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Board of Registration in Medicine 4 @
200 Harvard Mill Square, Suite 330 - Wakeficld, MA 01880 %, @
Telephone: (781) 876-8210 Fax: {781) 876-8383 www.mass. gov/massmedboard’/é@ g@., 3
o'
7

FULL LICENSE APPLICATION

Application Fee: Please enclose a check or money grder in the amount of $600.00 made payable 1o the Commonweaith of

Massachuseus. The application fee is non-refundable,

. Type of License B Initial Full License ) Administralive License [1 Volunieer License
Check One: U.5./Canadian Graduate (3 imernationst Graduate -
e ur% i :51“!“‘5 f"*r"wz\f
Legal Name (do not use nicknames or initials, unless they are part of your legal name) LT
wiV wiAN -1O
Last Name {type or print clearly) First ‘ Middle Sulfix {Ir.. etc.)
M.D. O p.o. [ rhd €] Other degree bl 3 mate D& Female

Other Name(s) Used - List any other name(s) vou have used which may appear on your identifying documents, such as
medical education and examination records. 11 not applicable, cheek here.

Entire Last Name (type or print clearly) First Middle Sufiis (Jr, etc.)

Sociat Security Number: Date o Birth:- _
"' Month Day  Year

NPI (National Provider Identifier) Number: 1004\ 344 0%

Place of Birth:

City Stake/Province/Terrilory Country if not USA

*Mailing Address: _ B Telephone:
Number and Street

City State/Provinee/Territory Zip (or posialy Code

Home Address: ' Telephone:
Number and Street

Ciy Swuate/Provinee/Territory Zip (or postal) Code

Business Address: ‘l.>\g" QV“ AL JALYS °|~\ v—b Telephone: 5o)- 4494 -2\ 06

Number and Street

PoRTLAD xR LGRS

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

Box - A4 ~-TL o

E-mail Address: . Fax number:

Are you applying for licensure through FCVS? O ves B No

* The Board will use your Mailing Address for ali correspondence

Full Lic App — Form 2 (Application), Page ! of 4, Rev. 3/15



Pre-medical School From To

Name: B&O\Jh\ Ui ERGAT Degree: By Year; 2000 Year:_ 260%
Slrcc:-f":(6 wlaterrdn  Grveet City: PROV\DERLE Staie;_¥-\

Name: OGN UY‘:\\‘“;."\':() Degree: _ HPH Year: 2004  vear; 2001
Street: 95 A\M\’\j cx. City: ___ BSton State; MUA

Medical Schoot

Name: UWMADRY Robert wiooA Jebwlon | puiqerg MLt Cinoel pepree: MDD
g w

Streer: EAD el LA Wil City:_ PN Ao State:__™3
T

Name: Degree:

Street: City: State:

Medical Schoo! Graduation Date; Sl / 2ot )L
Maosh Year

Postgraduate Education:

List all postgraduate training in chronological order from medical school to the present. Inciude the name and
address of the facility, your position, e.g. PGY 1. 2, fellow, ete. You must account for all periods of training or
postgraduate work from the time you graduated from medical school. Enmter month and year only.

From To
(W)
Facility: OV tkon AN B CUlenty UnmJegiTL. PGY Year___\ 0% /201 0Ok /20l
o S
Specialty: O%jrj City: PeRTLA~D Siate;_ Of-
Facility.____OHSW PGY Year__ 2 0%/ 2013 Ol / 2oiY
Specialty: OE:E::S"\ City: PorTiadd State:___O%
Facility: DH W PGY Year: > 0t /ey Ob/ lolg
Specialty: ORL (A City,__ PopTeAHD State:___ %
oy

Facilily: O S PGY Year__ 4 0% /2005 Ok s20lb
Specialiy: O&&&A Ciy: \?C'?-TL'}\AB State:__C¥-
Facility: PGY Year / /
Specialty: City: State;

Full Lic App — Form 2 (Application), Page 2 of 4, Rev. 3/15



Examination History

Picase contact the appropriate examination entity and have the examination scores sent 1o you in a scaled
envelope. I youare using FCVS, your examination scores will be sent to the Board with your credentials packet.

List each licensure examination, U.S. or international, you have taken (USMLE. NBME, NBOME, LMCC, FLEX,
COMVEX, COMLEX or a state examination.

Examination Number of atempts Passed (P} or Failed (F)
USMLE Step | \ @Xpe [OF
USMLE Step 1 ! ®Mr OF
USMLE Step 11} \ 4P OF
NBME Part | e OF
NBME Pan |} Or (OrF
NBME Pan I Or OF
FLEX Component | O»r» 0OrF
FLEX Comgponent 2 e Or
FLEX Pre-1985 e [OF
NBOME Part | Or AF
NBOME Part {1 Or OF
NBOME Part 111 Oer OrF
COMLEX Level | Or OF
COMLEX Level 2 Oe [OF
COMLEX Leve! 3 Or OF
COMVEX e [OdOF
LMCC - Single Oe OF
LMCC —Part | Or [OF
LMCC - Pan U1 Oer {OdF
State Board Exam e [F

(State of examination and year)

Full Lic App — Form 2 (Application), Page 3 of 4, Rev. 3/15



Hospital Affiliations and Emplovment

List hospital appointments, in chronological order by month and vear where you ever had medical staff privileges.
Include the name and address of the {acility, your position and dases of afliliation. Also include periods of
unemployment or employment outside of medicine. Attach a separate sheet of paper i necessary.

