substances been surrendered to or suspended,
revoked, denied or restricted by any state or federal agency?
20. Have you withdrawn an application for a medicel licenss or been denied a medica) license for eny reason?

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed eny condition related to professional competency or conduct on your coverage of have
you voluntarily restricted, flimited or terminated your insurance coverage if response to an inquiry by 2

professional Mabijlity insurance provider? .

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

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

s  Puarsuantto G.L. ¢. 112, § 2, 1 will not charge to or coliect from & Medicare beneficiary more than the Medicare fee schedale amount.

*»  FPorsvant to G.L. c. 62C, § 49A, to the best of my knowledge and belief, [ have filed all Massachusetts state tax retarns and paid ali
Massachusetts state taxes that are required under lasw, NOTE: This applies even if you reside out-of-atate or out of the United States,

s Porguant to G.L. c. 112, § 1A, I will fulfil my obligation to report abuse or neglect of children s required by G.L. ¢. 119, § S1A,
o [ lereby certify under the penaltles of perjury that all the information on the Renewal Application and Form R Is true.

Signature: J 4‘/ N ;-/2_9 Date: 12 /31 / _??

OU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
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Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

btp:/fwww.massmedbaard.org

Physician Registration Renewal Application

Before proceeding,
need coples for credentialing and nlhtr pu
gteen envelope 4 wecks belfore your rencwa

* Remit $250.00 for renewai fee.

+ Add late fee of $25.00, if necessary.
Please review carefully the following informati
alterations as required.

1. Curmrent Status: Inactive

Hoard of
agistration in Medicine

Regiswation No.: 154756

» Endlase check with coupon in RLUE envelope.

on Jor accuraty and completeness. Make any corrections or

Renewal Date: /1) 12002

If you want to change your current status, please check gag of the following boxes to indicate your ggw status: (Check only one)

7 Acrive O Retiring {see insguctions)

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

3. A) Mailinp/Business Address: T ——
JANICE L LEE
~B) Home Address: ‘QA'\
Home Phone:

Business Phone:

[Qféctivc {sct instructivns)

[ Do nor wish to renew

Please make corrections {rype or print)

Other Name(s):
—— _i-\-{'ajling Address:
= Taum: Suate:
Country:
s Address:
wn; State:
— . Country:
iss Telcpho:le { )
.Address:
City: fown: Statc:
Zip! Country:
Home Telephonc: )
PLEASE NOTE: No P.O. Box addresses for hame or
business addresses.

4. a) Date of Binth: b) Sex: E
¢} §S#:
S, ) Name of Medical School:

%;taynd e':;::al College of Unjon University

Al
b) Year 1974 egree:  aip

6. Specialty Code(s) (Scc Table 1)

Codefs) Hours per Week in Mass.
ORG- 0 Obs'ztiics and Gynecology
Gy~ () G- yneccfog 4

7. Current American Boanl of Medical Specialties Centification {See Table 2)
OCpde: Code:

8. Drug License Numbers, if any:
a) Federal (DEA):
b} Massachusetts:

9. a) Other states wherc you are now licensed to practice (Abbr.)
_

b) States where you were previously licensed (Abbr.)

10. Current health cate facilities at which you have completed

the credentialing process for the provision of patient care. {Supply

the codes from Juble 3 and piace & check mark next to those health care facilities where you have admitting privileges (AP).
Next 10 each facility, write the approximate percentage of patient care hours that you provide in each facility).

Facility Code: 4 4 3: / (AP} {QL/ % Faciliy Code:__ _ _/

Facility Code:

e d AP
1f 999, primt name(%)

% Facility Code:__

(AP)
(AP}

% Facility Code:______/

% Facility Code:.  _ /

1

PPRE]
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PRINT YOUR LASTNAME: __ (¢ &, LICENSE NUMBER: _J§ 4784

L]

—

LPE et -

11. My medical malpractice insurance is covered by a) @/lnsumncc Carrier b} [} Letter of Credit
Name of Insurer:_ Pero mautuwad {Proselec +) Alternatively, indicate as foflows:
A

I am registering with Active status but | am not covered by medical malpractice insurance because 1 am (check one)
g) [] Notinvolved in direct/indirect patieat care in Massachusens b) [J Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachuscits 2s a resident or clinical fellow? (check one) [ Yes [{INo

13. A. What is your principal work setting? (Sce Table 4) 2 &
B. Carc of patients in Magsachusetts {see instruction booklet).

