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FLEDACTED 20y

m@ﬁﬁmlh%az $350.00 TO BE SUBMLYTTED

Anpplicaton &
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oe
Form ol Fee: _,.:'_{?mw_
Pleose Print 2
Name MARILIN ANN 'Hﬂj/-]@ Address
First nliddile Lass
Dateof Binth.____.

Placeof Binh ._POS YO M, MASSACHUSTTIN

Name on Birth Certificate HARIIN Aube oAIR | vrones _

Pre.-Medical Education

Medicat Education

School _YALE WNIWESITY {967 (07Y sehool _ ALBLANY __MEQIEAL CaLltbe

Years Auended S0 TN PNV, 1974 797 Years Adtended 1479 'qu

Postgraduate Fducation & Hospital Appointments from graduation from
Medical Schgol to the pregent tipe.

Place

rosition

Dates

SEE ENCLOSUE G

£ T L gD ”szi&c.‘;')f.ce EXPER) A =,

i

AFPOINTHEANTS LISTEE N REVERIE (HEOANOLOIC AL OO D0

Is this your first full license? N/Q IL appliceble, please list all
other states where you are or have been licensed:

NelW YORK

other names under which you have been licensed:

List Speciaity Boarde by which you are certified: MMEKICAN BoARY
OF CATHOLLOG Y

REASON APPLYING FOR A MA LICENSE__ &M PLEYM M T
anticipated starting date if you have position pending in
Massachusctts: 3 / /s Qo

NOTE: Change of address must be submitted to the Board of

Registration in Medicine in writing.

of new address.

AFFIDAVIT OF APPLICANT:

1, the undersigned applicant, hereby certify that al)
included in this appl lcation for licensure constitutes a true
statement made under penalty of perijury.

?sz22&245§m$¢f>é§f%i~_Mwwwwmm_

STGNATURE OF

APPLICANT

Please include effective dates

information

vare. $7 415 Pb
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Commonwealth of Massachusetis
Board of Registration in Medicine FORM I

Ten West Street
Boston, Massachuseﬁapz_,n 11
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i i usingss Reguiation ¢ 7.
ALEXANDER F. FLEMING An Agoncy withln the Executive Offica of Consumer A#a sy Inpss Reg ]

4
1 i U-.H,J,;. e .o
EXECAMGIVE DINEGTroOR HETR )
. i :.;‘1 TN

VERIFICATION OF PREMEDICAL AND MEDICAY, INSTRUCTION AND GRADUATION
INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL,

Please complete this form in full and return it DIRECTLY TO THE
ADDRESS ABOVE. This Verification cannot be accepted nor can a license
be issued to the applicant unless you send this form directly to the
Board of Registration in Medicine. Thank you for your cooperation.

I CERTIFY THAT MARIWYN ANN_ HAIAK CREDITABLY
NAME OF APPLICANT

COMPLETED AT LEAST TWO YEARS OF A PREMEDICAL COURSE INCLUDING PHYSICS,
BIOLOGY, INORGANIC AND ORGANIC CHEMISTRY AT:

YALE UNMIVERSITY — New HAveEN, CT.
NANE AND LOCATION OF UNDERGRADUATE EDUCATIONAL INSTITUTION

BOsTON  YNIVERSITY,  DLsTON, HA.
NAME AND LOCATION OF SECOND UNDERGRADUATE INSTITUTION (IF APPLICABLE)

for admission to: ALEINY ME DICHL  CoLlLEG
NAME OF MEDICAL SCHOOL

RLGANY, NY
TOCATION OF MEDICAL SCHOOL (CITY, STATE, COUNTRY)

1 FURTHER CERTIFY THAT MARILYN ANN HATA L
WAMI; OF ADPLICANT

HAS COMPLETED AND ATTENDED TOR i _ ACADEMIC YEARS OF INSTRUCTICR,
NUMBER

OF NOT LESS THAN THIRTY TWO WEEKS IN EACH ACADEMIC YEAR

AT: ALBBANY MEDILAL CcoLLELET
NAME, OF MEDICAL SCHOOL

CONTINUED ON BACK OF THIS PAGE



Commonweaith of Massachusetts
Board of Registration in Medicine ‘

Ten West Street
Boston, Massachusetts 02111

(61-7)7ﬁ27-3CN36 FORM L CONTINUED

ALEXANDER F, ELEMING An Aganicy within Lhe Executive Offica of Consumer Affairs and Business Regulation

CXECUTIVE DHIECTOR

NAME oF APPLICANT M ARILYN QA NN RNATAK .
TO MEDICAL SCHOQL: Give exact dates of instruction,
including month, day of month and vear for each year to show
the number of weeks, excluding vacations, in each year.

FrROM: O H 74  To:  (p |5 B

MONTH DAY YEAR WMONTH DAY YEAR
rroM: L K0 To: A 22 ol

MOWTH DRY YEAR MONTH DAY YEAR
rroM:  Q - q 8] o | \ 82

MORTH DAY YEAR HMONTH DAY YEAR
FROM: _ 2 A5 83 ro: /2 23 83

MONTH DAY YEAR MORTH DAY YEAR
FROM: TO:

MOWTH DAY YEAR HONTH DAY YEAR
FROM: TO:

MONTH DAY YEAR HONTH DEY YERR
FROM: TO:

MONTH DAY YEAR HONTH DAY YEAR

AND HAS RECEIVED/WILL RECEIVE A DEGREEE or-"[ 23;,{—0{ Q£I Med{aiﬁ@

ON Maz_,} 2

19 F34

X

~3

)
DEAN OR DESIGNATED OFFICIAL

v T Kvemer, Reagobrax
NAME AND TITLE (PLEASE TYPE OR PRINT)

SCHOOT. SEAL DATE: 5 /)eD )98
- ¥ 7

‘

Leave of Absence (Maternity)- 1/1/82-9/9/82



v pPost-Graduate Training FORM G

#his form must be completed and signed by the Lirector of
#rfiship or residency training program. 1f you had postgraduate

trad 'n in more tHan one program, this form may be duplicated. Upon
proper completion, this form must be returned directly by the hespital to
the Board’'s address below.
., MYeoN 60RDON, WD, . #?/Wf;fag

’ Name Title

hereby certify that MARILYN _*ﬁifggngGi. has served /  year(s)

of post-graduate training as a 2?6/ I in Dﬁ/é‘")’/\/
Position Specialty
at NLBANY MEOILAL CENTBR, _ALBANY. . . VY
Hosplital City ‘State
This program is ijimm is not ___ approved by the ACGME or the RRC.
Dr, dﬂﬂ'j,.@ﬁ,-_ﬂ___g_ o part.icipated in this program from
___m______jzr_w__, _ 3\'“/ _to _ (p o ?5_« and was issued %"2{_ __ was not
Month Yaar Month Yoar .
issued ___ a certificate as proof of completion of said training. (If

not issued a certificate, please explain.)

See atteche d M___A/zf-__ﬁea_m_.Z_ﬂa.__.A‘y'.'@_r_mﬁk L

I further certify that at the time of completion of the above tralning,
this physician was, to the best of my knowledge, competent tO praccice
medicine and there was no disciplinary action OUCStanding[i£\:;:ding

involving him or her. oxxi) Q§§gﬁfgtqu
oy

]
Usgignature of Director—"

/%

T hate

Hospital Seal

PETURN THIS FOMM DIRGCTLY TO: COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICIHE
TEN WEST STREET, 3RD FLOOR,
ROSTON, MASSACHUSETTS 07111



T, AT V .'L‘;"t ‘o L
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T-Grafuate Training FORM G

ons: ot tst bo completed and signaed by the Director of
intoame 6T residency Lraining program. 1f you had postgraduate
txg g Iin more than ono program, this form may be duplicated. Upon
Toper _completion. this_form_must be retubned directly by the hospital to
the Board!s address below.

L DS EFRey ROSS MO _CAPIRMBN,_ DEPT. PR THO00)
ane [ 1T Vi

1t ¥e

hereby cortity that _MARILYN. HASAR s sorved Y yearis)
of post—graduate training as a R&ES206NT in A THOLOO Y

“Position Speclalty
ac _ALBANY MEQICAL CENTHR, __ALBANY . NV
Hospital City ‘State
This program is _ is not __ approved by the ACGHE or the RRC.

pr. B;;C_Sﬁ,@:;;

% , Slo to @ e ?p and was Lssued _/ was not

TYear

__participated ip this program {rom

Month Yoay Month —
issued _  a certificate as proof of completion of said training. (If

not issued a certificate, please explain.)