From To
Facility: Position; / /
Sireet: City: State:
Facility: Position: ! /
Street: City: State:
Facility: Position: / /
Street: City: State:

1. List other stalcs (abbreviations) where you are currently or have ever had a full icense:

2

a) Are you certified by the American Board of Medical Speciallies? ] Yes Neo
b) Are you certified by the American Board of Osteopathic Medicine? (J Yes No

3. List Board Certification(s):

4. List your practice specialt(ies)y, GG LS & (4ne f—o\ﬁ%

5. Have you completed the Opioid and Pain Management training? (See fnstructions) Yes [ No

6. Have you completed raining to recognize and report suspected child abuse or neglect? [E Yes [] No
{Your ticense wifl noy be processed until you complete the required trpining -~ seg instruclions. )

7. Reason for requesting a Massachusetis medical license; _STE¥ T~ £l Pulviig Aennodighd
. - ' [§)
in luwiy Lotk
! A}
8. Name of Facility: W\g\ﬂﬂ\ dndo ATt aeShir LA
Address: 35 Franug Grveet City:__R=STen
9. Anticipaed staring date in Massachuselis: 0}/ |/ 2ole

10. Curriculum vitae (CV) listing activities by month and year must be enclosed with your application.

Under the penalties of perjury, | declare that | have examined this full application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained herein is

true, correct and complete,
{ ol /ol / lolp
Signature OFApplica?ﬁ Memh  Day Year

Full Lic App — Form 2 (Application), Page 4 of 4, Rev. 3/15




PRINT NAME: WANAW vk DATE: {7/ L/ le

FULL LICENSE APPLICATION SUPPLEMENT

IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the additional
information on pages 5-11.

-
2!
n
7
!

QUESTIONS

i While enrolied in college. medical school, graduate school or postgraduate training
were you ever the subject of any disciplinary action? (This includes action that was
formal or informal, oral or written. voluntary or involuntary. A confidentiality
agreement does not absolve you of your requirement to answer this question.)

|

2-A, Have you ever been terminaled or granted a leave of absence by a medical school or
any postgraduale training program or have you ever withdrawn from a medical
school or any postgraduate raining program or had 1o repeat a year of postgraduate
training?

2-B. Have you ever been placed on probation or remediation by a medical scheol,
graduate schoo! or any postgraduate training program?

3. If you are a US or Canadian graduate, did you take more than four (4) vears to
complete medical school; or if you are an international medical graduate, did you
take more than six (6) years to complete medical school?

4. Since your enrollment in coltege, have you been denied the privilege of taking or
finishing an examination or been accused of or found to have cheated or engaged in
improper conduct during an examination?

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

6. Have you ever surrendered a license 1o practice medicine or any professional license
or has your license or certificate ever been revoked? (You do not need 1o report a
lapsed license.)

7. Have you been denied American Board of Medical Specialties or American Board of
Osteopathic Medicine certification or has your cenification ever been suspended or
revoked?

3-A. Are you aware of any pending investigation or inquiry into your professional

conduct by any entity or are any disciplinary charges pending against you?
2-B. Since your completion of postgraduate training, has any disciplinary action ever been

taken against you? (A confidentiality agreement does not absolve you of your
requirement 1o answer this question.)

Fulf Lic App ~ Form 8 (Application Supplciment), Page | of i1, Rev. 7/14



IS t )
Enrcliment and Participation: Our records indicate that N AR A
(print the applicant's name}: {Last Name) (First Name) (Middie Fnitéal)
attended our medical school on the following dates (indicate the month, day and year separately for each academic year in the section below):
ATTENDANGE DATES: FROM 10 FROM 10
. i - -
Se VERTED 65 13107 @ 1t 104 9¢ 128, ce Q,Emkum g 1
) ﬂ\b 08 it 08 05 145 10 % C1 1 05 it ¢35 /8 1 it
R AT S AU SS— . T i e
S 8L 125,6¢ cliasic - . i
e P T T
Graduation Date (monthiyear): (/5 / 2o/ 7~
N -

The applicant attended \ 13 total weeks or
academic year of continuing on-campus education.

total months {must be included) of not less than 32 weeks in sach

Unusuat Circumstances:; The following questions a

pply to unusuat circumstances that occurred during any part of the applicant's medical education. All
questions must be answered. if you answer “YES”

to any of the questions below, please enclose an explanation.

YES NO

. Was the medical schoal training more than four {4} years for U.S. graduates or gix (8} years for international medical graduates?
2. Did the applicant take any leaves of absence {i.e.

for research, public service, participation in an M.DJPh.D. program, or for any
“personat reasons™?
Was the applicant ever placed an probation?
Was the applicant ever disciplined or under investigation?
Were any negative reports ever filed by instructors regarding the applicant?

