Commeonwealth of Massachusetts ) i

Board of Registration in Medicine . 2 5!

200 Harvard Mill Square, Suite 330, Wakeficld, MA 01880 % /:) f}h
Telephone (781) 876-8230 '2’?9;;3 o ‘?f\
N~

WAIVER FOR RELEASE OF INFORMATION

Complction of (his waiver will authorize the release of information from the Board of
Registration files to the entity Iisted 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 s required 1o obtain by slatute, e.g. court
documecuts, insurance verifications and information from health carce entitics.

Ul hereby authorize and divect the Massachusetts Board of Registration in Medicine to
release any end all information it may have in its possession or control, including but not
limited to the substance of any compluints or communication it may have received and the

action or actions it may heve taken in response, fo the entity named below:™

frupe or print elearly)
SEND LICENSE . . .
verrieationto:_Medical Board pf Californig

ADDRESS: 2005 E\/QV“%(‘{@V\ Street Suyle [A00
crry: Q0L ANMENTD srate: O zip. AGTHE
Tveciaes iame Sayad Helene  Avevibacih

BUSINESS ADDRESS: - N

CITY: _y STATE: FA

»

MASSACHUSETTS 9155 9_5 O

LICENSE NUMBER:

SIGNATURE OF w/\
PHYSICIAN:

Signed under the penalties of perjury

DATE: (0/14/12

SR



BOARD OF REGISTRATION IN MEDICINE
00 Husvard Mill Square, Siite 330

Karah H Averhach M.




| Cefnmonwealth of Massachusetts _ g
Board_of Registration in’ Med:cme S

200 Har\iard Min Square Suite, 339

Wakef‘etd Massachuseits 01 885
(781) 878 8200 B

E_VAL Li PATRECK _Enforcement Dmsuon Fax {781) 876 8381
GOVERNOR _ ;‘;ﬂ Legat Division Fakx: (781) 876-8380
UHMOTHY: B, MURRAY - L:eensmg Dwssaon Fax (781) 875—8383

LIEUTENANT ‘GOVERNOR 0

__._‘Ci;’ﬁ‘i"‘_’;_'bzf.‘B?ﬁi”%frét"ion:_:i"ﬁ:' Medlicine '—:Liéeﬁls.iﬂg Division -
Apiil 17, 2013~
“Dear Doctor Averbach .

Rén'eWai o'f yeijr "m‘edieal license W'iit' -éécur- on your first frét birthday aftéir'y’ciur'iibenéé!

is ESSUEd uniess your btrthday faIEs wnthm nmety (9()) days of your !zcense assue -

date If your ﬁrst blrthday IS w1th|n the 90 day time perlod that your Itcense is

d:3 ou wﬁl not be requnred to renew your Ilcense untll your foffewmg blrthday

" Example If your b:rthday fal!s on September 1 2012 and your Eucense is |ssued on

iy A, 2012, your renewal date wi il be Sepiember 1 2013 Howeve

-‘-'ib;rthday fails on September 1 2012 and your full hcense rs |ssued on January ‘E

g 2012 you w; Il be regulred to rene Ay your bnrthday ef Septem ber 1 2012,

'.gRenewals thereaﬂer will be on a two-year b;rthday cycle. Please select ene of the ' |

R ‘**El_ease-jselecrtl_on of the boxesbela

: _;’an_non_a w;fﬁﬁ*ppgze,aﬁ i send it to f_hé;_a;s:;;i:'as soon as it is completed.

3| E] Hold my fu|l applacatlen untnl it':s w;thtn the 9{) 4 "y tlme perlod

j;@;jy';iirth d‘ate-i's'.” ',gnataré:'m
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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/massmedboard

FULL LICENSE APPLICATION

auLpawy L
woressiEay 10 1ot
0100 £ 0 gy

Application Fee: Please enclose a check or money order in the amount of S600.00 made payable 10 the Commonwealth of
Massachuseus. The application fee is non-refundable.

Type of License X} initial Fuli License [] Administrative License [ volumeer License
Check Oge: {& U.5./Canadian Graduate {1 International Graduate

Leral Name {do not use nicknames or initials, unless they are pant of your legaf name)

Averbach Sarah Helene

Last Name (type or print clearly} First Middle Suffix (Jr., etc.)
] M.D. ] D.O.D Ph.D [3 Other degree B Male [& Female

Other Namels) Used - List any other name(s) you have used which may appear on your identifying documents, such as

medical education and examination records. I not applicable, check here B

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

Daie of Birth: . Social Security Number: _

Month Day Year

Place of Birth:

City State/Province/Temitory Country if not USA

*Mailing Address: : - - - Telephone:

Numher and Sireet

City State/Province/T erritory Zip {or postal) Code

Home Address: - - Telephone:
Number and Sireet

City State/Province/Territory Zip {or posial) Code

330 Brookline Ave, Kirstein 3 617-667-2285

Business Address: Telephone:
Number gnd Street
Boston MAa 02215
City State/Province/Territory Zip {or postal) Code

617-667-0842

" E-mail Address: e Fax number:

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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Sarah Helene Averbach, MD

PRINT NAME: PAGE 2 OF 5 4
i
From To it
Facility: University of California San Diego Degree: BS 09 /01 498 06 /30 /03 !
Street: 9900 Gillman Drive City: La Jolla " Srate: CA
Facility: Degree: I A S A |
Streei: Cily: Siate
. . . From To
Faciity: University of San Francisco Degree: MD 08 /_21—;}4 0_5115 /09
Sireet: 505 Parnassus Drive City: _San Francisco “Qiate:  CA
Faality: Degree: I A R A |
Street: City: State
Date of medical school graduation: 08 /2008
: 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.

© List all postgraduate training in chronological order {rom medical school to the present. Include the name and

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

Facility:_Beth Israg| Deaconess Medical Cir,

Position; Resident

From To

06/12 /08 08/14/13

Sireer: 340 Brookline Ave City: Boston Qate: MA
Facility: Position: A A S
Sweet: City: Stale
Facility: Position: YA SR A
Swreet: City: State

Facility: Position; A A S S
Street: City: State

Facility: Position: N A A S )
Streel: City: State




PAGE3 of 3
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Please contact the appropriale examination entity and have certified ranscript of your scores sent directly to this
Board. If you are using FCVS, your examination scores will be sent 1o the Board with your credentials packet.

oo

List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC,
Eic.).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 {(Momh/Year) Passed (P) or Failed (F) Namber ol anempis -
USMLE Step | 4/06 @r [OF !
USMLE Step 11 CK B/16/07 CS 2/09 X p Ok 1
USMLE Step 111 2 ®p [OJF !
NBME Part | | e [F

NBME Part 11 Jer [JF

NBME Part 11l _ e L[LF

FLEX Component 1 (] Jr

FLEX Comgponeni 2 1p JF

FLEX Pre-1985 (irp [JF

NBOME Part | ; (1p []F

NBOME Part il . e  [OF

NBOME Part i e [drF

COMLEX Levei | e [IF

COMLEX Level 2 (e [IF

COMLEX Level 3 Or OF

COMVEX e [OF

LMCC -~ Single e [F

LMCC - Part | e ([F
LMCC—Pant il e [IF

State Board Exam Oe  [OJF

(State of examination)



PRINT NAME: SARAH HELENE AVERBACH, MD PAGE 4 OF 5

List hospital appointmenis, in chronological ardeg, where you had active staff priviieges. [rclude the name and
address of the facility, your position and dates of affiliation. Alsc include periods of unemployment or
employment outside of medicine. Atach a separate sheet of paper i necessary.

From To
Facility: Position; A Y A A
Sireet: City: . State:
Facility: Position: T O Y A
Street: City: Stale:
Facility: Position: I A S S A
Street: : City: Siate:
Facility: Position: I A N
Streel: City: State:

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

2. a) Arc you certified by the American Board of Medical Specialties? [] Yes No
h) Are you certilied by the American Board of Osteopathic Medicine? [] Yes No
3. List Board Certification(s): Certification date; ! I
Certification date: / /I

4. List your practice speciali(ies) OB/GYN

5. Have you campleted the Opioid and Pain Management training (sce Fuli Instructions, page 3) Yes [ ] No

. S itl be practicin n
6. Reason {or requesting a Massachusets medical license: | will be practicing OBGYN

the Harvard Faculty Medical Physicians Practice

7. Name of Faci]i{y; Bowdoin Streat Health Center

230 Bowduoin Sireet o Dorchester, MA
City:

Address:
8. Anticipated starting date in Massachuseus: 07__ /01 /2013

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

Under the penaltics of perjury, 1 declare that | have examined this full application and ali its
accompanying instructions, forms and siatements, and to the best of my knowledge and belief, the
information comtained 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 {or conviction and pending
criminal case information from the Criminal History Systems Board only and that it will not necessarily
disqualify nfe from licensure.

A 04 / 2 1?013 _

Signature of Applicant Month Day Year
{Continued on page 5)

Revised: 4.30.2012

P

€ damt

L
.-

T s

Y




Page 1 of 1 ol

Boston Unlversity School of Maediing 4
Contining Megical Edwcauon .}E
72 East Concord Sireet, A402 i l.;
Boslon, Massachussits 02118 - . ! :
T 8176384605 F 8178384905 N .
wwea, b pduiome ' +

n

Sarah Averbach, MD
26 Wenham Stieet Apl 1
Jamaica Plain, MA 02130

Boston University Schoof of Medicine

certifies that

Sarah H Averbach, MD

has participated in the enduring material tilled
Safe and Effective Opioid Prescribing for Chronic Pain: Internet Module 1

and is awarded 1.00 AMA PRA Category 1 Cradif{(s)™.

