VERMONT DEPARTMENT OF HEALTH
BOARD DF MEDICAL PRACTICE
108 Cherry Strest, PO Box 70
Burlington VT 05402-0070
-802 §57-4220 or 800-745-7371
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. 2004 PHYSICIAN'S LICENSE RENEWAL AP?LICAT%ON

FART i

1. Your legal name: Lister, Joan B

Last Name First Name Middle Name

j.'

, , y ‘ ‘
a, Have you ever legally changed your name? — Yes ___l{(

Suffix

if yes, enter your former name and any other name(s} under whmh you were licensed in Vermont or elsewhere

" in the past two years;

, Last Name First Name

b, 'Indicate ynur name, as it should appear on your !lcense . )
J0. £

ListeRr,

Middie Name:

PR Sl.‘lfﬁx. S GanEat T

A

ST ST T
gm"; Z e 5}; iV ok [

Last Name !

First Name

" 2. Your Date of Birth: SEG—GGGGG—_—
Month [Day /Ysar .

- 3. Home Address:

Middle Name:

1

t

!

2

Suffix ' Y
Ty

KOV 4 Wi Mk

/& /ﬁ%ﬂm,e ve  Curr om0
{Stresat)
(I LS o) A 02l 1
(City) . . . (State) Zip) .
4, Work Address:
Williamstown Medical Assaciates
197 adams Road’
WILLIAMSTOWN, MA 01267
(Streat) .
| 5
(Zip)

Chty} ‘ (State)

5. Please check your preferred mailing address:

Home A

NOTE: The mailing address will be publicly listed on the Board's web site.

6. Home Telephone Number with Area Code: ( z7’/3 ) ‘/;5‘7?—“ Rlp '?/
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7. Work Telephone Number with Area Code: { 1—! [ ?J ) L/C@ - g// ga\

8, E-mail address:

Piease check here if the Department of Health may use this e-mail address to send you public health mformatlon
o yes ano

| PART Ul
9. Were you in active practice in Vermont in the past 12 Months? oDyes fﬁf,ﬁo/ _

10. Do 'yutz hold, or have you ever held, a medical license in any other state? D/K o no
If yes, complete the section below and attach addifional pages if necessary.

MA 1978
Btate iicense Number -~ Type ofLivense Date lssued Status (Active or Inactive)
MA Y3939 mo 9l )7¥  Aenve

ANY "YES" RESPONSE TO THE GUESTIONS BELOW MUST BE FULLY EXPLAINED ON THE ENCLOSED
FORM A,

‘1. Have you eWied for and been denled a license to praciice medicine or any other healing art?
o yes O ) '

12. Have you ever withdrawn an application for a license to practice medicine or any other healing art?
 oyes &fo ‘ ‘

13. Have you ever voluntarily suspended, surrendered or resigned a Hcanse to practice medicine or any
other healing art in lieu of disciplinary action?

o yes 6

14. Are any formal discipiinary charges pending or has any disc;p!inary action ever been taken against vou
by any governmenta! autherity, by any hospital or health care facilii'y, or by any professional medical

assoclation {internafjonal, nationa! state or loczl)?
nyes o

15. Have your ever been demed the privilege of taking an examination before any state medical examining
board?

.nyes wfo

16. Have you ever discontinued your education, training, or practice for a period of more than thrae months
for reasons othy a family need?
o yes o

17. Have you ever been dlsmlssed or suspended from, or asked to leave a residency fraining program
bafore completion?

oyes. m{
18. Have you ever had staff privileges, employment er appotntmant in & hospital or other health care

institution denied, reduced, suspended or revoked, or resigned from a medical staff after 2 complaint or
peer review action was initiated against you?

Vermont Department of Health, Board of Medica! Praclice
Physfcian's License Reaewal Appiication 5-17-04
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o yes a[

18, Has your privilege fo possess, dispense or prescribe cantrolied substances ever been suspended,
revoked, denseystncted by, or surrendered te any jurisdiction or federal agency at any tsma’?
no ‘

o yes ‘
20, Are you pre::ﬁ(tiyﬁr have you aver been a defendant in 2 criminal proceeding?
nyes o :

PART i

{Unless otherwise ordered by a court, your responses to the gquestions in Part lil are considered exempt
from pyblic disclosure.)

/



PART iV

The following questions are required by Vermant iaw, 26 VSA § 1368, to update and maintain 2 data repository
within the Department of Heaith and to make individual profiles on alf health care professionals ficensed, certified,
or registered by the Department avaliable to the public. Your physician profile is located at the following website
hitp:/fhealthyvermonters .comfmp/mbsearchform.sotml. : L ‘

' Pleasée include photocoptles of court papers, licensing authority decisions; and any other relevant
documents if your answers to questions 26 through 31 have changed since your last application. We
‘cannot process your application without them. . oo oo

28 Criminal Convictions (26 VSA § 1368} 1) B‘Cfec:k/here fnone

Flease provide a deseription of all crimes (felonies and misdemeanors; this includes DU! but not speeding
or parking tickets) of which you have been convicted within the past ten years not listed below. Please
provide complete copies of documentation for eac;w maiter. '

None reported : /

{Conviction Date) {Court ' (Clty/State) (Crime

7. Nole Contendere/Matters Continued [26 VSA § 1368(2)(2)] oCRook here if none

Please provide a description of all charges fo which you pleaded “nolo contendere” ("t will not confest ity or
where sufficient facts of guilt were found and the matter was continued without a finding by & court of
competent jurisdiction not listed below, Please provide complete copies of documentation for each
matter, :

]

None reported

. Vermont Department of Mealth, Bourd of Medical Practice
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{Conviction Date) (Court) (City/State) . {Charge}

28. Vermont Board of Medical Practice Matiers [26 VSA § 1368(=2)(3)] @Cﬁk here if none'

‘Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of

Medical Practice (inciuding sti;:\uiattona) and final disposition of such matiers by the courls, if appeated.
None reported

(Date) {Final Dispasition -~ Sumnmary)

28, Licensing or Certification Authority Matters in Other States [26 VBA § 1368(a)(4)]
eck here if none

Please provide a description of all formal charges served by licensing or certification authorities of other
states, the findings, conclusions, and orders of such autherities, and final disposition of such matiers by the
courls, If appealed, in those states, i not listed below. Please provide complete copies of
decumentation for each matter.

Noue reported -

* {Date of Final Disposition}  (Licensing or Certification Authority) (Court) (City/State) (Nature'of‘
Charge) . _ . : .

30.  Restriction of Hospital Privileges [26 VSA § 1368(2)(5)]

A Revocation/inveluntary Restrictions : tﬁ@;ere if none

Piease provide a description of any revocation or involuntary restriction of your hospital privileges
that were related fo competence or character and were issued by the hospital’s governing body or
any other official of the hospltal afier procedural due process (opporiunity for hearing) was afforded
o you if not listed below. Please provide complete coples of documsentation for each matter.

{Date) {Hospial) {State}  (Nature.of Restriction} (Reason for Restriction)

B. Qther Restrictions ‘ ' ' gy@ﬁck here if none

“Please provide a description of all resignations from, or non-renewal of, medicat staff membership -
or the restriction of privileges at a hospital taken in lleu of, or in setfiement of, a pending disciplinary
case related to competence or character in that hospsi:a if not listed below. Please provide
compizte copies of uocumenmimn for each maiter.

(Date) — 7 | (Hospital) . T (State)

{Nature of Action) {Action)

In lieu In settlemeant
{Reason for Actioh) '

31, Medical Malpractice Court Judgmenis/Settlements [26 VSA § 1388(a){6A)]

Vermont Departmant of Health, Board of Medica! Practice
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A Judgments _ : *Check here if none

Please complete the attached Form A and provide a description of all medical maipractice court
Jjudgments against you and alt medical malpractice arbitration awards against you within the past
10 years {10 years from payment date) in which a payment was awarded o a compiaining party if
not listed below. Please provide complete copies of documentation, to include final
disposliien and, if possible, a copy of the complaint for each matter.

- Judgement Arbitration
Neone reported

{Date) | .- {Courp (State}  {Nature of Case} (Amount Assessed Against You)

B Settlements =~ G*‘(m-ckhere if none

Flease provide a description of 2li sefflements of medical malpractice claims agalnst you within the

. bast 10 years (10 years from payment date) in which & payment was awarded to a complalning
party if not listed below. Please provide complete copies of documentation, to include ﬂna]
dnspasition and, if possible, a copy of the compiamt for each matter..

{Date) . {Court) (state) ‘ {Amount of Settlement Against You)

-32. Medigal Professionai Schools [26 VSA § 1368{a){7)]

Please provide the names of medical professionai schools you attended and the dates of graduatxon if niot
listed below. :

Tufts University, Boston
3/22/197_7

{Schoolfinstitution) . (City) (State) (Year of Graduation)
if necessary, please use an additional sheet and check this box: ......0

33.  Graduate Medlcal Educatioanesiﬁency_ [26'VSA § 1368(2)(8)]

Please prcwde inforrmation about any graduate medical education/residency attended or completed that is
not listed below. ,

Case Western Reserve ,OH

Obstetricé‘ & anecology
1978

Tufts ,MA

Chetetrice & Gmacology
1982

(School/Institution) . (Specialty) ‘ (City) {State) (Year of
Graduation) ' '

Vemmont Deparirnent of Health, Board of Medical Practice
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If necessary, please use an additional sheet and check this box: ......00

34, Specialty Board Certification [26 VSA § 1368(a)(9)]

Ptaase verify the following information regarding your specialty board cerlification and update as necessary .
usmg the attached Specialty Codes List.

' _'Obstetrs.cs and Gyn&c:ology

o Amera,can Board of Qbatetrms and Gynecology
‘ -1985 ‘

Spetialty Specialty Neme (ff code iBoard Certified | Year Year

Code unknown) - Name of Board Certified |Recertified
DOyes Dno
Cyes Ono

35.  Years of Practice [26 VSA § 1368(a)(10)]
Mohth ani} year you started practicing as 2 physician?

7077

36.  Hospltal Privileges [26 VSA§ 1368@)(11)]. O Check hera if none

List alf information for all hospitais where you currently have hospital staff privileges if not listed below:

Nroth Adams Regional
North Adams, MA |

{1988~) . "

(Name) (City) {State) " (Year Started)

37. Appointments/Teaching  [26 VSA § 1368(a)(12)]

Note: Answering #37 is optional. By answering, you are granting permission to have this information posted
on the web, exactly as provided fo the Board,

A, Appointments ' heck here if none

Please provide information about your appeintments to medical school or professional school
facultles ¥ not listed.

