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Renewal - 1.039600

Name ELIZABETH M KONTARINES
Credential 1.039600
Fee Details
Renewal Application Fee $575.00

$575.00

Demographic Information-Renewal
2. First Name
ELIZABETH

3. Middle Initial
M

4. Last Name
KONTARINES

5. Maiden Name
1. Please provide your Date of Birth
01/16/1968

6. Gender
Female

7. Ethnicity: Please choose one
Hispanic or Latino

8. Race:
White

Workforce Survey Introduction
Dear Licensee:

Thank you for renewing your license online.

The purpose of the next several questions is to allow the Department of Public Health to collect valuable workforce data
that is currently unavailable but critical in identifying and addressing healthcare workforce shortage issues.

Thank you for assisting the Department in this important initiative.

Current Workforce Status in Medicine

9. What is your current work status in Medicine?
Full Time - (30 hours or more per week)

Workforce Survey
10. In the next 12 months, do you plan to (please mark all that apply):

11. If you are NOT working in your licensed profession, please indicate your plans for returning to work in your licensed field.

12. Please provide the number of hours per week that you provide DIRECT PATIENT CARE in your primary professional
position.
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If you do not provide hours in this category, please indicate 0.
50

13. Please provide the number of hours per week that you work as an ADMINISTRATOR/MANAGER in your primary
professional position.

If you do not provide hours in this category, please indicate 0.
6

14. Please provide the number of hours per week that you work as an EDUCATOR/FACULTY in your primary professional
position. If you do not provide hours in this category, please indicate 0.
12

15. Please provide the number of hours per week that you work as a RESEARCHER in your primary professional position. If you
do not provide hours in this category, please indicate 0.

0

16. If your primary profesional position is in a category other than those above, please provide that category in the box below
and indicate the number of hours per week.

If you do not provide hours in this category, please indicate 0.
0

17. Please indicate the setting of your primary professional employment.

Enter comments if "Other" is selected.
Physician Partmership

Practice Location

If you are providing direct patient care, please identify the location of the primary site where you spend the most time
providing direct patient care.

18. Address 1
27 Hospital Ave Suite #303

19. Address 2
20. City
Danbury

21. State
CT

22. Zip Code
06810

Primary Source of Payment
What percent of your patients have the following source of Payment?

23. Medicare
11-25%

24. Medicaid
26 - 50%

25. Self-Pay
less than 10%

26. Private Insurance
26 - 50%
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27. Other
None

Connecticut Prescription Monitoring and Reporting System

All prescribing practitioners possessing a Connecticut controlled substance registration (CSP) issued by the Connecticut
Department of Consumer Protection (DCP) must register with the Connecticut Prescription Monitoring and Reporting System
(CPMRS) online at www.ctpmp.com.

After you have completed this renewal transaction, please visit the DCP's website at www.ct.gov/dcp and select 'Programs &
Services' then 'Prescription Monitoring Program' for information regarding registration.

28. | acknowledge that | have read the information regarding registration in the Connecticut Prescription Monitoring and
Reporting System.
12/02/2015

Attestation

29. Within the last year, have you been convicted of a felony?
No

33. If yes, please provide details here

30. Within the last year, have you had any disciplinary action taken against you or any such actions pending by another State's
licensing/certification authority?

No

34. If yes, please provide details here

31. By completing this renewal online, | verify that all the information | have provided is accurate and that | satisfy the
renewal requirements that apply to my license.

12/02/2015

32. | attest that on this date | completed this renewal application online and that all of the statements made by me on this
renewal are accurate.

12/02/2015

Important Note
To continue processing your renewal, please click "Next" below (read the rest of this information first).

On the review screen, click "Add to Invoice."

On the top right of the invoice screen, select "Pay Invoice".

PLEASE NOTE THAT WHEN ENTERING YOUR CREDIT CARD NUMBER, DO NOT ENTER SPACES OR DASHES AS IT
WILL RESULT IN A FAILED TRANSACTION.

Please note that you will receive your new licensing documents (2 wallet-sized cards and 1 suitable for posting) during the third
week of next month.

Thank you for processing your renewal online.

Fee

Pursuant to Public Act 15-5, the Connecticut General Assembly passed legislation that increased license renewal fees by $5.00.
The additional $5.00 fee is allocated for services provided by the Health Assistance InterVention Education Network (HAVEN), a
confidential program designed to assist qualifying health care practitioners who suffer from chemical dependency, emotional or
behavioral disorders, or physical or mental iliness to maintain their license while receiving the support necessary to practice safely
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and effectively. To learn more about HAVEN, please visit their website at http://www.haven-ct.org/.

Review
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