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Commonwealth of Massachusetts

Board of Registration in Medicine REDACT
10 West Street, Boston, Massachusetts 02111 ED COPY

INITIAL LIMITED LICENSE APPLICATION

g
IMPORTANT: Read the accompanying instructions before completing this form, and print Wt
legibly or type your answers. ‘Please attach a 850 check payable to the Commonwealth of
Massachusetts.

CHECK ONE:

¥ Graduateofa Medical School in the United States, Canada, or Puerto Rico (USMG)

[[] Graduate of an International Medical School (IMG)

[] Graduate of an International Medical School applying under the Special Refugee Physician
Program :

NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS

SECTION A: Sworn Statement to be Completed by Applicant

1-A. Name: (Last)_Dyyant (First)__A(l1sD MD)_S
1-B.  Other Name(s):

YES NO
1) Have you ever been known under 2 different name or combination of names? =]
2) Have you ever been licensed under a different name? Bl
3) Have you ever applied for licensure, or applied to sit for an examination, or taken 7] K

an examination under a different name? -

If yes, you must provide additional information. (See instructions.)

2 Current Residence: _ . '_Telephone Number:
City _ State: s
3. Date of Birth :  Place of Birth: _New Yoy & Caty

Month Day Year

Sex: []Male 1 Fema 5. Social Security Number:

o

Name of Massachusetts Training Hospital: _ By tq\/\txm oand wWornen's P(ng -‘roJ}

o

T Frcmcm SV eC N R o e marryrriar=
DHE

Street Address !f_w] E ” U Llén
(zfﬂ% ’ﬂ
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f
FEE: $50.00 Check
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NAME: Aison S - B\;’ULCU/L/L Page 2 of 6

10.

Ll

12.

Name of premedical school(s): Harvard Cellege
R

Location: ﬁgmlo(vq;z Bosdtonn ., MA | USA
(City, State, Country)

Name of medical school(s): Harvard WMedical Schpo |

Location: ' Boston, MAy  US A
{City, State, Country)

Year of Graduation: 199% Degree Received: i M. D. [ D. Q. Other(specify)

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

Name of Institution:

Address:

Name of Program: : Dates of Trai:ﬁng:

(If additional space is needed, please continue your answer on a separate sheet of paper.)

List states (abbreviations) where you are currently licensed to practice medicine:

List states (abbreviations) where you were previouslv licensed to practice medicine (include
residency training licenses):

Medical School Training:
: S

o

a) If you are a USMG, have you taken more than 4 vears to complete medical school? [ [
b) If you are an IMG, have you taken more than 6 vears to complete medical school? Al
If yes, you must provide additional information. (See instructions.)

Has more than one year passed between the date of your graduation from medical O X
school and the anticipated stari date of your limited licensure in Massachusetts?
If yes, you must provide additional information. (See instructions.)

He
SH o

o



NAME: Allisors €. Br\{amb : Page 3 of 6
YES NO

14.  Have you ever been enrolled in a residency training program(s) that you ) =
did not complete? If yes, a letter from your program director is required.
{See instructions.)

Explanation attached? Program Director’s Certification requested?

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

- YES NO

15 Since your matriculation in college, have you been subject to any disciplinary
. action (see definition) at any academic institution?

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

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

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

19.  Have you ever voluntarily surrendered a license to practice medicine or any
healing art?

20.  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, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?
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NAME:___ Allison €. Bryant Page 4 of 6

24

29

23;
24.

25.

26.

27,

28.

29,

YES NO

Has any disciplinary action (see definition) ever been taken against you by any
governmental authority, by any hospital or health care facility, or by any professional
medical association (international, national, state or local)?

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 voluntarily relinquished medical staff membership?

