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(614)466-3934

30 E. BroadStree.t, 3rd Floor, Columbus. OH43215-6127
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Ohio Expedited Physician Licensure Appljcation

med.ohio.gov

254818 | RecordofreceiptOrderNumber(required)

1. Indlcate License Type f M.D. (c D.0.

2. Name: Indicate yourfull legal name. Please listany maiden names or other names used.

Last First Middle
Lefkowitz

Suffix

Janet B

Maiden Name All other names used

3. Contact Information: Please complete all sections

Indicate which address you wish to use for mailings from the Medical Board. c Practice Address (• Home Address

Practice Address

Street 1

Street 2

City State Zip Code

Home Address

Street 1 11240 Heards Ferry Road

Street2

City Atlanta State GA Zip Code 30328

Phone Number

Fax Number

+1 (860)922-5110

emait ljanet@drlefkowitz.com

4. Identification

Dateofbirth

Apr17,1965

Birth City

Brooklyn

State Country

NY

SSN

USA

Gender

C Male (• Female

Yoursocial security numberis required to facilitate reporting to the federal Healthcare Integrity & Protection Data
Bank(42 U.S.C. §1320a-7e(b), 5 U.S.C. §552a,and 45 C.F.R. pt. 61) and for accurate identification underthe
federal and state child support enforcement law (42 U.S.C. §666and §3123.50, O.R.C.). It may also be used for
reporting to the National Practitioner Data Bank (42 U.S.C. §11101 and 45 C.F.R. pt. 60) andforother
investigative/enforcementpurposes in compliance with Chapters 4730., 4731., 4760., 4762., or 4778. O.R.C. oras
otherwise required by state or federal law.
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5. Medical School: List all medical schools you have attended, including those from which you did not graduate in
chronological order. Attach and additional sheet ifnecessary.

1.5choolName

Address

City

Country

2. School Name

Address

Clty

Country

UniversityofNew England College of Osteopathic Medicine

IIHillsBeachRoad

Biddeford State ME Zip Code 04005

USA

Date From

DateTo

Graduation Date

August1997

|June2001

[June 2001

Degree DO

State Zip Code

Date From

Date To

Graduation Date

Degree

6. Postgraduate Training: List all postgraduate programs you have attended, including those you dld not complete.
Copy and attach additional pages ifnecessary.

I.HospitalName

Address

City

Country

Department/Specialty:

|501 N. Lansdowne Avenue

Delaware County Memorial Hospital/Crozer Keystone'

Drexef Hill State PA Zip Code 19026

USA

Date From

DateTo

|July 2001

IJune 2002

Rotating Internship

PGY (• 1 c 2
PGT (• internship

C 3 C 4 C 5 C other

C Residency C Fellowship C Research

Successfutly Completed?

d- Yes C No

C other

2. Hospitat Name

Address

City

Country

Department/Specialty;

ISt. Francis Hospital and Medical Center

114 Woodlawn Avenue

IHartford State la Zip Code 106105

USA

OB/GYN

PGY (- i c 2
PGT c Internship

r 3 C 4 C 5 C other

(• Residency C Fellowship

Date From

DateTo

|July2002

Uune 2006

C Research

Successfully Completed?

(f Yes f No

C other

3. Hospital Name

Address

City

Country

Department/Specialty:

State Zip Code

P6Y n c 2
PGT c Internship

C 3 C 4 r-5 C other

f* Residency C Fellowship

Date From

DateTo

C Research

Successfully Completed?

F Yes C No

F other
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4. Hospital Name

Address

City

Country

Department/Specialty:

State Zip Code

PGY C 1 c 2
PGT c Internship

Date From

DateTo

C 3 F 4 C 5 C other

C Residency C Fellowship C Research

Successfully Completed?

CYes CNo

C other

5, Hospital Name

Address

Clty

Country

Department/Specialty:

State Zip Code

Date From

DateTo

P6Y c 1 02

PGT C Intemship

C 3 f 4 C 5 C other

C Residency C Fellowship C Research

Successfully Completed?

C Yes C No

C other

7. Examlnation Hlstory: List each licensure examinatlon you have taken (USMLE, NBME, NBOME, LMCC, Etc.). If
additional space is necessary. copy and attach an additional sheet

Examination

USMLEStepl

USMLEStep2CK

USMLEStep2CS

USMLE Step 3

COMLEX Level 1

COMLEXLevel2CE

COMLEXLevel2PE

COMLEX Level 3

NBMEPartl

NBMEPartll

NBMEPartlll

NBOMEPartl

NBOMEPartll

NBOMEPartlll

LMCCPartt

LMCC Part II

FLEX Componet 1

FLEX Componet 2

FLEXPre-1985

State Board Exam

103/2001

DateTaken (mm,yyyy)

06/1999

103/2001

12/2003

Pass/Fail
(• Pass C Fail

No.ofAttempts

(• Pass

C Pass

C Pass

(•• Pass

(f Pass

(• Pass

(• Pass

(• Pass

C Pass

C Pass

(S Pass

(i* Pass

(• Pass

r Pass

C Pass

C Pass

C Pass

C Pass

FFail

CFait

CFail

FFail

FFail

CFail

C Fail

C Fail

CFall

CFail

C Fail

FFail

fFail

C Fail

CFail

fFail

C Fail

C Fait

DateTaken itatetakenfor No.ofAttempts Pass/Fail
C Pass CFail
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8. ECFMG and Flfth Pathway

Certificate Number Issue Date

School Name

Address

City

Country

State Zip Code

Date From

Date To

Graduation Date

Degree

9. State or Professlonal Llcensure: List all state and Canadian provinces where you currently hold or have ever heid
any type of medical/osteopathic license. You must complete the attached "Licensure Verification" form (Form #1)
and forward it to all states in which you have held any healthcare license or certification. The ver'ifying entity must
forward alldocumentatlon directly to the Board. Some state boards charge a fee for fhis informatlon. Contact the
state board where you hold orheld a license to determlne their requlrements. (Attach addltional pages ifnecessary).

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

State/Province License Type License Number

C Inactive

C Inactive

License Status

(S'Active flnactive

(o'Active

(•Active

CActive

C Active

C Active

C Active

CActive

C Active

C Active

CActive

CActive

C Active

C Active

Issue Date

|Jun25,2006

|Jun20,2012

FActive

C Inactive

C Inactive

rinactive

C Inactlve

C Inactive

C Inactive

Olnactive

C Inactive

C Inactive

F Inactive

C Inactive

C Inactive

[Jun7,2013

10. Speclalty Board Certiflcatlon: Areyou ABMS and / or AOA certified?
If Yes complete Information below

(5'Yes CNo

Name of Board

Name of Board

NameofBoard

American Board ofObstetrics and Gynat Certlficate Number

Certificate Number

Certiftcate Number

Issue Date

Issue Date

Issue Date

1/13/2013

If No then you must request the following information to be sent to the Board:
1. AnFCVSpacketor:
2. a transcrlpt ofyour llcenslng examination scores and an AMAorAOAprofile.

(To obtain these documents, seepage 1 ofthe instructlons)

Page4of11

|Georgia IPhysician 170197
IRhode Island jPhysician |D000607

IMassachussetts |Physician 1251954

L

[

cc



CTro"o/os'y,OMCfMffes;L/SMLL.a(;fMf/es (medi^l. non-medical. and postgraduate training) in chronoloaic.
orderbeginning_with medlcal school graduation to the PRESENTdate, usingMONTH'andyEAR^a^n'w^o'Mn3'^au.MUSLStateo.n thQ form exactly what your activltles were, such as"vacation" or-seeking employme'nt7as^elt
alyourpermal'IQntadd''ess- lfyau worl<^foraphysician-staffinggroup ordidlocum tenens, youmustlistailfacijitiesworked andinclude complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER'RESUME'FOIR
THIS FORM. Be sure to indlcate the percentage ofworking time spent in cltnlcal/adminisfrativeduties.

FROM Month

\July

Year

|200?

