





4. Hospital Name Date From
Address Date To
City State Zip Code
Country Successfully Completed?
Department/Specialty: C Yes (" No

PGY C1 C2 C3 C4a (C5 (C other

PGT (" internship (" Residency C Fellowship (" Research C other
5. Hospital Name Date From
Address Date To
City State Zip Code
Country Successfully Completed?
Department/Specialty: (" Yes (" No

PGY 1 C2 (C3 C4 C5 ( other
PGT (" Internship C Residency C Fellowship (" Research C other

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

Examination Date Taken (mm,yyyy) Pass / Fail No. of Attempts
USMLE Step 1 (¢ Pass (" Fall

USMLE Step 2 CK (¢ Pass (" Fail

USMLE Step 2 CS (" Pass (" Fail

USMLE Step 3 (" Pass (" Fail

COMLEX Level 1 06/1999 (¢ Pass (" Fail 1

COMLEX Level 2 CE 03/2001 @ Pass (" Fail 1

COMLEX Level 2 PE 03/2001 (¢ Pass (" Fail 1

COMLEX Level 3 12/2003 (@ Pass (" Fail 3

NBME Part | (¢ Pass ( Fail

NBME Part |l (" Pass (" Fail

NBME Part Iif (C Pass (" Fail

NBOME Part | (¢ Pass (" Fail

NBOME Part (¢ Pass (" Fail

NBOME Part ill (& Pass (" Fail

LMCC Part t (" Pass (" Fail

LMCC Part Il (C Pass (" Fail

FLEX Componet 1 C Pass (" Fail

FLEX Componet 2 C Pass ( Fail

FLEX Pre-1985 (C Pass (" Fail

State Board Exam Date Taken State taken for  No. of Attempts Pass / Fail
H H H C Pass ( Fail
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8. ECFMG and Fifth Pathway

Certificate Number Issue Date 1
School Name Date From
Address Date To
City State Zip Code Graduation Date

Country Degree [

State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever held
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 verifying entity must
forward all documentatlon directly to the Board. Some state boards charge a fee for this information. Contact the
state board where you hold or held a license to determine their requirements. (Attach additional pages if necessary).

State / Province License Type License Number License Status Issue Date

1 |Georgia Physiclan 70197 @ Active  Clnactive 3,17 5013

2 [Rhode istand Physician DO00607 @ Active (" Inactive [y 25, 2006
3 |Massachussetts Physician 251954 @ Active  Clnactive 3,190 2012
4 C Active  ( Inactive

5 C Active (" Inactive

6 (C Active (" Inactive

7 C Active (" Inactive

8 C Active (" Inactive

9 C Active (" Inactive

10 C Active (" Inactive

1 C Active  ( Inactive

12 (" Active (" Inactive

13 C Active (" Inactive

14 C Active (" Inactive

15 C Active (" Inactive
10. Specialty Board Certification: Are you ABMS and/ or AOA certified? FYes (No

]f Yes complete information below
Name of Board {American Board of Obstetrics and Gyn Certificate Number | 9012244 Issue Date [1/13/2013

Name of Board

Name of Board

If No then you must request the following information to be sent to the Board:
1. AnFCVS packet or:

Certificate Number
Certificate Number

2. atranscript of your licensing examination scores and an AMA or AOA profile.
(To obtain these documents, see page 1 of the instructions )

Issue Date

Issue Date
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11. Chronology of Activities: List ALL activities (medical, non-medical, and postgraduate training) in chronological
order beginning with medical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working
time, you MUST state on the form exactly what your activities were, such as "vacation" or "seeking employment,” as well
as your permanent address. If you worked for a physician-staffing group or did locum tenens, you must list all facilities
where you worked and include complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR
THIS FORM. Be sure to indicate the percentage of working time spent in clinical /administrative duties.