B ow

Please provide a detailed explanation if you answered “YES" to any of the ahove questions

AFFIX INSTITUTIONAL SEAL HERE R A
-+ Bignature:

—— : n. ! J\

. . ; o \ IU\.« -\ o f\pm‘ F e B
INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A COPY OF THE 7Nt Zmam.\w aoarcel e f i ., Lh L
MEDICAL SCHOGL DIPLOMA AND A TRANSCRIPT OR PROVIDE AN

r4 7
7 - ) - .
EXPLANATION, Title: \&%M\ C, N/\Q u\\vﬁnﬂ\,\r h‘.s\v xﬂ \\M\E \\\\\x\m ; o

{If the inxtiiution does not hava 3 seat, this form must be notarized.)

L

NF:@. 3 r\ e
Date: ¢ I_20 1/ { Telephane: AN AN ﬂ X1
e¥fee /s ‘

E-mait maaﬂmmm”& &.&\r\ :(\\m..l Eopt il fimy oy &R..R;\m o

i

This form must te stamped with the institutional sea! or notarized. Please ret

urn to the applicant with the medical schoot transcripts in a sealed
envelope with the signature of the Dean or the seal of the medical school affi

xed on the back of the envelope. Thank you.

Full Lic App — Form 9 (Medical Education Verification), Page 2 of 2, Rev. 3/15



PRINT NAME: WAN WL Wik DATE: _\ /7 | 7 2ol

9-A. Have you ever relinquished any medical staff membership or association with a health
care facility?

9-B. Has your medical staff membership, medical privileges, medical staff status or
association with a health care facility ever been limited, suspended, revoked, not
renewed or subject to probationary conditions or has processing toward any of those
ends been instituted or recommended by a medical staflf committee, administration or
governing board?

9-C. Have you ever withdrawn an application for hospital privileges or appointment, or
have you ever been denied medical staff membership, advancement in medical staff
status or association with a health care facility, or has such denial been recommended
by a medical staff committee, administration or governing body?

10. Have you ever been charged with any criminal offense? (You must report being
arrested, arraigned, indicted or convicted, even if the charges against you were
dropped, filed, dismissed, expunged or otherwise discharged. A charge of operating
under the influence or its equivalent is reportable. A medical malpractice claim is a
civil, not a criminal, matier and need net be reporied for purposes of this question.)

1. Has your privilege 10 manufacture, distribute, administer, possess, dispense or
prescribe conirolled subsiances ever been suspended. revoked, denied, restricied or
surrendered, or have you ever been called before or warned by any staie or other
jurisdiction including a federal agency regarding such privileges?

12. Has any professional liability insurance provider ever restricied, ihimited, terminated,
imposed a surcharge or co-payment, or placed any condition on your coverage or have
you ever voluntarily restricied, limited or terminated your insurance coverage in
response 10 any inguiry by a professional liability insurance provider?

13. Have you ever had an application for membership as a participating provider denied
by any third-party payor, Medicare or Medicaid (any state) or have you ever been the
subject of any termination, suspension or probation proceedings instituted by any
third-party payor, Medicare or Medicaid (any state) or have you ever been restricted
from receiving payments from any third-party payor, Medicare, Medicaid (any state)?

14-A.  Has any medical malpractice claim ever been made against you, whether or not a
lawsuit was filed in relation 1o the claim or has such a suit been setiled, adjudicated or
otherwise resolved?

14-B.  Has any lawsuit, other than a medical malpractice suit, ever been filed against you

which is refated 10 your practice of medicine or has such a suit been settled,
adjudicated or otherwise resolved?

Full Lic App - Form 8 (Application Supplement), Page 2 of i |, Rev. 7/14



PRINT NAME: WWANTIC DATE: \ / |/ 1ole

CERTIFICATIONS

* Pursuant to M.G.L.c. 112, § 2 and 243 CMR 2.07(15), I certify that | will not charge to or collect
from a Medicare beneficiary more than the Medicare “reasonable charge” for services, in
comptiance with Chapier 475 of the Acts of 1985. (Nose: Signing this cenification does not imply
that you will panticipate in the Medicare program).

¢ Pursuant to M.G.L. ¢. 62C, § 49A, | certify under the penalties of perjury that, to the best of my
knowledge and belief, [ have filed any Massachusetts state tax returns and paid any Massachusetts
state taxes that are required under law. (Note: This applies even if you reside out of the state or out

of the country.)

e Pursuant 10 G.L.c. 62C, § 49A, 1o the best of my knowledge and belief, | am in compliance with
G.L.c. 119A relaling to withholding and remiiting chiid support.

»  Pursuantto M.G.L. ¢. 119, § 31A, | certify under the penalties of perjury that | will fulfill my
obligation to report abuse or neglect of children.

» 1 will read the Board’s regulations, 243 CMR 1.00 through 3.00.

I certify under the penaities of perjury that all information on this form, and all attached pages, is
true, to the best of my knowledge.

