Application #:

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

Y
A : e: Please ¢ ¢ a check s e 3 5600.00 made payable to the Commonwealth of "’:-ff‘,f:,
Massachusetts. The application fee is non-refundable. : '% 1 PN
<2 o ‘,"’:2_"\
Tvype of License [X] Initial Full License [C] Administrative License [ Volunteer License:%" 2 ‘~'( -
%% 2 <
Check One: X] uv.S/Canadian Graduate [] International Graduate % % “
%
Legal Name (do not use nicknames or initials, unless they are part of your legal name) @
Lefkowitz Janet Beth
Last Name (type or print clearly) First Middle Suffix (Jr., etc.)
OMD.K p.0.0 Ph.D [ Other degree [0 Male  [X] Female
Other Name(s) Used - List any other name(s) you have used which may appear on your identifying documents, such as
medical education and examination records. If not applicable, check here Xl
Entire Last Name (type or print clearly) First Middle Suffix (Jr., etc.)
Date of Birth: Social Security Number:
Month Day Year
Place of Birth:
City State/Province/Territory Country if not USA
*Mailing Address: Telephone: _ o
Number and Street
City State/Province/Territory Zip (or postal) Code
Home Address: Telephone:
Number and Street
é;t.y—- e State/Province/Territory Zip (or postal) Code
Business Address: 166 Toll Gate Road Telephone: __(401) 738-6031
Number and Street
Warwick RI 02886
City State/Province/Territory Zip (or postal) Code

E-mail Address: _,.... ) Fax number: 4’0 \ _:11'8 2 . :T% Af s

Are you applying for licensure through FCVS? (See instructions page 12) [ Yes No

* The Board will use your Mailing Address for all correspondence
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PRINT NAME: Janet B. Lefkowitz, DO PAGE2OF 5
Pre-medical School

From To
Facility:__Sarah Lawrence College Degree: BA 09/ /83 05/ /87
Street: 1 Mead Way City: _Bronxville State: _NY

Facility:___Columbia University Degree: Post-Bach 09/ /94 05/ /96
Street: 535 West 116th Street City: __ New York State: __NY
Medical School

__ University of New England College of From To
Facility:_Osteopathic Medicine Degree: DO 09/ /98 05/ /01
Street: __ 11 Hills Beach Road City: _ Biddeford State: _ME
Facility: Degree: =Y W0 [y L2
Street: City: State:
Date of medical school graduation: 05 /2001

Month Year

Note: U.S. graduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in medical education. International graduates must provide a written explanation for the
duration of medical education longer than six (6) years and any breaks in medical education.

Postgraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account forall
periods of training or postgraduate work from the time you graduated from medical school.

From To

Facility:_Delaware County Memorial Hospital
Street: _ 501 North Lansdowne Avenue

Position:_Intern 06/ /01 06/ _ /02

City: _Drexel Hill " State: PA

Facility:_St. Francis Hospital Position: PGY 1-4 _07/___/02 _06/__ /06
Street: _ 114 Woodland Street City: _Hartford State: _CT
Facility: Position: LAY R AR JXT
Street: City: State:

Facility: Position: S M . 0 e )
Street: City: State:

Facility: Position: o . e R
Street: City: State:
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Please contact the appropriate examination entity and have certified transcript of your scores sent directly to this
Board. If you are using FCVS, your examination scores will be sent to the Board with your credentials packet.

List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC,
Etc.).If additional space is necessary, please enclose a separate sheet with your application and include all the
information below. If you answer “yes” to question #5 on the Full Supplement, you must also complete the
required information.

Examination Most Recent Date taken (Month/Year) Passed (P) or Failed (F) Number of attempts

USMLE Step | Oep [OF
USMLE Step 11 Op OF
USMLE Step 111 Oer [OF
NBME Part | Or [OF
NBME Part 11 Elir*: EiR
NBME Part I11 Op 0OF
FLEX Component | Clp ElF
FLEX Component 2 Or 0OF
FLEX Pre-1985 L1E: LR
NBOME Part | e e
NBOME Part 11 Oep 0OF
NBOME Part III Or 0OF
COMLEX Level | 06/01/99 Klp [OF 1
COMLEX Level 2 03/06/01 Elep [OF 1
COMLEX Level 3 12/09/03 Xep [OF 3
COMVEX o
LMCC — Single Ore [OF
LMCC — Part | Or 0OF
LMCC- Part II e LOOF
State Board Exam A

(State of examination)



PRINT NAME: lanet B. Lefkowitz, DO PAGE 4 OF 5

Hospital Affiliations and Employment

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

From To
Facility: _ Kent County Hospital Position: Attending Physician 08 /__ /06 _Present/
Street: __ 455 Toll Gate Road City: Warwick State: RI
Facility:__Women & Infants Hospital Position: Attending Physician 08/ /06 _Présent
Street: __ 101 Dudley Street City: Providence State: _RI
Facility:__Caring for Women Position: OB/GYN Priv. Practice 08/ /06 _Présent
Street: __166 Toll Gate Road City: Warwick State: _RI

Warren Alpert Medical School of Brown University
Facility : Womenand Infants Hospita  Position: Clinical Instructor 09/ /10  PreSent/
Street: _101 Dudley Street City:__Providence State: _RI

I. List other states (abbreviations) where you are currently or have ever had a full license: _RI

2. a) Are you certified by the American Board of Medical Specialties? [ Yes Xl No
b) Are you certified by the American Board of Osteopathic Medicine? [ Yes X] No
3. List Board Certification(s):_N/A Certification date: / b

Certification date: / /

e .

4. List your practice specialt(ies)__0B/GYN

5. Have you completed the Opioid and Pain Management training (see Full Instructions, page?) [X] Yes (] No
6. Reason for requesting a Massachusetts medical license: _Camp Doctor

7. Name of Facility: _ Camp Eisner

Address: 53 Brookside Road City:__Great Barrington
Anticipated starting date in Massachusetts: _07 / 23 /_ 12

9. Curriculum vitae (CV) listing activities by month and year must be enclosed with your application.

Under the penalties of perjury, 1 declare that I have examined this full application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct and complete. As an applicant for a full license to practice
medicine, I understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board only and that it will not necessarily

disqngliﬁym from licensure.
,% A7 7/%—\ Mo 3 3B N2

Sig\h}ﬁf’oﬁﬁpﬁc&m U Month  Day Year
(Continued on page 5)

Revised: 2.10.2012



NATIONAL PROVIDER IDENTIFIER (NPI)

The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers™ in HIPAA
standard transactions. The NPI will replace all other identifiers assigned to health care providers, such as those
assigned by health plans, government programs and health care purchasers for purposes of conducting these
business transactions. Under the final HIPAA NPI Rule, all individual and organization covered providers were

required to obtain an NP1 by May 23, 2007.
Youmust supply the Board of Registration in Medicine with your valid NPI. If you do not have

an NPI number, you can apply for an NPI directly by using the NPPES web site at
www.NPPES.cms.hhs.gov.

My current NPI is: EIE]

e 18 g 1 : ] al Provide entifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction
of any department or agency of the United States knowingly and willfully falsifies, conceals or covers up by
any trick, scheme or device a material fact, or makes any false, fictitious or fraudulent statements or
representations, or makes any false writing or document knowing the same to contain any false, fictitious or
fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment
for up to five years. Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C.
3571(d) also authorizes fines of up to twice the gross gain derived by the offender if it is greater than the

amount specifically authorized by the sentencing statute.

Please sign and date to confirm that all of the information on this form is true and accurate.

Signature: _* @7]6 . 4 R

e



Janet B. Lefkowitz, DO

March 29, 2012

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

Dear Board of Registration in Medicine:

Enclosed is my application and supporting documents for medical licensure. Requests for
direct verification of my credentials have been processed.

I have engaged the services of Medical Licensure Group to assist with the licensure process
and hereby authorize the Board of Registration in Medicine to release any and all
correspondence (including but not limited to acknowledgement letters, online login
information, deficiency notices, etc.) related to the processing of my application.

Please direct all correspondence to:

Medical Licensure Group
Attn: Stephen Densmore
1010 N. 12tk Ave, Suite 133
Pensacola, FL 32501
Phone: 850.433.4600
Fax: 904.212.0886
sdensmore@medicallicensuregroup.com

Thank you for your consideration.