Dates: From/To | Activity(medi(u/,non-nw(/icc,’/undpostgr(n'luarcnaining)

FROM: Month Activity Name (Practice/Employment/Non-Working*) [Rotating Internship
July Activity Address {501 N.Lansdowne Avenue
Year City |Drexel Hill State |PA Zip Code {19026
2001 Position / Department |{Osteopathic Rotating Internship
TO: Month Percent Clinical [100% Percent Administrative [0%
June
(¢ Employment (" Staff Privileges (" Administrative (" Other, Please describe below
Year
2002
Intern
(" InProgress
Dates: From/To | Activity (medical, non-medical and post gpaduate training)
FROM: Month Activity Name (Practice/Empioyment/Non-Working®) Residency
July Actlvity Address 114 Woodland Avenue
Year City |Hartford State |CT Zip Code {06105
2002 Position / Department |OB/GYN Resident
TO: Month Percent Clinical {90% Percent Administrative |10%
!.Iune
" (@ Employment (" Staff Privileges (" Administrative (" Other, Please describe below
Year
06
(" In Progress
Dates: From/To | Activity (medical, non-medical and post graduate traiming)
FROM: Month Activity Name (Practice/Employment/Non-Working® [Vacation
July Activity Address |32 Lawton Road
Year City [North Kingstown State |RI Zip Code {02852
2006 Position / Department
To: Month , Percent Clinical Percent Administrative
August
(" Employment (" Staff Privileges (" Administrative (@ Other, Please describe below
Year

2006
1 month vacation/relocation from Connecticut to Rhode Island fotlowing residency training

(" In Progress
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Dates: From/To | Activity (medical, non-medical and post graduate training)

FROM: Month Activity Name (Practice/Employment/Non-Woerking®) Caring for Women

August Activity Address |166 Tollgate Road
Year City |Warwick State |RI Zip Code [02886

2006 Position / Department |Attending physician

TO: ___Month Percent Clinical |90% Percent Administrative | 10%

October

) (¢ Employment C Staff Privileges C Administrative (" Other, Please describe below
Year

201
073 Attending OB/GYN physician in private practice affiliated with Kent Hospital, Warwick, Rl and Wome
(" InProgress

Dates: From/To | Activity imedical, non-medical and post graduate training)

FROM: Month Activity Name (Practice/Empioyment/Non-Working* |Seeking Employment
October Activity Address |[1240 Heards Ferry Road
Year City |Atlanta State |GA Zip Code (30328
Position / Department
TO: Month Percent Clinical Percent Administrative
y " Employment (" Staff Privileges (" Administrative @ Other, Please describe below
ear

l:] Relocation due to husband's work. Seeking employment.

(:In Progress

12. Malpractice: List of all claims or suits for medical malpractice made against you. A claim is any formal or informal
demand for payment to any person or organization. If you do not have any such claims or suits, this section will be
blank. Please provide a detalled written description of the background and medical issues involved in each case.
Altach additional sheets if necessary.

Name of patient involved: State action took place
Name of Court l Case Number ( if applicable: l

Current status of claim: ( Open (pending) (" Closed (settled or judgment) (" Dismissed (no money pald out)

Amount of judgment or settlement: I Amount paid on your behalf ! '

Month and Year of incident Month and Year of lawsuit

Insurance carrier at the tim l

What is / was your status: -~ Primary Defendant (" Co-defendant (" Other

Name of patient involved: State action took place

Name of Court I Case Number ( if applicable; v—]

Current status of claim: C Open (pending) (" Closed (settled or judgment) (" Dismissed (no money pald out)

Amount of judgment or settlement; | Amount paid on your behalf l ,

Month and Year of incident Month and Year of lawsuit

Insurance carrier at the timej l

What is / was your status: C Primary Defendant (" Co-defendant (" Other
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Ohio Addendum to Application
ADDITIONAL INFORMATION QUESTIONS

If you answer "YES" to any of the following questions, you are required to furnish complete details, including date, place,
reason and disposition of the matter. All affirmative answers must be thoroughly explained on a separate sheet of paper.
You must submit copies of all relevant documentation, such as court pleadings, court or agency orders, and institutional
correspondence and orders. Please note that some questions require very specific and detailed information. Make sure
all responses are complete.

C Yes

( Yes

C Yes

 Yes

(" Yes

( Yes

C Yes

(" Yes

(" Yes

 Yes

(¢:No

(¢ No

(¢ No

¢ No

(¢ No

(¢ No

@& No

(¢:No

(¢ No

(¢ No

1. Have you ever been denied staff membership at any hospital, nursing home, clinic, heaith
maintenance organization, or similar institution?

