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The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Division of Medical Assistance
600 Washington Street, Boston, Massachusetts 02111

foaer i

N
=
WELD

WILLIAM F.

Governor
ARGEO PAUL CELLUGC! I T ¥
Lieutenant Governor DATE w_,'I,“l{ i l_i ! ! l ('
BRUCE M. BULLEN | | | ,
Commissianer "‘a ’ N " (\ . (\“\‘ . b
e N\Qr ws o bordon, )

Dear J© yee &f}\kf \IQ,N(‘L.Y\ Q\i"\@,,
On .\4.90 , the Provider Enrollment and Information Unit received your application
for participation in the Medical Assistance Program.

We are unable to process your application because of missing or incomplete information
listed below:

, } a
! \/;‘ License i\.‘\_l,l-LU‘.\( . \‘a\ ) [L\\\Q\ 5»\-5'- €.
/ /I Controlled Substance Registration Certificate issued by:
United States Department of Justice
Drug Enforcement Administration, Washington, D.C.
/| Signed Provider Agreement

[ | Other

This is to inform you that if we have not received the requested information within 30
days from the date of this letter, we will return your application without further action.

A self-addressed envelope has been included for your convenience.

If you have any questions regarding this issue, piease contact me at the address snown

above or at (617) 348-5385 or (800) 322-2909 (toll free in-state).

Thank you for your prompt cooperation.

Sincerely,

\ﬁtb“i '\}‘\(’.—1_1{,{5\_ W-"}L,kn (B

Provider Enrollment Unit



COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE
William F. Weld. Governor

ISSUES THIS LICENSE TO
MARCUS T GORDON M.D.

AQ A F\‘éB ISTERED PHYSICIAN

82013 0B/11/96

REGISTRATION NO.

- CONTROLLED SUBSTANCES nee.tsmmou cenmcm;
" UNITED'STATES DEPARTMENT OF JUSTIGE

’-. DRUG ENFORCEMENT ADMINISTHA‘!‘]ON
WASHINGTON D.C. 20537~ ::

The Controlled Substances Act of 1970 mds in parl-u follows:
- Sec. 304, (a) A registration pursuant tp section 303 to manufacture, distribute, "or

. dispense a controlled substance may be suspended Oryevoked by the Attomey General.-_;_ b DE:‘REGIST RATION _ | _.i.z. ,B-!lpsl ;I;IEESGISTHAﬂON

FORM DEA-223 (7/92)

: upon a fmdlng that the registrant-

this titie or title fii, - -
{2]hasbemoommadma#emmmishﬂeameI!IorsnyolhsfI- 09 30 ')7

law of the United States, or of any - State; ralalmg to any subsmnc.e %
bsiance;

defined in this title as a controlled sul or il ) ' O S T
(3) has had his State lloense ‘or tration M 2t - BUSINESS ACTIVITY - ] DATE ISSUED -

mdyconpolsmsmémmﬂ lwpsramnwsmm
o e, . Yo meyuapkaiofs - aktuton,. or: Gepwrry. PRACTITIONER 94-0R=3)

(1) has materially ialsﬂ'edanyappka‘hmhlédi pursuant fo or required by 177 N
$210.C Oj

controlled

(GORDON, MARCUS T M0
~| 38 EAST 30TH ST 7TH FLOOR
| NEA YORK, nNY

THIS CERTIFICATE IS NOT TF!ANSFERABLE ON CHANGE OF OW\IEHSHIF' CONT';IOL LOCATION, BJSINEQS ACT!V’T‘.‘ OF{ VALID
AFTEH THE EXPIRATION DATE

'
FROPMRIT - S Ao S e |




Commonwealth of Massachusetts |
Department of Public Welfare

Medical Assistance Program
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Commonwealth of Massachusetts
Department of Public Welfare

Medical Assistance Program
Provider Application
for

PHYSICIANS

PARAMAX: PHY-001 (REV 10/90)
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Commonwealth of Massachusetts
- Department of Public Welfare

MEDICAL ASSISTANCE PROGRAM
APPOINTMENT OF BILLING INTERMEDIARY:
PROVIDER APPOINTMENT OF GROUP PRACTICE ORGANIZATION

The undersigned Provider authorizes the above-listed Group Practice Organizations to submit ctaims 1o the Department of Public Wetfare (hereinafter the Department) on his/her/lts
behalf, in accordance with the applicable Department regulations. The Provider also authorizes the Department to issue payment checks on his/her/its behaif to the above-listed Group
Practice Organizations, in accordance with applicable Department reguiations.

The provider accepts full liability to the Department for all acts committed by each Group Practice Organization listed above which reiate in any manner 1o said Group Practice
Organization’s performance of duties in preparing and submitting claims on the Provider's benaif within the scope of its actial or apparent authority. Should any such acts resull in

the violation of any of the laws, rules, or regulations governing the Medical Assistance Program or the Provider's agreement with the Department, the Provider shall be fully ilable
to the Departrnent as If such acts were the Provider's own acts.

The Provider agrees to notify the Department at |east ten days prior to the effective date of the revocation of the Appoil of Biiling int: diary. In such event. the Provider's

liabllity for the acts of the Group Practice Crganization shall continue until the tenth day after the Department’s racéiptol' such notification or the effective date of the revocation,
whichever date is later.

If the provider is a legal entity other than a person. the person signing this Appointment of Billing intermediary on behalf of the Provider warrants that he/she has actual authority
to do so.

; P 2 : : N . IS
Mégigus To b ___Ca; P CILA M. .
Legal name of Provider B T TiiTe
; ’ P ;': »d - e =4
= '“/j‘;‘fg D v S, 199
“Sigratre 7 - = ? Taie
/" r - '... 8] .!"
"’; G g (oo O\
Typed or printed rame Medicaid Provider No.

5 10/90



Commonwealth of Massachusetts
Department of Public Welfare

MEDICAL ASSISTANCE PROGRAM
APPOINTMENT OF BILLING INTERMEDIARY:
PROVIDER APPOINTMENT OF GROUP PRACTICE ORGANIZATION

The undersigned Provider authorizes the above-listed Group Practice Organizations to submit claims to the Department of Public Welfare (hereinatier the Department) on
his/her/its behalf, in accordance with the applicable Department regulations. The Provider also authorizes the Department 1o issue payment checks on his/her/its behatf to the
above-listed Group Practice Organizations, in accordance with applicable Department reguilations.

The provider accepts full liablility to the Department for all acts committed by each Group Practice Organization listed above which retate in any manner to sald Group Practice
Organization’s performance of duties in preparing and submitting claims on the Provider's behalf within the scope of its actual or apparent authority. Should any such acts result in
the violation of any of the iaws, rules, or requiations governing the Medical Assistance Program or the Provider's agreement with the Department. the Provider shall be fully liable
to the Department as If such acts were the Provider's own acts.

The Provider agrees 1o notify the Department at least ten days prior o the effective date of the revocation of the Appointment of Billing tntermediary. In such event, the Provider's
liabliity for the acts of the Group Practice Organization shall continue untll the Tenth day after the Department’s receipt of such notification or the effective date of the revocation,
whichever date is later.

It the provider s a legal entity other than a person, the person signing this Appointment of Billing Intermediary on behalf of the Provider warrants that he/she has actual authority
to do so.

. . - ke 3 . b =
Legal name of Provider “Tiie

“Signature Date i =
Typed or printed name “Medicaid Provider No.

6 10/90



Commonwealth of Massachusetts
Department of Public Welfare

MEDICAL ASSISTANCE PROGRAM
APPOINTMENT OF BILLING INTERMEDIARY:
PROVIDER APPOINTMENT OF BILLING AGENCY

The undersigned Provider authorizes the above-listed Billing Agency to submit claims to the Department of
Public Welfare (hereinatter the Department) on his/her/its behalf in accordance with the applicable
Department regulations. Check the following box "YES" it the provider authorizes the Department to deliver
checks, made payable to the Provider, to the Billing Agency in accordance with the applicable Department
regulations.

If checked yes, make sure you have entered the Billing Agency's address in the
Provider Application, Section 4 - Check Mailing Address.

The Provider warrants that he/she/it has entered into a written agreement with the Billing Agency as
required by the Department's regulations. The Provider understands and agrees that his/her/its use of this
Billing Agency does not in any manner relieve the Provider of full responsibility and liability for any
violations by the Provider of the laws, regulations and rules which govern the Medical Assistance Program.

Moreover, the Provider accepts full liability to the Department for all actions of the Billing Agency within its
actual or apparent authority to act on behalf of the Provider, not withstanding any contrary provisions in the
agreement between the Provider and Billing Agency. in the case of any violations of the laws, regulations or
rules governing the Medical Assistance Program which arise out of the actions of the Billing Agency, the
Provider accepts full liability as though these actions were the Provider's own actions.

The Provider agrees to notity the Department at ieast ten days prior to the effective date of the revocation of
this Appointment of Billing Intermediary. In such event, the Provider's liability for the acts of the Billing
Agency shall continue until the tenth day after the Department'’s receipt of such notification or the etffective
date of the revocation, whichever date is later.

If the Provider is a legal entity other than a person, the person signing this Appointment of Billing
Intermediary on behalf of the Provider warrants that he/she has actual authority to do so.

Legal name of Provider Medicaid Provider No.

Signature

Typed or printed name

Title

Date

7 10/90



Commonwealth of Massachusetts
Department of Public Welfare

MEDICAL ASSISTANCE PROGRAM
PROVIDER APPLICATION CERTIFICATION

PLEASE READ CAREFULLY AND SIGN

This Provider Application is an application for status as a provider in the Massachusetts Medical Assistance
Program administered by the Massachusetts Department of Public Weltare. This Provider Application will
become part of (and is incorporated by reference into) the Provider Agreement between this applicant and the
Department of Public Welfare. The applicant should make a copy of this Provider Application for his/her/its
records before submitting this copy to the Department. The Department will retain this Provider Application for
its records. Moreover, the applicant should understand that he/she/it has a continuing obligation to inform the
Department of any change in the information submitted on or with the Provider Application within fourteen days
of the date on which the applicant becomes aware of such change.

CERTIFICATION: | have carefully reviewed this Provider Application and all attachments thereto. | certify that
all information contained therein in true, accurate, and complete. If the applicant is a legal entity other than a
person, the person signing this Provider Application on behalf of the applicant warrants that he/she has actual
authority to do so. Signed under the pains and penalties of perjury.

M__ B i - ( . 1
_ Madtus lol o Logrdip N
Legal name of Provider Appligant / / / /_‘f ~
A fud SKET A
4 Ry ’.‘I - ‘.I-f_.‘ J r ’, |

Signature

“‘\—--"

| .
Meareus Gerde N

Printed name of signature

Title

Date 7 7

8 10/90



Contmonwealth of Wassackusetts

DIVISIOH OF MEDICAL ASSISTANCE

PROVIDER WUMBER 1,324 o=

PROVIDER UPDATE FORM
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TEAR OFF HERE

FTD ADDRESS CHANGE

An address change here changes your
address on the FTD coupons only.

New
Address . . — ——————— g
eI S £
_____-—_—-_-__________________———- =)
%
e g
we._ P g
State p s
B
Telephone Number _(____l________-——————— 8!

Form 8109-C {Rev. 10-96)

Employer \dentification Nu

mber (EIN)

OMB No. 1545-0257

Hlllllll“ililluillllil!llll‘l“lllllll“llllllilll”l‘lll“

MARCUS GORDON M D

NORTH SHORE U
583 CHESTNUT ST
LYNN MA p1904-2600

08

OMENS CENTER

INTERNAL REVENUE SERVICE CENTER
05501

ANDOVER

send FTD Address Chang

MA

& and correspondence to the IRS address above



The Commonwealth of Massachusetts
Executive Office of Health and Human Services
Division of Medical Assistance
600 Washington Street, Boston, Massachusetts 02111

WILLIAM F. WELD JOSEPH GALLANT
Governor Secrewmry
AHOED FALL CELLERCL 7/ O BRUCE M. BULLEN
Lieutenant Governc:® = f 2.5 7 e
Date:_« JLE [, /77 Comm

ProviderNo:__ 3/ 25064/

Dear Provider:

The enclosed correspondence was returned to the Division of Medical
Assistance (Division) due to a change in your address. In order to ensure your
continued participation in the Massachusetts Medical Assistance Program, it is
essential that you notify the Division of all changes that impact your provider file.

Please supply the Division with updated address information by completing
all the sections on this form. In addition, any change in address must be
accompanied by a W-9 (Request for Verification of Tax Reporting Information) form.

Pl mplete and return the enclosed W-9 form. If have a Federal Employer
Identification Number (FEIN), you must also submit a copy of a tax coupon to
ensure the accuracy of the information entered in your file. The Division is not able
to act on address changes that are not accompanied by a W-9 form. Please return the
W-9 form and this form to the Division as soon as possible.

LEGAL ENTITY ADDRESS DOING BUSINESS AS ADDRESS
0015 Lowdon D2 Oboke Lbriens (én/sd
FK3 Cheshur SH 55 bt o
/Ig,»'x 77 o S0y /‘C/Lr;f?, AiA Oi%p /
CHECK MAILING ADDRESS INFORMATION MAILING ADDRESS

= /4/1/[ | SAME

| .J
/ 3 y T ) _"_'_. . D 55 }
SERVICE PHONE NO{/2)575 7/02)  BIYLING PHONENO{ L/ NIF5 Sppe
Signature of Provider or Designee: '5/’% ' //t’

Completed documents should be returned Yo:
Provider Enrollment Unit
Division of Medical Assistance
600 Washington Street
Boston, MA 02111

If you have any questions, please contact the Provider Enrollment Unit at (617) 210-5500
or 1-800-322-2909 (from within Massachusetts).

PEU/Prov/iAdd-Change
04/97



.- - 315506 4
Commorniwealth of Massachusetts f

Request for Verification of Taxation Reporting Information

(Massachusetts Substitute W-9 Format)
Pursuant to IRS regulations, vendors & customers must furnish their Taxpayer Identification NumbexTIN) to the Commonwealth.
Vendors must complete, sign, gnd return this form before payments may be made.

Name (List legal name, if joint names, list first & circle W: of the person or entity TIN you enter in Part 1 below.

See instruction *1 if your name has been changed. /?&'6/5 7 :J;ﬂ/f’bc)/\)
Legal Add - Num Street, (includesuite or apartment number when possible) City, State and ZIP (inclyde 9 digit Zip when available)
583" Chestn T St Y SPA D108

IF REMITTANCE (PAYMENT) ADDRESS IS DIFFERENT FROM YOUR LEGAL ADDRESS, PLEASE FILL IN BOXES PROVIDED BELOW.

Remittance Address (number & street, include suite or apt. # when possible). ' P&RT--[I;" ,;E&x XEMPT

R ] _Wm&&&%mx

Remittance City, State, ZIP(include 9 digit ZIP when available). ' Check if your organization is recagnized by the
SRR = * IRS as Tax Exempt(ie., 501(c))?

If cloiming Tax Exempt Status, antack the IRS ruling or
Determination Letier or this status will not be recognized by the

Phone # /é'/ .7) 5?5 e 4/ /0 a Commonwealth of Massachusetss.

il

2 Social Security # SARTE ETQ EXISTIN
Enter your taxpayer ideptification number (TIN) : R —
in the appropriate box. For individuals or sole - e - |—_‘, . )
proprietors, this is your social security number. ‘ A Request for Verification of Vendor
For other entities, it is your federal employer OR ’ Taxation Reportmg Inl'.ormatlon has
identification number (FEI). - Emplover Identification # been previously filed with the

Commoggealth under this TIN. This

If vendor has more than I name, use Chart A report replaces that form.

for guidelines on whose TIN to enter.

e e Tr— - Please attach supporting

FPART. 4 Organization Type documentation specified in instructions

skl e - ; on back of this form under Updates.
Enter your organization type. Obtain _T, E
Organization Type Letter from Chart B.
i SRR CHART A -What Name & Number to Give the Reques "} CHART B'-~"ORGANIZATION TYPE
For this type of Account: Give the name and SOCIAL SECURITY number of; For this type of vendor: Type .
1. Individual The individual 2 Individual - I
2. Sole Proprietorship The owner (Show individual’s name) ' Sole Proprietorship 1
For this type of Account: Give the name and EMPLOYER IDENTIFICATION number of: Partnership P !
3. A valid trust, estate, or Legal entity (do not furnish the identification number of the personal Trust T !
pension trust representative or trustee unless the legal entity itself is not designated in the :
account title)
4. Corporation : The corporation . ) Corporation(including Mexico & C |
- Canada)

5. Association, club, religious, The organization : Other 0
charitable, orloth?r tax- : Please explain on line provided below
exempt organization. -

6. Partnership The partnership

7. Broker or registered nominee | | The broker or nominee Additional Instructions are provided on

the back of the form

If you selected an organizational type of “O"” (Other), please explain why?

: d.and updersl.and the Commonwealth’s Tax Reporting Information (Please Check box).[]
amtiged this request and to the best of my knowiedge and belief, all information I have supplied is true, correct,

- 6ET
Wf&/j 7/50@0/(/ HD. & 4 F 97

PLEASE PRINT OR TYPE YOUR NAME & TITLE

For Commonwealth vendors only:
Under penalties of perjury, [ decl :
and complete.
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Commonwealth of Massachusetts

Department of Public Welfare

MEDICAL ASSISTANCE PROGRAM
APPOINTMENT OF BILLING INTERMEDIARY:
PROVIDER APPOINTMENT OF GROUP PRACTICE ORGANIZATION

The undersigned Provider authorizes the above-listed Group Practice Organizations to submit claims to the Department of Public Welfare (hereinafter the Department) on

his/her/its behaif. in accordance with the applicable Department regulations. The Provider also authorizes the Department to Issue payment check's on his/her/its behalf to the
above-listed Group Practice Organizations, In accordance with applicable Department regulations.

The provider accepts full labllity to the Department for all acts committed by each Group Practice Organization listed above which relate in any manner to said Group Practice

Organization’s performance of dutles in preparing and submitting clalms on the Provider's behalf within the scope of its actual or apparent authority. Should any such acts result In

the violation of any of the laws, rules, or regulations governing the Medical Assistance Program or the Provider's agreement with the Department, the Provider shail be fully liable
113 the Department as if such acts were the Provider’'s own acts.

The Provider agrees to notify the ‘Depamaeru at least ten days prior to the effective date of the revocation of the Appointment of Billing Intermediary. In such event, the Provider's
lizbllity for the acts of the Group Practice Organization shall continue until the tenth day after the Department's receipt of such notification or the effective date of the revocation,
whichever date Is later.

If the provider Is a legal entity other than a person. the person signing this Appointment of Bliling Intermediary on behalf of the Provider warrants that he/she has actual authority
to do so.

/_/' ,/L'%J.;’(J/I ?J:’Eh‘{f 6{’(, :;‘;i,j'_;’f /.; ; /, C ; é."(,( i _/L} -.V(f/ AJ_ ;/‘:,-u( ?; 5 J,

Legal name OW}// Q/ r Tile
E / - el -

Signature

: Date
; B, e A = ol 7 (r
{l/{ Al g 5& L'(C“‘\’/) i "1 i el aj/bj }L//f
Typed or printed name e ™ Medicald Provider No.

