Commonweaith of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

Before proceeding, please read the instruction hooklet.
« Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.

« Remit $250.00 for renewal fec. * Return renewal application in GREEN envelope.
» Add late fee of $25.00, if necessary. + Enclose check with coupon in BLUE envelope

Registration No.: 58266 Renewal Date; 03/27/199¢ 1. Current Status: ACt TN- W

!

If you want to change your current status, please indicate below: (Check one).

A . -
L 999
[} Active [[] Retiring (see instructions) [] Inactive (see below *) [C] Do ndt wish to renew
; i .. Beardo -
2. Other Name(s), if any, under which you were licensed: Please make corrections (type 0_ prmﬁég:stratlon N Medicine
Other Name(s):
3A) Mailing/Home Address: - -
CHRISTINE MARIE BOULANGER, M.D. Mailing Address:
City/Town: State:
Zip: _ Country:
B) Business Address: Other Address:
City/Town: State:
Zip: ___Country:
Home Phone: ) Home: ( )
Business Phone: (617)492-3500 Business: ( )
4. A) Date of Birth: Sex: F ggg of Birth: (MDY): __/_/__ Sex:[JM []JF
B) SSt: T T T T
Full Name of Medical School:
5. A) Name of Medica! School:
University of Vermont College of
Medicine
B) Year Graduated: 1982 C) Degree: MD Year Graduated: __ Degree: [] M.D. [] D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Code(s)  Hours per Week in Mass. _
OBG 80 Obstetrics and Gynecology|
If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code; Code:
Code: o Code:
8. Drug License Numbers, if any: Fed DEA):
A) Federal (DEA): Nfasf.al (DEAY:
B) Massachusetts: '
9. A) Other states where you are now licensed to practice
Abbr: Abbr:
B) States where you previously were licensed to practice N \ j( ~ /}
Abbr: Abbr: (A

*If requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts.

4]

e

|



PRINT NAME AND NUMBER: Last Name: £ LA N Q” . __ Registration Number;_ ) ( {E

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply
the codes from Table 3 and place a check mark next to those health care facilitics where you have admitting privileges (AP). Next to
each facility, write the approximate percentage of patient care hours that you provide in each facility.

Facility Code: 7 1/7 (AP) JOU % Facility Code:. __ / (APY__ % VacilityCode:___/  (AD)_ %
Facility Code: ~ /  (AP) % FacilityCode: /7 (AP) % Facility Code: / (AP) Yo
1f 999, print name(s): B o, B o

11. My medical malpnaclrcc insurance is covcr;d by a) [nsurance Ldruer by 1 Letter of Credit

-

Name of Insurer:_( o hf) ) ") /”' A WAL ke (0. W“'W”( Tﬂ' “,_Alternatively, indicate as follows:

I am registering with Active status but I am not covered by medlcal nm[practlcc insurance because 1 am (check one)
a) [[] Not involved in dircct/indirect patient care in Massachusetts by [] Otherwisc exempt

Please explain exemption:.

12, Are you currently in a post-graduate lmmm&, program in Massuhusclts as a rcstdcnt or clm)ca] fellow? {check one) [ ] Yes M] No
13. A. What is your principal work setting? (Sec Table 4) _} »Q_
B. Care of patients in Massachuselts (see instruction booklet). y
1) Average weekly hours involved in: a) outpatient care A/A;Jf}'i__hrs/wk b) inpatient care ‘?'Lhrs/wk
2) What is the approximate percentage of your patient care hours in primary carc? ,_«KL%
PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS
Questions 14 through 22 refer to the past two (2) years only. Check cither YES or NO (NOT N/A) to each question, Provide

details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional information and
definitions. You must answer ALL questions, or this form will be returned to vou and your license renewal may be delayed.

YES NO

14. CLAIMS MADE: las any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not a lawsuit was filed in relation (o the claim?

15. CLAIMS RESOLVEL: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. tias any lawsuit, other than 2 medieal malpractice suit, which is related to your competency to practice medicing,
or your professional conduct in the practice of medicine, been filed against you or been settled, adjudicated or
otherwise resolved?

17, Have you been charged with any criminal olfense, other than a minor traffic violation?

18. Have you been formally charged with or disciplined for any violation of laws, rules, by-laws or standards of
practice of any governmental authority, health care facility, group practice or professional socicty or association?

19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended,
revoked, denied or restricted by any state or federal agency?

20. Have you withdrawn an application for a medical license or been denied a medical license for any reason?

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

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date?  [4 Ves ] No
[0 CME Waiver requested (CME waiver form duc 30 days prior to date of license expiration) [C] CME exemption
See Instructions for CMUI requircments. Do not submit documentation of your CMEs with your rencwal application.

e Pursuant to G.L. ¢. 112, § 2, I will not charge to or collcct from a Mcdicare beneficiary more than the Medicare fee schedule amount,

o Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and betief, I have filed all Massachusetts state tax returns and paid all
Massachusctts state taxes that are required under law. NOTE: This applics even if you reside out-of-state or out of the United States.

¢ Pursuant to G.L. . 112, § 1A, T will tulfill my obligation to veport abuse or neglect of children as requived by G.L. ¢. 119, § S1A,
I hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R is true.

- - i
- /// - d A, ‘ . s T4
. e 7o ) D O
Signature: [Pl Lo v A0 3 ""-4/"-[":‘,-'{-;; g r’»:// Date: 7 /s 7y
}

— z

YOU MUST SIGN AND INCLUDE PAR’I{B, WITH YOUR RENEWAL APPLICATION



PRINT NAME AND NUMBER: Last Name:  [30UL 7} N 27% Registration Number: _2 % Lk ¢'

CONFIDENTIAL MEDICAL INFORMATION

PART B

Questions 23 and 24 refer to the past two (2) years only. Check either YES or NO (NOT N/A) to each

question. Provide details for all YES answers in space below. Before completing the following questions,
refer to the instruction booklet for definitions and additional information.

IN THE PAST TWO (2) YEARS: YES NO

23.  Have you been diagnosed with or do you have a medical condition which in any way limits or impairs
your ability to practice medicine? If your answer is “yes,” set forth the specifics of your condition and
any related treatment, including dates and diagnoses.

24. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to
practice medicine? If you have obtained medical treatment related to your use of chemical substances, set
forth the specifics of the treatment, including dates and diagnoses.

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

1 hereby certify under the penalties of perjury that all the information on the Renewal Application and
Form R is true.

S . \ ._,...,.j,/ s . / f /\) / /
Signature: AL HU/%/// //"t."»/uéelr/mlf-%;f'a.f Date: 4 I

COPY ALL PAGIS OF YOUR RENEWAL APPLICATION BEFORE MAILING
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CIGMA Heatrnd Lo
REQUEST FOR MEDICAL LICENSE/LICENSE RENEWAL FORM
(Please print legibly or type)

Name of
Licensee:

Date of Birth:

License Number: Q?))QQ/ Q L()

I hereby authorize the Board of Registration in Medicine to make a photocopy of my
most recent medical license application or renewal form, including all attachments and
other explanatory materials, and to send the photocopy to the following address:

CIGNA Health Care

20 Speen Street, 3rd Floor

Framingham, MA 01701-4680

/‘)_7/ . B ey

S e
Signed: P

S L
&/ 4

s
Date: ‘3/ (‘]ﬁj] —
/

Y:\userdata\formlets\rm!
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Prond National Sponsor of the 1996 March of Dimes WalkAmierica for Healthier Babies N PRG L e  Aen






Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet,

« Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.

The Board will charge a fee for cach copy.
* Remit $250.00 for renewal fee.
+ Add late fee of $25.00, if necessary.

* Return rencwal application in GREEN envelope.

* Enclose check with coupon in BLUE envelope.

Registration No.: 58266 Renewal Date: 93 /27 /97
1. Activity Status: Active [ Retiring (see instructions) R
(Check only olic) [] Inactive *(sce below) {3 Do not wish to rencw i '\i

2. Other Name(s), if any, under which you were licensed:

3. A)Mailing/Home Address:

CHRISTINE MARTE BOULANGER. M.D.

D) Buginess Address:
22 MILL ST.
ARLINGTON, MA (02174

Home Phone:
Business Phone: (617)492-3500

4. A) Date of Birth: ' C)Sex: p
B) Lic. Issue Date: gg/g1/87 D)SS#:

5. A) Name of Medical School:

Universgity of Vermont College of

Medicine

B) Year Graduated: 82 C) Degrce: MD

6. Specialty Code(s) (See Table 1)
Code(s) Hours per Week in Mass.

OBG 80

7. Current American Board of Medical Specialties Certification (See Table 2)

Code: oG Code:

8. Drug License Numbers, if any:
A) Federal (DEA):
B) Massachusetis:

9. A) Other states where you are now licensed to practice
Abbr:
B) States where you previously were licensed to practice
Abbr:

A

Corrections (ty‘]!)ef or print)

Other Name(s):

Mailing Address:

City/Town: : State:

Zip: Country:

Other Address:

City/Town: State:
Zipt Country:

Home: ( )
Business: ( )

Date of Birth (M/D/Y): __/__/_ Sex (M/F):

Lic. Issue Date (M/D/Y): ___/__ / SS#:

Full Name of Medical School;

Year Graduated: Degree (MD/DO):

Obgtetrice and Gynecology

Code(s) Hours Per Week in Mass.

If OS, Print Specialty:

Code: . Code:

Federal (DEA):

Mass:

Abbr:

Abbr:

*If requesting Inactive status, you agrec not to practice medicine, including writing prescriptions, in Massachusetts



Y e
PRINT NAME AND NUMBER: Last Name: Bot anG R Registration Number;_ 5% 2 Ll

10. A, Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply the codes from
Table 3 and place a check mark next to those health care facilities where you have admitting privileges (ADP).
IFacility Code: i 7| 1 Facility Code: .~/ (AP) Facility Code: ! _(AP)
Facility Code:__ 4 2 /+/ (AP) Facility Code:_____/_(AP) Facility Code: 7 (AP)
If 999, print name(s).

BB. Additional health care facilities at which you previously held privileges or with which you were associated in the past two (2) years,
(See Table 3)

Facility Code: ~ Facility Code:~ lacility Code: Facility Code:~ Tacility Code:____
1f 999, write Name(s):
11. My medical malpractice insurance is covered by a) ¢/ Insurance Carrier b) Letter of Credit

Name of Insurer: ¢ (.f'\/lh‘.':“c'..l ﬁ\'jy\ Tl dvic e ,(“""V\}m Yiy (.ill et UWJ'V\"‘ L e
a v '
Alternatively, indicate as follows: 1am registering with Active status but I am not covered by medical malpractice insurance because
I am (check one)  a) Not involved in dircet/indirect patient care in Massachusetts b) _ Otherwise exempt

Please explain exemplion:

12, Are you currenily in a post-graduate training program in Mass. as a resident or clinical fellow? (check one) O Yes [E{No
13. A. What is your principal work setting? (See Table 4) ' C
B. Care of paticnts in Massachusetts (sec instruction booklet).
1)} Average weekly hours involved in: a) outpaticnt care Lf_(}hrs/wk b) inpatient carc [f'iohrs/wk

2) What is the approximate percentage of your paticnt care howrs in primary carc ? _Z2C %

PART A

Questions 14 through 22 refer to the past two (2) years only._Check either YES or NO (NOT N/A) to each question, Provide
details on Form R for all YES answers except for question 22. Refer to the instruction booklet for additional information and
definitions,

IN THE PAST TWO (2) YEARS: YES NO

14, CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally settled or
adjudicated, whether or not a fawsuit was filed in relation to the claim?

15. CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been settled, adjudicated, or
otherwise resolved, whether or not a lawsuit was filed in cclation to the claim?

16. 1las 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 liled against you or been settled, adjudicated or otherwise resolved?

7. 1lave you been charged with any criminal offense, other than a minor traffic violation?

18 Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental quthority, health care facility, group practice or professional society or association?

19. Has your privilcge to possess, dispense or preseribe controlled substances been surrendered o or suspended, revoked,
denicd or restricted by any state or federal agency?

20. Have you withdrawn an application for a medical license or been denied a medical license for any reason?

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

22, Have you compleied your CME requirements preceding your renewal date (see instruction booklet)? d] (]

O Waiver requested (waiver form duc 30 days prior Lo date of license expiration). [} Training Program excmption

See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.

RENEWAL APPLICATION CONTINUED ON PAGE 3. ALL QUESTIONS ON PART B MUST BIt ANSWERED.
_{v,./',‘ ‘/// _,/’ » ) i N
Signature__________foze e i A tne ,1-,,,,},(:,-;)/ % W Date: 2 / % ;{7
g Al / .




Page 3

PRINT NAME AND NUMBER: Last Name: Bov i ANGER Registration Number; S42b L

PART B CONFIDENTIAL MEDICAL INFORMATION

Questions 23 and 24 refer to the past two (2) years only. Check either YES or NO (NOT N/A) to each guestion. Provide
details for all YES answetrs in space provided. Refer to the instruction booklet for additional information and definitions.

IN THE PAST TWO (2) YEARS YES NO

23.  Have you been diagnosed with or do you have a medical condition which limits or impairs your ability to practice
medicine?

24. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice
medicine?

Treating Organization:
Address:

Person Responsible for Treatment:

Type of Condition and Treatment:

e Pursuant to G.L.c. 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee
schedule amount.

e Pursuant to G.L. c. 62 C, § 49A, I hereby certify that, to the best of my knowledge and belief, I have filed all
Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies
even if you reside out-of-state or out of the United Staies.

e Pursuant to G.L. c. 112, § [A, I hereby certify that I wiil fulfill my obligation to repori abuse or negiect of children as
required by G.L. c. 119, § 51A.

I hereby certify under the penalties of perjury that all the information on the Renewal Application and
FORM R is true.

Signature / /fi.,tfl’tr. Lo /{/ < ,/)(w e :;w_—/)j/p Date: 4/ b /?7



Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

Registration No. Status Fee Renewal Date  Late Fee
__GBR266 ___ACTIVE $250.00 _03/27/95 $25.00 Correction of Malling Address
Mailing Address: Address (Mmhng) )
CHRISTINE MARITE BOULANGER, M.D. -
ANDOVER OB/GYN P.C. City/Town:
140 HAVERHILL STREET State:
ANDOVER, MA 01810 Country:

—

Directious: Before proceeding, please read the instruction booklet. Some questions are optional.

+ Failure to renew in a timely munner will cnuse your license to lapse and may affect your
abllity to practice medicine in the Commonwealth., (See enclosed letter).

+ Add late fee if necessary.

» Make a 'c'opbof this form and all attacliments for your own records - you will need copies for
credentialing and other purposes. The Board will charge a fee for each copy it provides,

» See instructions on detachable coupon at bottont of this page.

Pre-Printed Information Corrections of Pre-Printed Information
1. Other name(s), if any, under which you were licensed:
Name: _ I
2. Home Address: Aadves: - ———
City/Town: .._. — — S———
State: Zipi — P ——
Country:
3. Dale of Birth: Sex: @ D?w of Birth M/D/Y):  —L—{——  Sex(M/FY
Lic. Issue Date: 08 /0 1 /87 SSik: Lic. Issue Date M/D/Y): L L S8ik
: iness: Ha2 35¢
e ) Home: _ .. _ . . Business: (6I7) Y92 3500
( ) - (508)475-3502 Full Name of Medical School:
4, Name of Medical School:
University of Vermont College of
Medicine Year Graduated: _ Degree (MD/DO):
Year Graduated: 82 Degree: MD
5. a) Other states where you are now licensed to practice (Abbr): NH CA N
b) States where you previously were licensed to practice (Abbr):
6. Specialty Code(s) (See Table 1): . Hours por Week in Muss.
Code  Hours per Week in Mass. — — 8Q
OBG 0 Obstetrics and Gynecolody | 1fgs, print specialty:
7. If you are currently American Specialty Board certified, enter codes:  (See Table 2)
Code: Q@ Code: Code: Code:
8. Drug license number(s), if any: a) Federal (DEA) Federal (DEA):
b) Massachusetts Mass:

9. Activity Status: T am applying to be registered with the following status: ACTIVE \/ INACTIVE

+ I hereby certify that If requesting Inactive status, I will not practice medicine, including writing prescriptions, In Massachusetts,



PRINT NAME AND NUMBER:  Physician Last Name: ___OQUEANSER Registration Number: 2% 26

10. a) Current health care [acility(ies) at which you have completed the credentialing process for the proviston of patient care. Supply the
codes from Table 3 and |:},ace. a check mark next o those facilities where you have admitting privileges (AP).
Facility Code: o 4y (AP)  Facility Code: — ., e e | (AP) Facility Code: . . [ c_(AP)

Facility Code: ../ ——(AP)  Facility Code: o et/ — (AP) Facitity Code: e . o/ e (AP)

i[999, print name(s):

b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years,
(See Table 3)
Facility Cade: Q. (_.._. {j__ Facility Coder . . o Facility Coder .. Facility Code: . _ . Facility Code: o
999, writc name(s):

11. My medical malpractice msurzmc«. is covered by (Q lnbur‘mcb C;lrﬁcr ™ (b) Letter of Credit If applicable, check one.
List Insurer: RO | REGE MMP\G&N\EM COL MY ATON

Alternatively, indicate us follows: 1 am registering with ACTIVE status, but I am not covered by medical malpractice insurance because I am
(Check One): (i) Not involved in direct/indirect patient care in Massachusetts:  c— e (i1) Otherwisc exempt:

State how otherwise exempt:
No M (Check one)

12. Are you currently in a post-graduate tratning program in Mass. as a resident or clinical fellow?  Yes

13. a) What is your principal work setting? (Sec Table 4) _L_ Q

h) Care of patients in Massachusetts (See instruction booklet.)

\ -
i) How many hours per typical week are you currently involved in owtpatient care in Mass? —(;)- hrs/wk
ii) How many hours per typical week are you currently involved in inpatient care in Mass? 40 hrs/wk
¢) Approximately what percentage of your patient care hours are in primary care?
(See instructions for definition of primary care.) 00 7,

Questions 14 through 24 refer to the past two years only. Check either YES or NO (NOT N/A) to cach question. Provide details on
Forms R-1 and R-2 for all YES answers. Refer fo the instruction booklet for additional infermation and definitions,

| IN THE PAST TWO YEARS: | YES NO

14. CLAIMS MADI: Has any medical malpractice claim been made a;,aln‘:t you which has not yet been ﬁnally settled or
adjudicated, whether or not a lawsuit was {iled in relation to the claim? .... R388188ennnnanshens

15, CLATMS RESOLVED: Has any medical malpractice claim against you been settled, adjudma&cd or otherwise resolved,
whether or not a lawsuit was filed in relation (o the claim? . .

16. Has any lawsuil, other than a medical malpractice suit, wh:ch is rclated to your competency 1o prachcu mcdwme Of your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or been settled, adjudicated or otherwise
TESOLVEAT oo eat et bbb h e et s b ea TSR RS R A44SR SRR A RS S B SRS A R fa PR SRR A Sre RS S R RS e HeR e ners

17. Have you been charged with any criminal offense, other than a minor traffic vIolation?.....cueeeeeresecnncinicesc e

18. Have you been formally charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care [acility, group practice or profassional society or assoCIAHON? .......vceervesveerecverernncccvrmrenns

19. Has your privilege 1o possess, dispense or prescribe controlled substances been surrendered to or suspended, revoked, denied
or restricted by any state or federal agency? ..