Cordially,

> o
= P

P d R
{l/a,nég B. Le owntz,w



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

I CERTIFICATE OF MORAL AND PROFESSIONAL CHARACTER J

INSTRUCTIONS TO THE APPLICANT: This form must be signed by a physician legally
authorized to practice medicine in the United States. Someone who has known you for
a substantial period of time and is not a relative should execute this statement. The
Board of Registration in Medicine prefers statements from physicians licensed to
practice in Massachusetts.

PHOTOGRAPH CERTIFICATION OF MORAL AND
PROFESSIONAL CHARACTER

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

anet B. Lefkowitz, DO
name of apphcant )

for_\0 years. | believe that the above
named physician is of good moral character and
worthy of confidence and recommend him/her to
the Massachusetts Board of Registration in
Medicine.

AN~

Signature & Certifying Physician

certify that the photograph Mg 23470 ad Fa / |2
above is a genuine likeness of the  License Number State
maker of the signature above.
1 n‘\‘aC“H\ﬁ (.’_‘xv')p(fi?—ll mb
Type or print name ¢learly
_C_bQA&& M Moe b 30 Address: __| (op Hr,c:f‘ toad
Signature of Notary City: 1A) orw) uk
State: _& T Zip: O KR
Telephone: (401 )239 - 2Zveo
MGachn A0 36\ Pale: R0 % [l

My commission expires

Instructions to the certifving physician: Return the completed form to the
applicant jn a sealed envelope with vour signature across the seal.

Seal Verified

DATE: Md_
INITIALS: _Czagz__



Janet Lefkowitz

phone:
email:

EMPLOYMENT

Obstetrician and Gynecologist
Caring for Women
166 Tollgate Road
Warwick, Rl 02886
July 2006 - present

Attending Staff Physician
Kent County Hospital
Warwick, Rl 02886
July 2006 - present

Women & Infants Hospital
Providence, Rl 02905
July 2006 - present

EDUCATION

GRADUATE MEDICAL EDUCATION

MEDICAL SCHOOL

UNDERGRADUATE

Obstetrics & Gynecology Residency

St. Francis Hospital and Medical Center
Hartford, CT 06105

July 2002 - June 2006

Rotating Internship

Delaware County Memorial Hospital/Crozer Keystone Health System
Drexel Hill, PA 10296

June 2001 - June 2002

University of New England College of Osteopathic Medicine
Biddeford, Maine

Doctor of Osteopathic Medicine

June 2001

Columbia University
New York, NY
Pre-Med Program
1994 - 1996

Sarah Lawrence College
Bronxville, NY

B.A. Liberal Arts, 1987
1983 - 1987



Lefkowitz CV

Wadham College

Oxford University, England
Study Abroad

1985 - 1986

MEDICAL EXPERIENCE
CLINICAL INSTRUCTOR in OBSTETRICS and GYNECOLOGY
Warren Alpert Medical School of Brown University
Women and Infants Hospital - Department of Obstetrics and Gynecology
September 2010 - present

MEMORIAL SLOAN KETTERING CANCER CENTER, NYC
Biochemical Immunogenetics Laboratory Research Technician
Primary responsibility was the typing of DNA for HLA for the National Bone Marrow Donor
Program.
June 1996 - February 1997

In-house Temporary Medical Secretary/Assistant
Worked in several services including urology and gastroenterology.
February 1997 - June 1997

MOUNT SINAI HOSPITAL - WOMEN'S HEALTH CENTER, NYC
Volunteer
Assisted in an investigational drug study sponsored by the Eli Lilly Corporation. Study was
for Raloxifene, a hormone replacement therapy drug. Monitored its effects on bone,
endometrium, menopausal symptoms and lipids on early post-menopausal women.
Sept. 1995 - June 1996

ST. VINCENT'S HOSPITAL - NYC
Emergency Room Patient Representative and Volunteer at OB/GYN clinic
Jan. 1995 - June 1996

MEMBERSHIP
Rhode Island Society of Osteopathic Physicians & Surgeons 2006 - present
New England Obstetric and Gynecology Society 2006 - present
UNECOM Alumni Association 2006 - present
American College of Obstetricians and Gynecologists
Junior Fellow 2002 - present
American Osteopathic Association 1996 - present
AWARDS AND RECOGNITION
Top Community-based Faculty Teacher of the Year Award
Resident Medical Education 2010- 2011

Warren Alpert Medical School of Brown University
Women and Infants Hospital - Department of Obstetrics and Gynecology



Lefkowitz CV

AWARDS AND RECOGNITION continued
Excellence in Teaching Award 2009 - 2010
Warren Alpert Medical School of Brown University
Women and Infants Hospital — Department of Obstetrics and Gynecology

Excellence in Teaching Award July 2007
Warren Alpert Medical School of Brown University
Women and Infants Hospital - Department of Obstetrics and Gynecology

APPOINTMENTS
Quality Improvement Committee 2010 - present
Kent County Hospital
Warwick, Rl 02886
Treasurer - Department of Obstetrics and Gynecology 2009 - present
Kent County Hospital
Warwick, Rl 02886

CarelINK Physician Advisory Group 2005 - 2006
St. Francis Hospital & Medical Center

Histology Teaching Assistant 1998 - 1999
Revised/Edited 1998 - 1999 Histology Manual
UNECOM

OMM Teaching Assistant 1998 -1999
UNECOM

Freshman Orientation Committee 1998
UNECOM

Resident Advisor 1984 -1985
Sarah Lawrence College

ELECTED POSITIONS

Vice-President, ACOFP - UNECOM 1998 - 1999

Jewish Campus Union (JCU) - UNECOM
Vice-President/Founding Member 1997 - 1998
Secretary 1998 - 1999

Senior Class President
Sarah Lawrence College 1986 - 1987

Co-Captain and Founding Member 1986 - 1987

Sarah Lawrence Rowing Team
TEACHING ACTIVITIES (posters, courses, presentations, lectures) - available on request
OTHER EXPERIENCE - available on request

COMMUNITY SERVICE - available on request



COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

% Janet B. Lefkowitz, DO
(type/print your complete name)

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

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

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

Attention: Licensing
Immuni Release

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

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

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

7 Ot o o
i

‘Applicant’s Sigratre” Date of Signhture

Lefkowitz, Janet B.
Applicant’s Printed Last Name, First Name, Middle Initial, Suffix (e.g., Jr.)

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



Janet Lefkowitz

phone:
email:

EMPLOYMENT

Obstetrician and Gynecologist
Caring for Women
166 Tollgate Road
Warwick, Rl 02886
July 2006 - present

Attending Staff Physician
Kent County Hospital
Warwick, Rl 02886
July 2006 - present

Women & Infants Hospital
Providence, Rl 02905
July 2006 - present

EDUCATION

GRADUATE MEDICAL EDUCATION

MEDICAL SCHOOL

UNDERGRADUATE

Obstetrics & Gynecology Residency

St. Francis Hospital and Medical Center
Hartford, CT 06105

July 2002 - June 2006

Rotating Internship

Delaware County Memorial Hospital/Crozer Keystone Health System
Drexel Hill, PA 10296

June 2001 - June 2002

University of New England College of Osteopathic Medicine
Biddeford, Maine

Doctor of Osteopathic Medicine

June 2001

Columbia University
New York, NY
Pre-Med Program
1994 - 1996

Sarah Lawrence College
Bronxville, NY

B.A. Liberal Arts, 1987
1983 - 1987



Lefkowitz CV

Wadham College

Oxford University, England
Study Abroad

1985 - 1986

MEDICAL EXPERIENCE
CLINICAL INSTRUCTOR in OBSTETRICS and GYNECOLOGY
Warren Alpert Medical School of Brown University
Women and Infants Hospital - Department of Obstetrics and Gynecology
September 2010 - present

MEMORIAL SLOAN KETTERING CANCER CENTER, NYC
Biochemical Immunogenetics Laboratory Research Technician
Primary responsibility was the typing of DNA for HLA for the National Bone Marrow Donor
Program.
June 1996 - February 1997

In-house Temporary Medical Secretary/Assistant
Worked in several services including urology and gastroenterology.
February 1997 - June 1997

MOUNT SINAI HOSPITAL - WOMEN'S HEALTH CENTER, NYC
Volunteer
Assisted in an investigational drug study sponsored by the Eli Lilly Corporation. Study was
for Raloxifene, a hormone replacement therapy drug. Monitored its effects on bone,
endometrium, menopausal symptoms and lipids on early post-menopausal women.
Sept. 1995 - June 1996