1} Average weekly hours involved in: s) outpatient care _ {}  hrs/wk  b) inpatient care __(Q hrs/wk
2) What js the approximate percentage of your patient care hours in primary care? %
- RE ONLY TO THE PASTTWO () YEA
s 14 through 2 he past twa (2 onl heck either YES NOT N/A) to each i v
detaily on 1 YES answe uestlon 22, Rel‘er oth Instruction booklet for agl information and
deflnitions, You musi answer L i r this form will
IIES NO l
15. CLAIMS MADF: [Hes any medical malpractice claim been made against you that has not yer been finally
settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15, CLAIMS RESOLVED:; Has any medical malpractice claim that has been made against you been scttled,

adjudicated, or otherwise resolved, whether or not 2 lawsuit was filed in refation to the claim?

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

otherwise resolved?
17. Have you been charged with any criminal offense, other than a minor waffic vielaton? _ -

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

19. Has your privilege to posscss, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, o7 surrendered to any state or federal agency?
20. Have you withdrawn an application (or a medical license or been denied a medicsl license for any reason?

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

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

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewsl application,

Pursusat to G.L. e 112, § 2, T will not charge to or collect from » Medicare beneflciary more than the Medicare fee schedule amouvot.

Pursuant to G.1L. . 62C, § 494, to the best of my knowledge and belief, | heve fifed all Massackusetts state tax returns and paid ail
Massachusetts state taxes that are required uader law. NOTE: Tbis applies even If you reside out-of-state or out of the Lnited States.

o Pursuantio G.L c. 62C, § 47A, to the best of my knowledge and belicf, I am in compliance with M.G.H.C. 1194 reluting 10
withholding and remitting Child Support.
»  Pursuant to G.L. c. 112, § 1A, I will fulfill my obligation 1o report abuse or neglect of children as required by G.L. ¢, 119, § §1A.

» [ hereby certify under the penalities of perjury that all the infermation on the Renewal Application and Form R is true.

Sismmre:_ggau‘&.;_zm— mp Date: JQA ¢ $ /@]

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, 2

—— o ———————




Commonwealth of Massachusetts Board of Registration in Medi
Ten West Street, 3rd Floor, Boston, MA 02811 (617) 727-3086, ext. 320

Physician Registration Renewal Application /

. Before proceeding, please read the instruction booklet,

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

The Board will chargc a fee for each copy.
* Remit $250.00 for renewal fee,
+ Add late fee of $25.00, if necessary.

+ Return renewal appllcatlon ln G REEN envelope.

Registration No.: 154755

1. Activity Status: M Active
{Cheek only one) 0 Inective *(see below)

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

3. A)Mailing/Home Address:

JANICE L LEE, M.D.

B)Buainesa Address:
116 WEST AVENUE
GRT BARRINGTON, MA 01R30

Home Phone: )
Business Phone: (413)528-1470
4. A) Date of Birth: C) Sex:

B) Lic. Issue Date: 06/18/87 D) SSi#:
5. A) Name of Medical School:

Albany Medicsl College of Union
University

Renewal Date: 01/11/98

[ Retiring (see instructions)
() Do not wish to renew

Other Name(s):

Mailing Address:

City/Town: State:

Zip: Country:

Other Address:

City/Town: State:

Zip: Country:

Home: ( )
Business: )

Date of Bich (M/D/Y): _ /[ [ Sex (M)

Lic. Issue Date (M/D/YY. [/ 8S4:
Full Name of Medicat School:

B} Yeor Graduatcd 74 C)Degree: Mp Year Graduated: Degree (MD/DO):
6. Specislty Code(s} (See Table 1) Code(s) Hours Per Week in Mass,
Code(s)  Hours per Week in Mass. O R e L0
19):]c) 0 Obstetrice and Gynecology|— —
_ ff OS, Primt Specially;
7. Current American Board of Medical Specialties Certification (See Table 2)
Code: Code:

Code: pg Code:

8. Drug Eicense Numbers, if any:
A) Federal (DEAY:
B) Massachusetts:

9. A) Other states where you are now licensed to practice
Abbr:
B) States where you previousfy were licensed to practice
Abbr:

Federal (DEA):
Mass:

Abbr:

Abbr:

iy

R requesting nactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts

e

wav]

sii




PRINT NAME AND NUMBER: LastName: /-0 Jrpice ( Registration Number: j 5 & 7¢7¢

10. A. Current health cere facilities at which you have completed the credentialing process for the provision of patient care. Supply the codes from
Taple 3 and place 8 check mark next to those health care facilities where you have admitting privileges (AP).
\;l‘;aciiity Code {" Q_I_{AP) Facility Code:____ _ / (AP) Facility Code:
\/Facility Code: &7 ¢ H/_ (AP) Facility Code:

If 999, print name(s):

/__(AP)

I {AP) Facility Code: /_(AP)

ar— s e b

B. Additional health care facilitics at which you previously held privileges or with which you wers essociated in the past two {2) years.
{(See Table 3)

Facility Code: ] @ € Facility Code:____ __ Pacility Code;__
1 999, write Name(s):
i1. My medical malpractice insurance is covered by a) {/ lasurance Carrier b) Letar of Credit

Name of Insurer: Medlice L_Pca ;Qg,rg ;a.w_l_&zy_ﬁm_}__.tm_mm&_@' vtpam y

Allernatively, indicate as follows: I am registering with Active status but [ am not covered by medica! malpractice insurance because

__ Faeility Code:__ Facllity Code:__ _

i am (check one) &) Not invelved in directfindirect patient care in Massachusetts b) Otherwise excmpt
Micase explain cxemption:
£2. Are you cumvently in & post-graduate training program in Mass. as 8 resident or clinical fellow? (check ong) O Yes q No

13. A. What is your principal work scuing? (See Table 4) 20
B. Care of patients in Massachusens (sce instruction book et).
1) Average weekly hours invalved in: ) outpatienicare _ ZL(J hrafwk b} inpatientcare 2.0 hrs'wk
2) Whaet is the approximate percentoge of your palient care hours in primery carc? _$() %

PART A

Questions 14 through 22 refer to the past two {2) yeary only. Check either YES or NO {(NOT N/A) tq ench guestion, Provide
details on Form R for all YES answers except for question 22. Refer to the instruction bookiet for additignal information snd
de(initions.

IN THE PAST TWO (2) YEARS: YES NO

14, CLAIMS MADE: Has any medical malpractice claim been made against you thet has not yet been finally setiled or
ndjudicated, whether or not a lawsuit was fifed in relation to the elaim?

15. CLAIMS RESOLYED; Hasany medical malpractice claim that has been made agoinst you been settled, adjudicated, or
otherwise resolved, whether or not a Jawsuit was filed in relation to the claim?

16. Has any lawsuit, other than a medical malpractice suit, which is related (o your competency 1o praclice medicine, or your
professional conduct in the practice of medicine, been filed agninst you or heen settled, adjudicated ar otherwise reselved?

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

18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health case facility, group practice or professionsl saciety or associstion?

9. Haus your privilege to possess, dispensc or preseribe controlied substances been surrendered 1o or suspended, revoked,
denied or restricted by any stete or federal agency?

20. Have you withdrawn an applicatian {or a medicsl license or been denicd 8 medical license for any reason?

21. Hasany pmfessiana{liabiliry insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or
placed any conditlon related to professional competency or conduct on your coverage of have you voluntatily restricted,
limited or lerminated your insurance coverage in respanse to an inguiry by o professional liabilily insurance provider?

22. Heve you completed your CME requirements preceding your renewal date (see instruction bookiey)?

{] Waiver requested  (waiver form due 30 days peor to date of ticense expiration).  [7] Training Program cxemption

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

Signamrcw . P Date:_ji (AY 1 47

- - [P ——

3]

[P

g )
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THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE

FEZ: $350.00 TO BE SUBMITTED
27
re
: For Office Use Applicsion £
By: oo o
Form of F«:,ﬁ__ Cenilicate 2 v, - Date of Iss5ue /
Please Print SWORN STATEMENT /!
Date: Mat}l q; 1917
t
Name Jan(ce Louise lee. Ao
Firgt Al ir Layt
Datwc ol Binh . - S

