Commonwealth of Massachusetts Board of Registration in Medigine "
Ten West Streel, 3rd Floor, Boston, MA 02111 {617) 727-3086, ext. 320

Before proceeding, please read the instruction booklet,

* Copy this form and all attaciments for your own records; you will need copies for credentialing and other purposem: L

The Board will charge a fee for each copy.
* Remit $250.00 for renewal fee,
» Add late fee of $25,60, if necessary.

Physician Registration Renewal Application /@/ [0

2190y

* Return renewal application in GREEN envelope.
* Enclose check with coupon in BLUE envelope.

JLErE———

{ PACTIINY v
Registration No,: 80782 Renewal Date: 10/11/97 ‘ { Hed {.r CPY
1. Activity Status: [ Active [ Retiring (see instructions) 06T ¢ 1997
(Check only ong) (J Inactive *(see below) [T Da not wish to renew
2. Other Name(s), if any, under which you were licensed: Correctlons (type.or print)
Other Name(s):
3. A%Maii.ing/Business Address:
GIOVANNINA M ANTHONY, M.D. Mailing Address:_
City/Town: _ L . State: _ L
Zip:_ ~ ' Country;__
B) Home Addre_fss : Other Address:
City/Town: State:
Zip: Country:
Home:
Home Phone: - -
. - B :
Business Phone: ) usiness: ( )
' ¥ Date of Binh (M/D/Y): __ [/ /  Sex (M/F):
4. A) Date of Birth: C) Sex: Lic. Issue Date (M/D/YY: ___ /[ SS#: L

B) Lic. Issue Date; 02/22/95 D) ss#:
Full Name of Medical Schoo!:

5. A)Name of Medical School:

Univ. of Southern California School

of Medicine

B) Year Graduated: 92 C) Degree; MD Year Graduated: Degree (MD/DO):
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass.

Codegs) Hours per Week in Mass. — : o
0 Obstetricsc and Gynecoclegy

If OS, Print Specialty:

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

Code: Code; Code: Code:
8. Drug License Numbers, if anv:
A) Federal (DEA): ;’:derlai (DEA):
B) Massachusetts: ass.
9. A) Other states where you are now licensed to practice
Abbr: Abbr: CA _OR MT PA
B) States where you previously were licensed to practice
Abbr: Abbr:

*If requestinz Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts

«M | MD 7/17‘7;



PRINT NAME AND NUMBER: Last Name: ANWON! Registration Number:_ §03¢ 2.

10, A Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply the codes from
Table 3 and place a check mark next to those health care facilities where you have admitling privileges (AP).
Facility Codc:j i ﬁfﬁ(AP) Facility Code: ____ ¢ (AP) Facility Code:______/ (AP)
Facility Code:__ 7/ _{AP) Facility Code:____ _ /__{AP} Facility Code:____ _ / (AP)
If 999, print name(s): .

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

Facility Code: 2. | Facility Code: | 6 B Facility Code:

1 e _ Facility Code:__ Facility Code: _
If 999, write Name(s):

1f. My medical malpractice insurance is covered by a) \/lnsurance Carrier b) Letter of Credit
Name of Insurer:__ AVA¢rican  Lowfinen fal Tagutnnce Lo,

Alternatively, indicate as follows: | am regisiering with Active status but I am net covered by medical malpractice insurance because

I am {check one) a) Not involved in direct/indirect patient care in Massachuseits b) Otherwise exempt

Piease explain exemption:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? {check one) £] Yes WNO
13. A. What is your principal work setting? (See Table4) 4 9 (\( A RJD‘L  focwm M}
B. Care of patients in Massachusetts (sce instruction booklet).
I) Average weekly hours involved in: a) ouipatientcare ____ hrs/wk b} inpatient care _ hrs/wk

2) What is the approximate percentage of your patient care hours in primary care ? %

PART A

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

IN THE PAST TWO (2) YEARS: YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finaily sctiled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? i

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

16. llas any lawsuit, other than a medical maipractice suit, which is refated to your competency 1o practice medicine, or your
professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or otherwisc resolved?

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

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

19. llas 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 medical license or been denied a medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or
placed any condition related to professional competency or conduct on your coverage or have you voluntarily restricted,
limited or terminated your insurance coverage in response 10 an inquiry by a professional liability insurance provider?

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

[Q wWaiver requested (waiver form due 30 days prier to date of Heense expiration). [] ‘Training Program exemption

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

RENEWAL APPLICATION CONTINUED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED.

- -~

Signature Date: § /30 ; 1%

/




I. PHYSICIAN INFORMATION

GOIOVANNINA g M e ANTEONY g

“First Name TMiddie Ininal” T Last Nane Suffix

Mass License #, 80782, ...l e First Issue Date . 02/22/85.........
License Status...Agtive .