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

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

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

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

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

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




NAME: __ Alispn §- Bryaamn t Page 6 of 6

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

This certifies that_ A¢L g J. SAdast has been appointed
gﬂame of Applicant}

to the positionof [} Intern Resident [} Fellow

in the AhlGyn

(Name of Program)

BRIGHAM & WOMEN'S HOSPITAL

at

(Name of Hospital)
begmnmg _b_f _2__/_2& to anticipated completion of training: & /B0 | DI
month  day month  day year
YES NO
Is the program accredited by the ACGME? E/ 0

If no, is there an ACGME—approveyg program/mpphcant sspecialty? [ [
Designated Official’s Signature:__ 2%

Type or Print Name: ___Shawn Vanner. Manager
Graduate Medical Education

Official Title:
Date: k{ / &.\ / 78/ Telephone Number: 617-732-8540

Winapp2.doc (12/01/97)
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Date Approved: __ & /99 7 /991
rooard of

INHIAE g

FEE $50 05 Chack 3?/

Commonwealth of Massac istration in Medicine
Ten West Street, Third Floor, Boston, Massachusetts 02111

RENEWAL APPLICATION - LIMITED LICENSE g

IMPORTANT: Please read the accompanying instructions before completing this form, and print legibly
or type your answers. e

SECTIONS A AND C ON PAGE 2 ARE TO BE COMPLETED BY APPLICANT.

Section A:

: o

1. Name: (Last)__Bryantc st ALIS0ON oan_°
Telephone
2. Mailing Address:__ Number:_

City, State and Zip: _

3. Name of Training Hospital: -F)y 16\/}?1 A fjl,l/”td A Dyoe [/\{S H 2 ‘;9 it 78
4. Current Limited License Number: - GR - "1{4H L -0

5. Other states (abbreviations) where you are now fully licensed to practice medicine:

Section B: To be completed by program director.
Has the physician been subject to past or pending disciplinary action in this program? [] Yes E_\] No
[ hereby certify that the above-named physician is in good standing in the training program.
| 0 D . Date: 4 /1> /99
Signature of Program Director; _* ! | f = YR8 Sy Te]ephone( )13 -S54y i

Print Name:

To be completed and signed by the designated official of the institution at which the applicant has
received an appointment.

This certifies that A LLISON QID,)P\ S am’1r has been appointed to the :

{(Name of Applicant)

_ positionof: [ | Intemn E Resident [ | Fellow  asaPGY .:
Program Name: OB /G N Facility: BRIGHAM & WOMEN'S HOSPITAL

Beginning Date:  © / &0 /93 Anticipated Completion Date of Training: (o /30 /O3

Is the program accredited by the ACGME: R Yes [ No
If no, is there an approved %GW ng?ﬁﬁ‘ﬁi‘i‘]\ﬁaﬂ%&’s specialty? [] Yes [ No

Edueation 617-732-8540
Designated Official; Graduate Med1ca1 Teleghete: ;-

(Print Name) J % / (Title)
Designated Official’s Signature: m Date: . Y /1 /199




NAME:

SECTION C: Read the instructions. Check either YES or NO to each question. Do pot answer N/A.
If you answer YES to any of these questions, you must provide details on Limited Supplement attached.

YES

SINCE YOUR LAST RENEWAL

16. Have you been terminated, granted a leave of absence, withdrawn or had to repeat a year in
a postgraduate-training program?

17. Have you been denied the privilege of taking or finishing an examination or have you been
" accused of cheating and/or improper conduct during an examination?

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

19. Have you voluntarily surrendered a license to practice medicine or any healing art?

20, 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).

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

(See definition). :

22. Have you 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?

23, Have you, for any reason, withdrawn an application for hospital privileges or appointment?
‘24, Have you voluntarily relinquished medical staff membcrship‘i’

25, 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?

26. Have you been charged with any criminal offense, other than & minor traffic offense?

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

28.  Has any medical malpractice claim been made against you, whether or not a lawsuit was filed
in relation to the claim? :

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



O
R Bt 9

i

Y Y
%}(@Gj/ Application #: TH ("‘ y
Date Approved: ;5 (’li ] 1l if )
Commonwealth of Massachusetts - Board of Registration i Medlcme :
Ten West Street, Third Floor, Boston, Massachusett ]E'l = ,i‘ﬁ;iz

RENEWAL APPLICATION - LIMITED LICI?'ﬁ@ﬁ Map_, N;//]// s

7

IMPORTANT: Please read the accompanying instructions before completing this form, andjprirg D or typc your an

