


















































UA Username cromanos

Uniform Application for Physician Licensure

FCVS Status  Applicant has an FCVS Packet

Date Submitted 4/15/2013

1. Name: Indicate your full legal name. If your name has changed at any time during your life and you are not using
FCVS, you must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name

change.

Last Name
First Name
Middle Name
Suffix

Maiden Name

M.D.

1. Full Name (use no initials)
Romanos
Catherine

Eileen

po. []

All other names used

First

,_
[
0
|t
(2]
I~
El
<

2. Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is to be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the “Public Access” address on their website, therefore you

should consider what your preferred address is for these purposes.

2. Address/Phone

Business
E Public Access

D Mailing

Home
D Public Access

X1 mailing

Street

City

Country
Telephone

Fax

Email

Alternate Phone

Street

City

Country
Telephone

Fax

Email

Alternate Phone

269 Union St

Lynn
USA
7815813900

catherine.romanosmd@gmail.com

104 HIGH ST # 3

CHARLESTOWN

USA
860-490-0897

catherine.romanosmd@gmail.com

State/Province

State/Province

MA ZipCode 01901

MA ZipCode  02129-3019

Applicant Name:  Catherine Romanos

Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
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3. Identification: If you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
notarized copy of your current, valid passport.

3. Identification

01/28/1979 Torrington Connecticut USA
Date of Birth Birth City Birth State/Province Birth Country
(mm/dd/yyyy)

F Redacted] 1659574192
Gender Social Security Number NPI Are you a U.S. Citizen? Yes EINO

Your social security number is required to facilitate reporting fo the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. Sections 1320a-
7e(b), 5 U.S.C. Section 552a, and 45 C.F .R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42
U.S.C. Section 666 and applicable state law). It may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. Section 11101 and
45 C.F.R. pt. 60) and for other investigative/enforcement purposes in compliance with state laws govemning physician discipline or as otherwise
required by state or federal law.

The National Provider Identifier (NPI) is a Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification Standard. For more
information on the NPI, please go to http://www.cms.hhs.gov/NationalProvidentStand/.

4. Medical School: List all medical schools you have attended, even those from which you did not graduate, in
chronological order. Attach an additional sheet if necessary. If you are not using FCVS, you must complete the
attached “Medical Education Verification” form and send it to all medical schools you have attended. You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding it to this Board.
Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
must forward all documentation directly to this Board.

4. Medical School

1 School Name University of Connecticut School of Medicine
Address 263 Farmington Avenue

City Farmington
State/Province CT
ZIP Code 06030
Country USA
Attendance Dates From (mmlyyyy) 08/2003
Graduation Date 5/13/2007
Degree MD

To (mmlyyyy) 05/2007

Applicant Name:  Catherine Romanos
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
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5. Fifth Pathway: If you attended a Fifth Pathway program and are not using FCVS, you must complete the attached
“Fifth Pathway Verification” form and send it to your medical school and to the institution where you completed your
rotations. You must include a copy of your diploma. The medical school and institution must forward all documentation
directly to this Board.

5. Fifth Pathway (if applicable)

Medical School Name

Address

City
State/Province
ZIP Code
Country
Attendance Dates
Graduation Date
Degree

Institution name where rotations performed

Address

City
State/Province
ZIP Code
Country

Rotation Dates
Certification Date

From (mml/yyyy) To (mmlyyyy) In Progress

From (mml/yyyy) To (mmlyyyy) In Progress

Applicant Name:

Catherine Romanos

Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 3 of 8



6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete.

Attach an additional sheet if necessary. If you are not using FCVS, you must complete the attached “Postgraduate
Training Verification” form and send it to all postgraduate training programs you have attended. You must submit a copy
of your certificate of program completion to this Board. The postgraduate program must forward all documentation directly
to this Board.

6. Postgraduate Training

1 Hospital Name Greater Lawrence Family Health Center
Hospital Address 34 Haverhill Street

City Lawrence
State/Province Massachusetts
ZIP Code 01841-2884

Country USA

PGY: (e.g., 1,2, 3, etc.) EI Internship EI Residency EI Fellowship EI Research EI Other

Department/Specialty Family Medicine

From: 06 12007 To: 06 12010 Successfully Completed? EI Yes DNO In Progress EI
Month Year Month Year
Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards

Page 4 of 8



7. Examination History: If you are not using FCVS, you are responsible for contacting the appropriate examination
entity and having a certified transcript of your scores sent directly to this Board.

7. Examination History
List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, Etc.).If additional
space is necessary, please enclose a separate sheet with your application and include all the information below
Examination State  Most Recent Date taken(Month/Year) Passed (P) or Failed (F) Number of attempts
USMLE Step 1 06/2005 P D F 1
USMLE Step 2 06/2006 P D F 1
USMLE Step2 CS 07/2006 P OF 1
USMLE Step 3 07/2009 P D F 1
Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards

Page 5 of 8



8. ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and having

a certified “Status Report” forwarded directly to this Board. There is a separate fee for this report. Reports can be
obtained through the ECFMG web site at www.ecfmg.org.

8. ECFMG (if applicable)

Certificate Number

Issue Date

Valid Through Date

9. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever

held any type of medical/osteopathic license. You must also complete the attached “Licensure Verification” form (Form
#1) and forward it to all states in which you have held any health care license or certification. The verifying entity must
forward all documentation directly to this Board. Some state boards charge a fee for this information. Contact the state
board where you hold or held a license to determine their requirements.

9. State Licensure
1 State/Province MA Practitioner Type
(MD, DO, etc.)
License Number 242461 Status
2  state/Province NY Practitioner Type
(MD, DO, etc.)
License Number 257511-1 Status

MD

Active

MD

Active

Type of License
(Full, Temporary, etc.)

Issue Date 11/1/2010

Type of License
(Full, Temporary, etc.)

Issue Date  6/1/2010

Applicant Name: Catherine Romanos
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
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11. Malpractice: List of all claims or suits for medical malpractice made against you. A claim is any formal or informal demand
for payment to any person or organization. If you do not have any such claims or suits, this section will be blank. Please have
your information available before reviewing this section and contact the state board or FCVS to make changes.