Date Completed: March 9th, 2013
Maximum Credits: 1

Score: 83

‘This activity has beun planned and implemented in accordance with the Esseniial Areas and Policies of the Accreditation Ceuncil for Continuing Medical Education (ACCME)
through the join: sporsorship of Boston University School of Medicine and the Massachusens Hoard of Registration in Medicine. Beston University Schaol of Medidine is accredited
by the ACCME 1o provide comfnuing medical education for physichins,

Boslen University School of Medicine designates this endfuring material for a maximum of 1 AMA FRA Cafegory 1 Credit(s] ™. Physicians should claiin enly the credit
commensarate with the extent of their partidpatian in the activity.

This progras meets the criteria of the Massachuselts Board of Registration in Medicine for 1 hour of rish management study.

This program meets the aiteria of the Massachuselts Boazd of Registration in Medicing for 1 hour of opickd education.

Qo)\;%vv\ Womud s,

£y
Barry M. Maouel, MDD,
Aavociang 1an

http//wwiw.opioidpreseribing.com/module I -certificate _ 3/9/2013



Page 1 of 1
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Boaton University School of Medicing
Conbnuing Med«cal Education

4 A L

EERH o S

72 £exi Concord Steal, AAOZ
Boston, Massachusatie 02118

T 817-838-4805 F 617-638-4905
wewve o dufome

Sarah Averbach, MO
26 Wenham Sireel Apt §
Jamaica Piain, MA 02130

Boston University School of Medicine

certifies that

Sarah H Averbach, MD

has participated in the enduring material {illed

Safe and Effective Opioid Prescribing for Chronic Pain: internet Module 2

and is awarded 1.00 AMA PRA Category 1 Credil(s)™.

Data Completed: March 8th, 2013
Maximum Credits: 1

Seore: 106

cas and Policies of the Accreditation Coundil for Continuing Medical Education {ACCME}

This aciivity has been planned apd implemented in accordance with the Essermial Az
chusetss Board of Registration in Medicine, Boston Uriversity School of Medicine is accyedited

thratgh the joint sponsorship of Boston University School of Mexlidine and the Massa
by the ACCME to provide continving medical education for physidans.

Boston University School of Medicine designates this endusing material for 3 masimum of 1 AMA PRA Celegory 1 Credit{s)™. Physicians should claim only the credia

commensurate with the extent of their parsicipation in the activity.
This program mects the criteria of the Massachuseits Board of Registeation in Medicine for 1 hour of tisk management study.

This programt meets the critera of the Massachusetts Board of Registration in Meditine for 1 hour of opinid education.

%%N.\Maw,u&‘,m‘

Rarry M. Manwed, M.E,
Aswaitate Dean

htlp://www.opioidprescribing.com/modu]e__?_-ccrtiﬁcale 3/9/2013
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Beston Universily Schoot of Medicine £ E
Contsaniing Mocicat Educaton t *
72 East Concord Sket, A402 1 "
Boston, Massachuseus 02118 - oy
T G17-636-4605 F B17-536-4905 -
whww.bu.eduome Ly

&

1] M

Sarah Averbach, MD
26 Wanham Street Apt 1
Jamaica Plain, MA 062130

Boston University Schoel of Medicine

certifies that

Sarah H Averbach, MD

has participated in the enduring material titted

Safe and Effective Opioid Prescribing for Chronic Pain: Internet Module 3
and is awarded 1.60 AMA PRA Category 1 Credit(s)™.

Date Completed: March Sth, 2013
Maximum Credits: 1

Score: 75

This activity has beent planned and tmplemented in accordance with the Essenfial Areas and Policies of the Avcreditation Counil {or Continuing Mudicat Education [ACCME) ’
through the joint spensorship of Baston University School of Musdicine and the Massachusels Board of Kegistralian in hMedicine, Boston University School of Modidne is acczedited
by 1he ACCME to provide continuing medical education fos physicisns.

Boston Uriversity School of Medicine designates this enduring materiat for 3 masimum of 1 AMA PRA Categney 7 Cradit(s) ™, Physicians shoutd daim only the credit
commensuiate with the eazent of their parlicipation in the acrivity.

This pregram meets the eriteria of the Massachuselts Board of Registration in Medicine for | hour of risk management study.

“Fis program mevts the eriteria of ihe Massachusctts Board of Regisiration in Medicine for t hour of opioid education.

RUTS TR

pvd
Rarer M. Manuel, M1
Auuciate Dean

http://www.opioidprescribin g.convmadule_3-certificate 3/9/2013
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Boslon Unlveralty Schoot of Meditine

Continuing Medical Education A&
Ty
72 East Concord Strael, AdO2 )
Boston, Marsachusens 02158 £
1 837-636-4605 F B17-638-4505 [ b
v, Ber odufane

Sarah Averbach, MO
26 Wenharn Street Apt 1
Jasmaica Plain, MA 02130

Boston University Schoot of Medicine

certifies that

Sarah H Averbach, MD

has participated in the enduring material titted
Safe and Effective Opioid Prescribing for Chronic Pain: Internet Module 4
and is awarded 1.00 AMA PRA Calegory 1 Credit{s)™,

Date Completed; Masch 9th, 2013
Maxirnem Credits: 1

Score: 100

This activity has been planned and implemented in accordance with the Essential Aveas and Palicies of the Accreditation Coundl for Continving Medical Education (ACCME}
Ihrough the joint sponsorskip of Boston University Schoal of Medicine and the Massachusetts Board of Registration in Medicine. Boston University School of Medicine is accredited
by the ACCME to provide tontinuing medical education for physidans.

Boston University School of Medicine designates this enduring material for a maximum of 7 AMA PRA Category 1 Credilfs)™. Physicians should daim onty the credit
commoensurate with the estent of their participation in the activity,

‘This program mecls the criteria of the Massachuselis Board of Registration in Medicine for | hour of risk management study.

‘This program meels the criteria of the Massachusets Board of Registration in Medicine far § hour of apioid education.

_ QON\HN.“'hmuﬁ.ms.

Barny- M. Munudd, LD,
Asaciate Dean

hitp://www.opioidprescribing.com/module_4-certificate : 3/9/2013



NATEONAL PROVIDER IDENTIFIER (NP1}

The primary purpose of the NP is to uniquely identify health care providers as “health care providers™ in HIPAA
standard transactions. The NPI will replace alf other identifiers assigned 10 health care providers, such as those
assigned by health plans, government programs and health care purchasers for purposes of conducling these
business transactions. Under the final HIPAA NPI Rule, all individual and organization covered providers were

required to obtain an NPI by May 23, 2407,

=3 " N
LN P Py

4

You nust supply the Board of Registration in Metltcmc with your valid NPL 1f you do not have
an NPI number, you can apply for an NPI directly by using the NPPES web site at

www.NPP ES.cms.hhs. 20V,

My current NP1 is: @@E

Penalties for Falsifving Information on the National Provider Identifier Application

18 U.S.C. 1001 authorizes criminal penafties against an individual who in any matter within the jurisdiclion
of any department or agency of the United States knowingly and willfully falsifies, conceals or covers up by
any trick, scheme or device a malerial fact, or makes any false, fictitious or fraudulent siatements or
representations, or makes any false writing or document knowing the same 1o contain any false, fictitious or
fraudulent statement or entry. Individual offenders are subject to fines of up to $256,000 and imprisonment
for up 10 five years. Offenders that are organizations are subject to fines of up 10 $500,000. 18 US.C.
3571(d) also authorizes fincs 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.

Date: 04 702 ;2013

Signature:




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

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

Sarah Helene Averbach, MD

{type/print your complete name)

request and authorize every person, institution, professicnal 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, {ederal or foreign},
law enforcementi agency, or other third parties and organizations, and their representatives to release mformation,
records, transcripts, and other documents, concerning iny professional qualifications and competency, ethics,
character, and other information pertaining to me to the Massachuselis Board of Registration in Medicine.

I further request and authorize that the requested information, documents and records be sent directly o
Board of Registration in Medicine
200 Harvard Mill Square, Suite 330
Wakeficld, MA 01880

Attention: Licensing

Immunily and Release

i hereby extend absolute immunity to, and release, discharge, and hold harmiess {rom any and all liability: 1) the

Board of Registration in Medicine, its agents, reépresemtatives, directors and officers; 2) oiher agencies, Instituiions,
) 2 3 3 !2 2

hospitals and clinics providing information, their representatives, directors and officers; and 3) any third parlies
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 Regisiration in Medicine.

By my signature below, | acknowledge that information, documents and records required 1o be furnished by
another organization, educational institution, hospital, ndividual or any person or groups of persons hag been sent
10 me directly from the prinmary source in a sealed envelope and that none of the seals have been broken, 1
understand that the Board of Registration in Medicine will not accept any such information, records or documents

forwarded by me unless they are in scaled envelopes.

