Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Zevidah Vickery, M.D. ' License No.: 252675

Current Status: Active | License Expiration Date: 10/14/2013

1) Activity Status: Active

2} Address & Contact Information
Mailing Address:

REDACTED COPY

Home Address:
Busipess Address: Riverbend Medical Associates
: 1108 Granby Road
Chicopee

Massachusetts - 01020
United States of America
(413) 789-6800

3) Email Address:
4) Fax Number: (314) 361-8359

&) Specialties
Obstetrics and Gynecology

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

Information
ABMS/AQA  Board Name Certification Subspecialty
None Reported
7) Drug License Numbers

Massachusetts Federal (DEA) Federal (DEA) XS

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

8) States where you were previously licensed
Missouri

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

office, ciinics, nursing homes, ete

WorkSite Location
Riverbend Medical Group Agawam, MA
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Zevidah Vickery, M.D. License No.: 252675

11) Care of patients in Massachusetts
Average weekly hours involved in;  a) inpatient care 24 hrsiwk
b} outpatient care 40 hrsiwk

12} Medical Liability insurance Information

Insurance Carrier Policy Start Date Pelicy End Date Policy Type
Steilla Maris Ins. Co., Ltd. 12/01/2012 12/01/2013 Occurrence Policy

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

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

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

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

resolved, settled, or adjudicated during this time period?

18) 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) Flew: Havg ”Shere been any claims, other than medical malpractice claims, filed against you during this
ime period~

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

17) Criminat 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 perding against you?

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

employer or professional association?

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

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

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

19) Have your privileges to J)ossess, 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: Zevidah Vickery, M.D. License No,: 2526875

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Retiuirement: 40 hours credit in Category 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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Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Zevidah Vickery, M.D. License No,: 252675

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

24) Have you used an¥ chemicat 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: Zevidah Vickery, M.C. License No.: 252675

Compliance with Legal Responsibilities

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

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

2) | 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 pursuant to M.G.L. c. 19A sec. 15 and | understand the punishrment for failure to comply.

4) | understand and agree to complg with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 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
assautt pursuant to M.G L. ¢. 112 sec. 12A 1/2 and | understand the punishmert for faiture to comply.

6) [understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when 1 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 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 pursuant to M.G.L. ¢. 2E Sec. 2.

10} understand and agree to comply with my obligations refated to the withholding and remitting of child
support payments pursuant to M.G.L. ¢. 119A

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

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

13)! am aware of my obligations and responsibifities 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)| understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

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

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

[XI 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
Physiclan Name: Zevidah Vickery, M.D. License No.: 252675

Current Status: Active License Expiration Date: 10/14/2017
1) Activity Status: Inactive
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 1385 Highway 35 #147
Middietown
New Jersey - 07748
United States of America
(732) 842-9300

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/ACA  Board Name Certification Subspeciaity
None Reported

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

8) Other states where you are now licensed to practice
Maryland
New Jersey
New York

9) States where you were previousiy licensed
Missouri

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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Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Zevidah Vickery, M.D. License No.: 252675

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

12) Medical Liability Insurance Information

This question does not apply to inactive physicians.

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

This question does not apply to inactive physicians.

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

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

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

resolved, seffled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

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

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

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

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

employer or professional assocciation?

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

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

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

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

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

21) Has any medical liabitity 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 medicat liability insurance carrier?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Zevidah Vickery, M.D. License No.: 252675

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

This question does not apply to inactive physicians.
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Commonweaith of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Zevidah Vickery, M.D.

License No.: 252675

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

24) Have you used ang chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Zevidah Vickery, M.D. License No.: 2852675

Compliance with Legal Responsibilities

Cnline profile:
[Xi| 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 chiidren pursuant to
M.G.L. ¢. 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 pursuant to M.G.L. ¢. 19A sec. 16 and | understand the punishment for failure to comply.

4) | understand and agree to compfg with my obligations fo 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) | 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.

&) 1 understand and agree to comply with my obligations to report a physician tc the Board of Medicine
pursuant to M.G.L. ¢c. 112 sec. 5F, when | have a reasonable basis to believe that a person violated any
provisions of M.G.L ¢. 112 sec. £ or any Board regulation.

7) | understand and agree to comﬁ!y with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance witn the Medicare fee schedule, pursuantto MG.L. ¢ 112 sec. 2.

8} | understand and have complied with my obligations to file Massachuselts tax returns and to pay
Massachusetts taxes and | understand that, pursuant fo M.G.L. ¢. 62C sec. 48A, my license shall not be
issued or renewed untess | make this certification under penalties of perjury.

9) | understand and agree to comply with my obligations refated to the reporting of the wages of employees
and contractors pursuant o M.G.L. ¢. 62k Sec. 2.

10)i understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. c. 118A

11} understand and agree to comply with my cbligations to file an Incident Repost 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) programs at the health care facilities where | practice
report certain Major incidents to the Board.

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

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

Identifier (NP1 number.

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

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

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

[X Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetis
Board of Registration in Medicine
Physictan Renewal Application
Physician Name: Zevidah Vickery, M.D. License No.: 252675

Current Status: Active License Expiration Date: 10/14/2015
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: SUNY Upstate Medical University
OB/GYN Associates 725 Irving Street Suite 600
Syracuse

New York - 13210
United States of America
(315) 464-5701

3) Email Address:
4) Fax Number: (315) 470-2868
5) Specialties

Obstetrics and Gynecology

8) 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) XS

8) Other states where you are now licensed to practice
New York

9) States where you were previously licensed
Missouri

10) Work Sites ) . _ )
List of ail 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: Zevidah Vickery, M.D. License No.: 252675

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

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

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

14) 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?
by Pending: Are there any urresclved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

resolved, settled, or adjudicated during this time period®?