Hospital Affiliation

1A Garden Ct, Brigham & Women's Hospital
#3 Massachusetts General Hospital
Boston, MA 02113-2034 Clinic

U.S.A.

Meake address correqion here oo Muake aely corrections io above here:.

Insurance Plan Affiliation; Licenses Heid in Other States:
Accepting New Patients” [Jyes ] No

---------------- Accept Medicaid? [J¥es [[INo

{Please correct as necessary)

I1. EDUCATION & TRAINING

Univ. of Southern California School of Medlcme MD o2

WA SeFasT L

?ale corrections here”

ham....t.a.h.. A'S. Hu&flfvu( / M»aSS

nighan. o  Genarsh Hosp;w - a/% P

Start

Resadenm Broaramir s

M. SPECIALTY BOARD CERTIFICATION
Primary Specialty:  Obstetrics and Gynecology Certifving Board Name:

Secondary Specialty: Certifving Board Name:

Make anv corrections here: Make any corrections here:

Board of Registration in Medicine Physician Profile



1V, BOARD DISCIPLINE
Final Decisions and orders issued by the Massachusetts Board of Registration in Medicine.

Nature Daic Board Action

V. HOSPITAL DISCIPLINE
Hospital Date Disciplinary Action

Vi, CRIMINAL CONVICTIONS
The Board of Registration is unable to obiain accurate data for this category at the present time. This information will be
included when the court system is fully computerized. Please list any criminal convictions. Include conviction date and nature
OF O I Il e e e et e e B e e i

vli. MALPRACTICE
Details of claims paid for Dr. ANTHONY

No. of Years in Practice: #

Date ... AmountPaid 00000 Basis for Complaint
Date ... ... AmountPaid Basis for Complaint
Date ... Amount Paid . . Basis for Complaint
Date . .. Amount Paid . Basis for Complaint

Date. oo ATIOUNE PO Basis for Complatnt ... e

VIII, PHYSICIAN HOMNORS & PEER-REVIEWED PUBLICATIONS
Please enter any peer-reviewed publications 1o which you have contributed and any awards for community service or
professional recognition you have been given.

Awards, Honors Publications

Note: Please return the survey in the enclosed envelope to:
Atlantic Associates, Inc., 8030 South Willow Street, Manchester, NH 03103

Soard of Registration in Medicine Physician Profile



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

Registration No. Status Fee  RenewalDate  Late Pee
anTan ACTIVE, $250.00 4 h /14795 $25.00 Corbection of Mailing Address
Malling Address: Address (Mailing):
GIOVANNINA M ANTHONY, M.D. .
City/Town:
State:
Comntry:

Directions: Before proceeding, please read the instruction booklet. Some questions are optional.

+ Failure to renew in & timely manner will causs your iicense to lapse and may affect your
ability to practice medicine in the Commonwealth. (See enclosed letter).

+ Add late fee If necessary.

+ Make a copy of this form and all attachments for your own records - you will need coples for
credentialing and other purposes. The Board will charge a fes for each copy it provides.

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

Pre-Printed Information

1

4.

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

Corrections of Pre-Printed Information

Name:
i . Address:
2.Business Address: City/Town:
State: Zip:
Country:
. Date of Birth: Sex: Date of Birth (M/D/Y): —tf—L . Sex (M/R):
: . X Lic. Issue Date : SS#;
Lic. Isue Date: g /92 /95 S5 MDYy L
I Home: ( ) Business; { )
( ) - Full Name of Medical School;
Nunie of Medical Sciool:
Univ. of Southern California School
of Medicine Year Graduated: Degees (MD/DOY:

Year Graduated: 9 9 Degree: MD

. a} Other states where you are now licensed to practice (Abbr): NOV-E.
b) States where you previously were licensed to practice (Abbr): VIOVI &~

. Specialty Code(s) (See Table 1)

Code  Hours per Week in Mass,
ORG b0- 20

Code

If OS, print specialty:

Hours per Week in Mass.

. If you are currently American Specialty Board certified, enter codes: (See Table 2)

Code: Code:

- Drug license number(s), if any: 4y Faderal (DEA)

b) Massachusetts

Code: Code;

Federal (DEAY. . ]
Mass: ...

-
—
t—————

9. Activity Staws: I am applying to be registered with the following stas: ACTIVE _hé. INACTIVE
* Ihereby certity that If requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts.