20. Have you withdrawn an applicaiion for a med1cal licensc or been dcmcd a mu:llcal llcu}sc for any reason’

21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, limited or (erminated your insurance coverage in response (o an inguiry by a professional
liability insurance provider? ..........o.oomirecmi i s 4oruans srmsanetsan remerana pensasas rame ama enana sem e as en bena e i eOees

22. Have you been diagnosed with or do you have a medical condition which limits or intpairs your ability to practice medicine? ..

23. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice? .............
24. Have you voluntarily maodified or otherwise limited your scope of practice of medicine for any reason other than a medical
condition?

R e P D D PP P PPN
25. I have complcled my CME requirements in the two years preceding my rencwal date: Yes .
No, training program exemption (see instruction booklet),
If requesting 2 waiver you must fill out a scparate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. Sec instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.

No, waiver requested

¢+ Pursuant to G.L. e. ¥12, sec. 2, T will not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.

* Pursnant to G.L. c. 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
I have filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTY: This applies
even if you reside out-of-state or out of the United States.
+ Pursuant to G.L. c. 112, scc. 1A, I hereby certify that Y will fulfill my obligation to report abuse or neglect of children as required by
G.L. ¢. 119, sec. SIA.

« ] hereby certlfy undpr the pains and enaltjg.s of perjury that all formation on this form and Forms R-1 and R-2 is true.

ol (e
Signature: // Y/ ’V&L'L/{J'L&.J/Z /e ’4/béu g ¢ AN Date: "~/ & [ 75



ASSOCIA'I‘IQ
HEALTH
PLANS

The Managed Care Comeeny

RELEAEE FORM

In compliance with the Board of Registration in Medicine's
(BORM) credentialing regulations, 243 COMR 3.00, TAHP and
THP request that you sign the follewing releases:

i hereby authorize:

A. My primary hospital to release to Tufts Associated

Health Maintenancsa Organization, Inc.{TAHP) and Total
Health Plan, Inc. (THP) any cradentialing information

in which I have an interest which may be rsquested by
TAHP/THP: and

B. The Massachuesetts Board of Registration in Meadicine
(BORM) to release to TAHP/THP my applications for
initial or renewal registration when rsquested by

TAHP/THP.
. Vet e
K“;)/fc"”l*‘ t,j
Cintistiae M P)&ulk,u;tg:‘\‘ M SL2L b
PEYBICIAN'S NAME (please print) PHYSICIAN'S

LICENSE ¢

Z J/L/JMﬁM paTe: © , \ 8%

PHYSICIAN'S s:sm'rmu/

PRIMARY HOSPITAL arpIrzarzoms AT . Avbuw o gﬁre\ .

Tufts Associated Heaith Plons, Ine. Tofts Associ Totol Health Plan, Inc. mqnug:;igg::p. ine.
333 Wyman Stree Health Maintenance Freiered Provider anQg
PO, Box 9112

Qrganization, Inc, Qrgonizahon Warkers

moensahion
Waoitham, Massachuserns 02254-2112 e

16171 446.9400 Fax: (617) 466.8B583



Commonweaith of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1993-1995 Physician Registration Renewal Application

Correction of Mailing Address:

Registration No. Status Fec Renewal Date . Late Fee
UG ACTIVE $28000 o /47795  $2500
Mailing Address:
CHALTING ALY LOULAWentsr Mala
PNOUN R DAl 5Y N Pala
140 BAVesHILL STROTT

JTs1y

AN SV H, A

Address (Mailing):

City/Town:
Statc:
Country Code (Sec Table 1):

Directions:

provided on the right hand side of the page.

» Before proceeding, please read the instruction booklet. Some questions are optional.

« Make a copy of this form and all attachments for your own records - you will nced capics
for credentialing and other purposes. The Board will charge a fee for cach copy it provides,

« Enclaose the $250.00 renewal fee by means of a certified check, money order or personal check made s

payable o the Commonwealth of Massachusets.

Staple check to hottom of torm. Add late fee if necessary.
» Questions 1-8 include information from Board filcs. Please correct as necessary in the boxes

Pre-Printed Informaution

1. Other name(s), if any, under which you were licensed:

2. a) Address (Home):

b) Address (Business):

AN UV e Un /G YN PalCe

Tol WAVEAALLL 3TiRelY
ANV eRe Aa 01510
3. Date of Birth: Sex: F
Lic. Issue Date: 02 /7831/457 ggy-
Telephone Number:
Home Business i
( 3 - (503)067 2550

4. Name of Medical School;
university of
foiioing

Vermont College of

_ _ Year Graduated: Degree (MD/DO):
Year Graduated: < < Degree: D
5. a) Crher states where you are now licensed to practice (Abbr): NE o CA
b) States where you previously were licensed to practice (Abbr):
Code Hours per Wecek in Mass.
6. Specialty Code(s) (Sce Table 2): —— ——
Code  Hours per Week in Mass, —
S IE Unstetrics anu CGynecoluygy | HOS printspecialty:
U
7. a) If you are currently American Speciaity Board Certified, enter Codes:  (Sce Table 3)
Code: Y3 Code: Code: Codes
b) If you previously were American Specialty Board certified, but are no longer,
please enter codes of prior certification:  (See Table 3)
. . Cade: Code:
Code: Code:
8. Drug License Number(s), if any:  a) Federal (DEA] Federal (DEA):
b) State (MA)‘ Swate (MA):

Corrections of Pre-Printed Information

Name:

Address (Home):

City/Town:

State: Zip:

Country Ceode: It 999 print Country:
Address (Business):

City/Town:

Country Cade: 1£999 print Country:
Date of Birth (M/D/Y): —L L Scx (M/F):
Lic. Issue Date (M/D/Y): [ SS#:
Telephone Number:

Home: () Busincss: { )

Full Name of Medical School:

. . . 7 !
9. I'have completed my CME requirements in the (wo years preceding my renewal date: Yes J‘éq__ No, waiver requested
You must fill out a scparate Waiver Form. The waiver must be granted by the Board before your license will be renewed. See mstructions for

CME requirements. Do not submit documentation of your CMEs with your renewal application.

rStﬂple Check Here




34 - e
PRINT NAME AND NUMBER: Physician Last Name: Qy_ ef Regisiration Number: 2 (:. 2 (s

10. Activity Status: I am applying 10 be registered with the following status: Active =7, Inaclive

« I hereby certify that if requesting Inactive statas, I will not practice medicine, including writing prescriptions, in Massachusetts.

11, My medical malpeactice msurance is covered hy (a) INSURANCE CARRIER ar (b)) LETTER OF CREDIT If applicable, check one.

List {nsurer: m ﬂ —\-YQ Q‘

Alternatively, indicate as follows: | am registering with ACTIVE siatus, bui I am not mvcml by medical mﬂlpx actice insurance because 1 am

(Check One): (i) NOT INVOLVED IN DIRECT/INDIRECT PATIENT CARE IN MASS:._ . (ii) OTHERWISE EXEMPT:
(State how otherwisc exempt):

12, Current Health Care Facility Affiliations. Supply the codes from Table 4 and place a check mark next to those facilities where you have

admitting privileges -(2 _/
Faciiity Code: _Z (APY  Facility Code: . . . [ . (AP) Fucility Code: o o e [ e (AP)

Facility Code: ... ./ (AP}  Facility Code: o o . / e (AP) Facility Code: . / . (AP)

If 999, print name(s):

Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 4.)

Facility Code: . . . Facility Code: ., .. ... Facility Code: ___ . Facility Code: _______ ___ Facility Code:

1€ 999, write name(s):

No_t"" (Check one)

13. Are you currently in a post-graduatie training program in MA as a resident ox clinical fellow?  Yes

14. a) What is your principal work setting? (See Table 5) QZ C)

b) Care of patients m Massachusetts (MA) (Sce mstruction booklet.)
) How many hours per typical week are you currently involved in outpatient cace in MA? 1.4, 2C hrsiwk in MA
i1) How many hours per typical week are you currently invoived in inpatient care in MA? 4 J/ Trs/wk in MA

Questions 15 through 23 refer to the past fwo years.only, Check either YES or NO (NOT M/A) i each question.
Provide details on Form 15A for all YES answers. Refer 1o the instraction booklet for additicnal miormation,

[ IN THE PAST WO YEARS:I

YES NO

13. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in relation to the clam? ...

16. Have you been charged with any eriminal offense, other than a minor waffic violation?. ... ooiicninese s eeaeeeens

17. Have you formally been charged with or disciplined for any violation of the rules, by-laws or standards of practice of any
governmental authority, health care facility, group practice or professional SOCICLY OF asSOCIAUONT v icemnessssersonsicnseinnn

18. Has your privilege to posscss, dispense or prescribe controlled substances been surrendered o or suspended, revoked, denied
ot testricted by any Stale OF FEACrAl ARENCYT ..o i e et e seesser e st et ee e sbaras saseaaas s s sasarate e s et s erae sene et pa b e s sanensaa aree

19, Have you withdrawn an application for a medical ticense ¢ 1 denied a rnedieal Yicense for any reason? oo
20. Have you had any mental illness which has impaired you: abili:y to practice medicine or to function as a student of medicine?
21. Have you had an organic illness which has impaired your ability to practice medicine or to finction as a student of medicine?
22. Are you now, or have you been in the past two years, dependent upon aleokol or dvags? e
23. Has any professional liability insurance provider restricied, limiiod, terminated or imposed a surcharge on your coverage?......
+ Pursuant to G.L. c. 112, see. 2, T will not 2asrge to or collect from a Medicare beneficiary more than the Medicare reasonable charge s,
» Pursuant to G L. ¢. 62C, sec. 484, T hereby ceytify snder the penaitics of pevjury that, to the best of my knowledge and belief, I have
filed all Massachusetis staie tax retares and paid aff Massachusetis state taxes that are vequired under law. NOTE: This applies even it you
reside out-of siate or oul of e covntsy.

« 1 hereby certify that T wiil fuliiill vy obligation @ cepaort abuse or neglect of chiidven pursuant te GuL. c. 119, sec, S1A.

« T hereby certity under the penalties oi‘_ ;pcrjury that ail information on this form aud Form 15A is troe.

Signatare:

3 —_ . Date: / (gé’{(,*%~




Commonwealth of Massachusetts Board of Registration in Medicine
'Ten West Street, 3rd [l or Bmton, Massachusetts 02111

1991-1993 Physncix;g ratio) etgviql Application
— e J O 27 A" ‘.U.A.,A. & ) ,\&\. e e e
Registratlon No.  Status Feo Henewal Date ; 7'—' < \o\& For Office Use Only T
VLR ACT LALE $150 Uil 491 fr’l‘/«.. \: !

Or. CHRISTING MARLE sOULARN;
ANDOVER O:/GYN PaCa

160 HAVERHILL STREET
ANDUVER, MA U1510=

Diractiens:

o Questions 1-7 include informaiion from Board filos. Ploase correct it as ﬁa&

« Before proceeding, please read the instruction booklet. R

» Answer all non-optional questions completely. (The instructions specify which’ ques:lons ae. qpuan!zl )

o Make Q:opy of this form and all attachments for your own records--you must give healily care facilities copios for cradentialing purposes. The Board charges
$3.00 plus postage for each copy furnished.

s Enclose the $150.00 rghawal fow by means of a cerlified check, monsy order or parsonal check made payable to the Commonwealth of Massachusetts.

Activity Status: : B
| am applying to be registered with the following status: Aclive_L_/M__ Inactive_____
{ hereby cerilfy that If roquesting Inactive status, | will not practice medicine in Massuchusetts,
Pre-Printed Inforination Corrections of Pre<Printed Informatton
1. Other Name(s), if any, under which you wure licensed: Name:;
2. a) Address (Home): Address;___ e
Gity/Town, e o .
Stato: . . Zip:_
Gountry Code:_______ (If 999 writa Country):
2. b) Address (Business): Addrass:
ANGOVLA OudOYN Pala Gy ToWIN__ e
140 HAaviRHILL STREET State:_ o Zipn O\TAG
ANDUY IR, MA U15T8E- Gountry Gode;_ . __(if 999, write Country)._ _
3. Dateof8Bith: }35/27/5 Sex: f Date of Birih {(M/D/Y): /I . Sex (M) ___
Lic. Issue Date: 7/ SSN #: - - Lic. Issuo Date(M/D/Y): OF / (27 sSN#_COR-W2 WA |
Telephona Number:
Home Business Homo; (____ ) welsiel . Business: (_____}
( ) - (508)4675=550¢
4. Medical Schoot Codo: vy p Year Graduated: 5 Degree: School Codo:_ . Year Graduated.______ Degres (MD/DO).____|
Namg of Ssheol: If 99999, write School:____
yniversity of vermont Colleye of Meddikine

5.a) Other States where you are now licensed to practice (Abbr): NH CA
b) States whete you previously were licensed to practice (Abbr):

6. Spacialty Code(s) (See Table 3).

Code  Hours per Weel in Mass. Code Hours per Week in Mass.
el 1 Ubstetrics anag Gynecanlogy i = e e
O [ S
It OS, write specialty.
I
7.8) Ara you Amorican Specialty Board Certified? (Y/N) y  7.b) If YES, Entor Codus:
Codo: Gz hoard of Obstetrics and Synecoloygy | Code
Coda: Cade:
8. Drug Licanse Numbei(s) (if any) [optional]: a) Fedoral (DEA) R b) How many DEA nos. do you have? -
©) Stato (MA) #M
9. | have completed my C.M.E. requirements in tho two years preceding my renewal date: YES, 3/: Waiver Requested . _

(You must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be renewed.) See lnstuiciions for CME
requirements. Do not submit documentation of your CME's with your renewal application.

30M - 9/90 - PB13971 [ Far Oftice Use Only: Waiver Granted, Date: ! /



FILL IN NAME AND NUMBER: e
Physician Last Name:_ _ f)’f'-" ANGL r N Rogistration No._Y L G

10. My modical malpractice insuranco is covored by (a) INSURANCE CARRIER_ v~ _or (b) LETTER OF CREDIT. __. If applicable, check one.
List Insurer,___ 2 U~ ol m FosAdcnizae i

Alternatively, indicate as foilows: ) am registoring witli ACTIVE status, but | am not covered by medical malpractics insurance because | am (Check ona):
(i) NOT INVOLVED IN DIRECT/ANDIRECT PATIENT CARE; (i) OTHERWISE EXEMPT:

(Staie how othorwise exampt).____

11.  Current Hospital Affiliations (Supply the codoes from Table § and place a check mark noxi i those facllities where you have admitting privifeges (AP).
Facllity Codo: H,{, / 1Y v (AP) Facility Code: ______/_(AP) Facility Codo: ______/__{AP)

Facility Coda: ./ (AP) Facllity Code: /_(AP) Facility Code: __ __ __/__(AP)

If 699, writo Nama(s):__

?dem?"mll ngpltals at which you previously held pnvnleges and othor Health Care Facilities with which you ware associated in the past 4 years.
oa Table

Facility Codn_J / J . Fadility Code: Facility Code: __ Facility Code: ___

¥z , ” g PR -
1 999, writo Nemeo(s)__»+ € D¢ A MDDy (i mundi 1 e M/”/ﬂ/ KED AN mn

12.  Post Graduate Training in Massachusotts (MA) (Sgg instruction booklet.)
a) Are you currently in a post-graduate training program in MA as a resident or dlinical fellow? Yos____ No_w_ (Check one.)
b) Fyou are in a MA program, are you a i) Hoesident____ i) Clinical Follow, or iii) Research Fellow___? {Chock one.)

¢) How many hours per typical week do you spond in this MA post-graduate raining program?__ _hrs.Awk. in MA.

13. Care of Patients in Massachusetts (MA) (See instruction booklet.)
a) How many hours per typical weak are you currently invoived in outpatient care in MA? 7<% hrs.fwk. in MA.
b) How many hours per typical week aro you currontly involved in inpatient caro in MA?__7C___ hre./wk. in MA.,

14. Principal Work Setting. !
a) What is your principal work sotting? (See Table 6) £ ©

Questlons 15 through 22 refer to the past four years only. Check either YES or NO (not N/A) to each guestion. Provide detalls on Form 15A.
Refar to the instruction booklat for additional information.

Yaa A

16. Has any pending or hew modical malpractico ¢laim bean mado against you (whether ot not a lawsuit was filed in relation to the claim)?......
16. Have you boen a defendant in any ponding or new criminal proceading other than a minor traffic offonse?.............ccco v,

17. Are any formal disciplinary charges pending or has any disciplinary action (as defined by Board regulations--See instructions) baen taken
against you by any governmontal authority, hospital or othor health care facility, or professional medical association {international, national
SAE OF J0CAI Y.ttt e

18. Has your privilege to possess, dispense or prescribe controllod substances been suspended, revaked, danied, restricted, surrendered,
or have you been called before or been warned by this state or any other jurisdiction including a faderal 8gency?.........coeecieiiceneeice e,

19. Have you withdrawn an application for a medical liconse or been denied a medical liconse for any teasoN?.............ccvcocvvrrvrieiveren e
20. Have you had any mental iliness which has impaired your ability to practice medicine or to function as a student of medicine?.....................
21. Have you had an organic illness which has impaired your ability to practice medicine or to function as a student of medicine?....................

22. Are you now, or have you boen in the past four years, depondent upon alcohol OF AFUGS? ... et e s asns e ss e

Pursuant to M.G.L. ¢.475, | will not churge to or collect from a Medicare beneficiary imore than the Medluare ressonable charge for my services.
Pursuant to M.G.L. ¢.62C sec.49A, | cerilty under the ponalties of porjury that, to my best knowledge and bellef, | have filed uny Massuchusetts state
tax returns and paid any Mossachusetls stato taxes, that are roquired under faw, NOTE: This upplies even If you reslde out-of-state or out of the
country,
| cortify that | will fulfill my abligation to repori abuse or neglact of children pursuant to M.G.L. ¢.119 sec.51A.
I hereby certify under ihe penalties of perjury that all informatlon on this form and Forry 15A I8 true.

7 P

. e - ’,p/‘ — / % ers
. L A » . o” ! r /",
Slgnature: S ‘z.a{j’lu';« . Sy )"‘) -/ CC L ‘// Date ] /-

7o e . e




Commonwealth of Massachusetis Board of Registration in Medicine
Tan West Street, 3rd Floor, Boston, Massachusetts 02111
1989-1991 Physician Reglstratlon Renewal Application,\ Page 1 of 2

Board Use Oniy:
He Istration No. Status Fee Renewal Date

L 3150 _ OB EESEE

(S LRE MART
ARDOIVETR DB
L WIAMERMTLL

AETHIVES . M OLa b

Importam K :}; 1 7

. Read the accompanying instructions in their entirety befd,e o (.efermg m)'a'form Dp(l?) delegafe this important task to an employee, as false statements on this
form can result in disciplinary action. " . V Oy 3\//

. Print legibly or type your answers. X 61\’ 5

. Answer all non-optional quastions (front and back of form) compTafeJy itisy ngj.adeq uate fo state that the Board alraady has the information.

. Sign the renewal appiication at the bottom of page one and fill in the nummber of attached pages in the paragraph above the signature.

. Make a copy of this form and all attachments for your own records—you must give hospitals and other health care facilities copies for cradentialing purposes.

