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Commonwealth of Mauassachusetts - Board of Registration in Medicine l:x,‘
560 Harrison Avenue, Sulte #G4, Boston, MA 02118 (617) 654-9810 - www.massmedboard.org A

FULL LICENSE APPLICATION REDACTED Copy

waksivh

Application Fee: 0, i t of $600,00 made payable to the Commonweaith of

Massachuseits,

Check : i U.S/Canadian Graduate ] International Graduate

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

KRYS ZELUK K aTusR NG ApIN

Last Nane (type or print clearly) First Middie Suffix (Jr., ete.}
BMD [0 poJ PrD [2 Other depree {1 Male  [H Female

Other Name(s) Used - List any other name(s) you have used which may appear on your identifying documnents, such as

medical education and examination records, If not applicable, check here

Entire Last Name (type or print clearly) First Middle Suffix (Jr., etc.)

Daie of Birth: i ) Social Security Number: —

Month Day Year

Place of Birth;__

City State/Province/ Territory Country if not USA
Home Address:_, o
. Nomber and Street
City State/Province/Tetritory Zip (or postal) Code
. . 3
Business Address: 1S TeagoT R D 3 f S]Tf, 40|
Number and Street
Kenton WA 4905S
City State/Province/Territory Zip (or postal) Code
Business 'LS’ SLS << Home
Telephone: { Lf ) b3Sk 5% , €xt, Telephone: | S

Preferred Mailing Address: [[] Business Address B Home Address



PRINT NAME: Q(L* hevine K""}C}S Feauk PAGE 2 OF 3

Pre-medical School

b T
Facility: Novihwestorn Univers 'h/'l Degree: DA Q“%“/m____/ﬂ .Qéf____/ﬁi‘

Street: w25 Clpew &1 JCity: _SVANSTON —  Stte: b
Facility: Degree: _ =/ [ _ _{ [
Street: City: State:
Medical Schosl

From
Facility: NotTuwiesTeen Unw . Mey Sent Degree: WAD 08/ /45 o_wau 0O
Street; _ 293 £. fincpaeo HVe City: _ CHICAED State:
Facility: Degree: U A S SO S
Street: City: State;
Date of medical school graduation: Qe /0t 1000

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

PLyAe See SMPPLEmeuTPr Fortm | Prpy T, Quesien 4 .
Postaraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the titne you graduated from medical school.

From Te
Facility: MM_POSIDOII liare @y 021/ 00 0by3t /O]
Street: 2415 Tadpy A S Sre OV City: _Renon State: \WA
PamllWMQﬂ&_.C_%ML Position,_ PN ¢35 or/01/o1 __/ [ Preset
Street: 2415 Tpamor Bo S Ste 4oi City: BNty State: W H)
Facility: Position:__ _ /[ oo S
Street: City: State:
Facility: Position: N A Y A
Street: City: State:
Facility: Position: [/ f 4 4

Street: City: State:




PRINT NAME: KMH‘L@[N% K@‘/S%(—%Lﬂd PAGE 3 OF 3

Hospital Affillations and Employment o
gty

List hospital appointments, in chronological order, where you had active staff privileges, Include the name and ’.fn!fu}

address of the facility, your position and dates of affiliation. Also include periods of unemployment or {‘:{i

employment outside of medicine. Attach a separate sheet of paper if necessary. ;;3'*:3

From To

Facility: Lley M C Pusition:&i!_‘}&!_"_'r Qb 201 ,__/__j__?fzg:’r"mq_ ‘

Street; City: __Rérston State: __ WA s

Factlity: Position; S S Y A

Street; City: State:

Facility: Position: _________ -dihooihd

Streat: City: State:

Facility: Position: AN S S

Street: City: State:

I, List other states (abbreviations) where vou are cirrently or have ever been licensed: WA

2. Are you certified by the American Board of Medical Specialties? [[] Yes No
3. List Board Centification(s): Certification date; b
Centificationdate:____ / [/

4. Have you attached an up-to-date copy of your curticulum vitae? Yes {1 No

5. Reason for requesting a Massachusetts medical license: _YVMOViNG > WP &b LAVE
PND  WORY

6. Name of Facility: _1_Yrpave, DNOT  MET SpiNgD A LONTRACT

7. Address: City:

8. Anticipated starting date in Massachusetts: _0 %/ 0| / 0%

Affidavit of Applicant

I, the undersigned applicant, hereby certify that all information incladed in this application for licensure constitutes
a true statement made under the penaities of perjury.

Ve 4 K/ZW 2t/ ez

Signature of Aﬁplican‘t' i Date

Rewv: 10/21/2002



Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 - (617) 654-9810 http'llwww massmedbosrd.org

Phys1c1an Registration Renewal Application

Before proceeding, please read the instruction booklet. Copy this form aug )l attachments for your owy records; you will

need coples for credentinling and other purposes, This completed renewal form with attachments must be returned in the
green envelope gt least 4 weeks before your renewal date.

*Remit $400.00 for renewal fee (non-refundable). * Return renewal application in GREEN envelope.
+Add late fee of $25.00, if necessary, . D, t on in BL oo

Please review carefully the following information for accuracy and completeness. Make any corvections or
alterations as required. AU guestions must be answered or your renewal will be delayed.

