Board of Remtfaﬁan Apphicution #: 15_0 \ I‘ 5

mMEdﬁC{ne Date of tssuer ./__Jm
Board of Registration in Medicine g;
200 Harvard Vil Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210  Fax: (781) 876-8383 www.massmedboard.org

N

Application Fee Please enclose a check or moncy order in the amoynt af S600.00 made payable to the Commaonweabth of
Massachusetts. The opplication fee 1s non-refundable.

Chegk Oue: w .8 /Canadian Graduate 1 Internauonsl Graduate
Legal dague (do not use micknames or wiizls, unless they are pant of vour legal name)
Khouvy Rosha Seman
Last Name flype or prini clearly} First Middlc Suffix (I cted

M!.D,C] D.0.LJ phb [ Other degree O Mate Mcmalc

Qibier Naunelsy Used - List any other name(s) you have used which may appear gn your identilying documents. such as
medical education wnd examination records. (oot applicable. cheek here

Entire Last Name {type or print clearly) First Midedle Sufiis (Jr . cte )....._

Datcof Binh, __ . Social Sccuruy Number: _

Month oy Yeor

Place of Bhah _

Cuy Swte/Province/Termitory - Country i not USA
*Muaifing Address: - Telephone:
. . . ™Number and Street
Ciy Stwe/Provinee/Tetmtory Zip (or po?alr(?ddc
lome Address. _._Telephone: e
Number and Sirect
City SutefProvined/Termory - Zip {or posial) Code

DBusutess Address: U (..lE Dbf)\ OL Q'yb\'iN Raw \L{ ?)‘S Telephone: (‘E{IS) l—f:}—b —
Number :mJSl:cct Sug PG\VV'\C'SS\J.S JDN%’.

Y4 Framuiis Cx 9443

City Swie/Provinee/Terriory Zip {or postal) Code

E-mail Address: ) ‘ Inber: A ( A

Are you applying far hicensure throurh FCVS?  (See instructions page §2) 7 ves @/No

* The Board wilt use vour Maiting Address for af) correspondence CX. x’( a

V2 /05 U
TR



i
i3 /y 5
QOXS\"‘“O‘ I \0 rjm.m____*_ R oacizors. AW FU

PRINT NANE: . .J
o 9] .
o Y,
Pre-medica) Schaod i / %%f
\ Quivzrsiiy, From To . b eﬁt‘f}?e%"li
Faciliy: 660("\"’ T T begree: 85 'ﬂ_f_fl/__g imf 8! l
Street: WML OS5 W \.\V\SKA'.W)%V‘ Cuy: v Stote: EQ C.
Faciliy: Degree: A A A A
Strect Ciw: State:

Medicul Schao!
From 1o
Facitity: Yo\ Setmaal of Medicino  Degree: D g é_/ﬂ/vﬂi ENVEAY

Siwet: 33N Codey Sy Cly:  a tam A rmariree Sue: T
Faciliny: Degree: LA A A
Street: City: Stade:
Date of medical schoo! graduation: 5 ; 2Us s 200b

Manth ks Yeur

Note: U S graduates inust include a wrilten explanation for the duration of medical education longer than four (4)
vears. and lor any breaks in medical education International graduaies must provide a written o planation for the
duratzon of medical education fonger than six {6} vears and any breaks in medical education,

Postpraduate Eduention:

List ali posigraduate training in chronolepical order e medical schou! (o the present, include the name and
address of the facility. your position. e.g. PGY 1. 2. fellow, etc. and dates of affiliation.  You tmust account for all
periods of training or postgradaite work from the tme vou gpradusted from medical school.

From To
Facitinee_ CSE _rosition:_Pet | b,1%,0b &, 70 ‘j‘c[
Streci: S0C_ Peyansivi Ade City. Q_L‘i Cren (ke Siate _mg__:_ﬁ\_

. N A a -fS&w"’

Facility: DCSF Posuion: %ki 2-Y ‘_(_‘_!__fﬂl_g_ __'__6‘ /.
S“l‘\.‘l: S{) ( EP/AL/‘/\“,.gg'JS W C”‘)‘ ()’U'" ; ’;‘A{A‘s € S““"‘: v._LA—
Facidity: Posstion: T A A A
Streen Ciry. State:
Facrliny: Position:_ R S R S A
Steet Cily. Staie:
Facility: Posilion: i

Streel: G o Stater




Examination History

I

PAGE3 of 5

!
\
3
i

X

Mease contact the appropriate examination entdy and have certified ranseript of your scores sen directly ta tus
Board. Il you ate using FCV S, your examinzhion scores will be sent 10 the Board with your credemtials packer.

List cach Licensure examunanon. U S or indemational. vou have iaken (USMLE. NBME, NBOMLE. LMCC,
Lic y.I{ additional space is necessary_ please enclose a separate sheet with your application and include ali the
wformanon below. 1f you answer “ves™ 1o question #3 on the Fult Supplement, you must also complete the

required itformaton

Lxanunation Most Recent Date taken (Month/Year)

Passed (P) or Fated (1) Nuinber ol sthiemnts

5] Lobl

USMLE Siep |
1

USMLE Sicp i1

2004

USMLE Step 111

NBME Part |

NBME Part 1}

NBML Pact 1

FLLEX Component |

FLEX Componem 2

FLEN Pre-1985

NBOME Par |

NBOME Port 1

NBOME Parg H

COMLEN Level

COMLEX Level 2

COMLEN Level 3

COMVEX

LMCC - Single

LMCC -~ Part ]

LMCC - Pant 11

State Board Exam

(State of examination)
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PRINT NAME: FZC'S\/\C’\ S"\W\C\M K\/‘ Q\Wé — PAGE 3 OF 55
>

[.1st hospital appointmenis. in chronologics! order, where you had active siaff privileges. Include the name and
address of the facility. your position and dutes of alfiliztion. Alsa include periods of unemployment or
employiient outside of medicine. Atach a separate sheet of paper if necessary.

Froty To
Facility- Posion: - R ST S S A
Street: B IR - £ - | T
Facility: Position, o 4
Street: o — Ciny: Staie
Facihity: Posuion: T U U A
Street: — . i State:
Faciluy: Posiiton, [ U AN S
Street. Ciny: e Staie:

i Last other states (abbreviations) where vou are currently or have ever had a full license w%fiv‘ i:\_‘(“ R

2. a) Are you cernlied by the American Boaid of Medical $pecialics? [ ves [:Q/No
b) Are vou cenified by the American Beard of Osicopathic Medicine? (3 ves L No
3. Last Board Cenificationds); Cerudication date: it
Ceruflicntion date____/

4. List vour pracuice specrahi(ics) Obfk‘h’i&f t- ()q!m“-&s\u?\} .

5. Have vou auached am up-1o-dase copy ol your curriculum vitae? L} Yes ] o
6 Reason for requesting a Massachuseus medical license: Stavhan feMe W’\m\‘/’ e g"-'\\v.‘\’\j
plavwi vy a' W vyevd dd st Su\«-uu.\__[_ E_f\‘){«w VolJe e Hay \am{
7. .-\“:nnc ()Fl’ac;fil)f: Ri’;qhav" A \AJM ¢ H’OS‘G\\'A\
Address. 35 Franua$ 3-‘:'u Cily-‘ Roshu A __QZ.U.S
8. Anucwpated starting date in Massachuoscns: _(g_/_f;g/___’l,wg\l.