. Enciose the $150 renewal fee by means of a centifiod check, money order or personal check made payable to the Commonwealth of Massachusetts,

1. a) Name (LAST:) 9PVAe A ddN L(FIRST) (ML)

1. b) Other Narme{s), if any, that you were ever licensed under:

2. a) Address (Mailing): A WE mh Shovi

2. b) Address {Home): .. L ey o o

2. c) Address (Business); RN

2. d) Telephone (Business): (5 0 %) 7 & . 14 G Z Extension 1'0WC 2.e) Telephone (Home) (Optional): () -

3. Date of Birth (MO/DA/YR): 4, Sex: MALE__ FEMALE_[ 5, Social Security No. (Opnonal): T e
8. a) Medical School Code (See Table 1): v VT oo ? If 99999, write Name

6. b) Year Graduated: 19837 B 6. c) Degree: M.D.L DO

6. d) Country: U.S, L Canada___ Code if Other (See Table 2): __ _ /f 999, write Name:

7. Work Setting (Circle and indicate Percent(%) of Practice Time):

10 Hospital % 15 Private Office % 20 Partnership/Group Practice 100 9
25 Clinic e % 30 Mental Health Center % 35 Nursing Home . %
40 HMO Facility ™ 45 Educational Institution % 50 Medicai Society %
55 Government Facility % 60 Plant/Commercial Setting % 99 Other %o
8, Professional Activity (Circle and indicate Parcent(%) of Professional Time): 8, b) Mass, Lic. Issue Date
10 Resident or Fellow % 20 Practice Involving Direct Patient Care 100 % (see your wall certificate)
30 Adininistrative Activities % 40 Medical Teaching % (MO/DA/YR): [/ /[
50 Medical Research % 99 Other %
9. Specialty Code (See Tabfe 3): O ¥ & Percent of Practice Time: 00 %  Specialty Code: ___ Percent of Practice Time: %
#f OS, specify: ——
10. a) Are you American Specialty Board Certified? (Y /N) Y 10 b} If YES, circle which Board(s):
Al Board of Allergy & Immunology NM Board of Nuclear Medicine PS Board of Plastic Surgery
A Board of Anesthesiology (OG> Board of Obstetrics & Gynecology PM Board of Preventive Medicine
CRS  Board of Colon & Rectal Surgery oP Board of Ophthalmology PN Board of Psychiatry & Neurology
D Board of Dermatology 0s Board of Orthopedic Surgery R Board of Radiology
EM Board of Emergency Medicine or Board of Otalaryngology S Board of Surgery
FP Board of Family fractice PA Board of Pathology 8 Board of Thoracic Surgery
M Board of Internal Medicine PE Board of Pediatrics u Board of Urology
N3 Board of Neurological Surgery PMR  Board of Physical Medicine & Rehabilitation
11. &) Hospitals at which you have cucrantly effective privileges and other Health Care Facilities with which you are associated; Percent of Practice Time at each.
(See Tabie 4.)
Facility Code: 09 9 {0 O % Facllity Code: % Facility Codo: %
Facility Codte: Facility Code: _ % Facility Code: %

If 999, writo Name(s):

11. b) Additional Hospitals at which you previously held privileges and other Health Care Facilities with which you were associated in the past 10 years.
(See Tabie 4.)

Facility Code: Facility Code: Facility Code: _ Facility Code: Facility Code: __

If 999, write Name(s):

*
| hereby certify that if requesting INACTIVE status, | wifl not practice medicine In Massachusetts.
Pursuant to M.G.L. c475, 1 will not charge to or collect from a Medicare heneficiaty more than the Medicare reasonable charge for my services.

Pursuant to M.G.L. ¢.62C sec.49A, | certify under the penalties of Jaer]ury that, to my hest knowledge and belief, | have filed any Massachusetts state tax
returns and paid any Massachusotts state taxes, that are required under law. Note: This applies even if you reside out-of-state or out of the country,

| heraby certify under the penalties of perjury that all information on this form--front and back and (#) attached pages--is true.

750 FEVETEE SD)

-‘ , - /,/ ’ )’; : . oy
Slgnatufa;i ,//‘/J/‘] 2‘7{;[( ///// e /' p 4?" yz/"//%) Date'__"‘i/_,zi‘j qg
~



Massachusetits Board of Registration in Medicine 1989-1991 Renewal Application, Page2of2

filt in name and number.  Physiclan Last Name: /6()1‘,( / WA Registration No. :2 3_ 32“ _{: L
CJ
12, a) Other States where you are now ficensed to practice (Abbreviate): [‘J_ i C f‘i .

12. b} States where you previously were licensed to practice (Abbreviate):

13. 1 am applying to be registered with the following status: ACTIVE \/ *INACTIVE If ACTIVE, answaer questions 14, a) through c).
— - I INACTIVE, answer question 14, b) only.

14. a} | have completed rmy C.M.E. requirements in the two years ending on the renewal date as follows: (Fill in # of hours or fype of residency, or check waiver.)
Categary I { ‘f trs., Categary Il: 30 hrs,, (Risk-Management: /O hrs));  Residency Program in; :
Waiver Requested_ {You must fill out a separate Waiver Form.)

14, h) My mednc» malpractice insurance is covered by INSURANCE CARRIER v LETTER OF GREDIT__ . /f applicable, check one and identify the name.

Insurer: £ 9l i) (/57 ___ Institution Issuing Letter of Credit:
Alternatively, indicate as follows | am registering with ACTIVE status, but | am not covered by medical malpractice insurance because | am (Check one)
NOT INVOLVED IN DIRECT /INDIRECT PATIENT CARE__ OTHERWISE EXEMPTED  (State how) R o

14. c¢) Percent of Practice Time in Massachusetts: 94 %

Questions 15 through 17 refer 1o the past four yoars only. Check either YES or NO (not N/A) to each question. Provide ciétails on Form 15A, attached.

15. Has any pending or new medical malpractice claim been made against you (whether or not a lawsuit was filed in relation to the claim)? .............
16. Have you been a defendant in any pending or new criminal proceading other than a minor traffic offense?.........
7. Are any formal disciplinary charges pending of has any drscnphnar}; action (as defined by Board regulations--See Instructions) been taken
against you by any governmental authomy hosputal or other heal care facility, or professlonal medncal associat;on (International
national, state or local)? ... e PR e s
If you answerad "YES" to question 15, 16, or 17 provide details on Form 15A, attached.
KR R HOR AR ER R R R o R A R W R AR A e e o o R R o ek R AR A R A e o R R R b ok ROK IRl R A A o AR SRR R R R ORI O o i ko o ok ok ok Ok ke e e ok

Questions 18 through 24 refer to the past four years only. Check aither YES or NO (not N/A) to each question. Provide details in the next section. Yes No

18. Has your privilege to possess, dispenss or prescribe controlled substances been suspended, revoked, denied, restrlcted surrendered or
have you been called before or been warned by this state or any other jurisdicticn including a federal agency’? e

19. Have you withdrawn an application for a medical license or been denied a medical license for any reason?
20, Have you had any mental illness which has impaired your ability to practice medicine or to function as a student of medicine?...............c.ccounene
21. Have you had an organic illness which has impaired your ability to practice medicine or to function as a student of medicing?...............ccoceveiienn
22. Are you now, of have you been in the past, dependent upon alCOh0! OF BIUGS? ... i e e s
23. Have you, for any reason, lost American Speciaily Board CartifiCation?.......uiiiiiiiii o s s cssisas s s sessenacassenes

24, Have you been denied recertification by one or more spocialty boards? W YES, fist Board(s): s

Additional Information Related to Questions 18 through 24 f you answered YES to any of Questions 18—24 provide the following information where applicable.

Privileges to Prescribe Controlled Substances Attach additional sheets (with same format) where necessary.

Type of Restriclion. - . e e . Date [
Circumstancaes of restriction: _

Withdrawal or Denlal of License Attach additional sheets {witl same format) where necessary.
State: Year.__ Gircumstances under which license was withdrawn or denied (revoked, not renewed, or otherwise

terminated):_

Treatment for Menlal lliness, Organic liiness, Alcohol or Drug Dependenoy Attach additional sheots {wn‘h same format) where necessa:y
Treating Organization: ____ Telephone:(__

Address:

Person Responsible for Treatment:

Type of Condition and Treatment:

Dates of liness/Dependency: /. / to: / / Dates of Treatment: /] to: / /0

Spacialty Cortification Attach additional sheets (with same format) whore necessary.
Organization:

Date:  /  / Action:

Circumstances leading to loss of certification or denial of recertification:




N Al o R

e COMMONWEALTH OF MASSACHUSETTS Appraoved:
B0ARD OfoREGI‘STR‘?T.é%N II‘E&’*TEDIC.‘I!‘AAﬁ o2\ Disapproved:
‘ Application for Endorsement Registration - NATIONAL BOARDS
(Fee~ $150, must accompany APPLICATION - No currency or personal checks)
(. - -
g;ied / §F FOR OFFICE USE - Application #  (, 29 30
Form of ?ee 7] .g 4 ‘ Cartificate # \5ga‘éé Date of Issue: Clllfl!ﬁ‘?
PLEA YPE OR PRIN SWORN STATEMENT
Name.. Christine Marie lgou/&,t}fﬁf“ Mailing Address:

First MiddTa "Last .
Date of Birth BN

1 4

Place of Birth
ot
Name on Birth Certificate ChrisheMorie 1@"“/“‘7&7 Phone #

Pre-medical Education Medical Education
Schaol McGill University  Moneal, cANADAIsenool Universihy of Vermont Coflege of Medicine

Dates Attended Sept [771F - Juwe 1977 Dates Attended Sé,fr)'fﬁm ber 1977- Tiwne 1952

POSTGRADUATE EDUCATION AND HOSPITAL APPOINTMENTS

Place Pasition ‘ Dates
/T)L)CL/f) Cenler for ¥ Jeallh Sciemasns 1);/)){/})4 5&:)9 aol C - Tume 782~ ~TMM4-/__(?'Zé
J0%8 3 (e Conibe Ave, Los Angeles ¢f) Kesi Ahm,ﬂ OB /&N ‘
) /466//&:10/5 Communi?y Hospital /}c:ﬁ\/t- Stoff - Ofc’a’/G’V/V T u/g 1996 > present,
350 'Rrr&c)‘i{;\,j/wi. i
Peoclonds | <A 4237173 /

List all other states where you are or have been licensed: Celbornia 6051652 (Smce ”3)

Are you a Diplomate of a Specialty Board? [Ocnd ti/li&eé N 0537&’)1015 + GL;”H‘C’/%“(/
~ {name, 1T a za“ole)
656 )

/um AN X A /dsse(

- = mes = ) i



VERIFICATION OF MEDICAL INSTRUCTION AND GRADUATION

is section of the application ..st be completed by the Dean of ,our medical school., TJf yauli'
nave attended more than one medical school, additional verification of medical instruction in
the other school will be required.

Date: _ June 25, 1987 - 19
I hereby certify that ﬁ:Mrwu inf )W Poul%nq@f MD  has attended - year.s of
instruction of not less than thirty-two weeks in each year in: Burlington, Vermont
University of Verment (vlleae of Meclicine -class cf 1992
(Name of medicaTASchoo1,?Tocation) (Sfarted 77 -7 Focti Ti {Z??yv
Exact dates of attendance of each year: of Sbsencd 1a7iy. _
From: Month: __ 9 Day: 1 VYear: 77 To: Month: © CDay: Y vear: 1Bt
From: Month: 9 Day: 7 Year: 78 To: Month: 1 Day: 1 Year: “jfi %
From: Month: _leave of &byence appW¥ewed _ 1/1/79Ta: Month: 12/31/79 pay: Year: —
From: Month: 1 Day: 5 Year: _ 80 To: Month: 0 Day: __30 Year: wmwﬁg
From: Month: _ 7 Oay: 1  Year: 80 To:* Month: 4 Day: 30 Yeaf: 81
From: Month: Day: _Year: To: Month: Day: Year: __«“mmi;z,
AND HAS RECEIVED THE DEGREE OFDoctor of Medicine on  May 22, 1982 19 B2 pegn
University of Vermont College of Medicine |
(Name of medical schaol] o VUQ
mw“&&umm,auw . ]

|
I¥gnatura of Dean
David M. Tormey, M.D., Assvcidte . Bean

CERTIFLICATE OF MORAL AND PROFESSIONAL CHARACTER

ol SAN BERRA

This certificate must be completed and signed by a physician
tegally authorized to practice medicine in the United States.
The statement should be executed by someone other than a
relative who knows you well and for a substantial period of
time. The Board especially seeks statements from physicians
licensed to practice in Massachusetts.

Date: ¢ for [ 194 7
This certifiaes that I have been personally acqua1nted with

) <
C hrshne M, fzm.z/;nf,w MDD of  Kedlaids, ’wgﬂé{:;.—msz,

for </ years; that I helieve her ta be of good moral
and professional character, and in every raspect worthy of

L RPN
r o

I certify that the pnotogra
ihove 1Sya genufne Tp'lkengsspaf szfdence I recommend. h@,L tO the Massachusetts Board of

the makey fkuﬁ?ufiﬂﬂﬂﬂgiﬁx%BOVe@ﬁiﬁy istration in Medicin
\j7é;fi:§iqoiﬂﬁ/7 ﬁszkcaétcytz' 45;/5471452““”?”““‘ 4.0.

sTanature of Dean or Notar {signdfure of certifying physician)
g RTINS wm&’&hmzv& st Address: /97 //AVP/LA/L// §7. /‘?'l /o en ; /7‘*7 :

Fd
o110

| License # ¥44 AR State )4,

; (AL Thek L ;‘[l &
' g?m%@&%wmaM*mmm%

[, the undersigned applicant, hereby certify that all infarmatian included in this applicatian
for licensure exam1nat1on const1tutes a true statement made under penalty of perjury,

’7“”"7” ‘ﬂ"-/’/f)"”/’”"“ o Date: é//é (/’7 9 27
/ rd Fa—

SIGNATURE OF APPLICANT <
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COMMONWEALTR OF MASSACHI ‘TS FOR OFFICE UL N}

BOARD OF REGLSTRATION IN _£DICINE Full License appl: .cion
SUPPLEMENT TG APPLICATION FOR Pending Approved
TULL LICENSE License #

TO BE COMPLETED BY APPLICANT. PLEASE TYPE OR PRINT.

NAME: Christine M, Boulinger MD ROSPITAL: Kedlands Cemmun ity A&spfﬂa/
PERMANENT ADDRESS: _ ~ 7~ 350 TeraemdTBIVAT
T ADDRESS: }eed/cwds’_ CA 92373

LOCAL MAILING
ADDRESS IN (Ma):

-

e

YOU ARE REQUIRED TO COMFLETE THE QUESTIUNS BELOW. YES KO
I. Has any medical malpractice claim ever been made against

you in the last ten years (whether or not a lawsuit was filed

in relation to the claim)? 1.

2. Have you ever been denied the right to participate or enroll

in any system whereby & third party pays all or part of a

patient’'s biil? 2.
3. Have you ever applied for licensure or to sit for an
examination or taken an examination, under a different name? 3.

4. Rave you ever been denied the privileges of taking or
finishing an examination or been accused of cheating and/or
improper conduct during an examination since your matriculation

in collepge? . 4,
5. Have your ever failed an examination (including the FLEX
Examination) before any state or the National Boards? S.
6. Have you ever been denied a medical license, whether full,
limited or temporary, for any reason? 6.

7. Have you ever had staff privileges, employment or appointment

in a hospital or other health care institution, denied, suspended

or revoked, or resigned from a medical staff in lieu of

disciplinary action? 7,
8, Are any formal disciplinary charges pending or has any
disciplinary action been taken sgainst you in the last ten years

by any governmental autheority, by any hospital or health care
facility, or by any professional medical association

(international, national, state, or local)? 8.
9, Have you ever voluntarily surrendered a8 license to

practice medicine or any healing art? The Board's regulations
define "disciplinary action." Please refer to 243 CMR 3.02,
attached. 9.
10. Have you ever withdrawn an application for medical

licensure, hospital priviledges or appointment, for any reason? 10.
1. Have you ever for any reason, lost American Specialty

Board Certification? 11.
12. Have you been denied required recertification by one or

more specialty boards? 1f yes, which one(s)? 12,
13. Have vou, at any time, been & defendant in any criminal
proceeding other than minor traffic offenses? 13,

14, Has your privilege to possess, dispense or prescribe

centrolled substances ever heen suspended, revoked, denied,
restricted, surrendered or have you been called before

or warned by this state or any other jurisdiction including

a federal agency at any time? 14,
15. Have you ever had any emotiomal disturbance or mental

illness which has impaired your ability to practice medicine

or to function as 2 student of medicine? 15.
16. Have you ever had an organic illness which has impaired

your ability to practice medicine or to function e&s a student

of medicine? 16.
17. Are yvou now, or have you been in the past, dependent upon
alcohol or drugs? 17.

18. Have you ever held a license in Massachusetts or any other
state or country? If yes, list other jurisdictions. .
Lealifornia , , . %
. 18,
NOTE ON QUESTIONS 15-17: The harm that befalls physicians and patients alike when
impairment goes undetected and untreated by the medical profession is devastating.
The Board wants impaived physicians treated in the early stages of impairment before
irreparable harm to the physician oxr patient occurs.
1f you have answered "yes" to any of the above except #18 please explain on the
reverse s}de. Attach additional 8 1/2" x 11" sheets if necessary. I will read
the Boerd's regulations, 243 CMR 1.00 through 3.00, To the best of my knowledge
1 meet the qualifications for Full Licensure in Massachusetts.

1 hereby certify under the penalty of perjury that ell information on this form
(front and back) including attached sheets is true.

SIGNATURE: %I/MJ?M,L ,////I/M) {./gwfﬂm%) DATE: 6//6 /é’?
7 / 4

e e I R R halt




BOARD OF REGISTRATION IN MEDICINE SEE REVERSE SIDE

TEN WEST STAET T A AN ENE TS R 2
. N . t MEEA o - ) 3 i
BOSTON, MASSACHUSETTS 02111 Bt B L_i. ;_L.W;J..J APPLICATION. (SEE THE ENCLOSED INSTRUC
RENEWAL APPLICATION TIONS FOR DETAILS )
16871989 IF YQU ANSWEGRED "YES' TO QUESTIONS

THROUGH 24, YOU MUST CHECGK THIS BOX [7]

. e — e PLEASE USE THE ENCLOSED RETURN ENVELOP
LICENSE NUMBER ' PAY TiiE S ATF 145 BGE RFNEMED .
— _LICENS SAY e o ! LATE FEE THIS APPLICATION MUST BE SIGNE
[ T BT R TR T _AMOUNT e T NOTE! AND RETURNED WITH A $100 PA
N | senst | sioo
i -~ : 9 |- ool .
‘ A’ﬂ 1 D Bé_é__J_ B 43 AT5F CHECKS ARE ACCEPTABLE.
' a\ PAYABLE TO:
" ~ i} f’/' p— /()) ) ’[ g A _S COMMONWEALTH OF
(#/Q(\S [7/0/ . Cf(/‘/i O [,Z/E:I‘/’ (‘"’e/ /7/ ’ MASSACHUSETTS
] 1

’ ls

TEN WEST STREET, 2nd FLOOR
BOSTON, MASSACHUSETTS 62111

PLEASE PRINT ANY NAME OR ADDRESS
CHANGES BELCW

YOU MUST READ THE INSTRUCTIONS ENCLOSED WITH THIS FORM TO ANSWER QUESTIONS 1-26.