AF REG
SECTIONS “A¥AND “C” ON PAGE 2 ARE TO BE COMPLETED BY APPLICA MEDwa & ATION
-4

SECTION A:
I. Name: (Last)_B&YANTY , __(Fist)_ ALiisonN o S
. ~ Telephone :
2. Mailing Address: : i : S Number: z
City: 5o : State: Zip: =

3. Name of Training Hospital: BEa6itAM WD pAEN'S / MASS . GENEEZAL HOSPITALS

4. Current Limited License Number: S35 - =63

5. Other states (abbreviations) where you are now licensed to practice medicine. Indicate whether full license

(F) or residency or training license (L). . [ [(F) [l [ L) e T

: To be completed by nrogram director.

Has the physician been subject to past or pending disciplinary action in this program? [ ] Yes Cg No
I hereby certify that the above-named cian is in Ng»:?@wdmg in the training program,

Print Name: E@b@ﬂ ,L,_ Ba ('}/wL Date; =) / g / LoD
Signature of Program Director: Telephone: bY7]. 13 . 5444

To be completed and signed by the designated official of the institution at which the applicant has
received an appointment.

This certifies that A LLAsSon B F\\f an-t has been appointed
(Name of Applicant)
to the position of: [] Intern [X] Resident [] Fellow as a PGY
BHIGHAM & WOMEN'S HOSPITAL
Hospital Name: Specialty: OB ] G\ N
Beginning Date: /a0 /A% Anticipated Completion Date of Training: G /30 )QQ
Is the program accredited by the ACGME: K| Yes [ No
If o, is there an approved ACGYSR Ao varinarPifapayecialty? L] Yes [ No
Graduatg Medi ' &S
Designated Official: ? o Ectu/sﬁ 2 Telephone: 617-782-8540

{Print Name) % ﬁ/ y (Title)
Designated Official’s Signature: A7 i by ' Date: 23 /\0 /0D




NAME: AULLSON S. By ANT

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

) i _ YE
SINCE YOUR LAST RENEWAL
Nk{i:“ié:‘. These questions agp,'ﬂg only since your last renewal.

.,

'! by ‘f‘ o ) _'“_:L : : y
6.  “Haye you been ferminated, granted a leave of absence, withdrawn or had to repeat a year in
4o postgraduate-training program?

17. Have you been denied the privilege of taking or finishing an examination or have you been
accused of cheating and/or improper conduct during an examination?

18. Have yoﬁ, for any“reasor;, been denied a medical ﬁceﬁse,.whethe'r full, limited or
or temporary or have you withdrawn an application for medical licensure?

15. Have you voluntarily surrendered a license to practice medicine or any healing art?

20. 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 govermmental
authority, health care facility, group practice or professional medical society or association

- (intermational, national, state or local)? (See definition).

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

{See definition).

22. Have you 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?

230 Have you, for any reason, withdrawn an application for hospital privilegeé or appaintment?
24. Have you voluntarily relinquished medical staff membership?
25. 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
comrmnittee or governing board?

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

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

28. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed
in relation to the claim? S =

29. Has any lawsuit, other than a medical malpractice sﬁit, 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?
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RENEWAL APPLICATION - LIMITED LICENSE

IMPORTANT: Please read the accompanying instructions before completing this form, and print legibly or type your answers.

SECTIONS “A”AND “C” ON PAGE 2 ARE TO BE COMPLETED BY APPLICANT.

SECTION A:
1. Name: (Last)_ PEM ANY - (Firs)_ALLID. N oy S
Telephone
2. Mailing Address:_ e Number:_ * LT =
City: State:’ - Zipse e
3. Name of Training Hospital: BZLGEHAM AN D INDWEN'S HOOPITAL _/! M&tt

4. Current Limited License Number: qg - 114Y-03-

5. Other states (abbreviations) where you are now licensed to practice medicine. Indicate whether full license

(F) or residency or training license (L). U Ty Cle T L® L
SECTION B: To be completed by program director.
Has the physician been subject to past or pending disciplinary action in this program? [l Yes K] No

[ hereby certify that the above-named physician is in good Wg in the training program.
Print Name: Robert L. BérHleri, M.D /7 Date: \g / { /"D /

Signature of Program Director: W /CD‘)/\LQL* Telephone: _617-732-4265

To be completed and signed by the designated official of the institution at which the applicant has
received an appointment.