Applicant’s Signature: [ ‘/0 Date;_\ / \ /1ol
- 2{

Full Lic App - Form 8 (Application Supplement), Page 4 of 11, Rev. 7/14



Board of Registration in Medicine, 200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
Telephone: (781) 876-8210  Fax: (781) 8§76-8383 www.mass.govimassmedboard

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please complete the waiver for release of informati
of graduation for verification. Pleas

on and forward this form to your university/medical schoel(s} or university
e note: Fourth year medical students must include the letter to the medical school registrar and Form 8.

Waiver for Release of information

_mc%o:wm%m:ﬁ&nm_mn:ooqc:.zma:L*m»maam_oéa t8<amm:<m;nmm::,qonjm:cmum:mm:mnm83<3mamnm_mncom¢o:mn <oc1:m£czo:.
Applicant's Signature; L

Date of Birth: _
Print or Type Name: WA ff\\f wWEN - U.S. Social Security No: .:
(Last Name) {First Name} (Middle Initiaf)

Other Name(s):

{Please type or print.)

Name of Medical School. _WMRPN §  Robavt wioo A rwc,).)mc,j\ Wrﬂ.wmﬂw
Address: ‘et TS Léunz el

. e (.
City: v,wﬁm‘..»\ri\rfm State or Province: ™\
INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete Form A and complete Form B if the above-named applicant has not been awarded a degree. Please include a copy of the official
transcript {(which indicates courses taken, dates and hours of attendance, scores, grades, or evaluations) and return to the applicant in a sealed
envelope. Please sign or stamp across the seal on the envelope,

APPLICANT'S EBDUCATIONAL HISTORY

If name of institution was different from the above-named institution when applicant attended, please enter name below:

% %,VL., Robad wWook  SeheConm (MUl Ctvroad

Premedical Education: Does your school have a premedical schoo! education requirement? [MlYes [JNo
if yes, indicate where the applicant completed premedical school,

Applicant’s Undergraduate School: Browin iy T\m.,}#.m.

Undergraduate School Address: 39k € 4 Prvovin Sy _rf NAT e wWiiGen .W.\? Tioow
Providenie B4 oAl
Full Lic App - Form 9 (Medical Education Vertfication), Page 1 of 2, Rev. 3/15
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geated ENVEtOPS

Board of Registration in Medicine, 200 Harvard Mill Square, Suite 330, Wakefield, MA 01880

Telephone: (781) 876-8210 Fax: (781) 876-8383 www.mass.gov/massmedboard —

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please complete the waiver for release of information and forward this form to your university/medical school(s) or university
of graduation for verification. Please note: Fourth year medical students must include the letter to the medica! school registrar and Form B.

Waiver for Release of Information
{ authorize the medicai mn:oo_Emﬂma below to provide any and all information pertaining to my medical education at your institution.

Applicant's Signature:

= Date of Birth: _

Print or Type Name: W O AL A N Lo U.S. Social Security No:
{Last Name) (First Name) (Middle Initial)

Other Name(s):

(Please type or print.}
Name of Medical School _WMAbH ) Pobery wiooM rfo..))wo.).\ ﬂcn..\.wr\m
Address: ‘D> tieeS Ldne ek City: Vﬂﬁhﬁ\r(’?ﬁ:w State or Province: M4

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete Form A and complete Form B if the above-named applicant has not been awarded a degree. Please include a copy of the official
transcript (which indicates courses taken, dates and hours of attendance, scores, grades, or evaluations) and return to the applicant in a sealed
envelope, Please sign or stamp across the seal on the envelope.

APPLICANT'S EDUCATIONAL HISTORY

if name of institution was different from the above-named institution when applicant attended, please enter name below:

% udd) Robad wWoo A SohnCon (Ml (ool
Premedical Education: Does your school have a premedical school education requirement? ] Yes [JNo
If yes, indicate where the applicant compieted premedical school.

Applicant's Undergraduate School: Browin  uniy «\w.,.,ﬂrw

Undergraduate School Address: B9k K 4 PModn &t ! MATE wilon 3 Fioor

Providunte B cafiL
Fult Lic App — Form 9 (Medical Education Verification), Page 1 of 2, Rev. 3/15




Enroliment and Participation: Our records indicate that wWJ WA
{print the applicant's nama}). {Lasl Name) {First Name) {Middle tnitial)

attended our medical school on the following dates (indicate the month, day and year separately for each academic year in the section below):

ATTENDANCE DATES: FROM 10 FROM 10
08 1¢3107 &5 _i1b 108 06 118, fo 06 1241 11
08, 1,08 a5 145107 g1 1 85 1/ 45148 11
0612907 0&i 251 (o - o (1

Graduation Date (monthl/year): g5 1 207 1~

The applicant attended \ 74 total weeks or total months {must be included) of not less than 32 weeks in each
academic year of continuing on-campus education.