1. Current Status;  Active Registration No.: 217062 Renewal Date: 04/06/2004

If you want to change your current status, please check ope of the following boxes to indicate your gew status: (Check only one)

] Active (] Retiring (see instructions) [_] Inactive (see instructions) [ Do not wish to renew
Please make corrections (print)

2. Other Name(s), if any, under which you were licensed: e
[JOtherName(s) [ 3 Name Change (enter name below)

A) Mailing/Business Address:
3. Katherine A Kryszezuk

e -1 Mailing Address:
D' ll{, ‘l" R - | City/Town: X State: VWA

_ i\ \
o U Zips O ‘_-123 Country: LASIT}
B) Home Address: \\n\ t N}% =7 N4 o ’

Als q ‘ Business Address:_llg & Yiaat 2D

1‘ ' o i Clty/Town W s mg&;[g 7 State: Wy
{ T e Country:
‘ et T Busmess Telephone: ( 01?8 Y 874 h‘f‘@ﬁ

: L..._....__.__....__

Home Address:_

City/Town: Cowe State:

Home Phone: Zip: Country:

) _ Home Telephone: (¢«

Business Phone: PLEASE NOTE: Only one address can be a P.0. box. The
mailing address cannot be a P,O. Rax,

4, a) Date of Birth: b) Sex: F 7. Cwirent American Board of Medical Specialties Certification (See Tabje 2)

¢} SS#: Cod:?: F P ‘ Code:
8.Drug License Numbers, if any:

5. a) Name of Medical School: .
Northwestern University School of Medicine 8{))) iig;:iig?iﬁg:

b) Year Graduated: 2000  ©) Depree: M.D.
6. Speciaity Code(s) (See Table 1)
Code(s}

: A
?szmmum b) States where you were previously licensed (Abbr.)

ce ¢

9. a) Other states where you are now licensed to practice (Abbr.)

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care. (Supply the codes from Table 3 and place & check mark next to those health care facilities where you have admitting privileges (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). __ No affiliations.
Facility Code: % o/ (AP) 40 % Facility Code:____/__(AP)____ % Facility Code:__ n____ (AP)____
Facility Code: _(AP)_{O % Facility Codc —d_(AP) % FacilityCode:_____/ (AP) /n

1999, print namc(s)




PRINT YOUR LAST NAME: K RYS 2Lt U LICENSE NUMBER: /7064
1. My medical malpractice insurance is covered by [ ] Insurance Carrier [ Letter of Credit

Insurer's name. (Required): pf&ﬂ[uﬂiﬂé \(J uh) Policy dates: From: 2/ Ad 45 o 7 T 12
Alternatively, indicate as follows: I am registering with Active status but I am not covered by medical malpractice insurance
because I am:; Check One: [] : Not involved in direct/indirect patient care in Massachusetts [] A government employee.
] Otherwise exempt Please exﬂ:lain exemption;

12. What is your principal work setting? (See Tabled) & 5 If you ase affiliated with a healtheare facility or credentialed
for the provision of patient care you must complete question #10 on page I and list your affiliations.

13. Care of patients in Massachusetts (see instruction booklet).
" 1) Average weekly hours inyolved in: A) inpatientcare _ S hrs/wk B) outpatient care _4O lrs/wk
2) What is the approximate ;';crcentage of your patient care hours in primary care? 8 %

14, New or Pepding): Has any medical malpraciice claim been made against you that has not
yet been finally settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

13, CLAIMS (Resolved):, Has any|medical malpractice claim that has been made against you been settied,
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 professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or
otherwise resolved?

17. Have you been charged with any criminal offense? _

18. Have you been charged with or disciplined for any violation of laws, rules, by-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 an / state or federal agency?

20. Have you withdrawn sn application for & medical license or been denied a medical license for any reason?

21. Has any professional liability insurance provider 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
professional liability insurance provider?

22. CME CERTIFICATIQN; Have you compieted your CME requirements preceding your renewal date? ﬁ Yes [ No
{;& CME Waiver. CME waiver fohn must be submitted at least 30 days prior to license expiration date.

CME EXEMPTION: Checkone! [ Inactive status Residency/Fellowship training (See instruactions).

See Instructions for CME wa!verior exemptions. Do not submit documentation of your CMEs with application,

*» Pursuant to G.L. c. 112, Sec 1A, I understand my obligations to report abuse or neglect of children under G.L. c. 118, Sec. S1A
and the punishment for failiire fo comply:

*  Pursuant to G.L. c. 112, Sec. 2,1 will not charge to or collect from a Medicare beneficiary more then the Medicare fee schedule
amount, !

*  Pursuant to G.L. ¢. 62C, 49A, Lcertify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns pnd payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢. 62E; and withholding and remitting child support pursuant to G.L. ¢. 1194, (See instructions).

1 hereby certify under the penalfies of perjury that all information on this Renewal Appilteation, Part B and Form R is true.

Signature: k . \h/,;dﬂ/y WN Date: 2/ 22/ 04

YO IGNAND INCLUDE PART B. WITH YOUR RENEWAL APPLICATION
Board Regulations require that vou notify the Board, in writing, of a change of address

MAKE A COPY OF YOUli APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




PRINT NAME AND NUMBER: Last Name: ‘Z&Y S ZC/%'(/LK __._ License Number: _ é}__?_@ Le A

CONFIDENTIAL MEDICAL INFORMATION

PART B

Questions 23 and 24 refer to the period since you signed vour last renewal application. Check either YES |~

or NO (NOT N/A) to each question. Provide details for all YES answers in space below. Before R

completing the following guestions. refer to the instruction booklet for definitions and additional

information.
IN THE, PAST TWO (2) YEARS; YES NO o

23, Have you been diagnosed with or do you have & medical condition which in any way limits or impairs
your ability to practice medicine? If your answer is “yes,” set forth the specifics of your condition end
any related treatment, including dates and diagnoses.

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

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

I hereby certify under the penaltles of perjury that all the information on this Renewal Application, Part B and
Form R is true.