Kone reported

(8chool) {City) (Stéte) {Nature of Appoinﬁﬁenz/from {year) To (year)
B. Teaching - ) -+ &Check here If none

Vamont Department of Health, Board of Medical Practics
. Physician’s License Renewal Application 5-17-04
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38,

38.

40,

41.

42,

Please provide information regarding your responsibility for teaching graduate medical education
within the past 10 years if not iisted. :

None reported

‘(Schoollinsﬁtuﬁon) (City) /((gate) {Nature of Teaching} . From iyear) To {year)
 Publications: [26 VSA§ 1368(2)(13)] prCheck here if none ' '

. Note: Answering #36 is optmnal By answering, you are grantmg permission to have this enformat:on posted

on the web, exacily as provided fo the Board,

Please provide information regarding your publicafions In peer-reviewed medlcai literature within the past
10 years i not listed. -

(Title) ' {Publication) : {Year)
Activities [26 V8A § 1368(a)(14)] : B/C/Mc:k here if none

Note: Answering #38 is optmnal By answering, you are granting permission to have this tnformatson posied
on the web, exactly as provided fo the Board,

Please provide information regarding your professionai or commumty service activities and awards if not
listed. .

Ngne reported

{Activilies or Awards)

Practice Setfing 126 VSA § 1368(a)(15)) o Check here if none
What is the locatlon of your primary practice sefting? =~ '

Qi st ) . IAA—

Town or City State

Transiating Services [26 VSA § 13688(a){16)] m&@aem if none

~ Please identify any translathg sarvices available at your primary prastics location.

Ara any translating services available at your primary practice location? o Not appilcable

i‘f yes, piease desctibe here the transiating services available;
None

If necessary, please use an additional sheet and check this box; ......0

Medicaid/New Patients [26 VSA § 1368(a)(17)]

A, iedicaid participation ) / '
Do you participate in the Medicald program? =yes ono o notapplicabie

Vermoent Department of Health, Board of Medical Practice
Physiclan's License Renewal Appl leation 5- 17-(}4
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B.  New Medicaid Pafients | / -
Are you cuirently accepting new Medicaid patients? ®yes onc o notapplicable

Part V

| hereby affirm that the information prowded above is true and accurate, and that | have answered the questions o
the best of my know]enige and abiity.

: Datef@/? ;ﬂﬁ?

' "*-1- lcant's Sngnature

Reminder - You must a!so complete the enclosed Applicant's Staternent Regarding Child Support, Taxes,
Unempioyment Compensatmn COntnbufions regardiess of whether or not you have chifdren

Vermont Dapariment of Health, Board of Medical Practise
Physicien's License Renewal Application 5-17-04
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Vermont Depaﬁment of Health - Board of Medical Practice
Form.A

PLEASE PROVIDE EXPLANATIONS TO "YES" AN$WERS ON THIS FORM

{Questions 11 and 12} WIthdrawai or denlal of License Attach documenis

State ' Year

Cireurnstances under which license was withdrawn, demed revoked, not renswed, or otherwise
{erminated . ‘ : ‘

{Question 13) Voluntarily surrendered or resigned a license to practice medlcme or any healing art - Attach
decuments

State

l A Year

Circumstances

(ARVAR

{Question 14} Discipiinary charges or action - Altach documents

Name of organization invoived

Date

Puration

Action taken {circle all that apply)

- 01 Revocation of right or privilage
02 Buspension of right or privilege

032 Censura

04 Writien reprimand or admonition

08 Restriction of right or privilege

08 Non-renewal of right or privi lege

07 Fine

08 Reguired performance of public service

" 08 Education/Tralning/Counseling/Monitoring

10 Deniat of rights or privilege
41 Resignation

Circumstances

12 Leave of ebsenca

13 Withdrawal of an application

14 Termination or non-renewal of contract
15 Medical Records Suspension

16 Probation

17 Assurance of Dlscontinuance

.18 Consent Agreament

18 Letter of Agreement
20 Expuision from Membership
21 Reprimamd

22 Other (speciy),

\

{Question 15) Denial of examination privileges - Attach documents

State

Year

Circumstances under which examination privi!eges denied '

\ I\

RN

Vermont Department of Health, Board of Medical Praciice

Physician’s License Renewal Application 5-17-04
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(Questions 16 and 17) Residency Training Program(s) not compieted - disconfinued educainon, training,
practice - Attach documents

Residency Training Program(s} ' N '
Locetion of Programs | : f;{d\ /ﬂf __Yeer

Circumstances

{Question 18) Afiecting Health Care Institution Staff Privileges, Empioyment or Appointment - Attach
documents

Iristifution involved

Location ' AN \ Year

A
\\/’\

Chrcumsiances

{Question 19) Privilege to prescribe controlled substances - Attach documenits

Name of organization involved

Type of restriction ‘ o Date

\
UK

Circumstances of restriction

: (Questioné 20 and.22) Criminal Investigation - Proceeding - Attach documents

Court

City and State

Gharge

Description ’ ‘ |

Status

Conviction? Yes No . Date

Vermont Depertment of Health, Board of Medioal Practice
Physician's License Renewal Application 5-17—04
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'm%wwe

{Questian 31) Medical Malpractice C!aum . L %g :
Please provide the followmg mforma’aon regardmg ezch Instance of alleged ma§pract|ce‘\?zw ion should be ‘
photo copied and filled out separately for each claim. Additional shests may be obtained/used If necessary.

Insurer

Clafimant name

Description of alleged claim (al!egattons only}: This does not constitute an admiss:on of fault or liabifity.

Please Endlcate

" Patient's condition at point of your involvement;

Patlent’s condition at end of treatment;

The nature and extent of your invoivernent with the patsentv’

Your degree of responsmtlity for the course of treatment in leading to the claim; and
Narrafive of event. :

i the incideht rasﬁited in ﬁaﬁent’s-death, indicate cause of death according to autopsy or patient chart:

Vermont Depariment of Health, Beard of Medical Practice
Physician's License Renewat Application 5-17-04
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Your role {cirtle one):

01 Anesthesiclogist M pPeY 4

02 Primary Care Physician ' 12 PGY 5

03 Referring Physliclan 13PGEY 6

04 Attending Physiclan 14 PEY7 ‘

05 Consultant Specialist 158 Workmen's Compensation Evaluator
- 06 Surgeon 16 Court Psychiatrist

07 Fellow " 17 On-Call Physician

08 PGY 1 : 18 Group Practifioner/Partner

08 PGY 2 19 Other: Specify

10 PGEY 3 20 Unknown

Your Legal Representative in this matter (include name, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

Indicate Decision, Appeal, Setiiement, Diemissat: {

if & Court or Arbitration Panel heard your case, indicate the following: :
. ‘ ‘ AS

Court i \J

Court's ocation

Docket nurbber

Date the action was-fiie,d

Decislon determined by (check one): Judge Jury Arbitration Panel
Decisiom: . . Award: - |

i yoizr cese was appealed, indicate the following: Date appeal filed (month, day, vear) _ / /
Date appeal decided: {month, day, year) / /

If your case was settied, Indicate the fé![owing:

Settlement amount paid on your behalf:

Total setilement amount:

Date of settiement: {month, day, year) I /

Against all defendants

Case dismissed agalnst you

Important: In addition to the above information, piease attach a copy of the complaint and final judgment,
setftiement and releass, or other final disposition of the claim. This information can be obtained from your
legal representative. . ' |

Vermont Department of Heaith, Board of Medicat Practice - *
Physician's License Renewal Application 5-17-04
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Additional information, if any:

Vemnont Departrnent of Health, Board of Medical Praclice
Physiclan's License Renewal Application 5-17-04
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Vermont Department of Health - Board of Medical Practice
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer guestions 1, 2, and 3,

Regarding Child Support
Title 15§ 795 requires that: A professionai ficense or ofher authority o sonduct a trade or business may not be issued or renewed -
unless the person certifies that he or she is in good standing with respect to or In full compliance with & plan fo pay any and all ehild
support payable under a support order as of the date the application s filed. "3ood standing” means that less than one-tweifth of the-
annual suEpart ohligation is overdue; or liability for any support payabie s being contested in a judicial or guasi-judiclat proceeding; -
or he or she is in compliance with a repayment plan approved by the oftice of chilt support or agreed to by the pariies; or the
licensing avthority determines that immediate payment of support would inpose an unreasonabie hardship. {15V.5.A § 795)
1. \S)ujgﬂg check one of the two stataments below regarding child support regardiess whether or not you have .

Chytren: : N :

{ hershy certify that, as of the date of this application: (z) 1 am not subject fo any support erder or (b} | am subjectto a
support order and | am in good standing with respect to It, or (¢} | am subject to a support order and | am in full
compliance with a plan to pay any and ali chiiﬁ support due under that order.

{ -or .

3 | heraehy certify that | am NOT in good standing with respect to-chiid support dues as of the date of this application and
hereby request that the licensing authority determine that immediate payment of child support would impose an
unreasonable hardship. Please forward an “Application for Hardship®, .

Co o . : " Ragarding Taxes . .

Title 32 § 3113 requires that: A professional license or other authority to condust a trade o business may not be issued or renewed
unless the person certifles that ha or she is in good standing with ihe Depariment of Taxes."Good standing” means that no taxes are
due, the tax liabilify7s on appeal, the taxpayer is In compliance with s payment plan approved by the Commissioner of Taxes, or the
ficensing aufh determines that immediate payment of taxes would impose an unrsasonable hardship. (32V.8.A, § 3113)
2, You'must chack one of the two statements below regarding faxes: | .

1 hereby serfify, underthe pains and penalties or perjury, that 1 am in good standing with respect to or in full compliance

with a pian to pay any and alf taxes due to the Siate of Vermont as of the date of this application. (The maximum
_ penaity for perjury is fifteen years in prizson, a $10,000.00 fine or both). ' ‘ S -

. or . .