1. Print Name: 5 ﬁm ﬁ..

2, Date of Birth:  __ .

L e H — e ——— 1 — - -
» - ) ) — MONTH DAY YiAR
3. Medical School: ”ﬂl V_oF ¥thmon 7 MD.2 [240.? [] (Checkone)
Coliete o MEDC,/ /€~ M §ﬂ ) f‘g\
4. Country where Medical School located: > 5. Date of Graduation: -
6. American Speciaity Board Centified? D [Check if yes.)
Wwhich Boards?

7. Principal Specialty(ies): 8. Principal work setting:

9. Home address. 10. Principal business address:
11. List all hospitals at which you have currently effective privileges: ..
12. List all nospitals at which you have held privileges in the past 20 years:
13, States other than Massachusetts in which you are presantly licensed to practice:
14, List any other states where you were previously licensed o practice:

YES NQ

1. Has any medical malpractice claim been made against you in the last ten years (whather or not a lawsuit was filed in relation to the claim)?

16. Have you, at any time, been a defendant in any criminal proceeding other than minor traffic offenses?

17. Are any formal disciplinary charges pending or has any disciplinary action heen takan against you in the last tan years, by any governmental
autharity, by any haspital or health care facility, or by any prolessional medical association {international, national, state or local)?

18. Has your privilege ta possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, restricted, surrendered,
of have you been calted before or warned by this state or any other jurisdiction Including a federal agency, at any time?

19, Have you ever withdrawn an application for medical licensure or been denied a medicatl license for any reason?

20. Hava you ever had any mental iliness which has impaired your ability to practice medicine or to function as a student of medicing?

21, Have you ever had an organic iliness which has impaired your ability 1o practice medicina or to function as a student of medicina?

22, Are you now, of have you besn in the past, dependent upon alcoho) or drugs?

23. Have you ever, for any reason, lost American Specialty Board Gertitication?

24. Have you been denied recertificalion by one or more specialty boards?
If yes, which one(s)?

25. 1 have complated my C.M.E. requirements in the two years ending on the renewal date as follows:

26. |am an active | | inactive [_| practitioner. {Gheck One.)

{ HEREBY CERTIFY UNDER THE PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM (FAONT AND BACK) INCLUDING ATTACHED SHEETS IS TRUE.

PURSUANT TO CHAPTER 475 OF THE ACTS OF 1985, | WILL NOT CHARGE TO OR COLLECT FROM A MEDICARE BENEFICIARY MORE THAN THE MEDICARE REASON-
ABLE CHARGE FOR MY SERVICES.

PURSUANT TO M.G.L. ¢. 62C, § 49A, | CERTIFY UNDER THE PENALTIES OF PERJURY THAT |, TO MY BEST KNOWLEDGE AND BELIEF, RAVE FILED ALL STATE TAX
RETURNS AND PAID ALL STATE TAXES REQUIRED UNDER LAW. PLEASE NOTE: THIS APPLIES EVEN IF YOU RESIDE QUT-OF-STATE OR OUT OF THE COUNTRY.

SIGNATURE
DATE:

{See Reverse Side)



McGill University
Montreal,  30th June , 19 87

I h@’)’(ﬂby CE?’fI:f}’ []’lai[ Christine Marie Boulanger

ettt it

is a graduate of McGill University the degree of Bachelor
of Science, with Major in Biology and Great Distinction,
having been confcrred on June 8th, 1977. Ms. Boulanger
completed courses in Biology, Chemistry, Physics and

Psychology during rthe Four year degree program,

%

4 /» /ﬂ
i (& w4
g(k{fﬁmﬁT(uf Leoyhet &
Pamela Brook

Administrative Assistant
Registrar's Office,



VERIFICATION OF LICENSURE

la applylng for a4 license to practice medicine in the Commonwealth of Massachusetts,
the Medical Board requires thig form to be completed by each astate wherein I hold
ver held licensure. Thig 18 your authority to release any information in
/ Awm/yfn/myﬂ@@\u‘ favorable or otherwise, direct to the Board of Registration in Medicine
treet, Boston, Massachusetts 02111. Your early response 18 appreciated.
1_must come directly from the state llceneing board

_ 7 (signatgt,d)
e scaree charpe a4 fee far -
vis service.  de sugpest that NAME : C_hm‘s-h‘ne M, @(Ju(a,tme: MDD
wocail the differeat states
1 which ¥youare licensed before ADDRESS :
u "1;-?1'{»_‘-.3"}1;{5 form, ° .
R
i .Q\ s“:;\\
e W '
1 N NS : ey 6 [Cler
i \" \}& 3 My license number is: (O 5165 2
‘\ o
e

,&\” N

(DO MOT DETACH)

-\
State of: Lc3/!7{)! ma il

Pull Name of Licensee: (. /0FIS7‘I)1L’ Manie /““/a”"}e‘h MD

Graduate of: (.l A. Ca_n;ger ’/&rv? Mottt Se r'f:/;u;e. “ (O‘ @/6?’/\’ oo J\d/.'z/nc.gj)
’ Jniveanily o7 Verment e /feja of Aeelrome. -
license No.: (5OS/IES 2 _ Issued date: 11/21/83

By: Endorsement/Reciprocity with

BY: NATIONAL BOARD EXAM XXXXXXX
By: Your State Board's Wrirtew Examination

License is current? Yes It NO, why Not?

Has license been suspended nr revoked? ~ ~ If YRS, Why?

Has licentiate ever been on probation? —— . If YES, Why?

Has licenaz ever been requested to appear before your Board?

1f YES, Why?

Derogatory information, 1f any

Comments, if any

smwmw o I/

LORI GARRET?T
Title: Endorsement Specialist

State Board: c-1ifarnin

BOARD SEAL

Date: Altguast 1n'J_QQ7

PLEASE MAIL THE RESPONSE TO THE FOLLOWING ADDRESS:

MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE
TEN WEST STREET, THIRD FLOOR
BOSTON, MASSACHUSETTS 02111

ATTN: LTCENSING UNIT

Members of the Board:

Andrew G. Bodnar, M.D . J.0 Macian J. £go, J.D., EA.D. Melinda Milberg, Esq.
Vice Chairman Pubiic Member Public Member

Louse Liang, M.D Mariiyn Griffin, M.D Russell J. Rowelt, M.D.
Secretary Physician Member

Physician Member



Commonwealin of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

617/727-3086

To all App] icants

" e e - — T — " — " -y ——_ — - an - as ¥ ———— - —

Massachusetts General Laws Chapter 62C, section 49A, requires that

you complete this statement to obtain licensure to practice a
profession.

I, (AhfufME, M, /;n(&m?@r MD

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

A .
Date: 6/1/&' &/ S Ifimj,&«}@
VAL LAy - .

éignature

Social Security Number, Optiona

e e o e o o - i e mm e — ——— e in A —— M Y o i e A Aot g o — —— i s o ek A . ot o ek i "

Massachusetts General Laws Chapter 12, section S, and 243 CMR
2.04{2)(k) require that you complete the following statement:

I will not charge to or collect from a Medicare beneficiary more

than the Medicare "reasonable charge" for services, in compliance
with Chapter 475 of the Acts of 1985.

Date: é{Z/ﬂ/W — é M&f»u-//,//“/ 7’” 9/}2(5

Signature 7
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ALLERGY AND IMMUNOLOGY
Edwin V. Malesky, Jr., MD., FA.CA.

ANESTHESIOLOGY
John M. Sheehan, M.O.
Allan L McCall. M.D.

BEAVER

MEDICAL CLINIC

2 West Fern Avenue
Redlands, California 92373
(714) 793-331+
=l O

AUDIOLOGY
Fredorick P, Jacois, M.S.

DERMATOLOGY AND
DERMATOPATHOLOGY
John F. 2drojewski, M.D.

FAMILY MEDICINE R I 7 A L - A,
David A. Ellis, M D. 7 RN ! I/ L L [ ERE R S
Stephen R. Peterson, M.D. FE i HECE R
Jamos A. Carritte, M.D. L Lo
Lynn £ Hawley, MD., FAAFP. , P
Craig S, Banta, M.D.. FAAFP. _ B Y } )
Lloyd A. Watts, M.D. ; 7 T 7 pY S /7 /1

< " i

Joseph 8. Hayhurst, M.D., Emerilus S i BRI L o

GASTROENTEROLOGY . L. g
Philtip C. Harpor, M.D. B ) . ; N

GENERAL SURGERY R P ’_, .
R. Craig Wesson, M.D., f A.C.S -’ '
W. James Hopewell IN, M.D. FAC.S. ,
Meridath G, Beaver, M.D., F.AC.S.. Emeritus . . . . L
Ralph M. Weaver, MB., FACS, Emeritus 4, B S s ‘/ Jhet D 7, YN -

S L .

HEALTH EVALUATION (
B. Timathy Ryan, MA. O

INTERNAL MEDICINE .
James A Fallows, M.O., FA.C.C. LN P LI SN A
Melvin E. Haas, M.D., FAC.P. LT )

Stanlay D). Kortmacher, M.D., FAGP L

Monros Seibsrling, Jr., MD., F.A.CP.

Jon P, Tveten, M.C. . § e

Jamos D. Glllogple, M.D., F.A.C.P. Emeritus '/‘ AR YA IRRPS O AR . - P
Edwin V. Baata, Jr, M.D},, Emeritus . ' T

OBSTETRICS AND GYNECOLOGY O

Jossph L. Mayo I, MD., FACO.G. ) R v g
Devda Voeguat. D =PRI W R IR Pav AT
Christine M. Boulanger, M.D . - / o

OPTHALMOLOGY
Robon J. Zappia. MD., FAAO } L P,
Neil D. Jamron, M.D., FAAO . ] b - . 3 " 2} )(, ¥, & L ) p s i .

Gordon L. Witter, M.D., Emeritus .
Charios P Haselting, M.0., Emaritus <. L

ORTHOPEDIC SURGERY
Glonn D. Adams, M.D.. FAAOS - o 3 2y
Richard A. Biama, M 0. . » Vil 40 A
Niels J. Wost, M.D.. Emaris - e f O ) [ : .
OTOLARYNGOLOGY- ) { )
HEAD AND NECK SURGERY . J Fogi vt €
Allan L McCatt, Jr. MD., FACS. . L0 Jrud (T‘é PR G foce
PEDIATRICS R T A ’
James H Balote, M.D., FAAP. -
Oavid R Croughan, M.D FAAP.

RADIOLOGY . ‘ ’ )/
Robert J. Thomas, M.O. / Py ' A (bt g/ I

A RN TR , i
URGENT GARE foldied /‘ - /i : /

Goredon [, Phillips, M.D. /

fr I
UROLOGY - PEDIATRIC AND ADULT
Edward S. Leit, MD.. FACS,
James E. Agena, MD.
Kanneth C. Ghormley, M.D., Emeritus

ADMINISTRATOR sy o
David N. DaVaik FERY]
Gary L. Bendemire VAR SN S 3 ;
A. Leslie Richardson, FA.CMG.A, Emeritus - i/
Jamas M Boggass, F.ACMGA, Emeritus LT

YUCAIPA OFFICE
34675 Yucalpa Blvd., Suite 102
Yucalpa, California 92309
(714) 790-2855

URGENT CARE CENTER

2Wast Fern Avenue
Aedlands, Calitornia 02373
(714) 783-9985

A comprehensive medical group
providing quality health care



16694.0000

I. PHYSICIAN INFORMATION

- CHRISTINE MARIE

e BOULANGER
First Name Middle Initiai

Ma,(()(ha”ges[(}]1(””(3]1(4;(1 e et O SSU e e

............................................... First Issue Date  08/01/87

Hospital Affiliation

22 Mill St.

Arlington, MA 02174
U.S.A.
(617) 492-3500

Mount Auburn Hospital

Make address corrections iere: ...

Muake €Ny COPFEciions (0 QIOVE FEFE! oo oot oo oo

Insurance Plan Affiliation: Licenses Held in Other States: —

Accepting New Patients? ["JYes [ No

Accept Medicaid? [Ives [CINe

(Please correct as necessary)

1. EDUCATION & TRAINING

University of Vermont College of Medicine _ ~ MD o
T s

e e e e e e et e e et e R e B . T( S
Residency Progren(c)

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, OO OO OSSO -
Residency Program(s) |

Rgggde”(\/P)gg]am(.gj Smn ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, SO

I1l. SPECIALTY
Primary Specialty:  Obstetrics and Gynecology

BOARD CERTIFICATION
Certifving Board Name:  Board of Obstetrics and Gynecology

Sceondary Specialty: Cerlifving Board Name:

Make any corrections here; Make any corrections here:

Board of Registration in Medicine Physician Profile



16694.0000

V. BOARD DISCIPLINE
Final Drccisions and orders issued by the Massachusctis Board of Registration in Medicine.

Nature Date Board Action

V. HOSPITAL DISCIPLINE
Hospital Date Disciplmary. Action

V1. CRIMINAL CONVICTIONS
The Board of Registration is unable 1o obtain accurate daig for this category al the present time. This information will be
included when thie court syvstem is fully computerized. Pleasc hist any criminal convictions. Include conviction date and nature
of complaint

Vil., MALPRACTICE
Details of claims paid for Dr. BOULANGER

No. of Years in Practice: #

Daie ~ Amount Paid  0.0000 Basis for Complain
Date. T Amount Paid Basis for Complaint
Date ~Amount Paid Basis {or Complaint
Date........ o Amount Paid Basis for Complaint
Datc . . Amoumt Paid . . Basis for Complaint —
Date o Amount Paid . Basis for Complaim

VII. PHYSICIAN HONORS & PEER-REVIEWED PURLICATIONS

Pleasc cnter any peer-revicwed publications 1o which you have contributed and any awards for community service or
professional recognition vou hiave been given.

Awards, Honors Publications

Note: Please return the survey in the enclosed envelope to:
Atlantic Associates, Inc., 8030 South Willow Street, Manchester, NH 03103

Board of Registration in Medicine Physician Profile



Cémmonwealth of Massachusetts
Board of Registration in Medicine

Tenf- West Street
Boston, Massachusetts 02111

PAUL G. GITLIN, J.0. ) _ (61 7) 727-3086
CHAIRMAN
ALEXANDER F. FLEMING

EXECUTIVE DIRECTOR An Agancy within the Executive Office of Consumer Affairs and Business Regulation
September 1, 1994 :

Christine Marie Boulanger, M.D.

Andover OB/GYN P.C.

140 Haverhill Street - v
Andover, MA 01810

Re:
Docket Number 92-156

Dear Dr. Boulanger:

The Complaint Committee of the Board met on August 31, 1994, and discussed
the above mentioned complaint. The Committee decided a Letter of Advice would
appropriately address the issue raised by Ms. Boulanger.

The Committee agreed with the reviewing physician who believed that better
evaluation of Ms. | 's dysmenorrhea was your responsibility. The reviewer
stated that persistent and.unresponsive dysmenorrhea should have raised suspicion of
chronic pelvic pain. She cited ACOG’s standards which state that when a patient has
persistently painful menses, “endometriosis must be a particular consideration since it can
mimic primary dysmenorrhea very closely. Laparoscopy may be indicated for patients
who do not respond to drug therapy after 6-12 months.”

The Commitiee also determined that no further action is warranted, and dismissed
the complaint. Thank yau for your cooperation in the investigation of this matter. The
Committee appreciates the time and effort which you expended in preparing your
response. If you have any questions, please:feel free to call me at (617) 727-1788,
extension 375, or to write to me at the above address.

Sincerely,
@’(/"” }’\ /\f\_ A MFS\
Deirdre K. Manning S

Consumer Protection Officer




Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

PAUL G. GITLIN, J.. | (617) 727-3086
GCHAIRMAN .
ALEXANDER F. FLEMING .
EXECUTIVE DIRECTOR An Agency within the Executive QOffice of Consumer Affairs and Business Regulation

September 1, 1994

Re:  Christine Marie Boulanger, M.D.
Complaint No. 92-156

Dear Ms.

The Complaint Committee of the Board of Registration in Medicine has carefully
considered the information you furnished regarding your complaint against Dr.
Boulanger. A copy of your complaint was sent to Dr, Boulanger, who was required to
respond in writing to the Board regarding the issues you raised. An expert, retained by
the Board, also reviewed your complaint and medical records.

After a thorough review of the evidence, the Committee determined that your
complaint, and Dr. Boulanger’s response should be placed in her permanent record and
that a Letter of Advice should be sent to Dr, Boulanger regarding the American College
of Obstetrics and Gynecology’s standards on treating dysmenorrhea. While the
Committee declined to recommend the initiation of formal disciplinary action in this case,
it is appreciative of your actions in bringing this matter to its attention.

Should you have any questions or additional material which you wish the Board
to consider, please write:to Mary McGonagle, Consumer Protection Coordinator, at the
above address. Thank you again for your concern.

Sincerely,

Iy
\ {

Deirdre K. Manning
Consumer Protection Officer



eommonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

PAUL G. GITLIN, J.0. (617) 727-3086

CHAIRMAN

ALEXANDER F. FLEMING ) )
EXECUTIVE OIRECTOR An Agency within the Executive Office of Consumer Affairs and Business Regulation

May 4, 1994

Dear Ms.

I sent you a letter on April 4, 1994, requesting that you sign a medical records
release so that I may investigate your complaint against Christine Boulanger, M.D. I
have enclosed a copy and another release. Please sign and date the release and return it to
me.

I will be on vacation from May 16 to June 6, 1994 and I would like to at least
send for your records before I go away. Please call me at (617) 727-1788, Ext. 375, if
you have any questions. Thank you for your patience and assistance.

Sincerely,
o
Deirdre K. Manning

Consumer Protection Officer




C’mmonwealth of Mass&usetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

PAUL G. GITLIN, J.D. (617) 727-3086
CHARMAN .

ALEXANDER F. FLEMING
EXECUTIVE DIRECTOR An Agency within the Executive Office of Consumer Affairs and Business Regulation

April 4, 1994

Dear Ms.

The Board has recently hired new investigators, including me, and is attempting
to investigate the backlog of cases. I apologize for the delay in acting on your complaint.
Since I have been assigned to your case, [ would like to request your medical records
from Dr. . I have enclosed a release. Please sign and date the release and return it
to me.

Please call me at (617) 727-1788, Ext. 375, if you have any questions. Thank you
for your patience and assistance.

Sincerely,

A ANy

Deirdre K. Manning
Consumer Protection Officer



ANDOVER OBSTETRICS & GYNECOLOGY, P.C. C

140 HAVERHILL STREET
DDDDDDDDDDDD

WILLIAM H. CAVERLY, M.D, GYNECOLOGY

ROBERT H. SHANNON, M.D. OBSTETRICS & GYNECOLOGY
MICHAEL J, GROSSMAN, M.D, OBSTETRICS & GYNECOLOGY
CHRISTINE M. BOULANGER, M.D. OBSTETRICS & GYNECOLOGY

INFORMATION & APRPOINTMENTY
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Q:ommonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

DINESH PATEL, M.D.
CHAIRMAN .
ALEXANDER F. FLEMING An Agency within the Exacutive Office of Consumer ARairs and Business Regulation

EXECUTIVE DIRECTOR

June 10, 1992

Christine M. Boulanger, M.D.
Andover OB/GYN P.C.