Under the penalties of perjury, Fdechire that | have examined this ol appheation and all its
accompanyng instructions, forms and statements. and 1o the best of my knowledge and belicf, the
information contained herein s true. correet and complete As an appheant for a full hcense w practice
medicine, }understand that a criminal record cheek may be conducted for convietion and penduy
crnminal case infarmation from the Crininal History Systems Board only wnd that 1 wil not necessanly

disquahify me lrom lices
> 7 oo, 7, zeid

Signature of Applicant Month Dav  Year

{Continued on payes)



NATIONAL PROVIDERIDENTIFIER (NP1 ¢
(

)

~ L

The primary purpose of the NP is to uniquely identify health care providers as “health care prm'idé{s" mn HIPAA
standard transactions. The NPEwill 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 NPI Rule, all individual and organization covered providers were
required to obtain an NP1 by NMay 23, 2007.

You must supply the Board of Reyistration in Medicine with your valid NPL i you do not have

an NPT number, you can apply for an NPI dircetly by using the NPPES web site at
wwiw NIPPES ems hhs.vov,

My carrent NP is: m@@@m

Pepaluies for Falsifving Jeformation on the Nativnal Previder Identifier Application
18 U.5.C. 1001 authorizes criminal penalties against an individual who in any malter within the jurisdiciion
of any department or agency of the United States knowingly and willfully falsifies. conceals or covers up by
any wrick, scheme or device a material fact, or makes any lalse, fictitious or frandulent stalements or
representations. or makes any lalse writing or document knowing the same to contain any false, fictitious or
fraudulent statement or entry. Individual ofTenders are subject 1o fines ol up to $230,000 and imprisenment
for up 1o five years. Offenders that are organizations are subject 1o fines of up 10 $300,000. 18 U.S.C.
3571(d) also authorizes fines of up 10 twice the gross pain derved by she offender if it is greater than the
amount specilically awthorized by the sentencing statute.

Please sign and date to cunfirm that all of the infurniation on this form is frue and accurate.

Signature: ; Ewﬁ Date: /11/-1_




Dute preparcd: 1/21/2012
Nume: Rasha S, Khoury

Office Address (currenit): 505 Parnassus Ave, Ruom 1483 Box 0132, San Francisto, CA 94143

Office Address {(future): One Brigham Circle. 4 Fiour. Boston, MA 02120

Home Address:

Waork Phone: (415) 476 3192
Work Email:

Wark Fax: (415) 476 1811
Pace of Birth:

lEducation

- -
SRS A

-——
e Y

H2004-572004

|

Buachelor of Science

Biclogy with a coneentration
v Cell and Microbiology
(cum faude with distinction
n the major)

Georgetown University

1.9/2004-5/2008

S S

Doctor o'f)ﬁ‘ledicinc

Medicine

Yale School of Medicine

Postdoctoral Training

6/2008-6/2009

internship Obs:etrics and Gynecology University of California San
Francisco
111009-present Residency Obstetrics and Gynecology Universiy of California San

Francisco

Amiicipaied
(2/2012-7/2014)

Joint Fellaowship

Family Planning and Global
Women's Health

Brigham and Women's
Huospiral

Commiltee Servicy

9/2006-3/2008

Yale Avab Alumni
Assaciation

Yale Universny

Co-founder and fonner
execunive board member,
Mentor and graduate student
liaison

12016-77201 4

CIR/SEIY Bedegaie

San Prancisca Generul
Hospia!

Comminee for inlerns and
Residents

rofussional Socictics

T12006-present

Nuational Arab American Medical
Associmiion

Member

6/2008-present

American College of Obstetrics and
Cynecology

huntor Fellow

Hunors and Prizes

9/2000-5/2004

Johin Carroll Scholar

Georgetown University

Service

9/2003-3/2004

Sigma Xi Medat

Georgetown Universily
tepanment of Biology

Ouistanding research in the
major




- —
A s

.

10/2009-present Residency Selection
Commitiee

Universuy of California San | Member
Francisco

e K
Homo Ol

Report of Funded and Unfunded Prajects

Funding Informution

Past (N/A)
Current (N/A)

Future (Nutional Family Plansting Fellowship)

Past and Current Unfunded Projects

f

[ 10/2001-5/2004

BS Thesis: A Central Rule for Microfilaments in the
Attachiment of Giurdia lumblin, Georgetown University,
Washington DC. PI; Heidi Etmendorf, PhD. Giardia lumblic
cvioskelelon tab, Washingion DC.

10-1212006

Ment health in Beirut; stress inoculation or
sensitivation? American University of Beirut Medical Center,
Bewrut, Lebanon, Research assistanmt. P De. A Kazzi,
AUBMC: Dr. G Larkin, YSM: Dr. R Smith, Mount Sinai
SOM,

9/2007-5/2008

MD Thesis: Localized bitisry ischemia in patients with
hepatic arteriovenous maelformations, a newly recognived
syndrome vceurring in Hereditary Hemorrhagic
Telangiectusia; Dinpnosis and Management, Submitied 1o
the Yale School

of Medicine in partial fubfillment of the requirements for the
degree of Doclor of Medicine. Pl Roben White, MD.
Hereditary Memorrhagic Telangiectasia tab, New Haven, CT.

LIR2010-present

In process: Reorienting Childbirth and Postparium Core
in the Occupied Palestinian Territories (OPT): an action
oriented research study. Instiute of Communny and Public
Healih, Birzeit University, QPT

F1720 1 1-present

In process: Case Review of Hysterectomies for
Transgender (Female to Male) Patients at San Francisco
General Haspital. San Francisco, CA.

Current Licensure and Certification

1272009-12/2013

Califarnia Medical License

H2010-12/2043

Federal DEA Registered Practitioner

Anticipaied 7/2012-7/2014

Muassuchusens Medical License (pending)

Report of Education of Patients and Service 1o the Community




6/2004-62005

Women's Center far Legat Aid sod Counséling. East
Jerusalem. drabic-English Translaior !

9/2005-3/2007

Yole Law School tmutigration Clinie, NewHaven, C7T,
Arabic-English Translutor

H0-1 172006 Volunteer Qutreach Clinie, Shatila refugee camp, Beirul.
Pinsician assistam

10-11/2006 Popular Aid for Reliel and Development (PARD)
Wuomen's Clinie, Sabra, Beirwt 9-1 12006, Plnvsician
asyistent and consulian

97200752008 HAVEN Free Clinie, Fair Haven, CT Sendor clinical team

mvmber

6/2010-672011

Women's Homeless Chinie, San Francisco CA Medical
stuelent prreceplor

9/20106-present

RECELAIM Health Collective. Member.

hilg;//rcc}a_ig]_ nguglhlgégmcélcndfq;nhn;lex,hlmi

6-10/2011

The Brown Boi Project book on Health for the Masculine of
Cener. Secrion Editor
hupAbrownboiproject.org/brownbois bios.timi

(%}




?
:

v

SUPPLEMENT FORM :

3
'
lag Kl/m v i} YR Y
PRINT NAME: Pasha Saman , ) pAaTE - 3y et M
MPORTANTNOTE: If vou unywer “yes™ ta any of these questions. vou must provide the sdditions)
informatios on pages 4-10.
IFSTIONS YES

G- A,

G-13

2 {
Apphcant’s Sienature %}” Date: { / K 2//
= R A

Since vour earollment in coliege. have you been subject to any disciplinary action (se¢
definfiion) at an academic institation?

Have you ever been termuinated or granied a leave of absence by a medical school or any
pestgraduate training program or have you ever withdrawn from a medical school or any
postgraduzte traimny prograin or had o repeat a year of posigraduate g

Have youever, Tor any reason. been placed on probanon by a medical school or uny
postgraduale tratnng progrnn”

Have you ever apphied Jor Licensure or 1o sit for an exanination or takep an examination under
a different name”? 1 so. provious nmme;

Since your cwrollment i college, have you been denied the privilege of wking or fusisluug an
examenatzon or been accused of cheating and/or unpreper conduct during an examination”?

