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Board: Medicine

APPL

2788263




1
/

. SPOA 1415 (1110) " HOSPITAL USE ONLY
Regutar Malling Address Courler Delivery Address TO BE COMPLETED FOR BULK CHECK
State Board of Medicine State Board of Medicine USAGE
P.0. Box 2649 ' . 2601 North Third Strest i [
Harisburg, PA 17405-2649 Harvisburg, PA 17110 Hospitat Name: _TT'L -

Phone: 717-783-1400 or 717-787-2381 HS# cop3Ho b
Emall: gt-medicine@state.paus Receipt? _ S 00 3315 .

APPLICATION FOR A GRADUATE LICENSE FOR GRADUATES OF
ACCREDITED MEDICAL SCHOOLS (SCHOOLS.IN THE U.S. AND CANADA) -

Application Fee: $30.00 ot refundable. hﬁake check payable {o the "Commonwealth of Pennsylvania® Nole: A processing fee
of $20.00 will be chamed for any-check or money-order retumned unpaid by your bank, regardiess of the reason for non-payment.

: IO BE COMPLETED BY APPLICANT: (Pleass Printor Typs) R X OF/ R &
NAME: Fellqws ) M%:}j-hﬁw :Eg.h . )

ADDRESS: -
Phiadel i | PA (4107
[ Slake
SOCIAL SECURITY _ DATE OF BIRTH:
, MMDOYYYY

If your medicalflicensure records are listed under ancther name or names, please list helow:

© Aré you épplylng using credehtials verification from FCVS? O YES - O NO : " e

DATES OF ATHENDANCE . * DATE OF GRADUATION %o

. NAME & ADDRESS OF MEDICAL SCHGOQL, - .
Drexel Unvergidy | Aug‘%-r May ‘io Mag 3], 3010
‘3‘100@“@26 Lane , ﬁfi\uglph‘.g, PA \dna .

NAME & ADDRESS OF HOSPITAL(S) DATES OF PREVIOUS TRAINING. SPECGIALTY

- TO BE COMPLETED BY HOSPITAL LOCATED IN PENNSYLVANIA:

NAME OF HOSPITAL: __Thomas Jef“erseon University Hospital HS-_000240 L
ADDRESS OF HOSPITAL: _111.5. 11th Street, Suite 2170, Philadelphia, PA 19107 '
YEAR IN , ACGME . gk LEVEL IN
TRAINING: 1 SPECIALTY: Family Medic_1 ne ' TRAINING (PGY)___]
DATES OF TRAINING REQUESTED; __ June 20, 2010 10 ___June 19, 2011

BEGINNING DATE-(MWODITYYY] - ENDING DATE-(MWOGITYYY)

FVERIFY. THAT | AM THE PROGRAM DIRECTOR FOR THE HOSPITAL PROGRAM LISTED ABOVE
AND THAT THIS IS AN ACGME ACCREDITED PROGRAM AT THIS HOSPITAL.

NAME OF PROGRAM DIREGTOR; __ Debra A. Cifelli, Dl‘r'ectol". Madical Staff and House Staff Affaims

SIGNATURE OF PROGRAM DIRECTOR: &@_«g Q { ;;55 % . ‘
i I]: APR 22 2019 Ll ll

s 1 !
b2 I
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SPOA 1415 (1H0)

Answer the following questions. If "YES" is answered tions #2 th
as well as cerfified copies evant documents. Sign and date below.

*_Yos

iJ:J-

1) Do hoki or have you ever held an wyeslricted license, certification, or regigiration (aclive or
)In i ct{'jr:,mar red) fo nwdlcfneandlorsurgeryhamﬂler]urmﬂon? ¢
s SR . .

2)Haveyou1nrllhdrawnan25‘piﬁhon' 'foralioema.ee:ﬁ!icate&uegisiraﬁun.hadana ication for a
Fcense denled or refus for sciphi reed reapply license,
Mme:rmghmmﬂpmf:s%oﬂhm?’m%?mm . ra )

3) Have you had discipiinary action taken against your license, certificate or registration issued to
)manyygtofessioninany'xﬂmsmeor]unsdleﬁomu o ) =
4)Havayoubeenoomided.foundguﬂlyupleadedndowrtendere.ormeﬂedpmbaﬁonmm
verdict or accelerated rehabilitative disposition (ARD) as to any felony or misdemeancr, incuding
any drug law viclations, or do you have any erivinal charges pending and unresolved in any state
or jurisdicion? You are not required to disclose any ARD or other criminal matter that has been

expunged-by order of a court.
5) %I&magr L?“g 2002. have you been amested Jror cdmiri;l homicide, aggravated aséault. sexual

offenses in any state,

é) Have yu:rl;;?’eprame privilages d'enled.arewhed o:"r'esmmd in a'hos?.lh?lfgr other health cg;
- facility, been charged hospital, university, or reseal cility with viola
rasean:l) protooolgfglslmng research, or engaging In other research misou_pduot?

ot ,

XIX|X] X [Ix|X|xp

"'I.Have. had your DI istration derded, revoked or restricted egshave had our“. ider
) BEdes lomihated o aaare e noney for cauess ¥ owve you had your prov ]

8) Are you, or have you ever been, addicted o the intemperale use of alcohol or to the habitual
of narcofics o oiher habli-fotmm drugs? Note: You answer "NO" if you are curvently
ﬂarﬂcipam in or hive su ly completed tha requirements of the Board's Prefessional

ealth Monitoring Program.)

Since May 19, 2002, have clice complaints been filed against you? If the Board
% requires that you submit aacnégkg the entire gla al 3&’& et inciue the tocket
numbey, filing date, and the  YOU Barve

X

SIGNED STATEMENT

Note that disclosing your social security number on this epplication is mandatory in order for the State Board of Madicine o comply with the
mﬂmofh-FﬁeralSoﬁalSewﬂymm‘mmldmmmmuhﬂaﬂmﬁdhh&monmﬂhnﬂ’mnsymm
at 23 Pa. C.5. 4304.1{a). In order to enforce domeslic chitld support oiders, the Commorwealih's Sconsing boards must provide to the
Department of Public Welfare Information prescribed by DPW about the licanses, including the social security number. Additionzlly, disciesing
the number-is mandatory bn oder for-this board to comply with the reporting requirements of the Federat National Practitioner Data Bartk and the
Healthcere Integrity snd Prolection Data Bank. Reports to the NPDS/HIPDB must include the licensse's social securily number,

statements are made subject lo the penalties of 16 Pa. C.5. Section 4504 relsting to unswom
suspension or revocation of my liconse. 1 heraby authorize a¥ hospltals, institulions or organizaions, my references, personal physicians,
Mm(paum.mm_ h and sll govemmental and instrumentalities {local, stats, federal or foreign) to releasa to the Pennsylvania

agencles
of Medicine any,information, files or records requestiad by the Board,
fi“ 2 ~—2010

DATE




ol (1nm) HOSPITAL USE ONLY

r MakHing A Courler Address TO BE COMPLETED FOR BULK CHECK
Etate Board of Medicine State Board of Madicine USAGE
P.O. Box 2649 2601 North Third Strest : -
Harrisburg, PA 17105-2649 Harrisburg, PA 17110 Haspital Name: T3\ H,
Phone: 717-783-1400 or 717-787-2381 Hs#____ oMol
Emall: st-medicine@state pa us Recoipt# _ S 00,33 S -

APPLICATION FOR A GRADUATE LICENSE FOR GRADUATES OF
ACCREDITED MEDICAL SCHOOLS (SC LS IN THE UJ.8. AND CANADA

Application Fee: $30.00 ot efundable. Make check payable o the *Commonwaalth of Pennsyivaria™ Nols A processing fes
1of $20.00 will be charged for any check or money-order returned unpaid by your bank, regardiess of the reason for non-payment.
IO BE COMPLETED BY APPLICANT: (Please Print of Type) AROYRS
. - S ’ 1 I
NAME: Fe_”ou, P\%ﬂ_ihm —an

ADDRES. -
Philadel ol a ' PA (907
iy Slats
sociaL securn . o+ o srm:
WWW

tf your medicalflicensure records are fisted under another name or namaee, please list below:

- Are you applying using credentials verification from FCVS? O YES - O NO

s
A

. NAME & ADDRESS OF MEDICAL SCHGOL DATES OF ATRENDANCE ™. - DATE OF GRADUATION

Drexel Unwvergidy 06> May ‘1o May 3, 3010
3990uesn Lane_, Philedelohia A 4pd

NAME & ADDRESS OF HOSPITAL(S) DATES OF PREVIOUS TRAINING . SPECGIALTY

- YO BE GOMPLETED BY HOSPITAL LOCATED IN PENNSYLVANIA:

NAME OF HOSPITAL: __Thomas Jef<erson University Hospital HS—-_000240 —-L
ADDRESS OF HOSPITAL: 111 §. 11th Street, Suite 2170, Philadelphia, PA. 19107

YEAR IN _ ACGME . ok LEVEL IN

TRAINING: 1 SPECIALTY: ___ Family Medicine TRAINING (PGY)_1

DATES OF TRAINING REQUESTED; __ June 20, 2010 TO __June 19, 2011 .
BEGINNING DATE-{MMDDIYYYY) ENDING DATE-{MWDOYYYY)

I VERIFY THAT | AM THE PROGRAM DIREGTOR FOR THE HOSPITAL PROGRAM LISTED ABOVE
AND THAT THIS I8 AN ACGME AGCREDITED PROGRAM AT THIS HOSPITAL.