I further certify that at the time of completion of the above training,
this physician was, to the best of my knowledge, competent to practice

medicine and there was no disciplinary action outstanding or pendirnig

involving him or her. %,&70 (o

TEignaturpsof Diractor

522 1

Dato

Hospital Seal

RETURN THIS FORM DIRECTLY TO: COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION TH MEDICINE
TEN WEST STREET, JRD FLOOR,
BOSTON, MASSACHUSETTS 02111



COMMONWEALTH OF MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE SUPPLEMENT TO APPLICATION FOR LICENSE

TO BE COMPLETED 8Y APPLICANT, PLEASE TYPE OR PRINT.

e MARVYN  HATAR P fime phone #1518 - TdR~Ya iy

MAILING ADDRESS: _ Businoss Address; & BRO oW ﬂ)’ - PP
TROY, NY 18180

Address valld until o Vimid

YOU ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW,

IMPORTANT NOTE: The Board's reguiations, 243 CMR 3.02, define *disolplinary action® as refofred to In the questions oa this application, Pleasa consult
this dofintion, which follows this portion of the application.

YES HO
. Has any modical maipragtico clalm boen mado against you Inthe last ten vears (whethor of not & lawsuit
was filed In retation to the dalm)? (You must complete Form 1B, attached, for aagl elalm)
2 Have you sver beon denled the right to parlicipate or enroll In any system wheroby a third party pays il or
part of & patient's bill?
3. Have you evar apphed for Bcansure or 1o sit for an examination or taken an examination under a different name?
if 50, pravious name:
4, Have you evor boon danlod the privilege of taking or finfshing an examination or been accusad of cheating and/or
improper condudt during an examination or otherwies besn subject 10 any disciplinary action {soo definktion)
st &n acadamio insthution sints your matriculation in cofiege?
6. Have you svor falled any of the following examinationgs the FLEX examinadion, any stxte Board axamination, failed Part Il of the
Natlonal Boards o falled to galn corification from the Natlonal Board of Medical Examiners?
6. Have you sver falled a ferelgn Hcensing or certification examination?
7. Have you sver been denied a medioal ficanse, whethet full, Imited or temporary, for any reason?
7. Have you aver hed etalf privileges, ompioynent or eppolntmont in & hospital or ather heaith tare instiution
donled, stspended or revaked, or resignad from a medical staH In lieu of disclplinary action (ses definltion)?
9. Are any formal disciplinary ehargas pending or has any disclplinary aotion (sea definition) boon taken against you in the
kst ton yoars by any govemmental guthority, by any hospltal or hoalth care tacility, or by any professiona)
modicn! association (intermational, national, state or local)?
10, Have you ever voluniarlly surrendered a license 1o practice medicing or any heallng an?
19, Have you eves withdrawn an application for medics! icansuro, hooplital privileges of appoimmen, for any reason?
12 Have you ever, for ey reason, lost American Speciatty Board Certification?
13. Have you been denied required recertification by one or more spacialty boards? If yes, which one(s)?

4. Have you, at any time, beon s defondant in any crminal proceeding other than minor trafflo affonass?

15, Has your privijogo Lo possess, dispenes or presoribe controlied subslances ever bean suspanded, revoked, denled,
rostricted of surrondered, or have you boen called hofore or warned by this state or any other
jurisdiction Including a federal agency at any time?

16. Have you ever had any emotional disturbance ar mental liness which has impalred your abllity to practice medioine
of to tunction as & studam of medicine? .

17. Have you ever had an organlo Hineas which has impelred your ability to practice medicine or ta function as a student of medicing?
18, Are you now, of have you besn in the past, dopandant upon alcohol or drugs?

19. Has any professional flabliity Insurance provider rastricted, limited, terminated, or imposed a surcharge on your coverasge?

£0. Have you over beon enrofled In a rasidency ratning programis) that you did not completa?

*IMPORTANT: SEE FOLLOYING PAGES FOR FURTHER INFORMAYION REQUIRED FOR "YES' ANSWERS.»

MNOTE ON QUESTIONS 16-15: The harm that befalls physiclans and pationts alike whon Impaiment gooes uadetestod and untroated

by the modioal profoesion Is dovasiating, The Board wents impalred physicians treated In the early siagoes of impalrrmeant
belore reparable harm 1o the physician or patlent occurs.

I¥ FESPONSES TO QUESTIONS CHANGE DURING THE TIME THE APPLICATION IS PENDING, THE APPLICANT MUST MAKE THE BOARD AWARE OF THE
NEW INFORMATION,

1 cartify that | will futfill my obligation 1o roport abuse or neglect of children pursuant to M.G.L.0. 119 880, S1A '
| will read the Board's regulations, 243 CMR 1.00 through 3.00. To the best of my knowledge { meet the qualifications for full licensure In Massachusatts.

! horeby certify undet the penalty of perjury that all Infoemiation on this appiication, (ront, back, and all nitachments) Is true.

SIGNATURE: %M%?W DATE: \5'//? /?@




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Hloor, Boston, MA 02111 (647) 727-3086, cxt. 320

Physician Registration Renewal Application

Before proceeding, please rend the instruction bookiet, OH
« Capy this form and all attachments for your own records; you will need copies for credentialing and other purposcs, 7

‘The Board will charge a fee for each copy.

* Remit $250,00 for renewanl fee, « Return rencwal spplleation in GREEN envelope,
+ Add late fee of $25.00, if necessary, « Enclose check with coupon In BLUE envetope,
Registration No. 151889 Renewal Date: 11/02/97 .
{. Activity Status: % Active [ Retiring  (sce instructions) IR 29
{Check only unc) (3 Inactive *{see below) [7] Do not wish to renew s 7997
2. Other Name(s), if any, under which you were licensed: Corrections (type or pring)
Other Name(s):

3. A) Mailing/Home Addresa: Muiling Address:

MARTILYN A HAJAR. M.D. City/Town: _ Stater ~
Zipp _ Country.

E. B) Business Addrees: Other Address: __
‘ City/Town: State:
Zipp _  Country:

Home Phane: Home: (. _}_..__.___._m,_.

) Business:
Business Phone: ) - (

. . Date of Wirth (M/DYYY /[ Sex (M)
4. A) Date of Birth: C)Sex: Lic. Issue Date (M/D/YY, /[ SSH:
B) Lic, Issue Date: 06/26/96 ) SSH: T
Full Name of Medical School:
5. A)Name of Medical School:

Albany Medical College of Union S
Univerasity

B) Year Graduafed: g4 C) Degree: Year Graduated: __ Degree (MD/DOY;
6. Specialty Code(s) (See Table 1) Code(s) tlours Per Week in Mass,
Code(s)  Hours per Week in Mass. e Y N )
PA 0 Pharmacolegy Clinical -

i ()gﬁint Specialty:

7. Current American Board of Medical Specialties Certification (Sce Fable 2)

Code: Code: Code: A = Codes
8. Drug License Numbers, if any; -
A) Federal (DEA): Federal (DEA)Y:

83) Massachusetts: Mnss:

9. A) Onher states where you are now licensed to practice

Abbr: Abbr: i
B3} States where you previously were licensed to practice
Abbr; Abbr:

*1f requesting Inactive status, you agree not {o practice medicine, including writing preseriptions, in Massachusetts




4

PRINT NAME, AND NUMBER: Last Name: HATAL _ Registeation Number: 5 ] $87

10. A Current henlth care facilities al which you bhave completed the credentialing process for the provision of patient care. Supply the codes from
Table 3 and place a cheek mark next to those health care facililies where you have wdmitting, privileges (A1),
Facility Code: St G _(_’J__(AI‘) Facility Code: 1 (AP} Facility Code: _ 7 (AP}
Vucility Code: 1 _(AP) Faeility Code: Ao AM Facitity Code: /(AP
1£ 399, print name(s): L L

B Additional henlth care facilities al which you proviensly held privileges or with which you were associated in the past two (2) years.
{See Tnble 3)

Fueility (;‘odc:vﬂ c] fp Facility Code:__ Facility Code:
1999, weite Name(s):____ .

Facility Code: __ _ Facility Coder _

1. My medical mulpractice insurance is covered by a) Insurance Carrier hy 1.etier of Credit

Name of lasurer:

|
| Alternatively, indicate as follows: Lam registering with Active status bul Eam not eovered by medical malpractice insurance because
§

I am {check one} a) v Not invelved in direct/indirect pationt care in Massgehusells b) Otherwise cxempl
Mo T CORZeMTLY CMELLYe R (M MASTIoMUSE TS, )
Plense oxplain cxemption:. 401 A CSUM G Covul Ao @ 7 VEW alMProyrfeNT Ol ot s

§2. Are you currently in a post-gradunte training program in Mass. us a resident or clinical fellow? (theck one) {1 Yes [RNo
13, A. What is your principal work setting? (See Table 4) A Mfgf
13, Core of patients in Massachuseits (see instruetion booklet).
1y Average weekly hours invalved in: a) oulpaticnt care L) hrs/wk b) inpaticnt care _S:_:’__hfs}wk

2) What is the approximate percentage of your patient tare hours inprimary eare 2 %

PART A

Questions 14 through 22 refer {o the pust two (2) yenrs only. Check either YES or NQ (NOT N/A) ta cach question. Proevide

details on Form R for all YES answers except for question 22, Refer ta the instruction booklet for additlonal informatlon and
definjtions,

IN THY, PAST TWO (2) YEARS: YES NO

14, CLAIMS MADE: Flas any medical malpractice claim heen miade against you that has not yet heen finally setiled or
adjudicated, whether or not a lnwsuit was filed in relution to the claim?