TO: Momh

\June

Year

2002

C In Progress

501 N. Lansdowne Avenue

Activity Name (Practlce/Employment/Non-Worklng'j |RotatIng Internship

Activity Address

City

Position / Department

PercentClinical

Drexel Hill State PA Zip Code 19026

Osteopathic Rotating Internship

100% Percent Administrative |0%

(5* Employment C Staff Privileges F Administrative C Other, Please describe below

FROM: Month

July

/ear

12002

TO: Month

June

Vear

12006

C In Progress

114 Woodland Avenue

Actlvity Name (Practlce/Employment/Non-Workfng*) Residency

Activity Address

City

Posltion/Department

Hartford State CT Zip Code 06105
OB/GYN Resident

Percent Administrative |10%PercentClinicat

(f Employment C Staff Privileges C Administrative C Other, Please describe below

OB/GYN Resident

Dates: From/To ] Activity (;»&

FROM: Month

TO:

July

Yew

|2006

Month

\August

Year

12006

C In Progress

32 Lawton Road

Activity Name (Practtce/Employment/Non-Worklng*)

Activity Address

City

Posltion/Department

Percent Clinical

Vacation

North Kingstown State Rl Zip Code 02852

Percent Administrative

C Employment f Staff Privileges C Administrative (• Other, Please describe below

month vacation/relocation from Connecticut to Rhode Island following residency training
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\August

Year
166TollgateRoad

12006

TO: Month

October

Activity Name (Practtce/Employinent/Nw-Worklng'1) Carlng for Women

Actlvity Address

City

Position/Department

PercentClinical

Warwick State Rl Zip Code 02886

Attending physician

90% Percent Adminlstrative 110%

Year
(? Employment C Staff Privlleges C Administrative C Other, Pleasedescrlbe below

2073

C In Progress
Attending OB/GYN physician in private practice affiliated with Kent Hospital, Warwick, Rl and Wome

_®

FROM: Month

October

Year

\2013

To-' Month

1240HeardsFerryRoad

Activlty Name (Practlce/Employment/Non-Worklng*) Seeking Employment

Actlvlty Address

City

Position / Department

PercentClinical

Atlanta State GA Zip Code 30328

Percent Administrative

Year
FEmployment C Staff Privileges rAdministrative (5-Other, Please describe below

Relocation due to husband's work, Seeking employment.

12. MalpracticQ: List ofall claims or suits for medica! malpractice made against you. A claim is any formal or informal
demand forpayment to anyperson or organizatlon. Ifyou do not have any such claims or suits.this section will be
blank. Please provide a detalled written description ofthe background and medical issues Involved in each case
Attach additional sheets Ifnecessary.

Name ofpatient involved:

NameofCourt

State action took place

Case Number (if applicable:!

Current status of clalm: C Open (pending) F Closed (senled orjudgment)

Amount ofjudgment or setttement:

Month and Year of incident

Insurance carrier at the timel

CDIsmissed (nomoneypaldout)

Amount paid on your behalf

Month and Year of lawsuit

Whatis/wasyourstatus:
c primary Defendant F Co-defendant COther

Name of patient Involved:

NameofCourt

State action took place

Case Number (ifapplicable:i

Current status of claim: C Open (pending) C Closed (settled orjudgment) C Dismissed (no money paid out)

Amount ofjudgment or settlement:

IVIonth and Year of incident

Insurance carrier at the timel

Amount paid on your behalf

Month and Year of lawsuit

Whatls/wasyourstatus: ^primary Defendant C Co-defendant FOther
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Ohio Addendum to Applicatlon
ADDITIONAL INFORMATION QUESTIONS

'Lyo^answer,,'^ESlto anyofth^ollowingquestions, youare requlred to fwnish complete details. including date. ,Kas.w.andcl!sposltion ofthemattQr- Allaffirmativeanswers must be thoroughly explainedon aseparates^ee7ofpaper.
tion, such as court pleadings, court or agency orders, and institutional

correspondence and orders. Please note that some questions require very specific and detailed
'information. "Makesure

all responses are complete.

CYes (S-No 1. Have you ever been denied staff membership at any hospital, nursing home, clinic, health
maintenance organization, or similar institution?

C Yes (• No ^f^8^ ?^eLbee"
wam®d;censured. disciplined, had admissions monitored, had privilegeslimited, had privileges suspended or terminated. been put on probation, or been requestedto

withdraw from or resign privileges at any hospital, nursing home, clinic, health ma'intenance
organization, or other similar institution in which you have trained, been a staff member, or held
privileges, for reasons other than failure to maintain records on a timely basis, orfailure to attend
staff or section meetings?

FYes (S'NO 3. Have you ever resigned from, withdrawn from, or terminated, or have you ever been
requested to resign from, withdraw from, or otherwise been terminated from, a'position with'a
medical partnership, professional association, corporation, health maintenance o'rganization, or
other medical practice organization, either private or public?

CVes (• No 4 Have you ever resigned from, wlthdrawn from, or have you ever been wamed by, censured
by, disciplined by, been put on probation by, been requested to withdraw from, dismissed from,
been refused renewal of a contract by, or expelled from, a medical school, clinical cterkship^
extemship, preceptorship, residency, or graduate medical education program?

FYes

FYes

(•• No 5. Have you ever transferred from one graduate medical education program to another?

(S No 6. Have you ever, for any reason, lost speciatty board certification in the U.S. or elsewhere, or
been denied such certiflcation, ordenied examination forsuch certification?

FYes (SNo
L^a!

any^rd: bureau- department, agency or other body, including those in Ohio, in any way
mitTd',

.restricte<?' SUSPended. or revoked any professional license, certificate or registration
granted to you; ptaced you on probatlon; or imposed a fine, censure or reprimand against you?

CYes (fNo

CYes (•No

CYes (•No

^-Have_yo.u.ever voluntarily surrendered, reslgned, or otherwise forfeited any professionall!cerls^certificate °'' re9istration issued to you by any board, bureau, department,ragency~,"or
other body; or have you ever withdrawn any application for licensure, relicensure, or
examination, in any state (including Ohio), territory, province, or country?

9. Have you ever, for any reason, been denied licensure or reticensure, application for licensure
or relicensure, or the privitege oftaking an examination, in any state (including Ohio), territ
province, or country?

' ,---„-...-„—...-.,,

?^H^Ve.you Tv^.r beT" rel:iuested to appear before any board, bureau, department, agency, or
other body, including those in Ohio, concerning allegations against you?'
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CYes (i'No 11;Haveyoueyer e"tered.into an agreement of any kind, whether oral or written. with i
aprofessional.license> in lieu of or'"order to avotd formal disciplinary action.withan'vboard'

J,department,agency,orotherbody,includingthosein0hio? ' ' " ~"/ "''"'"'

FYes <yNo ^2—Have-you.everbeennotified of any. investi9ation concerning you by any board, bureau,
t, agency. or other body, including those in Ohio, wTth' respect to a professionai

C Yes (? No ^3\
Have70u.ever be®nnotified of any char9es, allegations, or complaints fited against you withanyboard, bureau, department, agency, or other body, including tho'se in Ohio^ wfth'resDect toa'

professional license?
' ' ^ ---...-..„,

CYes (••No 14. Have you ever been denied or have you ever surrendered a state or federal controlledsubstanc®-or_dru9registration: had.it revoked. terminated, or restricted in any'wayror"been
warned, reprimanded, or fined by, or been requested to appear before, the responsibFeagency?'

r Yes (? No 15;HaYe_yolJ_eveI',Pled, ?ullty to.. been found guilty of a violation of any law, or been granted
^ortreatment^in lieu ofconviction regardless ofthe legal jurisdiction in whichThe actwas..commlttedl other than a..mlnor traffic violation? If yes, sub'mit copies of air'reievant

i, such as police reports, certified court records and any institutionalcorrespondence and orders. Photocopies will not be accepted,

FYes (••No

CYes (SNo

FYes

FYes

(SHo

(••No

CYes

FYes

(fHo

(SNo

16. Have you ever been arrested, forfeited collateral, bail, or bond for breach or viotation of,
^police regulation, or ordinance other than for a minor traffic violation;-been summoned m't'ocourtasa.defenda.nt °.r had any lawsuitfiled against you (otherthan a malpractice suit

submitcopies ofa" relevant documentation, such as'potice reports, certjfied'~court record's and'any institutional correspondence and orders. Photocopies will not be accepted.

it7^HaYl}wu,been,adefendant in ale9al action involving professional liability (malpractice), orl.a-professiona.1 ltability claim paid on your behalf- 01' Pai'd such a claim yourset7?r'haddition,a?.your malprarticeinsuranc.e-carrier(s).to.Provide a c°mplete clajmshistory"reportfor"the"last
lyears

tothe state.Mectical Board of Ohio. If your current carrier has provided'coverage'for1 than 10 years, ask your previous carrier to submit a claims history report'tothe Boar'd'

18'..Have you. ever been denied Professional liability insurance or coverage, or had suchinsurance or coverage canceled, limited, or restricted in any way?

