Tazlor, Pennz ' |

From: Taylor, Penny

Sent: Monday, April 8, 2019 11:47 AM
To: c ‘Debra L. Birenbaum!

Cc: Mary West

Subject: RE: ,

Dear Dr. Birenbaum:

The New Hampshire Board of Medicine {“Board”), at its April 3, 2019 meeting, approved an extension to February 28, 2019 to
complete your required continuing medical education (“CME”) for the reporting period of January 1, 2017 through December
31, 2018. Unless you have already reported your CMEs, you must report 100 hours of approved continuing medical
education; 40 hours of Category | and no more than 60 hours of Category li on or before April 30, 2019 to the NH Medical
Society, 7 North State Street, Concord, NH 03301, Please be advised that any CME’s obtained in 2019 and used for the 2017-
2018 reporting cycle may not be used for your 2019-2020 reporting cycle.

Please feel free to contact me at (603) 271-1205 if you have any questions.
Sincerely,

Penny Taylor, Administrator

Office of Professional Licensure and Certification

NH Board of Medicine

121 South Fruit Street, Suite 301, Concord, NH 03301-2412

Tei: (603) 271-1205 | Website: https://www.oplc.nh.gov/medicine

From: Debra L. Birenbaum

Sent: Wednesday, March 13, 2019 10:05 AM
To: Taylor, Penny

Subject:

| am writing to request an extension for the CME requirements, as | mistakenly did not complete the opiod requirements
in a timely manner. | did an additional 2 CME hours during the week of Feb 11 2019 to complete the requirement. |
was in touch with Mary West and she has not gotten to my application yet.

Thank you for your consideration of this, Debbie Birenbaum, license #8151

IMPORTANT NOTICE REGARDING THIS ELECTRONIC MESSAGE:

This message is intended for the use of the person to whom it is addressed and may cantain information that is privileged, confidential, and
protected from disclosure under applicable law. If you are not the intended recipient, your use of this message for any purpose is strictly
prohibited. If you have received this communication in error, please delete the message and notify the sender so that we may correct our
records. :



State of ?ﬁtﬁf Hampshire oS

ROBERT E. PORTER, M.D.

PRESIDENT
DOUGLAS M. BLACK, M.D,
BOARD OF REGISTRATION IN MEDICINE vice presioey 0
HEALTH & WELFARE BUILDING — HAZEN DRIVE MARGEL R. DUPUIS, M.0.
} WALLACE F BUTTRICK, M.D.
CONCORD, NEW HAMPSHIRE 03301 ’ ALBERT M. DRUKTEINIS, M.D.

MAUREEN P. KNEPF, PA-C
WILLIAM T. WALLACE, JR., M.D,
EXECUTIVE SECRETARY

TEL. {803) 271-1203

July 12, 1989

Debra L. Birenbaum, M.D.

Dear DPr. Birenbaum:

This is to certify that you have been granted licensure to practice
medicine in the State of New Hampshire. Your license number 8151 1s dated
July 12, 1989. ‘

Licensure is issued under the provisions of RSA 329:16 which states in
part, " licenses issued under this section shall be conditioned upon the
recipient taking up actual practice of medicine in the state within 18 months
after issuance of the license and continulng such practice for at least one
YedCeses o

As soon as your engrossed certificate 1s received in this office, which
should take approximately one year, it will be forwarded to you. Until such
time, this letter is your full authorization for the privilege of practicing
medicine in this state.

Sincefely,

Deesslai oot

Douglas M. Black, M.D.
Vice President

DMB:pt
Enc.
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Che State of New Hampslire

Board of Registration in Medirine

I hereby apply* for license to practice Medicine in the State of New Hampshire as a Doctor of
Medicine [as—a—Bector-of~Osteopathy] ** and submit the following proofs, as required by the rules
and regulations, formulated in accordance with the Iaws of the State of New Hampshire, and enclose a
certified check or postal or express money order for the regular fée of $150.00 (U. S. Funds) No Refunds.

1. Personal Particulérs

Name in full .......... OEBJRA .................................. LVNN .................................. B’REN&RUW .................