10/90
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S D A G S o il A GRS A € o AL G s
CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE

UNITED STATES DEPARTMENT OF JUSTICE

DRUG ENFORCEMENT ADMINISTRATION
WASHINGTON, D.C. 20537

-

DEA REGISTRATION THIS REGISTRATION
NUMBER | EXPIRES

Sections 304 and 1008 (21 U.S.C. 824 and 958) of the
Controlled Substances Act of 1970, as amended, i
provide that the Attorney General may revoke or G9=-33~-2009 E21D.a0 J

suspend a registration to manufacture, distribute,

dispense, import or export a controlled substance. SCHEDULES

BUBINESS ACTIVITY DATE ISSUED

24p3e3Neb e PRACTITIONIR

CORRECTED CERTIFICATE » _ SURTHOM, M40
(NOT & RENFWAL) RO OLYNNEITLD 7

Ml o LYy My GY9C4%
b2
N S
A IEaN|
o
[
g

[m]

g THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OQWNERSHIP. CONTROL. LOCATION, BUSINESS ACTIVITY, CR VALID

L

AFTER THE EXPIRATION DATE.
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tlress v chang A, vou are recuiad 1o notdy e
Eoard i veaedizreny in wrating, A2 g oo too o
recistral 2 no s N L
l?.e-gistm:u-r & FLouCt 1o the proy s of the \.
aredl Lass end *he Board's regu aminne, "(G:H'.’ 1:
Eeltigal - SR TR parson e=Te)er ;-j\l.‘-f. lave. 160

LI S

COMMONWEALTH OF MASSACHUSETT.S
BOARD OF REGISTRATION IN MEDICINIz
William F, Weld, Governor

ISSUES THIS LICENSE TO

MARCUS T GORDON M.D.
NORTH SHORE WOMEN'S CTR,

583 CHESTNUT STREET
LYNN, MA 01904

AS A REGISTERED PHYSICIAN

X

82013 08/11/2¢c0




The Commonwealth of Massachusetts .
Executive Office of Health and Human Services
Division of Medical Assistance
600 Washington-Street, Boston, Massachusetts 021] 1

ARGEQ PALL CELLUCCT
Govemor

WILLIAM 0. OLEARY

‘\ / - \ -
Sucrusry Date:_ &~/ =IO
= St 7
Provider No: ')/j: SE Lt

Dear Provider:

The enclosed correspondence was returned to the Division of Medical
Assistance due to a change in your address. In order to ensure your continued
participation in the Massachusetts Medical Assistance Program, it is essential that
you notify the Division of all changes that impact your provider file.

_ Please supply the Division with updated address information by completing
all the sections on this form. In addition, any change in.address must be
accompanied by a W-9 (Request for Verification of Tax Reporting Information) form,

e d re he en W. If have a F Em e
Identification Number (FEI ou must also submit a copy of a tax coupon to
ensure the accuracy of the information entered in your file. The Division is not able

to act on address changes that are not accompanied by a W-9 form. Please return the
W-9 form and this form to the Division as soon as possible.
(HOME ADDRESS)

LEGAL EN".!:'ITYA DI'{E!SS 3 , DOING BUSINESS AS_F ADDRES
YE0 buynntreld st Y90 bynn treld St
'A,L’i nn - MA 190y l\q wn MA (1404

7

(SAME AS REMIT ADDR. ON W-9)

CHECK MAILING ADDR% _ IN'F_O/I%&A’[‘ION MAILING .A[}ﬁ;ﬁﬂ:ﬁ) i
Uichunntrdd Nt~ U0 Lynnéeld SReet
\ n M 01904 hunn  MA (1904

SERVICE PHONE NO: |

_ LLING PHONE NO: [:)3} )’55}5‘ Yg0e
L o= s 7- Geravn, /-/%;b ,‘

(Handwritten)

Signature of Provider:

Completed documents should be returned to:

Provider Enrollment Unit
Division of Medical Assistance
600 Washington Street

Boston, MA 02111

If you have any questions, please contact the Provider Enrollment Unit at (617) 210-5500
or 1-800-322-2909 (from within Massachusetts).



- : MMQ/A‘;* ekon) IISCOCY

Commonwealth of Massachusetts
Reguest for Verification of Taxation Reporting Informatmn@ M
(Masscchusetts Substitute W-9 Format)

Pursuast to I:RSrcgulanons vendors & customers mmﬁwmshmwTaxpayuldemﬁmonNumba (TIN) to the Commonwealth.
Vendonmusteoﬂ!% ggandmmmﬂnsfmmbefmeammazbemda
LEGAL NAME (List legal name, if joint names, M&n&aﬂehmd&smmmymmwm Part 1 below.

sm“ﬁ’?nuf'*r %ﬁﬁm""’?’f“ﬁm

wlpmwhnm'b!e)

mm'mncnmnms

B0 bt Tl e e
REMITTANCE SrAmm(zndude‘) digit ZIP when available). ms-:' .J:'r &m :} ‘mosnmdc»? by the
.“P%D ‘3‘4‘5‘”800 S s

mmmwummmm"' ' ] ARequorvenﬁmonof'rmnm”m
(TIN) in the sppropriste box. (Enter either Repmmglnfurmamnhubmpmnously
SV OR ZIN. DO NOT ewter both) or | filed with the Commonwealth under this TIN.
Employer Identification Number (EIN) This report replaces that form.
fou CHART 3 UULOOO0O0O0
NPARTIE ORGANTEATION Y PE Organization Type Please anach supporting documentation
. specified in instructions on back of this

ﬁ:rm under Update&

Q Sole Proprictorship The owner (Show individual's name) Sale Proprietarshiip - 88N or EIN
SSNorE[N

L Semeaees B o et s — , ’

i i (donmﬂmhmeldmﬁcmuu 2

Q ;u;ahdmuum,orpennou '-ﬁll“:fﬂh - Trust - EIN T
mmﬁmmnﬂmu
designated in the account title).

Q Corporation The corporation Carporation (including Mexico & C

. Canada) - EIN .
Q Associstion, club, religious, charitable, The organization is associated with Othﬂ.-m o
oc other tax-exempt org. Other in CHART B Mqﬁ.u&u;rwﬁdhbw.

Q  Partnership The partnership ?

Q  Broker or registered nominee Thebrckerornominee ~ feid e

I you select an Gmmmﬁon type of “Q” (Other), plesss explsin why?

p
Ih.nverudandundcrmndd:e(:cmmouwahhsTuR:porunglnfmm(Pkmdwc&bu} @'
- Under penalties of pe /| dulare tiuﬁ Uune examined this request and to the best of my knowledge and belief, all information I have
. supplied is true, co g7 ) T
L i 9‘ , L)Lﬂi 7ol O
— Date
It 6-{(;,(,)@ oo lo 0 s 04 oo

Please print or type your name & cule . Date




caw“uwmw‘ Oﬁ Wassackusetts DIVISION OF MEDICAL ASSISTANCEJ . PROVIDER UPDATE FORM!

m.,,...

Wi ﬂ(”)kn L/

|
% RS GEER

ACT TOTAL LICENSED ~ A [ TOTAL MEDICAID _ Mﬂw PN

[T ] 1 ] 1L
INFORMATION SPECIALTY DATA: PRIM. IZED SuUB ED:

i Y o e Y s ;
_ I | | J CHANGE FROM D:l:l 10 ‘:_;I;D” it 5 3 T ——— sl
oanmeen [ [ L T 1T 1 L T 1T 1) CUL (1111 L1111 "

sencaceneemss F1- T 1 Tl R I L LEL [T 11111 [T 11

e T P b e

EACILITY ADMINISTRATOR | l | l TATNT“T ‘l ! I [ lﬁrﬂ.lm]‘ﬁlhl @ .

«. LAST NAME , : FIRST NAME . w’ .. T UICENSE

LAST NAME ' : T RRSTNAME - - ==

ety oo N O O O B A A I I I O
1: NUMBER OF ASSOCIATED ENTITIES l:D:l TAPE OUTPUT D
{

i '_" N0 LT LEREENN § % T T st =
G U STy AT
C
BUSINESS NH ADMIT TO LAB OR
ACTI  ocaTion PRACTICE PRIVATE HOSP XRAY RSC

DIRECT - ADMINISTERS . + INSTITUTE INSTITUTE I l
INDIRECT GEN ANESTHESIA | SALARY NUMBER
a J— e,
AUTHORIZING SIGNATURE = / DATE - 2




Comnnnwulth of Massachusetts
Request for Verification of Taxation ReMg Informaﬁon@ m
(Massachusetts Substitute W-9 Format)

Pmmtoereguhuom vendors & customers must furnish their Taxpayer Identification Number (TIN) to the Commonwealth.

Vendors must 1 sign, and return this form before be made.
W@ﬁm
I ¥ 1/} LI BoRdon T B

PR

'T’mw S

REMITTANCE STATE, ZIP (include 9 digit ZIP when available), mgrramhﬁ:o;oﬁ!mmmnym
I\,Uf\n }/\ﬂf Olqoq : {f claiming Tax Exempt Status, artach the IRS

ruling or Determination Lester or this status
will notbe recognized by the Commonwealth
[ Hmﬁm
R v‘S« gy

ws@mynm(ssm N

R

SRR

Emem‘rmyerldemﬁrmm

& e . A Request fcr Venﬁccnon of Taxation
(TIN) in the appropriate box. (Eater either Repormglnformanmhubempmnomly
SSN OR EIN. DO NOT enter both) oR ' filed with the Commonwealth under this TIN.

Empioyer Idemtification Number (EIN) This report replaces that form.
Organizstion Type Please attach supporting documenzation
@ . specified in instructions on back of this

ﬁ:rm under Updmu.

I
Q Sole Proprietorship The owner (Show individual’s name) | Sole Propristarship - 85N or EIN I
SSNorEIN

Q A\'a.ltd Lwﬂmq(dnnmﬁrmhﬂleldmﬁmm E T
Ave muu.te,orpewon i Trust- EIN
mu!eu leuluumymdfuna
designated in the sccount title).
Q Corporation The corporation Carporation (including Mexico & C
. Canada) - EIN .
Q  Association, club, religious, charitable, The organization is associated with Other - EIN o
or other tax-exempt org. Other in CHART B Pleasé explain on line provided below.
Q  Partnership The partnership

Q  Broker or registered nominee The breker or nominee
If you select an sryanization type ef “O~ (Other}, plezss explsin why?

Z

IhnmmdnndmdamndmemeuhhsTungMfmmkamdwctboxj l':l

| Under penalities of perj { declare MFLhdnuade this request and to the best of my knowledge and belief, all information I have
| supplied is true, frplete. ')

: 2, 04, cO
— Signature - _ ) Date
ﬁ’/ ()5 C@ r'g,s'f,n Lo/ 5 > O oD

Please print or type your name & title Date




Verification Status for:

Med Advantage

Gordon, Marcus T, MD

North Shore Womens Ctr
480 Lynnfield Street

Lynn, MA 01904

MassHealth (Group B)
April 22, 2008

Action Inquiries

Inquiry Type
DHHS
HIPDB
NPDB

Action(s)/Sanction(s)*

NONE

Certification(s)

Board ID/ Cert#
ABMS: OBG

DEA: BG4149680

STMA: 82013
STMACDS: MG0277625A

Education

Degree
M.D.

Verified?
Yes
Yes
Yes

Verified?

Verified?
Yes

Issue Date
12/09/1994

09/27/1995
07/14/2006

From

Albert Einstein College of Medicine: Bronx NY

Internship - S

Yes

Bronx Municipal Hospital: Bronx NY

Residency - OBG

Yes

Boston Medical Center: Boston MA

Group(s)

Name
Aetna HMOI
Aetna Inc.

Blue Cross Blue Shield of
Massachusetts

CIGNA

Harvard Pilgrim Health Care
Neighborhood Health Plan
Tufts Health Plan

Verified?
No
No
No

07/01/1985

07/01/1988

Expiration
12/31/2011
09/30/2009
08/11/2008

To
06/30/1985

06/30/1986

10/31/1990

Page 1

Source

NPDB and/or HIPDB
Clear

Report

Source
ABMS 4Q/07
NTIS Feb/08
MAWH/2008
Cert

Source
AMA 4Q/00

AMA 4Q/00

AMA 4Q/00

Source

Date Verified
01/17/2008
01/17/2008
03/19/2008

Date Verified
02/21/2008
02/20/2008
04/10/2008
02/28/2008

Date Verified
01/26/2001

01/26/2001

01/26/2001

Date Verified

Verified By
DHevron
DHevron
RVolpe

Verified By
ARiggins
GMeshea
Admin
MKessinger

Verified By
PMurphy

PMurphy

PMurphy

Verified By



Verification Status for: Gordon, Marcus T, MD
North Shore Womens Ctr

480 Lynnfield Street
Lynn, MA 01904

MassHealth (Group B)
April 22, 2008

Insurance
Insurance I[D Verified?  Policy # Expiration
PM Yes 1-23186 01/22/2009

Litigation/Claim(s)*

Litigant Verified?
Yes

Privilege(s)/Delineation

Hospital Verified?  Primary
North Shore Medical Center Yes Yes
Reference(s)
Work History
Company Verified? From To
North Shore Womens Ctr No 04/01/1997 Present

Page 2

Source
DEC pg

Source
Report

Source
Ltr

Source

Date Verified
04/21/2008

Date Verified
03/19/2008

Date Verified
08/28/2007

Date Verified

Verified By
MPerez

Verified By
RVolpe

Verified By
MCarrasquillo

Verified By



Verification Status for:

Gordon, Marcus T, MD
North Shore Womens Ctr

480 Lynnfield Street
Lynn, MA 01904

MassHealth (Group B)
April 22, 2008

Verification Sources

DEA - Drug Enforcement Administration
STMA - Massachusetts Board of Registration
STMACDS - State Of Massachusetts - CDS Certificate

ABMS - The board certification(s) contained in this report has
been primary source verified against the ABMS Database.

AMA - ©1998 by the American Medical Association
MAWH/2008 - Med Advantage Data Warchouse

* Sanctions are verified from the NPDB and/or State Licensing
agency(s) at the same time License is verified.

* Litigations are verified from the NPDB and/or the [nsurance
Carrier(s) at the same time insurance is verified.

Med Advantage (CVO)
11301 Corporate Blvd., Suite 300 Orlando, Florida 32817
(407) 282-5131

165025

Page 3

Prepared By: VHOLLAND



National Practitioner Data Bank ; o, 165025
Healthcare Integrity and Protection Data Bank :
P.O. Box 10832

Chantilly, VA 20153-0832

DCN:  5500000050289990
Process Date :  03/19/2008
Page: 1 of 1
GORDON, MARCUS T
http:/fwww.npdb-hipdb.com For authorized use by :

' MassHealth (Group B)

NPDB QUERY RESPONSE

Based on the subject identification information provided by you in Section B below, a search of the NPDB has located the following 1 report(s):
Type of Report(s) ’ Report Number(s) ; '

MEDICAL MALPRACTICE PAYMENT REPORT(S): 5500000016823229

Recipients should verify that the subject identified in Section B is, in fact, the subject of interest.

Subject Name: GORDON, MARCUS T
Gender: : MALE
Date of Birth: 08/11/1959

Other Name(s) Used.
QOrganization Name:

QOrganization Type:

Work Address: : 480 LYNNFIELD STREET

City, State, Zip: LYNN, MA 01804

Home Address:

City, State, Zip:

Social Security Numbers(SSN):

Individual Taxpayer ldentification Numbers (ITIN):

Professional School(s) and Year of Graduation: ALBERT EINSTEIN COLLEGE OF MEDICINE 1985
Occupation/Field of Licensure(Code): . Physician (MD) (010) ' .
State License Number, State of Licensure: 82013, MA

Specialty:

Drug Enforcement Administration (DEA) Numbers:
Natlonal Provider identifiers (NP1): '
Federal Employer Identification Numbers (FEIN):
Unique Physician Identification Numbers (UPIN):

Data Bank ldentification Number {DBID) 399700000091597

Entity Name: _ MassHealth (Group B)
Authorized Agent: MED ADVANTAGE
Authorized Submitter's Name: JOHN WITTY .

Authorized Submitter's Title: AGENT

Authorized Submitter's Telephone: (407) 282-5131

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY : ”mml‘ﬂ‘“ llm ull| “ m} |m HI



National Practitioner Data Bank

Healthcare Integrity and Protection Data Bank
P.0. Box 10832

Chantilly, VA 20153-0832

hitp:/Awww.npdb-hipdb.com

165025

DCN: 5500000016823229
Process Date: 04/07/2000
Page: 1 of 3

For authorized use by:
MassHealth (Group B)

MEDICAL MALPRACTICE PAYMENT REPORT

Report Number:

X

This report is maintained in:

5500000016823229
The National Practitioner Data Bank

The Healthcare Integrity and Protection Data Bank

This report is maintained by the NPDB for restricted use under the provisions of Title IV of Public Law 99-660, as amended; and 45 CFR Part 60.

All information is confidential and may be used only for the purpose for witch it was disclosed. For additional mformat!cn or
clariﬁcetlon contact the reporting entity identified in Section A.

Entity Name:
Address:

City, State, ZIP:

Entity Internal Report Reference
(e.g., claim number}):

Name or Office:
Title or Department:
Telephone:

Type of Report:

MEDICAL LIABILITY MUTUAL INSURANCE COMPA
2 PARK AVENUE

NEW YORK, NY 10016

JAMES ROBB
VICE PRESIDENT
2125769850

INITIAL REPORT

Subject Name:
Other Name(s) Used:
Gender:

Organization Name:
Address:

City, State, Zip:
Country:

Home Address:

City, State, Zip:
Country:

Date of Birth:
Social Security Number:
Professional School{s) and Year(s) of Graduation:

GORDON, MARCUS TULIO
MALE

MARCUS T. GORDON, MD
1101 BOYLSTON STREET

CHESTNUT HILL, MA 02167

08/11/11959

ALBERT EINSTEIN MEDICAL COLLEGE 1985

: CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY



National Practitioner Data Bank

Healthcare Integrity and Protection Data Bank _ 165025
P.0. Box 10832 DCN: 5500000016823229
Chantilly, VA 20153-0832 Process Date: 04/07/2000
Page: 2 of 3
hitp://www.npdb-hipdb.com For authorized use by:
MassHealth (Group B)

Occupation/Field of Licensure (Code): Physician (MD) (010)
State License Number, State of Licensure: 168240, NY
Drug Enforcement Administration (DEA) Numbers:

Hospital Affiliation(s): ST. LUKES-ROOSEVELT HOSPITAL
NEW YORK, NY

BETH ISRAEL HOSPITAL
NEW YORK, NY

Date of Report: 04/07/2000
Act/Omission Code: Treatment: Not Otherwise Classified (690)

Earliest date act or omission occurred: 07/13/1994
Last date act or omission occured:
' Payment Date: - 04/04/2000
Multiple or Single Payment: SINGLE PAYMENT
Amount of this Payment: $160,000.00
Total Amount of Judgement or Settlement:  $180,000.00
' Payment Result of: SETTLEMENT
Number of Practitioners For Whom Payment Is Made: 1
Relationship of Entity to the Practitioner: INSURANCE COMPANY
Date of Judgment/Settlement: 03/07/2000
~ Adjudicative Case Number: 8661/95 LB :
kdjudic_at'ive Body Name: SUPREME COURT OF THE STATE OF NY CO OF BRONX
Court File Number: - '

Reporter's 1-65448-M A THEN 28 YEAR OLD FEMALE DEVELOPED EITHER OSTEOMYELITIS OR
Description ofthe  OSTEITIS PUBIS FOLLOWING C-SECTION. THE PATIENT REFUSED TO HAVE A BONE
Act or Omission:  PUNCTURE WHICH WOULD CONFRIM HER DIAGNOSIS,

Reporter's CASE SETTLED FOR $160,000.00 ON BEHALF OF DR, GORDON OUT OF A’ TOTAL
Description of $180,000.00 %

the Judgment

or Settlement:

If the subject identified in Section B of this report has submitted a statement, it appears
in this section. i

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY



National Practitioner Data Bank' -
Healthcare Integrity and Protection Data Bank
P.0. Box 10832 '

Chantilly, VA 20153-0832

hitp:/Awww.npdb-hipdb.com

165025

DCN: 5500000016823229
Process Date: 04/07/2000
Page: 3 of 3

For authorized use by:

MassHealth (Group B)

An "X" indicates that the information in this report has been

D Disputed by the subject identified in Section B.

D Elevated for decision by the Secretary of the U.S. Department of Heaith and

Human Services. — Pending

Reviewed by the Secretary of the U.S. Department of
El Health and Human Services, who has made the following

comment conceming the report:

Date of Initial Report: 04/07/2000

Date of Most Recent Change: 04/07/2000

END OF REPORT

The following Information was not provided by the reporting entity Identified in section A of this
report. The Information was submitted to the Data Banks from other sources and is intended to -
supplement the information contained in this report. . '

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




351005482803 0009

-NSMC LSS0

NORTH SHOR I MEDICAL CENTER

81 Highland Avenue Salem, MA 01970 P: 978-354-2020  F: 978-354-3963 lgk{'zgg

8/28/2007

Med Advantage

To Whom It May Concern:

The following is in response to your request for information and is provided to you in lieu of completion of the
evaluation form you submitted. The information is based upon review of the practitioner's file, and should provide
the necessary documentation. The individual listed below has been fully credentialed at our Hospital in
accordance with Massachusetts Law 243CMR 3.05.