19:Have youever been denied or relinquished participation in any third party reimbursement
pro9raml.wheth.er,90vemmental or Private- including'Medicaid and Medicare;"or'~had~"such
parttcipationlimited, restricted, suspended, or revoked,~or been warned, reprimanded, iappearbefore.orfinedbytheresponsiblebody? .-.-...--—,

20..Haw-you ever.bee.n denied Privile9®s.or had privileges revoked, suspended, restncted,reducedLOLtel"minated bythe DeP9rtment of Defense, the'Veteran's'AdminTslratron/or'a'ny'of
their respective components?

' ----—.-..—..,

2..,Have,_you ever been_dia9nosed as having, or have you been treated for,exhibitionism, or voyeurism?
~ ' " -———,r—^.,.,.^,
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FYes

CYes

(SNo

 N0

22. a) Within the last ten years, have you been diagnosed with or have you been treated for,
bipolar disorder, schizophrenia, paranoia, or any othei- psychotic disorder?

22'-b).Have/ou' sinceattainin9th®a9e of eighteen or within the tast ten years, whichever periodis^s,hort?rl t3een admitted to a hospital or other facility for the treatment of bipolar disorden
schizophrenia, paranoia, or any other psychotic disorder?

Lyou^wefedyES''lo^nypertofthls ctuestion' P'ease Provide detalls on a separate sheet, including date ofdiagnosisor..t1atmentlanda CIQSCr'Ptlon of your present condltion. Include the name.
'current

mailing'address,~"and tehphonenumbel'Qf each person who tl'eated you-aswe" as each faciiitywhere you receivedtrea^ment.'and
~the

reaso'n'fortreatment. Have each treating physician submit a letter detailing the dates of'treatment, dlagnosls'and'prognosls.

Forpurposes ofquesfions 23 and 24 the followlng phrases or words have the following meaning:
"Ability to practice medlcine'1 is to be construed to include all ofthe following:

,- JF^ aa9.n.itive c^pacity to make appropriate clinical diagnoses and exerclse reasoned medlcal Judgments and
to learn and keep abreast ofmedical developments; and

2. The abllity to communlcate those judgments and medical Informatlon to patlents and other health care
providers, with or without the use ofaids ordevlces, such as voice ampllfiers; and

- ...If?T.^S/ca/-ca?a.Af//fy to. Perfo/'m '"ec'/ca/ taskssuch as physical examinatlon and surgical procedures, withor wlthout the use ofaids or devices, such as corrective lenses or hearing aids.
"Medical condition" includes physiological, mental, or psychotogical conditions or disorders, such as but not limited toCLV!sual^speech; and hearln9. imPaimlsnts. cerebral palsy, epilepsy, muscular dystrophy.'multlple sderosjs,ca/7ce/' heart cfreease'. dlab6tes'_ mQntat rQtardation, emotional or mental

'illness,
speclfic leamtngdJs'abilMes.'HIV

dlsease, tuberculosis, drug addictlon, and alcoholism.
—,̂—...-—......„»,^^,,..^»,

FYes

CYes

(y No ^.3iR° you,,have'or hav^.you been diagnosed as having, a medical condition which in any way
^ai-rc_^.lTI!s y^.ur ability. to Practic®'T'edicine with reasonable skill and safety? You may
a"swer "N.°"tothis

que!stio".lf you hold a.current trainin9 certificate to pursue training in Ohio
and th®only such medical condition is chemical dependency or substance abuse, and you have
successfully completed or are currently receiving treatment at a program approved by this board
and have adhered to all statutory requlrements as contained in Sections 4731.224 and 473125.
O.R.C., and related provisions. Any questions conceming approval can be directed to the board
ofRces,

(• No a) Are the limitations or impairment caused by your medical condition reduced or ameliorated
because you receive ongoing treatment or received treatment in the past (with"or"withou~tmedlcation) or participate in a monitoring program?

lf.you.receMesuch on90ing treatment or partlcipate in such monitoring program the board wlll make an individualizedassessment onhe nature' severity'.and durat10" of the risk associafed with an ongolng medical"condttion"so''asvto
\whethel'a"

unrestrlcted license should be issued, whether conditions shouidbelmposed, or'wh'ethet:you'areiible for licensure. Have each treating physlclan submit a letter detailing the datesof~treat'ment,"diagnosisand

C Yes ff No b) Are the limitation or impairments caused by your medical conditfon reduced or ameliorated
because ofthe fleld of practice, the setting, or the manner in which you have chosen to practice?

,'lc£m^8/J.U^T-T'L's_to&e_consfrueofto indudealcohol, drugs, or medications including those taken pursuant to aw fortegltimate medlcal purposes andin accordance with the prescribers directio^as'well asthoseused

fYes

CYes

<yNo

(?No

P0 you.us®chemical substance(s) which in any way impair or timit your ability to practicmedicine with reasonable skilt and safety?

a) Are the limitations or impairment caused by your use of chemicat substances reduced or
ameliorated because you receive ongoing treatment (wfth or without medication) or |in a monitoring program?
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lfj°^ec^e^hon901n9treatmenf orP^'P^'^uchmonitonng program the board will make an individualized

SZ"L°f^elatu^sevwtyLan^(ww,of.the nsk ^soci^d^h'anongoing medica^ond^n"^1o

^S^h^^!^^^^^!l!ssuei^e^^^np^sG for "cmswe'HavQ each treatln9 physician submtt a teterde^~^dates'o7^a^r^o^"^

FYes (i-No b).^e the.limitation of,imPairments caused by your use of chemical substances reduced orameliorated because of the field of practice, the'setting, or fhe mannerln which-you~have'chosen

Forpurposes ofquestion 25 the followmg phrases or words have the followtng meaning:
"s^y^eLnoLmew m.thidayoLor.QVW in the weeks 0'-T'onths preceding the completion ofthis application.

^2.*0°'S^?;^~""' "" use '"dm9s mw tore mo"^^7o7»;.;s^^r.
1"e9aluseofcontrolled substances means the use ofcontrolled substances obtained lllegally (e.g. heroin orc £nlalw!l.^thGuse^c0^^^^^ which ^^tobtained'pursuant'to^'valid^escHption ornot takenin accordance with the dlrectlon ofa licensed healthcar6 practitioner.

F Yes (f No 25. Are you currently engaged in the illegal use of controlled substances?

CYes c No a)^-'YESI" are-you currently Participating in a supervised rehabitftation program or professionalassistance program which monitors you in order to assure that you'are~'not'usina~ilicontrolled substances.
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^S.TcS^y^:rSedyestoAddltto"al'n'ormaa°"QU'8fonffl5and/or^
Nameofapplicant

Locationoflncident (City/State)

Dateofincident

Were you arrested: If the Incident was alcohot-related, did you submit to a breath.
C Yes C No . l00^ ^in^e

or other test to determine the amount of alcohol in
your body?

If Yes, type iftest and result

What offense(s) were you charged with?