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

professional conduct in the practice of medicine.

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

b) Resolved: Have you rescived, 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 cnminal offenses/charges against you been resclved during this time period?
¢y Are there any criminal charges pending against you today?
dj Are any Application of Issuance of Process pending against you?

18) Other Issues
a) Have you withdrawn an application fo any governmental authority, 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,
group practice, employer or professional association?

d) Have you been the subject of a discipiinary action taken by any governmental authority, health care
facility, group practice, employer or professionai 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 catrier restricted, limited, terminated, imposed a surcharge
or co-payment, or piaced 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: Zevidah Vickery, M.D. License No.: 252675

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

Physician Renewal Application
Physician Name: Zevidah Vickery, M.D.

License No.: 252675

23) Dc;dyou have a medical condition that interferes in any way of limits your abiiity to practice
medicine?

24) Have you used ang 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: Zevidah Vickery, M.D. License No.: 252675

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

26) Requirement to Complete Training in Recognizing and Reporting Child Abuse
Have you compieted training to recognize and report suspected child abuse or neglect?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Zevidah Vickery, M.D. License No.: 252675

Compliance with Legal Responsibilities

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

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

2) 1 understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. c. 19C sec. 10 and | understand the punishment for failure to comply.

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

4) | understand and agree to compl; 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} | 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.

6) 1 understand and agree fo comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when [ have a reascnabte 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 ¢ 112sec. 2.

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

9) I understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢ 82E 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)1 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, pursuantto MG.Lc. 112 sec. 5and 243 CMR 3.00 etseq. 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 ary 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 cobligations and responsibilities under the Health insurance Portability and Accountability
Act of 1896 (HIPAA), including the requirement that | obtain and provide to the Board 2 National Provider

Identifier (NP1) number.

14)} understand and am in compliance with HIFAA and alf other federal and state obligations placed upon me
as a physician.

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

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

Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete,
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Date: Feb 1, 2012

Citizenship:
Address:
(Ofhee)

{HHome)

Present Position;

Curriculum Vitae
Zevidah Vickery, MD

VISA

Women's Health Section

Myitle Hilliard Davis Comprehensive Health Center
3471 D Marie Luther King. Jr. Drive

St Louis. MO 63112 USA

Telephone: (314) 3067-3820 52323

Fmail:

Gieneralist Obstetrictan-Ciy necologist, Myrtie Hilhard Davis
Comprehensive Health Center

Fducation & TFraining:

2000- Present

2HB-201]

2005-2004

200 -2005

19OR-2000

Muaster of Science in Clinieal Iny estigation
Washington University Schoot of Medicine
St ows, MO completion May . 20170

ellowship of Family Planning
Washington Universits School of Medicine
Department of Obstetrics and Gy necology
St ouis, MO

Internship and Residency

Depariment of Obsteteies and Gynecology

Beth Tsracl Medical Center

Munhatian Campus of Albert Finstein College of Medicine
New York, NY

Medical School for Internaiional {lealth in colluboration with
Columbia University College of Physicians & Surgeons

Ben Gurion niversity of the Neges

Doctorate of Medicine

Becrsheva, H.

Universily of Washington
Post-huccalaurcate premedical studies
Neattle, WA



JO88-1942 University of Massachuscetts
B.A. Human Sexuality Pducation & Counseling, Women's Studies
Amherst. MA

Academic Positions / Emplovment:

2009-2011 Clinical Fellow. Family Planning. Department of Obstetrics
& Gynecology. Washington University School of Medicine

2003-2005 Research Assistant
Department of Geriatries
Soroka Medical Center
Ben Gurion University of the Negev

1992-2000 Medical Assistant
Cedar River Clinic. University of Washington Medical Center.
Northwest Kidney Centers
Seattle. WA

Medical Licensure:
Missourt # 2009013466
Massachusetts PENDING

Honors and Awards:
2000-2010° Annual Fellow Resident Teaching recognition
2008-2009 Administrative Chief Resident
20006-2008 Annual Resident Teaching Award

Editorial Responsibilities:
Peer reviewer for Contraception

Professional Societies and Organizations:
American College of Obstetricians and Gynecologists, Junior Feliow
Society of Family Planning. Junior Fellow
Assoctation of Reproductive Health Professionals
Physicians tor Reproductive Choice and Health
American Medical Association
American Medical Women's Association

Clinical Title and Responsibilities:
. Generalist obstetrician-gynecologist: oul-patient and in-patient management of full
range of obstetrical and pynecological issues. work collaboratively with WHNP in-
office. participate in call pool with one other generalist. administrative dutics as



assigned by Chief Medical Offieer
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Submitied for publiceation.
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Lhangc i users of three progestin-only contraception methods. Society of Family
Planning’s North American Iorum on Family Planning. Oct 2011 (Washington.

D).

Maclsaac L. Vickery Z. fimpact of a specialiv rotation in family planning on
ohsietrics and gynecology residenis” self-assessment of competency and intentions
10 provide abortion services uﬁu gradiation. (‘()mraw]ni(m August 2010: 82(2):
208-209. Presented at: Women’ s Health 2009 the 17" Annua) € Ongress

(W 1][mmsbmg VA), and The 8" Annual £ uropean Congress on Menopause
{L.ondon, UK.