11. Malpractice Liability Claims Information
Name of patient involved:

In which state did the action take place? Case number (if applicable)

Which court?
(If private compromise or settled before initiation of civil action, state here)

Current status of claim:
D Open (pending) D Closed (settled or judgment) D Dismissed (no money paid out) D Other
Amount of judgement or settlement $ Amount paid on your behalf $
Month and year of event precipitating claim:
Month and year of lawsuit:
Insurance carrier at time:

What is/or was your status? D Primary defendant D Co-defendant D Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards
Page 8 of 8



Uniform Application for Physician Licensure

UA Username cromanos
FCVS Status  Applicant has an FCVS Packet

1. Name: Indicate your full legal name. If your name has changed at any time during your life and you are not using
FCVS, you must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name
change.

Date Submitted 6/11/2013

1. Full Name (use no initials)

Last Name Romanos
First Name Catherine
Middle Name Eileen
Suffix

Maiden Name

M.D. D.O. |:|

All other names used

First Middle Last Suffix
Catherine Romanos
Catherine E Romanos

2. Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is to be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the “Public Access” address on their website, therefore you
should consider what your preferred address is for these purposes.

2. Address/Phone

Business
E Public Access Street 269 Union St

D Mailing

City Lynn State/Province MA
Country USA
Telephone 7815813900
Fax
Email catherine.romanosmd@gmail.com

Alternate Phone

Home
[] Public Access Street 104 HIGH ST #3

X1 mailing

City CHARLESTOWN State/Province MA
Country USA
Telephone 860-490-0897
Fax
Email catherine.-romanosmd@gmail.com

Alternate Phone

Zip Code

Zip Code

01901

02129-3019

Applicant Name:
Submission Type: FCVS

Catherine Romanos

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 1 of 9



3. Identification: If you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
notarized copy of your current, valid passport.

3. Identification

01/28/1979 Torrington Connecticut USA
Date of Birth Birth City Birth State/Province Birth Country
(mm/dd/yyyy)

F Redacted] 1659574192
Gender Social Security Number NPI Are you a U.S. Citizen? Yes EINO

Your social security number is required to facilitate reporting fo the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. Sections 1320a-
7e(b), 5 U.S.C. Section 552a, and 45 C.F .R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42
U.S.C. Section 666 and applicable state law). It may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. Section 11101 and
45 C.F.R. pt. 60) and for other investigative/enforcement purposes in compliance with state laws govemning physician discipline or as otherwise
required by state or federal law.

The National Provider Identifier (NPI) is a Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification Standard. For more
information on the NPI, please go to http://www.cms.hhs.gov/NationalProvidentStand/.

4. Medical School: List all medical schools you have attended, even those from which you did not graduate, in
chronological order. Attach an additional sheet if necessary. If you are not using FCVS, you must complete the
attached “Medical Education Verification” form and send it to all medical schools you have attended. You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding it to this Board.
Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
must forward all documentation directly to this Board.

4. Medical School

1 School Name University of Connecticut School of Medicine
Address 263 Farmington Avenue

City Farmington
State/Province CT
ZIP Code 06030
Country USA
Attendance Dates From (mmlyyyy) 08/2003
Graduation Date 5/13/2007
Degree MD

To (mmlyyyy) 05/2007

Applicant Name:  Catherine Romanos
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 2 of 9



5. Fifth Pathway: If you attended a Fifth Pathway program and are not using FCVS, you must complete the attached
“Fifth Pathway Verification” form and send it to your medical school and to the institution where you completed your
rotations. You must include a copy of your diploma. The medical school and institution must forward all documentation
directly to this Board.

5. Fifth Pathway (if applicable)

Medical School Name

Address

City
State/Province
ZIP Code
Country
Attendance Dates
Graduation Date
Degree

Institution name where rotations performed

Address

City
State/Province
ZIP Code
Country

Rotation Dates
Certification Date

From (mml/yyyy) To (mmlyyyy) In Progress

From (mml/yyyy) To (mmlyyyy) In Progress

Applicant Name:

Catherine Romanos

Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 3 of 9



6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete.

Attach an additional sheet if necessary. If you are not using FCVS, you must complete the attached “Postgraduate
Training Verification” form and send it to all postgraduate training programs you have attended. You must submit a copy
of your certificate of program completion to this Board. The postgraduate program must forward all documentation directly
to this Board.

6. Postgraduate Training

1 Hospital Name Greater Lawrence Family Health Center
Hospital Address 34 Haverhill Street

City Lawrence
State/Province Massachusetts
ZIP Code 01841-2884

Country USA

PGY: (e.g., 1,2, 3, etc.) EI Internship EI Residency EI Fellowship EI Research EI Other

Department/Specialty Family Medicine

From: 06 12007 To: 06 12010 Successfully Completed? EI Yes DNO In Progress EI
Month Year Month Year
Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards

Page 4 of 9



7. Examination History: If you are not using FCVS, you are responsible for contacting the appropriate examination
entity and having a certified transcript of your scores sent directly to this Board.

7. Examination History
List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, Etc.).If additional
space is necessary, please enclose a separate sheet with your application and include all the information below
Examination State  Most Recent Date taken(Month/Year) Passed (P) or Failed (F) Number of attempts
USMLE Step 1 06/2005 P D F 1
USMLE Step 2 06/2006 P D F 1
USMLE Step2 CS 07/2006 P OF 1
USMLE Step 3 07/2009 P D F 1
Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards

Page 5 of 9



8. ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and having

a certified “Status Report” forwarded directly to this Board. There is a separate fee for this report. Reports can be
obtained through the ECFMG web site at www.ecfmg.org.

8. ECFMG (if applicable)

Certificate Number

Issue Date

Valid Through Date

9. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever

held any type of medical/osteopathic license. You must also complete the attached “Licensure Verification” form (Form
#1) and forward it to all states in which you have held any health care license or certification. The verifying entity must
forward all documentation directly to this Board. Some state boards charge a fee for this information. Contact the state
board where you hold or held a license to determine their requirements.