ST. VINCENT'S HOSPITAL - NYC
Emergency Room Patient Representative and Volunteer at OB/GYN clinic
Jan. 1995 - June 1996

MEMBERSHIP
Rhode Island Society of Osteopathic Physicians & Surgeons 2006 - present
New England Obstetric and Gynecology Society 2006 - present
UNECOM Alumni Association 2006 - present
American College of Obstetricians and Gynecologists
Junior Fellow 2002 - present
American Osteopathic Association 1996 - present
AWARDS AND RECOGNITION
Top Community-based Faculty Teacher of the Year Award
Resident Medical Education 2010- 2011

Warren Alpert Medical School of Brown University
Women and Infants Hospital - Department of Obstetrics and Gynecology



Lefkowitz CV

AWARDS AND RECOGNITION continued
Excellence in Teaching Award 2009 - 2010
Warren Alpert Medical School of Brown University
Women and Infants Hospital — Department of Obstetrics and Gynecology

Excellence in Teaching Award July 2007
Warren Alpert Medical School of Brown University
Women and Infants Hospital - Department of Obstetrics and Gynecology

APPOINTMENTS
Quality Improvement Committee 2010 - present
Kent County Hospital
Warwick, Rl 02886
Treasurer - Department of Obstetrics and Gynecology 2009 - present
Kent County Hospital
Warwick, Rl 02886

CarelINK Physician Advisory Group 2005 - 2006
St. Francis Hospital & Medical Center

Histology Teaching Assistant 1998 - 1999
Revised/Edited 1998 - 1999 Histology Manual
UNECOM

OMM Teaching Assistant 1998 -1999
UNECOM

Freshman Orientation Committee 1998
UNECOM

Resident Advisor 1984 -1985
Sarah Lawrence College

ELECTED POSITIONS

Vice-President, ACOFP - UNECOM 1998 - 1999

Jewish Campus Union (JCU) - UNECOM
Vice-President/Founding Member 1997 - 1998
Secretary 1998 - 1999

Senior Class President
Sarah Lawrence College 1986 - 1987

Co-Captain and Founding Member 1986 - 1987

Sarah Lawrence Rowing Team
TEACHING ACTIVITIES (posters, courses, presentations, lectures) - available on request
OTHER EXPERIENCE - available on request

COMMUNITY SERVICE - available on request
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Page 1 of 1

Pomion University School of Medicie . >
77 Esat Concord Birest, ALT2 UNIVJ_:I(_E—I IL:

Boaton, Massschuseds 02118
T 8178284808 F 817-838-4304
weaw D eduiame

Janal Lafkowitz, DO
32 Lawton Avenue
North Kingstown, RI 02852

Boston University School of Medlicine
certifies that

Janet B. Lefkowitz, DO

has participated In the educational material titted
Oplold Efficacy and Safety & Assessment and Monltoring Tools
The activity was designated for 1.00 AMA PRA Category 1 Credit(s)™.

Date Completed: March 18th, 2012
Maximum Credits: 1

Score: 100

mhum,mumpuwandWummmmmwmdhmmwmwwumam
thwough the joint sponsarship of Bosian University Schocl of Madldne and the Massachusetis Board of Registration in Madidne Boston University School of Medicine la accredited
by tha ACOME to provide eontinulng medics] education for physidans.

MUMMWOIWWHMMM“IGIM!!MWW!M‘&MMMMW&IM
commensurals with the extent of thelr partidpation In the activity.

mmmwmumwmﬁwnmmhzmumwmy.

This program meets the criteria of the Massachusetts Board of Registration In Medicine for 1 howr of oploid sducation.

Corogy W Wl s

Tarry M. Manscl, MLD.
Amnoxiate [han

http://www.opioidprescribing.com/module 1-certificate IN62012
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Beston University Beheol of Medane
CorLnung Medca Foucaton

71 Kast Concand Sireet, ACY
Baston, Museacruseta C2110

T 817-838-4835 F 0170384305
et Bu sdu/ame

BOSTON
| UN I‘JF.RS'J')'

32 Lawton Avenue
North Kingstewn, RI 02852

Boston University School of Medicine :
cartifies that

Janet B. Lefkowitz, DO

has participated in the educational malerial titled
Case Study
The activity was designated for 1.00 AMA PRA Category 1 Credit(s)™.

Dals Completed; March 16th, 2012
Maximum Credits: 1

Score: 75

mu«umwﬁm&wwummmuwmumudmmmmﬂhmwuﬂmmn
Uhrsugh the jolnt sponaoeship of Boston University School of Medigng and the M. chasctla Board of Reglatration in Medidne. Boston University Schoal of Mediding Is accradiied
wnm»-mmmmamm

mummmumumummu.mmmmmrm".mmmmymm
commersurale with the sxtent of thelr partidpation in the activily.

mmmuﬂmummmammunamhlmdmmmp

MwmmhdhildhmmubﬂédmﬂmhMMh1mdoﬂd‘duﬂﬂm-

quﬂm.\hhum].n

Barry AL Mansel, ML,
Avaciate Deaa

http:Ilwww.opioidpmscribing.comlmodule_fi-ceniﬁcate 3/19/2012
6E0/8€0"d (xv4) ppipl  ZLOZ/ZZ/EO
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BOSTON |
UN IV"“%_‘J,L

m

Boptan,
T A17-A3A-4808 P 8178384005
wearw DU adume

Janet Lefkowltz, DO
32 Lawton Avanue
North Kingstown, Ri 02852

Boston University School of Medicine
certifies that

Janet B. Lefkowitz, DO

has participated in the educational material titied
Communicating with Patlents & Managing Patlents with Psychiatric Comorbidities
The activity was designated for 1.00 AMA PRA Category 1 Credil(s)™.

Date Complatsd; March 15th, 2012
Maximum Credita: 1

Bcors: 100

mummwmwmmummmmwmnmndhm' ion Coundl for Continuing Medical Education (ACCME)
wnwmpdmwwmdmuhwmamwummunmu—uummum
by the ACCME 1o provide sontinuing medicsl education for physidant.

mmwwummmuuﬂmma-mmwmmm:Mﬂ*.nwmmmmmm«
commensurale with the extent of their participation In the activily.

mmmunuuduwmumhmu:muumm;.

m-m.nmmnmmdmm-muwdwnmnmmumumﬁmm

QJE@N.\MGM.M-

Rarry M. Manwel, M1,
Anociute [an
http:llwww.oploldprescribing.com!module_z-certiﬂcate 3/19/2012
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MEDICARE TAX FORM

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

MEDICARE/TAX FORM

INSTRUCTIONS:

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

I, Janet B. Lefkowitz, DO
(type or print name)

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

SIGNED; // *":‘%}7/?:—__‘ DATE: 445\[ =
A e '

A

Social Seé&ity Number:

itit..tﬁt’iittitttittittitit.t'titltiitttttitiiti*tit'ttiti

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

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

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

SIGNED:( /7@2?7 Kf_ DATE: 4'{2’ I' 2




MALPRACTICE HISTORY

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

MALPRACTICE HISTORY

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

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

including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or information in its possession, custody or control

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

v dates of policy coverage must be included.

g P =

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

Liability Carrier: Women & Infants Indemnification Program From: 08 / 08 To: 06 [/ 12

City: Providence State: __RI Policy Number:_WIH/311
Liability Carrier: St. Francis Hospital Risk Management From: 07 / 02 To: 06 /_06
City: Hartford State: __CT Policy Number:_Unknown

Liability Carrier: Delaware County Memorial Hosp Risk Mgmt From: _06 ] 01 To: 06 [ 02
City: Drexel Hill State: PA Policy Number:_Unknown

Applicant's signature:{__— /?;,4,:21)) 7%< — 4 § .5 5 12
e S ™ ) Date
Print Name: W@iu DO (

Address: City:
State: Zip code:




To: Attn: Joey Brown  Page 2 of 3 2012-04-11 19:31:53 (GMT) From: Medical Licensure Group

MALPRACTICE HISTORY
Board of Registration in Medicine (2 '%5
200 Harvard Mill Square, Suite 330 - Waketicld, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.mass. gov/masssmedbmrd : m,’

MALPRACTICE HISTORY

¥

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

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

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or information in its possession, custady or control

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

s dates of policy coverage must be included.