FREINT INAML AN NUNMIB L Prvsicin Last Sames £ L Hogbaton Nunner: Bt b e

i
1 aj Current kealth care facility(ies) at which you have completed the credentialing provess for the provision of patieni care. Supply the
codes from Table 3 agd place a chuk mark next to those fauhues_ﬁ‘here you have admilting privileges (AP).
Facility Code: E_ — (ADY Facility Code: /e (AP} Facility Code: . ___ /[ . (AP)

Factlity Code: .l.. .5:2.. .g.... { e (APy FacilityCode: ___ [/ __(AP) Facility Code: ) s e / (AP
1£ 999, print name(s):

b} Additional hospitals at which you previously held privileges and other health carc facilities with which you were associated in the past 2 years.
(See Table 3) hone.

Facility Code: weewo — Facility Code: . ____ Facility Code: — ___ ___ Facility Code: ... ... Facility Code: ___ __ ___
1 999, write name(s):

11. My medical malprectice insurance is covered (a) Insurance Carrier v {b} Letter of Credit If applicable, check one.
List Insurer: —-&D-Mm&m&‘m& arwdiug Azs)

Alternatively, indicate as follows; | am registering with ACTIVE status, but | am not covered by medical talpractice insurance because | am
(Check One): (i) Not involved in directfindirect patient care in Massachusetts: ——wem (i} Otherwise exempt:
State how atherwise exempl:

12. Are you currenily in a post-graduate training program in Mass. as a resident or clinical fellow?  Yes Jé_ No _____ (Check one)

13, a) What is your principal work setting? (See Tabled) _1

b) Care of patients in Massachusetts (Sce instruction booklet.)
i} How many hours per typical week are you curtently involved in outpatient care in Mass? _(0_ hrsfwk

ii) How many hours per typical week are you currently involved in inpatient care in Mass? hrsfwk
) Approximately what percentage of your patient care hours arc in primary care?
{See instructions for definition of primary care.) 8 %,

Questions 14 through 24 refer to the pust two years only Check either YES or NO (N{)T NiA) to each qucsnon Provnde details on
Forms R-1 and R-2 for all YES answers. Stru ooklet fol :

[_IN THE PAST TWO YEARS: } XES NQ

14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been fmaiiy seiled or
adpdicated, whether or not & lawsuit was filed in relation to the claim? ...............

15. CLAIMS RESOLVED: Has any medical malpractice claim against you been setiled, adjudwatcd or otherwise resolved,
whether or not a lawsuit was filed in relation to the claim? . R

16. Has any lawsuit, other than a medical malpractice suil, w‘ruch is related to your competency 1o practice medicine, or your pro-
fessional conduct in the pracllce of medicine, been filed against you by a panem. or been settled, adjuchcatzd or otherwise

17. Have you been charged with any eriminal offcnse other than & minor lraffzc vmlalmn"

H

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

19. Has your privilege (o possess, dispense or prescnbe controlled substances been surrendered to or suspended revoked. denied
or restricted by any state or federal agency? ... et reEE b PR LA bR mea ke sem £ e s R ameee st rer TRt SP 48 bt enrarne

20. Have you withdrawn an application for a medical llcense or been demcd 8 medical hcanse fnr any reason? ...

2. Has eny professional Hability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or

have you volunuarily restricted, Bmited or terminated your insurance coverage in response to an inguiry by a professional
liability insurance provider? .............. FORORRPN - -

22. Have you been diagnosed with or da you havc a medlcnl condx tion wh:ch hm:ts ot impairs your ab:l:ty to practice me{hcme” -

23. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability 1o practice? ...

24. Have you voluntarily modified or otherwise limited your scopc of practice of medicine for any reason other than a medlca.l
CORIHONT? ..cevseannnee -

25. I'have completed my CME requirements in the two years preccdm my renewa)l date Yes
No, training program exemption (see instruction booklet), _i
If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal apphication.

* Pursvant to G.L. c. 112, sec. 2, 1 will not charge to or collect from a Medicare heneficlary more than the Medicare reasonabie charges,

* Pursuant to G.L. ¢. 62 C, sec. 49A, L hereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
I have filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This appiies
even If you reside out-of-state or out of the United States.
« Pursuant to G.L. c. 112, sec. 1A, I hereby certify that I will fulfill my obllgation to report abuse or neglect of children as required by
G.L.c. 119, sec. 51A.

