4

N Massachusetts Physician Renewal Application

Physician Name: Lucy Y Chie, M.D. License No.: 222251.
DERAA
PART A . NLUAG PY
1) Current Status: Active Renewal Due Date: 03/20/2009 : Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your new status:
Check only one: (See Renewal Instructions, page 3.)
O Active [0 Retiring O mactive 3 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Business addresses CANNOT be a Post Office Box. . .
Please make corrections (print)

2a) MAILING ADDRESS
Mailing Address:

City/Town: . State:

Zip: Country:

[d Check here to change this address

2b) HOME ADDRESS

. Home Address:
- City/Town: .- State:
2 I s Zip: Country:

Phote: { ' ‘B A é a Home Telephone: ( )

Cheek hieve o c;,a,,ée s ,,d,,,.mBOaréﬂc'[;nfgi_?’tm“ion Home address cannot be a Post Office Box
' 2¢) BUSINESS ADDRESS e Business Address:

South Cove Community Health Center

885 Washington Street : City/Town: State:

Boston, MA 02111 Zip: Country:

Business Telephone: }

Phone: (617)482-7555
0 Check here to change this address Business address cannot be a Post Office Box

Correct your E-mail and Fax Number below:
3) E-mail Address:

4) Fax Number: 617-482-2930

5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology (W]
O
|

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

(See enclosed instructions and Renewal Instructions, page 4.)

List Certifying Board(s) below: ' Update General Certificates and Subspecialty Certificates
‘ below. Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Subspecialty ' Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology O
2
O
O
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S Massachusetts Physician Renewal Application

Physician Name: Lucy Y Chie, MLD. License No.: 222251

(See Renewal Instructions, page 4.) Please make corrections as necessary

7) Drug License Numbers Corrections: 8) Other states where you are now licensed-to practice
a) Massachusetts: -
b) Federal (DEA): : 9) States where you were previously licensed
¢) Federal (DEA) XS:

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer toe Reference Table 4 on
page 18 of the Renewal Instruction booklet, Include any affiliations with Internet-hased prescribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetts Location State Delete?
(See above and description on page 4.) {City or Town)
Beth Israel Deaconess Medical Center Rosten MA 0]
South Cove Communiby Heatfh Coder Bosten MA =
- | [
(N
El

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)

Average weekly hours involved in: a) inpatient care 24 hrsiwk Change to; hrsfwk
b) outpatient care 16 hrs/wk Change to: hrsfwk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
Check one. Locum ienens must list policy dates. My medical liability insurance is provided through:

[7] Insurance Carrier (complete belaw}

Cutrent Insurance Carrier: Federal Tort Claims Act | Change to:
Policy dates: From __ / / To ! !
Type of Policy: [ Claims made with tail coverage [] Occurrence Policy

(Enclose a copy of the certificate of insurance or the face sheet)

[ Letter of Credit subject to Board approval (Attack a copy.)

B Iam registering with Active status but I am not required to have medical Kability insurance because I am:

Check one: [J  Notinvolved with direct or indirect patient care in Massachusetts
¢ A Government Employee under Federal Tort Claims Act (FTCA)

[ Otherwise exempt (Please explain)..

13) Do you perform any surgery in your Massachusetts office? (See Renewal Insiructions, page 5.) Yes Ne

If Yes, please complete Form PCA-Q "Office Based Surgery” Form on page 8.
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T ~ Massachusetts Physician Renewal Application

Physician Name: Lucy Y Chie, M.D. License No.: 222251

In questlons 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last
license Renewal Application to the day yon sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

YES NO

14) CLAIMS MADE

a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).

b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

15) CLAIMS CLOSED
Has any medical malpractice claim against you {whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related 1o your competency to practice medicine or your

professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during

this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpracuce

claims, during this lime period?

17) CRIMINAL CHARGLES
a) Have you been charged with any criminal offense during this time 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 Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,

employer or professional association?

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

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

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

19) Have your privileges to possess, dispense or prescribe controiled 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 Jicense 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, of
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by

a medical liability insurance carriex?

22) CME CERTIFICATION: o
a) Have you completed your CME requirements preceding your renewal date? DyYes [] Neo

b} If no, are you requesting a CME waiver? OYes [] No

A CME waiver request form must be submitted at least 39 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instrictions, page 8.)

CME EXEMPTION: (check one) L] Inactive Status [} Residency/Fellowship training
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' Massachusetts Physician Renewal Application

Physician Name: Lucy Y Chie, MLD. License No.: 222251

CONFIDENTIAL MEDICAL INFORMATION

PART B

‘When answering Questions 23-24, refer to the time period beginning on the day you signed vour last
License renewal with this Board through and including the day you sign this renewal application.
(See Renewal Instructions, page 10,)
YES NO

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine? If your answer is “Yes,” set forth the specifics of your condition and any related
treatment, including dates and diagnoses (See Renewal Instructions, page 10.)

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine? 1f 'you have obtained medical treatment related to your use of chemical
substances, set forth the specifics of the treatment, including dates and diagnoses,
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Massachusetts Physician Renewal Application

Physician Name: Lucy Y Chie, M.D. " License No.: 222251 &
PART C » :;"i
Check One: PHYSICIAN PROFILE g
m I have reviewed mja Physician Profile at http:/profiles.massmedboard.org and confirm that the information is accurate. v

(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will alse be updated.)
L]  Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections, ' .
L0 My status is Inactive and I do not bave a Physician Profile. (See Renewal Instructions, page 11.) @

CERTIFICATIONS

1) I certify that 1 have complied with my obligations to report abuse or neglest of children pursuant to G.L. ¢. 119, sec. 51A, and 1
understand the punishment for failure to comply.

2) I certify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. c. 19C, sec. 10, and
I understand the punishment for failure to comply.

3) I certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 13, and I understand the punishment for fatlure to comply.

4) I certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to G.L. c. 112,
sec. [2A,

5)1 centify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursnant to G.L. ¢. 112,
sec. 124 1/2.

6) 1 certify that I have complied with my obligatians to report a physician to the Board of Medicine, pursuant to G.L. ¢. 112, sec. 5F,

"when I have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

7)1 certify that | have complied with my obligations related to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and 1 understand my obligations under G.L. ¢. 112, sec. 2.

8) 1 certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1 understand
ihat, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless 1 make these certifications under penalties of

perjury.
9) 1 certify that | have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) I ceriify that 1 have complied with my obligations related to the withholding and remitting of child support pursvant to G.L. ¢.1 9A.

11) 1 certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
private office, pursuant 1o G.L. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 g1 seq. I understand that
the Patient Care Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

1

12) 1 certify that I have complied with my obligations to disclose my ownership interest in any parinership, corporation, firm or other
legal entity to which I have referred a patient for physical therapy services pursuant to G.L. . 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I -
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 from

licensure. b
Signature: )(A—/C)\ Date: > /it /Oq

< e

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: [ucy Y Chie, M.D. License No.: 222251

Current Status: Active License Expiration Date: 4/17/2011
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: South Cove Community Heaith Center
885 Washingfon Street
Boston

Massachusetts - 02111
United States of America
{8617) 482-7555

3} Email Address:
4) Fax Number: (617) 482-2930
£) Specialties

Obstetrics and Gynecology

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

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

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

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

9) States where you were previously licensed
None Reported

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
Beth israel Deaconess Medical Center Boston
South Cove Community Health Center Boston
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. : License No.: 222251

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

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Federal Tort Claims Act 09/31/2004 07/01/2012 Qcourrence Policy

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

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

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

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

resolved, settled, or adiudicated during this time period?

16) Other Civil Lawsuits
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 ¢laims, filed against you during this
time petiod?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this peried?

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 pending against you?

18) Other Issues

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

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

¢} Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

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

19) Have your privileges to possess, dispense or prescribe controlied 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 ohsolete 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: Lucy Y Chie, M.D. License No.: 222251

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Reﬂuirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or it your are
renewing your license for the first time, please answer Yes)
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. Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

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

24) Have you used any 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: Lucy Y Chie, M.[J. License No.: 222251

Compliance with Legal Responsibilities

Online profile:
[X]1 have reviewed my Physician Profile and confirm that the information is accurate.

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

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

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

7) | understand and agree to comﬁIY with rmy obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to 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. c. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 62E Sec. 2. _ :

10}| understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. ¢. 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, 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 m¥1 obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which I'have referred a patient for physical therapy services,
pursuant to M.G.L ¢. 112 sec. 12AA

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

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

16}l 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.

[Kl Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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_ Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

Current Status: Active License Expiration Date: 4/17/2013
1) Activity Status: Active
2} Address & Contact Information

Mailing Address:

Home Address:

Business Address: South Cove Community Health Center
885 Washington Street
Boston

Massachusetts - 02111
United States of America
{617) 482-7555

3) Email Address:
4) Fax Number: (617) 457-6600
5} Specialties

Obstetrics and Gynecology

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

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

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

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

9) States where you were previously licensed
None Reported

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
Beth israel Deaconess Medical Center Boston
South Cove Community Health Center Boston

Page1 of 5 Date: 3/7/2013 Time: 4:29 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: LucyY Chie, M.D. License No.: 222251

11) Care of patients in Massachusetts
Average weekiy hours involved in:  a) inpatient care 24 hrsiwk
b) cutpatient care 16 hrsiwk

12) Medical Liability Insurance Information
I am not required to have malpractice insurance.
A government employee under the Federat Tort Claims Act (FTCA)

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

14) Claims Made . . . . ,
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?
b} Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settied or adiudicated during this time period?

15) Claims Closed ) _
Has any medical malpractice claim against you (whether or not a lawsuit was fited on that claim) been
resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) g\lew: I—Eavec:j there been any claims, other than medical malpractice claims, filed against you during this
ime period?
b) Resolved: Have you resolved, seftled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges

a) Have you been charged with any criminal offense during this period?

b} Have any criminal offenses/charges against you been resolved during this time pericd?
c; Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues o -
a) Have you withdrawn an application to any governmentai authority, heaith care facility, group practice
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any ather 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, heaith care
facility, group practice, employer or professional association?

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name; Lucy Y Chie, M.D. License No.: 222251

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, fimited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

22) Have you comgleted all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 80 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

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

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

Board of Registration in Medicine

: Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

Compliance with Legal Responsibilities
Online profile; o
X! have reviewed my Physician Profite and confirm that the information is accurate.

1) |understand and agree to comp(l}/ with my obligations to report abuse or neglect of children pursuant to
M.G.L. c. 119 sec. 51A and | understand the punishment for failure to comply.

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

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

4) | understand and agree to compig 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. ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

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

7) | understand and agree to comﬁly( with my obligations related to char?mg and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to 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. c. 62C sec. 49A, my license shall not be
issued or renewed uniess | 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. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. ¢, 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 |
undearstand 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)1 am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 {HIPAA), Including the requirement that | obtain and provide to the Board a National Provider
Identifier (NP1} number.

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

15)! 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 Mistory 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.