2. Have you ever been warned, censured, disciplined, had admissions monitored, had privileges
limited, had privileges suspended or terminated, been put on probation, or been requested to
withdraw from or resign privileges at any hospital, nursing home, clinic, health maintenance
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, or failure to attend
staff or section meetings?

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 organization, or
other medical practice organization, either private or public?

4. Have you ever resigned from, withdrawn from, or have you ever been warned 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 clerkship,
externship, preceptorship, residency, or graduate medical education program?

5. Have you ever transferred from one graduate medical education program to another?

6. Have you ever, for any reason, lost specialty board certification in the U.S. or elsewhere, or
been denied such certification, or denied examination for such certification?

7. Has any board, bureau, department, agency or other body, including those in Ohio, in any way
limited, restricted, suspended, or revoked any professional license, certificate or registration
granted to you; placed you on probation; or imposed a fine, censure or reprimand against you?

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited any professional
license, certificate or registration issued to you by any board, bureau, department, agency, 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 relicensure, application for licensure
or relicensure, or the privilege of taking an examination, in any state (including Ohio), territory,
province, or country?

10. Have you ever been requested to appear before any board, bureau, department, agency, or
other body, including those in Chio, concerning allegations against you?
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 Yes

C Yes

 Yes

C Yes

 Yes

 Yes

C Yes

C Yes

 Yes

 Yes

 Yes

(¢ No

(¢ No

(¢ No

(¢ No

(¢ No

(* No

(¢ No

(®No

¢ No

(¢ No

(¢ No

11. Have you ever entered into an agreement of any kind, whether oral or written, with respect to
a professional ficense, in lieu of or in order to avoid formal disciplinary action, with any board,
bureau, department, agency, or other body, including those in Ohio?

12. Have you ever been notified of any investigation concerning you by any board, bureau,
department, agency, or other body, including those in Ohio, with respect to a professional
license?

13. Have you ever been notified of any charges, allegations, or complaints filed against you with
any board, bureau, department, agency, or other body, including those in Ohio, with respect to a
professional license?

14. Have you ever been denied or have you ever surrendered a state or federal controlled
substance or drug registration; had it revoked, terminated, or restricted in any way; or been
warned, reprimanded, or fined by, or been requested to appear before, the responsible agency?

15. Have you ever pled guilty to, been found guilty of a violation of any law, or been granted
intervention or treatment in lieu of conviction regardless of the legal jurisdiction in which the act
was committed, other than a minor traffic violation? If yes, submit copies of all relevant
documentation, such as police reports, certified court records and any institutional
correspondence and orders. Photocopies will not be accepted.

16. Have you ever been arrested, forfeited collateral, bail, or bond for breach or violation of any
law, police regulation, or ordinance other than for a minor traffic violation; been summoned into
court as a defendant or had any lawsuit filed against you (other than a malpractice suit)? If yes,
submit copies of all relevant documentation, such as police reports, certified court records and
any institutional correspondence and orders. Photocopies will not be accepted.

17. Have you been a defendant in a legal action involving professional liability (malpractice), or
had a professional liability claim paid on your behalf, or paid such a claim yourself? In addition,
ask your malpractice insurance carrier(s) to provide a complete claims history report for the last
10 years to the State Medical Board of Ohio. If your current carrier has provided coverage for
less than 10 years, ask your previous carrier to submit a claims history report to the Board.

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

19. Have you ever been denied or relinquished participation in any third party reimbursement
program, whether govemmental or private, including Medicaid and Medicare; or had such
participation limited, restricted, suspended, or revoked; or been warned, reprimanded, requested
to appear before, or fined by the responsible body?

20, Have you ever been denied privileges, or had privileges revoked, suspended, restricted,
reduced, or terminated by the Department of Defense, the Veteran's Administration, or any of
their respective components?

21. Have you ever been diagnosed as having, or have you been treated for, pedophilia,
exhibitionism, or voyeurism?
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C Yes (®No  22. a) Within the last ten years, have you been diagnosed with or have you been treated for,
bipolar disorder, schizophrenia, paranoia, or any other psychotic disorder?