Signature; é;" / M /, ) Date: 3 / 22~/ oy
e

COPY ALL PAGES OF YOUR RENEWAL APPLICATION BEFORE MAILING




3t

Massachusetts Physician Renewal Application

Physician Name: Katherine A Farris License No.: 217062
PART A
1)} Current Statvs: Active Renewal Due Date: 03/09/2006 Birth Date:

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

O Active O Retiring L3 mactive L3 Do not wish to renew

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

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

2a) MAILING ADDRESS Rrnehimn
Mailing Address:
City/Town: State:

Zip: Country:

ﬁ mm to change this address

2b) HOME ADDRESS Home Address:

CitylTow... State;

RECFIVED

. /
Zip: ) Country: —

P e A Home Telephone:
Phone: ELt s : : s ' 7 )
;}Qeck here 1o change this address Home address cannot be a Post Cffice Box

Beard of iicgisiraticn

26) BUSINESS ADDRESS ' inflodicing Business Address:
Meetinghouse Family Practice
16 Wyman Road : City/Town: State:
Westminster, MA 01473 Zip: ' Country:

Business Telephone: ( )

Phone: (978)874-6409

L Check kere 10 change this address Business address cannot be a Post Office Box

3) E-mail Address:

HFaxNomber: _97)-374-55%

5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Family Practice 0
O
o

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
__Board Name ABMS or AQA| Certificate/Subspeciaity Correet?.  Delete?
Family Medicine ABMS Family Practice ( 203 - 2o ,0) F g i
' i o o
& 0
0 O

Page 1 of 7
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Massachusetts Physician Renewal Application

Physician Name; Katherine A Farris License No.: 217062

(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.) W' .
" a) Massachusetts: -Wﬁ(N f E,; {'\1
b) Federal {DEA): 8b) States where you were previously licensed (Abbr.) co. {fﬁ
Hn
c) Federal (DEA) XS: WA, ;{-‘55
@
9} What is your principal work setting? (See Renewal Insiructions, page 4.) k
Principal Work Setting: Clinic Change to:
Please enter the approximate number of work hours at your principal work setting: ;Z'Q u}

10) List all current health care facilitics where you are affiliated or have completed the credentialing process for the @
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the

Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,

Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.

Include any affiliations with on-line prescribing services or companies. Please provide sll information for additional

facilities on a separate sheet, if necessary.

No Affiliations [] Please enter the gpproximate number of work hours for each Health Care Facility below:
- ' ) faft Cat ~ Approg
Health Care Facility (See Renewal Instructions, page 4.) Delete? | current Staff Ca egg;);nge " Hff::;’:,m\';“k

44

4

{0

Clinic
Henry Heywood Memorial Hospital

miimfixiinliulin]in

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care _ 9 hrsiwk Change 10: 10 sk
b) outpatient care  _40_ hrs/wk Change 10: hrsiwk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
My medical liability insurance is provided through: {check one)

[ Insurance Carrier {complete below)

Cuwrrent Insurance Camrier: Promutval Insurance Change to:
Policy dates:  From __Zliﬂ_ 4 To il 2 é
(required)

[J Letter of Credit subject to Board approval (attach a copy) W, /4’,'!

3 1am registering with Active status but I am not required to have medical liability insurance because I am:

Check one:

[CJ WNot involved with direct or indirect patient care in Massachusetts
[} Government Employee Federal Tort Claims Act (FTCA)

[0 Otherwise exempt (Please explain):

Page 20of7



‘Massachusetts Physician Renewal Application

Physician Name; Katherine A Faryis License No.: 217062

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

If Yes, please complete Form PCA-O "Office Based Surgery” \.\\O\\ﬂj(/
e {p\v ]

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

license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 3.)

Yon must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer 10
Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.

YES NO

14) CLAIMS MADE
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 unresolved malpractice claims against you today, any claims that have not been
finally settled or finally adjudicated?
15) CLAIMS PAID
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.
a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period? :
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period? '
17) CRIMINAL CHARGES
a) Have vou been charged with any criminal offense during this time period?
b) Are there any criminal charges pending against you today?
) Have any criminal offenses/charges against you been resolved during this time period?

18) Have you been charged with or disciplined for any violation of laws, rules, by-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 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 medieal liability insurance carrier?

22) CME CERTIFICATION:
a) Have you compieted your CME requirements preceding your renewal date? ﬂ/ Yes [] No

b} If no, are you requesting a CME 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  [1 Residency/Fellowship training

Page 3 of 7



Massachusetts Physician Renewal Application

Physician Name: Katherine A Farris License No.: 217062

CONFIDENTIAL MEDICAL INFORMATION

-24, refer to the time period b innih on the day vou signed vour Iast

When answering Questions 23
license renewal with this Board through and including the day you sign this renewal application.
(See Renewal Instructions, page 9.} '

YES NO

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

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

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.

Signature: W- Date: 2 /1% / hp

L

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

Pagedof 7



‘ Massachusetts Physician Renewal Application
. Physician Name: Katherine A Farris License No.: 217062

/ PHYSICIAN PROFILE
I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.
I have reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

- CERTIFICATIONS

1} I certify that 1 have complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 119, sec. 514,
and 1 understand the punishment for fajlure to comply.

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

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

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

5) 1 certify that I have complied with my obligations to report the treatment of victims of rape or sexual assaull pursuant to
G.L.c. 112,sec. 12A 172,

6) ] certify that ] have complied with my obligations to report a physician to the Board of Medicine, pursnant t0 G.L. ¢. 112,
sec. SF, when I have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board
regulation.

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

8) 1 certify that | have complied with my obligations to file Massachusemns 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 I make these
certifications under penalties of perjury.

9} I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G L.
c.62E.

10) I centify that I have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. 119A, -

11) 1 certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. c. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and ] understang that the Patient Care
Assessment (PCA) programs at the health care facilities where ] 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 authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board,

S— [ LA oue: 2113 K.