Itave you ever farled any of the following examinatons: FLEX. any Siate Board examination.
any part of the Natonal Boards, any Step of the USMILE. NBOME, or have you failed 1o gain
cevuification from e National Bourd of Medical xaminers, any other certilication body or
any foreign heensing or certiflication body?

Have you ever. lor any reason, been demied a medical license. whether full, limited, semporary.
or have yvou withdrawn an application for medical bicensure?

Have you ever voluntarily surrendered a license 1o practice medscine or any healing an?

Have vou cver. for any reason. lost American Board of Medical Specialty or been denied
reguired receridication by one or more specialty boards?

Are any farmal diseiplinary charges perding against you. ot do you have knowledgpe ol any
pending mvestigation into your professional competence or conduct by any govermmenial
awthoriy. health care facifuy. group pracnce or professional mmedwesl society or association
{inlernatzonal, national. siate or local)”? (Sec definstion).

Has any disciplmary aciion ever been taken against you for violation of laws. rules. by-laws, or
standlatds of pracuce by any governmental authority, bealibeare facilivy. group ar professional
medhcat sociewy or association (national. stawe or local)?




YES
9-A. Have you cver volumarily rebnquished any medical siafl membership?
9-B. Has your medieal stafl membership, medics) pnvileges or medical staff status at any

hospilal been Himited. suspended. revoked. not renewed or subject 1o probationary
conditions or has processing toward any of those ends been instituted or recommended by
a medical siafl commmtiee or governing board”

9-C. Have you ever been denied medical stafT membership. or advancement in medicat stafl
status. or has such denial been recommended by a sianding medical staff committee or
goverming body?

9-D. Have you ever. for any reason, withdrawn an application for hospital privaleges or
appomtment'’s
10 Have you ever been charged with any criminal offense. other thai a minos traffic offense?
H. Has your pravilege 1o possess, dispense or preseribe controlied substances ever been

suspended revoked, denied. restricted or surrendered. or have vou ever been called belore
or warned by any state or other jurisdiction including a federal agency regarding such
privileges?

12 Has any professional habitity insurance provider ever resiricted, hinited, terminated,
imposed a surcharge ar co-payment, or placed any condition related 1o professional
competency or conduct on your coverage or have you eves volumarity resiricted, limiied or
fernunated your insurance coverage in response o any mquiry by a professional l:abiluy
msurance provider?

11, Fave you ever been the subject ol any suspension or probation proceedings instited Blue
Cross or 3lue Shicld, Medicare, Medicaid. or any other medical Reimbursement plan; or
have you cver been restricted from recciving paymenis from any I3lue Cross or Blue
Shicld. Medicare, Medicaid (any state), or third party programs?

14, ilave you ever had an application for membership as 4 participating provider rejected by
any HMO/PPO/IPA or other prepaid heaith care plan or YOur conrlract as i participating
provider terminated by any HMO/PPGAPA or other prepaid plan?

I5-A. Inthe pastten (10) years. has any medical maipracuce claim been made against vou.
whether or nol a fawsuit was filed in refation 10 the claim of las such a suil been
setiled, adjudicated or otherwise resolved?

I3-B. Inthe pastten (10) years. has any tawsuit, other than 2 medical walpractice suil, which g
relfated (6 your competency to practice medicine. or your prolessional conduct in the
practice of medicine, been filed against you or has such a siit been seltled. adjudicated or
otherwise resolved?

— /%77770 b2l
Applicant's Signuture: Buate: / /

Rewvised: 12.01 .10



Fall License Applwation

o Board of Registration in Medicine
R S 200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-821¢ Fux: (781) 876-8383 www. massmedbaard.org

Please comprete the waiver for release of informalion ang lorward 1hs form 1o your university/medical school(s) or
university of gradualion for verification

| authorize the medical schooliuniversity isied below to provide any and all infoimalion pertaining 1o my medical esucation a! your institlitan.

Applicant's Signature. _ e 0 Date of Birth _
Print or Type Name ___ Ko vry i2e5 b4 Servrm i Social Security No
{Last name) (Firsi Name) (Middgle initiaf)
Cthe: Name(s)
{Please type or prini naimels) L.
Name of Medical School Nale  Schecol ol Medicine
Address 31% Cedar St City_ N Qams Hanian State of Province: G- | 0bs 1o
du’{ G\’n. \
Please complete this form and forward i, together with a copy of the official transcript fwhich indicates courses taken, L#’, v {
dates and hours of atlendance, and scores, grades, or evaluations) and mail il to the Board of Registralion in Medicine “ Mf

L w'S ed )
ABRFIJCANT'S EDUCATIONAL HISTORY

I name of instituton was different lram the above named inslitution when apphicant altended, please enler name below.

Premedical Education: Does your schoot hiwve a premedical school education requicement? |51 Yes ] wo

It *yes.” indicale where the applicant compleled premedical school
Applicant’s Undergraduate Schoo!, 1 LovA R oo UV" e h M

4

)
Undergraduate School Address 330+ OSE oW Ly hSlat W)'\'vm DL 20057

{Continued on page 2)



Full License Application

Enroliment and Participation: Our recoros inthcate that Khoury Rasha S
" {type or priat the apphcant’s namie): (Last nane) {First aame) (Muddie initial)
attended our medwcal school on the following dates [indicate the month. day and year in the section below}:

R T o R e N e e
S e S iy

ATTENDANCE DATFS:

FROM 10 FROM 10
D9/67/2004 DO/12/2605 D6/1 42006 Q6/15/2007
G9/06/2045 G6/09/2006 Go/ 182007 B3/ 1672008

The applicant atended 164 toldl weeksor - total months (muest be ingbuded) of vot less than 32 weeks i cach acadene year of

vonlinuing un-campus education
[‘;} was awarded a degree o Dooo of Medicime o (monshidayiyear) May 26, 2008

E) was NOT awanded degree  Please explaim i comments section

Unusual Circumstances. The following questions apply 10 unusual circumstances that occurred during any pan of the applicant's medical education Alt questions must be

answesed, i you answer "YES" o pny of the questions below, please enclose an gapianation
SEE ENCLOSED EXTENDED ENROLLMENT LETTER YES RO

t Ond the applicant take any teaves of absence or breaks from his/her medicat cducation?
2 Was the applicant ever placed on probation?

3 Was the appilcant ever disciphined or under Investigation?

4. We.r(-_ any negative repors ever filed by instrucilors regarding the applicant? Vg Z
COMMENTS - M
AFFIN INSTITUTIONAL SEAL HERE Signature: IW) :

af the sastitution docs net have 3 seal, this form must e Primt Namce:  Terri . Tolsan
netarized) INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A

COPY OF TIHE MEDICAL SCHOGL DIFLOMA Titke:__Repistrar
ANBRETRANRER (1T OR PROVIDE AN EXPLANATION,

Date: __December K. 2081 telephone: (_203)_ 785 2444

DATE: _ /& ~,u ., o
\*‘V\\Mrm will ot be wceepte unless it is stamped with she institutional seul or nntarized
WIS el



X
(5" “\,\% S
Q‘ QJ" ,5;‘-‘“ . .
' Byt Buard of Registrativn in Medicine
S QE8 ‘ S
,éb&%\é’ 200 Harvard Mill Square, Suite 330 - Wakefield, MA 018580
A } Telephone: (781) B76-8210 Fax: (781) 876-8383  www.massmedhoard.org

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION | authotize the release of mformation hiom My pOSIgraduate Lraining program ksled below, as requesied by the