A= FOURGT

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

Liahility Carrier: Women & Infants Indemnification Program From: _08 [/ 08 To: 06 _/ 12

City: Providence ____State: __R] Policy Number:_ WIH/311
Liability Carrief; St Francis Hospital Risk Management From: 07 [ 02 To: 06 [ 06
City: Hartford iz LV Policy Number:_Unknown
Liability Carrier: Delaware County Memorial Hosp Risk Mgmt  From: _06 /01 To: 06/ 02
City: __Drexel Hill State: PA___ Policy Number:_Unknown
Applicant's signature: Srr  Feledse I /

Date

Print Name:__ [anet B, Lefkowitz DO
Address: - _City:
State: e _ Zipcode




IALPRACTICE HISTORY
Board of Registration in Medicine :
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.mass.gov/masssmedboard

MALPRACTICE HISTORY

|
i . Complete this walver for release of information and forward a copy to each of your
current and past liability carrier(s) over the past ten (10) years, If you have been In 5:1 training program within
the past ten (10) years, a copy of this form must be forwarded to your tralning program risk management office.
You must account for any gaps in your claims history. If you have additional llabllity carriers, you may
photocopy this form. Please return the gomuleted Malpractice History form(s) with your orlginal

slgnature to the Board of Reglstration In Medicine. i

‘ |
[ authorlze my professlonal liability carrler(s) listed below 1o release to the Commonwealth of Massachusetts,

Board of Reglstration in Medlcine, my malpractice history any an gims or actions for dam
Including the followina: {
1. the name(s) of the claimant(s) 2
2. nature and date of clalm(s) :
3 amounts pald, If any, and :
4, other dlsposition or Information In Its possession, custody or control
on my current policy number, and/or any other policy | have had with thls
or any other carrler |
5. dates of policy coverage must be Included. :

|

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

!
l

Llability Carrler: L& +—t Hosertnl From: [ -Ter_ 1

Clty: _Ponundonto State: _(A-T Policy Number: i
Liability Carrler: From: _ fie Mor— =d
City: State; Policy Number: !
Liability Carrler: From: J To: l /
City: State: Pollcy Number; |
Applicant's slgnature: : = / ‘
Date |
Print Name: T
Address: City: i
|
State; Zlp code:;

£00s/€00'd (xvd) oL:oL ZLoz/ZZ/ED



To: Atin: Paula Trumbauer Page 2 of 3 2012-04-11 19:39:12 (GMT) From: Medical Licensure Group

MALPRACTICE HISTORY

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

MALPRAGTICE HISTORY

3

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

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

(7
= Y
1s the name(s) of the claimant(s) \’:'%f
2. nature and date of claim(s) %, o A
3. amounts paid, if any, and /’é{;} A
4. other disposition or information in its possession, custody or control /’:;:Zz 4%0, 7,
on my current policy number, and/or any other policy | have had with this 0};44‘/&
or any other carrier ® %,
5. dates of policy coverage must be included.
Liability Carrier's Instructions: If the applicant has any open or closed cases that have gone to trial,

whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and
amount of monies paid on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE.

Liability Carrier: Women & Infants Indemnification Program = From; _08 _/ 08 To: 06 [ 12

City: Providence State: __RI Policy Number:__WIH/311
Liability Carrier: St Francis Hospital Risk Management From: 07 [ 02 To: 06/ 06
City: Hartford State: __CT Policy Number:__Unknown
Liability Carrier: Delaware County Memorial Hosp Risk Mgmt  From: _06 /01 To: 06 [ 02
City: _ Drexel 1ill State: FA Policy Number:_Unknown
Applicant's signature: SEr  Fripdst / /

Date

Print Name:___lanet B.Lefkowitz DO o
Address: . City:
State: Zip code:




To: Attn: Paula Trumbauer Page 3 of 3 2012-04-11 19:39:12 (GMT) From: Medical Licensure Group

S P S B e =TT T G S S - P PR SR T

UCENSURE
(GROUP

101QN 12THAVE, 518 133
PENSACDLA, FL 32501

%«%‘:ﬁ% MEDCAL

RELEASE AND AUTHORIZATION

L I__Q?__W Wreby acknowledge that | have retained the service of Medical
Licensure Group and its appointad agants to carry out its duties in accordance with my request for a license to
practice medicing in the Unlted States,

To those ends, | hereby authorize all hospltals, clinics, medical Institutions, medical socletles, medical
organizations, personal references, employers, specialty boards, business and/or professional colieagues,
medical licensure boards, high school and university transcript offices, test score reporting centers, medical
schools, malpractice insurance corpanies, and attarneys who have participated In civil or criminal zctions in
which | was named party that pertaln to or directly affect my ability to obtaln or retain a state medlical license
and/or practlce medicine, to release to the stete medical licensing board and/or Medical Licensure Group and
Its authorized agents any information, flles or records, required by that particular state medical licensing board
for its evaluatlon of my professianal, educational, ethical, and physical qualifications for medical licensure,

Ihereby release the above-mentioned Individuals and entities from all liabllity for the release of information to
the state madical licensing board or its agents. '

A PHOTOCORY OR FAX OF THIS RELEASE SHALL BE AS EFFECTIVE AS THE ORIGINAL.

o Date: @ l _&2—- \'2--__,-:_

TEL: (B86) 957-9220 . Fax: (304) 212-08886 ‘ ADMINEMEDICALLGENSUREGROUR, GOM

REMZN0" A () Ceikl  ZLOETACE/EQ



To. Attn: Paula Trumbauer  Page 1 of 3 2012-04-11 19:39:12 (GMT) From: Medical Licensure Group

- LICENSURE

2o GRQUP - ..the licensing resource for busy physicians

April 11, 2012

Delaware County Memorial Hospital
Risk Management:

Tel: 610-284-8156

Fax: 610-447-2660

Attn: Paula Trumbauer

_RE: Request for Malpractice Insurance Verification and Claims History Report
Physician: Janet B. Lefkowitz, DO | Date of Birth:
‘Social Security Number:

Te Whom It May Concern:

We are assisting the ahove referenced physician in applying for a medical license in the state of
Massachusetts. To facilitate the process, please complete the attached form and provide a claims
history report (See instructions on attachment).

Dr. Lefkowitz was a Traditional Rotating Intern from 06/01 - 06/02.

@l20ler - lel 204 e
Mail the originals to the following address:

Board of Registration in Medicine

200 Harvard Mill Square, Suite 330 A
Wakefield, MA 01880 /¥
Upon completion, please send an e-mail to sdensmore@medicallicensuregroup.com with mailing o
confirmation. %,
7
/é' ._

Stephen Densmare
Licensing Specialist

Phone: (850 433.4600 + www.MedicallicensureGroup.com - infcv@MedicaiLicensureGmup.com

State medical lfcensing — Simplified.”
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RHODE ISLAND
BOARD OF MEDICAL LICENSURE AND DISCIPLINE

FULL LICENSE VERIFICATION
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PHYSICIAN: JANET BETH LEFKOWITZ, DO

DATE OF BIRTH:

LICENSE NUMBER: DO00607

DATE ISSUED: 04/25/2006

LICENSE STATUS: Active

EXPIRATION DATE: 06/30/2012

MEDICAL SCHOOL.: University of New England Coll. of Osteopathic Med
GRADUATION YEAR: 2001

EXAM: National Boards - National Boards Il

This license information was last updated on: 04/11/2012

kkkkkkkkkkkkkkkkkhkkhkkkkkkkkkkkkkhhkkkkkkkkkkkkkkhkhhhkhkkkkkkkkkkkkkrkkhhkkkkkkkk
This is to certify that the above-named physician is licensed to practice
medicine in the State of Rhode Island. There have been no disciplinary actions
taken against this physician's license.

NP

Lauren Lasso
Medical License Coordinator
Board of Medical Licensure & Discipline

April 11, 2012



Board of Registration in Medicine i ‘

200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone; (781) 876-8210 Fax: (781) 876- 8383

| STATE LICENSE VERIFICATION ; |

Aoplicant's [nstructlons: Complete the walver for release of Informallon and forward thls form to every state board
whare you are currently licensed or were gver licensed In the past, Contact the Individual state board(s) for
information on verification processing fees before you mail thig form. |

Appllcant’s Walver for Ralease of Information: i

I am applylng for licensure In the Commonwealth of Massachusetts and the Board of Reg!stratlon In Mediclne
requlres that this form be completed by each state whera | hold or have ever held licensure. | hereby authorlze the
Slgnature of

release of any Informa a3, favorable ¢r otherwise.
physlclan; 2 42 % Dat@ﬁ / 14" 112

Print or type ! I NINEZT EFOW VT2,

License numbanmm Status of licensze: JDActive [ Inactive E]Other

10 BE COMPLETED BY STATE HOARD
1. Name of medical school of graduation: "
2, Deteof graduation: ___/__ /____llcense number; Date of issue: |___ /1

3. Basls for licengure: t

Neme(s) of madical licensing exeminations(s).