(" Yes (¢ No 22. b) Have you, since attaining the age of eighteen or within the last ten years, whichever period
is shorter, been admitted to a hospital or other facility for the treatment of bipolar disorder,
schizophrenia, paranoia, or any other psychotic disorder?

If you answered YES" to any part of this question, please provide details on a separate sheet, including date of diagnosis
or treatment, and a description of your present condition. Include the name, current mailing address, and telephone
number of each person who treated you, as well as each facility where you received treatment, and the reason for
treatment. Have each treating physician submit a letter detailing the dates of treatment, dlagnosls and prognosls.

For purposes of questlons 23 and 24 the following phrases or words have the following meaning:

"Ability to practice medicine” is to be construed to include all of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and
to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patlents and other health care
providers, with or without the use of alds or devices, such as volce amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical procedures, with

or without the use of alds or devices, such as corrective lenses or hearing aids.

“Medical condition” includes physiological, mental, or psychological conditions or disorders, such as but not limited to
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis,
cancer, heart disease, diabetes, mental retardation, emotional or mental illness, specific learning disabilities, HIV
disease, tuberculosis, drug addiction, and alcoholism.

C Yes @=:No 23. Do you have, or have you been diagnosed as having, a medical condition which in any way
impairs or limits your ability to practice medicine with reasonable skill and safety? You may
answer "NO" to this question if you hold a current training certificate to pursue training in Ohio
and the 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 requirements as contained in Sections 4731.224 and 4731.25,
O.R.C., and related provisions. Any questions conceming approval can be directed to the board
offices.

C Yes @ 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 without
medication) or participate in a monitoring program?

If you receive such ongoing treatment or participate in such monitoring program the board will make an individualized
assessment of the nature, severity, and duratlon of the risk associated with an ongoing medical condition so as to
determine whether an unrestricted license should be issued, whether conditions should be imposed, or whether you are
not eligible for licensure. Have each treating physician submit a letter detailing the dates of treatment, diagnosis and
prognosis.

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

"Chemical substances" is to be construed to include alcohol, drugs, or medications including those taken pursuant to a
valid prescription for legitimate medicai purposes and in accordance with the prescribers direction, as well as those used
illegally.

C Yes @ No 24. Do you use chemical substance(s) which in any way impair or limit your ability to practice
medicine with reasonable skill and safety?

C Yes (& No  a) Are the limitations or impairment caused by your use of chemical substances reduced or
ameliorated because you receive ongoing treatment (with or without medication) or participate
in a monitoring program?
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If you receive such ongoing treatment or participate in such monitoring program the board will make an individualized
assessment of the nature, severity, and duration of the risk associated with an ongoing medical condition so as to
determine whether an unrestricted license should be Issued, whether conditions should be imposed, or whether you are
not eligible for licensure. Have each treating physician submit a letter detailing the dates of treatment, diagnosis and
prognosis.

" Yes #No b) Are the limitation or impairments caused by your use of chemical substances reduced or
ameliorated because of the field of practice, the setting, or the manner in which you have chosen
to practice? '

For purposes of question 25 the following phrases or words have the following meaning:

"Currently" does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather it means recently enough so that the use of drugs may have an ongoing impact on one's functioning as a
licensee, or within the past two years.

“lllegal use of controlled substances means the use of controlled substances obtained illegally (e.g. heroin or
cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid prescription or not taken
in accordance with the direction of a licensed healthcare practitioner.

" Yes @ No 25. Are you currently engaged in the illegal use of controlled substances?

 Yes C No a) If "YES," are you currently participating in a supervised rehabilitation program or professional
assistance program which monitors you in order to assure that you are not using illegal
controlled substances.
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This form must be completed if you have responded yes to Additional Information Question #5 and/or #16.
Make additional copies of this form as needed.,

Name of applicant Date of incident

Location of Incident (City / State )

Were you arrested:  If the incident was alcohol-related, did you submit to a breath,
blood, urine or other test to determine the amount of alcohol in
C Yes C No your bOdy?

If Yes, type if test and resuit

What offense(s) were you charged with?

