Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

Current Status: Active License Expiration Date: 9/29/2013
1} Activity Status: Active
2) Address & Contact Information

Mailing Address: 119 Belmont Street REDACTED COPY

Worcester
Massachusetts - 01605
United States of America

Home Address:

Business Address: 119 Belmont Street
Worcester
Massachusetts - 01605
United States of America
(508} 334-6448

3) Email Address:
4) Fax Number:

8} Specialties
Cbstetrics and Gynecology

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

ABMS/AOA  Board Name Certification Subspecialty
None Reported

7) Drug License Numbers
Massachusetts Federal (DEA) Federal (DEA) X5

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

9) States where you were previously licensed
linois

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
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tara N Kumaraswarmi, M.D. License No.: 253191

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 8 hrs/wk
b) outpatient care 32 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Poticy Start Date Policy End Date Policy Type
Commonwealth Professional Assurance Con 10/01/2012 10/01/2013 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 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 _ o
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

a) New: Have %here been any claims, other than medical malpractice claims, filed against you during this
fime 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, 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, including the
Massachusetts Board of Registration in Medicine or any other state medical board, heatth 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’?

18) 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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U Commonwealth of Massachusetts
Board of Registration in Medicine
— Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

22) Have you completed all CPD requirements {100 hours of CPD of which 10 hours must be in risk
management. Reciu irement: 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)
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Commonwealth of Massachusetts

Board of Registration in Medicine
e Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

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

24) Have you used anz 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: Tara N Kumaraswami, M.D. License No.: 253191

Compliance with Legal Responsibilities

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

1) | understand and a%ree 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) | 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) 1understand and agree to compI%/ with my obiigations to repart the treatrnent of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to comply.

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

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

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

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

9} | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. B2E Sec. 2.

10)! 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)! 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 disclose ownership interest in any partnership,
corparation, firm or other legal entity to which ['have referred a patient for physical therapy services,
pursuanfto M.G.Lc 112 sec. 12AA.

13)! am aware of my obligations and responsibilities under the Health Insurance Pertability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a Nationa! Provider
Identifier (NP1} number.

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

15)I understand that as an applicant for a license renewal to practice medicine a crimina! record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systerns
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.

Under penalties of perjury, | declare that | have examined this renewal application and al! 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: Tara N Kumaraswami, M.D. License No.: 253191

Current Status: Active License Expiration Date: 9/29/2015
1) Activity Status: Active
2) Address & Contact Information
Mailing Address: 119 Belmont Street
Worcester

Massachusetts - 01605
United States of America

Home Address:

Business Address: 119 Belmont Street
Worcester
Massachusetts - 01605
United States of America

(508) 334-6449

3) Email Address:
4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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

ABMS/ACA 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
None Reported

9) atates where you were previously licensed
INcIs

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
University Of Massachusetts - Memorial Campus
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Commonwealth of Massachusetts

Board of Registration in Medicine
- Physician Renewal Application
Physician Name: Tara N Kumaraswarmi, M.D. License No.: 253191

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 8 hrs/wk
b) outpatient care 32 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
Commonwealth Professional Assurance Con10/31/2014 10/01/2015 Claims made with tail coverage
Commonwealth Professional Assurance Con10/01/2015 10/01/2016 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 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 ctaim) been

resolved, seitied, or adjudicated during this time period?

16) Other Civil Lawsuits o
Question 16 refers fo 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 offensesfcharges 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 autherity, health 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?

c) Have you been the subject of an investigation by any governmenta! authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
aroup 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 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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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

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, piease answer Yes, Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

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

24) Have you used anx chemical substance(s) which in any way inteiferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

25) Electronic Health Records Proficiency

| have demonstrated proficiency in the use of EHR by participation in a Meaningful Use program as an
eligible professional.

26) Requirement to Complete Training in Recognizing and Reporting Child Abuse
Have you completed training to recognize and report suspected chiid abuse or neglect?
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Commonwealth of Massachusetts

Board of Registration in Medicine
— Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

Compliance with Legal Responsibilities

Online profiie:
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) 1understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G L. c. 19A sec. 15 and | understand the punishment for failure to comply.

4) | understand and agree to complgr 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.

5) 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.

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. ¢. 112 sec. & or any Board regulation.

7) tunderstand and agree to comﬁiy with my obligations related to charging and coliecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢c. 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 shail not be
issued or renewed uniess | make this certification under penalties of perjury.

9) | understand and agree to comply with my obiigations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢ B2E 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. ¢. 118A.

11)| understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my grivate 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 facifities where | practice
report certain Major Incidents to the Board,

12)t understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which 'have referred a patient for physical therapy services,
pursuant to M.G.L ¢. 112 sec. 12AA.

13)! 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
tdentifier (NP1} number.

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

16)1 understand that as an applicant for a license renewal to 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 disquaiify 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: Tara N Kumaraswami, M.D. License No.: 253191
Current Status: Active License Expiration Date; 9/28/2017

1) Activity Status: Active
2) Address & Contact information
Mailing Address: 119 Belmont Street
Worcester

Massachusetts - 01605
United States of America

Home Address:

Business Address: 119 Belmont Street
Worcester
Massachusetts - 01605
United States of America
(508) 334-6449

3) Email Address:
4} Fax Number:
5) Specialties
Obstetrics and Gynecology

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

Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Obstetrics & Gynecoiogy Obstetrics and Gynecology

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 previously licensed
fHlinois

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
University Of Massachuselts - Memorial Campus
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Tara N Kumaraswami, M.D. License No,: 253191

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 8 hrs/wk
b) outpatient care 32 hrs/wk

12) Medical Liability Insurance Information

insurance Carrier Policy Start Date Policy End Date Policy Type
Commonwealth Professional Assurance Con10/01/2016 10/01/2017 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 fawsuit was filed on that ciaim, or has

any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice ¢claims against you foday, 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 cfaim) 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

professicnal 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
clairns, during this period?

17) Criminai Charges
2) 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, health care facility, group practice

employer or professional association?

b} Have you taken a leave of absence from any health care facilty, group practice or empioyer for
reasons related to your competence to practice medicine?

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

d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or 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
baecome 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 medicati liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

22) Have you completed all of the CPD requirements for this renewal cycie? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253131

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?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tara N Kumaraswami, M.D. License No.: 253191

Compliance with Legal Responsibilities

Online profile;
& 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.GL 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) {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 far failure to comply.