Username

Practitioner name Gordon, Marcus Tulio, MD

Department Obstetrics & Gynecology Section

Current status Current

Status category Active

Dates on Staff 07/22/1997

Next reappt date 08/31/2009

Admitting Privileges Yes

Clinical Skills Dr. Gordon continues to meet/or had continued to meet all clinical performance

and health requirements to qualify for reappointment at our Hospital,

Disciplinary Action  None (As defined in 243 CMR 3.02

Please refer to application for licensure (Massachusetts Board of Registration in

Liapility Claims Medicine) or to malpractice claims of loss history.

If you require further information, please contact the Medical Staff Office Department at 978-354-2020.

L.enora Salvucci
Medical Staff Coordinator 8/28/2007
[ NSMC - North Shore Medical Center (Merger of Salem and Union Hospital as of March 1, 2004. |




ToesmmesEEmommr ey G s e 361003482803 0010

S

N PeorcalCons o espasT
' PmM“male“P" S Medical Professional Mutual

' Insurance Company T :
Ny, 2/
Medical Professional Liability - Occurrence zr 27
Renewal Declaration

PoLicY NUMBER! . 1-23186

FORMER POLICY NUMBER: 1-231886
NAMED INSURED AND ADDRESS: PMG ID¥: ATE16 PRODUCER: Pnopuala ID#: G20J086
Marcus T. Gordon, M.D. - HUB Intemational New England, LLC
1101 Boytston Street 299 Ballardvala St -
Chestnut Hill, MA 02187 wilmington, MA 01887-1080

' Y o Phone: 978-657-5100

PoLICY PERIOD: 04/22/2008 i 0142212009 at 12:04 A:M. ..’ DESCRIPTION OF BUSINESS:
Standard Time at Named Insured adoress above. 7 .. - SOLO CORPORATION

"IN RETURN FOR THE PAYMENT OF THE PREMIUM, AND SUBJECT TO ALL THE TERMS OF THIS POLICY,
WE AGREE WITH YOU TO PROVIDE THE INSURANCE COVERAGE STATED IN THIS POLICY,

*THE POLICY SHALL NOT BE EFFECTIVE UNLESS THE FIRST INSTALLMENTJAYMENT""

“w|S RECEIVED ON OR BEFORE THE DUE DATE DISPLAYED ON THE INVQICE.*™*
COVERAGE RETI;(:::WE '] SPECIALTY/CLASSIFICATION | LIMIT OF LIABILITY
Profossional Liability 80167 Gynecology-Major Surgery | $1,000,000 | Per Glaim
| $3,000,000 | Aggrepate
Ocourrence ]| '
Supplementary Paymenis i
Retroactive Date: 01/01/1088 | 4 7 )

S ]

ADDITIORAL RATING FACTORS:

e B e

Claims Free Credit ,

_Vicarious Labllity Charge for Employed Praclitioners dip sl S e ol e e
ADDITIONAL COVERAGES: B g N T | PREMIUM!
FORMS AND ENDORSEMENTS ATTAGHED TO-THIB POLICY: -+~ - -

PL 024 09/05 Medical Professional Liabiiy for Physicianisland Surgeons — Occurrence Form
PL 054 02/08 Massachusetts Mandatory Amendmenits Endorsement '
POLICY PREMIUM: ST HEDL LS 47,500

Pk AP %%wm#

Richard W. Brewer Janica W. Allagretto
President & GEO Asgf. Sec

THIS 1S NOT A BILL. THE BILL WILL FOLLOW SHORTLY.

DEC 100 09/07 Data Produced; D1/10/08 080313 Page 1



35100548280

3

Do i2

gﬂe_l_nform_____a,tl_orl_ Please list all office addresses. Indicate which office is your primary office (only one office can bg noted as
your Primary Qffice), and which should be your mailing address. Also, please indicate if this particular address is your administrative, clinical
or research office.

Office/Practice Name:

Morth Shore Loomens Cemter
Practice Manager Name:___ <4eghdnie Low ittt
Street Address: ;

Ligo L yuslie Ic( St
Street Address: ~

Mailing

Address

City: _L-_yn~ State: _vm A zip. O1 Ao4
If not curréntly at this site, expected start date:
OFFICEPHONE# 78 | $49¢ “Migcoo

OFFICEFAX# =751 S5 3842

YES X
NO O

Office/Practice Name: .
Wercmatl \Jolley \spmlas Flealty Services

Practice Manager Name:__ €4 e phanie Lo/ $4 Mailing
Street Address: ! -

Orerch Sk.
Street Address: Address

City: Me th e _ State: 1 4 Zip: @14y
If not currently at this site. expected start date: :
OFFICE PHONE # __ 9 9 C¥E 2222

OFFICEFAX# 78 b ¥ 723€

YES '
NO X

Office/Practice Name: | o 3
Fosr  Somen Physician ért)t/f

Practice Manager Name:_$#¢ ghaaie (oo idt Mailing
Street Address: ?

|5 & Emery <.
Street Address: . . Address
City: A+l Loro State: _ " A Zip. & 707

YES ¥
NO O

If not currently at this site, expected start date:
OFFICEPHONE # 3598 Q32 7% 37

OFFICEFAX# __ s ©F 226 2218

Board Certification: (Piease list both specialty and sub-specialty board certification)

Board Name: Awf"'(“ﬁﬂ "36&-’1 af OLSJG-J"“’C% qué Gy necolos y
l -

Specialty: : ]

Date of Initial Certification: _ \ G 94 Valid Through: 200 - Date Re-certified:(ai z7/] oS

Board Name __
Specialty:
Date of Initial Certification: Valid Through: Date Re-certified:

Board Name:

Version 1.2 I 2 September 200$



Specialty__ ; )
Date of Initial Certification: _ Valid Through: Date Re-certified:

If you are not Board Certified, are you eligible for Board admission? Yes 0 No D If you are not Board Certified, please indicate the date
that you plan to sit for the Board exam or confirm that you received your medical training prior to when the Board was offered.

you are Board Eligible and do not plan to sit for the Boards please explain why:

Education: In chronological order, fist all schools you have attended beyond high school. Attach additional sheet if necessary. Please

Erowde complete mailing addresses.

College/University: # h ‘e/ W/y State C,ﬂ! IQQC-

Street: \J 17 Unvels '14‘}]/ i City: Che yoney State: v A Zip:

Country: VS A Degree: Pf;fcf-mfaﬁ/\z Fromac__)L! 119 727 To O f1 (19728

—— e — — — —— — — e — ——

College/University: Q ‘f‘r C,GNGQQ C?'F Lle—J ;""a-" }1’

Street: __ {34 W, St 7 Cd?hﬁ-«?e{/*%ty New Yor ke State: __ A Y zZip: 19071
Country: \/ 54 Degree: Psych /Diochem From @) (1 3 728 T @6yt _t 19 81
2 +—/5ul2—' :

College/University: A’ , b""‘} Ein st e;m C(;;_Heﬁg, gﬁ yine cll Ci1m €

Street: 1200 Moctis Parle 4 vecy dron ¥ State: N/ Y Zip: 12496/
Country: _ V.5 A - Degree: th D From: 29/ /19 81 To o6 yl9Egs

Internship: Include only primary hospital (do not include rotations). Attach additional sheet if necessary:

HospitalfFacilhity: M on '} = 0“’ re "'fOJpr")L‘C [ and e cl:'c < ( Ctr,
Street: City: Q ro«t X State: N/ 7 Zip:
Department/Specialty: S'u [ Xl Dates (Mo/Yr) From:; To:

isor/Chi e W
Supervisor/Chief/Contact Person: D£Q+ i) Phone Number:

Residencies: Include only primary hospital (do not include rotations). Attach additional sheet if necessary.

-
Hospital/Facility: Q oS J'V"‘" C—l'l— Vi H G'JA?: ‘}'4 ,
Street: _ 7[5 A”:J{fl \/ S+ Ctly n c?.S"’f""‘ State: _v A Zip: oLy
Department/Specialty: oh / G Dates (Mo/Yr) From: To:
Supervisor/Chief/Contact Person: bg{ﬁ Chyic Phone Number_ 2! 7 635 ¢ see

Hospital/Facility:

Version §.2 3 September 2005
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Fellowships: Include only primary hospital (do not include rotations). Attach additionaf sheet if necessary.

Hospital/Facility:

Street: City: State: Zip:
Department/Specialty: Dates (MofYTr) From: To:
Supervisor/Chief/Contact Person; Phone Number:

Hospital/F acility:

Street: City: State: Zip:
Department/Specialty: Dates {Mo/Yr) From: To:
Supervisor/ChieffContact Person: Phone Number:
Hospital/Facility:

Street: City: State: Zip:
Department/Specialty: Dates (MorYr) From: Ta:
Supervisor/Chief/Contact Person:; Phone Number:

Professional Affiliations/ Work History: List all healthcare facilities, both current and prior, (i.e., hospitals, health
centers, medical groups, clinics, military facilities, etc.) with which you have been affiliated for the purpose of providing patient
care. Do nat list internships, residences or fellowships that you noted on previous pages - please include any
moonlighting. Please use additional sheets if necessary. List most recent affiliations first. Please indicate your primary
Hospital.

Primary Hospital 0
HospitatiFacility: M or4h Shore onwen r CiReason for Discontinuance: Cocren +
Street: =190 Lynn £e (¢ 54 Cityii—)""” State:__V1/4 Zip 1404
DepartmenUSpemany (?7‘/"‘ Staff Category: p'm; s1Cigm

Supervisor/Chisf: Dates (Mo/Yr) From Y/ /97 _To PN?' end  Admitting Privileges: Yes%lo W

L

rimary Hospital

Hospital/Facility: Mof‘“’\ Chare J"'eéim'jﬁr_Reason for Discontinuance: Curr‘ewﬁ {'

Street: 9 { {"Irjf‘n lgud Ave City: Sa Ifm State:_ VA zip:_ (2190
Department/Specialty: G}m Staff Category: ;ﬂﬂ ysicin/ Su rgeen
Supervisor/Chief: Dates (Mo/Yr) From To preien e Adn'uthng Privileges: Yest{No O
Pri 10
L Sersites
Hospital/Facility: pered mad’ Va | by L oméng Rfeasyn for Discontinuance: C Jore ”+
Streett 4 _Dranmch 34, City: 1edhoen State: V2 A Zip: @184y

Department/Speciaity: G? "{Vl

Staff Category: _P h ySician

Supervisor/Chief,

Dates (Mo/Yr) From To ]ﬂf’“(“ t Admitting Privileges: Yes O No Q

» » > Please provide an explanation of any gaps in your professional career. 4 4 4
Continue on an attached sheet if you have more affiliations than space allows.
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Fellowships: Include only primary hospital {do not include rotations). Attach additional sheet if necessary,

Hospital/Facility:

Street: City: State: Zip:
Department/Specialty: ' Dates (Mo/Yr) From: To:
Superviser/Chief/Contact Person: Phone Number:
Hospital/Facility:

Street: City: State: Zip:
Department/Specialty: Dates (Mof/Yr) From: To
Supervisor/Chief/Contact Persan: Phone Number:

Hospital/F acility:

Street: City: State: Zip:
Department/Specialty: Dates (Mo/Yr) From: - To:
Supervisor/Chief/Contact Person:. Phone Number:

Professional Affiliations/ Work History: List all healthcare facilities, both current and prior, (i.e., hospitals, health

centers, medical groups, clinics, military facilities, etc.) with which you have been affiliated for the purpose of providing patient

care. Do not list internships, residences or fellowships that you noted on previous pages - please include any
.moonlighting. Please use additional sheets if necessary. List most recent affiliations first. Please indicate your primary

Hospital.

. . o C'-?l"(?“f? . . Prim Hospltal
Hospital/Facility: Fovr \omen mn\jf-.""‘* " Reason for Distontinuance: _ (£ (@w }
street: 1SO Evvory S gty Anlelors State: A zioo ©370 5

Department/Specialty: G yn

Supervisor/Chief;

Staff Category: P h ydicianr

Dates (Mo/Yr) From

To preses 4 Admitting Privileges: Yes O No 0

Frimary Hos 10

mA
Hospital/Facllity: P 'ﬁnﬂecl Prre- JL\WJ &) -( Reason for Discontinuance: Curcen +
state:_MA Zip:

Street: City:
Department/Specialty: G bda) Staff Category: l{? l’l }z Sr1cia )
Supervisor/Chief: Dates (Mo/Yr) From To _freﬁ’ “ 1“ Admitting Privileges: Yes DNo O

. Primary Hospitai O
HospitaliFacility: C ender Lor Compreh e@ag:;;: :;; Dﬁéfm-‘f;l’,;ici
sreet |63 E. T7E St ociy pdew Yor ke State:_ A ¥ Zip _\ ool d
Department/Specialty: __ - &FJ! Q"ﬁ Staff Category: 9*91(()7 94

I
Supervisor/Chief: Dates (Mo/Yr) From 5 /T4 To S /95 Admitting Privileges: Yes 0 No O

> > > Please provide an explanation of any gaps in your professional career. € 4 <«
Continue on an attached sheet if you have more affiliations than space allows.

?
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Fellowshigs: Include only primary hospital (do not include rotations). Attach additional sheet if necessary.
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361005482803

Hospital/Facility:

Street. _ City: State: Zip:
Department/Specialty: Dales (Mo/Yr) From: To:
Supervisor/Chief/Contact Person: Phone Number;
Hospital/Facility:

Street: City: __ State: Zip:
Department/Specialty: Dates (Mo/Yr) From: To:
Supervisor/Chief/Contact Person: Phone Number:
Hospital/Facility:

Street City: State: Zip:
Depariment/Specialty: Dates (Mo/Yr) From: To:
Supervisor/Chief/Cantact Person: Phone Number:

Professional Affiliations/ Work History: List

centers, medical groups, clinics, military facilities, etc.)
care. Do not list Internships, resldences or fellows
. moonlighting. Piease use additional sheets if necess

all healthcare facilities, both current and prior, (i.e., hospitals, health
with which you have been affiliated for the purpose of providing patient
hips that you noted on previous pages - please include any
ary. List most recent affiliations first. Please indicate your primary

Hospital.
Primary Hospital O

Hospital/Facility: Eastern omens C‘H;éson for Discontinuance:

swrest: D & E . ot St ety _MNews Yor k State: Y Zip: 1€ 0ib

DepartmentSpecialty: _on |/ G/\/"l Staff Category:

Supervisor/Chief. Dates (Mo/Yr) From To Admitting Privileges: Yes O No DO
Primary Hospltal O

Hospital/Facility: Reason for Discontinuance:

|Street: , City: State: Zip:

Department/Specialty: Staff Category:

Supervisor/Chief: Dates (Mo/YTr) From To Admitting Privileges: Yes O No O
Primary Hospital O

Hospital/Facility: Reason far Discontinuance:

Street: City: State: Zip:

Department/Specialty: =~ Staff Category:

Supervisor/Chief: Dates (MofYr) From To Admitting Privileges: Yes ONo O

» » > Please provide an explanatio

n of any gaps in your professional career. 4 4«

Continue on an attached sheet if you have more affiliations than space allows.

_ 1
Version 1.2
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Statement of Continuing Medical Education Credits: (pleass list the courses taken in the last 24 months. Your

education activities should relate, at least in par, to your privileges.)

i Course Taken: -

Where:

When:

# of CME hours:

/_L'i:::,t m“.f_f-.i /2t Conference Aoril 9f’-)-“f=0‘7 13
[adti 'Trf’qc-(c 0 GOSZ:N-. .4 4
PO ff Grc“{( S it 1) [

Military Commitment:

Branch of Service:

Duty Status:

Rank:

Present Duty Assignments:

O_| have no military obligations

Licensure: Please list all professional licenses that you currently hold or have held in any jurisdiction.

Current Licenses;

 Previous Licenses:

Life Support -
Certifications: As

applicable please list any
life support certificates
you may have

Basic Life Support
(BLS)

CPR

Adv Cardiac Life
Support (ACLS)
Pediatric Adv Life
Support (PALS)
Neonatal Adv Life
Support (NALS)

Adv Trauma-Life
Support (ATLS)

Number S Expiration Date Type (full, limited, temporary)
t
2
t
e
Y2012 MAl )18 Fuil
Number State Expiration Type (full_limited,
Date temporary)
Number, if State, if " Expiration Type
applicable applicable Date
mA I|f2tw'7 Akr A (ce $)

Massachusetts Controlled Substance Registration Certificate - Registration Number:
Federal Drug Enforcement Administration (DEA) Certificate Registration Numwe:.

National Practitioner Identification Number (NPI):

ol 3925569

If you have Medicare, Medicaid and UPIN numbers please list them below;

MA. Medicare ID# A 2 7O MA Medicaid D& !5 S @6 Y

Do you participate in and meet the conditions of participation in Medicare? Yes [:[ No O

Version 1.2

Issue Date: 2/ 1\ 7096
Exp. Date: 3 /20 / ©G

UPIN #:
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Professional References: Please check with the individual Hospital/Health Plan to which you are applying for specific
instructions regarding the submission of Professional References.

Contact Name; Contact Title:

Hospital/F acility: Department; Phone Number: (

Street; City: State: Zip: Country:
Contact Name: Contact Title:

Hospital/Facility: Department; _ Phone Number:; (

Street: City: State: Zip: Country:
Contact Name: Contact Title;

Hospital/Facility: Department; Phone Number: (

Street; City: State: Zip: Country:

Professional Liability Insurance: List names, complete addresses, policy numbers, dates of coverage and limits of

liability for all liability insurance carriers including self-insured institutions and including internship and residency programs

for the past 10 years. Please attach additional sheets, if necessary. List most recent carriers first.

Name of Company: Prv modva | Grf?uf
steet A9 Adalla,duva fe St
Policy Number: | = R ) 96

city: L) ’h'm_rﬂ-vﬂ State: "1 A Zipp O ¥&™>
Dates of Coverage (Mo/Yr) From: | /22 12> To: 1/ 33 )0¥

Underwriter_FIvS Tatermatioma /

Amount of Coverage per Occurrence: 1,090, 000

Institution Affiliation:

Amount of Coverage Aggregate;_2 , €99 oo ©

Name of Company:

Street: City: State; Zip:
Policy Number: Dates of Coverage (Mo/Yr) From: To:
Underwriter: Institution Affifiation:

Amount of Coverage per Occurrence: Amount of Coverage Aggregate:

Name of Company:

Street: City: State: Zip:
Policy Number: Dates of Coverage (Mo/Yr) From: To:
Underwriter, Institution Affiliation:

Amount of Coverage per Occurrence: Amount of Coverage Aggregate:

Version 1.2
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Questions regarding licensure and prescriptive privileges:
Have any disciplinary actions** been threatened, initiated or are any pending against you by a state

licensure board?

Yes* 00 No I!J/

prepaid health care plan or your contract as a participating provider terminated by any HMP/PPQ or other
prepaid plan? '

Yes® 0 No

Questions regarding liability Insurance coverage and claims:

2. Has your license to practice in any state ever been denied, limited, suspended or revoked, diminished, not
renewed, relinquished (whether voluntarily or involuntarily) or are any proceedings currently pending which . 2/
may result in any such action? Yes! Bl
3 Have your privileges to possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, restricted, not renewed, surrendered (voluntarily or involuntarily) or have you been called
before or warned with regard to these privileges by this state or any jurisdiction or federal agency at any Yes* O N 0’( K
time? Is any such action currently pending? pd
4. Have any formal or written complaints been filed against you with any state professional licensing board? Yes* O No 21"
5. Do you hold a narcotic registration for any other state? Yes' ONo @
Questions regarding healthcare facility employment and/or privileges.
8. Has your professional employment ever been suspended, diminished, revoked or terminated at any hospital
or nealthcare facility or are any proceedings that may result in any such action currently pending? iR /
7 Has your medical staff appointment/privileges ever been limited, suspended, diminished, revoked,
refusedidenied, terminated, restricted, not renewed, relinquished (whether voluntarily or involuntarily) at any i B/
hospital or healthcare facility or are proceedings currently pending which may result in any such action? Yes* O No
8 Have you ever withdrawn (or voluntarily relinguished) your application for appointment, re-appointment or
privileges or resigned from the medical staff because disciplinary action** or loss or restriction of clinical
privileges was threatened or before a decision abaut your appointment and/or privileges was rendered by a Yes® O No 13/
hospital's or healthcare organization's governing board? Pl
g Have you ever been the subject of disciplinary action** or proceedings at any healthcare facility”? Yes*ONo @~
10. Have you ever been investigated for scientific misconduct? Yes"ONo#l
11. Have you ever been suspended, sanctioned or restricted from participating in any private, federal or state . (
health program {e.g., Medicare or Medicaid or Blue Cross/Blue Shieid)? Yes™ {0 No
12 Do you have any financial interest [directly or through family or business partners) in any nursing home, ~
laboratory, pharmacy, medical equipment or supply house or other business to which patients from this Vel E rj/
facility might be referred or recommended? Sl
13. Have you had an application for membership as a participating provider rejected by any HMO/PPQ or other ;/

which have been pending, opened, or closed during the past ten (10) years?