NAME OF PROGRAM DIRECTOR: __ Debra A. Cifelli, Director, Medical Staff and House Staff Affaies
\ : - =

SIGNATURE OF PROGRAM DIRECTOR: wios

| '
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{
£ State Board of Medicine
™Ny17.783-1400
_Y"nr-u'r-aau
LiJ VERIFICATION OF MEDICAL EDUCATION L=l
(‘\\{l For Graduates of Accredited Madical Schools ~ “=- .. .

SECTION 1: To be completed by applicant:

: _E_ﬂ‘\ﬂﬁ.S» ; o
Name 5 ng;{'hﬂ.s. Sl
Name of medical school: _\)Cexe\ u'n"msi-l-tj Co) l,egg of HGA»‘C.‘V\L

Location: M‘nki A, PA

SUBMIT THE VERIFICATION OF MEDICAL EDUCATION FORM TO YOUR MEDICAL SCHOOL AND REQUEST YOUR
SCHOOL TO RETURN THE COMPLETED FORM DIRECTLY TO THE BOARD IN AN OFFICIAL SCHOOL ENVELOPE,

SECTION 2: To be completed by Dean or Registrar of medical school:

-
Name of medical student: _{YM{A@W _,La.!m E//awé

Date student began to attend this medical school: %2 §-2006
‘ MW/DDIYYYY

Date of graduation: 5-2r2010
MM/OD/YYYY

I certify that all of the above information Is correct.

[Seal of School] Sjgpature of Dean or Registrar:

/M
pate: 4 20- 200

This form may be completed ONLY three months prior to araduation. Upon completion, school must
return this completed form directly to the Pennsyivania State Board of Medicine In an official school

envelope. **/f graduation DOES NOT take place, notify the Board immediatefy***
DO NOT RETURN TO APPLICANT

Regular Mailing Address Courier Delivery Address
State Board of Medicine State Board of Medicine
P.O. Box 2649

2601 North Third Street

Harrisburg, PA 17105-2649 Harrisburg, PA 17110
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Page 1 of 1

‘The Federation of §tate Medical Boards
of the United States, Inc
PO Box 619850 '
Dalizs, Toxas 75261-9850
Telephone: (817)858-4000
FAX (81T)868-4099
BOARD ACTION CLEARANCE REPORT

April 29, 2010
Altn: Tamimny Radel, Administrator
Pennsylvenin State Board of Medicine
PO Box 2649
Harrisburg, PA 17105

Re: Board Action Query Dated: April 29, 2010
Your Referonoe Number:  VKUNKEL
FSMB Batch Number: BQ1753627

The follewing is & report of the seerch results from the Board Action Data Bank as of April 20, 2010 for practitioners submitied as part of the above-
referanced batch for which NO board sctions were identitied.

Practitioners Clearcd with No Actions as of April 29, 20190

item  Name DOB School Yr/Grad Request ID
3 DEVITT, SEAN I 2010 22185674
LICENSE HISTORY
State Board

No License Information Available
2 ENNIS, CHRISTINE _ 2010 22185659

LICENSE HISTORY
No License Information Available
1 FELLOWS, MATTHEW ] 2010 22185657
LICENSE HISTORY
Board
No Licanse Tnformation Aveilable
4 LOPEZ-GARIB, ANGEL I 2009 22185680
LICENSE HESTORY
State Board

No License Information Available

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

reference purposes.

hitps://s1.fsmb.org/baweb/reports/hcr2C44. htm 4/29/2010
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Licensee Full Name:
MATTHEW IAN FELLOWS

License No:
MT197271

TARGET SHEET

Board: Medicine

2788263 _LIC 2_04/10/2014




COMMONWEALTH OF PENNSYLVANIA

DEPARTMENT OF STATE MT197271
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS FELLOWS
STATE BOARD OF MEDICINE
RENEWAL APPLICATION
MATTHEW IAN FELLOWS
THOMAS JEFFERSON UNIVERSITY
HOUSE STAFF OFFICE 'S,gt; Boardzw dicine .
111 SOUTH 11TH STREET 8 m": PA 1 .
SUITE 2170 arrisburg, PA 17
PHILADELPHIA PA 19107-5096 ,o/?
e

4
I will not be participating in graduate fraining in Pennsylvania after the expiration dafe indicated balow and request inactive
status. No fee ie required.  YOU MUST SIGN, DATE AND RETURN THIS FORM.

THE FOLLOWING QUESTIONS MUST BE ANSWERED
YES I YES to 2-8 - provide datails AND attach ceriified copies of lsgal document(s).

1. Do you hold er have you sver hald & licensa, cerifficalion, or reglstration (adl\reulmcﬂva.cmgrexpm)hpmcﬂcemb
profession in any other state or jurisdiction? Llst:

2. Since your Initial application or your Iast renawal, whichever [a later, have you aver had disciplinary action taken against
your license, certification, or registration isaued to you in any professian In any other state or jurediction?

3. Since your initial application er your last renswal, whichever Is later, have you withdrawn an application for a license,
cerlification, or registration, had an application denied or refused, or for disciplinary reasons agresd not to reapply for a licensa,
certiicats or registration in ey profession in any state orf Jurisdiction?

4. Since your initial application or your last renewal, whichever Is later, have you been convicted, found gullty or pleaded
nolo contendere, or recelved probation without verdict or accelerated rehabliftative disposttion (ARD) as to any felony or
miademsanor, including any drug lew viclations, or do you have any criminaf charges pending and unresolved in any state or
jurisdiction? You ara not required to disclose any ARD or other ¢riminal mattsr that has besn axpunged by arder of a court.

5. Since May 19, 2002, have you bean arrested for criminal homlcide, aggravated assault, sexusi offenses, or drug
offenses in any state, territory, or country?

8.  Since your Inltial application or Yyour {ast renewal, whichever is later, have you had pracice privileges danied, revoked or
restricted in & hospital or ather health care facility? .

7. Since your initlal appiication or your last renewal, whichever is later, have you had your DEA reglstration denied, revoked
or resiricted or have you had your provider privileges temminated by any medical assistance agency for causs?

8. Since May 18, 2002, have any malpractice complaints besn filad against you? If yes, the Board roquires that you
submlt a copy of the entire Civll Complaint, which must Inctude the filing date and d; If the
Civil Complaint was previously submitted, provide a stat 1, which lists the docket number,

KX R KR I [R% B

Please review and update, as necessary, the following information regarding your liconse:

Beginning Date | Ending Date | Level Speclalty HospHal # Hospital Name
Current|  7M/2012 6/30/2013 | Lovel 3 Family Medicine HSD00240L T”(’mfv‘éi';f.sso"'
Renewal A
Signature of Licensee (Mand _ m&ﬂowé M0 pae: /4/13
Medical School Graduation Date: /' dﬁ § aoip SSN
ATTACHMENTS FOR RENEWING:

« FEE - $15.00 check payable fo *COMMONWEALTH OF PENNSYLVANIA™. Write your license number on your payment. A $20.00 fee will be
assessed for a retumed payment.

* LATE FEE - $5.00 per month, or part of a month. Late renewal fee will be assessed if postmarked afier the expiration date.

* NAME CHANGE DOCUMENT - Submit a phetocopy of a legal document verifying name change (l.e., martiaga certificate, divorce decres,
etc.)

¢ PGY 2 LEVEL - Copy of your USMLE Step 1 and 2 scores OR FLEX I scores OR National Board Part 1 and 2 scores OR an acceptabla
combination as indicated In the regu .

* PGY 3 LEVEL or above - Copy of your USMLE Step 3 scores OR FLEX | and If scores OR Nationat Board Parts 1-3 scores OR an acceptable
cambination as indicated in tha regulations OR a copy of your unrestricted license WHIGH SHOWS THE CURRENT EXPIRATION DATE.