4) funderstand and agree o compg 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 o comply.

5) | understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. c. 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 o 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 ofr any Board regulation.

7) iunderstand and agree to comﬁiy with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance witn the Medicare fee schedule, pursuant to M.G.L. c. 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 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. ¢ 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. 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 c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) pregrams at the health care facilities where | practice
repart certain Major Incidents to the Board.

12)| understand and agree to comply with mﬁobligations to disclose ownership interest in any parinership,
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 obfigations 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 (NPI) number.

14)i 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 renewat to practice medicine a criminal record check may be
conducted for conviction and pending crimina! case infermation 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,

fX] Under penalties of perjury, | declare that | have examined this renewal application and al! 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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SUPPLEMENT FORM
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IMPORTANT NOTE: I vou answer “yes™ 1o any of these questions, you must provide the additional
information on pages 4-1).

I Since vour enrollment in college. have you been subject to any disciplinary action (see
definition) at an academic institution?

t '\J
>

Have you ever been terminated or granted a leave of absence by a medical school or any
postgraduate training program or have you ever withdrawn from a medical school or any
postgraduate training program or had to repeat a yvear of postgraduate training?

2-B. Have you ever, for any reason, been placed on probation or remediation by a medical school or
any postgraduoate training program?

[f vou are a US or Canadian graduate, did you take more than four (4} years (o complete
medical school: or if you are an international medical graduate, did you take more than six (6)
years o complete medical schoot?

¥

1. Since your enrollment in college. have vou been denied the privilege of taking or finishing an
examination or been accused of cheating and/or improper conduct during an examination”

5. Have you ever fatled any of the following examinations: any Step ol the USMLE, NBOME.
FLEX. any State Board examination, any pan of the National Boards, or have you failed to
gain certification from the National Board of Medical Examiners, any other certification body
or amy foreign licensing or certification body?

6-A.  Have you ever, for any reason, been denied a medical license, whether full, limited, temporary,
or have you withdrawn an application for medical licensure?

6-B.  Have you ever voluntarily surrendered a license 1o practice medicine or any healing ant?

7. Have you ever, for any reason. lost American Board of Medical Specialty or been denied
required recertification by one or more speciaity boards?

8-A.  Are any formal disciplinary charges pending against you, or do vou have knowledge of any
pending investigation into vour professional competence or conduct by any povernmental
authority, health care facility, group practice or professional medical society or association
{international. national, state or focal)? (See definttion),

8-B.  Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws, or
standards of practice by any governmental authority, healtheare facility, group or professional
medical society or association (national, state or local)?

4 .
i —

. I e ] . .
Apphicant’s Signature: fALA O R o A Date:™> /&% 12

/ ; Pt
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Applicant’s Signature: Y /f/L/lf}’]uﬁfL"z-'-’) VI Date:Z _Jof / TE
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Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hospital been Himited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or recommended by
a medical staff committee or poverning board?

Have vou cver been denied medical staff membership, or advancement in medical staff
status. or has such denial been recommended by a standing medical staff committee or
soverning body?

Have you ever, for any reason. withdrawn an application for hospital privileges or
appointment?

Have you ever been charged with any criminal offense, other than a minor traffic offense?

Has vour privilege o possess, dispense or preseribe controbled substances ever been
suspended. revoked, denied. restricted or surrendered, or have yvou ever been called before
ar warned by any state or other jurisdiction including a federal agency regarding such
priviieges?

Has any professional hability surance provider ever restricted. limited. terminated.
imposed a surcharge or co-payment. or placed any condition related to protessional
competency or conduct on your coverage or have vou ever voluntarily restricted. limited or
terminated your insurance coverage in response o any inguiry by a professionat labifiy
insurance provider?

Have you ever been the subject of any termination, suspension or probution proceedings
instituted by any third-party payor. Medicare or Medicaid; or have you ever been restricted
from receiving payments from any Medicare, Medicaid (any state). or third party payors?

Have you ever had an application for membership as a participating provider rejected by
any third-party payor?

In the past ten (10} years, has any medical malpractice ciaim been made against you,
whether or not a lawsuit was Nled in relation 1o the claim or has such a suit been settled.
adjudicated or otherwise resolved?

In the past ten (10} years, has any lawsuit, other than a medical malpractice suit, which is
related W0 your competency 1o practice medicine, or your professional conduet in the
practice of medicine, been filed against you or has such a suit been settled, adjudicated or
otherwise resolved?

A
7y

b
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CONFIDENTIAL INFORMATION

Before completing the following questions, refer to the instructions for definitions and additional
information. If answering “ves” to any of the questions, you must provide details on the
supplemental pages for questions #16 to 18, For purposes of the following questions, “currently’
does not mean on the day of, or even the weeks or months preceding the completion of this
application. 1t means recently enough to have an impact on one’s functioning as a licensee, or
within the past two vears of this application.

2

16. Smce becoming a medical student, have you been diagnosed with or treated for a medical
condition which in any way currently limits or impairs your ability to practice medicine or
to function as a physician?

F7-A. Within the past two years, have you engaged in the use of chemical substances with the
result that your ability to practice medicine is currently tmpaired or himited?

17-83. Have you ever refused 1o submit to a test to determine whether vou had consumed and/or
were under the influence of chemical substances?

18. Are you currently engaged m the Hlegal use of drugs or misuse of prescription drags?

H your responses to Questions 1-18 change while your application is pending, you must immediately
notify the Board of the new information.

Pursnand 1o MG ¢, 1120§ 2 and 243 CMR 2.07015). | certify that 1 will not charge to or collect from a Medicare
beneficiary more than the Medicare “reasonable charge™ for services, in compliance with Chapter 475 of the Acts
ol 1985, (Nure: Signing this certification does not imply that you will participate in the Medicare program).
Pursuantto MG 1. ¢, 62C. § 49A, 1 certify under the penalties of perjury that, to the best of my knowledge and
belief, I have filed any Massachusetts state tax returns and paid any Massachusetts state taxes that are required
under law. {Nore: This applies even il vou reside out of the state ar out of the country.)

Pursuantto Gulc. 620, § 49A, to the best of my knowledge and behiefl L am in compliance with G.L.c. 116A
relating to withholding and rematting Child Suppuort,

Parsuant to MG L el 11908 STA, Teertify under the penalties of perpury that 1 will fulfill my obligation 1o repon
aburse or negleet of chitldren. T will read the Board™s regulations, 243 CMR 1,00 through 3.00. To the best of my
knowledge. I meet the qualifications for full bcensure in Massachusetts,

1 certify under the penalties of perjury that all information on this form (front and back. and all attached pages) is
true. 1o the best ol my knowledge.