[X] Under penaities of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief,
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

Current Status: Active License Expiration Date: 4/17/2015
1} Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: South Cove Community Health Center
885 Washington Street
Boston
Massachusetts - 02111
United States of America
{617) 482-7555

3) Email Address:
4) Fax Number: (617} 457-6600

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
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

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

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

9} States where you were previously licensed
None Reported

10) Work Sites o
List of all work sites in Massachusetts, inciuding health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite L.ocation
Beth israel Deaconess Medical Center Boston
South Cove Community Health Center Boston
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: bLucy Y Chie, M.D. License No.: 222251

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

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Federal Tort Claims Act 07/01/2004 123172017 Occurrence Policy

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

14) Claims Made . ) ) _ _
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medicai malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resoived, settled or adjudicated during this time period?

15) Claims Closed . .
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, setled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related o your competency to practice medicine of your
professional conduct in the practice of medicine. _
a) New: Hava;:i ”ghere been any claims, other than medical malpractice claims, filed against you during this
time period? '
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period? :

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

18) Other issues

a) Have you withdrawn an appiication to any governmental authority, health care facility, group practice
employer or professional association?

b) Have you taken a leave of absence from any health care 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 professional association?

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

20) Have you withdrawn an application for a medical license, allowed a license application to
hecome ohsolete or have you been denied a medical license for any reason?

21) Has any medical liablility 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 te an inquiry by a medical liability insurance carrier?
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Commonwealth of Massachusetis

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Lucy Y Chig, M.D, License No.: 222231

22) Have you completed ali 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: Lucy Y Chie, M.D. License No,: 222251

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?

Paged of 6 Date: 316/2015 Time: 4:21 PM




Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

Compliance with Legal Responsibilities

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

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

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

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

4) | understand and agree o compg/ with my obligations to report the treatment of wounds, burns and other
injuries pursuant to'M.G.L. c. 112 sec. 12A and | understand the punishment for failure to comply.

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 compily.

) | 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 | have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) lunderstand and agree to comﬁl¥ with my obligations related to char?ing and collecting fees from Medlicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. ¢c. 112 sec. 2.

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

g) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G L. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L.. ¢. 1T19A,

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

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

13)| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1986 (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 federat 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
Beard and that it will not necessarily disqualify me.

X1 | have reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 2222%1

Current Status: Aclive License Expiration Date: 4/17/2017
1) Activity Status: Active
‘ 2} Address & Contact Information

Mailing Address:

Home Address:

Business Address: South Cove Community Health Center
145 South St
Boston

Massachusetts - 02111
United States of America
(617) 521-8750

3) Email Address:
4) Fax Number: (617) 457-6600

5} Specialties
Obstetrics and Gynecolegy

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

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

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

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

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites in Massachusetts, including heaith care facifities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Beth Israel Deaconess Medical Center Boston
South Cove Community Health Center Boston
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: LucyY Chie, M.D. License No.: 222251

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsiwk
b) outpatient care 20 hrs/wk

12) Medical Liability Insurance information
| am not required to have malpractice insurance.
A government employee under the Federal Tort Claims Act (FTCA}

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

14} Claims Made .
a) New: Have you received notification of a claim, whether or not a lawsuit was fited on that claim, or has
any medical maipractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

15) Claims Closed _
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resoived, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: E—Iavg ’;here been any claims, other than medical malpractice claims, fited against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges

a) Have you been charged with any criminal offense during this period?

b) Have any criminal offenses/charges against you been resolved during this time period?
) Are there any criminai charges pending against you today?
d% Are any Application of Issuance of Process pending against you’?

18) Other Issues

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

b) Have you taken a leave of absence from any health care 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 professional association?

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

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

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?

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: Lucy Y Chie, M.D. License No.: 222251

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

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

Board of Registration in Medicine

_ Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Lucy Y Chie, M.D. License No.: 222251

Compliance with Legal Responsibilities
Online profile: )
[X11 have reviewed my Physician Profile and confirm that the information is accurate.

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

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

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

4) lunderstand and agree to complg with my obiigations ta 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.

8) | understand and agree to comply with my obligations to reporté physician to 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, c. 112 sec. 5 or any Board regulation.

7) | understand and agree to comﬁly with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to 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. c. 62C sec. 40A, my license shall not be
issued or renewed unless | make this cerification under penaities 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. ¢. 62E Sec. 2. :

10)! understand and agree to comﬂy with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. c. 119A.

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢c. 112 sec. § 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.

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

13)% am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (I—iiPA;!\E5 nctuding 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 obligations placed upon me
as a physician.

18)! understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal ease 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.

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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“Massachusetts Physician Renewal Application

Physician Name: Lucy Y Chie License No.: 222251
'PART A ; ' - il
il) Current Status:| Active | | Renewal Due Date: 03/20/2005 Birth Date: Itl{'l ::

! If you want to change your cutretjt status, please check gne of the following boxes to indicate your new status: b
| {(Check only one), {See Renewal:, Instructions, page3.) i
; L1 Active, B Retiring [ Inactive [ Do not wish to renew il

:2) Addresses & Co}]tact Information, Please confirm your addresses and make changes, if necessary. You are
“required to notify the Board of Registration in Medicine within 30 days of any change of address, Home and

: Business addresses CANNOT be a Post Office Box, L
. — : Please make corrections (print) e

i 2a) MAILING|ADDRESS - :
j Mailing Address:
i City/Town: State:
' : ; Zip: Country:
1 Check here to change this address
| 2b) HOME ADDRESS
b
E | State;
= - . Country;
{ . . lephdne: ()
Phone: ")
) . . Roar
! [ Check hete to change tlis address Regstratis wﬂﬁ‘l‘%@wdz}ress cannot be a Post Office Box
| 2¢) BUSINESS ADDRESS Business Address:
i South Cove Gommunity Health Center . ;
i 885 Washington Street ) City/Town: State:
| Boston, MA Q2111 o Zip: " Country:
i : Busi :
Phone: (617)482-7555 ‘ usiness Telsphone: C_)
1 Check here to change this address Business address cannot be a Post Office Box

3) E-mail Addvress:

4) Fax Number: - b1 - 482~ 2930
H {
l E .\
I 5) Specialties (Sed Renewal Instructions, page 4.) Pelate? Additiona) specialties:
| Obstetrics and G&neeo]ogy , ‘ (|
| ‘ 0
l t
! O
| 6) Current Amerjcan Board of Medical Speeialties (ABMS) or American Osteopathic Association (AOA) Information.
| (See enclosed instiuctions and R(fnewal {nslruc!ions, page 4)
I List Certifying Bpard(s) belm}v{ 5 Update General Certificates and Subspecialty Certificates
' . : betow. Please add additional Certifications s required.
{_Board Name . 3 ABMS or AOA Certificate/Subspecialty ' Correet?  Delete? 5
;‘ ! ] 0 o o
' | o o n a)
O (W] 0 ]
! B O O 0O
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Massachusetts Physician Renewal Application

Physician Name: Lucy Y Chie License No,: 222251
(See Renewal Insiméri?ns, page 4.) ; Please make corrections as necessary
‘) Drug License Nubers, if any:! i 8a) Other states where you are now licensed to practice (Abbr.)
1 a) Massachusetts:

b) Federal (DEAb: oL 8b) States where you were previously licensed (Abbr.)

¢) Federal (DEA) X8:

9) What is your principal work setsing? (See Renewal Instructlons, page 4.)
Principal Work Sf:ttmg Clinic Change to:

. Please enter prtnqipal work settfhg hom}s per week here;_ 15

10) List all current health care facilities wherc you are affiliated or have completed the credentialing process for the
provision of patient|care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet), Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies, Please provide all information for additional
facilities on a separ@te sheet, if necessary.

No Affiltations [ [ ; (

:
? T
i

}-lealth Care Fﬂ(‘:lllty (See Renewal ]ns'lnécﬁons, page 4.} Delete? | crrent Staft CatcgoryCha"ge ;ﬁ’{;‘,‘::k
Beth Israel Deaconeds Medical Center O &amh' g \5
T 1_:] “d
0
, . ]
| k L 0
B ' - O
- ]
11} Care of patients in Massachusetts (Sée Renewal Instruciions, page 4.)
Average weekly hours involved in: a) inpatient care O hrsiwk Change to: _{%5 hsiwk
i i | b) ?utpatient care hrs/wk Changeto: _15  hrs/wk

12} Medical Liability Insurance Information {See Renewal Instructions, page 5.)
i My medical !lab‘hty insurance s provided through: (check one)

[] Insurance Cﬁrrier {complete below)

'

Current Insutance Carrier: Change to:
; Poley datesy;  From ___ [/ / To / /
i (required) | | ;

[0 Letter of Crddit subjeet to Board ‘spproval (attach a copy)

H
[E Tam registehng with Active stnh‘s but I am not required to have medical liabllity insurance because 1 am:

Check onet ’
3 Mot involved with direct or indirect patiemt care in Massachusetts
B Government Employee Federal Tort Claims Act {FTCA)

[3 Otherwise eﬁempt (Please explain):

.
i |
T

1
F"age 20fb ;



| Massachusetts Physician Renewal Application

Physician Name; Luey Y Chie License No.: 222251
v [ ;'.1
13) Do you perforirn. any surgery in yoyr office? (See Renewal Instructions, page 5.) Yes No !";';ij
If Yes, please complete Fbrm PCA-O "Office Based Surgery” ‘ﬁ'-*;"‘,
; l T L

bt
"'.i

{n questions 14—2‘, the phrase "timeperiod” vefers to the following: all time from the day you signed your last L’""N.

icense renewal/application, to the dsay you sign this renewal application, inclusive, (See Renewal Instructions, page 3.) ol

ey
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer lo
Renewal Instructions. for additional information and definitions. ALL questions in this section must be answered.

YES NO Bl

1l|

| 14) CLATVS MADE b
i
t

a) Néw: Has any medical malpracticeiclaim been made against you doring this time period, whether or
not a lawsuit was filed on that ¢laim?”

b) Pending: ArB there any vwnresolved malpracuce claims against you foday, any claims that have not been
i finally settled o ii‘ inally adjudicated?

"15) CLAIMS PAID
Has any med!cal malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled or adjudacated durir}g this time period?

16) OTHER CIVIL LAWSUITS

‘ Question 16 refers 10 claims or actions related to your competency to practice medicing or your
I professional copduct in the practice of medicine.

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

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

[17) CRIMINAL CHARGES |
| a)Have you beén charged with any crlminal offense during this time period?
| b} Are there am}I ¢riminal charges penq'iing against you today?
¢) Have any crirhina] of fenses/charges against you been resolved during this time period?

'l 8) Have you been thavged with or disc:pfmed for any violation of laws, rules, by-laws or standards of practice
of any governmental authovity, health care facility, group practice or professional society or association?

19) Has your prlvtlege to possess, dispense or prescribe controlled substances been suspanded revoked,
} denied restrwteP by, or surrendered td any state or federal agency?
I ! | \

20) Have you wrthdrawn an application fof a medical license, allowed a license application to become obsolete
| ot have you beer denied a medical license for any reason?
]
21) Has any medica&liabi!ity 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, Jimited or terminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier?

|4 1
22) CME CERTIFICATION: ' !

1

3. a) Have you combleted your CME requ:remems preceding your rengwal date? [ Yes 3 No
i b)Y1fno, are you ﬂequestmg a CME waiver?