Placcof Bink _Lachestex, MY _USA

. Phone #

« Medical Eduncation

School 3 School _ﬁLm_y__ﬁﬂﬁ.iLanLL_Lni&yL
LoastiAate i
Years Aended ¢ 1€ % {170 Years Auended, LA 2 ~[E2Y
Postgraduate Education & Hospital Appointments frow graduatig¢gn f£rop
edical o0 o _th ime
Piace Pesition . Dztes
perkshive meld. Cirn  Intevnp , Reolatfing Meddicd g e - 1E 7 Toc
Baxtiocd fJa?QJMI- Residenli Qb dyn (a5 - 1978 coaximy
A \‘|\J|h-"1"§'
o Aolivye sTa bt Q7% ~1995 {;\,_i__ lﬁ.;/‘m_
d’S,)r . "
Mmi. Sinal }Jg.‘}ﬁ;‘!i"n-ll Clinieagl Jfelinw QR - lax] Srele. )
ffax1$ ovel Heasp it Acd ive Sz £5 1950 " _pyepgnt
Is this your first full license?p/g If epolicable, plesse list a1}
ot states w e v £ icensed;

ConnecticaT

Other names under which you have been licensed: piona

List Specialrty Boards by which you are certified: g4 sfedcios g

ypnecolo6 4
{f"‘f aet )
REASON APPLYING FOR A MA LICENSE anl;cipati o poszidion lp  Ma
Anticipsted starting date if you have pds:tion pénding in

Massachusetts:_7 /_} /97

NOTE: Change of address must be submitted to the Board of
Registration in Medicine in writing. Pleasé include effective dates
of new address.

AFFIDAVIT OF APPLICANT:

1, the undersigned applicant, hereby certify that all information
included irn tnhis application for licensure constitutes a true
statement made under penalty of perjury.

QM;A\ w. ¥, oo i aY ] __‘Date:__-‘g:/_‘?’_/_ﬂ
SIGNATORE OF APPLICANT
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COMMONWEALTH OF MASSACHUSETTS BOARD OF REGISTRATION IN MERICINE SUPPLEMENT TO APPLICATION FOR BOENSE

TO BE COMPLETED BY APPLIGANT, PLEASE TYPE OR PRINT.
nave Janpfee L, Lee Day time phrone #: __ i
MAJUNG ADDRESS: . O Bualness Addresy:

i o)

 ——————————_——ie
Acress vrlountll: _ g WEp Sury

YOU ARF REGQUIRED TO COMPLETE THE QUESTIONS BELOW.
IMPORTANT NOTR: The Boart!'s regulations, 249 CMR 3.02, define "disolpinary action’ &3 Arfwred to In e questions on this appiication. Please consult
this defirdtion, which follows this portion of the application,
X8 NQ

1. Has any madioal Malpracion olaim been mace ageinst you in the IR e yean (whather or not o lEwsull

was filed in relation to the claim)? (You must complets Formn 18, atteciwd, for gaoh clalm)
2 HEve you svar been danied the right 1 peerticipats or snroll in any system whersty a third panty payw al) or

part of » patient's bRrT
L  Hyve you wer spplied kx Soersure of (o sXt for an saamibntion o taken &n sxamination under & difienent narne?

¥ 80, pOVAOUS fime: \
4. Heve you sves Daen claniact the priviiage of taling or finlshing &n exarminetion or been aooused of cheating and for f

FrProper 0ONGUGE during AN EXRMINENON OF ciftwits bien subiect 10 &y diseiptimry sction (es delinlion)

1 an soademis institution since your matiuizion in colege?
& Haw you sver faled any of the foliowing sconinstions: e FLEX exarmination, any eixte Botrd examinaton, tuiled Past (1 of tha

Nagionai Soarde or falied 10 gain SertMontion Som the Netlons] Board of Medioal Baminess?
8 Hawe you ever ialied a forsign Roensing or cerBfiontion examinstion?
Heve you ive1 besn dendad & mediont tioense, whether full, Emited or tetporary, for-any rexson? .
6. Have you svir hicd S8 priviiegss, empicymient o appointment in'a hospital or Cthar haaith oare institution
denied, Ruspended o revokad, or resigned from a medion et in ey of diseiplinary sction (see deftnltion)?
Are ey ool cfipolplinkry charges panding or hs &y Seolplinsry aoton (see definition) been tRéon sgaist you i the
Ins: tan years by any govemments! authority, by sty hospiial ar health care faollity, or by any prefessionsl .
macdios] axsocixtion @Entemational, nstional, eazs o looal)? |
10, MHave you ever wolumiasly suriandemd & ipenae to practios medicine of sy heaing an?
11, Have you sver witherown an sppdoaton for medioe! loenmure, hosphial priviages or eppointment, o7 Ry reasdi?
10 How you swer, for any resson, jost Amerioan Bpectatty Bourd Ourifiastion? .
18, Have you been dehled required roertifiontion by one or more specikity boardy? # yes, which gne{e)?

