Commonwealth of Massachuselts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

Current Status; Active License Expiration Date: 12/5/2009
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: 57 Prospect Street
Nantucket

Massachusetts - 02554 P A e e
United States of America i E 1By r PE I C C F‘}\_f

Home Address:

Business Address: 57 Prospect Street
Nantucket
Massachusetts - 02554
United States of America
(508) 228-4846

3) Email Address:
4) Fax Number: {508) 325-0503
5} Specialties

General Surgery

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

Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Surgery Surgery

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

8) Other states where you are now licensed to practice
Massachusetts
Rhode Island

9) States where you were previousiy licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Nantucket Cottage Hospital Nantucket
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Commonweaith of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Timothy J Lepore, M.C. License No.: 36890

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsiwk
b) outpatient care 50 hrs/wk

12) Medical Liability fnsurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Medical Professional Mutual ins Co 01/03/2009 01/03/2010 Occurrence Policy

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

14) Claims Made , o _ ] .
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical maipractice 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 resolved, settled or adjudicated during this time period?

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

resolved, seftled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions reiated to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, 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?
¢) Are there any criminal charges pending against you taday?
d} Are any Application of issuance 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 ever taken a leave of absence from any health care facility, group practice or employer?

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

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

d

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related 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?
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Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Timothy J Lepore, M.D. License Ne.: 36830

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Reciuirement: 40 hours credit in Category=1 and &0 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ ellowship program, or if your are
renewing your license for the first time, please answer Yes)

23) De you ha;ve a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used any 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: Timothy J Lepore, M.D. License No.: 36890

Compliance with Legal Responsibilities

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

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L ¢ 119 sec. 51A and | understand the punishment for failure to comply.

2) Iunderstand and agree to comply with my obligations to report abuse or negiect of disabled persons
pursuantto 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 Financial exploitation of
elderly persons pursuant to M.G L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

4} | understand and agree to compizy with my obfigations 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.

§) !understand and agree to comply with my obligations to report the treatment of victims of rape or sexuatl
assault pursuantto M.G.L. ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to compiy.

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

7} | understand and agree to comﬁly with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, purstantto MG.L. ¢ 112 sec. 2.

8) -1 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. ¢. 62C sec. 49A. my license shall not be
issued or renewed uniess | make this certification under penalties of perjury,

9) | understand and agree to comply with my obligations refated to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 82E Sec. 2.

10)| understand and agree to comply with my obligations related to the withhoiding and remitting of child
support payments pursuant to MG.L. ¢. 119A

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L.¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board,

12)| understand and agree to comply with my obligations to disciose ownership interest in any partnership,
corporation, firm or other iegat entity to which 'have referred a patient for physical therapy services,
pursuantto M.G.L c. 112 sec. 12AA.

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
identifier (NP number.

14)! understand and am in compliance 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 disqualify me.

[X] !have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

[X] Under penalties of perjury, | 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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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36880

Current Status: Active License Expiration Date:; 12/5/2011
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: 57 Prospect Street
Nantucket

Massachusetts - 02554
United States of America

Home Address:

Business Address: 57 Prospect Street
Nantucket
Massachusetts - 02554
United States of America
(508) 228-4846

3) Email Address:
4) Fax Number: (508) 325-0503
8) Specialties

General Surgery

6) Cusrrent American Board of Medical Specialties (ABMS) or American Osteopathic Association {AOA)

Information
ABMS/ACOA  Board Name Certification Subspecialty
ABMS Surgery Surgetry

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

8) Other states where you are now licensed to practice
Massachusetts
Rhode Island

9) States where you were previously licensed
None Reported

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

office, clinics, nursing homes, etc

WorkSite Location
Nantucket Cotftage Hospital Nantucket
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Commonwealth of Massachusetts

_ Board of Registration in Medicine
= Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

11) Care of patients in Massachusetts
Average weekly hours invelved in:  a) inpatient care 20 hrsiwk
b} outpatient care 50 hrs/wk

12} Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Medical Professional Mutual Ins Co 01/03/2011 01/03/2012 Ciaims made with tail coverage

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

14) Claims Made _ o ) _
a) New: Have you received notification of a claim, whether or not 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 resolved, 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 ‘
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 medical malpractice claims, filed against you during this
time period?

b) Resolved: Have you resolved, settied or adjudicated any lawsuits, other than medical malpractice
ciaims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offensesfcharges against you been resolved during this time period?
¢} Are there any criminai charges pending against you today?
d) Are any Application of lssuance 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 ever taken a leave of absence from any heaith care facility, group practice or employer?

¢) 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 professional association?

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you veluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?
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- Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timeothy J Lepore, M.D. License No.: 36890

22) Have you completed all CME requirements {100 hours of CME of which 10 hours must be in risk
management. Re?uirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (ff you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Timothy J Lepore, M.D.

License No.: 358890

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

24) Have you used ang chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 4 of 5 Date: 11/7/2014 Time: 3:00 PM



Commonwealth of Massachusetts

Board of Registration in Medicine
-~ Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36830

Compliance with Legal Responsibilities

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

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L c. 119 sec. 51A and | understand the punishment for failure to comply.

2) | understand 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) I understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuantto M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

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

8) 1 understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

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

provisions of M.G.L. ¢. 112 sec. 5 or any Board reguiation.

7) urderstand and agree to comply with my obligations 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. ¢. 62C sec. 49A, my license shall hot be
issued of renewed unless | make this certification under penalties of perjury.

8) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuantto M.G.L. ¢ 62E Sec. 2.

10)1 understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to MG L ¢c. 119A

11}t understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to MG L ¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the heatlth care facilities where | practice
report certain Major Incidents to the Board.

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 c. 112 sec. 12AA.

13)! am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Beoard a National Provider
Identifier (NF1) number.

14} understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

18} understand that as an applicant for a license renewal to practice medicine a criminai record check may be
conducted for conviction and pending criminai case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

X |bave reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

[X] Under penalties of perjury, | 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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Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext, 320

Physician Registration Renewal Application“ iy

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

* Remit $250.00 for renewal fee, * Return renewal application in . w"lf
* Add late fee of $25.00, if necessary. * Enclose check with coupon in - ﬂ v [E Q

Registration No.: 36890 Renewal Date: 12/05/1999 1. Current Status: Active m OCT ? 5 1069
v

If you want to change your current status, please indicate below: (Check one).

,;‘- . . Board of
[] Active {T] Retiring (see instructions) [ Inactive (see bolow *) [ Do not w yation in Medicine
2, Other Name(s), if any, under which you were licensed: Please make corrections (type or print)
Other Name(s):
A) Mailing/Business Address: — —]
) MOTHY JLEFORE Mailing Address: - :
VESPER LANE City/Town: . —_ State: .
NANTUCKET, MA 02554 Zip: Country:__
B) Home Address: Other Address:
City/Town: State:
Zip: Country:
Home Phone: Home: (
Business Phone: Business: U:-.Q.E_) 225~ ngé
4, A)Date of Birth: Sex: M )é)sa;e of Birth: MDAy [ J_ sex:[JM []F
B) S8#: ‘
. Full Name of Medical School:
5. A) Name of Medical School:
Tufts University School of Medicine
B) Year Graduated: 1970 ) Degree; MD. Year Graduated: Degree: [] M.D. l:l D.O.
6. Specialty Code(s) (See Table l) Code(s) “Hours Per Week in Massachusetts
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: S Code:
8. Drug License Numbers, if any: N
A) Federal (DEA): :f:,iml EAY

B) Massachusetts:

9. A) Other statos where you are now licensed to practice

Abbr; RIMA Abbr:
B) States where you previonsly were licensed to practice
Abbr: Abbr:

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

4]




PRINT NAME AND NUMBER: Last Name: LEPIRE Registration Number: \358 90 .,

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply K
the codes from Table 3 and place & check mark next to those health care facilities where you have admitting privileges (AP). Nexttd
each facility, write the approximate percentage of patient care hours that you provide in each facility.

Facility Code: __ _L[ ﬂ/ __\K (AP) Qo % FacilityCode:___/ _(AP)____% FacilityCode:_____/  (AP) %,
Facility Code: __ ___/ _ (AP)____ % FacilityCode:_ __ _/ (AP) % Facility Code: _/ (AP) %
1f 999, print name(s):
11. My medical malpractice insurance is covered by a) Eﬁnsurance Carrier  b) 7] Letter of Credit

Name of Insurer: ? P RO M\ "’L)CL/ Alternatively, indicate as follows:

1 am registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a) [T} Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise excmpt
Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) (] Yes [B’ﬁo
13. A. What js your ptincipai work setting? (See Table 4) _,_L _i
B. Care of patientr; in Massachusetts (see instruction booklet).

1) Average weekly hours involved in: a) outpatient care _{ia_hrs/wk b) inpatient care <20 hrsfwk

2) What is the approximate percentage of your patient care hours in primary care? _ég_ Y%
PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

Questions 14 through 22 refer to ihe past two (2} vears only. Check either YES or NO (NOT N/A) to each question. Proyide
details on Form R forialt YES answers except for question 22. Refer to the instruction booklet for additional information and
definitions. You must answer ALL questions, or this form will be returned to you and your license renewal may be delaved,

YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not a lawsuit was filed in relation 1o the claim?

15. CLAIMS RESOLVED; Has hny medical maipractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not & lawsuit was filed in relaticn'ta the claim?

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

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

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

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

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or

co-payment, or plaged 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

professional liability insurance provider?
22. CME CERTIFIC}\T]ON: Have you completed your CME requirements preceding your renewal date? M es [] No
] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [J CME exemption
See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal applieation,
*  Pursuant to G.L. ¢. 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

+  Pursuant to G.L. c. 62C, § 49A, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid sl
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside ont-of-state or out of the United States.

¢ Pursuant to G.L. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as required by G.L. ¢. 119, § S1A.
o I hereby certify under the fenalfies of perjury that all the information on the Renewal Application and Form R Is frue.

Signature: v/ {/1\ , UM\/ Date: [0 / }i N cl
YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 368390

Current Status: Active License Expiration Date: 12/5/2013
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: 57 Prospect Street
Nantucket

Massachusetts - 02554
United States of America

Home Address:

Business Address: 57 Prospect Street
Nantucket
Massachusetts - 02554
United States of America
(508) 228-4846

3) Email Address:
4) Fax Number: (508) 325-0503
5) Specialties

General Surgery

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)

Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Surgery Surgery

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

8) Other states where you are now licensed to practice
Massachusetts

9) States where you were previously licensed
Rhode island

10) Work Sites o
List of all work sites in Massachusetts, including health care facilities (where you are credentiated), private
office, clinics, nursing homes, etc

WorkSite Location
Nantucket Cottage Hospital Nantucket

Page 1 of 5 Date: 10/23/2013 Time: 1:51 PM



Commonwealth of Massachusetts

Board of Registration in Medicine
pamm Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

11} Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 30 hrsiwk
b) outpatient care 60 hrs/wk

12) Medical Liability Insurance Information

Insurance Cafrier Policy Start Date Policy End Date Policy Type
Coverys 01/03/2013 01/03/2014 Claims made with tail coverage

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

14} Claims Made _ o _ ) )
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical malpractice claim been made against you during this time pericd?
b) Pending: Are there any unresolved maipractice claims against you today, 1.e., any claims that have not
been resolved, 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) It‘ﬂew: Have %here been any claims, other than medical malpractice claims, filed against you during this
ime period”

b) Resolved: Have you resoived, 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 offensesfcharges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Application of issuance of Process pending against you?

18) Other Issues
a) Mave you withdrawn an application to any governmental authority, heaith care facility, group practice

employer or professional association?

b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢) 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 professionat association?

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

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

20) Have you withdrawn an application for a medical license, allowed a license application to
become cbsolete 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?

Page 2 of 5 Date: 10/23/2013 Time: 1:51 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timcthy J Lepore, M.D. License No.: 36890

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Re?uirement: 40 hours credit in Categorp and 80 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

Page 3 of 5 Date: 16/23/2013 Tima: 1:51 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

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

24) Have you used ang chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page4 of Date: 10/23/2013 Time: 1:51 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Timothy J Lepore, M.D. License No.: 36890

Compliance with Legal Responsibilities

Online profile:
[Xi1 have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L. c. 119 sec. 51A 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 Fina ncial exploitation of
elderly persons pursuant to M.G.L. c. 19A sec. 15 and | understand the punishment for failure to comply.

4) 1understand and agree to comply with my obligations to report the treatment of wounds, bums and other
injuries pursuant to M.G.L. c. 112 sec. 12A and | understand the punishment for failure to comply.