O ) herehy certify that | am NOT in good standing with respect fo taxes due to the State of Vermont as of the date of this
application and | hereby reguest that the licensing authority determine that immediate payment of taxes would Impose.
an unreasonable hardship. Please forward an “Applicaiion for Hardship®, _ ‘

. s Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that No agency of the state shall grant, issue or renew any license or other authorlty fo condust a trade or
business {including a license to practice 2 profession) to, or enter inty, éxtend or renew any coniract for the provision of goods,
services, or real estate spase with any employing unit unless such employing unit shall first sign a written declaration, under the
pains and penalties of parjury, that the employing uhit is in good standing with respect to or in full compiiance with a plan to pay any
and alf contributions or payments in fiew of contributions due as of the date such declaration is made. For the purposes of this
section, 2 person is in good standing with respect to any and il coniributions or paynients in lieu of contributions payabie ! (1) no

‘contribugions or payments in lieu of confributions are due and payable; (2} the Uabllity for any contribufions or payments in lieu'of

contributions due and payable is on appeal; {3) the smploying unit Is in compiiance with a payment plai approved by the
Commissioner; or {4) in the case of a licensee, the agency finds that requiring Irnmediate payment of contributions or payments in lieu
of contributions due.and payable would impose an unreasonable hardship. : : i
3 You must theck one of the thres staiements below regarding unemployment contribulions or payments in fiew of
unemploymept coniributions: ‘ : ' :
! hereby ceriify, under the pains and penalfies of perjury, that ! am In good standing with respect to or In full compliance
with a payment plan approved by the Commissioner of Employment and Tralning to pay any and alf unamployment
_ contributions or payments in lleu of unemployment contributions to the Varmont Depariment of Employment and
“Training due as of the date of this application. (The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine -
or both.j < N

. or . :

I3 | horsby certify that | am NOT In good standing with respect to uneniployment conirfbutions or payments in lieu of
unemptoyment contributions due fo the Vermont Depariment of Employment and Training as of the date of this
appiication and ) hereby request thatthe licensing authority determine that reguiring immediate payment of
unemployinent contributions or payments tn lieu of unemployment contributions would impose an unreasonsbie
hisrdship. Please forward an Apphcation for Hardship. :

__— . or - .
O | hereby certify that 21 V.5.A. § 1378 is not appiieabie o me because | am not now, nor have | ever bean, an empiovar,

' Social Secirity 1~ Date of Birth m ' : '
* The disclosure of yGil SOz ¥ NuMhber is. mandatory, It IS S0 ¥ the authority granted by 42 U.8.C. § 405 (c)(2)(C), and

wiHl bé used by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to-
identify individuals affected by such laws, and by the Office of Child*Support. ‘

. S STATEMENT OF APPLICANT - - ; ’
{ gertify that the information stated by me in this application is true and accurate to the best of my knowledge-and that | understand
providing faise information or omission of information is uniawful and may jeopardize my license/ceriification/registration status.

Signature of Applican -.._-_-.4 e

Verment Depariment of Hezltd, Board of Medical Practice
Physiclan’s License Rghewal/Application 5-17-04
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June 9 2004
Via Fﬂcgimllle 5802! 95;."‘1275 " . “.’?':‘ 5-"‘-5 mﬁm.«nnmm mrmwmﬁmmmgrmﬁsﬂu,‘m ' i : W
Bill Wargo, Esquiie, Legal Counisel N TR ey '
Board of Medical Practice S | D @ E 1 W s
Department of Health - ' : 'u T
P.Q.Box70 - FOJUN 0 i
Burlington, VT 05402 JON 10 2004 t“"‘”
. . ~ o VERMONT

Re:  Joan E. Lister, M.D. ' WEDIGAL PRACTGE

Dear Mz, Wargo: | A b s it s e, Sobitees

Pursuant to youi request, this Jetter serves fo provide information to ;vou regarding the
watter of Maria C. Leal and Manuel 4. Leal'vs. Northern Berkshire Ob-Gyn, Inc., Bonnie H.
Herr, M.D. and Joan E. Lister, M.D., Berkshire Superior Coust, Civil Action No. BECVI?QQ-
001?5

. This matter was tried before a fury in Berkshire Superior Court in August 2003 with a
defense verdict for all defendan‘ts

Should you need fuxther information regarding this clatm, plaase do not besitats to
comtact me,

V&rytﬁﬂy youts,
/‘@’W 4"7 % P

Melinda M. Phc!ps —U
MMEjst .




VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
188 Cherry Street, #O Box 70
Burhngt{m VT #5402-0070

AI’]?LICATION FOR LICENSE TO PRACTICE MEDXCINE IN VERMONT
PHYBICIAN - MEDICAL DOCTOR. :

T herehy apply for LICENSURE AS A PHYSICEAN in ﬂxe‘ state of Vermont,

ﬁu'trucrwns ' ' ‘
Plense enciose a check in the amoint. af 3400 puyuble to the Vermont .Departmﬂm‘ afHaaIti:
Please print Iegibly or type your answers. PIease zypz oy pring in I:Ioci letters, ene letter (or dighy) in ench box.
- Answer ofl guestions complately, .
Use the enclosed Form A to provide explunations rﬂ *ﬁaes " answers in Parts I and IV,
- Please be sure fo write your none on euch attatzimzeﬂt
Plense be sure te complete the Apphcmzt's Statement Regurding C‘Izﬂd Support, Terces, Umplayment ,
Compensation Contributions.
- Mube a copy of the completed form and oll aitachments for your own records. ‘
~ Do not delegate this imporiant task to on employee. False statements or-this form are gmmsds for ﬂndmgs af
improfemaml camiuct.

Part]- Identity Quesmons

1. szt your full parme as you wish it to appear on the license:

Fstons [T T T T LT [T T LT
wsteoms [T Ll AL L T T T T
Latoams  []]; lsl#reif/l'l TITTLEL .

Extension: [ l l ] [ ] f{f

2. Have you ever legally changed your name? Yes E:?_(I;ﬁf_} 1)
If yes, enclose a certified copy of the Iegal document stating the ) ;
' I

*Name as it shoulti appear on your license: ' | : 3

Other Namc(s), if any, under which you were licensed cisswhene:- A VERMGNT Esf)ﬁ?]@ é}:
3. Your date of birth: N \
4: Your mailing address: Wk address)

Cavat [T} mmlé;«fﬁ Al e IEIa]) Aesac
s 71977 Pl lle] Boi A LT T T 1]

[k l/i/lfimmw/wm [T T T 1T

Vemmnt Daparment of Hezlth, Board uf Medlical Practioe - Application to Fracﬁce Medicing in Vemont- Physician - Madfcaf Doctor .
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Town/City:




State: | U:m,g;]
zdpcode N1 RILIF- RSB0

5. Your elestronic addresses:

Home telephone (optmnal) L! l ] i ‘ lml l ! tj example 802~555-1212
woicwehons [ 5]~ [P PP LT T T T T ]
B (optonal }.IHHIIHHHHHHI.IJ

6. Were you in active practice in Vermont'in the past 12 Months?_' [] Yes [~

7. Have'you ever held a Vermont Limited Ternporary Lm&nse? [ ¥es [ Jpto—
If yes, License Number _ ,

8. Do you hold, or have you ever held, 2 medical hcense in any other state? {E-J;‘m// No

If yes complete the section below

Date Tasued

State |License Number M MD DIY Y Y Y |Stats (Active, inactive, other)
m%wgaz«yazf (OG0 111917191 Actzre

. If necessary, please use an additional sheet and check this box: ...

Part II - Edecation, Training, Practice and Exzminatlons
9. Premedical Edncation

Pleaze provnie the names of premedical schools you attended and the dates of attendance.

Name and ‘ T

~ {location of institution _ [Degree From {To
OETERT, 7UgEs ‘ — A
Le el o B4, 0961710 BT

O

we@%’@f% petmed 090771057

T necessary, please use an a&dltmnal shest and ahzck this box; .

10. Medica! Professional Schools - See enclosed Certificate of Medical Educatlcxn

' Please provide the names of medical professional schools you attended and the dates of

attendance, Nofe: This information should be pmvzded in the Statutory Profile Seczian {Pars
V#3e

1 1 Graduate Mec.'ucal Bducation

Please provide the names cf graduate medical schools yon attended and the dates of attendance,

Vermont Depariment of Heaith, Board of Medical Prastive - Application o Practice Medlcina In Vattmont Physlclan Medical Doctor
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Note: This information shoulid be pi'avided ir the Statutory Profile Section (P:arz‘ Vi3 ?;l‘

12, Examinations ‘ '
A. USMLE or FLEX Exemination . ‘ @/
Have you ever taken the USMLE or FLEX examination? [:I Ves No

If yes, have a Certified Copy of vour results forwarded to this office by the Federation of State
Medical Board. '

B. National Boards .
Have you ever taken the Nationa! Boards? ‘Yes D Ne .
I yes, have a Certified Copy of your results forwarded to this office by the National Board of

Medical Examiners.
C. State Examination . | - '
Have you ever taken a State Medical Board Examination? Yes Ne
If yes, make sure that the scores are included on the Certificate of Medical Licensure to be sent

to that Board (see enclosed Certificate of Medical Licensure),
13. International Medical Graduates

~ *boxes
A, BCFMG Standard Certificate Number; Date 1ssued.
B. Direct verification of your ECFMG Certificate must accompany this application. (See enclosed:
request form)
€. Are you a graduate of a fifth paﬂaway program:- D Yes No .
. Ifyes, direct venﬁcahon of your {ifth pathway certificate must accompany thxs apphcatmn.
14, Practice

*Do you have hospltal privileges? 1// Yes No

List all hospitals where you have, or previously ha.va bhad, staff privileges, Include name, address,
and dates. ‘

From/To Spemalty/Suh specially
G M 9GP -areserds oé/ffu/f?/

Part XII - Licensure and Practice Questions '
Any "“yes™ response tn the questions below must be fully explained on the encloged Form A,

15. Have you ever appi}gd for and been denied a license 0 pract:ce medicine or any other healing art?

Ves
i6. Have vou ever m%rawn an application for 2 license fo practice medicine or any other healing art?
) ¥es [0 .
17. Have you ever voluntarily surrendered or resigned a lwense to practice medicine or any other
healing art in lieu of digciplinary action?

[ ] Yes [g/ﬁ‘o

Vermont Department of Hsalm Boad of Medlcal Practics - Application to Practica Medlcine In Vermont- Physiclan Medicat Doctor
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" 18. Are any formal disciplinary charges p.gndmg against you by any governmental authority, hospital

3

or health care fac]%t%ﬁrofesmona}. medical association?
0 S

DYes _

- 19. Have you ever been denied the pnvﬂcge of takmg an exazmnaimn before any state medlcal

- examining board?
D Yes {0

© 20. Have you ever dispontinnad your education, training, or practice for & period of more thau t!srea

months for reasons of an & fam;ly need?
[ |Yes [LfNo { , -
21. Have you ever been dismigs {or suspended from, or asked 1o leave 2 residency training program
before completion?. i h S
e .

DYes

xr .

TXEE [

22. Has your privilege to possess ispense or prescribe controlled substances ever been suspended,
© revoked, denied, or re ? . . o

- 23, Are vou presenﬂWt ina ""mmml prcxeaedmg?
o . .

] Yes

" 24. To your knowledge, are yor, resently named in a malpracnce action that has net been resolved

(i,e has pot been eithgpdismissed or settied)?
[T]Yes o - T
Part. IV Cnnﬁdentiai Sectmn

Part Wis axempt from public disciosure ’




PartV - Statutury Proﬁ!e Questmns .