15. CLAIMS RESOLVED: Hos any medical malpractice claim that lins been made azainst you been scitlod, ndjudicated, or
otherwise resolved, whether or not a fawsuit was filed in relation o the clain?

I6. Fias asy lawsuit, other than a medical malpractice suit, which is related 1o your competeney to praclice medicine, or your
professionul conducs in the practice of medieine, heen filed against you or been scitled, adjudicated or atherwise resolved?

17. [lave you been eharged wilh any critninal offense, other than a minor fraffic vinlution?

IR, Have you been formatly charged with or disciplined Tor any violation of the rules, by-laws or standards of practice of any
governmenlal authority, health earc fucility, group practice or professional society or association?

19. tias your privilege to possess, dispense or prescribe controlled substances been surrendered o or suspended, revoked,
denied or restricted by any state or federat ngency?

2. Have you withdrawn an application for s medical license or been denied a medical license for uny reasan?

!
21. las any pro!‘cssional\linbiiily insurance provider restricted, limited, lerminated, imposed a surcharge or co-payment, or I
placed any condition retated Lo professional competency or conduct on your coverage or have you voluntarily restricied,
limited or terminated your insurance coverage in response ta an inquiry by a professional linbility insurance provider?
22, Have you completed your CME requirements preceding your rencwal date (see instruction booklety? ]

) Waiver requested {walver form due 30 days prior to date of ficense expitation). [ Training Program exemplion

See (nstructions for CME fequirements. Do not submit documentation of your CMEs with your renewal application.

RENEWAL APPLICATION CONTINUED ON PAGE 3, ALL QUESTIONS ON PART B MUST BE ANSWERED.

Signature I lﬂr'l:é///ﬂ/ /)éé‘]]a/#'— Date/Q 11> 1?7




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext, 320

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet,
+ Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.

fh

« Remit $250.00 for ronewal fee.
« Add late fce of $215.00, If necessary,

+ Return renewal application In GREEN envelope,

Enclosa cheek with coupon ,n,BIAlIQ_EEL\L‘;lope L)
I':‘-’ erﬂn (B2 =y Tes iy

=gy gy h]\il;
_______ el

Renewal Date:

Registration No.: 151889 1

" Active

] Retiring  (see instructions)

[ Active O }gggtwe Cloon twas taTengy-

lshﬁhon igm"“m( ﬂll] E‘
: ToRge. ti rint an ;
2. Other Name(s), If any, under which you were licensed: “ﬁw e (ypo orprint) -
Other Name(s): .
3 A) Mailing/Business Addross: Maiting Address:

MARILYN A HAJAR

4y NORTH gﬁ%lﬁuz %’T,
City/Town: NEW PALT 2. State:

Zipp_123lel  Country: 25 A
13) Home Address: Other Address:
Clty/Town: State:
Zip: Country:
Home Phone: Home: (
Business Phone: Business: (7} ‘/ ). 258 by SO
4. A) Date of Birth: sext ls)g;f of Bith: (M/D/YY /[ Sex: [ M (JF

T A —

B) SS#:

Full Name of Medical School:
5. A)Name of Medical School:

Albany Medical College of Union University

B) Year Graduated: C)Degree: 11 Y car Graduated: Degree: [ M.D. []J D.O.
6. Spocialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s)  Hours per Week in Mass. o
PTH 0 Pathology — e
GYN 0 Gynocology 1£ 08, Print Specialty:
7. Current American Board of Medical Speciaities Certification (See Table 2) Code: PA 13 Code:
Code: Code: )
8. Drug License Numbers, if any: .
A) Federal (DEA): Fodoral (DBA):
B) Massachusetts: ’
9. A) Other statés where you are now licensed to practice
Abbr: Abbr: —
B) States where you previously were licensed to practice
Abbr: Abbr:

*1f requesting Inactive stntus, you agree not to practice medlcine, Including writing preseriptions, in Massachusetts,

&




Commomwealth of Massachusetts Board of Registration in Medicine
Ten West Strect, 3rd Figor, Boston, MA 02111 (617} 727-3086
hitpiwww.massmedboard.org :
(OQ".WO‘ 4

7’7/"
Physician Registration Renewal Applicaﬁﬁﬁ@?@@

J1 all atfachinents for your own records; you will
orm with attachments must be returned in the

Before proceeding, please read the instruc
need copivs for credentialing and other pur
green envelope 4 iweeks hefore your renewa

O !" k l'l Fﬂi’ﬂb"“"
Gps (ofps (s farye

ro renewal application ln GREEN envelope,

+ Remit $250.00 for renewal [ee,
s Enclbse check with coupen in BLUE envelope.

¢ Add late fee of 525,00, If necessary.
STRAT

. g .
Please review carefully the followin uzmg;ﬂ{:m&ggcu%%&tyrd completeness. Make any corrections or
alterations as required. o

. Current Status:  pctive Registration NO':ISIRSQ Renewal Datc: 11/0272001
If you want 10 change your current status, please check pne of the following boxes to indicate your zew status: (Check only onc)
] Active [ Retiting {see instructions) [C] mactive {see instructions) {1 Do not wish to renew

. . . , Please mak eetions {type oF pri
2. Ovher Name(s}, if any, under which you were licensed: make corrections (type or print)

Other Name(s):

3. A) Mailing/Business Address: Mailin : 3 2l

w Address: ¥Y A, CHESTNLUT ST
MARILAN AHAJAR . City/Town: NEW _LPALTZ State: A Y
Zip: 125t Country:_ LS P&
Business Address: 49 A7. CHESJAUT ST
B) Home Address: City'Town: NEW FPALT Z. State:

Zip: 125 Country: _ OS5 ¥

Business Telephone: ( F¥ ) 255~ ¥ 5 O -

Home Address: - o

City/Town: _ __w__Stntusw
! . Zip: | o Counurv: .
Fome Phone: Home Telephone: - 1_
Business Phone: ' PLEASE NOTE: No P.O. Box addresses for home or

husiness addresses,

— i, P | —7. Current American Doard of Medical'Specialtics Cenificarion (See Tablc 2}
4. o) Date of Birth: bl Sex: i pAode: pA T3 Code:

¢y SSH:
8. Drug License Numbers, if any:

5 a) Name of Medical School: a) Federal (DEA): T CTIVE
b) Massachusets: 7 Hov A

Alb cddient Coll f Uni iversity
b} Year &‘?XJ&‘mEﬁ © ‘;ggzo '}:')Oﬁyglr]@é?mhi.u 9. ) Other states where you are now licensed to practice (Abbr.)
] e ______N\,r [
6. Specialty Code(s) (Sec Table 1)
Codels) Hours per Week in Mass. b} States whete you were previously licensed (Abbr.)
PTH 0 Pathology - T
GYN . 0 Ciynecology

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. (Supply
the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).
Next to each facility, write the approximate percentage of patienl care hours that you provide in each facility).

Facility Code: /. _ (AP} % Lacility Code: 1 (APY____ % FacilityCode: ____/___(AP)____ %
Facility Code: 1 (AP) % Facility Code:__ /. _{(APY___ % Facility Code: 1 (AW __ %
Ef 999, print name(s): 1




PRINT YOUR LAST NAME: /1 TAR LICENSE NUMBER: /5 / 889

11. My medical malpractice insurance is covered by a) [ Insurance Carrier by [] Letter of Credit -
Name of Insurer: Alternatively, indicale as follows:

1 am registering with Active status but | am not covercd by medical malpractice insurance because T am (check one)

a} Not involved in direct/indirect patient care in Massachuselis b) [} Otherwise exempt

Please explain cxemption; i .
£2. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) (] Yes EfNo

13. A. What is your principal work setting? (Scc Table 4) _Qf{,!]fgﬂ ° m
B. Care of patients in Massachusetis (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care __O_W!u‘s/wk b) inpatient care _L?__hrsiwk
2) What is the approximate percentage of your patient care hours in primary care? _Om%
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
! 2! . Check either YES o

4

{ A) to each guestion, Provide

detai rorm R for alt YES answers except for question 22, Ref he instruction hooklet for additiona) informatjon and
definitions. You must answer ALL questions, or this forimn will he returped to you and your license renewal may be delaved,

{4, CLAIMS MADE: Has any medical malpractice claim been made against you that has not yo! been finally '
settled or adjudicated, whether or not 2 Jawsuit was filed in refation to the claim?

i5. CLAIMS RESOLVED: Has any medical malpractice claim that has been made ugainst you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine,
or your profcssional conduct in the practice of medicine, been filed against you or been settled, adjudicated or
otherwise resoived?

17. Have you been charged with any criminal offense, other than 2 minar traffic violation?

18. Have you been charged with or disciplined for any violation of laws, rules, hy-laws or standards of practice of
any governmental authority, health care facility, group practice or professional society or association?

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal sgency?