5) tunderstand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to MG L ¢ 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

6) |understand and agree to complz with my abligations to report a physician to the Board of Medicine
pursuant to M.G.L. c. 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) | understand and agree to comﬁly with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto MG.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 shaill 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 empioyees
and contractors pursuant to MG L. ¢ 82E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. c. 119A.

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢. 112 sec. & and 243 CMR 3.00 et seq. and !
understand that the Patient Care Assessment {PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

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 c. 112 sec. 12AA.

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), Including the requirement that | obtain and provide to the Board a National Provider
ldentifier (NFI) number.

14)1 understand and am in compliance 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 wili not necessarily disqualify me.

X] 1have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

[X] Under penalties of perjury, | 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 compiete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
— Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36880

Current Status: Active License Expiration Date; 12/5/2015
1) Activity Status: Active
2} Address & Contact Information
Mailing Address: 57 Prospect Street
Nantucket

Massachusetts - 02554
United States of America

Home Address:

Business Address: 57 Prospect Street
Nantucket
Massachusetts - 02554
United States of America
(508) 228-4846

3) Email Address:
4) Fax Number: (508) 325-0503
§) Specialties

General Surgery

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)

Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Surgery Surgery

7) Drug License Numberss
Massachusefts Federal (DEA) Federal {DEA) XS

8) Other states where you are now licensed to practice
Massachusetts

9) States where you were previously licensed
Rhode Island

10) Work Sites _ _
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Nantucket Cottage Hospital Nantucket
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 30 hrs/wk
b} outpatient care 50 hrsfwk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Coverys 01/03/2015 01/03/2016 Claims made with tail coverage

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

14) Claims Made _ o _ , _ _
a) New: Have you received notification of a claim, whether of not a lawsuit was filed on that claim, or has

ary 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 ctaim against you (whether or not a iawsuit was filed on that claim) been

resolved, settied, or adjudicated during this time period?

16} Other Civil Lawsuits )
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 medical ralpractice claims, filed against you during this
time period?

b) Resolved: Have you resolved, settlec or adjudicated any lawstits, other than medical malipractice
¢laims, during this period?

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

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

employer ar professional association?

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

c) 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, empioyer 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 professional association?

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

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsoléete 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 professionat 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?

Page 2 of 6 Date: 11/20/12015 Time: 10:54 AM



Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

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 6 Date: 11/20/2015 Time: 10:54 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36830

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

24) Have you used ang chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 4 of 6 Date: 11/20/2015 Time: 10:54 AN



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

25) Electronic Health Records Proficiency
| have demonstrated proficiency in the use of EHR by participation in a Meaningful Use program as an
gligible professional.

26) Requiremnent to Complete Training in Recognizing and Reporting Child Abuse
Have you completed training to recognize and report suspected child abuse or neglect?

Page 5of 6 Date: 11/2072015 Time: 10:54 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Timothy J Lepore, M.I. License No.: 36890

Compliance with Legal Responsibilities

Online profite:
[X}1 have reviewed my Physician Profile and confirm that the information is accurate.

1) funderstand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L. ¢c. 119 sec. 51A and | understand the punishment for failure to comply.

2) Tunderstand 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 Financial exploitation of
elderly persons pursuantto M.G.L. c. 19A sec. 15 and | understand the punishment for failure to comply.

4) | understand and agree toc comply 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.

§) Iunderstand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assauit pursuart to MG.L ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. c. 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} | understand and agree to comply with my obligations related to charging and collecting fees from Medicare
benefictaries in accordance with the Medicare fee schedule, pursuanf fo 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.

8) understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuantto M.G.L ¢ 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L c. T18A

11)| understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢. 112 sec. 5 and 243 CMR 3.00 et seqg. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12}t understand and agree to comply with my obligations {o 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)! am aware of my obligations and responsibilties under the Health Insurance Portability and Accountability
Act of 1996 {(HIFAA), including the requirement that | obtain and provide to the Board a National Provider
identifier (NP1) number,

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

18)t understand that as an applicant for a license renewal 1o practice medicine a criminai 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 disqualify me.

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

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowiedge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.; 36890

Current Status: Active License Expiration Date: 12/5/2017
1) Activity Status: Active
2} Address & Contact Information

Mailing Address: 57 Prospect Street
Nantucket
Massachusetts - 02554
United States of America

Home Address:

Business Address: 57 Prospect Street
Nantucket
Massachusetts - 02554
United States of America
(508) 228-4846

3} Email Address:
4) Fax Number: (508) 325-0503

8) Specialties
General Surgery

6) ICm'rent American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
nformation

ABMS/AOA Board Name Certification Subspecialty
ABMS Surgery Surgery

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

8} Other states where you are now licensed to practice
Massachusetts

9) States where you were previously licensed
Rhede tstand

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

office, clinics, nursing homes, etc

WorkSite Location
Nantucket Cottage Hospital Nantucket
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Commonwealth of Massachusetis

Board of Registration in Medicine
- Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 30 hrsiwk
b) outpatient care 60 hrs/wk

12) Medical Liability Insurance information

insurance Carrier Policy Start Date Policy End Date Policy Type
Coverys 01/03/2017 01/03/2018 Occurrence Folicy

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

14) Claims Made ‘ o , ) ' .
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical maipractice 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 resolved, settled or adjudicated during this time period?

15) Claims Closed i _
Has any medical malpractice claim against you (whether or rot & lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time pericd?

186) 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: Ha\/((ej 7there been any claims, other than medical malpractice claims, filed against you during this
time period-

b) Resolved: Mave you resolved, settled or adjudicated any lawsuits, other than medicat 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 resclved during this time period?
c) Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues
a) Have you withdrawn an application to any governmentai authority, heaith care facility, group practice

employer or professional association?

b) Have you taken a leave of absence from any 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, inctuding 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 disciptinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?

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

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

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related 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?
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Commonwealth of Massachusetts

Board of Registration in Medicine
- Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

22) Have you completed ail 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: 11/30/2017 Time: 9:23 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Timothy J Lepore, M.D.

License No.: 36890

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

24) Have you used ang chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 4 of 5 Date: 11/30/2017 Time: 9:23 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Timothy J Lepore, M.D. License No.: 36890

Compliance with Legal Responsibilities

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

1) | understand and agree to comply with my obligations to report abuse of neglect of children pursuant to
M.GL ¢ 119 sec. 51A and | understand the punishment for faifure to comply.

2) |understand 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) Iunderstand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
eiderly persons pursuantto M.G.L ¢. 19A sec. 15 and | understand the punishment for failure to comply.

4) | understand and agree to comply 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.

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

6) | understand and agree to comply with my obligations to 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 viclated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) understand and agree to comﬁ!y with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuarf to M.G.L. ¢ 112sec, 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. ¢. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) I understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G L. ¢ 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withtioiding and remitting of child
support payments pursuant to M.G.L. c. 119A

11)i understand and agree tc comply with my obiigations to file an Incident Repart with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12)| understand and agree to comply with mpobligations 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}| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1896 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
identifier (NPI) number.

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

16)! 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 disqualify me.

X] | have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

Under penalties of perjury, | 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 compiete.
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Commonwealth of Massachusetts Board of Registration in Medicine O
560 Harrlson Avenue, Sulte #G-4, Boston, MA 02118 - (617) 654-9810 http://www,massmedboard.org

s 8 . . L] : o

Physician Registration Renewal Application g

ale

b

Before proceeding, please read the instruction booklet. Copy this form and all attachments for vour own records; you will :@f! §

need coples for credentlaling and other purposes, This completed renewal form with attachments must be returned in the ot

green envelope af feast £ weeks before your renewal date, -
*Remit $400.00 for renewal fee (non-refundable), * Return renewal application in GREEN envelope.

:Add late ! egeaTy. * Enclose check with coupon in BLUE envelope. 1

(M

Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required. All questions must be answered or your renewal will be delayed,

1. Current Status:  Active Registration No.:36890 Renewal Date:12/05/2003

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

[ Active [} Retiring (see instructions) (] Inactive (see instructions) {71 Do not wish to renew

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

A) Mailing/Business Address: [l Other Name(s) ] Name ge (enter below)
3. Timothy ] Lepore
57 Prospect Street Mailing Address:
Nantucket, MA 02554 City/Town: State:
Zipt ~ Country:
B) Home Address:
Business Address:
NOY 10 2003 City/Tewn: State:
Zip: Country:
Business Telephons: (_ )
Home Address: = :
City/Town: State:
Home Phone: Zip: Country:
. Home Telephone: )
Business Phone:  (508)228-4846 PLEASE NOTE: Only gne address can be a P.O, box. The
malling address cannot be a P.O. Box.
4. a)Date of Birth: b} Sex: M 7. Current American Board of Medical Specialties Certification (See Table 2)
Code: S Code:
c) SS#: ,
. 8.Drug License Numbers, if apy:
5, a) Name of Medical School: 8) Federal (DEAY:

Tufts University School of Medicine b) Massachusetts:

b) Year Graduatcd:w?o ¢) Degree: M.D.

6. Specialty Code(s) (See Table 1)
Coide(s) Houss per Week in Mass,
GS Q Genera] Surgery
0

9. a) Other states where you are now licensed to practice {(Abbr.
) ygy are p (Abbr.}

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

10, List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). __ No affiliations.
Facility Code: __ 4 / v/ (AP) B 9% Facility Code:____/__ (AP) % FacilityCode:___/___(AP) %
Facility Code: ____ / _ (AP) % Facility Code:_____/__ (AP) % Facility Code:____/__ (AP) %

1£999, print name(s):




!
PRINT YOUR LAST NAME: _ |8 0O €. LICENSE NuMBER: 2 (0 ¥ 40
11. My medical maipractice insurance} is\overed by EQInsu:ance Carrier "] Letter of Credit
Insuter’s name, (Required): ‘?h W\O ‘\\)Db‘ Policy dates: From: /__/ To:__ /[ |

Alternatively, indicate as follows: | I am registering with Active status but I am not covered by medical malpractice insurance
because ] am; Check One: [JJ Not involved in direct/indirect patient care in Massachusetts [ A government employee.

(] Otherwise exempt Please explain exemption:

12. What is your principal work setti b7 (See Table 4) f S If you are affiliated with & healthcare facility or credentialed
for the provision of patient care yous must complete Question #10 on page § and list your affiliations.

13. Care of patients in Massachusetts (see instruction booklet). O L{ 0
1) Average weekly hours involved in: A) inpatient care b hrs/wk.  B)outpatient care hrsfwk

2) What is the approximate peltcentage of your patient care houss in primary care? [, %

PART A - QUESTIONS REFER O TO THE PAST TWO (2 ARS (SEE INSTRUCTION;
Questions 14 through 22 vefer to the period since vou sipned vour last renewa)l appllcation. Check either YES or NO tg each
question, Provide details on Forp R for all YES answers {except question 22). Refer to instructions for additional informatio
and definitions. ALIL questions In this section must be answered. Do not answer NA or the form will be omplete and dels
ygur renewal,

YES !!Ql
14. AIMS MADE (New or Pending): Has any medical malpractice claim been made against you that has not ’

yet been finally settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS (Resolved): Has any medical malpractice claim that has been made against you been settled, |

adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16, Has any lawsuit, other than & medical malpractice suit, which is related to your competency to practice medicine, _
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or l
otherwise resolved?

17. Have you been charged with any criminal offense? '
18. Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, health tare facility, group practice or professional society or association?

|

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied, {
restricted by, or surrendered to any state or federal agency? {

20. Have you withdrawn an application for a medical license or been denied a medical license for any reagon? )

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

22, CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? Yes [] No
[l CME Waiver. CME waiver forn must be submitted at least 30 days prior to license expiration date.
CME EXEMPTION: Check one: | [ Inactive status (J Residency/Fellowship training (See instructions).
See Instructions for CME waiver 71" exemptions. Do not submit documentation of your CMEs with application.

* Pursuantto G.L. ¢, 112, Sec 1A, T understand my obligations to report sbuse or neglect of children under G.L. ¢. 119, Sec. 51A
and the punishment for failure tg comply.

* Pursvant to G.L. ¢. 112, Sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicars fee schedule
amount.

¢ Pursuant to G.L. c. 62C, 49A, I certify that { have complied with all laws of the Commonwealth related to the filing of
Massachusetis state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. c. 62E; and withholding and remitting child support pursuant to G.L, ¢. 119A. (See instructions).

I hereby certify under the penalties of perjury that all information on this Renewat Application, Part B and FormR s true.

7)

Signature: __ v \-d ' pate: {1 /Y4 /O
YOU MUST SIGNAND INGL,UDE PART E i YOUR RENEWAL APPLICATIO
Board Regitlations require that you notlfy the Board, in writing, of any change of address

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.