I authorize the Board of Registration in Medicine to access any and all eriminal case information on me held by
the Massachusetts Criminal History Systems Board.

/ .
LI / R N R e, e Dater S s 2sii) 2

e i i

Applicant’s Signature:

Page 7 of 17



Board of Registration in Medicine

Fall License Application

200 Harvard Mill Square, Suite 330 - Walkefield, MA 014860

Telephone: (7813 876-8210 Fax: (781} 876-8383

2 - Please complele the waiver for tefease of informalion and forward this form (o your univers fy/medical schodi{s] or

un-versity of graduation for verdicatior,

| authorize the medcal schooliuniv

rsity hsted beiow to provide ary anc all informaten partaining to my medica; education at your institubon,

Date of Birth __

. -
Applicant's Signatisre Ul %/M/IQMAVW o )
Print of Type Nawe: /(U NV fan S d aag 7—";{":’/‘- e A

Socal Securty Na,

{Last name) T st Name) T Widde drital)
Giher Name{s)

(Please lype or privt nae(s)

narne of Medical School. UAiviery ¥ : ol Mot ci‘fh/,j(ffv‘ e/ o h(;JLvLi gg,,,[,wh
Address. RS Leke  Avenve  Noiin iy I Jorecs s State or Province ___/¥%

INSTRUCTIONS TO THE DEAN OR DESIGNATEDR OFFICIAL OF MEDICAL SCHOOQL

Please complete this form and forward it, together with a copy of the official transcript {which indicates cotirses taken,
dates and hours of attendance, and scores, grades, or evaluations} and matlt it to the Board of Registration in Medlcine.

If nzme ¢! institution was difesent from the above named astitution when apphicant atiended, piease enler name below,

Premedical Education: Does your schen! have 2 premed:cal schog! ecucetion reguiternent? E\_l Yes
I yes," incicate where the applicant compleled pramedcal s¢hoo!

o ) . : § Mascachusetls. Amhers
Applecan!s{)nuefgsaduale&chool.A,i' af Massachusctis, Amherst

DNC

Amherst, MA

Undergratuate School Address: SN

‘Continged 0n page 2}

Lo

2e

P

2o

=t

LD



Full License Application

e nat
wani_ fara e e e
nRMe) (First narned -2 initialy

Enroliment and Participation: (s recsras b

{ty;)e or pont Ihe app

attended owr medical schioo on the following dates (indicate the month, day and year in the scction baiow)

ATTENDANCE DATES: EROQM I1Q EBOM Ie
asso12 o OO/ 09 ol U7r_us f05 _URE DY D6
ugsl 11 /03 UsS/ 28 04 /. / 1
O% 06y 04 0Ohy 24 03 ! i i1
The applicant attended 102 total weeks or__35__total menths (must be included) of not less fhan 32 weeks in each academic year
' . . N -
check one was awarded a deyree in _Modigine on (menthidayfyear) 00 1 04 1 00

[J was NOT awarded cegree FPieate explain reasonds).

Unusual Clrcuimstances: The following questions apply to unusual circumstances that occurred during any_part of the applicant's medical education

All guestons must be answered. If you answer » i acatien.
YES NO

1 Did the applicant take any leaves of absence or breaks frems histher medica! education?
2 Wasthe applicant ever placed or: probation?

2 Was the appicant ever discipiined or under nwestigation?

4 Were any negslive reports ever filed by instructors regarding the apphkcant?

COMMENTS ____ _ .

- Signature: &M‘W%’éé’

(if the institution does not have a seal, this form must be
notarized] INTERNATIONAL MEDICAL SCHOOLS MUST  prnyname: Michael F. Baker, M.A.

ATTACH A COPY OF THE MEDICAL SCH{OOL DIPLOMA
AND A TRANSCRIPT OR PROVIDE AN EXPLANATION, Title: Registrar

Date: _06; Ol ; 12 Telephone: (_3V8 ) 85672207

E-mail address._registrarfunassmed ., edu

.This form will not be accepted uniess it is stamped with the institutional seal or notarized.
Seal Verified

DATE: &/‘/ﬁ?

mimaLs: 200

BEITIERLTE

Al

o

DT MA
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o

it



Board of Registration in Medicine
2060 Harvard Mill Square, Suite 331 - Wakeficld, MA 815880
Telephone: (7813 876-8210  Fax: (781) 876-8383

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION ! authorize the release of information from my postgraduate training program listed below. as requested by the
J Massachusens Board of Registration in Medicine
1

Appheant's Signature LAl }/ F A 1/,’{/&({;1\,,«{44 R Date: - '," il 'f LE
Print or Type Name: 7 AT o Ko d P e -

v . 14 . .
Name of institution: Uleeaihy - i At i it

Please complete this form and forward 1 1o the applicant in a gealed envelope, signed across the seal If the department was a “rofating” or “transtional”
program. please submit documentation of the rotaticns, dates and hours of training

Name of Institution:Ll AR CA B, l—l(‘(J C\"g‘ \ DVADAC IS ?~T1 S - if
name of Institution was different when applicant attended, please enter name.
Enroliment and Participation: Qur records indicate that IO\F A ]rﬂ AN U LY participated in the foliowing program;

(Print appiicant's name)

{List each year separately with from and to dates)

Dates Attended Accredited By
Program Type PGY Department or (MONTH!DAY/YEAR) Compieted (ACGME, RSC, ACA
{internship, residency, {1,2,3,4) | type of specialty FROM 10 {YESINQ}) or not accredited

fellowship) training

OPYAEYN ISiotiob o6l Y ACEME
/ey N tfoifer pelolot Y |ACA NE
OP/EBYN bibndoscbbzobg Y HACAME
CHCYN siodbeoha Y ACENE

:LI’T* CY i 2
K& Q1 Ll

72\{_( )] d"‘l ¥ \_J

SN PV VIS

(Continued on page 2)



POSTGRADUATE VERIFICATION FORM PAGE -

APPLIGANT'S NAME: (4 (v Aot vl {0 =li vy

Unusual Circumstances: The foliowing questions apply to unusual circumstances that occured during gny pard of the applicant’s med:cal education.
Piease circle the appropriate response. i you answer yes to any of these questions, please enclose an explanation.