14. Has your professional liability insurance coverage ever been terminated by action of an insurance g Bl
company? e _
15. Have you ever been denied professional liability insurance coverage”? Yes ONof L~
16. Has your present professional liability insurance carrier excluded any specific procedures from your . B/
coverage? Yes® 0 No
17 Have there heen any suits or claims against you alleging malpractice, negligence, failure to diagnose, etc. e
es”

Please Note: Liability claims, suits or settlements should include: names, addresses, ages of claimants or plaintiffs; nature and substance of claim; date
and place at which claim arose; amaunts paid, if any; date and manner of disposition, judgment, settlement or otherwise; date and reasan for final
disposition; if no judgment or settlement, patient's condition at point of your involvement; patient's condition at end of treatment; and the nature and
exient of your involvement with the patient.

iscellaneous Questions:

M
18. Are you unable to perform the essential functions of the position for which you have applied or of the
privileges you have requested, with or without a reasonable accommodation, according to accepted . &
standards of professional performance and without posing a direct threat to patients or staff? ves® O No
19 Are you currently engaged in the illegal use of drugs? Yes” O No
20. Have you engaged in the illegal use of drugs within the past ten {10) years? Yes' 0 No &7 |
21. Have you ever been convicted in a criminal action? (Do net include a first conviction for simple assault,
speeding, minor traffic violations, affray, disturbance of the peace or any conviction of a misdemeanocr more
than 5 years prior to this application if there has been no criminal conviction of any offense within 5 years of Yes* O No &
this application.)
22 Has your membership in any local, state or national medical society ever been suspended or terminated?
Yes' O No &
23. Have you ever been the subject of an inquiry or disciplinary action** by any governmental or other
reguiatory agency? s any such action pending? (inciude all documentation relating ta all inquiries whether action Yes* O No @
taken. dismissed or pending. Copy of complaint(s), response(s) 1o complaint(s) and any/all BORM/APPROPRIATE
BOARD letters.) N
24, Have you failed to complete any CME requirements in the state in which you've been practicing? Yes' O Nod™

* Please use Page 13 if you answered “Yes™ to any of these questions.

Version .2 g

** Please seo Page 14 for definition of “Disciplinary Actlon”
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If you have answered “yes” to any of the questions on the Application, please supply the information requested below. Use a
separate copy of this form for each question and indicate the number of the question to which you are responding.

Question #_

 PLEASE PRINT OR TYPE RESPONSES
Provider's Name: Mzurevs Gor don
Medical License Number: | 579- o 3

Date of Action/Occurrence: l‘ / (9/ C? 2‘

Date Claim/Complaint/Criminal Case was filed:
: L
Facility Where Incident Occurred: Ee-“" T Cree ‘ Hos zD;"J}W{ e Tor h-: AT

Status of Claim/Complaint/Criminal Care (open, closed including date closed, et¢): C, ’ o\ g / Joo é

Duration of Occurrence:

Professional Liability Carrier Involved:

Amount of Settlement: 3N L Ooe.vo

Method of Resolution; O Dismissed Judgment for Plaintiff{s)
[0 Settled with Prejudice Settled without Prejudice
O Judgment for Defendant(s) Mediation or Arbitration

O Letter of advice, consent agreement, letter of concern, warning
letter, PHS agreement, other (please include a copy)

Date of Settlement/Action Taken: ,}7 / 8‘ o @

Were you the primary defendant or co-defendant? YES % NO O

Detailed Description:

Seo Adlasbed e
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MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE
Definition of “Disciplinary Action” (243 CMR 3.02)

(1) An action of any entity, including, but not limited to, a governmental authority, a health care facility, an
employer, or a professional medical association (international, national, state or local).

(2) An action that is:
(a) formal or informal, or
(b) oral or written (except an oral reprimand or admenition is not a “disciplinary action.”)

(3) Any of the following actions on their substantial equivalents, whether voluntary or involuntary:

(a) Revocation of a right or privilege

(b) Suspension of a right or privilege

(¢) Censure

{d) Written reprimand or admonition

{e) Restriction of a right or privilege

{f) Non-renewal of a right or privilege

(g) Fine

(h) Reguired performance of public service _

(i) A course of education, training, counseling, or monitoring, only is such course arose out of the filing
of a complaint or the filing of any other formal charges. reflecting upon the licensee's competence to
practice medicine

() Denial of a right or privilege

(k) Resignation

() Leave of absence

(m) Withdrawal of an application

(n) Termination or non-renewal of a contract with a license

(4) Divisions {e), (f) and (j) through (n) above are "disciplinary actions” only if they relate, directly or indirectly, to:

{a) the licensee’s competence to practice medicine, or

(b) a complaint or allegation regarding any violation of law or regulation (including, but not limited to, the
regulations of the Board) or bylaws of a health care facility, medical staff, group practice, or
professional medical association, whether or not the complaint or aflegation specifically cites
violation of a specific law, regulation or by-law.

() If based only upaon a failure to complete medical records in a timely fashion and/or failure to perform minor
administrative functions, the action adversely affecting the licensee is not a “disciplinary action” for the
purposes of mandatory reporting to the Board, provided that the adverse action does not relate directly or
indirectly to:

(@) the licensee's competence to practice medicine, or a complaint or allegation regarding any violation

of law or a Board regulation, whether or not the complaint or allegation specifically cites violation of a
specific law or regulation.

Version 1.2 14 September 2005



Section IV - Payor Enroliment Information

Practice Information and Demegraphics

Do you wish to be listed as O Primary Care Physician [ Specialist O Both
If you are in Internal Medicine, Family Practice, or Pediatrics, but do not maintain a panel of patients, indicate the services you
are providing:

O Hospitalist [ Covering O Meonlighting O Urgent Care O Locum Tenens: From:

To:

Do you practice exclusively within an inpatient setting? Yes O No W
Do you practice in a private office and submit claims for those services under a separate TID #7 Yes X[ No O

If you are a specialist in emergency medicine, radiology, anesthesiology or pathology, do you: (a) provide services exclusi
hospital setting and only incident to hospital services; and (b) provide services as a result of patients being directed to the |
(c) willing to be not separately identified as available to Members in any Health Plan literature, such as Health Plan directc
Yes O No O

Are you currently accepting new patients into your practice? Yes ® No O
Please list all Insurers for which you are currently a provider and your Provider #, if any

Insurer: Provider #, if any

Blue Cross & Blue Shield of Massachusestts {Indemnity) .

Blue Cross & Blue Shield of Massachusetts (HMO) 210 Yow oG i

Tufts Health Plan OFAO 4

Harvard Pilgrim Healthcare \ 20 a4 2

Neighborhood Health Plan o 03669 %

Fallon Community Health Plan S

Health New England —_

Network Health —

Medicare ; ARXA1D0O f

Medicaid ARERE ey

Other: _{ignt QA oF¥YA 70l

Other: _Aedna G2l 29 Y 2

Actna H mo

Professionéf %‘tﬁce o %: C;’ ;‘ R@'gj

O Solo Facility Name:

O Partnership Name of Partner(s): Facility Name:

0 Single Specialty Group Name of Group/Specialty: Facility Name:
"0 Multi Speclalty Group Name of Group/Specialty: Facility Name:

O Other Specify. Facility Name:
Please list conditions that you treat. Please provide up fo five particular clinical interests,

fm.lrv 7 fmm;‘ng  dystunrtiond vteqse

* ! !
Version 1.2 1{‘1; b(afb/é bkecp ’LS
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Under what specialty(s) do you want to be listed in the tnéurer’s Provider Directory(s)? Q /V a

Which age groups do you treat? K All ages 0 0-11yrs O 12-18yrs 0O 19-25 0 26-65yrs 0 65+ yrs
List any restrictions on your practice: "
Length of time it takes for a new patient visit: 112 hr. _-/__/_ 1hr.___ 112hrs.____ 2hrs.____ 2%+hrs.
What is the average waiting time for a patient to schedule an appointment:
Type of Visit Waiting Time

Initial visit to establish a relationship with a physician L{— M\w

Preventative health care visit (routine physical) 1-7 meLsA

Urgent visit - % rh“p
What are the average number of visits scheduled per hour? L"“
Do you perform laboratory tests in your office? Yes ﬂ/ No O
If yes, are you CLIA ({Clinical Laboratory Improvement Amendment) certified?  Yes Ao (]

Wili you be billing for diagnostic interpretations (i.e. interpretation of x-rays)? Yes ﬁ Ne O

Please check which of the following diagnostic modalities/facilities are present in your office and list any additional procedures

and any speclal diagnostic testing (e.g., surgical procedures, etc.) you perform in your office, including any special equipment

used. .
0O X-ray ‘%iagnosﬂc Ultrasound O Endoscopy 0O Routine EKG
O Other Cardiac Testing, including O Other

Accept Walk-ins? Yes O No ™
Name of Practice Appointment Secretary:

Name of Practice/Office Manager and Email address: S+ eg Lanie Low . 44

Which Credit Cards Do You Accept?  Mastercard [|] Visa ﬁ AMEX R Other(s) _Djs cover

Do you request payment at the time of Service? Yes B No O
Under what circumstances do you accept referrals? (i.e., letter from another physician, etc.)

Ca” Qr Le-Ht’f" npzow- odher }oLnyc'.‘c'iafw

What should a patient bring to the appointment? Phodo ED , Tnsvrence Car d s 3

_UD{‘.‘Q/‘ /hetlfoa_{ H!.J“'P"y wdo (unless ceind 4!3}: f;"}zfrc{ﬁn )

What questions should we ask a patient, to help determine the appropriateness of the referral?

Other comments:

Version |.2 16
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Billing Information:
Practice Locations (from page 2 of this application)

Name of Primary Practice:wop% Phisres somend C¥e; Name of Secondaryrfirg%g?r i e Roscpnren s Blia NS85,
Phone Number: (7#1)s5 G5 (| go0 Phone Number: A7) 655 ~> > 2.
Practice Type: D Sclo )ﬂ Group O Clinic 0O Other Practice Type: O Solo ,E(Group . O Clinic O Other
Group/Corporate Name as it appears on your W-9: Group/Corporate Name as it appears on your W-9:
;s <
Aordh Shore bomens Cenber PC. merrimac)” \&|ley womens kea [th Servicep bt
Language fluency in the office: Language fluency in the office:
Spa~nish Speaish
Li [
-Resources for translation: Resources for translation;
Does the office have handicapped access?  Yes ONolX Does the office have handicapped access?  Yes (No O
List Name, Specialty and Phone number of physicians covering your practice in your absence. Your practice must provide 24
hour coverage. (Please attach additional sheet, if necessary _
Name Specialty Provider Type Phone Number
Nildo. morcne Gym mD L7 76 ¥ 3IY
7
Office/Practice Name: <
Nockl, Shere W — . T
Street Adar ss Mailing
k’l L')"'?"‘l-(\ihtlc'[ S";'
Street Address: & ! Address
City: L}mn State: A Zip: @19 04
If not currently at this site, expected start date: YES.XS
OFFICE PHONE #: 78! 3595 L4500 NO O
OFFICE FAX #: 7251  yq95  1guz
Payment information: Make checks payable to: AJordh Shale Lgmens Conter
S [§
Payment Address (please provide complete mailing addressa p O dox FUJI L) 0
25N 0wy JhA
Billing entity phone #: IRS Tax 1D#:
Applies to: g Primary Practice 0 Secondary Practice
Office/Practice Name: o
lereimacl \vall &y Loomens pee |46 Sorvices
Street Address: i Mailing
iCrame i 51['
Street Address: Address
City: _re4hen State: 1 A Zip: 2174%Y
If not currently at this site, expected start date; YES |

Version 1.2
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Billing Information:

Practice Locations (from page 2 of this application)

T o

f P : : » dary Practice.
Name of 3 ~d racth.eour e it C—;"O"@ ameofSecon ary Practice

Phone Number: (598 232 - >, rs Phone Number: { )
Practice Type: O Solo ;Bi Group O Clinic [ Other Practice Type: O Solo O Group O Clinic O Other
Group/Corporate Name as it appears on your W-9: Group/Corporate Name as it appears on your W-9:

Four women Ph\!j}(:fam C’)F‘r)v@
7 W

Language fluency in the office: Language fluency in the office:
qu .,z”lj Lﬁ
Resources for transiation: Resources for translation:

Does the office have handicapped access? Yes]ﬂ No DO Does the office have handicapped access? Yes ONoO

List Name, Specialty and Phone number of physicians covering your practice in your absence. Your practice must provide 24
hour coverage, (Please attach additional sheet, if necessary) '

Name Specialty Provider Type Phone Number
ildg Mmorene | Gyn ™ D 617 L7& S293Y
» :
Office/Praclice Name: Fov# wwomen p h}.'_;,c“ﬁ n Grovp |
Street Address: Mailing
Ermor .y, e
Street Add‘ress: Address
City: Atdleboro State: _A Zip: 03 207
If not currently at this site, expected start date: YES
OFFICE PHONE # 3038 230 7314 NO
OFFICEFAX# __ SO8 226 221%
Payment information: Make checks payable to: FOVr omen ﬂh}uiow‘ n Ocovp
Payment Address (please providf complete mailing address); | S ¢ yhol Y S
| . Atilelore mA GBI~
Billing entity phone #: s ¢3 ' IRS Tax ID#:
Appliesto: W 3 ~d Practice O Secondary Practice
Office/Practice Name:
Street Address: Mailing
Street Address: Address
City: State: Zip:
If not currently at this site, expected start date: YES O

L
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[OFFICE PHONE % ___
| OFFICE FAX #:

payment information: Niake checks peyable 10 _

Payment Address (piease nrovide complete mailing acddress)

|
1
1

| Billing entity phone #: _ - TIRS Tax ID#:
[ Appliesto: O Primary Praclice 01 Secondary Practic?

BLEASE COPY THIS PAGE FOR ADDITIONAL OFFICE LOCATIONS
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¥

In the event that the Hospital or Health Plan has any questions about this application, please provide contact information

below. Unanswered or missing information will delay processing of this application and/or may result in the

application being returned as incomplete. It is essential to have appropriate contact information in order to avoid delays.

Is the mailing address on Page 2 the address to which you want your re-credentialing application sent? YES
(If no, please provide address to which you want your re-credentialing application sent at the bottom of this page.)

Practiioner/Practice Name: __ V& rcy S Gordo 1D
Credentialing Contact Name: S""(’ p’"é me LOW ' 4""
Contact Title: p"ﬂ‘pf’-‘-ff;”ﬁl’ Swervices Directo”

Contact Telephone: TOF QA 7555 fFax §0¥ 226 2213

Contact E-Mail: _

Contact Mailing Address: | Y O (-:"mﬂ)) 5+_'
City: Atdle Lo o State: A Zip:_ @< 703

Contact hours of availability: 0’ - F Mon , Tue 5 Thers

Office Hours for Foour Luvmen Healdh Services
Practitioner/Practice Name

Start End
Time Time
Monday < 5
Tuesday 9 N
Wednesday a9 5
Thursday - -4 i
Friday ~ e
Saturday 4 | A
Sunday ~ —_

Version 1.2 20

NO O

September 2005



Bra/of8U685452503 0031 Rar1s/87 O5i144pm P. o2

B83-1003
Pc Filing Fee: $125.00
The Commonwealth of Massachusetts e Fee: s25.00

F PC William Francis Galvin 4 7Y f

Sacretary of the Commonwealth

One Ashburton Flace, Boston, Massachusetts 02108-1512 5/
) /6592

Annual Rsport for Professional and
PLEE Shing g Serp Foreign Professional Corporations BT BT
(General Laws Chapter 1384, Section 18 and Chapter 158D, Section 16.22)

(1} Exect name of the corporation: NORTH SHORE WOI/EN'S CENTER, P.C.
{2} Jdurisdiction of incomporation: MASSACHUSETTS
(3) Streel aadress of the corporation’s reglstered offica in the commonweaith:
480 LYNNFIELD ST., LYNN, MA 01904
{mumber, stael, ity or town, stale, zip code)
14} Name of the ragistered agent at the registered office:  MARCUS T, GORDON
{5) Street adgrass of the corperation's principal office:
480 LYNNFIELD ST, LYNN, MA 01804 .
(Mumber, giroet, cily or town, stats, zip coda)
(8)  Provide the names and addresses of the comuration's b of directors, Sharehotders, and its president, treasurer, secratary, and if different, s
chief executive officer and chief Anandial ) .

LA

NAME - ADDRESS
President MARCUS T. GORD M 1101 BOYLSTON ST., CHESTNUT HILL, MA 02167
Treagurer: MARCUS T. GORLICH 1101 BOYLSTON 87., CHE T HILL, MA 02187
Sacretary. MARCUST. GORD DY 1101 BOYLSTON ST., CHESTNUT HILL, MA 02167
Chitet Exacutive Officer; MARCUS T. GORDOM 1101 BOYLSTON ST., CHESTNUT HILL, MA 02167 .
Chief Financial Officar: MARCUS T. GORDON 1101 BOYL STON ST., CHESTNUT 0216
Directars: MARCUS T. GORDCN - 1101 BOYLSTON ST., CHESTNUT HILL, MA 02187

Shareholdars (with residential aldress):

(") Brefly desoribe the business of the corporation:
MEDICAL OFFiCE:

(8-8) Copital stock of each olass and series:

CLASS OF STOCK TOTAL AUTHORIZED BY ARTICLES OF ORCANIZA- TOTAL ISSUED AND OUTBTANDING
TION OR AMENDMENTS Number of Shares
Number of Ihaws
COMMON : 1,800 1,000
PREFERRED

10) Chack if the stock of the eomoration is publicly raged, E‘J

17) Reportis fed tor fiscal year ending: ~—— DECEMEER / a ! 2008 —_—
{montty, {day) {ysar)

ke, and (hal a copy of this reporl s belng sent to the appropriate regulatory board,

—— r—

] Chalmnan af;:;t?wd of directors EJ President . C] Other officer D Court appointed fiduciary

this Sww dayot __ M aned . 2007

¢1688048¢ 78800 1022 D713
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The Commonivealth of Wassachuselts

Williayg Francis Galvin
Secretry of the Comrmonwealch
Onc Ashburton Place, Boston, Maseachuserrs 02108- 1512

(HHTTUHIHJTiBYIU&SUIAHYIEYINJARIF*
(General Laws, Chapter 112 or 221)

In compliance wich General Laws, Chagprer 136A, Seerioa 7, the ion in Medicine

baard,
Merrimack va f’i‘m ”Womé L
hercby certifies thar in conneerion wich’ the incorparacion of Health Services, LLC

(Bxacy name of corperation) ¢
3 professional corpomtion formed to render Practice of medicine/medical. servicey,
(Type of professional rervice co be rendered)

the below listed incorparators, officers, directors,

and shareholders are duly licensed ot admiteed ro pracrice che profession
lisred above, .

INCORPORATORS

Marcus Gordon, M.D.

RESIDENTIAL ADDRESS

1101Boylston Street
Chestnut Hill, MA 02467

OFFICERS RESIDENMADD&BSS
N/A
DIRECTORS RESIDENTIAL ADDRESS
N/a
SRR QRS : RESIDENTIAL ADDRESS
MEMBERS .

Marcus Gordon, M.D, 1107 Boylston Street

Chestnut Hill, MA 02467

SIGNED this v24h day of -Sc»‘fr}'f,n ke 20 Ly

- L
by _ — » *Chairman  *Clerk,
Dr!ur rhe ipapplicable word,

Y Cerrain regidaiery boardy May reguire o fre ﬁ;r the trugnee of rbf:':frri:ﬁmu,

1" 20ipae #ras



‘4 Internal Revenue Service =,

DEPHRATMENT OF THE TREASURY : Daily

. - Federal Tax I_Df EIN

This is your provisionalEmponer Identification Number:

Today's Date is: September 14, 2004 GMT

You will receive a confirmation letter in U.S. mail within fifleen days.