Massachusetts Physician Renewal Application

License No.: 36890

Physician Name: Timothy J Lepore

Birth Date:

(Check only one) (See Renewal ]nsimcnons page 3. )

[ Active [ Retiring €3 Inactive [ Do not wish to renew

2) Addresses & Contact Inforuiation. Please confirm your addresses and make changes, if necessary. You are’
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Phone:
here 1o c}:ange this addre.s.r

¢) BUSINESS ADDRESS
VESPER LANE
NANTUCKET, MA 02554

/ l
'7'""’"‘
hone: (508)228-4 )/
] Check hete-m/j;ange this address

3) E-mail Address:

Business adf_igesses CANNGT lif‘q Post Ol‘ﬁce Box.. ._,_'Please make corrections (print)
1] MAILING ADDRESS\ 'z ‘7 . i N

57 Prospect Street e Maihng Address:

Nantucket, MA 02554 orn |
P otE g City/Town: State:
- ’
...... —— i Zlip: Country:

. *-tﬁ',-_*'ryu oF <
SN 'ﬁc"\'(“h\ﬂ" -

© =1 -Home Address:

City/Town: State:

Zip: Country:

Home Telephone: ( )

Home address cannof be a Post Qffice Box

Business Address:
City/Town: ' State:

Zip:- Country:

Busipess Telephone: ( )

Business address cannot be a Post Office Box

4) Fax Number: o !S 5! m ?Zf“’ OS‘OS

'5) Specialties (See Renewal Instructions, page 4.} Delete? Additional specialties:
General Surgery ‘ 0
0
0

fSee enclosed instructions and Renewal Instructions, page 4.)

6) Current American Board of Medical Specialtics (ABMS) or American Osteopathic Association (AQA) Information.

List Certifying Board(s) below:

Update General Certificates and Subspecialty Cerfificates
below, Please add additional Certifications as required.

L

4 foard Nagie . ABMS or AQA| Certificate/Subspecialty Correct? Delete?
Surgery ; ABMS Surgery B,_ a
7 O 0
O 0
@O

Page 1of 7
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Massachusetts Physician Renewal Application

Physician Name: Timothy J Lepore License No.:

36890

(See Renewal Instructions, page 4.)
7} Prug License Numbers, if any:

Please make corrections as necessary
8a) Other states where you are now licensed to practice {Abbr.)

a) Massachusetts: RI  MA .
b) Federal (DEA): . 8b) States where you were previously licensed (Abbr,) .
¢) Federai (DEA) XS: '

TE GOBL B0

—
9) What is your principal work setting®(See Renewal Instructions, page 4.)

Principal Work Sewting: Private Ofﬁca/ Change to:
Please enter the gpproxintate-number of work hours at your principal work setting: 3 5 !
. - o

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility {Admitting, Active, Courtesy,
Associate or Consalting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional

facilities on a separate sheet, if necessary.

Ne Affiliations [} Please enter the gpproximate number of work hours for each Health Care Facility below:
.ty - Staff Category Approximate
Health Care W Renewal Instructions, page 4.) Delete?| ¢ on Change # Hours per Week

Nantucket Cottage Hospixm_ Admitting

6.

mliwjiulin}inlis}is

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)

Average weekly hours involved in: a) inpatient care  _ 20 _ hrs/wk Changeto: _ hrsiwk
b) outpatient care  _40 _ hrs/wk Change to: hrs/wk

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

D/Insurance Carrier (complete below)

Current Insurance Carrier: ProMutual Group Change to:
Policy dates:  From Lfiflﬂ{)f To ' 1 22006
(required) .

[} Letter of Credit subject to Board approvél {attach a copy)

[l Government Employee Federal Tort Claims Act (FTCA)
[J Otherwise exempt (Please explain).

0 ram registering with Active status but 1 am not required to have medical fiability insurance because ] am:

EJ Not involved with direct or indirect patient care in Massachusetts

Page 2 of 7




Massachusetts Physician Renewal Application
Physician Name: Timothy J Lepore ' License No.: 36890

13} Do you perform any surgery in your office? (See Renewal Instructions, page J.) ~ Yes Ne
If Yes, please complete Form PCA-O "Ofﬁce Based Surgery”

/51 /80

In questions 14-21, the phrase "time period” refers to the following: all time from the day you signed your last a
license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5. %

You must check either YES or NO to each question. Provide details on Form R if you answer “YES™ 10 any questions. Refer to
Renewal Instructions for additional information and defipitions. ALL questions in this section must be answered.

YES NO =

14) CLAIMS MADE a
a) New: Has any medical malpractice claim been made against you during this time period, whether or
1ot & Jawsvit was filed on that claim?

b) Pending: Are there any uaresolved malpractice claims against you today, any claims that have not been’
finaily settled or finally adjudicated?

15) CLAIMS PAID
Has any medical malpractice claim against you (whether or hot a lawsuit was fi Ied on that ¢laim) been
resolved, settled, or adjudicated during this time penod"

16) OTHER CIVIL LAWSUITS -

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 lawsuits, other than medical malpractice claims, been filed against you
during this time period?

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

17) CRIMINAL CHARGES
a) Have you been charged with any cnmmal offense during this time period?

b) Arc there any criminal charges pending against you today?
c) Have any criminal offenses/charges against you been resolved during this time period?

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

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

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

22) CME CERTIFICATION:
a) Have you completed your CME reqmremem.s preceding your renewal date? ﬂ\’es [ Ne

b) Hf no, are you requesting a CME waiver?

[T} Check to request CME Waiver. A CME waiver request form must be submitted at feast 30 days prior to
your license expiration date. (See Renewal Instructions, page 8.)

<) If you are exempt from CME reguirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) 3 inactive Status [ Residency/Fellowship training

Page 30of 7
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Massachusetts Physician Renewal Application

and 1 understand the punishment for failure to comply.

2) 1 certify that 1 have complied with my obligations to report abuse or neglect of disabled persons pﬁrsuant toG.L.c. 19C,
sec. 10, and 1 understand the punishment for failure to comply.

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

4) 1 certify that I have complied with my obligations to report the treatment of wounds, bums and other injuries pursnant to
G.L.c. 112, sec, 12A.

5) 1 certify that T have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to
G.L.c. 112, 5ec. 12A 112,

6) 1 certify that 1 have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. ¢. 112,
sec. 5F, when | have a reasonable basis 1o believe that person violated any provisions of G.L. c. 112, sec. 5 or any Board
regulation. C

7) 1 certify that 1 have complied my obligations related to charging and callecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and I undersiand my obligations under G.L. c.}12, sec, 2.

8) I certify that 1 have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1
understand that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless | make these
certifications under penalties of perjury.

9} 1 certify that 1 have complied with my obligations related to the reporting of employees and contractors pursuant to G.L.
¢.62E, '

10} 1 centify that 1 havé complied with my obligations refated to the withholding and remitting of child support pursuant to
G.L.c. 119A.

11) I centify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. ¢. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and I understand that the Patient Care
Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

Under penalties of perjury, I declare that I have examined this renewal 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. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

)
-
:

Date: _ﬂ_l _(L/ _Q_(

—4
A COPY OF YOUR APPLICATION 1&) ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

ign
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Physician Name: Timothy J Lepore License No.: 36890
‘ PHYSICIAN PROFILE ‘@
& I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate. @
0 1have reviewed my Physician Profile and attached a copy of the Profile with corrections. 81
[ My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 10.) ;{S
CERTIFICATIONS
1) I certify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 51A, , 3




Massachusetts Physician Renewal Application
Physician Name: Timothy J Lepore License No.: 36890

s NATIONAL PROVIDER IDENTIFIER (NP1}
The primary purpose of the NPI is to uniquely identify health care providers as “health care providers™ in HIPAA standard
transactions. The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans,
government programs and health care purchasers for purposes of conducting these business transactions.

Under the final HIPAA NP1 Rule, all individual and orgamzanon covered providers will be required to obtain an NPI by
May 23, 2007,

In order for your Jicense to be renewed you must take one of the following actions:

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

QOption 2: Centify you have personally applied for your NP1 and you have not received it yet. Once you have received your NPI
Number, you must notify the Board. Please complete the NPI form at the Board's web site at www massmedboard.org.

-Option 3: Certify another anthorized institution has applied for an NPI on your behalf and you have not received it yet (supply
‘institution's name). Once you have received your NPF Number, you must notify the Board by completing the NPI form
at the Board's website (see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NPI on your behalif,

25 S0.61 /780

BLi

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

o e ([ OCO0CT]

[ | have personally applied for an NP1
1 have applied for an NP1 using a third party (enter name): L—QM&r A{Sﬁd ﬁ{-e,ﬂ (foliow instructions for Option 3)

[J Bychecking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NPI on my behalf.

HIPAA TAXONOMY COD

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

Taxonomy {Specialty) Code Taxonomy Description {Eﬂgtl .

Primary Provider Taxonomy: Im @ @ @ ‘ VI

Provider Taxcnomy: @@@mx GQL\QM ﬂ/ﬂﬂ‘(ﬂ/lcawrl/‘ﬂﬂncﬁ{u
Provider Ta?conomy: D D ED I___' D D D m :

NPI REQUIRED INFORMATION

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

Social Security Number;
State of Birth (if US): Country of Birth (if outside the US):
Gender: K Male °  [J Female

Penalties for Falsifving Information on the National Provider Identifier Application
18 U.8.C. 100} authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or
agency of the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material
fact, or makes any false, fictitious or fraudulent statements or representations, or makes any false writing or document knowing
the same 1o contain any false, fictitious or fraudulent statement or eniry. Individual offenders are sabject to fines of up to
$250,000 and imprisonment for up fo five years. Offenders that are organizations are subject to fines of up to $500,000. 18
U.S8.C. 3571{d) also authorizes fines of up to twice the gross gain derived by the offender if it is greater than the amount

specifically authorized by the sentencing §tatute
- t
Signature: J M\ Date: 4: ! {2/ 0f

PLEASE MAKE A COPY ‘ﬁ)‘F ALL PAGES DF YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES

Page 6 of 7




Massachusetts Physician Renewal Application

Physician Name: Timothy J Lepore, M.D. License No.: 36890
PART A
1) Current Status: Active Renewal Due Date: 11/07/2007 Birth Date:

If you want to change your current status, please check gne of the following boxes to indicate your new status:
Check only one: (See Renewal Instructions, page 3.)

Active O Retiring 3 Inactive O Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Business addresses CANNOT be a Post Office Box. . X
Please make corrections (print)

2a) MAILING ADDRESS

57 Prospect Street Mailing Address:
Nantucket, MA 02554

City/Town: State:

Zip: Country:

[0 Check here 1o change this address

2b)y HOME ADDRESS
) HEQENED Home Address:
City/Town: State:
UCT 3 0 2007 Zip: Country:
Phone: Boargl {‘}J, Rgg;s{rauon Home Telephone: (___ )
[0 Check here ro change this address edicine Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS Business Address:
Vesper Lane
City/Town: State:
Nantucket, MA 02554 Zip: Country:
Busi Telephone:
Phone: (508)228-4846 usiness Telephone: () ..
[ Check here to change this address _ Business address cannot be a Post Office Box

Correct your E-mail and Fax Number below:
3) E-mail Address:

4) Fax Number: (508)325-0503

5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
General Surgery (8
W
o

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.
(See enclosed instructions and Renewal Instructions, page 4.}

List Certifying Board(s) belaw: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Subspecialty Detete?
Surgery ABMS Surgery a
a
O
0

Page 1 of 7



| Massachusetts Physician Renewal Application

Physician Name: Timothy J Lepore, M.D. License No.: 36890
{See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are gow licensed to practice
a) Massachusetts: ‘ RI  MA
b) Federal (DEA): . 9} States where you were previgusly licensed
¢) Federal (DEA) XS:

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based prescribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetts Location State Delete?
{See above and description on page 4.} {City or Town) ’
Nantucket Cottage Hospital Nobdet mp G186 ‘( ]
0
O
0
0

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)

Average weekly hours involved in: a} inpatient care 20 hrswk Change to: hrs/wk
b) outpatient care _40_ hrs/wk Change to: 5 Q hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:

Insurance Carrier {complete below)

Current Insurance Carrier: ProMutual Group Change to:
Policy dates:  From J_/_B_J o1 To l / 3 / O 57
Type of Policy: @/ Claims made with tail coverage [J Occunrence Policy

(Enclose a copy of the certificate of insurance or the face sheet)

[ Letter of Credit subject to Board approval (A#tach a copy.)