140 Haverhill Street

Andover, Massachusetts 01810

Re: Complaint No. 92-156
Dear Dr. Boulanger:

The Board of Registration in Medicine has received a
complaint regarding your conduct in the practice of
medicine, a copy of which is enclosed. The Board is
ocbligated by law to investigate such matters relating to the
proper practice of medicine. 1In compliance with this
mandate, the Board's Complaint Committee has directed the
staff of the Board to gather information on all such
complaints.

Please provide a written response to the issues raised
in the enclosed material. Your response may be as brief or
as lengthy as you choose. Under the law, the person filing
the enclosed complaint may have access to your response.

Please be advised that Board Regulation 243 CMR 2.07
(12) requires that you respond within thirty days of your
receipt of this letter. Your response should be sent to the
Docket Administrator, Disciplinary Unit, at the above
address. After your response is received, the case will be
assigned to an investigator employed by the Board, who may
contact you if further information is needed. You will in
any event be informed in writing as to the disposition of
this complaint. Thank you for your attention to this

matter.
Very truly yours,
1Vary & M

Mary F. Gonagle
Docket Administrator
Enclosure



&mmonwealth of Massgzhusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

ALEXANDER F. FLEMING (617) 727-3086

EXECUTIVE DIRECTOR

An Agency within the Executive Office of Consumer Affairs and Business Reguiation

April 20, 1993

Re: Christine M, Boulanger, M.D.
Docket # 92-156

Dear Ms. :

I am writing in response to a telephone inquiry from
your father. Unfortunately, I cannot give out any
information regarding a complaint unless the inquiry is from
the complainant or the physician.

As of today the complaint is waiting to be assigned to
an investigator., The delay in assignment is due to our only
investigator leaving our office. We are in the process of
hiring new investigators and hopefully it will be assigned
shortly. I have enclosed for you review a copy ©of the
physician’s response to ycur complaint, If you wish to make
any comments please submit them in writing, and send it to
my attention at the above address.

We will notify you in writing when the complaint has
been resolved, or if additional information is needed by the
investigator.

I apologize for the delay and thank you for your
patience in this matter. If you have any more questions,
please feel free to contact me at (617) 727~1788 extension
328 between 10:00 a.m. and 12:00 p.m.

Very truly yours,

R t. )H / J(l. UG

Mary .F. McGonagle
Docke dministrator

Enclosure



Qommonwealth of Ma&chusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

DINESH PATEL, M.D.
CHAIRMAN

ALEXANDER F, FLEMING
EXECUTIVE DIRECTOR

An Agency within the Executive Office of Consumer Atfalrs and Business Regulation

June 10, 1992

Re: Christine M. Boulanger, M.D.
Docket #92-156

Dear Ms. :

Your complaint regarding the physician named above has
been received. The physician involved has been asked to
respond in writing to your complaint. Any future
correspondence regarding your complaint should include the
name of the physician and the complaint number as it appears
in this letter.

Due to the large number of complaints requiring
investigation by this office, and the reduction in staff
levels due to the Board's budgetary constraints, your
complaint cannot be assigned to an investigator at this
time. As soon as an investigator becomes available, you
will be contacted regarding the progress of your complaint.

If you wish to bring additional information bearing on
your complalnt to the attention of the Board, please furnish
it in writing to the Complaint Department at the address
above. Be sure to include the physician's name and the
complaint number on all correspondence.

Yours very truly,

[Mary Z MOZM%

Mary F McGonagle
Docket Administrator



: Qommonwealth of Masgachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

(617) 727-3086

DINESH PATEL, M.D.
CHAIRMAN )
ALEXANDER F. FLEMING An Agency within the Executive Office of Consumer Affairs and Business Regulation

EXECUTIVE IRECTOR
June 10, 1992

Christine M. Boulanger, M.D.
Andover OB/GYN P.C.

140 Haverhill Street

Andover, Massachusetts 01810

Re: Complaint No. 92-~156
Dear Dr. Boulanger:

The Board of Registration in Medicine has received a
complaint regarding your conduct in the practice of
medicine, a copy of which is enclosed. The Board is
obligated by law to investigate such matters relating to the
proper practice of medicine. In compliance with this
mandate, the Board's Complaint Committee has directed the
staff of the Board to gather information on all such
complaints.

Please provide a written response to the issues raised
in the enclosed material. Your response may be as brief or
as lengthy as you choose. Under the law, the person filing
the enclosed complaint may have access to your response.

Please be advised that Board Regulation 243 CMR 2.07
(12) requires that you respond within thirty days of your
receipt of this letter. Your response should be sent to the
Docket Administrator, Disciplinary Unit, at the above
address. After your response 1s received, the case will be
assigned to an investigator employed by the Board, who may
contact you if further information is needed. You will in
any event be informed in writing as to the disposition of
this complaint. Thank you for your attention to this
matter. .

Very truly yours,

) Vars B I

Mary F.{McGonagle
bDocket Administrator

Enclosure



. MASZACHUSETTS BOARD OF.!STH'ATION IN MEDICINE, DISCIPLINARY UNIT, 3*!81’ STREET, BOSTON, Ikm.ll

COMPLAINT FORM

PLEASE TYPE OR PRINT

YOURIASTNAME IRST NAME

YOUR STREET ADORESS . '
YOURGITY. STATE. ZIP COOE

YOUR BUSINESS/DAYTIME PHONE HOME PHONE -
16 THIS A COMPLANT AGANST AMD__ PHYSICUN (CRCLELD) CRD.O) OR ____ ACUPUNCTURT? ([CHECK ONE)

Dr. Christine Boulanger

140 -Haverhill Street
ADDRESS

Andover, MA

- (508) 475-2731

JNAME AND LOCATION OF HEALTH CARE FACILITY (F KNOWN)

Andover Doctors park Andover, MA

NATURE OF COMPLAINT - PLEASE INDICATE THOSE WHICH BEST DESCRIBE THE NATURE OF YOUR COMPLAINT.

X MEDICAL MALPRACTICE __ PRAGTICING WITHOUT A UCENSE

" UNPROPEASIONAL CONDUCT — MEDICAD DISCRIMINATION

_ SEXUAL MISCONDUCT —_ MEDICARE BALANCE SILLING

T PATIENT ABUSE ___ FAILURE TO SUPERVISE BTAFF

" ALCOHOL MISUSE BY PHYSICAN ORACUPUNCTURIST  ___ FAILUAE TO SUPERVIBE PHYSICIAN ASSISTANT
" DRUG WIBUSE BY PHYSICAN OR ACUPUNCTURIST __ FALSE AVERTING

T MENTAL IMPARMENT OF PHYSICIAN OR ACUPUNCTURIST  __ MEDICAL RECORDS, FALURE TO PROVIDE
T oRUG DEALING —_ MEDICAL RECORDS, COSY
znmmm/mwom —_BUNG

Poor diagnostic proceedures
Medical Incompetence

__ CREMINAL COAMCTION — OTHER

PLEASE TURN OVER AND COMPLETE OTHER SIDE



| ’ @ o
' I have complained about severe abdominal pains, nausea.
R INT >
intense bloACLIRE oy abouL Iy VeaT S WHITE TMIET TN EaTe 0T D FouTanEeY —STErT Tno T2t re
commendations were birth control prescriptions, motrin, ice tea drinks and Meclomen none of
which elleviated my extreme discomfort. After no relief and collapsing and losing consclousness
at work recently I retrived my meddéal’ records and sought out another physician. T was parti-

cularly upset when I called Dr Boulanger's office to explain what happened at work and the
support I received was '"Oh, that's too bad!". I was examined by Dr. who immediately

suggested that 1t he suspected endometriosis or possibly an ovarian cyst. Me schedlued me for

day Surgerw%EWMmmmwm&mmmn
ovarian cyst the size of a small orange. Since that time I have experienced no discomfort after

suffering for over 2-3 years due to the medical incompetence of Dr, Boulanger and her staff.

I Teel that she should have recommended further tests if she felt: stymiddiby heriin-
ability to diagnosis the problem, in ' at "Don' will

disappear when you have children." I feel I have suffered needlessly for the pasty2v3 years.

Thank you for looking into this matter for me.

ATTALH THE DerAILE OF YOUR COMPLANT TO THIS FORM. SEND COPIES - NOT ORIGINALS - OF RELATED DOCUMENTS.

- 12/20/91
vouamw’ e
AELEASE OF MEDICAL RECORDS AND WFORMATION
NAME OF PATIENT:
ADDRESS:

| HEREBY AUTHORIZE THE FOLLOWING PHYSICIAN OR INSTITUYION TO RELEASE MY
TO, ANO TO DISCUSS MY MEDICAL CARE WITH, THE BOARD OF REGISTRATION IN
STREET, BOSTON, MASSACHUSETTS 02111, 12

Dr. Christine Boulanger -

’77 ',.-.;:‘
NAME OF PHYSICIAN OR INSTITUTION: ; ‘ J
Andover Doctors Park 140 Haverhill Street ‘;;;;::;TNHR>MW_n
ADDRESS:
DAYE OF SEAVICES RENOERED: 1988-1991 (approx) :
SIGNATURE OF PATIE BATE: I:i g:ﬁ!ﬂ‘
(OR LEGAL REPRESE
MAIL THIS FORM TO: COMPLAINT COORDINATOR, DISCIPLINARY LSNIT
BOARD OF REGISTRATION IN MEDICINE
TEN WESBT STREET, THIRD FLOOR
BOSTON, MASSACHUSETTS 02111
FOR OFFICE USE ONLY:

OATERECENED: /] DOCKET NUMBER:




monwealth of Massachusetts

Registration in Medicine

10{West Street
‘Boston, Mpssachusetts 02111

the Executive 0#10& of Consumer Affairs and Business Regulation

1
:

ALEXANDER F. FLE|

EXECUTIVE DIRECTQR -
PENELOPE WELLS;, CO#/[PLAINT FORM

GENERAL COUNSEL . , i
Please tyPt or print clearly, and provide all of the information requested.
OMrs. Your First Name  Last Name ! Patient Name (if different)
BrMs.
0O Mr. _— .
Street Address I ' Mailing Address (if different).
ciy - State V|  ZipCode
Business/Daytime Phone 0 Home Phone

e M o —

Complaint against M.D. .~ ,D.O. ., Acupuncturist . (For complaints against

the Division of Registration at (617)72743076, or 100 Cambridge St., Boston, MA 02202.)

This complaint cannot be processed without the fujl name of the physician or acupuncturist. Please verify spelling,
Full Name (First & Last) of Physician or Acupunkturist (one name per form) Photocopies are acceptable.

Chiropractors, Dentists, Nurses, OptmT;rists, Podiatrists or Psychologists, please contact

Address

~ AN Ser‘ . Sove Qo9

City State Zip Code

% Ao, YNA 02014

Budiness Phone Q -
(1 - e~ LO R

Name and Location of Health Care Facility (if known)

Loenne 4 aloole

Nature of Complaint

O Substandard Medical Care O Drug Dealing

O Professional Misconduct ‘L O Criminal Conviction

O Sexual Misconduct - | { Patient Neglect/Abandonment

a Rude or Discourteous Behavior a Unlawful Discrimination

(] Impaired by Alcohol or Drugs (] Billing for Services Not Rendered

O Impaired by Mental or Emotional IHlness O Failure to Supervise Staff

g Faiture to Provide Medical Records a False Advertising

O Overcharge for Medical Records a Fraud

O Other E&g&;\.&!gg: ﬁg S:@%;;&;& %SQ%Q‘: \33553&“('\0"\5
LEXTN ‘g\jor 2N L&! jr‘\- \a "Cﬁﬁ t ?

o, Cajou' o -~
Please do nbt write below this line,

l
i - -




. o
Failure to complete and sign this release may prevent investigation of your complainl"‘ﬁ.

'ﬁ' G
Release of Medical Records and Informatlon DAl /4 3."«.,,'
B, P e
Patient Name: Date of Bira: @

Address:

- - \ . - -3 - - .'"'":ﬁi"-k‘\“’; \

1 HEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR INSTITUTIONS TO RELEASE
ANY AND ALL OF MY MEDICAL RECORDS TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE
MASSACHUSETTS |

Signature of Patient: Date: V\"’ &ﬂ."’ Ci_ Q,

(Or Legal Representat, v, U

1 FURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(S) TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALL OF MY MEDICAL RECORDS TO THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE., THIS AUTHORIZATION REPRESENTS A

WAIVER OF THE P§™ """ 77 = 77nm = s mwms rmmmms s mmm 2% 27 1CRIBED IN GUL. ¢, 233,§ 20B.
Signature of Patient: ‘Date: - 2 "ctCR,
(Or Legal Representative) QO

Please list the names and addresses of all healthcare providers and institutions that provided treatment which may relate to this complaint.

L \DD(‘Q:'\‘G\(‘ \/
m‘*‘ A t_&\ourn \"kos D\"\\c’\\
330 At Plaboca S .

(),mm\ocxéq,a N\ 0235
T e o s Yoy AYN

If you are not the patient, what is your relationship to the patient?

[ Spouse, [ Parent, CJ Child, O Other Relative , O Friend, [J Attorney, [J Other
Has this physician provided treatment in the past? (Do not count the u-eatment in this complaint. )

O ves, o
Is this physician the pgrson you (or patient) usually see when you (or patient) are il{?

O Yes, E}
How long hay€ you (or patient) been under this physician’s care?

What form of payment was made? Check as many as apply.
Commercial Insurance, ] Health Maintenance Organization, [ Medicaid, {1 Medicare, 1 Champus
O Workers’ Compensation, (3 Self, [ Other
Are you (or patient) expected to pay a portion of this bill out of pocket?
Yes, O No
Has the physician adjugted the bill in any way, for example, was the fee or copayment reduced or waived?
[ ves, 0
Is the fee or copayment in dispute?
I Yes,
Has the physician been contacted about this complaint?
Mes, O No
Dates of Treatment: -— - - CIC]

Hq/w 30 days, 1 1 to 12 months, [J 1 to 2 years, [J 2 to 4 years, [J 4 to 8 years, [J 8 years or more




E

Describe your complaint here or attach. If you nedd more space, continue on reverse or on another sheet of paper.
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Your signature:
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- of my knowledge.
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_ Date:
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Board of Registration in Medicine
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Commonwealth of Massachusetts
Board of Registration in Medicine

10 West Street
Boston, Massachusetts 02111

(617).727-3086
Fax: (617) 451-9568

An Agency within tha Executive Office ¢f Consumer Affalrs and Business Regulation

ALEXANDER F, FLEMING, J.D.
EXECUTIVE DIRECTOR

PENELOPE WELLS, J.C.

RAFIK ATTIA, M.D.
CHAIRMAN

BRUCE A. SINGAL, J.D.
VICE-CHAIRMAN

NISHAN J. KECHEJIAN, M.D.
SECRETARY

ARNOLO 8. RELMAN, M.D.
BOARD MEMBER

GENERAL COUNSEL

CARL M, SAPERS, J.D.
BOARD MEMBER

MARY ANNA SULLIVAN, M.D.
BOARD MEMBER

September 19, 1996

Christine Marie Boulanaer. MD

Re: i
Docket Number: 96-285

Dear Dr. Boulanger:

The Complaint Committee of the Board has considered the above
referenced complaint and has determined that no further action is warranted.
The complaint has been dismissed.

Thank you for your cooperation in:the investigation of this matter. The
Committee appreciates the time and effort which you expended in preparing
your response. Hf you have any questions, please feel free to call me at
(617) 727-1788, or write to me at the above address.

i

Very truly yours,

o Cladem Mt

Charlene Morelii
Administrative Assistant



Commonwealth of Massachusetts _
Board of Registration in Medicine

10 West Street

. RAFIK ATTIA, M.D.
Boston, “Massachusetts 02111 A
(617):727-3086 BRUCE A, SINGAL, J.D.
VICE-CHAIAMAN
: -85
Fax: (617) 451-9568 . NISHAN J. KECHEJIAN, M.D.
An Agancy within the Executive Office of Consumer Alfalrs and Business Regulation SECAETARY
ALEXANDER F. FLEMING, J.D. ARNOLD S. RELMAN. M.D.
EXECUYIVE DIREGTOR BOARD MEMBER
PENELORE WELLS, J.0. CARL M. SAPERS, J.D.
GENERAL COUNSEL

BOARD MEMBER

MARY ANNA SULLIVAN, M.D.
BOARD MEMBER

September 19, 1996

Re: Christine Marie Boulanger, MD
Docket Number: 96-295

Dear Ms.

The Complaint Committee of the Board of Registration in Medicine has
carefully considered the information you furnished it regarding your complaint
against the physician referenced above. A copy of your complaint was sent {o
the physician, who was required to respond in writing to the Board regarding the
issues you raised.

After a thorough review of this evidence, the Committee determined that
your complaint and the physician's response should be placed in the permanent
record of the physician. While the Committee declined to recommend the
initiation of formal disciplinary action in this.case, it is appreciative of your actions
in bringing this matter to its attention.

Should you have any questions or additional material which you wish the
Board to consider, please write to Mary Lee, Consumer Protection Coordinator,
at the above address.

Thank you again for your concern.

Very truly yours,
Charlene Morelli
Administrative Assistant



Commonwealth of Massachusetts
Board of Registration in Medicine

10 West Street
Boston, Masgachusetts 02111

(617) 727-3086
Fax: (617) 451-9568

An Agency within the Executive Office of Consumer Affairs and Business Regulation

ALEXANDER F. FLEMING, J.D.
EXECUTIVE DIRECTOR

PENELOPE WELLS, J.D.
GENERAL COUNSEL

September 19, 1996

RE: Christine Marie Boulanger, M.D.
Docket No: 96-295

Dear Ms.

Enclosed, is a copy of Dr. Boulanger's response to your complaint.

Very truly yours,

Chardppy M. Mau% |
Charlene M. Morelli ~
Consumer Protection Administrative Assistant

Enclosure

RAFIK ATTIA, M.D.
CHAIRMAN

BRUCE A. SINGAL, J.D.
VICE-CHAIRMAN

NISHAN J. KECHEJIAN, M.D.
SECRETARY

ARNOLD S. RELMAN, M.D.
BOAHD MEMBER

CARL M. SAPERS, J.D.
BOARD MEMBER

MARY ANNA SULLIVAN, M.D.
BOARD MEMBER
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Christiné Boulanger, M.D.