Maswg of Registration n Medicine | .
Appiicant's Signatute / sy 8] Dme ! } T ! L

Pont o Type Name RoSha  Sanson P\ o -
Nameg of Insttution DA "‘:\ F‘M, (. A sy r'\_{-l_r 0&;7 CRY\I' BV, o 3““ r‘YMk-i 3 Lg) o

Please complete this form and 1orward | 1o the applicant in a sealed envelgpe, signcd across the scal Hthe depanment was a ‘rotating” of “Hansitonal®
Drogram. please submit documentation cf the rotalions, cates and hours of fraining

Name o Instiusion’ ¢ A /1 vereidia ol (e (forale . G drancie i
name of Insttulion was d:fterent wnan applicant attended. pi‘ga_se ente: name ~A
Enroliment and Participation: Qur records inacate thal O =N k' Pooed partic.pated in ihe loliowang program:

{Pant applicant's ngmw:

(List cach year separately with from and to dates)

V ; Dates Attended Accrodited By |
Program Type PGY Department ar {MONTYH/DAY/YEAR} Completed (ACGME, RSC ADA |
{internship, residency, (1.2,3.4) i type of speciaity FROM 1o [YES/ND) or not agcredited
fellowshig) traning
- Internsn ' [ OB/ oyn ofixlow ¢ lrolon Yoo | ACGME
0N & O3jeya /M09 bliakd yes | ACemE
‘-’— T T
{ paﬁkdamm) S o AlewrAl) lof20] e/ w/l YD | AC e E
?e&;&gm TS 4 Aga/@yﬂﬂ,, bfr3 fil | nesedlllv Focesst  ACo-mE
3 : : | 7 T
i ) i - : § -

{Contnued on page 2}



POSTGRAMJATE VERIFICATION FORM PAGE

(’?
o APPLICANT'S NaME. T s \ngy K_\i’}h 1l

T TEY UndsVRE Circumstances: The loliowing questions apply 16 unusual CIEUMSIances (hat 6CCurted auring any part of the appicant's med:cal egucat:on
Flease circle the apprapriate response. If you answer yes to any of these guestions, please anciose an explanation.

QUESTIONS s . NO

1

Ond the applicant taie ary ieaves of absence 0i Digaks 'om hismer post
graduale raming”?

Z Was \he apphcant ever aced on probation?
3. Was the applcant ever disciplines of under inveshgation?
4 Were any negative reparts ever lled by metruclors regarding ihe apphcant ¥

S Weie any kmaations of special reguirements wnposed on the apphiant
because of questions af academic wcompetence of disciphnary pioblems?

& Dunng the applicant’s pamcipat:on. our posigraduale medical raving [} was accredaed by @’f{:ﬁuﬁ [lower
LY Pa 9 Q ¥ -

COMMENTS

- o T 7 T T— /-), e ___.__ .

Cestification: i hereby ceruly 1nal thy above nformation is correct, to the best of fy

AFFIXINSTITUTIONAL SEAL rogram Dueciors Signature S )M -

HERE Prnt Name ff‘mbi Y7 Goadr, [ Y

I the institution does not have a seal, A . ,L - - > . .
. . cadermic Title ¢ . e C
this torm must be notatized by a nolary ((}g{am L 1L8 m‘ T -

pubiic). Teiepnonc: ﬂﬁ) (2 STy92 todaystae I/ 1770 2O/

PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE

SeafVeﬁﬂod
DATE. /1L 70y
INTTIALS i,

-2
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e

Listall posigraduaie training in chironological order from medical school to the present. Inctude the name and
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Website: www.massmedhourd.o% Fobis Bugn K\“}gw\ DC“J\‘-

MALPRACTICE HISTORY }

Applicant's Instructions: Compilele this waiver for release of information and forward a copy to each of your
current and past iability carrier(s) over the past ten (10} years. If you have been in a training progr am within
the past ten (10} years, a copy of this form must be forwarded to your lraining program risk management office.
You must account for any gaps in your claims history. If you have additional liability carriers, you may
pholocopy this form. Please return the Malpractice History form{s) with your original signature to the
Board of Registration in Medicine.

Waiver for Rglease of information
i authorize my prolessional hability cariier{s} listed below Lo release 1o the Commonwealth of Massachuselis,
Board of Registration in Medicine, my malpractice hislory and any_and alt claims of actions for damages.

including the following

the name(s) of the claimantis)

nature and date of ¢laim(s)

amounls paid, if any. and

other disposition or information in its possession, custody of control

on my current policy number, and/or any other policy | have had with this
o any other carret

5. dates of policy coverage must be included.
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Liability Carrier's Instructions: Il the applicant has any cpen or closed cases that have gonae to trial,
whether or not monies were paid, a copy of the complaint or summons, disposition or jJudgment and
amount of monies paid on behalf of the applicant must be forwarded directly to the Board. |F THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE "NO
CLAIMS"” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAMS ARE ALSQO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE. %
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Postpradeate Educntion:
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Rasha S Khoury, M D License No.: 250175

Current Status: Aclive License Expiration Date: 12/21/2012
1} Activity Status: Active
2} Address & Contact Information

Mailing Address: 16820 Tremont st
One Bngham Crrcie. 4th floor
Bosten
Massachusetts - 02120
Urnited States of Amenca

Home Address:

Business Address: 1620 Tremont st
Cne Bngham Circle, 4th ficor
Boston
Massachusetts - 02120
tniteg States of America
{617) 732-8798

3) Email Address:
4] Fax Number:

5) Specialties
Cbstetncs and Gynecology

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

ABMS/AQA Board Name Certification Subspecialty
None Reported

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

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

9) States where you were previousty licensed
Catifernia

10) Work Sites
List of all work sites in Massachusetts including realth care facilities (where you are credentialed) private
office. chinics nursing homes elc

Work Site Location
MNone Reported

Page 1 of 5 Date: ¥1/5/2012 Time: 317 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Rasha § Khoury. M D License No.; 250175

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 24 hrsivk
b} outpatient care 16 hrs/wk

12) Medical Liability insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 07/m0172012 12/31/2012 Claims made with tait coverage

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

14) Claims Made
a}New Have you received notification of a ciaim, whether or not a lawsuit was filed on that claim, or has
any medical maipractice claim been made against you during this time pernod?
b) Pending Are there any unresolved malpractice claims against you today 1 e | any ciaims that have not
been resolved, settled or adjudicated duning this ime period?

16} Claims Closed
Has any medical malpractice claim against you (whether or not a lawsut was filed on that claim) been
resolved, setlted or adjudicated dunng this time periog™?

16) Other Civil Lawsuits
Question 16 refers to claims or actions 1elated to your competency 1o practice medicing or your
professionat conduct in the practice of medicine
a) New Have there been any claims, other than medical maipractice claims, filed against you during ths
time penod?
b) Resoived Have you resolved. settled or adjudicated any lawsuits, other than medical malpractice
claims. dunng fhis period”?