20, Have you withdrawn an application for a medical license or been denied a medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, terminated, impuoscd a surcharge or
co-payment, or placed any condition related to professional compelency or conduct on your coverage of have
you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal dute? ﬂ Yes- [ No
[} CME Whaiver requested (CME waiver form due 30 days prior to date of license expiration) [0 CME exemption

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.

Pursuant o G.L, . 112, § 2, [ will not charge to or collect from o Medicare beneficlary more than the Medlcare fee schedule amount.

Pursuant to G.L. c. 62C, § 49A, to the best of my knowledge and belief, | have fled ulf Massachusetts state tax returns and paid all
Massachuselts state tnxcs that are required under Iaw, NQTE: This applies even If you reside out-of-state or out of the United States,

o Pursuantto G.L c. 62C, § 474, to the best of my knowledge and bellef, I am in compliance with M.GIL.C. 1194 relating fo
withholding and remiiting Child Support.

o  Pursuant fo G.L. ¢ 112, § 1A, T will fulfili my obligation to report abuse or néglect of children ax required by G.L. ¢. 119, § 314
v 1 hereby certify under the penalties of perfury that all the information on the Renewal Application end Form R Is true.

Signatute: WM/M '%;/Cfa’ Datc: _:/Q/,:-?if_oml

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Reeulations require that vou notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




Commonwealth of Massachusetts Board of Registration in Medicine
560 Harvisan Avenue, Sulte #G-4, Boston, MA 02113 (( 17N 654 9810 hup {iwwwv.mnsgmedboard.org

Physician Registration k?newal Applhbation
oo T s

Before proceeding, erd the ! & 00 his I ards; you will
neod coples for eredentlaiing and other purposes. This completed renewal forrm with ahtnclimcmls must be returned {n the

m_'gm_envulope @ fpast £ weeky bofore your renewal date. {

1
H
%

sRomit $400.00 for renowsl fee (non-refundable), « Return ronewal application in GREEN envelope. o5 i
et 1ot foo of $25.00, jf necosnnyy. : » Englose cheels with coupon in BLUE envelong (5

Pleasa review carefully the following information for aceuracy and completeness. Make any corrections or
alteratlons as requived, All questions must be answered ov your renewal will be delayed.

1. Curroni Statws;  Active Rogistration No.; 131889 Renewal Date; 1 1/02/2003

1T you want to ohange your curront atatus, ploase check one of the following boxes to indicate your ey status: (Check only one)
[J Active [ 3 Retiring  {sco instructions) [] nactive (see instructions) 71 bo not wish to renew
Ploase make corrections (print)

2. Other Name(g), if any, under which you were licanscd:

A} Maling/Businsas Addross: () Other Name(s) L] Name Change (enter name bolow)
3. MARILYN A HAJAR =7 it T
4 bl 1&?" Mailing Addross: S MIN__S
mw 9( CityfTown: ___ B 400N State; NV
Zipt 2SO Couniry_ S
H) Home Address:
Business Address:
City/Town: Stato:
Zip Country:
Business Telsphone: {____ )
Home Addruss:
Home Phono: (Z,:gfl‘own: —— State:
' : Homs Tolephone:  ( ) -
- Business Phono: PLEASE NOTE: Only pne nddress canbea P.0.box. The
: matling address eannot be a P.O, Box.
4, ) Dato of Birth: b} Sex: 13 1, Current Amerioan Board of Medica! Specialties Cextification (See Tnble 2)
¢) 88#: Code: PA Codg: PAI3
i 8.Drug License Numbers, if prov
5. ) Name of Modical School: ' A TIVE
Albany Medloal College of Unjon University “{3) I;igi::;ﬁ?iﬁ:: 7 NoT AT
b) Year Gradupted: ¢} Degree:
1984 g M.D. 9. a) Gthor states where you are now licensed o practice (Abbr.)
6. Spocialty Code(s) (Sce Tablo 1) NY
Codela) Houts per Weok jn Mass, b) State sly lic bry
Vo & Faiholozy ) States whore you were proviously licensed (Abbr.)
GYN 0 Gynecology TeTm T T e e e e

10. List all current hoatth care facilitios at which you are affillated or have completed tho credentlnling process for the provision of patient
care, (Supply the codes from Table 3 and place n chuck mark noxt to those health care facilitics whare you havo admigting privileges (AP).
Noxt to each faility, write the spproximate percentage of pationt care hours that you provide In each facility), ___ No affiliations.

Facllity Code: [ (AP)__ % PacilityCode:_____/__ (AP} ___ Y% Facllity Code:__ _ A%
Facility Codes __ [/ (APY __ % Dacility Code: (AP) _ % Facility Code: Aapy %
1999, prinl nome(s): . _




| .
PRINT YOUR LAST NAME: HA"J e LICENSE NUMBER: /.S / 88
A0 .

11, My medical malpraclice insurance lES covered by [ Insurance Carrier ] Letter of Credit

Insurer's name. (Required): } Policy dates: From: i To: I !

Alternatively, indicate as follows: 1 am registering with Active status but 1 am not covered by medical malpractice insurance
because { am: Check One: K] Not involved in direct/indirect patient care in Massachusetts ] A government employee.

[T] Otherwise cxempt Ploase explaih exemption:

12, What is your pringipsl work scﬂing‘l {See Table 4) A & o you are affiliated with a healthcare facility or credentialed
for the provision of patient care you must complete question #10 on page 1 and list your affiliations.

13. Care of patients in Massachusetts (see instruction booklet),
1) Average weekly hours invol\‘Led in: A) inpatient care O wre/wk  B) outpatient care __O hrsiwk
2) What is the approximate pertnluge of your patient care hours in primary care? _ (D %
PART A - QUESTIONS REFEi ONLY TO THE PAST TWO (2) YEARS (SEL INSTRUCTIONS)

Questions 14 through 22 refer (o the Qhriog since vou signed your Iast rengwel applieation, Cheek efther YES or NO to each

question, Provide detalls on Form R {or 8 S Answors ept auestion 22). Refer to tnstructions for add{tionsl informatio

it L ons  §0C be ans Do not answer NA o the form will he inc (3 el
0 ey :
j
i YES NO

14, + Has any medical malpractice claim been made against you that has not

yet been finally settled or adjudicated, whether or not a lawsuit was {iled in relation to the claim?
15, CLAIMS (Resolved);, Has any medical maipractice claim that has been made against you been settled,

adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?
16, Has ony lawsuit, other thana medicr%l 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 been settled, adjudicated or

otherwige resolved?
17, Have you been charged with any criminal offensc?
{8, Have you been charged with or disciplined for any violation of laws, rules, by-lawa or standards of practice of

any governmental authority, health care facility, group practice or professional society or association?
19. Has your privilego to possess, dispm{:c or preseribe 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 or been denied a medical license for any reason?
21, Has any professional lisbility insuranjce provider restrioted, limited, torminsted, 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 Jerminated your insurance coverage in response {0 an inquiry by a

professional lability insurance provigler? E—
22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? Yes [ No

[J CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Check one: [[T] Inactivo status [} Residency/Fellowship training {See instructions).

Seo Insiructions for CME waiver o exemptions, Do not submit documentation of your CMEs with application.

o Pursuant to G.L. ¢, 112, Sec 1A, [ understand my obligations to report abuse or neglect of children under G.L. ¢, 119, Sec. 51A

and the punishment for failure tolcomply.

¢ Pursuantto G.L. ¢, 112, Sec. 2, I|will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount,

e Pursuantto G.L. c. 62C, 494, I certify that | have complied with ali laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢. 62B; and withholding nnd remitting child support pursuant to G.L. ¢. | 19A. (See instructions).

I hereby certify under the penalties ol‘zi perjury that all informatlon on this Rencwal Applleation, Part B and Form R s true.

|
Signature: . mm/‘vé; ?4%{?}\ - “/9'"’“1/@
U

YOU MUST SIGN ANDINCLUDE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations reguire that you notify the Board, in writing, of any change of address

MAKE A COPY OF YOUR|APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




Massachusetts Physician Renewal Application

' . Physician Name: MARILYN A HAJAR License No.: 151889
PART A
1) Current Status: Active Renewal Due Dater 10/05/2005 - Birth Date:

(Check only onc).

. E Active

i you want to change your current status, please check one

of the following boxes to indicate your pew status:

(See Renewal Instructions, page 3)
[3 Retiring 0 mactive [ Do ot wish ta renew

2) Addresses & Contaet In
required 4o notify t

he Board of Registralion in Medicine within 30 days of any change.of address. Home and
Business addresses CANNOT be a Post Office Box. .
Plcase make corrections (print)

2a) MAILING ADDRESS
395 M Streal : Mailing Address:
Boncoar DL A2 a o — Tty Town: State:
oA Zipe Country: )
WL Check here to change s address ggp 19 L= i T
2b) HOME ADDRESS R o A ddress:
T .Cli.&t-y.fl’own: State:
Zip: Country:
Phone: Home Telephone: ()
D3 Check here to change this address Hone address camot be a Post Office Box
' 2¢) BUSINESS ADDRESS _ | BusinessAddress: 3550 MAN ST, SUTE Q0
Mmm ' | - Chy/Town: < PRIN bEleLD S MB
| Zipp_ 1)o7 Country: QS A
‘ Business Telephone: QLB)“"‘I 232 -/l 3 o)

. ﬂ Check here Io change this address

3) E-mail Address: _
S AN
4) Fax Number: BH4S g2~ o133

formation. Please confirm your addresses a_t_ld_'make changes, if necessary. You arc

Business address cannot be a Post Office Box

5) Specialties (See Renewal Instructions, page 1.} Delete? Additional specialties:
Eathology K PUBLIL  HEALTH  WoMaNy HeAvTH
Gynecology 0 7
(]

6) Current America

n Board of Medical Specialties (ABMS) or American Osteopathic Association (AOQA) Information.
(See enclosed instructions and Renewal Instruciions, page 4.)