Were the charges amended?:

CYes FNo

lfYes,what were the final charges

Disposition:

CPending F Charges Dismissed C Charges Dropped CConviction
CPIea

COther

tYh°eue^apnTwttavdaT£dnT^e^ description of the event. what led up to
^^la">dwh^^asJeamed:This

m"st be describ®din your ownwords:Do'not'referen^att'a^d"d^T^n^dTlaLspacels"^^^^
Sc^.anSofthe char9es ortloket'a copyofthe ""alcourt dispositionand^yoth'errere^'

To E-Mail you application:

roucanno^^^^^^^^^^^
work on all systems. Ifyou are having c, probtem e-mailing you app//cot»onpteas7use^e~mof/'op(/onuL"tow"'

7b Mail you application:

YMCa'1^sa^datatypedintothi.farn,.PIeaseprint2cople.ofyaurcon,pletedfo^.Keepanecopyfaryourrecordsand^llthe

State Medical Board of Ohio
30 E. Broad Street, 3rd Floor

Columbus, Ohio 43215

lijillllliiiiiii
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State Medical Rnard of Ohio
3U E. Uroad St.,3rd Floor • Columbus, OH 43215-6127 • (614)466-3934 • Fax(614)644-1464

Ohio Addendum to Application
Certificate of Recommendation for Medicine or Osteopathic Medicine

MARK F. SCOTT, M. D.
(Recommending physician, print name legibly)

/license number

currently hold an active license to practice as a physician in the state of

RHODE ISLAND 7482
^ attest that all information 1 am providing is in conformance

with the "Instructions for Completion of Recommendation Form," the photograph affixed hereto is a genuine likeness oftheap'plicant7and

provide this recommendation form related to the request for professional licensure by Janet Lefkowitz

1. Howdoyouknowthisapplicant? As a colleague for over 10 years at Ken sapimt:ame
leglblv)

Warwick, Rhode Island

2. Howwouldyoudescribetheapplicant'smedicalknowledge? Commensuratewith 10 years experience in
general OB-GYN and consistent with an ABOG Board Certified OB-GYN

3. Howwouldyoudescribetheapplicant'sdinicaltechnique? Conimensurcite with her years of experience
in all clinical areas observed including surgeries and labor and delivery

4. How would you characterize the applicant's relationship with patients? Excellent with many of her patients
having transferred to me after departure, lamenting her loss to them and the area

5. Howwouldyoudescribetheapplicant'sabilitytoworkwithpeersandclinicalstaff? Excellent, with no areas of
conflict or difficulty experienced in my time period of acquaintance with the
ipp±±i

6. Have you personally known the applicant at least six months?

7. Does the applicant possess good moral character? (If no, explain)

8. Do you recommend this applicant for the professional license being sought? (If no, explain)

Yes

13Y

9. Are you aware of any other information (favorable or unfavorable) that could potentially impact this
applicant's suitability for professional licensure or the Board's consideration of his/her application? (If yes,
explain)

10. Have you attached additional correspondence or information to this form?

Yes

Yes

Yes

Yes

D No

DNO

DNO

C3^°

No

Signature of^i^mmfFic^ng Physician (Name stamps not accepted)

^-) L^/14/^lfi^ ^^^/VH-H ^l ^S^
Address (include house number andstreet, city, state and zip code)

Subscribed and sworn to before me this/^__ day of

(Ql^l^tti/yt.^

gigtiature bf^ppli^nt^^

Date Photo Taken: /<3 / / 3 .
Month Year

7 y ,20/:
-^

^'/V^&k^^

NOTARY SEAL

.^it.Ai-u'^.-"

JAN 2 2 2014

^-^'^//-
Notary Public Signature

Date Commission Expires
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State Medical Board oftOhin
•^) K, Broml Sl,. 3rd Fluor * Coluniliiu, 0) I 432IS-6127 • (fiI4)4fi(S.3S34 » Pax ((514) ^M^4(54

Ohlo Addendum t6 Appllcatlon
EMPLOYER RECOMMENDATION FORM '

(PLEASE PRINT APPDCANTS FtRST NAMEAND LASTNAME) , j
is applying for liosnsure In the State ofOhio. We would apprecistB your asslstance in filllng out tliie followlng
eva^at.'on sothat we can proces8 thB11" apP'icatioii for llcengure. To ensure processlng oflhe physicians• appllcation, pleaso complate and retum thls form to the State Mfidical Baard Qf0hioatth8aboveaddresswlthln
two (2) weeks. The form may alao be faxed to the Board at (614) 644.1464. Your JmmsdiHte attention to thig
malter wlll be grestly appreclated by the applicant as welt gs by us.'ThanK you for your tlmfi and assistance.

J^ ( '
1 '

'
v;Po8ltlon(8) held:, -PLtF' i r.f^^

Datea of Emptoymeut: _^orYQ -hv Cc^ ^^ \
; 1

1. How lonfl have you known Iha appllcant? ^T 'i,^'^

2. Whal is/was your supervfsory capacity? ^r^ r4, ._. m,. ^
^^-

3, Al what hospital/clinic? C/-.^rino. '^^-J^frr^^. •t
,

4, How would you rate thelr medlcgl knowledge and tachniques? ^irtLo.c+ O^..^
<

—--=T• Ti '". i'l
S, In your oplnion Is the appitcant of good rnoral and ethlcai character? \/, ^,. r^uf L, ;fc<.

6, Does tho appficant work well wlth pefirs and madlcal staff? <£.K^J/->T~1

7. Does the appllcant rolata well ta patignts? <:i/ ---t/^ t~~^

0, Ho\v is tho applicant's command of tha Engllsh lansuaga (ifapplicabto)? U^ ^

9, Wouicf you rscommend th$ appllcant for liconsura? L(^<;

Addltlonal comments (An addjdonal shset may be addec} if nieded);
^^

' ' 1 '
\

^^Lj^

~w
\l

SlgnatureofPhystelsn

^^^(t->^ ^ro'

7

Name of Physician (PlBaBetype or print clearly)

Posltion T

_^/-
-U9.^^^n_

Tetephona number (inolud^areacode)^

£^:I-A /̂i^fl©nrxi j? i / - o?,-
E-l\/Tail "' ^^ J

^h^-?^. -'^y^

Fax number (Inctude araa codo)

:•!
. t

l:f

'(

eoo/'zoo'd (WJ) 9£!S1. frLOS/ZZ/LO



20i4-Jan-2l ll!l6 AM CHG Healthcare Servicee: 601930'4525
DocLiSlfln Envetopa ID' fl420F107..F028-4Z1C.AB2D-88388By200EF

;i.1

l! l.Dfkowltr.
LASTNAME

Jiinut ,
NHS-^AMK
^

RRLEASE AND AUTHORIZATIUN INFORMATION

MlfibUS^ME

3/3

.1

•>

IPLEAJiEINCI.UISU'rorar^-^iiTin; Ete.)

•

^ffw^Jl'B^J"tor'.'^lectiviily "(:<5iTipHR?l(li") fw nvalustlny iny p&tai^at asolocumtctie'nVphysW
I. • I

S5SS£SS^^^^»a==^^^.-
L<'9<ra?M.?w'dd-^dAU[hor!z.8IhB fd<;'ttlc tly50fflPl-1calth.to CompHealth dtents ofthe foll»wlnsia) vacdnitlon (flcoid.; b) rea(6ilob]t docum<ntatton
^"/a"c'"S.T.".\'m.ln.sMrihM',^iiirany. i i •• • - • • • ;.