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

04/02/2013

Applicant’s Sigfature Date of Signature

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

Applicant's Date of Birth {(month/day/vear)




MEDIGARE TAX FORM i

Commonwealth of Massachusetis--Board of Registration in Medicine he
260 Harvard Mill Square, Suite 330, Wakefield, MA 01880

MEDICARE/TAX FORM

INSTRUCTIONS:

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

i Sarah Helene Averbach
{type or prnl name])

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

SIGNED: DATE: 041022013

Social Security Number:

****#************w*‘k*****1&*****************i********i*****

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

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

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

SIGNED: . DATE:  04/02/2013

SEEE



Sarah H. Averbach, MD
Beth Israel Deaconess Medical Center
330 Brookline Ave, KS 317; Boston, MA 02215
(617) 667-2285- Tt ‘

POSTDOCTORAL TRAINING

-

06/2009-06/2013 Beth Israel Deaconess Medical Center, Boston, MA
Resident, Obstetrics and Gynecology, Harvard University

EDUCATION AND TRAINING

08/2004-06/2009 University of California, San Francisco School of Medicine
Doctor of Medicine, (MD with Thesis program)
Area of Concentration: Global Health
09/1999-06/2003 University of California, San Diego, La Jolla CA
Bachelor of Arts, Third World Studies
Honors, magna cum laude

ACADEMIC APPOINTMENTS

06/2009-06/2013 Clinical Fellow, Obstetrics, Gynecology and Reproductive Biology,

Harvard Medical School
07/20013-present Instructor, Obstetrics and Gynecology Harvard Medical School,
Beth Israel Deaconess Medical Center :
7/2013-present Staff Physician, Bowdoin Street Health Center, Dorchester, MA

LICENSURE AND CERTIFICATION

01/2012 Society of American Gastrointestinal and Endoscopic Surgeons: Fundamentals of
Laparoscopic Surgery
09/2007-06/2008  UCSF School of Medicine Certificate Program in Bio-medical Research

PEER ELECTED LEADERSHIP POSITIONS

06/2012-06/2013  Coordinating Chief Resident, Beth Israel Deaconess Medical Center
06/2008-06/2609 National Coordinator, Medical Students for Choice

SRR



AWARDS AND HONORS

06/2012 Resident research day - runner up ~ Beth Israel Deaconess Medical Center
09/2007-06/2008 Clinical Research IFellow Doris Duke Foundation
06/2001-06/2002 Public Service Grant Donald A Strauss Foundation

MAJOR COMMITTEE ASSIGNMENTS

06/2012-present Member: Quality Assurance Committee, Department of Obstetrics and
Gynecology, Beth Israel Deaconess Medical Center

06/2012-present  Member: Obstetrics Leadership Committee, Department of Obstetrics and
Gynecology, Beth Israel Deaconess Medical Center

06/2012-present Member: Gynecology Leadership Committee, Department of Obstetrics and
Gynecology, Beth Israel Deaconess Medical Center

INVITED PRESENTATIONS:

Grand Rounds, Dept. of Obstetrics and Gynecology, Beth Israel Deaconess Medical Center,
Boston, MA. “Immediate Postpartum fUD Insertion” June 2012.

Grand Rounds, Dept. of Obstetrics and Gynecology, Beth Israel Deaconess Medical Center,
Boston, MA. “Obstetrical care for the HIV positive patient” December 2012.

Grand Rounds, Dept. of Obstetrics and Gynecology, Beth Israel Deaconess Medical Center,
Boston, MA. “Termination of Pregnancy for Fetal Anomalies” March 2013.

BIBLIOGRAPHY

ORIGINAL PEER REVIEWED PUBLICATIONS:

Averbach S, Hacker M, Merport Modest A, Yiu T, Dimitrakoff J, Riceiotti R. The association
between Mycoplasma genitalium and preterm delivery at an urban community health center. [n
Press International Journal of Gynecology and Obstetrics. March 2013.

Scott J, Averbach S, Merport Modest A, Hacker M, Cornish S, Spencer D, Murphy M, Parmar
P. An assessment of gender inequitable norms and gender-based violence in South Sudan: a
community-based participatory research approach. Conflict and Health 2013, T:4



Averbach S, Gravitt P, Nowak R, Celentano D, Dunbar M, Grimes B, Morrison C, Padian N.
The effect of cervical HPV infection on HIV acquisition among wormnen in Zimbabwe: AIDS.
2010 Apr 24;24(7):1035-42.

Averbach S, Wendt J, Levine D, Philip S, Klausner J. Increasing Access to Plan B through
Online Prescription Requests. .J Reprod Med. 2010 Mar-Apr;55(3-4):157-60

Averbach S, Sahin-Hodoglugil N, Chipato T, Mushara P, van der Straten A. Duet for menstrual
protection: a feasibility study in Zimbabwe. Contraception 2009,79(6):463-8.

BOOK CHAPTERS:

Stubblefield P, Averbach S, Grimes D. Septic Abortion: Prevention and Management. Glob.
libr. women's med..(ISSN: 1756-2228) 2012; DOI 10.3843/GLOWM.104338

REPORTS:

Scott J, Averbach S, Merport A, Hacker M. Gender-based violence in South Sudan, an
assessment of gender norms 2009-2011. Prepared on behalf of the American Refugee Committee
(ARC) and Harvard Humanitarian Initiative (HHI). Funded by: United Nations Population Fund
(UNFPA). Submitted to ARC and HHI January 2012.

ABSTRACTS:

Lester F, Averbach S, Fortin J, Byamugisha J, Goldberg A, Kakaire O. Acceptability of
intracesarean insertion of the Copper-T 380A in Kampala, Uganda. Poster presentation, Society
of Family Planning, North America Forum on Family Planning. Denver, Colorado. October 29,
2012. Published as an abstract in Contraception Volume: 86, Issue: 3, Pages: 318 to 318

Lester F, Averbach S, Kakaire O,Fortin J, Byamugisha J, Goldberg A. Intracesarean insertion of
the Copper T 380A vs 6-week post-cesarean insertion: an RCT. Poster presentation, FIGO World
Congress of Gynecology and Obstetrics. Rome, Italy. October 7-12, 2012. Published as an

" abstract in the International Journal of Gynecology & Obstetrics Vol. 119 Supplement 3, Pages
S578-8579

Scott J, Averbach S, Merport A, Hacker M. An Assessment of Gender Equitable Norms in
South Sudan, Poster presentation, Women’s Health 2012: The 20th Annual Congress.
Washington, DC. March 16, 2012.

Yiu Y, Averbach S, Hacker M, Ricciotti H. The association between Mycoplasma genitalium
and preterm delivery at an urban community health center. Poster presentation, Women’s Health
2012: The 20th Annual Congress. Washington, DC. March 16, 2012.

Averbach S, Sahin-Hodoglugil N, van der Straten A. Duet for menstrual protection: A feasibility
study in Zimbabwe. Poster presentation, Annual Meeting of the American Public Health
Association, San Diego California. October 29, 2008.



Averbach S, Vaucher Y. An Ethno-medical approach for understanding pelvic organ prolapse in
Eastern Nepal. Poster presentation, International Health and Medical Education Consortium
(IHMEC) Annual conference, Antigua Guatemala. February 16, 2004.

INTERNATIONAL MEDICAL EXPERIENCE

4/2012~5/2012 Nyaya Health International, Bayalpata Hospital, Achham Nepal
Worked in a community health clinic in rural Nepal for 6 weelks as a clinical consultant. Spent
time working with the health assistants, antenatal nurse midwives, and physicians on site to
improve obstetric and gynecologic services offered to women. This included a lectore series, -
clinical consulting, and consulting with the surgical development team to develop an operating
theater which suits the needs of surgeons. Continue to serve as a consultant for obstetrical and
gynecologic cases.

3/2011-4/2011  Mulago Hospital, Kampala Uganda

Worked as an OB-GYN resident evaluating patients in clinic, rounding on in-patients, and
assisting in surgery. Worked as an investigator on a randomized controlled trial evaluating
Tmmediate post-placenta insertion of the Copper T 380A after cesarean delivery vs 6 week post-
delivery interval insertion.

09/2007-06/2008  UCSF-University of Zimbabwe Harare, Zimbabwe

Received a competitive Doris Duke Charitable Foundation elinical research fellowship.
Designed a case-control study (nested within a larger study that examined the effect of hormonal
contraception on HIV acquisition) to evaluate cervical HPV infection as a risk factor for
heterosexual acquisition of HIV infection among women in Zimbabwe. Responsible for study
implementation, developing and obtaining IRB approval, some lab testing and analysis, and
writing up the final paper. Lived and worked in Zimbabwe for one year during a period of
economic and political instability. While in Zimbabwe also worked as a clinical coordinator for a
phase 1 trial of Duet, a vaginal microbicide gel loaded in a cervical barrier, being studied for use
in the prevention of HIV/STI transmission, as a contraceptive, and for menstrual protection.

07/2008-08/2008 Sama Tiga, Aceh Sumatra Indonesia

Integral member of a field team caring for tsunami survivors living in the United Nations tent
camp in Sama Tiga, Aceh for internally displaced families. Provided prenatal care to pregnant
women living in the camp city. Designed and conducted a health seminar on managing
postpartum hemorrhage in a low-resource settings with traditional birthing attendants. Mentored
by Robin Lim, Indonesian Midwife and CNN Hero of the year 2011.

October 2001- May 2002 Helping Hands Health Clinic, Khandbari Nepal
Initiated the establishment of a women’s health clinic in rural Nepal. Purchased the initial
equipment and supplies needed for a clinic and operating room with a public service grant from

T LR



the Donald Strauss Foundation. Participated in the first surgical camp in the new renovated
operating room. Participated in selecting surgical patients and in the post-op care of surgical
patients.

COMMUNITY SERVICE

06/2010-06/2012 Dimock Community Health Center, Ob/Gyn Clinic, Boston, MA
A Title 10 funded Community Health Center for Boston’s Urban Underserved

09/2004-06/2006 Tenderloin AIDS Resource Center, San Francisco, CA
A medical student-run urgent care clinic and clean needle exchange for the urban
underserved in San Francisco’s Tenderloin district.
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i "mcdncal $chiodl; oF il you are an‘inter auonai mcdlcal g,mduatc did you mkc more 1han six (6)
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9-C.

9-D.

15-B.

Applicant’s Signature:

Have you ever voluntarily relinguished any medical staff membership?

Has your medical staff membership, medical privileges or medical staft siatus at any
hospital been limited, suspended, revoked, not renewed or subject to probabionary
conditions or bas processing toward any of those ends been instituted or recomimended by
a medical staff commiitee or governing board?