Reviews:
Vickery Z. Review of Conraception Pocketcard Set. Doody's
Review Service (on-line). Available: htp://www.doodyv.com.

Vickerv. 7. Review of Nufety and bleeding profile of continuous levonorgestrel 90
mu-g EFE 20 min-g hased on 2 vears of clinical rial data in Canada for

Contraception.

Chapters:

Sexual Dystunction. Guidelines for Women's Health Care. A Resource Manual. 4
ed. American College of Obstetricians and Gynecologists. 409 12th Street. SW. PO
Box 96920. Washington. DC 20090-692(

m



Invited Lectureships:

2011

2010

2009

Contraception Discontinuation. Grand Rounds. Department of Obstetrics &
Gynecology. Washington University School of Medicine. St. Louis. MO

Weight change in users of three progestin-only contraception methods. Fellowship
of Family Planning Annua! Meeting. Washington. DC.

v contraception nethods. Washington
Umiversity School of Medicine Clinical Research T raining Center Scholar Seminar.
St Louis. MO

Weight chunge in users of three progestin-onl

The Public Health Impact of PV Vaccines. Lpidemiology of Infectious Discasce
course, offered through Brown Schoo! of Public Health, Washington University in
St Lounis. St Louis. MO

Compuarison of weight change in user s of three progestin-only methods of
contraception during 12 monihs of use. Vellowship of Family Planning Annual
Meeting. San Francisco. CA

Reproductive Healtheare is a Human Right. Health And Human Rj phts course for
medical students. Washington University School of Medicine. St Louis, MO,

Weight Change and Use of Eronorgestrel Subdermal Implant. Washington
University School of Medicine Clinical Research Training Center Scholar Seminar.
St Louwis, MO

Genital Herpes. STD Intensive Course. St Louis STDANY Prevention
Fraining Center lecture series. St Louis. MO

Intimate Partner Violence aid Reproductive Health, CHOICE Project research
assistants” clinical update. Universin of Washington Department of Obstetrics and
Gynecology. St ouis. M),

Cesarean Delivers. CHOICE Project research assistants” clinical update. University
of Washington Department of Obstetrics and Gynecology. St Louis. MO.

Conman Gynecologic Complainre, CHOICI Project research assistants™ clinical
update. University of Washington Depariment of Obstetrics and Gynecology. St
Louis, MO



{lealihcare i Filiiopig AL Peraonal Faperience. Healtheare Dispanities, o course
i the Master™s of Scicnee in Hlealth Care Services. U niversity of Washingion
Unnversinn College. St Louis. MO

2041 Abortion & Contraception in the US, Medical student fecture, Ben Gunon
University of the Negey Moedical School for Intemational Health.

Other Fducational Activity:
2010 Consultant, Resident Peer Health Advisors providing in-dormitory sex education
Undergraduate Student Health at Washington University in St Louis

Jo1o Preceptor, 37 vear medical students. obstetries and gynecology clinicat

Rotation. Washington University School of Medicine



Date: July 18, 2012

Citizenship: USA
Address:
(Office)

{Home)

Present Position:

Curriculum Vitae
Zevidah Vickery, MD

Women’s Health Section

Myrtle Hilliard Davis Comprehensive Health Center
5471 Dr. Martin Luther King. Jr. Drive

St. Louts. MO 63112 USA

Telephone: (314) 367-5820 x2325

Email:

Generalist Obstetrician-Gynecologist, Myrtie Hilliard Davis
Comprehensive Health Center

Education & Training:

July 2009-June 2012

July 2009-June 2011

July 2005-June 2009

July 2007 -June 2005

Sep 1998- Apr 2000

Master of Science in Clinical Investigation
Washington University School of Medicine
St. Louis, MO degree awarded May 2012

Fellowship of Family Planning
Washington University School of Medicine
Department of Obstetrics and Gynecology
St. Louis, MO

Internship and Residency

Department of Obstetrics and Gynecology

Beth Israel Medical Center

Manhattan Campus of Albert Einstein College of Medicine
New York. NY

Medical School for International 1ealth in collaboration with
Columbia University College of Physicians & Surgeons

Ben Gurion University of the Negev

Dociorate of Medicine

Beersheva, 1L

University of Washington
Post-baccalaureate premedical studies
Seattle, WA



Sep 1988-May 1992 University of Massachusetls
B.A. Human Sexuality Education & Counseling, Women's Studies
Ambherst. MA

Academic Positions / Employment:
July 2009-June 2011 Clinical Fellow, Washington University School of Medicine

July 2003-May 2005 Research Assistant
Department of Geriatrics
Soroka Medical Center
Ben Gurion University of the Negev

Augl992-Dec 2000 Employment as Medical Assistant at
Cedar River Clinic, University of Washington Medical Center,
& Northwest Kidney Centers
Seattle. WA

Medical Licensure:
Missouri # 2009013466

Henors and Awards;
2008-2009 Administrative Chief Resident
2006-2008 Annual Resident Teaching Award

Editorial Responsibilities:
Pecr reviewer for Contraception

Professional Societies and Organizations:
American College of Obstetricians and Gynecologists. Junior Fellow
Society of Family Planning, Junior Fellow
Association of Reproductive Health Professionals
Physicians for Reproductive Choice and Health
American Medical Association
American Medical Women's Association