August 21, 1996 i
Commonwealth of Mags ‘
Board of Registration jn Medicine ‘
10 West St. |
Boston MA 02111

Attn: Charlene Morelli

Dear Ms. Morelli: |
This in response to your letter of August 8th concerning patient ) , doc # 96-
295. This patient is a 28 year old G2ZP2 woman who came to my office as a new patient on

1996. She had one visit with me. |She reported dysuria for the past three weeks
and a history of genital herpes in the past. |She has had Norplant for the past 4 years and
occasional irregular menstrual periods. On examination her thyroid, breast and abdomen
exams were normal and her pelvic exam was normal. Pap smear was performed. Urine
culture was greater than 100,000 organisms of skin flora. The patient did receive
Macrodantin 50 mg. po qid for 7 days and I gave her a prescription for Zovirax 200 mg. 5
times a day for 5 days and also Monistat cream for presumptive vaginitis. Several days
later, called back saying that she had thought she passed a firm mass in her stool
during a bowel movement. She removed i%’ from the toilet bowel and her boyfriend

delivered it to my office. This firm mass appeared to be the pit of some sort of fruit. It was
hard and there was no feces attached to it| Ms. was insistent that this be sent for
laboratory evaluation despite my discussion with her that this firm, small mass looked very
much like part of a peach pit or the pit of ome fruit and that sending it for laboratory
evaluation would probably not offer us any further enlightenment as to it's identity. I was
however reasonably certain that it was the| pit of a fruit. However, at the patient's
insistence, I did send this specimen to the Mount Auburn Hospital laboratory and received
a report back saying that a stool specimen!evaluation was not performed as the specimen
was inappropriate for the test, it being a rock, hard, small , firm mass very consistent with
the pit of a fruit. I returned s telephone call and informed her of these results and
she denied any further episodes similar to the one she had had and also no evidence of
hematochezia or symptoms attributable to her rectum. I also gave her instructions that
should this episode happen again, she again return to my office and I would make further
attempts to evaluate any stool sample that she could provide for me. She did not however,
return to my office after our telephone call. In conclusion, appeared to have
passed per rectum a small, firm mass which very much appeared like the pit of a peach or
some other small fruit such as an apricot pit. This was sent to the laboratory for evaluation

A Harvard 22 Mill Street
Medical Center Suite 204

Community . Arlingron, MA 02174
Teaching Hospital :f\(Gl?) 646-3420




HOSPITAL

ARLINGTON WOMEN'S HEALTH
Christing Boulanger, M.1,

and the laboratory evaluation was inconclusive due to the fact that they felt the specimen
was inappropriate for a stool sample evaluation.

If you have any ﬁxrthef questions concernin please do not hesitate to call
me at 617-646-1540 or write to me at 10 Moger;St. Apt 1219 in Cambridge MA. 02142.

Sincerely,

Christine Boulanger, M.D.
CB/cf

A Harvard 22 Mill Street
Medical Center Suite 204
Community Arlington, MA 02174

Teaching Hospital (617) 646-3420




Commonwealth-of Massachusetts
Board of Registration in Medicine

10 Wast Street

Boston, Massachusetts 02111 RAFIK ATTIA, M.D.
_ CHAIRMAN
(617) 727-3086 BRUCE A. SINGAL, J.D.
Fax: (617) 451-9568 VIGECHARMAN

NISHAN J. KECHEJIAN, M.D,

An Agency within the Executive Office of Consumer Affairs and Business Regulation SECRETARY
ALEXANDER F. FLEMING, J.D. :
EXECUTIVE DIRECTOR JOHN :\c’,-A RD‘;\L‘J;::';EES M.D.
PENELOPE WELLS, J.D.
QENERAL COUNSEL ARNOLD S. RELMAN, M.D,

BOARD MEMBER
CARL M. SAPERS, J.D.

August 8, 1996 BOARD MEMBER

MARY ANNA SULLIVAN, M.D.
BOARD MEMBER

Christine Marie Boulanger, MD

Re:
Docket Number; 96-295

Dear Dr. Boulanger:

The Board of Registration in Medicine has received a complaint regarding
your conduct in the practice of medicine, a copy of which is enclosed. The Board
is obligated by law to investigate such matters relating to the proper practice of
medicine. In compliance with this mandate, the Board's Complaint Committee
has directed the staff of the Board to gather information on all such complaints.

Please provide a written response to the issues raised in the enclosed
material. Your response may be as brief or as lengthy as you choose. Under the
law, the person filing the enclosed complaint may have access to your response.

Your response should be sent to the Consumer Protection Coordinator, at
the address above, within 30 days of your receipt of this letter. After your
response is received, the case will be assigned to an investigator employed by
the Board, who may contact you if further information is needed. You will in any
event be informed in writing as to the disposition of this complaint. Thank you for
your attention to this matter.

Very truly yours,

Charlene Morelli
Administrative Assistant



ALEXANDER F. FLEMING, J.D.
EXECUTIVE DIRECTOR

PENELOPE WELLS, J.O.
GENERAL COUNSEL

Commonwealth of Massachusetts

Board of Registration in Medicine

10 West Street
Baoston, Massachusetts 02111

(617) 727-3086
Fax: (617) 451-0568

An Agency within the Executive Office of Consumer Affairs and Business Regulation

August 8, 1996

Re: Christine Marie Boulanger, MD
Docket Number: 96-295

Dear Ms

RAFIK ATTIA, M.D.
CHAIRMAN

BRUCE A. SINGAL, J.D.
VICE-CHAIRMAN
NISHAN J. KECHEJIAN, M.D.
SECRETARY

JOHN W. DANAHER, M.D.
BOARD MEMBER

ARNOLD S. RELMAN, M.D.
BOAAD MEMBER

CARL M. SAPERS, J.D.
BOARD MEMBER

MARY ANNA SULLIVAN, M.D.
BOARD MEMBER

Your complaint regarding the physician named above has been received.
The physician involved has been asked to respond in writing to your complaint.
Any future correspondence regarding your complaint should include the name of
the physician and the complaint number as it appears in this letter.

If you wish to bring additional information bearing on your complaint to the

attention of the Board, please furnish it in writing to the Consumer Protection

Department at the address above. Be sure to include the physician's name and
the complaint number on all correspondence.

Very truly yours,
Charlene Morelli
Administrative Assistant



Commonwealth of Massachusetts Board of Registration in Medicine
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" Physician Registration Renewal Afﬁupphcatlonft

1

js form and all attachments for your own records: you will

y with attachments must be returned in the

renewal application in GREEN envelope.
check with coupon in BLUE envelope.

* Remit $250.00 for renewal fee.
+ Add late fee of $25.00, if necessary.

Please review carefully the following mﬁﬂ%ﬂﬂ'm and completeness. Make any corrections or
alterations as required. % |

1. Current Status:  Active Registration No.:5g966 Renewal Date: 331972001

If you want to change your current status. pleasc check one of the lollowing boxes to indicate your zew status: (Check only one)

] Active O Retiring  (sce instructions) [J Inactive (see instructions) [] Do not wish to renew

Please make corrections (type or print)
2. Other Name(s), if any, under which you were licensed: (type or print)

Other Name(s):

3. A) Mailing/Business Address: i
CIHRISTINE MARIE BOUGLAN

Mailing Address:
City/Town: . _ State:

Zip: Country;

Business Address: .
City:Town: State:
Z|p (,ounm

B) Home Address:

Home Address:

City/Town: _ State:
. Zip: Country:
Home Phone: Home Telephone:  ( )
: . —6H282-4512
Business Phonc: PLEASE NOTE: No P.O. Box addresses for home or

business addresses.

—— h) Sex: 7. Current American Board of Medicat Specialties Certification (See Table 2)
4. a) Date of Birth: ) Sex: " o€ode: Code:

¢) SS#H: . .
8. Drug License Numbers, if any:
S. a) Name of Medical School: a) Federal (DEA):
b) Massachusetts:

U Ly ol.V t Colleg, Medi
b) Y Larr" Sraduated: (.mu;r:)s’)o & L)"Y) to luml,w D 9. a) Other states where you are now licensed Lo practice (Abbr.}

6. Specialty Code(s) (See Table 1)
Codef(s) Hours per Week in Mass. b) States where you were prcviuusly licensed (Abbl’)

oBG 0 Obstetrics and Gynecology NH CA
0

10. Current health care facilities at which you have completed the credentialing process for the provision ot patient care. (Supply
the codes from Tuble 3 and place a check mark next to those health care facilities where you have admlting privileges (AP)
Next to each facility, write the approximate percentage of patient care hours that you provide in each facility).

Facility Code: Z / | (AP) % Facility Code:_____ / {AP) % Facility Code:__ __ _ / (AP) %
Facility Code: ___ _/  (AP) % Facility Code:__ __ _ / (AP)_ % Facility Code:_ I {AP) %
If 999, print name(s):




PRINT YOUR LAST NAME: RouL ANGER

11. My medical malpractice insurance is covered by a} dlnsurance Carrier b) [ Letter of Credit
Alternatively, indicate as follows: .

LICENSE NUMBER: 53206 [,

Name of Insurer:

I am registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a) [ Not involved in direct/indirect patient care in Massachusetts b) [0 Otherwise exempt

Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes Ko

L »

13. A. What is your principal work setting? (See Table 4) e ~

B. Care of patients in Massachusetts (see instruction booklé?).
1) Average weekly hours involved in: a) outpatient.care & '_-’: hrs/wk  b) inpatient care 2“\' hrs/wk

2) What is the approximate percentage of your patient care hours in primary care? 20 %

PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

uestions 14 through 22 refe he past two (2 s only. Check either YES or NO T N/A) to each question. Provid
ils on Form R for all YES answe or questi 2 to_the instruction booklet for additional infermati nd
definitions. You must answer ALL questions, or this for ill be returned to vou and your license renewal may be delayed.

14.
15.
I6.
17.
18.
19.

20.
21.

22,

See Instructions for CME requirements. Do not-submit documentation of your CMEs with your renewal application.

— - — -

CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

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

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 been settled, adjudicated or

otherwise resolved?

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

Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, health care facility, group practice or professional society or association?

Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency?

Have you withdrawn an application for a medical license or been denied a medical license for any reason?

Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage or have

YES NOT

you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?

"CME CERTIFICATION: Havé you completed your CME requirements preceding your renewal date? E/Yeé
[J CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [C] CME exemption

O No

Pursuant to G.L. ¢. 112, § 2, I will not charge to or collect from a2 Medicare beneficiary more than the Medicare fee schedule amount.

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, 1 have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or out of the United States.

-

Pursuant to G.L c. 62C, § 47A, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 119A relating to

withholding and remitting Child Support.

Pursuant to G.L. c. 112, § 14, I will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119, § 51A.
I hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R is true.

Signature: MW(‘V/’W ‘/%B Date: £ 126 Of

YOU MU IGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION

Board Regulations require that you notify the Board, in writing, of any change of address

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.

-

2



~ -

¢ . ’ - i,
PRINT NAME AND NUMBER: Last Name: £ ouL ANG-EY- Registration Number: 2 %26

CONFIDENTIAL MEDICAL INFORMATION B

PART B

Questions 23 and 24 refer to the past two (2) vears only. Check either YES or NO (NOT N/A) to each
question. Provide details for all YES answers in space below. Before completing the following questions,
refer to the instruction booklet for definitions and additional information.

IN THE PAST TWO (2) YEARS: ES NO

23. Have you been diagnosed with or do you have a medical condition which in any way limits or impairs
your ability to practice medicine? If your answer is “yes,"” set forth the specifics of your condition and
any related treatment, including dates and diagnoses.

24. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to
practice medicine? If you have obtained medical treatment related to your use of chemical substances, set
forth the specifics of the treatment, including dates and diagnoses.

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

I hereby certify under the penalties of perjury that all the information on the Renewal Application and
Form R iy true.

Signature: /Wwﬁt//w Date: & /26 9/

COPY ALL PAGES OF YOUR RENEWAL APPLICATION BEFORE MAILING



Commonwealth of Massachusetts Board of Registration in Medicine \f{\
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 — (617) 654-9810 http://www.massmedboard.org

Physician Registration Renewal Application

Before proceeding, please read the instruction book tied {9 (cang “ 10 Ul\,{l dc l hments for your own records; you will
need copies for credentialing and other purposes. T .! )i p ¢fed renéwal form ! t attachments must be returned in the

green envelope at least 4 weeks before your renewal d FEB |
11| FEB-72003 |-

*Remit $400.00 for renewal fee (non-refundable). * Return r¢newhl application in GREEN envelope. :«'
te fee of $25.00, if necessary. " Boati Eficlose thecld with coupon in BLUE envelop o
agistration in Medicine
Please review carefully the following inforntartor foraccaracyamd-completeness. Make any corrections or

alterations as required. All questions must be answered or your ren ewal will be delayed.

I. Current Status: ~ Active Registration No.:38266 Renewal Date: 03/27/2003
If you want to change your current status, please check one of the following boxes to indicate your new status: (Check only one)
] Active [[] Retiring (see instructions) [ Inactive (see instructions) [] Do not wish to renew

i : , Please make corrections (print
2. Other Name(s), if any, under which you were licensed: corr (print)

A) Mailing/Business Address: [[] Other Name(s)  [] Name Change (enter name below)

3. CHRISTINE MARIE BOULANGER
Mailing Address: &2 MILL STREET #2208
City/Town: _ARULINGTON State: MA
zip: 034 Tb Country:_ USA

B) Home Address:

Business Address: 22 MILL STREET #2068
City/Town: AR UN &TBN State: MA
Zip: O\ T Country:  USA
Business Telephone: ( 781 ) 6% b \OX>
Home Address:;
City/Town: State:

Home Phone: Zipr Country:

) Home Telephone:  ( Yo

Business Phone:  (781)646-1043 PLEASE NOTE: Only one address can be a P.O. box. The

mailing address cannot be a P.O. Box.
4. a) Date of Birth: 1) Sex: F 7. Current American Board of Medical Specialties Certification (See Table 2)
Code: OG Code:
¢) SS#:
8.Drug License Numbers, if.anv:. .. ___
5. a) Name of Medical School; a) Federal (DEA):

U ty of V C
niversity of Vermont College of Medicine b) Massachusetts:

b) Year Graduated:1982 ¢) Degree: M.D.
. Specialty Code(s) {See Table 1)

ode(s ours per Week in M i i
Cad (O)] G %:LLL_[)_EQ_,_HJ_SQ.LO Obstetrios and Cynecology b) States where you W(?lje prev10u§ly 1‘1c?n§%d ((ﬁbbr.)

9. a) Other states where you are now licensed to practice (Abbr.)

Fal
10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient
care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

Next to each facility, write the approximate percentage of patient care houts that you provide in each facility). ___ No affiliations.
Facility Code: __ 7 1 7V (AP)_A9_ % Facility Code:____ [/ (AP) % Facility Code: | (AP) %
Facility Code: __ 4 Z /Z (AP) _t % FacilityCode:_ ___ /  (AP) % FacilityCode:_ _ / __ (AP) Y

I£999, print name(s):




PRINT YOUR LAST NAME: Bout ANGER LICENSE NUMBER: 5 %2k

11. My medical malpractice insurance is covered by Iﬁ Insurance Carrier [] Letter of Credit

Insurer’s name. (Required):(onmuetl RiaKInsuvance Co-oﬁ\k(wmﬁroucy dates: From: __ |/ | /03 To: (2.73( /063

Alternatively, indicate as follows: I am registering with Active status but I am not covered by medical malpractice insurance
because [ am: Check One: [T] Not involved in direct/indirect patient carc in Massachusetts [ A government cmployee.

[] Otherwise exempt Please explain exemption:
12. What is your principal work setting? (See Table 4) | O If you are affiliated with a healthcare facility or credentialed

for the provision of patient care you must complete question #10 on page 1 and list your affiliations.

13. Care of patients in Massachuseits (see instruction booklet). i
1) Average weekly hours involved in: A) inpatientcare _ 20 hrs/'wk  B) outpatient care 30 nrsiwk
2) What is the approximate percentage of your patient care hours in primary care? 50 o,

PART A - TIONS REFER ONLY TO THE PAST TWO (2) YEARS (SEE RUCTIONS

uestio through 22 refer to the period since vo our last r jeati h i or
question, Provide details on Form R for al S answe except question S

: > . (U - B ¢ h 1 A UL 1Al i f i
and definitions. ALL questions in this section must be answered. Do not answer NA or the form will be incomplete and delay
xour re!!gﬂg!,

YES NO

14, CLAIMS MADE (New or Pending): Has any medical malpractice claim been made against you that has not
yet been finally settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS (Resolved): Has any medical malpractice claim that has been made against you been scttled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. 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 been settled, adjudicated or
otherwise resolved?

17. Have you been charged with any criminal offense?

18. Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, health care facility, group practice or professional society or association?

19. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted by, or surrendered to any state or federal agency?

20. Have you withdrawn an application for a medical license or been denied a medical license for any reason?
21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-payment, or placed any condition related to professional competency or conduct on your coverage, or have

you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by a
professional liability insurance provider?

22, CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? ErYes O Neo
7] CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date,

CME EXEMPTION: Check ope: [] Inactive status O Residency/Fellowship training (See instructions),

See Instructions for CME waiver or exemptions, Do not submit documentation of your CMEs with application.

¢ Pursuant to G.L. ¢. 112, Sec 1A, I understand my obligations to report abuse or neglect of children under G.L. c. 119, Sec. S1A
and the punishment for failure to comply.

¢ Pursuantto G.L, ¢, 112, Sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fec schedule
amount.

¢ Pursuant to G.L. ¢. 62C, 49A, I certify that [ have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. c. 62E; and withholding and remitting child support pursuant to G.L. c. 119A. (See instructions).

I hereby certify under the penalties of perjury that all information on this Renewal Application, Part B and Form R is true,

YA _
Signature: W/MM Date: <2/~ /03

OU MUST SIGN AND I UDE PART B, WITH YOUR RENEWAL APPLICATION

Board Regulations require that you notify the Board, in writing, of any change of address

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING.




PRINT NAME AND NUMBER: Last Name: GoVLANGER License Number: 5%26 b

CONFIDENTIAL MEDICAL INFORMATION
PART B

Questions 23 and 24 refer to the period since you signed vour last renewal application. Check either YES
or NO (NOT N/A) to each question. Provide details for all YES answers in space below. Before
completing the following questions. refer to the instruction booklet for definitions and additional

information. »
(I
IN THE PAST TWO (2) YEARS: YES NO vl

23. Have you been diagnosed with or do you have a medical condition which in any way limits or impairs
your ability to practice medicine? If your answer is “yes,” set forth the specifics of your condition and
any related treatment, including dates and diagnoses.

24. Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to
practice medicine? If you have obtained medical treatment related to your use of chemical sybstances, set
forth the specifics of the treatment, including dates and diagnoses.

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

I heveby certfy under the penalties of perjury that all the information on this Renewal Application, Part B and
Form R Is true.

Signature: WW %M’tﬁ/‘/’@”m Date: _ 2 /S /43

COPY ALL PAGES OF YOUR RENEWAL APPLICATION BEFORE MAILING




Massachusetts Physician Renewal Application

Physician Name: CHRISTINE MARIE BOULANGER License No.; 58266
PART A
1) Current Status: Active Renewal Due Date: 02/27/2005 Birth Date:

If yon want to change your current status, please check one of the following boxes to indicate your new status:
(Check only one). (See Renewal Instructions, page 3.)

O Active 3 Retiring ] Inactive 1 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
requived to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Please make corrections (print)

Business addresses CANNOT be a Post Office Box.
=
S L iling Address: 27¢ il Sheet ¥io2

J z

# 208
Arlington, MA 00247-6

[!f Check here to change tfits add)

2b) HOME ADDRESS 2

Home Address:

2a) MAILING ADDRESS E E
ﬁ y/Town: A () \\‘mdvn State: MA
DEC

22 Mill Sireet z
29 2004 J ib: 9&‘"’"@ Country: Vs A

S8

City/Town: State:
Zip: Country:
Phone: Home Telephone: |
Ea/Check here ta change this address Home address cannot be a Post Office Box
. 2¢) BUSINESS ADDRESS Business Address; 23 Ml ‘5‘{“"&* #1102
22'Mill Street v
#208 City/Town: A\’\W\%"?JY\ State: NP
Arlington, MA 00247-6 Zip: 0AYT,  “Country: \Us Y

Busi : | Yo- 1043
Phone: (781)646-1043 usiness Telephone: (781 ) @

Check here to change this address Business address cannot be a Post Office Box

3) E-mail Address:
4) Fax Number: 76} - 0N3-430 8

5) Specialties (See Renewal instructions, page 4.) Delete? Additional specialties:
QObstetrics and Gynecology a
’ ' 0
O

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AQA) Information.
(See enclosed instructions and Renewal Instructions, page 4.)

