STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
PHYSICIAN APPLICATION

" [Alnitial licensures JIMD [IDO [ Reiustatement CT License #: Date Cranted:

PLEASE INDICATE (X) THE EXAMINATION(S) YOU COMPLETED:

7( National Bourd of Modical Examiners (NBME)

Federation Licensimg Examination (FLEX]

State Board Licensing Exmm {State)
Year Taken: .

Uicentiate of the Mcdical Council of Canada (LMCC)

United Stares Medical Licensing Examination {USMLE)

Combination of Segments (please specify)

National Board of Osteopathic Fxaminers (NBOME)

Do you pian o use the Federation Credentials Verification Serviee (FCVS) to verify your credentinls? Yes Pd Packet 1D8 Q0L ¥l VoL ]]

First Name: M AR YUY N ME_3 LastName: MATSAR Maiden Name:
USSociatSecurity i ¢ - L. Emat_perilyn. ngjar @,%mﬂ‘ Cowy

Name and Mailing Address: This will be how your nams and address wiil sppear an your officidl Lcense, your widress of record for 28 molings
from this office and releassble pursuant to Frecdom of fnformation requests.

Name on License: Mﬂﬂib‘YN A, HATAR,
Address: 1984 PRoo VIEW RD
City, State, Zip: CASTLETDN, NY 12033

Phone Number: ( 51€ 1 I3 2~ 1Y Date of Birth:

-

2l 107195 Gender F=

Month Day e

A4z (This section o voluntary, Informution gathered will be used solely for the purpose of examining the demographics of

BACEETHNIC DATA
Connecticut livensess. This daa will not be used for discriminatory purposes and will not be considered i the evatuation of yonsr application )

[CJAMERICAN INDIAN OR ALASKAN NATIVE: Persons having origins in any of the original peoples of Nodh America, and who
tuaintain cultura identification through tribal affifiation or community recognition, .

[ ] ASIAN OR PACIFIC ISLANDER: Persans having arigins in any of the original peoples of the Far East, Southeast Asia the Indian
Subcontinent of the Pacific Islands. This area includes, for example, Chira, Japan, Korea, the Philipgine Islunds, 2od Samez,

L] BLACK: Persons having arigins in any of the black racial aroups of Africa.

(] HISPANIC: Persons of Mexiean, Puerto Rican, Central or South American or other Spanidh oulture or origin, regerdless of ree.

B8 WHITE (mos of Hispanic Origin): Persons having origins in any of the original peoples of Europe, North Africa, or the Middlc Bast,

LICENSURE: List gil states in which you bave ever been licensed to practice medicine (attoch additional sheets as veceIsEry);

State License Number State License Number State Lisense Number St Livense Number
Y | £ ZB 70
Al /5589
Upon issuanee of your license, will you practice medicine in Connecticut? {3 ves No fee k“%ﬁifr wecfe
A
Will you be actively involved in patfent care? 3 Yes L2 No

Please indicate the name of your malpractice insurance carrier:




[
CONNECTICIT PRACTVCE INPoRMaTiON N1

Pease indicate the name and location of the primary locetion where you will be practicing medicine in Connecticnfs

Primary Praztce Name

City: - State: _ ZipCode:

Ploase Bnt the lanpuases. other than Enplish, that nre spokes st this focation:

Sewond Practive Name:
Address:
City: State: Zip Cade:

Piosse fist fhe lanpnares, other than English, that ate spoken at thig location:

Please list the Connecticut Hospit'-ak or Norsing Homes whers you will have sdmitting privileges:

[EVEPST SR

e s

ERUVCATION

Please list the schoo! yoo gradumated from and the yc;:r e MIVDO depree was nwarded:
Mudical/Osieopatbic School Name and Location/Country Y ear of Graduation
ALBANY MEDUAL LollEGT, ALBANY , ANY Gy

POST-GRADUATE EDBUVCATION

. Please ilst the following information regarding all of your post-gradunie training {attach additional sheets i necessary):

) Level (loterrr, ¢ Training Type (Pedwmtrics.
Site. City znd Siate . Date Searr Date End Resident, Fellowe) [ OBAGYN, ety

ALGANY HEILAL (EMTER |

AeBrnY, NY 71 sl fsal194d R ei0anT
ALeBNY HEPHAR LENTER.