-
-

14, Have you. 82 sy timm, bean 8 Sefendant in any oriminad prooseding other t4an miner tratfio offenses?
18 Fis your piviiage to possess, dispenis or prescribe contoled subrances sver been suspendad, revoked, dented,
reatriothd of surrendand, ar have you been catied befars or wamed by this staie or wrry ¢ther
Juriecition Insluding & faterkl agenoy &t ety time?
18, Mave you wwr Yad vy emotional disturbence or mentad [Rnees witioh has impaired your sty to practos medioine
o 0 turotion & & studant of mexsioing?
17, Have you sver hasf &n organic Kiness which has impaired your abifity to praction medicine or to funotion s & st of medicine?
8. Are you now, of have you Daer: in the past, depandent upon aXoohal or dugs?
19, His any pretessionst Eabilty insurancd provider cethrittad, Srdted, terrninged, of koposed & GrGharga o YouT covenge?
20. Have you sver been ensolied in & meaidancy training programi(s) thal you did nct compiets?

*UAPORTANT: REE FOLLOWING PAGES FOR FURTHER (NPORMATION REGUIRED FOR YES' ANBWERR

HOTE ON QUEBTIONRS 16-18: The harm: that betalis physicians gnd patisrris allcs whan inpainnent poes undetscted snd umirested
by the tedios! protession ls devastating. mmwmmmnmmmdw

bafors irsparsiie harm (o the phyaician or patient oocurs.

P RESPONSED TO QUEBTIONS CHANGE DURNG THE TIME THE APPUICATION IS PENTING, THE APPLICANT MUIST MAXE THE BOARD AWARE OF THE
NEW SMFORMATION.

lmmmwwmmmuupmm or negiect of children pumtuant to ML 110 sea. S1A
Dweik react the Board's regrintions, 243 CMR 1.00 Swough 300 Tohbmdwmtmmqmﬂmwmwumhm

| hamtiy cartity under the penaity ©f parjury that all informatien on thit sppfication, (tront, back, ang &l atachments) ia rus.

SIGNATURE: }aﬁw e 7. 424 D DATE: 3/9/92




Commonwealth of Massachusetts Board of Reglstration in Medicine
560 Harrison Avenue, Sulte #G-4, Boston, MA 02118 - (617) 654-9810 httpe//www,massmedboard.org

Physician nglstratlon Renewal Application

i H ha ¥ M yol.l wnl
gval form wﬂh amchmems maist be returned in the

green envelope gf Izasy 4 wepks before your rénews! date.

P' f( i3 { =
*Remit $400.00 for renewsl fee (non-refundable) '« Return renewal application In GREEN envelope.
: +Add Jate fec of $25.00, If necessary, s
Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required. All questions must be answered or your renewal will be delayed.
1. Cumrent Status: Inactive Registration No.: 154756 Rencwal Date: 01/11/2004

If you want to change your current status, please check pne of the following hoxes to indicate your pew status: (Cheek only one)

[ Active 0 Retiring (see instructions)

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

A) Mailing/Business Address:
K} .!AN!CE L LEE

B) Home Address:

Home Phone:

Business Phone:

[0 inactive {see instructions) ) Do not wish to renew

Please make corrections (print)

_ﬁ Other Name(s) —ﬁ Neme Change (enter nams below)

Mailing Address: - .
City/Town: _ State

Zip, _ Country:

Business Address. o
City/Town: —__ Sater
Zip: Country:

Business ‘'elephone:

Home esg:_ —
City/Town: _ State:
Zip: — Country: __4

Home Telephone:

PLEASE NOTE: Only gng address can be a P.O. box. The
malling address cannot be a P.O, Box.

4, a) Date of Binh: ' b} Sex: F
c) S84

5. 8) Name of Medical School: o
Albany Medical College of Union University

b) Year (31'|al:luau=d:l 974 ¢} Degree: M.D.
6. Specialty Code(s) (See Tahle 1)
Hour per Week in Mass,
OoBG 0 Obsletrics and Gynecology

7. Current American Board of Medical Specialties Certification (See Tabis 2)
Code: OG Code:

B.Drug License Numbers, if any:
8) Federal (DEA):
by Massachusetts:

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

b) States where you were previousiy licensed (Abbr.)

2

10. E..lst ail current health care facilities at which you are affilisted 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 cere hours that you provide in each facility}). ___ No affilietions.