Board Name

List Certifying Board(s) below:

Update General Certificates and Subspeclalty Certificates
below. Please add additional Certifications as required.

ABMS or AOA Certificate/Subspeciaity Correct? Delete?

Pathology

ABMS | AnatomieRatholegy— X

Pathology

ABMS Anatomic Pathology & Clinical Pathology

oio|x®|o

o
O
0

Page 1 of &
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Massachusetts Physician Renewal Application

' Physician Name: MARILYN A HAJAR License No.: 151889
. (See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.) {,:g
a) Massachusetts: NY '(x)
1]
b) Federal (DEA). 8b) States where you were previously licenscd {Abbr.) n
¢) Federal (DEA) XSt Y]
, - 0
9) What is your principal work setting? (See Renewal Instructions, page 4}
Principal Work Setting:  Clinic Change to:

Please enter the approximate number of work hours at your principal work setting: A0 H

10) List ali current heslth cave facilities where you are affiliated or have completed the credentinling process for the
provision of patient care. (Supply {the name of the health eare facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facllity (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 separate sheet, if necessary.

No Affiliations [ Please enter the approximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Insiructions, page 4.} Delete? | corrent S'aﬁcaleugi?;ngc ¥ lf*’glf:f;i;"{"fﬂk
Clinic PLANNS) QALMNT H®O 0F WesTeRN MM CONSUCT =E 1
RO rLLP-HUOSIN YALL & ( NY) ST/ S 1D

ajg|njo|o|a)|o

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

Average weekly hours involved in: a) inpatient care 0 nrswk Change to: hrs/wk
b) outpatient care 0 hrsfwk Change to: _7]__ hrs/wk

12) Medical Liability Insurance Informatlon (See Renewal Insiructions, page 5.)
My medical Hability insurance is provided through: (check one)

JR Insurance Carrier (complete below)

o NATHONAL ONIo FIRE .
Current Insurance Carrier: /Y o ANt & Changg to:
Policy dates:  From 13110 To (/317 _O.,‘»/
{required)

[ Letter of Credit subject to Board approval (attach « copy)
[T 1 am registering with Active status hut T am not required to have medical fiability insurance beeause T am:

Check one:
[J Not involved with direct or indirect patient care in Massachusetts

[ Govemment Employee Federal Tort Claims Act (FTCA)
[ Otherwise exempt (Please explain):

Page20of 5



Massachusetts Physician Renewal Application
Physician Name: MARILYN A HAJAR License No.: 151889

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.)- o
If Yes, please complete Form PCA-O "Office Based Surgery" £
]

to the following: all time from the day you signed your last

In questions 14-21, the phrase 'time period" refers
inclusive. (See Renewal Instructions, page 5.}

license renewal/application, to the day you sign this rencwal application,

e details on Form R if you answer “YES" to any guestions. Refer to

You must cheek either YES or NO to each question. Provid
answered.

Renewal Instructions for additional information and definitions. ALL questions in this section must be
YES NO

14) CLAIMS MADE 0
a) New: Has any medical malpractice claim been made against you during this time period, whether or ©

not a lawsuit was filed on that claim?

b) Pending: Are there any unrcsolved malpractice claims against you today, any claims that have not been
finally scttled or finally adjudicated?

15) CLAIMS PAID

Has any medical malpractice clai
resolved, settled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.

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

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

17) CRIMINAL CHARGES

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

m against you (whether or not a lawsuit was filed on that claim) been

b) Are there any criminal charges pending against you today?
¢) Have any criminal offenses/charges against you been resolved during this time period?

rules, by-laws o standards of practice
fessional society or association?

18) Have you been charged with or disciplined for any violation of laws,
of any governmental authority, health care facility, group practice or pro

19) Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked,
denied, restricted by, or surrendered to any state o7 federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to become obsolete

or have you been denicd a medical Jicense 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 veluntarily restricted, limited or terminated your insurance coverage in response 1o an inquiry by

a medical liability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date?

K Yes [ No

b) if no, are you requesting a CMI waiver?
[) Check to request CME Waiver, A CME waiver request form must be submitted at least 30 days prior to
your license expiration date. (See Renewal Instructions, page 8.}
¢) If you are exempt from CME requirements, check reason for exemption, (See Renewal Instructions, page 8.)

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

Page 3of b




Massachusetts Physician Renewal Application
Physician Name: MARILYN A HAJAR License No.: 151889

L

.

PHYSICIAN PROFILE

[ 1 have reviewed my Physician Profile at profiles.massmedboard.org and confirmn that the information is accurate.

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

{3 My status is Inactive and [ do not have a Physician Profile. (See Renewal Instructions, page 143

CERTIFICATIONS

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

2) 1 certify that | have complied with my obligations to report abuse or neglect of disabled persons pursuant {o G.L.c. 19C,
sec. 10, and | understand the punishment for failure to comply.

3) 1 certify that 1 have complicd with my obligations to report sbuse, neglect or financial exploitation of elderly persons
pursuant to G.L. ¢.19A, sec. 15, and 1 understand the punishment for failure to comply.

4) 1 certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to
G.L. ¢. 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 1o
G.L.c. 112, sec, 12A 172

6) 1 centify that | have complied with my obligations to report a physictan to the Board of Medicine, pursuant to G.L. ¢. 112,
sec. SF, when J 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 complicd my obligations refated to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and 1 understand my obligations under G.1. ¢.112, sec. 2.

8) 1 certify that | have complied with my obJigations 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 1 make these
certifications under penalties of perjury.

9) 1 certify that | have complicd with my obligations related to the reporting of employees and contractors pursuant to G.L.
¢.62E.

10) | certify that 1 have complied with my obligations related to the wilhholdiﬁg and remitting of child support pursuant to
G.L.c. 1i9A,

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

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. I anthorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusells
Criminal History Systems Board.

Signature: /M CQ/A/&;M Zééi{m" Date: ? } /0 1 OS5

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 5 of 5
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Buck | l'ome i How to Road a Prfite g

A Massachusetts - y
Board of Registration in Medicine
? Physmlan Profile
- W
MARILYN A HAJAR MD *
L Bhygician Information
. ! (The information In gections I - V has been provided by the physician.)
Ligense Status:  Active ‘
| License Issue Date: 06/26/1998
ting Nefw Patients: a0~ YES
ceepts cald: M= y&o
rimary W : Clinlc

: Busingss Address:  44-N-Chestnt-Street Bs550 M ﬁ!N 3T,
| NEWPALTZ WY 12561 Su L TE Ao |

Phone;  (B45)2855450 SPRING FrEw, ™A
Translation Services Avaligble;  NonsRepmmet. SPANSH oIt
ngyrance Plans eptod: None Reported 413 732620

Affillgions:  Clinfg. . ..~

i ycatlon & Tralning “

Medigal 8chool: Aibany Medicat Coliege of Union University
Graduation Date: 1984
¢} raining:  7/1/1984-8/30/1985 - ALBANY MEDICAL CTR &
: HOSPITALS - INTERN:OB/GYN
! . 77111986-6/30/1980 - ALBANY MEDICAL CTR &
| HOSPITALS - RESIDENT:PATHOLOGY
1, Specialty

Area of 8peclally:  Rathelsgy- W OMEN'S HerLTH
CRRTBEY

ABMS Board Certification; Aﬂel[gm*tn:Eﬁ!hﬁlm. '
Analomic Pathology & Clinical Pathalogy

V. Honors and Awards

This physiclan has reported no awards.

f 3 82705 10:54 AM




Dr. Marilyn A Hajar / 5/ f (]C ? License Number: 151889

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

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

Under the final HIPAA NP} Rule, all individual and organization covered providers will be required to obtain an NP1 by May 23, 20\?7.

In order for your license to be renewed you must take one of the following actlons: :1
Option 1; Supply the Board of Registration in Medicine with your valid NP1, You can apply for an NPI directly by using the NPPES web
site at www NPPES cms.hhs gov. “t4

Qption 2: Certify you have personaly applied for your NP1 and you have not received it yet. Once you have received your NP1 Numbet,

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 applicd for an NP1 on your behatf and you have not received it yet (supply

institution's name). Once you have received your NPI Number, you must notify the Board by completing the NP1 form at lhe}:
Board's website (see Option 2. k

Option 4; Authorize the Board of Registration in Medicine to apply for an NPLon your behalf.
Option 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.
R My currentNPL: [ 13 9] inE0
[ 1 have personally applied for an NP1. (You must provide your NP number to the Board when received.)