QUESTIONS YES NO

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

2 Was the apphcant ever placed on probatian?
3 Was the applicant ever disciplined or under investigaticn?
4 Were any negative reports ever filed by instruclors regarding the applicant?

5 Were any lmitations or special reguiremenis imposed on the applicam
because of questions of academic  incompetence or disciplinary problems?

& During the appiicant’s paricipation, our postgraduate medical training was accredited by, B ACGME  [lOther.

COMMENTS;

reby certify that the above informatien 1s correct. to the best of my know)eﬁ

Program Director's Signature: / // ~ R -
Print Name ?%/ﬁ i, ‘Pié (ade, [ {'D )
i:i;hz);w taal;'y Academic Titke: %C)Q’] gJ i ‘-J /)(:J (L’O LY
pubic). Teiephone. ('ﬂ_’g_-“?,f_;q ”(C’@?_Today's pae 1 2% 12
E-mail address: IQ{)HAL el %11 @) (L W’Q‘,}jﬂtﬂﬂ'f(?f’?@_ﬁ. Of:cj

PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE
ACROSS THE SEAL OF THE ENVELOPE.

AFFI

Seal Verified

DATE: G/ /;%//_D
|NmALs;_£.JL?_§L

z



Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 870-8210  Fax: (781) 876-8383

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION | authorize the release of information from my postgraduate Wramning program fisted below, a5 requested by the
Massachﬁns Board of Registration in Medicine.

Applcant's Sigrature B ETAN Y gy P Date '55// /"ﬂ)// z
— 7y -
Print or Type Name: f e ra Koy riaet e Nz ina,

Name of Institution Lndeers .*\lf e ey

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward il to the applicant in a sealed envejope, signed across the seal If the department was a “rolating” or “transtional”
program, please submit documentation of the rotations, dates and hours of training

Name of Institution. Uadivéséudy, uf liincns s 7 e d mad Hepddin S coinados C gt van

If name of Institution was different when applicant attended, please enter name.__Lhirvits ii"i‘:‘ J( Hhmews ot Chaca --{;’3

Enroliment and Participation: Qur records indicate that__ 10 ¥k LS it i § iy Guati participated in the following program:
(Print applicant’s name)

(List each year separately with from and o dates)

Dates Attended Accredited By
Program Type PGY Departrment or {MONTH/DAY/YEAR) Completed {ACGME, RSC, AOA
(internship, residency, (1.2,3.4) | type of specialty FROM TO {YES/NG) or net accredited
fellowship) training
Ly L |Esiehores oud g / 3,/’ ot .‘7»/ le- N ¢S Net aec s e derd

Cag viagas b s oy .

[f Lo shic i

T - - 717
f’:\,;‘vu,{ -y !'Ac{,"\m n\»j
d

(Continued on page 2}



POSTGRADUATE VERIFICAION FORN PAGE - 2
APPLICANT'S NAME: P ren e bR e e
Unusuat Circumstances: The following queshons apply to unusual crocumstances that occurred dunng any pad of the apphoant s medea' education

Please circle the appropriate response f you answer yes to any of these questions, please enclose an explanation.

QUESTIONS YES NO

Did the applicant take any leaves of absence or breaks from hisiher post
graduate trammg’

%)

Was the applicant ever placed on prebation”?

(93]

Was the apphcant ever disciplined or under investigation?
4 Were any negative reports ever filed by instructors regarding the applicant?

5 Were any Imiauens ot special requirements smposed on the applicant
because of quastions of academic  incompetence or disciphnary problems?

& During the apphoant's panicipation. our postgraduste medicel raning |) was acoredded by |71 ACGME  [H0ther Y ciine 4 g e E"K

COMMENTS

Certification: | hereby cerufy that the above informaton s correct. 16 the best of my knowizdge.
P ",

Program Dusctor's Signature {Adoty “‘ !f AL L0 Lo T g a0

AFFIX INSTITUTIONAL SEAL oS e et
HERE Prnt Name 43 LLIS Lo { ‘-J\'L'=‘”1,( ~ ; /
{If the institution does not have a seal, Academic Tle 1455 15 4 70 T4 ({_ LS f\_;\; Liace ;( Tov o -‘{"T'\‘"
this form must be notarized by a notary - — + ¢ T W b oy }( {f;.')
:\(’j‘ . I?UE?IC’: s QFFICIAL SEAL Telephone (i’.':{_)iﬂ&;,z}x%%ﬁ Tocays Date __E'_F_L‘ﬂ_/__t_i:{;_ . v
v "\ﬁf\jb,?“ Bt e SHANKON BOWTY E-mail address. (¢ i U1 G e e
67019 812§ Wotary Public - State of Iiinois ! =en ‘ L =
' : My Commission Expires Nov §. 2012
PLEASE R E’RM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE

ACROSS THE SEAL OF THE ENVELOPE.




MALPRACTICE HISTORY

Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakeficld, MA 01880
Telephone: (781) 876-8210  Fax: (781) 876-8383 www.mass.gov/masssmedboard

MALPRACTICE HISTORY

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

iv
F authorize my professional liability carrier(s) listed below to release to the Commonwealth of Massachusetts.
Board of Registration in Medicine, my malpractice history and any and all claims or actions for damages.
including the following:

the name(s) of the claimant(s)

nature and date of claim{s)

amounts paid, if any, and

other disposition or information in its possession, custody or control

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

5 dates of policy coverage must be included.

Liability Carrier’s lnstructions: If the applicant has any open or closed cases that have gone to trial,

whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and
amount of monies paid on behalf of the applicant must be forwarded directly to the Board. IF 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 ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE.

BN

b f'-*dr,f,,m, {ae .
5(“/_ fovd e ar g o
Liability Carrier: U145, Menor A Fatitvg o From: _/ /| XeTo: G / /D
City: Wore e ter State: A Policy Number,__ A L /o
.r(’f{' fatvrval () o
Liability Carrier: Unwprgph, f (lhinef From: 7 /10 To: & /(2
City: _ Urbuais . State: /- Policy Number._ 1 ~§ {1 £~ ¢y
Liahility Carrier: From: / To: /
City: State: Policy Number:
Applicant's signature: /k'{ LJL/[(,*?YZQC L P S 24y 12
Date

Prinl Name: m/& KoM ay” &5 loge.m
Address; __ . __City:

State: 2ip code:




Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210  Fax: (781) 876-8383

I CERTIFICATE OF MORAL AND PROFESSIONAL CHARACTER

INSTRUCTIONS TO THE APPLICANT: This form must be signed by a physician iegally

authorized to practice medicine in the United States. Someone who has known you for
a substantial period of time and is not a relative should execute this statement. The
Board of Registration in Medicine prefers statements from physicians licensed to
practice in Massachusetts.