Facility Code: § 4 4/ (AP) j0 3 % Facility Code:
Facility Code: GG 8/ v/ (AP)____ % Facility Code:
If 999, print name(s):

___{AP) 4 Facility Code:__
. ___(AP) % Facility Code:

(AP) %
(AP .. .%

14

ar]

1SIONE0EECE = -

81



|

PRINT YOUR LAST NAME: __ L e LICENSE NUMBER: _Jcy 5% ¥

!

11. My medical maipractice insurance is covered by B’ Insurance Carrier [0 Letter of Credit ¥
Insurer's name. (Required): Pv';o 5@ fo A Policy dates: From: 0% /vt /zpedTor § /11 12 26y

Alternatively, indicate as follows: I am registering with Active status but 1 am not covered by medical malpractice insurance
beceuse I em; Check One: [] Not involved in direct/indirect patient care in Massachusetts [] A gavernment employee.
[ Otherwise exempt Please expldin exemption:

12, What is your printipal work setting? (See Table 4) _2 3 K you are affiliated with & healthcare facility or credentialed
for the provision of patient care yo;u must complete question #10 on page I and tist your affiliations.

13. Care of patients in Massachusetts (sce instruction booklot).
1} Average weekly hours invoived in: A)inpatientcare _ () hre/wk  B)outpatientcare ¢  hrs/wk
2) What is the approximate percentage of your patient care hours in primary care? %

PART A - QUESTIONS REFER ON TH ST TWO (2 ARS S CTIO

Questions 14 throueh 22 refer to the perfod sluce vou sieaed vo agt repewal apnlicatic heck efther YES or NO to each
question, Provide detalis en Form Rifor all YES ay ers {except question 22). Refer to [pa ctions for additionkl Information
G L AL LD l_;-'l : 5t D¢ AN RIS A E y BlE ARG elf
Your CENewal,

14, ng}: Has any medical malpractice claim been made against you that has not "

CLAIMS MADE (Now or Pending}
yet been finally settled or adjudica% whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS (Resolvedy; Has any medical malpractice claim that has been made against you been sottled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the ¢laim?

16. Has any lawsuit, other thana mcdiral malpractice suit, which is related to your competency to practice medicine,
of your professional conduct in theipractice of medicine, been filed against you or been settled, adjudicated or
otherwise resolved? !

17, Have you been charged with any criminal offense?

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

19. Has your privilege to possess, dispgnse or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered 1o enyjstate or federal agency?

20. Have you withdrawn an applicatiod for & medical license or been denied & medical licsnse for any reason?

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

professional lisbility insurance proyider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewai date? ] Yes [B] No

[J CME Waiver. CME waiver fo:rm must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Checkonei f] Inactive status [J Residency/Fellowship training (See instructions),

See Instructions for CME wnlvcrlor exemptions. Do not submit documentation of your CMEs with application.

s  Pumsusntto G.L, ¢, 112, Sec 1A, I understand my obligations to report abuse or neglect of children under G.L. ¢. | 19, 8cc. S1A
end the punishroent for failure to comply.

»  Pursuent to G.L. c. 112, Sec. 2, I will not charge to or collect from a Medicare beneficiary more then the Medicare fee schedule
aMmoutt,

v Pursuantto G.L. c. 62C, 49A, [ certify that ! have complied with alt laws of the Commonweaith related to the filing of

Massachusetis state tax retumns and paymen of sll Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢. 62F; and withholding and remitting child support pursuant to G.L. ¢. 119A. (Ses instructions).

1 hereby certify under the penajlﬂes }')f perjury that all information on this Renewal Appileation, Part B and Form R s true.

Date: _[& /! | OF

ulations require that you noiify the Bogrd, in wri 0, e of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING,
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M’assachuséﬁs Physician Renewal Application

o

Physician Name: JANICE L LEE License No.: 154756 N
= . in
PART A T
1) Current Statas: Inactive Renewal Due Date: 12/1472005 Birth Date: ;|

If you want to change your current status, please check one of the following boxes to indicate your new status: ' ~
(Check only one}, (See Renewal Instructions, page 3.) 3
O Adtive O Retiring O Inactive R'bo not wish to renew |
&
2) Addresses & Contact Information. Please confirm your addresses and make chenges, if necessary. Yon are =
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Busi dd CANNOT be a Post Offi
usiness addresses LA bea Tos e mENED Please make corrections (print)
2a) MAILING ADDRESS i
DEC 12 2955 Mailing Address: -
Board of Regi_slfaﬂMCi’Y’T owir: State:
in Medicine Zip: Country:
) Check here to change this address
2b) HOME ADDRESS Home Address:
City/Town: __ State;

Zip: Country:
Home Telephone: { )

Phone: . "
O3 Check hére. 10 dmng, ihis ada’rm Home address cannot be a Post Qffice Box
2c) BUS]NFSS ADDRESS ' ' Do C Business Address: ’
' T |- CiyTown s S ste
e SR SRR R ST "M('féunfrﬁ:"m . . -
N : Business Telephone:
Phone: P ¢ ).