[ 1am registering with Active status but I am not required to have medical liability insarance because I am:

Checkone: [ Not involved with direct or indirect patient care in Massachuseus
[0 A Govermment Employee under Federal Tort Claims Act (FTCA)

C1  Otherwise exempt (Please explain)..

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.) Yes No

If Yes, please complete Form PCA-O "Office Based Surgery" Form on page 8.

Page 2 of 7



Massachusetts Physician Renewal Application
Physician Name: Timothy J Lepore, MLD. License No.: 36890

In questions 14-21, the phrase "time period” refers to the following - all time from the day yon signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

YES NO

14) CLAIMS MADE

ay NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).

b} PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

15) CLAIMS CLOSED
Has any medical malpractice claim agaimst you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to 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 medical malpractice claims, filed against you during
this time period?

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

17) CRIMINAL CHARGES

a) Have you been charged with any criminal offense during this time period?

b} Have any criminal offenses/charges against you been resolved during this time period?

¢} Are there any criminal charges pending against you today?

d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any govemmental authority, health care facility, group practice,
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

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

19) Have your privileges to possess, dispense or prescribe controlled substances been suspended, revoked,

denied, restricted by, or surrendered to any state or federal agency?

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

. v.a
22) CME CERTIFICATION: E/
a) Have you completed your CME requirements preceding your renewal date? Yes [ No
b) If no, are you requesting 2 CME waiver? QYes [ Ne

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one) [ Inactive Stams [ Residency/Feliowship training
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Massachusetts Physician Renewal Application :

Physician Name: Timothy J Lepore, M.D. License No.: 36890 i)
PART C o
Check One: PHYSICIAN PROFILE :

I have reviewed my Physician Profile at hitp://profiles. massmedboard org and confirm that the information is accurate.

{Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

[l I have reviewed my Physician Profile and attached a copy of the Profile with corrections. i

[0 My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1) I certify that I have complied with my obligations to report abuse or neglect of children pursvant to G.L. c. 119, sec. 51A, and
understand the punishment for failure to comply.

2) I certify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C, sec. 10, and
I understand the punishment for failure to comply.

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

4) I certify that [ have complied with my obligations to report the treatment of wounds, burms and other injuries pursuant to G.L. ¢. 112,
sec. 12A.

5) I certify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. c. 1 12,
sec, 12A 1/2.

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.1. c. 112, sec. 5F,
when [ have a reasonable basis to believe that person violated any provisions of G.L. c. 112, sec. 5 or any Board regulation.

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

8) I certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and I understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless I make these certifications under penalties of

perjury.

9) I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L.c.11%9A,

11) I certify that 1 have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant to G.L. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 et seg. 1 understand that
the Patient Care Assessment (PCA) programs at the health care facilities where [ practice report certain Major Incidents to the Board.

12} I certify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
fegal entity to which [ have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. 12AA.

Under penalties of perjury, 1 declare that I have examined this renewal 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. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Crxmmal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: Date: lo ﬂ 0’}

MAKE A COPY OF Y({UR APPLICA T1ON AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FO YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Reelv
Commonwealth of Massachusetts Board of Registration in Medicine Y

Ten West Street, 3rd ¥loor, Boston, MA 02111 {617) 727-3086
http:/iwww.massmedboard.org

Physician Registration Renewal Application

Before proceeding,
need copies for credentialing and other purpe
green envelope 4 weeks before your renewa d.

i ] ocT 29 200
+ Remnit $250.00 for renewat fee. -J
+ Add late fee of $25.00, if necessary. Board of

Piease review carefully the fotlow:nginﬁﬂfwmfﬁ nd completeness. Make any corrections or

alterations as required.

[ll orm with attachments must be returned in the

th rr renewal application in GREEN envelape.
Enclose check with coupon in BLUE envelope.

1. Current Status: A tive Registration No.:3 4900 Renewal Date: |5,05m001
If you want to change your current status, plcase check one of the following boxes to indicate your pew status: (Check only one)
[ Active ] Retiring ' (see instructions) [ tnactive {see instructions) [7] Do not wish to renew

. . ) Please make corrections (type or print
2. Other Name(s), if any, under which you were licensed: © " (type or print)

Other Name(s):
3. A)Muiling/Busincss Address: Mailing Address:
Timothy 3 Lepore City/Town: State:

Zip: Country:

Business Address:

B) Home Address: City/Town: _State:
T 7 |zip___ Coumry: i
Business Telephone: { )
Home Address:
City/Town: : State:
' Zip: Country:
Home Phone: lome Telephone:  ( )
Business Phone; ; PLEASE NOTE: No P.O. Box addresses for bome or

(508)228-4846
‘ business addresses.

o ‘ 7. Current American Board of Medical Specialtics Certification {See Table 2)
4. a) Date of Birth: b} Sex: M g Code: . Code

1 88#: . .
¢ 8. Drug License Numbers, if any:

5. a) Name of Mcdical School: a) Federal (DEA):
b) Massachusets:

b) YearfEr'ajg ”&“3’ Sc'};%Of Mec&"ﬁ%ﬁrec 9. ) Other states where you are now licensed to practice (Abbr.)
G e e . -.....«le.
6. Specialty Code(s) {Sce Table 1)
Codels) Hours ver Week in Mass. b) States where you were previously licensed (Abbr.)
GS 0 General Surgery
{

10. Cusrent bealth care facilities at which you have completed the credentialing process for the provision of patient care. {Supply
the codes from Table 3 and place a check mark next to thuse health care facilities where you have admitiing privileges {AF).
Next to each facility, write the approximate percentage of patient carc hours that you provide in each facility).

Facility Code: _ Y/ _[ (AP) %D % FacilityCode.__/ (AP)___ % FacilityCode:____ _{ __ (AP) %
Facility Code: ____/___ (AP) % Facitity Code:_____ /__ (AP) ____ % Facility Code:_____/___ (AP) %

If 999, print name(s): 1




PRINT YOUR LasTNAME: L EPO RiE License sumper: (84D, _

1i. My medical malpractice insurance is covered by a) Insurance Camrier  b) [] Letter of Credit

Name of Insurer: (XU (Y\\.L‘\'\A a l Alternatively, indicate as follows:
\
[ am registering with Active status but | am not covered by medical malpractice insurance because I am {(check one)

a) [[] Not involved in direct/indirect patient care in Massachusetts b) [[] Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [ ] Yes M

13. A. What is your principal work setting? {See Table 4) \

B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care ﬂ_QJus/wk b) inpatient care &hs/wk
2) What is the approximate percentage of your patient care hours in primary care? %
PART A - QUESTIONS REFER ONLY TO THE PAST TWO {2) YEARS

uest] 14 through 22 refer to the past tw ears only. Check ej r N oT ch guestion. Provide

tails on Form R for all YES an xcent for question 22. Refer to the instructi klet for additienal information and
definitions, You muyst answer ALL guestions, or this form will.be returned to you and Your license renewal may be delayed,
Yee N
YES NO

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

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

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

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

" 18. Have you been ¢harged with or disciplined for any violation of faws, rules, by-laws or standards of practice of
any govermental authority, health care facility, group practice or professional society or association?

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency?

20. Have you withdrawn an application for a medical license or been denied a medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or

co-payment, or placed any condition related to professional competency or conduct on your coverage or have
you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by a

professional liability insurance provider?
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? B/Yes [0 Ne
[} CME Waiver requested (CME waiver form due 30 days prior to date of license expiratig‘ﬁ‘)' - [} CME exemption
See Instruetions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
Pursuant to G.L. c. 112, § 2, I will not charge to or collect from & Medicare beneficiary more than the Medicare fee schedule amount,

Pursuant to G.1L. ¢. 62C, § 49A, to the best of my knowledge and belief, 1 have filed all Mzssachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. N OTE: This applies even if you reside out-of-state or out of the United States.

*  Puarsuantto G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remisting Child Supponrt.
*  Pursuant to G.L. c. 112, § 14, I yill fulfill my obligation to report abuse or neglect of children as required by G.L . 119, § 514,

* [ hereby centify under the perfalties of perjury that ail the information on the Renewal Application and Form R is true.

Signature: Q , M \ f\/ Date: ,.I._O__J_Jj.f_m

YOl MUST SILN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations require that you notify the Roard, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAJLING.
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Caommonwealth of Massachusetts Board of Registration in M
Ten West Sireet, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext, 320

" Physician Registration Renewal Appllcaﬁor,/ A / //

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

The Board wﬁli charge & fee for each copy.

* Remit $250.00 for renewal fee. * Return renewal appllcallon in GREEN enveiopc

* Add lpte fee of $25.00, if necessary. * Enclose check with ez
Registration }40.: 36890 Renewal Date: 12/05/97
1. Activity Stf{tus: Mctive 7} Retiring  (see instructions) |
(Check anly dne) [7] Inactive *{see below) [1 Do not wish to renew BOARD OF REGISTRATION ‘
2. Other Name(s}), if any, under which you were licensed: ‘ Corre&&iﬂm
Other Name(s):
3. A)yMailing/Business Address:

) Mailing Address: o=y '
TIMOTHY J LEPORE, M.D,. City/Town: _ State:
VESPER| LANE _ T - _
NANTUCIKET . MA 02554 Zip: _ Country:

B) Home| Addressa : Other Address:
City/Town: State:
i Zip: Country:
Home; ( )
Home Phone: L
Business é’hone: (508)228-4846 Business: )

4. A) Date offBirth O 5o M Date of Birth (M/D/YY: __ / _/  Sex (M/F):
' ate ofjBirth: : oX: Lic. Issue Date (M/DIY): /| [ #:
B) Lic. Issie Date: 07/25/74 D) ss#: ¢ e L A —
Full Name of Medical School:
5. A) Name of Medical Schoo!:
Tufte iversity School of Medicine

B) Year Griaduated: 70 C) Degree: MD Year Graduated: ____ Degree (MD/DO):
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Mass.
Code(s) | Hours per Week in Mass, o
GS 0 Surgery, General -
If OS, Print Specialty:

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

Code: Code: Code: Code:
8. Drug License Numbers, if any: .

A) Federa] (DEA): ::::Sf_a’ (DEA):

B) Massa¢husetts:

9. A) Other states where you are now licensed to practice

Abbr:  RI MA Abbr:
B) States *\fhcrc you previously were licensed to practice
Abbr; Abbr:

{

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




PRINT NAME AND NUMBER: Last Name: _ L&POR £

10. A. Current health care facilities at which you have compteted the credentialing process for the provision of patient care. Supply the codes from
Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Facitity Code:__ % 4/ {AP) Facility Code: __ ___ 7 _(AP) Facility Code:______/_(AP)
Facility Code:_____ / (AP) Facility Code:_ _ / {AP) Facility Code:____ / (AP)
If 999, print name(s);

Registration Number: 36 ¥90

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

Facility Code: _____ Facility Code:__ __ Facility Code:__ ____ Facility Code:____ ___ Facility Code:______
If 999, write Name(s):
11. My medical malpracfice insurance is covered by a) / Insurance Carrier b) Letter of Credit

Name of Insurer: PRO mutuna bl

Alternatively, indicate as follows: [ am registering with Active status but | am not covered by medical malpractice insurance because

1 am (check one} a) Not involved in direct/indirect patient care in Massachusetis b) Otherwise exempt
Please explain exemption:
12, Are you currently in a post-graduate training program in Mass. as a resident or ciinical fellow? (check one) [ Yes m"ﬁ:—

13. A. What is vour principal work setting? (See Table 4) __[__ _i
B. Care of patients in Massachuselts (see instruction booklet).
1} Average weekly hours involved in: a) outpalient care _L[Lhrs/wk b) inpatient care _Z_Q__hrs/wk
2) What is the approximate percentage of your patient care hours in primary care 7 __é,_o__%

PART A

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

definitions.

IN THE PAST TWO (2) YEARS:; YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally settled or
adjudicated, whether or not a fawsuit was filed in relation to the claim? |

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

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine, or your
professional conduct in the practice of medicing, been filed against you or been settied, adjudicated or otherwise resolved? |

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

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

£9. Has your privllege to possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked,
denied or restricied by any state or federal agency? i

20. Have you withdrawn an application for 2 medical license or been denied a medical license for any reason?

21. Has any pmfessianal\liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or

placed any condition related to professional competency or conduct on your coverage or have you voluntarily restricted,
limited or terminated your insurance coverage in response to an inguiry by a professional {iability insurance provider?