(] Check to réquest CME Waiver, A CME waiver request form must be submitted at least 30 days prior to
your licenst expiration date, (See Renewal Instructions, page 8.)

¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
| CME EX D:[VIPTION (g:h'eck om’;) 1 mnactive Status ¥ Residency/Fellowship training

Pége 30f5




‘ Massachusetts Physician Renewal Application
Physician Name: Lucy Y Chie License No.: 222251

. CONFIDENTIAL MEDICAL INFORMATION E
:

' PARTB

When fmswerinE Questions 23-2d, refer to the time period beginning on the day you signed your last ik
license renewal with this Board through and including the day yvou sign this renewal application,
(See Renewal Insiructions, page 9.) .

YES NO by

H | ;
' 23) Have you beery diagnosed with or do'you have & medical condition which in any way limits or impairs
your ability to practice medicine? If ;'/onr answer is “yes,” set forth the specifics of your condition
and any related treatment, including dates and diagnoses (see Renewal Instructions, page 9.)

. , ! |

1 24) Have you enga'ged in the use of any chemical substance(s) which in any way interfered with your
ability to practice medicine? If you have obtained medical treatment refated to your use of chemical
substances, set forth the specifics of the treatment, including dates and diagnoses,

|Under penalties ’ f peijury,'i decla'pe that I have examined this renewal application and all its
’\accompanying i);)stmctions, Sformsland statements, and to the best of my knowledge and belief, the
information confained herein Is frue, correct, and complete.

Date: \ /30 ,0%

d
Signature: e Wu_\\ L
'MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
|[RECORDS, FOR CREDENTIALING AND OTHER PURPOSES,
1
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Massachusetts Physician Renewal Application
Physician Name: Lucy Y Chie License No.: 222251

i : : «  PHYSICIAN PROFILE
' [ Ihave reviewed my Physician Profile at profiles,massmedboard.org and canfirm that the information is accurate,

E 1 have reviewed my Physician Profile and attached a copy of the Profile with corrections.

[0 My status is Inactive and 1 do not have a Physician Profile, (See Renewal Instruetions, page 10.)

CERTIFICATIONS

" )1 certify that 1 have complied with my ¢bligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec, 514,
+ and I understand thé punishment for failure to comply,

+ 2) 1 certify that I haye complied with my 6bligations to report abuse or neglect of disabled persons pursuant to G.L. ¢, 19C,
sec, 10, and | undetstand the punishment for failure 1o comply.

3) I certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursnant to G.L. ¢.19A, sec. 15, and T understand the punishment for failure to comply.
: [
| 4) I certify that 1 haye complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to
“G.L e 112, sec, 12A, \
5} 1 certify that 1 have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to
G.l.c 112, sec. 12A 172,

6} 1 centify that T have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. ¢, 112,
sec. 5F, when T have a reasonable basis to-believe that person violated any provisions of G.L, ¢. 112, sec. 5 or any Board
"regulation,
! | |
1 certify that 1 have complied my obligaitions related to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and 1 understand my obligations under G L. ¢,112, sec, 2.

f

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

"9) I certify that I haye complied with my obligations related to the reporting of employees and contractors pursuant to G.L.
i c.62E, i | '

103 1 certify that | hve complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. 1194,

3

. !
! 11) T certify that } have complied with my ‘obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursnant to G,L, ¢. 112 sec, 5 and 243 C.M.R, 3,00 et seq,, and | understand that the Patient Care
-Assessment (PCA) programs at the health care facilities where 1 practice report certain Mafor Incidents to the Board.

iUnder penaltiest)f perjury, { decldre that I have examined this renewal application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained h erein is true, correct, and complete. I authorize the Board of Registration in
‘Medicine to acc){ss any and all criminal case information on me held by the Massachusetts
\Criminal History Systems Board. '

Signature: Ki—"‘«—ﬂ" (/[)/L\,\_, Datee | /20,08

A

, )
E_MAKE A COPY OF YOUR AP]%’LICA’&‘ION AND ALL ATTACHMIENTS BEFORE MAILING, FOR YOUR
IRECORDS, FOR CREDENTIALING é\ND OTHER PURPOSES.

Page 5 of 5



Massachusetts Phvsician Renewal Application
Physician Name:  Lucy Y.Chie MD License No.: 222231

NATIONAL PROVIDER IDENTIFIER (NPI)
The primuny purpese of the NPLis 1o uniguely idemity heatth care providers as “health care providers™ in HIPAA stndard transactions,

The N will replace all other identitiers assigned to health ¢are providers, such as those assigned by health plans, governmenl progrions
and headth cave purchasers for purposes of conducting these business transaciions.,

Ungler the finab HIPAA NP Rule, all individual and organization covered providers will be reguired 1o obiain an NPY by May 23, 2007,

In ovder for your Heense to he renewed you must fnke one of the following actions:

Option 1. Suppiy the Board of Registration in Medicine with your valid NPL You con apply Tor an NP1 divectly by using the NPPES web

SHE ol www NPPES cims s poy,

Option 22 Certily you have persontily applicd for your NP1 and vou have nol received it yet. Once yvou have recelved your NPI Number,
you st novify the Board. Please complete the NP form at the Board's web site a1 www niiss A RN

Optiep 3. Centify another autherized institution has applied for an NP on your behalland vou have not received B vt (supply
stitution's name). Oinee vou have received s o KPE Nunber, you must notify the Board by completing the NI Form a1 the
Bourd's website (see Option 2).

Option 4 Authorize the Board of Regisiention in Medicine to apply for an NPLon your beball

Optign 31V vour livense status is INACTIVE. you may eleet not to abtitin an NP1 rumber,

Cheek the appropriate box below. supply approprinte infarnstion. and sign the hottom of the page.

S =
& o
. — g N
0 wwenners [ OO 52
g -t
£ 1 bave personally applicd For an NP1 ‘ég o«
D 1 have applicd for an NPT using o thind pany (Coter namel; (follow instructions i‘nrg’pgm 3@
[uv]
- . . . - N . . . R o &
By checking this option and sipning the bofiom of tus page. § hereby maborize the Board 1 apply for an NP7 en my behall =)
E As an iractive physician, 1 4o not wish 0 oblain an NPL
Please provide the HIPAA txonomy (specindly) codes (rofer o Renewal Instructions, page §3 Tor more information). 1o addition to
providing the wxonomy code, please indieate your speeialty in the space provided (Taxonomy Beseription). The primary provider
taxosomy code is reguired i vou authorizae BORIM 10 upply Tor an NP on your beballl
Tasonomy (Specilty) Code Laxoremy Leseviption {2rint
pranary Provider Fasonomy: [Hle]rMlelle] 6 BS e + Gy pcaras
OOOOO0 :

Provider Toxenomy: [::! [:l

&
L
[
L
m

1o an ongoing cTort to improve the quality of the information we collect, please review the tollowing information and make correclions
as necessuny, Please nete:. This infonnation is gguired i1 souauthorize BORIM 10 apply Tor an NPT on your behadl

Social Seeurity Number:

State of Birth (LS MA Comtry of Bieth (il ontside the US). (LS A
Ciender: O mae E Female
Penzalties for Palsifyvis (T

Nutinopl Provider ldenfifier Applegtion
18 12.8.C, FOO1 mthorizes eriminal pestaltics ugainst an individual who in any mater within the jurisdiction of any depariment of ageney of

the United States knowingly und willfudly (alsifics. conceals oc covers up by any wrick, scheme o device & materiat fact or inakes any false,
fictitious or fravdubent staements or representations. ot imakes any Talse writing or docinent knoving the same to contnn any false,
fivtitious o frandulent statement or enlry. Individual oltenders are subieel to fies of up w0 F250.000 and imprisonment for up o five sears.
Offenders thal are organzations are subject 1o fines of up o SS00.000, 18 1.5.0. 357 Hd) also aulhoviaes ries of up 1w twice e gross gain
derived by the ofender iVt is greater than the amount specifically authorized by the sentoncing statute.

1 suthorize the Board of Registration in Medicine to proviide my NIPPE to any authorized hospital, health plan, or health organizarion,

Sigoature: | SECAAA— e Dae. s S0 (’

PLEASE MARKE A COPY OF ALL PAGES OF YOUR RENEAWYAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOULR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES, ‘

50
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Physnclan Name: Lucy Y Chie, M.D,

Massachusetts Physician Renewal Application

License No.: 22225]

PART A
1) Current Status; Active

Renewal Due Date: 03/20/2007

Birth Date:

If you want to change your current status, please check one of the following boxes to indicate your new status;

Check only one: (See Renewal Instructions, page 3.)
[ Inactive

O Active O3 Retiring

2 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 3¢ days of any change of address. Home and

Business addresses CANNOT be a Post Office Box.
2a) MAILING ADDRESS

[3 Check here to change this address

Please make corrections (print)

Mailing Address:

City/Town: State:

Zip: : Country:

RECEIVED

2b)H E ADDRESS

b) HOM £ ? Home Address:
City/Town: State:
Board of Reyisiratiot | Zipp  Country:
Phone: fn Mediciae Home Telephone: ()
[} Check heve to change this address Home address cannot be a Post Office Box
2c) BUSINESS ADDRESS Business Address: ’

- South Cove Community Health Center - S
385 Washington Street City/Town: State:
Boston, MA 921 H ' Zip: T Country:

L Business Telephone:
Phone: (617)482-7555 | ephone: )
[T Check here io change this address Business address cannot be a Post Office Box
Correct your E-mail and Fax Number below:

3) E-mail Address:

4) Fax Number: 617-482-2930

5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:

Obstetrics and Gynecology O

()
(M)

6) Current American Board of Medical Specialties (ABMS) or American Osteopatlnc Association (AQA) Information,

(See enclosed instructions and Renewal Insiructions, page 4.)

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
o below. Please add additional Certifications as required.
Board Nlam'e ABMS or AOA| Certificate/Subspecialty ' Deletel?
AB0G (m‘"&%ﬁﬁf\’m\ (hems)| Olbslebncs and Garecelogu o o
. 5 : " R T
[
O
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Massachusetts Physician Renewal Application

' Physician Name: Lucy Y Chie, M.D. License No.: 222251
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: _8) Other states where you are now licensed to practice

a) Massachusetts:

b) Federal (DEAY: 9) States where you were previously licensed
¢} Federal {(DEA) X3:

10) List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, ete. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based preseribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary,

List the names of all work sites in Massachusetts Location State Delete?
(See above and description on page 4.) (City or Town)
Beth Israel Deaconess Medical Center B b MA |
Seuth Cove C°Wf‘3-‘\"\ Keattl Ceder Roshen AME X
O
0
O

t1) Care of patients in Massachusetts (See Renewal Insiructions, page 4.)