0 Check here to change this address Business address cannot be a Post Office Box

3) E-mail Address:

4) Fax Number:
5) Specialties (See Renewal Instructions, page 4.} Delete?: - Additional speciafties:
Obstetrics and Gynecology — O
Gynecology O
(]

6) Current American Board of Medical Specialties (ABMS) or American Osleopathnc Assoclnuon (AOA) Information.
{See enclosed instructions and Renewal Instructions, page 4.) o .

List Ceml‘ying Bogrd(s) belaw: Update General Certificates and Sabspetially Certificatés = -
------ below. Please add additions) Certifications as required. . ... ..
Board Name = ! - " AEMS or ADA} Certificate/Subspecisity, v e . - Correct?.. .Delete? ... ...
Obstetrics & Gynecology *° ' ° ABMS Obstetrics and Gynecology ‘ B o R
' ' ' o o
0 &
0 a

Page 1 of 7



Massachusetts Physician Renewal Application

¥

Physlcian Name: JANICE L LEE License No.: 154756

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

Please make COrrecﬁ:ons as necessary
8a) Other states where you are ngw licensed to practice {Abbr.)

cT
8b) States where you were previously licensed (Abbr.)

9) What is your principal work setting? /See Renewal Instructions, page 4.}

Principal Work Setting: Clinic

Please enter the gpproximate number of work hours at your principal work serting:

Change to:

10) List el current health care facilities where you arc 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
tostruction booklet). Next to each fecility, write your staff category 2t that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide al} Information for additional
facilities on a separate sheet, if necessary. - .

No Affiliations []

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

‘ ) : Staff Catego A it
Health Care Facllity (See Renewal Instructions, page 4.) Delewe? | i rrent e egc;’;m M H:f’,: ';,. ';,d
Clinic
Out of Stste Hospital Admitting

Lo|ajajooia

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 0 hrsawk Change to: hrsfwk
b) outpatient care 0 _ hrs/wk Change to: hrs/wk

(required}

Check one:

Currenl Insurance Carrier: ProMutual Group Change to:

Policy dates:  From ___/_

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

[} Insurance Carrier (complete below)

/ To

" {73 Letter of Credit subject to Board spproval (attach a copy)
O 1w registering with Active status but I am not required to bave medical fiability insurance because | am:
[J Not involved with direct or indirect patient care in Massachusetts

1 Govemment Employee Federal Tort Claims Act (FTCA)
3 Otherwise exempt (Please explain}:

Page 20f7
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Massachusetts Physician Renewal Application
Physjcian Name: JANICE L LEE License No.: 154756

——

Yes No

13) Do you perform any surgery in your office? (Sée Rehewal Instructions, page 5.)
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 spplication, inclusive. (See Renewal Insiructions, page 3.)

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

14) CLAIMS MADE
a) New: Has any medicat malpractice claim been made against you during this time period, whether or

not a lawsuit was filed on that claim?
b) Pending: Are there any unresolved melpractice claims against you today, any claims that have not been
finally settled or finally adjudicated?

15) CLAIMS PAID
Has any medical malpractice ¢Jaim 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 ¢laims or zctions reiated to your competency (o practice medicine or your

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

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

claims, during this time period?
17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense dwing this time period?
b) Are there any criminal charges pending against you today?
¢) 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, heaith care facility, group practice or professional society or association?

19) Has your privilepe to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered 1o any state or federsl agency?

20) Have you withdrawn an application for 2 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 1o professional competency or conduct on your coverage, or

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

22} CME CERTIFICATION: .
2) Have you completed your CME requiremenis prcéeding your renewal date?  J&] Yes 0 No

b) If no, are you requesting 8 CME waiver?
[0 Check 10 request CME Waiver. A CME waiver request form must be submitied at least 30 days prior to
your license expiration date. (See Renewal Instructions, page 8.)
c) H you are exempt from CME requirements, check reason for exemption. (See Renewal Insiructions, page 8.)