Clinical Title and Responsibilities:

Generalist obstetrician-gynecologist: out-patient and in-patient management of full
range of obstetrical and gynccological issues, work collaboratively with WHNP in-office.
participate in call pool with one other generalist, administrative duties as assigned by Chief
Medical Officer
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Current research:
Weight change in users’ of progestin-only long-acting reversible contraception.
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Articles:
Yickery. Z, Madden, T. I the Trenches: Difficult 1UC Insertion. Obstetrics &
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Maclsaac, L, Vickery, Z. Routine training is noi enough: structured training in
Jamily planning and abortion improves residents’ compeiency scores and intentions
to provide abortion afier graduation more than ad hoc fraining. Contraception,
2001 Aug: epub.

Posters/abstracts:

Vickery Z. Madden T. Secura G, Allsworth J. Nash L. Zhao Q. Peipert JF. Weight
change in users of three progestin-only contraception methods. Society of Family
Planning’s North American Forum on Family Planning, Oct 2011 {Washington.
DC).

Maclsaac L, Vickery Z. Impact of a specialty rotation in family planning on
obsietrics and gynecology residents’ self-assessment of competency and intentions
10 provide abortion services afier graduation. C ontraception August 2010: 82(2):
208-209. Presented at: Women's Health 2009: the 17" Annual Congress
(Williamsburg, VA). and The 8" Annual European Congress on Menopause
(L.ondon, UK).

Reviews:
Vickery Z. Review of Contraception Pocketcard Set. Doody's
Review Service (on-line). Available: http://www.doody.com.

Vickery, Z. Review of Sufeny wnd hleeding profile of continwous levonorgesirel 90
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Sexual Dysfunction. Guidelines for Women's Health Care, A Resource Manual. 4%
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Invited Lectureships:

2011

2010

2009

Contraception Disconinuation. Grand Rounds, Departmient of Obstetrics &
Gynecotogy. Washington University School of Medicine. St. Louis, MO

Weight change in users of three progestin-only contraception methods. Fellowship
of Family Planning Annual Meeting. Washington, DC.

Weight change in users of three progestin-only contraception methods. Washington
University School of Medicine Clinical Research Training Center Scholar Seminar.
St Louis, MO

The Public Health Impact of HPV Vaccines. Epidemiology of Infectious Disease
course, offered through Brown School of Public Health, Washington University in
St. Louis, 8t. Louis, MO

Comparison of weight change in user's of three progestin-only methods of
contraception during 12 months of use. Fellowship of Family Planning Annual
Mecting. San Francisco. CA

Reproductive Healtheare is ¢ Human Right. Health And Human Rights course for
medical students, Washington University School of Medicine, St. Louis, MO.

Weight Change and Use of Etonorgestrel Subdermal Implant. Washington
University School of Medicine Clinical Research Training Center Scholar Seminar,
St. Louts, MO

Genital Herpes. STD Intensive Course, St. Louis STD/HIV Prevention
Training Center lecture series, St, Louis, MO

Intimate Partner Violence and Reproductive Health. CHOICE Project research
assistants” clinical update. University of Washington Department of Obstetrics and
Gynecology, St. Louis, MO.

Cesarean Delivery. CHOICE Project research assistants™ ¢linical update. University
of Washington Department of Obstetrics and Gynecology. St. Louis. MO.

Commaon Gynecologic Complaints. CHOICE Project rescarch assistants” clinical
update. University of Washington Department of Obstetrics and Gynecology. St
Louts. MO

Healtheare in Ethiopia: My Personal Experience. Vealthcare Disparities. a course
in the Master’s of Science in Health Care Services. University of Washington
University College, St. Louis, MO



2004 Abortion & Contraception in the US. Medical student lecture. Ben Gurion
Universily of the Negev Medical School for International Health,

Other Educational Activity:
2010 Consultant, Resident Peer Health Advisors providing in-dormitory sex education
Undergraduate Student Health at Washington University in 81, Louis

2010 Preceptor, 3™ year medical students. obstetrics and gynecology clinical
Rotation, Washington University School of Medicine
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MAPRACTICE HISTORY
Board of Registration in Medicine

200 Harvard Mill Square, Suite 330 - Wakefield, M 01880
Tclephone: (781) 876-8210 Fax: (781) 876-8383 www.mass.gov/masssmedbosrd

MALPRACTICE HISTORY

d i . _Complete this waiver for release of information and forward & copy to each of your
current and past liability carrier(s) over the past ten {10) years, f you have been ir 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.

I 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 ils possession, custody or control

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

5. dates of policy coverage must be included.

Liabliity Carrier's instructions: 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 AL.S50 REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE,

Liability Carrier: Hosprm [Wszarce CO-JN- From: + /0% Yo: 6 | D9

bl B

City: _ WHTE  PLAINS State: _NY Policy Number;

Liability Carrier: WASHINGRON  yaiV From: 041 09To: © | (Fresewt)
City: ST touvs State: _p10 Policy Number;

Liability Carrier: £ 1CA Dby ANOTICE From: Ol /12 To: 2 /12

City. __ST. LOu§ - Slate. MO Policy Number:

Applicant's signature: | 4 0 F 112

Date

Print Name: 26\“”9;“* \“Uﬁ’l\‘[ =

Addross: N City._
State: Zip code.__

haak ¥l ~ Ao



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

| CERTIFICATE OF MORAL AND PROFESSIONAL CHARACTER ]

INSTRUCTIONS TO THE APPLICANT: This form must be signed by a physician legally
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 Massachusetis.