Unusual Circumstances: The foliowing questions apply to unusual circumstances that occurred during any part of the apglicant's medical education. All
uestigns must be answered. If you answer “YES" to any of the questions below, please enclose an explanation,

YES NO
1. Was the medicai school training more than four {4) vears for U.S. graduates or six (6) years for international medical graduates?
2. Did the applicant take any leaves of absence (i.e., for research, public service, participation in an M.D./Ph.D. program, or for any
“personal reasons”)?
3. Was the applicant ever placed on probation?
4. Was the applicant ever disciplined or under investigation?
5. Were any negative reports ever filed by instructors regarding the applicant?
Piease provide a detailed explanation if you answered "YES" to any of the above questions
AFFIX INSTITUTIONAL SEAL HERE . nwmzm._ ure: ~
(If the institution does not have a seal, this form must be notarized.) \
Print Name; w\ﬁ\p\:,\\q %.N\:PS \x.\v

INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A COPY OF THE
MEDICAL SCHOGL DIPLOMA AND A TRANSCRIPT OR PROVIDE AN Tite: \\ 5¢.97% L Lo N " .M \F \k. 4 \\N \ el e s

EXPLANATION.
pate: 0/ 1 20 1/ { Telephone: ﬁMwML 255 - L .mn\\

£-mail address:

This form must be stamped with the institutional seal or notarized. Please return to the applicant with the medical school transcripts in a sealed
envelope with the signature of the Dean or the seal of the medical school affixed on the back of the envelope. Thank you.

Fuil Lic App — Form 9 {(Medical Education Veri{ication), Page 2 of 2, Rev. 3/15
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Board of Registration in Medicine
200 Harvard Mill Square, Suite 336 - Wakeficld, MA 61880

Telephone: 1781) 876-8210

Fax: (781) 876-8383

Seriend

P Y

il

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION | authonze the release of mformation rom my posigraduale trating prog:am isted below. as requested by the

Appheant's Signatute
Frant or Type Name

Name of instilution

Massachusets Board of Regisiration m Medicne

N

Oate IS

[t -) vy

[0

[V

NNt

[ LS (TR A

0¥ o4
Bt

My 2%
R “

INSTRLCTIONS 1O THE PROGRAM DIRECTOR

Please complete this form and farward it {o the apphicant in a
program. please submi dccun entation of he rojations, dgles dn(j hours of training

Lt N e #
If name of institution was different when appbcant altended please enter qamc
(Ao e -

Name of Inshtution

Enroltment and Participation: Qur records indicate that

ful i

CAEID

sealed envelope, signed across the seal If the department was a “rofating” o “transtional

Linilersits

LA L

{Prm appheant’s nanw )

[List each year separately with from and to dates)

parncspated i the foliowing pregram

I ADp

-Form HiPosigraduate Trisning

Verivatony, Page | of 2 Re

T4

({Conknued 60

Program Type ! PGY Oepartment or i Dates Attended Compteted | Accredited By |
{internship, residency, 1234y | 'Ypeof specialty (MONTH/IDAYIYEAR) YES"I;‘; (ACGME, RSC, ADA |
fellows hip} 11.2,3.4) training FROM To { ! or agt accredited
TR o é’/i’:?‘ gt G i o fap iz - HoemMe
p - Y ; -
PN e e y = /‘f’ o{)/(vp{;/ﬁ C:?zfo:/a"_:f, '9-6'/3();1,!# e _f}lf{'&"M{:
B f}'/&df—ﬂfﬂ 3 S S lo/7ot et awfilis| | plomeE”
e

725 w{?—m;, v J Yos ,//r 06/5/t 7907 ey AlonE

U NS S SIS S .

page 2}



POSTGRADUATE VERIFICATION FORM PAGE - 2

APBLICANT'S NAME:  WANIWK wiw

Unusuat Circumstances: The following questions apply to unusual circumstances that occurred during any part of the apphicant's medical education.
Please circle the appropriate response. If you answer yes to any of these questions, please enclose an explanation.

QUESTIONS YES NO

1. Did the applicant take any leaves of absence or breaks from his/her post-
graguate training?

2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

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

5. Were any limitations or special requirements imposed on the applicant
because of questions of academic incompetence or disciplinary problems?
(" Other

6. During the applicant’s participation, our postgraduate medical training [_] was accredited by: [ ACGME

COMMENTS: -

Certification: | hereby centify that the mco<m t E_.B om is correct, 1o the best of my knowledge

Program Director's Signature:
i

\.ﬂe\&.x £ upx\gw 7\:v

AFFIX INSTITUTIONAL SEAL HERE

Print Name:
Academic Title: U\\U\q %S U\Q R\\nb\x

Telephone: (SP3) k}ﬁ.\ 31D Today's Date: [ 1224/ W M wu%
E-mail address: *m \mJF,uLT V@ D&S\E\\ . b.hmr\rm W “3 W
: .
I e
aw.ﬂmwﬂz THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE M r.. ©
?IIUU

e

>0_..~Omm THE SEAL OF THE ENVELOPE.