9. State Licensure
1 State/Province MA Practitioner Type
(MD, DO, etc.)
License Number 242461 Status
2  state/Province NY Practitioner Type
(MD, DO, etc.)
License Number 257511-1 Status

MD

Active

MD

Active

Type of License
(Full, Temporary, etc.)

Issue Date 11/1/2010

Type of License
(Full, Temporary, etc.)

Issue Date  6/1/2010

Applicant Name: Catherine Romanos
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 6 of 9









11. Malpractice: List of all claims or suits for medical malpractice made against you. A claim is any formal or informal demand
for payment to any person or organization. If you do not have any such claims or suits, this section will be blank. Please have
your information available before reviewing this section and contact the state board or FCVS to make changes.

11. Malpractice Liability Claims Information
Name of patient involved:

In which state did the action take place? Case number (if applicable)

Which court?
(If private compromise or settled before initiation of civil action, state here)

Current status of claim:
D Open (pending) D Closed (settled or judgment) D Dismissed (no money paid out) D Other
Amount of judgement or settlement $ Amount paid on your behalf $
Month and year of event precipitating claim:
Month and year of lawsuit:
Insurance carrier at time:

What is/or was your status? D Primary defendant D Co-defendant D Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards
Page 9 of 9



Uniform Application for Physician Licensure

UA Username cromanos
FCVS Status  Applicant has an FCVS Packet

1. Name: Indicate your full legal name. If your name has changed at any time during your life and you are not using
FCVS, you must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name
change.

Date Submitted 6/11/2013

1. Full Name (use no initials)

Last Name Romanos
First Name Catherine
Middle Name Eileen
Suffix

Maiden Name

M.D. D.O. |:|

All other names used

First Middle Last Suffix
Catherine Romanos
Catherine E Romanos

2. Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is to be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the “Public Access” address on their website, therefore you
should consider what your preferred address is for these purposes.

2. Address/Phone

Business
E Public Access Street 269 Union St

D Mailing

City Lynn State/Province MA
Country USA
Telephone 7815813900
Fax
Email catherine.romanosmd@gmail.com

Alternate Phone

Home
[] Public Access Street 104 HIGH ST #3

X1 mailing

City CHARLESTOWN State/Province MA
Country USA
Telephone 860-490-0897
Fax
Email catherine.-romanosmd@gmail.com

Alternate Phone

Zip Code

Zip Code

01901

02129-3019

Applicant Name:
Submission Type: FCVS

Catherine Romanos

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 1 of 9



3. Identification: If you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
notarized copy of your current, valid passport.

3. Identification

01/28/1979 Torrington Connecticut USA
Date of Birth Birth City Birth State/Province Birth Country
(mm/dd/yyyy)

F Redacted] 1659574192
Gender Social Security Number NPI Are you a U.S. Citizen? Yes EINO

Your social security number is required to facilitate reporting fo the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. Sections 1320a-
7e(b), 5 U.S.C. Section 552a, and 45 C.F .R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42
U.S.C. Section 666 and applicable state law). It may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. Section 11101 and
45 C.F.R. pt. 60) and for other investigative/enforcement purposes in compliance with state laws govemning physician discipline or as otherwise
required by state or federal law.

The National Provider Identifier (NPI) is a Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification Standard. For more
information on the NPI, please go to http://www.cms.hhs.gov/NationalProvidentStand/.

4. Medical School: List all medical schools you have attended, even those from which you did not graduate, in
chronological order. Attach an additional sheet if necessary. If you are not using FCVS, you must complete the
attached “Medical Education Verification” form and send it to all medical schools you have attended. You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding it to this Board.
Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
must forward all documentation directly to this Board.

4. Medical School

1 School Name University of Connecticut School of Medicine
Address 263 Farmington Avenue

City Farmington
State/Province CT
ZIP Code 06030
Country USA
Attendance Dates From (mmlyyyy) 08/2003
Graduation Date 5/13/2007
Degree MD

To (mmlyyyy) 05/2007

Applicant Name:  Catherine Romanos
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 2 of 9



5. Fifth Pathway: If you attended a Fifth Pathway program and are not using FCVS, you must complete the attached
“Fifth Pathway Verification” form and send it to your medical school and to the institution where you completed your
rotations. You must include a copy of your diploma. The medical school and institution must forward all documentation
directly to this Board.

5. Fifth Pathway (if applicable)

Medical School Name

Address

City
State/Province
ZIP Code
Country
Attendance Dates
Graduation Date
Degree

Institution name where rotations performed

Address

City
State/Province
ZIP Code
Country

Rotation Dates
Certification Date

From (mml/yyyy) To (mmlyyyy) In Progress

From (mml/yyyy) To (mmlyyyy) In Progress

Applicant Name:

Catherine Romanos

Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 3 of 9



6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete.

Attach an additional sheet if necessary. If you are not using FCVS, you must complete the attached “Postgraduate
Training Verification” form and send it to all postgraduate training programs you have attended. You must submit a copy
of your certificate of program completion to this Board. The postgraduate program must forward all documentation directly
to this Board.

6. Postgraduate Training

1 Hospital Name Greater Lawrence Family Health Center
Hospital Address 34 Haverhill Street

City Lawrence
State/Province Massachusetts
ZIP Code 01841-2884

Country USA

PGY: (e.g., 1,2, 3, etc.) EI Internship EI Residency EI Fellowship EI Research EI Other

Department/Specialty Family Medicine

From: 06 12007 To: 06 12010 Successfully Completed? EI Yes DNO In Progress EI
Month Year Month Year
Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards

Page 4 of 9



7. Examination History: If you are not using FCVS, you are responsible for contacting the appropriate examination
entity and having a certified transcript of your scores sent directly to this Board.

7. Examination History
List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, Etc.).If additional
space is necessary, please enclose a separate sheet with your application and include all the information below
Examination State  Most Recent Date taken(Month/Year) Passed (P) or Failed (F) Number of attempts
USMLE Step 1 06/2005 P D F 1
USMLE Step 2 06/2006 P D F 1
USMLE Step2 CS 07/2006 P OF 1
USMLE Step 3 07/2009 P D F 1
Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards

Page 5 of 9



8. ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and having

a certified “Status Report” forwarded directly to this Board. There is a separate fee for this report. Reports can be
obtained through the ECFMG web site at www.ecfmg.org.