!,B^h»"'.zec°.mpH!<'J.lhi0("K',o'e.tcl B"ri wg'VB fr"m rA"r8nt' li''°r'01'P"""tl«'amploycra ond CoinpHcalth ellent? innislns B reBionabte Inqulry,h^^tl<>n/dTotomyE<ll""tl&M'flyilVia1^^^^^^ •
.'i":irawl;PLOf?,w^nerilTO'fn<t!tiil!<'"t'^

^c<lt",^l^n.^^ln'lh,'n-ytril1til1-aib"i^^
tflJLUOVe»mmBnt.ye"/J"flnd'"itnlmmtBI'treI-theNflt'°MIl'fac't'"6n01'^

^fflwJ"n,o"e<'pa.'.hLCA.""'.at'"n/A ftrfc'q BO'rdBfMadl<^^^^
^^M^"/,Ih^h.B,St;r^."U^OJI;M!!^^m wy (iin«by CwnpHMlth r«|y(|iig(o iriy quilKieailont, ablllly, alid diaraeier topre^t'lcemedlclnft

Lht,WLtoww»w,^a.^<'e"eco.THeft^'""W"rs.CTptoyees,npent> andlhlni p.inl^ w|<tol»provtda or re<:dve Information ra^rcflng my cnrisntlDt,
^!^!;^ !^Ql^'^to.tI h^^toA^OO"d"^^OM^^

ivolteciIon^incodo'^wcldfMOT^^^^

^^rfr^rMlo.h^om^thh*^^^^n^eriflcnitonfln(l<(jHemrnfltlonofrTet)Bnttat|f)g(iifonri9tlonp?av((lrilwme:luiidei5land ^^^

^Ms, "mpt'leal 11am"c"from cwm\fw»of"tl^» Ĉ»m»g«wrtch m}y sflsa 111»r««i)lrrtflilfoiwatloi) pro^c<l-aboJ('mc~frGr>'»win:«oth<;r

i'^Si^. ^Dv!,'heburde"of proY!dl"°_aKUI'flte.i1n(l a('<icl"flte l."tomimton_to ConipHMlth, Its Bmilgt^ or «u«flKoi*.lo demonitrote nlyflttalltic.tfon*.
!^S°£t^^^'S'^S^^^^>^utcg!;ouwlsto:dwl°lornto i>to?"h:floiw^nn^^'te^SZ^^'
SKS^if^^SS^T.S^S^^""!'"^?^^^mtu?li^?°^=^

"
^sc3^"<)t<ly

CO"'PHW"11 °'t)1<<'PProP'^»aff"i»"or (uccestor ss suoiiat pfl^blft:Fait«t«i~atUwfii'fomia(ioi7MnMlnredl'"n§('i;pp|ic^tafUii'coiTact
')

:'t
1 tinc<<r»i!inc((h?t the ((acftton io refefmB to ptactfce oppgrtiinltteii by ConipHtillh It iQlB)/ at tlw dliuadon ofCompHtalth,

SS^St^^^£^ran"^comp'IM 'ln<ludlns^noulm^to^lfllI^ewklH>]o-1s-'s<un"dflrandmayn^
A capy ur facdinlla of thlt documiiiu shall IWQ (hc Mme effact 8i tlie oriolnal,

Tlilt documaiit sliall bc.- lntorpr<;t<:d B«or<||iiglo.Oie IBW oTthe Staie of lltah,

;f'

'.(

,'!'

•Dnautlantfl eyi ;
Slgnature"

| J^«^^ ;
•aeocTtBiUBUois..: ,

Soclal SscurltyNuinbor*

jDate* 12/30/2013

^

•\'f

I
I

'Kfquircalnfommlon

eoo/eoo'd (Wd)

i:'F
:.[
:'l

ffC^fl Managemcnt, Inr: ZO'IO
RcvissdZOIO

9£;SL frLOZ/ZS/LO

Redacted



^ui4-,Jg,n. 23, 2014U 4;04PM''"i~7 Heaitncar-e bervices ttuiy^u-q^^^
s

No, 2988 P, 2 ^t ~»

State Medical Board of Ohio
30 E. Uroad <it, 3rd Hloor » Columbus, OH 432l5'6127 • (614)4(5tf-3S>34 • F!l^(6]4)6')4.1464

Dr.

EIV1PLOYER REC01

L?^b^(^, DO

Ohio Addendum to Application
EIV1PLOYER RECOIVfIVlENDATlON FORIVl

(PLEA8E PRINTAPPLICANTS FIRST NAMR'AND LAST NAME)

is applying for licensure in th@ State ofOhio, We would appreclate your assistance In flHlng out ihe following
evaluation so that we csn procass fhair appllcatlon for licensare. To ensure processing of the physicians
appllcatlon, please cornplete and reiwn this form to the State Medical Board of Ohio at the above address within
two (2) weeks. The form may also be faxed to the Board at (614) G44.-1464, Your Smmediat®ettontion lo thls
mattor will be greatly appreciaied by the spplicant as wall as by us, Thank you for your tlme and asslstance.

Posltfon(s) hi2ld:

^Dates

appreciated by the spplicant as wall as by us, Thank you for your tlme and assfstance.

>dd: ^ ^
-^jf-f^bi^A^) MUrU-i/i^/u^pi^^ j^^

1. How long have you known the applicant? ito
2. What is/was your supervlsory capadty? /^'^/ ,

3. At what liospltal/cllnlc? (^k/T^ \M^iT^l^

osb-^iO

4. 1-fow would you rafe their medicQl knowtedga ar>d teohnlques? ^ceu^s^'

5. In your opinion is the applicant of good moral and ethical chai-acter?

6, Does the appllcanf work well wlth peers and medlcal staff?

7. Does the applrcant relate well to patiept&'?

Yi^
Y^f

^^

8. How is th$ appllcanfs command of the English language (if applicable)?

9. Would you recommend th©gpplicant for Ifcensure? 7(?^''^

Ad^ltlQnaI commfints (An additional sheet may be added if needed);

^CfM^jr'

^^e^TWj^lA^) 1

1^^
Sign^ture of Physician

k)^ ^ /li^^-^ ^
Namo pf Physjcian (Please type or prlnfclearl'i

Positlon
r^r- CAI^ ^^r^i^ fiW^^—

W (-^T? -^o^ e^, 3^7
Telephone nurpber (include ai^a c

E-Mai[

_^(%(.-
Pax nuinber (fnclude area code}'



'14".Jan, 23, 2014^ 4;04PM^^ l-lealincare ^et-vices oui^.?U4S>^3 No, 2988 P, i / J

CoinpHealth.
P.O.BOX713100
$altLakeClty,UT 84171-3100

(800)453-3030

FAX
^fw^

A.ttentioni MedlcalSlaffOfncfc

rb^
Fj^wi: Jenna Dunn

'^ Kcjtit Mc>si|ilta[

Phone numbe.)-: 401-737-7000

Prtgwi 3

Date: t/21/U

1'ax nuuibcr; 401-736-1099 Phonc numbci-t 801-930-3548

ConinientS!

Please complcte the enclosed verificakion lelter For Dr. Janet Lefkowjte. Pleafie;

fax it.dlrectlyto the Ohio Medi.ca.l Board atATTN: Kay Rieve / 614-64+-l464.

Please feel free to contac't me ifyou havc any questiony.

Thankyoul ©
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State Medical Board of Ohio
30B>Broft(iSt.,3rdPIoor • CoIutnbvs,OH 43215-6127 • (614)466-3934 .. Fox(614)644-14a

Dr.. ^

EMPLOYER RECOIVI

J^^&^ tj) F-h)(^ i-^z:, DO

Ohio Addendum to Appllcatlon
EMPLOYER RECOIVIIUISNDATION PORM

(PLEASE PRINT APPL1CANT8 FIRST NAME AND LAST NAME)

Is applylng forllcensure In tha Sfata ofOhlo. Wo woutd appreoiate your assistance in filling outthe followlng
evaluation so thatwe can process their applicatton for IIcensurfi. To ensure procesalng ofthe physlotans
appllcqtton, plegss complets and return this form {o the Stats Medical Board of Ohlo at the abovs address wlthln
two (2) weeks. The form may also be faxed to the Board at (814) 844-1494. Your Ihnmediate attention to this
matler will be greatly appreciated by the applicant as well as by us. Thank you for your flme and aaalatanca.