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

| Page bof 7
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Massachusetts Physician Renewal Application

u . Physician Name: Katherine A Farris License No.: 217062

NATIONAL PROVIDER JDENTIFIER (NPI) _
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers™ in HIPAA standard transactions. ﬁ;—l
The NP1 will replace al! other identifiers assigned to health care providers, such as those assigned by health plans, government pmgrams:jj;?
and health care purchasers for purposes of conducting these business transactions. ";::;

y
|

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

&
In order for your license to be rezewed you must take one of the following actions: ‘ I(I,,.z"
Qption 1: Supply the Board of Registration in Medicine with your valid NPL. You can apply for an NP} directly by using the NPPES w'éff)

site at www.NPPES.cms.hhs gov.
Option 2: Certify you have personally applied for your NPi and you have not received it yet. Once you have received your NP1 Number,

you must notify the Board. Please complete the NP} form at the Board's web site at www.massmedboard.org. &
Option 3: Certify another authorized institution has applied for as NP1 on your behalf and you have not received it yet (supply b

institution's name). Once you have received your NP1 Number, you must notify the Board by completing the NP1 form at the *~
Board's website {see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf,

Option 3: If your license status is INACTIVE, you may elect not 1o obtain an NPI number.

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

[3 My current NP1 is: [2' E m

£ 1 have personally applied for an NP
[J 1 have app]ied.for an NPI using a third party (enter name): {follow instructions for Option 3)

[J By checking thi.s option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NPI on my behalf, -
[ As an inactive physician, I do not wish to obtain an NPI.

HIPAA TAXONOMY CODES

Please provide the HIPAA faxonomy (specialty) codes (refer to Renewal Instructions, page 13 for more information). 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 NP on your behalf. '

Taxonomy (Specialty) Code Taxonomy Description {Print)

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

'J ﬁ/ ovider Taxonomy: I:] D L__D D D D D m
rovider Taxonomy: D D D:] D E] D D m

NP1 REQUIRED INFORMATION

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

Social Security Number: DDD - DD ) DDDD

State of Birth (if US): Country of Birth (if outside the US):

Gender: 0 Male [J Femate

Penalties for Falsifying Information on the National Provider ldentifier Application
18 U.5.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of

the United States knowingly and willfully falsifies, conceals or covers up by any. trick, scheme or device a material fact, or makes any false,
ictitious 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 1o $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,

1 authorize the Board of Registration in Medicine to provide my NP1 to any authorized hospitel, health plan, or health organization,
Signature: / 7 pae: 7~ /(3 Blp
|
PLEASE MAKE A COPY OF ALL PAGES OF YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 6 of 7




Commonwanth of Massachusetts—Board of Rogistration In Medlcine
- 560 Harrison Av oniua, Sulte #G-4, Boston, MA 02118 {617} 6540810

l ' ___CERTIFICATE OF MORAI. AND PROFESBIONAL CHARAGTER

_ 0 CHARACTER

INSTRUCTIONS TO THE APPLICANT: This form raust be signad by a physician lngally authorized 1o
practice medicine in the United States. Someone who has known you for a substantial pariod of time
and is not a relative shouid executs this stalement. The Board of Ragistration in Medicine profers
statements from physicians licensed to practice in Massechusetls.

h.  This cerifies that | have bean parsonally acquaintad with the
physician hamad below:

et

{nnme of aplicmil )

[ Lo £Zvszcrugm

for > yaars. { believe that the above named physiclan

e e o ]

Is of good moral character and worthy of confidence and

- racommand himrher (o the Massachusetts Board of Reglstration

e _ in Madicing. ,
e -
7 ()

';{\ Siglstlie o fcant Signature of Cerllijdtig Physician
;"Tlul & ,'f‘;g':'.‘ f . .
i fa o6 thatthe ghotograph LPESEYT Mpoep23 )iy WA
v #abg),v%\lﬁ;a genuide kenass of the  License Numbar Stute

b | meikéror the siAaiure above,

K S L Aueeay B, OtiveE e, m

Y “:it:'g,-fwmr;{'fj_ Type or print name clearty

C%?}&L/K ﬁd/j h ﬂﬁd) Addrass:_. . e e Cly:
sl

ature of Netry SR O
State: . ip.
v o Talaphona: { ) .
. 2/23/ Zeoz, — Dol _ 2 ) 03

My commission expires

Insteuctions to the centifving nhyvsiclan: Return the complated form fo the applicant [py & sealgd




SUPPLEMENT FORM

orvenaMe: VATUERING Ay KRY$Z2e Ul

DATE: _ Ol 10602

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

information on pages 4-10.

QUESTIONS

YES

e

. Since your enrollment in college, have you been subject to any disciplinary action (see

definition) at an academic institution?

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

postgraduate training program or had to repeat a year of postgraduate training?

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

a different name? If so, previcus name:

4, Since your enrollment in college, have you been denied the privilege of taking or finishing an
examination or been accused of cheating and/or improper conduct during an examination?

5. Have you ever failed any of the following examinations: FLEX, any State Board examination,
any patt of the National Boards, any Step of the USMLE, NBOME, or have you failed to gain
certification from the National Board of Medical Examiners or any foreign licensing or

certification body?

6-A. Have you ever, for any reason, been denied a medical license, whether full, limited, temporary,

or have you withdrawn an application for medical licensure?

6-B. Have you ever voluntarily surrendered a license to practice medicine or any hesling art?

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

required recertification by one or more specialty boards?

8-A. Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any governmental
authority, health care facility, group practice or professional medical society or association

(international, national, state or local)? (See definition),

8-B. Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws, or
standards of practice by any govemnmental authority, healthcare facility, group or professional

medical society or association ( national, state or local)?

Date; 811 061 O3

o f fe
Applicant’s Signature: . X1 A ) /

Page |

i



9-A,
9-B,

9-C.

o-D,

10.