Were the charges amended?:
 Yes C No

If Yes, what were the final charges

Disposition:
(" Pending (" Charges Dismissed Charges Dropped (" Conviction
C Plea A

C Other

You must provide a detailed writton explanation of the event including a description of the event, what led up to
- the event and what was learned. This must be described in your own words. Do not reference attached
documentation. If additional space Is needed, attach a separate sheet. Submit copies of the police report/arrest

record, a copy of the charges or ticket, a copy of the final court disposition and any other relevant
doctimantatian

To E-Mail you application:

You cannot save data typed into this form. Please print 1 copy of your completed form for your records. The e-mail option does not
work on all systems. |f you are having a problem e-mailing you application please use the mail option below.

To Mail you application:

You cannot save data typed into this form. Please print 2 copies of your completed form. Keep one copy for your records and mail the
other copy to:

State Medical Board of Ohio
30 E. Broad Street, 3rd Floor
Columbus, Ohio 43215
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Staéte Medicgl Board off Ohio

301 Brond St. 3rd Floor ¢ Columbus, (011 43215-6127 « (614) 466-3934 o Pax (614) 4441464
. l o

1
i

Ohlo Addendum to Application
EMPLOYER RECOMMENDATION FORM

et Lofromnt g

(PLEASE PRINT APPLICANTS FIRST NAME AND LAST NAME)

- e o amae ee eregaees

] N
is applying for licansure tn the State of Ohio, We would apprfet:is!a your assistance in filling out tr:ie following
evalustion so that we can process thair application for licensure. "'o engure processing of the physicians
- application, pleaso complate and return this form to the Staté Medical Board of Ohio &t the abova address within
two (2) waeks. The form may also be faxed to the Board at (614) 644-1464. Your immediste sttention to this
malter will be greatly appreclated by the applicant as well as by us. Thank you for your time and assistance.

Position(s) held: \pkqgsn Clon ¢ \

Dates of Emplayment: AD0( i Qf,ﬁ AS
. ; :

1. How long have you known tha applicant? o NI

2. Whal isiwas your supervisory capacity? ‘Prme\-'v 2.0 Man ms o

3. At what hospital/clinic? GJ‘._S‘\FN:.) T ]

4. How weuld you rata thelr medleal knowledge and tgchni{quaa? _H_L&Ln_&j:__epl—

| ;
S, Inyour opinion Is the applicant of good rnoral and ethical character? _Y , 2 OOWC b
| |
6. Does the applicant work well with peers and madical steff? _Sico ] o ar

7. Does the applicant relate well to patients? M

8 Howis the applicant's »com:mand of tha Engligh languaga{‘ (if applicable)? ~Hos

| DL IRy S

)

8  Would you recommend 1he‘_E applicant for liconsura? L:Irgj
o I

paUUUNY DLISULISY RSORuRY

P Pt D

Additional comments (An additional sheet may be addeq if n‘viéeded):

w |

Slgnaturs of Physielan ‘7

ST e R ST T

Name of Physician (Please type of print clearly)
|

—tteme e |~

S e e =

Position 1

$o1-. 229 - Aoap

Telephone number (include area code) "
E-%il > ~)

o129 - 78Yd)
Fax number (Include atea code)

PO RN

e e A emiree e

Tt e By O .

AP (PSR SR I
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DosuSign Envelopa ID: 8420F1 07~-F028-4Z1C-ABZ:D-BQ:!BBWZOOEF

i L
- CompHealth.
RELEASE AND AUTHORIZA'I'I:ON INFORMATION

: i
. "y
I; Lafkowiry Junat , : }
CAST NAME FWW—' Y mee _Wmﬁm SE TNCTSE I SR, T, B
: g

hereby oMim thar the Infermation | have provided on this opplication and alta:hmentsi! trumnnd corteet and that it can be relled upon, by CHG Companing, Inc.
and Rs affiliates (eollectivaly "CompHealthY) for gval vating my potantlal as o locum tenans phyziclan, M

s U ) S, S AN

i : r
by applying for membership te, or when evakiating retention with CompHnalth, ! heraby authorize Camphicalth, Its atfillates and successors, o obtaln any
tnformation that may b relavant ta an evaluation of my professional qualificaclons, Including hut nat fimitad ta Infarmotion about dls:lpllnary antlons or other
cunfidentlal or privifeged informacion, and other eradantlals, ;