UJ 1 have applied for an NP1 using = third party (enter name).

(follow instructions for Option 3)
3 By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NPIon my behalf.
L] As an inaetive physician, T do not wish to obtain an NP1

HIPAA TAXONOMY CODES

Please provide the RIPAA taxonomy (specialty) codes (refer to enclosed Taxonomy Code List). In addition to 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.

[axonomy {Specialfy) Code EXono cription (Print
Primary Provider Taxonomy: @m&@@@m OBSTETRICS + GYNSLOLOLY

— (WY ANELOLDOY
Provider Taxonomy: D D E]:j D D D l:l m
Provider Taxonotny: D D D:] D D D D [T

NPLREQUIRED INFORMATI

In an ongoing cffort to improve the quality of the information we coliect, please review the following information and make corrections
as necessary. Please note: This informalion is required if you authorize BORIM to apply for an NP1 on your behall,

Social Security Number: I:I D D - D D B D D D I:I

State of Birth {if US); Country of Birth (if outside the USY:
Gender: 1 Male [J Femate

Penalties for Falsifying [nformation on the National Provider Identifier 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 wilifully felsifics, 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 subiect 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.S.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.

Authgrization for NPI Dissemination

Check one box: B fauthorize [J 1do pot authorize the Borrd of Registration in Medicine to provide my NPT number to any
authorized hospital, health plau, or health organization.

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

Signature: //)WMW ‘)@W Date: 3 1 /T1OTT




Massachusetts Physician Renewal Application

Physician Name: Murilyn A Hajar, M.D. License No.: 151889
PART A
1)} Current Status:  Active Renewal Due Date: 10/05/2007 Birth Date:

If you want to change your current status, please check one of the following boxes to indicate vour new status:
Check only one:  (See Renewal Instructions, page 3.)

[ Active [0 Retiring 3 Inactive [ Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if nceessary, 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)
22) MAILING ADDRESS

REGENED 3 M"“‘”i“g Address:

City/Town: State:

SE‘P 19 ?.GN | Zip: Country:

[ Check here 1o change Uns address

2b) HOME ADDRESS Boat(%:; i%%g;?\mi\ ———
City/Fown: State:
Zip: Country:
Phone: Home Telephone: ( )
[ Check here tw change this address Honie address cannot be a Post Office Box

2c) BUSINESS ADDRESS Business Address:

31550 Main Strect
Suite 201 City/Town: State:
Springfield, MA 01107

Zip: Country:

Business Telephone: ()

Phane: (413)732-1620

OO Check here 1o change s address Business address cannat be a Post Qffice Box

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

4) Fax Number: 845-831-0133

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

Public Health CQPM N \/ (> \/ MeECD [.-..wy
0

O

6) Current American Board of Medical Specialtics (ABMS) or American Osteopathic Association (AOA) Information,
(See enclosed instructions and Renewal Instructions, poge 4.)

List Certifying Board(s) below: Updale General Certificates and Subspecialty Certificates
below, Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Subspecialty Delete?
Pathology ABMS Anatomic Pathelogy & Clinical Pathology ]
0
O
]
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Massachusetts Physician Renewal Application

Physician Name: Marityn A Hajar, M.D.

License No.: 15

1889

{See Renewal Instructions, page 4.)

Please make corrections as necessary

7) Drug License Numbers Caorrections: 8) Other states where you are pow licensed to practice
a) Massachusctts: . NY
b} Federal (DEA): 9} States where you were previousty licensed

¢) Federal (DEA) XS:

10) List ail work sites in Massachusefts, including health care facilitics (where you are credentialed), private
offices, clinics, nursing homes, etc. 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 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 Massachuscils Location State Delete?

{See above and description on page 4.) (City or Town) ‘
Clinic pLyuyep PARENTHD D LEROVE ;)
: OT_MASSACHISETTS S PRIUGFIEL O M A O
i o
i O
O

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

Average weekly hours involved in: a) inpatient care 0 hrsiwk Change to: hrs/wk
b) outpatienl care 7 hrsiwk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 3.)
Cheek one. Locum tenens must list policy dates. My medical liability insurance is provided through:
E tnsurance Carrier (complele below)
Current Insurance Carrier; National Union Fire Ins Co of PittsburghChange to:
Policy dates:  From t2/31/ 0% To (/i1 10%

Type of Policy: B Claims made with tail coverage O Occurrence Policy
(Enclose a copy of the certificate of insurance or the face sheet)

[J Letier of Credit subject to Board approvat (Affach a copy.)

[J 1am registering with Active status but { am not required to have medical liability insurance because [ am:

Checkone: [ Notinvolved with direct or indirect patient care in Massachusetts
O A Governmenl Employee under Federal Tort Claims Act (FTCA)

[ Owerwise exempt (Please explain).

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 3.) Yes No

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

Page 20f 8




Massachusetts Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D, License No.:  15188%

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your Jast |-
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 lo
Renewal Instructions for additional information and definitians.

YES NO

14) CLAIMS MADE "

a) NEW: Have you received notification of a claim, whether or nota lawsuit was filed on that claim, or
has any medical malpraclice claim been made against you during this time period? (see above).

b) PENDING: Are there any urresolved malpractice claims against you today, i.e., any claims that have

nat been finally settled or finally adjudicated?

15) CLAIMS CLLOSED
Has any medical malpractice claim against you (whether or not a fawsuit was filed on that claim) been
resobved, 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, settled or adjudicated any Jawsuits, other than medical malpractice
claims, during this time period?

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time petiod?

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 cver taken a leave of absence from any health care facility, group practice or cmployer?

c) 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) Nave your privileges to possess, dispense or preseribe 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 obsolete
or have you been denied a medical license for any reason?

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by
a medical lability insurance carrier?

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? Yes [ No
b) If no, are you requesting a CME waiver? OYes [ No
A CME waiver request form must be submiited at least 30 days prior to your license cxpiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (Seg Renawal Instructions, page 8.)
CME EXEMPTION: (check one) O Inactive Status [ Residency/Fellowship training

Page 3 of 9



Massachusetts Physician Renewal Application

Physician Name: Marilyn A Hajar, M.D, License No.: 151887
PART C ¥
[
Check One: PHYSICIAN PROFILE b

[]  |have 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 nutnber, practice specialty, board
certification and/or hospital afTiliations on your renewal application, your Physician Profite will also be updated.)

[?’5] I have reviewed my Physician Profile and attached a copy of the Profile with corrections.

] My stalus is Inactive and | do not have a Physician Profile. (See Renewal Instructions, puge 11.)

CERTIFICATIONS o

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

2) 1 certify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. ¢. 19C, sec. 10, and
| understand the punishment for failure to comply.

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

4) 1 certify that 1 have complied with my obligations to report the treatment of wounds, bums and other injuries purswantto G.L. ¢. 112,
sec. 12A.

S} I certify that | have complied with imy obligations to report the treatment of victims of rape or sexual assault pursuant to Gk e, 112,
sec. 12A 1/2,

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

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

2) 1 certify that | have complicd with my obligations to file Massachusctis 1ax retums and to pay Massachusetis 1axes, and | understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or rencwed unless [ make these certifications under penalties of
perjury.

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

11) 1 certify that 1 have complied with my obligations to file an incident Report with the Board when ceriain adverse events occur in my
private office, pursuant to G, c. 112 sec. 5 and the Patient Care Assessmeni Regulations, 243 C.M.R. 3.00 g1 seg. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report cerlain Major Incidemts to the Board.

12) 1 certify that I have complied with my obligations to disclose my ownership interest in any parinership, corporation, fim or other
legal entity to which T have referved a patient for physical therapy services pursuant to G.L. c. 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.

Signature: WN %%M Date: ? ! e 1077

MAKE A CO%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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Massachusetts Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D, License No.: 151889

NATIONAL PROVIDER IDENTIFIER (NP}

The primary purpose of the NP1 is to uniquely idemtify bealth care providers as “health care providers” in HIPAA standard 1ransacuons
The NPI will replace all other identifiers assigned to heaith care providers, such as those assigned by health plans, government p:ugrama
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 NPI by May 23, 2(3(}7

bl

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

Option 1: Supply the Board of Registration in Medicine with your valid NP You can apply for sn NP1 directly by using the NPPIS web
site at www. NPPES.cms.hhs.pov.

Option 2; Certify you have personally applied for your WNPI and you have not received it yet. Once you have received your NPI Number,
you must notify the Bourd. Please complete the NP1 form at the Board's web site at www.massmedboard.org.

Option 3: Certify another authorized institution has applied for an NP1 on your behalf and you have not received it yet (supply

institution's name). Once you have received your NP[ Number, you must ntify the Board by completing the NPi form at the
Board's website (see Option 2).

Option 4: Authorize the Board of Repistration in Medicine to apply for an NPEon your behall,
Option 5: If your license status is INACTIVE, you may elect not to obtain an NP number,

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

E’ My current NP} is: @@ [f;j

[ 1 have personally applied for an NPL (You must provide your NPI number to the Board when received.)