Average weekly hours involved in: a) inpatient care 15 . hrsiwk Change to: 24 hrsiwk
b) outpatient care __!9_ hrs/wk Changeto: 16 hrsiwk

12) Medical Liability insurance Information (See Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:

O 1nsurance Carrier (complete below)

Current Insurance Carrier: Change to:
Policy dates:  From __/ [/ To / /
Type of Policy: [ Claims made with tail coverage [ Occurrence Policy

(Enclose a copy of the certificate of insurance or the face sheet)
] Letter of Credit subject to Board approval (4nach a copy.}

X 1am registering with Active status but | am not required to have medical liability insurance because | am:

Check one: £l Not involved with direct or indirect patient care in Massachusetts
B4 A Government Employee under Federal Tort Claims Act (FTCA)

[ Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetis office? (See Renewal Instructions, page 5.) Yes No

If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Page 2 of 9
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Massachusetts Physician Renewal Application

" Physician Name: Lucy Y Chie, M.D. License No.: 222251

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last

license Renewal Application to the day you sign this Renewal Application, (See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal Instructions for additional information and definitions.

YES NO

14}y CLAIMS MADE
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).

b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

15) CLAIMS CLOSED

Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
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, setiled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time 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 Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS

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

b) Have you ever taken a leave of absence from any health care facility. group practice or empioyer?

¢) Have you been the subject of an investigation by any governmental autherity, health care facility, group
practice, employer or professional association?

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

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

20) Have you withdrawn an application for a medical license, allowed a license application 1o 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 vour insurance coverage in response to an inquiry by
a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? Yes [ Ne
b) If no, are you requesting a CME waiver? , (OYes [] No

A CME waiver request form must be submitted at least 30 days prior fo your license expiration date,

CME EXEMPTION: (check one) [ Inactive Starws  [J Residency/Fellowship training

¢} If you are exempt from CME requirements, check reason for exemption, (See Renawal Instructions, page 8.)

Page 30of 9
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Massachusetts Phy3101an Renewal Apphcatlon

" Physician Name: Lucy Y Chie, M.D. License No.: 222251

CONFIDENTIAL MEDICAL INFORMATION

PART B

When answering Questions 23-24, refer o the time period beginning on the day you signed your last

license renewal with this Board through and including the day you sign this renewal application.
(See Renewal Instructions, page 10,)

YES NO

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine? If your answer is “Yes,” set forth the specifics of your condition and any related
treatment, including dates and diagnoses (See Renewal Instructions, page 10.)

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine? If you have obtained medical treatment related to your use of chemical
substances, set forth the specifics of the treatment, including dates and diagnoses.

Page 4 of 9

7. )

it

R

-y



Massachusetts Physician Renewal Applicati();m o

i

" Physician Name: Lucy Y Chie, M.D. License No.: 222251 ‘(;n

:J

PART C I

-

Check One: PHYSICIAN PROFILE o
{71 Phave reviewed my Physician Profile at http://profiles. massmedboard.org and confirm that the information is accurate.

{Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

. . , L
4 | have reviewed my Physician Profile and attached a copy of the Profile with corrections. Gl
[0 My status is Inactive and ) do not have a Physician Profile. (See Renewal Instructions, page 11.}
Y

CERTIFICATIONS

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

23 ] certify that | have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C, sec. 10, and
I understand the punishment for failure to comply.

3} 1 certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and 1 understand the punishment for fatlure to comply.

4} I certify that 1 have complied with my obligations to repor the treatment of wounds, burns and other injuries pursuant to G.L. ¢. 112,
sec. 12A.

8} I certify that 1 have complied with my obligations (o report the treatment of victims of rape or sexual assault pursuant to G.L. c. 112,
sec, 12A 112,

6) 1 certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. 5F,
when 1 have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board regulation.

73 1 certify that | have complied with my obligations refated to charging and collecting fees from Medicare beneficiaries in accordance
with the Medicare fee schedule, and | understand my obligations under G.L. ¢. 112, sec. 2.

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

9) I certify that | have complied with my obligations related 1o the reporting of employees and contractors pursuant to G.L. 62E.
10) I certify that 1 have complied with my ebligations refated to the withholding and remitting of child support pursuant to G.L. ¢.119A,

i 113 1 certify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my
‘ private office, pursbant to G.L. c. 112 sec, 5 and the Patient Care Assessment Regulations, 243 C.M.R, 3.00 gf seq. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents 1o the Board.

12) | centify that | have complied with my cbligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity 10 which | have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. [2ZAA,

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, 1
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 from
licensure, '

bl

Signature: Date: 2 Y /9&

MAKE A COPY OF YOUR APPLI&ATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.

Page 5 0of 9
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- Massachusetts Physician Renewal Application
" Physician Name: Lucy Y Chie, M.D. License No.: 222251

o]

s

L,
e ]

NATIONAL PROVIDER IDENTIFIER (NPD)
The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions.

The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programg®
and health care purchasers for purposes of conducting these business transactions.

Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NP1 by May 23, 2007,

1

In order for your license to be renewed you must take one of the following actions: £

Option_1: Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NPI directly by using the NPPES w'éi)
site at www . NPPES.cms.hhs.gov.

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NPT Number,
you must notify the Board. Please complete the NPI form at the Board's web site at www.massmedboard.org.
Option 3: Certify another authorized institution has applied for an NP! on your behalf and you have not received it yet (supply

institation's name). Once you have received your NP1 Number, you must natify the Board by completing the NPJ form at the
Board's website {see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NPI on your behalf.
Onption 5: If your license status is INACTIVE, you may elect not to obtain an NPI number,

Check the appropriate box below, supply appropriate information, and sign the bottom of the page.

[ My current NPI is: E”__%] m @ @ E] E_{—I E@

[J 1 have personally applied for an NPi. (You must provide your NPI number to the Board when received.)
1 1 have applied for an NP1 using a third party (enter name);

{follow instructions for Option 3)
[1 By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NP1 on my behalf.
[J As an inactive physician, | do not wish to obtain an NP1.

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 2! for more information). In addition 1o
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider
taxonomy code is required if you authorize BORIM to apply for an NP1 on your behalf.

Taxonomy (Specialty) Code Taxonomy Descripiion (Print)

Primary Provider Taxonomy: D D [D D I:l D D D:]

Provider Taxonomy: E] @ I o| Xl Ob sde bvic s « &wwbq"ﬂ
Provider Taxonomy: [:l D I___lj D I___I D D I | l

NPI REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect, please review the following information and make corrections
as necessary. Please note: This information is required if you authorize BORIM to apply for an NP{ on your behalf.

Social Security Number:

State of Birth (if US); Country of Birth (if outside the US):
Gender: [ Male O remale

Penalities for Falsifying Information on the National Provider ldentifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of 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 writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry, Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000. 18 U.5.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NP1 Dissemination

Check one box: 5‘-‘ I authorize [J 1 do nof authorize the Board of Registration in Medicine to provide my NP1 number t¢ any
anthorized hospital, health plan, or health organization,

Please sign and date to c\o@m that all of the information on this form is true and accurate.

Signature: s A - Date: 2/ \% o

v
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Massachusetts <

Board of Registration in Medicine : @
Physician Profile

7]

| Lucy Y. Chie, N.D. i

1. Physician Information

{The information in sections | - V! has been provided by the physlcian.)

License Status: Active
T License Issue Date: 6/16/2004
: Accepting New Patients; Yes
Accepts Madicaid; Yes
Primary Work Setting: Clinic

o : Busi Address: South Cove Community Health Cenler
oo 885 Washington Streel
‘ Boston, MA 02111

Phonet (617) 482-7555

m@m@; Avallable: Chingse - Cantonese
Chinese - Mandarin

Vietnamese
ns A ed: hloneRoperad  DUAMLNAVS ?\u.u ou.;epku(
5i tions:; Beth Israe! Daaconess Medical Center (Admitling)
S Il Education & Training
. h Medical School: University of Massachusetts Medical School

Graduation Date: 2000

Post Graduate Training: Beth lsrael Deaccness Medical Center - Resident {6/16/2000-
6/17/2004) i

IIf. Specialty

Area of Specialfy: Obstetrics and Gynecoiogy

V. Board Certifications

0\4 Sl'ﬁhl\(«& S G_LSI’\{\_DLL: r-\a.

None Reported

V. Honors and Awards

Hluaandsun
Brigid Norton Award for Humanitarianie in

Medicine 2004 ;}B v-d/b-«-
BIDMC OB/GYN Resident Prize for Excelience in

Teaching 2004 Lverd Gine
BIDMC OB/GYN Resident Reseach Award 2004 3lshr



Douglas K. Richardson Perinatal Collaboration

N Award 2003 )

un. Alpha Omega Alpha 1996 ]

L o)

Lol ]

. - ™
[

=

®)

VI,

Professional Publications

This physician has reporied ne publications.

VIt

Malpractice Information

Some studies have shown that there is no significant correlation between malpractice history and a doctor's

competence. Al the same time, the Board belleves thal consumers should have access to malpraclice

information. In these profiles, the Board has given you information about both the malpractice history of the
physician’s specially and the physician's history of payments. The Board has placed payment amounts into three
statistical categories: below average, average, and above average. To make the best health care degisions, you
should view this informatlon in perspective. You could miss an opportunity for high quality care by selecting a

doctor based solely on malpractice history.
When considering malpractice data, please keep in mind:

+ Malpractice hislories tend to vary by specialty. Some specialties are more likely than others lo be the

subject of litigatton. This report compares doctors only to the members of their speciaity, not to alt
doctors, in order to make Individual doclor’s history more meaningful.
This report reflects data for the last 10 years of a doctor's praclice. For doctors practicing less than 10

years, the data covers their total years of practice. You should take into account how long the doctor has
peen in praclice when considering malpractice averages.

The incident causing the malpractice claim may have happened years before a payment is finally made.
Sometimes, it takes a long time for a malpractice lawsuit to move through the tegal system.

Soma doctors work primarity with high risk patients, These doctors may have malpractice histories that
are higher than average because they speclalize in cases or patients whao are at very high risk for
protlems.

Selllement of a claim may ocour for a variety of reasons which do not necessarily reflect negatively on
the professional competence or conduct of the physiclan. A payment in seitlement of a medical
malpractice action or claim should not be construed as crealing a presumption that medical malpractice

has ocourred.

You may wish to discuss information provided In this report, and malpraclice generally, with your doctor. The

Board can refer you lo other arficies on this subject.

Dr. Chie has not made a paymaent on a maipractice claim in Magsachusetts in the past ten years.

ViIL

A,

Disciplinary and/or Criminal Actions

i Ené Canvictlo
The information in this section may not be comprehensive. The courls are now required by law to supply
this information to the Board.

Dr. Chie has had no criminal convictions in the past ten years.

Hospltal Discipline:
This seclion contains several categories of disciplinary aclions taken by Massachuselts hospltals during
the past ten years which are spetifically required by law to be released in the physician's profite.

Dr. Chle has no record of hosplital diseipline In the past ten years.

Board Discipline:
This section Includes final disciplinary actions taken by the Massachusetts Board of Reglstration In
Medicine during the past ten years.