Posltion(s) held: JT^-^^- me^b^i^. ^kJS'k.'fy/c-S.. i-_&-u^ifeti)6^/

Dates of Employmsnt:,

1, How long have you known ths applicant? 5~ /^a-^s-

2, What is/was your supervisory capacity? Clnie^- o,-^-. Ofe>_~-^ry^ ay- Lt^fviiii^if-/ 61.^01^-^/'Voyfii iv-ff '

3. At what hospltal/clln lc? {^fl-^e^i -/ fft.fe^t^ H-c,^ pi^J o^'KT^

4, How would you rala thelr inedlcal knowledge and techniques? . ^ o ^<y

6. ln your oplnlon Is the applicant of good moral and ethlcal character? /-<?s

6. Does the applicant work well wlfh peers and medlcal ataff? V^ s '

7. Does the sppllcant relate watl to patlsnts'? __^-e 5

8. How ls the appltoant'fl oommand ofthe Engllsh language (if applicabls)? C^oD<^

9> Would you recommsnd the applicant for licensure? Y-<'$

Additional comments (An addltlonat sheet may bs added Ifnesded): /'6"?A /</ C(rwfie ^-^ -f- S^f/'fcf ^h<j</ &f^/ /

SlgnatursofPh/sidan

/^nu RSGt^ PH ( ^S.
Nam^ of Phyeioian (Please type or prlnt clearly)

C.i-t<£F' OP ojiS/^y^/

Position

r^^\z^^-/^2 ^^//j^s'
Telephone number (include area code)

mp/li^s^S) (^'^r/.0{r^
E"Mail

^^r^-'P^Tfc
Fsx number (Include erea cocte)



heb. 10, 2U14 1U;1/AM No, 1206 V. 3

Women&hifants
NswEnglandtpremlernospital lor wamenand newboms

MEDICAL STAFF OFFICE
101 DUDLEY STREET

PROVIDENCE, M 02905
(401) 274-1122 ext 42300

Jatiiiary21,2014

TO WHOM IT MAY CONCERN;

Due to the increase in requests for information regarding Women & Infants Hospital's Medical Staff
Appointees past aud present, we regret we are unable to complete the fonn you sent us. We hope the
iiiformation provided below will meet your needs.

PRACTITIONER NAME:

APPOINTMENT:

DEPARTMENT/SECTION:

SPECIALTY:

STAFF CATEGORY:

CLINICAL PERPORMANCE:

DISCIPLINARY ACTION:

LIABILITYCLAIMS:

Si:

JanetB. Lefkowitz, D.0.

FROM: 09/26/2006 TO: 09/30/2013

Ob/Gyn

OBSTETRICS & GYNECOLOGY

Active
Current Status: Voluntary Resigiiation

Practitioner has been credentialed m
accordsuice with JC StEUidards and meets or
exceeds all clinical performance standards
for privileging at Womon & Infants Hospital

Practitioner has no evidence of discipliiiary
action at Women A-Infants Hospital

Please contact the pi-actitloner's malpractice
can-ler for lia'bility information.

6^>^_
MraL. Diywa, Crecyei^tials Coordinator

Medical StaffOffice U
Women & Infants Hospital
P: (401) 274-1122 ext. 42339
F; (401) 276-7865
sdL'ywa(3lwihrj .org



(^CiyVIlEtEHENSIVE OSTEOPATHIC MSDWM. ^
^•^reiCENSING EXAMINATI^J^-US^ V:

'V
'"^

IBJi ^^' ;^'''';';i':-i^'^^^lTranscnPt^:;li;;;^ Bji";;l:i';sl::.:rf;:i^^

©hioStatc%edical;:E3onrci
:,,30:i^. }3jE0a4:.§t,,:::-..^, ,„. M':' ^^ .;^Si;;:,
ii3rd,Ft§or Jlj^ j^f^ ^:!^ ^IJ , ?|?s. -:ai
'^iiumi^:;©H?t3215-6127 :^^;: ';:^N?T'

::ilE9£aftniricc: ].efkowit7,Jnnct B.^^

i^&bMEID: 58024^'" i^ 11"®
"

DateofBitth: 4/17/1965

E 1T^ PASS /
'EXAIVIINATION

COMPLETED FAIL

3 - DIGIT
STANDARD MINIMUM

SCORE PASSING

2-DIGIT
STANDARD MINIMUM

SCOR& PASSING .^PEi
Wi

1-Jun-1999 Pass 415 400
Level ZCognitive Evaluation (CE)

6-Mar-2001 Pass 478 400 78 ^^^ |
Level 3 itfa«tesea*&*ftl#"i)N^'••.^^^'•'^

^::,. .4-Dec-2001 Fail
11-Jun-2002 Fail
9-Dec-2003 Pass

312
293
426

350
350
350

73,;;^:;^^ ^^•^:
73 ?i ^ Ijll^'

'

77' ;'^ ^'75

Thc Nalioiial Board ofOstcopathic Mecii(^|ExaT^jn|^i^c., does liercby certify the above t6.:|)e^tt^re|§rt;6h|i^ex^in^|.

:D^P^fs ed: .Januai-Y 07, 20^14
'^
^^ ':::S:;::;S'Sl'UlV!S}7iQ7(y?97S:.

:::-^: •^Swf^" t^ease see ^e^rse^rinfbnTiatioiiand^escapriol^fnS^-:^;:?^^

":"^
t^"^

'NationarBoa.t-d
QfOstepp^thit^Mi^ljKSal Exaim'iner^liiKl;:, ||

8.765 W^t Higgjj^s RogK;) St^::2:&0 CtHeago;3jL 6d63^174^ g:^j^: •7§^3N-Q^2Fax: 7^/714^$i^;:: '^;^'
^i



State Medical Board of Ohio
30 E. Broad St., 3rd Floor • Columbus, OH 43215-6127 • (614)466-3934 • Fax(614)644.1464

^!^a^iL^-^throriz.ati^fo?'R^lease.oflnforl?r1ation: You must attach a recent (less than 6 months old) passport quality,rolor photograph of yourself to this form. Take the form to a notary public and sign the form in the presence~ofr'the''notary"publicThe notarized form then must be sent directly to this Board.

Affidavit and Authorization For Release of Information

l.'.the.urldersi?ned' bein9 duly sworn, hereby certify under oath that 1 am the person named in this application, that all
statements

^have
or shaN make with respect thereto are true, that 1 am the original and lawful possessor'andpersonnamed inthe various forms and credentials furnished or to be furnished with respect to my application-andthat"alidocuments,'foi:msor'

copies thereof furnished or to be furnished with respect to my application are str'ictl'ytrue in every aspect.

-?^?wl,e^9.?
that lhave read.arld. understand the Application for Physician Licensure and have answered all questionscontained,in the aPPl,icatlon truthfully and completely. 1 further acknow'ledge that failure on my parttoanswer'questions"and completely may lead to my being prosecuted under appropriate federal and state laws.

Lauthorize
and rec'uest every Person, hospital, clinic, government agency (local, state, federal orforeign), court, association,

„! .-tJO!1.^ITW^nfSrce"?ent a9ency having custody or control of any documents, records and other information pertaining to
TT

t?.!u-m,ishto.the B?3ard any such information, including documents, records regarding charges orcomplaints filed against
TTL!?"T1?l.?Nrlforma1' Pendirl9 or closed, or any other pertinent data and to permit the Boardor any of itsagents or
representatives to inspect and make copies of such documents, records, and other information in connection with this
application.

L^.e^eby.release' dischar9e and exonerate the Board, its agents or representatives and any person, hospital, clinic,
^?^r-n^^n!

agenfy ^loca1'.state'federal or foreign), court, association, institution or law enforcement agency having custody
or:con ° any docljments, records and other information pertaining to me of any and all liability of every nature and kind
arising out of investigation made by the Board.

^wilUmmediately
notify the board in writing of any changes to the answers to any of the questions contained in this application

if such a change occurs at any time prior to a license to practice medicine being granted to me by the board

1 understand my failure to answer questions contained in this application truthfully and completely may lead to deniat,
revocation,_oi^other^ltsgiplinary sanction of my licensure or permit to practice medicine.

Applic?fit^/gignature7must be signect^the presence of a notary
L^F:^^/\//| r^--

Applicant's Printed Last Name

jAr^er :B .
Applicant's Prjnted First Name, Middle Initial, and Suffix (e.g., Jr.)

/ |/^//4-
Date of Signalture

NOTARY

Dated Ql/tQ /^Q\^- Signed ^ •e- e-^Af-

State of G cr &>j^.G i Pi Countv of

^^rfc

VJ
^^Mw";",,,,.^<^"L, S^7>^.