8. ECFMG (if applicable)

Certificate Number

Issue Date

Valid Through Date

9. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever

held any type of medical/osteopathic license. You must also complete the attached “Licensure Verification” form (Form
#1) and forward it to all states in which you have held any health care license or certification. The verifying entity must
forward all documentation directly to this Board. Some state boards charge a fee for this information. Contact the state
board where you hold or held a license to determine their requirements.

9. State Licensure
1 State/Province MA Practitioner Type
(MD, DO, etc.)
License Number 242461 Status
2  state/Province NY Practitioner Type
(MD, DO, etc.)
License Number 257511-1 Status

MD

Active

MD

Active

Type of License
(Full, Temporary, etc.)

Issue Date 11/1/2010

Type of License
(Full, Temporary, etc.)

Issue Date  6/1/2010

Applicant Name: Catherine Romanos
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 6 of 9









11. Malpractice: List of all claims or suits for medical malpractice made against you. A claim is any formal or informal demand
for payment to any person or organization. If you do not have any such claims or suits, this section will be blank. Please have
your information available before reviewing this section and contact the state board or FCVS to make changes.

11. Malpractice Liability Claims Information
Name of patient involved:

In which state did the action take place? Case number (if applicable)

Which court?
(If private compromise or settled before initiation of civil action, state here)

Current status of claim:
D Open (pending) D Closed (settled or judgment) D Dismissed (no money paid out) D Other
Amount of judgement or settlement $ Amount paid on your behalf $
Month and year of event precipitating claim:
Month and year of lawsuit:
Insurance carrier at time:

What is/or was your status? D Primary defendant D Co-defendant D Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

Applicant Name:  Catherine Romanos Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards
Page 9 of 9



Medical Professional
Information Profile

This report provides credentialing information for
Name: Catherine Eileen Romanos

Social Security Number: [N
Date of Birth: January 28, 1979
FID#: 215020876

Recipient: OH - State Medical Board of Ohio

ABOUT THIS PROFILE

The Federation Credentials Verification Service (FCVS) was retained by the above referenced medical
professional to verify his/her medical credentials for submission to your agency/organization. Unless
noted otherwise, all documents contained in this report were received directly from the issuing
institution per written request made by FCVS.

NOTICE: All documents bearing an original Official FCVS seal are certified to be an exact reproduction
of the original. Where required, original documents are provided according to the agreements with the
Institution issuing such document. FCVS maintains all original documents (excluding third-party
examination transcripts) in the physician’s source file.

This FCVS medical professional Information Profile (“Profile”) is compiled and provided by the
Federation of State Medical Boards of the United States, Inc. (Federation) as a reference source for,
and only for, its member boards and other entities authorized by the Federation. The Profile embodies
and contains confidential business information because the information, and the format and
presentation of that information, comprise trade secrets of the Federation and because the Profile’s
disclosure would harm the Federation by providing others with an unfair business advantage in
competing with the Federation’s FCVS services. Further, the form of the Profile and the contents of this
Profile, including the compilation of information in this Profile, are the Federation’s copyrighted works
and proprietary, confidential information and are subject to the protections of United States laws
governing copyright, trademark and trade secrets, as well as various state laws protecting the
Federation’s trade secrets and other intellectual property rights. This Profile and its contents may not
be (1) copied, reformatted, modified, published or displayed publicly or (2) used, disclosed, distributed,
shared or sold, in whole or part, for any purpose. including use to establish any database or files as a
compendium or otherwise, all of which is strictly prohibited without the express written consent of the
Federation’s CEO.

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(B817)868-5099

© 1996 Federation of State Medical Boards



Note: Your board may wish to review the unresolved items below marked by an "X"
Please review the Credentials Analysis report for further details on the unresolved items

Medical Professional Name: Catherine Eileen Romanos
Date of Birth: January 28, 1979

Social Security Number: [ESEEESEN

FID: 215020876

I. FCVS Reports

II. FSMB and Other Reports

. ldentity

A. Valid Original Passport

IV. Medical Education

A. Pre-medical Schools

B. Medical Schools

University of Connecticut School of Medicine
1. Medical Education Form
2. Medical Education Dean's Letter
3. Medical Education Transcript
4. Medical Education Diploma

C. Fifth Pathway Program

D. ECFMG Certification

V. Graduate Medical Education

Greater Lawrence Family Health Center
1. GME Form
2. GME Completion Certificate

VI. Licensure Examination History

A. FSMB Exams

End of report for: Catherine Eileen Romanos
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Medical Professional
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Identity

Medical Professional Name: Catherine Eileen Romanos

Documentation: Valid Original Passport

Gender: Female
Date of Birth: January 28, 1979
Place of Birth: CT, UNITED STATES
Social Security Number: [N
FID: 215020876
Physical Description: Height: 5ft. 2in.

Weight: 115 Ibs.
Eye Color: Green

Hair Color: Blond

Contact Information

Mailing Address: 104 HIGH ST # 3
CHARLESTOWN, MA 02129-3019
UNITED STATES

Permanent Address: 104 HIGH ST # 3
CHARLESTOWN, MA 02129-3019
UNITED STATES

Telephone Numbers: Primary: (860) 490-0897
Secondary:  N/A
Fax: N/A
Other: N/A
400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL({(817)868-5000 FAX(817)868-5099
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Graduate Medical Education

Institution:
Address:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Unusual Circumstances
Leave of Absence/Extension:
Probation:

Disciplined:

Negative Reports:
Limitations:

400 FULLER WISER ROAD | SUITE 300

© 1996 Federation of State Medical Boards

Greater Lawrence Family Health Center
34 Haverhill Street

Lawrence, MA 01841-2884

UNITED STATES

1

Residency

Family Medicine
06/16/2007 To 06/27/2008
Yes

ACGME

2

Residency

Family Medicine
06/28/2008 To 06/28/2009
Yes

ACGME

3

Internship

Family Medicine
06/28/2009 To 06/28/2010
Yes

ACGME

No
No
No
No
No

| EULESS, TX 76039
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Licensure Examinations

FSMB Transcript USMLE Step 1 Date: 06/2005 Passed the Exam
FSMB Transcript USMLE Step 2 CK Date: 06/2006 Passed the Exam
FSMB Transcript USMLE Step 2 CS Date: 07/2006 Passed the Exam
FSMB Transcript USMLE Step 3 Date: 07/2009 Passed the Exam

ABMS Verification

A report of the result from a search of the data provided by the American Board of Medical Specialties is enclosed.