Dr. Chie has not been disciplined by the Board In the past ten years.

vt L b
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1] ©2006 Commonwealih of Massachuselts

Additional information about a physician, including
closed complaints, may be avaitable by calling the
Massachusetls Board of Registration In Medicine
FPhone 617-654-9830
Toll Free Number {Massachusells only) £-800-377-0550

Return to
Physiclan Profile Search
Direct questions and comments about these results to
Massachusetls Board of Registration in Medicine
580 Harrison Avenue, Boston MA 02118
Phone 617-654-9800
For direct response please use Email

Please read the Board of Reglstration in Medicine Disclaimer

privacy policy  site map

terms of use.
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[ ‘ Application #

MAY 25 2004 Date of Issue:

252935 |

! Commonwealth% of MussachusLtts - Board of Registration in Medicine

56'0 Harrison Avienue, ﬁulte #G4, Boslton, MA 02118 (617) 654-9810 - www.massmedboard.org

FULL LICE;NSE APPLICATION

Mwwmwm nde payable to the Commonwealth of

Massachusetts, | 1
[
i

Check One; & u.s./Canadian Graduata . O nternational Graduate
| .
Legal Name (do not use nicknames or initials, unless theLt are part of your logal name)
13 1 1 L
Chie | Luwa Nen- tha
Last Name (type or print clearly) ’ First ™ Middle Suffix (Jr, ete.)
K mp.[d p0o0O PyiD (| Other degree : 3 Male Female

!
- List any dther name(s) you havejused which may Eglpear on your identifying documents, such as
medical education’and examination records. If not applicable, check here

Entire Last Name {type or print clearly) Pirht Middle Suffix (Jr,, etc.}

Date of Birth: | Social Secu{'ity Number: __ - -
Month Dry Year ! :
3
Place of Birth:___| oston. | | MA
City ! ! State/Provinee/Territoty Country if not USA
Home Address:
Number and Street
City ! : State/Province/Territory Zip (or postal) Code

Buslnoss Addmss,\ 330 BJook\t r;\e Pwevmel Reth \sraet Deaconess Medicad Center, Dept: eob
[

Numbér and Street

Bostdn | E MA O22US
City : | State/Province/Territory Zip {or postal) Code
Businesys Home '
Telophone: ( (a‘:h Qa&f& - 17..‘55_ ext, Telephone: ( )

Proforved Malling lf"\ddmss: 0 Businelgs Address Bl Home Address

e S
(Y5 \adeH

L

[&%




PRINT NAME: Lmﬂ Cj{u < PAGE20F3
Pre-medical School

. . . . From To
Facility: Nale kf,\m\!ir S\’h;\l : Degree: ©.8. 4/ /% 5/3%/ 96
Street: 90 |Cureds Steeek City: _New Howen State: &1
Facility: : ! . Degree: Y Y N S S
Street: , City: State:
Medical School

. . From To

Facility:u““" of Mossadnuelte Medi g‘:lw"[.l)egree: MD. w74/ b/ 00
Street: 06 Ldke PWQ% : City: Worcester State:
Facility: ' | fi)egree: T A SR A AR
Strest: City: State:
Date of medical schoo! graduation: Ol s o4, 2000

Note: .S, geaduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in meﬁiical education, Intephational graduates must provide a written explanation for the
duration of medical education longer than six (6} yedrs and any breaks in medical education.

Postyraduate Edncation:

List alf postgraduate 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 of affiliation. You must account for all
periods of training or postgraduate work from the tire you graduated from medical school,

i ! : From To

i ' :
Facilty; Beth (8ruel Deacojess Makial ColffiionPaX 23k obj19/0 06 i /o4
Streot; 330 Brooldine  Apedue Gity: _Rosten State: MPY__
Facility: Position: . S/
Street: City: State:
Facility: Position.___ ./ / [ /[
Street; | ; ; q{ty: State:

l "
Facility: X é’osition:________.,,. S A S R A
Strest: . i | | lity: State:
Facility: ' : Position:________ _ / / _J [

Street: City: State:

|
el
LaxU]
ful
Hil



N\ - ! -
PRINT NAME; L\*‘g (ea-Ghas Chie , PAGE 3 OF 3

Hospital Affiliations and Employment

List hospital appgmtments, in cl;;onolgglcal order, where you had active staff privileges. Include the name and
address of the facility, your position and dates of affiliation. Also include penods of unemployment or
employment outside of medicine. Attach a separate sheet of paper if necessary.

From To
Facility: Pasition: d
Street: City: State:
Facility: : Position: Y Y Y A
Street: ; : City: State:
Facility: , : Position: Y A AT A —
Street: City: State;
Facility: Position: Y R A S
Street: City: State:

1. List other states (abbreviations) where you are currently or have ever been licensed:

2. Are you certified by the American Board of Medical Specialties? [J Yesk No

3. List Board Certification(s): : Certification date:__/___/___

4, Have you attaghed an up-to-date copy of your curriculum vitae? A ves [ No

5, Reason for reduesting a Massachusétts medical license:

?\W\"’t\') 'Dfaur,’\\:.g_ C)@-[O‘J&t\’) 1‘*\ ?DOS'{\/\

6. Name ofFacﬂlty So.c\{\ CDV& CcNV\M—Uv'\V“‘\ ‘W&u ﬂ'(,/\ Cf &eﬁ % %c\’t \Sfo\.e\ .DC’QCCM\Q&E Merh'(g;%k(

7. Address:___ S8 WO«’a\&M\at\N\ S e City;_Bosto n
8. Anticipated starting date in Massachusetts; Q%7 O / o4
Affidavit of Applicant

! i
I, the undersigne$ applicant, hereby certify that all information included in this application for licensure constitutes

a trug statement made under thej penaltjes of perjury.:

o clilo

Signature of Applicant Date

Rev: 10/21/2002

Certifioationdate:___ /[



Commeonwealth of Massachusetts--Board of Registration In Medicine
560 Harrlson Avenue, Sulte #G-4, Boston, MA 02118

, . MEDICARE - TAX FORM

! |
INSTRUCTIONS: !

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

} i Lud,b\ Xéﬂf:d/\a,'c C{ALQ_

" {type of prnt name)

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

oo R
SIGNED: __\] JL,' . DATE: o {alof
! . |

Social Securlty Number: |

— }

I X LA R R R R R R EE R EEEEEEZEEEEZEREREE SRR SRR EEEE R R R ELE R AR EEESS N

Massachusetts General Laws Chapter 112, §5, and 243 CMR 2.04 (2) (k) require that you
complete the following sltatement: ;

| will not charge to or co[lefct from a Medicare beneficlary more than the Medicare “reasonable
charge” for sendces, In compllance with Chépter 475 of the Acts of 1985,

SIGNED: g\k “Q/Q\.,i DATE: \.{.hkltb*
. _ '

'
¥

Revisad 10/10/2002



SUPPLEMENT FORM

PRINT NAME: :

IMPORTANT NOTE: If youl answer “yes” to a
information on pages 4-10,

QUESTIONS

buey Xen-Chai Chie

DATE: _ S/t oM

ny of these questions, you must provide the additional

YIS NO

1. Since your entollment in college, have you been subject to any disciplinaty action (see
definition) at an academic institution?

2. Have you ever been terminated or granted a leave of absence by a medical school or medical
post-graduate training program or have you ever withdrawn from a medical school or medical

postgraduate fraining prograri or had to repeat a year of postgraduate training?

3. Have you ever applied for licensure or fo sit for an examination or taken an examination under

a different name? If so, previous name:

4, Since your enrollment in college, have you been denied the privilege of taking or finlshing an
examination or been dccused:of cheating ahd/or improper conduct during an examination?

5. Have ydu ever failed any of the following examinations: FLEX, any State Board examination,
any part of the National Boards, any Step df the USMLE, NBOME, o have you failed to gain
certification from the National Board of Medical BExaminers or any foreign licensing or
certification body?

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

6-B." Have you ever voluntprily surrendered a lidense to practice medicine or any healing art?

7. Have you ever, for anfy reason, lost Amerioan Board of Medical Specialty or been denied

required

recertification by one or more specialty boards?

8-A. Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professiona! competence or conduct by any governmental
authority, health care facility, group practice ot professional medical soclety or association
(international, national, state ‘or local)? (See definition).

8-B. Hasany

medical

Applicant’s Signr

standards of practice by any governmental iauthority, healthcare facility, group or professional

disciplinary qction ever been tach against you for violation of laws, rules, by-laws, or

society or association ( national, sfate or local)?

Date: & /7 (470N

\"\ QL
v—] ; “
ture; ‘ ] .

N

Page 1

oyt
w it
B gt

LI



9-A.

9-D,

10,

11,

12.

13.

i4.

15-A,

15-B.

Applicant’s Signatare:

Have you ever voluntarily relinquished any medical staff membership?

Has your medical staff membership, medical privileges or medical staff status at any
hoslaiial been limited, suspénded, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted ot recommended by
a medical staff committee or governing hoard?

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denlal been recommended by a standing medical staff committee or
governing body?

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

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

Has your privilege to possess, dispense dr prescribe controlled substances ever been
suspended revoked, denied, restricted or surrendered, or have you ever been called before
or warned by any state ot other jurisdiction including a federal agency regarding such
privileges?

Has shy professiongl liability insurance grovider ever restricted, limited, terminated,
imposed a surcharge or co-payment, or placed any condition related to professional
competeney or conquct on your coverage or have you ever voluntarily restricted, limited or
termitiated your insurance coverage in rciponse to any inquiry by a professional liability
insurance provider?

Have you ever been the subject of any suspension or probation proceedings instituted Blue
Cross.or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan; or
have you ever been restricted from receiving payments from any Blue Cross ot Blue
Shield, Medicare, Medicaid (any state), qr third party programs?

Have you ever had an application for mejnborship as a participating provider rejected by
any HMO/PPO/IPA. or othér prepaid hea{(t?x care plan or your contract as a participating
provider terminated by any HMO/PPO/IRA or other prepaid plan?

In the past ten (10) years, has any medical malpractice claim been made against you,
whether or not a lawsuit was filed in relation to the claim?

In theipast ten (10) years, has any lawsuit, other than a medical malpractice svit, which is
related to your competency to practice medicine, or your professional conduet in the
practice of medicine, been filed against yiou or has such a suit been settled, adjudicated or

‘ %Q*“{’“';%

otherwise resolved?:

Date: \('I ‘k/(' o

Pago 2
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CONFIDENTIAL MEDICAL INFORMATION

Before completing the following questions, refer to the instructions for definitions and additional
information. If answering “yes” to any of the questions, you must provide details on the
supplemental pages for qu?stlons #16-A to 19, For purposes of the following questions, “currently”
does not mean jon the day of, or even the weeks or months preceding the completion of this
application. It'means recently enough to have an impact on one’s functioning as a licensee, or
within the past two years of this application.

S NO

16-A.  Since'becoming a rrledical étudent, have 'you been diagnosed with or treated for a medical
condiéion which in any way currently limjits or impairs your ability to practice medicine or
to function as a physician?

16-B. Do you currently have 4 medical condition which in any way limits or impairs your ability
to practice medicine or to function as a physician?

17-A,  Within the past two years, have you engaged in the use of chemical substancos with the
tesult .that your ablhty to practice medicine is currently impaired or limited?

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

I8, Are you currently engaged in the illegal vise of drugs or misuse of prescription drugs?

19, Within the past five years, have you voluntarily modified or otherwise limited your scope
of practice of medicine for any reason other than a medical condition?

s

I your responses to Questions 1-19 change while j‘your application is pending, you must immediately
notify the Board|of the new information,

Pursuant to M.G.L. c. 62C, § 49A, I certify under thd penalties of perjury that, to the best of my knowledge and
belief, I have filed any Massachusetts stato tax returns and paid any Magsachusetts state taxes that are required
under Jaw. (Note: This applies even if you reside out of the state or out of the country.)