TARGET SHEET
BOARD
Medicine
Licensee Fiill Name
MATTHEW AN FELLOWS
License No
MT197271
[ | |

2788263_LIC 2_6/2/2011




Stxazn

\ COMMONWEALTH OF PENNSYLVANIA
T DEPARTMENT OF STATE MT167271
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS FELLOWS
’ STATE BOARD OF MEGICINE
RENEWAL APPLICATION

MATTHEW IAN FELLOWS

THOMAS JEFFERSON UNIVERSITY State Board of Medicine

HOUSE STAFF OFFICE )

111 SOUTH 11TH STREET PO Box 2649

Harrisburg, PA 17105-2649

SUITE 2170
PHILADELPHIA PA 19107-5096

D I will not be participating in graduate training In Pennsylvania after the expiration dete indicated below and request inactive
status. No fee s required.  YOU MUST SIGN, DATE AND RETURN THIS FORM. -

THE FOLLOWING QUESTIONS MUST BE ANSWERED _ - . -
- YES'| NO' . YES 10 29 - provide datails AND wiach Gartified coples of legal document(s). .- . '+ Lo M B
1

- Do you hold or have you sver haid a license, certification, or registration (active or Inactive, current or expired) to practice this

profession in any other stafe or Jurisdiction? List: .

2. Since your initia! application or your Iast renewal, whichever is later, have you ever had disciplinary action taken agalnst
your license, certification, or registration issued to you in any profession in any other state or Junisdiction?

3. Since your Initisl application or your last renewal, whichever is later, have you withdrawn an application for. a licanse,
cartification, or regisiration, had an appfication denied or refused, o for discipinary reasone agreed nat to reapply for a license,
certificale or registration in any profession in any state or [urisdiction?

4. Since your Initial application or your Iast renewal, whichever Is later, have you been canvicted, found guilty or pleaded
nale contendere, or received probation without verdic or accelerated rehabfiitative disposition (ARD) as to any felony or
misdamaaner, including any drug law violations, or do you have any criminal charges pending and unresoived in any state or
jurisdiction? You are nol required to disciose any ARD or other criminal matter that has been expungad by order of & court.

5. Since May 19, 2002, have you been amested for criminal homicide, aggravated aseault, sexual offenses, or drug
offenses in any stats, temritory, or country?

8. Since your Initial application or your last renewal, whichever is later, have you had practice privileges denied, revoked or

rastricled In a hospital or other health care facilty? -

¥, Since your Inltal application or your last renewal, whichever Is iater, have you had your DEA registration denied, revoked

or restricted or have you had your provider privileges tarminated by any medical assistance agency for cause?

8. Since May 19, 2002, have any malpractice complaints been filed against you? I yes, the Board requires that you
ey summwwwmmﬂmsmmmgmmwmuummmmmmma_hwm i the

Civil Complaint was previousiy subwnitied, pravide a statement, which lists the docket number.,

ANANAN

AN

AANEAN

Please review and update, as necessary, the following information reganding your license:

Beginning Date | Ending Date | Level. [ . = Speclalty, = - | Hooptal# |0, gq,.m“,m. 3
Current |  08/20/2010 06M9/2011 | Level 1 Family Medicine HSD00240L momfvﬁ';"’ﬂ*sm
Renewal| 7/1 [2011 | &[Bsfoorn] 2 | Eamty Medivioe |Asamootol Yha mas Tetborsontin

Signature of Licensee {(Mandatory): Date; (7(/ { '-I/ 1
Medical School Graduation Date:

ATTACHMENTS FOR RENEWING:

* FEE - $15.00 check payable to “COMMONWEALTH OF PENNSYLVANIA®. Write your license number on your payment. A $20.00 fee will be
assessed for a relumed payment.

-+ LATE FEE - $5.00 per month, or part of a month. Late renewal fee will be assessed if postmarked after the explration date.

* NAME CHANGE DOCUMENT - Submit a photocopy of a legal document verifying name changs (i.e., marriage certificats, divorce decres,
elc.}

* PQY 2 LEVEL — Copy of your USMLE Step 1 and 2 scores OR FLEX | scores OR National Board Part 1 and 2 scores OR an acceptable

comblnation as indicated in the regulations.
*PGY 3 LEVEqubnn-copyufyourusMLEstepamoRFLExInndl!smresORNtionalBoarﬂPmmworesORanmphbla

combination as indicated in the regulations OR a copy of your unrestricted license WHICH SHOWS THE CURRENT EXPIRATION DATE.

Moy 20)0
I



Thomas Jefferson University Hospital Fellows, Matthew lan {12192161); USMLE Tranacript - (Page 1)
‘
-
USMLE United States Medical Licensing Examination™ (USMLE™)
Adn) VAL Certified Transcript of Scores
Unised Staves
Madical
Licens This document was prepared by
Eramination National Board of Medical Examiners® (NBME®)
™ 3750 Market Street Philadetphia, PA 19104-3190 - Telephone (215) 590-9700

Examinee: Fellows, Matthew lan

Date: 01/25/2010

Examinee ID:; 5-211-674-6

Date of Birth: _

Results for alf Steps taken by this examinee (and for which results have been reported to date) are shown below. For
Steps that span more than one day, the test date reflects the day on which the examination began. Where numeric scores
are reported, there are two scales used and the recommended minimum passing score (“MP™) on each scale is shown in

parentheses,

USMLE Step 1

Three-Digit Score

Two-Digit Score

Test Date Pass/Fail Total MP Total MP Comments
06/09/2008 Pass 239 (185) 99 (75)
| USMLE Step 2
Clinical Knowledge (CK)
Three-Digit Score Two-Digit Score
Test Date Pass/Fail Total MP Total MP Comments
09/24/2009 Pass 231 (184) 95 (75)
Clinical Skills (CS)*
Test Date Pass/Fail Comments

10/29/2009 Pass

*Performance on the CS component of Step 2 is reported as pass or fail.

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

information on this examinee.

MAY 0 5 201}



TARGET SHEET
BOARD
Medicine
Licenses Full Name
MATTHEW IAN FELLOWS
License No
MT197271
| |

2788263 _LIC 2 6/5/2012
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COMMONWEALTH OF PENNSYLVANIA

- DEPARTMENT OF STATE MT197271
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS FELLOWS
STATE BoarD oF MEDICINE
RENEWAL APPLICATION
MATTHEW IAN FELLOWS 9849
THOMAS JEFFERSON UNIVERSITY State Board of Madicine
HOUSE STAFF OFFICE
111 SOUTH 11TH STREET :o Box 264?’ "
SUITE 2170 arrisburg, PA 17105-2649

PHILADELPHIA PA 19107-5096

]:l I wiii not be participating in graduate training in Pennsylvania after the expiration date indicated below and request inactive
status. No fee is required. YOU MUST SIGN, DATE AND RETURN THIS FORM.

THE FOLLOWING QUESTIONS MUST BE ANSWERED

YES W YES to 2-8 - provide detalls AND attach cartified coples of legat document(s).

1. Do you hold or have you ever held a licenss, certification, or reglstration {active or Inactive, current or expired) to practice this
profession In any other state or jurisdiction? List:

2. Since your Initial application or your last renewal, whichever Is tater, have you ever had disciptinary action taken against
your license, certification, or registration issued to you in any profossion in any other state or jurisdiction?

3. Since your initlal application or your last renewal, whichever Is later, hava you withdrawn an epplication for @ license,
cerfification, or ragistration, had an application denied or refused, or for disciplinary reasons agreed not to reapply for a license,
cartificate or regisiration in any profassion in any state or jurisdiction?

4. Since your Initial spplieation or your last renewal, whichever Is later, have you been convicted, found gulity or pleaded
nolo contendsre, or received probation without verdict or accelerated rehabllitstive disposition (ARD) as to any felony or
misdemeanor, including any drug law viclations, or do you have any criminal charges pending and unresolved in any siate or
jurisdiction? You are not required to disciose any ARD or ather criminal matter that has been expunged by order of a court.

5. Since May 18, 2002, have you been arresied for criminal homicide, sggravated assault, sexuval offenses, or drug
offerses In any state, testitory, or coantry?

6.  Since your Initial application or your last renawal, whichever |s later, have you had practice privileges denied, revoked ar

restricted in a hospital or other health care faollity?

Since your initlal application or your last renewal, whichever Is later, have you had your DEA registration denled, revoked

or restricled or have you had your provider privileges terminated by any medical assistance agency for cause?