Vermont law, 26 VSA 8 1368, creates 2 data repository within the Depaxtmant of I-Iealth,
Under this law, the Department must collect certain information to create individual profiles enall -
héalth care professionals licensed, certified, or registered by the Department pursuant to Title 26 of the
VBA. Please answer the following questions to the best of your ability. You will receive a copy of
your profile prior to its initial release to the public and each time the profile is modified or amended.
You will be given a reasonsble time to correct factual inaccuracies that appear in such proﬁls As
noted below, certain questions do not need to be answered.

- Itis very impon‘ant for us to recefve photostatic copies of court: papers; Heensing
authority dacismns, and sther documents refevant to the qnestmns below in order to have a true
and aecurate description of the actions taken.

30, Criminal Convietions [Sco 26 VSA § 1363(:)(1)]

Piease prowde 2 description of all crimes (felomies and misdemeanors; this zrmludes DUI but
not speeding or parking tickets) of Which you have been convieted within the past 10 years.
For purposes of this question, “convicted” means that you pleaded guilty or that you were
found or adjudged guilty by a court of competent Junsdmﬁon. Flease p:rovide copies of -
-papers fully docnmenting ﬂm eonvictions.

Conviction Date

MM|D DIY Y Y Y |Court

Siate |Crime

City

Ifﬁecessary, please use an additional sheef and check this box: ...

s Continued 1 [See 26 VSA § 1368(&)(2)}

Please provide a description of all charges to which you pleaded “nolo contendere” (“T will not
comtest it") or where sufficient facts of guilt wers found and the matter was continued without 2
finding by a court of competent jurisdiction. Please prmmie eopies of papers fully

documenting these matters.

;!

r i

jDa.*;e '
MMID D!YYYYCOU’IT

City .

State

Chargé :

Wature of Action

"Nolo Contendere
Matter Cont_inueri

" Page 6of13

* Nolo Countendere
Matter Continued
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Nolo Contendere
‘Matter Continued

ecﬁ this DOT:
atters [See 26 VBA § 1368(2)(3)]

Please provide a descnpnon of all formal chatges served, findings, conclusions, and orders of,

the Board of Medical Practice (including stipulations), and finai disposition of such matters by

the courts, if appealed, within the past 10 years. (We will have the documentationon file; we
are ask;mg you to provzde the description.) ‘ :

Date :
M MID D|Y' Y Y Y |Final Disposition (Surmmary)

If necessary, piease use an addifional sheet and ché:ck this box: .....

States [See 26 VSA § 1368(a)(4)]

Please providea dasonpuon of all formal chargcs served by licehsing authontxes of other states

the findings, conclusions, and orders of such licensing authorities, and final disposition of such

matiers hy the courts, if appealed, in those states within the past 10 years. Please provide
copies of papers fally documenting these matters. .

Dats of Final Dispostfion | Licensiog

MM|D DY Y Y Y |Authority (Cowt  City  |State |Nature of Charges

Hnecessary please use an addmonai shest and check this box: ...... '

. Please prowée a description of any revocation or mvohmtary restriction of your hospital
privileges within the past 10 years that were related to competence or character and
were issued by the hospital’s governing body or any other official of the hospital after
procedural due process (opportunity for hearing) was afforded to you. Please provide
copies of papars fully docomenting these matters.

Date | : " ' Natore of . i Reason for
MM|D DY Y Y Y |Hospital State | Restriction Restriction

[TTTTTT

Vermont Bapanmsnt of Health, Board of Medlcal Practice - Applmtion 0 Practive Medicing In Vermont- Physiclan - Medical Doctor
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If necessary, please use an additional sheet and checlk this box; .....

B,

'Please provide a descnptmn of all resignations from, or nonrcnswal of, medical staff
membership or the restriction of privileges at a hospital takex in Hen of, or in settlement
of, a pending disciplinary case related to competence or character in that hospital within
the past 10 years. Please provide copies of papers fully documenting these matters.

[Dais Nature R ‘ -
M M t DD l YYY Y | Hospital State |of Action  |Action Reason for Action

' InLien of
In Setilement
In Lieu of
In Seiiiement
In Lien of
In Settlement

Plgase provide a description of all medical malpractice court judgments against you and
all medical malpractice arbitration awards against you within the past 10 years in which

a payment was awarded.fo a complaining party. Please prsmde copies of papers fully
documenﬁng these matters,

Date E B ‘ Amount Assessed
M MI'}) D [Y Y Y Y |Cour | State |Nature of Case |- Against You

' Jndgment
Arbitration.

Judgment
Arbitration

Judgment
Artbiteation

I necessary, please nse an additional sh end check this box: ......

B-S@iﬂﬁ,ﬂm

Varmom Depariment nf Heilth, Board of Medical Practiee - Appiication to Pmcﬁca Medicine In Vermcnt— Physiclan - Medical Doctor
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Please provide a description of 4ll settlements of medical malpractice claims against
you within the past 10 years in which a payment was awarded to a complaining party,
. Please provide copies of papers fully documenting these matters,

Date . — Amonnt of Settlement
MMD DY Y Y YiCourt . . ‘State | Apainst You ‘

If neceésaxy, please use an additional sh_eét and check this box: ......

Viedical Irofessional Schools [Ses 26 VSA § 1368(2)(D]

Please provide the name, location, dates of attendance of medical schools attended,
. _ Year of
School _ City State (Graduation

Tulhs ey | Buglon — mA11197.7

4

If necessary, please use au additional sheet and check this box: ......

37. Grs tion_[Ses 26 VSA § 1368(a)(8)]

~ List chronologically résidency or other graduate training. Give names, addresses of hospitals,
dates (month, day, year) and fype of training. Include copiss of Certificate of Aitendance.

gnate Miedieal Edues

*Name Address Fron/To Training

. . . , Year of
School/Institution Specialty City State  [Graduation

Z&Jurzd:f (bl s a_flostre [/;‘W 0& (et (lse [a3 CH 19l
/&srw T lialid f 0}3;,&2,&;7’;;[““ /%“'\':Af'}ﬂ‘ M L1911

If necessary, pleaseA use an additional sheet and check this box; ......

crtification [See 26 VSA § 1368(2)(9)]

- Enter vp to ﬁ:me specialty codes from the enclosed Specfalty Codes List. List YOUE primary
specialty first. If you cannot locate a specialty, please write the specialty name in the space

provided. o
Specialty Specialty Name (i Board _ Y ear Year
Code code, unknown) Certified  * [Name of Boaxd | Certified {Recertified
Avary! | (y) w | Ao w1905
\ yss  wo| .V |
yes  mo

‘Vamont Depariment of Health, Board of Madical Practice - Applicalion o Prastics Medicine fﬁ Vermaont- Physiclan - Medicai Doctor
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39. X@&ﬁ&mﬂm TSee 26 VSA§ 1368(&‘(10)}

A, What month and year did you start the practice of medicine (excluding reszéencylfsﬂowshp tmimng)?
MMY Y Y Y]

p 1517171712

B. Ltst all hospitals % here you previously have had siaﬁ‘ privileges. Inciude name, address and

include dated,

*Narne Address Fron/To Specialty/SubSpecialty T
Name City - _[Btaie [Year Staried | - o
Boghamt Mppwagfsoded| Goche  Inlg TiG[E ]~ 198/
.:' ."UTTM-»..._,. AP l ‘ .

Y T e W ﬁ‘ -
A . T i

I nesessa:y pleass use an additions] sheet and check this box: ......
40. Hﬁmmlﬁtmlggsﬁ [See 26 VSA § 1368(a)(11)]

Listall Imsp:atals where you cuxrmﬁy have hospital staff privileges:
Nams City - |State

Year Started |- | &J
focdh it Loy | oty Adenc] o [[9IF F|—fres

/ .

If necessary, please use an additional sheet and check this box: ..

| bing [Ses 26 VSA§ 1368(2)(12)] Note: Answering #41 is optional. By
mswenng you are grantmg permission to have this information posied on the web. (This form

follows the statutory wording. Since most appointments are teax)bmg appomtments these questions
may everlap y

A,

Please provide information sbout your appointments to medical school or pmfessmnal
school facuities,

School City

State Natwre of Appointment  From {yea:) To (year)

If necessary, please use an additionsl sheet and check this box; ......
-B.  Xeaching

Varment Department of Haalth Board of Medical Practice - Application to Praclite Madicine In Verriont Physic{an Medlcal Dnc{ar
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' Please pmvzda information regardmg your responsibmty for teaching graduate medical
education within the past 10 yeats :

School/Institution, - City State  Nature ofTea,ching From (year) To (yéar)

, H necessary, please use an additional sheet and check this box: |, '
42. Publications {Sw 26 VBA § 1368(2)(13)].Note: Answering #42 is- optmnal By answering, you
are granting permission to have this information posted on the web, ~

Please provide information regarding your pubhcatmns in peer- rcvwwed medical literature
within the past 10 years.

Title - Publication Year

I necessary, piease use an additional sheet and check this box: .....
43, Agtivities [See 26 VSA § 1368(a)(14)] Note: Answering #43 is optional. By answering, you are
. graoting permission to have this information posted on the web.

Please provide information ragaxdmg your profesmonal or commmty service activities and
awards,

Activities or Awards

Ifnecessary, please use an additiongl sheet and check this box: ......

A S——— oA

- End of Statutory Profile Qnestwns

W R MR

44, Ipterview

- A. In which part of Vergiont would 0u prefer to be mtervwwed? {(Northern - Burlington area,

outhern ~ Springfield iof Ruﬂand areas-C ntral - Montpeli )
prng S e tpelier area)

Vermont Depar!mant of Hsalth, Board of Medicat Practice - Appiication {o Pracﬂce Medfciné fn Vermont- Physit:ian Medical Doctor
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- B. When are you seheduled to begin work in Vermont? Rt 44 é}rL‘ Stde ﬂgﬁ ﬁ J
C. What has been you physical residence (gity, state) in the past ten years?

[

Part VI - Photograph

FLEASE PROVIDE A PHOTOGRAPH:
Attach a recont photograph (head and

. shoulders). Please sign the front of
the photograph.

Part VII - Signature

Reminder - You must also complete and sigw the enclosed Applicant’s Smtemezzt Regarding Child Sepport, Texes,

Unemplaymens Comp erzsm‘ton Contributions, Form B, and authorizations Jor velense afmfbmatwu s qppropriate;
Form C.

I hereby aver that the information provided shove is true and accurate, and t’hax Thave answered the .
questmns to'the best of my kn.owledga and ability.