4, Explration date of licensa: / /
5. Status of licanse: (check one) [ good standing [ revoked [ suspended |
6. lf revoked or suspended, pleese i
explain:
i
YES NO
7. Hes the licensee ever been on probation? | O
8, Has the licensee evar boen requested to appear bafore the board? O O
If “yes,” please explain;
Other derogatory Information: [
Remarks: |
Signed:
BOARD SEAL Print Neme: |
Title: i
State Board: Es‘ate: T
|
\

|
PLEASE RETURN THE STATE LICENSE VERIFICATION TO THE APPLICANT IN A
SEALED ENVELOPE WITH THE BOARD SEAL OR THE SIGNATURE.OF THE
PERSON COMPLETING THIS FORM ON THE BACK OF THE ENVELOPE.

£00+/200"'d (Ry4) Eri60 ZloZ/2z/e0



SUPPLEMENT FORM

PRINT NAME: Janet B. Lefkowitz, DO DATE: / /

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

QUESTIONS YES NO

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

2-A. Have you ever been terminated or granted a leave of absence by a medical school or any
postgraduate training program or have you ever withdrawn from a medical school or any
postgraduate training program or had to repeat a year of postgraduate training?

2-B. Have you ever, for any reason, been placed on probation or remediation by a medical school or
any postgraduate training program?

3. If youare a US or Canadian graduate, did you take more than four (4) years to complete
medical school; or if you are an international medical graduate, did you take more than six (6)
years to complete medical school?

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

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

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

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

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

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

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

Applicant’s Signature: fé{%?? ]gif Dale:4/ =] {2_
(/ o)

Page 5 of 17




9-C.

9-D.

10.

11.

13.

14

15-A.

15-B.

Applicant’s Signature: (7@(%6

Have you ever voluntarily relinquished any medical staff membership?

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

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

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

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

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

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

Have you ever been the subject of any termination, suspension or probation proceedings
instituted by any third-party payor, Medicare or Medicaid; or have you ever been restricted
from receiving payments from any Medicare, Medicaid (any state), or third party payors?

Have you ever had an application for membership as a participating provider rejected by
any third-party payor?

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

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

YES NO

Date: 4!51 =t
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CONFIDENTIAL INFORMATION

Before completing the following questions, refer to the instructions for definitions and additional
information. If answering “yes” to any of the questions, you must provide details on the
supplemental pages for questions #16 to 18. For purposes of the following questions, “currently”
does not mean on the day of, or even the weeks or months preceding the completion of this
application. It means recently enough to have an impact on one’s functioning as a licensee, or
within the past two years of this application.

YES DNO

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

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

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

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

If your responses to Questions 1-18 change while your application is pending, you must immediately
notify the Board of the new information.

Pursuant to M.G.L. c. 112, § 2 and 243 CMR 2.07(15), I certify that I will not charge to or collect from a Medicare
beneficiary more than the Medicare “reasonable charge” for services, in compliance with Chapter 475 of the Acts
of 1985, (Note: Signing this certification does not imply that you will participate in the Medicare program).

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

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

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

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

1 authorize the Board of Registration in Medicine to access any and all criminal case information on me held by
the Massachusetts Criminal History Systems Board.

> ; ) S/
Applicant’s Signature:_[ ‘@@? F? Dme?ji_j_f_?_l_L
( .
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Signamm/ P ' ,
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Date: ﬁbﬁ/_ig_
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PRINT NAME: ___Janet B. Lefkowitz, DO

" 4

o 3112
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Signaure: /%@%\ pue: 21 (2

Page 11 of 17



Signature:
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CONFIDENTIAL MEDICAL INFORMATION

Signature; / £ P s /)7 7§z'<_‘ Date: ﬁ'_é’(_z
o=
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

Current Status: Active License Expiration Date: 4/17/2013
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 166 Toll Gate Road
Warwick
Rhode Island - 02886
United States of America
{401) 738-6031

3) Email Address:
4) Fax Number: (401) 732-7842
5) Specialties

Obstetrics and Gynecology

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

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

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

8) Other states where you are now licensed to practice
Rhode Island

9) States where you were previously licensed
None Reported

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

WorkSite Location
None Reported

Page1 of 5 Date: 2/24/2013 Time: 7:35 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

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

12) Medical Liability Insurance Information
| am not required to have malpractice insurance.

Other

| will be the camp physician for a portion of the summer at Eisner Camp in Great Barrington, MA.
During that time | will be covered by the camp’s malpractice insurance.

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

14) Claims Made
a) New: Have you received nctification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

resolved, settled, or adjudicated during this time period?

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

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

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

employer or professional association?

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

c¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

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

Page 2 of 5 Date: 2/24/2013 Time: 7:35 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

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

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

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

Page 3 of 5 Date: 2/24/2013 Time: 7:35 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

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

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

Page 4 of 5 Date: 2/24/2013 Time: 7:35 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

Compliance with Legal Responsibilities

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

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

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

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

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

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

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

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

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

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

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

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

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

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

14)1 understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

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

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

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.

Page 5 of 5 Date: 2/24/2013 Time: 7:35 PM



Commonwealth of Massachusetts . R
. » » . » é’ I
Board of Registration in Medicine e U,
0 1y X

200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
Telephone (781) 876-8200

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of
Registration files to the entity listed below. This waiver form must be properly executed and

no other waiver form is acceptable.

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

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

action or actions it may have taken in response, to the entity named below:”

(type or print clearly)

SEND LICENSE
VERIFICATION TQ: Georgia Composite Medical Board

ADDRESS: 2 Peachtree Street, NW, 36th floor

CITY: Atlanta STATE: GA ZIp: 30303
(TYPE OR PRINT)
PHYSICIAN’S NAME:_ Janet B. Lefkowitz, DO
BUSINESS ADDRESS:___166 Toll Gate Road
STATE: Rl z[p: 02886

CITY: Warwick

MASSACHUSETTS

LICENSE NUMBER: 21954 /O\/

SlGNATUREm, )

PHYSICIAN: S - /
S

e k_&é_/ Signed under the penalties of perjury f\/

DATE: 05/02/2013 )

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



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

Current Status: Active License Expiration Date: 4/17/2015

1)} Activity Status: Active

2) Address & Contact Information

3)
4)
3)

6)

)

8)

9)

Mailing Address:

Home Address:

Business Address: 105 Collier Road, Suite 1010
Atlanta
Georgia - 30309
United States of America
{404) 355-4885

Email Address:
Fax Number:

Specialties
Obstetrics and Gynecology

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

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

Drug License Numbers
Massachusetts Federal {DEA) Federal {DEA) XS

Other states where you are now licensed to practice
Georgia

Ohio

Rhode Island

States where you were previously licensed
None Reported

10) Work Sites

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

WorkSite Location
None Reported

Page 1of 5 Date: 2/25/2015 Time: 3:57 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

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

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Doctors Co 08/01/2014 08/01/2015 Claims made with tail coverage

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

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

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

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

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

18) Other Issues

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

b) Have you taken a leave of absence from any health care facility, group practice or employer for
reasons related to your competence to practice medicine?

c) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

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

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

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

Page 2 of 5 Date: 2/25/2015 Time: 3:57 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes

Page 3 of 5 Date: 2/25/2015 Time: 3:57 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

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

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

Page 4 of 5 Date: 2/25/2015 Time: 3:57 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Janet B Lefkowitz, D.O. License No.: 251954

Compliance with Legal Responsibilities

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.

Page 5 of 5 Date: 2/25/2015 Time: 3:57 PM
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Morelli, Charlene (MED)

s s
From: Janet Lefkowitz < >
Sent: Wednesday, March 18, 2015 2:42 PM
To: Morelli, Charlene (MED)
Subject: RE: Board of Registration in Medicine

Thank you. [ thought I had changed my address when filling out the renewal online. My new and updated
address is

Please send my license to that address. Thanks again for your help.
Janet Lefkowitz

Sent vaa the Sumsang GALANY S0 8 an ATET G T smartphone

-------- Original message --------

From: "Morelli, Charlene (MED)" <charlene.morelli@state.ma.us>
Date:03/18/2015 2:15 PM (GMT-05:00)

To:

Subject: Board of Registration in Medicine

Dear Doctor Lefkowitz:

RE: License No. 251954

Your medical license was returned to the Board. The address you gave us to mail your license was
. Where do you want your license mailed?