(Do not use initizls} Fi Middle nameggi

Present residence: No. -, - Street, —
: . . {City or town) (Councty} (State)

Post office address ode

.......................................................................................................

{City town or county) {State or foreign country)

If foreign born, date and place of naturalization as a citizen of the United States: Date ....................

Age at last

' Single, Married, Widowed, or] Color
birthday ......... - ........... Sex ..F.......Divorced (write the word) | .. .... race -

2. Academic Education:
Name and Location of Institutions attended. . Period of Study

UMIVEKSITY. OF PA.. . PHILADELEIHA PA ... A EL RN & ¢ A

3. Medical Education:

Name and Location of All Institutions attended. Years attended with Date

TEMPLE UNIV. SeHoot O MEDICING 92825182

........................................................................................................................................................
.........................................................................................................................................................

........................................................................................................................................................

Degree of Doctor of Medicine [Osteopathy] received from TEMNLLE. UNIVESITY .
at . PHICADELPHIA PO ...t 1982% . e, '
Period and places of practice ..... STLOVIS MO GIER 2 RLBB e :
....... i SN ACYSE NN HBBZ LB i
Examined and licensed in the States of ... JMLEHI AN MSSOVY ] JNEW YOVIC i

. (Nwme all states in which ewmsinogeuss Licensed)
4. Certificate of Medical Educationt: :
It is hereby certified that cervvesereneenesssessenssensasssmsenasssrasssssetsecns OF sunervaneinns erenereeebistsaesasenesnnane e eeenboassn

matriculated BN oo e nas ciis Bl evieesieeressersessesssseneniossessessssnssrerasvasssisderasessasnesasnnesasare

(Name of institution) (place)

OB ooercrmenscnnsinnssensn s s 19 ... , attended ..ol et courses of lectures, and

OIl .oiererienionins e 19 ........ received a diploma from this institution conferring the degree of

Doctor of Medicine [Osteopathj].

President, Secretary or Dean. _ [sEAL]

*This form is to be used for applicants for examination and for applicants for registration without examination.

**]n filling out this blank indicate clearly whether the application is for a doctor of medicine or doctor of osteopathy by
striking out the appropriate words as indicated herein. B o

t The Board may at its discretion require’a 'slip or leaf frem Prospectus of College or -School -showing what preliminary
education is required to enter, and what medical study and standard are required for graduation.

Appli;:ation No. ... %96(0 ....... |

p‘)!wt ] s
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*5, _Certiffed Copy of State or National Board License or Certificate. -
(Give a verbatim copy of License or Certificate certified by the Secretary with seal.)

I hereby certify that the above is a true copy of certificate or license No. ..o e issUEd
................................................................................. A Do
[SEALY et e e st e

Secretary.

€. Affidavit of Secretary. .
STATE OF .............. - e,
COUNLY Of oovevrreieeceeeeceeeee e S5.

..................................... of
being duly sworn, says that he is Secretary Of ... e
ettt and that the original of the preceding certified copy
of State or National Board License or Certificate No. ... was issued to Dr. ..o
O e Ofl i ettt b

after a written examination by this Board in the following branches and upon obtaining a rating averag-
(117" S PEL CENt i OSSP U ST T

cere i b e .. Notary Public. [sEAL]

*If used for examination application items 5 and 6 do not need to be exezuted.

[N} Ul PATIE 3q 1SN yard jo Buples PUT TORLRUTXI jO ﬂo‘o_{qns' ML
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9. Afidavit of Registrar

STATE OF ooooocerrseroorsssssnon e

County of ................................................................ ss.