L.

2.

13.

14.

15-A,

i15-B.

Applicant’s Signature:; W" /4 : //& ,7/

YES

Have you ever voluntarily relinquished any medical staff membership?

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

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

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

Have you ever been charged with any crimina] offense, other than & minor traffic offense?

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

Has any professional liability insurance provider ever 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 ever voluntarily restricted, limited or
terminated your insurance coverage in response to any inquiry by a professional liability
insurance provider?

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

Have you ever had an application for membership as a participating provider rejected by
any HMO/PPO/IPA or other prepaid health care plan or your contract as & participating
provider terminated by any HMO/PPO/IPA or other prepaid plan?

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

In the past ten (10) years, has any lawsuit, other than a medica! malpractice suit, which is
related to your competency to practice medicine, or your professional conduct in the
practice of medicine, been filed against you or has such a suit been settled, adjudicated or
otherwise resolved?

Date; 8/ [ 0p/) 23

Page 2



CONFIDENTIAL MEDICAL INFORMATION

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

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

16-8. Do you currently have a medical condition which in any way limits or impairs your ability
to practice medicine or to function as a physician?

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

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

i8.  Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?

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

If your responses to Questions 1-19 change whik: your application is pending, yon must immediately
notify the Boarad of the new information.

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

Pursuant to G.L.c. 62C, § 49A, to the best of my knowledge and belief, I am in compliance with G.L.c. 119A
relating to withholding and remitting Child Support.

Parsuant to M.G.L. ¢. 119, § 51A, I certify under the penalties of petjury that I will fulfill my obligation to report
abuse or neglect of children, I will read the Board’s regulations, 243 CMR 1.00 through 3.00. To the best of my
knowledge, I meet the qualifications for full licensure in Massachusetts.

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

Applicant’s Signature: M /7 - W Date: 9 jot ) 03
{ 7 /

Page 3
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Commonwealth of Massachusetts Board of Registration in Medicine
Board of 564 Harrison Avenue, Suite #G-4, Boston, MA 02118  (617) 654-9810 www.massmedboard.org

{ - Hegistration in Medicing
MEDICAL EDUCATION VERIFICATION

APPLICANT IN : Please complete the waiver for release of information and forward this form to your university/medical school(s) oF university
of graduation for verification.

Waiver for Release of information

| authorize the medical mo:@ﬁéa. jsted beloy to provide any and ail information pertaining to my medical education at your institution.
Applicant’s Signature: . 4 M Date of Birth __

L4 T :
Print or Type Name: Rﬁ( SZLZUK \ K XTH EL NG A Social Security No:
(Last name) {Flrst Name) {Middle Initial)

T a

——— e ———

Other Name(s)

{Please type or prinl name(s)

Name of Medical School: INORTHWE STCEN  UNWERS ITY  IMepichAr  Strmoc
Address:_ 30> 7. Cihtase Ave City: CeAso State of Province: _ {4

Please complete this form and forward it, together with a copy of the official transcript (which Indicates courses taken,
dates and hours of attendancs, and scores, grades, or evaluations) and malil it to the Board of Registration in Medicine.

Ll S ED 0 STO
i name of institution was different from the above named institution when applicant attended, please enter name below:

Premedical Education: Does your school have a premedical school education requirement? ] Yes G No
If “yes,” indicate where the applicant completed premedical school.
Applicant’s Undergraduate School:

Undergraduate School Address:

{Continued on page 2)



Enroliment and Participation: Our records indicate that Medical Education Verification -2
Kryszezuk Katherine A
{type or print the applicant’s name): {Last name) (First name} {Middig initial)

attended our medicail school on the following dates (indicate the month, day and vear in the section below):

ATTENDANCE DATES: FROM 10 EROM T0
08 , 28, 95 05 31, 96 07 ;07 ;98 06 ;04 ;99
08 / 30/ 96 06 J061 97 G7_J 06 1 99 06__ /02 {00
08 ( 25} 97 06 05} 98 | 7 '

The applicant attended 144 motal weeks of continuing on-campus education, not less than 32 weeks in each academic year and
check ong X! was awarded a degree in _Doctor of Medicine on {month/day/year) _June 02 / 2000

[ was NOT awarded degree. Flease explain reason(s).

Unusual Circumstances: The following questions apply to unusuai circumstances that occurred during any part of the applicant’'s medical education.
All

1. Did the applicant fake any ieaves of absence or breaks from his/her medical education?
2. Was the applicant ever placed on probalion?

3. Was the appiicant ever disciplined or under Investigation?

4. Were any negative reports ever filed by instructors regarding the applicant?

COMMENTS: 3 B \.J
AFFIX INSTITUTIONAL SEAL HERE . / § “R P
(if the institution does not have a seal, this form mustbe  9naU®: /.

notarized) INTERNATIONAL MEDICAL SCHOOLS MUST e o,/
ATTACH A COPY OF THE MEDICAL SCHOOL DIPLOMA . fack-F—Smam—PiD
AND A TRANSCRIPT OR PROVIDE AN EXPLANATION. Tiye: Ass0c Dean for Student Programs

Date: 44 1 87, 03 Telephone: (DI y03-4070

Seal Verified ] . .
@/ - rOﬁ.w This form will not be accepted unless it is stamped with the institutional seal or notarized.
DATE:

“2.._.5_.@ AG
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Commonwealth of Massachuse Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA ssmedboard.org
MEDICAL EDUCATION VERIFICATION
APP R ONS: Pleasa complete the waiver for release of information and farward this form to your university/medical school(s) or university

of graduation for verification.
Waivaer for Release of information

_mcgonNﬁ:mBm&nm_mo:o._E_._mswa_ Nﬁm)q below 1o pravide @ and alt information pertaining to my medical education at your institution.
Applicant's Signafure: N\\ “ . \h\\ e [V Dafe of Birth _

<y £
- 7 .
Print or Type Name: ﬂﬁ<mﬁﬁ.@.€;& # X T N A Social Security No:
{Last name} {First Name) (Middle initiaf)

[3

P

Othar Name(s)
{Plaase type or print nama(s) , i

Name of Medical School: [N OMTHWESTEEN  UINIVERS ITY  PMeDichL  Setooc

Address:_ 30> 7. CAheAso Ave City: Lt AED State or Province: _ I L

ST

Please compleate this form and forward it, together with a copy of the official transcript (which indicates courses taken,
dates and hours of attendance, and scores, grades, or evaluations) and mail if to the Board of Registration in Medicine.