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

] Waiver requested (waiver form due 30 days prior to date of license expiration). [} Training Program exemption

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

N
Signature 'ﬂ | \ I N7 Date: s Y 19z

-

T e — e i+ s ————




1. PHYSICIAN INFORMATION
. TIMOTHY.

19485.0000

AEPORE

Firit Nome e Sl{ﬁ'?t

Make changes]m name here

Mass License %#36890
License Status'AGﬂVE

|

Vesper Lang
Nantucket, 025564
U.B.A. |

(608) 228-4846

Make addresy correciions here: ... ...

II. EDUCA!}!ON & TRAINING

Tufts Univémity._ﬁsl}ee!.9?..154%9?.9?.99....‘...........‘........

“Medical Sc}iooll

First lssue Date _ 07/26/74......

Hospital Affiliation
Nantucket Cottage Hospital

Make QHY COrPECHIONS 10 GBOVE BOTE! oo oot rememeee e st

Licenses Held in Other States:
Accepling New Patients? [Jyes [ No

................ Accept Medicaid? [(IYes [INo

{Please correct as necessary)

MD 70

Make correctians here

Rﬂwdpnr'v."mymm(ﬂ

Residensy Propram(.r) e e et

Rewdency!’rogmm(s)

I, SPECIALTY
Primary Spccia{ty: Surgery, General

Secondary Spez?lialty:

Make any mrrTetiom here:

i
{
f

Board of nkglstration In Medicine

Ao

Start A

Start

BOARD CERTIFICATION
Certifving Board Name: Board of Surgery

Certilying Board Name:

Make any corrections here:

Physician Profile



‘ 19485.0000

4

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

Nature Date Board Action

|
|
E
V. I J INE
i Hosgpital Date Disciplinary Action

i

[

V1. CRIMINAL CONVICTIONS
The Boarg of Registration is unable to obtain accurate data for this category at the present time, This information will be
included when the court system is fully computerized. Please list any ctiminal convictions. Include conviction date and nature

O O D O e s ettt e e e

J

VII. MALPRACTICE . .
1 No. of Years in Practice; #
Details of|claims paid for Dr. LEPORE

Dme.._.._sz.l._ﬂaz_....,......... Amount Paid 143000.0000_ Basis for Complaint  Improper Choice Tx

pate” | " Amount Paid Basis for COmplAing = et s
Dale__“_____l. __ Amount Paid Basis for Complaint =~
Date......|.. . Amount Paid | Basis for Complain(
Date.“....hl.,..,. . AmountPaid . Basis for Complaint

Date....l e Amount Padd Basis for Complaint .. ...

|
VIII. PHYSICIAN HONORS & PEFR-REVIEWED PUBUICATIONS

Please enter any peer-reviewed publications to which vou have contributed and any awards for community service or
professional recognition you have been given.

E Awards, Honors Publications

|
. .,.}...-¢.....;...-.»».-A.,...........‘....—.-......,......u..y.......,,...,.,..................”.,.---n

, Note: Please roeturn the survey in the enclosed envelope to:
! Atlantic Associates, Inc., 8030 South Willow Street, Manchester, NH 03103
|
|
Board of Registration in Medicine Physician Profile

R e e e S e e



‘-‘ Commonwealth of Massachusetts Board of Registration in Medicine

.| Ten West Street, 3rd Floor, Boston, Massachusetts 02111
. 1993-1995 Physician Registration Renewal Application

e

Registraiion No. . LST% . g Renewal Date 1;?‘; Fee Correction of Malling Address:
Miiling Address: - Addross (Mailing):

;L\;-j?’-{‘ﬂ’ i'E_LPChL,! el a C-“yrrown:

\’--;!f_r{,i—ﬁl‘*-- Sm{e:

quIuifET, G4 2554

Country Code (See Table 1):

ppr——

e b e

Directlons: ﬁtnple check to bottom of form, Add late fee Enecessnry.
* Questions {8 include information from Board files. Pleasc correct as necessary in the boxes

provided an the right hand side of the page.
+ Before

ing, pleasc read the instruction booklet. Some questions are optional.
» Make & copy of this form and all attachments for your own records - you will need copies
for credentjaling and other purposes. The Board will charge a fee for each copy it provides.
* Enclose the $250.00 renewal fee by means of a cenified check, money order or personal check made

payable to the Commonwealth of Massachusetts.

Pre-Printed Information
1. Other name}(s). if any, under which you were licensud:
|

2. a) AddresJ (Home):

b) Addmsaf (Business):
ootk LANS
LATLRIT, A

|

3. Date of Bigth: Sex: 1
Lic.Issue Date: J7/ 49774 SS#: - -
TelephonejNumber:
Home

TEG IR

Business

J (202204 Lby

4, Name of Medical School: .
Tutts University icnool of deudicine

Year (\Lraduated: 75

5. a) Other sjrmzs where yt'm are now licensed to practice (Abbry: R 1

Degree: ¢i0

b} Staes where you previously were licensed to practice (AbbrY:
f
6. Specialty Code(s) (See Table 2):
Code, _Hours per Week in Mass.

[T Leneral

| 4 SUPyRrys
i v
Y

]
7. a) i you cT: currently American Specialty Board Certified, enter Codes:  (Sec Table 3)

e: 3 Code:

b} If you plu'eviously were Ametican Specialty Board centified, but are no Jonger,

please ¢nier codes of prior centification: (Sec Tabie 3)
: Code:

a) Federal (DEA)

b} Staic (MA)

8. Drug Li Number(s}, if any:

i
9. Thave co:fnpletcd my CME requitements in the two years preceding my renewal date:  Yes 47 No, waiver requested

Corrections of Pre-Printed Information

Namec: I,
Address (Home): A
City/Town:
State: Zip:
Country Code: i 999 print Country:
Address (Business):
City/Town:
Country Code: 11 999 print Country:
Date of Birth MDY e . Sex (M/R):
Lic. Issuc Date M/D/Y ). __/ ___ L = SS#
Telephone Number:
Home: () Business: ()
Full Name of Medical School:
Year Graduated: Degree (MD/DO):
MA
Code Hours psr Week in Mass.
If OS, print specialty:
Code: Cuxde:
Code: Code:
Fedcral (DEA):
State (MA):

You must{fill cut a separate Waiver Form. 'The waiver must be granted by the Board before your Heense will be renewed. See instructions for

CME requirements. Do not submit documentation of your CMEs with your renewal application.
|

R

I Staple Check Here

-, Ld




PRINT NAME AND NUMBER: Physician Last Name: L2 fOR < Registration Number; 3¢ g 2 O .

10. Actlvity Status: I am applying to be registered with the following status: Active ...V: Inactive -

* I'hereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts,

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER K or () LETTER OF CREDIT, If applicable, check one.
ListInswrer: . qe(W T UNDCRR WRTeRS o€ /iS5
Alternatively, indicate as follows: 1 am registering with ACTIVE status, but I am not covered by medical malpractice insurance because I am
(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS:__...... (i) OTHERWISE EXEMPT: eeem—
{State how otherwise exempx):
12. Current Health Care Facility Affiliations. Supply the codes from Teble 4 and place & check mark next to those facilitios where you have

admitting privileges (AP)
Facility Code: ____ _,f !/ e (APY  Facility Code: s e . /e (AP) Facility Code: ./ .. (AP)

Facility Code: s o [ e (AP)  Facility Code: s e e [ e (AP) Facility Code! s mee . | o (AP)
If 999, print namne(s):
Additional hospitals at which you previously held privileges and other health care facilities with which you were sssaciated in the past 2 vears.

(See Table 4.)
Bacility Code: o - . Facility Code: . ____ Facility Code: o o . Facility Code: .o Facility Code: . oo

H 999, write name(s):

13. Are you currently in & post-gradnate training program in MA as a resident or clinical fellow? Yes ___ NO.__..‘../ (Check one)

14. a} What is your principal work setting? (Seec Table 5) 1 _£,

b) Care of patients in Massachusetts (MA} (See instruction booklet.) O
i} How many hours per typical week are you currently involved in owpatient care in MA? hrs/wk in MA
ii) How many hours per typical week are you currently involved in inpatient care in MA? _3& hrsfwk in MA

Questions 15 through 23 refer to the past two vears ghly, Check e.;ther YES or NO (NOT N/A) to each qm:surm
Provide details on Form 15A for all YES answers. < 0k

IN THE PAST TWO YEARS:
Y8 NQ

15. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in relation to the claim? ...

16. Have you been charged with any criminal offense, other than a minor traffic violationT.......o.ececoeeovevscensceensens

17. Have you formally been charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional society or assOCIALIONT......coweerosisessroreersons wieernns

18. Has your privilege to possess, dispensc or prescribe congrolled substances been surrendered to or suspended, revoked, denied
or restricted by any state of federal 8EENCY? . ivcvesriccense e s e eresnas et O

19, Heve you withdrawn an application for o medical Yicense ¢ * - denicd a medical license for any reason? .....oeoeecrereenens
20. Have you had eny menta! illness which has impaired your ubility to practice medicine or to function as a sudent of medicine?
21, Have you had en organic iliness which has impaired your ability to practice medicine or to function as & ssudent of medicine?

22. Are you now, or have you been in the past two yesrs, dependent upon Aloohol of Grags? ..o vesemsssnnmnsmsscs e sessaasessons.
23, Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage?......

+ Pursuant to G.L. c, 112, sec. 2, 1 will not charge to or collect from 8 Medicare beneficlary maore than the Medicare reasonable charges.

+ Pursuant te G.L. c. 62C, sec. 49A, ] hereby certify under the penalties of perjury that, to the best of my knowledge and belief, 1 have
filed all Massachusetis state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies even if you
reside out-of-state or out of the country.

+ I hereby certify that I will fuiflll my obligation to report abuss or neglect of children pursuant to G,L. c. 119, sec. S1A,

+ I hereby certify under the penalties of perjury that all information on this form and Form 15A 1Is true.

Signanure: M Y‘DL-()!(LP';{ /%9 : Date: /240




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111

\. sx‘fr 1991-1993 Physician Registration Renewal Application ™ ** *
Reglstration No. tus Fee Renewal Date For Office Uss Only
36390 ACTIVE 8150 12/05791 MR. d
OrJ TIMOTHY J LEPORE Pr. — e S S S
VESPER LANE g’;‘- L — _*1.,..’._;.___
NANTUCKET, MA 02554~ : :
DE. A
| ENTERED NOV2 2
Directions:

« Questions 1-7 inclyde information from Board Hes/ AR
» Before procesding| plaase read the instruction by ’i’
« Answer all non-optional questions complataly. 4

& correct It as necessary,

which questions ara optional.)
gt 0ive health care faclities copias for credontialing purposes. The Board charges

$3.00 pius pos
+ Enclose the $150.¢ by gitsenal ohack made payabls to the Commonwaalth of Massachusetts.
Aotivity Status: J W
| am applying to ba ;F:lsterad with the follo é 7, fve
| harsby fy that if requesiing Ins g J bdlcine in Massachusstts.
Pre-Printed lnl‘ormnT\hn Corroctions of fre-Printed Information
1. Other Name(s), # any, under which you were licensed:
2. a) Adedrace (Hamp): Address:
City/Town
i State: Zip:
. Country Code:; (it 899 write Country):
2. b) Address (Business). Adklress:
VESPER LANE Ciy/Tewn!
Stata: Zip:
NANTUCKET, |MA 02554~ Country Code! (if 289, write Country):;
3. Date of Birth: s M Dats of Birth (M/O/Y): / / Sax (MF):
Lic. Issue Daw:¢ Fr25/74  SSNK - - Lic. lssue Date(MD/YY: ____ /  f _ SSN#
Telephone Number:
Home Businesg Home: ( ] Business: { )
{508)228~4844
4, Medical School CodeMAQQO7Y  Year Graduated?7 S  Degree: MD School Code:; Yoar Graduated; Degres (MD/DO);
N of : i 96003, write Schoof;
Tufts Unjversity Schoocl of Medicine

&. a) Other States where you are now licensed to practice (AbbAR I MA

b} States where you previously wera licensed to practice (4bby:

6. Spacialty Code(s) (See Table 3):
Code  Hours oer Wepk in Mass.
53 0 Surgery, General

7.a) Are you Amerigan Specialty Board Cartified? (Y/N)N
Code: 3 Zoard of Surgery
Code:;

7.b)

8. DPrug License Number(s} (if any) [optional]: a) Federal (DEA).
¢) State (MA) #M

9. lhave oompk;t‘Td my C.M.E. requiraments in the two years preceding my renewa/ date:

e mrvrew v s me—— s———

Codo Hours pet Wegk in Mass.