PHOTOGRAPH CERTIFICATION OF MORAL AND
PROFESSIONAL CHARACTER

This certifies that | have been personally acquainted
with the physician named below:
ted. - L
Jara NV A{/,«’}’}ci{ TS e

{name of appiicant )

e

for 5 years. | believe that the above
named physician is of good moral character and
worthy of confidence and recommend him/her to
the Massachusetts Board of Registration in

/ i

/ ('a"l/’,{,ud U{') W—W"vﬁ/&fﬁ

o g é/ -
Signature of applicant S/gnature of Certifying Phys;man )
| certify that the photograph ‘277002% V1A -
above is a genuine likeness of the  License Number State

maker of the signature above. P{Wﬂ H %C’rﬁf d(/] \,7D

Type or print name clearly

-\ /a it 1 *f*‘" Address: H(’? t;-?h‘hd 1k <.
Signature of Notary ./~ City 1 )01 €O ez
State: /¥4 le (’l({?(} 5
Telephone: ( 4
i1/ Date: _t5 /

My corﬁmlssron expires

OFFICIAL SFAL
SHANNON DOwWTY

uuuuuuuu

th?) OS PH 12

: Return the completed foz; to

Seat Verified,
DATE: 64/} 2

-
INITIALS: (o7t
7




Tara Kumaraswami, MD
Curriculum Vitae

Personal Information

Office Address

Emaii

Phone

Department of Obstetrics and Gynecology
University of lllinois at Chicago

820 South Wood Street, M/C 808

Chicago, lllinois 60612

Current Titles and Affiliation

July 2010-present

Fellow in Family Planning
Department of Obstetrics and Gynecology
University of Hlinois at Chicago College of Medicine

Education and Training

Education

September 1998-
June 2002

August 2002-
June 2006

July 2006-
Jure 20010

Bachelor of Science in Biology, summa cum laude

University of Massachusetts - Amherst
Amherst, Massachusetts

Doctor of Medicine

University of Massachusetts Medical School
Warcester, Massachusetts

Residency Training in Obstetrics and Gynecology
Department of Obstetrics and Gynecology

University of Massachusetts Medical School
Worcester, Massachusetts

Kumaraswami |
61972012



July 2010-present

August 2010-
May 2012

Training

August 2011-
June 2012

Fellowship in Family Planning

Department of Obstetrics and Gynecology
University of Illinois at Chicago College of Medicine
Chicago, lllinois

Masters in Public Health

University of lllinois Program in Public Health
Chicago, Illinois

Physicians for Reproductive Health and Choice

Leadership Training Academy

Honors and Awards

2010

2010

2009-2010

2009

2007-2010

2002

The Bahy Louca Award for Humanitarianism in Medicine
Department of Obstetrics and Gynecology
University of Massachusetts Medical School

Paul Briscoli Award for Resident - Faculty Academic
Research Collaboration

Awarded by the Department of Psychiatry at the University
of Massachusetts Medical School

Outstanding House Officer Award
University of Massachusetts Medical School Faculty

Resident Teacher Award
University of Massachusetts Medical School Class of 2009

Golden Apple Award for OQutstanding and Dedicated
Teaching of Medical Students

Awarded by third-year medical students at the University of
Massachusetts Medical School

Summa Cum Laude

Kumaraswami 2
6/19/2012



2001-2002

2001

University of Massachusetts - Amherst

Junior Fellows
University of Massachusetts - Amherst

Phi Beta Kappa
University of Massachusetts - Amherst

Licensure and Certification

2010-present
2010-present

Licensed Physician and Surgeon, State of 1llinois
DEA Registration

Academic Appointments

2010-present

2009-2010

Family Planning Fellow/Clinical Instructor
Department of Obstetrics and Gynecology
University of Hlinois at Chicago College of Medicine
Chicago, Hlinois

Administrative Obstetrics and Gynecology Chief Resident
Department of Obstetrics and Gynecology

University of Massachusetts Medical School

Worcester, Massachusetts

Teaching Responsibilities

Courses taught

2010- present

2006

Residency Training in Family Planning
Instruction of first and third-year residents in the clinical
portions of the Family Planning curriculum

Physical Diagnosis Course
Instructed first year medical students in physical exam

Kumaraswani 3
6/19/2012



Lecturing

2010- present

techniques

Medical Student Lecture Series
Given each rotation to students in the Obstetrics and
Gynecology Third-Year Clerkship
- Case Studies in Contraception
-Lectures on Miscarriage, Ectopic, Molar Pregnancy
and Abortion

Administrative Responsibilities/Service

Department

2010 - present

Hospital

2008 - 2010

Member, Residency Education Committee
University of Ilinois Medical Center at Chicago

Member, Surgical Site Infection Committee
University of Massachusetts Medical Center

Community/Public Service

2011 - present

2002 - 2006

Volunteer, Horizons for Youth

Chicago, IL

Seminar about contraception, pregnancy, sex and abortion
for teen participants and their mentors at their youth
enrichment program.

Volunteer, Pathways Serving the Underserved
University of Massachusetts Medical School

Worcester, Massachusetts

Through international and domestic experiences and
seminars, the program develops students’ linguistic and
cultural competence and sensitivity to the hardships that
many immigrants and poor people face.

Kumaraswani 4
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1999 - 2002

Volunteer, Everywoman’'s Center

The Rape Crisis Center of Western Massachusetts

Ambherst, Massachusetts

Certified as a rape crisis counselor in Massachusetts. Staffed
24 hour hotline, ran teen support groups and one on one
counseling sessions.

Global Health Service/Experiences

July - August 2011

Mayv - August 2009

April 2006

Summer 2003

Consultant, International Planned Parenthood Federation
at the South Asia Regional Office

Delhi, India and Dhaka, Bangladesh

Developed clinical guidelines for the management of
incomplete abortion and possible associated complications
and developed a conference for mid-fevel providers.