{ agreq to provida and wuthotize the release by Complicalth to CompHealth difents of the follnwing: a) vace!nation cacords; b) rcnsonubl?e ¢lecumantation
nvidancing thatl am In good health and free of cammunlcable diseates; ) the rasult of and/ar a copy of my criminal background clmek, If any; und ¢ the result of
ond/or & copy of iny diug sween, ifany. { : F‘
. ]

I autharize CompHealth to dlisclose to and recaive frum eurrent, prler, af potantial am ployers and CompHealth cllents making a resonuble Inguly,
Information relating to my ¢ualifeations, iy, and eharoeter o practiee inedicine, induding infarmiation from the fallowing sources: uf medcal schools,
collegas, universities, transcript offices, nedical fnstitulions, o arganizations, hospitals, employers, personal references, physiciang, mqhmy!. companles or
agencies who may imish my criminal background history, companies that perfurnn drug seroens, inedleal melpractice cattiars of arganfxutions, business ond
profasslonnl assoclates, oll govemment agencies and Instrumentalities, the Nntlanal Practittoner Bats flank, the Federatlion of State Medical Boards, the Amerlcan
Merllcal Assoclation, Amerlcan Osteapathle Azsoriatlen, Amercan Rosrd of Madieal Specltities, DEA, erate lleensing boards, specially bourds, and any other
pertinent soures, This I B sontinulng authertzation until sueh time 63 ) have specificelly revolesd the same In writing which shall apply toall vformatlon recelved
BL ANy thne by CompHealth relaling to my qualitications, abflity, and ¢haracter to prac!lc’e mediking,

1

I hereny forever walve and release CompHealth, 1ts afficers, employees, Rgents and third prartles which provida or recelva information regarding my crarentials,
icluding butnot limited to tha Faderatlon of State Medlent Goards and tiasa antitles Iisted above, fram any =lafins, catises of actlan, datnages and expenset,
Ineluding reusanabile attorney’s fees arsing frary or relating to the provislon, collection, verificaton, and dissamination of inforntstian abotil me,

Further, {agree to hnld CompHealth harmless ftﬁm any and all clalma, cauaes of action, @nmnge:.]udqmenu nnd expenses, induding ri;sonnbln actemey's feas,
arlsing from or reiated to the collertion, verification and dissemination of cretlemilating{nhfermation provided by me, | understand that 16 does contempluta b
duty tohold Cemphlealth harmless fram clalmy, fauses of action and damages wHich mby arise iy » raxlt of informatlon provided aboult me from sources other

thaa s myselt, g

understang that | hove the burden of providing accurate ancl adeguate informatien to CompHealth, its affifates or succassors, to demonstrate my qitalifications,
{undersiand that aity migstatamant in this fann may canstitute grounds for dena] of referral to practice opportunfiiss, greunds for avil damages, greunds for
reporilng the same (u the NPIDB or stule lleensing busrds or cancaflation of eantract. If ahy mecerlnl ehionges occir affacting my profestlonal status, 115 my
ohligation ta notify CompHealth ar the appropﬁlatoamﬁm OF GUGGRELOS % sULN 45 pongible. | attwst that the Infarmation eantainad in Yils appileatian i cotract
and complete. ! ] i

i

H i
funderstand that the decfsion to refer me to practice appartunities by CompHualth (s salely of tha diseration of CompHealth, i k

I understand that any Jnformation recetved flom;vuft:l'ancas by Compliadith, Including l::u: not limited te quallty evaluatians, is cunudel:{'tlal and may not be
relansed to me without the consent of the reference, i "

A capy or facsintia of this dacumant shall have the ssme effect as the original,

o~

is decumant shall be interpreted secording 10.the lows of the State of Wtah,

1

Daousignaa oy: ; i ‘
Slgnature* ‘ Janed Leffawiz, i e ‘Date*  12/30/2013 . ;
BROCTOR! 24B8OA_. : | : { - 3l
' !
i

Soclal Securlty Numbar * Redacted|] . : |

| | \

\ ¢ \, N
i 1 -4 .
| :
|

v

@ CHG Management, Ine. 2010
Revised 2010

¢

1}
|

" ltequircd Informaticn

;
i
£
!
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£014-.Jan, 23. 20140 4:(4PMHG Healthcare >ervices BU1Y3U4d4D No. 2988 P. 2 /3