TSP U SOR SOV OPEOPO OO ettt being

duly sworn says that he is the ..., of the Town (of the Village
(title of official executing this afidavit)

City, County, Registration District, Province, State} of ...

and custodian of the records of birth thereof, and that an official record of birth bearing the name of

...................................................................................................................................................................... born
(give name exactiy as it appears on the record) .
DIl eereeeeereeeeeeee e oabterns e seeaeb s erma e rar e e re st s , Lo at Number ... Street in
(month) (day)
the Town ) c ;
City ~Of e ounty of ..o State of .o ,
11 Ls N s AT U U OO OV O U PP OO PO PP PRSP SUTRURURRUPURR

(name of father exactly as it appears on the record)

(name of mother exactiy as it appears on the record)

appears that said official record of birth was fled on ..o, e Lo
{month) (day) o
(Signature) ..o, e eteeueeeaeerebedeR R RR e ARk E R bbb ettt en et
Sworn to before me this ... feee et s day of ....... [OS U SRPRUTPURRITRION 19.......
.......................................................................... {(SEAL)
Notary Public
10. Affidavit of Physician.
STATE OF ... e s
COUNLY Of ooviiei s 8s.
 FRTST TSRO M. D. [D. 0.] 0f ooy R
being duly sworn do hereby certify: that T am acquainted with applicant and have known him
(her) for i, years; that I hold license No. . to practice medicine
[osteopathy] in the State [Province] of oo - and that 1 know applicant per-

sonally to he a physmnn [osteopathic physician] of 000(1 moral character and in good professional

standing.

11, Affidavit of Physician,

STATE OF oo

County of ......... SR SOOI OTRTRR 8S.
TR M. D, [D. 0.3 0f coooovoiie oo i
* being duly sworn do hereby certify: thai I am acquainted with applicant and have known him
{her) for ... “years; that T hold license No. ... to practice medicine
[osteopathy] in the State [Province] of ..o ; and that I know applicant per-

sonally to be a physician [osteopathic physician] of good moral character and in good professional
i P a =

standing,.
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12. Affidavit of Officer of Medical [Osteopathic] Bociety:

being duly sworn, says that he is President or Secretary of the
Medica! [Osteopathic] Society, and that .............ccevweoreereeeorerereonns TSR 8 s 1 § VAo N IR°1

[OOSR PO USRS PR is at present a member in good standing of the

~ said Medical [Osteopathic] Society and that he is an ethical practitioner of good moral character.

OO OO OO OTR U POTIC PSSP M.D. [D.OQ]
SWOEN 10 DEFOTE M thiS «.evroereesecsresosersre e cosneees s day of ..o R 19.....
[sEAL] U O OO OPROR SOROUUUP Notary Public.

13. Affidavit of the Applicant:
STATE OF ... NEW . YOVYIE

County of _ .................... S8, : _ :
oceen vy oisevone oo (...

being duly sworn says thatshe is the person referred to in the above application for a license to praﬁ-

tice medicine as a Doctor of Medicine [as a Doctor of Osteopathy] in the State of New Hampshire;

that he is a citizen of the United States [of Canada in thc province of .

e ettt e n b te s e enen 1 as shown by the above Affidavit of Reglstrar, wherein his name appears as

T ' 7 SR -11 T X UL W

[or proof of CItiZenShiP ......vicveceiirci st e sttt et e hereto attached]; that
he has studied the treatment of human ailments not less than four school years prior to receiving the
degree of Doctor of Medicine [Osteopathy]; that all the statements herein contained respecting age,
citizenship, residence, academic and medical education, internship, state or national board examina-
tion and license, good professional standing, and any other statements made on said application or at-
tached hereto are each and all true in every respect, and that no disciplinary action has been brought
against him by any State, county or local medical society.

He further says that he has never been an inmate in an institution for treatment for insanity, drug

addiction, or inebriety, except as follows: - e}
and that he has never been convicted, nor ﬁned nor 1mprlsoned nor placed on probauon nor has he
ever forfeited collateral for breach or violation of any law or police regulation or ordinance whatsoever

EXCEPL A8 FOLIOWS: o ettt s s s s e e e s

--------------------------------------------------------------------------------------------------

Sworn 1o before me this U A day of ... O 1947,

[sEAL]

JOANNE M. HALTON e
Notary Public in the State of New York --.
Qualified in Onondéga Gounty No. 164?000w :
My Commission Expires May 31,1987



7. Afiidavit of Internship.

[sEAL]

Hospital located

............