List Certifying Board(s) below; Update General Certificates and Subspecialty Certificates
R below. Please add additional Certifications as required.
Board Name ABMS or AOA Certificate/Subspecialty Correct? Delete?
‘ : | E{ O Obstetrics & Gynecology ‘ , 1
| D O 0 O
] O (] 0
d ] O N

Page 1 0f 6



Massachusetts Physician Renewal Application

Physician Name: CHRISTINE MARIE BOULANGER License No.: 58266
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers. if anv: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetts
b) Federal (DEA 8b) States where you were previously licensed (Abbr.)
c) Federal (DEA) XS: NH CA

9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Hospital

Change to: . Hours per Week:

10) List all current heaith care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consuiting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional

facilitics on a scparate sheet, if necessary.

No Affiliations [

Health Care Facility (See Renewal Instructions, page 4.) Delete? | . e Staif Ca'cgoryCh ange :e?;’\"'::k
Martha's Vineyard Hospital O ﬂs soct ate |
Mount Avburn Hospital 0O fctive Ho
O
£
d
O
O
11) Carc of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 20 hrsiwk Change to; hrs/wk

b) outpatient care _30__ hrs/wk Change to: hrs/wk

12) Mcdieal Liability Insurance Information (See Renewal Instructions, page 5.)
My medical liability insurance is provided through: (check one)

IZ{ Insurance Carrier (complete below)
Current Insurance Carrier;: CRICO Change to:

Policy dates:  From ' / 1/ 0% To \X 731, o4
(required)  AN®, (/1 \05 19«\7)\ !05
3 Letter of Credit subject to Board approval (attach a copy)

Check one:

[J Government Employee Federal Tort Claims Act (FTCA)
[0 Otherwise exempt (Please explain):

O] Not involved with direct or indirect patient care in Massachusetts

{J r1am registering with Active status but I am not required 1o have medical liability insurance because 1 am;

Page 2 of §



Massachusetts Physician Renewal Application
Physician Nante: CHRISTINE MARIE BOULANGER License No.: 58266

13) Do you perform any surgery in your office? (See Renewal Instructions, page 3.)
If Yes, please complete Form PCA-O "Office Based Surgery"

In questions 14-21, the phrase "time period" refers to the following: all time from the day you signed your last

license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 5. )'l.g'.'\’ !
N

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions. ALL questions in this section must be answered.

YES NO

14) CLAIMS MADE
a) New: Has any medical malpractice claim been made against you during this time period, whether or
not a lawsuit was filed on that claim?

b) Pending: Are there any unresolved malpractice claims against you today, any claims that have not been
finally settled or finally adjudicated?

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

resolved, settled, or adjudicated during this time period?

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your

professional conduct in the practice of medicine.

a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period?

b) Resolved: Have you resolved, settled or adjudicated any fawsuits, other than medical malpractice
claims, during this time period?

17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?

b) Are there any criminal charges pending against you today?
¢) Have any criminal offenses/charges against you been resolved during this time period?

18) Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice
of any governmental authority, health care facility, group practice or professional society or association?

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

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? E./l Yes [J No

b) If no, are you requesting a CME waiver?

1 Check to request CME Waiver. A CME waiver request form must be submitted at teast 30 days prior to
your license expiration date. (See Renewal Instructions, page 8.)

¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) [ Inactive Status  [J Residency/Fellowship training

Page 3 0of 5
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Massachusetts Physician Renewal Application
Physician Name: CHRISTINE MARIE BOULANGER License No.: 58266

CONFIDENTIAL MEDICAL INFORMATION

PART B

When answering Questions 23-24, refer to the time period beginning on the day you signed your last
license renewal with this Board through and including the day you sign this renewal application.

(See Renewal Instructions, page 9.)

YES NO ¥

23) Have you been diagnosed with or do you have a medical condition which in any way limits or impairs
your ability 1o practice medicine? If your answer is “yes,” set forth the specifics of your condition
and any related treatment, including dates and diagnoses (see Renewal Instructions, page 9.)

24) Have you engaged in the use of any chemical substance(s) which in any way interfered with your
ability to practice medicine? [f you have obtained medical treatment related to your use of chemical
substances, set forth the specifics of the treatment, including dates and diagnoses.

Under penalties of perjury, I declare that I have examined this 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 complete.

Signature: W %‘/bé/”‘fa’w Dae: '%/20, 0%

MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 4 of 5



Massachusetts Physician Renewal Application
Physician Name: CHRISTINE MARIE BOULANGER License No.: 58266

PHYSICIAN PROFILE

d] I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.

[ 1have reviewed my Physician Profile and attached a copy of the Profile with corrections.

[0 My status is Inactive and I do not have a Physician Profile. (See Renewal Instructions, page 10.)

CERTIFICATIONS

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

2) I certify that I have complied with my obligations to report abuse or neglect of disabled persons pursnant to G.L. ¢, 19C,
sec, 10, and 1 understand the punishment for failure to comply.

3) 1 certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons
pursuant to G,L. ¢.19A, sec. 15, and 1 understand the punishment for failure to comp!y.

4) 1 certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to
G.L.c. 112, sec. 12A,

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

6) I 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
regulation.

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

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

9) 1 certify that 1 have complied with my obligations refated to the reporting of employees and contractors pursuant to G.L.
¢.02E.

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

11) T certify that | have complied with my obligations to file an Incident Report with the Board when certain adverse events
occur in my private office, pursuant to G.L. ¢. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and | understand that the Patient Care
Asscssment (PCA) programs at the health care facilities where 1 practice report certain Major Incidents to the Board,

Under penalties of perjury, I declare that I have examined this 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 complete. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signature: V/%M%%’Mf/w Date: L T, 04

MAKE A COPY OF YOUR APPLICATION A‘IJD ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES,

Page 5 of 6
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LIEUTENANT GOVERNOR

Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(617) 654-9800

MITT ROMNEY ' Enforcement Division Fax: (617) 451-9568 MARTIN CRANE, MD
GOVERNOR

Legal Division Fax: (617) 357-8453 BOARD CHAIR

KERRY HEALEY Licensing Division Fax: (617) 426-9358 NANCY ACHIN AUDESSE
EXECUTIVE DIRECTOR

March 6, 2006

Christine Marie Boulanger, M.D.

22 Mill Street CERTIFIED MAIL, RETURN RECEIPT REQUESTED
#102

Arlington, Massachusetts 02476

Re:
Docket Number: 06-161

Dear Dr. Boulanger:

The Board of Registration in Medicine has received a complaint regarding your conduct
in the practice of medicine, a copy of which is enclosed.

Please provide a written response, signed by you, to the issues raised in the enclosed
material. As part of your response, you may include any materials you feel are relevant
in connection with the investigation of this matter. Pursuant to Board regulations and
statutes, the person filing the enclosed complaint may have access to your response.

You are welcome to have an attorney represent you in this matter. Please note that if
an attorney does represent you, either you or your attorney may write your response,
but you must sign or co-sign it as the licensee.

Your response must be sent to me, at the address above, within thirty days of your
receipt of this letter. After your response is received, the case will be reviewed and a
determination will be made about how to proceed. You will be notified of this decision.

Thank you for your attention to this request.

Very truly yours,

9,07'/’%4% Md%
Jennifer Brown
Consumer Protection Coordinator

JAB/jls
Enclosure

Visit Our Website At: http://www.massmedboard.org



Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(617) 654-9800

, MITT ROMNEY Enforcement Division Fax: (617) 451-9568 “Aﬁggfng%‘m%ﬂm
GOVERNCR Legal Division Fax: (617) 357-8453 '
KERRY HEALEY Licensing Division Fax: (617) 426-9358 NANCY ACHIN AUDESSE

LIEUTENANT GOVERNOR EXECUTIVE DIRECTCR

May 4, 2006

Christine Marie Boulanger, M.D.
22 Mill Street

#102

Arlington, Massachusetts 02476

Re:
Docket Number: 06-161

Dear Dr. Boulanger:

The Complaint Committee of the Board of Registration in Medicine met on
May 3, 2006, and carefully considered the information both you and the
complainant furnished in the above-referenced matter. They determined that no
further action is warranted and the matter has been closed. Despite the decision
to close the above complaint, the Board reserves the right to reopen the
complaint should you commit any violations of Board statutes or regulations in
the future.

If you have any questions regarding this matter, | can be reached at the
number or address listed above.

Very truly yours,
\ I

Jennifer Brown
Consumer Protection Coordinator

JAB/bmh

04 Visit Our Website At: http://www.massmedboard.org
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Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, Suite G-4
Boston, MA 02118
COMPLAINT FORM
Please type or print clearly, and provide all of the information requested.
?‘N[IS. Your First Name Vour I.act Name Patient Name (if different)
Ms
OMr. -
Strect Address Mailing Address (if different)
City State Zip Code
Business/Daytime Phone Home Phon
iness/Daytim - e

Complaint against M.D, ,D.0O. » Acupuncturist .
(For complaints ageinst Chiropractors, Dentists, Nurses, Optometrists, Podiatrists or Psychologists, please
contact the Division of Registration at (617)727-7406, or 239 Causeway St., Boston, MA 02114,)

This laint cannot be processed without the full name of the physician or acupuncturist. Please verify spelling.

Full Name (First & Last) of Physician or Acupuncturist (one name per form) Photocopies are acceptable.

(HRISTINE M. BOULANGER

Address
22 MILL $T.
City State Zip Code
ARLIN 6TON MA
Business Phone

Name and Location of Health Care Facility (if known)

Nature of Complaint

M Substandard Medical Care En Drug Dealing

O Professional Misconduct a Criminal Conviction

O Sexual Misconduct O Patient Neglect/Abandonment

a Rude or Discourteous Behavior [ Unlawful Discrimination

(] Impaired by Alcohol or Drugs m} Billing for Services Not Rendered
%] Impaired by Mental or Emotional Hilness LI Failure to Supervise Staff

a Failure to Provide Medical Records ] False Advertising

O Overcharge for Medical Records O Fraud

CJOTHER

i

I‘ W3

o




Failure to complete and sign this release may prevent investigation of your complaint.

™*+== -f Medical Records and Information
Patient Name: _ - Date of Birth:

Address: _

ITHEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR IN STITUTIONS TO RELEASE
ANY AND ALL OF MY MEDICAL RECORDS TO, AND TO DISCUSS MY MEDICAL CARE WITH, THE
MASSACHUSETTS B JICINE.

Signature of Patient: Date: 7/23'/ Vs
(Or Legal Representativ

v

1 FURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(S) TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALY OF MY MEDICAL RECORDS TO THE
MASSACHUSETTS BOARD OF RRGISTR ATION ™N MEDICINE. THIS AUTHORIZATION REPRESENTS A

WAIVER OF THE PSY( IVILEGE, AS DESCRIBED IN G.L. ¢. 233,§ 20B.
Signature of Patient: Date: 7/ A J/ of
(Or Legal Representative

Please list the names and addresses of all healthcare providers and institutions that provided treatment which may relate to this complaint.

1) ) LAbEy oLl
DR b

If you are not the patient, what is your relationship to the patient?
I3 Spouse, C1 Parent, 3 Child, O Other Relative 0 Friend, O Attorney, O3 Other
Has this physician provided treatment in the past? (Do not count the treatment in this complaint.)
Yes, ONo
Is this physician the person you (or patient) usually see when you (or patient) are ill?
@Yes, O No
How long have you (or patient) been under this physician’s care?
0 1 to 30 days, 0 1 to 12 months, [ 1 to 2 years, 3 2 to 4 years, Elfli»toSyears,DSyearsormore
What form of payment was made? Check as many as apply.
@ Commercial Insurance, 0 Health Maintenance Organization, 03 Medicaid, £ Medicare, [T Champus
I Workers® Compensation, [ Self, [J Other
Are you (or patient) gxpected to pay a portion of this bill out of pocket?
O Yes, EINo '
Has the physician adjusted the bill in any way, for example, was the fee or copayment reduced or waived?
£] Yes, &' No
Is the fee or copayment in dispute?
0 Yes, @No
Has the physician been contacted about this complaint?
O Yes, ) f
Dates of Treatment: 0 4‘




Describe your complaint here or attach. If you need more space, continue on reverse or on another sheet of paper.

i
«}

)]

)

el

o
q
:
>
SR

Attach copies of relate” *--——--+-+- =** =
The information in this to the best of my knowled
Your signature: 7 I] 7/ ﬂ¢
Mal this form to; e ——. linator
Board of Registrauon in Medicine
560 Harrison Ave Suite G-4

Boston MA 02118




July 29, 2004

Dr. Christine Boulanger was my gynecologist. I’ve been seeing her for years, when her
practice was in Andover, MA and when she moved to Arlington, MA.

When I was 40, she told me that I would now have to have a yearly rectal exam since that
was a procedure performed annually on woman of my age. That was the only rectal exam
she ever gave me.

In 2002 she performed a D & C because I complained frequently of mid-cycle bleeding.

On 2004, I went to her for my annual exam. Again, she did not perform a rectal
exam. | was under the assumption that protocol must have changed and didn’t ask her
about it.

On  __3,2004, I had an MR, prescribed by my PCP, because of recurring back and
leg pain. The MRI results were negative for back or leg related problems but showed a
very large mass on my uterus.

On 2004, I had an appointment with a GYN at Lahey Clinic. He palpated this
large mass on my uterus not only vaginally but also during the rectal exam. Dr.
ordered another MRI specifically for the pelvic area and determined that I needed a
hysterectomy based on the size and rate that the mass was growing,.

On  ™Ihad abdominal surgery. Based on the size of the tumor this procedure could
not be done vaginally.

Dr. Boulanger’s neglect could have resulted in several complications had I not gone to
my PCP for leg/back pain. Dr. Boulanger is a danger to patients who go to her for annual
exams. It is not acceptable that she did not feel (palpate) this tumor. It is also
unacceptable for her not to have given me a rectal exam in which she may have
discovered this, She told me everything was fine.

Dr. Boulanger is not doing her job proficiently and I believe lives are at stake.
She should be, at the verv least. renrimanded for anch a rqreless exam on a patient.

Enclosed please find the pathology report done after my hysterectomy.




Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(617) 654-9800

MITT ROMNEY Enforcement Division Fax: (617) 451-9568 , MARTIN CRANE, MD
g GOVERNOR Legal Division Fax: (617) 357-8453 BOARD ChAR
KERRY HEALEY Licensing Division Fax: (617) 426-9358 NANCY ACHIN AUDESSE
LIEUTENANT GOVERNOR EXECUTIVE DIRECTOR

Tuly 18, 2006

Christine Marie Boulanger, M.D.
22 Mill Street, # 102
Arlington, MA 02476

Re: _
Docket Number; 04-451

Dear Dr, Boulanger:

The Complaint Committee of the Board of Registration in Medicine met on June 7, 2006
and carefully considered the information both you and the complainant furnished in the above-
referenced matter.

The Committee has determined that no further action was warranted and the matter has
been closed. Please note that although the Complaint Committee decided to close this complaint,
the Board reserves the right to reopen this case should you commit any violations of Board
statutes or regulations in the future. : :

If you have any questions regarding this matter, I can be reached at the number or address
listed above. .

Very truly your,

Loretta J. Yilla, BS
Clinical Care Unit

LIV/gg

L] Visit Cur Website At: http://www.massmedboard.org
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Commonwealth of Massachusetts
Board of Registration in Medicine

LIEUTENANT GOVERNOR

560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(617) 654-9800

MITT ROMNEY P . ) MARTIN CRANE, MD
Enforcement Division Fax: (617) 451-9568 BOARD G

GO
VERNOR Legal Division Fax: (617) 357-8453

KERRY HEALEY Licensing Division Fax: (617) 426-9358 NANCY ACHIN AUDESSE
EXECUTIVE DIRECTOR

August 10, 2004

Christine Marie Boulanger, M.D.
22 Mili Street, # 208
Arlington, MA 00247-6

Re:
vocket Number: 04-451

Dear Dr. Boulanger:

The Board of Registration in Medicine has received a complaint regarding your
conduct in the practice of medicine, a copy of which is enclosed. The Board is
obligated by law to investigate matters related to the proper practice of medicine. in

- compliance with this mandate, the Board’s Complaint Committee has directed the staff
of the Board to gather information on all such complaints.

Please provide both a written response to the issues raised in the enclosed

material, along with your complete file on this patient including but limited to any and all
correspondence, photographs, lab reports and radiology reports. Your response may
be as brief or as lengthy as you choose. Under the law, the person filing the enclosed
complaint may have access to your response.

Your response should be sent to me, at the address above, within 30 days of
your receipt of this letter. After your response is received, the case may be assigned to
an investigator employed by the Board, who may contact you if further information is
needed. You will, in any event, be informed. in writing as to the disposition of this
complaint. Thank you for your attention to this matter.

Very truly yours,

Kathleen M. Shea

Cogsumer Protection Manager
KMS\bmh

Enclosure

Visit Our Website At: http://www.massmedboard.org
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COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE
560 Harrison Avenue, Suite G-4

Boston, MA 02118

COMPLAINT FORM

Please type or print clearly, and provide all of the information requested.

g)vf. Your First Name Your Last Name Patient Name (if different)

5.

[l Mr

Street Address Mailing Address (if different)

City State Zin Code

Buginesc/Navrtime Phanea Hame Phane

Cc;;rf;;l;int PRl YO "'Acupunclunst et i e L s i 18 v o e+ i e

(For complaints against Chiropractors, Dentists, Nurses, Opzmetrists, Podiatrists or Psychologists, please
contact the Divislon of Registration at (617)727-7406, or 239 Causeway St., Boston, MA 02114, )

-l«‘ull Name (Flrst & Last) of Physician or Acupunctuns! (one name per t'orm) Photocopxes are acceptable

Chrisline. oulcmaer, MD.

Address

22 Mill S¢, Suste (02,

City State Zip Code

/4 A vafon MNA 0247y
Business Phone (78 13 G"fé - ’o [13

Name and Location of Health Care Facility (if known)

Mt Auburn Midwines' Assoc. - 22 Ml SE (xméon)

Nature of Complaint

B Substandard Medical Care (m} Drug Dealing

[m] Professional Misconduct O Criminal Conviction

0 Sexual Misconduct O Patient Neglect/Abandenment

[} Rude or Discourtecus Behavior m} Unlawful Discrimination

o Impaired by Alcohol or Drugs m} Billing for Services Not Rendered
0 Impaired by Mental or Emotional Illness O Failure to Supervise Staff

O Failure to Provide Mecdical Records (] False Advertising

] Overcharge for Medical Records O Fraud

a

OTHER

Y}

DLy



Failure to complete and sign this release may prevent investigation of your complaint.

Release aof Medical Records and Information

Patient Name: Date of Birt.