DATH ee ol

08 /&yn

ALEANY, NY il elsoinest 1uTERN




SPECIALTY & AMERICAN BOARD CERTIFICATION

Please indicate your gractice specially aren:

Practice Specialty: _ O YN ECOL D Y Practice Sub-Specialty: =AM I/ Pt BANIN (.
Practice Specialty: _ PO THOL OO b Practice Sub-Specialty: (L IAN 1L AL PATHOLDO Y

Please list carrent certifications kel by the American Board of Medical Specialties (ABMS) or the Amevican Board of Ostesputhic
Medical Spevinlties

Ametican Board of: DATHOLOLY DateCerifie: (o 7 4 1 1992
Amzrican Board of Date Certified: i i

PUBLICATIONS, PROFESSIONA RVICES, ACTIVITIES AWARDS {THIS SECTION IS VOLUNTARY) Please include a
maximum of ten {10} entries in this section. For publications, please attach ¢ CV with selected entries Mghighted or a typed list.
Date
Peblication/Eatity Issuing Award Title of Article/Award Published/Awarded
EDd EDUVCATIONAL RESPONSIBILITIES ]
Are yowwill you be 3 member of the faculty of  Connectient medical school? ] Yes Kl no L.
I Yes, Ploase indicare which one. [} Yale University Medical School M University of Comnmecticut Schwol of Medicine

Do you/will you have current responsibility for graduate medical education in Connectiow? [ Yes fdNo
HOSPITAL IHECIPLINE

Please list any revocation or restriction of hospital privileges for reasons related to comperence or quality of paticnt care that has been taken
by the hospital’s governiog body or any wiher official of the hospital after procedural due process has been afforded. Alzo include the
resignation from or the non-renewad of medical staff privileges or the restriction of privileges at a hospital during the course of an
investigation. Plesse list only those that have occurred within the most recent ten (10) years. [f you require additional spuce plewse provide
details on a separate sheet of paper indicating the section for which you are providing additional informanea.

Hospitat, City sod State Date Disciglinary Action




MEDICAL MALPRACTICE PATMENTS

Plense Tist medical malpactios conr, Jdgsonts und «fl medical malpmctice axbitration awards in which a paymen was awarded w0 2
complaming party in the last ten (16) vears in any sate that you have held an sotive loense. Algo Bat all settements of mafpraciice cleims
which 8 payment was mads to 2 comploining third party in the Jast ten yewrs i sny state in which vou leve hold o active license. 1 you
require additionn! space please prowide deialls on & separate sheet of paper indicating the ssofion for whick you are providing sdditional

. information. g

Date Resalved Asoount Poid | Pructice Speciahiy Related Te Payment

.

FELOXY CONVICTIOAS

Plcase fist any felony comvictions & umy stae within the last ton {H0) years. For the purpose of this section 2 person shall be Geamed 1o be
canvicid of o oriuw if the lioaneee pleed oty or was found or sdfudged gullry by a court of competent jurisdiction ar s been comvicred of
# Telony by the cotry of a pica of ando contendore in any mate, [7 you require sdditions] spuce please provide details on 2 sepatate shoct of
paper indicating the ssetion for witch vou fe providing additionad information.

Date of Conviction Conviction

. STATEMENT OF PROFESSION I, HISTORT: Please answer the following questions referring to $he instructions, if applicatde.

1. Hove you cver boon consured. disciplined, dismissedl or expelied from, had admissons moniored or
restricted, had privideges limitsd, suspendsd or terminased. been put on probation, or been reguested
to resign or withdrew from eny of the folloswing: .
<Ay haspitel, nursing bome, dinic, or simiar insirution;
~Azry health maimensmce ergenization. professionsl parmership,
eorporation, of similar health prctice organization, elther private or pubdic;
-Any professional schoof, clipical chorkehip, intemship, externshin, preceptorship

or pesteraduste waining progrsm-Any thind party reimbursement program, whether ' Yes [ INo 3]
governmental or privaie? -

I yonr answer Is “yes”, give fulf details, nmes, eddresses, ete, o9 seporuie netavized stciement,

2. lave you ewt had your membership ip o cortificalion by any professional society or association
suspended or ecvoked for reasons refsted to professional practice? ’ ves[ I XNo m
I your answer is “ves", give numes of professional saclety ar assaciarion, date and reasans your
membership or cenification was suspended or revolied on a separate notarized statenstst,

3. Hasany professiona! fiveasing or disciplpany body in any state, the District of Colambia,
a United States possession or territary, or 2 foreign jurisdiction, fintted, restrcted, suspended
of kevoked any professiedzt Ticense, eertificate, or registration granted 1o yom, or imposod a
fine or reprimand. or tzken any other disciplinary action againgt you? Yee ] Ne @ .
& your auswer & “yes®, give full details, names, addrosses, efc. on a separate siotarized stetomerst.