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

18) Other Issues
a) Have you withGrawn an applicalion {0 any governmentai authority heaith care facility group practice
employer or professional association?
Ly Have you ever taken a leave of absence from any health care faciity. group practice or employer?
¢} Have you been the subject of an investgation by any governmental authority . including the
Massachusetts Board of Registrahion in Medicine or any other state medical board, health care facility,
group practice. employer or professional association?

d) Have you beer the subject of a disciplinary action taken by any governmental authority nealth care
taciity 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 voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

Page 2 of 5 Date: 11/5/2012 Time: 317 PM



, Commonwealth of Massachusetts
Board of Registration in Medicine
' Physician Renewal Application
Physician Name; Rasha § Khoury. M D License No.: 250175

22) Have you completed ail CPD requirements (100 hours of CPD of which 10 hours must be in risk
management, Rec}uifement: 40 hours credit in Category 1 and 60 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 ot % Date: 11/5/2012 Time: 317 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rasha S Khoury, M D License No.: 250175

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

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

Page d of Date: 11/5/2012 Time: 3:17 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Rasha § Khoury M D License No.: 250175

Compliance with Legal Responsibilities

Online profile;
I have reviewed my Physician Profile and confirm that the information 1s accutate

1) tunderstand and agree to camply with my obligations to report abuse or neglect of children pursuant to
MGL ¢ 119 sec 51A and t understand the purishrment for failure to comply

2) !unaerstand and agree to comply with my obiigations to reporn abuse or neglect of disabled persons
pursuantto MG L ¢ 18C sec 10 and | understand the punishment for tailute to CoOmply

3) lunderstand and agree ta comply with my obligations to report abuse, neglect or Financial expioitation of
elderly persons pursuantto MG L ¢ 19A sec 15 and | understand the punishment for fallure to comply

4) iunderstand and agree to comply with my obligations o report the treatment of wounds, bums and other
junes pursuantto MG L ¢ ‘Hgsec 12A and { understand the punishment for failure to comply

8} | understand ang agree tc comply with my ovligations to report the treatment of victims of tape of sexual
assault pursuant to MG L ¢ 112 sec 12A 172 and | understand the punishment for fallure to comply

6) ! understand and agree to comply with my obligations 1o report a physician to the Board of Medicine
pursuantto M G L ¢ 112 sec 5F when | have a reasonable basis to believe thal a person violated any
provisions of M G L ¢ 112 sec 5 or any Board regulation

7} lundersland and agree to comﬁly with my obhigations related to charging arxd collecting fees from Medicare
neneficiaries in accordance with the Medicare Tee scheduie, pursuanfto M GL ¢ 112sec 2

8) understand and have complied with my abligations to file Massachuselts tax returns and to pay
Massachusetts taxes and | understand that purstartto M GL ¢ B2C sec 49A my license shall not be
iwssued of renewed untess | make this certification under penalties of perury

9) 1understand anc agree to comply with my obligations related (o the reporting of the wages of employees
and contractors pursuantto M G L ¢ 62E Sec 2

10)f understand and agree (o comply with my obligations reiated to the withhold ng ard remuthing of child
support payments pursuanttic MG L ¢ 119A

11} understand and agree to comply with my obligations 1o 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 af the health care facilities where | practice
report certain Major Incidents to the Boarg

12} understand and agree to comply with my obiigations to disclose ownership interest in any pantnership.
corporation, firm or other legal entity to which { have referred a patient for physical therapy services,
pursuant o MG Lo 112 sec 12AA

13) am aware of my obigations and responsibilities nder the Health Insurance Portabiity and Accountabiiity
Act of 1996 (HIPAA} Including the requirement that | obtain and provide to the Board a National Provider
ldentfier (NP number

14}! understand and am in complance with HIPAA and aii other federal and state obligations placed upon me
as a physician

16)}! understand that as an applicant for a hcense renewal to practice medicing a crminal record check may be
conducted for convicticn and pending criminal case information only from the Crimunal History Systems
Board and that it will not necessarly disqualfy 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.

Page 5 of 5 Date: 11/5/2012 Time: 3:17 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Rasha S Khoury, M.D. License No.: 250175

Current Status: Active License Expiration Date: 12/21/2016
1} Activity Status: Active
2) Address & Contact Information
Mailing Address: 1321 Upland Dr 4920
Houston

Texas - 77043
United States of America

Home Address:

Business Address:

3) Email Address:
4) Fax Number:

§) Specialties
Obstetrics and Gynecology

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

Information
ABMS/AQOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

8) Other states where you are now licensed to practice
Nonre Reported

8) States where you were previously licensed
California

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
None Reported

Page1 of 5 Date: 11/22/2816 Time: 7:52 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Rasha S Khoury, M.D. License No.: 250175

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care O hrs/wk
b) outpatient care 0 hrsfwk

12) Medical Liability Insurance Information
I am not required to have malpractice insurance,
Not involved with direct or indirect patient care in Massachusetts.

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

14) Ciaims Made _ = _ _ ,
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 , _ A :
Has any medical malpractice ¢laim 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 186 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 period?

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

18) Other Issues

a) Have you withdrawn an application to any governmental authority, heaith care facility, group practice
empioyer or professional association?

b) Have you taken a teave of absence from any health care facility, group practice or employer 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, 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 professionat assaciation?

19) Have your privileges to possess, dispense or prescribe controtied 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 medicai liability insurance carrier?

Page 2 of § Date: $1/22/20186 Time: 7:52 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Rasha S Khoury, M.D. License No.;: 250175

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

Page 3 of 5 Date: 11/22/2016 Time; 7:52 AM



: Commonwealth of Massachusetts
Board of Registration in Medicine
' Physician Renewal Application
Physician Name: Rasha S Khoury, M.D. License No.: 250175

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

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

Page 4 of 5 Date: 11/22/2016 Time: 7:52 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Rasha S Khoury, M.D. License No.: 250175

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 ne?iect 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 obiigations to report abuse or neglect of disabied persons
pursuart 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 pursuant to 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
injuries pursuant to M.G.L. c. 112 sec. 12A and | understand the punishment for failure to comply.

8) I 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 faiiure to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuantto M.G.L. ¢ 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 cornﬁly 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) I understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢c. 62C sec. 49A, my license shall not be
Issued or renewed unless | make this certification under penalties of perjury.

9} | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuantto M .G.L. c. 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. ¢. T18A.

11}| understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events ocour in my private office, pursuant to M.G.L c. 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 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. 128A.

13)| am aware of my obligaticns and responsibilities uncer the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
dentifier (NP1} number. _

14)! understand and am in compliance with HIPAA and a 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.

| 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.

Page 5 of 5 Date: 11/22/2016 Time: 7:52 AM



APPLICANT'S NAME: Rl S

MA License Number: <~ ' =
Date license revived

RECEIVED
Board of Registration in Medicine

MAR ~2 2116 200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax;: (781) 876-8383

Hual BSlral
it of Registiatgn www.mass.gov/massmedboard

inMedicing

- 'LAPSED LICENSE APPLICATION =~

Application Fee: Please gnclose a check or money order in the amount of $700.00in U.S. currency. made
payable to the Commonwealith of Massachusetts

Legal Name (do nol use nicknames or initials, unless they are part of your legal name):.

- e Ty i
f'\;-‘“,—k,'f\/} BN 2Ny _§,
Last Name (type or print cldarky) first Middie Suffix {Jr., e

Medical Degree: (UMD L 10.0. T PhD. Zs’/OIherdegree M

Qther Name(s} Used: List any other name(s) you have used which may appear on your identifyin
documents. such as medical education and examination records. If not applicable, check here E:'/g(

Entire Last Name (type or print clearly) First Middle Sufluc ., ete)

Date of Birth: . Social Security Number; ___
Month Day  Year

S R S 4
National Provider Identifier (NP1} Number oS T eqiud

Place of Birth:

Cily State/Pravince!Terrtory Country i not USA

Home Address:

Number and Stree|

City ) State/Provmee Terntory Zips tor posial Codu
%20 Ul d Do w Ya2c

Numbel and Streel

Business Address:

e % -

TR M P 4 ety
City StateProvnce: Teritory Zips tor postal; Code
Busingss Home
Telephone: ( — ) — .ext,  — Telephone: |
E-mail Address: e __ Fax Number
Preferred Mailing Address. [ 4Business Address {1 Home Address

Lapsed Lic App - Form 2 (Applcation). Page 1 of 4 Rev. 3715



APPLICANT'S NAME. Feldaey e

Postgraduate Education

List in chronological order all postgraduate traming from medical school 1o the present, the name and address
of the facility. your position, e.g. PGY 1. 2. feliow, elc. and dales of affiliation. You musl aceount for all pericds
of training or postgraduate work from the tme you graduated from medical school.