State :Me'dical Board of Ohio

30 E. Broad §t., 3rd Foor ¢ Columbus, OH 43215-6127 « (614) 466-3934 = Fux (614) 644-1464

Ohio Addendum to Application
EMPLOYER RECOMNMENDATION FORM

Janet Lottindz . po

(PLEASE PRINT APPLICANTS FIRST NAME AND LAST NAME)

is applying for licensure in the State of Ohio. We would appreciate your assistance In filling out the following

evaluation so that we can procass thair application for licensure. To ensure processing of the physicians

applicatlon, please complete and return 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) 644-1464, Your immediate attention to this

mauer will be greatly appreciated by the spplicant as well as by us. Thank you for your time and assistance. q//
v

Position( s) held: 44‘%—/—6'@%1/&/))) Hond; A //ch / &/M) on

Datesoféﬁ%!ym)fm ’7/1 7//)/17 - 4/ /}LB//IE
1. How long have you known theapphcant? Oe) 6)//()

2. What ishvas your sitpervisory capacity? A’gﬁ\. CM
3. Atwhat hospielcinics__ YET Wesd(TAL-

4, How would you rate their medical knowledge and technlgues? @)@W
5, In your opinion is the applicant of‘good moral and ethical character? ' Yéf

6. Does the applicant work well with peers and medical staff? 7’%’

7. 'Does the applicant relate well to patig!wls? 5‘%

8. Howis the appllicant's command of the English language (if applicable)? @)OCF/HM

9. Would you recommend the applicant for licensure? Yéf -~ {Zh@@y
nal comments (An additional sheet may be added If heeded): ZM&M‘/ ;K’.Aﬂ\f /

L%&Ww .

Sig ture of Physician

// & WGV /1/_\}>

Name of Physician (Please type or printclearly)

A Cuge MEcgr . PRAZH

Position

P | —130 = Jete et 3i3n7

' Telephone nu ber(mc)ude araa co e)
— MDW’&\\% iy ﬂ'(v)ﬂ

Y9 736 L@‘i’q

Fax number (include area code)

E-Mail




CompHealth

P.0. Box 713100
Salt Lake Clty, UT 84171-3100
{800) 453-3030

FAX FWW‘)’

Attention: Medical Stallf OMice

14~Jan. 23, 20140 4:(4PMHG Healthcare sServices BUlYsU43ZD No, 2988 P

—T15%

Frpm: Jenna Dunn

1

'.lv'd{ Iicnt Lloypital

. Pages: 3

Phonre number: 401-737-7000

Date: 1/21/14

llax muaber; 401-736-1099

Phonc numbert 801-930-3548

-Comments:

Please complete the enclosed verification letter for Dr. Janet Lefkowitz. Please

fax it directly to the Objo Medical Roard at ATTN: Kay Rieve / 614-644-1464.

Please feel free to contact me if you have any questions.

T ha,nk youl ©

173
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State Medical Board of Ohio

30 E. Broad St., 2rd Floor o Commhus, OH 43218-£127 » (614) 466-3934 « Fox (614) 644-1464

Ohio Addendum to Application
) EMPLOYER RECOMMENDATION FORM
or.__\

anot Lo oz, (0

(PLEASE PRINT APPLICANTS FIRST NAME AND LAST NAME)

Is applylng for licenaure In the State of Ohlo. We would appreciate your assistance in filling out the following
evaluation so that we can process their application for licensure. To ensura processing of the physlolans
applleation, please complete and return this form to the State Medical Board of Ohlo at the above address within
two (2) weeks. The forin may also be faxed to the Board at (814) 844-14684, Yolr Inmediate attention to this
maltsr will be greatly appreciated by the applicant as well as by us. Thank you for your {ime and asalatance.