[P

If OS, write spacialty:

i YES, Enter Codes:
Code:
Code:

b} How many DEA nos. do you have? t

Waiver Requested

{You must fill oyt a separate Walver Form. The weiver must be granted by the Board before your licanse wifl be renewed.) Sae Instructions for CME

requirements, Do not submit documentation of your CME's with your repewal appilcation.
0M - 9/80 - PE13871

| For Cffice Use Only: Waiver Granted. Data: / ! ]




FILL IN NAME AND NUMBER:

Ppysicinn Last Name: lepare RegstrationNo. 4 6. 8.9 .0
10. My medical malpractica insurance is covered by {a) INSURANCE CARRIER___YX_ _or (b}LETTER OF CREDIT______. Ifapplicable, check one.
List Insurar; JUA

Altematively, indicate as follows: | am registering with ACTIVE status, but | am not covered by medical maipractice insurance because | am (Check one}:
{i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE; (i) OTHE RWISE EXEMPT;

(State how otherwise exampt)__
11.  Current Hospital Affiiations (Suppiy the codes from Table 5 and place & check mark nex! to those facllities where you have admitting privilages (AF).
Fecility Code: __4 4 /1 (AP) Facolity Code:_____ / (AP} Fadlility Code; __ ____/__(AP)
Facility Coda: ______/_ (AP} Facility Gode: _____ _/__(APL+" :'; Facility Code: _____/__(AP)
if 999, write Nama(s): - A
mug_r%}:ogp!wls at which you previously heid privileges and olher Hea!th C actiiti you wera assaclated (n the past 4 years.,
Facility Codo__ Facilily Code: ___ __. Fadility Code: __ __

It 989, writa Name(s):

12. Post Graduate Training in Massachusetis {MA} {See instruction booklet.)
a) Are you cumrently in a post-graduate training program in MA ae aesident or dlinical fellow?  Yes No__ X {Check ons.)
b) if you are Ina MA program, are you & ) Resident li} Clinlca Fellow____ oriif) Ressarch Fellow___? (Check one.)

¢) How many houre per typical week do you spend In this MA post-graduate training program? hrs.jwk, In MA,
13. Care of Patients in Massachusetts {MA) (Sgg instruction booklat.) i

&) How many hours per typlcal week are you currently involved in outpationt care in MA? hrs.fwk. In MA,

b) How many hours per typical week are you currently invalvad in inpatient care in MA? hrs.wk. in MA.

14, Principal Work Satting.
8) Whatls your principal work setting? (See Tabis 6) [_5

Quoulon- 15 thmugh 2 ra!er to the QSLMML only. Chaok either YEB or NO (not N/A) \o sach question. Provide detalls on Form 15A.

Yor Mo
15, Has any pending or new medical malpractios claim bean made againet you (whather or not a lawsuit was filed in relation to the claim)?.....

16, Have you bean & defondant in any pending or new criminal proceeding other than a minor tratfic offense?.......ccvv i

17. Ara any formal disciplinary charges pending or has any disclplinary action (as defined by Board regulations--See Instructions) been taken
against you by any govsmmentai authomy hospital or other health care faa!rty. or proless!onat madical association (intemndonai national,
state or incal)?.... - e tierenenetent e e s a beanaen srat tass e s R raren et

18. Has your privilege to posssss, dispensa or prescriba controlled substances been suspended, revoked, denled, restricied, surrendered,
or have you been called before or bean warned by this state or any other jurisdiction including a faderal ageNcY ... ...

19. Have you withdrawn an application for & medical ficense or been denied a medical ficense for any rBABONT.......cver e iisseciitisinsscrsneins,
20. Have you had any mental ilinese which has impaired your ability to practice medicine or to function as a student of mediclng ...
21, Have you had an oiganic ilness which has mpairad your ability to practice medicine or 1o function as a student of medicine?......c.ciuivnrne

22. Are you now, of have you baan in the past four years, depandant upon alcohol Or 8rugB?..... .. s i s

Pursuant to M.O.L ¢.476, | wili not charge to or oollect from & Medlvare benefiplary more than the Medioare reasonable charge for my services.
Pursuant to M.G.L. c.62C asc.48A, | certify under the penaities of perjury thei, to my best knowledge and baelief, i have fled any Massachusetls atate
tax returns and paid any Massechusetis state taxes, thet ere required under law. NOTE: This applles sven If you reslde out-ol-state or ou of the
country.

| cartily that | wiil fulflii my oblgation te report abuse or negleot of chiidren pursuant to M.G.L. ¢.110 sec.51A.

| hereby cortify under the penaliles of poerjury thet all information on this form and Form 15A 1s true.

Signature: 4/\/‘/\% \J*/;f' / Q!/\/\ pae_(( /2




| Commonwealth of Massachusetts Board of Registration in Medicine
; Ten West Street, 3rd Floor, Boston, Massachusetts 02111
I 1995.1997 Physician Registration Renewal Application

B

Registration No, Status

Fee RenewalDate  Late Fee

__ 3 $25000 12/05/95  $25.00 Cortectlon of Malllug Address
Malling Address: Address (Mailing):
TIMOTHY J LEPCRE, M.D.
VESPER LANE City/Town:
NANTUCKET, MA 02554 State:
Country:

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

» Failure to anew in a timely manner will cause your license to lapse and may affect your
abliity to practice medicine in the Commonwealth. (See enclosed letter).

« Add late fee if necessary,

» Make a copy of this form and all attachments for your own records - you will need copies for
credentialing pnd other purposes. The Board will charge & fee for each copy it provides.

+ See instruotions on destachable coupon at botiom of this page.

Pre-Printed Ipformanon ' Correctlons of Pre-Printed Information

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

2.Home Address: Address:
City/Town:
State: Zip:

[ Country:
3. Date of Birth: Sex: M D.am of Birth (M/D/Y):  wocdcdmmens  Sex(M/FY
Lic. ]ssuu ate: 0 7 /2 5/74 SS#: - - Lic. Issue Date (M[DIY): ——-L-——L——-n- Ss#:
. Home: ( ) Business: {( )
(508)228-4846 Full Name of Medical Schock:
4. Name of Medical School:
Tufts University School of Medicine
Yewr Graduated: 1970 DegreeMDDOy M D
Year Graduated:7 S Degree: MD ’

5. &) Other stgtes whers you are now licensed to practice (Abbr): RI MA
b) States where you previously wore licensed to practice (Abbr):

6. Specialty Qode(s) (See Tabls 1): Code, Hours per Woek in Mass.
Code Hours per Week in Mess, N E—— d——

Gas 0 Surgery, General I OS, print specialty:

7. If you are ¢urrently American Specialty Board certified, enter codes; (Sea Table 2)

Cade: 8 Code: Code: Code:
8. Drug licenbe number(s), if any: 4y Rederal (DEA) Federal (DEA):
b) Meassachusens Mass:

9. Activity Status: Tam ipplying to be registered with the following status: ACTIVE _..[ INACTIVE .
* Lhereby certify thas if requesting Insetive status, X will not practice medicine, including writing preseriptions, in Massachusetts,




PRINT NAME AND NUMBER: Physician Last Name; L 5 PoR Registration Number: 2‘: ¥ j 0

10. a) Current health care facility(ies) at which you have compieted the eredentialing process for the provision of patient care. Supply the
codes from Table 3 and place a check next to those facilities where you have admitting privileges (AP).
Facility Code: L (APY  Facility Code! s e s [ e (AP) Facility Coe! mme e e /e (AP}

Facility Code: e e / (AP} Facility Code: e e | e (AP) Facility Code: v vee caa /s (AP)

If 999, print name(s):

b) Additional hospitals at which you previously held privileges and other health care facilitics with which you were associated in the past 2 years.
{See Table 3)
Facility Code: e o e Facility Code: s e v Facility Code: . Facility Code: e .. . Facility Code: o o
If 999, write name(s):

11. My medical malpractice insurance is covered by (a) Insurance Carnier / (b) Letter of Credit  ____ If applicable, check one.
List Insurer: RO MuTvAL.
Alternatively, indicate as follows: I am registering with ACTIVE status, but ] am not covered by medical malpractice insurance because I am
(Check One): (i) Not involved in direct/indirect patient care in Massachusetis: ——08H (1i) Otherwise exempt:
State how otherwise exempt:
12. Are you currently in a post-graduate training program in Mass, as a resident or clinical fellow? Yes ... Ne _[ (Check one)

13. 8) What is your principsl work setting? (See Table )  _I_ _&_
b) Care of patients in Massachusetts (See instruction booklet.) .
i) How many hours per typical week are you currently involved in oufpatiens care in Mass? -ﬁ. hrs/wk
il How many hours per typical week are you currently invelved in inpatient care in Mass? 2L hrsiwk
c) Approximately what percentage of your patient care hours are in primary care?
{See instructions for definition of primary care.) k_o_ %
Questions 14 through 24 refer to the past two years nnly Check either YES or NO (NOT NIA) to each qucsuon Provide details on
Forms R-1 arxi R-2 for all YES answers. Re lon boak ! g O £

{ IN THE PAST TWO YEARS: | YES NO

14. CLAIMS MADE: Has any medical malpractice claim been made against you which has not yet been ﬁnally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? ... vicerscciinciennies

15. CLAIMS RESOLVED: Has any medical malpraciice claim against you been settled, ad judlcalbd or otherwise resolved,
whether or not a lawsuit was filed in relation to the claim? .....civennens
16. Has any lawsuit, other than 4 medical malpractice suit, whxch is nela(ed 10 your competency to pmctwe medicine, or your pro-
fessional conduet in the practice of medicine, been filed against you hy a patient, or been settled, adjumcated or otherwise
tesolved? i iR s enRe A e s R bR e R AR e r e - - vt e bans
17. Have you been charged with any criminal offense, other than a miner lraffic vmlaxmn?
18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional sociely or association? ... o
19, Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or sugpended, revoked, denied
or restricted by any state or federal agency? .. SR vtriins
2(. Have you withdrawn an application for amedu:nl ]weme or been deme.d amedxcal license for any reason? ...
21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you veluntarily restricted, limited or terminated your insurance coverage in response to an inqui:y by a professional
liability insurance provider? ..o Voeshend b b barerbas bt bAoA b ARb LS b b s e
22. Hava you been diagnosed with or do you have & medwal condmon which limits or impairs your ahlhty 10 practice medicine? ..
23, Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice? ............

24, Have you valintarily modified or otherwise limited your scope of practice of medicine for any reason other than a medical
' condition? .. e sttt es R

; 25. 1have comp]eled my CME requiraments in the two years ptecedmg my renewal date Yes _.4 No, waiver requeswd
No, training program exemption (zee instruction booklet).
If requesting a waiver you musl fiil out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentaton of your CMEs with your renewal application.

» Pursuant to G.L. c. 112, sec. 2, I will not charge to or collect from a Medicare beneficlary more thap the Medlcare reasonable charges.

+ Pursuvant to G.L. c. 62 C, sec. 49A, I kereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,

I have flied all Massachusetts state tax returns and pald all Massachusetts state taxes that are required under law. NOTE: This applies
even [f you reside out-of-state or out of the United States.

« Pursuant to G,L. ¢, 112, sec. 1A, I hereby certify that I will fuifill my obllgation to report abuse or neglect of children as required by
G.L.c. 119, sec. 51A.

» I hereby certify under palns ang penalties of perjury that all information on this form and Forms R-1 and R-2 s troe.

Signarure: ﬁ Date: _LL_LM{
s~ L




BOARD OF HE{SISTRATI{-)N IN MEDICINE SEE REVERSE SIDE
YOU ARE REQUIRED TO COMPLETE THE QUES-

TEN WEST STHEET SQC. BEC.
BOSTON, MASSACHUSETTS 02111 o NN s D | I APPLICATION. (SEC THE ENCLOBED INSTRUG.
r
RENEWAL APPLICATION I RO ANBAERED “YES" TO QUESTIONS 15
1987-1989 N - THROUGH 24, YOU MUST CHECK THIS BOX: [ ]
e ™ PLEASE USE THE ENCLOSED RETURN ENVELOPE
LICENSE NUMBER PAY THIS FEE | DAYETOBERENEWED b ) oppppg THIS APPLICATION MUST BE SIGNED
ConE e REGISTHATION NG, AMOUNT wo | oa [ A NOTE! AND RETURNED WITH A $100 PAY-

: MENT. ACERTIFIED CHECK OR MONE Y
4 ! G $100 S S T A ORDER (S PREFEHRED. PERSONAL
CHECKS ARE ACCEPTABLE.

7 & PAYABLE TO:
: COMMONWEALTH OF
MASSACHUSETTS
TEN WEST STREET, 2nd FLOOR
BOSTON, MASSACHUSETTS 02111

1 PLEASE PRINY ANY NAME OR ABDRESS
CHANGES BELOW

YOU MUST READ THE INSTRUCTIONS ENCLOSED WITH THIS FORM TO A SWEH QUESTIONS 1-26.