Pursuant to G.L.c; 62C, § 49A, to the besp of my knowledge and belief, I am in compliance with G.L.c. |19A
relating to withhoﬁdmg and remrtﬁng Child Suppott, l

Pursuant to M.G.L. ¢, 119, § 51A, I cettify under the penalties of perjury that I will fulfill my obligation to repott
abuse or neglect df children, 1will read the Board’s egulanons, 243 CMR 1.00 through 3,00, To the best of my
knowiedge, I meet the qualifications for full licensure in Massachustts.

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

Applicané’s Signature; l(@‘-“r‘*—:b\ C’QA—‘-\ Date:_~F /Y vy
b

1
i Page 3
|




Cur;‘iculum Vitae

Ly Chie ! .
' ' 330 Brookline Avenue
: Department of Obstetrics and Gynecology
, ! Beth [sracl Deaconess Medical Conter
' Boston, MA 02215
(617)667-2285
Personnl Daia Birthdate: .
P]ace
Education 1996 B.8.  Yale UniversityiMolecular Biophysics and Biochemistry), New Haven, CT
' 2000 M.D.  University of Mhssachusetis Medical School, Worcester, MA
Postgraduate Training ' _ ) .
2000-present - Resident in Obstetrics and Gynecology, Beth Israel Deaconess Medical Center, Boston, MA
2003-present  Clifef Residlent in Obstetrics and Gynecology, Beth Istael Deaconess Medical Center, Boston, MA
Licensure’ Massa¢husetts (lamlted) USMLE 1, USMLE 2, USMLE 3, BLS, ACLS l

Membership in Professional Societ!es

Committees

Awards -

* Research

" Volunteer

'Language

- Other Interests

References

1996-present  Madsachusetts Medical Spciety
2000-present - American College of Obststrics and Gynecology
2001-prosent  American Association of Gynecologic Laparoscopists

1997-2000 Student Body Council Class Representative, UMMS
2003-present Graduate Medical Education Committee, BIDMC
2003—p|resent OB/GYN Quality Agsuranice Committee, BIDMC

H B I

1994 -+ Natjonal Sclence Foundation Summer Fellowship
1995 - New Haven Community Service. Recogmtlon Award
2000 Atpha Omega Alpha
2000 . American Medical Women § Association JTanet M. Glasgow Achievement Citation
2000 ' Merck & Co,, Inc. Award
2002 Berlex Best Teachmg Resident
2003 Douglrs K, Richardson Perinatal Collaboration Award
1994 | Restarch Agsistant, Bost nUmvelslty, Department of Biology. Studied
C © developmental neurobiology in the laboratory of Dr. R. Hansman,

1995- 1?96 ' garch Asmstant Yale University School of Medieine, Pediatric Infectious Diseasés,
! : jed the'molecular blO ogy of Epstein-Barr virus in the laboratory of Dr Q. Miller.

1993-1996 Codirector of DEMOS (Dynannc Educational Marvels of Scxence)
1994-1996 . . Cabinet member of Dwight Hall, Yale University

1995-1696 Cofounder of Yale Science Education Initiative

1996-1998 Students Teaching AIDS To Students, Worcester, MA

1997- 1?99 X St zi\nue ] Frcc Clinic, S}{rewsbury, MA

‘Proﬁcxént Chlnesa b

run‘ningi, travel, film, ultimate frisbee, ballro‘,om dance’

Furnished upon request



Lucy Chie

Curriculum Vitace

i 330 Brookline Avenae
Department of Obstetrics and Gynecology
Beth lsrael Deaconcss Medical Center
Boston, MA 02215
(617) 667-2285

Personal Data

Education

Birthdate:

Place:

1996 B.S.
2000 M.D,

Postgraduate Training
2000-present  Resident n Obstetrics and Gynecology, Beth lsrae] Deaconess Medical Center, Boston, MA
2003-present  Chief Resident in Obsteirics and Gynecology, Beth Istael Deaconess Medical Center, Boston, MA

Licensure

Yale Univeysity {(Molecular Biophysics and Biochemisiry), New Haven, CT
University of Mdssachuse(ls Medical School, Warcester, MA

Massachusetts (fHinted), USMLE 1, USMLE 2, USMLE 3, BLS, ACLS

Membership in Professional Socielics
1996-present  Massachusells Medical Society

2000-present American College of Obstetrics and Gynecology
2001-present American Association of Gynecologic [.aparoscopists

Commitiees

Awards

Research

Volunteer

Language
QOther interests

References

1997-2000 Student Body Council Class Representative. UMMS
2003-present Graduate Medical Education Conmimittee, BIDMC
2003-present OB/GYN Quality Assurance Committee, BIDMC

1994 Natronal Science Foundatjon Summer Fellowship

1995 New Haven Community Siervi(:e Recognilion Award

2000 Alpha Omega Alpha .

2000 American Medical Women’s Association Janet M. Glasgow Achievement Citation

2000 Merck & Co., Inc, Award

2002 Berlex Best Teaching Resident

2003 Douglas K. Richardson Perinatal Collaboration Award

1594 Resdarch Adsistant, Boston University, Department of Biology. Studied
developimental neurobiology in the faboratory of Dr. R, [Tausman.,

1995-1996 Resoarch Assistant, Yale University School of Medicine, Pediatric Infectious Diseases.

Studicd the molecular biology of Epstem-Barr virus in the laboratory of Dr. G, Miller.

1993-1996 Codirector of DEMOS (D’ynamic Tiducational Marvels of Science)
1994-1996 Cabinet mermber of Dwight Hatl, Yale University

1995 Delegation Host Leader fqr Bolswana, Special Olympics
1995-1996 Cofounder of Yale Sciencg Education Initatve

1896-1998 Students Tepching AIDS To Swdents, Worcester, MA

1997-1959 St, Anne's Free Clinic, Shyewsbury, MA

Proficient Chinesc

running, travel, film, ultimate frisbee, ballroom dance

Purnished vpon request
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Comonwealth of Massachusetts—Board of Ragistration in Medlcine
560 Harrison Avenus, Suite #G-4, Boston, MA 02118 (617) 654-8810

[ CERTFIGATE OF MORAL AND PROFESSIONAL CHARAGTER |

INSTRUCTIONS TO THQ APEL]CANT This form must be signed by a physician legally o
authorized to practice medicine in the United States. Someone who has known you for e
a substantial perlod of time and is not a relative should executa this statement. The _ Py
Board of Registration in Medicine prefars statements from physiclans licensed to '
practice in Magsachusetts,

CHARACTFR

This cerifles that | have bean personatly acguainted with the
physiolan named below:

Lt(‘\.{ \(W\ (‘tdu (,lr\u?

L {ome of applisenly

' ¢

forwwf:éwmyaars. | belleva that the above named physiclan
is of good moral character and worthy of confidence and
recommend him/her to the Massachusetta Board of Registration

ImMtMediclne. )
~ . : i ““’ 7
by hie el }i OM A {W)
| Slgnature of applicant ﬁigj‘lature of Certifying Physician M

v L.

| certify that the phitograph 3333& ﬂ/{/ﬁi

above is a genulne likeness of the - License Number State

maker of the signature above.

J. PerLMytIEL

Type or print name clearly

:‘f\ddr@ss: g ;?)('f 9 1‘%.&901(’;{, (ijg'/c{t@: f:g/p“f’“ D ﬂ) |

: oyt
3 / a%lo8 "z;ié?;g) @3} )ﬁ"&—f? o i&g{ QM_____
. ‘ : de ....

My commission expires

WMMWM Return the compfeted form to the
applicant i g 9‘

Seal Verlﬂed |
e awlod

DATE: ..
CINITIALS: 94 o




:

e R .o . e m e e e e e Receivcd e e -
OiﬁceofﬂleRegisu-ar

MAY 2 5 2004

Universi ty of Massachuserts

Commonwealth of Massachusetts Board of Registration in Medicine Medical Schoq

560 Harrison Avenus, Suite #G-4, Boston, MA 02118  (617) 6549810 www.massmedboard.org

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please complete the walver for release of Information and ferward this form to your universityfmedical school{s) or university

of graduation for verification.
Waiver for Release of Information

| authotfze the medical schoo[lunive@ tisted below tzfa\jd:iny and all information pertaining to my medical education at your insfitution.
Applicant’s Signature: 3 u;]/\. . . Date of Birth _

Print or Type Name: CHIE ey Y. Social Security No:
(Last narne) (First Name} {Middle Initiaf)
Other Nama(s) i =
ease typa or print name(s .
Name of Medical School: {lalves t-hj ut Massachosetts chcﬂ-ﬁ SAAM {
Address: S5 Loke  Avenwe City: Werceste s State or Provines; _MA
— e e L _ e e S -
INSTRUCT] TO THE OR PESIG D OFF| L OF MEDICAL SCHOO E g
& e}
Please complete this form and forward it, together with a copy of the official transcript (which indicates courses taken, Eg %‘ Mm
dates and hours of attendance, and scores, grades, or evaluations} and mall it to the Board of Registration In Medicine. b S ' o
™
o L ) . > T
APPLICANT'S EDUCATIONAL HISTORY o st - S& - =
If name of institution was different from the above named Institution when applicant attended, please enter namne balow: %iﬂ) B S ;ﬁ
- m = = R - — o . R —e— [ 2 L.{? O [E——
5 =J
O o = -~

Premedical Educatlon: Does your school have a premedicat schoot education requirement? el ves

if “yes,” Indicate where the applicant completed premedical school.
Yale-Upndversity - e o R

© ~ —Applicant’s Undergraduate Schoals
New Haven, CT

Undergraduate School Address:
{Continued on page 2)



Enrollment and Participation: Our records Indicate that Medical Education Verification-2
Chie Tucy Y.
(*VPG ar print the appllcant's name): {Last nams) {First name) {Middla initial}

attended our medical school on the following dates (indicate the month, day and year in the section below).

ATTENDANCE DATES: EROM 1o FROM T0
8 119 19 6 110 197 7k 199 _6 /4 00
8 8 (97 3 f27 /98 —f —t
7./6 . 198 6 /25 /99 1 I i/
The applicant attended _ 162 total weeks of continuing on-campus education, not less than 32 weeks In each academic year and
checkone X! was awarded a degree In _Doctor of Medicine on (month/daylysar) 614 0O
[:] was NOT awardad degree. Please explain reason(s),
Unusual Circumstances: The following questions appfy to unusual circumstances that occurred during any part of the applicant's medical education.
All guestions must be answerad. [f you answer “YES” to any of the guestions below, pisase enclose an gxpianation.
YES No

1. Did the applicant take any leaves of absence or breaks from histher medical education?
2. 'Was the applicant ever placed on probation? s
3. Was the applicant ever disciplined or under Investigation?
4. Were any negative raparts ever filed by instructors regarding the applicant?