(3 1 have applied for an NP1 using a third party (enter name): (follow instructions for Option 3}
[J By checking this option and signing the bottom of this page, 1 hereby authorize the Board 1o apply for an NP1 on my behalf.
[ As an inactive physician, [ do not wish to obtain an NP,

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specially) codes (refer to Renewal Instructions, page 21 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxenemy Description). The primary provider
taxonomy code is required if you authorize BORIM Lo apply for an NP on your behalf.

Taxonomy {Specialtv) Code Taxopomy Description (Print)

Primary Provider Taxonomy: [ﬂ@ m @ @ @ (XY NECLOLD O Y

Provider ’l‘axondmy: D D D:l D D D D m
Provider Taxonomy: D D EL__] D l:] [:l D I_r—l

NPIREQUIRED INFORMATION

In an ongoing effort to improve the guality 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 NP1 on your behalf,

Social Security Number: [:] D D " D D - l:] D D D

State of Birth (if US): Country of Birth (if outside the US):
Gender: [ Male L] Femate

Penalties for Fulsifying Information on the National Provider Identificr Application
18 1.8.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 falsifics, 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 10 $250,000 and imprisonment for up to five years.
Offenders that are organizations arc subject to lines of up to $500,000, 18 U.5.C. 357H(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specilically authorized by the sentencing statute.

Authorization for NP1 Disseniination

Check one hox: B 1 authorize ,ﬁl do not authorize the Board of Registration in Medicine to provide my NP1 number to any
authorized hospital, health plan, or health organization,

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

Signature: Pl r]_/vé%/r’v _‘%/cd?/v’ vae; § 1/ 07
e 4 /
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Mass. Gov - Massachusetts Board of Registration in Medicine hup:/fprofiles.massmedboard.org/MA-Physician-Profile-View-Doctor...

MaSS. (J;i'r'j?"’ < online servicus « agencles » eloctad officlals » halp
Back | Home | How to Read a Profile
Massachusetts
Board of Registration in Medicine
Physician Profile

Maritlyn A. Hajar, M.D.

l. Physician_Information
{The information in sections | - VI has been provided by the physician.)

License Statuy; Active
Licenss lsgue Date: 6/26/1996
Accepting New Patients. Yes
Accepts Medicaid: Yes

Primary Work Satting: Clinic
Business Address: 3550 Main Street
Suite 201

Springtield, MA 01107
Phone: (413) 732-1620
Translation Services Available: Spanish

Ingurance Plans Accepted: None Reported
Hospital Affitiations: Clinic (Consulting)

IL. Education & Training
edical School: Albany Medical College of Union University
Graduation Date: 1984

Post Graduate Tralning: Albany Medical Ctr & Hospilals - Intern:Ob/Gyn
{7/1/1984-6/30/1985)

Albany Medical Clr & Hospitals - Resident:Pathology

(7/1/1986-6/30/1990)

. Specialty
Area of Specialty: Rublickeatth- (> YMECOLOOY
V. Board Certifications
American Board of Medical Speciaities (ABMS)
Board Name General Cerdification Subspeciatly

Pathology Anatomic Pathology & Clinical Pathalogy

1of3
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Muss.Gov - Massachusetls Bosrd of Registration in Medicine tp:iprofiles, massmedboard.org/MA- Physician Profile-View-Doctor...

\'2 Honors and Awards
Speciaty TTVETERE A~ Mo &
VI. Professional Publications

This physician has reported no publicalions.

; VH. Malpractice Information

Some studies have shown thal there is no significant correlation between malpractice
history and a doctor's competence. At the same time, the Board believes thal
consumers should have access to malpractice information. in these prefiles, the
Board has given you information aboul both the malpractice history of the physician's
specially and the physician's history of payments. The Board has placed payment
amounts into thiee statistical categories: below average, average, and above
average. To make the hest health care decisions, you should view this information in
perspective. You could miss an opportunily for high quality care by selecting a doctor
based solely on malpractice history.

When considering malpraclice data, please keep in mind:

* Malpractice histories tend 10 vary by specialty. Some speciaities are more
likely than others to be the subject of liligation. This reporl compares doclors
only to the members of their specialty, not to all doclors. in order to make
individual doctor’s history more meaningful.

= This report reflects data for the last 10 years of & doctor's praclice. For
doctors praclicing less than 10 years, the data covers their lotal years of
practice. You should take into account how long the doctor has been in
practice when considering malpractice averages.

s The incident causing the malpractice claim may have happened years before a
payment is finally made. Sometimes, it takes a long time for a maipractice
lawsuit o move hrough the legal system.

* Some doclors work primarily with high risk patients. These doclors may have
malpraclice histories that are higher than average because they specialize in
cases or patients who are al very high risk for problems.

¢ Saltiemant of a claim may occur for a variety of reasons which do not
necessarily reflect negatively on the professional competence or conduct of
the physician. A payment in setttement of a medical malpraclice action or claim
should nol be construed as crealing a presumption that medical malpractice
has occurred.

You may wish to discuss information provided in ths report, and maipraclice
generally, with your doctar. The Board can refer you to other articles on this subject

Dr. Hajar has not made a payment on a malpractice claim in Massachusetts in the
past ten years.

Vi, Disclplinary andlor Criminal Actions

2of 3 1607 10:32 AM




Mass. Gov - Massachusetts Board of Registration in Medicine hup:/-’pmﬁics‘mussmcdlxxu‘d.urg,lMA-l’hysiuiawl’mﬁlu-\ficwli)uclm...

Jof 3

A. Criminal Conviclions, Pleas and Admissions;

The infarmalion in this section may not be comprehiensive. The courts are now
required by law 1o supply this information to the Board.

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

Haspilal Discipfine: '
This section contains several categories of disciplinary actions laken by a
Massachuselts hospitals during the past ten years which are specifically

required by faw to be released in the physiclan's profile

Dr. Halar has no record of hospital disciptine in the past ten years.

. Boarg Discipline:

This seclion includes final disclplinary actions taken by the Massachuselts
Board of Registration in Medicine during the pasl ten years,

Or. Hajar has not been disciplined by the Board in the past ten years.

Additional informnation aboul a physician, inctuding
closed complainis, may be available by calling the
Massachusetts Board of Registration in Medicine
Phone 617-654-9830
Toll Free Number (Massachusetts only) 1-800-377-0550

Retumn 1o
Physician Profile Search
Diract questions and comments about these resuits to
Massachuseits Board of Registration in Medicine
560 Harrison Avenue, Boston MA 02118
Phone 617-654-8800
For direct response please use Emait

Please read the Board of Regisiration in Medicine Disclaimer

; ©2006 Commonwealth of Massachusells privagy policy sie map  terms of use

9M&I0T 10:32 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Maiilyn A Hajar, M.[D. License No.: 151889

Current Status: Active License Expliration Date: 11/2/2009
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 3560 Main Street
Suite 201
Springflield
Massachusetts - 01107
Linited States of America
(413) 788-6110

3} Email Address:
4) Fax Number: (518) 374-8234
5) Specialties

Gynecology
Pathology

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

Information
ABMS/ACA  Board Name Certification Subspecialty
ABMS Pathology Anatomic Pathology & Clinical Pa

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

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

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites 1n Massachuselts, inciuding health care facilities (where you are credenlialed), private
office, clinics, nursing homes, etc

WorkSite Location
Planned Parenthood League of Mass Boston

Page 1 of 5 Date: 10/6/2009 Time: 1;20 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Mariiyn A Hajar, M.D. License No.: 151889

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b) outpatient care 7 hrsiwvk

12) Medical Llability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type '
dational Union Fire Ins Co of Pittsburgh 1/1/2009 141472010 Claims made with tail coverage

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

14) Claims Made : '
a) New: Have you received notification of a claim, whether or nol a lawsuit was fited 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?

16) Claims Closed ] ‘ )
Has any medical malpractice claim against you {(whether or not a lawsuit was filed on that ctaim) 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 ar your
professional conduct in the practice of medicine.
a) New Have there 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 offensesfcharges against you been resalved during this time period?
c% Are there any criminal charges pending against you today?
d} Are any Applicalion 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 facllity, group practice or employer?

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
E{ractice, 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?

21) Has any medicat 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?

Page 2 of § Date: 10/6/2009 Tima: 1:20 PM




Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

22) Have you completed all CME requirements (100 hours of CME 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)

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

24) Have you used any chemicai substance(s) which in any way interferes with your ability to
practice medicine?