« I hereby certify under the palns and penaltles of perjury thet sll information oz this form and Forms R-1 and R-2 Is true.

pue: (002,55

No, waiver requested

Signature:




‘ PIEE. o € RIRGOINM AL D31 €3 MASSAC MU= e .
BOARD OF REGISTRATION IN MEDICINE S 3500v il 0,
Fee —-$Boeme0 lﬁg be submltt’é
Filed

. For Office Use Apphc&:Ln ; iy 3 ]995
By:m |
Form of Fcc:i@___ Certificate # 80 7 g Ja Date oflssucHQ# Ji:

Please Print SWORN STATEMENT i
Date: FEE) 2 ; }qu‘
Name Address | e —_
Middle ermy
Date of Birth___. - ——
Placeof Bith  L0% ANAELES, CA
Name on Birth Centificate __SAIMNE Phene # .
Pre-Medical Education ) Medical Education
School u.anL_Q{__Smeu_nﬂa‘f:m.ﬂ\:_ School Miﬂdﬁm_@cﬁmui.
e
Years Auended___ JREB=1442. 18] — 408 | vears Attended ﬁ 1988 ~ 1992

Postqraduate Education & Hospital Appointments from graduation from
al S he ent e

Place Position Dates

m@mi\_dmmﬁéwmw Hsp  fgidmeyr 1992 -5 presehls
B oB/GyN

Is this your first full license?¥eS If applicable, please list all

other states where your e or have i sed;

Other names under which you have been licensed:

here-

List Specialty Boards by which you are certified:_inovii.

REASON APPLYING FOR A MA LICENSE M_,_@,_%ﬁw}sda BwH /MG H
Anticipated start:.ng date if you have position pending in

Massachusetts: [ /8%

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

AFFIDAVIT OF APPLICANT:
I, the undersu;ned appllcant hereby certify that all information
1ncluded in this application for licensure constitutes a true

statement made under penalty of perjury.
Date: o/ L/ I3

SIGNATD“?E[ OF App‘m/c:




LERATED FRIVREA L © M 4 e RS S sasl PRI mE 5 0 B B T T S P o e P TR Y Y P SRS YN

TO BE COMPLETED BY APPLICANT. PLEASE TYPE OR PRINT.

NAME: Deytmephone#: ——
MAILING ADDRESS: —een.. Business Address:
Addressvalidunttt:_ i 168

YOU ARE REQUIRED TO COMPLETE THE QUEBTIONS BELOW.
IMPORTANT NOTE: The Board's regulations, 243 CMR 8.02, define "disciplinary aotion" as referred 1o In the questions on this appliostion. Please consult
this definition, which follows this portion of the sppliostion.
JEE NQ

1. Has any madioal maipractios olalm besn made againet you In the Last tor: yswrs {whether or not a lawsuit

was flled in relation to the claim)? (You must complete Form 1B, atiached, for gach olalm)

2. Have you ever been denied the right 10 participate or enroll In any system whareby a thind party pays alt or

’ part of & pasient's bili?
3. Have you ever appiied for lioansurs or 10 sit for an examination or taken an axamination uivier 4 differsnt name?

¥ o0, previous nams:
4, Have you sver besn denled the privilegs of taking o finishing an sxamination or been sooused of cheating and/or
Wmmmmm«mmmuwdummmm
&t an aondemio institution since your matrioulation in college?
Have you ever falled any of the following sxaminationa: the FLEX sxamination, sy state Board examination, faliad Part il of the
Nafiona! Boards or talled 0 galn oertifioation from the National Board of Mecdion] Examiners?
Have you ever falled a foreign kosnsing or certification examination?
Have you sver been denled a mectioal lioanse, whether full, imited or temporary, Kr any reason?
Heve you sver had ataff priviiages, employment or appointraent in & hospital or other health care institution
danted, suspended of revaked, or resigned from a medion! staff in ey of discipiinary action {see detinition)?
Ao any formad disolptinary oharges pending or has any disclpiinery action {see definktion) been taken against you in the
Inst ton youars by any govemnmental authority, by any hospital or health onre facliity, or by any professional
medios! assodiation ntemationsl, nationsl, state or looal)?
10. mmmmmuamwmmummmmmm
11, Huve you sver withcirewn an applioation for mediod Hosnsure, hospital priviieges or appointrent, for any reason?
12. Have you ever, for any reason, lost American Bpecially Board Qertifloation?
13. Have you beer: danlad required reoariifioatinn by one of frve epeciaity hoarda? ¥ ves, which one(s)?