CERTIFICATION OF MORAL AND
PROFESSIONAL CHARACTER

This certifies that | have been personally acquainted
with the physician named below:

-.—_) -7 » » -
ZEVIDA WCH' Vi

{name of apphcant )

' for H 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

Medicine,
s
Signature of épplicant Signature of Cemfy}hg Physician
| certify that the photograph DOCTIEDT Mp
above is a genuine likeness of the  License Number State

maker of the signature above. o o
Neln Z1essly
Type or print name clearly

/

7/{'\*1/;; el ,J»,(/M“/ Address: .
Signature of Notary’ City: b ]
- State: . Zip__
- Telephone: (_ __)
Date: / /

Notary Public- Nmry Seat
State of Missouri, S Louis County
commluinn * 11057191

Instructions to the certifyinq physici@: Return the completed form to the
applicant in a sealed envelope with your signature across the seal.
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Hospital Affiliations and Employment

List hospital appointments. in chronological order. where you had active stalt privileges. Include the name and
address of the facility. your position and dates of affiliation. Also include periods of unemployment of
employment outside of medicine. Attach a separate sheet of paper if necessary.

From To

Faciliy: MHD CH € Position: ATTER 21 A Qﬁjgikg__mj__tj_ﬁug““d
Street: 54U MUIC D City: _ST. Leu S State: M

P e | \ : Y N TR oo o
Fucili!yt‘!?f\'}e—-«qtf(' JEdL/‘u\‘bH thos Vi Position: m w2 Mt Qofo /1 _WIH____IJI)”L' sttt )
Street. | BrAwedd TN ZA Ciy: _Sl. Loy State: MO
Facilitv: \/ACA’T[O’\} Position: clot /v ot AL i
Streey: Ciy: State:
Facility: BAYCNES JTEW 81 Fuse Position:_FELL O] 04 /01104 0b 511
Strect: _| GAL NS TEnlsei  uata Civi ST Loodd State: MO

1. List other states (abbreviations) where you are currently or have ever had a full heense: MO

2. a} Are you certificd by the American Board of Medical Specialties? TT oyes bd No
b) Are you certtfied by the Awerican Board of Osteopathic Medicine? C1 vYes I No
3. List Board Centificationts): Certification date: / /

Centification date: / /

4. List your practice specialifies)_Ctbs it TR S ﬁ Qoo G

5. Have you completed the Opicid and Pain Management training (see Full Instructions. page L] Yes [ No
6. Reason for requesting a Massachusetts medical license:  CELSCATIC :d  BACT |
Hom T
7. Name of Facility: & VR G END MDD ea (:.u‘i—d‘-/"-‘o
Address:_ 1109 CRANGY City:_ C Fheores

Anticipated starting date in Massachusctts: €1 OV ;12

oo

9. Curniculum vitae ¢CV) listing activities by month and year must be enclosed with your applicution.

Under the penalties of perjury. 1 declare that 1 have exaniined this Tull application and alt its
accompanying instructions. forms and statements, and to the best of my knowledge and belict. the
information contained herein is true. correct and complete. As an apphicant for a full license to practice
medicine. [ understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board only and that it will not necessarily
disqualify me frcrnT‘bicensu'fe";‘)
/ < T : ., .
A S

. [] ) )
Signature of Apphicant /) Month Dy
{Continued on page 5)
Revised: 2, 10,2012

Year
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Hospital Aflitiations sand Fmplovinent

Lt Bspitel appaintmenis in ot onelogicil ordes, where you had aetive stat priviteses Inelude the neme and
A e EEMICTOE S A i £

address of the facilita, yonr pesition and dures of affilistion. Alo inclode penods of enemployowe] or

emplos et cutside of nedicine Attach g sepurzte sheet of paper of necessary,

v T L W b TR
Faciiity: b POSIUON _Anrs w1

Streets |

Faobits

Strest,

Position: .
Ll e .
. Posnon,_TEL- O i

Oy B L S MAD

A
P Lt othrr siales {abbreviations; where vou are camently or heve ever had o hall heease “'\L{
Joer Arevou conified by the Ametican Bourd of Medieal Specintue” oYy X No
. . . ! P — . ~r .
BoAre yon comtilied By the Amernan Brard of Ouizopathic Modicine’ i Yo Ki No
G List Baoard Conficationis: D Cenificenon dte | /¢

Certificanon date, o/ /

5y TN

S

id

v dim

7 N of Tacikyy 7 VOLEEIND AT ,
Adudress, !}Dj '__g-_“3 z i OF o

S Cermenium v UV S Beting i dies boimonth s year Mt be enclosed It o epplicalion

Uader the penadtios of perury, Tduclare thar [ Lane caamined this full appltcaton ang alf its
steumpan ving mstictions, forms and suements, and o the best of my knowledge and behiel, the
ilermstion contzned herein is true, cunlect and vamplete, As an applicant for a tull eense to practice
medicine, | opderstand that & cnnunal recond cheek, may be conducted for conviction and pending
criminsl cave infurmition from the Craena! Blastony Systems Buard onds and that iU vl not necessanly
disqguaihy me {rarﬁ‘!};c_g:;aﬁ nel)