Thank you,

Charlene Morelli

Renewals Coordinator

Licensing Division




Commonwealth of Massachusetts RFCZ"/I/

Board of Registration in Medicine . <0
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880 %, ° <Uf5
Telephone (781) 876-8200 m,%;fgsg%
g

WAIVER FOR RELEASE OF INFORMATION

>tion of this waiver will authorize the release of information from the Board of
ion files to the entity listed below. This waiver form must be properly executed and
vaiver form is acceptable.

released pursuantto this waiver is based entirely on review of open and closed

les and does not include information in the license application, renewal application
nentation that the Board of Registration is required to obtain by statute, e.g. court
nsurance verifications and information from health care entities.

» authorize and direct the Massachusetts Board of Registration in Medicine to
se any and all information it may have in its possession or control, including but not
.ited to the substance of any complaints or communication it may have received and the
uction or actions it may have taken in response, to the entity named below:”

(type or print clearly)
SEND LICENSE ‘ '
VERIFICATION TO: Alabama Board of Medical Examiners

ADDRESS: P.O. Box 946

CITY: Montgomery STATE: AL ZIp: 36101

(TYPE OR PRINT)
PHYSICIAN’S NAME: Janet B. Lefkowitz, DO

BUSINESS ADDRESS:_105 Collier Road NW #1010

CITY: Atanta, STATE: GA  ZIP: 30309

MASSACHUSETTS
LICENSE NUMBER:_ 251954

SIGNATURE OF ( z /C
PHYSICIAN: ' - 208 /70007 2:
Si, under the penalties of perju

ghed) f perjury : l}a/
DATE: 06/02/2016




Commonwealth of Massachusetts

. . L4 . . 8
Board of Registration in Medicine 7%,
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880 Cing
Telephone (781) 876-8200

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of
Registration files to the entity listed below. This waiver form must be properly executed and
no other waiver form is acceptable.

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

“I hereby authorize and direct the Massachusetts Board of Registration in Medicine to
release any and all information it may have in its possession or control, including but not
limited to the substance of any complaints or communication it may have received and the
action or actions it may have taken in response, to the entity named below:”

(type or print clearly)
SEND LICENSE
VERIFICATION TQ: Mississippi State Board of Medical Licensure

ADDRESS: 1867 Crane Ridge Drive, Suite 200-B

CITY:__ Jackson STATE:_Ms ZIP; 39218

(TYPE OR PRINT)
PHYSICIAN’S NAME: __ Janet B. Lefkowitz, DO

BUSINESS ADDRESS: Atanta Minimally Invasive Gynecologic Surgery

CITY: _ Atanta STATE: GA  ZIP:; 30309

MASSACHUSETTS
LICENSE NUMBER:__ 251954

SIGNATURE OF 77 /%‘
PHYSICIAN: /£ ;7(540%7 .

S;'g’gr;e/d under the penalties of perjury

DATE: % |\ lZO\U ot 12
,} )
This Release shall remain valid for one (1) year from the date Ofex%\ l/’

\:_gklﬁ\\. > \5’ \
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lD D/ Commonwealth of Massachusetts o) fedicing
Board of Registration in Medicine

A AY
e ff e 200 Harvard Mill Square. Suite 330, Wakefield. MA 01880

Telephone (781) 876-8200

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of
Registration files to the entity listed below. This waiver form must be properly executed and
no other waiver form is acceptable.

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

“I hereby authorize and direct the Massachuseris Board of Registration in Medicine to
release any and all information it may have in its possession or control, including but not
limited to the substance of any complaints or communication it may have received and the
action or actions it may have taken in response, io the entity named below:"

{fype or print clearly;
SEND LICENSE
VERIFICATION TO: State of Flonda Board of Osteopathic Mediane

ADDRESS: 4052 Bald Cypress Way, #C-00

CITY:_Tallahassee STATE: FL zip- 32399

(TYPE OR PEINT)
PHYSICIAN'S NAME: Janet B. Letkowz, DO

BUSINESS ADDRESS:_105 Collier Road NW 21010

CITY:_ Adanta STATE:_GA __ ZIP:__ 30309

MASSACHUSETTS
LICENSE NUMBER: 251954

SIGNATURE OF

PHYSICIAN: {,._/ ),;/)

1—""

SMM the penalties of perjury
DATE: 07/31/2018

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



RECEIVED

aug 7200

P o 3k Meclicine
Roard of Registration in Medicing

Board of Registration in Medicine — Licensing Division

Today's Date: 07/31/2019
Dear Doctor Lefkowitz:

Renewal of your medical license will occur on your first birthday after your license is issued,
unless your birthday falls within ninety (90) days of your license issue date. If your first
birthday is within the 90 day time period that your license is issued, you will not be required to
renew your license until your following birthday. Example: If your birthday is September 1,
2015 and your license is issued on July 1, 2015, your renewal date will be September 1,
2016. However, if your birthday is September 1, 2015 and your full license is issued on
January 1, 2016, you will have to renew your license on September 1, 2016. Renewals
thereafter will be on a two-year birthday cycle.

Sincerely,

Licensing Division

Please select one of the boxes below, sign and date this form and return it to the
Licensing Analyst.

E} Do not hold my full application; send it to the Board as soon as it is completed.
[] Hold my full application until it is within the 90 day time period

My birthdate is :
Signature: %?A’{m% Date: /4 & /1 9

s/licensing/forms.birthdayrenewal.2.03.2011




RECEWVED
g 7200

aeatinn i Medicine
aoard of Registraton in Medich

August 1, 2019

To the Massachusetts Board of Registration —

Please know that in October 2013 | moved to Atlanta, GA as my husband’s job took us
there. After a few months of helping to get my family settied in our new community, |
continued (and continue) my work in OB/GYN, inclusive of being a staff physician, in
private practice with admitting privileges at a large regional health system. When the
renewal for my Massachusetts license came about in 2017, | was fully engaged in my
work here in the south, not anticipating that my circumstances would change again. |
did not renew my Massachusetts license at that time. Then in October of 2018, my
husband started a new job in Massachusetts. And while we have considered a
‘commuting” situation, my decision is to join my husband in Massachusetts, and to re-
establish myself professionally there.

Thank you for your consideration,

Janet Lefkowitz



APPLICANT'S NAME: Janet B. Lefkowilz, DO

MA License Number: 251954
Date license revived: / /

Board of Registration in Medicine EWED
. % HELJt‘\!
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383
www.mass.gov/massmedboard

LAPSED LICENSE APPLICATION

Application Fee: Please enclose a check or money order in the amount of $700.00 in U.S. currency, made
payable to the Commonwealth of Massachusetts.

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

Lefkowitz Janet Beth
Last Name (type or print clearly) First Middle Suffix (Jr, etc.)

Medical Degree: [ |M.D. R D.O. [1Ph.D. []Other degree

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

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

Date of Birth: , , Social Security Number:
Month Day Year

National Provider Identifier (NPI) Number __ 1235149865

Place of Birth:

City State/Province/Territory Country if not USA

Home Address:

Number and Street

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

Business Address: 1968 Peachtree St NW
Number and Street
Allanta, GA 30309

City State/Province/Territory Zip (or postal) Code
Business Home
Telephone: (_404 ) 355 - 4885 , ext. Telephone: ( )
E-mail Address: . Fax Number:
Preferred Mailing Address: [T] Business Address gHome Address

Lapsed Lic App — Form 2 (Application), Page 1 of 4, Rev. 3/15
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APPLICANT'S NAME:__ Janet B. Lefkowitz, DO

Postgraduate Education

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

Traditional Rotating -'ﬂn- E-
Facility: Delaware County Memorial Hospital Position: Internship 06 /01 /2001 06 / 30 /2002
Street: 501 North | ansdowne Avenue City: _ Drexel Hill, State: PA
OB/GYN Internship
Facility: __St. Francis Hospital Position:_Resigency 07 /01 /2002 _ 06 /30 /2006
Street: _114 Woodland Street City: _ Hartford, State: GT
Facility: Position: / / / /
Street: City: State:
Facility: Position: / / / /
Street: City: State:
Facility: Position: / / / /
Street: City: State:

Hospital Affiliations and Employment

List in chronological order all hospital appointments where you had active staff privileges, including the name
and address of the facility, your position and dates of affiliation in postgraduate training. Also include periods
of unemployment or employment outside of medicine. Do not include postgraduate training facilities. Attach a

separate sheet of paper if necessary.