Have you ever been denied medical stafl membership, or advancement in medical stalf
status, or has such denial been recomimended by a sianding medical staft cormmmitiee or
governing body?

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

Have vou ever been charged with any eriminal offense, other than a minor traffic offense?

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

Has any professional Hability insurance provider ever restricted, limited, terminated,
imposed a surcharge or co-payinent, or placed any condition refated 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 siate), or third party payors?

Have you ever had an application for membership as a pariicipating provider rejected by .
any third-parny 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 suil been seitied,
adjudicated or otherwise resolved?

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, wiich is
related 1o your competency to praciice medicine, or your professional conduct in the
practice of medicine, been filed against you or has such a suit been setled, adjudicated or
otherwise resolved? '

Date: 04 02 /2013

Page 6 of 17
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CONFIDENTIAL INFORMATION

Before completing the following questions, refer to the instructions for definitions and additienal
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. [t means recently enough to have an impact on one’s functioning as a licensee, or
within the past two years of this application.

YES N

16. Since becoming a medical student, have you been diagnosed with or weated fora medical
condition which in any way currently Jimits or impairs your ability to practice medicine or
10 [unction 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 cutrently impaired or limited?

17-B.  Have you ever refused to submit 1o a test o detennine 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 infermation.

Pursuant to M.G.L. ¢. 112, § 2 and 243 CMR 2.07(15), { centify that I will not charge to or cotlect from a Medicare _
beneficiary more than the Medicare “reasonable charge” for services, in compliance with Chapter 473 of the Acts
of 1985. (Nore: Signing this certification does not imply that you will participate in the Medicare program),

Pursuant to M.G.L. ¢. 62C, § 49A, I ceriify under the penalties of perjury thai, to the best of my knowledge and
beliel, 1 have filed any Massachuseits state Lax returns and paid any Massachusetls state 1axes that are required
under law. (Nofe: This applies even il you reside out of the state or out of the country.)

Pursuant 10 G.L.c. 62C, § 49A, to the best of my knowledge and belief, t am in compliance with G.L.c. 119A
relating 10 withholding and remitting Child Supperi.

Pursuantto M.G.L.c. 1 I§, § 51A, [ certify under the penalties of perjury that | will fulfill my obligation 10 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, 1 meet the qualifications for full licensure in Massachusetls,

I certify under the penalties of perjury that all information on this fonn (front and back, and all atiached pages) s
truz, 1o the best of my knowledpe.

{ authorize the Board of Registration in Medicinc 1o access any and all criminal case information on me held by
the Massachusetts Criminal Historv Systems Board.

Applicant’s Signature: ! L Date:; 04 02 (2013
~A A
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00 Harvard Mill Square, Suite 330 - W Vakeficld, MA 01880
" Telephone: (781) §76-8210 Fax: (781) 876-8383

RTIFICATE OF MORAL AND PROFESSIONAL CHARACTER

Thts form must be sngned by a phys:claﬂ legal iy
rauthornzed ta practlce medlc:me inthe Umied States. Someone wha has known you for

s substantial period of time and is nol a relative should executé this statement. The
‘Board of Regisiration in Medivine prefers sfafemen{s from physicians licensed o,
prac{zce in Massachuset?s : :

[PHOTOGRAPH T CERTIFICATION OF MORAL AND.
| o PROFESSIONAL CHARACTER

et with the physician named below:

oo

SR ey }\um*ﬂmt n

Trami of 30 ,.an i

- for- -_}“l - _years. | belie’vé that the above
narmed physician is of good moral character and

~ worthy of confidence and recommend him/her to
the Massachusetts Board of Reg;strahon

: MEdICinB

>;’-’"§§ §z’hx - . L : ! : W
- Jy_’w n...i__,.f-"\)_.w"'gﬁ“"““'- i AT i - oo -:j{ " R

S:Eznature of apphcant S -Szgnaiure of Cemfy:rzg Physncran

_ cemfythat the photograph : VEAGIES ST 1 5 S
above s a genuine likeness of the E_jce'nse Number = - State
maker of the signature above. R '

S ' \’!\\”LA‘ *%’“\sf‘ff sC‘RL ;ﬁh‘s?““;_

T

_?ype br print name cseary : o
.,"‘ 3},. ‘Lj‘n IS }‘x\ w rﬁ“—v‘,w,

_ - - Sfate: H“‘a&m‘n - e
. | “ . Telephone: (k! e is ’J?Ei‘”‘}
3 ﬁh \1\"1 et . Dater % fh‘lJ,_Jwa-—

My c:ommlss:on expires’

*“{J‘“““\.a?ﬂ, s ,Yu;
Signature of Notary g

e T L Th;s certiffes thal | have been personally acquamted _

Retum fhe comp!eted form to rhe

“"/‘1/
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Fram: Harvey, Frances

To: Thesnton, Marion (MED)
Subject: RE: Medical Fducation Verificaton form for Dr Sarah Averbach
Date: Wednesday, April 17, 2013 1:10:57 PM

Hello Marion,

It's my pleasure to be of any assistance in this matter. Dr. Averbach’s official date of graduation is
June 12, 2009. This is the date that is on both transcript and diploma. Dr. Averbach completed all
requirements for the MD degree on May 15, 2008, but the UC system uses the end of Spring
quarter to mark graduation. For purposes of fulfilling limited licensing requirements in the state of
Massachusetts, we provide this date prior to the graduation date. All of our MD graduates fulfill
requirements a full month before their official grad dates and are advised to use the june date as it
is the date that appears on all official documentation going forward.

Please don't hesitate to contact me regarding any/all inquiries regarding UCSF students. We are
eager to make this frenetic time of year a little easier on everyone.

Best regards,

Frances Harvey

UCSE, School of Medicine
UME, Student Services
415-476-1216

From: Thornton, Marion (MED) [mailto:marion.thornton? @state.ma.us]
Sent: Wednesday, April 17, 2013 9:52 AM

To: Harvey, Frances

Subject: Medical Education Verificaton form for Dr Sarah Averbach

Hello Frances

Thank you so much for taking my phone call. Per our phone conversation, please confirm which date
is correct for her last date of attendance, 5/15/09 which was submitted with her Limited License, or
6/12/09 which was submitted on our form for her Full License Application.

Thank you

Marion Thornton

licensing Analyst

Board of Registration in Medicine

200 Harvard Mills Square Suite 330
Wakefield, MA 01880

Phone 1-781-876-8236 Fax 1-781-876-8383

When writing or responding, please remember that the Secretary of State’s Office has determined that
e-mail s a public record.
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Full License Application

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

MEDICAL EDUCATION VERIFICATION

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

| authorize the medical schoolfunivergty listed below to provide any and all information pertaining to my medical education at your institution,

Applicant's Signature: R Date of Birth __
Print or Type Name: >< A adn rm QL S j» Social Security Not __

{L.ast name) (First Nama) (Middle Initial} .
Other Name(s)

Name of Medical mnwoo__mv_mmmﬁﬂfomxumﬁ\ﬁmﬂﬂﬂy O% Q«Pﬁﬂ@jg—b [ S an QSN\S\Q\@
Address: 500 ﬁgﬁrmmim fa2”; MU- w\bw&.v\ mQS PN E Dstate or Province: _CAT

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete this form and forward It, together with a copy of the official transcript {(which indicates courses taken,
dates and hours of attendance, and scores, grades, or evaluations) to the applicant in a sealed envelope with the medical school sgal
affixed across the back of the envelope. .

APPLICANT'S EDUCATIONAL HISTORY
If name of medical school was different from the above named medical schoal when the applicant attended, please enter name below.

Premedical Educatien: Does your schoo! have a premedical school education requirement? @ Yes D No

If *yes,” indicate whese the applicant completed premedical school,

Applicant's Undergraduate School: University of California, San Diego

Undergraduate School Address: San Diego, CA

(Continued on page 2)
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Full License Application

Enveliment and Participation: Qur records indicate that ‘
Averbach Sarah H

(type or pent the applicant's name): (Last name) {First name) . {Middle initial)

attended our medicat school on the following dates (indicate the month, day and year in the section below):

ATTENDANCE DATES:! FROM T0 FROM I0
08 ; 27 ; C4 06 / Hm\om 07 4, QL 407 06 /30 408
09 / 01 1 05 06/ 30/06 07 /01 /08 06 /12 / 09
07 7 0L f 06 06 [ 307 07 / / / /
The applicant attended 158 tota! weeks or__ total months (must be included) of not less than 32 weeks In gach academlc year

of continuing on-campus education.

checkone  J¥1 was awarded a degree in Medicine (M.D.} on (month/daylyear) _Q6_/ 12 [ 2009

D was NOT awarded am@ﬁmm. Please explaln reason(s).

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

All guestions must be answered. 1f you answer “YES” to any of the questions below, please enclose an explanation.

YES N

_—

Did the applicant iake any leaves of absence or breaks from his/her medica} education?
2. Was the applicant ever piaced on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any negative reports ever filed by instructors regarding the applicant?
5. Was the medical schoo! education mare than 4 years for U.S, graduates or more than 5 years for Emﬂ:mzommh @ﬂmncmﬁmm\v

COMMENTS: : “n/

AFFIX INSTITUTIONAL SEAL HERE Signature: ) m\ge %@Q&\Nﬁm

{if the institution does not have a seal, this form must be Print Name: Maxine Papadakis, MD
notarized) INTERNATIONAL MEDICAL SCHOOLS MUST :

ATTACH A COPY OF THE MEDICAL SCHOOL DIPLOMA  Titie:__Associate Dean for Students

AND A TRANSCRIPT OR PROVIDE AN EXPLANATION.  paie. 3 ; 15 ;2013 Tejepnone: ( 415 476-1216

E-mail address.