SUBSCRIBED AND SWORN TO before me this 16
MS^^\

My Commission expires: OC1/ l ^> / Q0\ C5

dayofJanu^^p^S,^^ ,
^WCAL

BOAK
';. ^^•'"'•^'""'^ / s

NOTARY PUBLIC |jGN'AtORE & SEAI...-^ J

\ --^^'^•^:.,,



State Medical Board of Ohio
30 E. Broad St., 3rd Floor • Columbus, OH 43215-6127 • (614)466-3934 • Fax(614)644-1464

Ohio Addendum to Application
Certificate of Recommendation for Medicine or Osteopathic Medicine

1 /^(ti t/f< (/ /^' ^••o^^ i//' 7/a -, ^r' currently hold an active license to practice as a physician in the state of
(Recommending physician, print narrie legibly)

"• -I-_/license number l/ O / t/- i/_, attest that all information 1 am providing is in conformance
with the "Instructions for Completion of Recommendation Form," the photograph affixed hereto is a genuine likeness ofthe applicant, and

provide this recommendation form related to the request for professional licensure by '7^-4//fc; 7^ L'h. f t^C W'I'TI^

;^"L-.f//"/1/. r/l/ A/\/' /'/?/)-.^ <'» s - (Applicant, print name legibly)
1. How do you know this applicant? ^^ t~L-£./16 ^/^ ( lv 1 AA ^l 7 ^ b.

^//; ^ ^
•v';^/<'^

2. How would you describe the applicant's medical knowledge? V I- 'T
,? /' /p -^"' 1;-

3. Howwouldyoudescribetheapplicant'sclinicaltechnique?
' /1 ^ 7 / '- f~J '^'(^./''^ ^

4. How would you characterize the applicant's relationship with patients? /f> U '—L A' fi '!) ^ /^:' yr

5. How would you describe the applicant's ability to work with peers and clinical staff? ^L-'.?:/-/.^

G. Have you personally known the applicant at least six months?

7. Does the applicant possess good moral character? (If no, explain)

8. Do you recommend this applicant for the professional license being sought? (If no, explain)

9. Are you aware of any other information (favorable or unfavorable) that could potentially impact this
applicant's suitability for professional licensure or the Board's consideration of his/her application? (If yes,
explain)

0 Yes

Yes

Yes

D No

Q N0

D No

DYCS

10. Have you attached additional correspondence or information to this form?

Date Photo Taken: / ^l /3 ,

No

No,QYes

\^AA//I^ C/i/' f^l^^r)
Signature of Recommending Physician (Name stamps c«fta^fepted)

!^ ^s^(,/}ri f^f) „ ^^ j,v^\ , l^
Address (include house number and ^treet, city, state and zip'code)

Subscribed and sworn to before me this_i^_ day of

/7^<^Jx_,wlt1

^JkOXZ^^ t0^i2y^i

^o/c

^,

^li^ln
Dat

Notary Public Signature

Date Commission Expires

^RD
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The Fcderation ofStatc Medical Boards
ofthel)nitedStates,Inc

POBox 619850
Dallas,Texas 75261-9850
Telephone:(817)868-4000

FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT
March 17,2014

Attn: Aaron E. Haslam
State Medical Board ofOhio
30 E. Broad St., 3rd FL
Columbus.OH 43215-6127

Re: Board Action Query Dated: Marchl7,2014
Your Reference Number:
FSMB Batch Number: BQ2413613

^oev?-'r'eScisdS ^r^olt^sSrcsuitLfTjhe.Boa.rdActio"
Data Bank as °fMarch 17- 2014 f°rPractitioners subinitted as part oftheN0 board actions were identified.

Practitioners Cleared with No Actions as ofMarch 17. 2014

Item Name

10 Lefkowitz, Janet

DOB

04/17/1965

LICENSE HISTORY
State Board
MASSACHUSETTS
RHODE ISLAND

School

020010

Yr/Grad Request ID

2001 27220069

PLEASE.NOTE: The Hcensu'-ehistory information contained in these reports is not considered licensure verification but rathera^indicator ot known states ofhistorical licensure for these individuals. Use ofthis information should be limite'dto'cross^reference purposes.

https://s 1 .fsmb.org/baweb/reports/hcpB2FA.htm 3/17/2014
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Commonwealth of Massachusetts Board of Registration in Medicine

Janet B. .I.eAowitz, D.0.

Physician Information
Exce.P.t,..fo.r..the.Lice.nse,inform^ has been reported by Dr.
License Number

License Status
License Issue Date

Licens®Renewa! Date

Primary Work Setting

Business Address

Business Telephone

251954
Active

6/20/2012
4/17/2015
None Reported
166TollGateRoad
Warwick, Rl 02886
United States ofAmerica
(401)738-6031

Accepting New Patients

Accepts IVIedicaid

Translation Services
Avaitable

tnsurance Plans Accepted

Hospital Affiliations

NPI Number

Lefkowitz.

No
No
None Reported

None Reported
None Reported
1235149865

Bot^h The Joint Commission and the National Committee on Quality Assurance consider the Massachusetts Board
of Registration to be a primary source provider for license status information,

Education & Training
TheJ.ducati^ information was verified as of the License Issue Date above.
Medical School

Graduation Date

Post Graduate Training

U. of New England College of Osteopathic Medicine
6/2/2001
DelawareCounty Memorial Hospital, Crozer-Keystone Health System, Intern.-Osteopathic (6/25/2001

St Francis Hospital and Medical Center, lntern:0bstetrics and Gynecology (7/1/2002 - 6/30/2003)
St Francis Hospital and Medical Center, Resident.'Obstetrics and Gynecoiogy (7/1/2003 - 6/30/2006)

Specialty
This informatipn has been reported by Dr. Lefkowitz.
Area of Specialty Obstetrics and Gynecology

Board Certifications
This information has been reported by Dr. Lefkowitz.
American Board of Medicat Specialties (ABMS)
Board Name Generat Certification
Obstetrics & Gynecology Obstetrics and Gynecology

Honors and Awards

Dr. Lefkowitz has reported no awards.

Professional Publications

Dr. Lefkowitz has reported no publications.

Malpractice Information

Subspecialty

Dr. Lefkowitz has not made a payment on a malpractice claim in Massachusetts.

Disciplinary and/or Massachusetts CriminaJ Actions

http://profiles.ehs.state.ma.us/Profiles/Pages/PhysicianProfile.aspx?PhysicianID=104869&... 3/21/2014
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Massachusetts Criminal Convictions, Pleas and Admissions

The Board has no record offelony or serious misdemeanor convictions regarding Dr. Lefkowitz.

Health Care Facillty Discipiine

The Board has no record of health care facility discipline regarding Dr. Lefkowitz.

IWassachusetts Board Discipline

Dr. Lefkowitz has not been disciplined by the Board.

Out of State Board Discipline

The Board has no record ofout ofstate discipline regarding Dr. Lefkowitz.

Instructions for obtaining public information about a physician are available at our pubiic information page. Questions about a physician's Profile may be
submitted to ma_erofiles(5)state.ma.iis. You may also contact the Massachusetts Board of Registration in Medicine, 200 Harvard IVIill Square, Suite 330,
Wakefield, MA 01880. Phone 781-876-8200 for public information about a physician or questions about a physician's Profile.

All contents ©2011Commonwealth of Massachusetts, Board of Registration in Medicine. All rights reserved.
Build 1.0.4916.22264

http://profiles.ehs.state.ma.us/Profiles/Pages/PhysicianProfile.aspx?PhysicianID=104869&... 3/21/2014
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License No:

License Status:

Secondary License
Type:

D000607

Active

Profession:

Issue Date:

Physician

4/25/2006

License Type:

Expiration Date:

Osteopathic
Physician (DO)
6/30/2014

Education Information

School Name: University of New England Coll. of Osteopathic Med Graduated: 6/2/2001

Specialty information
OBSTETRICS + GYNECOLOGY

Disciplinary Action

|Disclaimer: The indiyidual license information on the Licensee Lookup displays only the current license status
|(e.g, Active, Active Probation, Suspended, Revoked). For the disciplinary history of'any individual licensee,
[please click on the link forthe specific profession and then on the Disciplinary Actions link available on each
Iprofessional board's webpage.
See Board Disciplinary Listings at http://www.health,ri.gov/lists/disciplinaryactions-

CLOSE THIS WINDOW TO RETURN TO THE SEARCH RESULTS.

f\ki^ (^(u^

https://healthri.mylicense.com/Verification/Details.aspx?agency_id=l&license id=286947& 3/21/2014
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ge^rgia.gw"

Georgta

FAQ | Sitemap | Jobs | Online Services [ Contact Us

Look Up a Licensed Provider

aeoraia.gov > Aaencies > Composite State Board of Medical Examiners

Friday, March 21, 2014

Search Results

NOTE: Licenses renewed online within the past three business days may not be reflected here.
Physician Profiles are available for physicians only.