8. Since May 18, 2002, have any malpractice complaints been filed against you? K yes, the Board requiras that you

submit a copy of the entire Clyil Complaint, which must Include the filing date and the date you were served. If the

Chivil Complaint was previously submitted, provide a statement, which lists the docket number.

2. 3R PR3

< B

Please review and update, as necessary, the following information regarding your license:

Beginning Date | Ending Date | Level Speclalty Hospital # Hospital Name
: Femily SiaieBosmEor THOMAS JEFFERSON
Curent( 07092011 | 0813012012 | Level2 R HS000240L dan
Renewal ‘7/ tJaorr | @ [3;/3,, 213 T L V) i t
Signature of Licensee (Mandatory): Toate: _ /121N
Medical School Graduation Date: ~_M_mji L2000 SSN

ATTACHMENTS FOR RENEWING:

= FEE — $15.00 check payable to "COMMONWEALTH OF PENNSYLVANIA". Writa your license number on your payment. A $20.00 foe will be
assessad for B retumed payment.

» LATE FEE - $5.00 per month, or part of a month. Late renewal foe will be assessed If postmarked after

-NMEGHMGEDOGUM'E!T—WlmmydlMummmm

. 2 LEVEL — Copy of your USMLE Step 1 ard 2 scores OR FLEX | scores OR National Board Part
combination as indicated in the regutations.

* PGY J LEVEL or ahove — Copy of your USMLE Step 3 scores OR FLEX ] and |l scores OR National Baktt\Parts
combination as indicated In the reguletions GR a copy of your unresiricied license WHICH SHOWS THR\CHRR



I US’M].E UNITED STATES MEDICAL LICENSING EXAMINATION ®

__United Sures STEP 3 SCORE REPORT
Medical

_h‘& This score report is provided for the use of the examines.
Bramination  lg  Third-party users of USMLE information are advised to rely solely on official USMLE transcripts,

Fellows, Matthew lan
USMLE ID: §-211-674-6 Test Date: December 7, 2041

The USMLE is a single examination program for all applicants for medical licensure in the United States; it replaced

the Federation Licensing Examination (FLEX) and the certifying examinations of the National Board of Medical

Examiners (NBME Parts I, II and III). The program consists of three Steps designed to assess an examinee's °
understanding of and ability to apply concepts and principles that are important in health and disease and that

constituts the basis of safe and effective patient care. Step 3 is designed to assess whether an examinee possesses the
medical knowledge and understanding of clinical science considered essential for the unsupervised practice of

medicine, with an emphasis on patient management in ambulatory-care settings, Results of the examination arc

reported to medical licensing authorities in the United States and its temitories for use in granting an initial license to

practice medicine. These scores represent your results for the administration of Step 3 on the test date shown above,

" { This result is based on the minimum passing score recommended by USMLE for Step 3.
Individuzl licensing authorities may accept the USMLE-recommended pass/fail result or may
M2 { establish a different passing score for their own jurisdictions.

This score is determined by your overall performance on Step 3. For recent administrations, the
- mean and standard deviation for first-time examinees from U.S. and Canadian medical schools
ate approximately 217 and 17, respectively, with most scores falling between 140 and 260. A
.| score of 190 is recommended by USMLE to pass Step 3. The standard error of measurement
.| (SEM)? for this scale is approximately six points.

| ‘This score is also determined by your overall performance on the examination. A score of 75
on this scale, which is equivalent to a score of 190 on the scale described above, is
#is1 recommended by USMLE to pass Step 3. The SEM} for this scale is approximately one point.

ECEIVE

MAY 16 2012

By

1Your score is influenced both by your general understanding of clinical medicine snd by the speciBic 55t of ftems selected for this Step 3
cxamination. ‘The Standard Error of Measurement (SEM) provides an index of the variation in scores that would be expected to oceur if an
examinee were tested repeatedly using different sets of ilems covering similar content,



COMMONWEALTH OF PENNSYLVANIA

DEPARTMENT OF STATE

BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS

POST OFFICE BOX 2649
HARRISBURG, PA 17105-2649

www.dos.pa.gov

11/23/2016

VERIFICATION/CERTIFICATION OF LICENSE

This is to certify that the individuai or business named below is licensed by the Department of State,
Bureau of Professional and Occupational Affairs:

NAME:

LICENSE TYPE:
LICENSE #:

LICENSE STATUS:
LICENSE ISSUE DATE:

LICENSE EXPIRATION DATE:

DISCIPLINARY HISTORY:

FELLOWS, MATTHEW
Medical Physician and Surgeon
MD448251

Active
04/02/2013

12/31/2016

No Disciplinary Action Exists

L

lan J. Harlow, Commissioner
Bureau of Professional and Occupational Affairs



Name:MATTHEW IAN FELLOWS
ddress Info

Street Addres

Phon
Fax
CityPhiladelphia
StatePA
Zipcode] 9107
Country82
CountyPhiladelphia

Ecrson Info

E
"B ;o com

authorization to practice a profession or occupation in any state or jurisdiction?

Are you submitting a name change with this renewal? s N

Have you met your current CE requirements? = Y i
Have you completed 2 hours of Boand-approved continving education in child abuse v

recognition and reporting? .

Do you hold, or have you ever held, a license, certificate, permit, registration or other N =3

If you answered yes to the above questions, please provide the profession and state or
urisdiction.

taken against a professional or occupational license, certificate, permit, registration or other
authorization fo practice a profession or occupation issued to you in any state or jurisdiction or
have you agreed to voluntary surrender in lieu of discipline?

Since your initial application or last rencwal, whichever is later, have you had disciplinary action

Do you currently have any disciplinary charges pending against your professional or
occupational license, certificate, permit or registration in any state or jurisdiction?

Since your initial application or last renewal, whichever is later, have yon withdrawn an
-application for a professional or occupational license, certificate, permit or registration, had an
'application denied or refised, or for disciplinary reasons agreed not to apply or reapply fora
professional or occupational license, certificate, permit or registration in any state or
Jjurisdiction?

‘Since your initial application or last renewal, whichever is later, have you been convicted
(found guilty, pled guilty or pled nolo contendere), received probation without verdict or
accelerated rehabilitative disposition (ARD), as to any criminal charges, felony or
misdemeanor, including any drug law violations? Note: You are not required to disclose any
ARD or other criminal matter that has been expunged by order of a court,

Do you currently have any criminal charges pending and unresolved in any state or Jjurisdiction? ;N
Since your mitial application or last renewal. whichever is later, have you had your DEA N
registration denied, revoked or restricted? i
Since your initial application or your last renewal, whichever s later, have you had provider |
privileges denied, revoked, suspended or restricted by a Medical Assistance agency, N
: Medicare, third party payor or another authority?
+8ince your initial application or your last renewal, whichever is later, have you ever had
N

: practice privileges denied, revoked, suspended, or restricted by a hospital or any health care
facility?

'Since your initial application or your last renewal, whichever is later, have you been charged by
;& hospital, university, or research facility with violating research protocols, falsifying research,

‘or engaging in other research misconduct?

iSince your initial application or last renewal, whichever is later, have you engaged in the
intemperate or habitual use or abuse of alcohol or narcotics, hallucinogenics or other drugs or
substances that may impair judgment or coordination?

‘Ifyes, are you currently participating in the Pennsylvania Professional Heaith Monitoring
:Program?

«Since your initial application or your last renewal, whichever is later, have you been the subject
rof a civil malpractice lawsuit?

1 If yes, please submit a oopy of the entire Civit Complaint, which must inchude the filing date and!

ithe date you were served. Submit a statement which includes complete details of the
jcomplaints that have been filed against you. PLEASE NOTE: If you previously reporied the
rcomplaint to the Board you will only need to provide the docket number here:

Do you maintain current medical professional liability insurance in the Commonwealth of

Pennsylvania? X :
\If you answer "No", please provide an explanation or reason for an exemption request,

Wednesday, November

Date Submitted: 05, 2014

{Education Info

| No education records
IEmployment Information | | ol = s




No employment records




Licengsee Full Name:
MATTHEW IAN FELLOWS

License No:
MD448251

TARGET SHEET

Board: Medicine

3092535_LIC_1_04/02/2013
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Regular Maling Address

STATE BOARD OF MEDICINE rior ;
. P.O.BOX2640° - STATE BOARD OF MEDICINE
HARRISBURG, PA 17105-2649 2601 NORTH. THIRD STREET
T17-783-1400/717-787-2361 'HARRISBURG, PA 17110 )
Emall: M@auﬂ . G

Py o
-

- APPLICATION FORA LICENSE TO PRACT]CE HEDICINE
.. WITHOUT RESTRICTION FOR GRADUATES OF ACCRED!!EQ

MEDICAL SCHOOLS (SCHOOLS IN THE U.8. AND GAM}

Bid1s8 -

MTiq727) -

Submit the $35 fee, check or money order, made payable to the "“Commonwealth of Pennsylvania." FEES ARE NQT

BLE. Check or meney order inust be Jn U.S. funds. Note: A processing fee of $20 will be charged for any

REFUNDABLE,
check or money order returned unpaid by your bank, regardiess of the reason for non-payment. Your cancelled check is

your receipt of payment.
TO BE COMPLETED BY APPLICANT
- (Please print or type)
Tast First Middle
PRANIE: Fellowss Matthe o Tawn

City a oA zu;qw?