Volunteer, American Friends of Kenya

Nairobi, Kenya

Developed and implemented a program that provided pelvic
exams, pap smears, STI screening and treatment and
education about women'’s health in Nairobi and trained
providers to continue the work.

Immersion Program, Cuenca, Ecuador
Medical Spanish course in combined with a homestay
experience and travel,

Immersion Program, San Jose, Guatemala
Spanish language course, homestay experience and travel.

Society Memberships

2006 - present

2000 - present

2010 - present

Junior Fellow, American Congress of Obstetricians and
Gynecologists

Junier Fellow, Society of Family Planning

Member, Association of Reproductive Health Professionals

Kumaraswami 5
6/19/2012



2010 - present

Editorial Activities

2010 - present

2010 - present

Member, National Abortion Federation

Reviewer
American Journal of Obstetrics and Gynecology

Reviewer
Faculty 1000

Research

Grant Funding

September 2011 -
July 2012

Principal Investigator

Postpartum Contraception: How can we improve counseling
and provision? A pilot study of contraceptive counseling in a
new setting. Society of Family Planning Research Grant
$55,000

Research Collaborations

July 2010 ~
March 2011

Study Physician

Gynuity study: Topical estriol for vaginal health

As a study physician I conducted research colposcopy on
participants.

Publications

Book Chapters

1 Kumaraswami T, Cagianno, M. Vaginitis and Vaginosis. Domino F et al
(eds) 3 Minute Clinical Consult. Lipincott: 2011, pages 1396-1397.

Kumaraswami 6
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Abstracts

3

Kumaraswami T, Harwood B. Postpartum Contraception: What can we
do to improve counseling and provision? Family Planning Fellowship
Annual Meeting, San Diego, May 2012

Kumaraswami T, Burpee S, Liao X, Deligiannidis K, Howe A, Seligowski
A, Jackson S, Moore Simas Impact of an Educational Intervention on
Help Secking Behaviors for Postpartum Depression: RCT. Poster
Presentation. ACOG Annual Meeting, San Francisco, CA, May 2010

Kumaraswami T, Peskin E. Emergency Contraception: Availability and
Awareness. University of Massachusetts Medical School. Summer
Research Program Research Presentation, August 2006.

Works in Progress

2

Kumaraswami T, Burpee S, Liao X, Deligiannidis K, Howe A, Seligowski
A, Jackson S, Moore Simas Impact of an Educational Intervention on Help
Secking Behaviors for Postpartum Depression: RCT. In progress.

Kumaraswami T, Management of Incomplete Abortion and Possible
Associated Complications in Bangladesh. International Planned
Parenthood Federation. In progress.

Invited presentations

Breaking the Silence: Intimate Partner Violence in Pregnancy
Department of Obstetrics and Gynecology Grand Rounds
University of Massachusetts Medical School

Worcester, Massachusetts, March 2009

Kumaraswami 7
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8y}

Study Design and RCTs

Guest Lecturer Advanced Epidemiology Course
Master of Science in Clinical Investigation
University of Massachusetts Medical School
Worcester, Massachusetts, April 2009

Postpartum Depression: What We Can Do.

Department of Obstetrics and Gynecology Grand Rounds
University of Massachusetts Medical School

Worcester, Massachusetts, October 2009

Pre and Post Menstrual Regulation Counseling,.
Family Planning Association of Bangladesh
International Planned Parenthood Federation
Dhaka, Bangladesh, August 2011

Technical Updates on Contraceptive Methods and Post Menstrual
Regulation Contraception.

Family Planning Association of Bangladesh

International Planned Parenthood Federation

Dhaka, Bangladesh, August 2011

Manual Vacuum Aspiration for Management of Incomplete Abortion.
Family Planning Association of Bangladesh

International Planned Parenthood Federation

Dhaka, Bangladesh, August 2011

Manual Vacuum Aspiration Training, Hands on Training with Pelvic
Models. :

Family Planning Association of Bangladesh

International Planned Parenthood Federation

Dhaka, Bangladesh, August 2011

Family Planning

Department of Obstetrics and Gynecology Family Planning Seminar
Loyola University School of Medicine

Maywood, IL, October 2011

Kumaraswani 8
6/19/2012



MEDICARE TAX FORM

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

MEDICARE/TAX FORM

INSTRUCTIONS:

Please sign this form and return with your application. Massachusetts General Laws
Chapter 62C, §49A, requires that you complete this statement to obtain licensure to
practice a profession:

T - / i P S
[ i /v FoadTa lodjweens,
{type or ponl name)

certify, under the penalties of perjury, 1o the best of my knowledge and belief, that |
have filed all state tax returns and paid all state taxes required by state law.

p
=y 4 =i
SIGNED: ;,//‘w /‘ém qrtgrrdie—"  DATE: D/ a«ﬁf/; [

7 L

Social Security Number:

****!tt*i***ti*W*‘k**i*tiin*t*i**i***‘r**************t*t**t*

Massachusetts General Laws Chapter 112, §2, and 243 CNR 2.04 (2) {k) require
that you complete the following statement:

I will not charge to or collect from a Medicare beneficiary more than the Medicare
‘reasonable charge” for services, in compliance with Chapter 475 of the Acts of 1985,

Note: Signing this form does not imply that you will participate in the Medicare program.
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Hlinois Department of Financial and Professional Regulation

Division of Professional Regulation

Pat Quinn Brent E. Adams
. Sccretary
Governor ecretary
Jay Stewart
Director
vision of I'rofessional Hegulation

CERTIFICATION OF LICENSURE

BOARD OF REGISTRATION

IN MEDICINE

200 HARVARD MILL SQUARE &TE 330
WAKEFIELD, MA 01888

Licensee: TARA N KUMARASWAMI MD

License Number: 036.125298

Profession: LICENSED PHYSICIAN AND SURGEON
Date of Issuance: 03/25/2010

Expiration Date: 07/31/2014

License Status: ACTIVE

License Method: ACCEPT EXAM - USMLE
Disciplinary History: Has not been disciplined

This document is a certified copy of the records maintained and kept
by this Department in the regular course of business as of today’'s
date.