Public Board Orders Disclaimer: Public Board order means that there is a public document
concerning the License. The existence of a Board order does not necessarily mean the License
was sanctioned by the Medical Board or that the License, if sanctioned, is currently under any
type of disciplinary action.

Though other versions may work, this site is designed for Adobe Acrobat Reader 11.0.4 and
above, and utilizes the Adobe PDF plug-in for the browser. If you experience any problems
please make sure you are using one ofthese versions. You may select the following link to
Adobe's site to download the latest version of Acrobat Reader

(bttB.i^lSSt:3.4sba...Som^eadgt_i)

1 Result found for "lefkowitz, Physician".

License ^fflS_
Address
Issue / Expiration Dates

070197
Active

LEFKOWITZ, JANET BETH, DO
32 LAWTON AVE |
NORTH KINGSTOW, RI 02852
Issue Date: 06/07/2013
Expiration Date: 04/30/2015

Specialtv

Obstetrics Gynecology

Public Board
Orders

None

Physician
Profile

None

1 Result found for "lefkowitz, Physician".

Back to Top

georgia.gov | Agencies | Privacy/Security | Notices | Accessibility | Contact georgia.gov

https://services.georgia.gov/dclVmebs/searchResultsView.do?d-4531428-s=0&licenseNum... 3/21/2014
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State  Medical  Board  of  Ohio 
30 E. Broad St., 3rd Floor  •  Columbus, OH  43215-6127  •  (614) 466-3934   •  Website:  http://med.ohio.gov/  
 

 3/25/2014 
 
 
Janet Beth Lefkowitz 
1240 Heards Ferry Road 
Atlanta GA  30328 
 
 
This is to notify you that you are now licensed to practice medicine or osteopathic medicine and 
surgery in the State of Ohio.  The Board approved your request and your license number 011269 was 
issued on 03/25/2014 and will expire on 07/01/2016. 
 
Enclosed is your wallet card and wall certificate.  The wall certificate, by law, must be displayed in 
your office or the place where a major portion of your practice is conducted. 
 
Please be advised that verification of your Ohio license must be obtained directly from the Board’s 
website at http://med.ohio.gov in the “Licensee Profile and Status section.  The website is updated 
immediately to reflect newly issued licenses. 
 
The Ohio Medical Board operates a “staggered renewal” system based upon the first letter of your last 
name at the time of licensure.  Enclosed is a chart and information outlining the staggered medical 
license renewal system and continuing medical education (CME) hours required.  Renewal 
applications are mailed approximately six months prior to the date of expiration.  CME information 
may also be obtained from the Board’s website. 
 

SECTION 4731.281, OHIO REVISED CODE REQUIRES WRITTEN NOTICE TO 
THE BOARD OF ANY CHANGE OF PRINCIPAL PRACTICE ADDRESS OR 
RESIDENCE ADDRESS WITHIN THIRTY DAYS OF THE CHANGE.  A CHANGE 
OF ADDRESS FORM IS AVAILABLE ON THE BOARD’S WEBSITE. 

 
This notice authorizes you to make application for a U.S. Drug Enforcement Administration certificate 
of registration (controlled substance permit).  To make such application, contact: 
 

Drug Enforcement Administration (DEA) 
431 Howard St. 
Detroit, Michigan  48226 
(800) 230-6844 
www.deadiversion.usdoj.gov/ 
 

Any questions regarding the DEA registration must be directed to the DEA office. 

 Sincerely, 

 Nicole Weaver 
 Nicole Weaver  
 Chief, Licensure 
 



12/6/2019 Renewal ID 3127177

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=3127177 1/3

Date Posted: 4/4/2016 12:38:31 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  34.011269
License Name  Janet Lefkowitz
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

a public record. 
 . . . . . . . YES

 
Specialty Codes
1.  Please select one specialty from the field below 
 . . . . . . . OBSTETRICS & GYNECOLOGY

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

 
CME-Physicians
1.  Have you met the above CME requirements for your license? 
 . . . . . . . YES

 
Discipline
1.  At any time since signing your last application for renewal of your

certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony? 

 . . . . . . . NO

2.  At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio? 
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https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=3127177 2/3

 . . . . . . . NO

3.  At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio? 

 . . . . . . . NO

4.  At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you? 

 . . . . . . . NO

5.  At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff
meetings? 

 . . . . . . . NO

6.  At any time since signing your last application for renewal of your
certificatehave you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . 

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

2.  List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

 
 . . . . . . . {not Answered}

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . NO

 
NPI number
1.  Please enter your current NPI number. 
 . . . . . . . 1235149865

 
DEA number

Redacted
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1.  Please enter your DEA number 
 . . . . . . . BL9718567

 
OARRS Registration
1.  Since signing your last renewal have you prescribed or personally furnished

opioid analgesics or benzondiazepines while practicing in Ohio? 
 . . . . . . . NO

2.  Are you registered with the Ohio Automated Rx Reporting System (OARRS)? 
 . . . . . . . NO

 
I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.



 
 
 
 
 
 

Rev. 06/2015 

 

State Medical Board of Ohio 
30 East Broad Street, 3rd Floor, Columbus, Ohio 43215-6127│(614) 466-3934 

  

med.ohio.gov 

 

VERIFICATION OF LICENSURE/LETTER OF GOOD STANDING 
 
This letter is to verify that the records of the State Medical Board of Ohio contain the following 
information for the indicated licensee as of 9/2/2016: 
 

 

Identification Information 
 
Full Name:                                 Janet Beth Lefkowitz     
 
Date of Birth:   04/17/1965 

 

License Information 
 
Type of License:  Doctor of Osteopathic Medicine 
License Number:  34.  011269     
Original Licensure Date: 03/25/2014 
Expiration Date:  07/01/2018 
Status:    ACTIVE 
Formal Action(s)*: No   
 
 
 
  Sincerely, 
 
 

 
           
  A.J. Groeber 
  Executive Director 
 
 
 
*If there is a formal board action against this licensee and you need additional information or to receive certified copies of a 
public record, please send a written request to Med-PublicRecordRequests@med.ohio.gov detailing the nature of your 
subsequent inquiry.  The online system makes certain scanned documents related to board actions taken on all Ohio licensees 
available to the public via the website at www.med.ohio.gov .     
 
For general license verification questions, send an email to med.renewal@med.ohio.gov.   All communications to the Board 
must include the name of the licensee and license number with each request.  
 



 
 
 
 
 
 

Rev. 06/2015 

 

State Medical Board of Ohio 
30 East Broad Street, 3rd Floor, Columbus, Ohio 43215-6127│(614) 466-3934 

  

med.ohio.gov 

 

VERIFICATION OF LICENSURE/LETTER OF GOOD STANDING 
 
This letter is to verify that the records of the State Medical Board of Ohio contain the following 
information for the indicated licensee as of 7/05/2016: 
 

 

Identification Information 
 
Full Name:                                 Janet Beth Lefkowitz     
 
Date of Birth:   04/17/1965 

 

License Information 
 
Type of License:  Doctor of Osteopathic Medicine 
License Number:  34.  011269     
Original Licensure Date: 03/25/2014 
Expiration Date:  07/01/2018 
Status:    ACTIVE 
Formal Action(s)*: No   
 
 
 
  Sincerely, 
 
 

 
           
  A.J. Groeber 
  Executive Director 
 
 
 
*If there is a formal board action against this licensee and you need additional information or to receive certified copies of a 
public record, please send a written request to Med-PublicRecordRequests@med.ohio.gov detailing the nature of your 
subsequent inquiry.  The online system makes certain scanned documents related to board actions taken on all Ohio licensees 
available to the public via the website at www.med.ohio.gov .     
 
For general license verification questions, send an email to med.renewal@med.ohio.gov.   All communications to the Board 
must include the name of the licensee and license number with each request.  
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