This form must be stamped with the institutional seal or notarized, Please return to the applicant with the medical
school transcripts in a sealed envefope with the signature of the Dean or.the:seal of the medical school affixed on the
back of the sealed envelope. Thank you - 9 &\\u

[
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UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

BERKELEY + [DAVIS « IRVINE - LOS ANGELES + RIVERSIDE « SAN DHICO = SAN FRANCISCO SANTA BARBARA » SANTA CRUZ %i
i
R

MAXINE PAPADAKIS, M.D, 513 PARNASSUS AVENUE, 5245

ASSOCIATE DEAN FOR STUDENTS SAN FRANCISCO, CALIFORNIA 94143-0:454

SCHOOL OF MEDICINE TEL: (115) 1761217

UNIVERSITY QF CALIFORNIA FAX: (115) 502-1320

SAN FRANCISCO E-MAIL: PAPADAKM@MEDSCH. UCSF.EDU

Marcy 15, 2013
RE: Sarah Helene Averbach, MD

This is to certify that SARAH HELENE AVERBACH entered the UC-San Francisco School of
Medicine on August 27, 2004. After completing her third year of medical school, Ms. Averbach
extended her education by one year to accept one of approximately 60 national Doris Duke
Foundation Clinical Research Fellowships. Along with the yearlong research experience, fellows
participate in a structured didactic program comprised of the Designing Clinical Research
course for physician-scientists, the UCSF School of Medicine’s Certificate Program in
Biomedical Research, and the MD with Thesis program; students who complete a thesis based
on their work qualify for MD with Thesis distinction upon graduation. Ms. Averbach returned to
clinical studies and was awarded the M.D. degree on June 12, 2009.

If you have any questions regarding Dr. Averbach’s medical education, please contact my office.

Sincerely,

7%% W%Q L

Maxine Papadakis, M.D.
Associate Dean for Students

MP:fh
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Form B

Medical School Verification Form

Applicants who are fonrth year medical school students and who have completed the
requirements for the M.D./D.O. deeree, but have not yet beer awarded the degree are
also required to have this form completed by their medical school.

Original signature of the Dean or another medical school official is required to complete

the requested information. Signature stamps will not be accepted,

Any state medical borrd to whom you have-certificd an applicant’s praduation would
wish to be notified immediately regarding a medical school’s determination that the

applicant will not graduate,

Please complete Form A and retwrn it to the sender. Thiy Form B must be sent fo
the Board of Registration in Medicine after the student completes the degree
requircments. ’

My signature below certifies that Sarah Averbach

{Student™s Name}
has completed the requirements fot mcm{M.D. degree D D.O. degree

from University of California, San Francisco

{Nama ol Modica} Schoof)

and will receive the degreeon_6/12 /2009 ,

Signature of Certifying Official: Wﬂ/_ﬁ%«p J P%Mw h @

{Originat Signoture is required ~ Stampa nol accepted)

Title: Associate Dean.férrStudent Affairs

Date: May 15, 2009

Please return-the completed Form B to the Limited License Coordinator, Board of
Registration in Medicine, 200 Harvard Mill Square, Snite 330, Wakefield, MaA.
01830 - Telephone: (781) 876-8210  Fax: (781) 876-8383. Thank you

Medical Schaol Verification form
Form B
March S, 2007

PAGE B1/82
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POSTGRADUATE VERIFICATION FORM PAGE -2

c::wtm* O:dc:smﬂm:oﬁm, The {olio é:ﬁ a:mmgo:w m%@ o cncmcﬂ_ nmoﬁjiw:nnm En: canc:ma ac::w sny part of the applicant's medical racng:oa
lewse n_i the mnnjcu:mhm response. wm you answar xmm tc any of these questions, please m:nme an explanation.

YES . NG

Da the applicant take mz% [Baves cm absence or g_,cmrm ﬁcﬁ ?m.ﬁma uomr
Qmamm:u :‘mﬁam_‘w

2. Was the E.ﬁ:nma. aver placed an probation?

3. Was 5@ wvﬁ _rmi ever %mnﬁ::oa Qr :samﬁ investigation?

Ema :« nmamacm Snonm ever filed 3 :._m::nwoa mmmmaﬁa the mnu_ﬁmzﬁ

EQ@ any msimgo:m or- spacial roquirements imposed on 9@ én fcant -
wwom:wm of g:mm:c:m oﬂ m?&mz:r incompelence or gmaﬁ::mQ nagmzﬁu

Bc:zm %m mum:i:wm ai_gg o, our uomﬁaac%o medical :m:,__zm D was moﬁm%ma 3 5\>O€§m ﬁ@?mn

his form must be 33mﬁuma bya 3053_.
“_E_nu,, - . Telephone: mi\ k. u rugm..r Ay mﬂ 5 49%?56

nan% catlon: -] :m_cg% ncné th E the m_uo<m _33:.“;,%5: is correct fo %m best aw‘ my know! g@? . e,
o s
@8 ram Direclor's Si ijS” ,_,? ;{ N /, )
bmﬁx _zmj%chZbr mmb.r o FrosrEm. g =
. HERE - pnname: Moo Ao ﬁ? @
he institution does not have a seal, : Aca demic Title: Big 4o e . i ) b e D m.._wa..-

y Z; i\,
" E-mail ma%mwm { RN ,L(z x,;_uﬁ._ff_ﬁwg rc,m L /, 25 / L,




T hereby nuihonze !hc rcprc%cmalivca or staff ef the fucﬂ:ty listed belgw 1o prov : Bomd of Regis onin Med:cme with any
- and abl information fequested in this evaluation formt, whciher such mfarrnaucn is fawmb!c or unfaveruble, and i hercl‘)jr' félense from '
L —‘any “and i} liability the named facility wnd/6i ahy pcrso Far any aud ai] acts pcrformcd i fuiﬁllmg Ihls rcqueﬂt provrdcd :hal such

: B aclﬁ are pcrformcd in geod {'auh and wu
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Sarah H Averbach, M.D.

License No.: 241196

1. Training Program
Current Training Program

Facility: Beth Israel Deaconess Medical Center
Program: Obstetrics and Gynecology

2. Address & Contact Information

Mailing Address: Beth Israei Deaconess Medical Center
330 Brookiine Avenue
Boston
Massachusetts - 02215
United States of America

Hoime Address:

3. Email Address:

4. Massachusetts Limited License
Your curfent Massachusetts Limitad License Number is: 241158

5. Other states where you are now licensed to practice medicine
None Reported

SECTICON B: To be completed by the Program Director.
is the above named physician in good standing in the training program? Yes
Has the physician been subject to past or pending disciplinary action in this Program?

Name: Martina DiNapoli Date: 1/24/2012
Designation: Residency Coordinator Telephone: (617) 667-2285

To be completed and signed by the designated official of the heaith care facility where the applicant has
received an appointment.

This certifies that Safah H Averbach has been appointed as Resident

Department of Obstetrics and Gynecology

ls the program accredited by the ACGME: Yes
Designated Official’s Name: Lynnette Cheseborough Date: 12472012
Designated Official’s Title: GME Coordinator Telephone: (617) 667-3210

8-A. Have you been terminated, granted a leave of absence, withdrawn or had fo repeat a yearin a

postgraduate training program®?
6-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating and/or iImpreper conduct during an examination?

Page1of4 Date: 1/24/2012 Time: 10:50 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
, Physician Limited Renewal Application
Physician Name: Sarah H Averbach, M.D. License No.: 241196

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

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

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

41.  Has any disciplinary action been taken against you for violation of laws, rutes, by-laws or standards of
practice by any governmental authority, health care facility, group practice, of professional medical
society or association (internaticnal, nationat, state or local)? (see definition).

12. Have you been denied medical staff membership, or advancement in medical staff status, or has
such denial been recommeanded by a standing medical staff commitiee or governing body?

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

14.  Have you voluntarily relinquished medical staff membership?

15. 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 goverming
board?

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

17.  Has your privilege to 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
otrer jurisdiction including a federal agency regarding such privileges®? :

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

19.  Has any lawsuit, other than a medical malpractice suit, which is related o your competency to
practice medicine, or your professional conduct in the practice of medicine, been filed against you or
has such a suit been seftled, adjudicated or otherwise resolved?

20. Have you been diagnosed with ar treated for a medical condition which in any way currently limits or
impairs your ability to practice medicine or to function as a physician?

21. Do you currently have a medicat condition which in any way limits or impairs your ability to practice
medicine or to function as a physician?

22.  Have you engaged in the use of chermical substances with the result that your abitity to practice
- medicine is currently limited or impaired?

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

24.  Areyou currently engaged in the illegal use of drugs or misuse of presciiption drugs?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Sarah H Averbach, M.D. : License No.: 241196

25. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason
other than a medical condition”?

Page 3 of 4 Date: 1/24/2012 Time: 10:50 AM



Compliance with Legal Responsibilities
1. icertify that | have complied with my obligations to report abuse of disabled persons pursuantio G.L. c.
19C, sec. 10, and | understand the punishment for faillure to comply.

2. | certify that § have complied with my cbligations to report abuse, neglect or financial exploitation of elderly
persons purstiant to G.L. ¢. 19A, sec. 15, and | understand the punishment for failure to comply.

3. | certify that | have complied with my obligations to report the treatment of wounds, bumns and other injuries
pursuant to G.L. ©. 112, sec. 12A.

4. | certify that | have complied with my obligations to report the treatment of victims of rape or sexuai assault
pursuant fo G.L. c. 112, sec, 12A%.

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

6. | certify that | have complied with my obligations to report abuse or neglect of children pursuantto G.L. ¢
119, sec. 51A, and | understand the punishment for failure {o comply.

7. 1certify that | have complied with my obligations related to the withholding and remitting of child suppart
pursuzant fo G.L. ¢. T19A.