Full Lic App — Form 10 (Postgraduate Training Verification). Page 2 of 2. Rev, 7/14



To1o0
. L . Laated ENVE
Board of Registration in Medicine e

200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Felephone: (781) 876-8210 Fax: (781) 876-8383 B

&

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: | authorize the release of information from my postgraduate training program listed below, as requested by the

Iﬁmo:cwmzm Board of Registration in Medicine.
Applicant's Signature: ! Date: i | 1ol

, )
Print or Type Name- <L.Rr§¢vrr N

Mame of Institution: Gﬂmw.\} Helihn dn b (LN ﬁj”,c.r\ﬁ_.vw

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward it to the applicant in a sealed envelope, signed across the seal. If the department was a "rotating” or “transitionai’
program, please submit documentation of the rojations, Q tes and hours of training.

Name of Institution: \Q\%@U&\ Q.\\r\* F U0 D\f:gn\ﬁu\

if name of Institution was different when applicant attended, please enter name:

—F
Enrollment and Participation: Our records indicate that \\ﬁg - Jed = AD LA participated in the following program:
{Print apphcant's name}

(List each year separately with from and to dates)

Program Type PGY Department or Dates Attended Completed Accredited By
{internship, residency, (1.2,3.4 type of specialty {MONTH/DAY/YEAR} <m%._zou {ACGME, RSC, AOA
fellowship) ) training FROM TO ( or not accredited
LAY / o) m‘\ gy [ 07/01f12.] b \.ww\\w e AcCerME
g 7
rESe dérre 2 - slo) e polofrz &2 Al ME
- 4 7 7 7 7

(Continued on page 2)
Full Lic App — Form 10 (Postgraduate Training Verification), Page 1 of 2. Rev. 7/14



i ion i ici qeaied Envelopt
Board of Registration in Medicine Se

200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 i3t e

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: | authorize the release of information from my postgraduate training program listed below, as requested by the

\\zmm\mmn::wmxw Board of Registration in Medicine.
Applicant's Signature’ r Date: vtele
9

, a¥ .
Print or Type Name: WAN-Y W T

Name of Institution Oﬁrrwvs Wl A (Leans  Univatit(
e}

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward it to the applicant in a sealed envelope, signed across the seai. If the department was a “rotating” or “transitionatl"
program, please submit documentation of the rolations, anmw and hours of training.

MName of Institution: \U\\%\WU&\ £ .\\r\* mv w_\.b cp Q i \, { Ng\lmﬁ%

if name of Institution was different when applicant attended, please enter name:

—F
Enraliment and Participation: Our records indicate that { kru.\CJi Joet - E L participated in the following program:
{Pnnt apphcant's name}

{List each year separately with from and to dates)

Program Type PGY Department or Dates Attended Completed Accredited By
(intermnship, residency, (1.2.3.4) | type of speciatty (MONTHIDAY/YEAR) ?m%m %w (ACGME, RSC, ACA
feliowship) 2:3,4) n_.mma:m FROM T0 or not accredited
L)) / pb/tzyr |o7/os/iz]| vefn/zl v | Acerme
7 7
rescdencey 2 -S| slo)un b7/eliz &) ALGME
Ed T h Id __. __- ¥
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Enfollment and Participation: Qur records indicate that W L).L dL
{print the applicant's namej: {Last Name) {First Name) (Middle 1nitial)

attended our megical school on the following dates (indicate the month, day and year separately for each academic year in the section below):

ATTENDANCE DATES: FROM JO FROM TO
08 102107 @5 114 \.Q.nw 0¢ 18, /o 06 1241 1f
0%, 11,08 45 145108 07 165 it 05,48 11t
06 129:0¢ 06,251 (o - [ [
Graduation Date {monthiyear): 5~ | 20/ 72—
N —
The applicant attended \ 13 total weeks or _______ total months (must be included) of not less than 32 weeks in each

academic year of continuing on-campus education.

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical education. All
uestions must be answered. If you answer “YES” to any of the questions below, please enclose an explanation.

YES NO
1. Was the medical school training more than {our {4) years for U.S. m_.mncm_mw or six {6) years for international medical graduates?
2. Did the applicant take any leaves of absence (i.e., for research, public service, pasticipation in an M.D./Ph.D. program, or for any
“personal reasons”)?
3. Was the applicant ever placed on probation?
4. Was the applicant ever disciplined or under investigation?
5. Were any negative reports ever filed by instructors regarding the applicant?
Please provide a detailed explanation if you answered “YES" to any of the above questions
AFFIX INSTITUYIONAL SEAL HERE Signature: ..v
(if the institution does not have a seal, this form must be notarized.) rW
i ) f,
INTERNATIOMAL MEDICAL SCHOOLS MUST ATTACH A COPY OF THE | Nt Name; W poie [T Mel dit, /. 2
MEDICAL SCHOCL c_t_.o_sb AND A TRANSCRIPT OR PROVIDE AN Title: \ 5¢,0 k{& \“@?S. N\v\\\r\\k&m\
EXPLAMATION, )

. Date: n I_120 \mﬁ Telephone: n\Mm\v 245 - LbsT

r

E-mail address:

This form must be stamped with the institutional seal or notarized. Please retufn to the applicant with the medical school transcripts in a sealed
envelope with the signature of the Dean or the seat of the medical school affixed on the back of the envelope. Thank you.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name:; Wan-Ju Wu, M.D. License No.: 266194