Address:

7 v P

[ HEREBY AUTHORIZE ANY AND ALL HEALTHCARE PROVIDERS OR INSTITUTIONS TO RELEASE
ANY AND ALL OF M¥ * sy nmaanmama s ma mae7USS MY MEDICAL CARE WITH, TBE

NIASSACI‘?[S—B(
Signature of Patient: _ Date: /;b. 26 2006

(Or Legal Representativ

I FURTHER AUTHORIZE MY MENTAL HEALTH PROVIDER(S) TO DISCUSS EVALUATIONS,
DIAGNOSES OR TREATMENT AND/OR RELEASE ANY AND ALL OF MY MEDICAL RECORDS TO THE
MASSACHUSETTS BOARD OF REGISTRATION IN MEDICINE. THIS AUTHORIZATION REPRESENTS A

WAIVER OF THE PSY CRIBED IN G.L. ¢. 233,§ 20B.
Signature ¢f Patient: _ Jate: Fﬂ?‘a. ‘x_ «KL00E

(Or Legal Representativ:

Please list the names and addresses of all healthcare providers and institutions that provided treatment which may relate to this complaint.

Dr. | Mbbﬂd;ﬁ&faami&,&ic lol,
Arl.adm MA 02474 . (Note: Not same_addvess as -bt‘.’Bou‘mgL

:&L%agg. Jim_ﬁwe build-m _lout-are a elr&-at ,)
?ﬁ MN‘I MD‘WSI(AMS. ?honc ' N

If you are not the patient, what is your relationship to the patient?
0 Spouse, O Parent, O Child, O Other Relative ., Friend, OO Attorney, O Other___
Has this physician provided treatment in the past? (Do not count the treatment in this complaint.)
ByY‘ecs, O No
Is this physician the person you (or patient) usuaily see when you (or patient) are il1?
O Yes, !’ﬁa
How long have you (or patient) been under this physician’s care?
0 1 to 30 days, to 12 months, O 1 to 2 years, [ 2 to 4 years, I 4 to 8 years, O 8 years or more
What form of payment was made? Check as many as apply.
D‘Cfn-lmercial Insurance, [J Health Maintenance Organization, 00 Medicaid, O Medicare, O Champus
O Workers® Compensation, elf, O Other
Are you (or patient) expected to pay a portion of this bill out of pocket?
Yes, O No
Has the physiciar;(#u@ad the bill in any way, for example, was the fee orcopayment reduced or waived?
O Yes,
Is the fee or copay: in dispute?
0 Yes,
Has the physician been contacted about this complaint?
Yes, [ No

Dates of Treatment: . A0S

7
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Describe your complaint here or attach. If you need more space, continue on reverse or on another sheet of paper.

as seeking a least Iom lorm method o-f
birth conlrol, br?oulmccr‘ sug 'fkd M_B'overa, Howev er,
she did NOT Mc_-ﬂnit' bch Pcmy-a can aqqravéle /Cause
w_ﬂag_dltd awxiély, 7L have su &ed both condihons
sy enlive adult I Tnis winle~ has heen exceedingly ct:frcult for
Mmmmdﬁ%ﬁwmg&ﬁmw-&ﬂ
njechon_have caused me to be depressed, anxious irritable,
%md ever -Hm_nq of suicide.

T wrete De -Boglgag.;:;k_cr_mﬁrm'n her Fhat T would
ﬂgleagz bg Sa—cjhd‘ because °£ "‘n: » gbove, L did not receive a

i;; a ou&h L was n ;1@«:1:_« oNne.

Attac]
The ir st of my knowledge.
—
Your — Date: r(!_}. Qé‘ RROOG
Mail tns 10rm o - LONSUMET FTOWCUON LOOTAINALr

Board of Registration in Medicine
560 Harrison Avenue, Suite G4

Boston MA 02118



Massachusetts Physician Renewal Application

Physician Name: Christine Marie Boulanger, M.D. License No.: 58266
PART A
1) Current Status: Active Renewal Due Date: 02/27/2007 Birth Date:

If you want to change your current status, please check ore of the following boxes to indicate vour new status:
Check only one: (See¢ Renewal Instructions, page 3.)

[0 Active [ Retiring O Inactive [0 Do not wish to renew

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and

Business addresses CANNOT be a Post Office Box. . .
Please make corrections (print)

2a) MAILING ADDRESS
22 Mill Street Mailing Address:
#102 .
Arlington, MA 02476 City/Town: State:
AECENED Zip: Country:
O Check here to change thtsi idress
2b) HOME ADDRESS JAN 2 3 » Home Address:
Bo4ii ) City/Town: State;
Zip: Country:
Phone: . Home Telephone: ( )
[0 Check here to change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS Rosiness Address:
22 Mill Street
#102 City/Town: State:
Arlington, MA 02476 Zip: Country:
Business Telephone:
Phone: (781)646-1043 phone: L)
O Check here to change this address Business address cannot be a Post Office Box
Correct your E-mail and Fax Number below:
3) E-mail Address: _
4) Fax Number: 781-643-4308

5) Specialties (See Reneveal Instructions, page 4.) Delete? List Additional Specialties:
Qbstetrics and Gynecology O
O
|

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information,
(See enclosed insiructions and Renewal Instructions, page 4.)

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name ABMS or AQA| Certificate/Subspecialty Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology O

|
O
O

Page 10f 9
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Massachusetts Physician Renewal Application

Physician Name: Christine Marie Boulanger, M.D. License No.: 58266
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts:
b) Federal (DEA): 9) States where you were previously licensed
¢) Federal (DEA) XS: NH CA

)

10} List all work sites in Massachusetts, including health care facilities (where you are credentialed), private
offices, clinics, nursing homes, etc. For the names of the health care facilities, refer to Reference Table 4 on
page 18 of the Renewal Instruction booklet. Include any affiliations with Internet-based prescribing services
or companies. Please provide all information on all work sites, attaching a separate sheet, if necessary.

List the names of all work sites in Massachusetts Location State Delete?

(See above and description on page 4.) (City or Town)

Martha's Vineyard Hospital [

Mount Auburn Hospital O
O
O
O

11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)

Average weekly hours involved in: a) inpatient care 20 hrswk Change to: hrsfwk
b) outpatient care 30 hrsiwk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:

Erlnsurance Carrier (complete below)

Current Insurance Carrier: CRICO Change to:
Policy dates:  From _ ¢/ [, o7 To (& ; 3!, 67
Tvpe of Policy: [ Claims made with tail coverage L Occwrence Policy

(Enclose a copy of the certificate of insurance or the face sheet)

I Letter of Credit subject to Board approval (Attach a copy.)

[0 1am registering with Active status but I am not required to have medical liability insurance because I am:

Check one: [0 Notinvolved with direct or indirect patient care in Massachusetts
[0 A Government Employee under Federal Tort Claims Act (FTCA)

O Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5.)

If Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Page 2 of 9
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Massachusetts Physician Renewal Application
Physician Name: Christine Marie Boulanger, M.D. License No.: 58266 ﬁ‘,

In questions 14-21, the phrase "time period" refers to the following -- all time from the day you signed your last *,
license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.) "

You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to
Renewal Instructions for additional information and definitions.

YES NO

14) CLAIMS MADE 3)

a) NEW: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or
has any medical malpractice claim been made against you during this time period? (see above).

b) PENDING: Are there any unresolved malpractice claims against you today, i.e., any claims that have
not been finally settled or finally adjudicated?

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

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during
this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?
17) CRIMINAL CHARGES
a) Have you been charged with any criminal offense during this time period?

b) Have any criminal offenses/charges against you been resolved during this time period?
¢) Are there any criminal charges pending against you today?
d) Are any Applications for Issuance of Process pending against you?

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
c) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

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

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

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? mes [ No

b) If no, are you requesting a CME waiver? CYes [] No

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.
¢) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

CME EXEMPTION: (check one) [ Inactive Status [ Residency/Fellowship training

Page30f9



Massachusetts Physician Renewal Application
Physician Name: Christine Marie Boulanger, M.D. License No.: 58266

CONFIDENTIAL MEDICAL INFORMATION

PART B

When answering Questions 23-24, refer to the time period beginning on the day vou signed your last
license renewal with this Board through and including the day vou sign this renewal application.
(See Renewal Instructions, page 10.)

YES NO

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine? If your answer is “Yes,” set forth the specifics of your condition and any related
treatment, including dates and diagnoses (See Renewal Instructions, page 10.)

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine? If you have obtained medical treatment related to your use of chemical
substances, set forth the specifics of the treatment, including dates and diagnoses.

Page 4 of 9



Massachusetts Physician Renewal Application

Physician Name: Christine Marie Boulanger, M.D. License No.: 58266 [\;
PART C e
Check One: - PHYSICIAN PROFILE I;
d [ have reviewed my Physician Profile at http://profiles.massmedboard.org and confirm that the information is accurate. -

(Please note that if you changed or corrected your business address, business phone number, practice specialty, board

certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)
ir
O I have reviewed my Physician Profile and attached a copy of the Profile with corrections. -;:
ik
O

My status is Inactive and I do not have a Physician Profile. (Se¢ Renewal Instructions, page 11.)

CERTIFICATIONS

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

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

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

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

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

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

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

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

perjury.
9) I certify that [ have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) T certify that | have complied with my obligations related o the withholding and remitting of child support pursuant to G.L. ¢. 1 19A.

11y | eertify that [ have complied with my obligations to file an [ncident Report with the Board when certain adverse events occur in my
private oftice. pursuant to G.L. c. 112 sec. 5 and the Patient Care Assessment Regulations. 243 C.ALR. 3.00 gr seq. | understand that
the Patient Care Assessment (PCA) programs at the health care facilities where | practice report certain Major Incidents to the Board.

12) I certify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which [ have referred a patient for physical therapy services pursuant to G.L. c. 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this 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 complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: /%W W/‘/‘“’“‘(”;WQ Date: /7 /€ 107

MAKE A COPY OF YOUR APPLICATION AND ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite G-4
Boston, MA 02118
617-654-9810
www.massmedboard.org

Dear Colleague:

As you may know, the Health Insurance Portability and Accountability Act (HIPAA) mandates the
use of the National Practitioner Identifier (NPI), a unique identifier for health care providers. The
NPI program is overseen by the Centers for Medicare and Medicaid Services (CMS) under the
Department of Health and Human Services. Under the final HIPAA NPI rule, all individual and
organization covered providers will be required to obtain a NPI by May 23. 2007. Without this
number, you may be ineligible for reimbursement from federally-funded benefits programs. Asa
condition for renewal of your license, you must complete the NPI form on the attached page.

The Massachusetts Board of Registration in Medicine (Board) is assisting physicians to obtain their
NPI numbers. In addition to providing this service for physicians, the Board is the designated
repository for electronic storage and dissemination of the NPI number. By having your NPI in this
central repository, we hope to reduce the amount of administrative duplication in your office.

Please follow the instructions on the NPI form. If you already have a NPI number, you may enter it in
the space provided. If you have not yet submitted an application for a NPI number, you may request
that the Board apply for the NPI number on your behalf. You must sign and date the NPI form to
authorize the Board to provide the NPI to authorized entities. Should you need any assistance in
completing the NPI form, please contact the NPI coordinator at (617) 654-9810.

I would also like to take this opportunity to thank you for your continued service to the citizens of the
Commonwealth.

Sincerely.

Martin C. Crane, M.D.

Board Chair

Please complete the NPT form on the following page.

Page 6 of 9
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Massachusetts Physician Renewal Application o

Physician Name: Christine Marie Boulanger, M.D. License No.: 58266 "'
i
(

NATIONAL PROVIDER IDENTIFIER (NPI) !
The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. i‘;
The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans, government programs;,
and health care purchasers for purposes of conducting these business transactions.

Under the final HIPAA NPI Rule, all individual and organization covered providers will be requiréd to obtain an NPI by May 23, 2007.

In order for your license to be renewed you must take one of the following actions: m

Option 1: Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NPI directly by using the NPPES Web
site at www.NPPES.cms.hhs.gov.

Option 2: Certify you have personally applied for your NP1 and you have not received it yet. Once you have received your NPI Number,
you must notify the Board. Please complete the NP1 form at the Board's web site at www.massmedboard.org,

Option 3: Certify another authorized institution has applied for an NPI on your behalf and you have not received it yet (supply
institution's name). Once you have received your NPI Number, you must notify the Board by completing the NPI form at the
Board's website (see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NPI on your behalf.

Option 3: If your license status is INACTIVE, you may elect not to obtain an NPI number.

Check the appropriate box below, supply appropriate information, and sign the bottom of the page.

] My current NPT is: I:":":I D |:| D EI EI EEI

J I have personally applied for an NPI. (You must provide your NP1 number to the Board when received.)
[ 1 have applied for an NPI using a third party (enter name): (follow instructions for Option 3)

By checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPI on my behalf.
[ As an inactive physician, I do not wish to obtain an NPIL.

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 for more information). [n addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description}. The primary provider
taxonomy code is required if you authorize BORIM to apply for an NPI on your behalf.

Taxonomy {Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: @ @ @ E 0BSETRALS AND G NECO LocY

Provider Taxonomy: I:I I:I L__D D D l:l D |—|—|
Provider Taxonomy: D I:I EI:I D D D D [_‘—l

NP1 REQUIRED INFORMATION

In an ongoing etfort to improve the quality of the information we collect. please review the following information and make corrections
as necessary. Please note: This information is required if you authorize BORIM to apply for an NPI on vour behalf.

Social Security Number:
State of Birth (it US): o Country of Birth (it outside the US):
Gender: [ Male m/ Female

Penalties for Falsifving Information on the National Provider Identifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or agency of
the United States knowingly and willfuily falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent statements or representations, or makes any false writing or document knowing the same to contain any false,
fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to $250,000 and imprisonment for up to five years.
Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C. 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

Authorization for NPI Dissemination

I authorize the Board of Registration in Medicine to proyide my NPI to any authorized hospital, health plan, or health organization.
Signature: /2/) % t'/% ;E Date: [ /(L 19 7

L
MAKE A COPY OF YOUR APPLICATION AND ALI?Z[TACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Massachusetts Physician Renewal TApplication

Physician Name: Christine Marie Boulanger, M.D. License No.: 58266

FORM PCA-O (OFFICE BASED SURGERY )

If you answered “Yes” to Question #13 on your Renewal Application you must complete this PCA-O form, and
include it with your renewal application. Please refer to the Massachusetts Medical Society (MMS) Office Based
Surgery Guidelines and Instruction Booklet when completing this form. The Office Based Surgery Guidelines have
been endorsed by the Board and are available at the Board’s website at www.massmedboard.org.

Please be advised that the Board will use the information on this form to evaluate office based surgery standards
across the state of Massachusetts only. The Licensing staff will forward this form directly to the Patient Care
Assessment (PCA) office where your license number and name will remain confidential and will not be used for
disciplinary purposes.

1. Please indicate your Office Facility Classification under the MMS Office Based Surgery Guidelines:

a

Level I Office O Level 1 Office O Level III Office

2. If you indicate that you are a Level II or Level III Office please complete the following:

a) Provide the name of the Organization that accredited your practice:

b) Provide a brief description of the types of surgery performed in your office.

c)

d)

e)

f)

Do you have the Training required and defined in the MMS Office Based Surgery Guidelines for the
Level of office surgery that you are performing (Level IT or Level IIT)? O ves O No

Do you have written policies and procedures for Emergency Care and Transfer; Medical Record and
Anesthesia Care documentation; Infection Control and Patients’ Bill of Rights as required and defined in
the MMS Office Based Surgery Guidelines? O ves O No

Do vou have written policies and procedures for compliance with applicable federal and state laws and
regulations. and reporting adverse incidents to the Massachusetts Board of Registration in Medicine. as
required and defined in the MMS Office Based Surgery Guidelines? O ves O xNo

Do you have a written Performance Improvement Program as required and defined in the MMS Office
Based Surgery Guidelines?
sery O ves OnNo

3. If you responded “No” to any of the questions noted above, please briefly explain your response.

Signed: Date:___/ /

See frequently asked questions and description of Levels [, 11 and Il on the attached instruction sheet.

Page 8 of 9



Massachusetts Physician Renewal Application - o
Physician Name: Christine Marie Boulanger, M.D. License No.: 58266 :

i

«j |
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FREQUENTLY ASKED QUESTIONS o
REGARDING OFFICE BASED SURGERY- FORM PCA-O

Question #1:
“If I only do simple office procedures like freezing warts for removal, suturing simple lacerations,
bone marrow biopsies, and I&D, under local anesthesia, do I have to fill out the form?”

Local Anesthesia is Level I Thus, you need only check the Level I box and sign the form. You do
not need to fill out the form it its entirety for the questions on the form are related to Level I and
Level IIT Office Based Surgeries. The offices doing more than local anesthesia must determine what
level they are and then fill out the form in its entirety. Guidelines for determining levels are
available at: www.massmedboard.org

Question #2:
“I work in an Emergency Department and I give conscious sedation, do [ have to fill out the form?”

The form is for office-based surgery. The Emergency Department is not an office; it is a department
in a hospital. If the physician has a private office outside the Emergency Department, they need to
[fill out the form, and guidelines are available at: www.massmedboard org

~ Question #3:
“If I have a Massachusetts license, but practice outside Massachusetts, in another state, and that
practice includes Level IT or III office based surgery, do I have to fill out the form?”

You only have to fill out the form if you perform office-based procedures in Massachusetts.

Question #4:
“I work in an office based surgery practice, but | do not perform office based surgery. Do I have to
fill out the form?”

No, you do not need to fill out the forn if vou do not perform office bused surgery or assist in the
performance of office bused surgery.

Question #5
“I work in a diagnostic and treatment center and my friend works in an ambulatory surgery center,
do we need to fill out the form?”

You do not need to fill out the form if you perform procedures in a Massachusetts hospital, and/or

diagnostic and treatment center, including ambulatory surgery centers. If you perform the Level I,
I or HI procedures in a private office at any time, you must fill out the form.
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Commonwealth of Massachusetts
Board of Registration in Medicine

- 560 Harrison Avenue, G-4
Boston, Massachusetts 02118
(617) 654-9800

20 r 2l

Ve Do f S
DEV%‘(—)\"-ERP&THR'CK d Pemom o Enfgrcement Division Fax: (617) 451-9568 MARJ()IEHEF::?.;I:;'MD
Legal Division Fax: (817) 357-8453
TIMOTHY P. MURRA By o ,,Llcqns:ng D,\,lsmn Fax: (617) 426-9358 NANCY ACHIN AUDESSE
LIEUTENANT GOVERNO —— T e i\ﬁ[\q n q__ ? EXECUTIVE DIRECTOR
Christine Marie Boulanger M.D. T February 20, 2007
22 Mill Street
#102

Arlington, MA 02476

5 %266

Dear Dr. Boulanger:

You authorized the Board to apply for your National Provider Identifier (NP1) on your most recent renewal or
initial license application. The Board has applied for the NPl number and the application has been rejected by
the Center for Medicare and Medicaid Services (CMS) for the following reason(s):

Exact Duplicate - Exact SSN match with existing record

The most likely reason for this is that you or another third party has already applied for and received your NP,
If this is the case, please fill in the NPl number in the provided space on this letter, sign it, and return it to the
Board in the enclosed green envelope. If this is not the case, please contact the Board at 617-654-3810.

19120, 045 -

National Provider Identifier:

| authorize the Board of Registration in Medicine to provide my NPl to any authorized hospital, health
plan or health organization.

Signa:\ture:L,-‘'!-:,'fiz‘/yﬂz;2.‘_%%{:‘/ﬂ—-«%"f??gD Date: 3/ 12 10'7

PLEASE MAIL THIS ORIGINAL CO ETED FORM TO: Board of Registration in Medicine, 560 Harrison
Avenue, G4, Boston, Massachusetts 02118.

%) ' Visit Our Website At: http://www.massmedboard.org
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