Phisdelpinda
Mornih Day Your
DATE OF BIRTH: QCIAL SECURITY NUMBER:
EMAIL ADDRESS: 2 avaasl, woma
PHONE NUMBER:
If your medicalflicensure records are listed under another name or names, please list below:
APPLYING USING FCVS (FEDERATION CREDENTIAL VERIFICATION SERVICE): O YEs 0O NOo
HAVE YOU PREVIOUSLY HELD A PA
SECiCA I RADIT Gl S ET M ves - ucenseno.__MT 19737 O no
:“"‘-'-—-—._
! }{ [’; \In i| |l t i
Al FEB 26 2013






(0122013)

5 APPLICATION FOR UNRESTRICTED LICENSE - AMERICAN . . ,
NnameoF | Lot First Mode
APPLICANT: | e “Du.'-‘.s Mattheo T an

NAME & ADDRESS OF MEDICAL SCHOOL. . - .~ &  .f

1. NAME OF MEDICAL 8CHOOL: | ) rey el Universidey Col\og_e of Hedicine

ADDRESS OF SCHOOL: 3400 W, Queen Lane, Philudephin, PA 19129
Day Month Day Yoar Month Day Yoar

Manth Yeoar -

"
ATTENDANCE: FRoM | 0 2004 @ [0S (AL | lo GRADUATION: S || tlo

2. NAME OF MEDICAL SCHOOL:

ADDRESS OF 8CHOOL:
5 Month Day Voar Wonth Doy Yoar Monih | Day Yoar
DATE OF DATE OF
ATTENDANCE; | FROM T GRADUATION:
EXAMINATION INFORMATION ‘
CHECK LICENSING STATE WHERE TAKEN DATE TAKEN
EXAMINATION(S) PASSED: | [] FLEX GOMFONENT 1:
COMPONENT 2:
[ NATIONAL PART I: PART II; PART lII:
BOARD
STEP 1: STEP 2: ¢s: wjnm STEP ¥:
KusMe | g/d)os - 239 |91alon- 231 \nrsi - 223

0 Lmcec - CANADIAN

INDICATE STATE
0 STATEBOARD | Wienr Taken:

ACGME POST GRADUATE TRAINING

EROM: (MMWDONYYY)

TQ: (MWDOTTTY
PGY 1 HOSPITAL: |fho v 4§ Jeferson Unlm.‘% ).].o;?_ 06 /a0/ac10] 06/35/3014

: MWDDYTYY) IO {mwoDin
PGY 2 HOSPITAL: 1Ty pye s Teddersvn uﬂ:m;ﬂ H«o_,f_ E%Q%l/aou 6/35/2017

 MWDGYYY) :
Other HOSPITAL: EROM: ¢ IO MwDCYYY

FROM: (MMDDNYYYY) TO: (MMDDYYYY)

——

Other HOSPITAL: L

IF YOU NEED TO LIST ADDITIONAL POST GRADUATE TRAINING, PLEASE MAKE 0

2 B
. 3
PEr 3 V) L to et ' FEB 56 2013







(6112013

LEGAL QUESTIONS, L e g

You must answer the following questions.
If you answer "YES" to #2 through #9, provide complete details on a separate sheet as well as certified copies of

relevant documents. Sign and date below.

T e weal

Yes | No

L

Do you hold or have you ever held an unrestricted license, cerfification, or registration (active or inactive,
1. | cument or sxpired) to practice medicine and/or surgery in any jurisdiction?
Hyes, list the juriediction{s) here:

Have you withdrawn an application for a licenss, certificate or registration, had an application for a ticense
2. | denied or refused, or for any disciplinary reason agreed not to reapply for a license, certificate or registration in
any profassion in any etate or jurisdiction?

3 Have you had disciplinary ection taken against your license, certificate or registration issued fo you in any
* | profession in any other state or jurisdiction?

Have you been convicted, found guilty or pleaded nole contendere, or received probation without verdict or

4 viclations, or do you have any criminal charges pending and unresolved in any state or Jurisdiction? You are
not required to disclose any ARD or other criminal matter that has been expunged by omer of a court.

5 Since May 18, 2002, have you been arrested for criminal homicide, aggravated assault, sexual offenses
" | ordrug offenses in any state, territory or country?

Have you had practice privileges denied, revoked or restricted in a hospital of ather heaith care facility, or have
5, | you been charged by a hospital, university, or research facility with violating research protocols, falgifying
research, or engaging in other research misconduct?

accelerated rehabliitetive disposition (ARD) as to any feleny or misdemeancr, including any drug law X

7 Have you had your DEA ragistration denied, revoked or restricted or have you had your provider privileges
' | terminated by any medical assistanice agency for cause?

Are you, or have you ever been, addicted to the intermperate use of alcohol or to the habitual use of narcatics
g | other habit-forming drugs? Note: You may answer "NO™ if you are currently a participant In or have

" | successfully completed the requirements of the Pennsylvania Department of State Professional Health
Monitoring Program.

Since May 18, 2002, have any malpractice complaints been filed against you? If yes, the Board requires
9. | that you submit a copy of the entire Civil Complaint which must include the dogket pumber, fillng X
date, and the date you were gerved,

SIGNED STATEMENT

Note that disclosing your soclal secwrity number on this application is mandatory in order for the Slate Board of Madicine fo comply with the
requiremenis of the faderal Soclal Secuwrity Act pertalning to chikl support enforcement, as Implementad In the Commorwealth of Pennsylvania at 23
Pa, C.5. 4304.1(a). In order to enforce domestic child support orders, the Commonwealth’s licensing boards must provide to the Department of
Pubilc Weifare Information prescribed by DPW about the licensee, including the social security number, Additionally, disclosing the number ls
mandatory in order for fhis board o comply with the reporling requirements of the federal Nalional Practitioner Data Bank and the Healthcare Integrity
and Protection Data Bank. Raporis (o the NPDB/MHIPDB must include the lcensea's social sacurity number.

| varify that (he statements jn this spplication are true and comect to the best of my knowledge, information and belief. | understand that false

stalements are mede subject to the penalties of 18 Pa. C.S. Secllon 4904 relating to unswom falsification {o authorities and may result In the

suspensien or tion of my licanse or cenificate. | hereby authorize all hospitals, institutions or organizations, my references, personal

physicians, (past 8 ). and all govemmental agencies and Instrumentallities {local, stale, federal or foreign} to refease to the
iasj( records requested by the Board. |

ign: ‘of Applicant

Matdhewr Pellows MO

Printed Name of Applicant
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| CRVERIFICATION OF ACGME APPROVED GRADUATE MEDICAL TRAINING. -
AT (Graduates of American/Canadian Medical Schools), . = = -

SECTION 1 - TO BE COMPLETED BY APPLICANT
Tast i Widdle
AME: Fellowe s 'maﬂ'\n?u) Lan

1 If training began before July 1, 1987, one year of approved training at a first (PGY 1) or second (PGY 2) year level must be
" | verified. If the training began on or after July 1, 1887, two (2) years of approved training are required, one at first {PGY 1)
year level and one at second {PGY 2) year lsval,

Training at a first (PGY 1} year must be ACGME approved entry level (training which requires no pravious training). Training
at a second (PGY 2) year must be ACGME approved and can be any specialty.

Effective immediately, ALL applicants will be required to submit verification of any and oll U.S. or Canadlan

3 postgraduate training completsd {including ACGME or non-ACGME accredited). This Is in addition to verifying the

' required PGY1 and PGY2 listed above. all pogtgraduate training has beep verifi o_application will be
[:]

il f T

4. | Iftraining was completed at more than one hospital, duplicate this form and submit to each hospital,

SECTION 2 - TO BE COMPLETED BY PROGRAM DIRECTOR WHERE THE GRADUATE TRAINING OCCURRED

if tralning was in Pennsylvania, information must coincide with data on graduate license. Forapplicants still in the second yaar of training,
this form may be ploted and signed by the program director fifteen (18) days prior to the completion of the approved training. Forms
postmaried or signed prior to the fiftesn days will not be accepted. .