The letter will also contain usefu! tax information for your business or
organization.

It you have input any of the information on your application in error, please wait
seven days and contact the EIN Toll Free area at 1-800-829-4933, Monday -
Friday, 7:30am - 5:30pm. It you do not want to call, please make corrections on
the letter you receive confirming your EIN and return it to'the IRS.

if you are going to complete ottier on-line applications that require your
Employer Identification Number(EIN) you can copy it by performing the
following steps:

1} Use your mouse to highfight your EIN (blue number on top of page) by
moving your pointer on top of the number.
2) Press the Ctri key at the same time pressing tho C key.

Once you copy your EIN you can paste it in the abpropr_'iate___piace by p_réséinﬁjl.f
the Girl key at ihe same time pressing the V key. P 7 b et

You may click on the buttons below for different print options or to fill out
another Form $S-4,

Review and Print Form SS-4 Fill Out Another Form SS-4

Click here to return to the Internet Employer ldentification Number
landing (start) page.
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The Commontoealth of Massachusetts

Fopmities William Francis Galvin
_ Secretary of the Commonwealth
One Ashburton Place, Boston, Massachusetts 02108-1512
ARTICLES OF ORGANIZATION
‘}t} (General Laws, Chapter 156A)
Name
Approved
ARTICIE I

The exact name of the corporation is:
North Shore Women's Center, P.C.

ARTICIE Ul
The purpose of the corporation is to engage in the following business activitics:

The practice of medicine, including the performance of all medical and
related services, through officers, employees, and agents duly registered and
licensed to practice the profession of medicine within the Commonwealth
of Massachusetts, together with ancillary and collateral non-professional
services rendered by employees not professionally qualified but working
under the supervision of professionally qualified officers or employees;

To own real and personal property necessary or appropriate for the
rendering of medical and related services; to invest in real estate, mortgages,
stocks, bonds, or any other type of investment;

To do or cause to be done any and ali such acts and things as may
be necessary, desirable, appropriate, convenient, or incidental to the
accomplishment or performance of any or all of the foregoing purposes;

¢ C b

P ] and '

vm CN¥V To engage in any lawful act or activity for which professional corporations-
RA. &‘// may be organized under Massachuseits Professional Corporation Laws.

?’ Note: [ the space provided under any articis ov Rew on this form is tusulficlews, additions sball be sel forth on owe side
% only of separate 8 1/2 x 11 sbeets of paper with & igft margin of at lacst 1 inch. Additions (o meore than ane article may be
P.C. madec on a single sheet 10 long a3 each article requirisg each addition i3 clearly indicated.




ARTICLE I :
State the total number of shares and par value, if any, of cach class of stock: which the corporation is authorized to issue:
WITHOUT PAR VALUE WITH PAR VALUE
TYPE NUMBER OF SHARES TYPE NUMBER OF SHARES  PARVALUE
Common: Common: 200,000 $0.01
Preferred: Preferred:
L.
ARTICLE IV

If more than one class of stock is authorized, state 2 distinguishing designation for cach class. Prior to the issuance of any
sharcs of a class, If shares of another class are outstanding, the corporation must provide a description of the preferences,
voting powers, qualifications, and special or relative rights or privileges of tiiat class and of each other class of which shares
are outstanding and of each series then established within aay class.

NONE

ARTICIE Y
The restrictions, if any, imposed by the Articles of Organization upon the transfer of shares of stock of any class are:

Stock of the corporation shall be issued in accordance with Section 1244 of the
Internal Revenue Code, or its successor sections,

See Continuation Shect SA attached hereto and incorporated by rzference.

ARTICLE VI .
**Other lawful provisions, if any, for the conduct and regulation of the business and affairs of the corporation, for its voluntary
dissolution, or for limiting, defining, or regulating the powess of the corporation, or of its directors or stockholders, or of any
<lass of stockholders:
The Directors may amend or repeal the by-laws in whole or in part except with respect to
any provision(s) thereof which by law or under the by-laws requires action by shareholders.

See Continuation Sheet 6A attached hereto and incorporated by reference.

*&)f there are no provisions state “Nomne".
Nole: The preceding six (6) articles mmmummwu&uwaymwmwm



Any stockholder, including the heirs, assigns, executors or administrators of a deceased
stockholder, desiring to sell or transfer such stock owned by him or them, shall first offer it to the
professional corporation through the Board of Directors, in the manner following:

He shall notify the directors of his desire to sell or transfer by notice in writing, which
notice shall contain the price at which he is willing to sell or transfer and the name of one
arbitrator. The directors shall, within thirty days thereafter, either accept the offer, or by notice .
to him in writing, name a second arbitrator, and these two shall name a third. It shal] then be the
duty of the arbitrators to ascertain the value of the stoc, and if any arbitrator shal] neglect or
refuse to appear at any meeting appointed by the arbitrators, a majority may act in the absence of
such arbitrator,

the directors shall have thirty days within which to purchase the same at such valuation, but if at
the expiration of thirty days, the professional corporation shall not have exercised the right so to
purchase, the owner of the stock shall be at liberty to dispose of the same in any manner he may
see fit,



the professional corporation, for its voluntary dissolution, or for limiting, defining or regulating
the powers of the professional corporation, or of its directors or stockholders, or any class of

(a) The directors may make, amend <r repeal the By-Laws in whole or in part,
except with respect to any provision thereof which by law or in accordance with the terms
of the By-Laws require action by the stockholders.

(®)  Meetings of the stockholders may be held anywhere in the United States,

(¢)  The professional corporation may be a partner in any business enterprise it
would have power to conduct by itself. -

(d)  The directors shall have the power to fix from time to time their

compensation. No person shajl be disqualified from holding any office by reason of any
interest. In the absence of fraud, any director, officer or stockholder of this professional

Corporation, and

(1)  such contract, transaction or act shall not be in any way invalidated or
otherwise affected by that fact;

(2> no such director, officer, stockholder or individual shall be liable to account
to this professional corporation for any profit or benefit realized through any
such contract, transaction o act; and. _ .

(3} any such director of this professional. corporation may be counted in

The term "interest” shall include personal interest and interest as a director, officer,
stockholder, shareholder, trustee, member or beneficiary of any concern,

The term "concern” shall mean any corporation, association, trust, partnership, firm, person
or other entity other than this professional corporation.
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(¢)  No Director shail be personally liable to the professional corporation or any
stockholder for monetary damages for breach of° fiduciary duty as a director, except for any
matter in respect of which such director shall be liable under Sections 61 and 62 of Chapter
156B of the Massachusetts General Laws or any amendment thereto or successor provision
thereto or shali be liable by reason that, in addition to any and all other requirements for
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The Commonivealth of ;mass?acbuszns

William Francis Galvin
Secretary of the Commonwealth _
One Ashburton Place, Boston, Massachusetts 02108-1512

. CERTIFICATE BY REGULATORY BOARD
(General Laws, Chapter 112 or 221)

(n complizace with General Laws, Chapter 1564, Section 7, the___Board of Registration in Medicine

(Exact name of board)
hereby certifics that In connection with the incorporation of ___North Shore Women'_s Center, P.C. .
(Exact name of corporazion)
a profcsa:ﬁoml corporation formed to render medical services,

(Type of professional service to be rendered)

the below listed incorporators, officers, directors, and sharcholders are duly licensed or admitted to practice the profession
listed above.

INCORPORATORS RESIDENTIAL ADDRESS
Marcus T. Gordon, M.D. 1101 Boylston Street, Chestnut Hill, MA 02167
OFFICERS RESIDENTIAL ADDRESS

President: Marcus T. Gordon, M.D, 1101 Boylston Street, Chestnut Hill, MA 02167
Treasurer: Marcus T. Gordon, M.D. 1101 Boylston Street, Chestnut Hill, MA 02167

Clerk: Marcus T. Gordon, M.D. 1101 Boylston Street, Chestnut Hill, MA 02167
DIRECTORS RESIDENTIAL ADDRESS _
Marcus T. Gordon, M.D. 1101 Boylston Street, Chestnut Hill, MA 02167
SHAREHOLDERS RESIDENTIAL ADDRESS

Marcus T. Gordon, M.D. 1101 Boylston Street, Chestnut Hill, MA 02167
SIGNED this l I day of February 19 98 .
by A M"‘* ~WD » *Chairman / *Clerk.

A 9

*Delvey the inappiicabis word
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ARTICLE VO
The cffective date of organization of the corporation shzll be the date approvid and filed by the Secretary of the Commonwealth,
If a later cffective date is desired, specify such date which shall not be mose: than thirty days after the date of filing.

‘ ARTICLE VIlI
The information contained in Article VIR is not a permanent part of the Articles of Organization.
a. The street address (post office boxes are not acceptabie) of the principal office of the carporation in Massachusetts is:
583 Chestnut Street, Lynn, MA 01904
b. The name, residential and post office address of cach director, officer and shaschalder of the corporation is as follows:

NAME RESIDENTIAL ADDRESS POST OFFICE ADDRESS
President:  Marcus T. Gordon, M.D. 1101 Boylston Street, Chestnut Hill, MA 02167
Treasurer:  Marcus T. Gordon, M.D. -- satne —«
Clerk: Marcus T. Gordon, M.D. - sarne -~
Directors:  Marcus T. Gordon, M.D. -- SAITE -
Sharcholders:  Marcus T. Gordon, M.D, -- same --

c. The fiscal year of the corporation shall ¢nd on the last day of the month of:  December

d. The name and busincss address of the resident agent, if any, of the corporation is:
Colin A. Coleman, Esq., P.O. Box 915, 20 Pickering Street, Necdham, MA 02192

Pleasc insert the required certificate(s) from the appropriate regulatory board(s).

ARTICLE IX
By<aws of the corporation have been duly adopted and the president, tecasurer, clerk and directors whose names are set forth
above, have been duly elected.

IN WITNESS WHEREOF AND UNDER THE PAINS AND PENALTIES OF PERJURY, Ifwe, whose signature(s) appear below as
incorporator(s) and whose name(s) and business or residential address(es) are clearly typed or printed beneath each signature do
Mcwmdmmm&mmofmmmuM%mMmdmmm 156A and do
hercby sign these Articles of Organization as incorporator(s) thia ..dayo!_Eghﬂ;m'v ,19 98 ;

Marcus T. Gordon, M.D., Incorporator
583 Chestnut Street, Lynn, MA 01904

Naote: existing corporation i3 acling as iscorporalor, umwmqrmmmmwmmmumm
pwﬂ?q‘;eu-qu;xmﬂgqqu":ﬂm and e title ba/sint bolds or otber autkarity by wbich ruch action is takewn
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THE COMMONWEALTH OF MASSACHUSETTS ..MM W

= 00
ARTICLES OF ORGANLIATION 98 FEB 23 M
(General Laws, Chapter 156A) COPPORATION DIVISION

- C

[ hereby certify that, upon examination of these Asticles of Organiza-
tion, duly submitted to me, it appears that the pravisions of the General
Laws relative to the organization of corporations have becn complied
with, and [ hereby approve said articles; and the filing fee in the amount
of § 3 ;ﬂ(ﬁ:mng been paid, szid articles art deemed to have been

filed with me this day of M‘W
Effective date: .

WILLIAM FRANCIS GALVIN
Secretary of the Commonweaith

FILING FEE: One tenth of one percent of the total authorized capital
stock, but not less than $200.00. For the purpaose of filing, shares of
stock with a par value less than $1.00, or no par stock, shall be deemed
to have 2 par value of $1.00 per share.

TO BE FILLED IN BY CORPORATION
Photocopy of document to be sent to:

Alice B. Taylor, Esq.
Colin A. Coleman & Associates

— 20 Pickering Street; P.O. Box 915
Needham, MA. 02192

Telephone: __781-444-2333
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” Depaitment of the Treasury Date of this notice: APR. 27, 1998
Internal Revenue Service Taxpayer [dentitying Number
ANDOVER, MA 05501 Formy: Tax Period:
Fo1 assistance you may
ecall us at:
-800-829-
. ]l.'lIllllIlIllill.llIllllIIlﬂIill.llll'llillllllllllllillllIii 5
R QOr you may wiite 1o us at
the address shown at the
left. it you write, be
NORTH SHORE WOMENS CENTER P C sute to attach the battom
583 CHESTNUT ST part of this notice.

LYNN MA 01904-2600837

NOTICE QF ACCEPTANCE AS AN S-CORPORATION

YOQUR ELECTION TO BE TREATED AS AN S-CORPORATION WITH AN ACCOUNTING PERIOD OF
DECEMBER IS ACCEPTED. THE ELECTION IS EFFECTIVE HEGINNING FEB. 23, 1998, SUBJECT TO
VERIFTCATION IF WE EXAMINE YOUR RETURN. - .

IF YOUR EFFECTIVE DATE IS NOT AS REQUESTED, I7 WILL HAVE BEEN_CHANGED FOR ONE OF
TWO REASONS. EITHER YOUR ELECTION WAS MADE AFTER THE 15TH DAY OF THE THIRD MONTH OF
THE TAX YEAR TG WHICH IT APPLIES, BUT BEFORE THE END OF THAT TAX YEAR, OR THE ELECTION
WHEN SUBMITTED WAS INCOMPLETE, AND REQUESTED INFORMATION WAS RECEIVED AFTER THE FILING
PERIOD. IN EITHER CASE, YOUR ELECTION IS INVALID FOR THE TAX YEAR REQUESTED AND HAS
THEREFORE, BEEN TREATED AS THOUGH IT WERE MADE FOR THE NEXT TAX YEAR.

PLEASE KEEP THIS NOTICE IN YOUR PERMANENT RECORDS AS VERIFICATION OF YOUR
ACCEPTANCE AS AN S-CORPORATION.

IF YUU HAVE ANY QUESTIONS ABOUT TYHIS NOTICE OF THE ACTIONS WE HAVE TAKEN, PLEASE
WRITE TO US AT THE ADDRESS SHOWN ABOVE. IF YOU PREFER, YOU MAY CALL US AT THE IRS
TELEPHONE NUMBER LISTED IN YOUR LOCAL DIRECTORY. AN EMPLOYEE THERE MAY BE ABLE TO
HELP YOUé gﬂﬂtVER, THE OFFICE AT THE ADDRESS SHOWN ON THIS NOTICE IS MOST FAMILIAR
WITH YOU ASE

IF YOU WRITE TO US, PLEASE PROVIDE YOUR TELEPHONE NUMBER AND THE MOST CONVENIENT
TIME FOR US TO CALL SO WE CAN CONTACT YOU TO RESOLVE YOUR INQUIRY. PLEASE RETURN THE
BOTTOM PART OF THIS NOTICE TO HELP US IDENTIFY YOQUR CASE.

THANK YOU FOR YOUR COOPERATION.

L

To make sure thal IRS employees give courleous responses and carrect inlem'mtron to taxpayuis, a second RS employee sometimes listens in an
telephone calls. Overtay 5 Fornr 5489 (Hev.8-¢
Keep this part for your records

Return this part to us with your check or inquiry
¥our tetephone number Best tine to call

() =

/ INTERNAL REVENUE SERVICE
ANCOVER, BA;  Eo5U NORTH SHORE WOMENS CENTER P C

5843 CHESTNUT ST
| WMNN  MA N1aNa-2ANNRIT
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Section Il -- Applicant’s Authorization and Release _

| hereby apply for:

1. Medical/professional staff appointment and clinical privileges as requested herein at each hospital to which | submit this
application (Hospital); and o o

2. Participation as a network or health plan provider with each provider network or health plan to which | submit this application
{Health Plan).

[ am willing to make myseif available for interviews in regard to this application. | also agree to provide each Hospital and Health Plan with
updated information regarding all questions on this application form as such information becomes available and such additional information as
may be requested by the hospital(s), Health Plan(s} or their respective authorized representatives. | understand that failure to provide all
information requested will prevent evaluation of and/or action on my application.

| hereby attest that the information in or attached to this application is true and complete and fairly represents the current level of my training,
experience, capability and competence to practice the clinical privileges requested. Any misrepresentation, misstatement, or omissien from this
application, whether intentional or not, may constitute sufficient cause for rejection of this application resulting in denial of Hospital appointment and
clinical privileges or Health Plan network participation. In the event that Hospital appointment or privileges, or Health Plan network participation,
has/have been granted prior to the discovery of such misrepresentation, misstatement or omission, such discovery may result in termination of such
appointment or privileges, or network participation.

| understand that with the exception of information determined by the Hospital or Health Plan to be peer review protected, | have the right to request
in writing and subsequently raview any information obtained by the Hospital or Health Plan to support its evajuation of my application and to correct
any emoneous information.

| agree that if | am granted Hospital clinical privileges or Heaith Plan netwark participation, I will maintain during the term of my appointment or
participation malpractice insurance coverage in an amount equal to or greater than the minimum required by the Hospital or Health Plan
respectively and with a carrier acceptable to the Hospital or Health Plan respectively. :

| hereby authorize the Hospital and the Health Plan to consult with any representative(s) of the medical/professional or administrative staff of
any health care organizations with which | have or have had employment, practice, association or privileges, and any other organiza_tions
(including without limitation state licensing boards and the National Practitioner Data Bank) or individuals who have information bearing on my
credentials, competence, professional performance, clinical skills, judgment, character and ethical qualifications, and to inspect such records
which shall be material to the evaluation of my professional qualifications and competence to carry out the privileges | am requesting, as well
as to my moral and ethical qualifications.

| hereby authorize any health care organizations with which | have or have had empleyment, practice, association or privileges, and any other
organizations (including without limitation state licensing boards and the National Practitioner Data Bank) or individuals who have information
bearing on my credentials, competence, professional performance, clinical skills, judgment, character and ethical qualification to provide andfor
release information (both written and oral) to representatives of the Hospital and its medical/professional staff and to the Health Plan bearing
on my credentials, competence, professional performance, clinical skills, judgment, character and ethical qualifications. Such information
includes but is not limited to information regarding any and ali malpractice actions, pending or final discipiinary actions and alterations in
privileges, and any information with respect to whether | am able to perform the essential functions of the pasition for which | have applied or
the privileges | have requested with or without a reasonable accommodation, according to accepted standards of professional practice and
without posing a direct threat to patients or staff (including without limitation information regarding any impairment due to the use of drugs or
alcohol).

| authorize and request my medical malpractice liability insurance carrier to release information to the Hospital and Health Plan regarding any
claims or actions for damages pending or closed, whether or not there has been a final disposition.

If requested, | agree 1o undergo a mental or physical examination, prior to or during the term of my appointment to determine whether | am able to
perform the essential functions of the position for which | have applied or for the privileges which | have requested, with or without a reasonable
accommodation, according to accepted standards of professional performance and without pasing a threat to patients or staff.

[ agree fo notify the FHospital and Health Plan as soon as | become aware that any health care organization, Hospital or any licensing, certifying or
reguiatory authority has initiated or taken disciplinary action of any kind against me, or has initiated an investigation as a resuit of a complaint or
allegation against me.

| hereby release from liability any and all individuals and grganizations that, in good faith and without malice, provide information to the Hospital

and Health Plan or to their respective medicaliprofessional staff for the purpose of evaluating this application. 1 also hereby release from
liability the Hospital and Health Pian, their respective madical/professional staffs and their respective agents and representatives for their

Version |.2 11 September 2005



Appilicant's Authorization and Release (cont'd)

acts performed in good faith and without malice in cannection with the evaluation of my professional skills, competence, character, credentials
and qualifications and the exchange of information with respect to my profegsional skills, competence, character, credentials and qualifications.

| agree that a photocopy of this Authorization and Release will be as valid as the original, and that this Authorization and Release will remain
valid as to each Hospital and Health Plan unless revoked by me in writing, or the date on which the Hospital or Health Plan next conducts re-
credentialing of my status with the Hospital or Health Plan.