Page 3 of 5 Date: 10/6/2009 Time: 1:20 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewat Application

Physician Name: Marilyn A Hajar, M.D. License No.: 151859
Current Status: Active ' License Expiration Date: 11/2/2011
1) Activity Status: Active
2) Address & Contact Information
Mailing Address:
Home Address:
Business Address: 3550 Main Street
Suite 201
Springlield
Massachusells - 01107
United States of America
(413) 788-6110
3) Email Address:
4) Fax Number: (413) 739-5812
B) Speclalties
Gynecology
Pathalogy
6) Current American Board of Medical Speciaities (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Pathology Anatomic Pathology & Clinical Pa .
7) Drug License Numbers
Massachusetis Federal (DEA) Federal (DEA) XS
8) Other states where you are now licensed to practice
New York
9) States where you were previously licensed

None Reported

10) Work Sites

List of all work sites in Massachuselts, including health care facilities (where you are credentiaied), private
office, clinics, nursing homes, etc

WorkSite Location

Page 1 of & Date: 10/25/2011 Time: 11:40 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 131889

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 0 hrs/wk
b} outpatient care 7 hrsiwk

12) Medical Liabliity Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire ins Co of Pittsburgh 01/01/2011 01/01/2012 Cccurrence Palicy

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 ctaim, 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?

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

16} Other Civil Lawsuits
Question 16 refers to claims of actions related to your competency to practice medicine or your
prolessional conduct in the practice of medicine.
a)New: Have there been any claims, other than medical malpractice claims, fited against you during this
time period?
b) Resolved: Have you resolved, sellled or adjudicated any jawsuils, other than medicat malpractice
glaims, during this period?

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

18) Other Issues )
a) Have you withdrawn an application to any governmental authorily, health care {acility, group practice
employer or professional association?
b) Have you ever taken a leave of absence from any health care factlity, group practice or employer?
c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

19} Have your privileges to 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 obsolete or have you been denied a medical license for any reason?

Page 2 of 6 . Date; 10/25/2011 Time: 11:40 AM



Commonwealth of Massachusetts

_ Board of Registration in Medicine
: Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.; 151889

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 Hability insurance carrier?

22) Have you comg]eted all CME requirements (100 hours of CME 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)

Page 3 of 8 Dale: 10/25/2041 Hme; 11:40 AM




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Maiilyn A Hajar, M.D.

License No.: 151889

23) Do you have a medical condition that interferes in any way of 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?

Page 4 ol 6 Dato: 10/25/2011 Time: 11:40 AM



Commonwealth of Massachusetts

_ Board of Registration in Medicine
~ Physician Renewal Application
Physician Name: Manlyn A Hajar, M D License No.: 151889
Current Status: Active License Expiration Date: 11/2/2013

1} Activity Status: Aclive
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 3550 Main Street
Suite 201
Springfeld
Massachusetts - 01107
United States of America
(800) 758-4448

3) Email Address:
4) Fax Number: {413} 739-5812
5) Specialties

Gynecology
athology

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

information
ABMS/AOA  Board Name Certification Subspecialty
ABMS Pathology Anatomic Pathology & Clinicat Pa

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

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

9) States where you were previously licensed
None Reported

10) Work Sites

List of atl work sites in Massachusetts, including health care Tacilities (where you are credentialed), private
office, clinics, nursing homes, etc

WaorkSite L.ocation
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application _
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

11) Care of patients In Massachusetts
Average weekly hours involved in:  a) inpatient care O his/wk
b} cutpatient care 7 hrsiwk

12) Medical Liability insurance Information

Insurance Carrier Policy Start Date Policy End Date = Policy Type .
Marsh USA, Inc 01/01/2013 01/01/2014 Claims made with tail coverage

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?
by 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 pericd?

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

18) Other Civil Lawsuits
Question 16 refers o claims or actions refated lo your competency to practice medicine or your
professional conduct in the practice of medicine,
a) New: Have there been any claims, other than medical malpraciice claims, filed against you during this
lime period?
b) Resolved: Have you resolved, settled or adjudicated any lawstuits, other than medical malpractice
claims, during this periad™?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b} Have any criminal offenses/charges against you been resolved during this time period?
¢} Are there any criminal charges pending againsi you today?
d) Are any Applicalion 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 ar professional association?
by 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
Massachusetls Board of Registration in Medicine or any other state medical board, heallh care facility,
group practice, employer or professional assaciation?

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

19) Have your privileges to possess, dispense or prescribe controlled substances heen suspended,
revoked, denled, restricted by or surrendered to any state or federal agency?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

20) Have you withdrawn an application for a medical license, allowed a license application to
hecome 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 uoluntarily restricted, {imited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier?

22) Have you completed all GPD 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: Maiilyn A Hajar, MDD License No.: 1561889

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

24) Have you used anx chemical substance(s) which in any way interferes with your ability to
practice medicine?

Paged ol G Date: /2512013 Time: 3:55 PM



Commonwealth of Massachusetts

Board of Registration in Medicine
n Physician Renewal Application
Physician Name: Marilyn A Hajar, MD. license No.: 151889
Current Status: Active License Expiration Date: 11/2/2015

1) Activity Status: Aclive
2) Address & Contact Information

Mailing Address:

Home Address!

Business Address: 3550 Main Street
Suite 201
Springfield
Massachusetts - 01107
United States of America
(800} 258-4448

3) Emall Address:
4} Fax Number: (413) 739-5812
5) Specialties

Gynecology
Pathology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
information
ABMS/AOA  Board Name Certification o Subspecialty
ABMS Pathclegy Anatomic Pathology & Clirical Pa

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

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

9) States where you were previously licensed
None Reported

10) Work Sites ‘ _
List of all work sites in Massachusetls, including health care facilities {where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

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

12) Medical Liability insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Pittsburgh 01/01/2015 01/01/2016 Claims made with tail coverage

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

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

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

16) Other Givil Lawsuits
Question 16 refers o claims or actions related to your competency to praclice 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, 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 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?

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

¢) Have you been the subject of an Envestigﬁiion by any governmental authority, including the :
Massachusetts Board of Registration in Medicine or any other state medical board, heaith care faciity,
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?
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Commonwealth of Massachusetts

Board of Registration in Medicine
' Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.. 151889

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

21) Has any medical llabitity 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 medicai 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: Marilyn A Hajar, M.D. License No.: 151888

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

24) Have you used ang chemical substance{s} which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No,: 151889

25) Electronic Health Records Proficiency
I have demonstrated proficiency in the use of EHR by completion of 3 hours of a Category 1
EHR-related CPD course that discusses, at a minimum, the core and menu objectives and the Clinical
Quality Measures for Meaningful Use.

26) Requirement to Complete Training in Recognizing and Reporting Child Abuse
Have you completed training {o 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; Marilyn A Hajar, M.O. License No.: 151889

Current Status: Active License Expiration Date: 11/2/2017
1) Activity Status: Active
2} Address & Contact Information

Mailing Address:

Home Address:

Business Address: 3550 Main Street
Suite 201
Springfield

Massachusetts - 01107
United States of America
(800) 258-4448

3} Emait Address:
4) Fax Number: (413) 739-5812

5) Specialties
Gynecology
Pathology

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

ABMS/AOA  Board Name Certification Subspecialty
ABMS Pathology Anatomic Pathology & Clinical Pa

7) Drug License Numbers
Massachusetts Federal (DEA) Federal (DEA) X8

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

9} States where you were previously licensed
Connecticut

10) Work Sites .
List of all work sites in Massachusetts, including health care facilities {(where you are credentialed), private
office, clinics, nursing homes, ete

WorkSite Location
Planned Parenthood League of Mass. Boston
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Marilyn A Hajar, M.D. License No.: 151889
Planned Parenthood League of Mass. Fitchburg
Planned Parenthood League of Mass. Marlborolgh
Planned Parenthood League of Mass. Springfiel
Planned Parenthood League of Mass, Worcester

11) Care of patients in Massachusetts
Average weekiy hours involved in:  a) inpatient care O hre/wk
b} outpatient care 10 hrs/wk

12) Medical LiabHity Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
National Union Fire Ins Co of Pittsburgh 01/01/2017 01/01/2018 Claims made with tail coverage

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

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

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency ta practice medicine or your
professional conduct in the practice of medicine.
a) J[.\few: I—talwiI ’ghere 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 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 o

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

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

¢c) Have you been the subject of an investigation by any governmentat authority, including the
Massachusetts Board of Registration in Medicine ar 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 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 obsolete or have you been denied a medical license for any reason?

Page 2 of 6 Date: 10/16/2017 Time: 1:07 PM



Commonwealth of Massachusetis

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

21) Has any medicat 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, piease answer Yes. Yes
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. License No.: 151889

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

24) Have you used anx chemical substance(s) which in any way interferes with your ability to
practice medicine®
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Commonwealth of Massachusetfs

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Marilyn A Hajar, M.D. _ License No.: 151889

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 chitdren pursuant to
M.G.L. c. 119 sec. 51A and | understand the punishment for failure to comply.

2) |understand and agree to cormply 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 exptoitation of
elderly persons pursuant to M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

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

5) | understand and agree to comply with my obligations to report the treatment of victims of rape of 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.1.. ¢. 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 obli?ations related to charging 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 compiied with my obligations to file Massachusetts tax returns and to pay
Massachusetis taxes and | understand that, pursuant to M.G.L. ¢. 62C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 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,

14)! 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
repart 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 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 1896 (HIPAA), including the reguirement 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.

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

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

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