PNp o

)

14. Have you, st any €me, bean a defendant in any criminal prooseding other than minor traffio offenses?
15. Has your privilege to possess, dispenee ¢r presoribe controlied substancss sver been suspended, revoked, denled,
restricted or surrentensd, or hive you been calied before or wamed by this state or any other
Jurisdiotion including & federal agency &l any time? '
6, Have you ever had any emotional disturbanos or mental liness which has impaired your ability %o practios cnadicine
or o function as a shudent of medicine?
A mmmmmmmmmmmmmnmmm«»muunwunﬂm
18. Are you now, o have you been in the pest, dependent upon aloohol or drugs?
19. Heve you ever heid a lioense in Massachusetis or any other state or country? H yes, list other jurisdiotions,

20. Have You ever bean snrolied in a residency training program(s) that you dii not complete?
*IMPORTANT: S8EE FOLLOWING PAGES FOR FURTHER INFORMATION REQUIRED FOR *YES' ANBWERS.*

NHOYE ON QUESTIONS 18-18: The harm that befalla physiolans and patients allke when impainment goes undeteoted end untrested
by the madion) profession s devastating. The Board wants kmpaired physiclans treated in the sarly stages of impaitment
before kreparable ham 0 the physiclan or patient coours,

IF RESPONBES TO QUESTIONS CHANGE DURING THE TIME THE APPUCATION I8 PENDING, THE APPLIGANT MUST MAKE THE BOARD AWARE OF THE
NEW INFORMATION.

I cortify that ¢ will fulfifl my obiigation o report abuse or neglect of chitdren pursuant to MG .Lc.116 aec. B1A.
wili read the Board's regulations, 243 GMR 1.00 through 8.00. To the best of my knowledge | meet the qualifioations for full Hosnsure in Massashusetts.

Ihcfobyumyundorapenmyulpmwmm ormation on this application, firont, back, and ali sttachments) is true,
siGNATURE: __{ Mtly o 2220
'




Commonwealth of Massachusetts
Board of Registration in Medicine FORM E

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

DINESH PATEL, M.D.
CHAIRMAN

ALEXANDER F. FLEMING
EXEGUTIVE DIRECTOR

An Agency within the Executive Office of Consumer Afairs and Business Regulation

VERIFICATION OF PREMEDICAL AND MEDICAL INSTRUCTION AND GRADUATION
INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAIL SCHOOL

Please complete this form in full and return it DIRECTLY TO THE
This Verification cannot be accepted nor can a license

ADDRESS ABOVE.
be issued to the applicant unless you send this form directly to the
Board of Registration in Medicine. Thank you for your cooperation.

I CERTIFY THAT COVANNINA MARIA  ANTHONY CREDITABLY
NAME OF APPLICANT |

COMPLETED AT LEAST TWO YEARS OF A PREMEDICAL COURSE INCLUDING PHYSICS,
BIOLOGY, INORGANIC AND ORGANIC CHEMISTRY AT:

UNNERSITY  oF  SOUTHERM CALIFoENIA
NAME AND LOCATION OF UNDERGRADUATE EDUCATIONAL INSTITUTION

A

NAME AND LOCATION OF SECOND UNDERGRADUATE INSTITUTION (IF APPLICABLE)

for admission to: UNN v o L 0F MEDICINE
N. OF MEDICAY, SCHOOL

Los ANGELES, CALIFORNIA, USA
LOCATICON OF MEDICAIL SCHOOL (CITY, STATE, CCOUNTRY)

I FURTHER CERTIFY THAT EIOVANNINA _ MARIA _ ANT H'oNV
NAME OF APPLICANT

HAS COMFPLETED AND ATTENDED FOR fl ACADEMIC YEARS OF INSTRUCTION,
NUMBER

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

AT: ' F U CAL ! D i)
NAME OF MEDICAL SCHOOL

FORM E CONTINUED ON NEXT PAGE



Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086 FORM E CONTINUED

DINESH PATEL, M.D.
CHAIRMAN

ALEXANDER F. FLEMING
EXECUTIVE DIRECTOR

An Agency within the Executive Cffice of Consumer Affaire and Business Regulation

NAME OF APPLICANT GIVANNINA  NARIA AM’THON\I/

TO MEDICAL SCHOOL: Give exact dates of instruction,
including month, day of month and year for each year to show
the number of weeks, excluding vacations, in each year.

Year I FROM: Aupust 29, 1988 TO: _June_ 16, 1989
MONTH DAY YEAR MON_‘I‘H DAY YEAR
Year I1 FROM: August 21, 1989 TO: June 17, 1999
MONTH DAY YEAR MONTH DAY YEAR
Years III & FROM: June 18, 1990  mree———— ;o L ——
IV CONTINUUM MONTH DAY YEAR MONTH DAY YEAR
48 wks vear I _
36 wha yoar TFROM: To;_Yey 29, 1992 ,
84 weeks total MONTE DAY YEAR MONTH DAY YEAR
FROM: TO:
MONTH DAY YEAR MONTH DAY YEAR
FROM: TO:
MONTH DAY YEAR MONTH DAY YEAR
FROM: TO:
MONTH DAY YEAR MONTH DAY YEAR

AND HAS RECEIVED/MIZLCRECEONE A DEGREEE OF Doctor of Medicine

May 8, 19 92 .