Position(s) held: __ Stuff= meeubrey.  Obsttbries * Guureoio X%

Dates of Employment:

1. MHow long have you known the applicant? 5 years

2. What is/was your supervisory capacity? Coief of Ob=-Guu at WMo e lafonnfs Cogptal
3. Atwhat hosplialicinic? L) pyuees + (ufauts tos piéed of BI:

4, How wolld you rate thelr medical knowledge and techniques? __ & o oof

6. [ your oplinion Is the applicant of good moral and ethical character? __ ¥< S

¢

6. Does the applicant work well with pesrs and medlcal staffe _ Ye s

7. Does the epplicant relata wall to patlenta? Yes

8. HMow ls the applioant's command of the English language (if applicable)? __ G oeel

8. Would you recommend the applicant for licensure? __ Y¢S

Additional comments (An additlonal sheet may be added If needed): __ 4794/ A COWe g 7 Skiltedd ].D»LL;/:/ cla

P Upeorff—

Slgnaturs of Physiclan
MAVRSEN PHIFAPS
Name of Physician (Please {ype or print clearly)
CHIEF oF o0&/ GYN
Position '
(4o() 234 ~7122 ¥ Y-(SF5
Telephane number (includs area code)
el fﬁfas(a? Wil Qusy
E-Mail

Ho(-Us3— 176

Fax number (Include area cods)




Feb. 10. 2014 10:1/AM No. 1206 P

Women&Infants

New England’s premler hospital for women and newhoms

MEDICAL STAFF OFFICE
101 DUDLEY STREET
PROVIDENCE, RI 02905
(401) 274-1122 ext. 42300

Jammary 21, 2014
TO WHOM IT MAY CONCERN:
Due to the increase in requests for information regarding Women & Infants Hospital’s Medical Staff

Appointees past and present, we regret we are unable to complete the form you sent us. We hope the
information provided below will meet your needs.

PRACTITIONER NAME: . Janet B, Lefkowitz, D.O.
APPOINTMENT: FROM: 09/26/2006 TO: 09/30/2013
DEPARTMENT/SECTION: Ob/Gyn -

SPECIALTY: OBSTETRICS & GYNECOLOGY
STAFF CATEGORY: Active

Current Status: Voluntary Resignation

CLINICAL PERFORMANCE: Practitioner has been credentialed in
accordance with JC Standards and meets or
exceeds all clinical performance standards
for privileging at Women & Infants Hospital

DISCIPLINARY ACTION: Practitioner has no evidence of disciplinary
' action at Women &-Infants Hospital

LIABILITY CLAIMS: Please contact the practitioner’s malpractice
_carrier for liability information.

dra L. Drywa, Cren@tials Coordinator
Medical Staff Office

Women & Infants Hospital

P: (401) 274-1122 ext. 42339

F. (401) 276-7865

sdi wihri.or
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The Federation of State Medical Boards
of the United States, Inc
PO Box 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 of Ohio
30 E. Broad St., 3rd FL
Columbus, OH 43215-6127

Re: Board Action Query Dated: March 17, 2014

Your Reference Number;

FSMB Batch Number: BQ2413613
The following is a final report of the search results from the Board Action Data Bank as of March 17, 2014 for practitioners submitted as part of the
above-referenced batch for which NO board actions were identified.

Practitioners Cleared with No Actions as of March 17,2014

DOB School Yr/Grad Request ID

Item Name

10 Letkowitz, Janet 04/17/1965 020010 2001 27220069

LICENSE HISTORY
State Board
MASSACHUSETTS
RHODE ISLAND

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather
an indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-

reference purposes.

https://s1.fsmb.org/baweb/reports/hcpB2F A htm 3/17/2014















State Medical Board of Ohio

30 E. Broad St., 3rd Floor e Columbus, OH 43215-6127 e (614) 466-3934 e 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

Physician licensure letter.rtf 1/12/09



12/6/2019 Renewal ID 3127177

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.

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?

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?

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



12/6/2019 Renewal ID 3127177

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?

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?

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?

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?

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?

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3127177 2/3



12/6/2019 Renewal ID 3127177

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?

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.

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



State Medical Board of Ohio

med.ohio.gov 30 East Broad Street, 3rd Floor, Columbus, Ohio 43215-6127| (614) 466-3934

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,

g
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

med.ohio.gov 30 East Broad Street, 3rd Floor, Columbus, Ohio 43215-6127| (614) 466-3934

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,

g
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
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