APPLICANT'S HSTO
If name of institution was different from the above named institution when applicant attended, please enfer narne below:

Premediea! Education: Does your school have a premedical school aducation requitement? [ ]| Yes E No
if “yes,” Indicate where the applicant completed premedical schoot.
Applicant's Undergraduate School:

Undergraduate School Addrass:

(Continued on page 2)



Enrollment and Participation: Our records indicate that Medical Education Verification -2

Kryszczuk Katherine A
{type or print the appficant’s nams): (Last name) (First nama) {Middle initial)
attended our medical school on the following dates @indicate the month, day and year in the seetion below):
ATTENDANCE DATES: EROM Ip EROM Io
" 08 ; 28 ;95 05 \wH\ 96 07 / a7 / 98 06 xmrm 99
08/ 30/ 96 06 /06 / 97 G7_/06 | 99 06 /02/00
08 [ 25¢ 97 06 /f05/ 98 / / A |

The appiicant altended 144 total weeks of continuing on-campus education, nof less than 32 weeks In each academic year and

check ong &l was awarded a degree In _Doctor of Medicine —on {month/daylyeary _Junel 02 [ 2000

[1 was NOT awarded degree. Piease explain reason(s).

YEs NO
1. Did the appilcant take any leaves of absence or breaks from hisfher medical education?
2. Was the applicant syer placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Wers any negative reorts aver filed by instructors regarding the applicant?

COMMENTS: / \p P,

AFFIX INSTITUTIONAL SEAL HERE é “R
(if the insfifution does not have a seal, this form must e~ SloNalure: ‘ e

notarized) INTERNATIONAL MEDICAL SCHOOLS MUST Print Name-
ATTACH A COPY OF THE MEDICAL SCHOOL. DIPLOMA ’ T PirD

AND A TRANSCRIPT OR PROVIDE AN EXPLANATION. Title: Assoz. Dean for Student Programs
Date: N&nglm.h Telephone: 1A ) J03— 4070
DATE:.. ~Fhis form will not be accepted unless it is stamped with the institutional seal or notarized.
. A

INITIALS:
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Commonwealth of Massachusetts Board of Registration in M m G a W E
560 Harrison Avenue, Suite #G-4, Boston, MA 02118  (617) 6549810 www. j

POSTGRADUATE TRAINING <mx="_o>:o_e Ul MAR 27 a3

APPLICANT’S AUTHORIZATION: | authorize the release of _qua_mn_o: wca my vOmEBn:ma fraining program ligted below,
7 agsachusetts moma\

Registration in Medicin

Date: DL /0772

Applicant's Signature: \N\

Print or Type Name: Rb\ﬂ mmﬁf?m« \i);&w\ Rﬁ Y SFCEUK
Name of Institution: Viesy Mepicpe Eerrsp Eamicy PRACICE @NM (DENT

TR N T D
Please complete this form and forward it to the appficant in a seate o i . If the department was a “rofating” or “ransitional”
program, pleass submit docuimentation of the rotations, dates and houss of training. :
Name of Institution: ______[/AtLey /ebrvae

i name of Institution was different when applicant attended, please enter name:

Enroliment and Participation: Our records indicate that_

participated in the following program:

{Print applicant's name}
Daies Attended Accredited By
Program Type PGY Department or (MONTH/DAYIYEAR) Completed (ACGME, RBC, AOA
{internship, residency, {1,2,3.4) | type of specialty FROM T0 (YESINO) or not accredited
fellowship) training
Aes,pent y 52,2 | oty Ao | 6020/00 | ¢/20/o 3 Yoos Porcirs, 7 LME

{Continued on page 2)
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, POSTGRADUATE VERIFICATION FORM PAGE - 2
APPLICANT'S NAME: KETueZinge ANV _Kﬁ,\wmm\wcﬁx

Unusual Circumstances: The following questions apply 1o unusual circumstances that occurred during any part of the applicant’s madical education.
Please circle the appropriate response. If you answer yes fo any of these questions, please enclose an expianation.

QUESTIONS YES NO

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

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

5. Were any limitations or special requirements imposed on the applicant
because of questions of academic  Incompetence or discipiinary problems?

6. During the applicant's participation, cur postgraduate medical training \mw was accredited by: & ACGME [Other;

COMMENTS;

Certification: i hereby certify that the above information is correct, to the best of my knowledge.