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

' 9. | will read the Board's regulations, 243 CMR 1.00 through 3.00.
10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts.

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

X |have reviewed the above statements and certify that I 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 thaf the information contained herein is true, accurate, and compiete.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Sarah H Averbach, M.D. License No.: 241196

1. Training Program
Current Training Program

Facility: Beth Israel Deaconess Medical Center
Program: Obstetrics and Gynecology

2. Address & Contact Information
Mailing Address: Beth tsrael Deaconess Medical Center
330 Brookline Avenue
Beoston

Massachusetts - 02215
United States of America

Home Address:

3. Email Address:

4. Massachusetts Limited License
Your current Massachusefts Limited License Number is: 241196

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
is the above mamed physician in geoed standing in the training program? Yes
Has the physician been subject to past or pending disciplinary action in this Program’?

Name: Susan Herlihy Kitbride Date: 22212011
Designation:  Medical Education Manager, OBC Telephone: (617) 867-2966

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment. :

This cerfifies that Sarah H Averbach has been appointed as Resident

Department of Obstetrics and Gynecology

ls the program accredited by the ACGME: - i Yes
Designated Official’'s Name: Lynnette Cheseborough Date: 212312011
Designated Official’s Title: GME-Coordinator Telephone: (617) 687-3210

8-A. Have you been terminated, granted a leave of absence, withdrawn or had to repeat a year in a

postgraduate training program??
§-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating andior improper conduct during an examination’?

Page1 of 4 Date: 2/23/2011 Time: 12:53 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Sarah H Averbach, M.[0. License No.: 241196

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

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

10.  Are any formal disciglinary 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 Tacility, group practice or professional medical society or association (infernational, national,
state or local)? (See definition).

11.  Has any disciplinary action been taken against you for violation of laws, rules, by-iaws or standards of
practice by any governmental authority, health care facility, group practice, or professional medical
society or association (international, national, state or local)? (see definition).

12. Have you 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™?

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

14.  Have you voluntarily relinguished medical staff membership’?

15.  Has your medical staff membership,' medical privileges or medical staff status at any hospital been
firnited, suspended, revoked, not renewed or subiect to probationary conditions or has processing
toward any of these ends been instituted or recormended by a medical staff committee or governing -
board?

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

17.  Has your privilege 1o possess, dispense or prescribe controlled substances been suspended,
revoked, denied, restricted or surrendered, or have you been cailed before or warned by any state or
other jurisdiction including a federal agency regarding such privileges?

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

19.  Has any lawsuit, other than a medical malpractice suit, which is related to your competency fo
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?

20. 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’?

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

22, Have you engaged in the use of chemical substances with the resuit that your ability to practice
medicine is currently limited or impaired?

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

24.  Areyou currently éngaged in the iliegal use of drugs or misuse of prescription drugs?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Sarah B Averbach, M.D. License No.: 241196

25.  Have you voluntarily modified ar otherwise limited your scope of practice of medicine for any reason
other than a medical condition?

Page 3 of 4 Date; 2/23/2011 Time: 12:53 PM



Compliance with Legal Responsibilities
1. | certify that | have complied with my obligations to report abuse of disabled persons pursuant to G.L. ¢.
19C, sec. 10, and | understand the punishiment for failure to comply.

2. | certify that | have complied with my obligations to report abuse, neglect or financial exploitation of elderty
persons pursuant to G.L. ¢. 194, sec. 15, and | understand the punishment for failure to comply.

3. | certify that | have complied with my obligations to repart the freatment of wounds, burns and other injuries
pursuantto G.L. c. 112, sec. 12A.

4. | certify that 1 have complied with my abligations to report the treatment of victims of rape or sexual assadlt
pursuantio G.L. c. 112, sec. 12A %%

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

6. ] certify that | have complied with my obligations to re-port abuse or neglect of children pursuant to G.L. ¢.
118, sec. 51A, and | understand the punishment for failure to comply.

7. | certify that | have complied with my obligations related to the withholding and remitting of child support
pursuant to G.L. ¢. 118A.

8. | certify that | have complied with my obligations fo file Massachusetts tex returns and to pay Massachusetts
taxes, and | understand that, pursuant to G.L. . 82C, sec. 49A, my license shall not be issued or renewed
unless | make these certifications under penalties of perjury. :

9. |will read the Board's regulations, 243 CMR 1.00 through 3.00.
10.To the best of my knowledge, | meet the qualifications for imited licensure in Massachusetts.

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

{ have reviewed the above statements and certify that | understand my requirement to comply with
the responsibifities and obligations of each and agree to do so.

[X]| Under penalties of perjury, | declare that | have examined this renewat application and all of its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify thaf the information contained herein is true, accurate, and complete.

Page 4 of 4



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Sarah H Averbach, M.D. License No.: 241196

1. Training Program
Current Training Program

Facility: Beth Israel Deaconess Medical C
Program: Ohstetrics and Gynecology

2. Address & Contact Information

Mailing Address: Beth Israel Deaconess Medical Center
330 Brookline Avenue
Boston
Massachusetts - 02215
United States of America

Home Address: 19 Bucknam Street
Apt#1
Boston
Massachusetts - 02120
United States of America
(585) B31-7272

3. Email Address: saverbac@bidmec.harvard.edu

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 241196

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
Is the above named physician in good standing in the training program? - Yes
Has the physician been subject to past or pending disciplinary action in this Program?

Name: Keilah Santana ' Date: 312272010
Designation: Residency Coordinator Telephone: (817)667-2285

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This cerfifies that Sarah H Averbach has been appointed as Resident

Department of Obstetrics and Gynecology

is the program accredited by the ACGME: Yes
Designated Official’'s Name: Susan Herliny Kilbride ’ Date: 3122120116
Designated Official’s Title: Administrative Director Telephone: (617) 667-8501

6-A. Have you been terminated, granted a leave of absense, withdrawn or had o répeat a year ina
postgraduate fraining program?
8-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7. Have you been denied the privilege of taking or finishing an examination or have you been accused
of cheating and/or improper conduct during an examination?

Page 1 of 4 Date: 3/22/2010 : Time: 10:25 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Sarah H Averbach, M.D. License No.: 241186

8. Have you, for any reason, been denied a medical license, whether full, limited or ternporary or have
you withdrawn an apglication for medical licensure?

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

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

11.  Has any disciplinary action been taken against you for violation of faws, rules, by-laws or standards of
practice by any governmental authority, health care facility, group practice, or professional medical
society or association {intermnational, national, state or locai)? {see definition).

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

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

14.  Have you voluntarily relinquished medical staff membership?

15.  Has your medical staff membership, medical privileges or medicat 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 commitiee or governing
board?

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

17.  Mas your privilege to possess, dispense or prescribe controlled subslances 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?

48.  Has any medical maipractice claim been made against you, whether or not a lawsuit was filed in
relation fo the claim??

19.  Has any lawsui, other than a medical malpractice suit, which is related to your competency o
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?

20. Have you been diagnosed with or treated for a medical condition which in any way cumently limits or
impairs your ability to practice medicine or to function as a physician?

21. Do you currently have a medical condition which in any way fimits or impairs your ability to practice
medicine or to function as a physician?

22.  Have you engaged in the use of chemical substances with the result that your ability to practice
medicine is currently limited or impaired?

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

24.  Areyou currently engaged in the ifiegal use of drugs or misuse of prescription drugs?
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application

Physician Name: Sarah H Averbach, M.D. License No.: 241196

25.  Have you volurtarily modified or otherwise limited your scope of practice of medicine for any reason
other than a medical condition?

Page3 of 4 Date: 3/22/2010 Time: 10:25 AM



9.

Compliance with Legal Responsibilities

] certify that | have complied with my obligations to repert abuse of disabled persons pursuant to G.L. c.
18C, sec. 10, and | understand the punishment for failure to comply.

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

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

| certify that | have complied with my obligations to report the treatment of victims of rape or sexual assault
pursuant to G.L. c. 112, sec. 12A Ja.

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

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

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

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

| will read the Board's regutations, 243 CMR 1.00 through 3.00.

10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts,

44.Under the penalties of perjury, 1 declare that | have examined this limited renewal application and all its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is {rue, correct and complete. As an applicant for renewatl of a limited license to
practice medicine, | understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board only and that it will not necessarily
disqualify me from licensure.

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

Under penalties of perjury, | declare that | have examined this renewal application and ail of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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Applicants who are fourth year medical school students and who have completed the
requirements for the M.D./D.O. desree, but have not vet been awarded the degree are
also required to have this form completed by their medicaf school.

Original signature of the Dean or another medical school official is required to complete -
the requested information. Signature stamps will not be accepted,

Any state medical board to whom you have-certificd an applicant’s graduation would
wish to be notified immediately regarding a medical school’s determination that the

applicant will not graduate,

Please complete Form A and return it fo the sender. Thiz Ferm B must be sept fo
the Board of Registration in Medicine afécr the student completes the degree
requircments, ,

Sarah Averbach

My signature below cextifies that
{Student’s Name)

has completed the requirements for thePPMLD. degree D D.0. degree

fiom University of California, San ¥rancisco

11/8342906 ©3:19 4155021320 UCSF STUDENT AFFAIRS PAGE 81/82
o
@
b
e
o
o)
P w
[Hd
L L 8]
Form B % “
? D C 0
202 g
3 : : ‘3407'5% “fé Y
Medical School Verification Form 2%, 2 o
‘ 2% ©

{Narma of Maodisa] Schasl)

and will réceive thedegreeon 6/12 /2003 .