\.\‘\ o \-;\;., .
ﬁ%kf\‘- & s May 21, 2012
" ; 7 P ALY
Jay\-Sé\e“Wart # Date
Director
Division of Professional Regqulation

Refer to the Department’s Web Site at www. idfpr.com to verify

professional licenses via License Look-Up.

www. faechonk.comd LDEPR www adipy con hogsdin itiercamE DEPR

L.cz-certificationoflicense. rtf



Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210  Fax: (781) 876-8383

I STATE LICENSE VERIFICATION l

Arplicant's Instructions: Complele the waiver for release of information and forward this form to every state board
where you are currently licensed or were ever licensed in the past. Conlact the individual state board(s) for
information on verification processing fees before you mail this form.

Anplicant's Waiver for Release of Information:
['am applying for licensure in the Commonwealth of Massachusetts and the Board of Registration in Medicine

requires that this form be completed by each state where ! hold or have ever held licensure. | hereby authorize the
release of any information in your fites. favorable or otherwise.

Signature of —

A /4
TR . i g ,
physician: 2 At /%4’17 A Y 5% Date: > ‘v 4 12
Print or type name:___{ /A1 A N KN o d G tn
License number___ = Yz 1252494 Status of license: | L ﬁ Active [Jinactive [Other

IO BE COMPLETED BY STATE BOARD

1. Name of medical schoal of gradﬁa:ion;

2. Date of graduation: __J / License number: Date of issue: /1

3. Basis for licensure:

Name(s) of medical licensing examinations(s).

4. Expiration date of license; / /
5. Status of license: (check one) [} good standing (3 revoked [] suspended
6. lf revoked or suspended, please
explain:
YES NO

7. Has the licensee ever been on probation? Ml |
8. Has the licensee ever been requested 10 appear before the board? ] il
If "yes,” please explain;
Other derogatory information:
Remarks: _
Signed:
BQARD SEAL Print Name:

Title:

State Board:__ Date; / [

PLEASE RETURN THE STATE LICENSE VERIFICATION TO THE APPLICANT IN A
SEALED ENVELOPE WITH THE BOARD SEAL OR THE SIGNATURE OF THE
PERSON COMPLETING THIS FORM ON THE BACK OF THE ENVELOFPE,




Application «

Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakeficld, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.mass. gov/massmedboard i

.
Application Fee: Please enclose a elieck ormoney order in the amount of 600 00 made pavable to the Commonwealth of -
Massachusetts. Fhe application fee is non-refundable.
Txpe of License ﬁ Initial Full License () Administrative License (3 Volunteer License
Check Qne: m LS /Canadian Graduate (7 toternationat Graduate
Legal Namyg (do not use nicknames or initials, unless they are part of your legal name)
KvmaraSum!  Tare  Nevbert |
Last Name (tvpe or print ciear]x) First Middle Soffis (., et
&M.n O pold e O Otherdegree ] Male P Femate
Qiher Name{s) Used - List any other name(s) vou have used which may appear on your identifving documents, such as
medical education and examination records. 1f not applicable, cheek here ﬁl
Entire Last Name (tvpe or print clearty) First Middle Suffix {Ir., etc))
Date of Birth: soctal Sccurity Number;
Month Das Year
Place of Both: ) )
iy State/Province/ Territory Country if not LISA
*Mailing Address; ) ] Tetephone: _— it
Number and Street
Ciny State/Provinees Territory Zip (or Dmtai) Code
Home Address: e Telephone: oo
Number and Sireet
City 7 T State/Proy ir'\ccf’;'i'n:i‘rit'm‘_\ o V,éh {or postal) Code
(o . a . Newo i ow i N i RN I R,
Business Address: Ul o - S oot i L ok 31\1 ¢ 4 ielephone: o2 i"_ﬁ T 7P

Numiber and Street

City . - Smtc’Pri)\-incc—’l'crritm'_\- Zip (or postal) Code

E-mail Address: ) fax number; | -3¢
Are you applying for Heensure through FOVS?  (See instructions page 123 [ Yes fﬁ No

* The Board will use your Mailing Address for all correspondence



FRINT NAMI: Jef et ’ A AR e PAGE 2 OF 3

} TN N .
‘ : Irom to
. ; Pt i r 5 s . i I e ] . - P
Facility: Uneée / i _ilj ci WVhsje o oge Degree: by Ui le § i1 o
Street: Muossae by Leils Hucaod City: It . Stater VA
Facility: ) Degree: o e
Street: . Citye —_ Swate:
Medi
) MO IFrom To
L. / Y - - ; -
Facility: U (03 by of Musiscchejc s pegrees MO Tg o0 Er Yo
Street: 595 Lake 'Aueave vor 1hey City: WO mures State: _a24
Facitity:__ Degree: . A A fod
Street: . Ciwy: _ Swate;

Date of medical school graduation: (o /2006

Meonth Yeat

Note: U.S. graduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in medical education. International graduates must provide a written explanation for the
duration of medical education longer than six (6) vears and any breaks in medical education.

Yostor: Cducation :

Listall postgraduate training in chronological order from medical school o the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, lellow, cte. and dates of affiliation. You must account for alt
periods of training or postgraduate work from the time you graduated from medical school.

_ I'rom To
iy e b
};'aicilit_\-':i-jnm’ﬁp'\, hy ot NMescchvicH s Position; lles . cdont i _:'}_/u_lw/j&: __C_:’/_/_iif_-"__":
Street: ?\aj/)wa-f Sdyeet Ciy: VWV oor e igrr . Swter 7%
Facility: L7Th ¢ -5y c[ Iier Position: [ ¢ ow _'}__/uik.f_fi‘; B jge) i
Street: _ $oudin Yrvced Sdar oo 1 City: { fiieqo State: _ fe.
Factlity: Position: /4 4 4
Street: City: i State:
Facihity: ) Position: 4 /i
Street: § Oy State:
Facility: Pesiion: 44

Street: ) Oty State:




PAGH 3o s

Examination Hisors

Please contact the appropriate exammation entity and have certified wanscript ol vour scores sent directly (o this
Board. It vou are using FCVS, vour examination scores will be sent to the Board with your credentials packet,

Listeach licensure examination, U.S. or international. you have taken (USMLE. NBMLE:, NBOME. 1.MCC,
Ete.). )l additional space is necessary, please enclose a separate sheet with vour application and include all the
information below. If you answer “yes™ to question #5 on the Fuil Supplement, you must also complete the
required information.