Datf::_ﬁf/ %’zi/ (7__; | %W }) %

Applida ant’s S1gnature

Retum completed application to: ~ VERMONT DEPARTMENT OF BEALTH

BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VI 05402-0070

Vemoﬂtnspamnent of Heaith, Board of Medical Praatios - Appffwﬁon 1o Practice Medicing in Vermont- Phystclan . Medical Dostar
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Varmont Department of Health - Board of Medical Practice -

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 8. |
Regarding Child Support

Title 15 § 795 requires that: A professional license or other authotity to conduct a trade or business may
-not be issued or renewed unless the person certifies that he or she is in good standing with respest fo or
In full compliznee with a plan to pay any and 2l child suppbort pavable under 2 support order as of the
date the application is filed. "Good standing® means that less than one-twelfth of the annual support
obligation Is overdue; or liahility for any supponrt payable Is being contasted in a judisial or guasi-iudicial
proceeding; or he or she ig in compliance with & repayment plan approved by the office of child support
or agreed lo by the parties; or the Heensing authority determines that Immediate payment of support
would impose an unreasonable hardship. {15 V.8.A. § 7a5) o

1. You must check one of the two statements below regarding child support regardiess
whether or not you have children: ‘ : ‘

~'1 hergby certify that, as of the date of this application: {a}  am not subject to any suppor order or
‘ / (b} lam subject to a subport order and ! amin good standing with respect to i, or (¢} | am subject
' te a support order and | am in full compliance with a pian to pay any and alf child support due
under that order. . - .
- , : or . . .
! hereby certify that | am NOT in good standing with respect to child support dues as of the dale of
this spplication and | hereby reguest that the licensing authority determine that Immediate ‘
payment of child support would impose an unreasoneahie hardship. Pledse forward an
*Anplication for Hardship". ‘ ‘

Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may
‘not be issued or fenewed unless the person certifies that ha or she is in good standing with the
. Depariment of Texes."Good standing" means that no taxes are due, the tax liability is on appeal, the
taxpayer is in compliance with a payment pian approved by the Commissioner of Taxes, or the licensing

authority determines that immediate payment of taxes would impose an unreasonable hardship. (32
V.5.A.§3118) ' : ‘ . : .

2. . Youmust check one of the two statements below regarding taxes:

1 hersby costify, under the pains and penalties or perjury, that { am in goivd standing with respect fo

i or in full ecompliance with a plan to pay any and all taxes due to the State of Vermont as of the date
of this application, (The maximum penalty for perjury Is fifieen years in prison, 2 $10,000.80 fine or
both). . : : ‘ o . .. - _

or

i hereby certify that | am NOT in good standing with respect io iaxes due to the State of Vermont as
of the date of this appilcation and | hereby request that the licensing authority determine that
immediate payment of taxes would impose an unreasenable hardship. Please forward an
“Application for Hardship”. :

Regarding ‘Unemplcym.e.nt Compensation Contributions

Vetmont Depariment of Heslih - Boand of Medical Practice

:;ppﬁcant's Statemenit Regerding Child Supporl, Taxes, Unamployment Compansation Contributions
ane 112 . )




[

"

‘ Tit!é 21 § 1378 raguires that: No agency of the state shall grant, issue or renew any license or other
authority to conduct a trade or business {inctuding a license 1o practice & profession) to, or enter into,

v

extend or renew any contract for the provision of goods, services, or real estate space with any

- employing unlt unless such.employing unit shall first sign a writien declaration, under the pains and

penatties of perjury, that the employing unit is in good standing with respect to or in full compliance with
a plan to pay any and all contributions or payments in lieu of contributions due as of the date such
declaration is made. Forthe purposes of this section, a person is in good standing with respest io.any
end all contributions or payments in lisu of contributions payabie if: (1) no conirlbutions or payments in -
llew of contributions are due and payable; {2) the (labllity for any contributions or payments In feu of
. contributions due and payable is on appsal; (3) the employing unit Is in compliance with a payment plen
approved by the Commissioner; or {4} in the case of a licensee, the agency fineds that reguiring immediate
payment of contributions or payments In lieu of contributions due and payabie would impose an
unreasonable hardship. o S : . K

3,  ‘You must check one of the three statements below regarding unemployment contributions or
payments in lieu of unemployment contributions: . . .o . e
. ereby certify, under the pains and penalties of perjury, that | am in good standing with réspeet to
or In fuli compliance with & payment plan approved by the Commissiener of Employment and
Tralning to pay any and il unemployment contributions or payments in lieu of unempioyment
 contributions io ihe Vermont Depariment of Employment and Tralning due as of the date of this -
application. (The maximum penalty for perjury is 15 vears in prison, a $10, 000,00 fine or both.)

or

{ hereby certify that | am NOT in good standing with respect to unemployment contrlbutionsor
. payments in lieu of unemployment coniributions due to the Vermont Department of Employiment
" and Training as of the date of this application and I hareby request that the licensing authority
determine that requiring immediate payment of unemployment contributions or payments in lieu of
‘unempioyment eontributions would impose an unreasonable hardship, Please forward an
. Application for Hardehip. o . ' : R

Cor

| hareby cert'ify. that 21 V.5.A. §'137§_ is not applicable to me because | ém not now, nor have [ ever
been, an employer. © : L. - -

Soclal Security # i Date of Birth § N

. *'The disclosure of your social security number is mandatory, it Is soliclted by the authority granted by 42
1.8.C. § 405 (c)(2)(C}, and will be used by the Department of Taxes and the Department of Employment
and Trainiig in the administration of Vermont tax laws, to identify individuals affected by such laws, and
by the Office of Child Support. o o - : . ,

STATEMENT OF APPLICANT

| certify that the information stated by me in this appilcation is true-and accurate to the best of my
kniowiedge and that } undersiand providing false information or omission of infermation is uniawful and
may jeopardize my license/certification/registration status. ' -

Signature of Applicant %’I) f’ //MW% : : Date / 0/'5’ (?éj C

Vermont Depariment of Healmnén of Medical Practice ' '
Qpplix;ant‘s Statement Regamding Child Support, Taxes, Unemployment Compensation Contributions
. Pape 2ol 2 e - ‘ : o




L Vermont Department of Health
EORM B Board of Medicat Practice
108 Cherry Sireet PO Box 70
Burlington, VT 05401

FORM B: 9) AUTHMTIONEQRRELEASE OF RECORDS AND INFORBATION
. AND 2) AUTHORIZATION T COMMUNICATE WITH FUTURE LOYERS REGARDING
- THE STATUS UF YOUR APPLIGATION : . .
TOWHOM T MAY CONCERN; - .

L) L Seap = Lfsiér’,—mb .HERE'BY!%UTHDR!ZEYOUﬁzﬁamishﬁﬁw '
. (Name of Appiicar) - |

Crly in regard 1o this specific authorization for distlostire to the Vemont Board of Madical Practice and for no other
purpese, § expressly WAIVE confidentiality and any privilense or Invnitles Accorded this information by State or
Feteral Lew, and | holg you hanmless from disciosure of same to e Vermont Boand of Medical Practice.

YOU ARE ALSO AUTHORIZED to report information, either erally ar in walng, rectly to the Vermant Boas of
Medical Practice or i designated representative on a continuing basis unti this avthorization is ravaked, by me, in
A CONFORMED PHOTOSTATIC CORY OF THIS AUTHORIZATION SHALL SERVE IN ITS STEAD.

2) further authorize the Vermont Bagrd of Medlcal Practice commiicats with ture employers andfor logum

tehens wmfes mgardhgthestamgfmy applicaion for Foansure, o
B B ' ; ) 4 .
Du ( /)}:ﬁ/ﬁ?/ﬁs

‘Fﬁntor'lt'ypeName:h —:E')é?kh g I:SJQ/\
v 190 i Read

. State, Z1p Code: ()] )lfkfme—a{fmﬁ’? mi 0367
Telephone NumberL L{!O) ) {‘/W’X Lr;/ )—’

Substribed and swom i before me, this_F0Y  dayor Oodahen . '.2(?0?:'.

.NGEWFﬁbiic. ﬁf_?ﬁ M @ %{/\

Ak Sear My License Expires: _ 577/0’»‘(

/.
‘RETURN ORIGINAL TO THE BOARD WITH YOUR APPLICATION
SEND COPIES WiTH THE REFERENCE FORMS







Vermont Department of Health
Board of Medical Practice

108 Cherry Street PO Box 70
Burlington, VT 05401

CERTEFKGATE OF MED!CAL EDUCATION

-

VERIIONT BCARD OF
MEDICAL PRAGTICE

To be completed by an officer of your Schoof of Medisine

| Vhereby certifythat_Jo ¢ © . LisSTER | wes admitted to the
. | {Nams) - : .
TVETS . UNIERSITY o Schoolof Medicine
n__SoStond. A L N on : QC?/{) /’73
, ' {City and State) : o (Pats}
and completed af requirements for gradustionon A% / =0 / 27

_ o o {Date) /

Do CR oF MED 1 RIE was granted on 05/39/7.~? ,
{Spetily certificate/diplomaidegree} - . (Dats) - -

(AFFIX _sm)

fi’é: G—fﬁmﬂ\ |




Commtnwealth of'Maésachusetts

Board of Registration in Medicine
580 Harrigon Avenuas, G-~4
Boeton, Massachusetts 02118
{617y 654-5810
Fax {617} 426-D538

Date: 12/02/2003"

To Whom It May Concern:

This is'to certify JOAN E.LISTER, M.D., ‘ 2 graduate of
Tufts University School of Madicine

in the year 1877 , has béan duly registered by this board as provided by the laws

of the Commonwéalth.
Certificate Number 43434 was issued to Dr. LISTER con Sep 21 .1878.
THIS LICENSE IS CURRENT, The expiration date is Mar 19 2005.

i
r files contain no open abmpiaint information on this physician.
Our £iles contain nc closed complaint information on this physician.

Our files contain no disciplinary information on this physician.