Current Status: Active License Expiration Date: 1/26/2017

1} Activity Status: Active
2} Address & Contact information

Mailing Address:

Home Address:

Business Address: One Brigham Circle, 3rd Floor
Division of Women's Health
Boston
Massachusetts - 02120
United States of America
(503) 494-31086

3) Email Address:
4) Fax Number: (503) 494-5680

£) Specialties
Obstetrics and Gynecology

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

ABMS/AOA Board Name Certification Subspeciaity
None Reported

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

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

8) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Brigham & Women's Hospital
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Wan-JuWu, M.D. License No.: 266194

11) Care of patients in Massachusetts
Average weekly hours involved in:  a} inpatient care 12 hrsiwk
b) outpatient care 30 hrs/wk

12} Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 07/01/2016 12/31/2017 Claims made with tail coverage

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

14) Claims Made _ , .
a) New: Have you received notification of a claim, whether or riot a lawsuit was filed on that claim, or has

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

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

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits ) ) o
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

a) New: Have there been any claims, other than rmedical malpractice claims, filed against you during this
time period?

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

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

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

employer or professional association?

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

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

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

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

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

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

Page2of 5 Date: $2/12/2016 Time: 1:56 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Wan-Ju Wu, M.D. License No.: 265194

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

Page 3 of 5 Date: 12/12/2016 Time: 1:56 AM



; Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Wan-JuWu, M.D. License No.: 266194

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Wan-Ju Wu, M.D. License No.: 266134

Compliance with Legal Responsibilities

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

1) tunderstand and agree to compcl}/ with my obligations to report abuse or neglect of children pursuant to
M.G.L. ¢ 119 sec. 31A and | understand the punishment for failure to comply.

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

3) | understand and agree to comply with my obligations to report abuse, neglect or Financiai exploitation of
elderly persons pursuant to M.G.L. ¢. 18A sec. 15 and | understand the punishment for failure to comply.

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

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

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

7) lunderstand and agree to comﬁfy with my obli?ations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢. 112 sec. 2.

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

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

10}! understand and agree to comply with my obligations reiated ta the withholding and remitting of chiid
suppert payments pursuant to M.G.L. ¢. T19A.

11)| understand and agree to comply with my obligations tc file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L c. 112 sec. 5 and 243 CMR 3.0C et seq. and
understand that the Patient Care Assessment (PCA} programs at the health care facilities where | practice
report certain Major Incidents to the Boarg.

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

pursuant to M.G.L ¢. 112 sec. 12AA.

13}i am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIFPAA), including the requirement that | obtain and provide to the Board a National Provider

Identifier (NP!) number.

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

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

[XI 1have reviewed the above statements and certify that | understand my requirement to compiy with
the responsibilities and obligations of each and agree to do so.

[XI Under penalties of perjury, i declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete,
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Wan-Ju Wu

EDUCATION

07/2013-06/2016

07/2012-06/2013

08/2007-05/2012

09/2004-01/2007

09/2000-05/2004

Oregon Health & Science University (OHSU)

Portland OR

QObstetrics and Gynecology Residency

Oregon Health & Science University (OHSU)

Portland OR

Obstetrics and Gynecotogy Internship

Robert Wood Johnson Medical School {RWiMS}

Camden, NJ

Doctor of Medicine

Boston University School of Public Health (BUSPH)

Boston, MA

MPH, Concentration in international Health

Concentration Paper: Lessons Learned from the Daoli Success Story: implementing an
Antiretroviral Treatment [ART) Program in Dali, Yunnan Province, China
Brown University

Providence, Ri

BA, International Relations

LICENSING & CERTIFICATION

2015

20089, 2010, 2011, 2013
2012, 2014

2012

Nov 2006

July 2006

HONORS & AWARDS

Oregon State Limited Medicine License: PG173621

USMLE Board Examinations Steps 1, 2 CK/CS, 3

Advanced Cardiac Life Support

Neanatal Resuscitation Program Certification

Certificate in Promoting Gender and Rights in HIV/AIDS and Reproductive Health
{Center for African Family Studies, Nairobi, Kenya)

Certificate in Applied Research Methods and Infectious Diseases (BUSPH,
Boston, MA)}

2010 Global Health Corps Fellowship for work at Partners in Health PACT Project, Boston, MA
2010 Goid Humanism Honor Society

2010 iunior Alpha Omega Alpha Honor Society
2008 Infectious Disease Society of America (IDSA} Medical Scholarship for tuberculosis research in Myanmar

2008 Nagendren Scholarship for international Studies to conduct tuberculosis research project in Myanmar
2006 Rotary Ambassadorial Scholarship for independent study/research project on creating safe spaces for
adolescent girls in Kenya

RESEARCH AND PUBLIC HEALTH EXPERIENCE

2013-present

OHSU, Department of OB/GYN and IPAS Nepal Porttand, OR

Supervisor: Alison Edelman, MD, MPH

Resident Research Project
- Evaluate post-abortion contraceptive uptake and method mix pre- and post-implementation of the Balanced