1. Print Nama: (T Hy 1 L s d 2. Date of Birth: _ e = e
o J MONTH DAY YEAR

3. Medicaf School: S M.D.? Q’D 0.7 (Chatk One)

4. Country whara Mpdical School located: L) . S : 5. Dale of Graduation; J qq 5

&. American Specialty Board Ceartifieg? [Chack if yas.)

eA/ __(120AR]) S u REeky
s Y RC\.P R;{ 8. Principal work setting: M.a Sﬂm
) 10. Principal buslnas;ddress: NIMTUC ‘QT- Cvé J ¢ ﬂ"ﬁ

¥. Principal Special

8. Home address: 1

-

-~ i
11. List all hospitals 4t which you have currently effective privileges.

A AL R He 5 PTHC Rose/{ Wyt esBm

12. List all hospitais 8t which you have held privileges in the past 20 years 5
AL

13. States other than]Massachusett$ in which you are presantly licengad o praclice:

14. List any other sta}as whare you ware praviously licensed to practice:
YES NG

15. Has any medical malpractice cldim been made against you in the last ten years {whether or not a lawsuit was filad in relation to the claim)?

16. Have you, a! any lea, besn & défendant in any criminal proceeding othar than minor teaftic offenses?

t7. Are any formal disciptinary chaiges pending or has any disciplinary action been laken against you in the Iast ten years, by any governmental
authorily, by anyhospital or hedth care facility, or by any protessional medlcal assoctation {international, national, state or local}? -

18. Has vour privilegh to possess, dispense or prescribe controfled substances aver bean suspended, revokod, denled, restricted, surrendered,
or have you been| called betore or warned by this state or any other jurisdiction including a federal agency, at any ime?

19. Have you ever wijhdrawn an application for medicat licensure or bean denied a medical license for any reason?

20, Have you aver had any mental |§Inass which has impairad your abifity to prectice medicine or lo lunction as e student of medicine?

21, Hav# you ever halj &N organic |||nass which has impaired your abllity to practice medicine or 1o function as a student of medicine?

22. Are you now, or have you been|in the past, capendent upen alcohol or drugs?

23. Have you ever, Idr any reason, ipst American Specialty Board Certification?
24. Have you been gpnisd recertification by one or mare specially boards?
If yes, which onefs)? —

ulrements in the two years ending on the renewal date as tolfows: // = /?g? (/(5.4 CE 4 IJ,

26. | am &n active Ea/inactive EW practitioner. {Check One.}

26. | ave completed|my C.M.E. reg

| HEREBY CEATFY YNDER THE PEMALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE.
PURSUANT TO CHARTER 476 OF THE ACTS OF 1985, { WiLL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASCN-
ABLE CHARGE FOR MY SEAVICES

PURSUANT TO M.G.L. ¢. 62C, § 494, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT I, TO MY BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL STATE TAX
BETUANS AND PAID|ALL STATE TJLXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU BESIDE OQUT-OF-STATE OR OUT OF THE COUNTRY.

/YN’V-& = :‘::::)
DATE. /f/?—?jéj

{5ee Reverse Side)




i *
~.! Commonwealth of Magaschusetts Board of Roglstration in Medicine

Ten West Strest, 3rd Floor, Boston, Massachusetts 02111 0 2 0 1 G g
1889-1991 Physlcian Registration Renawal Application, Page 1 of 2

. Maka a copy of thig|

h:
rd 4
Reglstration No. Status Feo Renewal Date
E . 5}& =. .
(R e £
’ imporiant: ,J
. Read the accompanylng instructibns in thelr entirety before compieting i rtant task 1o an employes, as falsa statements on this
form can resuft In qiscipiinary aqtion.

ANSWSS
af gusstiond {front and back of form) complataly-it is the Board airaady has the Information.

fication at tha botiom of page ona gnd filf in the number of ig In the paragraph above the signature.

form and all gttachments for your own recorda—-you must give hosplials and cther health care facliities coples for cradentialing purposes.

. Enclose the $150 mnewal fee by ineans of a certified check, Money arder or personal check made payable 1o the Cammonwealth of Massachusetts.

1. a) Name {(LAST:)

Leppre RSt Timothy AMLOT A,

1. b} Other Nama )| if any, that ybu were evar |icensed under:

2. a} Address (Malling):____Vesper Lane

2. b) Addaress (Homag):___

2.¢) Addrass (Businpss); Ve;[l;er Lane

NaEucket Massachusetts 02554

asgachusetts. (2554

2.d) Telephone (Bupiness); (_ 508)  22B-4846 Exiension 2.¢) Telaphone (Home) (Optionalli (___ . . _
3 Date of Birth (MOYDA/YR): 4. 5ox: MALE_y FEMALE 5. Sociaf Security No. (Optionali __ _ ~__ ~_

6. 8) Medica) Schao] Code (See frh/e 7 1MADO7 1 89958, writs Name:

&, b} Year Gracuatsf:_ 1870 6.c) Degree: MD.X_ DO

6.‘d) Country: U. Canads Code if Othar (See Table 2); I 899, write Nama;

7. Wark Setting (Cirgle and indicale Percent(%) of Practice Time): )
10 FHospital _;;!) % 15 Privats Offica h!) % 20 Paninership/Group Practice %

* 25 Ciinie i % 30 Meniat Health Center % 35 Nursing Homa %

40 HMO Faaiijty ] % 45 Educationai Institution % 50 Medical Soclety %
55 Govamment Faclllty | % 80 Plant/Commercial Setting % 98 Cther %

8. Professional Actiyity (Circle anff indicate Percant{%) of Professional Time): 8. b) Mass. Lic, Issue Date
10 Rasident gr Fellow % 20 Practioe Involving Direct Patient Care % (588 your wall gertificate)
30 Adwiniedtive Acihitle A4 % 40 Msdical Teacking A (MO/OA/YRY T /25T lf
50 Madical Research % 9% Other %

9. Speclalty Code ¢See Table 3)3GS _ __ Percentof Practice Time:_50 %  Speclaity Cade: _ ___ Percent of Practics Time: %

# 08, spacify:

10. 8) Are you Amefican SpacIB1T Board Ceriified? @/N) __ {0, DY IFYES, circle which Board{s}:
Al Board of Aliergy &jimmunociogy Wi Board of Nuclear Medicine PS Board of Plastic Surgery
A Boarti of Anesthegjology oG Board of Obatelrics & Gynecology PM Board of Prevantive Madicine
CRS  Boant of Colon & Rectal Surgery oF Board of Gphthalmology PN Board of Peyshistry & Neurology
D Boaryl of Dermatology 08 Board of Orthopedic Surpery A Boasel of- Radislog
EM Boardl of Emergercy Medicine (o1 Board of Qtolaryngolcgy S Board of Surgery
FP Board of Family Pfactice PA Boerd ot Pathology T8 Board of Tharatlo Surgery
L] Boarp of Internal Madieina PE Board of Pediatrios U Board of Urology
NS Boary of Neurological Surgery PMR  Bosrd of Physlcat Medicine & Rehabllitation

11. &) Hospilais at which you haye gurrenily effective privileges and other Health Care Fadllities with which you are associated; Persent of Practioe Tima at each,
(See Table 4.
Facllty Codd: Q44§ % FacilityCode: ___ % Faclllty Code: ____ %
Facillty Codd: __ | % Faclity Code: | % Facllity Code: _ %

¥ 893, write Tama(s):

11. b) Additional Hospitals at which you previoualy held privileges and other Health Care Facifitles with which you were sssociated in the past 10 years.
(Sea Table 4
Facllity Cod¢: Facllity Code: __ Facility Code: __ Fecliity Code: ____ Fachity Code: _
I 230, write Blarme(s): | T spl Pro

! heraby certily that lf requasting INACTIVE status, J will not practice medicine in Massachuselts.

Pursuant to M.G.3

Fursuant 1o M.G.}
rsturns and pald

| hereby certlly u

. 0475, | wiilinot chargs to or tollect from a Mediosre beneficiary more than the Medicars reasonatis charge for my servicas.

L. ¢.82C sec.29A, | cortity under the ponalties of perjury that, 1o my best knowiedge and batlef, | have filed any Massachusetts state tax
jny M““:T:”m atate taxes, that are required under law. Note: This applies aven If you reside out-of-state or out of the country,

det the penpities of perjury that ail information on this form-front and pack and {#) attached pagas—is trus,

~ ‘ R —

pr“/‘{-}, Kd\/ ' Date: lL_/QZ_/_‘ﬂ



4

Massachusetts Board of Registration In Madicine 1688-1981 Renewal Application, Page 201 2 I 3
Fill in neme and number.  Physlotan Last Name: lLepore Registeation No: 36890
12, g) Dther Siates where you are now licensed to practice (Abbreviate): R1__ _Ma_ — o e .

12, b} States whore you praviously wers licensad to practice (Abbreviale):
[ ]
13. { am applying to ba teglstered with the following status: ACTMVE INACTWVE__ ¥ ACTIVE, answer questions 14, a) through ¢,
pPiying ¢ 9 = W NACTRE anower question 4. t) onky, )
14. &) | have completsd my C.M.E. raquirerents in the two years ondlng on the renewal date as foliows: (FIll in # of hours or type of tesidency, or chock wahsr.)
Category k hrs., Category Il ____hrs,, (Risk-Management: g) hre.};  Residency Program in: ;
Waiver Requested ___ {You must tiit ut a saparate Waivar Form.}

14, b) My m | malpraciios inserance is coydrad by INSURANCE CARRIER _é LETTER OF CREDIT___. ¥ applicable, check one end idently the name.
£ Insice Institution jasuing Letter of Credit:
iy ARernatively, Indicate as foliows: |am feblataring with ACTIVE status, but ! am not covared by medicat maelpractica insurance becausa Lam (Check one)

NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE___ OTHERWISE EXEMPTED __ (State how)
1. ¢) Porcent of Practive Time in Massachusetis: _{ i %
Qusstions 15 throughs 17 refer to the past four vears only. Check eithar YES or NO (not N/A) to each guestion. Provide datalls on Form 134, attached.

Yes Ho
18. Has any panding or new medical malpraciice claim besn made agalnst you (whethsr or not 8 lawsult was filed ins reiatlon 1o the claim)? ...,
16. Have you besn & datendant in any panging or new criminal praceeding othar than a minor traffic atfense?
17, Are ghy formal diseiplinary oharges pending or has any dlsclpilnarnacﬂon (as dafined by Board regutllona-&ee msfruca‘rons) been takan

agalnel you by any gcwemmental authority. hospHal or other haaith care !ac lity, or pro &l uon {Intarna lonal,
national, state or local)? e ke

If you answerad “YES" 1o quastion 15, 18, or 17 provldo dotalls on Form 15A, attached.

FTLLETY ] L1 hun W r
Questions 18 through 24 mfer to the past four years only. Chack either YES or NO (not N/A) ko gach question, Provide detalls In the next section.  Yaa Mg
18. Has your privilege to a5, dispense or presofibé conlrolied substances besn suspended, revoked, denied, restrictad, surrendered, or

have you been called bafors or been warned by this slate or any other jurisdiotion including & {aderal agsncy‘ﬂ' .....................................................
| 19, Have you withdrawn an appilcation for a madical fioenas or bean denled a matical licBRae 101 ANY MBAIONT .. miirmstmmm i e sees .
20. Have you had any mental Iiness which has impaired your abiifty to practice medicine or to function as a student af medicine?.
21, Have you had an crpanic Hinees which has impalred your ability 10 practice medicine or {o funiolion as a student of medicine?..
22, Are you now, or have you been in the past, depsndent upan alaohal or druga?..
23, Have you, for any teason, lost American Speclaity Board Certification?.

24, Have you baen denied repertifization by one or more specielty boarde? ¥ YES, list Board(s):

Additionst information Related to Questions 18 threugh 24 ¥you answersd YES 1o any of Quastions 18-24 provids the following Inf tion whare applicabk

I Privileges to Prescribe Controllad Substances Attach additional sheets (with same format) where necessary.
Type of Restriction: Data: ! !