COMMENTS:,

AFFDCINSTITUTIONAL SEAL HERE - - - . S
Slgnature: (MW

(if the institution does not have a seal, this form must be iy

notarized) INTERNATIONAL MEDICAL SCHOOLS MUST . AR YEE

ATTACH A COPY OF THE MEDICAL SCHOOL DipLOMA |t Name: __Michael F. Baker -

AND A TRANSCRIPT OR PROVIDE AN EXPLANATION.  rye. .. . Registrar .. . : . .
o Lt "

Seal Vedf@l W Date: .5 /26. /04 ° Telephotie: (_508"). 856~2267

CATE: -

“TIALS:

%@This form will not be accepted unless it is stamped with the institutional seal or notarized.




Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Bostoh, MA 02118 (617) 654-9810 www.massmedboard.org

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: | authcrize the release of information from my postgraduate training program listed below, as requested by the

Massaw of Registration in Medlcine, ;
Applicant's Signature: ?’\‘ Date: 3‘_3‘ l 04
Print or Type Name: Luvj Yea- Chan  Clhue
Name of Institution; Ret \oraeh Vencsness Medtoal Cender
CTOR
Please compiete this form and forward i to the applicant in a gealed envelope, sfaned agross the seal. If the department was a “rotating” or “transitional”
program, plaase submit documentation of the rotations, dates and hours of training.
Name of Institution: Reth  \srael Deacomess Medical Cender
If name of Institution was different when applicant attended, please enter name:
Enroliment and Partlclpation: Our records Indicate that Lukou \{e_v\—(,(/\ou Chie participated in the following program:
(Print applicant's name)
Dates Aftended Accredited By
Program Type PGY Department or {(MONTH/DAY/YEAR) Completed (ACGME, RSC, ACA
(internship, residency, {1,2,3,4) | type of specialty (YES/NO) or hot accredited
; FRCOM TO
fellowship) i training . ) . 1. L. _
Oraiin, a7l OBIEYA aia o [l (SVZTM0 S Cox 1

PO Q oridurey, 5 O?x)(aup\_.ﬂ ot julzoloe 1% peEme
PaunIesdea | D OB O o '?L\.\\b.;? ol adom | Yoo M Eme.
!

- ’Pe%\\\@agc\-m% o) 6:{“‘1\-\%\5 kohﬁmxg,(m nceme. |

{Continued on page 2)
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. . POSTGRADUATE VERIFIGATION FORM PAGE - 2
appicants  name. rucy Nea-Chal Chie

Unusual Clrcumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical education.
Please circle the appropriate response, If you answer yes to any of these questions, please enclose an explanation,
QUESTIONS YES NO

1. Did the applicant take any leaves of absence or breaks from hisfther post-
graduate training?

2. Was the applicant ever placed on probation?
3. Was the applicant ever discipiined of under investigation?
4. Were any negative reports ever filed by instructors regarding the applicant?

5. Were any limitations or special requirements imposed on the applicant

because of quastions of acadermnlc  ihcompetence or disciplinary problems?
6. During the applicant’s partfc&paﬁon, our postgraduate medical training  [1 was accredited by: AcGME  [IOthen

COMMENTS:

Certification: | hereby certify that the abave Information is comect, to the best of my knowledgs,

. - : ‘ N
. AFFIX INSTITUTIONAL SEAL HERE M
) Program Dlrector's Signature:

{If the [nstitution does not have a seal, Print Nams—SQ'X\ F A\ﬁ&j:)“ k %\\/

this form must be notarized by a notary

 public). ) _ Academic Title: chdp n“t'TD\(‘eﬂJ\-(f\

Telaphone: (LoVE \’-l—)_l,olol_é’aﬁﬁ Today's Date: _Ldg:l_ﬁ}-\- v

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

DATE: 5“{&2( oA

INITIALS;___ T




MALPRACTICE HISTORY

Commonwealth of Massachu:’?etts Board of Registration In Medicine
560 Harrison A\fenue, Suit? #G-4, Boston, MA 02118 (617) 654-9810 www.massmedboard.org

|
MALPRACTICE HISTORY
|

3

Applicant's Instructions: Complete thls walver for release of Informatlon and forward a copy to each of your
current and past liabllity carrler(s) over 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 claime history. If you have
additional llabllity carrlers, you may photocopy this form. Please return the Malpractice History form(s) with
your orlginal signature to the Board of Registration in Medicine.

Walver for Release of Informatjon

| authorize my professional llability carrler(s) listed bslow 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

othér disposition or Inférmation in itf possession, custody or control

oh my current policy number, and/or any other policy | have had with this
or any other carrler l

5, dates of policy coverage must be Included.

PP

Liabllity Carrier's Instructions: |f the applicant has any open or closed cases that have gone to trial,
whether or not monles wera pald, a copy of the complaint or summons, disposition or Judgment and
amount of monles pald 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. =

Liabllity Carrier: Conbrolled Ruske Lﬂﬁ“’aﬂ(ﬂc"“‘i‘:"‘ﬁul“‘(éirom:‘/iﬁ (80 _To:6f30/ 03

Clty: _Cowmboridas State: _pMA Pollcy Number,_CA&c 100 >3 BoM ¢
Liabiltty Carrier: Catted Bt \swaaee Cougany, WA From: 1 /0 To: 620/ ¢4
City: mea%z | State: __ M ! Pollcy Number:_CCAN#_~C GilPL ~ §Hb ~2003

! . ;
Liability Carrler: . . From: / To: /
Clty: . '____State: ] Policy Number:

. . « .
Applicant's signature: ‘[‘V‘M—\l" C/QA_,_L I ) (N o
. ' Date

Print Name: LULCM_ Chae
Address: _ , City:

State: N : : Zip code:;




COMMONWEALTH OF MASSACHUSE%I‘TS«BOARD OF REGISTRATION IN MEDICINE
560 Haxrison Avenue, Suite #G-4, Boston, MA 02118 (617) 654-9810 www.massmedhoard.org

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

1 by Nen-Chai  Clie

(type/piiiit your complete name)

request and authorize every petson, institution, professional licensing board of any state in which I hold or may
have held a lcense to practice my profession, hespit?i, clinic, government agency, (local, state, federal or forelgn),
law enforcement pgency, or other third parties and organizations, and their representatives to release information,
records, transeripts, and other dpcuments, concerning my professional qualifications and competency, ethics,
character, and other inf'orrmn,ifml pertaining to me to the Massachusetts Board of Regisiration in Medicine.

I further request and authorize that the requested information, documents and records be sent directly to:

Board of Registration in Medicine
560 Harrison Avenus, Suite #G-4
Boston, Massachusetts 02118
Attention| Licensing

Immunity and Release

I hereby extend absolute immunity to, and release, djscharge, and hokl harmless from any and all lability: 1) the
Board of Registration in Medicine, its agents, represl(ntatives, directors and officers; 2) other agencies, institutions,
hospitals and clinics providing information, their representatives, directors and officers; and 3) any third parties
and organizations for any acts, communications, repqris, records, transeripts, statements, documetits,
recommendations or disclosures involving me, made in good faith and without malice, requested or recelved by
the Board of Regjstration in Medicine, . -

By my signature below, 1 acknowledge that informatﬂon, documents and records required to be furnished by
another organization, educational institution, hospital, individual or any petson or groups of persons has been sent
to me directly from the primary gource in a sealed envelope and that none of the seals have been broken. 1
understand that the Board of Registration in Medicine will not accept any such information, records or documents
forwarded by me unless they are in sealed envelopes!

A photocopy or facsimile of this authorization shall be as valid as the otiginal and shall be valid up to one year

from the date signed. , _
. Cj,k);(‘ &(«\{ S l o \_‘.

Applicant’s Signdure ! Date of Signature

(hre, Luly X .
Applicant’s Printed Last Name, First Name, Middle Initial, Suffix (e.g., Jt.)

Applicant’s Date of Birth (month/day/year)
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Application #: % ] %/(

Date Approved:

_.,_-——--*“"T”mATiON N
BOAR I
S ommonweazlth of Massachusetts V{’/P 6 6[06

* Bodrd of Registration in Medicine

Po0
10 West Street, Boston, Massachusetts 02111 U Lgﬁ,(_\,%

INITIAL LIMITEDILICENSE APPLICATION

|
_MLQBI&EI flead the accompanying lnstr ctions before completing this form, and print legibly
or type your answers. Please attach a $50 check payable to the Commonwealth of Massachusetts.

CHECK ONE: /

Graduate of a Medical School in the United States, Canada, or Puerto Rico (USMG)
Graduate of an International Medical School (IMG)
Graduate of an Internatidnal Medical Schogl applying under the Special Refugee Physician Program

~ NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS
SECTION A: Sworn Statement to be Completed by Applicant

1-A.  Name: (Last)__Chie (First) \—uc3 S
1-B.  Other Name(s)

Guethes'o)
1-C. Mother’ sMaxden Name C\f\ang . Social SecuntyNo

2) Have you ever been licensed under a different name?

3) Have you ever applied for licensure, OT applied to sit for an examination, or
taken an examination under a different/name?

If yes, you|must provide additional infonf,latlon. (See instructions.)

. XES
1) Have you ever been known under a different name or combination of names? E
]

i
Z

2, Current Résidence | ! Telephone Number:_ e
City: _ ' j State: Zip:
3. Date of Birth: ’ Place of Birth: _

(Month (Day) (Year) !
i | ' .
4, Sex: [JMale !MF&male S.i Social Security Number:
Name of Massachusetts Training Hospité}: Beth Tomel Denconess Medicd Center

o

330 Rnokline Avenve Resko
(Street Address) (City)




NAME; Luc,\j Y. Chie ' - Page 2 of 6

7.

10.

11,

12-A.
12-B,

13.

Name of premedical school(s): Yole \Avéms'vh:)

Location: New Mewen T, USA
1O, Sinis, Country)

Name of medical school(s): U\wa_rs'\\-ﬂ & Maspmchosetts Mediea) Schoal

Location: \Woveester aMA L USA
) (Clty, State, Country)

Date of Graduation: ___06 / od_/ 00 Degree: I'ZTM D.[] D.O. Othcr(spécify)
(Month). (Day) - (Year). .

Have you had previous post-graduate training?  [WINo [[]Yes [JU.S.or [] International

Name of Institution:
Address:

Name of Program: Dates of Training;
(If additional space is needed, please continue your answer on a separate sheet of paper.)

List states (abbreviations) where you are currently licensed to practice medicine (include
residency training licenses). Indicate whether full license (F) or residency or limited license (L),

O L) Ol Ol D L)

List states (abbreviations) where you were previously licensed to practice medicine (include
residency-training licenses). Indicate whether fuil license (F) or residency or limited licénse (L).

el . OeoOw_ Oe0o _ O® 0o
YES NO

If you are 8 USMG, have you taken more than iygm to complete medical school?

If you are an IMG, have you taken more than § years to complete medical school?
If yes, you must provide additional information. (See instructions).

Has more than one year passed between the date of your graduation from medical

schoo! and the anticipated start date of your limited licensure in Massachusetts?

If yes, you must provide additional information, including your curriculum vitae

and the months and dates of any gaps in your professional activities since graduation from
medical school. (See instructions.)



NAME: L“C’j| Y. Chie - ‘ ' Page 3 of 6

14,

YES NO

Have you ever been enrolied in a residency, program(s) where you were
required to repeat a year of training? (Seeinstructions).