Board Action

A report of the results from a search of the Board Action Data Bank is enclosed.

End of report for Catherine Eileen Romanos

FID: 215020876
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The Credentials Analysis Report is a comparative report of a medical professional's credentials as reported to FCVS by the
applicant and the primary source (Medical School, PGT program, etc.). It will also list particular missing documentation, if any,
as outlined in the FCVS Policies and Procedures.

Medical Professional Identification

Medical Professional Name: Catherine Eileen Romanos

Date of Birth: January 28, 1979

Social Security Number: [N

FID: 215020876

Omissions

There are no omissions identified.

Discrepancies

There are no discrepancies identified.

Miscellaneous Information

There is no miscellaneous information identified.

End of report for: Catherine Eileen Romanos
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Board Action
II P D C ‘ Ei?.iﬁ;ﬁ.’: RPHYS[C'AN Clearance Report

June 14, 2013

Attn:  Tracy Bevers
FCVS

400 Fuller Wiser Rd., #209
Euless, TX 76039

Re: Board Action Query Dated: June 14, 2013
FSMB Batch Number: BQ2276881

The following is a report of the search results from the Board Action Data Bank as of June 14, 2013
for practitioners submitted as part of the above-referenced batch for which NO board actions were identified.

Provider cleared with No Actions as of June 14, 2013
Name DOB School Yr/Grad Provider ID
Catherine Eileen Romanos 01/28/1979 007010 2007 281333

License History

Licensing Entity
MASSACHUSETTS
NEW YORK
VERMONT

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather an
indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-reference

niirnneac
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As of:  06/14/2013
Medical Professional Name: Catherine Eileen Romanos
Date of Birth:  1/28/1979
Year of Graduation: 2007 (Doctor of Medicine)
ABMSUID#: 947618
Certification
Certification:
Board: Family Practice
Specialty: Family Practice
Status: ACT
Initial Certification:  07/14/2010

End of report for Catherine Eileen
Romanos

All certification information on the ABMS report is based on a search of data shared with the FSMB by the American Board of
Medical Specialties. For some physicians the biographic data in the ABMS database is incomplete and is not included in the
shared data. FCVS is unable to verify specialty certification on these physicians. FCVS does not follow up with the applicant or
ABMS on any missing or discrepant information.
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Medical School

Medical Professional Name: Catherine Eileen Romanos
University of Connecticut School of Medicine

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for

any other reason? Yes No

End of report for Catherine Eileen
Romanos

PROVIDED BY
APPLICANT
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Federation Credentials Verification Service (FCVS)
400 Tuller Wiser Road. Suite 300, Fuless, TX 76039

Tel: (817) 868-5000 Fax: (817) 868-5099

Verification of Graduate Medical Education

Institution:_ Greater Lawrence Family Health Center

Specialty: Family Medicine

Address: Lawrence. MA

Attention: Program Director

Affiliated

University:

Verification For:

Name: Romanos, Catherine Eileen

DOB: 01/28/1979

Individual’s Name on Record (If different from above):

Training Level: PGY1

Program
7 (€.9.,1,2,3,¢elc)

lParlu:lr!::atlon- Olinternship
l:-uport-‘:l : | X Residency

eport Incomplete i i
Training Levels &ears) [JChief Residency
separate from those that [JFellowship
waore successfully OResearch

completed.

SpecialtyiSubspecialty: FAM MED
From: 6/16/07
Successfully Completed?: X]Yes

Accredited by: JACGME  [JAOA
[JRCPSC [CJAPPAP

To: 6/27/08
ONo Oin Progress

[JLCGME [JrRsCc [JCFPC
[INone of these

Training Level: PGY2

If the training level {year) is (e.9..1,2.3,elc)

SpecialtyiSubspecialty: FAM MED

on a separate sheet of
paper.

Please explain any "Yes" response from above:

currently in progress report ;
the expected completion Ulnternship From: 6/28/08 To: 6/28/09
date in the "To" field. X Residency
. . Successfully Completed?: [XlYes No In Progress
[IChief Residency y Pl & O O o
[Fellowship Accredited by: MJACGME JAOA [JLCGME [JRSC JCFPC
Reporl Iternships, CIResearch ORcPSC  [JAPPAP  [INone of these
Fellowships separately.
Training Level: PGY3 ) _ FAM MED
Use one section per (e._c%: . t2 3, e:cx) SpecialtyfSubspecialty:
Department/Specialty. If the nternsnip
Depariment/Specially is [JResidency From: 6/28/09 To: 6/28/10
rotating or transitional, please X i
pmvidg a schedule of P [JChief Residency Successfully Completed?: [XlYes [CONo [In Progress
rotations. Fell hi
g; ows :’ Accredited by: [JACGME  [JAGA  [JLCGME [JRSC  [ICFPC
esearc
COORCPSC  [JAPPAP  [None of these
Unusual
1. Did this individual ever take a leave of absence or break from his/her training? .....................o... [Jyes KINo
Circumstances:
2. Was this individual ever placed on probation? ... [ves KINo
Check the cormrect response.
Omitted responses require | 3. Was this individual ever disciplined or placed under investigation? ... [yes KINo
wiritten explanation.
4. Were any negative reports for behavioral reasons ever filed by instructors? ............coooi [OYes XINo
If necessary, you may 5. Were any limitations or special requirements placed upon this individual because
continue your explanation of questions of academic incompetence, disciplinary problems or any other reason? [yes KINo

Completion of the following is certification that the information above is an accurate account of this individual's records and is true
and comect. The signature line must contain the original signature, or the electronic typed signature., of the program director