HOSPITAL WHERE TRAINING WAS COMPLETED: Th oMas J; I’-‘Us o a" , V ”sj_(‘ I-/vs'p.fzf
[

] — N
NAME OF SPONSORING INSTITUTION: M Je#t(.f;gn [(Mtdg[g._l_a
CITY, - STAT|
LOCATED IN: Plu ["‘—4;( phea ﬁe
| PGY LEVEL | FROW [MID 1 ] SPECIALTY

Tés [ ho
/ FAm:ly Medectne ]
PGY LEVEL SPECIALTY . Yes Ne
42 Fmrl, tedicme
“1 certify that the sbove d appHcant fully completediwlil luce;afully complete this graduate medical training and that there

wasl/ls no disciplinary action out;hndlng against this applicant. If this applicant does not complete this training, the Board will be
notified.” If there has baen disciplinary or administrative action regarding this applicant, please provide a weparats statemont outlining
the detalls.

£ the houplisf hagno ssal or stamp to affix to this document, | will have the form notarized to ve% It w. c?htvd by this hoapital.
4/ 7 7 {
Slgnature of Program Director Date ° )

ﬁL.

4

(Seal) Notary Signature
Notary Commission Expiration Date:
STATE S%Ai;g)?;,sl:gEDIQWE ) STATE BOARD OF ML} ._ E ﬂ w E
HRG; 15-26 2601 NORTH THIRD STREET"
HARRISBURG; PA 17105-2649 HARRISEURG, PA
717-783-1400/717-787-2381
MAR 14201 1Y)

By







03/04/2013 MON 14:04 FaAX
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"M203)

el PENNSYLVANIA STATE BOARD OF MEDICINE

Rl 10N OF: MEDIQALED EATI@N
_ _Fo Gr duate_ pfAmerlcanICana,' |

&
SECTION 1 - TO BE COMPLETED BY APPLICANT
Last First - Middla
e Fellowo MaHhero T

NAME OF MEDICAL SCHOOL: | () rexce\ U nivecs: 4y Co”‘egvl of MedicMme

LOGATION: a%o‘u)_ @ueﬁ.\ Laqe Philadlelphnia, PA Mm

,Submlt the verlﬁ Ptlo
roturn tha GOI'I'IP._”

SECTION 2-TO BE COMPLETED BY DEAN OR REGISTRAR OF MEDICAL SCHOOL

NAME OF MEDICAL ScHOOL: | | 4eor] MIHWSI)L/ 5 /q( 0{— MCW\L

NAME OF MEDICAL STUDENT: | 2% £ llowss /| Pt /IM@MJ L

Meonth

DATE STUDENT BEGAN TO ATTEND THIS MEDICAL SCHOOL: o5 Day (O Y"[Zdzp

DATE OF GRADUATION: . | Month o S" Day 2 ;| YeRr 2'0 p O

I CERTIFY THATALL OF THE INFORMATION LISTED ABOVE IS ’CORRECT

SIGNATURE OF DEAN/REGISTRAR:

, Month | Day Year
DATE |03 [ oS |za>

Upon completion, school must return this compieted form directly to the
Pennsylvania State Board of Medicine in an officlal school envelope,

(Seat of School) DO NOT RETURN THIS FORM
TO THE APPLICANT

Regular Malling Address Courier A
o HOp
b L HARRISBURG, PA 17110

717-783-1400/717-787-2381

MAR 11 2013

@ooz/p03

4L
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Linted Sraros

Lin-MLE

United States Medical Licensing Examination® (USMLEe)
Certified Transcript of Scores

‘This docvment was prepared by the
Federation of Steie Modical Beards of the United States, Inc.

7 linaminatuon Fedexation Place, 400 Fuller Wiser Road, Satte 300, Eaiess, TX 76035-3856 — Telepboae (817) 8634000
Dete: 0272172013
Reciplent:
Pennsylvania State Board of Medicine
ATTN: Tammy Dougherty
2601 N Third Street

Hartisburg, PA 17110

Examines; Fellows, Matthew

Alt Name(s): Fellows, Matthew [an

Examinee I¥:  5.211.674-6
Date of Birth:

Results for Steps taken by this examinec (and for which results have baen reported to date) ere shown below. For Steps that span more
then one day, the test date reflects the day on which the examination began. Where numerls scores sy reported, there are two scales nsed
and the recommended minimum passing score (“MP*) on each scalc is shown in parentheses,

JUSMLE STEP 1
Three-Digit Score Two-Digit Score
Teat Date Pass/Fall  Total MFP Total MP Comments
06/09/2008 Pass 239 185 99 75
{USMLE STEP 2
Clinical Knowledge (CK)
Three-Diglt Score Two-Digit Score
Test Date Papy/Fail  Totsl MP Tatal MP Comments
09/24/2009 Pass 231 184 95 75
Clinieal Skills (CS)*.
Three-Digit Score Two-Digit Score
Test Date Pasa/Fail  Tetal MP Total MP Comments
10/29/2009 Pass
lUSMLE STEP 3
Three-Digit Seore Two-Digit Score
Test Date Pros/Fail  Total MP Tatsl MF Comments
PENNSYLVANIA 120772011 Passg 232 190 86 75

NOTE: A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB} reveala no reportsd information on this examinee.

FER 2T 201

B

This documant was printed from 8 secum webshs and ly roflscts score i i infained by the FSMB.
cos

w51221 26325483 Page 1af3






Matthew lan Feliows, MD

ME
] 833 Chestnut St, Suite 301
Philadelphin, PA 19107 Philadelphia, PA 19107
ail.eom
EDUCATION -
Thomas Jeffersor: University Hospital 1 " July 2010 — June 2013 (anticipated)

Family Medicine Resident Program, Philadelphia, PA

Drexel University College of Medicine August 2006 — June 2010
Doctor of Medicine. Philadelphia, PA

University of Califomia at Berkeley August 2001 — December 2005
Bachelor of Science, Microbial Biology. Berkeley, CA.

*  Miner in Music

*  Graduated with Honors

*  Rapid HIV Testing 2011 - present
o Oversesing an attempt to implement a rapid HIV test in the office

¢ Intern Education Liaison 2012 -2013
o Regponsible for organizing speakers and content for the intern lecture series

*  Quality Improvement — Department of Family & Community Medicine 2011 - present
©  Spent over 100 additional hours for the department to improve reporting of
quality measures and addressing gaps in patient carc

*  Quality Improvement — Resident Team Projects 2011 - present
o Improving rates of colorectal cancer screening
o Improving practice no-show rates

*  HIV Medical Management December 2012
o Completed a three-day course by the MidAtlantic AIDS Education and
Training Center

*  Patient Experience Improvement Committee 2012 — present
©  Charged with creating an atmospherc that promotes patient- and family-
centered care throughout Jefferson Family Medicine

*  Residency Selection Committee 2011 -2012
¢ JFMA Bookclub - organizer 2012 - present
*  Professionalism Citation of the Peer Evaluation Program June 2008

o For Exemplifying the Highest Standards of Professionalism in Pre-Clinical
Studies during medical school

*  Acndemic Assistant in Micrcanatomy 2007 - 2008
o Tutored 1" year students in microanatomy and cell biology

SKILLS AND COMPETENCIES f".-_“:—"',—-—h— o
¢ HIV Care Management -| ! ROREES .k
*  Cross-sex hormone therapy and treatment of transgender individuals - :

+  Mirear IUD insertion ! FeB 28 2013

i

4 ia
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*  Nexplanon implant insertion
*  Colposcopy
¢ Endometrial biepsy
*  Motivational interviewing of adolescent patients
¢ Refugee health
RESEARCH IN PROGRESS/SCHOLARY ACTIVITY
“Effects on biomarkers afler starting cross-sex hormone therapy” 2012 - present

*  Areirospective chart review of FTM and MTF transsexuat patients to svaluate the
effects of starting cross-sex hormone therapy on routine biomarkers. Co-investigator,
In progress. PI: Andrew Goodman, MD

“Rapid HIV Testing in a large, urban, primary care setting” 2011 - present
*  In conjunction with the department of infectious disease, 1 am implementing a rapid
HIV test in the family medicine office in an eiTort to ultimately comply with the CDC
guidelines of universal testing. Co-investigator. In progress. P1: Kathleen Squires, MD

“Description of a Transgender population in an inner-city LGBT heaith center™ 2012 — present
* A descriptive study of the transgender population at the Mazzoni Center in
Philadelphia, PA. Co-investigator. In progress. P[: Andrew Goodman, MD