Explanation attached: [_] Program Director’s explanation requested: ]

If you answered “yes* to question 14, a letter from your program director is required.

SECTION B: Read the instructions, Check either YES or NO to each question. Do not answer N/A.
If you answer YES to any of these questions, you must provide details on the Limited License

Supplement.
YES NO
15.  Since your enrollment in college, have you been subject to any disciplinary
action (see definition) at any academic institution?
16-A, Have you ever been terminated by a medical school or postgraduate training program?
16-B. Have you ever been granted a leave of absence by a medical school or a
postgraduate training program?
16-C. Have you ever voluntarily left, transferred or withdrawn from a medical school or
' postgraduate training program?
If you answered “yes” to 16-A,B or C, a letter from your medical school(s) or
postgraduate training program(s) is required.
17.  Since yourenrollment in collége, have yop been denied the privilege of
taking or fipishing an examination or have you been accused of cheating and/or
improper conduct during an examination?!
18.  Have you ever, for any reason, been denied a medical license, whether full,
limited or temporary, or have you withdrawn an application for medical licensure?
19.  Have you ever voluntarily surrendered a license to practice medicine or any

healing art? | |
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20.

21,

22,

23.

24,

25,

26,

27,

28.

29.

YES NO

Are any formal disciplinary charges pending against you, or do you have knowledge
of any pending investigation into your professional competence or conduct by any
governmental authority, health care facility, group practice or professional medical
society or association (international, national, state or local)? (See definition).

Has any disciplinary action ever been taken against you for violation of
laws, rules, by-laws or standards of practice by any governmental authority,
health care facility, group practice, or professional medical society or
assogiation (international, national, state or local)? (See definition). .

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committes or
governing body?

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

Have you ever voluntarily relinquished medical staff membership?

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

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

Has your privilege to possess, dispense or prescribe-controlled substances ever been
suspended, revoked, denied, restricted or surrendered, or have you ever been called
before or warned by any state or other jurisdiotion including a federal agency
regarding such privileges?

In the past ten (10) years, has any medical malpractice claim been made against you,
whether or not a lawsuit was filed in relation to the claim?

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which
is related to your competency to practice medicine, or your professional conduct in

the practice of medicine, been filed against you or has such a suit been settled,
adjudicated or otherwise resolved?



NAME: LL\%J_\( Chie : ' . ) Page § of 6
' 1ALIMED T |

Before completing the following questlons, refer to the Instructions for definitions and additional Information, It
answering “yes" to #ny of the questions, you must provide detafls on the Limited License Supplement. For purposes of
the following questions, “currently” does not mean on the day of, or even the weeks or months preceding the completion
of this application. It means recently enough to have an Impact on one’s functioning as a licensee, or within the past two

' years,

YES NO

30,  Since becoming a medical student, have you been diagnosed with or treated fora
medical condition which in any way currently limits or impairs your ability to
practice medicihe or to function as a physician? '

31. Do you currently have a medical condition which in any way limits or impairs
your ability to practice medicine or to function as a physician?

32, Within the past two years, have you engaged in the use of chemical substances with
the result that your ability to practice medgicine is currently limited or impaired?

33.  Have you ever refused to submit to & test to determine whether you had consumed
and/or were under the influence of chemical substances?

34.  Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?

35.  Within the past five years, have you voluntarily modified or otherwise limited your
scope of practice of medicine for any reason other than a medical condition?

If your responses to Questions 15-35 change while your application is pending, you must notify the Board of the new
information immediately. Please note that your license explres at the end of the academic year and must be venewed. A
limited licensee may practice medicine only at the institution or its affiliates. With a limited license you are not allowed to
“moonlight” under any circumstancos,

CERTIFICATIONS: :

Pursuani to M.G.L. c. 62C, § 49A, 1 certify uud?r the penalties of perjury that, to the best of my knowledge
and belief, I have filed any Massachusetts stateitax returns and paid any Massachusetts state taxes that are
required-under law, (Note: This applies even ifiyou reside out of the state or out of the country.)

Pursuant to M.G.L. ¢. 119, § 51A, I certify under the penalties of perjury that I will fulfill my obligation to
report abuge or neglect of chi}dren. I will read gle Board’s regulations, 243 C.M.R. 1.00 through 3.00. To
the best of my knowledge, I meet the qualifications for limited licensure in Massachusetts,

I certify under the penalties of ‘perjury that all information on this form (front and back, and all attached
pages) is true, to the best of my knowledge ’

Applicant’s Signature: \£wwz\5 ,L‘. C/Qn-l.&_ Date: 4~ / 2 /o
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b 12

SECTION C: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL
OF THE INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN
APPOINTMENT.

This certifies that LU(' J9) L!J/\ T ‘ has been appointed
(Name of Applicant)

to the position of [ Intem [] Resident ] Peliow

in the specialty of Qb@;‘lﬁg; 00 Qs cﬂ Ga oy d%ﬁ: as a PGY b

Department: Gone Subspeciality;
aw_ Reth Tsearl DeAconcss mediead Cenfep
(Name of Healthcare Faci!ity)
beginning _ 06, / 44 _/_ 00O to anticipated completion of training; Al 30 {nY.
(Month) (Day) (Year) (Month) (Day) (Year)
YES NO
Is the program accredited by the ACGME? 8 O
If o, is thereanACGME-approv?d/tra' i in the applicgnt’s specialty? [ []
Designated Official’s Signature: A
T/
Type or Print Name: H’En@b{: | M?o hol 2 i
Official Title; Q&mde‘m? :D:Q»gsa&m Diesefor.
Date:_ 04 / 1% /10O Telephone Number: _ &) % = G677~ 4AES

Share/Borms/llinapp2A
Reviged: (1/04/2000



i LIMITED LICENSE APPLICANT

COMMONWEALTH OF MASSACHUSETTS—-BOARD OF REGISTRATION IN MEDICINE
1410 WEST STREET, BOSTON, MA 02111 - (617) 727-3086

. . ~ !
l, CLuew Yea-thei  Chie |
{type/prinfyour complete name) |

requesi and authorize every person, Institution, professlonal licensing board of any state in which | hold or may have
held a ticense to practice. my profession, hospital, Flinlc. govarnment agenay, .{local, state, federal or forelgn), law
enforcement agency, or other third parties and orgamzations, and thelr representatives to release information,
records, transcripts, and other documenis, concarning my professional qualifications and competency, ethics,
character, and other infarmation pertaining to me fo tpa Massachusetts Board of Registration In Medicine.

| further request an'd authorize that the requested information, documents and records be sent directty to:
Board of Reglstration in Medicine

10 West Street, Boston, MA 02111
Attention: Licensing

Immunity and Release

e e —O—

!

| hereby extend absolute Immunity to, and release, 'discharge, and hold harmless from any end afl fiabflity. 1) the
Board of Reglstration in Medicine, its agents, repreﬁentallves, directors and officers; 2) other agencies, institutions,
hospitals and clinics providing Information, their representatives, directors and officars; and 3} any third parties and
organizations for any acts, communications, reports,| records, transcrlpts statements, documents. recommandations

or disclosures Involving me, made in good faith 'and without malice, requested or recalved by the Board of
Registretion in Medicine. )

By my signature below, | acknowledge that lnformatlbn. documents and records required to be furnished by another
organ!zatlon. educa!ional Instltution. hospital Individual or any person or groups of pereons must be sent directly by

: | 1 understand that the Board of Reglstration in Madicine will not
acéept any such lnformatfon. records or documenis forwarded by me.

A photocopy or facéimtle of this authorization shall b{a as valid as the original and shall be valid up to one year from
the date signed. '

‘\f-v%«.'h—dd,nl\ ! | tl—_lz-}o::

Applicant's Signejur‘e Date of Signature
Claie . \Luw X.

Applicant’s Printed Last Nafme, First Name, Middle lnlval Suffix (e.g., Jr.)

] .
§

Applicant's Dbte of Blrth (monthldaylyear)

o




LIMITED LICENSE APPLICANT

SAF e - e me—miiit i mmamee e e m e e ermemm e — e
F

RS AN . Commonwealth of Massachusetts Board of Registration in Medicine
) . s 10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 .

= e "7 MEDICAL EDUCATION VERIFICATION

tionfin Mdiclne

. B . . T T, b
S: Plagse complete the walver for release of Information and forward this form to your university/medicat school(s) or university
uation for verification. : :

e Walver for Release of Information

=== rmmtvrize the medical schoolfuniversity listed below to provide any and all mformation pertaining to my medical education at your institution to the
Massachusetts Board of Registration In Medicine. .

?aB,oa of

A,

Applicant’s Slgnature: \f.u—c‘é’h Ss " _PpateofBith
Printor Type Name:___ Clale Lucy Y. Soclal Security Mo _
{Last name) {First Nate) {Miiddio tridal)
Other Name(s) = T )
aase Qr pi Int neme(g) - — - -
Name of Medical School: Werst pasedno el Sebiowl
Addrese:; 55 lLoke Puenve- Clty_Worcestes State or Province: A

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAE SCHOOL

Piease completa this form and forward it, together with a copy of the applicant's official transcript (which Indicates courses taken,
dates and hours of attendance, and scores, grades, or evaluations) directly to the Board of Reglstration In Medicine.

APPLICANT'S EDUCATIONAL HISTORY
i name of institution was different from the above namad institution when applicant attended, please enter name below:

Premedical Education: Does your school have a premedical school education requirement? E;]—Yes 1Mo
if yes, indicate where the applicant completed premedical school.

Applicant’s Undergraduate School; Yale. \lniversl'}:j

Undergraduate School Address: New Hovea , €T

Continued on back




IMITED LICENSE APPLICANT

Enroliment and Particlpation: Qur records indicate that

(type or print the appliicants name): {Last name) (Firsthiame) - {Middle infiian)

sttended our medical school on the following dates (indicate the month, day and year in the section below):

ATTENDANGE DATES: ; FROM | EROM O 10
: 1/71% é!j_l97 £ 129199 é 151R
i/o" / s 127J 5 I/ : It
j’ & I 125 | 49 _— S S S
The applicant attended 4}@@@ of continuing on-campus education, not less than 32 wesks in each academic year and
. €.
check cne M awarded a degree n on (monﬁﬂdaylyear) é Va I_,@_

[l was NOT awarded degree, Please explain reason(s).

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any ngn of the applicant's medical education. Al
questions must be answered. H you answer “YES" to any of the questions below, plggge enclose an explanation.

YES KO
1. Did the applicant take any leaves of absence or breaks from hisfher medica! educalfon?
2, Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any negative reports ever fled by instructors regarding the applicant?

COMMENTS;
AFFIX INSTITUTIONAL SEAL HERE Signature;
1 {if the institution.does not ha\.’e a seal, this form must be
a5 notarized) ) Print Name: [
gINTERNATlONAL MEDICAL SCHOOLS MUST ATTACHA  Title: '/sz 48T
COPY OF THE MEDICAL SCHOOL DIPLOMA AND A J — -
TRANSCRIPT GR PROVIDE AN EXPLANATION. - " Date: f, 3/, 0 Telephone: (308 ) §&, —2.267