Signature: Joseph Gravel, MD

Program Director Date of Signature: _5/3/13

Certification:
(M.D./D.O. only).
IX your instiftional

seal in this spfce. If Name: Joseph Gravel, MD

no seal is aveflable,

you must havg this Title of Signatory :

ELECTRONIGariged

SEA IF Tel: 978-725-7410

Fax: 978-687-2106 E-Mail: jgravel@glfhc. org

Rev. 05/02/2013

FCVS ID: 281333

FID: 215020876 = CODE: 104229
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Graduate Medical Education

Medical Professional Name: Catherine Eileen Romanos
Greater Lawrence Family Health Center
Family Medicine

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for

any other reason? Yes No

End of report for Catherine Eileen
Romanos

PROVIDED BY
APPLICANT
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JO 'MLE United States Medical Licensing Examination® (USMLE®)
United States Certified Transcript of Scores

Medical .
i i . This document was prepared by the
Licensing Federation of State Medical Boards of the United States, Inc.
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 -- Telephone (817) 868-4000

Examination

Date : 04/30/2013

Recipient:

Federation Credentials Verification Service
ATTN: FCVS

Packet ID: 281333

Examinee ID#:  5-152-240-7
Examinee: Romanos, Catherine Eileen Date of Birth:  01/28/1979
Alt Name(s):

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, the recommended
minimum passing score (“MP”) is shown in parentheses. Pass/fail outcomes are based upon the minimum passing level in place at the
time of test administration and are not altered by subsequent revisions to the minimum passing level. Effective April 1, 2013, test results
are reported on a three-digit scale only; two-digit scores reported for prior administrations will no longer be reported. Test results
reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

USMLE STEP 1

Test Date Pass/Fail Total MP Comments
06/21/2005 Pass 199 (182)
USMLE STEP 2
Clinical Knowledge (CK)
Test Date Pass/Fail Total MP Comments
06/27/2006 Pass 223 (182)
Clinical Skills (CS)*
Test Date Pass/Fail Total MP Comments
07/05/2006 Pass
USMLE STEP 3
Test Date Pass/Fail Total MP Comments
MASSACHUSETTS 07/09/2009 Pass 232 (187)

NOTE: A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee.

This document was printed from a secure website and accurately reflects score information maintained by the FSMB.

CcDS v051221 26602046 Page 1 of 2



Examinee: Romanos, Catherine Eileen
INTERPRETATION OF RESULTS
USMLE transcripts include a complete examination history. On

those Step examinations for which numeric scores are reported, a
three-digit scale is used. Most scores fall between 140 and 260 on
this scale. The recommended minimum passing score is shown on
the front of the transcript next to the examinee’s score for each
administration along with a pass/fail outcome. Test results reported
as passing represent an exam score of 75or higher on a two-digit
scoring scale. The level of proficiency required to meet the
recommended minimum passing level for each USMLE Step is
reviewed periodically and is subject to change. Such changes do not
alter pass/fail outcomes from prior test administrations.

For examinations with reported scores, the Standard Error of
Measurement (SEM) provides an index of the variation that would
be expected to occur if an examinee were tested repeatedly using
different sets of items covering similar content. The SEM is usually
in the range of 4 to 8 points.

STEP 2 CLINICAL SKILLS (CS)
Step 2 CS results are reported as pass or fail, with no numeric score.
Had the two-digit reporting scale been used, examinees would have
had to achieve a score of 75 or higher in order to pass.

ANNOTATIONS APPEARING UNDER “COMMENTS”
Circumstances in connection with an administration shown on this
transcript may result in one or more annotations listed next to the
score. A description of each Comment is provided below:

Indeterminate - Results are at or above the passing level but cannot
be certified as representing a valid measure of the examinee's
knowledge or competence as sampled by the examination. No score
is reported. Information regarding the nature of the indeterminate
score is available. If such information is not enclosed with this
transcript, it may be obtained by contacting the organization from
which you received the transcript or the USMLE Secretariat, 3750

Market Street, Philadelphia, PA 19104, telephone (215) 590-9700.

Incomplete - The examinee sat for some, but not all, of the
scheduled examination. No score is reported.

This document was prepared by the
Federation of State Medical Boards of the United States, Inc.
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 -- Telephone (817) 868-4000

5-152-240-7
01/28/1979

Examinee ID#:

Date of Birth:

Irregular Behavior - The Committee for Individualized Review
determined that the examinee engaged in irregular behavior.
Examples of irregular behavior are described in the current edition
of the USMLE Bulletin of Information. Information regarding the
nature of the irregular behavior and the determination of the
Committee is available. If such information is not enclosed with
this transcript, it may be obtained by contacting the organization
from which you received the transcript or the USMLE Secretariat,

3750 Market ~ Street, Philadelphia, PA 19104, telephone (215)
590-9700.
Score Not Available - The score is not available. Further review

and/or analysis may be pending, or it may have been determined that
the score cannot be reported.

Test Accommodations - Following review and approval of a
request from the examinee, test accommodations were provided in
the administration of the examination.

ANNOTATIONS APPEARING AS “NOTE”
Circumstances not in connection with an administration shown on
this transcript may result in one or more annotations and an
explanation or instructions to contact the appropriate individual or
organization. The Note will appear at the end of the document.

BOARD ACTION DATA BANK INFORMATION
APPEARING AS “NOTE”
The Board Action Data Bank of the Federation of State Medical
Boards (FSMB) contains actions reported to the FSMB by U.S.
licensing and disciplinary boards, Canadian licensing authorities,
the U.S. Armed Forces, the U.S. Department of Health and Human
Services, and other credentialing entities. To be included in the
Data Bank, an action must be a matter of public record or be legally
releasable to state medical boards or other entities with recognized
authority to review physician credentials.  Certain actions reported
to and released by the Board Action Data Bank are not disciplinary
or otherwise prejudicial in nature.  Such actions are reported to

ensure that records are complete and to assist in preventing
misrepresentation or the use of lost or stolen credentials by
unauthorized persons. Once reported to the FSMB, an action

becomes part of the permanent record of the individual physician,
and the existence of such an action may be indicated on the USMLE
transcript by a Note. 4/2013

This document was printed from a secure website and accurately reflects score information maintained by the FSMB.