~B3TUARFAL S éi
SIGNATURE OF DEAE/GK ‘DESIGNATED OFFICIAL FRANGES 1. GREW, REGISTRAR

9 M3 72457 USC SCHOOL OF MEDICINE
25%6 ZONAL AVENUE, KAM 100-B

NAME AND TITLE (PLEASE TYPE OR PRINT) LUS ANGELES, CA 90033

SCHOOL SEAL DATE : FEB 9 j995

NOTE: The date on the diploma is ealier thar the actual dates of attendance. Commencement
1s governed by our main university, USC.



§. -\ .certification of Post-Graduate Training FORM G
v g?&) b

IRstructignk: This form must be completed and signed by the Director of
your ¢dilsernship6t residency training program. If you had postgraduate
training in. more than one program, this form may be duplicated. Upon

I, __RoBeRT BARBER] . M.D.  CHAIRMAN, DEPT of oD/&Yed df |
Name ! Title BRIG HAM £ 'UOHEN'S HOSY.

hereby certify that CoVANAINA H. AMWﬁowy has served £ 3 year(:D

of post-~graduate training as a _OB/GYN RESIDENT in _DB/GW\}
Position Specialty

at ZRIGHAM £ WOMEN'S HosPITAL. BoSTON . A .
Hospital City -8tate

This program Q:) X is not approved by the ACGME or the RRC.

Dr. GloVANNING  ANTHoNY participated in this program from
!

JUNE , %972, to PRESENT, and was issued was not
Month Year Month Year A

issued __ a certificate as proof of completion of said training. (If
not issued a certificate, please explain.)
SAD TRAINING.  TD »E  coMPETED  JUNE 1990 .
(not VET CoMPLETED)

I further certify that at the time of completion of the above training,

this physician was, to the best of my knowledge, competent to practice

medicine and there was no disciplinary action tstandi or pending
/ %4#'

involving him or her. oy
Signature of Director
o
Z2-3453
Date

Hospital Seal

RETURN THIS FORM DIRECTLY T0: COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE
TEN WEST STREET, 3RD FLOOR,
BOSTON, MASSACHUSETTS 02111



_Commonwaelth of Massachusetis  Board of Registretion in Medicine 4 - A o
Ten West Streat, 3rd Floor, Boston, Massachusetts 02111 v (,J
Initial Limited License Application, Page 1 of 2 2

$ 50.00 Fes Pl!llll. to The Commonwealtth of mlnohuum= ;
a

. Read the nom:pn;ﬁ?m instructions in their entiraty before completing this form. " ™ /

. Print legibly or ype your anawers. s
. Answer all non-optional questions (frant and back of torm} completely—Evan though the Board may have the information, it Is not adequate to state that

the Board aiready has the information.

ﬂgnmoappﬂcmndﬂubomma
knsoopyolwliurmmwamnmhrmmuwdww must give hospitala and other haaith oare taclitias coplies lor credentialing

Appiloants plesss oheck one; i ama 1) Graduate of 8 Medical Schoo! In the U.8., Canada or Puerto Rico x 2) Graduate of Foraign Medical School
3) Graduats of Forelgn Madical School applying under the Special Refupes Physician Program___,
PLEASE NOTE: GRADUATES OF FOREIGN MEDICAL 8CHOOLS MUST COMPLETE ADDITIONAL FORMS AS PART OF THE APPLICATION PROCESS.

SECTION A: Sworn Statement to ba Completed by Applicant. (Complete Reverse Side Also}
1.8) Name AST:)__ ANTH DN\{ , (FIRST:) G IOVANNINA , i M

1. b) Othar Nama{s); Have you ever been known under & differant neme or combination of names? Have you sver baen llosnsed under 8 diffsrent name?

¥ yes, pleasa spaoify fand attach documentation):_ NO . .
1. ) Have you ever applied for licensurs or to sit for an examination or taken an examination under a different name? f yes, pleass spacify:_ A} (D

2. u) Nams & address of Massachusstts Training Hospital:fy) i { , 021%

2.) Looal residence address & telephone =_15_6mnus_§L_quL4f_ab,lﬁ¥m_ﬁaﬁm_ﬂﬂ_thHﬂwﬂﬂi
3. Placeof Binn: LS Angeles, ¢ A
4. Date of Birth (MO/DA/YR):_ 5.Sex: MALE___ FEMALE v/ 8, Soclal Seourity No. (Opfiona. _ =

7. a). Name of Premedical school(s): Qﬂ ,S M‘ﬂﬂUﬂ %gﬂuﬂ‘ Tb)wuﬂon._}:m_ﬁzﬁdé'ﬁ , LA