From To

Mot b D e - A i 4 T S - G
Fé'iCHi[yf i :.7 ‘. T R TRty _Position: RN A e O iS el /
Street, L% Wler O g e Stale; . T

{ i o _— Lo . 7o W T T

Facility _~ o R s P iPositign: T e A St P e
Streelt 7, .o Vv ooy Nl Cily: e Vimiesng oy Stale: _ A

‘. (.. - by A 3] N 1 i - -
Facﬁi%yi \‘,.‘-"‘ E VoA boo \,‘,..u\_.».._;-.r,\. [".‘!;Zf’ ‘\)\ !\ POSHIOH: RN ;M{ i A F,s B j L_‘ ; gL ra
Street! {00 CaTeeiwe 2 7 City: i Vo ed e State: _< 2

P ; i - 103 a7
Facility: by TR YT T B P Paosition: % e e / TL i Len 2 FR AL S |
Street! 1< Tywevas it City: % Wi State _pa A
Facility: Positopn. / i
Street: City: Swate:

Hospital Affiliations and Employment

List m chronelogical order all hospital appointments where you had active siaff privileges. including the name
and address of the facilty. your position and dates of affilation in postgraduate training. Also include periods
of unemployment or emiployment outside of medicine. Do not include postgraduate lraining lacilities. Altach a
separate sheet of paper il necessary. \
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APPLICANT'S NAME:

CERTIFICATIONS

1) | certify that | have complied with my obligations to report abuse or negiect of children pursuant to G.L.
c. 119, sec. 51A, and | understand the purishment for failure o comply.

2) | certify thal | have complied with my obligations to reporl abuse or neglect of disabled persons pursuant to
G ¢ 19C, sec. 10, and | understand the punsshment for failure to comply.

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

4) | certify that | have complied with my obligations ta reporl the freatment of wounds, burns and other injuries
pursuantto G.L. ¢ 112, sec. 12A,

5} 1 certify that t have complied with my obligations to report the treatment of victims of rape or sexual assauit
pursuantto G.L. c. 112. sec. 12A 1/2.

6) | certify that | have complied with my obligations o report a physician to the Board of Medicine, pursuant to
G.L. ¢ 112 sec. 5F, when | have a reasonable basis 10 believe that person violaled any provisions of G.L.
c. 112, sec. 5 or any Board regulation.

7} | certify that | have complied my cbligations related lo charging and collecting fees from Medicare
beneficiaries In accordance with the Medwcare fee schedule. and | understand my obligations under G.L. ¢.112
sec. 2.

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

9) | certify ihat | have complied with my cbligations related 1o the reporting of employees and contraclors
pursuant to G L ¢ 62E.

10) | certify that | have complied with my obligations related to the withholding and remitling of child support
pursuant to G.L. c. 118A.

11} [ certify that | have complied with my obligations to file an Incidernt Report with the Board when certain
adverse events occur in my private office, pursuant lo G.L. ¢ 112 sec. 5 and 243 CM.R. 3.00 et seq.. and |
undersiand that the Patient Care Assessment (PCA) programs at the bealth care facilities where | practice
report certair Major Incidents to the Board.

Under the pains and penalties of perjury, | declare that | have examined this Lapsed License
Application and all of its accompanying instructions, forms and statements, and, to the best of my
knowledge and belief, the information contained herein is true, correct and complete.

Signature: <o \ﬁu Date: (6:’ % / (s

1

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. FCOR
YOUR RECCRDS. FOR CREDENTIALING AND OTHER PURPOSES.

Lapsed L App ~ Form 2 (Appheation). Page 4 of 4. Rev 3415



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

MEDICARE/TAX FORM

INSTRUCTIONS:

Flease sign this form and return it with your application. Massachusetls General Laws
Chapler 62C. §49A. requires that you complete this statement to obtan licensure to
practice a profession:

Y

’*\('.\ AN lv\ (R ;- L-ﬂ ST /'k_]

Ay or pont samed

certify, under the penalties of perjury. 0 the best of my knowledge and belief. that |
have filed all state lax returns and paid all state laxes reguired by stale law.

oo e L .
SIGNED: ST TN DATE: Ve | } b

Social Security Number:

L e A A R I R A R T T T T U T

Massachusetts General Laws Chapter 112, §2, and 243 CMR 2.07 {15) require that
you complete the following statement:

I'will not charge to. or collect from, a Medicare beneficiary more than the Medicare
‘reasonaiie charge” for services. m compliance with Chapter 475 of the Acls of 1985,

Note Signing tus form does not imply that you will participate in the Medicare
program. e

SIGNED: 2 T I R

Lapsed Lic App o Forn 4 ededicare Tay Formo, Page Lol | Ry 704




ELECTRONIC HEALTH RECORDS (EHR) PROFICIENCY FORM

Parsuant o NG e TR0 % 20 an apphivant for heensuee must demonstiate proficieney in the
use ol clectronie headth records (FHRY This s 2oonestine regunement.

Camplete Section 1 iDemmstrating Proficiencr) OR Section 2 (Clalming an Lxemption

and Nign in Section 3,

SECTION T DEMONSTRATING PROFICHENCY

P Phave demonstrated proficiency i the ise oUFHR fnene of the Tollowing wans
-
M;n'ticlp:mm o Mearangtul Use prowram as an chigble professional,
Emplovment wath, oredentuled 1o provide patient care at, or ma contractyal agrecment
with an chyible hosprat or crincal aceess hospiad with o OMS Neaningiul Use prognum,

Participation ws either o Pasterpant ar an Aathorzed Userin the Mieaachusetts Health
Intermation Highway

Completion ot 3 howrs ot o Catezory F FHRckited CPD o conrse that discianes, ol o
munmuny, the core and menu obpectses and the Choeal Qualiny Measiares ©7COQNSTY o
Meammetul Use.

SEFOTION 20 CLAINING AN EXEMPTION tEacmpuons mist be claimed cach heensing
viwlesdiapphicabics T vouire exempred tom the VHR proliciency reguirement, please sehet
the appropiale exemption |

2o bam exempt frem the EHR Prodicieney reguaremen! because am an applicant
whewili not be engaged in the practice ot medione as detined m 243 CNR 2.050040, or
o adtive duts as g member of the National Guard o of a unitvrmed service called into
service durmg o matonal cmergenes ar crisis
SECTION 3 SIGNATURL

Lothe undersigned applicant, hereby certfy that all mformation included i this BHR Profiviency
Form constitutes airie statement made under penalties o8 pegiuan.

...... -
( it r y S
e DATE b d e/ 7
Ty
L'y Sima F Pous

Lapsed Tac App o Form SgFHR Proficienoy Form Page L of 1 Rev, 313




PRINT NAME Ry

R S

PRINT NANIE: bedibe } .t."‘\"" ) e Cpare

IMPORTANT NOTES

Fur purposes of the following questivns. the time period is from the time you signed vour Last Massachuserts

license application to the present,

Iy ou answer v es™ to any of these questions, vou most provide the additionad information on puages 5-9,

h

-3

iy

e vou been denied o mcdicad Teenses whether tull, nsted, tompores . o v e s oy
A 1 . -

withdrnwr anapphcation for medical hoensare?