This Section Applies to Applications for Hospital Appointments and Privileges:

| acknowledge that (1) a medical/professional staff appointment and ciinical privileges at the Hospitaf is not a right of every licensed professional
who makes application for the same; (2) my request will be evaluated in accordance with prescribed procedures defined in the Hospital(s) and
Medical/Professional Staff Bylaws, policies and procedures, and rules and regulations; (3) all recommendations relative to my application are
subject to the ultimate action of the Hospital Board, whose decision shall be final; (4) if appainted, my initial appointment and clinical privileges shall
be provisional for the time period determined by the Board; (5) | have the responsibility to keep this application current by informing the Hospital of
any change in my professional liability insurance coverage, the filing of a lawsuit against me and any change in my medicaliprofessional staff status
at any cther hospital, or with any other health care organization or professional organization; and (6) reappointment and continued clinical privileges
remain contingent upon my continued demanstration of professional competence and cooperation, my general support of the Hospital, as
evidenced by appropriate treatment and continuous care of patients for whom | have responsibility, and acceptable performance of all duties related
thereto as well as the other factors deemed relevant by the Hospital. Reappointment and continued clinical privileges shall be granted only on
formal application, according t¢ Hospital and Medical/Professional Staff Bylaws, polices and procedures and upon final approval of the Hospital
Board.

| have received and had an opportunity to read the Bylaws of the Medical/Professional Staff. | specifically agree to abide by all such bylaws and
any palicies and procedures that are applicable to appointees to the Medical/Professional Staff.

If appointed or granted clinical privileges, | specifically agree to: (1) refrain from fee splitting or other inducements relating to patient referral; (2)
refrain from delegating responsibility for diagnosis or care of hospitalized patients to any other practitioner whao is not qualified to undertake this
responsibility or who is not adequately supervised: (3) refrain from deceiving patients as to the identity of any practitioner providing treatment or
services; (4) seek consultation whenever necessary or required; (5) abide by generally recognized ethical principles applicable to my profession; (6)
abide by standards of clinical practice that may be in effect from time to time: (7) provide continuaus care and supervision as needed to all patients
in the nospital for whom | have responsibility; and (8) as required by my appointment to the Hospital(s), accept committee assignments and such
other duties and responsibilities as shall be assigned to me by the Hospital(s) Board and medical/professicnal staff.

This Section Applies to Applications for Participation in Provider Networks:

| acknowledge that (1) participation in the provider netwark or networks operated or contracted by the Health Plan is not a right of every licensed
professional who makes application for the same: (2) acceptance of this application dees not constitute approval or acceptance of participation until
such time as a provider contract is executed by me and the Health Plan to which | have applied: (3) my request will be evaluated in accordance with
prescribed procedures defined in the Health Plan's policies and procedures: (4) all recommendations relative to my application are subject to the
ultimate action of the Health Plan’s credentialing committee, or other governing body designated by the Health Plan, whose decision shall be final,
(5) | have the responsibility to keep this application current by informing the Health Plan of any change in my professional liability insurance
coverage, the filing of a lawsuit against me, and any change in my medical/professional staff status, including but not fimited to a disciplinary action,
at any hospital, or with any other health care organization or professional organization; (6) my continued participation in the provider network
remains contingent upon my continued demonstration of professianal competence, continued compliance with the Health Plan's credentialing
criteria, compliance with the Health Plan's policies and procedures for re-credentialing, and compliance with my contract with the Health Plan; and
(7) my complete name and title, specialty or specialties, hospital affiliations, practice addresses, telephone number, languages spoken and
handicap accessibility at my practice locations may be included in a physician directory prepared for enrollees of each Health Plan with whom 1 sign
contract.

Further, | authorize the Health Plan(s) to provide my credentialing status to my affiliated provider organization's leaders and notwithstanding

anything to the contrary contained in any agreement, [ authorize the Health Plan(s) to release my name, address, telephone number, tax
identification number and other identifying information to individuals and entities for legitimate business purposes related to the administration

of Health Plan products and se
— 210 |7
SIGNATURE: DATE SIGNED: '7/ [/ % 7

srinTiAne: A revs Bocder 715
7
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i sy CONTROLLED SUBSTANCE REGISTRATION CERYIFICATE
DEAREGISTRATION THIS REGISTRATION FEE UNITED STATES DEPARTMENT OF JUSTICE
NUMBER EXPIRES PAID TRUG ENFORCEMENT ADMIMSTRATION
00-30.2008 “_ﬁaid WASHINGTON, D.C, 20837
N —————— SR AR
SUGHEDULES BUSINESSY ACTIVITY DATE 8SUED

IN4S

Sections 34 and 1008 (21 U.S.C. 824 and 858) of the Conirolied
Substancas Act of 1870, as amended, provide that the Allorney
General iney revohe or suspend a registration \o manufaciurer.
distribute, (ispense, impornt or axpart a controllad sutslance.

*

THIS CEFTIFICATE 1S NOT TRANSFERABLE ON CHANGE OF
OWNERSFIP, CONTROL, LOCATION, OR BUSINESS ACTIVITY,
AND 1S NCT VALID AFTER THE EXPIRATION DATE.

GORDON, MARCUS T MD
480 LYNNFIELD STREET
LYNN, MA 01304

e L L
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THIS CERTIFICATE IS NOT TRANSFERABLE ON CHANGE OF OWNERSHIP, CONTROL, LOCATION, BUSINESS ACTIVITY. OR VALID
AFTER THE EXPIRATION DATE, :

s
e

|
CONTROLLED SUBSTANCE REGISTRATION CERTIFICATE
UNITED STATES DEPARTMENT OF JUSTICE
DRUG ENFORCEMENT ADMINISTRATION
| WASHINGTON, D.C, 20537
DEA REGISTRATION THIS REGISTRATION . FEE
NUMEER EXPIRES PAID
03-30-2009 Pald
SCHEDULES BUSINESS ACTIVITY DATE ISSUED
2283 PRACTITIONER 09-19.2608
INAS
=
s GORDON, MARCUS T MD Sactions 304 and 1008 (21 U.5.C. 824 and 368) of lhe
=4 480 LYNNFIELD STREET Conirolied Substances Act of 1870, as amended, provide
o LYNN, MA 01904 that the Allorney Ganeral may revoke or suspend a
ﬁ. registration lo manufaciurer, distribute, dispense, imppil of
ﬁ export @ controlied substance.
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MassHealth Provider Recredentialing

Form for Group Practices _ -
Commonweath of Wsssachusets 0‘7‘{@‘ /é:.baﬁg

WWW.mass gov/massheaith

This form is for recredentialing group practices, as defined in MassHealth regulations at 130 CMR 450104, Some fields are prefilled, including your
MassHealth provider number. Please answer all questions as they relate to that provider number, Please review and verify the preprinted information
on this form, correct any errors or outdated information, and complete other fields as applicable. Return this completed form and the required
attachments listed in Section 7 of this form to: MedAdvantage, Attn: MassHealth Recredentialing, 11301 Corporate Blvd, Suite 300, Crlando, FL 52817

| SECTION | ORGANIZATIONAL BATION. i - T

™ 11 Provider Information
Provider name: NORTH SHORE WOMENS CTR _ MassHealth provider no.: 3783237

Tax ID no.:

Please check the types of professionals that are organized under this group practice (Check all that apply.):

[] audiologist [ independent nurse practitioner [ physician

{7 chiropractor [ ocoupational therapist L] podiatrist

[ dentist (] optician [ psvehologist
(] hearinginstrument specialist (] ontometrist (] speech therapist
[ independent nurse midwife L] physical therapist

1.2 Organizational Information
Please identify your legal-entity type (Check one.):

Please identify your legal-entity type:

Corporation (indicate type of corporation below.)
profit (includes limited liability companies and professional corporations) [ nongrofit

- State where incorporated __ ¥ Date of Incorporation:

(] Partnership (indicate type of partnership below)
[ limited partnership, profit 7 limited liability partnership, nonprofit
[ limited partnership, nonprofit [] general partnership, profit
[ fimited liability partnership, profit [ general partnership. nonprofit
State where partnershipwasformed: ______ Date partnership was formed:

(] Trust (indicate type of trust below)
[ profit  [_] nonprofit  State where trust was established: “Date trust was established:

[ Governmental (indicate type of governmental entity below)
[ federal [ state [ county [ municipal (7] other (specify):
[ other entity {specify):
1.3 History of Ownership

Has this practice or arganization nad other owners in the past 10 years?
[] ves. Provide the information requested below. ﬁno. Skip to Section 2.

Previous owner’s name: Previous tax 1D no.:

Previgus MassHealth provider name, if applicable: MassHealth provider no., if applicable:

Dates of ownership {from/ through:

Attach additional pages if necessary.
RCD-F-GR (05/07} 1 Please go to the next page. P>



. ADDRESS INFORMATION

If you need to change your legal entity, payment, or remittance advice address please comp]ete the enclosed W-9 form and submlt it wrth this
recredentialing form.

21 Legal Entity Address
Name of business:. A 0 7 +h Shore  \Lomens Center oL

srestaddress C1F O L VVM Lo }é St.

City: L/Ymd State YA Zp O %24 County.

Contact person: 5"}9,414&,4':: Low 44 Office phoneno. 727 ! F98 Niyoe
¥

E-mail address: Jlf?wf'}'-}’njwo @ hodmail. Comn Officefaxno. P81 S8 3842

Please choose the method by which this office prefers to be contacted by MessHealth: [] e-mal [Drphone [ fax

2.2 Service Site

Answer the following questions for each service site. A service site is a place where you provide professional services to MassHealth members.
Attach additional pages if necessary.

National provider identifier (NPY): Taxonomy code:
Is this location: ] the primary location? (] anoffsite clinic? [] a branch office? ] amutti-campus site?
Street address: 480 LYNNFIELD STREET

City: LYNN State: MA Zip; 01904 County:

Contact person: 5‘!??‘1 avire Lo i Office phone rio.. 7815354800
Emaladdress. S o i Mo c @ hotmail . com Office faxno: 5T ) 3G5 3FUZ
Please choose the method by which this office prefers to be contacted by MassHealth: [ e-mail IEﬁmne [ fax

Is this location ADA/Section 508-compliant for patient access? O ves (Mo

Does this site have TTY/TDD capability? [ yes M

if 0, what is the phone number?
What are the hours of operation?  Mea=- Thurs T- 5 3 Fr 9-6&
Please identify languages other than English that are spoken by the staff at this practice facation:

Languages: 5 5901 ats 17
Are laboratory tests perfarmed at this office? [_] yes. CLIA no: expiration: o
Are mammograrns performed at this office? [ yes. Massachusetts Mammography Certificate no.: ' IE no

2.3 Payment Address
Name of business: NO"‘”’\ Shoce wOMen S Cem_;&d*\—
Strest address or PO.box. P © 80 x &0 1yvy)o
iy RO sute. A 1p O 238 connty.
Contact person: 51:42«4‘ wie.. Lousi #?‘[ Office phone no.. 75 1 595~ Y0 D
E-mail address: J}E?L{-:'!‘}- Nt c @ bhptmar ] com _ Officefaxno; 281 ST IF U
Please choose the method by which this office prefers to be contacted by MassHealth: mr;ail [ phone [ fax

Do you currently receive payment by electronic funds transfer (EFT)? D no

MassHealth prefers to pay providers by EFT, EFT saves taxpayer money and ensures secure and timely payments, If you currently receive
MassHealth payments by check and wish to receive payment by EFT, please attach a completed EFT-1 to this form.

2 Please 9o to the next page. P



2.4 Remittance Advice Address

Name of business: fJor W, shoce v OMens (A—«i_ﬂ""

street addressarPObox. 20 D ox @Ayl

a5 03 bein state v A 7o O 23FYcounty:

contact person: Sdeyhdsre Lo 4F Office phone 0.2 577 _SG5_ “Igw e
, el

Emaladress s (Ot vse @ hiotme 1. comn Office faxno. 25! SIS T8

Please choose the method by which this office prefers to be contacted by MassHealth: [&ail [ phone (] fax

2.5 Billing Information Address
Name of business: See Alsges
Street address or PO. box:

Clty: State: Zgp: County:
Contact person: Office phone na.
E-mail address: Office fax no.

Please chioase the method by which this office prefers to be cantacted by Massealth: [Tr&mail [] phone [ fax
Do you use a billing agent for claims submission? (v (o

Do you, or does a hiling agent on your behalf, submit claims electronically to MassHealth?

[QA&s. Complete the information below. (] no [} not yet, but | am interested in learning more about submitting claims slectrorically
Software vendor name: /A o1 &1 Flew | 4 b

Software vendorphoneno: ¥ Y A L& T7A2 A

Date you, or your biling agent on your behalf, began submitting ciaims electronicaly: __ "3} /7~ 2 ¢ 2

2.6 Pubiications Address

MassHealth will notify you about the issuance of bulleting and transmittal letters according to your preferences, Please indicate your choice and include
all contact information requested below,

Preferred method of communication:
E’g{nail (Fastest)

[] pastcard notification of publication on Web site (up to 10 days later than e-mail)

[ printed copy malled up to 10 days later than e-mal)

Name of business: A Jge 4 Shore v Omens Cenler

Contact persorn: 5 1{'@ l/w. nie L/Ow- J’-" Office phgne no.
Emaladdiess S1ow, Hndwe @ hotma, |. copn

Street address or PQ. box: L{f(? ks Ynn Cji S

City: L_\thn_ State: A T ©1%10Y  County:

3 Please g0 to the next page. P>



~ 34 turrent and Previous Medicare Provider Numbers
Do you have, or have you ever had, 2 Medicare provider number? B/\f; Clno

If ves, list all current and prior Medicare provider numbers for your group practice.
Current Medicare providerno: .~ ™M 2 M7

Previous Medicare provider no:
DO you have an agreement with any Medicare carrier(s)? [ yes [470
if yves, list carriers):

3.2 Affiliations

Please fist all corporations, foundations, facilities, and groups with which this provider has been affiliated in the past seven years for purposes of
providing health-care services. Include research sites, even If they are not funded by MassHealth.

Name of organization Affiliated from Through City State
If discontinued, reason:
Name of organization Affiliated from Through City State

If discontinued, reason:

Name of organization Affiliated from Through City State

if discontinued, reason:

41 Commercial Insurance

Do you participate with any commercial insurance plans? ves o
If yes: :
Nemeofpia Olve Crogs Flue She; Id . TAds | Harvard ¢ |5,; -
L
Name of plart:

4.2 Client Age
How old are the patients who receive services from this provider? (Check one, and filfin the blank if applicable )

IB’ar'w age  [_] only members younger than age ] onty members clder than age
4.3 Accepting New Patients?
Is this group practice accepting new patients? FYes [Ino

4.4 Primary Care Clinician {PCC} Providers Only

What is your capacity for PCC Plan members? (Please enter the number of PCC Plan members you are wiling to accept. If nothing is entered,
the defauit is 1,500.)

Do vou provide 24-hour coverage? Cves [no
If no, explain:

4 Please go to the next page. B>



. SECTION 4. PROVIDER SERVICES

Please provide the names and MassHeaith provider numbers of practitioners covering for PCCs when the PCC is unavailable. Attach
additional pages if necessary.

Clinician's name: MassHealth provider no.
Clinician's name: MassHealth provider no.:
Clinician's name: MassHealth provider no.

45 Individual Practitioners

Please identify all practitioners who are part of the group practice. Include the practitioner's full name, MassHealth provider number, NP,
taxonomy code, specialties, street address and city of primary service site, and whether or not the practitioner is enrolled as a Primary Care
Clinicizn (PCC) in the MassHealth PCC Plan. Attach additional pages if necessary. If you prefer, you may substitute a facsimile containing the
requested information.

Full name . MassHealth provider no. L NP =
Marcus Gordon mp JissoeY (o1 39 95567 |om
Taxonemy code Specialties 6 v if PCC:
; e : 7 ]
Primary service site - street address and city qgo Lynﬂ-{q,‘f_ fd St C_ Y ,i"ﬂﬂ- o190Y
7 7 A
Full name MassHealth provider no. NPI Check
— here |
Taxonomy code Specialties iFPCC:
Primary service site - street address and city ' D
Fuil name MassHealth provider no. NP Check
. here
Taxonomy cade Specialties if PCC:
Primary service site - street address and city D
Full name MassHealth provider no. NP1 Check
— here
Taxonomy code Specialtias if PCC:
Primary service site - streef address and city D
Full name MassHealth provider no. NPI Check
= here
Taxonomy cede Specialties if PCC:
Primary service site - sireet address and city D
Full name MassHealth provider no. A Check
: here
Taxonomy code Specialties i PCC:
Primary service site - street address and city D
Full name MassHealth provider no. NPI Check
— here
Taxonomy code Spacialties if BCC:
Primary service site - street address and city D

5 Please go to the next page. b
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FORMATION

51 Definitions
Section 5 requests information about ownership and control interest of the provider. This section contains a number of terms that are specifically
defined in 42 CFR 455400. For your carvenience, the definitions are provided below.
Agent - any person who has been delegated the authority to obligate or act on behalf of a provider,
Disclosing entity - a Medicaid provider {other than an Individual practitioner or group of practitioners).
Indirect ownership interest - an ownership Interest in an entity that has an ownership interest in the disclosing entity. This term includes an
ownership interest in any entity that has an indirect ownership interest in the disclosing entity.

Managing employee - 2 general manager, business manager, administrator, director, or other individual who exercises operational ar managerial
control over, or who directly or indirectly conducts the day-to-day operation of an institution, organization, or agency.

Other disclosing entity - any other Medicaid disclosing entity and any entity that does not participate in Medicaid, but is required to disclose
certain ownership and control information because of participation in any of the programs established under title V, XVill (Medicare), or XX of the
federal Social Security Act. This includes:

(a) any hospital, skilled nursing facility, home health agency, independent clinical laboratory, renal disease facility, rural health clinic, or health
maintenance organization that participates in Medicare {title XVi);

(b) any Medicare intermediary or carrier; and
(c} any entity (other than an individual practitioner or group of practitioners) that furnishes, or arranges for the furnishing of, heaith-related
services for which it claims payment under any plan or program established under title V or title XX of the Social Security Act,

Ownership interest - the passession of equity: In the capital, the stock, or the profits of the disclosing entity. "Persan with an ownership or
control interest” means a person or corporation that—

{a) hasan ownership interest totaling five percent or more in a disclosing entity;
(b} has an indirect ownership interest equal to five percent or mare in a disclosing entity,
{c} has a combination of direct and indirect ownership interests equal to five percent or more in a disclosing entity;

{d) owns an interest of five percent or more in any mortgage, deed of trust, note, or other obligation secured by the disclosing entity if that
interest equals at least five percent of the value of the property or assets of the disclosing entity;

(e) s anofficer or director of a disclosing entity that is organized as a corporation; or

(f) isapartnerin adisclosing entity that is organized as a partnership.
stanificant business transaction - any business transaction or series of transactions that, during any one fiscal year, exceed the lesser of
$25,000 and five percent of a provider's total operating expenses.
Subcontractor -

{a anindividual, agency, or arganization to which a disclosing entity has contracted or delegated some of its management functions or
responsibilities of providing medical care to its patients; or

{b) anindividual, agency, or organization with which a fiscal agent has entered into a contract, agreement, purchase order, or lease (or leases of
real property) to obtain space, supplies, equipment, or services provided under the Medicaid agreement.

Supplier - 2n individual, agency, or organization from which a provider purchases goods and services used in carrying out i€s responsibilities under
Medicaid {e.9., a commercial laundry, a manufacturer of haspital beds, or a pharmaceutical firm).

Wholly owned suppller - a supplier whose total ownership interest is held by a provider or by a person, persons, or other entity with an
ownership or control interest in a pravider,

6 Please ga to the next page. B>
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WNERSHIP AND CONTROL INFORMATION (cont.}

5.2 Officers, Directors, Partners, and Trustees

Are you organized as a corporation, partnership, or frust?
Ves. Provide the information requested below. [ no. Skip to Section 5.3,
Space is provided for one individual. Attach additional sheets for each officer, director, partner, and trustee.

astname (56 & ¢ First name: Y14 7~ C s Midde intiat_ T

street Address. 11 2 }60;/[51‘4"7 St. |

City: C/"I'Z-‘-'\L“'J* H'l{{{ State: I/'\A Zip. Oazl’fé-?
Tax ID no.: N social security no.  [_] employer identification na.

Thisindividualis: [ anofficer 3 adirector  [] apartner  [] atrustee

Is there a family relationship between the officer and persons holding an gwnership or control
interest in the provider? Oves Ko
If yes, indicate the relationship: [} spouse [ sbling ] parent  [[] chid  [] other. Specify:
Does the officer have an ownership or control interest in another MassHealth pravider?
wves (I no  [] The provider has made a written request for this information, but has not received a response from the afficer.