8. &) Madical Schoot Name: |} gu" og Smﬂteﬂg %@hﬂjw 8 b) Lacation: (czzy.m.coumry)_l:&ﬂnsdéﬂ_ ¢A  USA

8. ¢) Year Gradusted: {49 2- 8. d) Degree: M.D.y/” D.0.__ Other (Specity)
9. a) Previous post-graduate tralning: __ yes ]éna

b} Name of institution:

Address: oA
o) Name of Program: _~ A Dates of training: M. A
Continus answer on additional page If necessary

10. H you have had any one of the foliowing, please cirtle which one and attach an explanation to this form: a) Leave of absenoce from madical sohoot
b) USMG more than four years of medical school education. ¢} FMG more than slx years of medical aducation. Question 10applisstome ____ Yes

& No. | have attached an explanation, Yes___ No___

SEGTiON B: T0O BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE INSTITUTION AY WHICH THE APPLICANT HAS RECEVED AN

This certifies trmG\ oddnnini Fortlanm/ has baen appointed o the posttion of intern ,Residant_ v~
Fetiow__in Program_0B/GYN l nﬁa@mﬂmm_ﬂq%mmm_@l 20 |92,
Antlolpated oompletion Date of training v

This program is aocredited by the ACGME: Yes" No__

i no, we have an ACGME approved tralninﬁ/,rogrnm in the app;yt‘s spe%m"
Oesignaied Official’s Signature:

Type of Print Name end Tite: Cloresce Sliplan A cistant \Vieo President
"\...___\_ Wplclntﬁumdu You must compiets Section O)

FORM i}fﬂ E F ﬁ , .
g FED. OK Batch #..J4¢

Um'dmf(\wfﬁ" ‘ Date_ﬂ_@i By "

4




MEEBECHUSEIE BO&IT O Reglsiration in Medicing Limited Licgnss Applicailon, Page 2 of £

SECTION C: Sworn Statement to be Completad by Applicant (Complete Reverss Sids Also)

11. Other States where you are now ficensed to practios
{Abbreviata): hong

12. States where you previously wers lioansed to practice (This inciudes Residency Training Licensas)
{Abbreviate); LOp.

13, If more than one year will have passed between the date of your gracuation from medical achoot and the anticipated start date of your vited lcensure in
Massachusstts, pisase lst your professional activities up to the present time, In chronological order. Please include employment experiences and training
programs. Queation 13 applies to me: Yes___ No_)X. | have attached an explanation: Yes___ No___

14. Have you ever boen enrollad in & residency training program(s) that you did not complete? Yes___ No_YC If yes, ploase attach an explanation detailing
your reasans for not completing the programis). In addition, you must provide a letter from the Program Director at the tralning program that you did not
complete, certifying the circmstances under which you left the program. This letter must be sent directly to the Board by the Program Director. | have
attachad an explanation: Yes __ No___ Program Direciors Certification has been requasied: Yes, _ No___

Questions 16 throuph 24, Chack either YES or NO {not N/A) o gach question. Provide detalls on Form 158, ettached. Yor No

16. has any medioal maipractios oisim been madse against you (whether or not & lawsuit was fiied in relstion to the olaim)?
18. I-l-nyoubomndchndmﬂnlnyuhlnclmudm other than a minor waffic offense:

7. Are ln !onnnl dlwlpllm n{ns Boand regulations; See Attached From 158) been
(In nntlonu!. Mm% hosplial'or other heaith oare teciiity, or professionsl medioal assootation

. m"mmrm- m«mwwmhcmmmym% E:duamlid_oul

e T A e e e o
regu
zo.ﬂwbmhldmymmuiIlmmwhlchhn!mwndmlmw»pmmmomumuamdmlofmd&m

21, Have you had sny organio Hiness which has impaired your ablilly to practios medioine or to function as & student of Medicine?
22. Are you now, or have you been In the past, dependent upan slochol or druge?
n.*hwmowbmdwbdﬂupdvllmorhﬂ orflnlth moumlmﬂenorbunmudoldndmmﬂermmmm

sn exsmination or otherwiss basn subj Bned by Board
Fonmsﬂ) at un soadem lnullulu‘:n, dm'- mul:uh ‘n sotion (ss de by
24. Have you ever had mﬂ privileges, ompioymonl ot appolntmant in a hospital or oare Institution den
pend ha rasigned edical lou ] ldbn defined b
NG tons; ee Atachen Baveouptasianed tom & medical steftin of dacpioary selon o Y