Have voususrondensd o heense to practive medivine or wny professionat eense or T

sour eame or certificate beanroveoked T OV ou do notneed e report a fapsed freense s

Have soa been demed Amenican Boand of Medical Specialtios or American Board of

Osteopathe Medame corbification ot as sour certifivaiion been sispetided or revobed '
H A

AT votsnware el pending nnvestigaten o g it vour professional condict b
amy ety o are any disciplinany charges peading agaunsa sou?

Hase you rebmguishied any medival stald membership or associanion with a heahih care
by !

Has your medical st inembershup, medieal poodepes, medicat stafl sttus o
assvciatant with o bealth care tacibits been Imied, suspended. revoked, mot renes ed or
subject 1o profuabionars conditions or has provessing tow and amy of those cids been
wtitiied ve recerimmended By miediesd st conunitee, s tation o SOVCTHINY

Bognd

Have sowwithidinwn aw appication o hospetal precleges of appointment. o base u
Boen dented medicat st ¥ memberstup, advancement iomedival sttt status o
avsociation witlia health care Braditscor fas such denal een recommended by o

medival sttt commutee, whnpisind o of wesennimne Boedy

Have voubeencharped sl am Grsnimal ollense 1Y v must report beig arrostod,
arrigned, mahoted or vors ieteds eves s the charges auinst vou were Jropped, iked.

disnissed evpunged o othera e docliarged . A change of vpctatine under the mtluence

bty cqunadent s pepotiabie Cmediost malpractoe L s w b ol w eneingl,
i |

paticr i necd nob e reparted Tor purposes of this diestion )
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N S LR Lot *
PRINTNAME oM A % . j U o obans T

1ok y

ta-13

Flas your provifegw o manutactiore, distrbute, slnamsier. possess, dispense or prescithe
ventrafled substiunces been stspended, ray ohed, domeds restcted o stcinder s or has e
sou beer valled betore orwarned by aoy stale or other pirsdicton inchudmye o federal

sgenes emaeding such prisileges?

Has any protessional Babsiliny insarance proveder restacted, haited, termmnated. nprosad
aosurcharge o eo-pasiment. o placed any comdition on vour cotenige of e Vol
sulintardy restiscteds Bimited o Termnied your msiaiee voseriee i response o am
mguay by prolesstenal habily meawance provides”

Hove von had anapphcanen tor memberanp aed particgpating pros nde sdetised NSRS
thard-pants pavor Medicare oe Mediomd fans stated o bave sou bees the stilyoect of am
Bermmanen stapension or prolaiien proceedings antitated byoany derd-part paor,
Medivare or Medscad Gy stite) or ave sou been restrcted Tros receis 112 pas sl
fronnany thrdepanty pasor, Medicare, Medicund cany statey?

o any medscat andpracioe Clanm been muade apainnsd et whather o 108 s Lo sl s
Crted in relation to the vl or has swech o sl been setled adiadicaied or athicrs e

resolved?

Has ainy Lt other than s medical madprictive sat bees fled aganst vou s hich o
related o yoar practice of medieme or luss such a st been settled, sdsudicated or

otherswise resofved”

Lapsed Lic App o Fori 3 oapphcation Supplementy, Puge 2 o1y, Rev 3|3
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PRINTNAME 0

R PUPN R PR

CONFIDUENTIAL INFORMATION

Iammswering “yes™ o any ol the questions. proyade details an the supplemental pages Tor questions 1o 13 For

parpases ol the Toliowing questions, “vurrently™ does not mean un the dis of or even the weeks or mongs

Preceding the completion of this applivation almeans recemtly eough G tupact ane’s Tuackoning as 4 physican
YES O

{ Bosou bive wmiedicad or phivsieal condition that canenth impaies woon abiliny o

prctive mediome”?

P2 Have youengaged e wse ofany substineeisy with the tosalt that sour shibity

privtice madiome s cerent by npanad

i Have you retused to subimt o0 test o detenmune whatber vou Bid consmed and or

were ttder the mtuenve of Chenieal substang e

Hovow fnave s ssistance use disendor or meniad or plivsecad it s gZmends Hurt sospacts v ahuiiins g praciice
miedic ine Hhie foard cocurragey v o seek assistane ¢ satimtandy and s abade by Sy Fecontiendalions of o
frectfidn cor e prrovider

Whoen tine Board recenves notice ot a sibateng e i dovarder, o sy e o Lo pegiocl the pudde s o ever,
the Boarsd alse sevks to v siccosfud reliabadiairon theogi te PR SG n s prarticgaation i approved
ireattieni prograans aned Sopervised sornctared altercare Sesebarly wlien e Board receives aotioe of o sendii!
freafihor plesicad Bealdtin iugnoses Bt sepaces g pliosscian s by o Jrrete fee, the Board secds o cnsure it

the plivsic fan can praciioe moedicine saleh

Dot dd Lo osstion af pliosic i cpaent e e g st o ieved Iy ottt o e diseddor o

areniidd g piesacad dregithe diagnon it Boaed b vopesativcfe e i Vonossc ks et Yodic s Serceen
FPlvvsrerain Ffoaiel Sorva ox eP RIS wond Ccre i aes j90vi s boconitan b PEES fs doteriinee v i
fo: .,

C ; : ‘ . . et e
i B e 288 S G D it piactice ot anddic e PRease cad? PRES G TR T 3 T

LTS I e N T P

10y our responses to Questions 113 change white your application is pending. yvou must
immediately notify the Board of the new information.

Lapsed Lic App o Fonm 3 cAppheation Supplement), Page 3 oty Rev 3 13



PRINT Nandd

CERTHICATIONS

o Pursuant o MG L ¢ D208 2and 243 OMRR 2 67008 L eertiy that 1wl g charge to or cullect from
Medicare benetiviary more than the Medicare “reasonabbe Charge™ Tor s ives, in complamee sl Chaper
7% 0 e Acts of FUSNS DV Signing this cortitivation does no emphy that vow sl parbierpats oty
Medicare progriann

v Punsuantte MG ¢ 620 8 0 Teerty undve the pesaltios of perue tat e the et vl iy hnosddedye
and Beliet, Plas e filed g Massachusotts state tn retms and pand amy Aeesachusetts state tnves that are
reqund usder fave i ore Thas applies even 1 vou reside out of e slate or owt o the GO

o Pusuant o G Lo 62008 49 o the beat of my kaow ledyee and behiet, 1anm compiumee with G Lo TivA
redating towithholding and renvting child suppan

v Panoan o MG o Ty S Teerttly under the penaltios of peran et 1l alfilt e obbipation to

repert shuse o aegleot o chiddeen

o Daadlread the Roard s regulations, 243 O\ 0 through =L

Leertity under the penalties of perjurs that abb information on this form. and all zttached [ages. is rue, o
the best ol my hnowleday. e

2
i

6o /6

SIGNATURE O DATI

Lapsed Lic App - Form 3 tApplicaton Supplement), Page 4 oy Rev, 3 IS



Rasha Khoury, MD MPH FACOG

Education
1272014 Diplomat in the American College of Obstetrics & Gynecology

7/2012-5/2013 Master of Public Health (Clinical Effectiveness)
Harvard School of Public Health. Boston MA, USA

H/72004-5/2008 Doctor of Medicing
Yate School ot Medicine, New Haven O USA

8/2000.5 /2001 Bachelor of Science
(Biology, concentration in Cefl and Microbiology)
Recipient of the Sigma Xi Medad for outstanding research in the
major; Juhn Carroll Service Scholar
Georgetown University. Washington DU, USA