CME EXEMPTION: (check one) [ inactive Starus [ Residency/Fellowship training

Page 3 of 7
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Massachusetts Physician Renewal Application
Physician Neme: JANICE L LEE License No.: 154756

PHYSICIAN PROFILE
O I have reviewed my Physician Profile st profiles.massmedboard.org and confirm thet the information is accurate.

[  1have revicwed my Physician Profile and attached a copy of the Profile with corrections.

B\ My status is Insctive and I do not have a Physician Profile. (See Renewal Instructions, page 10.)

CERTIFICATIONS

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

2) 1 certify that I 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) 1 certify that 1 have complied with my obligations 10 report abuse, neglect or financial exploitation of elderly persons
pursuant 10 G.L. c.19A, sec. 15, and | understand the punishment for failure to comply.

4) | certify that 1 have complied with my obligations to report the treatment of wounds, burns and other injuries pursuani to
G.L.c 112, sec. J2ZA.

5} 1 certify that | have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant 1o
G.L.c. 132, sec. 12A )12,

6) | centify that | have complied with my obligations 10 repon a physician to the Board of Medicine, pursuant to G.L. ¢. 112,
sec. 5F, when | have o reasonable basis to believe that person violated any provisions of G.L. c. 112, sec. $ or any Board
regulation.

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

£) 1 certify that 1 have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and ]
understand that, pursuznt 10 G.L. ¢. 62C, sec. 49A, my licensc shall not be issued or renewed unless | make these
cenifications 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) 1 écrtify that ] have complied with my obligations related to the withholding and remitting of child support pursuant to
GL.c.119A.

}1) 1 centify that | heve complied with my obligations to file an incident Report with the Board when certsin adverse events
occur in my private office, pursuant to G.L. c. 12 sec. 5 and 243 C.M.R. 3.00 et seq., and | understand that the Patiemt Care
Assessment (PCA) programs at the heaith carc facilities where [ practice report certain Major Incidents to the Board.

Under penalties of perjury, I declare that I have examined this renewal application and all ifs
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct, and complete. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signatun:_W [ 42 a _knp Date: sz _/ 3 I 05

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

Page5of 7
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Massachusetts Physician Renewal Application
Physician Name: JANICE L LEE License No.: 154756

VIDER IDENTIFIER (NPI

The primary purpose of the NP} is 1o uniquely identify health care providers as “health care providers™ in HIPAA standard
trensactions. The NP! 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.

Under the final BIPAA NPI Rule, all individual and organization covered providers will be required 10 obtain en NPI by
May 23, 2007.

In: order for your ficense (o be renewed you must teke one of the following actions:

Option 1: Supply the Board of Registration in Medicine with your valid NPL. You can apply for an NP! directly by using the -
NPPES web site at www. NPPES.cms hhs.gov,

Option 2: Certify you have personally applied for your NPi and you have not received it yet. Once you have received your NPI
Number, you must netify the Board. Please complete the NP1 form a1 the Beard's web site at www.massmedboard.org.

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

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf.

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

[] My cumrent NPl is: DDD D D D D D ED

[J 1 have personally applied for an NPI.

Q [ have applied for an NP using a third party (enter neme): - (follow instructions for Option 3)

[ By checking this option and signing the bottom of this page, I hereby authorize the Board 10 apply for an NPI on my behalf.

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 13 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider
" texonomy cade is required if you authorize BORIM to apply for an NPI on your behalf.

Taxonomy (Specialty) Code Texonomy Description (Print)

'Pl:imary Provider Taxonomy: D D E]j D D D D D:I

Provider Taxonomy: D D Dj D D D E] I:I:I
Provider Taxonomy: D D D:l D D D D D:l

NPI REQUIRED INFORMATION

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

Social Security Number:

State of Birth (if US): Country of Birth (if outside the US):
Gender: 0 Male B Female
p i alsifying Information on the National Provider }deptifier Application

18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or
agency of the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material
fact, or makes any false, fictitious or fraudulent statements or representations, or makes any false writing or document knowing
the same to contain any fase, 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.5.C. 3571(d) also authorizes fines of up 1o twice the gross gain derived by the offender if it is greater than the amount
specifically suthorized by the sentencing statute,

Signature: P /éi, Mo Date: (A ! 7 f_ag,/

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

Page 6 of 7
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