LExamination Most Recent Date taken (Month/Year) Passed () or Failed (F) Number of attempis
USMLLE Step | ’z,’/fqu PRy, e DO i

USMLE Step 1i 7z 200 Xre  Or |

e OrF i

P LIF ;
P [Jr
pooL¥
O I
P Or
P Ir
P [Lr
N
Cie
O B B
P [JF
P [JF
poF
P LIF
O O |
P [JF

T

USMLE Step I zo_/,jlj 20077

NBME Part |

NBML Part []

NBME Part 11

FLLEX Component 1

FLEX Component 2

FLEX Pre-1985

NBOMLE Part |

NBOMI: Pan |1

NBOMLE Part I

COMLEX Level |

COMLEX Level 2

COMLEX Level 3

COMVLEX

LMCC - Single

LMCC - Part |

L.MCC - Part il

o000 ouooDo0o0DoCcooon

State Board Exam

{State of examination)



PRINT NANHL, . e s fﬂ'_\.-_ LT e e f ) ) ) Pk d ol

Listhospital appointments, in chronelogical order. where you had active staft pravileges. Include the name and
address of the facility. vour position and dates of alfiliation. Also include periods of unemployment or
employment outside of medicine. Auach a separate sheet of paper if necessary.,

From 1o
Facility: Yviver s b ok g u ¢ brpse 113 Position: K., dé A i i LSt
Street: _ Fagdd1d9t Siceed Gy WD e e e State; #1714
Facility: .y (75 by ol e LI RAEY Pasition:_Feliva AN IS
. . R ) - . B ; —
Street: 220 Sendin wiona Sriced  City: A ,-(G.LJ o State: 1L .
Facility: Position: - A A Y
Street: G State: .
Facitity:, Position.____~ A S S
Street: i _Cay: State:

1. List other states (abbreviations) where yvou are currently or have ever had a full ficense: | Hiinas

2. a) Are you certified by the American Board of Medical Specialties? (] Yes [ No
b) Are you certified by the American Board of Osteopathic Medicine? [T Yes 3. No
3. List Board Certilication(s); Certification date; Y

Certification date; / /

A j o> ‘. - ) 8 & v . oy
4. List your practice spectalt(ics) Ob s e (e ( b (o vgL

5. Have you completed the Opioid and Pain Management training (see Full Instructions. page 5}{AL Yes [ No

6. Reason for requesting a Massachusetts medical license: Jsi-w.‘r- 6 (py e o
- ey e ( o g
T Unwessag oF ted e Chese s -
7. Name of Facility: LN N oyl o4 P Va 30 ¢ lay yr H
| . . .
Address_ 1144 Jelmuant SNty ee t City: WIS ek

8. Anticipated starting date in Massachusetts: 4] /w_‘j_m/_i_z,:

9. Curriculum vitae (CV) Bisting activities by month and year must be enclosed with your appliication.

Under the penalties of perjury. [ declare that | have examined this full application and all its
accompanying instructions, forms and statements. and to the best of my knowledge and belief. the
information contained herein is true, correct and complete. As an applicant for a full license to practice
medicine. T understand that a criminat record check may be conducted for conviction and pending
criminal case information trom the Criminal History Systems Board only and that it will not necessarily
disqualify me from licensure.

j e } W iagda-ap R e A=
Signature of Applicant/ Month Day  Year

(Continuwed on page 3)

Revised 4 302012



NATIONAL PROVIDER IDENTIFILR (NP

Fhe primary purpose of the NPLis to uniguely tdentify health care providers as “health care providers™ in HHPAA
standard transactions. The NPDwill replace all other identifiers assigned 1o heahth care providers, such as those
assigned by healsh 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
reguired to obtain an NPE by May 23, 2007.

Youmust supply the Board of Registration in Medicine with vour valid NPL I vou do not have
an NP number. you can apply for an NPI@ dircetly by using the NPPES web site at
www, NPPES emg.hhs.goyv,

My current NPJ is: DD

: §
18 LL.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction
ofany depariment 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 10 contain any false. fictitious or
fraudulent statement or entry. Individual oftenders are subject to fines of up to $250.000 and imprisonment
for up to five years. Offenders that are organizations are subject o fines of up to $3500,000. 18 1U.8.C.
3571¢d) also authorizes fines of up 1o twice the gross gain derived by the offender if it is preater than the
amount specifically authorized by the sentencing statute,

*enalties al

Please sign and date to confirm that all of the information on this form is true and accurate.

[ , =0
Signature: !} vl LAV AT s Date: S _/_ =




COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGINIRATION IN MEDICINE
200 Harvard Mill Squarve, Suite 330, Wakefield, MA 01880

L e IV R a0 G e &P

(fype/pring your complete name)

request and authorize every person, institution, professional licensing board of any state in which 1 hold or may
have held a license to practice my profession, hospital. clinic, government agency. (local, state, federal or foreign).
law enforcement agency, or other third parties and organizations, and their representatives to release information.
records, transcripts, and other documents, concerning my professional qualifications and competency, ethics,
character, and other information pertaining to me to the Massachusetts Board of Registration in Medicine.

I urther request and authorize that the requested information, documents and records be sent directly to:
Board of Registration in Medicine
200 Harvard Miil Square, Suite 330
Wakefield, MA 01880

Altention: Licensing

humunity and Release

I hereby extend absolute immunity to, and release, discharge, and hold harmless from any and all lability: 1) the
Board of Registration in Medicine, its agents, representatives, directors and officers: 2) other agencies, institutions,
hospitals and clinics providing information, their representatives, directors and officers; and 3) any third parties
and organizations for any acts, communications, reports, records. transcripts, statements, documents,
recommendations or disclosures invelving me, made in good faith and without malice. requested or received by
the Board of Registration in Medicine.

By my signature below, [ acknowledge that information, documents and records required to be furnished by

to me directy from the primary source in a sealed envelope and that none of the seals have been broken, 1
understand that the Board of Registration in Medicine will not accept any such information, records or documents
forwarded by me unless they are in sealed envelopes.

A photocopy or facsimile of this authorization shall be as valid as the original and shall be valid up to one vear
from the date signed.

A R
P k??’ﬁ;/;/aéﬁ//ﬂ&a» 5 / i / e
Applicant’s Sign(murc Date ofSignznurc

/o - S j
Ko Ml cuiva ;LA A
Applicant™s Printed Last Name, First Name, Middle Initial, Suffix (c.g., Jr.)

Rpplicanl’s Date of Birt h’(mo):'ifl-l./da_\'/}'éar)