-~ e = e
-2 - - L T :
- \\ / 1 -’J ¢ ; £
Maonth thny Yew

tCuntnsed on page )

7/18/2012



Apphcation -
Dt ef basac:

Board of Registration in Medicine
o 200 Harvard Mill Square, Suite 330 - Wakefickd, MA 01886
- Telephone: (781) 876-8210 Fax: (781) 876-8383  www.massmedboard.org

@Y G el FULL LICENSE APPLICATION

I‘{lﬂ(‘;lllnll Fee: Ploase o chech o money order in the gowst of SO00.00 tirade pas able o the Congnonsealth of
Nassachuscelts, The apphication fee s nos-refandable

Chuch One: [ UscCanadis Graduate m Intermational Graduate

Feeal Nanse (do ao! wse nicknames of nitials, anless thay are pad o vour degal nanics

VICRE, A0y

Last Naune l'\j;-;u or prnt cleariy s first Middle T Sl
S ol bty T Other degree o 7 aale B Female

Other Nagaefs) Used - Listany otler namets) you have used svhich may appear on v our identitving docaments, sueh as
medical eduvition and examination recoeds. Wonot applicable, cheek bere i

Vickny TERLSA  LyNAe

Fntire Last Name qape or print cheards 1 First Aiddie Suffis et
Date of Bthe 00 0 FSeeurity Number. .
Mot b Yen )
- 3 A A
. 7y ST s wi g
Place of Hinh: (.__(.__f’/‘\.r'_'\: bl ‘ . / hl‘ L o e ..
1 State Provinee Tetriton Ceantny i not USA
“Madbing Address T R ] -  dekephone: o o ..
Numidwey dnnd Sredt
(it  State Provinee Teniton Ziptor postaly Code
Home Address: o S o Tekephoner R
Numiber ! Stieet
City St Provmee Territon Ziptor p'ﬁ.al'nl'i Conle
‘ e .- >~ ) far *- {. N . 3 . - : .
Business Addres 9 7 L (A1 Tt . . o Velephone. 20 20705 .%."‘-:";’V
Nt anul Street
Ty . Fa 4 K2 : -
NT LU Mo (omnfios
(I State Provinee Territon PAIRERYY ;\l'-.\'lul,‘ Code
: . = 2 N i =z g
E-niil Address: _ Fas aumber, < o« DG 0 v IS
Are vou applying for eensure through TOVSY (5ce mstructions page 121 E Yo oo

“Hhe Buard wilk use your Maaling Address Tor all correspondence
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Pre-medical School

—
-
=

1o
Degreer -~ 0.0t 45 1101 O

Facikity: L_/"\.i
Ui AT Stater WA

Street: Pl s

NERS Y ¢

SidparT?

Faciliy: UNiNEZs ud oe !\’l"ll_ ~ Degree: { A 0: 01 88 05
Street: 44 PACTIWCR @ wis o Cityr Apadeiesy T S

Medical Sebood
Irom

Facihing: . Degreer ’\ L of Ay Ol 5

Sueet: ity "i,;g_,uh,:‘ e nvA Siate: 1Sy
baciti: s e T
Streets  Citse State:

Date of medical school graduation: !

Aotk 3y

Note: LS. graduates must include a written explanation for the duration of medicad education fonger than four (4)
sears, and for any breaks in medical education. International graduates must provide a written explanation for the
Guration of moedical education longer than six (6 vears and any breaks in medical education.

Postgradunte Education:

Listall postgraduase training in chronological order from medical school to the present. Include the name and
address of the facility . your position, e.g. PGY 1.2 fellow, ete. and dates ot alfiliation. You must account for all
periods of training or postgradume work from the time sou graduated from medical schoot.

. ) . Jay i
Facility: }‘)b/f’j ,,Jf?l‘?"*l«,_ir_m Mo (T}J. B l’cl.\iiiun:r INTL
Sweet: 17T AVE o € J ™R Ciy: '

Facili: Be i [Semet MWD (i Position: N S f”‘i

Street: DO Ay TGN T LS L City e .N_c__,_rq, E ; Swae: J‘JV
P s e

Facility : PNA SV sund L sy position: TEL G OF oy o e i

Street. 49U S- Eqcens . Cinr Shozecg T Tsuer Mo

Bacilie: ... Positions L

Street: Uiy, . SMates

Facilin: e Position: S /

Street: o ) Cily: ] 7 State:
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Foaciminution Histors

Pioase contact he appropiiate examasation citis and e ceotitiod transaript ol vour seeres sent disecty do this

Buowrd I yesare wsing FOVS vour ovamination seaves wib) be sent 1o thie Boasd with cour credentials packe:

st cach Hiecmstire examination, L8 o anteonational, you fone tben CUSME B NBMIL NBOME. LACC,
Pooonttaddiiona? space 1 necessany . plesse coclone o sepaate sticet with s o application and mclude all the
mtormation befow s Hvonanwer “ves™ o guestion =3 oo the Foli Supplements you must also complote the

reguired infornmution

Lxaminabion Most Recent Date tahen (Month Yean) Passed (P or Failed () Number of stempts
USMLE Step | Tt O¥liony @r [ 4
SN St 1 tes-ulor @B O &
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State o d 1 s r",‘ v :-h i
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Hospital AtTiliations and Emplovinent

Last hospital appointments, in chronological order, where vou had active staff privileges. Include the name and
address of the facility, yvour positicn and dates of affiliation. Also include penods of unemployment or
employment outside of medicine. Auach u separate sheet of paper if necessary.