Signature of Certifying Official: mﬂ/j«’/}'\p / PM 1"1 @

{Origina! Sipnature i required ~ Stampa ol sccepted)

Printed Name; Maxine Papadakis, MD

Title: Associate Dean.féprStudent Affairs

Pate; May 15, 2008

Piease return the completed Form B to the Limited License Coordinator, Board of
Registration in Medicine, 200 Harvard Mill Sqnare, Snite 330, Wakefield, MA
01880 - Telephone: (781) 876-8210 Fax: (781) 876-8383. Thank you

Medical Schaol Verificetion form -
Form B
March 5, 2007
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b inMedi%ine 1o Application#: A1 Ak B

Board of Registration in Medicine - 200 Harvard Mili Square, Suite 330
- Wakefield, MA 01880 Telephone: (781) 876-8216¢ . Fax: (781) 876-8383 £
Website: www.massmedboard.org -

INITIAL LIMITED LICENSE APPLICATION

IMPORTANT: Read the accompanying instructions before completing this form, and print legibly
or type your answers. Please attach a $100.00 check payable to the Commonwealth of

. Massachusetis,

CHECK ONE: E’ Graduate of a Medical School in the United States, Canada, or Puerto Rico (USMG}
[[] Graduate of an tie‘ﬂaLMedianSthQL ﬁh@g)q

NOTE: GRADUATES OF INTERNATIONAE MEBIGAL SCHOOLS MUFE COMPLETE ADDITIONAL FORMS
SECTION A: Sworn Stafenigint Fo-Be-Completed by g}gpll‘igg!t}t oy

. R '.,‘.",_' i
1-A. Name: (Last) A\ferb(l (/h (First) §&FQh (MT) H

1-B. Other Name(s):

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

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

X ™ i 8

3) Have you ever applied for licensure, or applied to sit for an examination, or ]
taken an examination under a different name?

If you answer yes, you must provide additional information. (See instructions.)

2. C t Address: —+_Telephone Number:
urren o - elephone Number:
City: _» ' State: - Zipr _
3. Date of Birth: ~ ‘ se of Birth: -
Mouth Day Frar
E-mail Address_,_
-

4. Sex: [ |Male [MFemale 5. Social Security Number:® . _ o
6. Name of Massachusetts Training Program: Redin broed D(’(} AONESS MCG{\COJ C@ﬂk’f\ '

250 Brookime, dve Kirstern 213 Bsion MR 03815

Street Address (City)




i
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privenave_ o0l Y Averbac b

7.

10.

11.

i2-A.

i2-B.

13.

Name of premedical school(s): '} !{E S)H ‘2, ! flLl)f fl {2 S{U/l AQ%Q o
Location: ) d . '

. ity, State Coun . .
Name of medical school(s): )F}t"](};t{/(lm kﬁ{l Ud‘i’hﬂ’”a; Sa“ ﬁ’ﬂ”ﬁlS&D

Location: {’1 n

(City, State, Countxy)

Date of Graduation: 06 ‘?_ / ﬂcf Degree: KIMm.p.[ ] D. 0 Other (specify)

(Montb) (Day) (Year)
{See Limited Instructions, (page 3}, for completing Medical Bducation forms for fourth year medical school students)

Have you had previous postgraduate fraining in the United States? g No [ Yes
Name of Postgraduate Training Program
City: State:
Training Dates: From: /[ / To: [ [ Specialty:

Name of Postgraduate Training Program
City: . State:
Training Dates: From: [/ [ To: /4 Specialty:

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

List states (abbreviations) where you ever had a license to practice medicine (include
residency training licenses).

 DOreay Do (] (Full) [ WL imited) [ ] (Limited)

Please indicate all the licensing examinations that you have have completed with a passing score:

USMLE [X]Step1 [ Step2(CK) [IStep2(CS) [ Step3

NBME - [JPartl [ | PartIl [ [PatTH [ JCOMLEX [ ILevetl [JLevet2 [_]ILMCC
YES NO

Ifyouarea USMG, have you taken more than 4 years fo complete medical school? ﬂ ]

If you are an IMG, have you taken more than 6 years to complete medical school? 110
If yes, you must provide additional information. (See instructions).

Has more than one year passed between the date of your graduation from medical X
schoot and the anticipated start date of your limited licensure in Massachusetts?

If yes, you must provide additional information with your curriculum vitae and include
the months and dates of any gaps in your professional activities since graduation from
medical school. (See instructions.)

T
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SECTION B: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE
TEACHING PROGRAM AT WHICH THE APPLICANT HAS RECEIVED AN APPOINTMENT

This certifies that Sﬂ." ah 7{‘“}/ é 1€ /7 has been appointed

(Name of Applicant)

to the position of K] Tntern [ ] Resident (] Pellow

in the specialty of bh§tehics + & ?/A/éé’ﬁd /4! ’V asaPGY [/
Depari}nent 0’587_57?/05 + @z?’ﬂajﬁéﬁé’ Y Subspeczahty 0{3 /6 }//V
« Beth Tskae! begopitsS Medictf (ntl

(Name of Healthcare Facility)

beginning ﬂé / Z.Z / &7 {o anticipated compIetmn of training: ﬂﬂé / 3 / / ?
(Month) (Day)  (Year) (Month) (Day)  (Year)

YES NO

1. Is the program accredited by the ACGME? _ El ]
2, If no, is there an ACGME-approved training program in the applicant’s specialty ? 1
3. Have you revmwed Sections A and C imited hcense apphcatlon‘? M O

Designated Official’s Signature: M// A

Type or Print Name: L\Im':H‘C (-)L’\P ‘%P}’I\!’DOJ‘)

Official Title: AAMU‘M ‘“{I“YZ] L“l\."z'p AS ?4’7]’)"" 1
Date: i/ Z;ES ! ZOOC] Telephone Number: Gi—i 67(07 32[0

SECTION C: PAGES 4-6 MUST BE COMPLETED BY APPLICANT



PRINT NAME: S(]Ya\ﬂ b Aver Dﬁl(/lf\ ' | Page 4 of 6
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SECTION C: Read the instructions, Check either YES or NO to each question. Do not answer N/A.
If you answer YES to any of these guestions, you must provide details on the Limited License
Supplement. You must answer all questions or your application will be returned to you.

YES NO

14.  Have you ever been enrolled in a postgraduate training program where you were
required to repeat a year of training?

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

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

16-A. Have you ever been terminated or granted a leave of absence, regardless of
the reason, by a medical school or any postgraduate training program?

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

16-C. Have yoi ever, for any reason, been placed on probation in medical school or
any postgraduate training program?

If you answered “yes” to 16-A, B or C, yon must provide an explanation and
request a letter of explanation from your medical school or postgraduate
training program.

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

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

- 19.  Have you ever voluntarily surrendered a license to practice medicine or any
healing art?
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PRINT NAME: SCH\Q\/\ H Avmam | | Page 5 of 6 o

YES NO

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

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

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

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

24.  Have you ever voluntarily relinquished any medical staff membership, medical
staff privileges or medical staff status?

25.  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?

26. Have you ever been charged with any criminal offense, other than a minor _ . -
traffic offense? - )

27.  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?

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

29.  Inthe pastten (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? '
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PMT NAME: Samh A\f&r‘babh ' | : Px;ge 6of6

CONFIDENTIAL MEDICAL INFORMATION

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

YES NO.

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

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

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

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

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

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

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

CERTIFICATIONS:

¢ Pursuant to M.G.L. . 62C, § 49A, I certify under the penalties of perjury that, to the best of my knowledge and belief, I have fled any
Massachusetts state tax returns and paid any Massachusetts state taxes that are required under taw and that [ have complied with afl laws
of the Commonweslth related to withholding and remitting child suppost. (Note: This applies even if you reside out of the state or out of
the country.) .

+  Pursuantto G.L. c. 112, § 1A, Twill fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119, §514,

¢ I will read the Board’s regulations, 243 CMR. 1.00 through 3.00. To the best of my knowledge, I meet the qualifications for limited
licensure in Massachusetts. '

+  Under the penalties of perjury, I declare that X have examined this limited license application and alf its aceompanying instructions, forms
and statements, and to the best of my knowledge, and belief, the information contained herein is true, correct and complete. Ag an
applicant for & limited Jicense to practice medicine, I understand that a criminal record check may be conducted for conviction and
pending eriminal case information from the Criminal History Systems Board only end that it will not necessarily disqualify me from
Ticensure, ;

- Applicant’s Signature: Hm M/ ' : j)ate:ag/ 6}4’ OQ

Revised: 8.12.08




12-A Extended Medical School Beyond 4 years:

I completed my core medical school curricutvm in the standard 4 years time. ] extended
my studies by onc year, hewevez, in ordes to do a Doris Duke Research Fellowship
between the thind znd fourth years of medical school. I spent this year in Zmbabwe
where I worked on a study evaluating a vaginal microbicide gel Joaded in a cervical
barrier as a dual method for use in the prevention of HIV/STI transmission and as a
wnhmpﬁw.iﬂmwndtmdamxdyemminingwhﬁhamﬁmﬂi?vmfwﬁmisa '
risk factor for HIV acquisition among women. This work was the basis of my Thesis for
which T received an MD with Thesis notation.
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Limited License

COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE
200 Harvard Mill Square, Suite 300, Wakefield, Massachusetts 01880

- AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

. Sarai Helere, Averbach.

{type/print your compiete name)

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

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

Board of Registration in Medicine - 200 Harvard Mill Square, Suite 330
Wakefield, MA 01880 Telephene: (781) 876-8210 Fax: (781) 876-8383
www.massinedboard.org  Atfention: Licensing '

Immunity and Release

| hereby extend absolute immunity fo, 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
organizaltions forany acts, communications, reports, records, franscripts, statements, documents, recommengdations
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 ancther '

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 besn broken.