This certifies that Allison Bryant, M.D. has been appoin{ed
(Name of Applicant)

to the position of: [ ] Intern M Resident [ | Fellow as a PGY

Hospital Nameé’i zg hﬁ,{ﬂ and f&é?[liffﬁb fb}} 9/}4?/ Specialty: 06 Ié Hr)

Beginning Date: v el f)ﬁ Anticipated Completion Date of Training: Py 53 1 DT

Is the program accredited by the ACGME: % Yes [ ] No
If no, is there an approved ACGME program in applicant’s specialty? Yes [ ] No

Designated Official: mﬁ! A/@“ﬁ/ﬂhi Jﬂ’”ﬁ(’!ﬁﬂ &f\/f (S Telephone: fpf7-732 G430
(Print Na cw M / (Title) .
Designated Official’s Signaturé’ ML/ 14 Jerze Date: _ (D /& 1D/
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NAME: fetlecon By g a0 Page 2 of 3

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

THESE QUESTIONS APPLY ONLY SINCE YOUR LAST RENEWAL YES NO
16. Have you been terminated, granted a leave of aiasence, withdrawn or had to repeat a year in

a postgraduate-training program? LT

17. Have you been denied the Iprivilege of taking or finishing an examination or have you been
accused of cheating and/or improper conduct during an examination?

18. Have you, for any reason, been denied a medical license, whether full, limited or
or terporary or have you withdrawn an application for medical licensure?

19, Have you voluntarily surrendered a license to practice medicine or any healing art?

20. 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).

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

22. Have you 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?

23, Have you, for any reason, withdrawn an application for hospital privileges or appointment?
24, Have you voluntarily relinquished medical staff membership?
253 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?

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

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

28. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed
in relation to the claim?

29, Has any lawsuit, other than a medical malpractice suit, which is related to your competency to
practice medicine, or your professional conduct in the practice of medicine, been filed against
you or has such a suit been settled, adjudicated or otherwise resolved?



SUPPLEMENT FORM

PRINTNAME:____ Allison § Bryainct DATE: _Z 2% /02

IMPORTANT NOTE: If you answer “yes” to"ény of these questions, you must provide the
additional information on pages 4-10.

YES NO

Iis Since your enrollment in college, have you been subject to any disciplinary
action (see definition) at an academic institation?

2, Have you ever been terminated or granted a leave of absence by a medical school or medical
post-graduate training program or have you ever withdrawn from a medical school or
medical postgraduate 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 faken an examination
under a different name? If so, previous name:

4. Since your enroliment 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 part 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,
temporaty, ot have you withdrawn an application for medical licensure?

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

7. Have you ever, for any reason, lost American Board of Medical Specialty certification
or been denied required recertification by one or more specialty boards?

8-A.  Areany 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 governmental authority, healtheare facility, group or -
professional medical society or association { national, state or local)?



i TN e o e e

PRINT NAME: ___ AlCTN §. Bryawnt

G-A.

9-B.

9-C.

9-D.

10.

L1

12.

13.

14.

15-A.

15-B.

Page 5
g

YES NO

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 aﬁpplicaﬁon,for hospital privileges or
appointment?

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

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

Has any professional liability insurance provider ever restricted, [imited, 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 (o any inquiry by a professional liability insurance provider?
Have you ever been the subject of any suspension or probation praceedings instituted Blue Cross
or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan;

or have you ever been restricted from receiving payments from any Blue Cross 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 contractas a partlczpatmg
provider terminated by any IMO/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 medical malpractice suit, which is related
to your competency to practice medicine, or your professional conduct in the practice of medicine,
been filed against you or has such a suit been settled, adjudicated or otherwise resolved?

Applicant’s Signature: @_AAMWQC;’]V! MQ Date:_2 /23 /D2
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BOARD OF REGISTRATION apoliccuani: a_{[}_@_¢ Z
IN MEDICINE il Dateloflssie: & e v

Commonwealth of Massachuseits - Board of Registration in Medicine

10 West Street, 3rd Floor
Boston, MA 02111 - (617) 727-3086 # ﬁ #
FULL LICENSE APPLICATION %}
Application Fee; Please enclose a check or money order in the amount of $350 made payabie to the
Commonwealth of Massachusetts. :
Check One: [ U.s./Canadian Graduate [J International Graduate

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

Boyant AoV Saran
Last Name (type or print clearly) First Middle Suffix {(Jr., etc.)
(A M.D. [EEpie! [J PhD [l Other degree

Other Name(s) Used - List any other name(s) you have used which may appear on your identifying
documents, such as medical education and examination records. If not applicable, check here []

Entire Last Name (type or print clearly) First Middle Suffix (Jr., etc.)
DateofBirth: __ . _ Social Security Number: =
Month Day Year
Place of
Birth,___ NTW Yoy N Y
City State/Province/Territory Country if not USA

Home Address:__ _ . e
Number and Street

City  State/Province/Territary Zip (or postal) Code

Business Address,____15 Tranls Syzet

Number and Street

Bocton ' M A o225
City State/Province/Territory ; Zip {(or postal) Code
Business . Home

Telephone: (11 ) 1326440 oxt._30DL 4 Telephone: (

Preferred Mailing Address: 'ﬁ. Business Address [J  Home Address
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PRINTNAME: ___ATLSTN Briydm At PAGE 2 OF 3

Pre-medical School

: From

Faciltty: qumrd colleac. Degree: MPAB 47 /9y ‘Gf 9%
Street: __ City: CaieYy d%;( State: A4 A
Facility:__B Degree: e e s
Street: City: ; State:
Medical School

’ From
Facility,_ Hay V& 7d Medical Scuro | pegree: MD 4,194 —5—! =98
Street: City: Bocton State: _ MA
Faciiity: Degree: e e
Street: City: State:

Date of medical school graduation: Jyne 198

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. Intemational graduates must provide a written
explanation for the duration of medical education longer than six (6) years and any breaks in medical
education.

Postgraduate Education:
List all postgraduate training chronologically from medical schooi to the present, 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 time you graduated from medical school.

From To
Facility:Bridgn am &Wfrma{\ T Hospiral  Posion: %6114 /20/9% b 224 02
Street: _15"Francis $X. City: Boston State: M A
Facility: Position: e e [ e
Street: City: : State: _____
Facility: Position: el e S e
Strest: City: States o0
Facility: Positlon: Seate s
Street: City: State:
Facility; Position: e

Street: City: State:




_km.,‘.——_...ﬂ_...,,._.__.._m_,,‘“

PRINT NAME: ____ ANSOW §. By ant PAGE 3 OF 3

Hospital Affiliations and Employment

List hospital appointments where you had active staff privileges, including the name and address of the
facility, your position and dates of affiliation in postgraduate training, in chronclogical order. Also include
periods of unemployment or employment outside of medicine. Attach a separate sheet of paper if
necessary.

From To
Facility:_éyvoiC_Scauwy  Hoepital Position: Begigvay 2 A2 o1 Lo sl
Street: City: P State: Sautt Af Cac
Faciity: : Position: e e
Street: City: State:
Facility: Position: s b e i e
Street; City: State:
Facility: Position: e e gt s JE s e
Street: > City: State:

1. List other states (abbreviations) where you are currently or have ever been licensed:
2. Are you certified by the American Board of Medical Specialies? [] Yes ¥J No

3. List Board Certification(s):

4. Have you attached an up-to-date copy of your curriculum vitae? %] Yes [ _ No
5. Reason for requesting a Massachusetts medical license: __&linicatl Falowsihaip

6. Name of Facility: _ B{( \_@hawx . Wemen's HTJS‘? _‘r\“c'L\
7. Address.___ 1S Franau s Syrct City.__Boston

8. Anticipated starting date in Massachusetts: _ 1 /%1 _/ 62
Affidavit of Applicant

, the undersigned applicant, hereby certify that all information inciuded in thls application for licensure
constitutes a true statement made under the penalties of perjury.
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Sigifafure o ;'apﬁcértt Date
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