" BEAL

Member, Board of Registration in Medicine

Please be advised that the above information is based entirely on examination of v
ocur open and closed gomplaint files, as well as pogt~l886 discipilinary actions.
Tt is not based on a review of the application for licensure, renewal of licensure,

pre-1987 disciplinary actions, or any reports that the Board 1s required to receive
by statute (from courts, insvrers, hospitals, etc...).

e 1. L
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B ' E DEC 4 1

VERMONT BDARD OF
MEDICAL PRACTICE




NATI‘NAL BOARD OF MEDICAL EXAMINERS® (NBME®)
Endﬁrsemenﬁ of Certlﬁcatim

This document was prepared by
- .. Natiohal Board of Medica] Examiners® (NBME®) . L
3750 Market Sﬁreet, Ph:!adclphm PA 19 104-3160 - Telephone {215) 590~9592

Vexmont Board of Medical Practice . Date: 11-/21/2003-‘
109 State Street o : -
 Montpelier, VT 05609-1106

Eﬁannnee Y

oan tha!}eﬂa L"ssi.er !}aﬁe of ‘Bn‘th Q

. m_ﬁﬁfhﬁcaﬁenEa}ate: awm/w'fs i -\-‘C:‘ertlficate#: 184539 b

'It is certified that the physician named above successfully completed the examination, edocation and training
requirements for certification by the NBME as of the certification date shown above. This record shows only passmg
scores foreach NBME Part examination reported on this document. If applicable, results for all USMLB SteDs taken by
this i examinee (and for w‘mch scores iave been reporteﬁ A0 date) arealso shown. '

. NBMEPARTI - . | |
S © ' Total - . Individnal Subject Scores o L
 Test Date Pass!Faﬂ Score Scale Score (MinPass) Anat Phvs  Bioc Path  Micr Phar BebSoi

- O/IONSTSPass - ToreeDigit SIS T(380) 625 600 400 . 305 515 485 590 -

81 (7 88 & 75 U581 7
NBMEPARTII S T S
' Total ‘ Individnal Subject Scores - - 7
‘Test Test Date Pass/¥ail Scara Scaile Score’. (Min.Pass) Med - Surg ObGyn Prev  Peds Psyth-
- 09/28/1976 Pass Three-Digit 585 - @20 . 620 560 535 605 540 530

 Two-Digit 85 {75) - 88 85 85 87 84 84

o, Total - N
" TestDate Pass/Fail Score Scale. Score  (Min.Pass)
" AG3/0B/1978 Pass - Three-Digit* 515+ < (290)
AT e =T yoDightt. 827 0 (T75)

VERMQ?%?EQ#H{J@F
- Pﬂnmﬂf-‘.{. ?Z'F};\QJ IC‘!:

Page 1 of 1 a : YT 1250 -

Pt BGBEE74
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INTERPRETATION OF SCORES

' NBME Part I and Part I Examinations Prior fo June 1991

The most recent iotal test and subject scores are reporied. The total test
score is based on the total mimber of questions answered correctly on
the entire examination and {5 not the average of the subject scores.

" There are no mintmum pass requirements for individnal subjects within
- .a Part. Scores are on a scale with & mean of 500 and a standard

deviation of 10D, in increments of 5. Most scores fall between 250 and
750.

. NBME Part I and.Part [ Examinations June 1991 and Thereafter

The most recent toial test score is repgried. This scors is on a scale
with a mean of 200 and a standard deviation of 20, in increments of 1,
Most scores fall between 145 and 260. '

AN MNBME Part llI Examinaﬁ ons

+Fhe most recent iotal test score is réported, ‘This score is on 2 scale

with a mean of 500 and a standard deviation of 100, in mcreﬂmms uf 5
Most scores fall between 950 and 750

Two-Digit NEME Seores
For all NBME scores, an equivalent valve scale score on & two—dxgﬂ:
scale is also ;;rowded The scale scors mean is 82 and' the minimem

- pass total scale scoreis 75. Scale scores are reported mmcreuwnts of 1,

USMLE Step 1 Step 2 and Steiz 3
If epplicable, thxs document will include a complete score hastory and

~ notations of any USMLE examinations for which the examinee sat and

nG scores were reported, such as “Incomplete” or “Indeterminate.”

. Scares are reported on two. different scales. For each Step, the mean

arid standard deviation of scores on the three-dipit scale for the original
anchor group of first-time examiness from medical schools. in the
United States was 200 and 20, respectively. Most scores fal} between .
140 and 280. An equivalent value score on a two-gigit scale is also .
provided. A score of 75 on the two-digit scale is the recommended
minimum passing score. The recommended minimum passing score on
each scale is shown on the front of the transcript next to the examines's
score for each examination administration. The level of proficiency
regaired to meet the recommended minimum passing level for each
USMLE Step Js revicwed periodically and is subject to change.

Factors which influence af examines’s score inciude the examines’s
general understanding of the subject matter being tested and the specific
set of test jtems used for an administration. The Standard Brror of
Measurement (SEM) provides an index of the variation in scores that

- would be expected to occur if an examinee were tested repeatedly using

different sets of items covering similar content. The SEM fora USMLE
score is usnally in the range of 4 to 8 score points on the three-digit
scale and I to 2 score points on the two-digit scale.’

ANNOTATIONS APPEARING UNDER *“COMMENTS”

-Circumstances in connection .with an administration shown on this

document may resultin one or mere annotations lsted next o the seore.

Adescription of cach "Comment” is provided below:

¥ndeterminate - Resslts that cannqi be certified a5 representing 2 valid

measure of the exaiminee's knowiedge: ar competenca as sampled by the
examination. Decisions 10 classify resulte as indeterminate may be

“made on the basis of fa_cto;'s that include, ‘but are not limdted (o,
-, nnexplained inconsistency of performance within the examination or

berween administrations.of the same Step. No score is reported.

- Imformation regarding the natore of the indeterminate score and the

determination of the Committes on Score Validity is available. If such

information is not enclosed with this document, it may be obtained by -
. contacting the NBME or the USMLE Secretariat, 3750 Market Sn‘eet

Philadelphia, PA 19104 ‘telephone (215) 590- 9‘700

. Inmmp!ete - 'I-‘h'e examiriee sat for some, but not all, of thé scheduled
-examination. No score is reporied.

Trregular Behavior - The Compittes on Iregular Behavior determined
that the examinee engaged in irregular behavior. Examples of irregutar
behavior are described in the current sditton of the USMLE Bulletin of

. Information. Information regarding the nature of the megtﬂar behavior
~and the determination of the Commitiee i{s available.

If such
information is not enclosed with this document, it may be obtsined by

contacting the NBME or the USMLE Secretariat, 3750 Markes Street, -
Philadelphia, PA 19104, telephone {215} 550-9700.

Score Not Availaiale The score is not available. Further review and/or
analysis may be pending, or it may have been deternined Lhat the score
canmot be reported.

Test'Accomadaﬁané Foliowing review and spproval of a zequest
from the examinee, test accommodations were prev:ded in the
admmxstranon of the examination.

AN‘J{}TATVONS APPEAR!NC "NOTE"

Circumstances p_g; in connection with an administration shown on this

document may result in one or more annotations and an explanation or

instroctions to conteot the appropriate mdmduai or organization. ‘The

"Note" will appear at the end of the document.

BOARD AC’I‘IQN DATA BANK INFORMATION APPEARING
-AB ¥NOTE”

The Board Action Data Bank of the Pederation of Ssate Medical Boards
{(FSMB) contains aetions reporied to the FSMB by U.S. licensing and
diseiplinary boards, Canadian licensing authorities, the U.8. Armed
Forces, the U.8. Departinent of Health and Huoman Services, and other
credentialing entities, To be included in the Bank, an action must bea
matter of public record or be legally releasable to state medical boards
or other entities with recopnized authority to review physician
credentials. Certain sctions reported to and released by the Board

_ Action Data Bank are pat disciplinary or otherwise prejudicial in nature.
Such actions are reported to ensure that records are complete and to

assist in preventing misrepresentation or the use of Jost or stolen
credentials by unanthorized persons. Once reported to the FSMB, an
action becomes part of the permanent record of the individual physician,
and the existence of suck an action may be indicated on thls document
i’}y a "Note”

472903




State of _ﬂﬁﬁgﬁ%ﬁ&%

County of gu /Cs/)ﬁ‘ﬂ _

Onthis_Z0% dayof_(Jefbes 200D 1 certifythat the
preceding/attached document is a frue, exact, complete and unaltered photocopy made by

Joan £ L{%Jfﬁl ﬂ’}ﬂ of hﬂ/)t Flfi!/ 14 Bapd (fmégm

DY =

Notary Public gy 7 fuiber’

(Seal)

My Commission expires %’7 '7, / O+
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VERMONT BOARD OF
N _ MEDICAL PﬁAGTses
VERIFICATION OF POSTGRADUATE MEDICAL Er{um’l:icb&wwmw

i SN i g &w Ww R o
Tobe campleteﬁ by the Training Program Direclnr-

.-L.nu-;me-w..a.wa.,_.'q ]
Nam&oflnsﬁmﬁun: IJQ“;&L‘ 4_4( Qﬁpm"l&{s oP Clepelm.

' Address:__||1pp Euclid Avenae.
Cleveland 0 4yt

'-'ﬁ&‘”dnmmamlm.m_-.m. uhay .y

bt et
e m ]

Vermont Department of Health

Boord of Medical Proctice :

108 Cherry Stvéet PO Box 70 g
. Burlington, VT 05401

prreem 2

¥ nemie of the institution was differont when applicent altended, please enter name: :
ihefeoycemfyﬁzat_,]m_g Lister ! N  was enrolied in fhe

Name

@ . . .
Program Type {residency, feﬂmhip} |
OBSTEY R 1e5 - Byuprriogy
bspaﬂment (e.g Radiology, Internal Madicine)

atﬁ‘liahsﬁﬁ;ﬁonﬁ'om i 4! i 77 fo .
: Month Day Year‘ :
1 30 /_7%8
Month - Day Year

Dwmgﬁmﬁme of the eppilcant's pal participation, our posigradiate madﬁ!ﬁsmmgwas accrediied by fhe
ACGME. if Canadian Training circle i approved by Royal Collage of Physicians and Surgeons of Canada.

Our records indicate that the appﬁmnt rec:ewad 8 carﬁﬁwta of wmpletiun on

b [_. 2o 112
Month Day . Year

Date: - ' I‘ | //}GQ/O&/
D

/e Y Bponsoring Insb&uﬂcn)
Print Name: L /4 SoG—aR mD, PhD

{AFFIX SEAL)




Vermont Depariment of Health
Board of Medical Practice , !
108 Cherry Street PO Box 70
Bur!ingﬂm‘, VT 05401
VﬁRlFlCAT!DN OF POBT GRADUATE MEDICAL EQUGA’!"!ON

Tobe compleiad by the Training Program Director NG ]thw— -eecc‘ﬁés
Name of tnstitutions 10 L Nevs Byl Medicod G}ﬁf( Yy Sjr M Dﬁ
* Address; W:)?) Washy ﬂd\%ﬂ Aot o WC’W Umi:lm

Newe Bae Fcz. |

—BC?S“S(CSn MA O 2/ | ' _
lfname of the instfiutich was differant when applicant attended, please enter name: >, f..!f (14

zememem E U'%Jr‘@(' ™MD wasenmﬁadlinme _
g2 lebvos F6pentog,

) L,Ji
.aspamant (eg Radiolngy,

2 FALN S ud 5 50
Interdlat Medicine)

atthismstrmﬂonfrom J(J i / ~‘M_'FC7’ o .