Counseling Strategy in Nepal



10/2014-12/2014 Nyaya Health/Possible, Elective Achham, Nepal
Supervisor: Sheela Maru, MD

Volunteer consultant
-Provided clinical education and mentarship for providers (doctors, midwives, and health assistants) with focus

on obstetric ultrasound, obstetric emergency, abortion care, contraception, and outpatient gynecology
- Developed clinical protocols on surgical care and comprehensive abortion care
-Completed global women's health curriculum

02/2012-04/2012 Maison de Naissance (MN) tes Cayes, Haiti
Supervisor: Kyra Abboti

Research intern

-Researched grant opportunities for expansion of community-based family planning services

-Compiled and synthesized data on patients in the prevention of mother-to-child transmission (PMTCT) program

2010-2011 Partners in Health PACT/Brigham and Women's Hospital Boston, MA
Supervisor; Heidi Behforouz, MD, MPH

Program Assistant

-Assisted with design and implementation of a community health worker (CHW) care management program
serving medically and psychosocially complex patients

-Created and implemented quality improvement project on management of pediatric asthma.

-Trained CHWs on chronic diseases including HIV/AIDS, asthma, COPD, cardiovascular disease, and chronic pain

06/2008-07/2008 Health Unlimited Kachin, Myanmar
Reseoarch intern
-Designed and piloted instruments for a community knowledge, attitudes, beliefs, and practices survey on

tuberculosis
Ampiemented data collection process and conducted prefiminary data analysis

2006-2007 Kisumu Medical and Educational Trust (KMET) Kisumu, Kenya
Supervisor: Monica Oguttu, PhD

Project Manager

-Designed, implemented, and managed youth program targeting adolescent girls in the slum areas of Kisumu
-Generated reports for Executive Director, created budgets, and assisted in grant writing and fundraising
activities

-Coordinated program activities including participatory photography project, sexuat and reproductive health
education sessions, financial literacy training, and vocational trainings

03/2006-08/2006 Center for Health and Development, Adherence for Life Dali, China
Principal Investigators: Lora Sabin, MA, PhD, Christopher Gill, MD, MPH, David Hamer, MD

Project Coordinator

-Supervised implementation of study using electronic drug monitaring (EDM) data and provider counseling to
improve adherence to antiretroviral therapy {ART)

-Facilitated communication between local collaborators and investigators in Baston.

-Assisted in developing survey instruments and standard operating procedures.

-Conducted baseline surveys and translated transcripts from focus-group discussions.

Spring 2005 Amajuba Child Health and Wellbeing Research Project Newcastle, South Africa
Principal Investigator: Mary Bachman, 5cD
Research Intern



-Conducted situational analysis of ART rollout and issues of access and resource allocation in Amajuba District
through literature reviews, site visits, and semi-structured key informant interviews
-Disseminated research findings in final report: Public Sector ART Rollout in Amajuba District, KZN, South Africa

Summer 2003 Taiwan Root Medical Peace Corps Taipei, Taiwan
intern

-Organized and participated in domestic medical service trips

-Wrote fundraising grants

PUBLICATIONS

Wu W, Edelman A. Contraceptive method initiation: using the CDC Selective Practice Guidelines. Obstet Gynecol
Clin North Am 2015 Dec;42{4):659-667.

Gill €), Sabin LL, Hamer DH, Keyi X, Jianbo 2, Li T, Wu W, Wilson IB, Desilva MB. Importance of Dose Timing to
Achieving Undetectable Vira! Loads. AIDS Behav 2010;14(4).10.

VOLUNTEER ACTIVITIES

2008-2010 Health Opportunity Program Clinic Camden, NJ
Health Resources Coordinator and Steering Committee member

-Acted as the lizison between student-run clinic and Cooper University Hospital's Charity Care office

-Assisted student doctors and their patients in navigating the Charity Care application process.

2007-2009 RWIMS American Medical Students Association (AMSA) New Brunswick, NJ
First Year Representative for Global AIDS (2007-2008), Global Health Fellow {2008-2009)
-Planned and coordinated global health events and educational workshops for medical students.

2007-2008 American Medical Students Association

Global Health Scholar
-Participated in 8-month distance-learning program focused on developing advocacy, communication, and

critical thinking skills applicable to global health
-Organized educaticonal and advocacy events,

2007-2009 Homeless and Indigent Population Health Outreach Project New Brunswick, Ni

First year representative
-Provided support for community health education activities,

2001-2004 Project HEALTH, Family Help Desk Providence, Rl

Coordinator/Volunteer
-Connected families to resources for safe and affordable housing, job training, fuel assistance, and insurance

-Organized and trained student volunteers to staff Help Desk at Hasbro Children’s Hospital
-Facilitated weekly Reflection Sessions for volunteers

PRESENTATIONS

Legacy Emanuel Medical Center, OBGYN department conference
Maternal health in the developing world, 10/23/13
Cervical cancer screening in resource-limited settings, 2/25/15

LANGUAGES

Mandarin: Proficient
French: Beginner level