If RESBPONSES TO QUES CHANGE DURING THE TIME THE APPLICATION 18 PENDING, THE APPLICANT MUST MAKE THE BOARD
AVARE O A RORMATION. E usT
M.G.L.c.119 sec.51A

I certify that I will fulflil my obligation to report abuse or neglect ef children pursuant (o
Pursuant to M.G.L. 0.62C sac.40A, | certily under the penaities of perfury that, 10 my best knowisdge and belief, | have flied any Masaschuseits

state ";:ax retuns and paid sny Massachussits state taxes that sre required undst taw. Note: This applies even If you resids out-of-state or out of the
mn * )

Ll:.!! w‘ﬁurd‘- reguistians, 243 CMR 1.06 through 3.00. To the best of my knowlsdgs, | mest the qualifiostions for limhiad Losnatre in
A

pute, 7 125, 12




Commonwealth of Massachusetts |
Board of Registration in Medicine FORM E

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

DINESH PATEL, M.D.
CHAIRMAN

ALEXANDER F. FLEMING
EXEGUTIVE DIRECTDR

An Agency within the Exacutive Offlee of Consumer Affairs and Business Regulation

VERIFICATION OF PREMEDICAL AND MEDICAL INSTRUCTION AND GRADUATION
INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete this form in full and return it _DIRECTLY TO THE
ADDRESS ABOVE, This Verification cannot be accepted nor can a license
be issued to the applicant unless you send this form directly to the
Board of Registration in Medicine. Thank you for your cooperation.

1 cerTIFY THAT _ (Aigvamne M. A’Vtﬂwhv CREDITABLY
NAME OF APPLICANT [

COMPLETED AT LEAST TWQ YEARS OF A PREMEDICAL COURSE INCLUDING PHYSICS,
BICLOGY, INORGANIC AND ORGANIC CHEMISTRY AT:

o bes Angels (i

D LOCATYON OF UNDERGRADUATE EDUCATIONAL INSTITUTION

NN

NAME AND Y.OCATION OF SECOND UNDERGRADUATE INSTITUTION (IF APPLICABLE)

for admission to:’{,\gc %@DL Q;E W\del(‘jn(f’

NAME OF MEDICAL SCHOOL

Lié Q}}Qﬂfﬁ (;Ps-, USA _
LOCATION' OF MEDICAL SCHOOL (CITY, STATE, COUNTRY)

I FURTHER CERTIFY THAT é’/ﬁuam} (G mmr}a Aﬁ?’ﬁdﬁw
NAME OF APPLICANT 0

HAS COMPLETED AND ATTENDED FOR éé ACADEMIC YEARS OF INSTRUCTION,
BER

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

ars ({10 OF SOUTHERA CALLEIMMA idpt B MEDL e

NAME OF MEDICAL SCHOOL

FORM E CONTINUED ON NEXT PAGE

~S5TULAFFAIRS -

B9 LM 62 2203



Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

FORM E CONTINUED

(617) 727-3086

An Agency within the Executive Ofice of Consumer Atfairs and Businsss Regulation

mnec‘ron -

~ -gﬁ%)*or‘ APPLICANT ﬂrml/u nnina WV!&L ANT{+ONq

XEC

&g,
--.‘_‘LO 'y
é’gf (UDICAL SCHOOL: Give exact dates of instruction,
‘inéiigingd month, day of month and year for each year to show
rthe nuy r of weeks, excluding vacations, in each year.
<}
/ FROM: /7,[?/5/ T0: (b /G J7fF
MONTH DAY © " YEAR MONTH DAY YEAR
QﬂAFROM: é A/ (967 wo: b /7 /??a
MONTH DAY YEAR MONTH DAY YEAR
p U&%M: Ve /8 1940 10: A 29 g?“\
9, A ﬁf\ MONTH DAY YEAR MONTH DAY 7
FROM: __To:
MONTH DAY YEAR MONTH DAY YEAR
FROM: N TO: .
MONTH DAY YEAR MONTH DAY YEAR
FROM: TO: _
MONTH DAY YEAR MONTH DAY YEAR
FROM: T0O: .
MONTH DAY YEAR MONTH DAY YEAR

AND HAS RECEIVED/WEHICRECEIVE-A DEGREEE OF QOC?%W g5 /ﬂ/@,&,{/g

on_MAY & 15 %z _

_—

\%ﬁam OF DEAN’ OR ﬁ IGNATED OFFICIAL

NAME AND TITLE (PLEASE TYPE OR PRINT)

SCHOOL SEAL DATE: N4 |99_2

FRANCES L. GREW, REGISTRAR
USC SCH2™ =r wrmio i

2025 ZONAL AVENUE. KAM 1003
LO5 ANGELE'S, CA 90033
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