From :LQ

Facility: MDD CH Position: ArTEag Dy N Ofg%/_‘-:f’_"_ /4y ,“_J_/_L [2/1.4’&&"'*)
S!.T&(’.I I;aéiw_‘? ‘t Df;.._ "V' L ‘:(-- )V/:’_\, - CH}J cz’\* '_‘:\,‘|_S S[dlc ]‘\J\ O

e P . - VoL T asd el £3
Facility AL NS JEWon BOSOiv posiion: Sromdls oSt sn s (Psedd)
Street: | BAR-S ViaczAa City: _ST. Lous ___ State; MO
Facility: VACA T o ~ Position:_ grel L 0% AL I
Street; City: . State:
Facility: BAYAYES Toisy  Fosf Position:_FEL—Dw O3 ol 104 06 4Tl
Street: | EALMES  Towiin Fuale City:__ ST, Lo State: MO

I. List other states (abbreviations) where you are currently or have ever had « full license: MO

2. a} Are you certified by the American Board of Medical Specialties? ! Yes B No
b) Are you certified by the American Board of Osteopathic Medicine? L] Yes K No
3. List Board Cenification(s): Certification date: / I

Centification date: / !

4. List your practice specialt(ies) O&S7 T KAULS ‘E’_ Gl oL M 7
5. Have you completed the Opioid and Pain Management training (see Full Instructions, page'?)m/ ‘Yes L No
6. Reason for requesting a Massachusetts medical license: __J%Cr"'f o TDATA
_Home i )
7. Name of Facility: PVELEEND  MEDa eV
Address: 1109 Gig-ﬂ( r\J“:%\Tj City: CHheofas

. Anticipated starting date in Massachusetts: O /C\ 4 {2

2. Curriculum vitae {CV) Listing activities by month and ear must be enclosed with vour application.
g b ) ) PP

Under the penalties of perjury, | declare that I have examined this full application and al] 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 4 full license to practice
medicine, f understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board onlv and that it will not necessarily
disqualify mc/iiwnﬁ}ic/gmu 9
R o T
Signature of .‘\pﬁ?i{'uﬂi 7 Month Day  Year
(Continued on page 5)

L

Revised  2,10.2012



NATIONAT PROMITH RIDENTIFIER (NP

[he primary purpose of the NP ks o aniquels identily health care providers as “healtl care providers™ in HIPAA
standard transactions. The NPEwill replace all other identifiers assigned 1o health care providers. such as those
assigned by health plans. government programs and health care purchasers for purposes of conducting these
business transactions, Under the final HIPAA NPT Rule, all individuat and organization covered providers were
required to obtain an NPL by May 23, 2007,

You must supply the Board of Registration in Medicine with vour valid NPL. If you do not have
an NP number. vou can apply for an NP directly by using the NPPES web site at
www NPPES ems hhs cov.

My current NP is:

Penalties for Falsifving Information on the National Provider Identifier Application
18 U.S.CO1001 avthorizes criminal penalties against an individual who in any matter within the jurisdiction
ol any department or agency of the United States knowingly and willfully falsifies. conceals or covers up by
any trick. scheme or device a material fact, or makes any false. fictitious or fraudulent statements or
representations, or makes any false writtng or document knowing the same 1o contain any false. fictitious or
fraudulent statement or entry. Individual olfenders are suhject to fines of up to $250.000 and imprisonment
for up to five yvears, Offenders that are organizations are subject o fines ofup to $500.000. 18 ULS.C.
I57Hdy adso authorizes Tes of up o twice the gross gain derived by the oftender i1t 18 greater than the
amount specificallv avthorized by the sentencing statute.

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

Signature: C Dater VLA




PRINTNAME: Y CRTLY 2L VA

IMPORTANT NOTIE: If you answer “yes” to any of these questions, yvou must provide the additional

information on pages 4-11h

ad

O-A.

6-13.

§-B.

Apphicant’s Sigoature:

TIONS

Since vour enrollment in college. have you been subjeet 1o any disciplinary action (see
definition) at an academic institution?

Have you ever been terminated or granted a leave of absence by a medical school or any
postpraduate training prograns or have you ever withdrawn from a medieal school or any
posigraduate training program or had to repeat a vear of posteraduate trairing”?

Have you ever, Tor any reason, been placed on probation by a medical school or any
postgraduate training program?

Have vou ever applied for licensure or to sit for an examination or taken an examination under
adifferent naume? Iso. previous name:
Since vour enrollment in college. bave you been denied the privilege of waking or finishing an
examination or heen acensed of cheating and or ilmproper conducet during in examination?

Have you ever fuiled any of the following examinations: FLEX. any State Board examination.
any part of the Natiogal Boards, any Step of the USMLE. NBOME. or have you failed to gain
certification {rom the National Board of Medical Examiners. any other certification body or
any foreign licensing or certification body?

Have vou ever, for any reason. been denied a medical License, whether full. limited, temporary,
or have vou withdrawn an application for medical licensure?

Hive you ever voluntarilhy surrendered a license to practice medicine or any healing aint?

Fave souever, for any reason. Jost American Board of Medicad Speciadty or been denied
required recertilication by ene or mare specialts boards?