A photocopy or facsimile of this authorization shall be as valid as the originaif‘and shall be valid up to one year from.

the_ date signed.
_olpedDygs . 03 jp4f [od
Applicant's Signature : : Date of Signature

Aierbach, Sarah H#,

Applicant's Printed Last Name, First Name_ Middla Initial. Suffix (2.g., Jr.)

Applicant's Date of Bifth (montti/daylyear)

14




Curriculum Vitae
Date Prepared: March 24, 2009

Name: Sarah Averbach, MD

Office Address: Beth Israel Deaconess Medical Center
330 Brookline Ave, Kirstein Suife 317
Boston, MA 02215

Home Address.

Work Phone: (617)-667-4173
Work E-Mail:

Work FAX: (617)-667-4173
Place of Birth:

Education

09/1999-05/2003 BA Third World Studies
Honors, magna cum laude '

September 22, 2008

University of California, San Diego

09/2004-06/ 2009 MD ) ' University of California, San Francisco

MD with Thesis

Peostdoctoral Training

06/2009-06/2013 Resident Physician OB/GYN Beth Israel Deaconess Medical Center,

Harvard University

Major Administrative Leadexrship Positions
04/2008-04/2009 National Coordinator /Board of Directors

Professional Societies
2008-present American Public Health Association
2003-present Global Health Education Consortium

Honors and Prizes
2005-2008 Osher Scholar

Medical Students for Choice

Bernard Osher Foundation

2007-2008  Climical Research Fellow Doris Duke Foundation

2005 International Health Scholarship Rainer Fund
Donald A Strauss Foundation

2001-2002 Publi¢ Service Grant

Funding Information

&8 BOsElL g

o
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Sepiember 22, 2008

o5 SOl 80

09/2007-06/2008 Co-investigator Reprotect, Inc

Duet for Menstrual Protection ‘
This was a feasibility study evaluating a new cervical barrier as a menstrual protection device.
Responsibilities included drafting the proposal, IRB, operating manual, and all study instruments.

£l

09/2007-06/2008 Study Co-coordinator International Partnership for Microbicides
Acceptability of Duet Among African women for the Prevention of HIV transmission
This is an ongoing Phase 1 trial evaluating the safety and acceptability of the DUET (a cervical
barrier loaded with the vaginal microbicide Buffergel) to prevent STI transmission and as a
contraceptive. Responsibilities included administration coordination of field work and study

budget.

Community Service

09/2007-05/2008 Intern UZ-UCSF’s Comprehensive Abortion Care Advocacy Project

Harare, Zimbabwe
Assisted with Grant writing for a large UN/WHO funded initiative exploring the po’ccnt1al for
expanded provision of medical abortion by nurse-midwives in rural and urban Zimbabwe

10/2004-04/2006 Clinic Volunteer TARC
San Francisco, CA
Volunteered at the medical clinic at the Tenderlom Alds Resource Center— A studentrun urgent

-care clinic for the urban underserved.

06/2005-08/2005 Clinic Volunteer Bumi Sehat

Sumnatra, Indonesia
Integral member of a field team caring for tsunami survivors living in the UN refugee camp

06/2005-08/2005 Rainer Fellow Bumi Sehat

Sumatra, Indonesia
Community Health Project : Preventing Maternal Mortality in Low resource |
Designed and conducted a health seminar on managing postpartum hemorrhage in a low-resource
settings with traditional birthing attendants.

09/2001-06/2002 Strauss Scholar Helping Hands

San Francisco, CA
Initiated the establishment of a women’s health clinic in rural Nepal

Publications
Averbach, S., Sahin-Hedoglugil, N.,Chipato, T., Mushara, P., van der Straten, A. Duet for menstrual

protection: a feasibility study in Zimbabwe. Contraception (in press).

Thesis
The effect of cervical HPV infection on HIV acquisition among women in Zimbabwe: a case-control

study. Advisor: Nancy Padian, PhD MPH
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- DQCUMENTS RECEIVED FROM DESIGNATED OFFICIAL:

This is 1o confnm that . "
-Phys:mans Name: Sﬁ]’l’“ l’\ H+ | A VeA::a(Jw
Middle Inlfial Last Narne

s applymg for a limited license in Massachusetts. | received and opened the- documents
" listed below that were sent to me by the physician.in sea!ed envefopes or directly from the

pnmary source:

@ Medlcai school verszcatlon form /medlca! school transcnpts

[T Letter from program dxrector ] Evaluatlons [} Leave of absence

Other documents (describe): .‘ Ld"l’C}’" ("}fc ﬁ(DlCJnCNLfm ‘

[%)\vmn SCLWOO‘

T hereby. cé,rﬁfy under the pena!hes of perjury that { have not altered the attached
documents and they are forwarded to the Board of Registration in Medicine, with the

 original envejopes attached ec_ved by me.
B De&gnated Official:. / __ Dates > _7 O(i
Title: A.Clr‘ﬂtﬂf fﬁ#’/htﬁ\/&/ /A\S:SISJ‘G’\'“— s N
Name of tnst;iut:on E}’% Tﬁ’arj DC%I CDM’)"S A/"Zc::‘ Cq'lf"

NOTE Ma!practlce complamts, d:smsssals and other fegal documents must be sent"
: dlrectlg to the Board of Registration in Medicine from the pnmary source.

: 'Affix Jnstltur:ona! sea! orff the institution does not have a seal, this form must be notarized,

Zpll.xmfledreleasalz . ' ~

(}'l..“_-v
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LIMITED LICENSE APPLICANT — FORM A

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

e e

EMUHOMW EDUCATION VERIFICATION — FORM A

APPLICANT INSTRUCTIONS: Please complete the waiver for releass of Information and forward this form to your university/medical school(s) or

university of graduation for verification. Please Note: Fourth year medical students must Include the Jetter to the medical school registrar and
Form B. _

Waiver for Release of Information

tauthorize the medical schoolly iversity listed below to provide any and all information pertaining to my medical education at YOUr jrrotifcstlon
Applicant's Signature; % i&N\. Date of Birth _

Print or ,jam Name: \x\g& 03 _@Q N) mm } | .I» Soclal Security No:'

, (Last name) _ (First Name) (Middle Initial)
Other Name!s) .
{Pleass typs or print namets) - .
Narme of Medical Schoot: - LIT)| ¢ [o] 4 D_m Californig, Son Frantkep
Address:; ety Sar @3@@@ State or Province: { /4

INSTRUCTIONS TO THE DEAN OR DESIGNATED QFFICIAL OF MEDICAL SCHOOL

Flease complete Form A and complete Form B i tha above named applicant has not boon awarded a degree. Please include a copy of the official
transcript {which indicates courses taken, dates and hours of attentdance, scores, grades, or evaluations) and return to the applicant in a sealed
envelope, Please i r stamp across the seal on the envelops,

APPLICANT’S EDUCATIONAL HISTORY

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

Premedical Education; Doss your schooi have & premedical school sducation requirement? vm_ Yes _U Ne
lfyes, indicats where the appiicant completed premedical school.

Applicant's Undergraduate Schoc): University of California, San Diego

Undergraduate School Address: *_ San Diegg, Ca

Continued on pags 2




LIMITED LICENSE APPLICANT — FORMA

Enrofiment and Participatiom: Our records indicate that

Averhach Sarah H.
?ﬁm or print the applicant's name); {Last name) (First name) (Middle initiaf)

attended our medical school on the following dates (indicate the month, day and year in the section belowy;

ATTENDANCE DATES: EROM Ic FROM )
08 /27 7 04 6 /15/ 05 . 07,0107 06 7307 08
05 /01 /05 & /30/ 06 07 / 01/ 08 05 /15,7 0y
037 01/ p6 6 130/ 07 / ! /f

The applicant attendad 152 total weeks (must ba Included) of continuing on-campus education, not less than 32 weeks In sach academic year

check cns D was awarded a degree in on (month/day/vear) / !

kx will be awardedon & /12 ;03 {Form B must also be completed and returned directly to the Board

Unusual Circumstances; The following questions apply to unusual circumstances that occurred during any part of the applicant’s medical education. All
Quastions must be answered. i You answar "YES” to any of the guestions below, pleass enclose an ax lanation,

YES NO

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

3. Was the applicant ever disciplined or undar investigation?

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

COMMENTS;

.
————

]
AFFIX mzm.m.“.m.c.__._oz.b_l SEAL HERE . Signature: \N&R@P@ §&s
[ —

{If the institution does not have a seal, thls form must bhe
notarized)

INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A Tille:_ASsociate Dean, Student Affairs
COPY OF THE MEDICAL SCHOOL DIPLOMA AND A .
TRANSCRIPT OR PROVIDE AN EXPLANATION. Date: _03 / 26 /09 Telephone: (415 ) 476-1216

_UJJ.W zmam“ M. vaﬁmmww“w -] r MD

This form will not be accepted unless it is stamped with the Institutional mmm_ or notarized.
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UNIVERSITY OF CALIFORMNIA, SAN FRANCISCO o

_— o)
BERKELEY * DAVIS « {RVINE - LOS ANGELES » RIVERSIDE SANDIEGO = SAN FRANCISCG SANTA BARBARA * SANTA CrUZ W

~

ma

SCHOOL OF MEDICINE 513 PARNASSUS AVENUE, 5-245 -

OFFICE OF STUDENT AFFAIRS SAN FRANCISCO, CALIFORNIA 94143-0454 o

TEL: (415) 476-1215
FAX: (415) 476-0714

March 18, 2009

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

RE: Sarah Averbach

Please contact my office at (415) 476-1217 if You need additional information about Ms.
Averbach’s enroliment at UCSF.

Sincerely yours,

Maxine Papadakis, M.D.
Assaociate Dean for Student Affairs

MP/th