Has the officer been convicted of a criminal offense related to the officer’s involvement in any

program established under Medicaid, Medicare, or the Social Security Act? (] ves Wno
IF yes, attach a sheet describing the nature of the offense. If the provider has ever been sanctioned by MassHeaith, a professional review
organization, an HMO, a credentialing program, or a board of registration, attach a description including the date and current status of the
sanction action.

5.3 Ownership and Control Interest
Provide the information requested below for alfindividuals or organizations that have ownership or control interest of five percent or more in the
provider. Attach additional sheets For each individual and organization.

Partysname: Wl rcv S Gordon , Mo
The above party iszﬁan individual (] an organization
Street address || ol ﬂ")f’_ﬁ LOVT S%

City: @L\dﬁl—h,} Hfﬁ State: v Zip: Or\6 b
Tax D no.: MI security no. O employer identification no,
The above partyhas 1€ © % ownership or control interest in the provider.

The type of interest the party hasin the provideris: [ capital [ stock M profit [ secured credit
[] other (describe):

s there a family relationship between the interested party and persons holding an ownership or control
interest in the provider? ; [7] ves E no
If yes, indicate the relationship:[ ] spouse [ ] sbling  [] parent [ child  [C] other Specify:
Does the interested party have an ownership or control interest in another MassHealth provider?
E yes [ 1 no [] The provider has made a written request for this information, but has not received a response.

Has the interested party been convicted of a criminal offense related to the party's involvement :

in any program established under Medicaid, Medicare, or the Social Security Act? ves pgno
If yes, attach a sheet describing the nature of the offense, If the provider has ever been sanctioned by MassHealth, a professional review
organization, an HMO, a credentialing program, or a board of registration, attach a description including the date and current status of the
sanction action.

7 Please go to the next page. P



5.4 Subcontractor information

Do you use any subcantractors as defined in Section 517
[] ves. Provide the information requested below. w no. Skip to Section 5.5.
Space Is provided for one subcontractor. Attach additional sheets for additional subcontractors.

Name of subcontractor:

The above subcontractor Is; [_] anindividual [_] an organization

Street address:
City: State: Zip:
Tax ID no.; U soclal security no, [l employer identification no.
The provider has % ownership or control interest in the subcontractor.
Is there a family relationship between the officer and persons holding an gwnership or cantrol
interest in the provider? Clyes o

If ves, Indicate the relationship:[ ] spouse ] sibing [ parent  [] chid  [] other Specify:

Does the subcontractor have an ownership or control interest in another MassHeaith provider?
[(Jves [C1no [] The provider has made a written request for this information, but has not received a response.

Has the subcontractor been convicted of a criminal offense related to the subcontractor’s

involvement in any program established under Medicaid, Medicare, or the Social Security Act? Clyes [Tno
if yes, attach a sheet describing the nature of the offense, If the provider has ever been sanctioned by MassHealth, a professional review
organization, an HMO, a credentialing program, or a board of registration, attach a description Including the date and current status of the
sanction action.

Do other parties have an awnership or control interest of five percent or mare in the subcontmctor’?
[ ves. Provide the information requested below. [ no. Skip to Section 5.5.
Space is provided for one subcontractor, Attach additional sheets for additional subcontractors.

Name of party:
The above party is: [_] an individual [_] an organization
Street address:
City: State: Zip:
Tax identification no. [ sociatsecurityno, [ emplover identification number
The provider has % ownership or control interest In the subcontractor.
Is there a family relationship between the officer and persons holding an awnership or control
interest in the provider? U Yes Ol no

If yes, indicate the relationship:[ ] spouse [ ] sbling [ ] parent [ chid  [] other. Specify:

Does the subcontractor have an ownership or control interest in ancther MassHealth provider?
[Jyes [Jno ] The provider has made a written request for this information, but has not received a response.
Has the interested party been convicted of a criminal offense related to the party's involvement in
any program established under Medicaid, Medicare, or the Social Security Act? [(Jyes [Jno
If yes, attach a sheet describing the nature of the offense, If the provider has ever been sanctioned by MassHealth, a professional review

organization, an MO, a credentialing program, or a board of registration, attach a description including the date and current status of the
sanction action.

8 Please go to the next page. P



5.5 Property Owner

Does someone other than the provider own the real property occupied and used by the provider at the service location address?
E yes. Provide the informeation requested below for each individual or organization with an interest of five percent or more in the real

property. Attach additional sheets, if necessary.

(] no. Skip to Section 5.6.

If the property is held by a realty trust, submit a copy of the trust agreement, including the schedules of beneficial owners.
Property owner's name: Mor.}'n Shore If"\tcli'uv, Ce n-h’"

The above partys: [_] an individual [ an organization

Streetaddress: %) Hl'j-lw fd:vn:l Ave

City: Sa‘fm ste A w 18920
Tax ID na.: [] social security no.  [_] employer identification no. |
The provider has Q % ownership or control interest in the subcentractor.
The above partyhas 1 @ @ % ownership or control interest in the real property.

5.6 Other Disclosing Entities

Does any individual or organization fisted in Sections 5.2 through 5.5 have an ownership ar control interest of five percent or more in another
Medicaid provider?

ves. Provide the information requested below for each individual or organization with an interest of five percent or more in another
Medicaid provider. Attach additional sheets, if necessary.

"~ 2.5Kip to Section 6.
Name of the individua with ownership or controlinterest: ¥ a7 s (5o # don
Name of ather Medicaid provider:v e ~rima el s Lalley  \vomen ¢ e afth Seruees
Provider no. of other Medicaid provider. A 7% ¥ 39 i?
Mailing address of other Medicaid provider:
srectadress U Dranch Street

" 61 Disciplinary, (v, and Criminal Actions

aty. ye bhven

state, A Zips

oY

Questions

1.

Have any disciplinary actions been threatened or Initiated, or are any disciplinary actions pending against the
group or any member of the group by a state licensure board? J yes E no

Has the license of any member of the group to practice in any state ever been denied, limited, suspended,
revoked, diminished, not renewed, or relinquished (whether voluntarily or involuntarily), or are any proceedings
currently pending which may result in any such action? [ ves M no

Has the medical staff appointment or have priviieges of any member of the group ever been limited, suspended,

diminished, revoked, refused/denied, terminated, restricted, not renewed, or relinquished (whether voluntarily

or involuntarily} at any hospital or health-care facility, or are proceedings currently pending which may result in

any stich action? Clyes B no

Has the group or any member of the group ever been suspended, sanctioned, or restricted from participating
in any private, federal, or state health program (for example, Medicare, Medicaid, or Blue Cross/Blue Shield)? [ yes EZI no

9 Please go to the next page. B
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5. Does the group ar any member of the group have any financial interest (directly or through family or business
partners} in any nursing facility, laboratory, pharmacy, medical equipment or supply house or other business
to which patients under the group’s care might be referred or recommended? O yes E no

6. Have there been any suits or claims against the group or any member of the group alleging malpractice,
nedligence, failure to diagnose, etc., that are pending or have opened or closed during the past ten {10) years? m Yes [Jro

7. Have any members of the group ever heen tonvicted in a criminal action? Do not include a first conviction for
simple assault, speeding, minor traffic violations, affray, disturbance of the peace, or any conviction of a ‘
misdemeanor more that five years before this application i there has been no criminal conviction of any
offense within five years of this application, O ves D no

8. Has the group or any member of the group ever been the subject of an inquiry or disciplinary action by any
governmental or other regulatary agency or is any such action pending? If yes, include all documentation
refating to all inquiries, whether action was taken, dismissed, or pending. Attach a copy of any compliants,
responses to complaints, and Board of Registration in Medicine letters. J yes E] no

Explanations
If you have answered “ves” to any of the questions abave, please provide an explanation and attach all supporting documentation.

Explanations of liability claims, suits or settlements should include names, addresses, and ages of claimants or plaintiffs; the nature and substance of
the claim; the date and place at which the claim arose; any amounts paid; the date and manner of disposition, judgment, settiement or otherwise,
date and reason for final disposition. If no judgment or settlement, include the patient’s condition at the point of your involvernent, patient’s
condition at end of treatment, and the nature and the extent of your involvement with the patient.

Attach additional sheets for each question indicated with a "yes™ answer. Please type or print your responses,
Questionno. _ &

YT A H“cﬂv@j S, /Lue//'g‘

6.2 Authorization and Release

This recredentialing form is for continued status as a provider in MassHealth. This provider Form will become part of (and is incorporated by reference
into) the provider contract between this provider and MassHealth,

This provider grants MassHealth permission and consent to obtain and verify information contained in its application for participation in MassHealth

and in this recredentialing form and its attachments, and grants consent for any person, organization, or other entity to release to MassHealth all
information that may be reasonably relevant to an evaluation of the provider's professional competence or its ability to provide services in a professional
manner. The provider understands that participation in MassHealth is dependent upon review of the material contained in and submitted with this form
and the completion of the recredentialing pracess. The provider certifies that the Information in its application and in this recredentialing form and its
attachments is true, accurate, and complete. The provider further understands that any information entered in its application and in this recredentialing
form and its attachments that subsequently is found to be False could result in the termination of the contract.

The person signing below warrants that he or she is an authorized representative of the provider and has the authority to sign on behalf of the provider.

Accepted and agreed to: )
Legal name of provider. A o 11, -ﬂqo re ,kjofa en<s, Center

Signature of provider or authorized representative: Ve oz 2031107

orfiad el < +€ P b e (__ ou H- Title of person signing: 19 rof. S cvices D £
ccoaie ' L
165025

10 Please ga to the next page. B



1o s . _ B/9GEYEE452505 DUSB @3/18/07 @S:44pm P. oR2

B3-1003

P - Filing Fee: $125.00

The Commonwealth of Massachusetts - Fee: 52500

F P‘ : William Francis Galvin
Sacretary of the Commanwesith
One Ashburton Place, Boston, Massachusetts 02108-1512

Annual Report for Professional and
: Foreign Professional Corporations
(General Laws Chapter 1:36A, Sectlon 18 and Chapter 158D, Section 16. 22}

(1) Exact name of the corporation: NORTH SHORE WOIIEN'S CENTER, P.C.
{20 Jurisdiction of incorparstion: MASSACHUSETTS
(3)  Streel address of the corporation's reglstered office in th: commaonwaalth:
480 LYNNFIELD ST.. LYNN, MA 01904
(number, streel, city or town, slafe, zip code)
(4)  Name of the registered agent at the registered office: _MARCUS T. GORDON
{5) Swueet address of tha corparation's principal office;
480 LYNNFIELD ST. LYNN, MA 01904
(number, sheet, city or town, state, zip cods)
(6) Provide the names and addresses of the corporation's beaird of directors, shareholders, and ifs president, treasurer, sacratary, end if different, its
chief executive officer snd chief financial officer.

NAME ADDRESS
President: MARCUS T. GORDON 1101 BOYLSTON ST., CHESTNUT HilLL. MA 02167
Treasurer: ___ MARCUS T. GORL'ON 1101 BOYLSTON ST, CHESTNUT RHILL. MA 02167
Secratary: MARCUS T. GORD OIN 1101 BOYLSTON ST., CHESTNUT HILL, MA 02167
Chlef Executive Officer: MARCUS T. GORDOMN 1101 BOYLSTCN ST., CHESTNUT HiLL, MA 02157
Chlef Financial Qfficer: MARCUS T. GORDON 1101 BOYLSTON ST., CHESTNUT HILL, MA 02167
Directars; MARCUS T, GORDON - 1101 BOYLSTON ST., CHESTNUT HILL, MA 02167

Shareholders (with residential address):

(7]  Brefly describe the business of the comaoration;

MEDICAL OFFICE
(8-8) Capltal stock of each class and seriss:
CLASS OF STOCK TOTAL AUTHORIZED BY ARTICLES OF ORGANIZA- TOTAL ISSUED AND OUTSTANDING
TION OR AMENDMENTS Number of Shares
Number of Sharas
COMMON - 1,000 1,000
PREFERRED

(10) Check if the stock of the carporation is publicly traded. []

{11} Repartis filed lor fiscal year ending: DECEMIER ! 31 / 2006
(montl; (day) (vear)

it1s hereby certified, pursuant o G.L. Chapter 158A, Sectlon 18, it at the sharehalders, and all the partners of & general partnership which /s a share-

holder of the corporation are gyl FTong or more ) 'ofessional services for which the corporation was organlized, or are professional

corporations autnonzea 3¢ .L-J;.’ﬁ’i k8. and (hat a copy of this report Is being sent to the appropriate reguiatory board.

'Y Slgned hy:
- Ae——— ———a —
D Chalrman of tne boarc of directars [X] Presigent Omer officer D Court appointed fiduciary

on this Sww ayot )N ca,\g(,._ . 2007

c158as10¢ 158081622 01/ ms




”
’ Department of the Treasur)f Date of this notice: APR. 27, 1998
Internal Revenue Service . Taxpayer ldentitying Number
ANDOVER, MA 05501 Form: _ Tax Period:

Foi assislance you may
call us at’

617-536-1D040
1-800-829-1040
*lIlliltlillllil“'ilillllllilllllIIlIll‘llll‘lllllilll‘lllllll|
- 2 Qr you may wiile 10 us at
the addiess shown ai the
i lefl. i you write, be
NORTH SHORE WOMENS CENTER P C swie to allach the botiom
583 CHESTNUT ST par of this notice,
LYNN MA 01904-2600837

NOTICE OF ACCEPTANCE AS AN S-CORPORATION

YOUR ELECTION TO BE_TREATED AS AN S-CORPORATION WITH AN ACCOUNTING PERIOD OF
DECEMBER 1S ACCEPTED. THE ELECTION IS EFFECTIVE BEGINNING FEB. 23, 1998, SUBJECT
VERIFTCATTION IF WE EXAMINE YOUR RETURN.

[F YOUR EFFECTIVE DATE IS NOT AS REQUESTED, IT WILL HAVE BEEN CHANGED FOR ONE
TWO REASONS. EITHER YOUR ELECTLON WAS MADE AFTER THE 15TH DAY OF THE THIRD MONTH
THE TAX YEAR TO WHICH 1T APPLIES, BUT BEFORE THE END OF THAT TAX YEAR, OR THE ELEC
WHEN SUBMITTED WAS INCOMPLETE, AND REQUESTED INFORMATION WAS RECEIVED AFTER THE FI
PERIOD. IN EITHER CASE, YOUR ELECTION IS INVALID FOR THE TAX YEAR REQUESTED AND H
THEREFORE, BEEN TREATED AS THOUGH IT WERE MADE FOR THE NEXT TAX YEAR.

PLEASE KEEP THIS NOTICE IN YOUR PERMANENT RECORDS AS VERIFICATION OF YOUR
ACCEPTANCE AS AN S-CORPORATION,

IF YOU HAVE ANY QUESTIONS ABOYUT THIS NOTICE OR THE ACTI1ONS WE HAVE TAKEN, PLE
WRITE TO uS AT THE ADDRESS SHOWN ABOVE. IF YOU PREFER, YOU MAY CALL US AT THE IRS
TELEPHONE NUMBER LISTED IN YDUR LOCAL DIRECTORY, AN EMPLOYEE THERE MAY BE ABLE YO
Eg#ﬂ ﬁgu; HOWEVER, THE OFFICE AT THE ADDRESS SHOWN ON THIS NOTICE IS MOST FAMILIAR

' UR CASE.

_ IF YOU WRITE TO US, PLEASE PROVIDE YOUR TELEPHONE NUMBER AND THE MOST CONVENI
TIME FOR US 70 CALL SO WE CAN CONTACT YOU TO RESOLVE YOUR INQUIRY. PLEASE RETURN
BOTTOM PART OF THIS NOTICE TO HELP US IDENTIFY YOUR™CASE.

THANK YOU FOR YOUR CDOPERATION.

fo make sure thal iIRS employees give courteous responses and correct information 1o laxpayers, a second IRS employee sometimes listens in on

clephone tails Qveilay 5 Form b4
{eep this part for your records

- B WA

Lo

T0

oF
0oF
TION
LING
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89 (Hev.8-91)

B witl'-)I yourcheckormqmry B N T e R B s s P e

Your lephone nuimbe: Best tine 1o call

() =

INTERNAL REVENUE SERVICE

ANDOVER, MA 05501
NORTH SHORE WOMENS CENTER P C
583 CHESTNUT ST
LYNN MA 01904-2600837
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The Commenmealth of Wasgachuselis

Willizm Pramcis Galvin
Secretary of the Commonweaith
Cne Ashburton Piace, Boston, Massachusetts 02108-1512

AFRITCLES OF ORGAMLES MM
(General Laws, Chapter 1584)

ARTICLE ¥
The exezt nams of the corporeiize, o

North Shore Women's Center, £.C.

AKTICLE I3
The purpose of the corperation Is to engage in the following business activities:
The practice of medicing, including the pe:'ﬁ‘-mg_.ame of ali medical and
related services, tarough officers, employess, and agents duly registered and
itr‘cnsea to practice the profession of medicine within the Commonwealth
of Massachusetts, together with ansiliary and collateral non-professicnal
services rﬂ;dﬁru by empioyess not professionally saaiified but vorking
under rvision of professionally qualified officars or employees;

c-ga
Lhle

Te ewn rea! and parsonal property necessary or appropriate for the
rendertag of medical and related serviees; o mvest in real estate, morigages,
sincke, bonds, or any other type of lnvestment;

To do or cause i¢ be done sny and all such acts and things as may
be necessary, desiradle, appropriate, convenieaf, or inciden
accomplishment or performance of any or all of the foregoing

tal wo the

DUIPOSes;

professional corporations -
Corporation Laws.

Toen g age in any !muml act or activity for which
anized under Messachusetis Professional €

r:"“

L
> ed ‘\w‘

SR
et

Ty

Noter If tke space provided under any erticle ar dem o (315 form (o iaanfficiem, addittons shalf be set forth on oxe cids

ondy of separate § 1/2 x 11 sheeis of paper with ¢ 4t maryiv of @ loast J fuch Additions to more than one articls ey be
made or a sfugle abeed 10 long a3 each article requiring cech addition i cleary indfcaled



ARTICLE TX
State the total pumber of shares and par value, if nay, of each class of stock which the cerporation is authofized 1o fssie:
WITHOUT 288 YALUR YWTTH FAR Yallh
TYPE IMUMBER OF SHARES TYPE NUMBER OF SHARES i PAR VALUE
Common: Common: | 206,000 $0.61
Prefereed: [ Preferrad: 1
i v
i
i
ARTICLE KV
1f more than one class of stock is authorized, stan: a distnguishing designation for cach class. Prior to the issuance of any

o£.

shares of o class, if sheces of another class age ouistanding, the corporation must provide A descriprion nf the pied
voung powens, qualifications, 2and special of relative rights or privileges of that clzsa and of each other class of Which shares
arc cutstanding and of each serics then estallisk ed within any class,

o wd arasly .‘

NONE

ARTICEE V

The restrictions, if any, lcencsed by the Articles of Grganization upon the toansfer ¢f shares of stock of any class are

1

Stock of the corporation shall be issued in accordance with Section 1244 of the
Interna!l Revenue Code, or His successor sections.

See Continuarion Shest SA attached hereto end incorporated by reference.

ARUTCLE V1
“Gihes it provisions, if aay, for the conduct and reguiation of v business and afzirs of the corporztion, for its voluatary
dissofution, of for Hmiting, defining, or regulating the powers of the corporation, or of its directons or storkholdars, ar of any
class of stockholders:

The Directore may amend or repezd the by-laws in whole or in part except with respect to
any provision(s) thereof which by law or under the try-laws requires action by shareholders.

See Continuation Sheet 64, attached hereto and incorporated by reference,

Tl there are NG GrGisions stiie “Mora”
Mpte: The preceding 33 {6) articler sre cuneidered io bur peraanct and way only bo changsd by filing cprraprinte Articies of Amewdre,



CONTINUATION SHEET s A

Any stockholder, including the heirs, assigns, executors or administrators of a deceased
stackholder, desiring to sell or transfer such stock owned by him or them, shall first offer it to the
professional corporation through the Board of Directers, in the manper foliowing:

He shall notify the directors of his desirz to sell or transfer by notice ip writing, whish
notice shall contain the price at which ke i3 wiiling 10 sell or transfer and the name of one
arbitrator, The directors shall, withir thirty days thereafter, either accept the offer, or by notice
to him in writing, name a second arbitrater, and these ‘WO shall name a third, It shall then be the
duty of the arbitrators tc ascertain the vatus of the stock, and if any arbitrator shail negizsct or
refuse o appear at auy raeeting appointed 3y the arbitrators, g DRjOTitY may act in the absence of
such arbitrator,

After the acceptance of the offer, or the repert of the arvitrators as to the valye of the stock,
the directors shall have tairty davs within which to purchase the same at such valuation, bus if ag
the expiration of thirty days, the professional corporation shall not have exercised the right se to
purchase, the owner of the stock shall be at Hiberty to dizpose of the Same in any manner he may
see fit. : i

No shares of stock shall be sold or transferred on the books of the professional eorperation
until these provisions have been compiied with, but the Board of Directors may in 21y particular
instance waive the requiremsent.