Protessional experience
Fietd of expertise: Ubstetries and Gynecology

6/2008-6/2012 Internship and Residency in Obstetrics and Gynecology,
Recipient of the James R Green MD Memorial Award for
exemplary service of vulnerable women; Member of the
Residency Selection Conumnittee
University of California, San Francisco CA, USA

Fretd of expertise: Family Planning
7/2012-6/2014 Joint Fellowship in Family Phannimg and Glohal Women's

Health, Brigham and Women's Hospital /Harvard Medical
School. Buston MA, HSA

G/2012-6/2011 Staft Physician at Planned Parenthood League of
Muassuchusetrs, Boston MA
U/2012-6/2014 Staft Physician at Women's Health Services, Brookline MA

Current employment

1/72015-present Associate Director of Obstetrivs & Gynecology at Saint juseph
Hospital, ferusalem {providing both ubstetric and gynecologic
outpatientand inpatient services as a tull Ume employee}



7/2015-present Macabi heaith services Obs&Gyn specialist for 5 East Jerusalem
clinics {outpationt services and procedures)

Service
1/2013-2014 Physicians tor Human Rights Asylum Network
3/2014-present Meédecins Sans Frontiéres -Volunteer ob/gyvn {served as an

ermergency obstetric provider in Sierra Leone June-July 2014}
11/72014-present Physicians for Human Rights -lsract (volunteer physician}
11/2004-present Public Committee Against Torture (volunteer physician)

Relevant research and teaching experience
Research

9/2012-2014 Fettowship m Fanuly Planning Independent Research:
“lavestigating the effect of ¢ Community Health Worker led
pronatal lannly planmnyg counseling istervention on
postpartum contraceptive use among postpartuim women in
the West Bank”™ Funding: Society tor Family Planning.
Mentors: Alisa Goldberg MD, MPH and Janet Rich-Edwards ScD.
MPIH.
Local partners: Palestinian Community Health Worker
Association, Palestinin Ministry of Health, Institute of
Community and Public Health, Bivzcit University, ot

1H/2016-2014 “Investigating the acceptability, feasibility and elfectiveness ot
chinical wudit and teedback to decrease maternal morbidity and
mortahity at Ranallaly Hospital, occupied Palestinian
ternitories” (part of a4t country study funded by the WHO)
Middle East and North Africa Reproductive Health Working
Group. Meators: Laura Wick MA and Sahar Hassan MSN,
fostitute of Community and Public Health, Birzeit University,
0,

Lectures
2012-2014 Harvard Resident Didactic Lectures, Boston MA, USA

¢ Learning From the Women Who Survive: Improving maternal health through
clincal aadit in the occupied Palestinuan territories (B\WH Resident didactics)

+ Unsafe Abortion, a Global Perspoctive (BWH/MGH Giobal OBGYN

Curriculum)

» Women's Health in the occupied Palestinian tervitories: the role ol community-
hased participatory research (BIDMC Didactics)

» Beyond the Difficaly Patient: Insights from Abortion Care (Famity Planning
Lecture Series, BWiH)



« Update on Medication Abortion (Resident didactics)

» Ambulatory Gynecology CREOG review (Resident didactics)

« Community-Based Participatory Rescarch and Women's Health {Residoent
didactics)

« Reviewing the Evidence on Second Trimester Induction of Labor {Jeint
Maternal Fetal Medicine -Family Planning Lecture series, BWIH)

« [ncreasing postpartum contraception in Palestine: A cluster randomized trial
(Fellowship in Family Planning and Society of Family Planning Annual
Meeting. Chicago, [L}

« Abortion Dispatches from Around the Glebe (Workshop) and Abortion How-To
(Workshop) Civil Liberties and Public Policy Meeting: From Abortien Rights to
Reproductive Justice, Hampshire Collese, MA

« Increasing postpartum contraception in Palestine: A cluster randomized trial
(Workshop - The Lancet Palestine Health Allance Meeting, Amman, Jordan)

Professional Societies

2012-present Society tor Family Planning (VP fellow)
2013 presemt Assoctation of Reproductive Health Professiunals -Member
2014 present American Coliege of Obstetrics and Gynecology

Fellow, Board certified
Languages

Bilingual Arabic/English (mother tangues)
Other: Hebrew, French and Spanish {working knowledge)

References:

1) Alisa Goldberg, MIX MPIL Associate Professor of Obstetyics, Gynecology and
Reproductive Biology. Director of Fetlowship i Famuly Plannimg, Brigham and
Wonmen's Hospstal, Conners Center tor Women. One Braigham Circle, 4th Floor,
Boston, MA 02120, Tel + 16177326987, Email agoldberg@@pplm.org

2) Paula Johnsoen, M MPIL Professor of Modicme. Executive Director of the Connoers
Center for Women and Gender Biology. Brigham and Wonien's Hospital, P8 5-334,
FS Francis Street, Boston MA U215 Tel: « 16177328985 Email
pajohnson@partaers.org

3) Phillip Darney, MD MSc. Distinguished Professor of Obstetrics, Gynecology and
Reproductive Science, Birector, UCSE Bixby Center for Global Reproductive Health.
3333 California Street, Suite 335, San Francisco CA 94 143-0744. Tel:
+1415476491 1 Email: darneyp@@obgynacsiedu

Loval references available on request



COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION [N MEDICENE
200 Harvard Mill Square, Suite 3300 Wakefield, A 01880
ww s gov/massmedhboard

AUTHORIZATTON FOR RELEASE OF INFORMATION, DOCUNMENTS AND RECORDS

||} pe PI'H!! Moy L'l)ll!lﬂ\‘l\.’ VW)

reguest and suthoree every persen, mstitazon, professional beensing board ofany state mowtach b Bobd or
frave Breld  Boense W practice my profession. bospatad. chnee. govermment agenes docall states federad or foreignn,
L endforcement ageney, or ether tund partes and vrganizatons and ther reprosentatives to releise infonmation,
ovotds, tramserpts and olhee docineiis voneennng mn prodessionat qualsiconons and compateney, e,
character amd wilet miormuion pertammg o e to e Masachusetts Board of Regestration in Madicine

§further reguest and anthoreze it tie regiested mtormation, documentsand secords e sept directiy to
Board of Regsuation i Medaane
200 Harvard Nl Square, Saie 330

Woakeneld, Mo uEsso

Attenben Licensing

Danuinty and Radease

[ hereby extend absolute mmiants o and refeases disclirees and Bold barmless Trom aay and sl babihs - Tydie
Board of Registratzon i Medice, s wgents, cepresentaines, doectons amb ol foers, 2y other agenvies,
mstiutions, hospitabs and clunes prosadmg imtomatua, thess seproseatain s, disevtors and oltieess and 3
thard paurtiees and wrganizations for any A, Cmmmimcations, eports revends risnsenpes s statements doviiments
recommendations on disclosutes tsol g s made i geod noth and sohont nabioe reguested o recenved i

the Board of Rewstramon s Mediome

By s stgmatue bedos, Fachaow fedge thuit information, documents amsd revords regquired tobe Turmsshed by
another organtzatzon, educatienal stitstion, hosprtad s sdiodaal o sy person or wroups of persans gy bevin sent
(GRNEN nnene e the sealy huve bees broken. |
wderstand that the Buard of Registration i Maedicie will notaccept any such imntormation, records or documents

forwiirded by e anless they e saded emvelopaes

A photovops o Lcsinile of s authoerization shall be as vabid as e ongmad and shatl be valut ap o one sear

frony the date signed. 777 _

Lo AN S / 7/
Applicant’s Signatire . Dute ot Sienatwre
; o oo <.
J by L Je iy L i L3

atdic trtal, Saftis e g I

mw. st Nooee,

Applicant’s Printed Last

Applicant’s Thte of Baoth emonth day vears
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