CcDs v051221
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State Medical Board of Ohio

30 E. Broad St., 3rd Floor e Columbus, OH 43215-6127 e (614) 466-3934 e \Website: http://med.ohio.gov/

8/9/2013

Catherine Eileen Romanos, MD
104 High St., #3
Charlestown MA 02129-3019

This is to notify you that you are now licensed to practice medicine or osteopathic medicine and
surgery in the State of Ohio. The Board approved your request and your license number 121940 was
issued on 08/09/2013 and will expire on 04/01/2014.

Enclosed is your wallet card and wall certificate. The wall certificate, by law, must be displayed in
your office or the place where a major portion of your practice is conducted.

Please be advised that verification of your Ohio license must be obtained directly from the Board'’s
website at http://med.ohio.gov in the “Licensee Profile and Status section. The website is updated
immediately to reflect newly issued licenses.

The Ohio Medical Board operates a “staggered renewal” system based upon the first letter of your
last name at the time of licensure. Enclosed is a chart and information outlining the staggered
medical license renewal system and continuing medical education (CME) hours required. Renewal
applications are mailed approximately six months prior to the date of expiration. CME information
may also be obtained from the Board’s website.

SECTION 4731.281, OHIO REVISED CODE REQUIRES WRITTEN NOTICE TO
THE BOARD OF ANY CHANGE OF PRINCIPAL PRACTICE ADDRESS OR
RESIDENCE ADDRESS WITHIN THIRTY DAYS OF THE CHANGE. A CHANGE
OF ADDRESS FORM IS AVAILABLE ON THE BOARD’S WEBSITE.

This notice authorizes you to make application for a U.S. Drug Enforcement Administration certificate
of registration (controlled substance permit). To make such application, contact:

Drug Enforcement Administration (DEA)
431 Howard St.

Detroit, Michigan 48226

(800) 230-6844
www.deadiversion.usdoj.gov/

Any guestions regarding the DEA registration must be directed to the DEA office.

Sincerely,

Nicole Weaver
Nicole Weaver
Chief, Licensure

Physician licensure letter.rtf 1/12/09



Renewal ID 2284065

Date Posted: 10/21/2013 5:16:47 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.121940
License Name Catherine Romanos
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... FAMILY MEDICINE

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal ldnt=2284065[3/6/2017 10:41:04 AM]



Renewal ID 2284065

occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than

failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Areyou currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... Jill Burns, CNP, Erin Cooke, CNP, Holly France-Kremin, CNP, Laura
Hallock, CNP, Colleen Quinlan, CNP, Alicia Shanks, CNP, Lindsey Romney,
CNP, Caroline Strzesynski, CNP, Julia Stuart, CNP, Ashley Taylor, CNP,
Johanna Taylor, CNP, Louann Alexovich, CNM, Latina Brooks, CNP, Colleen
Cahill, CNP, Debbie Darnell, CNP, Valerie Dudziak, CNP, Nicole Erinakes-
Chauvette, CNM, Jean Friedman, CNP, Erica Gutshall, CNP, Sarah Halter,
CNM, CNP, Pam Hetrick, CNM, Lauren Howman, CNP, Jeanne Knudtsen,
CNM, Ginny Melver, CNP, Michelle Meredith, CNP, Diane Molnar, CNP,
Brittney Moore, CNP, Sarah Noggle, CNP, Mary Nowicki, CNM, Jill Palajac,
CNP, Jane Peterson, CNP, Lola Pustelnik, CNM, Connie Rackow, CNP, Ann
Raffis, CNP, Shannon Riley, CNP, Jennifer Tabin, CNM, Tracey Thompson,
CNP, Emily Wilford, CNP, Louise Yunck, CNM

Ohio Employment
1. Do you practice in Ohio?

Ohio Workforce Questions
1. "Clinical" - direct patient care

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal ldnt=2284065[3/6/2017 10:41:04 AM]



Renewal ID 2284065

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 0
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 10-14
4. "Education™ - preceptor, mentor, etc.
....... 1-4
5. "Volunteering™ - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 1-4
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory care™
(out-patient care).
....... 40-44
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 0
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 43213
2. Enter the first county:
....... Franklin
3. Enter the second zip code:
....... 44146
4. Enter the second county:
....... Cuyahoga
5. Enter the third zip code:
....... 43222
6. Enter the third county:
....... Franklin

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal ldnt=2284065[3/6/2017 10:41:04 AM]



Renewal ID 2284065

7. Do you have more than one practice location?

Workforce Practice Address

1. Please list all practice locations. Include street address, city, state and zip.
Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon.

....... 3255 E Main St, Columbus, OH 43209; 1511 W Broad St, Columbus,
OH 43222; 25350 Rockside Rd, Bedford Heights, OH 44146

Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group

....... N/A
3. Multi-specialty Group

....... 2-5

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... YES
Languages
1. Select a language from the drop down list.
....... Spanish
2. Select a language from the drop down list.
....... {not Answered}
3. Select a language from the drop down list.
....... {not Answered}
ABMS Certified
1. Areyou certified by an ABMS Board?
....... NO
NPI number
1. Please enter your current NPl number
....... 1659574192

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal ldnt=2284065[3/6/2017 10:41:04 AM]



Renewal ID 2284065

DEA number

1. Please enter your DEA number
....... FR4108228

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, | hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal ldnt=2284065[3/6/2017 10:41:04 AM]



Renewal 1D 3016861

Date Posted: 10/21/2015 12:22:55 PM

Please review al information you have provided. Click on the "Review" button to
change any information given or click on the "l Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.121940
License Name Catherine Romanos
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you providea Credential email address? Please note thisinformation is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... FAMILY MEDICINE

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Haveyou met the above CME requirements for your license?
....... YES

Discipline

1. At anytimesincesigning your last application for renewal of your
certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

2. At any timesince signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, alicense to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?
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3. At any timesince signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

4. At any timesince signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including thosein Ohio other than thisboard, filed any charges, allegations or
complaints against you?