Mmﬁr/ . Day " Year
le 2o ez
Maonth Day - Year

_ Dunng tba ﬁma of the applicant’s participation, our posigradusie matiiwl itaining wag aceredited by the
: ACGME If Canafian Training circle i *ppromd by Roval College of Physicians anﬂ Surgeons of Canada.

Our records indicate fhat the applicant recsived & certificate of completion on

N 30 g gfi R

. Wonth Day

(AFFIXSEAL) .

RO RGS ?fm-’f“

Sioned: ,("QQ D“% -_ A
{Official of the Sponsart glnshiuimn}

PnntN KQOME\ V\Eﬁﬂ
el ﬂ_‘,&}ﬁ‘m, Dwesi?r“

: .‘@ EHME[@ |

FEB 13 204
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Yermont Department of Health .
Board of Medical Practice . ’
108 Cherry Street PO Box 70 o
Burlington, VT 05401 .

| LIST OF THREE REFERENGES ‘ ‘
Detach the attached Reference Forms and send to the individusts designatad below* ALONG WITH A COPY
OF THE SIGNED EORM B RELEASE. Retum this sheet o the Board with your application. individuals
completing the reference forms must refirm the forms directly to the Board,

- "NOTE: Program Director should be substituted for Chief of Service for appicants who are applying for a icense

while siil in residency training or have completed a residency within the jast year. (SEE ATTACHED SEPARATE
FORM FOR PROGRAM BIRECTOR) : ‘ s T

Names, addresses and teiéphéne numbers of three references; & ' _
*, 1) Reference #1 - Chief of Service {See wmrmﬂ * above): 5;;];1 i, H @ D
: S . ’ _

Address__ /G (] fand ¢

 Telephone: (4 13 (f_fjg’-f/ﬂ%z - ‘
Huw!bng'and Enwhatmpadtyhasﬂﬁsind‘:glduaﬂmownyou? / (i‘;ff’ﬂdf 7@;{4,4;&_,/\_.

chy, St 5 Co w;/4'Mc74um" i '0'/;1{;{7 |

-2) Reference #2 - Active phys?ciari stzilf member at the hospital where you have a current or rocant
appointment: e

Nem: S osnn T (Sa b 00

7 gy .
soaws_ /907 Mdpaa [Bad

.‘f;ﬁy,SIa’;e.ﬁpéot;e: {)/'/ﬁ@ms"ﬁm, f)’)f4 G/QQO :
Teteprone:( 7/3 3 YSF PIED) . Cel

How!nnggnﬁinwfﬁt-capaﬁfyﬁasﬁfsimﬁwkriﬂmyﬁu?d_/jﬁ“y - @%W})Mwb N

3) Reference #3 - Active ician staff memiber at the hospital where you have a ctiment or recent
. appointmant: : ‘ .

Name: ﬂfw&ﬂ £ /)WL{ZJ// //J’).O

e [7) Blimg Kopd =

H , PN ‘ ‘
Teiephone: ( &7 3 ¢ ;E — FlL o ' o
How long and in what capaity hus this individual known you? Cona : ﬂu)/’;’
Note: ¥ you are unable to pmv'ide references from thess individuals because you have never held huispita! '

privileges, altach such an expianation to this form when you submit your application. Three other refersnices from
physicians vou hiave worked with most recentty wilf then be required. . _

* Cty, State, Zip (ﬁede:_/ljx"//xfm4,,4‘zzm' /7’7%7' Z /(Q[,,e”,? .




. Vermont Department of Health
Chilef of Service Form "Board of Medical Practice
‘Return Directly to Boarg 108 Cherry Street PO Box 70
S * Burlington, VT 05401

REFERENCE FORM TO BE COMPLETED BY CHIEE OF BERVICE, PAGE ONE OF TWO
Narne of Applicant: Jmﬂ E Listey™ . ”‘

The physician namad above has applied to the Vermont Board of Medical Practice for 2 license 1 practice medicine
in Vermont, The applicant has fisted Your name a5 one wio has isquisite knowledge hrough recent observation of .
the applicent's current ciinical competence, athical character, and abillty fo work conperstivaly with others, n this
fegard, please compiste the following refarence form. Thank vou for your cooperatinn.

Plsase complete all parts of this form. ¥ more room is neaded, pleass attach addiionat information. -

or_ Ligter - ‘  wasat _M@/M Rotams %}wdl _Hasﬁfﬁl

from_ 4"/[88 - _ Im_@"ﬂﬁw - During that irie, he/she was
{List statiss In the institstion): G;UH ve - Sh A JC,F : A

IMPORTANT NOTE: # you rate the applicant "poor” or e in a parficuiar caiegory, pleass elaborate on this as;:eci
ofthe reference in as much dedsil as possible. - T s -

Baslc medical " ‘ . : ,‘/
knowledge: Poor Fair - Average Above Average

- Professional judgment: Poor Fair Aversge V/Abeve Average
Sense of responsibility . Popr : Fair Average V/Abeve Average
Moral character/ - ; o S o
ethical conduct Poor Fair Average Above Average
Competenceandsiic. ™ Poor o Fair. Average . 1 Above Average
Conperafivensss, - . . ‘
ability to work with : o ; / I
oihans: : Poor Fair Average - . Ahove Average
History & physical exam : . /
=king: : Poor : Fair - Average Above Average
Record keeping -Poor Far " . Average l/ Above &ara;ge
Case presentations; 7 wa.Poor Fair Average f/ Ah;:ave Avea%ge
Patient managament Poor _Fair ' Average !‘/' Above Av;erage
Physiclan-Patient ‘ - | /| _
refationship: - Poor Fair Average Above Average
Competence in being shle tn '
SofEmunicate in reading, writing ) _
‘and speaking the English . . . l/ )
ishguage: Poor vt F AT : Average. Above Aversge
Participafion in |

Medical Staff Affairs Poor Fair rverage 1/ Above Average
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‘ Al
Vermont Department of Health H; JAN 27 oo il
Chief of Service Form Board of Medical Proctice l _

Continued 108 Cherry Street PO Box 70
. ' Burlington, VT 05401

. REFERENCE FORM T0 BE COMPLETED BY CHIEF OF SERVICE, PAGE TWO OF Two L
© Nameof Applicant: Joam B L‘\S'{W N R . V& _
How fong haveyaugnownme applicant and mwhatcapaﬁty?ﬁﬂ H;@W‘S - SM (MZS W ‘. ) f f:, [;:jgif’gr

ji‘.n the bestot your knowledpe; does/didthe applicant-cary out the dulies and responsibiliies of the position at your
institulioning satisfuctory mannar? o ) L Yes HNo

" Do you knowof anﬁr emptions éismmm, Mmental finess, erganit liness, aloohol or drug prohiem, whi Aanight

impeir the applicant's ability o practice medicing? - ‘ Yes No
Dﬁ_ﬁou know of any pending professional misconduct proceadings ormedical maipractice ‘// -
ciaims? @Um cone (See a?ph'cmi*m ' Yes . _No
Do you know i the applicant has besn a defentant in eny eriminel proceeding otherthan, - : /
minor traffic offenses? (Note: DW] {Briving While Intoxicated) fs not minor.) Yes __ ¥ No

Do Smu know of any suspenéicn,‘metﬁcﬁon or fermitiation of raling or professional
priviieses for rezsons relatad rriental or physical Emipaimment, incompatence, misconduct

Y

oF malpractice? _ Yes g

Do you know of any resignation or withdrawal from trafning or of professione) privifeges . ‘,,/ " :
"o avold imposttion of disciplinary measures? ) Yes Ho
+ 00 you know of any confitmert qualily problem {quatity of hospltal care provided o

t© Medicare patients) by the Peer Réview Ordanization (PRO) in Vermont or . . /

elsewherg? o ) _ Yes No

‘Doyﬁdlmuwofa failure of the appiicant to complete a residency fraining /

program{s)? : Yes _ Y No

Does the applicant cak upon consults when nesded? . ; Yes No

in addition o the information providad on the previous 'page, plesse use the space balow and the reverse sld”e‘fuf'
efzberation on the above and any addifional information you have avaliable o, gid the Board in evaluating this -

b this form,

The & report s based o

— Close pavsons) chservation

wmeee.,  General impression o

A cOMpPOSite of faculty/stef svalustions
Cther - Specify: ‘

! further certify that at the fime of completion of the above training, or during ray sssociation with the physician,
helshe was compstent to practice medicine and he/she was not the subjectof any disciplinary action,

sy LT Py R
I retommend J Do E : L«'!‘Ej € . ... Tor licensure in Vermont,
‘ ‘ Name of Physican f ‘ /
Signed: . AnD, 7\/ M\ Date: {24 ‘! 4 V

Printt-:rTYpeNan;aandTiﬁe: ﬁomm‘e H. H'w‘f M. [6
‘ | U/Lﬂ/frmb’w - WJ»”%MM“N&LJ%W& OQJ]&\
Noviln Adams ﬂﬂfl)if}'\mﬁ 'Hﬁ%brm‘w

N - ){%Qﬂ/m@} fofr | |




Reference Form %2
Reium Dirsctly io Board

REFERENCE FORM TO B COMPLETED BY AN AGTIVE PHYSIGIAN 5

- 108 Cherry Siveet PO Box 70

Vermont Depariment of Health
Board of Medical Practice

ECEIVE

D)

Burlington, VT 05401

TAFF MEMBER

. i i{'l .
"FEB 20 2004 Ln

AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR REGENT APPO| ENT, URGE mm?‘m?
S o 5 . . MEEISAL PUASTICE
Name ofApplicant:_ \ oy [, / asdex ) - : \

the applicant's cumrent ciinical competente, ethical characer, and abity to work cooperativaly with others. n'this
regard, please tompletz the followingy reference form. Thank you for your cooperation. '

Please complete all paris of this form, I more room is needed, plaase attach addiional information. : - |

or. ﬁc’l@@ R wasat. __Mpota ddicus ig&qdfw % 75/9/ o /ad
f:im'_t_ll/ﬁg;jﬁx /989 o, MW 1 . During thet fime, heshe was '

(st stotus in the Instustion): 40 ¢ 7 1M é/?ﬁ/ . .5% *6?3’”,. WL

il
LTty

WAPDRTANT NOTE: if you rate the applisant "ooot” or i m a pariicular ﬁﬁgm, please elaborate an this aspect
of the reference in as much detall es possible, . ‘ '