4. Have you ever, in anticipation or during the pendency of an investigation or other disciplinary
procecding, voluntarfly suwrendered any professipnal Heense, certificate or registration issued
to yeu by any state. the Diswict of Caltmbiz, 2 United States posscssion of ferritory,
or u Jopeian jurisdiction? ) Yes LI nNo S5
¥ your answer i “yes” give filf details, nowes. addresses, pte. on g seporate nofarized Moiortent,

4. Have you cver boen subjoct to, or do yon curemly hove pending. any complsint, investigation, charga,
or disciptinary setion by gy professions! leensing or diseiplinary body in any etess, the District of
Columbiy., a United States possession or termtory. or a forcipn jurisdiction or any disciptinary Yes { o E
boardicommittec of asy branch of the armed services? Youneed not report any complaints
dismissed as writhot roerit,
If your anpwer I "ves™ give full details, pomes, addresses, elc. on 4 seperate petarized statcment,




f.  Have you evir ewtercd foto. or do vou cucrently have pending. a consent agreement of any kind,
whether orai or writen, with any professiona] licensing or discipiinary body m amy state,
the District of Columiia, u Usited States possession of tamiiory, any branch of th: armed sorvices
or 3 forsign ﬁnis&icﬁw ’
I your answer is "ves" give ful details on ¢ separate notarized sitenent and submiy noiarized T Yes[ N B
cupy of agresment

7. Have yau ever besn found goilty or convicted is a rosult of an net which constitites a felony under
the lows of thiz siste, foderal Yaw or the lows of another jurisdiction und w‘htch_ #f commiteed withn
this state, would hove 2 folony under e laws of this stawc? :
If sour answer is "yes™ give full dewmils an 8 separate natmrized siatement aud furnish a Certificd Yes{ I Na B’
Court Copy, (vith cattr? seal affixed) of the ptiginad complaint, the answer, the judgment, the
seniement, endfor the dispesition of the case, '

2 Haveyo: pver beep denied or surrendered a state or federal controlled substines registration,
had i revoked or restrictad in apy Wy, or been wemed, reprimanded or fined
by the responsibic egeney? '
If vour gaswer is “yes”, give full defails, dates, ¢tc., an g separate notarized starement. Yos [} I\DE/

On this 27 davof 3 &ﬂQﬁl‘f{lJQIl {monthy jear) 1"1 ARl YN HATAR {pplicant's nawe) persorally
appeared before me, who being daly swera says that shic/he 18 the person referred ko in the foregoing apphication and that the photograph
attached hereto 18 2 true picturc of scif and that the statements made herein are true in every respest.

All of the above statements
contained hcrelp are troe and
carreet ) the hest of my Komwledge
and belief.

m/ f/k/é{f A JL

SIGNATLRE OF APPLICANT

Swomtome this_ 3¢ @yqf&&ﬂ‘)ﬁn—f\ {munthévear) 20y T~ ATV I I RAAT R L
. ! . T ’ 3 5 890  fPo AEPY
Notacy Pablic Signature ;A/M‘-'-':' /4.//"\-.__ . My Commission, Expx:»s. L P T e

B
o 75 o DO .3 mEm Qo I
,;“‘ AT USSR P AN & SN .\.E

* Please return this applieation, the fee for 5565.00 (certificd bank chock or money order) énd n separate certified bank check or
moncy order for S4.75 made pavable to, “Tressurer, State of Conneeticut” fo

Deparument of Public Health
Physician Licensare-Remittance Unit
419 Capiiot Ave., MS# 12MOA
P.( Box 340308
Hurtford, CT 66{34-0308

IMPORTANT: Plesse do not send this Torm and fee unless you have read and enderstoed the Hcensing polivies 9nd requirements,
All fees are non-refundable .