From To
Facility: _Kent County Hospital Position:Attending Physician 08 / 01 /2006 06 /30 /2016
Street: _ 455 Toll Gate Road City: __ Warwick, State: RI
Facility:_ Women & Infants Hospital Position: Attending Physician _ 08 / 01 /2006 06 /30 /[ 2016
Street: 101 Dudley Street City: _ Providence, State: RI
OBIGYN Private
Facility: i Position: Practice 08 /01 /2006 12 /31 /2013
Street: 166 Toll Gate Road City: State:
Warren Alpert Medical School Clinical Instructor in

Facility:_of Brown University Position: OB/GYN 09 /01 /2010 06 /30 /2016
Street: Women and Infants Hospital 101 Dudley Street City: _Providence. State: Rl
Facility:_Atlanta Minimally Invasive Gynecologic Surgery Position: Attending Physician _10 / 01/ 2014 _PRE/SEN /T
Street: _ 105 Collier Road NW #1010 City: Atlanta State: GA

Piedmont Hospital Attending Physician 10/ 01 /2014 Present

1968 Peachtree St NW

Lapsed Lic App — Form 2 (Application), Page 2 of 4, Rev. 3/15

Atlanta,

GA




APPLICANT'S NAME: Janet B Lefkowitz, DO

Medical Malpractice Information

My medical malpractice insurance coverage is by: glnsurance carrier [_| Letter of Credit
Print name of insurer: __ THeE- TX2ADES [ APANM
Policy dates:  From: 9! \ \T\Al' To.  PeeseNT

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

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

Explain exemption

Continuing Professional Development (CPD) (formerly Continuing Medical Education)

Read instructions for CPD requirements on page 3 before completing.

Activity status: ¥ Active [] Exemption

Category 1 credits rQQ Risk Management Category 1 /(D
Category 2 credits Risk Management Category 2

Continuing Professional Development credit requirements must be completed before the lapsed license can
be revived.

1. You must complete training to recognize and report suspected child abuse or neglect. Have you completed

the required training? (See instructions.) &Yes [T No (Your license will not processed until you
complete the required training.)

2. List other states (abbreviations) where you are currently or have ever been licensed: R PACT MA GAMS FL OH AL

3. A. Are you certified by the American Board of Medical Specialties (ABMS)? E’Yes [ I No
B. Are you certified by the American Osteopathic Association (AOA)? [ ]Yes No

4. List only ABMS certification(s): _American Board of Obstetrics and Gynecology - OB/GYN

5. Reason for requesting revival of lapsed license in Massachusetts:

MoOVINE BACK T -WWEAST AND PLAN TO RES|LE
+ WOOEKE (N MASSACHUS il
6. Please attach your current curriculum vitae listing the months and years of education, training,
clinical activity and work history since your graduation from medical school.

Lapsed Lic App — Form 2 (Application), Page 3 of 4, Rev. 3/15



APPLICANT'S NAME:__Janet B. Lefkowitz, DO

CERTIFICATIONS

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

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

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

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

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

6) | certify that | have complied with my obligations to report a physician to the Board of Medicine, pursuant to
G.L. c. 112, sec. 5F, when | have a reasonable basis to believe that person violated any provisions of G.L.
c. 112, sec. 5 or any Board regulation.

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

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

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

10) | certify that | have complied with my obligations related to the withholding and remitting of child support
pursuant to G.L. c. 119A.

11) | certify that | have complied with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to G.L. c. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

Under the pains and penalties of perjury, | declare that | have examined this Lapsed License
Application and all of its accompanying instructions, forms and statements, and, to the best of my
knowledge and belief, the information contained herein is true, correct and complete.

’-/W ' > )7 .
Signature: (; 4/5/%7@ Date: O 1 19
s %‘ 4 [gl a
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAI : Fg
YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Lapsed Lic App — Form 2 (Application), Page 4 of 4, Rev. 3/15



COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
www.mass.gov/massmedboard

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

I, JanetB.LefkowtzDO === I —
(type/print your complete name)

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

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

law enforcement agency, or other third parties and organizations and their representatives to release information,

records, transcripts and other documents concemning my professional qualifications and competency, ethics,

character and other information pertaining to me to the Massachusetts Board of Registration in Medicine,

1 further request and authorize that the requested information, documents, and records be sent directly to:
Board of Registration in Medicine
200 Harvard Mill Square, Suite 330
Wakefield, MA 01880

Attention: Licensing

Immunity and Release

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

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

A photocopy or facsimile of this authorization shall be as valid as the original and shall be valid up to one year
from the date signed.

- 112/l
DatclofSiéna?Q«f'?\\@ )L_/

Applicant’s Printed Last Name, First Name, Middle Initial, Suffix (e.g., Jr.)

Applicant’s Date of Birth ('ﬁallfh;’cﬁyffyiear) -

Lapsed Lic App — Form 5 (Authorization for Release), Page 1 of 1, Rev. 7/14



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

MEDICARE/TAX FORM

INSTRUCTIONS:

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

Janet B. Lefkowitz, DO
(type or print name)

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

SIGNED: ‘ZZZSE‘LW/% pate: 4| I@j (9

‘ A \'2.\\"9) s -

Social Security Number:

I E A S E R RS SRR E R E SRS R RS SRR SRR R R R R R RS RS EREEEEEEEEEREEEREREEERESEHS]

Massachusetts General Laws Chapter 112, §2, and 243 CMR 2.07 (15) require that
you complete the following statement:

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

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

DATE: ﬂ/ 19
=(2li9
)\_/

SIGNED:

Lapsed Lic App - Form 4 (Medicare/Tax Form), Page | of 1, Rev. 7/14



ELECTRONIC HEALTH RECORDS (EHR) PROFICIENCY FORM

Pursuant to M.G.L. ¢. 112, § 2, an applicant for licensure must demonstrate proficiency in the
use of electronic health records (EHR). This is a one-time requirement.

Complete Section 1 (Demonstrating Proficiency) OR Section 2 (Claiming an Exemption)
and Sign in Section 3.

SECTION 1. DEMONSTRATING PROFICIENCY
1. Ihave demonstrated proficiency in the use of EHR in one of the following ways:

Participation in a Meaningful Use program as an eligible professional:

Z Employment with, credentialed to provide patient care at, or in a contractual agreement
with an eligible hospital or critical access hospital with a CMS Meaningful Use program;

____ Participation as either a Participant or an Authorized User in the Massachusetts Health
Information Highway.

___ Completion of 3 hours of a Category | EHR-related CPD course that discusses, at a
minimum, the core and menu objectives and the Clinical Quality Measures (“"CQMs") for
Meaningful Use.

SECTION 2. CLAIMING AN EXEMPTION (Exemptions must be claimed each licensing
cycle, if applicable. If you are exempted from the EHR proficiency requirement, please select
the appropriate exemption.)
2. Tam exempt from the EHR Proficiency requirement because I am an applicant
who will not be engaged in the practice of medicine as defined in 243 CMR 2.01(4); or
~on active duty as a member of the National Guard or of a uniformed service called into
service during a national emergency or crisis.

SECTION 3. SIGNATURE

I, the undersigned applicant, hereby certify that all information included in this EHR Proficiency
Form constitutes a true statement made under penalties of perjury.

NAME:M& ~ DATE: 41’3?1ﬁ

{9 i

Lapsed Lic App - Form 8 (EHR Proficiency Form), Page 1 of 1, Rev. 3/15




Janet Lefkowitz, DO, FACOG

EMIPLOYMENT

Chief Medical Officer April 2016 - Present
Planned Parenthood Southeast, Atlanta, GA
Responsible for hiring, community relations, orientation, education, privileging, quality, and performance for all licensed clinical staff
across all clinics in Alabama, Georgia and Mississippi. Direct provision of patient care and consultation with clinicians including
direction of all specialized services. Accountable for internal audits, medical records, accreditation reviews, and medical standards
and guidelines.

e Increased clinicaf staffing by over 20% during a time of low unemployment and'a charged political environment.

e Led clinical staff and senior staff to bring all clinics to full accreditation status.

e  Accountable to state regulatory bodies in three states as the Medical and Lab Director of-record.

