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

Physician Registration Renewal Application

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

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope.
» Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope

RECETr..

i

Registration No.: 46071 Renewal Date: 06 /29/1998 1. Current Status: Act

i

- I

APR | 51999 [Uf
isht renew

9’ Registra%g%r?nolfwedicine J

If you want to change your current status, please indicate below: (Check one).

[ Active (O] Retiring (see instructions) [[] Inactive (see below *) [C] Do not

K ..
2. Other Name(s), if any, under which you were licensed: Please make corrections (type or p
Other Name(s):
3.A) Mailing/Home Address: Mailing Address
JEFFREY M GOOD. M.D. City/Town: State:
Zip: Country:
B) Business Address: Other Address: Be quq’hr G.;usw) chK i -"X“"'f ﬂ”l(.-
GODDARD MEDICAL ASSOC.EC City/Town: (10 U1 parTy 5T (arefalSiate: TAN
: Zip: 02 401 Country; 9=t~ TLlamgy,th
BROCKTON, M~ 02401-2800 P02 UOL  Couniny o
Home Phone: Home: ( )
Business Phone: (508)586-3600 Business: ( )
4. A)Date of Birth: Sex: M o of Birth: (MD/Y): __/_/__ Sex:[JM []F
B) SS#: T T e
Full Name of Medical School:
5. A)Name of Medical School:
University of Barcelona Faculty of
Medicine
B) Year Graduated: 1975 ) Degree: ¥D Year Graduated: Degree;: [ ] M.D. [] D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Q%‘E’-&S) Hours per Week in Mass. -
40 Obstetrics and Gynecology
' ﬁé,_PrESpecialty:

7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: OG Code: -
8. Drug License Numbers. if anv:
Federal (DEA):
A) Federal (DEA): Federal (DEA)
B) Massachusetts: )
9. A) Other states where you are now licensed to practice
Abbr: A Abbr:
B) States where you previously were licensed to practice C
Abbr: MD WI ND NY Abbr: L e

*If requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts.

&




PRINT NAME AND NUMBER: Last Name: G@ 1Y) (l Registration Number:7 60 71 -

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

Facility Code:&” | T/ \/(AP) % Facility Code: _ /__(AP)___ % Facility Code:____/___(AP) %
Facility Code: /(AP % FacilityCode: / (AP} % Facility Code: {AP) %
If 999, print name(s):
11. My medical malpractice insurance is covered by a) m/ﬁ;surance Carrier by [] Letter of Credit

Name of [nsurer; ?r oMy iyae Alternatively, indicate as follows:
[ am registering with Active status but I am not covered by medical malpractice insurance because [ am (check one)

a) [] Not involved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt
Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes [E’ﬁo
13. A. What is your principal work setting? (See Table 4) ) Q_ﬁ
B. Care of patients in Massachusetts (see instruction booklet).

1} Average weekly hours involved in: a) outpatient care .li_hrs/wk b) inpatient care [SLhrs/wk

2) What is the approximate percentage of your patient care hours in primary care? _ (3 %
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer {o the past two (2) years only. Check either YES or NO (NOT N/A) to each question. Provide

details on Form R for all YES answers except for guestion 22. Refer to the instruction booklet for additional information and
definitions. You must answer ALL questions, or this form will be returned to you and your license renewal may be delayed.

YES NO

L4

14, CLAIMS MADE: Has any medical malpractice 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?

15, CLAIMS RESOLVED: Has any medical mzilpractice claim that has been made against you been seitled,
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, other than a minor traffic violation?

18. Have you been formally 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 controtled substances been surrendered to ot suspended,
revoked, denied or restricted by any state or federal agency?

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

21. Has any professional 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 CERTIFICATION: Have you completed your CME requirements preceding your renewal date? E’%s O NWNo
[C] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [] CME exemption

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

+« Pursuant to G.L. c. 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

s  Pursuant to G.L. ¢, 62C, § 49A, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or out of the United States.

¢  Pursuant to G.L. ¢. 112, § 1A, T will fulfill my obligation to repert abuse or neglect of children as required by G.L. c. 119, § 51A.
o [ hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R s true.

Signature: / | Date: v#‘/_L/ﬁ

v

YO UST'SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION




= PRINT NAME AND NUMBER; Last Name: G‘&'ﬂd Registration Number; "/ 62 7/

CONFIDENTIAL MEDICAL INFORMATION
PART B

Questions 23 and 24 refer to the past two (2) vears only. Check either YES or NO (NOT N/A) to each

question. Provide details for all YES answers in space below. Before completing the following questions,
refer to the instruction booklet for definitions and additional information.

IN THE PAST TWO (2) YEARS: YES N

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.

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 treatment, including dates and diagnoses.

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

1 hereby certify under the penalties of perjury that all the information on the Renewal Application and
Form R is true.

Signature: / Date: 7// 7 /97

COPY ALL PAGES OF YOUR RENEWAL APPLICATION BEFORE MAILING

O



Commonwealth of Massachusetts Board of Registration in Medic@
Ten West Street, 3rd Floor, Boston, MA 02111 {617) 727-3086, ext. 320 .

Physician Registration Renewal Applicatio

2
4/

Before proceeding, please read the instruction booklet,

* Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes,

The Board will charge a fee for each copy.
* Remit $250.00 for renewal fee.

« Return renewal application in GREEN envelope.

+ Add late fee of $25.00, if necessary. * Enclose check with coupon figEL @@BV
in MR =
Registration No.: 46071 Renewal Date: 06/29/97 UN & 7 1997 J
. SRV IV by by
1. Activity Status: B/Active [] Retiring (see instructions) !
{Check only one) [ Inactive *(see below) [J Do not wish to renew BOARD OF REGISTRATION

2. Other Name(s), if any, under which you were licensed:

3. A)Mailing/Home Address:

JEFFREY M GOOD, M.D.

B) Buginess Address:
GODDARD MEDICAL ASSOC.PC
1 PEARL STREET

BROCKTON, MA 02401-2800

Home Phone:
Business Phone:

A= =y o ——

(508)586-3600

4. A) Date of Birth; C)Sex: M
B) Lic. Issue Date: 07/11/80 D)SS#:

5. A) Name of Medical School:

University of Barcelona Faculty of
Medicine

B) Year Graduated: 75 C) Degree; MD

6. Specialty Code(s) (See Table 1)

Code(s) Hours per Week in Mass.
OBG 0

7. Current American Board of Medical Specialties Certification (See Table 2)

Code; ©OG Code:

8. Drug License Numbers, if any:
A) Federal (DEA):
B) Massachusetts:

9. A) Other states where you are now licensed to practice
Abbr:  CA NY

B) States where you previously were licensed to practice

Abbr: MD WI

Corrections (type or pritth)MFDININE

Other Name(s):

Mailing Address:

City/Town: State:

Zip: Country:

Other Address:

State;

City/Town:
Zip: Country:

Home: ()
Business: ( }

Date of Birth (M/D/Y): [/ [/  Sex (M/F):
Lic. Issue Date (M/D/Y): __ /  / SS#:

Full Name of Medical School:

Year Graduated: Degree (MD/DO):

Obstetrics and Gynecology

Code(s) Hours Per Week in Mass.

If OS, Print Specialty:

Code: Code:

Federal (DEA):

Mass:

Abbr:

Abbr:hl_D_ L w o

*If requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts

Us



PRINT NAME AND NUMBER: Last Name: (T oc J Registration Number:_¢f ¢ o b g

10. A, Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply the codes from
Table 3 and place a check mark next to those health care facilitics where you have admiiting privileges (AP).
Facility Code: 4 _Ll/ (AP) Facility Code:_____ / (AP) Facility Code._____/ (AP)
Facility Code: _/ (AP) Facility Code: .~/ {(AP) Facility Code:__ / (AP)
If 999, print namc(s)

B. Additional health care facilities at which you previously held privileges or with which you were associated in the past two (2) years.
(See Table 3)

Facility' Code:___ _ Facility Code:______ Facility Code:_____ Facility Code:_____ Facility Code:
1f 999, write Name(s):

11. My medical malpractice insurance is covered by a) \/[nsurance Carrier b) Letter of Credit
Name of Insurer; Pﬁ‘g m u{u 7 L\

Alternatively, indicate as follows: I am registering with Active status but | am not covered by medical malpractice insurance because

I am (check one) a) Not involved in direct/indirect patient care in Massachusetts b) Otherwise exempt

Please explain exemption:

12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? (check one) ] Yes [Qa0
13. A. What is your principal work setting? (See Table 4) X L
B. Care of patients in Massachusetts (see instruction booklet).
1} Average weekly hours involved in: a) outpatient care _Jf_ hrs/wk b} inpatient care sz__ hrs/wk

2) What is the approximate percentage of your patient care hours in primary care ? O %

PART A

Questions 14 through 22 refer to the past two (2) years only. Check either YES or NO (NOT N/A) to each question. Provide
details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional information and
definitions.

IN THE PAST TWO (2) YEARS: ES N

14, CLAIMS MADE: Has any medical malpractice 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?

15. CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been seitled, 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 tesolved? i

17. Have you been charged with any eriminal offense, other than a minor traffic violation?

18. Have you been formally charged with or disciplined for any violation of the 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 surrendered to or suspended, revoked,
denied or restricted by any state or federal agency?

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

21. Has any professmnal liability insurance provider restricted, limited, terminated, imposed a surcharge or co-payment, or
placed any condition refated 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, Have you completed your CME requirements preceding your renewal date (see instruction booklet)? = ]

[] Waiverrequested  (waiver form due 30 days prior to date of license expiration). [] Training Program exemption

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
RENEWAL APPLI TIO/EONTINUED ON PAGE 3. ALL QUESTIONS ON PART B MUST BE ANSWERED.
el
7 { Date: 5 / ? / q 7
e

Signature




Page 3

PRINT NAME AND NUMBER: Last Name: Registration Number:

PART B CONFIDENTIAL MEDICAL INFORMATION
Questions 23 and 24 refer to the past two (2) vears only._Check either YES or NO (NOT N/A) to each question. Pravide

details for all YES answers in space provided. Refer 1o the instruction booklet for additional information and definitions.

IN THE PAST TWO (2) YEARS YES NO

23.  Havc you been diagnosed with or do you have a medical condition which limils or impairs yout ability to practice
medicine?

24. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice
medicine?

Treating Qrganization:

Address:

Person Responsible {or Treatment:

Type of Condition and T'rcatment:

s  Pursuant to G.L.c. 112, § 2, 1 will not charge to or collect from a Medicare beneficiary more than the Medicare fee
schedule amount.

e  Pursuant to G.L, ¢, 62 C, § 49A, 1 hereby certify that, to the best of my knowledge and belief, I have filed all
Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States,

s  Pursuant to G.L. ¢. 112, § 1A, [ hereby certify that 1 will fulfill my obligation to report abuse or neglect of children as
required by G.L. c. 119, § 51A.

I hereby certify under the penalties of perjury that all the information on the Renewal Application and
FORM R is true.

Signature 7 Date: s /"7 / ?z
(v




19227.0000

I. PHYSICIAN INFORMATION

JEFFREY , M , GGOD

Mass Licensc # 46071 First Issuc Date 07/11/80

License Status.. Active

Hospital Affiliation

1 Pearl St. Good Samaritan Med Ctr-Goddard Campus
Brockton, MA 02401-2800

U.8.A.

(508) 586-3600

Make adidress correctionys here: ... Make Giy Coivections 18 Gheve Reres oL

add:.... Cood. Samar.itan Medical. Center. —.Cushing..CAMOUS..............
GODDARD MEDICAL ASSOC, hg- e ,

... ,ONE PEARL STREET
........ BROCKTON, MA 02401 -2g00

Insurance Plan Affiliation: Licenses Held in Other States:

_All Blue Cross Products

... Harvard/Pilgrim L
AN I" D NY """"""""""" ACCEpt Medicaid‘? Yes E‘ No

. ............. C‘ d]GNA"a ________________
e PR I e
Brighton Marine
I1. EDUCATION & TRAINING

Accepting New Patients? B{es [INo

University of Barcelona Faculty of Medicine MD 70

“Medical School Degiée Date

o G 7 P
.....NQ.S.SE.U....HQ.S.p.i..I_c.‘!..l..(.SLN.\N......SI.Q!’.!Y....B.I.CQ.Q.K...M@Qi.@.@..l.....§9h9.9.|..1...Mi.HQQl.@.z....NY....(..'...".‘.IEK!’.‘.)..........Z.].?.?.f’....._......._.......Ea(l.Zl.?.?.@......
Residency Program(s) Start - ¢
.ot. Joseph Hospital (lLoyola Univ. Medical School) Chicago, L {Ob/Cyn). . /1976 . . _ E;nd/1977. .
Residency Program(s) Start "

/ 1927

Mt Sinai,. Milwaakee, MWL (OGN e A QT EFMFISBO .......
Residency Program(s) Start

III. SPECIALTY BOARD CERTIFICATION
Primary Specialty:  Obstetries and Gynecology Certifving Board Name¢:  Board of Obstetrics and Gynecology

Secondary Specialty: Certifving Board Name:

Make any corrections here: Make any corrections here:

Board of Registration in Medicine Physician Profile




Sigfos X

Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

Regisiration No. Status Fee Renewal Date  Late Fee
__ 46071 ACTIVE 325000 ng/2g/q5 $25.00 Coriection of Malllng Address
Mailing Address: Address (Mailing):
JEFFREY M GOOD, M.D. -
City/Town:
State:
Couniry:

Directions: Before proceeding, please read the instruction booklet. Some questions are optional.

+ Failure to renew in a timely manner will cause your license to lapse and may affect your
ability to practice medicine in the Commonwealth. (See enclosed letter).

+ Add late fee If necessary.

* Make a copy of this form and all attachments for your own records - you will need copies for
credentialing and other purposes. The Board will charge a fee for each copy it provides.

+ See instructions on detachable coupon at bottom of this page.

LLapg 1
ottt 1eake
Pre-Printed Information Correcttons of Pre-Printed Information
1. Other name(s), if any, under which you were licensed: BORRDOF T IEGISI”AT'ON
y y Name: IN MEDICINE
2.Business Address: gf;’,;fwn
1 PEARL STREET State: ' Zip:
BROCKTON, Ma 02401 Country: ’
1. Date of Birth: Sex: D?.te of Bitth M/D/Y): —bd Sex M/F) e o
Lic. Issue Date: g /11/80 S8#: Lic, Issue Date (M/D/Y): L SS#
Home: Business:
Home P! Business P ( ) ()
(508)586-3600 Full Name of Medical School:
4. Name of Medical School:
Universily of Barcvelouua Facullby of
Medicine Year Graduated: ____ Degree (MD/DO):
Year Graduated: 75 Degree: MD
5. a) Other states where you are now licensed to practice (Abbr): QA NY
b) States where you previously were licansed to practice (Abbr): MD WI
6. Specialty Code(s) (Ses Table 1): Code Hours per Week in Mass,
Code  Hours per Week in Mass, — —
OBG 0 Obstetricse and Gynececlogy If OS, print specialty:
7. If you are currently American Specialty Board certified, enter codes: (See Table 2)
Code: g Code: Code: Code: __
8. Drug license number(s), if any: a) Federal (DBA) Federal (DEA):
b) Massachusetts Mass; —

9. Activity Status: I am applying to be registered with the following status: ACTIVE ._\./._. INACTIVE

+ I hereby certify that If requesting Inactive status, I will not practice medicine, Including writing prescriptions, in Massachusetts.




PRINT NAME AND NUMBER: Physician Last Name: é; oo J Registration Number: __ 4 6 O Z [

10. a) Current health care facility(ies) at which you have completed the credentialing process for the provision of patient care. Supply the
codes from Table 3 and place a check mark next to those facilities where you have admitting privileges (AP),
Facility Code: 1 0. _{ / ¥ (AP) Facility Code: — oo — / —— (AP) Facility Code! e o e [ e (AP)

Facility Code: . o e / - n (AP)  Facility Code: __ ./ —_(AP) Facility Code: __ __ _ [ __(AP)

If 999, print name(s):

b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 3)
Facility Code: — . Facility Code: — — __ Facility Code: —_ ______ FacilityCede: _______ FacilityCode: _ _ __
If 999, write name(s):

11. My medical malpractice insurance is covered by (a) Insurance Carrier L (b) Letter of Credit __ If applicable, check one.

List Insurer:
Alternatively, indicate as follows: 1 am registering with ACTIVE status, but I am not covered by medical malpractice insurance because I am
(Check One): (i) Not involved in direct/indirect patient care in Massachusetts — (ii) Otherwise exempt:

State how otherwise exempt:
12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? Yes

No 7 (Check one)

“13. a) What is your principal work setting? (See Table4) £ O

b) Care of patients in Massachusetts (See instruction booklet.)
i) How many hours per typical week are you currently involved in oulpatient care in Mass? i hrs/wk

ii} How many hours per typical week are you currently involved in inpatient care in Mass? L hrsiwk
¢} Approximately what percentage of your patient care hours are in primary care?
(See instructions for definition of primary care.) 0 %

Questions 14 through 24 refer to the past two years only Check elther YES or NO (NOT N/A) to each questmn Provide details on
Forms R-1 and R-2 for all YES answers. Re g 0k ] . and d

| IN THE PAST TWO YEARS: | YES NO
14. CLAIMS MADE: Has any medical malpractice claim been made agamst you which has not yet been ﬁnally settled or
adjudicated, whether or not a lawsuit was filed in relation to the claim? .. - .
15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled, ad_]udlcated or otherwise resolved,
whether or not a lawsuit was filed in relation to the claim? ..............

16. Has any lawsuit, other than a medical inalpractice suit, which is relatcd to your competency to practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or been settled, adjudicated or otherwise
TESOIVEA? e s s e

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

18. Have you been formally charged with or disciplined for any viclation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional society of aSS0CIAHANT ..vvvser i

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

20. Have you withdrawn an application for a medlcal llcense or been dcmcd a medlcal llcense for any reason'7

21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, limited or terminated your insurance coverage in response 1o an inquiry by a professional
liability insurance provider? ... e S

22. Have you been diagnosed with or do you have a medlcal condmon whlch I!rmts or impairs your ablhty to practice med.tcme'? .

23. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice? .............
24. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason other than a medical

CONAILONT . ovivevirresirirarie s e s s et ere i e S R emr T sresae s e R 08 /
25. T have completed my CME requirements in the two years precedmg my renewal date: Yes _>Z_  No, waiver requested

No, training program exemption (see instruction booklet).
If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit decumentation of your CMEs with your renewal application.
« Pursuant to G.L. c. 112, sec. 2, I wiil not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.
+ Pursuant to G.L. ¢. 62 C, sec. 49A, T hereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
I have filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United States.
« Pursuant to G.L. c. 112, sec. 1A, I hereby certify that T will fulflll my obligation to report abuse or neglect of children as required by
G.L. c. 119, sec. 51A.

= I hereby certify under ‘thyius and penalties of perjury that all information on this form and Forms R-1 and R-2 Is true.

i
Date: :2 [i({ 2;§

Signature;




. ’ Commonwealth of Massachusetts

Board of Registration in Medicine

¥ h
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1993-1995 Physician Registration Renewal Application
Registration No. Status Fee Renewal Date  Late Fee .
bl 71 ACTIVE $250.00 06/29/93  $25.00 _ Correction ofMalling Address:
Mailing Address: Address (Mailing):
EEFR2SY M 3O MoDw
JEFFRZY M 3000, M.D Citg/Town:
State:
Country Code (See Table 1):
Directions:  Staple check to bottom of form. Add late fee if necessary.

« Questions 1-8 include information from Board files. Please correct as necessary in the boxes

= Before proceeding, please read the instruction booklet. Some questions are optional.
» Make a copy of this form and all attachments for your own records - you will need copics
for credentialing and other purposes. The Board will charge a fee for each copy it provides.
» Enclose the $250.00 renewal fee by means of a certified check, money order or personal check made

provided on the right hand side of the page.

payable to the Commonwealth of Massachusetts,

Pre-Printed Information

1.

[

5.

6.

Corrections of Pre-Printed Information

Other name(s), if any, under which you were licensed:

Name:
. #) Address (Home): Address (Home):
City/Town:
State: Zip:
Country Code: If 999 print Country:
3 ] Address (Business):
b) Address (Business): City/Town:
1 PEARL STREZET Country Code: If 999 print Country:
SHOCKTON, MA 2401
. . irth MDYy —L L . :
Date of Birth: Sex: E?‘effmgh[i ¢ g f)Y gg:;(MfF). _—
. - . : S :
Lic.Issue Date: J7/11/30 S84 ic, Issue Date )
Telephone Number:
Telephone Number: i .
. Home: ( ) Business: ()
Home usiness
(505)586=3604 Full Name of Medical School:
. Name of Medical School:
Jniversity of sarcelona Faculty of
meaicine Year Graduated: Degree (MD/DO):
Year Graduated: 73 Degree: M0
a) Other states where you are now licensed to practice {Abbr): CA NY
b) States where you previously were licensed to practice (Abbry: M0 W I
' Code Hours per Week in Mass.
Specialty Code(s) (See Table 2): — —_—
' Code Hours per Week in Mass. — —_
- - . : . ‘ If OS, print specialty:
gl 40 sstetrics and bsynecology
J
. a) If you are currently American Specialty Board Certified, enter Codes: (See Table 3)
Code: GG Code: Code: Code:
b) If you previously were American Specialty Board certified, but are no longer,
please enter codes of prior certification: (See Table 3) Code: Code:
Code: Code: — ode:
. Drug License Number(s), if any:  a) Federal (DEA) Federal (DEA):
b) State (MA) State (MA):

. I have completed my CME requirements in the two years preceding my renewal date:  Yes _.\4_ No, waiver requested

You must fill out a separate Waiver Form. The waiver must be granied by the Board before your license will be renewed, See instructions for

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

Staple Check Here




PRINT NAME AND NUMBER:  Physician Last Name: _(5.0 0d Registration Number: &£ & 74

10. Activity Status: I am applying to be registered with the following status: Active / Imactive ___
« I hereby certify that if requesting Inactive status, I will not practice medicine, including writing prescriptions, in Massachusetts.

11. My medical malpractice insurance is covered by (a) INSURANCE CARRIER _\/_ or (b) LETTER OF CREDIT If applicable, check one.

List Insurer: j U ﬂ

Alternatively, indicaie as follows: 1 am registering with ACTIVE status, but I am not covered by medical malpractice insurance because T am

(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS:_____ (ii) OTHERWISE EXEMPT:
(State how otherwise exempt):

12. Current Health Care Facility Affiliations. Supply the codes from Table 4 and place a check mark next to those facilities where you have

admitting privileges (AP).
Facility Code: 3. L _! / __ (AP) FacilityCode: |/ __(AP) Facility Code: __ ——____ / __ (AP)
Facility Code: 1 O\ / ___ (AP) FacilityCode: —— ./ __(AP)  Facility Code:—_— |/ __(AP)

If 999, print name(s):
Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(Sce Table 4.)
Facility Code: o _— — Facility Code: o . — — Facility Code: —_ . . Facility Code: ______ __ Facility Code: ___ __ ___

If 999, write name(s):

13. Are you currently in a post-graduate training program in MA as a resident or clinical fellow? Yes No_z (Check one)

14. a) What is your principal work setting? (See Table 5) _&_ 0

b) Care of patients in Massachusetts (MA) (See instruction booklet.)
i) How many hours per typical week are you currently involved in outpartient care in MA? 22 25 hrs/wk in MA
ii) How many hours per typical week are you currently involved in inpatient care in MA? _i hrs/wk in MA

Questions 15 through 23 refer tp the past two years only, Check either YES or NO (NOT N/A) to each quesnon
Provide details on Form 15A for all YES answers. e ¢ instructj klet for addj

| IN THE PAST TWO YEARS:|

YES NO

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

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

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

18. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
or restricted by any state oF fEderal AZETICY? ..ccirruisivrsinc i s e s e s ep e e R b e AR SRR e

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

20. Have you had any mental illness which has impaired your ability to practice medicine or to function as a student of medicine?

21. Have you had an organic illness which has impajred your ability to practice medicine or to function as a student of medicine?

22, Are you now, or have you been in the past two years, dependent upon alcohol or drugs? ... eenm——"

23. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage?......
« Pursunant to G.L. c. 112, sec. 2, I will not charge to or collect from a Medicare beneficlary more than the Medicare reasonable charges,
« Pursuant to G.L. c. 62C, sec. 49A, 1 hereby certify under the penaltles of perjury that, to the best of my knowledge and belief, I have

flled all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies even if you
reside out-of-state or out of the country.

« T herehy certify that I will fulfill my obligation to report abuse or neglect of children pursuant to G.L. c. 119, sec, S1A,

+ [ hereby certify under the penalties of perjury that all informaticn on this form and Form 15A is true,

Signature: Date: / /




etts Board of Registration in Medicine
o[, Boston, Massachusetts 02111
sgistration Renewal Application

- > Y Ay )

Reglsiration No.  Status Fee  /RohgwslDate = For Office Use Only

ONY& ACTIVE $150 (La/ﬁsmw'* MR, A,
OrFe JEFFREY M GOPD oF - 1 Pr. /

SENT -
DE. - [}

Directions: i I

« Questions 1-7 include information from Board files. Please correct ir as neces,sary

« Before proceeding, please read the instruction booklet. e N e i 1

« Answer all non-optional questions completely. (The instructions specify which questions are optional.)

« Make a copy of this form and all attachmants for your owr records--you must give haalth care facilities copias for cradentialing purpesas. The Board charges
$3.00 plus postage for sach copy furnished.

« Enclose the $150.00 renewal foe by means of a certified check, money order or parsonal check made payable to the Commonwealth of Massachusetts.

Activity Status
| am applying to be registered with the following status: Active___\* Inactive
i hereby certify that (f requesting Inactive status, [ will nof practice medicine in Massachusetts,

Pre-Printed Information Corrscticns of Pre-Printed Information
1. Other Name(s), if any, under which you were licensed: Narne:
2. a) Address (Home): Address:
City/Town
State; Zip:
Country Code: {If 998 write Country):
2. b) Address (Business); Addross;
State: Zip:
SATCKT e MA U240U1T- Country Code: (if 999, write Countryj:
3. Date of Birth. Sax: M Date of Birth (M/D/Y): / / Sex IMFY:
L lssueDate£ 7 /11/80  SSN# Lic. Issue Date(M/D/Y): / / SSN #:
Telephone Number:
Home Business Home: ( ) Business: ( )
(5d:5)238-4460 (508)5486~3400
4. Medical School CadeS P AU Year Graduated? 5  Degree: MD School Code; Year Graduated; _ Degree (MD/DO);
Name of School: If 99509, write School;
Jniversity of sarcelona Faculty of Medficine

5. a} Other States where you are now licensed to practice (AbbNL A NY
b) States where you previously were licensed to practice (AbbD W1

6. Specialty Code(s) (See Table 3).

Cods  Hours per Waeek in Mass. GCade X Hours per Waek in Mass,
GG 0 OUbsteatrics and Gynecotog]r CHE 40
0 [

If OS, write specialty.

7.8) Are you American Specialty Board Certifiad? (Y/N)Y 7.b) I YES, Enter Godes:

Code: 0G  #oard of QObstetrics and Gynecology Code:
Coda: Code:

8. Drug License Numbar(s) (if any) [optional]: a} Federai (DEA)_'TW L
c) State (MA) #M

S

b) How many DEA nos. do you have?

9. | have completed my C.M.E. requirements in the two years precading my renewal date: YES \/ Waiver Requested

(You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed.) See Instructions for CME
requiraments. Do not submit documentation of your CME's with your ranewal application.

30M - /90 - PB13971 [ For Offica Use Only. Waiver Granted Date: / / ]



FILL IN NAME AND NUMBER. ‘
Physician Last Name. G’faﬁcl. Registration No.. o _¢_ P 7.4 -

v 10, My medical malpractice insurance is coverad by (a} INSURANGE CARRIER_ V" or (b) LETTER OF CREDIT,

List Insurer; ZT 4 B

. I epplicable, check one, .

Alternatively, indicate as follows: | am registering with ACTIVE status, but | am not covered by medical malpractice insurance because | am (Chack ona):
(i) NOT INVOLVED IN DIRECT/'NDIRECT PATIENT CARE: (i) OTHERWISE EXEMPT,

(State how otharwise exampl);

11.  Current Hospital Affitiations {Supply the codes from Tabie & and piace a check mark next to those facilities where you have admitting privileges (AP).
Facility Code: Y £ | /_(AP) Facility Code: __ __ _ /__(AP) Faciiity Code: __ ___ __/_(AP)

Facility Code: 3 | 1 1 {AP) Facility Code: ______/__{AP) Facility Code: ______1_{AP)

if 999, write Narae(s):

. ?Sdgiﬁc%ng‘l’ Hgtjpitais at which you previpusly held privileges and other Health Care Facilities with which you were assoclated in the past 4 years,
i e Tabla &.

Facility Code;__ __ __ Facility Code: ________ Facility Code: __ _ Facility Code: ____ __

1 993, write Nameis):

12. Post Graduate Training in Massachusetts (MA) (See instruction booklet.)
a) Are you cutrently In a post-gradyate training program in MA as a resident or clinical fellow? Yes __  No __,\_/ {Check one.}
b) If you are in a MA program, are fyou a i) Resident ii) Glinical Fellow____ or i) Research Fellow___7 (Check one.)
¢) How many hours per typical wegk do you spend in this MA post-graduate training program? hrs.Awk. in MA,

13. Care of Patients in Massachusetts (MA) (Seg: instruction booklet.) '
&) How many hours per typical week are you currently involved in outpatient care in MA? 015/ hra.fwk. in MA.
b) How many hours per typical week are you currently involved in inpatientcare in MAT_/ 5 _hrswk. in MA,

.14, Principal Work Sstting. A O
| a) Whatls your principal work sotting? (See Table 6{ \Y

Questions 15 through 22 reler to the past fou Jears only. Check either ¥YES or NO (not N/A) 1o each question. Provide detalls on Form 156A.
Beter to the Instruction bocklet for additional infornation.

15. Has any pending or new madical malpractice ciaim been made against you (whether or not a lawsuit was filed in relation to the ¢laim}?......
16. Have you been a defendant in any pending or new criminal proceeding other than a minor tratlic ofense?. ...,

17. Are any formal disciplinary charges pending or has any disciplinary action (as defined by Beard regulations--See Instructions) been taken
against you by any governmental authority, hospital or other health care facility, or professicnal medical association {international, national
state or l0Cal .. ..o v e et e eme b et b eeeg b O ey d B e e st b e e dSPRE eSS LR e SRR RS £ R4 AR RS BN SR AL R YRR AP R SR 00s

18. Has your privilege to possess, dispense or pres%:ribe f:ontrolled subslanogs I?eqn §us.pende.d. revoked, deniad, restricted, surrendered,

or have you been called before or been warned by this state or any other jurisdiction including a federal agency?.............ccieeciiccesninecens
19, Have you withdrawn en application fora medice{! licanse or bean deniad a medical licanse for any reasan?.........cconr e,
20. Have you had any menta! illness which has impaired your ability to practice medicine or to function as a student of medicine?.............c.cu...
21. Have you had an organic illness which has impaired your ability to practice medicine or to function as & student of medicine?.....................

22, Ara you now, or have you been in the past four years, dependent Upon alcohol OF drUgBT...... ... st s

|
Pursuant to M.G.L. c.478, | will not charge ta or c;ollaot fram a Maedicare beneficlary more than the Medlcare reasanable charge for my serviges,

Pursuant to M.G.L. ©.62C sec.404A, | certlfy under} the penalties of perjury that, 1o my best knowledge and bellef, | have filad any Massachuselts state
tax returns and paid any Massachusetis stato tdxes, that are required under law. NOTE: Thle applies even if you reside out-of-state or out of the
country.

| 1oartlfy that | will fulflll my obligatlon to repart abuss or neglact of children purauant to M.G.L. 6.119 sec.51A.

I hereby certify under the penaities of perjury tha* all Information on this form and Form 15A is true.

\
|
L Date/;}{ / 2‘{!9[

Signature;




Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

ALEXANDER F. FLEMING (61 7) 727'3086
EXECUTIVE DIRECTOR

An Agency within the Executive Office of Consumer Affairs and Business Regulation

February 4, 1993

Jeffrey M. Good, M.D.

Re: Complaint regarding
3 malpractice actions
Docket number 86 02101-GO

Dear Dr. Good:

The Complaint Committee reviewed the matter of three
prior malpractice complaints pending against you (Walsh,
Navis and Duffy) and voted not to pursue these matters.
This complaint was therefore dismissed. .-

Yours verz)truly,

Lot

"James J. arrett
Complaint Counsel



"

BOA’ID OF REGISTRATION IN MEDICINE

SEE REVERSE SIDE

YOU ARE REQUIRED TO GOMPLETE THE QUES-
. TEN WEST STREET NUMBER, TIONS BELOW AND ON THE REVERSE SIDE OF THIS
LOSTON, MASSACHUSETTS 02111 OPTIONAL APPLICATION. (SEE THE ENCLOSED INSTRUC-
TIONS FOR DETAILS.)
HENEW%‘BJ;‘F;%%L)CATION IF YOU ANSWERED “YES" TO QUESTIONS 15
- THROUGH 24, YOU MUST GHECK THIS BOX:
PLEASE USE THE ENCLOSED RETURN ENVELOPE
LICENSE NUMBER PAY THIS DATE TO BE RENEWED
FEE LATE FEE THIS APPLICATION MUST BE SIGNED
GoDE TeE REGISTRATICN NO, AMOUNT Mo [ oa | va NOTE! AND RETURNED WiTH A $100 PAY-
ORDER 15 PAEECRALD, PERSONAL
MD 1 46071 $100 100 0629 |87 CHECKS ARE ACCEPTABLE.
Q PAYABLE TO:

COMMONWEALTH OF
MASSACHUSETTS
TEN WEST STREET, 2nd FLOOR
BOSTON, MASSACHUSETTS 02111

PLEASE PRINT ANY NAME QR ADDRESS
CHANGES BELOW

JEFFREY M GOOD

YOU MUST READ THE | RUCTIONS ENCLOSED WITH THIS FORM TO ANSWER QUESTIONS 1-26.

1. Print Name: & re vy ALY Coe 2. Date of Birth:
I 5 ] MONIH DAY YEAR
3. Medical School: o F M2 [ D02 [] (Checkoney -~ :

5. Date of Graduation; f'? 7 ..'.)/

4. Country where Medical School located: S pq ol
8. American Specialty Board Certified? [\ (Check if yes.)
e Yn

7. Principal Specialty(ies): _C R- ¢ ‘_'I_h}

Which Boards? £ B~

? )
8. Principal work setting: tme /fnu /I‘ﬁ S'm"ncfz‘{; Cliwic.

9. Home address: 10, Principal business address: | Far , 5
) BeecKTerw, M6 wa yof
11. List all hospitals at which you have currently effective privileges: trel 1w e [ <
12. List all hospitais at which you have held privileges in the past 20 years: & £ . 5 ; ’d’f"
13. States other than Massachusetts in which you are presently licensed to practice: Cor { F Neew I/_{; fﬂ/ R lf‘l//_fg [ A Per 78 /)4 &7:’1
14. List any other states where you were previously licensed to practice:
YES NO

15. Has any medical malpractice claim been made against you in the last ten years {whether or not a lawsuit was filed in relation to the claim)?
16. Have you, at any time, been a defendant in any criminal proceeding other than minor trafiic oHenses?
17. Are any formal disciplinary charges pending or has any disciplinary action been taken against you in the last ten years, by any gavernmental

authority, by any hospital or health cara facility, or by any professional medical association (international, national, state or local)?
18. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, restricted, surrendered,

or have you been called befors or warned by this state or any other jurisdiction including a federal agency, at any time?
19. Have you ever withdrawn an application for medical licensure or been denied a madical license for any reason?
20. Have you ever had any mental illness which has impaired your ability to practice medicine or to function as a student of medicine?
21, Have you ever had an organic illness which has impaired your ability to practice medicine or to function as a studgent of medicine?
22. Are you now, or have you bean in the past, dependent upon alcohol or drugs?
23. Have you ever, for any reason, lost American Specialty Board Certification?
24. Have you been denied recertification hy one or more specialty boards?

If yes, which one(s)?
Ys, | have completed my C.M.E. requirements in the two years ending on the renewal date as fotlows: o Uureg F Cmy Caloge

26. | am an active Iz/inaciiva D practitioner. (Check One.)

1 HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FRONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE.

PURSUANT TO CHAPTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ABLE CHARGE FOR MY SERVICES.

PURSUANT TO M.G.L. c. 62G, § 49A, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT |, TO MY BEST KNOWLEDGE AND BELIEF,HAVE FILED ALL STATE TAX
RETUANS AND PAID ALL STATE TAXES AREQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU RESIDE QUT-QF-8TAHY OR OUT OF THE COUNTRY.

/i
F~ " SIGNATURE

oate: et & 1 T LT
T '/ i 4 7 +

i,

(See Reverse Side)




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111 )U
1989-1991 Physician Registration Renewal Application, Page 1 of 2

Board Use Only:

Registration No. Status  Fee Ren?}ﬂ’ﬁﬂg.‘ﬁ 1% 4% ;J
T $150 %

D.E. Ny v/
Fl. /
Important:
Read the accompanying instructions in their entiraty ﬂsjo o] Do not delegate this important task to an employee, as false statements on this

form can result In disciplinary action.
. Print legibly or type your answers. e e
. Answer all non-optional questions (front and back of form) completefy—lt is not adequate to state that the Board already has tha information.
. Sign the renewal application at the bottom of page one and fill in the number of attached pages in the paragraph above the signature.
. Make a copy of this form and all attachments for your own records—-you must give hospitals and other heaith care facilities copies for credentialing purposes.
. Enclose the $150 renswal fee by means of a certified check, money order or parsonal check made payable to the Commonwaealth of Massachusetts.

1.a) Name (LAST:) __ (='v'& J L(FIRST:) Ji 4y (ML 1)

(

1. b) Cther Name(s), if any, that you were aver iicensed under:
a) Address {Maijling):

|

Sdmée as b,

o

b) Address (Home}:

e =

2. ¢) Address (Business)_ ¢ n' % l’(‘i. o St . a(\ dei d M ()LQ e ( Ao geed t()_'j
Beeo W teav, il vy yey

2. d) Telephone (Business): (5 ¢ %) 4 ( ~ § § ¢ ¢ Extension)7 <) ¢ 2. e) Telephone (Home) (Optional): (

3. Date of Birth (MO/DA/YR):_ 4, Sex: MAL.E_\,L/ FEMALE 5. Sacial Security No. (Optional):

6. a) Medical School Code (See Table 1): 5 P A ¢ | 199999, write Name:

6. b) Year Graduated: _; ¢} 7 4 6. ¢) Degree: M.D._L”( DO

6.d) Country: U.S.___ Canada___ Codeif Other (Ses Table 2): § £ 4 I 999, write Name:

7. Work Setting (Circle and indicate Percent(%) of Practice Time):
10 Hospital Al % 15 Private Office % 20 Partnership/Group Practice g:‘!f £ %
25 Clinic % 30 Mental Health Center % 35 Nursing Horne %
40 HMO Facility ' fdomn %o 45 Educational Institution . 50 Medical Society %
55 Government Facility % 80 Plant/Commercial Setting % 99 Other %
8. Professional Activity (Circle and indicate Percent(%) of Professional Time}: 8. b} Mass. Lic. lssue Date
10 Resident or Fellow % 20 Practice Involving Direct Patient Care ) (see your wall certificate}
30 Administrative Activities % 40 Medical Teaching % (MO/DA/YR):_‘]_/_U_/_S)_C
50 Medical Research % 99 Other %
9. Specialty Code (See Table 3): ¢ |5 {, Percent of Practice Time: ;. °¢* % Specialty Code: __ Percent of Practice Time: Yo

1f O8, specify:
10. a) Are you American Specialty Board Certified? (Y/N) i_ 10. b) If YES, circle which Board(s):

Al Board of Allergy & Immunology NM Board of Nuclear Medicine PS Board of Plastic Surgery

A Board of Anesthesialogy (6G"  Board of Obstatrics & Gynecology PM  Board of Preventive Madicine
CRS  Board of Colon & Rectal Surgery oP Board of Ophthalmology PN Board of Psychiatry & Neurology
D Board of Dermatology oS Board of Orthopedic Surgery R Board of Radiology

EM Board of Emergency Medicine o7 Board of Otolaryngology S Board of Surgery

FP Board of Family Practice PA Board of Pathology T8 Board of Thoracic Surgery

IM Board of Internal Medicine PE Board of Pediatrics U Board of Urology

NS Board of Neurclogical Surgery PMR  Board of Physical Madicina & Rehabilitation

11. a) Hospitals at which you have gurrently effective privileges and other Health Care Facilities with which you are associated; Percent of Practice Time at each.
(See Table 4.)
Facility Code: | ¢ |
Facility Code: 3 - ./

% Facility Code: ____ e % Facility Code: _ %
% Facility Code: % Facility Code: %

f 999, write Name(s):

1. b) Additional Hosp:lals at which you Qrevmusly held privileges and other Health Care Facilities with which you were associated in the past 10 years.
{See Tabie 4.)
Facility Code: Facility Code: Facility Code: _ Facility Code: Facility Code: _

i 399, write Name{s):

i heraeby certify that if requesting INACTIVE status, | will not practice medicine in Massachusetts.
Pursuant to M.G.L. ¢475, | will not charge to or collect from a Medicare beneflciaty more than the Medicare reasonable charge for my services,

Pursuant to M.G.L. ¢.62C sec.49A, | certify under the penaltias offer]ury that, to my best knowledge and belief, | have fited any Massachusetts state tax
returns and paid any Massachusetts state taxes, that ara required under law, Note: This applies even If you rasida out-of-state or out of the country.

! hereby certity undes the penalties of patjury that all information on this form--front and back and (#)  aMached pages--is true

RTINS Lo N Uate
Tt o - TRa et d T iy - -



Massachusetts Board of Registration in Medicine 1989-1991 Renewal Application, Page 2 of 2

-
Filt in name and number. Physiclan Last Name: 6’ [aXa) (J, Registration No.:4/ 4 & 7 |

12, a) Other States where you are now licensed to practice (Abbreviate): ) _\t Ca
b) States where you previously were licensed to practice (Abbreviate): N D W |

13. | am applying ta be registered with the following status: ACTIVE \/ *INACTIVE I ACTIVE, answer quastions 14, a) through c).
- - I INACTIVE, answer question 14. b) only.
14. a) | have complatsd my C.M.E. requirements in the two years ending on the renewal date as follows: (Fill in # of hours or type of residency, or check waiver.)
Categery k: 10 A, hrs,, Category I: hrs., (Risk-Management; z hrs.);  Residensy Program in: ;
Waiver Requested ___ (You must fill out a separate Waiver Ferm.)

14. b) My medical malpractice insurance is covered by INSURANCE CARRIER _\Z LETTER OF CREDIT___. ff applicable, check one and identify the name.

insurer; o 4 A Institution lssuing Letter of Credit:
Alternatively, indicate as follows: | am registering with ACTIVE status, but | am not covered by medical malpractice insurance because | am (Check ona)
NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE__ OTHERWISE EXEMPTED__ (State how)

14. ¢} Percent of Practice Time in Massachusetts; _[¢ J %

Questions 15 through 17 refer to the past four years only. Check either YES or NO (not N/A) to each question. Provide details on Form 15A, affachad.v N
es No

15, Has any pending or new medical malpractice clalm baen made against you (whether or not a lawsuit was filed in relation o the claim)? .............
16. Have you been a defendant in any pending or new criminal proceeding other than a miner traffic offense?........ccviini i
17. Are any formal disciplinary charges pending or has any d|sc|pllnurx action {as defined by Board regulations--See Ins!rucﬂons) besen taken

against you by any gcvemmamal authonty. hospltal or Other heal care Iamhty, or profassmnal medlcal associaﬂon (international,
national, state or local)? .....c..c...... O RSP PU PPN

If you answerad "YES' to question 15, 16, or 17 provide dotalls on Form 15A, attached,

Quastions 18 through 24 rafer to the past four years only. Check either YES or NO fnot N/A) to each question. Provide details in the next saction. e

5

18. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denfed, rsstncted surrendered or
have you been called before or been warned by this state or any other jurisdiction including a federal agsncy?

19. Have you withdrawn an application for a medical license ar been denied a medical iicense for any raason?
20. Have you had any mental iliness which has impaired your ability to practice medicine or to functien as a student of mediclne?.........couriiniiennen
21. Have you had an organic illnass which has impaired your ability to practice medicine or to function as a student of medicine?...............c...ccnns

22. Are you now, of have you been in the past, dependent upon AICONOT OF AIUGET........ i iieemsrsiiiie et e s asssess s cost st

23. Have you, for any reason, [ost American Speclalty Board Centificatlon?..........cceeriveniiniinnncins

24, Have you been denled recertification by one or more speciaity boards? If YES, /st Board(s): _

Additional Information Related to Questions 18 through 24 f you answared YES to any of Questions 18-24 provide the following information where applicable.

Privileges ta Presctibe Controlled Suhstancas Attach additional sheets (with same format) where necessary.
Type of Restriction: Date: / /

Circumstances of restriction:

Withdrawal or Denlal of Licanse Attach additional sheets (with same format) where necessary.
State: Year: Circumstances under which license was withdrawn or denied (revoked, not renewed, or otherwise

terminated):

Treatment for Mantal lliness, Organic liiness, Alcohol or Drug Dependaency Attach additional sheets (with same format) where necessary.
Treating Organization: Telephone:(__ } -

Address;_

Person Responsible for Treatment:

Type of Condition and Treatment:

Dates of lliness/Depenciency._ / / t0; / / Dates of Treatment:__ / / to: / /

Speclalty Certitication Attach additiona! sheats (with same format) whars nacessary,
Organization:

Date:___/ / Action:

Circumstances |sading to loss of certitication or denial of recenrtification:




Commonwealth of Massachusetts Board of Reglstration in Medicine c. oy
Ten West Street, 3rd Floor, Boston, Massachusetts 02111 0 Uy 8 V) 4
1989-1991 Physician Registration Renewal Application, Page 1 of 2 '

Board Use Only: E el
Registration No. Status Fee
As0 t $150

FREY

S —
o A X } s % ng%@
\‘j&\k & ) e M %%ﬁ

* Fl
&/

Important:

. Read the accompanying instructions in their entirety
form can result in disciplinary action. .,

. Print legibly or type your answers, P me”

. Answer ail non-optional questions (front and back of form} compistaly—It Is not adequate to state that the Board already has the information.

. Sign the renewal application at the bottom of page one and fill In the number of attached pages in the paragraph above the signature.

. Make a copy of this form and alf attachments for your own records—-you must give hospitals and other health care facilities copies for credentialing purposes.

. Enclose the $150 renewal fee by means of a certifiad check, money order or perscnal check made payable to the Commonwealth of Massachusetts.

e

1. 2) Name {LAST:)__ (5@ d [(FIRST:) Je Fcréxip MM

1. b) Other Name(s), if any, that you were ever licensed under:

2. a) Address (Mailing):
] , o Sume a5 abeve
2. b) Address (Home):
4 .
2. ¢} Address (Business):_ o M ¢ Pouarc | st é&ﬁ@ﬂ{di‘({ mocﬁ| e (, ﬁ}ssacw{ f@s
ﬂ(‘pr“t@l\jrz o oryecl
2. d) Telephone (Business): (5 ¢ ¥15 « 4~ 3 4 @ ¢ Extension)7 % @ 2. ) Telephone (Home) (Optiona):
3. Date of Birth (MO/DA/YR): 4. Sex: MALE " FEMALE 5. Social Security No. (Optionai):
6. &) Medical School Code (See Table 1): § P A © | 199999, write Name:
6. b) Year Graduated:_f¢) 7 5 6. c) Degree: M.D.,~ DO.__
6.d) Country: U.S.__ Ganada__ Codeif Other (See Table 2): | < & /f999, write Name:
7. Work Setting (Circle and Indicate Percent(%,) of Practice Tima):
10 Hospital 20 % 15 Private Cffice % 20 Partnership/Group Practice g,},{g %
25 Clinic % 30 Mental Health Center % 35 Nursing Home %
40 HMO Fagility Ui % 45 Educational Institution % 50 Medical Society %
55 Government Facllity % 60 Plant/Commercial Setting % 99 Other %
8. Professional Activity (Circle and indicate Percent(%) of Professional Timae): 8. b} Mass. Lic. lssue Date
10 Resident or Fellow % 20 Practice Involving Direct Patient Care ] 20 % (see your wall certificate)
30 Administrative Activities % 40 Medical Teaching % (MO/DASYRY: ] / 41/ B0
50 Medical Ressarch % 99 Cther %
9. Specialty Code (See Table 3): p f3 4 Percent of Practice Time: jp) %  Specialty Code: ___ Percent of Practice Time: %
If OS, specify.
10. a) Are you American Speclalty Board Certified? (Y/N) _\L 10. b) If YES, circle which Board(s):
Al Board of Allergy & Immunology NM Board of Nuclear Medicine PS Board of Plastic Surgery
A Board of Anesthesiology Board of Obstetrics & Gynecology PM Board of Preventive Medicine
CRS  Board of Colon & Rectal Surgary opP Board of Ophthalmology PN Board of Psychiatry & Neurology
D Board of Dermatology 0s Board of Orthopedic Surgery R Board of Radiclogy
EM Board of Emergency Medicine oT Board of Otolaryngology s Board of Surgery
FP Board of Family Practice PA Board of Pathology TS Board of Thoracic Surgery
IM Board of Internal Medicine PE Board of Pediatrics U Board of Urology
NS Board of Neurological Surgery PMR  Board of Physical Medicine & Rehabilitation

11. a) Hospitals at which you have currently eftective privileges and other Health Care Facilities with which you are associated; Percent of Practice Time at each.
(See Table 4.)
Facility Code: | 8 | 94 % Facility Code: __ % Facility Code:

%
Facility Code: 3_ ¢ 4 § % Facility Cocle: % Facility Code: %

If 999, write Name(s):

11. b) Additionai Hospitals at which you previously held privileges and other Health Care Facilities with which you were associated in the past 10 years.
(Soe Table 4.}
Facility Code: ___ Facility Code: Facility Code: _ Facility Code: Facility Code: _

i 999, write Name(s):

*
| hereby certlfy thatif requesting INACTIVE status, | will not practice medicine In M husett:

Pursuant to M.G.L. c475, | will not charge to or collect from a Medicare beneficlary more than the Medicare reasonable charge for my services.

Pursuant to M.G.L. ¢.62C sec.494, | certify under the penaltles of J:erlury that, to my best knowledge and belief, | have filed any Massachusetts state tax
returns and pald any Massachusetts state taxes, that are required under law. Note: This applies even If you reside out-of-state or out of the country.

| hereby cartify under the penaltias of perjury that all Information on this form--front and back and (#) attached pages--Is true.

Signature: 7 ,/ Date:i/ 8 @

¥ ( [S&8 Tavarss 3iaa)




Massachusetts Board of| Registration In Medicine 1989-1991 Renewal Application, Page 2 of 2

Fill in name and numbsr. Physlcian Last Name:

‘

? 6"043(1’ Reglstration No.:j_é_ﬂ_i_[_

12. a) Other States where you are now licensed to practice {Abbreviate): N | oy’
12. b) States where you previously were licensed tq practice (Abbreviate): N )

13. 1 am applying to be registered with the following status:

vi

ACTIVE l *INACTIVE_ i ACTIVE, answer questions 14. a) through c).

If INACTIVE, answer question 14. b) only.

14, a) | have completed my C.M.E. requirernents infthe two years ending on the renswal date as follows: (Filf in # of hours or type of residency, or check waiver.)

Category I: ]0 L hrs., Category I hrs/, (Risk-Management: 2

hrs));  Residency Program In: ;

Waiver Requested__ (You must fill out a separate Waiver Form.)

14. b) My medical malpractice insuranca is covered by INSURANCE CARRIER _/ LETTER OF CREDIT___. ifapplicable, check one and identify the name.

Y @

Insurer. 3

Institution Issuing Letter of Credit:

Altemnatively, indicata as folfows: | am registering with ACTIVE status, but | am not covered by medical malpractice insurance because | am (Check one)

NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE

L1eo %

Questions 15 through 17 refor to the past four yearsionly. Check either YES or NO (not N/A) to each question. Provide details on Form 15A, aﬂached,v
(]

14, ¢) Percent of Practice Time in Massachusetts:

OTHERWISE EXEMPTED __ (State how)

s No

15. Has any pending or new madiical malpractice claim besn made against you (whether or not a lawsuit was filed in relation o the claim)? ...........

16. Have you been a defendant in any pending or new criminal proceading other than a minor traffic offense?..............cinec i

17. Are any formal disciplinary charges pending or

against you by any governmental autharity, hopital or other heait

national, state or local)? ...........

has any discip!inar‘ action (as defined by Board regulations--Sea lns!rucrionsz been taken
care facility, or professional medical association (international,

If you answared "YES" to question 15, 186, or 17 provide details on Form 15A, attached.

Questions 18 through 24 refer to the past four years|only. Check aither YES or NO (not N/A) to sach question. Provide details in the next section.

18. Has your privilege 1o possess, dispense or pregcribe controlled substances been suspended, revoked, denied, restricted, surrendered, or

have you been called before or been warned b
19. Have you withdrawn an application for a medical license or been denled a medical license for any reason?...
20. Have you had any mental illness which has iméalred your ability to practice medicine or to function as a student of medicine?..
21, Have you had an organic iliness which has impaired your ability to practice medicine or to function as a student of medicine?
22, Are you now, or have you been In the past, dependent upon alcohol or drugs?....
23. Have you, for any reason, lost American Specialty Board Certification?...
24, Have you been denled recertification by cne ormore speclality boards? ¥ YES, list Board(s): __ _ __

Additional Information Related to Questlons 18

i this state or any other jurisdiction including a federal agency? ...

hrough 24 ¥ you answered YES to any of Questions 1824 provide the following Information where applicable.

Privileges to Prescribe Controlled Substances Attach additional sheets (with same format) whers necessary.

Type of Restriction:

| Date:_ [/ /

Circumstances of restriction:

Withdrawal or Denlal of License Attach additio
State: Year:

nal shests (with same format) where necessary.
Circumstances under which license was withdrawn or denied (revoked, not renewed, or otherwise

terminated):

Treatment for Mental lliness, Organic lliness,
Treating Organization:

Ilcohol or Drug Dependency Attach additional shests (with same format) where necessary.
Telephone:(__ )} -

Address:

Person Responsible for Treatment:

Type of Condition and Treatment:

| to:_ /) /0

Dates of lliness/Depandency: / /

Speclalty Certificatlon Attach additional sheets
Organization:

Dates of Treatment: / / to: / /

(with same format) where necessary.

Action;

Date: Y

Circumstances leading to loss of certification

pr denial of recsrtification:




Commonwealth of Massachusetts Board of Registration in Medicine ‘
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086
http://www.massmedboard.org

Physician Registration Renewal Applicatio

)
I

il -;t

all attachments for vour own records; you' will

Before proceeding, please read the instruct, I
rm with attachments must be returned in the

need copies for creffentialing and other purﬁg'ﬁ'c}s.'_ﬁf_.h 5.gom
green envelGpe 4 weeks before vour renewal date.

”ﬂ?l’ JIN - 1 2001

* Remit $250.00 for renewal fee. L

rn renewal application in GREEN envelope. |'.' il
» Add late fee of $25.00, if necessary. ;

ncjose check with coupon in BLUE envelope.

. ; ; ; yi-1¢ » 10 . oy ) N 3
Plea.se.rewew carej:ully the following inﬁptmgéfp,ﬂ WM’G‘ CUracy i nd completeness. Make any corrections or
alterations as required. -

e 3T AT
- s N T s o

g
o b

1. Current Status: Registration No.: 46071 Renewal Date: 06/29/2001

Aclive
If you want to change your current status, please check one of the following boxes to indicate your new status: {Check only one)

~ ke

[ Active [] Retiring (see instructions) [] Inactive (see instructions) [ Do not wish to renew

. . . Please make corrections (type or print)
2. Other Name(s), if any, under which you were licensed:

Other Name(s): _

AR SR A it SRt o i -
& O U

3. A) Mailing/Business Address: Mailing Address: ,
JEFFREY M GOOD City/Town: State: e

Zip: Country: s

i

Business Address: _ . __ i‘:

B) Home Address: City/Town: State: 4;}
Zip: Country: ; E"

Business Telephone: () 2

Homeé Address:

.

~ City/Town: State:
) Zip: ~_ Country: o =
II_on:le Phone: f\\ Home Telephone: (. - o
Business Phon\ PLEASE NOTE: No P.O. Box addresses for home or
50€ ~£9¢-0400 business addresses.
) Date of Birth: . _ 7. Current American Board of Medical Specialties Certification (See Table 2} -
4. a) Date of Birth: b) Sex: M Ogode: Code:
<) SS#:

8. Drug License Numbers, if any:

5. a) Name of Medical School: a) Federal (DEA):
b) Massachusets:

b) Y{,{,’ﬁtﬁgﬂ&{éﬁ?“”“'; E];SFECUIM ﬂck}sg_jcir}:l D 9. a) Other states where you are now licensed to practice (Abbr.)
6. Speciaity Code(s) (See Table 1)
Code(s) Hours per Week in Mass. [,/() b) States where you were previously licensed (Abbr.)
oBG 0 Obstetrics and Gynecology MD WIND NY CA
Q0

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

Facility Code: | | €/ v/ (AP)_49 % Facility Code:____/__ (AP) % Facility Code:____/___(AP) %
Facility Code: __ 224/ (AP)__ | % FacilityCode:_ ___/ (AP) % FacilityCode: 7/ (AP) %

If 999, print name(s): __ 1 ¢




PRINT YOURLASTNAME: G oo d LICENSE NUMBER: Y 40716,
!, k]

11. My medical malpractice insurance is covered by a) E’fnsurance Carrier b) [ Letter of Credit P
Name of [nsurer:_fca_m“,f_q Alternatively, indicate as follows:

T am registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a) [] Not involved in direct/indirect patient care in Massachusetts b) [[] Otherwise exempt

Please explain exemption: A
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [5] Yes [M*No

13. A. What is your principal work setting? (See Table4) 2 ¢
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care jih:s/wk b) inpatient care _l_ihrs/wk
2) What is the approximate percentage of your patient care hours in primary care? _ 0 %

PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

Questions 14 through 22 refer to the past two (2) vears only. Check either YES or NO (NOT N/A) to each question. Provide
details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional information and
definitions. You must answer ALFE. guestions. or this form will be returned to you and vour license renewal may be delayed.

IYES = NQ

14, CLAIMS MADE: Has any medical malpractice 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?

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

16. Has 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, other than a minor traffic violation?

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 a2 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 CERTIFICATION: Have yvou completed your- GME:-requirements-preceding your renewal date? IE/ Yes 0 No
[0 CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [l CME exemption

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

Pursuant to G.L. ¢. 112, § 2, [ will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, 1 have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or out of the United States,

e  Pursuantto G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support.
¢ Pursuant to G.L. c. 112, § 14, I will fulfill my obligation to report abuse or neglect of children as required by G.L. ¢. 119, § 51A.

» I hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R is true.

Signature: Date: ; ) 9[

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










CONFIDENTIAL MEDICAL INFORMATION
PARTB .~

Ouestio;ls 23 and 24 refer to the past two (2) vears only. Check either YES or NO (NOT N/A) to each
question. Provide details for all YES answers in space helow. Before completing the following questions,

refer to the instruction booklet for definitions and additional information.
IN THE PAST TWO (2) YEARS: ES N

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.

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

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

I hereby certify under the penalties of perjury that all the information on the Renewal Application and
Form R is true.

Signature: Date: 3 /uw | @}

COPY ALL PAGES OF YOUR RENEWAL APPLICATION BEFORE MAILING




Commonwealth of Massachusetts Board of Registration in Medicine \
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617 shwww.massmedboard.o

Physician Registr plication

Before proceeding, please read the instruction booklet. for Your gwn records; you will
need copies for credentialing and other purposes. This complgted renewal foppuwith attachments nust be returned in the

green envelope gt least 4 weeks before your renewal date. Registration in Medicing

*Remit $400.00 for renewal fee (non-refundable). * Return renewal application in GREEN envelope.
+Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope

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

t. Current Status:  Active Registration No.: 46071 Renewal Date: 06/29/2003
If you want to change your current status, please check are of the following boxes to indicate your pew status: (Check only one)

[ Active [ Retiring  (see instructions) [ Inactive (see instructions) (1 Do not wish to renew
Please make corrections (print)

2. Other Name(s), if any, under which you were licensed: _ _
A) Mailinngusiness Address: D Other Name(s) D Name Changc (enter name below)
3, JEFFREYM GOOD .
Mailing Address:
City/Town: State:
Zip: Country:
B) Home Address:;
Business Address:
City/Town: State:
Zip: Country:
Business Telephone: (52€ ) 4y - 032 %
Home Address;
City/Town: State:
Home Phone: Zip: Country:
_ Home Telephone:  ( )
Business Phone: PLEASE NOTE: Only one address can be 2 P.O, box. The
mailing address cannot be a P.O, Box.
4, a) Date of Birth: b) Sex: M 7. Current American Board of Medical Specialties Certification (Sec Table 2)
Code: OG Code:
c) SS#:
5 N £ Medical School 8.Drug License Numbers, if anv
. a) Name of Medical School: .
University of Barcelona Faculty of Medicine a) Federal (DEA):
b) Massachusetts;

b) Year Gtaduated:1975 ¢} Degree: M.D.

6. Specialty Code(s) (Sec Tahle 1)
Code(s Hours per Week in Mags, i -
_QQQ%BG H b) States where you were previously hcenﬁ,% (‘%lf%[)) NY CA

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

Obstetrics and Gynecology

"

10. List ali 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 a 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: | ) 8/ v (aP) 4 9 % Facility Code:___ /  (AP) % Facility Code:____ / (AP) %
Facility Code: _ 3 2/  (AP) % Facility Code:__ _ /  (AP) % Facility Cede:_____/__ (AP) Y%

1£ 999, print name(s):




L

!
PRINT YOUR LAST NAME: 6“&?0 51 LICENSE NUMBER: 1 40 7 | - - -
11. My medical malpractice insurané:,e is covered by [_) Insurance Carrier [3 Letter of Credit i
Insurer’s name. (Required): ,P# o mutual. Policy dates: From: 3 /3] /03 To: 3 13l | ¢4
Alternatively, indicate as follows: Iam registering with Active status but I am not covered by medical malpractice insurance
because I am: Check One: [ i*lot involved in direct/indirect patient care in Massachusetts [] A government employee.
[[] Otherwise exempt Please expl:in exemption:

12. What is your principal work setting? (See Table 4) 2 0 If you are affiliated with a healthcare facility or credentialed
for the provision of patient care ypu must complete question #10 on page 1 and list your affiliations,

L

13. Care of patients in Massachusetts (see instruction booklet),
1) Average weekly hours invélved in: A)inpatientcare /4 _hrs‘'wk  B) outpatient care ii_ hrs/wk
2) What is the approximate p%rcentage of your patient care hours in primary care? ___9__%
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE INSTRUCTIONS

Ouestions 14 through 22 refer to theperiod since vou signed vour last renewal application. Check either YES or NO to each
question. Provide details on Form R for al S answers (except question 22). Refer to instructions for additional information

and definitions. ALY guestions in ghpg section must be answered. Do not answer NA or the form will be incomplete and delay

your renewal,

14, CLAIMS MADE (New or Pendi%g[: Has any medical malpractice 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?

15. CLAIMS {Resoived);, Has any medical malpractice claim that has been made against you been setiled,
adjudicated, or otherwise resolved, |whether or not a lawsuit was filed in yelation 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 chAI 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 éare facility, group practice or professional society or association? |

19. Has your privilege to possess, dispense or prescribe conirolled substances been suspended, revoked, denied, !
restricted by, or surrendered to any state or federal agency? ‘

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

|
21, Has any professional 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 provilder? _._.___|

22. CME CERTIFICATION; Have ydlu completed your CME requirements preceding your renewal date? &1 Yes [ No
(] CME Waiver. CME waiver forﬁp must be submitted at least 30 days prior to license expiration date,
CME EXEMPTION: Check ong: \[:l Inactive status ] Residency/Fellowship training (See instructions).
See Instructions for CME waiver o*- exemptions. Do not submit decumentation of your CMEs with application.

¢ Pursuantto G.L.c. 112, Sec 1A, 1 undersiand my obligations to report abuse or neglect of children under G.L. c. 119, Sec. 51A
and the punishment for failure to|comply.

¢ Pursuantto G.L. c. 112, Sec. 2,1 1wi11 not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount, i

e  Pursuant to G.L. c. 62C, 494, 1 c?rtify that I have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax retuns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. ¢. 62F; and withholding and |remitting child support pursuant to G.L. c. 119A. (See instructions).

|

I hereby certify under the penaities of i)erjury that all informaiion on this Renewal Application, Part B and Form R is {rue,

Signature:

Board Regulations re€ufre that you notify the Board, in writing, of any change of address
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.



gooz

05/20/2003 10:42 FAX o

05/26/03 TUE 08:07 FAX
PRINT YOUR LAST NAME:

11 My medical malprastice insurance
' Inshrer's name. (Required):
" Altematively, indicaly as follows:

, LICENSE NUMBER: ({40 7 |
iscoversd by [] Inswrange Carrier (0 Latter of Credit

Policy dafes: From; _3 l__L_I g% Toi_5 J 3l (e
am registering with Active status but I am pot covered by medical malpractice insurance Fl:

i

because 1 am: Check Ope: [ Not involved in direct/indirect patient cave in Mageachusetts [J A govemment employes, P

' [ Otharwise cxempt Ploast explain exemption___ i

12, What is your prinsipal work setting? (S Yabled) _ 2. 0 [fyouase affiliared with 2 healihoare facility or credentialed ; g;‘

) for the provislon of patient care ymﬁ must complete question #10 on page 1 and list your affiliations.

\ nr

I3. Care of patients in Massachusdits (#aa instruction booklet).
] 1) Average woekly houss invo;ved in: A)inpatieptsare )£ _tra/wk  B) nutpaue.nr. owre 13 hrafwk

| 2) Whaiis the approximate quWt&sc of your paticnt care hows in prirary care? __ & % it
ART A~ QUESTIO R T TWO ()Y, SEE TON
RQuestions 14 throyg refer te ,; eriod sinee vou signed g wal ap 1 2k pither YES or | p
uestion. Provide details on Form R for aii YES angwers (except - J_u . Refer to instrucriang for additional informati
_and delipitions. ALL guestiong in this section must be answered. Do ot answer NA o the form will be incoraplete and dels
{ enewal !
| | YES NO
14, CL ' w oy Pe + Has any mixlical malpractice clatm been made against you thut has pot

yet been finally settled or adjudicatad, whether or not 3 lawsuit was filed in relation to the claim?

15. CLAIMS (Regolved): Has any madleal malpractice elals that has been minde Agninst you been seniled,
adjudicated, or otherwisa resolved, whether ot pot a lawsuit was filed in relation to the claim?

§6. Hps any lawsuit, other than a medica) malpractice suit, which is related te your cothpetancy 1o prmctice medicing,
ar your professional conduct in the practics of medicine, been filed aguinst you or been settled, adjudicated ar

| atherwise resolved? ‘,
;7. Have you bean chargad with any - ¥ offense?
i8. Have you been chargad with or dissiplined for ony vielation of laws, rules, by-Jaws of standards of practice of

any povernmental authorlty, hnnlﬁx eure Bacility, group practice or professivnal society ar associution?

19. Has your privilege tn possess, ddfpensc or preseribe controllcd substinses been suspended, revoked, dapied,
restricted by, or suendered vo any state or federal ageney?

20. Have you withdrawn an application for « medical icense or besn denied a medienl liconst for any reason?

21, Has urty professional lisbility ingurance provider restricted, Limited, terminated, imposed a surcharge or
i covpayment, of placed any conditign related ta proi‘e.ssmna! competency or condict on your coverage, or have
you veluntarily restricted, hm;t:{ or terminated your insurance coverage ln respopse o an inguiry by a

| professional Hability insurance grovider?
122, GME CERTIGATEON:: Hoye you.corsplated your CME requisementa preveding your renewnl dave? [ Yes [ No
[J CME Waiver. CME watvet form st be subitred at least 30 days prior to lioenss expiration date,
CME EXEMETION: M%m (1 tnactive ytatus [7] Residency/Fellowship training (Sse instructions),
See Instructions for CME waiver oy exemptions. Do not sybmit documentation of your CMEsz with application.
s  Pursusut (o G.L. c. 112, Seg 1A, ] understand my obligations to report sbuse or negléct of children under G.L. c. 119, Sec. S1A
and the punishment for fall}::e 1o capaply,
e Pursugntto G.L. ¢, 112, Sep. 2, T will uot charge to or colleut from & Medicare heneficiary more than the Medicare fee schedule
anmount,
s Puasuantio G.L. c. 62C, 494, I certify that I have complicd with all laws of the Commonwealth related 1 the filing of

Maissachusetts state @mx Ye: and payment of all Magsachuseits siate taxes; reporting of employces and sontractors under
G.L. c. 62E; and withhuld.l g and remigting child support pugsuant to G.L. ¢. 119A. (Ses instructions).

!




. L
PRINT NAME AND NUMBER: Last Name: License Number:

CONFIDENTIAL MEDICAL INFORMATION

uestions 23 and 24 refer to the period since vou 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
completing the following questions, refer to the instruction booklet for definitions and additional

‘information.
IN THE PAST TWO (2) YEARS: ES 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.

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 treatment, including dates and diagnoses.

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

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

Signature: Date: __ -/ E / a2

COPY ALL PAGES OF YOUR RENEWAL APPLICATION BEFORE MAILING



&

Commonwealth of Massachusetts
Board of Registration in Medicine i

Ten West Street T
Boston, Massachusetts 02111 P

. (617) 727-3086 .
ANDREW G. BODNAR, M.D., J.D. itk
CHAIRMAN

BARBARA NEUMAN An Agency within the Executive Office of Consumer Affairs and Business Reguiation
EXEQUTIVE DIRECTOR

July 14, 1989

Dear Ms, :

The Board's Complaint Committee has thoroughly reviewed
the complaint filed by you against Dr. Jeffrey Good and has
decided that a letter of concern is the most appropriate
response to your complaint.

~The Board's authority to discipline a physician is
limited by statute to conduct which calls into question a
physician's competence to practice medicine, such as gross
misconduct, gross negligence, and repeated acts of
negligence. Upon reviewing your complaint the committee has
determined that your complaint does not rise to the level
required for disciplinary action.

. The Committee is, however, quite concerned with the
communication problems which developed between you and Dr.
Good and has expressed its concerns to him. The Committee
also conveys their sympathy to you for your loss, and for
the pain, fear, and anxiety you experienced during your
operative procedure. Thank you very much for bringing this
matter to the Board's attention. If you have questions,
please do not hesitate to contact me at 727-1788.

Sincerely,

o
y b

oo s
)/‘\\4 L, iCE L0800 Ao

Melissa A. White
Investigative Unit

Members of the Board':

Marian J. Ego, J.D., Ed.D. Ralph A. Deterling, Jr., M.D. l.ouise Liang, M.,
Vice Chairman Physician Member Physician Member

Marianne N, Prout, M.D., Paul G.‘ Giltlln. J.D. Dinesh Patel, M.D.
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(617) 727-3086

ANDREW G. BODNAR, M.D., J.D. R
CHAIRMAN

BARBARA NEUMAN An Agenoy within the Executive Office of Consumer Affairs and Business Regulation
EXECUTIVE DIRECTOR

July 14, 1989

Dr. Jeffrey Good

Goddard Medical Assoclates
1 Pearl Street

Brockton, MA 02401

Dear Dr. Good:

The Complaint Committee at the Board of Registration
has thoroughly reviewed the complaint filed against you by
Mrs. . The Committee has decided to dismiss this
complaint as there appears to be no evidence of conduct
which calls into question your competence to practice
medicine,

The Committee is, however, quite concerned with the
lack of documentation of the medication you alleged to have
given Mrs. prior to and during her operative
procedure. There is no evidence of this medication in her
chart. The Committee is also concerned with the
communication problems which develi.ped between yourself and
your patient. Mrs. 's description of the events which
occurred illustrate the level of anxiety and fear she
experienced around this procedure. The Committee recommends
that Mrs. 's complaint serve as constructive criticism
and that serious attention be paid to your communication
skills in order to avoid this situation in the future.

If you have any questions, please do not hesitate to

contact me at 727-1788.
Sincerely, p

Melissa A. White
Investigative Unit

Members of the Board:

Marian J. Ego, J.D., Ed.D. Ralph A. Deterling, Jr., M.D. Loulse Liang, M.D.
Vice Chairmar Physician Member Physician Member

Marianne N, Prout, M.D. Paul G. Gitlin, J.D. Dinesh Patal, M.D.
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CHAIRMAN

BARBARA NEUMAN An Agency within the Executive Office of Consumer Aftairs and Business Regulation
EXECUTIVE DIRECTOR

January 25, 1989

Dr. Jeffrey Good

Goddard Medical Associates
1 Pearl Street

Brockton, MA 02401

Dear Dr. Good:

Enclosed you will find a copy of . medical
release authorization. Please forward me a copy of all of
her medical records so that the Board may properly consider
Ms. ' complaint which you received a copy of and to
which you responded to me on December 8, 1988,

Please be advised that 243 CMR 2,07 (12) requires that
you respond within thirty (30) days' receipt of this letter.

Thank you very much for your prompt attention to this

matter.
Sincerel
ulie M. Conway
Investigator
Members of the Board:
Marian J. Ego, J.D., Ed.D. Ralph A, Daterling, Jr., M.D. Louise Liang, M.D.
Vice Chairman Physiclan Member Physician Mamber
Marianne N. Prout, M.D. Paul G. Gitlin, J.D. Dinesh Patel, M.D.

Secretary Pubiic Mamber Physician Member



Commonwealth of Massachusetts
Board of Registration in Medicine i

Ten West Street cl
Boston, Massachusetts 02111 o

(617) 727-3086
ANDREW G. BODNAR, M.D., J.D.

CHAIRMAN December 14 ] 1988 ﬂ”"“l
BARBARA NEUMAN An Agancy within the Executive Office of Consumer Affairs and Business Regulation
EXECUTIVE DIRECTOR

RE: Dr. Jeffrey Good
Dear Ms. :

I have received a response from Dr. Good which details
his usual practices in performing D&C procedures in his
office. After consultation with several investigative
attorneys here at the Board, it is not uncommon for doctors
to preform D&C procedures in the office. Dr. Good also
informed me of this fact.

The Board realizes that not all patients are
appropriate candidates for this office procedure. In order
for the Board to further its investigation I need to
subpoena your medical records from Dr. Good. I have
enclosed a medical release form for you to sign and send
back to me. This is a routine procedure which will enable
the Board to specifically address Dr. Good with the
substantive issues set forth in your complaint.

If you have any questions please do not hesitate to
call me at 727-1788. Also I spoke with your husband on
November 21, 1988 at which time he stated he wished to make
an ammendment to your original complaint. If you or your
husband wish to ammend your complaint, please forward the
ammendment to me as soon as possible.

Thank you for your patience. I will continue to keep
you informed of any developments as I continue the
investigation.

Sincerely,

Julie M. Conway

Investigator
Members of the Board:
MarianJ. Ego, J.D., Ed.D. Ralph A. Deterling, Jr., M.D. Louiss Liang, M.D.
Vice Chalrman Physlcian Member Physielan Member
Marlanna N, Prout, M.D, Paul G. Gitlin, J.D, Dinesh Patel, M.D.

Secretary Public Member Physiclan Member



Commonwealth of Massachusetts
Board of Registration in Medicine e

Ten West Street Lt
Boston, Massachusetts 02111

(617) 727-3086

ANDREW G. BODNAR, M.D., J.D.
CHAIRMAN

BARBARA NEUMAN An Agency within the Executive Office of Consumer Affairs and Business Reguiation
EXECUTIVE DIRECTOR November 14, 1988
Dear Ms. :

Thank you for your letter of October 5, 1988 regarding
Dr. Jeffrey Good. I have recently been assigned to
investigate this matter. I have notified Dr. Good of your
allegations and expect to hear from him within thirty (30)
days.

The Board will continue to notify you of any
developments throughout the course of its investigation. If
you have any questions or additional information you believe

may be helpful please do not hesitiate to contact me at 727~
1788.

Sincerely,

Julie Conway
Investigative Unit

Members of the Board:

Marian J, Ego, J.D., Ed.D. Ralph A. Deterling, Jr., M.D. Louise Liang, M.D.
Vice Chairman Physician Member Physiclan Member

Marianne N, Prout, M.D. Paul G. Gitlin, J.D. Dinesh Patei, M.D.

o W T 3R le Admarmibvar vvmlninm Ada mnb -
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Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

ANDREW G. BODNAR, M.D., J.D.
CHAIRMAN

BARBARA NEUMAN
EXECUTIVE DIRECTOR

An Agency within the Executive Office of Consumer Affairs and Business Regulation

Octcber 21, 1988

Re: Jeffrey Good, M.D.
Docket No. 88-462

Dear Mr. :

The Board of Registration in Medicine is in receipt of
your letter of complaint.

This matter will be assigned to a staff member for
investigation. The staff member assigned to your case will
contact you within sixty days if additional information is
needed. Should you have any additional information
pertaining to this complaint please contact the
Investigative Unit at the above address. All correspondence
should include the name of the physician and docket number
which appears above.

Thank you for bringing this matter to the Board's

attention.

Very truly yours,

Peter Clark

Chief, Disciplinary Unit
PC/zm

Commonwealth of Massachusetts /3 -

Members of the Board:

Marian J. Ego, J.D., Ed.D. Ralph A. Deterling, Jr., M.D. Louise Liang, M.D.
Vice Chairman Physician Member Physlcian Marnber
Marianne N. Prout, M.D. Paul G. Gitlin, J.D. Dinesh Patet, M.D.

Secretary Public Member Physiclan Member
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ANDREW G. BODNAR, M.D., J.D.
CHAIAMAN

Ten West Street

Boston, Massachusetts 02111

(617) 727-3086

November 15,

Commonwealth of Massachusetts
Board of Registration in Medicine

l988

BARBARA NEUMAN An Agency within the Executive Office of Consumer Affairs and Business Regulation

EXECUTIVE DIRECTOR

Jeffrey Good, M.D.

Goddard Medical Associates

1 Pearl Street
Brockton, MA 02401

Dear Dr. Good:

The Board of Registration in Medicine has recently
received the enclosed letter from Ms.

Stoughton, MA.

, of

The Board is obligated to investigate matters rela-

to the proper practice of medicine.
this mandate the Board seeks all information pertaining to a

This investigation enables the Board
to make a preliminary determination as to whether a matter

complaint or inquiry.

warrants further action.

In compliance with

In order to allow us to fully understand the
circumstances surrounding the enclosed letter, the Board

requests that you respond to the enclosed by addressing the

substantive issues set forth in Ms. Simms' letter. Please

be advised that 243 CMR 2.07 (12) requires that you respond
within thirty (30) days' receipt of this letter.

Thank you very much for your prompt attention to this
matter. Please direct your response and any questions to
Julie Conway, Investigative Unit.

CERTIFIED MAIL,

Sincerely,

Carolyn Hartmann
Investigative Attorney

RETURN RECEIPT REQUESTED

Members of the Board:

Marian.J. Ego, J.D., Ed.D.
Vice Chairman

Marianne N. Prout, M.},
Secretary

Ralph A. Deterling, Jr., M.D
Physician Member

Paul G. Gitlin, J.D.
Fubiic Member

Louise Liang, M.D.
Physiclan Member

Dinesh Patel, M.D.
Physician Member

WM
it



October 5, 1988

B

Ms. Mary Kelley

Board of Registration in Medicine
10 West Street o s
Boston, MA 02111 e

Dear Ms. Kelley:

T am writing to you in complaint of Dr. Jeffey Goode,
Goddard Medical Associates, N. Pearl St., Brockton, MA
who was a referral for a procedure from my then

doctor ( , Goodard Medical) and which was performed
on September 1, 1988,

First, I must state that I am not in the habit of complaining
about the medical profession and I feel T have been fortunate
in receiving excellent care since birth. However, I must state
that Dr, Goode did not give me the care I should have received
that day. The procedure I had was D& and I had been bleeding
for two days prior to the procedure (Dr. was aware of that).
On the morning of September 1lst I had to undergo an Ultrasound
which confirmed that the baby had not formed past 8 weeks old.
Dr, then performed and internal and sure enough my cervix
had started to dilate. She did not recommend that I miscarry
myself as I was 12 weeks along and she felt it would have been
to much for me. She wanted to refer me to Dr. Goode for a

D&C procedure.

Enter Dr, Goode whom did not wish me toc go to the Goddard

Memorial to be put under general anthesia (Dr. suggested
I could have that option) but wanted to perform the procedure
there. I assumed the other option which Dr. told me

was a local anthesia (I knew I would be awake) was what
Dr! Goode was referring to. Dr. Goode asked me before he
started if I wanted any (and I forget the name of the
drug he said) I again assumed it was anthesia and T told
him that he was the doctor and that I would leave it up to
his judgment as I had never undergone a D&C before and
did not know the amount of discomfort I would feel. He
degided to give me a spray local and started to put in

a metal device to dilate me further, At this point I
started screaming because the pain was excruciating.
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October 5, 1988
Ms. Mary Kelley
Page 2.

Dr. Goode did not appreciate my screaming and yelled at

me that he hadn't done anything to me yet. I kept

crying and telling him it hurt badly. He stopped with

the metal dilator and put another type of dilator in that
expands over several hours and informed me he would proceed
that afternoon at three o'clock.

At three o'clock we (my husband was with me throughout the
whole day) went back to Goddard Medical and Dr. Goode

gave me Smg of Valium and some Motrin (I can't remember
the dosag2§. I have had Valium before for a back injury
and knew that 5mg was not very much. I then assumed that
he was giving me the valium to relax me for a needle of
local anthesia and I asked my husband to confirm that
with him. My husband came back in the room and told me
Dr. Goode stated that the 5mg was sufficient to calm me
down. Dr. Goode came into the room a few minutes later and
asked me if T was calm enough and relaxed, I stated that I
was not calm and was very nervous. He then told me and I
quote "think of this as a dental procedure'. And he
proceeded with the M&C .(without any anthesia).

I can't tell you what it felt like, but if hell is a place
(which I believe it is) I certainly do not want to go.

My husband had to hold me down on the table I was screaming
so badly and trying to get away from him. He was yelling
at me to not move and lie still, I don't know how long

the procedure lasted, but it felt like an hour to me.

I assure you I have never experienced anything like it

in my entire life - dental pain is nothing compared to this.

After the procedure ended my blood pressure had dropped so
much that the nurses were afraid I was going into shock.
After about a half an hour I was better and wanted to get
dressed to get out of there. I was told by a nurse that
Dr. Goode wised to see me in his office. All of the
nurses were out at his work area I noticed because there
were about 10 of them and they were all looking at me

and a few of them asked how I was. At that point I was
walking doubled over in pain and as I got near Dr., Goode
he told me not to limp as he didn't operate on my leg.
(Some of the statements he made to me went over my head
because I really was in so much pain and that was all

T was thinking about). T then started apologizing to

him for scraming at him during the procedure. He went

on to tell us that he wasn't sure if the procedure worked.,
At that point my husband spoke up and asked why he thought
it might not have worked and he stated it was because of
the way I was.,
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October 6, 1988
Ms. Mary Kelley
Page 3.

He also stated that I might have to come back again if I was
bleeding heavily because that was a sure sign that he didn't
get it all,

I can safely say that I am doing really well now (I was checked
by a former doctor who is not affiliated in any way with
Goddard Medical Associates), T asked the doctor who checked
me about that procedure being done that way and he stated

that he had never heard of it being done like that. He
further said that he was sorry I had to go through such
needless suffering and doctors he is affiliated with always

put there patients under general anthesia.

I know I am not the only woman who has miscarried, however
I am the only one of the women I know to have had that
procedure done that way and looking back on that catastrophe
I feel that I was cruelly treated. Being upset to begin
with because you must face that you have lost a child that
you wanted very badly is such an emotional factor to deal
with, but having to go through such agony on top of that is
sheer hell. T hope Ms. Kelley that in some way you can
look into this doctor and stop him from treating other
women, ina similar situation like mine, the same way he
treated me.

Should you need me for any further information, please don't

hestitate to call me, (I am usually home before 8:30 &.m.. or after

5t30 p.m. or if vou wish to speak with me at work my number
here is . Please let me know what you can
do or can't do to help.

Thank you for your time and kind consideration.

Verv trulv vours.

M,
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December 8, 1988 g

CERTIFIED MAIL, RETURN
RECEIPT REQUESTED

Ms. Julie Conway

Investigative Unit

Commonwealth of Massachusetts
Board of Registration in Medicine
10 West Street

Boston, MA 02111

RE: Complaint Lodged By

Dear Ms, Conway:

I am responding to Ms. Hartman's letter of November 15,
1988, regarding a letter received by the Board of Registration

in Medicine from Ms. of | .
As you can see from Ms. ' letter, she was
referred to me on September 1, 1988 by her family
practitioner Dr. , with a diagnosis of incomplete abortion.
Because Ms. ' body had not spontaneously discharged
the products of conception (or, to guote Ms. ;, she did
not "miscarry herself"), a D&C (dilatation and curettage)
was reguired. It appears from Ms. ' letter that Dr,

explained to her that a D&C could be performed in a
hospital under general anesthesia or as an in-office procedure
during which the patient is awake.

So that you can best understand my recommendations to and
treatment of Mg, and thereby understand why Ms. !
claims that she was "cruelly treated" are without merit, 1
would first like to explain my philosophies and then my
office procedures and practices with regard to the evaluation
and treatment of a patient presenting to me with a diagnosis
of incomplete abortion.

It is my opinion that hospital admission for a D&C is
warranted and medically indicated if there is evidence of
infection or if the patient is hemodynamically unstable. For
the majority of other patients, however, I feel that the
psychological impact of hospitalization for a procedure
that takes less than two minutes is unwarranted. The couple
that miscarries goes through a grieving process and I feel
very strongly that they need each other's support during
this period of time, support which cannot be shared if the
procedure is performed in a hospital. When a patient such
as Ms. undergoes the procedure in the hospital, she
enters and is admitted to the hospital in the morning, but
she probably will be scheduled for surgery at the end of
the day because she is hemodynamically stable and the

CO-SPONSOR OF HEALTHWAY MEDICAL PLAN, INC+A HEALTH MAINTENANCE ORGANIZATION
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procedure is not an emergency. After going through the admissions
procedure, she would be sent to a room to wait until she was

called to surgery., She would then be transported into an operating
room, subjected to the risks inherent in spinal or general anesthesia
and would be separated from her support person throughout the
procedure. After the procedure is terminated, she would be transferred
to the Recovery Room for approximately two hours and then sent

back to her room., All of these unfamiliar surroundlngs can be
psychologlcally devastating to a person who is going through the
grieving process. On the other hand, if that separation can be
eliminated, the couple can support one another emotionally during
this most trying period of time. Accordingly, I feel very strongly
about performing this routine procedure in an out-patient setting
where the patient is never separated from her support person and my
general practice in treating any patient in this situation for the
past eight years that I have been in practice is to recommend an
in-office D&C under local anesthesla with the use of a Laminaria

(see below) if dilatation of the cervix is necessary.

Thus,: my general practice with a patient such as Ms. is
as follows. After the patient is examined and diagnosis is confirmed,
I explain to the patient that she will require a D&C, I exXplain
that this procedure is routinely performed as an out-patient
procedure by most obstetricians and explain my reasons for selecting
an out-patient setting rather than hospitalization to perform
this procedure. Specifically, I explain that there are two reasons
for my recommendations: (1) the psychological impact of hospitalization
and (2) the potential risks associated with spinal and general
anesthesia which I believe outweigh any benefits., My explanation
includes the fact that if the patient's cervix is sufficiently
dilated to easily admit the #8 suction tip curette, I will proceed
at that point with a curettage. If dilatation is necessary, I
will use a Laminaria (a little stick~like device made of a
hydrophilic substance) which passively dilates the cervix over
a period of hours, eliminates the necessity for instrumental
dilatation of the cervix and therefore less damage and less
discomfort can be expected. I explain that there will be some
discomfort and the patient is offered additional sedation, an analgesia
with the use of Valium and Motrin. I then perform the D&C. After
the procedure is completed, I meet with the patient and her support
person, give them some written materials, and discuss with them
any questions they have and the post-operative instuctions contained
in the materials. As part of our discussion, I routinely explain
that due to the intrinsic nature of the procedure (i.e. it is
done by feel rather than by sight), we can never know immediately
1f the procedure has been complete and it is therefore very important
that theyffollow the instructions and watch for various signs and
symptoms which might indicate a problem,
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December 8, 1988
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Other than my records and Ms. ' letter, I have no

independent recollection of treating Ms. on September 1,
1988. From reading both my records and Ms. ' letter, however,

I know that I followed my general practice. Specifically, a D&C

ags an out-patient procedure under local anesthesia was recommended.
An antiseptic solution was sprayed on the patient's perineum and

a bivalve speculum was placed into the vagina thus exposing the
cervix. Since her cervix had not spontaneously dilated sufficiently
to admit easily a #8 suction tip curette, a laminaria tent was
placed into the endocervical canal which was designed to produce
non-mechanical cervical dilatation over a period of hours. Later
that afternoon, the patient returned to my office and underwent

a suction curettage after being premedicated with 5 mg. of Valium
and 800 mg. of Motrin. The patient received 20 cc. of Nesacaine
pericervical block prior to the curettage. As is my general
practice, the procedure took approximately two minutes, After

the procedure was terminated, I spoke with Ms. Simms and her
husband in my office, giving them my routine post D&C instructions
as described above.

After receiving this letter of complaint, I spoke to my
nurse in an attempt to refresh my recollection about this patient.
My nurse remembered Ms. and remembered that Ms. was
emotionally devastated with the diagnosis of incomplete abortion.
My nurse reminded me that I had asked her to stay with Ms.
and also had a nurse practitioner with us to provide additional
emotional support to my patient. Neither of us recall, nor do my
records indicate, the drop in blood pressure which Ms,
describes in her letter, I am confident however, that no one
notified me that her blood pressure had dangerously dropped and
further that Ms. was not in shock as no intravenous fluids
or blood replacement was required or administered.

I had been performing this procedure as described in the
proceedihg paragraphs for the past eight years and this is the
first complaint that I am aware of. I have had patients tell
me that they were grateful that the procedure was performed in
this manner and that they did not have to cope with the ordeal
associated with hospitalization. In formulating a plan of management
for a patient with any given problem, I take into consideration how
I would want a family member treated given a similar situation. In
this specific situation, I speak not only as a physician, but also
as a father who underwent the experience of miscarriage in August,
1983. At that time, my wife underwent the same in~office procedure
performed on Ms. ; my wife and I were very grateful that we
were able to be together to support each other during that period

of time and were not separated by an impersonal hospital procedure.

Minl,
mitn,
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In fact, my description of the discomfort as analogous to "dental

pain", which Ms, cites in her letter, is a direct guote -
from my wife describing her own D&C. Thus, Ms. was treated il
exactly as my wife was managed.

I believe that all inguiries from the Board of Registration in
Medicine and all patient complaints deserve the most serious
attention, as has been given to this patient's complaint. However,
as explained above, I believe that the allegations made by Ms.

are without merit and arise not so much from her physical
experlence but rather from the fact that she had lost a child

she "wanted very badly" which colored her perceptions of discomfort.
Nonetheless, regardless of my beliefs, it is clear that my

patient is unhappy and I would appreciate it if you would kindly
convey to her that I am very sorry that she experienced discomfort
during the procedure. It was certainly not my intention to cause
her any pain and I am very glad to learn that she is "doing really
well now"., Further, it was never my intention to upset, embarrass
or offend her and I apologize if anything I said or the tone

which I may have used (i.e. my alleged comment about not having
operated on her leg) was so construed.

I thank the Board for this opportunity to respond to the
allegations in Ms. ' letter. I hope that I have addressed

all of the Board's concerns; if you have any further guestions
and if I can provide you with any further information, please feel

free to contact me.
Sincerely,U/:7

Jeffrey M., Good, M.D.



Ccommonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

ANDREW G. BODNAR, M.D., J.0.
CHAIAMAN

BARBARA NEUMAN

EXECUTIVE DIRECTOR
|

An Agency within the Executive Office of Consumer Affairs and Business Regulation

RELEASE OF MEDICAIL RECORDS AUTHORIZATION

NAME OF PATIENT:

: TE OF BIRTH:
ADDRESS: DA

I HEREBY AUTHORIZE THE FOLLOWING PHYSICIAN OR INSTITUTION TO
RELEASE MY MEDICAL RECORDS TO THE BOARD OF REGISTRATION IN
MEDICINE, 10 WEST STREET, 2ND FLOOR, BOSTON, MASSACHUSETTS 02111.

el

NAME OF A PHYSICIAN OR INSTITUTION:,W
Dr. Jeffrey ¢o

ADDRESS :
1 Pearl Street
Brockton, MA 02401
DATE OF SERVICES RENDERED: »&Q\

pate: \| J0C. /9% 9
SIGNATURE OF WITNESS:

DATE:-/é?'/?“E%%

Members of the Board:

Marlan J. Ego, J.0., Ed.D. Raiph A. Deterling, Jr., M.D. Melinda Milberg, Esq.
Vice Chairman . Physician Member Publle Member
Marianne N. Prout, M.D. Louise Liang, M.D. Dinesh Patel, M.D,

Secrotary Physician Member Physician Member
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Massachusetts Physician Renewal Application

i P.ﬁysician Name: JEFFREY M GOOD ‘ License No.: 46071
PART A
1) Current Status: Active Renewal Due Date: 06/01/2005 Birth Date:

If you want to change your cuarent status, please check one of the following boxes to indicate your pew starus:
(Check only one). - (See Renewal Instructions, page 3)
K Active [ Retiring O Inactive [J Do not wish to renew

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

Business addresses CANNOT be a Post Office Box. . ;
—_— Please make corrections {(print)

2a) MAILING ADDRESS
Mailing Address: _
City/Town: ___ __ State: _
} Zi;;:__ Country: |
O Check here to change this address _ ‘i
2b) HOME ADD
) HOME ADDRESS £ / Home Address: :
; City/Town: State:
; .
i -Zip: Country:
) T : |
Phone: Home Telephone: ( )

Home address cannot be a Post Office Box

- ~MED. ASSOC.110 LIBERTY
BROCKTON, MA 02401-0000

Phone: (508)894-0328 .
[ Check here to change this addres.

3) E-mail Address:

4) Fax Number: S’&_‘ﬁ - ”iiﬂf-— 0 33—&

5) Specialties (See Renewal Instructions, page 4.) Deiete? Additional spécialties;:
Obstetrics and Gynecology 0 '
O
O

6) Current American Board of Medical Specialties (ABMS) or American Ostebpathic Association (AOA) Information.
(See enclosed instructions and Renewal Instructions, page 4) o S - : .

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
e e o below. Please add additional Certifications as required.
B’o’éﬁd Name ABMS '01." A‘OA Certiﬁcatg/S’ubspéclialty. | e Corregt‘." ‘ ﬁélet;? o
Obstetrics'& Gynecology: . ... ABMS Obstetrics and Gynecology - d g
O o
O 0

Page 1 of 5
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‘ Massachusetts Physician Renewal Application
Physician Name: JEFFREY M GOOD License No.: 46071

(See Renewal Instructions, page 4.} Please make corrections as necessary f’
7) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.) (e
a) Massachusetts: ‘ K’i
b) Federat (DEA): 8b) States where you were previously licensed (Abbr.) {‘g’ '
B
¢) Federal (DEA)} XS: MD WIL ND NY CA ﬁ
9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Partnership or Group Practice Change to: o2
Please enter the approximate number of work hours at your principal work setting: _22 &
- : ) 51,)
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 aumber of hours of patient care that you providé at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional
facilities on a separate sheet, if necessary.
No Affiliations [] Please enter the approximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4.) Delete? | o rrent Staft Categ-g;’;“ge # l’:gf::ﬁ:"week
Brockton Hospital 'l ﬁGTI Je /5’ (3 Timss per M:L?"ZM
Morton Hospital & Medical Center O esurtesy : ‘ o : LM)
O il
[l
O
O
O
11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 15 hrs/iwk Change to: hrs/wk

b) outpatient care _15 _ hrs/wk  Changeto: 24  hrs/wk

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

E/lnsur_ance Carrier (complete below)

Current Insurance Carrier: ProMutual Group : Change to:

Policy dates: From 3 / 31/ ¢S To 3 /31106
(required)

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

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

Check one;
1 Not involved with direct or indirect patient care in Massachusetts

3 Government Employee Federal Tort Claims Act (FTCA)
[J Otherwise exempt (Please explain):

Page 2 of 5



. Massachusetts Physician Renewal Application
" Physician Name: JEFFREY M GOOD License No.: 46071

13) Do you perform any surgery in your office? (Sée Renewal Instructions; page 5.)
H 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 Instructions, page 5.)

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Referto

Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.

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?

15y 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 medlcme Of your

- professional conduct in the practlce 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 malpracttce
claims, during this time period?

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? -
c) Have any criminal offenses/charges against you been resoived 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 cartier restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by

a medical liability insurance carrier?

22) CME CERTIFICATION:
a} Have you completed your CME requirements preceding your renewal date? mﬂs [} No

b) if no, are you requesting a CME waiver?

your license expiration date. (See Renewal Instructions, page 8.)

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

O Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prlor to

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

Page 3 of 5
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. ‘Massachusetts Physician Renewal Application
PhySIClan Name: JEFFREY M GOOD License No.: 46071

CONFIDENTIAL MEDiCAL INFORMATION

PART B

When answering Questions 23-24, refer to the time period beginning on the day you signed your last
license renewal with this Board through and including the day you sign this renewal application,
(See Renewal Instructions, page 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 (sce 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 treatment, including dates and diagnoses.

Under penalties of perjury, 1 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: : Date: "/ / /5/ 55

Ly
LJ

MAKE A COPY OF OUl:(/APPLlCATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 4 of §



Massachusetts Physician Renewal Application

. Physician Name: JEFFREY M GOOD License No.: 46071

PHYSICIAN PROFILE

4~ [have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.
1 I have reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

CERTIFICATIONS

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

2) I certify that 1 have complied with my obligations to report abuse or neglect of disabled persons purSuant. to G.L. c. 19C, -

sec. 10, and 1 understand the punishment for failure to comply.

3) 1 certify-that 1 have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant to G.L. c.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, burns and other injuries pursuant to
G.L.c. 112, sec. 12A. .

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

6) | certify that | have complied with my obligations to report physicién-to-thg Board of Medicine, pursuant to G.L. c. 112,
sec. SF, when 1 have a reasonable basis to believe that person violated any provisions of G.L. ¢: 112, sec.’5 or any Board
regulation. i

7) | certify that 1 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. ¢.112, sec. 2.

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

¢.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 1 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 I understand that the Patient Care
Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

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

Date: Y1 )5 125

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

Signature:
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Commonwealth of Massachusetts ﬁ 0

iy

- Board of Registration in Medicine 3
569 Harﬁson Avenue, G-4, Boston, Massachusetts 021 18 ' ‘ &

Telephone (617) 654-9830 ' )
P - RECEVED

- WAIVER FOR RELEASE OF INFORMATION " 28 7106

S oL _ o . | istration ~ ~ 0
Completion of this waiver will authorize the release of information from the Eﬁ%rgn%zg?ﬁ 8 .
~-Registration files to the entity listed below. This waiver form must be properly executed and
no other waiver form is acceptable. ' '

Information released pursuant to this waiver is based entirely on review of open and closed
complaint files and does not include information in the license application, renewal application
or any documentation that the Board of Registration is required to obtain by statute, e.g. court
documents, insurance verifications and information from health care entities.

“I hereby authorize and direct the Massachusetts Board of Registration in Medicine to 7
release any and all information it may have in its possession or control, including but not

- dimited to the substance of any complaints or communication it may have received and the
- action or actions it may have taken in response, to the entity named below:»

' SENDLICENSE e . / i F ﬂfe%[f glﬂ
VERIFICATION TO: Medkical &aaﬁv\’q pgsctfcfh’(é Poar _5’_
soonsss b anm_ Ho5) Balf Gpos ey Bmnee
ary: Tallahgss ee i, # state:_ [ prideiv. 3 o,géiq ~325°3
éﬁgﬁéﬁ%s name: Geffreq m. 6’""(:[

1 |
BUSINESS ADDRESS: |10 hibe vl' s+
CITY: @)fﬂo[e%ﬂ/ staTEMea  zip: _Jd 30

- MASSACHUSETTS
- LICENSE NUMBER: L{ é 0 7 [,

SIGNATURE OF
PHYSICIAN:

H / Signed under .the penglties of perjury
. DATE: '7/64, 06

This Release shall remain valid for one (1) year from the date of execution




Dr. Jeffrey M Good
NATIONAL PROVIDER IDENTIFIER (NPI}

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

and health care purchasers for purposes of conducting these business transactions.

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

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

Option 1: Supply the Board of Registration in Medicine with your valid NPL. You can apply for an NPI directly by using the NPPES web

site at www.NPPES.cms.hhs.gov.

Data big@nse Number: 46071
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Option 2: Certify you have personally applied for your NP1 and you have not received it yet. Once you have received your NPI Number,
you must notify the Board. Please complete the NPI form at the Board's web site at www.massmedboard.org.
Option 3: Certify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply

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 NPI on your behalf.
Option 5: If your license status is INACTIVE, you may elect not to obtain an NPI number.

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

E/M_\f current NP is: ‘

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

[J 1 have applied for an NPI using a third party (enter name): (follow instructions for Option 3)

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

HIPAA TAXONOMY CODES

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

code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider taxonomy code is required if you
authorize BORIM to apply for an NPI on your behalf.

Taxonomy (Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: l:l I:l D:l L—_l l:l I:l D |:|:I

Provider Taxonomy: |:| I:l D] I:I |:| D D I—I—I
Provider Taxonomy: D |:| Dj D D D D |_I—|

NPI REQUIRED INFORMATION

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

Social Security Number;

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

f
Gender: EJMale O Female

Penalties for Falsifving Information on the National Provider Identifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or frandulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or frandulent 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 upto $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 specificaily authorized by the sentencing statute.

m/ Authorization for NPI Dissemination
Check one box: I authorize [ Ido not authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or health organization.

Date: 2~f’/‘/1’¢77'-




Massachusetts Board of Registration in Medicine
" 560 Harrison Avenue, Suite G-4

RECEWED Boston, MA 02118
617-654-9810
F=3 18 il www.massmedboard.org
Board of Registration
in Nledlcme
Dr. Jeffrey M Good | - 02/12/2007

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the use of the
National Practitioner Identifier (NPI), a unique identifier for health care providers. The NPI program is overseen by
the Centers for Medicare and Medicaid Services (CMS) under the Department of Health and Human Services.
Under the final HIPAA NPI rule, all individual and organization covered providers will be required to obtain a NPI
b){ May 23, 2007. Without this number, you may be ineligible for reimbursement from federally-funded benefits
programs As a condltlon for renewal of y your license, you must complete the NPI form on the attached page.

The Massachu oa 'd",of Reglstratlon in Medicine (Board) is assisting physicians to obtain their NPI numbers.
In addition to prov1d1ng this service for physicians, the Board is the designated repository for electronic storage and
dissemination of the NPI number. By having your NPI in this central repository, we hope to reduce the amount of
administrative duplication in your office.

Please follow the instructions on the NPI form on the back of this letter. If you already have a NPI number, you
must enter it in the space provided. If you have not yet submitted an application for a NPI number, you may request
that the Board apply for the NPI number on your behalf, or you must indicate that it is being requested by another
entity. You must check one of the boxes regarding NPI and you must sign and date the form to authorize the Board
to provide the NPI number to authorized entities. although this is not required. Should you need any assistance in
completing the NPI form, please contact the NP1 coordinator at (617) 634-9810.

I would also like to take this opportunity to thank you for your continued service to the citizens of the
Commonwealth.

Sincerely,

/Lkﬂw—m

Martin C. Crane, M.D.
Board Chair

PLEASE COMPLETE NPI FORM ON THE BACK OF THIS LETTER AND RETURN TO
THE BOARD IN THE GREEN ENVELOPE. PLEASE REMEMBER TO SIGN AND DATE
THE FORM BEFORE MAILING. THANK YOU



Massachusetts Physician Renewal Application

Physician Name: Jeffrey M Good, M.D. License No.: 46071
PART A :
1} Current Status: Active Renewal Due Date: 06/01/2007 Birth Date

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

M Active [J Retiring O Inactive [J Do not wish to renew

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

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

2a) MAILING ADDRESS JEGENED
. Mailing Address:
RAY (7 20t City/Town: State:
o Zip: Country:
O Check here to change this address
2b) HOME ADDRESS Home Address:
City/Town: State:
Zip: Country:
Phone: Home Telephone: ( )
[0 Check here to change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS Business Address:
Bridgewater Goddard Park
Med. Assoc.110 Liberty ' City/Town: State:
Brockton, MA 02401-0000 Zip: Country:
Phone: (508)894-0328 Business Telephone: ( )
[ Check here to change this address Business address cannot be a Post Office Box
3) E-mail Address: Correct your E-mail and Fax Number below:
4) Fax Number: 508-894-0332

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

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

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

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

Page 10of9



Massachusetts Physician Renewal Application

Physician Name: Jeffrey M Good, M.D. License No.: 406071
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: ﬂ-
b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) XS: MD WI ND NY CA

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

List the names of all work sites in Massachusetts Location State Delete?

(See above and description on page 4.) : (City or Town)

Brockton Hospital O

Morton Hospital & Medical Center
O
O
||

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

Average weekly hours involved in: a) inpatient care 13 hrsiwk Change to: hrs/wk
b) outpatient care 25 hrsiwk Change to: hrs/wk

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

O Insurance Carrier (complete below)

Current Insurance Carrier: ProMutual Group Change to:
Policy dates: From 3 /%//07 To 3 /3 0%
Type of Policy: O Claims made with tail coverage E/ Occurrence Policy

{Enclose a copy of the certificate of insurance or the face sheet)
O Letter of Credit subject to Board approval (4ftach a copy.)

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

Check one: 0  Not involved with direct or indirect patient care in Massachusetts
[0 A Government Employee under Federal Tort Claims Act (FTCA)

O Otherwise exempt (Please explainy:

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

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

Page 2 of ©
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Massachusetts Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

AT AT

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.) '

Y ou must check either YES or NO to each question, Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

0
.

YES NO

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

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

15) CLAIMS CLOSED
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been
resolved, settled, or adjudicated during this time period?
16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during
this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?
17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTHONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢} Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?
d) Have you been the subject of a disciplinary action taken by any governmental authority, health care
facility, group practice, employer or professional association?
19) Have your privileges to possess, dispense or prescribe 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, aliowed a license application to become obsolete
or have you been denied a medical license for any reason?

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date?  P1Yes [ No
b) If no, are you requesting a CME waiver? OYes [J No

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

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

Page 3 of 9



_ Massachusetts Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

CONFIDENTIAL MEDICAL INFORMATION

PART B

When answering Questions 23-24, refer to the time period beginning on the day vou signed your last
license renewal with this Board through and including the day vou sign this renewal application,

(See Renewal Instructions, page 10.)

YES

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

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

Page 4 of 9
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Massachusetts Physician Renewal Application |
Physician Name: Jeffrey M Good, M.D, License No.: 46071 "i

PART C o

Check One: PHYSICIAN PROFILE -

E/ I have reviewed my Physician Profile at hitp://profiles massmedboard.org and confirm that the information is accurate. i
(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

[0 Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections.
D )

My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

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

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

4) I certify that 1 have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant 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 assault pursuant to G.L. c. 112,
sec. 12A 1/2.

6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. 5F,
when 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 with 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. ¢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 I understand
that, pursuant to G.L. ¢. 62C, sec. 49A, my license shall not be issued or renewed unless [ make these certifications under penalties of
perjury.

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

11} [ 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. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ef seq. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

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

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case _
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure. ‘

Date: §  / d /107
MAKE A CO APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOURAPPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.

Page 5 of 9
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Massachusetts Physician Renewal Application o,
Physician Name: Jeffrey M Good, M.D. License No.: 46071 W

NATIONAL PROVIDER IDENTIFIER (NPI) =

The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. 1
The NPI will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programsy,
and health care purchasers for purposes of conducting these business transactions.

Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NPI by May 23, 2007.
In order for your license to be renewed you must take one of the following actions:

Option 1: Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NPI directly by using the NPPES web
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 NPI form at the Board's web site at www.massmedboard.org.

Option 3: Certify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply
institution’s name). Once you have received your NPI Number, you must notify the Board by completing the NPI 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 5: If your license status is INACTIVE, you may elect not to obtain an NPI number.

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

M/My current NPI is: II'E Iﬂ

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

[ 1 have applied for an NP1 using a third party (enter name): (follow instructions for Option 3)

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

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes {refer to Renewal Instructions, page 21 for more information). In addition to

providing the taxonomy code, please indicate your specialty in the space provided {Taxonomy Description). The primary provider
‘taxonomy code is required if you authorize BORIM to apply for an NPI on your behalf.

Taxonomy (Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: ’:I D D:l I_—_l D I:l l:l l:l:l

Provider Taxonomy: |:| [:l I:I:l I:l I:l |:I |:I |_|_|
Provider Taxonomy: D D I:I] I:I D I:l |:I I_I_I

NPI REQUIRED INFORMATION

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

Social Security Number: |:| |:| |:| - D D _ |:| |:| |:| I:l :

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

Penalties for Falsifving Information on the National Provider Identifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000. 18 U.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.

Authorization for NPI Dissemination

Check one box: m/lauthorize O 1do hot authorize the Board of Registration in Medicine to provide my NPI number to any
authorized hospital, health plan, or health organization.

Please sign and date to confirm that allof the information on this form is true and accurate.
Signature: Date: ( / 3 1 @ 7
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. Massachusetts Physician Renewal Application

Physician Name: Jeffrey M Good, M.D. License No.: 46071
PART A
1) Current Status: Active Renewal Due Date: 06/01/2009 Birth Date:

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

O Active [ Retiring O Imnactive O Do not wish to renew

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

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

2a)} MAILING ADDRESS
Mailing Address:
City/Town: State:
Zip: Country:
[ Check here to change this address
2b) HOME ADDRESS
Home Address:
. ) City/Town: State:
£
g’.x = Zip: Country:
E:: MAY 1 1 2“ﬂg Home Telephone: ( )
Phone: . .
O Check here to change this address FjUa‘-d ol HBQ‘SHE\’“Q[' Home address cannot be a Post Qffice Box
: inedicine
2¢) BUSINESS ADDRESS Business Address:
Bridgewater Goddard Park
Med. Assoc.110 Liberty City/Town; State:
Brockton, MA 02401-0000 Zip: Country:
Business Telephone: ( )
Phone: (508)894-0328 P
D1 Check here 1o change this address Business address cannot be a Post Office Box
Correct your E-mail and Fax Number below:
3) E-mail Address: o
4) Fax Number: 508-894-0332
5) Specialties {See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology O
O
O

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Asseciation (AOA) Informatien.
(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 AOA/| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology O
O
0
O

Page 10of 7
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Massachusetts Physician Renewal Application

Physician Name: Jeffrey M Good, M.D. License No.: 46071
(See Renewal Instructions, page 4.} Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: FL
b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) XS: MD WI ND NY CA

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

List the names of all work sites in Massachusetts Location State Delete?

(See above and description on page 4.) (City or Town)

Brockton Hospital [

Morton Hospital & Medical Center ™~
O
O
O

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

Average weekly hours involved in: a} inpatient care _15  trsrwk Change to: hrs/wk

b) outpatient care 25 hrsiwk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 3.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided t_hrough

E’lnsurance Carrier (complete below)

Current Insurance Carrier: ProMutual Group Change to:
Policy dates: From 3 /31/ 09 To 3 131,10

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

LI Letter of Credit subject to Board approval (Atach a copy.)

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

Check one: 1 Not involved with direct or indirect patient care in Massachusetts
O A Government Employee under Federal Tort Claims Act (FTCA)

O Otherwise exempt (Please explain).

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

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

Page 2 of 7
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Massachusetts Physician Renewal Application

Physician Name: Jeffrey M Good, M.D. License No.: 46071 "
In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last "
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.) o

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

YES NO

Pt
HELA

14y CLAIMS MADE
a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).
b) PENDING: Are there any unresolved malpractice claims against you teday, i.e., any claims that have
not been finally settled or finally adjudicated?
15) CLAIMS CLOSED

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

16} OTHER CIVIL LAWSUITS

Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.

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

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

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS

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

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

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

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

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

20) Have you withdrawn an apptication 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 medica! 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 tenminated your insurance coverage in response to an inquiry by
a medical liability insurance carrier? )

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

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
c) i you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one) [1 Inactive Staws EJ Residency/Fellowship training

Page 3of 7



Massachusetts Physician Renewal Application 5
Physician Name: Jeffrey M Good, M.D. License No.: 46071

CONFIDENTIAL MEDICAL INFORMATION

PART B

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

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

YES NO

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

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

Page 4 of 7



| Massachusetts Physician Renewal Application &
Physician Name: Jeffrey M Good, M.D, License No.: 46971 Uj

PART C -
CERTIFICATIONS oy

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

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

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

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

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

6} I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. 5F,
when [ 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 with 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) I certify that I have complied with my obligations to file Massachusetis tax returns and to pay Massachusetts taxes, and I understand
that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless 1 make these certifications under penalties of
perjury.

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

10) I centify that 1 have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.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. ¢. 112 sec. 5 and the Patient Care Assessment Regulations, 243 C.M.R. 3.00 ef seq. | understand that

the Patient Care Assessment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board.

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

Check One: PHYSICIAN PROFILE

Er 1 have reviewed my Physician Profile at http./profiles. massimedboard.org and confirm that the information is accurate.
(Please note that if you changed or correcled your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

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

0J My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 11.)

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case

information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

pae: 5 /8 1 09

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

Page 5 of 7

Signature:




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

Current Status: Active License Expiration Date: 6/29/2011
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Signature Health
110 Liberty
Brockton
Massachusetts - 02401-0000
United States of America
(508) 894-0328

3) Email Address:
4) Fax Number: (508) 894-0332
5) Specialties

Obstetrics and Gynecology

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

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

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

8) Other states where you are now licensed to practice
Florida

9) States where you were previously licensed
California
Maryland
North Dakota
New York
Wisconsin
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

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

WorkSite Location
Brockton Hospital
signature health brockton

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 15 hrsiwk
b) outpatient care 25 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Promutual Insurance 10/01/2010 10/01/2011 Occurrence Policy

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

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

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

resolved, settled, or adjudicated during this time period?

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

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

18) Other Issues o _ N _
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

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

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

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

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

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

Page 2 of 5 Date: 5/5/2011 Time: 1:20 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

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

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

Page 3 of 5 Date: 5/5/2011 Time: 1:20 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

Compliance with Legal Responsibilities

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

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

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

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

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

5) |understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuantto M.G.L. ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuantto M.G.L. c. 112 sec. 3F, when i have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) | understand and agree to comply with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuantto M.G.L. ¢c. 112 sec. 2.

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

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

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

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

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

13)1 am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
Identifier (NPI) number.

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

15)1 understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will not necessarily disqualify me.

[X] Ihave reviewed the above statements and certify that | understand my requirement to comply with
the responsibilities and obligations of each and agree to do so.

Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

Current Status: Active License Expiration Date: 6/29/2013
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Signature Health
2 washington st
no. easton
Massachusetts - 02356
United States of America
(508) 894-8740

3) Email Address:
4) Fax Number: (508) 894-0332
5) Specialties

Obstetrics and Gynecology

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

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

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

8) Other states where you are now licensed to practice
Florida

9) States where you were previously licensed
California
Maryland
North Dakota
New York
Wisconsin
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

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

WorkSite Location
Brockton Hospital

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 15 hrsiwk
b) outpatient care 25 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Promutual Insurance 10/01/2012 10/01/2013 Occurrence Policy

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

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

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

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

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

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

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

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

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

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Jeffrey M Good, M.D. License No.: 46071

Compliance with Legal Responsibilities

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

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

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

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

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

5) | understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. ¢. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

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

7) | understand and agree to comply with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. ¢c. 112 sec. 2.

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

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

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

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

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

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

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

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

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

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

From: Jeffreyg4d7 < >
Sent: Wednesday, May 20, 2015 3:07 PM
To: Pacini, Robert

Subject: Profile

I do not plan to renew my license.
Lic # 46071
Current mailing address

Jeffrey Good

Sent from my iPad
Jeff



Douglas, Tara (MED)

From: Douglas, Tara (MED)

Sent: Tuesday, September 10, 2019 8:47 AM
To: ‘ebmay@rediffmail.com'’

Subject: RE: foia

Good morning Mr./Ms. May,

You can may input any ten digits if you do not want to disclose any of your own phone numbers. A phone number is
requested in the event that the staff member processing the request has questions, and wishes to contact you via phone
to clarify the request.

As noted on the Board website on public records, https://www.mass.gov/board-of-registration-in-medicine-public-
records, “The Executive Office of Health and Human Services encourages you to use the form below to make a public
records request (PRR) of the Board of Registration in Medicine. This helps to ensure the most expeditious and accurate
response to your request. Only questions pertaining to the PRR process or a PRR status should be sent to the email
account of the Primary RAO” (emphasis added).

This is to ensure a public records request is not lost or delayed. The Request Form is routed so that several Board staff
members see a request made, and the process is streamlined, whereas sending a request directly to myself or anther
staff individually and directly may get delayed due to staff vacations, unexpected absences, or other circumstances. For
the above stated reasons, please make BORIM public records requests using the form at:
https://www.mass.gov/forms/submit-a-board-of-registration-in-medicine-public-records-request.

Sincerely,
Tara

From: ebmay@rediffmail.com [mailto:ebmay@rediffmail.com]
Sent: Monday, September 09, 2019 8:19 PM

To: Douglas, Tara (MED)

Subject: Re: foia

The website form is illegal. No phone number is needed for a foia request. I'm appealing.

From: "Douglas, Tara R (MED)" <tara.r.douglas@state.ma.us>
Sent: Tue, 10 Sep 2019 01:07:39

To: "ebmay@rediffmail.com" <ebmay@rediffmail.com>
Subject: Re: foia

Good afternoon,

Please submit any and all public records requests through the online form at: https://www.mass.gov/forms/submit-a-
board-of-registration-in-medicine-public-records-request. Once submitted and received through the BORIM public
records request form, the request receipt date will be documented, and the request processed accordingly.

Thank you,
Tara

From: ebmay@rediffmail.com [mailto:ebmay@rediffmail.com]
Sent: Monday, September 09, 2019 3:34 PM
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To: Douglas, Tara (MED)
Subject: foia

Per the foia please send all the documents in the file pertaining to:

Jeffrey M. Good, M.D.
46071

License Number

thank you very much.
EB May




The Commonwealth of Massachusetts

William Francis Galvin, Secretary of the Commonwealth
Public Records Division

Rebecca S. Murray
Supervisor of Records

September 10, 2019
SPR19/1861

EB May
Dear EB May:

I have received your letter appealing the response of the Board of Registration in
Medicine to your request for records.

I have directed a member of my staff, Fredson Sossavi, to review this matter. Upon
completion of the review, I will advise you in writing of the disposition of this case. If in the
interim you receive a satisfactory response to your request, please notify this office
immediately.

Any further correspondence concerning this specific appeal should refer to the SPR case
number listed under the date of this letter.

Sincerely,

Rebecca S. Murray
Supervisor of Records

cc: Tara Douglas, Esq.

One Ashburton Place, Room 1719, Boston, Massachusetts 02108 - (617) 727-2832 - Fax (617) 727-5914

www.sec.state.ma.us/pre



Nathan, Kevin

From: ebmay@rediffmail.com on behalf of eb méy <ebmay@rediffmail.com>
Sent: Monday, September 9, 2019 8:21 PM

To: SEC-DL-PREWEB

Subject: ‘ Fw: foia

Dear Appeal dept,

This medical board employee insists that I submit my foia via the webform. I do not have a phone nor phone
number and so cannot submit it by the webform. The webform seems illegal. Please obtain the requested
documents. Thank you very much. :

From: "Douglas, Tara R (MED)" <tara.r.douglas@state.ma.us>
Sent: Tue, 10 Sep 2019 01:07:39

To: "ebmay@rediffmail.com" <ebmay@rediffimail.com>
Subject: Re: foia

Good afternoon,

Please submit any and all public records requests through the online form at: https://www.mass.gov/forms/submit-a-
board-of-registration-in-medicine-public-records-request. Once submitted and received through the BORIM public
records request form, the request receipt date will be documented, and the request processed accordingly.

Thank you,
Tara

From: ebmay@rediffmail.com [mailto:ebmay@rediffmail.com]
Sent: Monday, September 09, 2019 3:34 PM

To: Douglas, Tara (MED)

Subject: foia

Per the foia please send all the documents in the file pertaining to:

Jeffrey M. Good, M.D.
46071

~ License Number
‘ thank you very much.
EB May



Douglas, Tara (MED)

From:
Sent:
To:
Subject:

Dear Ms. Douglas,

ebmay@rediffmail.com on behalf of eb may <ebmay@rediffmail.com>
Monday, September 23, 2019 8:11 PM

Douglas, Tara (MED)

Re: You have files

I've downloaded the file yet it is not a pdf and I can't open. Please email it in parts if you have to. Thank you.

From: "Douglas, Tara R (MED)" <tara.r.douglas@state.ma.us>
Sent: Mon, 23 Sep 2019 23:55:35
To: ebmay@rediffmail.com, pre(@sec.state.ma.us

Subject: You have files

You have received file(s) containing protected information sent through the Commonwealth of Massachusetts'
Interchange System from tara.r.douglas@state.ma.us.

Click or paste the following URL into your browser to retrieve your file(s).
https://ics.mass.gov/DynlC/getreslist.do?tid=297122

Files transferred to you through this system may contain confidential and/or personally identifiable information



Douglas, Tara (MED)

From: ebmay@rediffmail.com on behalf of eb may <ebmay@rediffmail.com>
Sent: Thursday, September 26, 2019 8:05 PM

To: Douglas, Tara (MED)

Subject: Re: You have files

I can not open the folder for the pdfs. I do not have an program to open it. Please email it in parts. Thank you.

From: "Douglas, Tara R (MED)" <tara.r.douglas@state.ma.us>
Sent: Wed, 25 Sep 2019 21:24:29

To: ebmay@rediffmail.com, pre(@sec.state.ma.us

Subject: You have files

You have received file(s) containing protected information sent through the Commonwealth of Massachusetts'
Interchange System from tara.r.douglas@state.ma.us.

Click or paste the following URL into your browser to retrieve your file(s).
https://ics.mass.gov/DynlC/getreslist.do?tid=297289

Files transferred to you through this system may contain confidential and/or personally identifiable information