AFFIX INSTITUTIONAL SEAL HERE §Qm -t
Program Director's Signaiure: Fornem R

V4
(If the institution does not have a seal, Print Name: Iviprerd m ace KM\N&..\ D Méwn

this form must be notarized by 2 notary \\
public). Academic Title: ____ e ' AOfeSSHR
Telephone: ( Y25\ 456~ YeE 7 Taday's Date: - / Y 103

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

pate:__ 24002
INITIALS; 22~




Katherine A. Kryszczuk, MD

it
il
_ _ i
Education
Valley Medical Center Family Practice Residency Renton, WA .
Chief Resident: 2002-2003 i
Resldency: 2001-present
Internship: 2000-2001
Northwestern University Medical School Chicago, Il
Degree: MD, 1995-2000
Northwestern Unilversity College of Arts and Sclences Evanston, IL

Degree: BA, 1991-1995
Major: Molecular and Cellular Blology
Minor: Religion Studies

Research / Employment

Diabetes Prevention Program Chicago, IL
Research assistant: Performed initial patient screenings, assisted with laboratory
evaluation of participants: 1997-1998

Department of Endocrinology Chlcago, IL
Clerical assistant: 1996-1998
Department of Cellular and Molecular Biology Evanston, Il

Research assistant under T. T. Wu, PhD: Performed literature searches for antibody
variable region sequences and Input information into Genbank database: 1992-1995

sional Organizati itions

Valley Medical Center Domestic Violence Committee: 2001-present

Washington Academy of Family Physicians (WAFP); 2000-present

American Academy of Family Physicians (AAFP): 1995-present

American Medical Women's Association (AMWA): 1995-2000
Northwestern University Chapter Presldent: 1997-1998
Vice-President; 1996-1997

American Medical Students Association (AMSA): 1995-2600

Ce ions / Li
WA Physician and Surgeon License
American Board of Family Physicians, Board Eligible
Advanced Cardiac Life Support
Pediatric Advanced Life Support
Neonatal Resuscitation



Katherine A, Kryszczuk, MD 2

Volunteer Activities
NARAL Seattle, WA

Help In the offices of the Washington State chapter of the National Abortion and
Reproductive Rights Action League with programs to increase community awareness
regarding abortion iegisfation: 2000-present

Siteki Hospital Swaziland, Africa
Worked in & bush clinic/hospital for two months caring for patients of all ages with
various medical conditions. Dutles included teaching nursing students in lecture format
and on the wards: 2000

Clothesline Project co-organizer Chicago, IL
‘Arranged for the touring collection of T-shirts painted by women who have been victims
of violence to visit Northwestern University and provided a speaker lunch on the impact
physicians can have on domestic abuse: 1997

Honors :

2002 Roy Virak Memorial Family Practice Resident Scholarship Recipient
Awarded by the Washington Academy of Family Practice on the basls of academic
achlevement, excellence in patient care, and strong service to the community.

Nationa! Merit Scholar

Daughters of the American Revolution Scholarship Reciplent

Fremd Viking Booster Club Scholarship Reciplent

Citizen’s Scholarship Foundation of America Recipient

Languages
American Sign Language — conversational
Spanish ~ Intermediate

Career Interests
Full spectrum Family medicine with obstetrics. Special Interest in women's health and caring

for the deaf and hard of hearing.

Per i ts
Backpacking, painting pottery/ceramics, vegetarian cooking and needie crafts

Ly



Massachusetts Physician Renewal Application

Physician Name: Katherine A Farris License No.: 217062
PART A
1) Current Status; Active Renewal Pue Date: 03/09/2006 - Birth Date:

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

(Check only one). (See Remewal Instructions, page 3.)

0 Active L1 Retiring [ Inactive D Do not wish to renew

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

Business addresses CANNOT be a Post Office Box.

Please make corrections (print)

2a) MAILING ADDRESS RioEnT
Mailing Address:
Fe3 1o 7E%s City/Town: State:
M Conripd e Zip: Country:
Ié/ heck here 1o change this address P
2b) HOME ADDRESS Home Address: 7 -
City/Tow. State.
Zip: Countlrv: P
T .
Phone: HoTe Telephone. , g
@Qeck here to change this address Home address cannot be a Post Q(ﬁce Box
2¢) BUSINESS ADDRESS Business Address:
Meetinghouse Family Practice .
16 Wyman Road : City/Town; State:
Westminster, MA 01473 Zip: Country:
_ Busi Telephone:
Phone: (378)874-6409 uoiness Telephone: ().

[ Check here to change this address

J) E-mail Address: -

Business address cannot be a Post Qffice Box

4) Fax Number: _910-§74-55 A
5) Specialties (See Renewal Instructions, page 4,) Delete? Additiona) specialties:
Family Practice a
i
O

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

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
" Board Name ABMS or AQA| Certificate/Subspecialty Correct?, Delete?
Family Medicine ABMS Family Practice ( Q803 - Aol 0) m W]
£ O
] 8
) O

Pagetof 7
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Massachusetts Physician Renewal Application

Physician Name: Katherine A Farris License No.: 217062
(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.)
a) Massachusetts: i M’J)A’ :
b} Federal (DEA): 8b) States where you were previously licensed (Abbr.)
¢} Federal (DEA) XS: wh. '

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Clinic Change to:

Please enter the gpproximate number of work hours at your prineipal work setting: ié

10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all infermation 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:
as . i StafT Catego . Approximate
Health Care Facility (See Renewal Instructions, page 4.) Delete? | current egc':; nge # Hofr, per Week

4y

Clinic

L4

I

Henry Heywood Memorial Hospital

Oi0iaigc|oaio

11) Care of patients in Massachusetts {See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 3 _ hrs/wk Change to: 10 brsiwk
b) outpatient care 40 _ hrs/wk Change to: hrs/wk

12) Medicai Liability Insurance Information (See Renewal Instructions, page 5.)
My medical liability insurance is provided through: (check one)

[3 Insurance Carrier (complete below)

Current Insurance Carrier: Promutual Insurance Change to:
Policy dates:  From _z/éﬂ & To ?/ J21 24
{required} .