A shareholder may transfer shares and rights or options 10 purchase shares of the
pictessional corporation only to gualified Persons as defined in Massachusetts General Laws
Chapter 156A. Subjecs to Sections 12 and 13 of said Chapter 1564, nothing contained herein
shall prohibit the piedge of shares of the professional corporation ro a disquaiified person or the
transter of such shares by operation of law ox court decree to a disqualified person,

Every certificate issued Tepresenting shares of this professional cornoration shall state
thereon in bold print that the shares represented thereby ars subject 1g I2SMICHons of ransfer
imposed by Massachusetts TGeneral Laws Chapter 156A and anv further restrictions on transier
imposed by the Board of Registration in Medicine from time to time pursuant to said Chapier,



CONTIMUATION SHEET 64

6. Other lawful provisions for the conduct and regulation of the business and effairs of
the professional corporation, for its voluntary dissolution, or for limiting, defining or reguiating
the powers of the professional corporation, or of its directors or stockhoiders, or any class of
stockholders:

(a) The directors may méxe, amend or repeal the By-Laws in whaole or in part,
except with respect to any provision thereof which by law or in accordance with +he termns
f'the By-Laws require action by the stoskholders,

(b} Meetings of the stockholders may be held anywhere in the United States.

¢j  The professional corporation mey be a parter in any busigsss omieyprise i
weould have power to condhuct by itseif

(d) The directors shall hava the power to fix fom time to time thejr
compensation. No person siall he disqualified from holding any office by reasen of any
interest. In the absence of fraud, any director, officer or stockbolder of this professicnal
corporation, or any concem which is 4 stockholder of this nrefessional corporation
individually, or any individial baving any interest in any concem wkich is a stockholder of
this professional corporation, or any concem in which any such directors, officers,
stockholders or individuals have any interest, may be a Party 10, or may be pecuniarily or
otherwise interested ifi, any contract, transaction or other act of this professicnal
corporation, and

(1) such contract transzction or act shall not be in any way invaiidated or
otherwise affected by that fact;

3 nosuch director, officer, stockholder or individual shall be liable to account
to this professicnal corperation for any profit or benefic realized through any
such contract, transaction or act; and

(3)  any such director of this professional corporation may be counted in
determining the existence of a quorum at any meeating of the directors or of
any comumittee ‘hereof which shall authorize any such conwract, frapsaction
or act, and may vote t6 avthorize the same.

The term “interest" shall inciude personal interest and interest as a direcior, officer,
stockholder, shareholder, rustze, member or beneficiary of 4nY Concerm.

The term "concem” shajl AeA 2y tomparation, association, trust, partmership, firm, person
Or other entity other than this professional corporation.



(&) No Directer shall be personally liable to the professional corporation or any
steckholder for monetary vamages for breach of fiduciary duty as a direcror, except for any
matter in respect of which such director shall be liable under Sections 6] and 62 of Chapter
L1368 of the Massachusetts General i.aw/s or any amendment thereto O SUCCESSoT provision
thereto or shall be liable by reason that, in additicn to any and ail other requirements for
such liability, he (i) shall bave breached his duty of loyalty 1o the professional ¢orporation
or its stockholders, (i1) shall not have acted in g006 faith or, in failing to act, shall not have
acted in good faith, (iif) shall have acted in & marner involving intentional misconduct or
knowlng violation of law, or (iv) shali have derived an improper personal benefit. Neither
the amendment nor repeal of this paragraph shall sliminate o5 reduce the effect of this
paragraph in respect of &ny matter occuriing, or any cause of action, suit or claim that, bus
for this paragraph would aserue or arise, prior to such amendment, repeal or adoption of a

inconsistent provisior,



The Commontvealth of Wasesschuserty

Willisan Francis Galvin
Secratary of the Commonweszlih
One Ashburton Place, Baston, Massachuserts 021081512

CERTIFICATE BY REGULATORY BOARD
(General Laws, Chapter 112 or 221)

{n compliance with Geaeral Laws, Chapter 1564, Section 7, e__Board of Registration in Medicine
' (Exact name of board)

: Vorth Shore Women's Center I
Rerehy certifies that in connection with the incorporation of ___NOrth Shore Women's tenter, P.C,
(Exact nams of corporation)

a professionad corporation formed 16 render medical services,
' (Tupe of professional service o be rendered)

the befow listed incorporaters, officess, dimectars, and shareholders ase duly licensed or 2dmitted 1o practice the profession
listed shove.

MNCORPORATORS ' . RESIDENTIAL ADDRESS
Marcus T, Gordon, M.I}, 1101 Boylston Strest, Chesinut Hill, MA 02167
OFFICERS RESIDENTIAL ADDRESS

President: Mercus T. Gordon, MLD. 1101 Boylston Street, Chestnut Hill, MA 02167
Treasurer: Marcus T. Gordon, M.D. 1101 Boylston Street, Chestnut Hill, M. 02167

Clerk: Marcus T. Gordon, MLD. 1101 Boylston Street, Chestnut Hill, MA 02167
DIRECTORS RESIDENTIAL ADDRESS
Marcus T. Gordon, MDD, 1191 Boylston: Street, Chestnur Hill, MA (2167
SHAREHOLDERS i RESIDENTIAL ADDRESS
Marcus T. Gordog, M.D. 1101 Bbyls’con Street, Chestnut Hill, MA 02167
Orth . i
SIGINED this l-._.} - — oy of Kebruary 19 28

; ;
by —"—‘ﬁ"‘"ﬂ"q‘ > .. *Chairmaa / “Clezk.

[f \" £ \I"‘“
*Delets tha tnapplicable wond




ARTFRCILE VH
The effective date of organization of the corporatine: shall be the daze approvad and filed by the Seorctary of the Commonpesith,
1f % later effective date is desiced, specify such date which shill not be more than thicty days after the date of filing

ARTICLE VIR
The information contained in Article VIII is 5ol & permanent past of the Articles of Organization.
a. The serner address (post office bores are net aoseptable) of the principal office of the corporation fn Massachicselts is;
533 Chestnut Street, Lynn, MA 01904
b The name, residential and post office address of each dicector, officer and shareheider of the corporation is as follows:

NAME RESIDENTIAL ADDRESS POST OFFICE ADDRESS
Peesident:  arcus T. Gordon, MUD. -~ 1101 Bovlston Street, Chestout Hill, MA 02167
Treasurer:  Warcus T, Gordon, M.I ' - SaMme -
Clerk: Marcus T. Gordon, M.I. - -« SAMe -~
Directors  Marcus T, Gordon, M. | - SAME -~
Sharcholders:  Marcus T, Gordorn, M.D. ~r GAME

c. The fiscal year of the corporation shall end on thie lase day of the month of:  December

d. The name and business address of the resideat ypens, if any, of the corporation is:
Colin A, Colemnan, Esq., P.O. Box 913, 20 Pickering Street, Needbam, MA 02192
Pleasa insert the required certificate(s) from whe appropriate regufatory board(s).

ARTICLE IX
Bydaws of the corporation have been duly adopted and the president, treasvrer, clerk and directors svhose sames are set forth
above, have been Guly clecied.

IN WITNESS WHEREQF AND UNDER THE PAINS AND PENALTIES OF PERJURY, I/we, whose signature(s) appear below as
incorporaton(s) and whose name(s} and business or residential nddiess(es) are dearly typed or prirtsd beneath each sigrature do
heseby associate with the intenticn of forming this corpotation under _thﬁ provislons ¢f Ganeral Laws, Chaprer 1864 aad do

: __day o February , 19 28 i

hneredy sign these Articles of Organization 28 incarporator(s) thds __ 717
WA ol B
oY/ o)
Ry

Mareus T, Gordon, M.D., Incorporator

583 Chestnut Sireet, Lynn, MA (11904

Note: If ga existing corparalicn i aciing as incorporatar, lype tn the arvact aawe of the corporation, the stale or juris dicton swbere 4 was Incor
poraied, ibe name of the person sigwizg on bekalf of seld norporation and the tila be/she bolds or alber auibarity by which $Ch action 19 teken.
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ARTICLES OF ORGANIZATION 5 pendi
(Genesal Laws, Chapter 15643 cOPPOR ATION Divizies

;‘r- '; e
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THE COMMONYWEALTH OF MASSACHUSETTS

1 hereby certify that, vpan cxamination of these Adicles of Organdzar
on, duly submitted 1o me, it appedrs that the provisions of the General
faws relative to the orgsni?au‘w af corpogations have beon complicd
witis, amz [ .mrcby approve sald articles; and the filing foc in the amount

of § i Lﬁmmgi e ;z:d snid articles are deemed to have been

filed with me this G) day of g 1/19 ;ﬁ/
/ 4./

Effective daia;
7
' ; a forn, . 7
G .

WHILIAM FRANCIS GALVIN
Secretary of tye Commontiealth

FELING FEE: Oace tenth of one pereent of the toral awthorized capital
siock, but sot less than $200.00. For the purpose of filing, shares of
stock with a par value lesa than §1.00, or no par stock, shall be deesied
te have a pac value of $1.00 por share,

TO BE FILZED 1IN BY CORPORATION
Photocapy of document to be sent to:
Alice B. Taylor, Esq,
Colin A. Coeman & Associafes

o 20 Pickering Sireet: PO, Box 913
Needham, MA 02192

Tetephone: __181-444-2333




Please print or type

rom V=9

{Massachusetts Substitute W-9 Form)
Rev. May 2004

Request for Taxpayer
Identification Number and Certification

Completed form should be
glven to the requesting
department or the department
you are currently doing
business w‘lith.

Name ( List legal name, if joint names, list first & circle the name of the parson whose TIN you enter in Part I-See Specific Instruction on page 2)

Mocth Sboce Women's Center £C

Business name, if dﬂ‘l‘erem.from above. (See Specific Instruction on paga 2)

Check the appropriate box: ] Individual/Sola proprietor E’Corporalion O parnership [ Other b= -

Legal Address: number, street, and api. or suite no.

480 Lyn~fie I{ st

suite no.

Remittance Address: if different from legal address number, street, and apt. or

Same.

City, state and ZIP code

Lyan, mA o104

City, state and ZIP code

Phone # (791 S5 Ligor

Fax#(7%) 595

35t Email address:

EEXN Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. For indlviduals, this is your social
security number (SSN). However, for a resident allen, sole
proprietor, or disregarded entity, see the Part[ instructlon on

page 2. For other entities, it is your employer identification number
(EIN). If you do not have a number, see How to get a TIN on page 2.
Note: if the acoount is in more than one neme, see the chart on page 2

for guidelines on whose number to enter.

Social security number
ooo0-00-0o0cd

Employer identification number

YN Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number

(or | am waiting for a number to be issued to me), and '

2. | am nat subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been nofified by the Internal
Revenue Services (IRS) that | am subject to backup withholding as a result of a faiture to report all interest or dividends, or (¢} the IRS has
notified me that | am no longer subject to backup withholding, and

3. lam an U.S. person (including an U.S, resident alien).

4 1am cumently a Commonwealth of Massachusetts’s state employee: (check one): No_b="Yes If yes, attach a copy of the letter from
the State Ethics Commission. Individual information, including address will be part of the public recard and accessible under Freedom of
Information.

Certification instructions. You must cross out bove if you have been notified by the IRS that you are currently subject to backup

" withholding because you have failed lo

Sign -

Here | Authorized Signature »

iividends on your tax return. For real estate transaclions, itam 2 does not apply,

ower (24 (D7

s

Purpose of Form
A parsen who is required to file an information
return with the IRS must get your comrect
taxpayer identification number (TIN} to repen, for
example, income paid 1o you, real estate
transactions, morigage interest you paid,
acquisition or debt, or contributions you made to
an IRA,

Use Form W-9 only if you are a U.S, person
(including a resident alien), to give your correct
TIN to the person requesting it (the requester)
and , when applicable, to:

1. Certify the TIN you are giving is correct (or
you are wailing for a number o be issued).

2. Certify you are nct subject to backup
withholding

If you are a foreign person, uge the
appropriate Form W-8. See Pub 515,
Withholding of Tax on Manresident Aliens and
Foreign Corperations.

What is backup withholding? Persons making
certain payments to you must withhold a
designated percentage, currently 26% and pay to
the IRS of such payments under certain

conditions. This is called *backup withholding.”
Payments that may be subject to backup
withholding include interest, dividends, broker and
barter exchange transactions, rents, royallies,
nonemployes pay, and certain payments from
fishing boat operators. Real estate transaclions
are not subject to backup withholding,

If you give the requester your commect TIN, make
the proper certifications, and report all your
taxable interest and dividends on your tax return,
payments you receive will not be subject fo
backup withhalding. Payments you receive will
be subject to backup withholding If:

1. You do not fumnish your TIN fo the
requester, or

2. You do not certify your TIN when required
(see the Part Il instructions on page 2 for
details), or

3. The IRS tells the requester that you fumished
an incorrect TIN, or

4. The IRS tells you that you are subject to
backup withholding because you did not
raport all your interest and dividends only), or

5. You do not certify to tllle requestér that you are
not subject to backup withholding under 4 above
{for repcriable interest and dividend accounts
opsaned after 1983 only).

Cenain payees and payments are exempt from
backup withholding. See the Part il instructions
on page 2.

Penaities

Failure to furnish TIN, If your fail 1o furnish your
correct TIN to a requester, you are subjecttoa
penalty of $50 for each such failure unless your
failure is due to reasonable cause and not ©
willful neglect.

Civil penalty for faise information with respect
to withholding. Hf you make a false statement
with no reasonable basis that resulls in no backup
withholding, you are subject to a $500 penalty.

Criminal penalty for faisifying information.
Willfulty faisifying cerfifications or affimaticns
may subject you to criminal penalties including
fines and/or imprisonment.

Misuse of TINs. If the requester discloses or uses
TINs in viclation of Federal law, the requester may
be subject fo civil and criminal penalties.

Form MA-W-9 (Rev. May 2004)



Specific Instructions

Name. If you are an individual, you must
genersally enter the name shown on your social
security card. However, if you have changed
your last name, for instance, due to marriage
without informing the Social Security
Administration of the name change, enter your
first name, the last name shown on your social
security card, and your new last name.

If the account is in joint names, list first and
then circle the name of the person or entity
whose number you enter in Part | of the form.

Sole proprietor. Enter your individual name
as shown on your social security card on the
“Name” line. You may enter your business,
trade, or “doing business as (DBA)" name on
the "Business name’ line.

Limited liability company (LLC}. Ifyouarea
single-member LLC (including a foreign LLC
with a domestic owner) that is disregarded as
an entity separate from its owner under
Treasury regulations section 301.7701-3, enter
the owner's name on the "Name” line. Enter
the LLC's name on the "Business name” line,

Caution: A disregarded domestic entity that
has a foreign owner must use the appropriate
Form W-8,

Other entities, Enter your business name as
shown on required Federal tax documents on
the “Name” line. This name should match the
name shown an the charter or other legal
document creating the entity. You may enter
any business, trade, or DBA name on the
“Business name® line.

- Taxpayer |dentification
Number (TIN)

Enter your TIN in the appropriate
box.

If you are a rasident alien and you do not
have and are not eligible to get an SSN, your
TIN is your IRS individual taxpayer
Identification number (ITIN). Enter itin the
social security number box. If you do not have
an ITIN, see How to get a TIN below.

If you are a sole proprietor and you have an
EIN, you may enter either your SSN or EiN,
However, the IRS prefers that you use your
SSN.

If you are an LLC that is disregarded as an
entity separate from its owner (see Limited
liability company (LLC} above), and are
owned by an individual, enter your SSN (or
“pre-LLC" EIN, if desired). If the owner of &
disregarded LLC is a corporation, partnership,
ate., enter the owner’s EIN.

Note: See the chart on this page for further
clarification of name and TIN combinations.

How to get a TIN. ifyou do nothave a
TIN, apply for one immediately. To apply for an
SSN, get Form $8-6, Application for a Sacial
Security Card, from your local Social Security
Administration office. Get Form W-7, Application
for IRS Individual Taxpayer Identification Number,
to apply for an ITIN or Form $8+4, Application for
Employer ldentification Number, to apply for an
EIN. You can get Forms W-7 and $5-4 from the
IRS by calling 1-800-TAX-FORM (1-800-829-
3876) or from the IRS's Intemet Wab Site {
HYPERLINK http:/fwww.irs.gov }.

If you do not have a TIN, write "Applied For* in
the space for the TIN, sign and date the form, and
give It ip the requester, For interest and dividend
payments, and certain payments made with
respect to readily tradable instruments, generally
you will have 60 days to get a TIN and give it to
the requester before you are subject to backup
withholding on payments.

The B0-day rule does not apply to other types of
payments. You will be subject to backup
withholding on all such payments until you
provide your TIN to the requester.

Note: Whriting “Applied For’ means that you have
already applied for a TIN or that you intend to
apply for one soon.

- Certification

To establish to the paying agent that your TIN is
comect or you are a U.S. person, or resident
alien, sign Form W-8,

For a joint account, anly the person whole TIN is
shown in Part | should sign (when required).

Real estale transactions. You must sign the
cerfification. You may cross out itern 2 of the
certification.

Privacy Act Notice

Section 8109 of the intemal Revenue Cade
requires you to give your correct TIN to persons
who must file information returns with the IRS to
report interest, dividends, and cerfain other
income paid to you, mortgage interest you paid,
the acquisition or abandonment of secured
property, cancellation of debt, or contributions
you mada to an IRA or MSA. The IRS uses the
numbers for identification purposes and to help
verify the accuracy of your tax return. The IRS
may also provide this information to the
Department of Justice for civil and criminal
liigation, and to cities, states, and the Disirict of
Columbia 1o carry out their tax laws

You must provide your TIN whether or not you
are required to file a fax retum. Payers must
generally withhold a designated percentage,
currently 29% of taxable interest, dividend, and
cartain other payments to a payee who does not
give a TIN to a payer. Certain penatties may also
apply.

What Name and Number to
Give the Requester

For this type of account: Give name and $SN of:
1,  Individual The individual
2.  Two or more The actual owner of the
individuals (joint account or, if combined
account) funds, the first
individual on the
account !
3. Custodian accountof | The minor ?
a minor (Uniform Gift
to Minors Agt)
4. 2 Theusual The grantor-trustee '
revocable savings
frust (grantor is
also trustee)
b. So-called trust The actual owner *
account that is not
2 legal or valid
trust under state
law
5.  Sole proprietorship The owner ®
For this type of account: Give name and EIN of:
§. Sole proprietorship The owner °
7. Avalid trust, estate, or | Legal entity *
pension trust
8. Corparate The corporation
9,  Association, club, The organization

10.
11,

12

religious, charitable,
educational, or other
tax-exempt organization
Partnership

A broker or registered
nominee

Account with the
Department of
Agriculture in the name
of a public entity (such
as a siate or local
government, school
district, or prison}) that
receives agricultural
program payments

The partnership
The broker or nominge

The public entity

" List first and circle the name of the person whose
number you fumish. If only one person on a joint
account has an SSN, that person's number must be
furnished.

2 Circle the minar's name and fumish the minor's SSN.

3 You must show your individual name, but you may
also enter your business or “DBA" name. You may
use either your SSN or EIN {if you have one).

4 List first and circle the name of the legal trust, estate,
or pension trust. (Do not furnish the TIN of the
personal representative or trustee unless the legal
entity itself is not designated in the account title.)

Note: If no name is circled when more than one name
is listed, the number will be considered to be that of
the first name listed.

if you have guestions on completing this form,
please contact the Office of the State Comptrofler.
(617) 973.2311 or 973-2655

Upon completion of this form, please
send it to the Commonwealth of
Massachusetts Department you are

doing business with.
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