“A Phase ITl Clinical Trial to Study the Tolerabillty and Immuna-genicity of V503, a 2012 — present
Multivalent Human Papillomavirus (HPV) L1 Virus-Like Particle (VLP) Vaceine, in 16- to
26-Year-Old Men and 16- 1o 26-Year-Old Women™
*  Trial for 9-valent HPV vaccine. Key personnel ot the Jefferson clinical site. In progress.
Responsible for recruitment within the MSM population

ROFESSIONAL PR TATIONS

*  “Acne: Beyond Benzayl Peraxide.” Resident Lecture Series August 2011
*  “Cirrhosis.” Resident Lecture Series March.2012
*+  “Journgl Club.” Rosident Lecture Series October 2012
*  “Morbidity and Moriality.” Grand Rounds November 2012
June 2012
January 2012
ER TIE.
Adolescent Walk-In Clinic — Mazzoni Center. Philadelphin, PA. 200% — present

©  Weekly volunteer clinician at a frec walk-in clinic on Wednesday nights gearsd
toward LGBT adolescents

JeffHOPE — Jefferson Medical College, Philadelphia, PA. 2010 ~ present
*  Supervising physician for various student-run free clinics

Drexel LGBTPM - Lesbian, Gay, Bisexual, Transgender Peuple in Medicine 2007 - 2008
*  Co-President, organized activities to educate ciassmates about how to care for LGBT
patients and promote tolerance and understanding

The Attic Youth Center 2006 — 2007
*  The Attic is the largest lesbian, gay, biscaual, transgender youth center in the
Philadelphia arca
*  Facilitated a weekly art gronp

SSTH L ERS] X
American Academy of Family Physicians
Pennsylvania Academy of Family Physician
USMLE Steps I, II, and IIT — Passed e

L

Tl pes 46208






WORK EXPERIENCE
Ga Vertical Rock Climbing Gym June 2007 - June 2008

*  Worked part-time belaying for participants st rock climbing facility

The Scholar's Werkstation - UC Berkeley's cempus computer store January 2002 — Juns 2006
*  Sales Assistant ard Buyer
*  Responsible for purchasing and maintaining inventory of computer accessories
and IBM/Lenovo cormputers

PROFESSIONAL INTERESTS

LGBT heelthcare, HIV primary care, Care of the urban underserved, Teaching of students and residents
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5500000080291507
theDataBank Process Date: 02/27/2013

Page: 1 of 1

P.O. Box 10832
Chantilly, VA 20153-0832

http/fwww.npdb-hipdb.hrag.gov

FELLOWS, MATTHEW IAN - SELF-QUE

RY RESPONSE

g S g aabiie

. . EILS ) pry
Practitioner Nam

Date of Birth: Gender: MALE

Organizetion Name: MATTHEW FELLOWS

Organization Type: MEDICRL GROUP/PRACTICE (365)

Work Addresa: 1035 SPRUCE ST #306, PHILADELPHIA, PA 19107

Social Security Number: ) NPI; 1679894372

License: PHYSICIAN INTERN/RESIDENT (MD), MT197271, PA, GENERAL PRACTICE/FAMILY PRACTICE

NPDB Charge: g NPDB Bill Reference Number:  N30555553
HIPDB Charge: $8.00* HIPDB Bill Reference Number:  H30555553

* Each charge will appear separately on your credit card statement.
Transaction Date: 02/27/2013 Additlonal pies Requested:; 0

IR VI LT

hed:

REL LI

The following roport

i gl A~y

types have

Medical Maipractice Payment Repori(s): No Reports [Health Plan Action(s}): No Reports
State Licensure Action(s): No Reports Professional Society Action(s): No Reports
Exclusion or Debarment Action(s): No Reports DEA/Fedsral Licensure Action(s): No Reports
Government Administrative Action(s): No Reports Judgment or Conviction Report{s): No Reports
Clinical Privileges Action(s): No Reporis Peer Roview Organization Action(s): No Raporis

Copies of these raporis are enclosed for restrictedfimited use as prescribed by statutes listed on the preceeding cover pags.

No Reports Found

i"“\ P e B [
q L 70
H ifmel L

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY



5500000080291507 . .
HBDataBa.n.k IWMHH Process Date: 02/27/2013

Page: 1 of 1

P.Q. 10832
, VA 20153-0832

ityelaww.npdb-hipdb. hrsa.gov
ei—

To: FELLOWS, MATTHEW IAN

PHILADELPHIA, PA 19107

fiEoes National Practitioner Data Bank / Healthcare Intagrity and Protection Data Bank
Respanse to Your Self-Query

The emclosed information is released by the National Practitioner Data Bank {NPDB) for restricted use under the provisions of Title IV of Public
Law $-860, the Health Care Quality Improvement Act of 1986, as amended and Seclion 1921 of the Social Security Act and the Healthcare
Intagrily and Protection Deta Bank (HIPDB) for restricted use under the provisions of Saction 1128E of the Soctal Security Act.

Titlo IV established the NPDB as an information clearinghouse to collact and release certain information related to malpractice payment history
and prefessional compatence or conduct of physicians, dentists, and other licensed health care practitioners.

Sactlan 1921 of the Social Security Act, as amended by Saction 5(b) of the Medicare and Medicaid Patient and Program Protection Act of
1987, v as amended by tha Omnibus Reconciliation Act of 1880, expanded the scops of the NPDB. Section 1921 was enacied 1o protect
progemn beneficiaries from unfit health cars practitioners, and to improve the antl-fraud provisions of Federal and State health care programs.
This leglelation authorizes the NPDB to collect certain adverse State licensure actions, as well as any negative action or finding that 2 State
icensing authority, paer review organization, or private accreditation organization has concluded against a health care practitioner or heaith
care antity.

Seclian 1128E of the Social Security Act was established by Section 221 (a) of Public Law 104-191, The Healih insurance Portability and
Aocountability Act of 1996, as amended. This legislation established the HIPDB 1o combat fraud and abuse In health care dalivery and to
impeowe the quallty of patient care . The HIPDB serves as a source of final adverse action information on health care practitioners, providers,
and suppliers. The HIPDB collects and releases information related to adverse licensure actions, health carerelated convictions and
judgments; exclusions from Federal and State health care programs; and other adjudicated actions or dacisions.

Ragulslions goveming the NPDB are codified at 45 CFR part 60 and Section 1921 and the HIPDB are codified at 45 CFR part 61.
Respatwibility for aperating the NPDE resides with the LI.S. Department of Health and Human Services, Health Resources Services
Adminlgration, Division of Practitioner Data Banks. Responsibility for operating the HIPDB resides with the U.S. Department of Health and
Human Services, Ofiice of Inspecior General, and the Health Resourcas Services Administration, Divisign of Practitioner Data Banks.

Aaporis from the NPDB and HIPDB contain limited summary information and should be used in conjunction with information from other s0urces
in graniing privileges, or In making employment affiliation, contracting or licensure decisions. NPDB/HIPDE responises may confain more than
one mport on a particular incident, if two or more actions were taken as a result of g single Incident {e.g., an exclusion from a Feders} or Stata
health plan and an adversa licensure action). The NPDB-HIPDB is a flagging system, and a report mey be included for a variety of reasons
that do not necessarily reflect adversely on the professional competance or conduct of the subject named in the report.

All infemmation received from the NPDB and HIPDB is considered confidential and must be used solely for the purpose for which it was
disclosad. ANY PERSON WHO VIOLATES THE CONFIDENTIALITY PROVISIONS AS SPECIFIED IN TITLE IV OF PUBLIC LAW 38-660, AS
AMENDED, IS SUBJECT TO A CIVIL MONEY PENALTY OF UP TO $11,000 FOR EAGH VIOLATION. Subjects of reports who obtain
informalion about themselves from the NPOB and/or HIPDB are permitted to share that information with anyone they choose.