Circumatances of restriction:

| Withdeawal or Denlal of License Attach additional sheets (with same format} where necessary.
State: Year Clrcumstances undsr which Hoenea was withdrawn or danled {revoked, not renewad, or otharwiee

terminatad):

Treatment for Menital lliness, Organic lliness, Alcohed or Drug Dependency Attach additiona! shoats (with sams format) where nscessary.
Treating Organization: Telephone:(__ __ _)__ e e —

Addrese: ~

Persan Responaible for Treatment:

Type of Condition and Treatment:

Dates of liness/Dependency: / / to: / foo Dateg of Trepimant:___ /[ to; / /

Spacialty Cartificetlon Arach additionaf shaets (with same format) where necessary,
Qrganization:

Date: / / Action:

Circumstances isading o losa of centification or denial of recertification:




BOARD OF REGISTRATION I‘N MEDICINE

IMPORTANT — READ, COMPLETE AND S!GN —

ROOM 1607 - 100 CAMBRIDGE STREET PUF}SL_;.;‘:I;'IF t-l;»lo h?’lgs‘i-ogpb;zzl-‘(i:.} %1(9%‘\ AW?E‘I&gﬁx
BOSTON, MASSACHUSET|TS 02202 UNDER PENAL u HAT I,
' BEST KNOWLEDGE AND BELIEF, HAVE FILED ALL
RENEWAL[APPLICATION STATE TAX RETURNS AND PAID ALL STATE TAXES
1986-1988 AEQUIRED UNDER LAW.
S0C SEC
QPTIONAL I | _L’J‘I J_' L_LA‘L__!
,)YOU MLIST SIGN BELOW
x F A h
e s st]nrmnn
LICENSE NUMBER ) PAY THIS nt{zE 70 BE RLNCWED
CODE TYI'E j REGIS TRATIGN NO AMOUNT FEE WO DA YA LATE FEE
MD 36890 100.00 ;100.00 01| 15] 84
= PLEASE PRINT ANY NAME DR ADDRESS ’
SS CHANGES BELOW
o  TIMOTHY |J LEPORE
PZ  VESPER UANE
e NANTUCKEHT MA 02554
8(% 00 NOT WRITE BELOW THIS LINE

SEE REVERSE SIDE

YOU ARE REQUIRED TO COMPLETE THE QUESTIQNS |
ON THE REVEASE SIDE OF THIS APPLICATION. (SEE
THE ENCLOSED INSTAUCTIONS FOH DETAILS )

IF YOU ANSWERED “YES” TO ANY OF THESE QUES-
TIONS, YOU MUST GHECK THIS BOX:

PLEASE USE THE ENCLOSED RETURN ENVELOPE

| THISAPPLICATION MUST BE SIGNED AND
NOTE! aeTurneD WITH A $100 PAYMENT. A
CERTIFIED CHECK OA MONEY ORDER 1S
PREFERRED. PERSONAL CHECKS ARE

@&\ ACCEPTASLE.
PAYABLE TO:

COMMONWEALTH OF MASSACHUSETTS
P.O. BOX 6
BOSTON, MASSACHUSETTS 02247

3500600368902 011586 10000000004




Print Name 'jizm%:}b%__J . J..@.QQLL. .. Date ol Birth: L
) :

/
Meadical School: M e - —_ Uate of Graduation: z;? ‘70 DT
You must read the instructions enclgsad with thus form 1o answer questions 1-12,
L)

1. Principal Spacialty{iea): ._&eaf/: ! S L\'rc} ("-ﬂj 2. Principal work setting: ﬂﬁﬁ f2 I’}a)

3. Home address, + . 4. Principal business address: O GTIR G

Lront

- TUTW. : RN -
5. List all hoiprtals At whlch yi)u have curlréf‘&ﬂy Wective prmleges _NMM}&.J’ Cﬁ) H CLQ e Hﬁ.ﬁ'(jl ta )

6. States other than Masdsachusetts in which you aré icensed to practice:

YES

NQ

~

Have you been a defendant in any malpractice suil commenced since 10/1/837

8. Have you been a deféndant in any criminal proceeding other than minor traffic offenses commencad since 10/1/837

. Has any disciplinary action been laken against you in the las{ fen years, by any governmentat authorily, by any hospital or health care facility, or by any
professional medical association (International, national, state or locah)?

10. Has your privilege to possess, dispense or prescribe controkled substances ever besn suspendad or revoked in this state or any other?

11. | have compisted my C.M.F. requirements between 1/15/84 & 1/15/B6 as foliowa: Cl

12. | am an active A" Inactive ________ .. praclitioner. {Check one| T 4 }
I HEREBY GERTIFY UNDER THE PENALTY OF PERJURY THAT THE ABOVE INFORMATION S TRUE. /’

(YOU MUST ALSO SIGN THE FRONT OF THIS CARD) [ SGNATURE




Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

DINESH PATEL, M.D.
CHAIRMAN .
ALEXANDER F. FLEMING An Agency within the Executive Office of Consumar Alfars and Business Regulation

EXECJTIVE DIRECTOR

February 13, 1951

Timothy J. Lepore, M.D.
Vesper Lane
Nantucket, Massachusetts 02554

Re:
Docket No. B9~476

Dear Dr. Lepore:

Following the investigation of the circumstances
surrounding the above-captioned complaint, the Board's
Complaint Committee has decided to dismiss the complaint
with a letter of concern to you. The Committee is concerned
that the operation on may have been performed too
soon and that a period of observation in the hospital may
have been warranted.

Your cooperation in this matter is appreciated.

si relW

_

Jeffrey L. Kang, M.D.
Member, Complaint Committee



Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

DINESH PATEL, M.D.
CAARMAN

ALEXANDER F, FLEMING
EXECJTIVE DIRECTOR

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

February 13, 1991

Re: Timothy J. Lepore, M.D.
Docket No. 89-476

Dear

After careful review of your complaint against Dr.
Lepore, the Board's Complaint Committee has decided to
dismiss the case with a letter of concern to Dr. Lepore that
he may have operated on you too soon and that a period of
observation in the hospital may have been warranted. In
past correspondence with the Board you indicated that you
are aware of other people who have had similar experiences
with Dr. Lepore. If any of these people come forward, the
Board may contact you in the future.

Although the Board is obligated to investigate
complaints relating to the proper practice of medicine, its
authority to take disciplinary action is limited to facts
which call into question the doctor's competence to practice
medicine. After reviewing the facts surrounding your
complaint, the Committee determined that no further action
is warranted.

Thank you for bringing this matter to the Board's
attention.

Sincerely,
ac.-}.'f g
4 ;/’ ‘J")
ffrey L. Kang, M.D.
Member, Complaint Committee



Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

ANDREW G. BODNAR, M.D., J.DD.
CHAIFIMAN
BARBARA NEUMAN An Agency within the Executive Office of Consumer Affairs and Business Regulation

EXECUTIVE DIRECTOR May 10, 1990

Timcthy J. Lepore, M.D.
Vesper Lane
Nantucket, Massachusetts 02554

RE: Complaint No. 89-476
Dear Dr. Lepore:

The Board of Registration in Medicine has received a
complaint regarding your conduct in the practice of
medicine, a copy of which is enclosed. The Board is
obligated by law to investigate such matters relating to the
proper practice of medicine. In compliance with this
mandate, the Board’s Complaint Committee has directed the
staff of the Board to gather information on all such

complaints.

Please provide a written response to the issues raised
in the enclosed material. Your response may be as brief or
as lengthy as you choose. Under the law, the person filing

the enclosed complaint may have access to your response.

Please be advised that Beard Regulation 243 CMR 2.07
(12) requires that you respond within thirty days of your
receipt of this letter. Your response should be sent to the
Complaint Coordinator, Disciplinary Unit, at the above
address. After your response is received, the case will be
assigned to an investigator employed by the Board, who may
contact you if further information is needed. You will in
any event be informed in writing as to the disposition of
this complaint. Thank you for your attention to this
matter. \

Very truly yours,

f/{w Ww ,f

Ralph A, Deterling, Jri{, M.D,
Chairman, Complaint Committee
Enclosure

Mambers of the Board:

Raiph A. Deterling, Jr.. M.D Marianne N. Prout, M.D. Donna M. Nogrsis, M.D
Vica Chasrman Physician Mamber Pnysician Membar

Paul G. Gitiin, J.D. Marian J Ego.J.D., Ed.D Dinesh Patel. M.D.
Sacrerany Pubiic Mambar Physwian Marmber
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Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Bostom, Massachusetts 02111

(617) 727-3086

ANDREW G. BODNAR.M.D., J.D.
CHAIRMAN

BARBARA NEUMAN An Agency within the Executwe Office of Consumar Affayrs and Business Regutation
EXESUTIVE DIRECTOA

May 30, 1990

Re: Timothy J. Lepore, M.D.
Complaint No. 89-476

Dear

Thank you for your letter of October 5, 1989
regarding Dr. Lepore. I have recently been assigned to
investigate this matter. I have notified the doctor of
your allegations and expect to hear from him within
thirty days.

If you have any gquestions or additional information
which you believe may be helpful, do not hesitate to
contact me at (617) 727-1788.

Sincerely, n

A Avta, %ﬂ/j%QJ

Alissa Spielberg
Board Investigator

Members of the Board:

Ralph A, Deterling, Jr., M.D. Marianne N. Prout, ¥.D. Donna M. Norris, M.D.
Vice Charman Physician Member Physician Membsar
Pau! G. Gitlin. .l D Varian. Enn 0 Fr 0 N npsh Patal 14D
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TIMOTHY J. LEPORE, MD., F.ACS.

VESPER LANE S
NANTUCKET, MA 02554 "__;’
M TELEPHONE 2 26-4846 /.6 {’
'7,‘7:'
BOARD OF REGISTRATTON OF MEDICINE: J
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cafternoon &
AN NV

1988. She came in complaining of riéht
abdominal pain. On examination there was pain and tenderness
located in the RLO, with a white count of approximately 10,000
and a negative urinalysis. With this history of abdominal pain
for 16 hours associated with anorexia, a slightly elevated
white count and negative urinalysis, I felt that she potentially
could have appendicitis.

Her history was that the pain had begun the night before, and
had increased in intensity., She also had noticed some tenesmus
associated with this, but, when she moved her bowels there was
no inprovement in the paln. She was mid-cycle in her menstrual
cycle and was on the birth control pill. She had not missed

any pills and had not had an episode of similar pain. She had
not experienced any diarrhea. In view of these suggestive
findings of appendicitis, as is my usual practice, I regquested
that she return in a few hours, so that I could examine her
again., When she returned, at approximately B8:00 P.M., her white
count had gone up to 11.5 and she was still tender in the right
lower guadrant. Her physical examination including pelvic and
rectal examination was unremarkable except for the pain., She
continued to have pain in the right lower gquadrant.

I was concerned that this patient could have appendicitis and
that it potentially could have perforated, The patient had

experienced abdominal pain now for approximately 20 hours. In



TIMOTHY J. LEPORE, M.D, F.ACS.

VESPER LANE
NANTUCKET, MA 02554
TELEPHONF 278-4846

the interim I called the patients mother, as she reguested,

I expressed to her mother my concerns of appendicitis. I do

not recall, with this passage of time, what her mother said

to me. At approximately 9:30 that night I recommended to the
patient that she have an appendectomy and this was performed.
At the time of the appendectomy, a hemorrhagic appendix
epiploicae was noted on the appendix. The appendix itself was
normal, but there was inflammation of the epiploaicae appendages.
The appendectomy was carried out uneventfully,

Her postoperative course was complicated by some nausea and
vomiting in the first 24 hours, postoperatively. I did not feel
that this was particularly unusual in a patient who had had

abdominal surgery. The rest of the postoperative course was

basically uneventful. She was discharged on /88 and followed
up in my office on ‘88,
On 88 her staples were removed and steri-strips were

applied. The patient also sought advise from my office concerning
help with filling out her Insurance forms, which my office
provided. At no time, preoperatively or postoperatively or in

the office, did the patient express any unhappiness with the

care that I had provided. At no time, preoperatively did the
patient request a second opinion, which I would have been happy
to try and obtain for her. I have never refused to obtain a
second opinion for a patient if the patient requested such,

At no time did the patient request a transfer to Boston. This

I would have been happy to attempt to provide for her. I



TIMOTHY J. LEPORE, MD., F.ACS.

VESPER LANE
NANTUCKET, MA Q2554
TELEPHONE 228-4846

transfer a large number of patients, at their request or when
the situation warrants, to Boston. The number of patients I
personally transfer is 60 patients a year.

I feel that my care of this patient was consistent with good
medical practice, I feel that this patient was well treated.

I feel that this patients dissatisfaction probably arises from
the fact that she received a bill from me for $800.00. She

has received a check from her insurance company for that amount.
I feel that she wishes to keep this money and threaten

me with the complaint,

Thank you.
S5incerely,

Timothy Lepore,

T il ek e e o e ———

M.D., F.A.C.S.
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