Basie modios L ' r
knowiedge: Faoor Fair Average 7 Above Average
Frofessiona) judgment _Poor, Fair Average - Above Average
Sense of responsibility: Poor ____ Fair l//;'wamga Above Average
Moral charactsr - . ] e . .
ethical conduck Poor Fair Average 7 Ahaue _&:a_mge
. Competence and skili —_Poor Fair. Average Abngvs:_age
Cooperafiveness, . o
abilily to work wikh L -
others: C —_Poor Fair i Avmge  © anove Average
History & physical exam - . '
taking: | - o Poor Par . Average " Above Average
Recond keeping Poor Fair Averags e Above Avetage
Casapﬁsentaﬁons: Foor Fair &vara;';ev el rAbova-Aversga-
Palient management: Ponr Fair . Average Above Ayemge
Physician-Patient . ’ L -
relationship: : Poor Fair Average 7 Ahnve Average
Competence in being able to o
CoOmmiznisaie in reading, writing .
and speaking the Ernglish " :
ianguage:. o Poor Fair Average Abave Average
* Participation in g R |
Medical Staff Affairs Paor . Fair Average Above Average




Vermont Department of Health
o ‘ Boord of Medical Proctice :
perrunce Fom #2 108 Cherry Street PO Box 70 :
- " Burlingten, VT 05401 ,
© REFERENCE FORM 7O BE COMPLETED BY AN ACTIVE PHYSICIAN STARF MEMEER
' AT THE HOSPITAL WHERE YOU HAVE A CURRENT GR RECENT APROINTMENT, PAGE TWO OF TWO

* Name of Appiicart Noguo Liolee 4P

To the best of your knowisdge, doesldid the applicant cany ot the dirties and responsibilies of the postion &t your

- Instituion in & safistactory menner? ‘ . - No
" De you know of any emotional dishmbance, mental Bness, drganic iliness, aleshol o drug problem, which migﬁt
impair the applicant’s abiltly to practics medicine? ] : Yes " No

De you know of any pending professional misconduct proceedings or medical malpractice .
, Claims? _ : . oo L JYes = No
Do you know if the applicant has been a defandant in any criminal procesding other fan . ' e
~ minor traffic. offenses? (Note: DWI (Driving While nioxicatad) is not minor.) Yas Mo

, Do you know of any suspension, restriclion or termination of fralning érpmfaea?onal T
priviieges for reasons rejeted to mental or physical impairment, incompetence, misconduct L
or malpractice? - : Yes > _No

Do you know of any resignafion or withdrawal from training-or of professional privileges

o avoid imposttion of disciplinary measures? _ . Yes k" No

Do you know of any confirned qualy problem (quality of hospital sare provided

to Medicare patients) by the Peer Review Organization (PRO) in Vemmont or L

elsowhere? . i ‘ ) . —Yes ¥ No

Do you kow of 2 fallure of the applicant o complete 2 residency tralning © : _Yes_t"No

progrms)? . : T
- Doesthe applicart call upon consults when needsd? e Yes _.___No

in addifion to the information provided on e prévious page, Mseumﬁmmmamﬂnmmeﬁdefm.
elabomdion on the sbove and aty atkdifonal information you have avaliable to aki fie Board in evaluating fiis
applicant. OF particular value o ts Iy evaluaiing any candidale are comments regarding his/her notable strengths
andior waaknesses. We would appreciate such comments from you. Any addHiiona information should be altached
o Bis form. . :

The zbove reportis based onz e
&~ Close personal observation
—— 3ENEE] Impression )
A composiia of facultylsteff evaluaiions
Other - Specify: i

Hfurther cerify that atthe ime of completion of the above fraining, or during fry association wih the physician,
hefshe was competent to pracice medicine and he/she was not the subject of any dissinfinary action. |

| rerommend B4 [./(A SLF./(./ - : . for licensure in Vermont.
of Physicia .

Sigred: _ -Gj" Mﬁmg‘f%&n U vates__ X/ 13/0Y
PﬁrxtorTypeNameﬁndTiﬁe:'- g{?/i Yl Jf%ﬁﬁg UL




Vermont Depariment of Heaith D') E., CEI V E

-
L w20 oo
REFERENGE FORM TO BE COMPLETED BY AN ACTIVE PHYSICIAN $TAFF MiapaR__ ‘

. Board of Medical Pract;
Referance Forin 2 iy

108 Cherry Sireet po Box 70
. Retum Diructlytoafaarﬁ Burlington, VT 05401, ‘

!

=

T Sy e

L

AT THE HOSPITAL WHERE YOU HAVE A CURRENT OB Reo o APPOINTMENT, PaGE o oSG 10720 OF

20 i lnhk FEAETIOE
Nare of-Applicant: : 6ayw. &E. iy e~ - _

The physician named sbove has applied to the Vermont Board of Medical Practics for a ficense to practics medicine
in Vermont, The pplicant has listed your nams ms one who has requisiie knowledge fhrough recent ob'sewaginn of
the applicant's current clinical com » ethical character, and abillty to work tooperatively with others, Inthis -
regard, pleage complats the following reference form, Thank you for your cooperation, ‘ '

Please complate all parts of this form, i more room s needed, Please atiach additional information,

p——

‘Dr. J Q fusn v S ‘}-?v o was at* o L A {Qp:i;dy;,{ Ff«: 5{) ,-fﬂ.(

from___ V_’\?cl ‘ m \f’ws-""“’{" -DuﬁﬁsﬂlétﬁmE.helshgwas
(st status in the Ingtisfiony:__5 '\ _ aetive -‘e&gf Cﬁwh)ﬁwﬁé’;;mf gLl

MPORTANT NOTE: i you rate the spplicant "pacr® or %ir* in 2 particuiar category, please eiaborate on fhis aspect
bfﬁmreferamahasmucbdeiaiiaspossibh. . : ‘ . .

Basio modiest . : I
knowletge: PFoor . : Fair . Averaga Above Average
Professional jpdgment - Poor. - _Fair Avarage Abovs Average
Sense of resporsiblity: __Foor ' : Fair  ° Avarage ‘/Abuve Average
’ ' - .. : P ) '
Moral characisy - ) : s / )
sthical conduct: . Poor ‘ Fair e AV ETBOE Above Average
. Competence and skill: - Poor . Far 'Aﬁemge //;boveﬁivezage
ability to work with : D S
others; : - Poor Falr . Average Above Averane
* Hisiory & physicat exam | S v .
teiding: . , Foor : Fair Avearage e ADOVE Avarage
Record keeping ' Pear Fair __Avemge ?mw Aversge
Caaepmemauons. —Poor Fait —_ Averge. Above Average
Patient management: Poor Fair Averape A_bove Average
. Physician-Paient , - - o
‘retlationship: N Boor ) Fair Average " Abhove Averags
Caﬁip&imee i being able to '
communicate in feading,
and spaaking the English .
language: , Poor Fair Average Above Average
' Participation in o - . e
© Medical Staff Affais Peor ' Falr . Averags - Above Average_




_ . Vermont Depariment of Health
o o Board of Medical Proctice
Refurnce Fonm #2 108 Cherry Street PO Box 70

' S+ Burlington, VT 05401 o

- REFERENCE FORMT0 BE COMPLETED BY AN ACTIVE PHVSICIAN STAFF MEMBER ‘
* AT THE HOSPITAL WHERE YOU HAVE A CURRENT OR RECENT APPOINTMENT, PAGE TWO OF TWO

‘.Namofﬁppiiml: Joan €. Lister

To the best of your knowiedge, doss/did the applicant eansf ot the duties and reaponsibiiiﬁesyﬁne position at your
institufion in a satisfactory manner? : A7 Yes No

Do you know of any emofionat disturhance, mente! Biness, organic iiness, aloohol or drug probler, which W
} C . Y “ No

!{ppajrmapmmfsabﬁwmqmmmadm? e, V25 -,
Do you know of giny pending professional misconduct Wms or medical malpractice : / '
caims? - | | e Vo
Do-you know § fhe applicant has been & defendant in any ciiminal procesding other S1an ' /
Wmm" “fNote: DWI (Driving While zmwmd)lsmmr.) Yes No

. D6 you know of any suspanslon, resiricfion or fermination of training oF professional .-/

. priviisges for rezsons related to mente! or plysicel mpaiment, Insompstence, milscandict -5
or medpractice? - . ) ) Yes HNo
Do you know of any resigrisfion or withdirawal from fraining-or of professional privileges. : /
o avold imposiion of disciplinarly measires? . N Yes No

Do you keow of ény confirmed quality problsm {quafity of hospital care provided , :

© o Medicare patfiants) by the Peer Review Organization (PRO} in Vemmontor /
‘elsewhers? . ‘ ' _ . . Yes HNo
Do you imow of 2 fallure of the applicant 15 complete & residency training - _Yes ‘4&:
prograin(s)? . _ : o :
Dogs the applicant call tpon consulis when needed? ‘ ‘/ Yes No

mmnbmmbmaﬁonmmm&mpMmmaphammmmhuiowasuiﬂwerevm&cﬁefcr‘
@ahorﬁanmﬁmehwemdmyaﬂdﬁnmlkﬂnnmﬁmymtm&mﬂabbmammBaa!dmgvaluarzagﬂds
applicant. Of particular valae i us in evaluafing any candidaie are comments regarding Kisfer notable sivengihs -
anggm!masse& We wouid appreciate such comments from you. Any additiona) infrmation should be attached
o this form. : - ' ‘

The ghve repott is based on: e

V' Ciose personal observaion.
General impression :
e A composie of feculivisiaf evaluatio

e 1Y = Speciy: -

H furihver cerfity that gt the time of completion of e above training, or during my association with the physician,
he/she was compelent 1o practics medicine and he/she was not the subject of any disciplinary action,

| recommend _’jm.”"“ﬂ B Ligver " ... Tor eensure in Vermont.
. 2 of Physician Ca :
g

Pﬁl’li“nr'fypeﬂarn.eandTrﬂe:i (} L\ﬁ_\v ’.p”g &= C}) ’/g'/f{; /,? ) FMO




Re:

Burlington, VT 05402 : ; |

Pagel of 1

The Federation of Staie Medical Boards
of the United States, Ine
PO Box 619850
Dallas, Texas 75261-9850
Telephone: (817)868-40G0
FAS (B17)B68-4090

B(}ARD ACTION SUPPLEIVIENTAL CLEARAN CE REPORT

~ May 24, 2004

* Atm: John Howland, Jr.

Vermont Board of Med, Practice
108 Cherry Street

Board Action Query Dated: May 24, 2004 -
Your Reference Number;
FSMB Batch Number:  BQ95926!1

The fol‘iowmg is a report of the sea.rch regults from the Board Action Data Bapk as of May 24, 2004 Tor practitioners submitie

referenced bateh for which NG board astions were identified.

Practitioners Cleared wiﬂ: No Actions as of May 24, 2004

Tem Name

POR  School - Yr/Grad

. http://w‘ww.drdat&org/repdrﬁ:s/hchEBG.hﬁn

3 , _ 022040 2004
2 LISTER, JOAN o C ' 022040 1977

5/24/2004