] Letter of Credit subject to Board approval (attach a copy) Af /4’ 7

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

Check one:
{1 Notinvolved with direct or indirect patient care in Massachusetts

{1 Government Employee Federal Tort Claims Act (FTCA)
{1 Otherwise exempt {Please explain):

Page2of 7



Massachusetts Physician Renewal Application

Physician Name: Katherine A Farris License No.: 217062

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) Yes No o
If Yes, please complete Form PCA-O "Office Based Surgery” ' '

In questions 14-21, the phrase "time period” refers to the following: all time from the day you signed your last .,
license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instrictions, page 5.) '

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

a) New; Has any medical malpractice claim been made against you during this time period, whether or
not a lawsnit was fited on that claim?
b) Pending: Are there any unresolved malpractice claims against you today, any claims that have not been
finally settled or finaily adjudicated?
15) CLAIMS PAID
Has any medical malpractice claim against you {(whether or not a fawsnit was filed on that claim) been
resolved, settled, or adjudicated during this time period?

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

professional conduct in the practice of medicine.
a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period?
b) Resolved: Have you resolved, setiled or adjudicated any lawsuits, other than medical malpractice
claims, during this time peried?
17) CRIMINAL CHARGES - ,
a) Have you been charged with any criminal offense during this time period?
'b) Are there any criminal charges pending against you today?
€) Have any criminal offenses/charges against you been resolved during this time period?

18) Have you been charged with or disciplined for any violation of Jaws, rules, by-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 controlied substances been suspended, revoked,
denied, restricted by, or surrendered to any state or federal agency?

20) Have you withdrawn an application for 2 medical license, allowed a license application to become obsclete
or have you been denied a medical license for any reason?

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

a medical liability insurance carrier?

22y CME CERTIFICATION:
&) Have you completed your CME requirements preceding your renewal date? ,EB/ Yes [] No

b) If no, are you requesting a CME waiver?
[J Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your license expivation 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) [3 Inactive Status E] Residency/Fellowship training
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Massachusetts Physician Renewal Application

Physician Name: Katherine A Farris License No.: 217062

CONFIDENTIAL MEDICAL INFORMATION

PART B

When answering Questions 23-24, refer to the time period beginnihg on the day vou signed vour last

license renewal with this Board through and including the day vou sign this renewal application.
(See Renewal Instructions, page 9.}

YES NO

23) Have you been diagnosed with or do you have a medical condition which in any way limits or impairs
your ability to practice medicine? If your answer is “yes,” set forth the specifics of your condition
and any related treatment, including dates and diagnoses {see Renewal Instructions, page 9.)

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

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 belicf, the
information contained herein is true, correct, and complete.

Signature: L %’f Date: 7 1% 5\0

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Massachusetts Physician Renewal Application
. Physician Name: Katherine A Farris License No.: 217062

PHYSICIAN PROFILE
{1  1have reviewed my Physician Profiie at profiles.massmedboard.org and confirm that the information is accurate.
[3  Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

CERTIFICATIONS

1) I certify that I bave complied with my obligations to report abuse or neglect of children pursuant to G.L. ¢. 119, sec. 514,
and 1 understand the punishment for failure to comply.

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

3) I certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant 10 G.L. ¢.19A, sec. 15, and | understand the punishment for failure to comply.

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

5) I certify that 1 have complied with my obligations to report the treatment of victims of rape or sexual assauit pursuant o
G.L.c. 112, sec. 12A 1/2.

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

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

8) I certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1
understand that, pursuant to G.L. c. 62C, sec. 494, my license shal not be issued or renewed unless 1 make these
certifications under penalties of perjury.

9} I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G.L.
c.62E. '

10) I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. 119A.

11) 1 certify that ] have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant 10 G.L. ¢. 112 sec. 5 and 243 C.M.R. 3.00 ¢t seq., and 1 understand that the Patient Care
Assessment (PCA) programis at the health care facilities where ] 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 authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signature: ‘[/ /K k’ Date: ’b/ 1 2 ﬂ

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Massachusetts Physician Renewal Application
. Physician Name: Katherine A Farris License No.: 217062

NATIONAL PROVIDER IDENTIFIER (NPH

The primary purpose of the NP is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions, i\l
The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs_ .

and health care purchasers for purposes of conducting these business transactions. o
Under the final HIPAA NP1 Rule, all individual and organization covered providers will be required to obtain an NP] by May 23, 2007. (G:

In order for your license to be renewed you must take one of the following actions: : 4

Option 1: Supply the Board of Registration in Medicine with your valid NP). You can apply for an NP] directly by using the NPPES \ifv%b
site at www.NPPES.cms.hhs.goyv.

Option 2: Certify you have personaily applied for your NPI and you have not received it yet. Once you have received your NPI Number,
you must notify the Board. 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 P
institution’s name). Once you have received your NPI Number, you must notify the Board by completing the NP1 form at the
Board's website (see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behaif,

Option 3: If your license status is INACTIVE, you may elect ot to obtain an NPI number.

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

[7] My current NP1 is: @ EZI

CJ 1 bave personally applied for an NPI.

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

HIPAA TAXONOMY CODES

Please provide the HIPAA faxonomy (specialty) codes (refer to Renewal Instructions, page 13 for more information). 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,

Taxgnomy {Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: D D [:[:l D D D D ED

Aj A‘/ ovider Taxonomy: D D I:D D D D D ' I |
rovider Taxonomy: D I:] ED I:] D D D [ I l
NPIL REQUIRED INFORMATION

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

Social Security Number: D L—_' D - [:I I_—__] - D D D D

State of Birth (if US): Country of Birth (if outside the US):

Gender: O Mate [ Female

Penaliies for Faisifving Information on the National Provider Identifier Application

18 U.5.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 witlfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,

ictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years,
Offenders that are organizations are subject to fines of up to $500,000. 18 U.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.

1 authorize the Board of Registration in Medicine to provide my NP} to any authorized hospital, health plan, or health organization.
Signature: / ' / e Date: 7~ 112 /62?
"

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

Page 6 of 7