Ave any tormat disciplinary charges pending against vou. or do you have knowledge of any
pending vestipation imo vouwr professional compelence or conduct by any govermmental
authority, health care facility. group practice or professional medical societs or association
(ernational. national. state or localy? (See definition).

Fras any diseiplinary action ever been taken agninst vou for violation of Laws, rules, byv-laws, or

standurds of practice by any governmental authority, healtheare Tacstinn . group or professional
medical socieny o1 association (national, state or focal)?

Date: 4
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CODATE: T )
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u-14,

9-C,

9-13.

AL

Applicant’s Signature:

g
|

Hove sov ever valuntasily relingeished oy medical stdtmembership?

Has your medical stat? membership, soedicad privileges or medical stad? status at any
hospita] been Himited, sospended: revoked. not renewed or subject to probationan
conditions or has processiog towand any afthose ends been institved or recommended by
womedival stafl conymittes or governing board?

Have vou ever been denied imsedical stafl membership, or advancement in medical stall
status, of has such denial been reconunended by a standing medical st committee or
governing body?

[ave you ever. tor any reason. withdyawn an application for hospital privileges o
appointment”?

Huve you ever beea charged with any criminal oftfense. other thars o minor traflic oltense?

Hus your prividege to pussess. dispense or preseribe controlled substances ever been
suspendued revoked, denied, restricted or surrendered. or have vou ever been called belore
or warned by any state or other jurisdiction including a tederal ageney regarding such
privileges?

Flas any professional ability insurance provider ever restricted. limited. terminated,
imposed @ surcharge or co-pavment. or placed any condition related to professional
campeteney or conduct on you coverage o liave yeu ever soluntarily restricted. luled o
terminated your surance coveraee in response 1 amy inguiry by a professional liahitin

msurance provider?

v you ever been the stbject of any suspensdon or probation proceedings instituted i3lue
Cross or Blue Shicld, Medicare, Medicaid, or any other medical Reimbursement plan: o
have you ever been restricted from receiving paynients from any Blue Cross or Blue
Shicld. Medicare, Medicuid (any state). ur third party programs?

Have vou ever had an application for membership as o participating provider rejected by
any HMOPPOARA or other prepaid bealth care plan or vour contract as a participating
provider terminated by any HMO PPOTPA or other prepad plan’?

ty the past ten 10 vears, has sy medical nudpractice clamm been made against vou,
wiicther or pol i lowsunt was Biled nrelation s the o™

T the past ten LHG) sears, das any lasasoit other than o medical malpractice suit, which s
relmed o yvour competeney 1o practice miedivine. or your professionad conduet in the
prictice of medicte, been Tled apainst you or has such a suit been settled. adjudicated o1

oiherwise resohved?

Date: ¥ /17 4
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MaLCRACTICE MIBYDRY

Board of Registration in Medicinc.
200 Harvard Mill Square, Suite 330 - Walkefield, MA 01880
Telephone: (781) 876-8210  Fax: (781) 876-8383 wuww.mass.gov/riasssmedboard

[ MALPRACTICE HISTORY ]

Applicant's instructions. Complete this waiver for reiease of information and forward a copy to each of your
current and past fiability carrier{s) over the past ten (10) years {f you have beenina t-aining program within
the pastten (10) years, a copy of this form must be forwarded to your training progran risk manragemen! office
You must account for any gaps In your claims history. if you have additionn! liabilily carriers, you may
photocopy this form. Please return the completed Malpractice Histary form(s) with your original
signature to the Board of Registration in Medicine.

Waiver for Release of Information

I authotize my professional liability carner(s) listed below to release to the Commonwealth of Massachusetis.
Roard of Registration in Medicine, my malpractice history and any and afl claims o1 aclions for damages
inciuding the {ollowing:

1 the name(s) of the claimant(s) e Lo e . ooy
2 nature and dale of claim(s) TN AR G W TN O S
3. amounts paid, if any, and
4 other gisposition or information in its possession, custody or control

on my curtent policy number, andfor any uther policy | have had with this

or any other carfier
5. dales of policy coverage must be included.

Liability Carrier’s Instruclions. if the applicant has any open or closed cases thal have gonc to trial,
whether of not monies were paid, a copy of the complaint or summons, dispot.ition or judgment and
amount of monies paid on behalf of the appticant must be forwarded directly to the Board. {F THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS” ON YOUR LETTERHEAD WITHH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES

OF COVERAGE. ! T oLy
OVERAS docs o Ny » /},
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MALPRACTICE HISTORY

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

MALPRACTICE HISTORY

; i :_Complete this waiver for release of information and forward a copy 10 each of your
current and past liability carrier(s) over the past ten (10) years. If you have beenin 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 Maipractice History form{s) with your original
signature to the Board of Registration in Medicine.

| 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 foliowing:

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.

Bk =

Liability Carrier's Instructions: |f 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.

Liability Carrier: brsriBe Id=Crrocl o b From: 1 /€% Tor & 1R

City, _ Wit FhiNS State: __NY Policy Number:
Liability Carrier, i &S sdog v Y From: 3 1 OfTo: O j L ehsTse="
City: ST Loss State: _j-{J Policy Number:
Liability Carrier:  F 1 (A Dgpuss  NI7TcE From; &% /4 Jor i 2 1'%
City: &t g0t __State: 1~ = Policy Number:
///"./ i

Applicant's signature: ,,/r~ /x 4 gt e

3 o q Date
Print Name: ZEviDayd Ll i
Address: o City:

State: ] Zip code:




