Application #; é)_&ﬁ___'gl_ i

Dateofissue: ______ jot

Commonwealth of Massachusetts - Board of Registration in Medicine i
10 West Street, 3rd Floor

Boston, MA 02111 - (617) 727-3086

FULL LICENSE APPLICATIO

Application Fee; Please enclose a check or money order in the amount of $3!0 .
Commonwealth of Massachusetts. -

Check One: X U.s./Canadian Graduate [J International Graduate

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

Maalsire,  ChristAan And cee

Last Name\(t:}pe ar print clearly) First Middle Suffix (Jr., efc.)

B4 M.D. ] D.o. ] ph.D [l Other degree

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

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

Date of Birth: Social Security Number:
Month Day Year

Place of

Birth:

City " State/Pfovince/Teritory Country If not USA
\

Home Address: }
Number and Street '

City - State/Province/Territory Zip {or postal) Code

Business Address: Qi t,aé'lL CO“CDFA S't MM %JAQ’S Bu, C)

Number and Street

TAeSti M A > 0211 §

City State/Province/Territory Zlp {or postal} Code

B - . H
T:felgfl:ze { 6 7) q ]HL Sﬁ 3, ext. Tectjlg]:hone:

Preferred Mailing Address: [_] Business Address /Eﬁ Home Address




PRINT I\IIAME: Ch'\ (\ 61[5 AN\ M&\ﬁl) (‘Dl e PAGE 2 OF 3

Pre-medical School

. . From T
Facility: ‘T@m P&)ﬁé}g’}{%& { h/ Degree: /‘_)Q N 08 1188 QE%LH_L_?HQ?

Street: e ekl City: P_V:T\CMED?\U\T State: _PA____
Facility:_. Degree: ______ SN AN A S S
Street: ' City:  _ State: ___

Medical School

. . F T
Facility: HO Okak LU\\ \/(J,\(g({j/\ Degree: M_’_D__; Ugi?l__rfb_ 6_33?7,, 199
Q. W_Si¢ N, .

Street: __ ek R ciy _m@mgﬂm_w State: DC.
Facility: Degree: ______ Y N AR S —
Street: City: State: ________

Date of medical schoot graduation: S / qq

Note: U,S. graduates must include a written explanation for the duration of medical education longer than

four (4) years, and for any breaks in medical education. international graduates must provide a written
explanation for the duration of medica! education longer than six {6) years and any breaks in medical
education.

Postgraduate Education:

List all postgraduate training chronologically from medical school to the present, the name and address of

the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the time you graguated from medical school.

Yl+Z
i : 1 edy 3&76(0{\* From To

lity: S ition: Dy cadn 71 “0/30; of
s At A0 o Sy o B2 S
I

Facility:%’\.m_\_mi_mf_“Mﬂfﬂ_ - Position:_%’%u‘%@yfs G0l

Street: _*\' Dine Ruorhon, M City: State: MA

Facility:. Position:______ .+ {4

Street: . City: State: _____
|

Facility:, Position:__________ _ _/_ /|

Street: . City: State: ______

Facility: Positon.______ /| [ . ___.

Street: City: State:




PRINT IE\IAME: le\fiSjt’[\f\n MMBWFQ MD. PAGE 3 OF 3

Hospital Affiliations and Employment

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

necessary.
From To

Facility: Position:__________ ___ fo I [
Streef: City: State: ____
Facility:_; Position.______ [/ [ /1 _ [ __
Street: _ City: State: __
Facility:_ Position.__________ ___ AN Y A A
Street: City: State: ______
Facility: Position._______ 1 | __ 4.1 __
Street: City: State: _____

. List cher states (abbreviations)} where you are currently or have ever been licensed: M%,_ —

2. Are you certified by the American Board of Medical Specialties? [] Yes IZ( No
3. List Board Certification(s):
4. Have you attached an up-to-date copy of your curriculum vitae? Yes [} No

Reason for requesting a Massachusetts medical license: %{)Jbﬁm&\# 7%r “‘ﬁu—«

6.
7.
8.

o

Name of Facility:

Address. City:

Anticipated starting date in Massachusetts: / /

Afﬂda\‘&it of Applicant

|
1, the undersigned applicant, hereby certify that all information included in this application for licensure

constitutes a tru

tatem

Signatuke,_é?Applicént( ) - Date / /

2/16/2001



FROM :DEPARTMENTof OBGYN
g/ aE/2e01 @23 11 B7

OBJECTIVE

EDUCATION

WORK

EXPERIENCE
~—

FAX NO. 6174147386 Mar., 22 2882 ].lZi:zlSrf;\.‘I"'.‘lm P2

-

Christ-Ann Magloire, M.D.

To obtain a residency position in Obstetrics and Gynecalogy

Nagsau University Medical Center — SUNY Stony Brook
East Moadow, New York Rasident Physician ~ Ob/Gyn
July 1599 ~

Howard University College of Medicine ~ Washimgton, D.C.
Dactor of Medicing — May, 1999

Temple University - Philadelphia, Pennaylvania
B.S. Community Health Education, Minor in Secial Work —~ 1992

WNational Institutes of Heslth < Institate of Child Health and Human Development
NIH/ D.C. Injtiative to Reduce Infam Mortality in Minonty Popularions of D.C.
Protocol ~ Barriers of Entry into Prenatal Carc  June 1997 — August 1997

Intramural Reseprch Training Fellow

e Recruit and interview women during their first prenatal care visir

s Review and withdraw information from medical records of
pregnant and postpartum women

e Serve as a liaison with staff in Medical Records from various
hospitals, clinics and private offices in Washington, D.C,

» Participate in ongoing meetings with other study personne] to
review daa

e Conduct exit interviews with postpartum women summarizing the
cutcomnes of their prenatal experience

DL oe

.
mldlh

® Present poster representing research experience at NIH Rescarch Symposium

Madonna Heights Services
Dix Hills, New York - January 1995 — August 1995

Child Care Worker

¢ Counsel emotionally disturbed girls from ages 12 to 17
= Monitor and evaluate residents’ emotional disabilities

* Implement programs to encourage youth development

Cornell Cooperative Extension
Plainview, New York November 1994 — August 1995

Project Coardinator — Parent HIV/AIDS Education Project

» Develop a team strategic plan for implementing project in Nasaau County, NY

* Conduct g series of imensive 2 — 3 day in-service workshops for groups of
Volumeer Educitors as a co-facilitator



FROM :DEPRRTMENTor OBGYN

#5/38/2881 * 82:11 5726473 VINCENT

|

SERVICE
ACTIVITIES

FAaxX ND. (6174147300 Mar, 22 2082 18:450M F3

* Provide ongoing support to 1ratned Volunteer Educators through individual
consultation and coordinated meetings

Resurrection House, Incorporated
Wheatley Heights, New York October 1994 — August 1995

Shelter Worker

® Supervise the general activities of all residents

¢ Provide conflict resolution berween residents as needed

. Grganiz_e, encourage and participate in “family time” including age
appropriate programs

Project Chance ~ Project Teen-Aid, Incorporated
Brooklyn, New York September 1992 ~ Tuly 1993

Health Services/ Outreach Coordinator

* Provide leadership for program design and implementation, evaluating all
aspects for cost saving benefits and program progress

* Develop and implement linkages with community health care providers for
free and low-cost services

* Develop and implement tracking systems for monitoring prenatal care, well
baby eare and immunizations for research camponent

* Organize a referral list and data base of specialists to provide on-site
preventive screening to the children and adults

Temple University Hospital — Temple Infant Parent Support Services
Philadelphia, Pennsylvania May 1992 — August 1992

Health Educator

PAGE  B2/02

':hfi"‘

* Plan and conduct prenatal, family planning and positive parenting educational

progrems for the clients

* Evaluate and revise program content and methods continually for research
component .

¢ Coordinate and lizison with hospital personnel and community organizations
83 u client advocate

Era Sigma Gamma ~ Professional Health Honorary Society

Member of Delta Sigma Theta Sorority, Inc.

Member of American Medical Women's Association

Member of National Medical Association

Member of American Collcge of Obstetrics and Gynecology — Jr, Fellow

REFERENCES Available upon request



ECEIVERN D m@msém:\w
| N oe i 82 )l POSTRRADUATE VEBIFICATION

Nov 3 0 2001

Board of L
Board o ; an i
mm@_mﬁqmﬁ_wmﬂ: _&__ma_n_:m Registration in Medicing

sachusetts—Board of Registration in Medicine
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

A POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: Lay ffom mypostgraduate training program listed below to be forwarded/to the/Massachusetts
Board of Registration in Medicine. \

Applicant’'s Signature: Date: Q \ m\

Print or Type Name: WJTXWW wp\ﬂ)\/ gg (€ Z JU \ 4 .
Name of institution: gh\.ﬁt - E///RL\PL\E \gL R\r @?(\mﬁ..\ V\anwTZ/ ;\W/ \T &.TQ

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward it to the Board or Registration in Medicine at the address above. if the department was a “rotating” or “transitional”
program, please submit documentation of the rotations, dates and hours of training to the Board.

Name of Institution: Q\% SS4 &m / \N&b%\ gﬁ\\ N&“ﬁ\ \Mm \um%\ﬂ\ :

If name of Institution was different when applicant atiended, please enter name:

Enrollment and Participation: Our records indicate that §W M‘&\\w k\&.ﬁ\%\ﬁ \n&% ' participated in the following program:
{type or print applicant's name) vy

Program Type Department Dates Attended Accredited By
(internship, residency, PGY {ObG, internal {MONTH/DAY/YEAR) Completed | {ACGME, RSC, AQA or
fellowship) (1,2,3,4) medicine, etc.) FROM TO: (YESINO) not accredited
Htss dlpn ey /2 sty | D 1117 6 B8O | yps | plemé
e 7 J
I ! f !
i / ! !
‘ [ I - _
/ f ! !
oW




h

g,

POSTGRABURTE VERIFICATION

Continued on back

APPLICANT'S NAME: N &\a&.\ Hna \\ww &.Q ﬁ\%\ \. e /P

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

Please circle the appropriate response. If you answer yes to any of these questions, please enclose an explanation.

QUESTIONS YES NO

-

. Did the applicant take any leaves of absence or breaks from his/her post-graduate training?
2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

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

5. Were any limitations or special requirements imposed on the appiicant because of questions of academic
incompetence or disciplinary problems?

6. During the applicant’s participation, our postgraduate medical training & was accredited by: %Ogm (1 Other

COMMENTS

Certification: | nerepy cerury mat e anove INFOrmalon Is Corect, 10 the Dest Of MY Knowleags.

Program Director’s Signature: k& §\ §\ 4&%& 120

. . mﬁ . Jhnfine. - :
AFFIX INSTITUTIONAL SEAL HERE Print Name: \\M\m 7 2 \@o /22
{if the institution does not have a seal, this form must be  Academic Title: RogRG 72 ‘%\ Lc \Em«l

notarized) i Telephane; TM\ 9 u\ \\N - “&v \A& Today's Date: \B / %W = %.\ :




POSTGRADUATE VERIFICATION

calth of Massachusetts—Board of Registration in Medicine
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

POSTGRADUATE TRAINING VERIFICATION

fmation from my postgraduate training program listed below to be forwarded to the sachusetts
Board of Registration in Mediciner V
O
7

Date: % \ 3 \
/

Applicant’s Signature: m

Print or Type Name: \Jm.\w\\w\\ >t g Nm\ <, \F\\ \D
Name of [nsfitution: \Mm@\.\\w,( §\w§m *\&&\gﬁg@m\ %

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward it to the Board or Registration in Medicine at the address above. If the department was a “rotating” or “transitional”
program, please submit documentation of the rotations, dates and hours of training to the Board.

Name of Institution: \& y78) qﬁwe %.\ ¢ m.cm.k / mﬂ\ /77 &\ «@Q.\ Q& \&mh

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

Enroliment and Participation: Our records indicate that 4 %N\ s~ Ann 18 6lorre participated in the following program:
(type or print applicant’s name)

Program Type Department Dates Attended Accredited By
(internship, residency, PGY (ObG, internal (MONTH/DAY/YEAR) Compieted | {ACGME, RSC, AOA or
fellowship) {1,2,3,4) medicine, etc.) FROM T0: {YES/NO) not accredited
Kesidensy 3 Qmﬁuﬁt 71710/ (130102 svo AC6m g
! I I ! I
/ ! { I
-. P P - .
! ! ! !
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POSTGRADUATE VERIFICATION

/ e Continued on back
A A
hy st-P oloiye M.D
APPLICANT'S NAME: _\— N WiSTMnn a Ui «.mﬁ\& .
\
Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical education.
Please circle the appropriate response. If you answer yes to any of these questions, please enclose an explanation.

QUESTIONS YES NO
1. Did the applicant take any leaves of absence or breaks from hisfher post-graduate training?

2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

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

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

6. During the applicant’s participation, our postgraduate medical training [ ] was accredited by: ACGME [ Other:

COMMENTS;

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

Program Director's Signature:

AFFIX INSTITUTIONAL SEAL HERE Print Name: JN\JK\:N G. Lubb lefie D

7 ML
(if the institution does not have a seal, this form must be  Academic Title: Q M 4 un,ﬁ J\mm% (-8 \J 1Lel *Q\N
notarized} . )
Telephane: m\&m ) ) J Y- Today’s Date: Q. i V 74

= =



Commonwealth of Massachusetts
Board of Registration in Medicine

b
Tl

iy}

10 West Street PETER N. MADRAS, M.D{iii

Boston, Massachusetts 02111 CHAIR i

RAFIK ATTIA, M.D. i

(617) 727-3086 MARY ANNA SULLIVAN, M)

Fax: (617) 451-9568 ol

: . ' ; . . MA , M. D. B

JANE SWIFT An Agency within the Office of Consumer Affairs and Business Regulation ATIN CRANE, M. D. [0
GOVERNGR DOROTHY KEVILLE, M.Ed
NANCY ACHIN SULLIVAN ROSCOE TRIMMIER, Esq.

EXECUTIVE DIRECTOR REGIS DE SILVA, M.D.
LR

Qctober 19, 2001

Christ-Ann A Magloire, M.D.

Re: Application Number 212521
Date Application Received: 10/18/2001
Dear Dr. Magloire :

Your application for a full medical license in Massachusetts was received on the
above date.

The Licensing Unit will assist you in expediting the processing of your
application, however, please be advised that it can take up to twelve (12) weeks
tp process an application. Throughout this process, we will provide you with
periodic updates regarding the status of your license application.

You will receive a notification of missing documents for your full license
application in four weeks. Please be advised that if your full license application
is incomplete after 6 months, you will be required to update the application and
specific documents that are 6 months old. For additional licensing information,
31/ou may access the Board's website at www.massmedboard.org .

$incerely,

(s Jéu:m

Licensing Staff

,:“_, Visit Our Website At; http://www.massmedboard.org



MEDICARE TAX FORM

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

MEDICARE/TAX FORM

INSTRUCTIONS:

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

- Chnst-Aon Maploire, MD .

(type or print name} (W

certify, under the penaities of perjury, to my best knowledge and belief, that | have filed
alfistate tax returns a :

. U / :
SIGNED: \_[ . Zh, AN\ DATE: q{_ /v fof

Social Security Number:

ERE N EEEEEEZEAREEREESE R R E RN EEEREESENEEREEEEESEEEREEEEEEEEAEEEEEREEENEE]

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

| \%viil not charge tc or collect from a Medicare beneficiary more than the Medicare
“reasonable charge” for services, in compliance with Chapter 475 of the Acts of 1985,
r

i
\

|
|
SIGNED:

i
|
i
1

I
ﬁeviseﬁ 04/20/97



Page 4

SUPPLEMENT FORM

PRINTNIAME: CJ(\H'S%)’AYV\ M%U‘LDHQ_HD pate: 04 112, 0(

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

additional information on pages 4-10,

6-A.

6-B.

8-A,

YES NO

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

Have you ever been terminated or granted a leave of absence by a medical school or medical
post-graduate training program or have you ever withdrawn from a medical school or
medical postgraduate tfdining program or had to repeat a year of postgraduate fraining?

Have you ever applied for licensure or to sit for an examination or taken an examination
under a different name? If so, previous name:

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

Have you ever failed any of the following examinations: FLEX, any State Board
examination, any part of the National Boards, any Step of the USMLE, or have you failed
to gain cettification from the National Board of Medical Examiners or any foreign licensing
or certification body?

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

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

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

Are any formal disciplinary charges pending against you, or do you have knowledge
fany pending investigation into your professional competence or conduct by any
overnmental authority, health care facility, group practice or professional medical

?ociety?or association (international, national, state or local)? {See definition).

Has any disciplinary action cver been taken against you for violation of laws, rules, by-laws,
or standards of practice by any governmental authority, healthcare facility, group or
t)rofessional medical society or association ( national, state or local)?

i
i



PRINT NAME: Ohlﬁ‘l 5JC’A/\/\ MOL\%[U({-C%M:D, Page 5

s
7
8

9-A.  Hagve you ever voluntarily relinquished any medical staff membership?

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

9-C.  Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committee or

governing body?

9-D.  Have you ever, for any reason, withdrawn an application for hospital privileges or
appointment?

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

i1, Has your privilege to possess, dispense or prescribe controlled substances ever been suspended

revoked, denied, restricted or surrendered, or have you ever been called before or warned by any
state or other jurisdiction including a federal agency regarding such privileges?

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

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

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

15-A, '}n the past ten (10) years, has any medical malpractice claim been made against you, whether

Pr not a lawsuit was filed in relation to the claim?

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

been filed against you or has such-a suit been geffled, adjugdi€ated op otherwise resolved?
Applicgnt’s Signature: / :

i} D

{




Page 6

| CONFIDENTIAL MEDICAL INFORMATION

Before completing the following questions, refer to the instructions for definitions and additional information. If

answering“‘yes” to any of the questions, you must provide details on pages 9 and 10. For purposes of the following
questions, “currently” does not mean on the day of; or even the weeks or months preceding the completion of this
application. It means recently enough to have an impact on one’s functioning as a licensee, or within the past two

years of this application.

YES NO
16-A. Since becoming a medical student, have you been diagnosed with or treated for a medical
condition which in any way currently limits or impairs your ability to practice medicine
or to function as a physician?
16-B, Do you currently have a medical condition which in any way limits or impairs your ability
to practice medicine or ta function as a physician?
17-A  Within the past two years, have you engaged in the use of chemica! substances with the result
that your ability to practice medicine is currently impaired or limited?
17-B. Have you ever refused to submit to a test to determine whether you had consumed and/or
were under the influence of chemical substances?
18. Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?
19. Within the past five years, have you voluntarily modified or otherwise limited your scope of

practice of medicine for any reason other than a medical condition?

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

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

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

Pursuant to M.G.L. ¢. 119, § 51A, 1 certify under the penalties of perjury that I will fulfill my obligation to report
abuse or neglect of children. I will read the Board’s regulations, 243 CMR 1.00 through 3.00. To the best of my
knowlque, 1 meet the qualifications for full licensure in Massachusetts.

|

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

|
{
Appliczint’s Signature:

Date:()?//@l M
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v (s an l\?\aqu[o e MDY, i

Signatlflre: IJW /L/%% Date: ? /ﬁ /5/
v )

—



MORAL AND PROFESSIONAL CHARACTER

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

CERTIFICATE OF MORAL AND PROFESSIONAL CHARACTER

INSTRUCTIONS TO THE APPLICANT: This form must be signed by a physician legally authorized to
practice medicine in the United States. This statement should be executed by someone other than a
relative who has known you for a substantial period of time, The Board of Registration In Medicine
statements from physicians licensed to practice in Massachusetts.

' PHOTOGRAPH CERTIFICATION OF MORAL AND
PROFESSIONAL CHARACTER

This certifies that | have been personally
acquainted with the physician named below:

i 6/)F/6f Arm Mdﬂ/o/n” )

{name of applicant )

for__/O:_LX____years. [ believe that the above
named physician is of good moral character
and worthy of confidence and recommend
him/her to the Massachusetts Board of

Registration in Medicine.

el Vsl

Slg ature of Certj ylng PhyS|CIan s

{1 certify that the photograph &@@fg@(c) l\l y
above is a genuine likeness of  License Number State
the maker of the signature )
above., %E‘F‘I"E L‘)icabe Oa)EﬁS{, M. .

! Type or print name clearly

%ﬁ A:??Q.@ééﬁéﬁ Address: /400 Pelham Pku?qgmﬂ&s%oﬁés@rﬁlj
L a

ture of Notary City: Brony
State: NY Zip: 10Y6 (
é// Telephone: ((1(S ) - QI &~ 583Y
/o/docsﬁ Date: 1Q /10 | Of

My commission expires

INSTRUCTIONS TO CERTIFYING PHYSICIAN: PLEASE RETURN THIS
FORM DIRECTLY TO THE BOARD OF REGISTRATION IN MEDICINE. \ &
\"\

@\O




MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Piease compiete the waiver for release of information and forward this form to your university/medical school(s) or university
af graduation for verification.

Waiver for Release of Information

nd all information pertaining to my medical education at your institution to the

bate of Birth 27 1 45 ;70

%\ 6\ \.m C\v N\Q.\;\_rm.m Nup\y\u \w : Social Security 20&0& w MA\ mmb%\

" (Last name) (First Name) (Middle Initial)

| authorize the medical school/upd
Massachusetts Board of B&4j

r&;mﬁ-‘ e os;ou oyide. 8

Applicant’s Signatue:

Print or Type Name:

Other Name(s)

Name of Medical Mosooﬂ%_mmwmr\ﬁwﬂ%ﬁm%m“ﬂ.%ﬂ&;ﬁmem\\l RS l\& Q&QQ@ Dﬁ § QF
Address. S0 O e et NAO. o_e 5#

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

i
tate or Province:

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

APPLICANT'S EDUCATIONAL HISTORY

If name of institution was different from the above named institution when applicant atiended, please enter name below:

Premedical Education: Does your school have a premedical school education requirtement? m Yes _H_ No

If yes, indicate where the applicant completed premedical school.

Applicant’s Undergraduate Schoot: Temple University
Philadelphia, PA o — -

Undergraduate School Address:

Continued on back @/




iy
ANTOT Y

Enroliment and Participation: Our records indicate that Maglorie Christ-Ann A

E\Um or ptint the applicant’s name): {Last name) (First name) (Middle initial)
attended our medical school on the following dates (indicate the month, day and year in the section below):
ATTENDANCE DATES: FROM 10 FROM T0
8 \NM@H\wm 5 \Ho\mm. 8§ /31 /98 5 78 599
L — —
The applicant attended _|||~o~m_ weeks of continuing on-campus education, not less than 32 weeks in each academic year and
check cne _M_ was awarded a degree in Doctor of Medicine on (month/day/year} > / 8 ! 99

D was NOT awarded degree. Please explain reason(s).

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical education. All
questions must be answered. i you answer “YES” fo any of the questions below, please enclose an explanation.

YES NO

—_— A

1. Did the applicant take any leaves of absence or breaks from his/her medical education?
2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

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

COMMENTS:

MM”MMN_MM”_Eﬁ_o: does not have a seal, this form must be Print Name: Pauline Y. Titus-Dillon, M.D.

INTERNATIONAL MEDICAL SCHOOLS MUST ATTACHA  Title:_Associate Dean for Academic Affairs

COPY OF THE MEDICAL SCHOOL DIPLOMA AND A - - S e
TRANSCRIPT OR PROVIDE AN EXPLANATION. Date: _9 /20 ;01 _ Telephone: 202 )806-6280




THE UNIVERSITY OF THE STATE OF NEW YORK
THE STATE EDUCATION DEPARTMENT
DIVISION OF PROFESSIONAL LICENSING SERVICES
CERTIFICATION & VERIFICATION UNIT
89 WASHINGTON AVENUE
. ALBANY, NEW YORK 12234

THIS IS TO CERTIFY THAT ACCORDING TO THE RECORDS OF THE DIVISION
OF PROFESSIONAL LICENSING SERVICES, NEW YORK STATE EDUCATION DEPARTMENT,
ALBANY, NEW YORK, MAGLOIRE CHRIST-ANN ANDREE ELIZABETH
WAS ISSUED LICENSE/CERTIFICATE NUMBER 220187 FOR THE PRACTICE OF
MEDICINE ON 01/23/01.

OUR RECORDS ALSO INDICATE THE FOLLOWING INFORMATION:
DATE OQF BIRTH:

SCHOOL ATTENDED: HOWARD UNIVERSITY

DATE OF GRADUATION: 05/09/99

DEGREE EARNED: MD

PROGRAM WAS ACCEPTABLE IN ACCORDANCE WITH THE NYS REGULATIONS
OF THE COMMISSIONER OF EDUCATION. REQUIREMENTS MET AT THE
TIME OF LICENSURE.

BASIS OF LICENSURE:
" DATE EXAMINATION SCORE
12/00 USMLE STEP 3
08/98 USMLE STEP 2
10/97 USMLE STEP 1

EXMS TAKEN=03

A’ LICENSE IS VALID DURING THE LIFE OF THE HOLDER UNLESS REVOKED,
ANNULLED OR SUSPENDED BY THE BOARD OF REGENTS. A LICENSEE MUST
REGISTER PERIODICALLY WITH THIS DEPARTMENT TC PRACTICE IN THIS STATE

CURRENTLY REGISTERED: YES REG PERIOD ENDS: 12/31/02
ADDRESS :

DEROGATORY INFORMATION: NO CHARGES HAVE BEEN PREFERRED AGAINST
: ' THIS LICENSEE.
COMMENTS :

I FRANK GEBOSKY, PRINCIPAL CLERK, DIVISION OF PROFESSIONAL
LICENSING SERVICES OF THE NEW YORK STATE EDUCATION DEPARTMENT,
DO HEREBY STATE THAT AS PRINCIPAL CLERK OF SAID DIVISICN, I HAVE
LEGAL CUSTODY OF THE OFFICIAL RECORDS OF THE DIVISION OF
PROFHSSIONAL LICENSING SERVICES AND TC THE BEST OF MY KNOWLEDGE,
THE AFORESAID INFORMATICN IS TRUE AND CORRECT.

OP026 056 PRINCIPAL CLERK

SEAL
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L w POSTGRABUATE VERIFICATION
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m. BEC 1 8 2001

NV 3 O 2001

Beard of . Board of *
Registration in Medicine Registration in Medicine

assachusetts--Board of Registration in Medicine
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: La;
Board of Registration in Medjeine. \

Applicant's Signature: ! .

grfx@fﬂ? ?m&(@%

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward ii {o the Board or Registration in Medicine at the address above. If the deparimeni was a “rotating” or “transitional”
program, please submit documentation of the rotations, dates and hours of training to the Board.

Name of Institution: Q\Q SSqi/ &\ M\N\N‘ﬁ\,\% §N§\\ .h&m\ \\m £ &‘\( -

if name of institution was different when applicant mmm:ama please enter name:

assachusetts

iaformatign-ffom mypostgraduate training program listed below to be forwarded/io th

Print or Type Name:

Name of Institution:

V\W&T. n AR NE BIJQ\‘

Enroliment and Participation: Qur records indicate that Q\&u\c\\ &v\u %\Q&\ a/C %

(type or print applicant’s name)

parficipated in the following program:

Program Type Depariment Dates Attended Accredited By
(intemship, residency, PGY {ObG, internal {MONTH/DAY/YEAR) Completed | (ACGME, RSC, AOA or
fellowship) {1,2,3,4) medicine, etc.) FROM T0: (YES/NQ) not accredited
He) den cy /2 e, D0l 1dgl 6 B3010 ) yps | premE
/ ’ 7 7
/ f f !
/ i f /
o o R A L S— -
f f f /
&
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POSTGRADUATE VERIFIGATION

Continued on back

APPLICANT’S NAME: “&X\ H\‘ Hnn \Qw Wﬂ% \%\ e /P

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical education.
Please circle the appropriate response. If you answer yes to any of these questions, please snclose an explanation.

QUESTIONS YES NO

1. Did the applicant take any leaves of absence or breaks from his/her post-graduate training?
2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

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

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

/
6. During the applicant’s um&oﬁm:o:, our postgraduate medical training [} was accredited by: %Ogm ] Other:

COMMENTS

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

Program Director’s Signature: @& § § &% (20

AFFIX INSTITUTIONAL SEAL HERE Print Name: N\&\\m L7 fﬁb%\o\\ﬂ 1\“@0 JAD .

(if the institution does not have a seal, this form must be Academic Title: \me GRL 77 ‘%\ 7l \®mﬂ:

notarized) . o N Telephone: Tm-\ Qv .u\ \\m - “Q.w v\\ \ ._.mm_mu\m Umﬁmn‘ — \ % ‘_.1 o V\ / %\
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POSTGRADUATE VERIFICATION

ealth of Massachusetts—Board of Registration in Medicine
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

POSTGRADUATE TRAINING VERIFICATION

rmation ffom my postgraduate training program listed below to be forwarded to the Magsachuseits

Date: %\\% o/
v

APPLICANT’'S AUTHORIZATIO

N: ¥apthorize thetelease of i
Board of Registration in _Nn&o{ é

Applicant’s Signature:

Print or Type Name: ﬁ&m\u sé S g&.\ <, \u\\ . b .
Name of Institution: \Q\@Q/\ §\§%§§ §

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward it to the Board or Registration in Medicine at the address above. If the depariment was a “rotating” or “transitional®
program, please submit documentation of the rotations, dates and hours of fraining to the Board.

Name of Institution: &Eaﬁ%i L N\Nk / M\P /77 &) \QQ\ @ \\Kﬂ\ﬁ

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

Enroliment and Participation: Our records indicate that Q&\&\h 7~ \ﬁ i o \QQ 7 Clorme participated in the following program:
{type or print applicant’'s name)

Program Type Department Dates Attended Accredited By
{internship, residency, PGY (ObG, internal {MONTH/DAY/YEAR) Completed | {ACGME, RSC, AOA or
fellowship) (1.2,3.4) medicine, etc.) FROM T0: (YES/NO) not accredited
: _ 171 1301 ;

Kesideny 3 08l6gns | T ' 010t| Gi3oiod) o | PComE
/ f / I f
/ I / !

- - T T ! ! R T i -

! ! i I
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POSTGRADURTE VERIFICATION

Continued on back

APPLICANT'S NAME: ﬁ ND:W;.O\\.,_, NN ad G?:m ) \( MU

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

QUESTIONS YES NO
1. Did the applicani take any leaves of absence or breaks from hisfher post-graduate training?

2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

4, Were any negative reports ever filed by instructors regarding the applicani?

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

6. During the applicant’s participation, our postgraduate medical fraining [] was accredited by: E\>OO§m [1 Other:

COMMENTS;

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

Program Director's Signature: \.\L.\ P’ d

AFFIX INSTITUTIONAL SEAL HERE Print Name: _\\. ¢ \ \ 10 Qx. Lo bb fe hﬂ\\uﬁv D-

{ N )
(if the institution does not have a saal, this form must be Academic Title: QNP‘ I *“ mmﬁ (- g V NNQQ\BN

notarized) mN w ) /
||||| e - e - — - Anm_mﬁw—o_dm,...l. _ v \ - S .H:OQm%m Date: m { |\ v ! %\




ojnmonwealth of Massachusetts - Board of Registration in Medicine
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086
BOAHD‘ OF i GEW!!!E 1ON £ {617) 426-9358 Website address: www.massmedboard.org

MALPRACTICE HISTORY

Applicant’s Instructions: Complete this waiver for release of information and forward a copy to each
of your current and past liability carrier(s) over the past ten {(10) years. You must account for any gaps
in your claims history. If you have additional liability carriers, you may photocopy this form. Please
return the Malpractice History form(s) with your original signature to the Board of Registration In
Medicine.

I authorize my professional llability carrier(s) listed below to release to the Commonwealth of
Massachusetts, Board of Registration in Medicine, my maipractice history and any and all ciaims or
actions for damages, including the following:

the name(s) of the claimant(s)

nature and date of claim(s})

amounts paid, if any, and

other disposition or information in its possession, custody or control

on my current policy number, and/or any other policy | have had with this
or any other carrier.

N =

Liability Carrier's Instructions: If the applicant has any open or closed cases that have gone to
trial, whether or not monies were paid, a copy of the complaint or summons, disposition or
judgment and amount of monies paid on behalf of the applicant must be forwarded directly to
the Board. The liability carrier must return this form directly to the Board at the above address.

Liability Carrier: C‘% %QMM %Wrom: ! To: /

City: State: _________ Policy Number:
Liability Carrier: _ From: / To: /
City: State: _________ Policy Number:
Liability Carrier: ) From: / To: /
City: . A Policy Number:

Applicant's sign b 09\[ P> / U2
N1 . Date

Print Name: h . A <

Address: _ . City:

State: . Zip code;

You may download additional forms at the Board's webslte at www.massmedboard.or



MALPRACTICE HISTORY

\\\\\\\

Commonwealth of Massachusetts - Board of Registration in Medicine ;’?s'-‘;'
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086 ;354?';-
by

MALPRACTICE HISTORY i

Applicant’s instructions: Complete this waiver for release of information and forward a copy to each

of your current and past liability carrier(s) over the past ten (10) years. You must account for any gaps ..
in your claims history. if you have additional liability carriers, you may photocopy this form. Please i
return the form(s) with your original signature to the Board of Registration in Medicine.

Waiver for Release of Information

| authorize ‘my professional liability carrier(s) listed below to release to the Commonwealth of
Massachusetts, Board of Registration in Medicine, my malpractice history and any apd ail claims or
amounts paid, if any, and

actions for damages, including the following: ﬁ
other disposition or information in its possession, custody or coft

ok,
on my current policy number, and/or any other policy | have had V%m'ﬁ?%,go@

or any other carrier, ‘%
%%
E

NOTE: IF THE APPLICANT HAS ANY OPEN OR CLOSED CASES WHERE MONIES HAV

PAID, A COPY OF THE COMPLAINT OR SUMMONS, DISPOSITION OR JUDGEMENT AND
AMOUNT OF MONIES PAID ON BEHALF OF THE APPLICANT MUST BE FOWARDED DIRECTLY
TO THE BOARD.

the name(s) of the claimant(s)
nature and date of claim(s)

s =

Dates of Issue

Liability Carrier: Nassau County Medical Center From:7/01/99 To:_6 /30/01
City: ___East Meadow State: _N.Y.
Policy Number:___ ———-~
Liability Cérrier: From: / To: /
City: State:
Policy Number: .
Liability Carrier: - From: / To: /
City: » State:

Policy Number:

Please forward the informatjon requested to the Board of Registration in Medicine at the address above.

okl 11/1570]

Print Ns%néf & /)/\lﬁtﬂfﬁﬂ%\-ﬂr/ﬂ Tad A }’)D e

I4

’JLAU;\W\* J e 200 | Oy~ (617) 426- 9358



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

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

v Christ Ao M&O[Off M D,

{typefprint your complete name)

request and authorize every person, institution, professional licensing board of any state in which [ hoid or may have
held a license to practice my profession, hospital, clinic, government agency, (local, state, federal or foreign), law
enforcement agency, or other third patties and organizations, and their representatives to release information,
records, transcripts, and other documents, concerning my professional qualifications and competency, ethics,
character, and other information pertaining to me to the Massachusetts Board of Registration in Medicine.

|

| further ;E'equest and authorize that the requested information, documents and records be sent directly to:

Board of Registration in Medicine
10 West Street, Boston, MA 02111
Attention: Licensing

Immunity and Relegse

| hereby extend absolute immunity to, and release, discharge, and hold harmless from any and all liability: 1) the
Board of Registration in Medicine, its agents, representatives, directors and officers; 2) other agencies, institutions,
hospitals and clinics providing information, their representatives, directors and officers; and 3) any third parties and
organizations for any acts, communications, reports, records, transcripts, statements, documents, recommendations
or disclosures involving me, made in good faith and without malice, requested or received by the Board of
Registration in Medicine.

By my signature below, | acknowledge that information, documents and records required to be furnished by another
organization, educational institution, hospital, Individual or any person or groups of persons must be sent directly by
the persons to the Board of Registration in Medicine. ! understand that the Board of Registration in Medicine will not
accept ?ny such information, records or documents forwarded by me.

A photoﬂcopy or facsimile of this authorization.ehall™be as valid as the original and shall be valld up to one year from

. N hols,
Applitsht's Slgnature M Date of Signatdre
M 0T, Aon . A

Apphcant’s Plinted Last I\Tame First Name, Middle Initial, Suffix (e.g., Jr.)

Apélica;r_\t’s Date of 'Birth (r'nonthidaylyear)

I
Tt



0272272002 FRI 12:51 FAX ‘

N

PAGE Bl
] 202 10 65726120 g& E [l @
§3/11/2092 10:84  B1 D & ’Tﬁ'@'Llf) RE. @ooz

: MR 1 3 2
__Registraiio i Wadicine . re——

Gommonweaith of Massashusatts - Board of Reglstration in Modicine
10 West Straat, 3rd Floor, Boston, MA 02111 (817) 727-3086
Fax: (617) 428.9358 Website address: www.massmedboard.org

MALPRACTICE HISTORY

Anplicant's ions:, Complete this waiver for release of information and forward a Topy o each
of your current and pasi liabllity carcier(s} over the past ten (10) years, You must account for any gaps
i your claims history. If ysu have additional liability carriers, yau may photocopy this form. Please
return the Malpractice History form(s) with yeur original signature to the Baard of Reglstration in
Medicine.

Waiver for In atio
| authorize my prefassionat ttabiiity carrier(s) listod below to release ip the Commonwealth of
Massachusetts, Board of Repgistration in Medicine, my maipractice history and any and gli tlaims or

aotions Magas, including the followin

~

the hame(s) of the claimant(g -
nature and date of claim(s) ® /\/ Y E’

amounts paid, if any, and

other disposition or information in its possession, custody or contrg)

an my gurrent pelicy humber, snd/or any other policy ( have had with this
or any other carriar. .

B0 nr

Ll_afhil“mg Carrier's Instructions: I the applicant has any apen or closed cases that have gone fo
trial, whether or not monies werg Pald, 2 copy of the complaint or summons, dispogition or
judgment and amount uf monies paid on behalf of the applicant must bo forwarded directly to

‘the Board. Tha Kability carrier must return this form directly to the Board at the abave addrass,

Liabllity Carier: - NASSAU UNIVERSTTY MEDICAL CENIER . From; __7/99 To: _6,01
Gity! __East Meadow State: _NY Poilley Numbar:ﬁ_ﬂlib_&gu:mred
i Jillty Ca jer From:___/__ To: N
Ca!}f; — State: Policy Numher:___,__.__,,___.____
i fll‘ rrier: T Frnm:___!.____Tn:___,rﬂ“
City: . . State: . Poiicy Number,_ —
Applicant's signature: o ALD Fo 9‘:""! 0.
Y Amnr” A1 Pty o =" pag el L&
Print Name: Y / /- s A 417 Q!__..._....'—...ﬁ -
Adc}';reas: - - —y City; )
State;, _,___ 7 e Zpe

You may download seldiitionat forms at the Board's wehsie af mmassmadboantar%}

y
. i

wl

FEReR 2002,

N.C.M.C. RISK MGT,
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Commonwealth of Massachusetts- Board of Registration in Medicine
10 West Street, Boston, Massachusetts 02111 - www.massmedboard.org

INITIAL LIMITED LICENSE APPLICATION

IMPORTANT: Read the accompanying instructions before completing this form, and print legibly
or type your answers. Please attach a $50 check payable to the Commonwealth of Massachusetts.

CHECK ONE:

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

NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS

SECTION A: Sworn Statement to be Completed by Applicant

1-A. ]E\Iame: (Last)___Magloire (First)__Christ-Ann MD__A

1-B.  Other Name(s):

1-C.  Mother’s Maiden Name:

YES NO

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

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

3) Have you ever applied for licensure, or applied to sit for an examination, or

| taken an examination under a different name?
If you answer yes, you must provide additional information. (See instructions.)
2. Current Residence: Telephone Number:

City: State: Zip:
3. ivDate of Birth: Place of Birth:

! (Month (Day) (Year)
4, ISex: 1 Male [ Female 5, Social Security Number:
6. Name of Massachusetts Training Hospital: __Boston I'wiessmsity Medical Center

One Boston Medical Center Place Boston, MA
| (Street Address) (City)




PRINT NAME Chiist-Ann Magloire, M.D, Page 2 of 6

10.

L1,

12-A.

12-B.

13.

Name of premedical school(s): Temple University

Location: Philadelphia, PA USA
f : (City, State, Country)

Name of medical school(s): Howard University

Location: Washington, D.C.
(City, State, Couniry)

Date of Graduation: 05 ;09 , 99 Degree: £ M. D.[] D. O, Other(specity)
(Month) (Day) (Year)

Have you had previous post-graduate training? [ | No [X] Yes [X]U.S. or [[] International

Name of Institution: Nassau University Medical Center
Address: 2101 E, Hempstead Tpke East Meadow, N.Y.
Name of Program: ob/Gyn Dates of Training: 7/99-6/01

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

List states (abbreviations) where you currently have a license to practice medicine (include
residency training licenses). Indicate whether full license (F) or residency or training license (L).

Ny EeQdo Oede _ OelUo O Do

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

— iy — Oedo —— Oeto O Ok
YES NO
If you are a USMG, have you taken more than 4 vears to complete medical school?

iIf you are an IMG, have you taken more than 6 years to complete medical school?
{If yes, you must provide additional information. (See instructions).

Has more than one year passed between the date of your graduation from medical
school and the anticipated start date of your limited licensure in Massachusetts?
If yes, you must provide additional information, including your curriculum vitae
-and the months and dates of any gaps in your professional activities since graduation from

' medical school. (See instructions.)

i
l\\u‘ﬁ
ey

sl

My
'l‘\":I
i
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Page 3 of 6 Py

SECTION B: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE E:.v‘i::n
INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN APPOINTMENT '

This certifies that C’ 4 /0// j 7L ’-ﬁ /Z/ /7’/ /?7’4 5" /d / Z‘ej /”‘A has been appointed

{(Name of Applicant)

to the position of  [| Intern Eﬂ/Residcnt ] Fellow

in the specialty of @ﬁs {5)[6’2/1 C':,Q ¢’(79&/ C“ﬂlﬁ&j as aPGY _“.S_D__

Department; ﬂ ﬁ/ 44444 . Subspeciality:
at ﬁasvé/u /’é@fcéﬁ—ﬂ é@@L

{Name of Healthcare Facility)

beginning T O w anticipated completion of training: é (3 ;03

(Month) (Day) (Year) (Month) (Day) (Year)
YES NO
1. Is the program accredited by the ACGME? [ﬂ/ ]

2. Ifno, is there an ACGME-approved training program in the applicant’s specialty? [ [
3. Have you reviewed Sections A and C of the limited license application? B/ W

Demgnated Official’s Signature: M W

Type or Print Name: f?’l‘h‘l e fd _Sf/gﬂ

Official Title: Af@ ot Grndonty 1eel,oif %W”
Date: 7 /I 3 I 0O Telephone Number: 6/ /- WV’ ﬁy 3

'SECTION C; PAGES 4-6 MUST BE COMPLETED BY APPLICANT



PRINT NAME:__ christ-Ann Magloire, M.D. Page 4 of 6 el

il

|
SECTION C: Read the instructions. Check either YES or NO to each question. Do not answer N/A. o

If you answer YES to any of these questions, yon must provide details on the Limited License
Supplement.

YES NO

14.  Have you ever been enrolled in a residency program(s) where you were
required to repeat a year of training? (See instructions).

If you answered “yes” to question 14, you must provide an explanation and
a letter from the program director is required.

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

16-A. I‘Llave you ever been terminated by 2 medical school or postgraduate training program”

16-B. Have you ever been granted a leave of absence by a medical school or a
postgraduate training program?

16-C. Have you ever voluntarily left, transferred or withdrawn from a medical school or
postgraduate training program?

If you answered “yes” to 16-A, B or C, a letter from your medical school(s) or
Ly
postgraduate training program(s) is required.

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

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

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



20.

21,

22,

23,

24,

25,

26,

27.

28.

29.

YES NO

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

Has any disciplinary action ever been taken against you for violation of

laws, rules, by-laws or standards of practice by any governmental authority,

health care facility, group practice, or professional medical society or

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

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

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

Have you ever voluntarily relinquished medical staff membership?

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

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

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

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

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



PRINT NAME.:___Christ-Ann Magloire, M.D. Page 6 of 6

CONFIDENTIAL MEDICAL INFORMATION

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

YES NO
30.  Since becoming a medical student, have you been diagnosed with or treated for a
medical condition which in any way currently limits or impairs your ability to
practice medicine or to function as a physician?

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

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

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

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

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

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

CERTIFICATIONS:

s Pursuant to M.G.L. ¢. 62C, § 49A, I certify under the penalties of perjury that, to the best of my knowledge and belief, T have
filed any Massachusetts state tax returns and paid any Massachusetts state taxes that are required under law and that I have
complied with all laws of the Commonwealth related to withholding and remitting child support. (Note: This applies even if
youreside out of the state or out of the country.)

e  Pursuant to G.I. ¢. 112, § 1A. T will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119,
§51A.

o I will read the Board’s regulations, 243 C.M.R. 1.00 through 3.00. To the best of my knowledge, I meet the qualifications
for limited licensure in Massachusetts.

I certify under the penalties of perjury that all.jnfo
of my knowledge.

Applicant’s Signature:




. " LIMITED LICENSE APPLICANT

|||||||

Commonwealth of Massachusetts Board of Registration in Medicine ‘553“5!?

||||||

10 West Street, 3rd Floor, Boston, Massachusetts 02111 (617) 727-3086 f}&sé?l
www.massmedboard.org. ft

|' STATE LICENSE VERIFICATION l o

il

Applicant’s Instructions; Complete the waiver for release of information and forward this form to every state board q,,;‘;:;
where you are currently licensed or were ever licensed in the past. Contact the individual state board(s) for information on
verification processingfees before you mail this form.

Applicant’s Waiver for Release of information: '
| am applying for licensure in the Commgenwealth of Massachuse d the Board of Registration in Medicine requires that

aensure. | hereby authorize the release of any

Date: é /5_ 0/

information in your files, f((/ora &)

Signature of physiclan:

Print or type name: C’/) f)S ZL /]?'fl/f M/ﬁ)/ﬁo /{/{/9

License number: &QG 4 7"‘ ,Status of license: IE’A" ctive []Inactive [] Other

TO BE COMPLETED BY STATE BOARD
1. Name of medical school of graduation:

2. Date of graduation: / / License number. Date of i |ssue\ /
3. Basis for licensure:

Name(s) of medical licensing examinations(s).
4. Expiration date of license: / ! v
5. Status of license: (check one) I___l good standing D revoked D suspended

6. If revoked or suspended, please explain:

YES
7. Has the licensee ever been on probation?

oo
00z

8. Has the licensee ever been requested to appear before the board?

If “yes,” please explain:

Other deragatory information:

Remarks:
Signed:
BOARD SEAL Print Name:
' Title:

State Board: Date: ! /
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COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE i
10 WEST STREET, BOSTON, MA 02111 - (617) 727-3086 il

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

.~ Cbrisk- Ann le(o!rfﬁ/( D.

(type/print your complete name)

request and authorize every person, institution, professmnal licensing board of any state in which | hold or may have
held a license to practice my profession, hospital, clinic, government agency, (local, state, federal or foreign), law
enforcement agency, or other third parties and organizations, and their representatives to release information,
records, transcripts, and other documents, concerning my professional qualifications and competency, ethics,
character, and other information pertaining to me to the Massachusetts Board of Registration in Medicine.

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

Immunity and Reilease

| hereby extend absolute immunity to, and release, discharge, and hold harmless from any and all liability: 1) the
Board of Registration in Medicine, its agents, representatives, directors and officers; 2) other agencies, institutions,
hospitals:and clinics providing information, their representatives, directors and officers; and 3) any third parties and
organizations for any acts, communications, reports, records, transcripts, statements, documents, recommendations
or disclosures involving me, made in good faith and without malice, requested or received by the Board of
Registration in Medicine.

By my signature below, | acknowledge that information, documents and records required to be furnished by another
organization, educational institution, hospital, individual or any person or groups of persons has been sent to me
directly from the primary source in g sealed enveloped and that none of the seals have been broken.

imile of this authoriz4tio all be as valid as the original and shall be valid up to one year from

&/

App icant Slgnatu Date of Signatdre
thr"(C Is€ Ann A

Apphcant's Pnnted Last Name, First Name, Middle Initial, Suffix {(e.g., Jr.)

A photocopy or fa
the date signed

Applicant'!s Date of Birth (month/day/year)



Physician Registration Renewal Application .;1;.3

Commonwealth of Massachusetts Board of Registration in Me@@g /)
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

http://www.massmedhoard.org

Before proceeding, please read the instructw ke uu’:

need copies for credentialing and other purpos .B
green envelope 4 weeks before your renewal da ge. 4

« Remit $400.00 for renewal fee,
=« Add late fee of $25.00, if necessary,

Please review carefully the following 1&%@@&1@*%

alterations as required.

I, Current Status:  “¢tive

Registration No.:

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

renewal application in GREEN envelope.
check with coupon in BLUE envelope,

completeness. Make any corrections or

T AN

212521 Renewal Date:l 1/05/2002

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

] Retiring (see instructions)

mctive

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

A) Mailing/Business Address:
Christ-Ann A Magloire

B) Home Address:

Home Phone:

Business Phone:  (617)265-8377

(] Inactive (see instructions) ] Do not wish to renew

Please make corrections (type or print)

Other Name(s):

Mailing Address:

City/Town: I State:
Zip: Country:

Business Address:__ 011 Gt )
City/Town: ___ R State:
Zip: (D211 Country: M S A

Business Telephone: ({017 ) LH Lt ~§8543
Home Address: —
City/Town: State:
Zip: Country:

Home Telephone:  {

PLEASE NOTE: No P.O, Box addresses for home or
business addresses.

4, a) Date of Birth:
c) SS#:

5.a) Name of Medical School;
Howard University College of Medicine
b) Yed9@aduated: M.D.  ¢) Degree:

6. Specialty Code(s) (See Table 1)
Code(s) Hours per Week in Mass,

0
0

b} Sex: F

7, Current American Board of Medical Specialties Certification (See Table 2)
Code: Code:

3.Drug License Numbers, if any:
a) Federal (DEA):
b) Massachusetts:

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

I !b) %tztes where you were previously licensed (Abbr.)

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 yoy have admitting privileges (AP). Next to each facility,
write the approximate percentage of patient care hours that you provide in each facility).

Facility Code,ﬁg_ D/ \AP) [U/L)% Facility Code:

% Facility Code:__ : :f____

Facility Code: /1
If 999, print name(s):

APy ____

o4
Yo

/___(AP) % Facility Code:____ _ / (AP)
I (AP)

(AP) % Facility Code:__




PRINT YOUR LAST NAME: MM[ 0 e Licenst Numseree| 2.G2 ]

11. My medical malpractice ingyrance is covered by a) Insurance Carrier  b) [J Letter of Credit

Name of Insurer: ‘V 5N U\/Jn A ([J/ﬁi M &U Alternatively, indicate as follows:
I am registering with Activ'e status but I am not covered by medical malpractice insurance because | am {check one)
a) [ Notinvolved 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)w Yes [ ] Np
13. A, What is your principal work setting? (See Table 4) _LL:“ %
B. Care of patients in Massachusetts (see instruction booklet). ! .
1} Average weekly hours involved in: a) outpatient care __Q_hrs/w’k b) inpatient care _Q___ hrs/wk

2) What is the approximate percentage of your patient care hours in primary care? 1@ 0 %
PART A ~ QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

stions 14 through 22 refer to the past two (2} vears only, k either YES or NO (NOT N o each tion, 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 1, gquestions, or this form will be returned to vou and your license renewal m e de]

YES NO|

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 tawsuit was filed in relation to the claim? |

15, CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resclved, 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 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? [ Yes [J No
[] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) E\)(;ME exemption

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

Pursuant to G.L. ¢, 112, § 2, I 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, 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 Pursuantto G.L ¢, 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.

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

o T hereby certify u/mj%ﬁie ofiperjury rhe information on the Renewal Application and Form R is true,
p Per.
A ) Wa y -
Signature: <w o™ A 'y Date; } / / 9// 0 &
I ]

YOU MUST SIGN AND ART B, WITH YOUR RENEWAL APPLICATION

Board Regpulations requirve that vou notify the Board, in writing, of any change of address

RAALED A AADY AT VATIND ADNDT TALATYIAA AR ATT ATT A4 STTRATATITO DINMTATITT RA A TY TRIM



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, 3
refer to the instruction booklet for definitions and additional information. o

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 o
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 penalties of perjury that all the information on the Renewal Application and

Form R Is true. " )

Signature: (% i vate: /{17 102
e

COPY ALL PAGQG‘F’QOUR RENEWAL APPLICATION BEFORE MAILING




ravd

Christ-Ann Magloire. MD

March 23, 2005

Board of Registration of Medicine
560 Harrison Avenue Ste. G4
Boston, MA 02118

Attn: License Department

To whom it may concem:

I would like to notify you of my address changef My license number is 212521.

please send the approprigte
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w\()g MA License Number: £ / 25‘2//
\ T,

Date license revived:

\&60 &/\%(bw\qx Board of Registration in Medicine ™

200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880

Telephone: (781) 876-8210 Fax: (781) 876-8383 Email: massmedboard.or®

Application Fee: Please enclose a check or money order in the amount of $600.00 in U’ ,‘-?0{5-,
currency, made payable to the Com monwealth of Massachusetts. /% %,

Activity Status: X Active 1 Inactive*

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

Moegloiee Qhrist-Bon  fndree

1 v
Last Name (type(oj print clearly) First Middle Suffix (Jr., etc.)

Medical Degree: JX] M.D. [1] D.o. [] Ph.D. [] Other degree

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

Entire Last Name {type or print clearly) First Middle Suffix {Jr., etc.)
Date of Birth: Social Security Number: ___ _
Month Day Year
Place of
Birth: . . L, )
City P ’ i Stajb/Province/Territory Country if not USA
Home
Address: .
NMumber and Street
" City State/Province/Territory Zip (or postal) Code

o (170 MW G5 Tt St /10
Mipmi Fhrrda 33150

. City P State/Province/Territory Zip (or postal) Code
?:lselgﬁcs)ze: (3\')b ) [94 b - ?%7 , ext. ?éjlzghone:
E-mail Address___ . _ . . Fax Number:\( 305’)1% -/ bﬂ/é_
Preferred Mailing Address: [ | Business Address m’ Home Address

*Inactive status: If you check inactive status when you sign thetapsed application, you
certify that you will not practice medicine in Massachusetts.

SO,EL 30
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APPLICANT'S NAME: 0 }M/(Slzf/}n n /Mﬁﬂé )/ )’@ Pagezote

Postgraduate Education:

List all postgraduate training chronologically from medical school to the present, the name and

. |address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must
account for all periods of training or postgraduate work from the time you graduated from medical
school.

Facility: NMJWM Y&dﬁ"lfmwmﬂm Position: Q;‘M 199 _(Lfg‘> Pl
Street: _ J2D) Ak/mprim,{ TUAN pilCe-_ City: décufmaﬂw State: A/g Y

Facmt% 4 /’{U{HJ Position: 0 I/ 3- "/ 7/ { IU/ b3
Street: ity: BaSHin State/m:
7Y

o
Facility: Position: S S S S S
Street: City: State:
Facility: ____Position: I S S S S
Street: City: State:
Facility: ___Position: A A A
Street: City: State:

Hospital Affiliations and Employment

List in chronological order all hospital appointments where you had active staff privileges,
including the name and address of the facility, your position and dates of affiliation in p ostgraduate
training. Also inciude periods of unemploy ment or employment outside of medicine. Do not
include postgraduate training facilities. Attach a separate sheet of paper if necessary.

Erom;

Facility: Ji Posmonlqﬁmt%nd/ /[I / IU3 _Z/M
Street: __ /10D AL She 4 City: _Mipmi  State: £/ 23/50
Facility: ﬂdf km’l&ﬁtﬂlﬂi/{dltﬁz MV Position/bﬁk%d/h _/_l 11 I/i _{ / i_ / %
Street: ___ 94 YoV /63 dine et City: MU idanf fZepel~  State:f/ -
Facility:?dma’?ﬁl) O&\W ’%&’/7/ fals ___ Position: M}"b B0 M 6¢;
Street: 007 W f ™Ik —__City: Fhallerd- State: L
Facility [y ) _ Position: b9 w3 42703
Street: City: State:

Facility: ____ Position; Y A B Y
Street: City: State:

Facility: Position; S S S SR B

Street: City: State:

TE BO-GL-80

ot



APPLICANT'S NAME:; Q}W f*‘ A‘nn Mﬂ:JPLO ), re. Page 3 of 5

Medical Malpractice Information:

My medical malpractice insurance coverage is byzw Insurance carrier [J Letter of Credit

BRI R Maim « Aot () Trihn Gauepo
Policy dates: From: l/ ’/D? To: /97./3 /T/DC_?

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

] 1am not involved in direct patient care  [_] Otherwise exempt

Explain exemption

Continuing Medical Education Credits

Read instructions for continuing medical education requirements before completing.

Activity status: E/Actiye [J Inactive [] Exemption

Category 1 credits f é '7/ Risk management Category 1 y

Category 2 credits Risk Management Category 2

Continuing medical education credit requirements must be completed before the Lapsed License
can be revived if you are applying for active license status. (See Lapsed License Instructions).

1. List other states (abbreviations) where you are currently or have ever been licensed: ﬁ‘i __F’_L—

2. Are you certified by the American Board of Medical Specialties (ABMS)? R Yes ] No

3. List only ABMS certification(s): "\D&S $U)\ DM Bba/rb” l ! 04

4. Reason for reviving Lapsed License in Massachusetts: &n{h(;?ﬂ' ! L MQQ!%:& D
Ndssion in lat oq JM /ngrl\w\ 18 ku%dﬁfuﬂ‘

5. Please attach your current curriculum vitae
Continued on page 4

S0 S .90
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Page 4 of 5
CERTIFICATIONS

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

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

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

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

5) | certify that | 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 a physician to the Board of Medicine,
pursuant to G.L. ¢, 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 regulaticn.

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

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

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

10) | 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 | have complied with my obligations to file an Incident Report with the Board when
certain adverse avents occur in my private office, pursuant o G.L. ¢c. 112 sec. 5 and 243 CM.R.
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.

Under the penalties of perjury, | declare that | have examined this lapsed application and
all its accompanying instructions, forms and statements, and to the best of my knowiedge
and belief, the information contained herein is true, correct and complete. As an applicant
for revival of a lapsed license to practice medicine, | 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: _&I/(O_ l_b_?

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

Signature:

Continued on Page 5



Page 5 of 5

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, govemment programs and health care purchasers for the purposes of conducting these business transactions.

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

In order to complete your license application 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.qov.

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 NP| 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 NPl Number you must notify the Board (see instructions for Option 2).

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

Check the appropriate box below, supply appropriate information, and sign the bottom of the page.
JMy current NP is: D:I m@m@
] ! have personally applied for an NPI.
[] 1have applied for an NPI using a third party (enter name)
[ By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI on my behalf.
HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes. (See Lapsed License Instructions, pages 7. 8 and 9). In addition to providing
the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider taxonomy
code is required if you authorize BORIM to apply for an NP! on your behalf.

Taxonomy (Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: @IZ'@ Cb‘r\kjﬂ& %JqL@M/O%
Provider Taxonomy: DDDDDDDDDD
Provider Taxonomy: DDDDDDDDDD

NP| REQUIRED INFORMATION

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

secial security Number: [ 11 1] - (I - CJCICC]

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

{follow instructions for Option 3)

Gender: 0 Male ] Female

Penalties for Falsifying Information on the National Provider Identifier Application

18 U.8.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of the
United States knowingly and willfully 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 dogument knowing the same to contain any false, fictitious or fraudulent
statement or enfry. Ingividual offenders are subject to fines of up to $250,000 and imprisonment for up to five years. Offenders that are
arganizations 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: | authorize [ ) do not authorize the Board of Registration in Medicine to provide my NPI to any authorized

hospital, health’plan or health organization.

; L/
Date: 8 1/610?
(e

Signature:

&8 8051 90
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COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880 - www.massmedboard.org

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

 Chuwist-Pon MMZS/LL/

(type/print your complete name)

request and authorize every person, institution, professmnal licensing board of any state in which I hold or may

have held a license to practice my profession, hospital, clinic, government agency, (local, state, federal or foreign),

law enforcement agency, or other third parties and organizations, and their representatives to release information,
records, transcripts, and other documents, concerning my professional qualifications and competency, ethics,
character, and other information pertaining to me to the Massachusetts Board of Registration in Medicine.
1 further request and authorize that the requested information, documents and records be sent directly to:

Board of Registration in Medicine

200 Harvard Mill Square, Suite 330

Wakefield, MA 01880

Attention: Licensing

Immunity and Release

I hereby extend absolute immunity to, and release, discharge, and hold harmless from any and all liability: 1) the

Board of Registration in Medicine, its agents, representatives, directors and officers; 2) other agencies, institutions,

hospitals and clinics providing information, their representatives, directors and officers; and 3) any third parties
and organizations for any acts, communications, reports, records, transcripts, statements, documents,
recommendations or disclosures involving me, made in good faith and without malice, requested or received by
the Board of Registration in Medicine,

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

A photocopy or facs1mlle of this anthorization shall be as valid as the original and shall be valid up to one year

S
DWW Cheret-fm. H

Applicant’s Printed Last Name, Fust)ﬁame, Midd Initial, Suffix (e.g., Jr.)

Applicant’s Date of Birth (month/day/year)

t+i



MEBICARE TAX FORM

Commonwealth of Massachusetts--Board of Registration in Medicine
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880

MEDICARE/TAX FORM

INSTRUCTIONS:

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

. Chust-Aon /(/%ﬂén o D

{type or pnnt name)

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

SIGNED: M DATE: \9’//(’.?/”7
>

Social Security Number:

I EEEEEEEEEEEEAEEEEEEEEE EEE R E RN E X ERENRERJEBRESNRENRSE;SJERERJJERJEZJLEJ;SSEZS.]

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

| will not charge to or collect from a Medicare beneficiary more than the Medicare
“reasonable charge” for services, in compliance with Chapter 475 of the Acts of 1985.

Note: Signing this form does not imply that you will participate in the Medicare program.

SIGNED: % DATE: 67//6/09
S "

Revised 9/23/2008



CHRIST-ANN MAGLOIRE, MD

camagloire@hcnetwork.org

OBJECTIVE

Home and Fax

| Cellular

To obtain a Master in Public Health to complement providing
healthcate to women as an Ob/Gyn

EDUCATION

Sept. 1, 1988 - Bachelor of Science Community Health Education

May 15, 1992 Temple University Philadelphia, PA
Sept. 1, 1995- Doctor of Medicine  College of Medicine

May 8, 1999 - Howard University =~ Washington, DC

POSTDOCTORAL TRAINING

July 1, 1999 Internship/Residency Nassau University Medical Center
Jun 30,2001 Department of Obstetrics & Gynecology East Meadow, NY

July 1-2001 Residency Boston University Medical Center
Jun 30, 2003 Department of Obstetrics & Gynecology Boston, MA

SCIENTIFIC ACTIVITIES

2004

2004

2002

2002

2002

‘The Risk of Adverse Pregnancy Qutcomes in the Haitian
Population at Boston Medical Center

National Medical Association Residents’ Research Finalist
Annual Meeting San Diego, CA

Research Poster — Haitian Preghancy Outcomes
American College of Obstetrician/Gynecologists
Annual Meeting Philadelphia, PA

Participant IPAS/ARHP Partners Program Planning
Meeting on Manual Vacuum Aspiration Abortion Training
Chapel Hill, North Carolina

Presentation Reproductive Health Initiative

American Medical Women’s Association  Annual Meeting
“ Insights from Haiti: An International Reproductive Health
Experence “ San Diego, CA

Case Presenter “Stump the Professors™
American College of Obstetrician/Gynecologists
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PUBLICATIONS

2001 Update on the Management of Leiomyomas
ACOG Annual Meeting

2001 Co-investigator, Novel Custom Fit Cervical Cap (KOCAP)
Phase II Clinical Trials James P. Koch, P.L
Brigham & Women’s Hospital Boston, MA

2001 Co-investigator, Randomized study of the effect of laminaria
induction-to-abortion time for second trimester induction
abortion
Lynn Borgatta, P.I. Boston Medical Center ~ Boston, MA

2001 Revision of Current Cerclage Placement Guidelines
Boston Medical Center Dr. Anjun Chaudury
2001 Research Associate —Gyn Infections Follow-Through (GIFT)

Study — Boston University Dr. Lynn Borgatta, Dr. Tim Rice

1989-1991 Laboratory Assistant Animal Lab Department of Psychology
Temple University Philadelphia, PA

1997 NIH Reseatch Poster Presentation
“ Barriers of Prenatal Care in an African-American teenage
urban population “ - D.C. Infant Mortality Reduction Project

Female Genital Cancers Association of Family Practice Medicine
Clinical Monologue Co-Writer Dr. Josephine Fowler

A randomized clinical trial of the addition of laminaria 1o misoprostol and hypertonic
saline for second-trimester induction abortion. Contraception, Volume 72, Issue
5, pages 358-361 L. Borgatta, A. Chen, O, Vragovic, P. Stubblefield, C.
Magloire

PROFESSIONAL EXPERIENCE

2003 - Economic Opportunity Family Health Center Miami, IFlorida
present

General Obstetrician/Gynecologist

* Provide prenatal, antepartum, intrapartum and postpartum care

* Conduct annual exams including colposcopy, surveillance and treatment
for abnormal pap smear results

* Counsel pattents on contraception and family planning methods for
reproductive and infertile challenged patients

1997 National Institutes of Health — Institute of Child Health and
Human Development Bethesda, Maryland
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Intramural Research Training Fellow

Recruit and interview women during their first prenatal care visit
Review and collect information from medical records of pregnant and
postpartum women
Conduct exit interviews with postpartum women summarizing the
outcomes of their prenatal experience

1994 — 1995 Cornell Cooperative Extension  Plainview, New Yotk

Project Coordinator — Patent HIV/AIDS Education Project

Develop a team strategic plan for implementing project in Nassau
County, New York

Conduct a seties of intensive 2 — 3 day in-service workshops for groups
of Volunteer Educators as a co-facilitator

Provide ongoing support to trained Volunteer Educators through
individual consultation and coordinated meetings

1992 — 1993 Project Teen-Aid, Incorporated  Brooklyn, New York

Health Services/ Qutreach Coordinator

*

Provide leadership for program design and implementation, evaluating

all aspects for cost saving benefits and program progtess

Develop and implement linkages with community health care providers
for free and low-cost services

Develop and implement tracking systems for monitoring prenatal care,

well baby care and immunizations for research component

1992 Temple University Hospital ~ Temple Infant Parent

Support Services Philadelphia, Pennsylvania

Health Educator

MEDICAL LICENSURE

Plan and conduct prenatal, family planning and positive parenting
educational programs for the clients

Evaluate and revise program content and methods continually for
research component

Coordinate and liaison with hospital personnel and community
organizations as a client advocate

New York State Full License 2001 - present
Florida Full License 2003 — present
USMLE Parts [, 11, III

LANGUAGES

Medical Spanish & Haitian Creole
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SERVICE ACTIVITIES

AWARDS RECEIVED

2003— present Member — Haitian Physicians Association — South Florida

2001-2003  Member of Minority Recruitment Committee — Boston
Medical Center

1999—present American College of Obstetrics & Gynecology — Jr. Fellow

1999-2000  ACOG - ]Jt. Fellow Vice Chair — Section IV — District II

2000-2001  ACOG - Jt. Fellow Chair — Section IV ~ District II

1999-present Member — National Medical Association

1995 — present Member — American Medical Women’s Association

REFERENCES

2003 NMA Ob/Gyn Resident Research Symposium Finalist — San Diego

2001 & 2002 Wyeth Ayers Young Reproductive Leaders Award

1999 Howard University Student Ambassador Admissions Service Award

1999 School of Medicine Student Council Service Award

1999 Howard University Obstetrics & Gynecology Society — President and
founder (1998-1999) Service Award

1999 Service Award Graduate Student Assembly — Vice-President *97 —99

1998 Edith Seville Zonta Memorial Scholarship

1998 Carol Mc Kinney Alumni Scholarship

1996 National Health Services Scholarship

Available upon request
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Supplement — Page 4

SUPPLEMENT FORM FOR LAPSED APPLICATION

PRINT NAME: G hflgt"Arm mﬂ\ﬂjb J'/(L, M.D,

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

QUESTIONS

1-A.

1-B.

4-A.

4-B.

4-C.

4-D.

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

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

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

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

Has any disciplinary action ever been taken against you for viclation of laws, rules, by-laws, or
standards of practice by any governmental authority, healthcare facility, group or professional
medical society or association ( national, state or local)?

Have you ever voluntarily relinquished any medical staff membership?

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

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

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

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

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

/bj)afw

Signed:

YES

DATE: // I/ﬁ ﬂ/
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10-A,

10-B.

Applicant’s Signature:

Supplement — Page 5

YES NO

Has any professional liability insurance provider ever restricted, limited, terminated, imposed
a surcharge or co-payment, or placed any condition related to professional competency or
conduct on your coverage or have you ever voluntarily restricted, limited or terminated your
insurance coverage in response to any inguiry by a professional liability insurance provider?

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

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

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

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

Date:l//_)/_})l




Supplement — Page 6

CONFIDENTIAL MEDICAL INFORMATION

Before completing the following questions, refer to the instructions for definitions and additional information. If
answering “yes” to any of the guestions, you must provide details on the supplement pages for questions #11-A to 14. For
purposes of the following questions, “currently” does not mean on the day of, or even the weeks or months preceding the
completion of this application. It means recently enough to have an impact on one’s functioning as a licensee, or within the
past two years of this application.

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

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

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

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

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

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

If your responses to Questions 1-14 change while your lapsed application is pending, you must immediately
notify the Board of the new information.

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

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

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

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.

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

Applicant’s Signature: m _ Date; / [ / D / 0 i
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Supplement — Page 7

QUESTIONS #1-A & 1-B — License application withdrawal, denial or license surrender

Aftach additional pages with same format where necessary,

Describe circumstances under which license application was withdrawn or denied, or license was voluntarily
surrendered.

State: Year: / /

You must arrange for the appropriate agency or institution to submit copies of all official documentation and
correspondence regarding the withdrawal, denial or voluntary surrender directly to the Board. Such
documentation must specify the reason(s) for denial, withdrawal of your license application or voluntary
surrender of your license.

QUESTION #2 — Lost or denied American Board of Medical Specialties certification
Specialty Board: Date of action: / /
Explain reason(s) for loss or denial:

QUESTIONS #3-A & 3-B — Disciplinary actions

Attach additional pages with same format where more than one action was taken or is pending, and where otherwise necessary.

Name of agency or institution taking action:___ Date: /I
Description: —

You must arrange for the appropriate agency or institution to submit copies of all official documentation and
correspondence related to the disciplinary action directly to the Board.

Signature: — Date: ,/ //J /O)/
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Supplement — Page 8

PRINT NAME: @%)ﬁ ) Sé //477 b2 /O(%PL@M@/MD

OUESTIONS #4-A, 4-B, 4-C, and 4-D — Medical staff membership, status and/or privileges

Attach additional pages with same format where necessary. Describe circumstances leading to change in medical staff
membership, status and privileges:

Name of facility: Date of action : ! /
Address: City: State: __ Zip:
Description:

You must arrange for the appropriate agency or institution to submit cepies of all official documentation and
correspondence regarding any affirmative responses to Questions 4-A through 4-D directly the Board,

QUESTION #S — Criminal proceedings

Attach additional pages with same format if more than one charge and where otherwise necessary.

Court: Charge: Date:
[

Please attach a detailed account of circumstances leading up to criminal proceedings.

Status:

You must arrange for your lawyer or the court officer to submit copies of the indictment, complaint and
judgment or other disposition in any criminal proceedings in which you were a defendant directly to the
Board.

/! , /)// Df

Signature: Date:
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Supplement — Page 9

Print Name: O}’) Z A tst) AY) N /L{ {(_JPZO l‘@@ ﬁ/) ’ D«

QUESTION #6 — Controlled substances privileges

Attach additional pages with same format where necessary.

Type of restriction: Date: I/

Circumstances of Restriction:

You must arrange for the appropriate agency or institution to submit a copy of all official orders,
findings of fact and correspondence related to any affirmative response directly to the Board.

QUESTIONS #7, 8 and 9 — Liability insurance and provider restrictions, denial, and revocation

Name of organization: Date of
action: / /
Action:

Explain reason(s) for action:

N

Signature: % Date: ” /// /0 K
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Supplement - Page 12

CONFIDENTIAL MEDICAL INFORMATION

QUESTION #11-A and 11-B — Medical condition

If you answered “yes™ to Questions 11-A or 11-B, please set forth the specifics of your condition and any related
treatment, including dates and diagnoses. In addition, set forth any adjustments or interventions you may have made
or taken to ameliorate or address the impact of your medical condition on your current practice, including a change of
specialty or field of practice, or participation in any supervised rehabilitation program, professional assistance or
retraining program, or monitoring program. You must arrange for your physician to send directly to the Board an
evaluation of your current medical status, noting diagnosis, prognosis, treatment plan, and impact of condition on
ability to practice medicine, This evaluation must be performed no more than three (3) months prior to the date of
your application. At a later date, you may be asked to submit additional information, including documentation of
compliance with any monitoring program.

QUESTION #12-A — Use of chemical substances

If you have obtained medical treatment related to your use of chemical substances, set forth the specifics of your
treatment, including dates and diagnoses. In addition, set forth any adjustments or interventions you may have made
or taken to ameliorate or address the impact of your use of chemical substances on your current practice, including
participation in any supervised rehabilitation program or monitoring program. You must arrange for your physician to
send directly to the Board an evaluation of your current medical status, noting diagnosis, prognosis, treatment plan,
and impact of condition on ability to practice medicine. This evaluation must be performed no more than thirty (30)
days prior to the date of your application. You must also arrange for the appropriate institutions to submit all
discharge summaries regarding any alcohol or drug dependency directly to the Board. At a later date, you may be
asked to submit additional information, including documentation of compliance with any monitoring program.

Signature: /‘_J % Date: / / 1/ l)//?}/
=
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Supplement — Page 13

PRINT NAME; C)’)IIBIL//%/{ /U(%ZO)"@?/M-D

QUESTION #12-B — Refusal to take screening test

If you answered “yes” to Question #12-B, please set forth a description of the circumstances leading to the

refusal to take the screening test and any resulting criminal or disciplinary consequences.

QUESTION #13 — Illegal use or misuse of drugs

List chemical substances:

Describe frequency of usage:

Please note that additional information may be requested by the Board.

QUESTION #14 — Voluntary modification of scope of practice

Describe circumstances leading to modification of practice:

Describe modification of practice

Dates: From: / / To: / /

Please note that additiopal information may be requested by the Board.
. 74 15
Signature: / % Date: / { / / O‘V
M
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MALPRACTICE RISTORY

Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org

MALPRACTICE HISTORY

Applicant's Instructions: Complete this waiver for release of information and forward a copy to each of your
current and past liability carrien(s) over the past ten (10} years. If you have been in a training program within
the past ten (10) years, a copy of this form must be forwarded to your training program risk management office.
You must account for any gaps in your claims history. If you have additional liability carriers, you may
photocopy this form. Please return the Malpractice History form(s) with your original signature to the
Board of Registration in Medicine.

Waiver for Release of Information

| authorize my professional liability carrier(s) listed below to release to the Commonwealth of Massachusetts,
Board of Registration in Medicine, my malpractice history and any and all claims or actions for damages,
including the following:

the nams(s) of the claimant(s)

nature and date of claim{s)

amounts paid, if any, and

other disposition or information in its possession, custody or control

on my current policy number, and/or any other poiicy | have had with this
or any other carrier

5. dates of policy coverage must be included.

Lall i

Liability Carrier's Instructions: If the applicant has any open or closed cases that have gone to trial,
whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and
amount of monies paid on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS"” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE.

MILSSAUL ot & ADNMMM&NW(%M(Z%
Liability Carrier: . (£ 5vD AL From: ] /189 To: (& O

City: [,‘gﬁ%éﬂm, G el Q,‘,gaﬁ'tate: RN Policy Number:__no/ ~D/
-~
Liability Carrier: [ ﬁﬁfh (ﬂ‘ufﬂ?’ %}:\‘f—% From: C] 103 To: W

City: State: Policy Number:
Liability Carrier: EWMQJ&JW, D From: & 0l 10: L 073
City: ﬁﬂ Fn— _State; —~ icy Number:
Applicant’s signature:; < / / / / { ) OE/
s Date
Print Name;_ Chas3t “Ah MWZOCM
Address: /4 /)1 W . Dadlon 4 FON e City: /D/ 224 __
State: T84 da_ Zip code;__J30!.$

Additional forms available at the Board's website at www.massmedboard.or
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MRLPBACTIGE MISTERY

Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Kax: (781) 876-8383 www.massmedboard.org

a2

MALPRACTICE HISTORY

Applicant’s Instructions: Complete this waiver for release of information and forward a copy to each of your

current and past liability carrier(s} over the past ten (10) years. If you have been in 8 training program within

the past ten (10) years, a copy of this form must be forwarded to your training program risk management office.

You must account for any gaps in your claims history. If you have additional liability camiers, you may

photocopy this form. Please return the Malpractice History form(s) with your original signature to the

Board of Registration in Medicine,

Waiver for Release of Information

| authorize my professional liability carrier(s) listed below to release to the Com monwealth of Massachusetts,

Board of Registration in Medicine, my malpractice history and any and all claims or. actions for damages,
including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and .

other disposition or information in its possession, custody or control

on my current policy number, and/or any other policy | have had with this
or any other carrier

5, dates of policy coverage must be included.

PN

Liabllity Carrier's Instructions: |f the applicant has any open or closed cases that have gone to trial,
whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and

amount of monies pald on behalf of the applicant must be forwarded directly to the Board. IF THE

APPLICANT DOES NOT HAVE ANY GLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE "NO

CLAIMS”™ ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAM S ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES

OF COVERAGE.,

Lizbility Carrier: mcl & From{&/'30 | o2, Tod %ol o2,

City: Ez o~ ol Sots a an_State: Cayroen Policy Number_Zr I(-YR- -0 2__
Liability Camier: __ From: / To: /

City: State: Policy Number:

Liability Carrier: __ From: / To! /

City: State: Policy Number:

9, 1) [ 6f

‘ =7 | Dat
Print Name; O/lf) ) /i 5+‘T W e, > °
City'

Address: _ -os - - oz o - - —
State: Zip code:

Applicant's signature:

Additional forms avaijlable at tha Board's webgite at www.massmedboard.org
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MAIFRACTICE NISTORY f%
Board of Registration in Medicine * E
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880 _ n
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org - I\

MALPRACTICE HISTORY _

O

Ul

j gglucgnt's Instructions: Complste this walver for release of information and forward a copy to each of your
~current and past liability carrier(s) over the past ten (10) years. If you have been in a training program within
. the past ten {10) vears, a copy of this form must be forwarded to your training program risk management office.
- You must account for any gaps in your ciaims history. If you have additional liability carriers, you may
: photocopy this form. Please return the completed Malpractice History form(s) with your orlgmal B
sign%t}lre to the Board of Registration in Medicine. -

l ﬂawer for Release of Information

| authorize my professional liability carrier(s) listed below to release to the Commonwealth of Massac usetts

‘Board of Registration in Medicine, my malpractice history and any and all ¢claims or actions for damages,
Incluqu the following:

1, the name(s) of the claimant(s)
2, nature and date of claim(s)

3. amounts paid, if any, and
4

: . other disposition or information In its possession, custody or control e E
R on my current policy number, and/or any other policy | have had with this e

: h ) or any other carrier R

'; a-%% : 5. dates of policy coverage must be Includéd. y f_“_

_ Carrier's Instructions: If the applicant has any open or closed cases that have gone to tnal
rFor not monies were paid, a copy of the complaint or summons, disposition or judgment and
E‘aﬁg‘ﬁ monies paid on behalf of the applicant must be forwarded directly to the Board. IF THE
[ T DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
S" ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD
) G PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY A%%EES
VERAGE. '

LSS,

includie = (Federal Claims
Liability Ca'me - HRSA-FCTA Tort Act) From: 01/01/ 2008To: 12/ 31/ 2008
City: __ Spe Attached State: Policy Number:;

Liability Carrier: | From: / To: / o
?‘CTt‘S?’:‘*‘“‘ State: ' Policy Number: oo ’“‘E
Llﬂblhfv Carrier: - From: / To: f/ |

€ t!tyr:r . State: * Policy Number:
é iant's signature: ' ? / 80 / OX I
. Date SNSRIt
| & Chs s w, MD ,f.f,,,, ‘
g«.‘:m_ City:___ i “f' b,
‘ Zip code: .. ::!r':;;?:,é(éE

Additional forms available at the Board's website at www.massmedboard.org
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Board of Registration in Medicine

: : W% Yy
200 Harvard Mill Square, Suite 330 - Wakefield, MA. 01880 ’7/[79 ?@3},
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org%& 4%0 ‘Jg;

MALPRACTICE HISTORY

Applicant’s Instructions: Complete this waiver for release of information and forward a copy to each of your
current and past liability carrier(s) over the past ten (10) years. |f you have been in a tralning program within
the past ten (10) years, a copy of this form must be forwarded to your training program risk management office.
You must account for any gaps in your claims history. 1If you have additional liability carmiers, you may
photocopy this form. Please return the Malpractice History form{s) with your original gsignature to the
Board of Registratlon in Medicine.

Waiver for Release of Information

1 authorize my professional liability carrier(s) listed befow to release to the Commonweaith of Massachusetts,
Board of Registration in Medicine, my malpractice history and any and all ¢laims or actions for damages,
including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or information in its possession, custody or control

on my current poticy number, and/or any other policy I have had with this
or any other carrier

5. dates of pollcy coverage must be included.

N2

Liability Carrier’s Instructions: _If the applicant has any open or closed cases that have gone to trial,
whether or not monies were paid, a copy of the complaint or summens, disposition or judgment and
amount of monles pald on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS" ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE.

Liability Cartier: From: / To: /
City: State: Policy Number;

Ligbility Carrier: From: ! To: !
City: State: Policy Number;

Lighility Carrier: ___ From: / To: /
City: State: Policy Number:

Applicant's signature: ) i : 5 t?l / / / 6f
Print Name: O,JOW‘J'{"T %m’ KQ, MI) e

Address: , . City:
State: ) . Zip code:

A= )

Additional forms avallable at the Board's website at www.massmedboard.or:




Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Christ-Ann A Magloire, M.D. License No.: 212521

Current Status: Active License Expiration Date: 11/5/2009

1)

Activity Status: Active

2) Address & Contact Information
Mailing Address:
Home Address:
Business Address: 2316 Hollywood Boulevard
Hollywood
Florida - 33020
United States of America
(309) 757-2517
3) Email Address: :
4) Fax Number: (305) 757-2517
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
None Reported
10) Work Sites

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

WorkSite Location
None Reported
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Christ-Ann A Magloire, M.D. License No.: 212521

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

12) Medical Liability Insurance Information
| am not required to have malpractice insurance.
Not involved with direct or indirect patient care in Massachusetts.

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

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, allowed a license application to
become obsolete or have you been denied a medical license for any reason?

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Christ-Ann A Magloire, M.D. License No.: 212521

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)

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: Christ-Ann A Magloire, M.D. License No.: 212521

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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Walkefield, Massachusetts 01880 ~

(781) 876-8200 5

3

DEVAL L. PATRICK Enforcement Division Fax: (781) 876-8381 STANCEL M. RILEY, JR. MD.

GOVERNOR Legal Division Fax: (781) 876-8380 EXECUTIVE DIRECTOR -
TIMOTHY P. MURRAY Licensing Division Fax: (781) 876-8383

LIEUTENANT GOVERNOR

11/7/2011
Christ-Ann A Magloire M.D.

LICENSE EXPIRATION DATE: 11/5/2011 LICENSE # 212521
Dear Dr. Magloire :

Please be advised that your license to practice medicine is now lapsed and you cannot practice medicine in
the Commonwealth of Massachusetts unless you revive your license.

If you wish to revive your license, you must complete a lapsed license application which is available at the
Board's website at www.mass.govmassmedboard or by request from the Board. Your license revival must
be approved by the full Board. The fee for revival of your license is $700.00 and the term of your license
pericd will extend until your next birthday. At that time, you would be required to submit a complete
standard two-year license renewal application.

Practicing medicine with an expired license is a criminal offense and in violation of M.G.L.c.112 §5 and the
Board's regulation 243 CMR 1.05(5). Physicians who engage in the practice of medicine with an expired
license must be reported to the Attomey General and may be subject to disciplinary action by the Board.

If you have any questions about these procedures, please call the Licensing Division at (781) 876-8210.

Sincerely,

Rose M. Foss, Director
Licensing Division
CERTIFIED MAIL, RETURN RECEIPT REQUESTED

O Visit Our Website At: http://www. massmedboard.org