It you require additional assistance, visit the NPDB-HIPDB web sita {http://www.npdb-hipdb.hrsa.gev) or contact the NPDB-HIPDE Gustomer

Service Center at 1-800-767-6732 (TDD: 1-703-802-9395). Information Specialists are available to spaak with you weekdays from 8:30 a.m. to
8:00 p.m. (5:30 p.m. on Fridays) Eastern Time. The NPDB-HIPDB Gustomer Service Canter is closed on il Federal holidays.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY



The Federation of State Medical Boards
of the United States, Inc,
PO Box 519850
Dallas, Texas 75261-9850
Telephone: {817) 868-4000
FAX (817) B68-40%9

BOARD ACTION CLEARANCE REPORT

February 27, 2013

Pennsylvania State Board of Medicine
Attn: Tammy Dougherty

PO Box 2649

Harrisburg, PA 17105

Re: Board Action Query Dated: February 27, 2013
Your Reference Number: BLONG
FSMB Batch Number: BQ2211538
The following is a report of the search sesults from the Board Action Data Bank a5 of February 27, 2013

for prastitioners submitted as part of the sbove-referenced batch for which NO board actions were identified,

Pructitioners Cleared with No Actions as of February 27, 2013

Item  Name OB Sehoal Yr/Grad Reguest ID)

2 FELLOWS, MATTHEW - 2010 26348334

LICENSE HISTORY

No License Information Available

1 SHAH, PARINDA - 2001 26348331

LICENSE HISTORY

Staie Board
NEW YORK

3 TASSO, DAVID - 2005 26348335

LICENSE HISTORY
State Board
MINNESOTA
TEXAS

PLEASE NOTE: The licensure history information contained in these reports is not considered Beensure verification but rather an
indicator of known states of historical licensure for these individuals, Use of this information should be limited to cross-reference
purposes.
Page 1 of 1






COMMONWEALTH OF PENNSYLVANIA

STATE BOARD OF MEDICINE
P. 0. BOX 2649
HARRISBURG, PENNSYLVANIA 17105
I
Wihiw C08S.! !
March 20, 2013

Telephane: 717-783-1400/787-2381

9849 Fax:- 717-787-7769

P R [l

-
oA

- K £ e e Tmi R
EVALUATOR:" BRENDA 17.
L meEr  mEm ik i

a

RE: DISCREPANCY NOTICE - Unrestricted {American)

Dear Doctor:

The Board has received your application for an unresticted medical license, The items listed below are needed to
complete your application. A license cannot be issued until all items are received, approved and the application is
complete. You may not practice in the Commonwealth of Pennsylvanla as a Physiclan and Surgeon until a
licensa has baen lssued by the Board.

» PAGE 2:\PAGE 2 OF APPLICATION DID NOT LIST CURRENT TRAINING FROM 7/1/12 TO PRESENT. NEED
TO SUBMI PAGE 2 LISTING ALL TRAINING.

Verjfication of ACGME Approved Graduate Medical Training must be received DIRECTLY from the Hospital(s)

in Sfficlal, sealed hogpital envelope.

‘D PGY1 AND PGY2, STILL NEED PGY3 VERIFIED.

» BOTH the National Practitioner Data Bank AND the Healthcare Integrity and Protection Data Bank self query

disclosure information (www.npdb-hipdb.com) — NPDB & HIPDB reports are required. Must provide original
17" documents of both reporis.

APPLICATIONS NOT COMPLETED WITHIN SIX MONTHS
WILL REQUIRE UPDATES OF CERTAIN DOCUMENTS.

You may check the status of your appliication online at www.mylicense.state.pa.us, Click on the link
duplicate licenses/address changes/application status. First time users will ke required to register and
create a user ID and password. Your registration code to register Is: ztZUTneS

Sincerely,

Pennsylvania State Board of Medicine






COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P. 0. BOX 2649
HARRISBURG, PENNSYLVANIA 17108

dos -Ra.usimed

February 28, 2013
Telephone: 717-783-1400/767-2381
MATTHEW IAN FELLOWS 9849 P Fax: 717-787-7769

PHILADELPHIA PA 19107 EVALU‘TORBREN‘DA!'&! e

g

RE: DISCREPANCY NOTICE - Unrestricted (American)

Dear Doctor:

The Board has received your application for an unrestricted medical licensa. The items listed below are needed to
complete your application. A license cannct be issued until ail ftems are received, approved and the application is
complete. You may not practice in the Commonwealth of Pennsylvania as a Physician and Surgeon untll a license
has been Issued by the Board.

» PAGE 2: PAGE 2 OF APPLICATION DID NOT LIST CURRENT TRAINING FROM 7/1/12 TQO PRESENT. NEED
TO SUBMIT PAGE 2 LISTING ALL TRAINING.

» Verification of ACGME Appraved Graduate Medical Training must be received DIRECTLY from the Hospital(s)
in officlal, sealed hospital envelope.

NEED ALL TRAINING VERIFIED PAST/CURRENT. PGY1 AND PGY2 MUST BE LISTED SEPERATELY,
CANNOT BE COMBINED ON VERIFICATION.

» /Curriculum Vitae listing ALL pericds of employment or unemployment (i.e., child rearing, research, etc.) from
/ graduation from medical school te present, The list must be in chranological order, include the month and year,
¥ and indicate the statefterritory in which the employment occurred.

3 BOTH the National Practitioner Data Bank AND the Healthcare Integrity and Protection Data Bank self query
disclosure information (www.npdb-hipdb.com} — NPDB & HIPDB reports are required. Must provide original
documents of both reports.

APPLICATIONS NOT COMPLETED WITHIN SIX MONTHS
WILL REQUIRE UPDATES OF CERTAIN DOCUMENTS.

You may check the status of your application online at www.mylicense.state.pa.us. Click on the link

duplicate licenses/address changes/application status. First time users will be required to register and

create a user D and password. Your registration code to register is: ztZUTneS

Sincerely,

Pennsylvania State Board of Medicine







Person Info
Name:MATTHEW IAN FELLOWS

|Address Info

E
Street Address: @GMAIL.COM
Phone]

Fax
CityPhiladelphia
StatePA
Zipcodal9107
Country§2
CountyPhiladelphia

Are you submitting a name change with this renewal? InE
Have you completed your current CE requirements? Y
N

Do you hold, or have you ever held, a license, certificate, permit, registration or other
authorization to practice any health-related profession in any state or jurisdiction?
If you answered yes to the above question, please provide the profession and state or

Since your initial application or last renewal, whichever is later, have you had disciplinary acti
taken against a professional or cccupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you in any state or jurisdiction or
have you areed to voluntary surrender in licu of discipline?

Do you currently have any disciplinary charges pending against your professional or N
occupational license, certificate, perimit or registration in any state or jurisdiction?

Since your initial application or last renewal, whichever is later, have you withdrawn an
application for a professional or occupational license, certificate, permit or registration, had an
|application denied or refused, or for disciplinary reasons agreed not to apply or reapply fora [N
'professional or occupational license, certificate, permit or registration in any state or
(jurisdiction? === e all ,
:Since your initial application or last renewal, whichever is later, have you been convicted
+(found guilty, pled guilty or pled nolo contendere), received probation without verdict or
1accelerated rehabilitative disposition (ARD), as to any criminal charges, felony or N
‘misdemeancr, including any drug law violations? Note: You are not required to disclose any
.ARD or other criminal matter that has been expunged by order of a court,

‘Do you currently have any criminal charges pending and unresolved in any state or jurisdiction?{N

Since your initial application or last renewal, whichever is later, have you had your DEA 'N
registration denied, revoked or restricted? ;

Since your initial application or your last renewal, whichever is later, have you had provider
privileges denied, revoked, suspended or restricted by a Medical Assistance agency, !

Medicare, third party payor or another authority? |
-Since your initial application or your last renewal, whichever is later, have you ever had i
.practice privileges denied, revoked, suspended, or restricted by a hospital or any health care N
facility?

Since your initial application or your last renewal, whichever is later, have you been charged by

a hospital, university, or research facility with violating research protocols, falsifying research, |N
‘or engaging in other research misconduct?

:Since your initial application or last renewal, whichever is later, have you engaged in the
intemperate or habitual use or abuse of alcohol or narcotics, hallucinogenics or other drugs or
:substances that may impair judgment or coordination?

Since your initial application or your last renewal, whichever is later, have you been the subject

of a civil malpractice lawsuit? _

If yes, pleass submit a copy of the entire Civil Complaint, which must inchide the filing date and
‘the date you were served. PLEASE NOTE: If you previously reported the complaint to the
‘Board you will only need to provide the docket number here:

‘Have you completed 2 hours of Board-approved continuing education in child abuse v

‘Tecogpition and reporting?
‘Do you maintain current medical professional liability insurance in the Commonwealth of v
‘ Pennsylvania?

[ If you angwer "No", please provide an explanation or reason for an exemption request.

}Please provide the zip code of your primary employer/practice Jocation. This data is being
'collected for the purpose of identifying healthcare professionals during siate emergenciesand 19107
‘may be provided to the Pennsylvania Emergency Management Agency for official use only.

Friday, November 18,

Date Submitted: 2016

Education Info
{ No education records

{Elnploirniéxn Information



B

No employment records