5. At any timesince signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failureto maintain records on atimely basis or to attend staff
meetings?

6. At any timesincesigning your last application for renewal of your
certificate haveyou been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?

....... NO
Social Security Number
1.
Nur se Collaboration Info
1. Areyou currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?
....... YES

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... BRATSCH, STACEY A, CNPBURNS, JLL M, CNP CAHILL,
COLLEEN A, CNP DARNELL, DEBORAH K, CNP DEESER, BRENDA S,
CNP GROGG, CORRIE E, CNP GUTSHALL, ERICA D, CNP HOWMAN,
LAUREN S, CNP KALOCZI, LISA D, CNPKING, VIRGINIA L, CNP
KNUDTSEN, JEANNE A, CNM LEATHERS, LASHERRI A, CNP LESLIE,
EMILY H, CNM LUCAS, DENISE R, CNP MEREDITH, MICHELLE R, CNP
MOORE, BRITTNEY N, CNP MORGENSTERN, JENNIFER L, CNM
NOGGLE, SARAH M CNP PALAJAC, JILL L, CNP QUINLAN, COLLEEN
M, CNP RACKOW, CONNIE S, CNP RAFFIS, ANN M, CNP ROMNEY,
LINDSEY M, CNP SHANKS, ALICIA, CNP STUART, JULIA A, CNP
TABIN, JENIFER F, CNM TAYLOR, ASHLEY N, CNPWALKER, EBONEE
L, CNPWYATT, COURTNEY M, CNPYODER, DEBORAH K, CNP
YUNCK, LOUISE A, CNM
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Ohio Employment
1. Doyou practice in Ohio?

Ohio Workfor ce Questions
1. "Clinical" - direct patient care

2. "Research” - study of atreatment, procedure or medication done in a medical
setting or for amedical purpose

3. "Administration” - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)

....... 1-4
4. "Education" - preceptor, mentor, €tc.

....... 1-4
5. "Volunteering” - providing medical and medical-related services at no cost

....... 14
6. "Other" - medical professional activities not included in above categories

....... 14

Clinical - Practice setting

1. Enter the number of hours per week spent in " Office/Clinic/Ambulatory care"
(out-patient care).

3. Enter the number of hours per week spent in "Emergency Room".

4. Enter the number of hours per week spent in "Urgent Care".

5. Enter the number of hours per week spent in "Other".

....... 1-4
Workforce Counties
1. Enter thefirst zip code:
....... 43213
2. Enter thefirst county:
....... Franklin
3. Enter the second zip code:
....... 43215
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4. Enter the second county:

....... Franklin
5. Enter thethird zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... YES

Workfor ce Practice Address

1. Pleaselist al practice locations. Include street address, city, state and zip.
Example"123 E Main S, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon.

....... 3255 E Main St, Columbus, OH 43213: 206 E State St, Columbus, OH

43215

Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group

....... N/A
3. Multi-specialty Group

....... N/A

4. Employee of aclinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Wor kfor ce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... YES
L anguages

1. Select alanguage from the drop down list.
....... Spanish

2. Select alanguage from the drop down list.
....... {not Answered}

3. Select alanguage from the drop down list.
....... {not Answered}

ABMS Certified
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1. Areyou certified by an ABMS Board?

....... NO
NPI number
1. Please enter your current NPl number
....... 1659574192
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... FR4108228
OARRS Registration
1. Sincesigning your last renewal have you prescribed or personally furnished
opioid analgesics or benzondiazepines while practicing in Ohio?
....... YES
2. Areyou registered with the Ohio Automated Rx Reporting System (OARRS)?
....... YES

| understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be groundsfor
disciplinary action against my license.

Under penalty of law, | hereby swear or affirm that the information | have
provided in the application is complete and correct, and that | have complied
with all criteriafor applying on line.
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Contact Audit Trail

Contact Audit Trail for ROMANOS CATHERINE

Date User

Table Field

New

Old

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS CELLPHONE

(860) 490-0897

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS CELLPHONE

(860) 490-0897

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS ZIPCODE

43209

43215

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS ZIPCODE

43209

43215

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS PHONE

(860) 490-0897

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS PHONE

(860) 490-0897

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS ADDRESS2

174

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS ADDRESS2

174

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS ADDRESS1

3000B E Main St

672 Kerr St

8/15/2013 Bates, J
4:05:08
PM

CONTACTADDRESS ADDRESS1

3000B E Main St

672 Kerr St

8/12/2013 Hawk, L
7:15:38
AM

CONTACTADDRESS COUNTYID

Franklin

Out of State

8/12/2013 Hawk, L
7:15:38
AM

CONTACTADDRESS COUNTYID

Franklin

Out of State

8/12/2013 Hawk, L
7:15:38
AM

CONTACTADDRESS STATECODE

8/12/2013 Hawk, L
7:15:38
AM

CONTACTADDRESS STATECODE

8/12/2013 Hawk, L
7:15:38
AM

CONTACTADDRESS ZIPCODE

43215

02129-3019

8/12/2013 Hawk, L
7:15:38
AM

CONTACTADDRESS ZIPCODE

43215

02129-3019

8/12/2013 Hawk, L
7:15:38
AM

CONTACTADDRESS CITY

Columbus

Charlestown

8/12/2013 Hawk, L
7:15:38
AM

CONTACTADDRESS CITY

Columbus

Charlestown

8/12/2013 Hawk, L
71537
AM

CONTACTADDRESS ADDRESS1

672 Kerr St

104 High St., #3

8/12/2013 Hawk, L
71537
AM

CONTACTADDRESS ADDRESS1

672 Kerr St

104 High St., #3

4/23/2013 Moore, A
11:50:06

CONTACT

DATEOFBIRTH

19790128
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AM

4/23/2013 Moore, A CONTACT BIRTHCITY Torrington
11:50:06
AM

4/23/2013 Moore, A CONTACT BIRTHSTATE CT
11:50:06
AM

4/23/2013 Moore, A CONTACT GENDER F
11:50:06
AM

4/23/2013 Moore, A CONTACT OLRPASSWORD folalalakoiole ookl
11:49:53
AM
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