Gynecologist October 2014 —~ Present
Atlanta Minimally Invasive Gynecologic Surgery, Atlanta, GA

Provide wide range of reproductive health service in private gynecologic practice. Treat patients in clinical, hospital and surgical
sertings. Participate in inter-practice call coverage group of five physicians.

Attending Staff Physician October 2014 -~ Present
Piedmont Hospital and Piedmont Clinic, Atlanta, GA

Part of Piedmont Clinic staff. Graduate of the Piedmont Leadership Academy. Provide hospital on-call coverage. Participated in
Grand Rounds for the Women’s Health & OB/GYN Services Department.

Ohstetrician and Gynecologist March 2014 — March 2016
Locum Tenens / independent Contractor, Various Locations

Provided obstetric and gynecologic care in hospital settings on a per diem basis in Rhode Island and Ohio. Covering attending
physician in teaching hospital to assist in resident training.

Obstetrician and Gynecologist August 2006 — October 2013
Caring for Women, Warwick, Rl

Provided wide range of reproductive health service in private obstetric and gynecologic practice. Treated patients in clinical,
hospital and surgical settings. Participated in inter-practice call coverage group of eight physicians.

Attending Staff Physician August 2006 — lune 2016
Kent County Hospital, Warwick, Rl

Part of Kent County Hospital clinical staff. Provided hospital on-call coverage. Participated in-Grand Rounds forthe Women’s'Health
& OB/GYN Services Department. Treasurer of Department of OB/GYN and member of hospital-wide Quality Improvement
Committee.

Attending Staff Physician August 2006 — June 2016
Women & infants Hospital, Providence, Ri

Part of Women & Infants Staff and Teaching Faculty. Provide hospital on-call coverage. Participated in Grand Rounds for the
OB/GYN Services Department.

Clinical instructor August 2006 — June 2016
Warren Alpert Medical School of Brown University, Providence, Ri

As member of the community clinical faculty, participated in the education and training of OB/GYN residents and medical students

in the clinical, hospital and surgical settings. Honored with several excellence in teaching awards, including Top Community-based
Faculty Teacher of the Year Award.




Janet Lefkowitz

AWARDS AND RECOGNITION

Chief Resident Community-Based Faculty Award
Warren Alpert Medical School of Brown University / Women & Infants Hospital, Providence, Rl

Top Community-based Faculty Teacher of the Year Award
Warren Alpert Medical School of Brown University / Women & Infants Hospital, Providence, RI

Excellence in Teaching Award
Warren Alpert Medical School of Brown University / Women & Infants Hospital, Providence, Ri

APPOINTMENTS

Board Member
Temple Sinai, Atlanta, GA

Board Member
Planned Parenthood Southeast, Atlanta, GA

Co-Chair Sisterhood
Temple Sinai, Atlanta, GA

Quality Improvement Committee
Kent County Hospital, Warwick, RI

Treasurer
Department of OB/GYN, Kent County Hospital, Warwick, R

CarelINK Physician Advisory Group
St. Francis Hospital and Medical Center, Hartford, CT

Histology Teaching Assistant
University of New England College of Osteopathic Medicine, Biddeford, ME

MEMBERSHIP

Georgia OBGYN Society, 2014 - Present

Georgia Osteopathic Medical Association, 2018 - Present

New England Obstetric and Gynecology Society, 2006 - Present

Fellow, American College of Obstetricians and Gynecologists, 2002 - Present
American Osteopathic Association, 1996 —Present

Rhode Island Society of Osteopathic Physicians & Surgeons, 2006 - 2016

2012 - 2013

2010 - 2011

2007, 2009, 2010

2015 - 2017

2045 - 2016

2015 - 2016

2010 - 2013

2009 — 2013

2005 - 2006

1998 — 1999
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RECEIVED

PRINT NAME:  Janet B. Lefkowitz, DO AUG 7 2018 DATE: 08 / 01

;19

Board of Registralion in Medizine

LAPSED LICENSE APPLICATION SUPPLEMENT

PRINT NAME: JanetB. Lefkowilz, DO DATE: 08 7 01

/19

IMPORTANT NOTES

For purposes of the following questions, the time period is from the time you signed your last Massachusetts
license application to the present,

If you answer “yes” to any of these questions, you must provide the additional information on pages 5-9.

QUESTIONS YES

l.

5-B.

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

Have you surrendered a license to practice medicine or any professional license or has
your license or certificate been revoked? (You do not need to report a lapsed license.)

Have you been denied American Board of Medical Specialties or American Board of
Osteopathic Medicine certification or has your certification been suspended or revoked?

Are you aware of any pending investigation or inquiry into your professional conduct by
any entity or are any disciplinary charges pending against you?

Have you relinquished any medical staff membership or association with a health care
facility?

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

Have you withdrawn an application for hospital privileges or appointment, or have you
been denied medical staff membership, advancement in medical staff status or
association with a health care facility, or has such denial been recommended by a
medical staff committee, administration or governing body?

Have you been charged with any criminal offense? (You must report being arrested,
arraigned, indicted or convicted, even if the charges against you were dropped, filed,
dismissed, expunged or otherwise discharged. A charge of operating under the influence
or its equivalent is reportable. A medical malpractice claim is a civil, not a criminal,
matter and need not be reported for purposes of this question.)
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Has your privilege to manufacture, distribute, administer, possess, dispense or prescribe
controlled substances been suspended, revoked, denied, restricted or surrendered, or have
you been called before or warned by any state or other jurisdiction including a federal
agency regarding such privileges?

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

Have you had an application for membership as a participating provider denied by any
third-party payor, Medicare or Medicaid (any state) or have you been the subject of any
termination, suspension or probation proceedings instituted by any third-party payor,
Medicare or Medicaid (any state) or have you been restricted from receiving payments
from any third-party payor, Medicare, Medicaid (any state)?

Has any medical malpractice claim been made against you, whether or not a lawsuit was
filed in relation to the claim or has such a suit been settled, adjudicated or otherwise
resolved?

Has any lawsuit, other than a medical malpractice suit, been filed against you which is
related to your practice of medicine or has such a suit been settled, adjudicated or
otherwise resolved?
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CONFIDENTIAL INFORMATION

If answering “yes” to any of the questions, provide details on the supplemental pages for questions 11 to 13. For
purposes of the following questions, “currently” does not mean on the day of, or even the weeks or months
preceding the completion of this application; it means recently enough to impact one’s functioning as a physician.

YES NO

11. Do you have a medical or physical condition that currently impairs your ability to
practice medicine?

12.  Have you engaged in the use of any substance(s) with the result that your ability to
practice medicine is currently impaired?

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

If you have a substance use disorder or mental or physical health diagnosis that impacts your ability to practice
medicine, the Board encourages you to seek assistance voluntarily and to abide by any recommendations of your
health care provider.

When the Board receives notice of a substance use disorder, its primary mission is to protect the public; however,
the Board also seeks to ensure successful rehabilitation through the physician’s participation in approved
treatment programs and supervised structured aftercare. Similarly, when the Board receives notice of a mental
health or physical health diagnosis that impacts a physician’s ability to practice, the Board needs to ensure that
the physician can practice medicine safely.

In regard to issues of physician impairment, whether the impairment is caused by a substance use disorder, or a
mental or physical health diagnosis, the Board works cooperatively with the Massachusetts Medical Society’s
Physician Health Services (PHS) and encourages physicians to contact PHS to determine what services may be
available to them in order to ensure their safe practice of medicine. Please call PHS at (781) 434-7404.

If your responses to Questions 1-13 change while your application is pending, you must
immediately notify the Board of the new information.
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CERTIFICATIONS

e Pursuant to M.G.L. c. 112, § 2 and 243 CMR 2.07(15), I certify that T will not charge to or collect from a
Medicare beneficiary more than the Medicare “reasonable charge” for services, in compliance with Chapter
475 of the Acts of 1985. (Note: Signing this certification does not imply that you will participate in the
Medicare program).

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

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

e Pursuant to M.G.L. c. 119, § 51A, I certify under the penalties of perjury that I will fulfill my obligation to
report abuse or neglect of children.

e I will read the Board’s regulations, 243 CMR 1.00 through 3.00.

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

SIGNATURE: @’ %/?7% DATE:. S / |/ 19
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