STATE OF oot e ennsssasnesnne :

County of ....ccovvvcctinccne i, JESOS 1 % -
............................. being duly sworn, says that he is

.............................................................. OF the e e

| OO O “and that ... _

........................................................................ M. D. [D. 0.], has been an intern at said hospital at least

12 months from ..ol 19........ B0 cvreeremreeee e et r sttt s ee

Typé of service (straight or rotating)
Division of service (medical, surgical, etc.)
If rotating, specify (in months) time devoted to:

{ Medical Directof)

Medicine Dermatology
Surgery Oto-laryngo-rhinology
Obstetrics Ophthalmology
Gynecology Roentgenology
Pediatrics Psychiatry

Sworn to before me this ...

8. Afidavit of’
Internship

Residency
+ STATE OF oo
County of ST TDRY eer, 88, ‘
....... beiné aUIy sworn, says that ke is ~
................................................................ of the ... Hospital located
Y OO PSSO UPU S OTO R UPTR PR and that ...
PSSR SRR M. D. [D. O.], has been an:::g:l;t ‘ .at .said. h,o,Spital from
19........ 10 o e D, | 19......

.....................................................................

Type of service (straight or rotating)
Division of service (medical, surgical, etc.)
If rotating, specify (in months) time devoted to:

"Medicine Dermatology
Surgery - Oto-laryngo-rhinology
"Obstetrics Ophthalmology
Gynecology. . Roentgenology
Pediatrics™ Psychiatry

(Medical Director)

Pathology
Neuroclogy
Clinical labmgtory

Pathology
Neurology _
Clinical laboratory

, M. D. [D. O]
(Chief of Staff)

M. D. [D. 0.]
(Chief of Staff)

19 ...

{sEAL]

(affix seal above Igy™)
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Application examined ..

THE STATE OF NEW HAMPSHIRE
BOARD OF REGISTRATION IN MEDICINE

(the following is to be filled out by the board)

‘Application L L ) é jcg.. ..... 19.2? Application approved [denied]

Candldate interviewed

- D Hotwons

............................................ 19....
Examination 9.
8(? Accepted without examination ... e 19.....

St ﬂﬂ»‘{ 27 2
Fee paid et S ] P 198 License Mo oo 5/5/

License granted ..

P.Q. Check Cash | Express| Other
Form order / Order
of fee l 50 .
TREIIATKS | cooeceiieeeie e eeeceeerteseeee e st e ss s ner e s 130 PoRA RS oA RAASE 5284180428021 LSRR R A1 171 HRE 5854142142 R A LSS4SR R i R RS R R SRR st R eSS SRR bbbt m e

Applicant Please do not write above lhi; line

The affixed photograph is of

(Signature of Applicant)




CURRICULUM VITAE

DEBRA L. BIRENBAUM, M.D.

Date of Birth:
Place of Birth:

Home Address:

Professional Address: Crouse Irving Memorial Hospital
Department of Obstetrics and Gynecology
3 West Tower
736 Irving Avenue
Syracuse, New York 13210
(315)-470-7900

Social Security Number: _

Education: Bachelor of Arts - History
University of Pennsylvania
College of Arts and Science
Graduation with Distinction 1974-1978

Doctor or Medicine
Temple University
School of Medicine 1978-1982

Postgraduate Training: University of Michigan Medical Center
Department of Obstetrics and Gynecology
July 1982 - June 1986

Certification and
Licensure: DipTomate
' National Board of Medical Examiners, 1983
American Board of Obstetrics and Gynecology,
Part 1, dJune 1986

Michigan #48037 1984

Missouri #R2G68 1986

New York #174219-1 1988

Professional Society
Membership: Michigan State Medical Society
Washtenaw County OB/GYN Society
Junior Fellow ~ American College of Obstetrics
and Gynecology
Norman F. Miller Gynecologic Society
St. Louis OB/GYN Society



-2-

Employment: Attending Physician, Labor and Delivery
St. Louis Regional Medical Center
5535 Delmar Boulevard
St. Louis, Missouri 63112
March 1987 - June 30, 1987

Instructor

Department of Obstetr1cs and Gynecology
Washington University

School of Medicine

4911 Barnes Hospital Plaza

St. Louis, Missouri 63110

July 1, 1987 - June 30, 1988

Pelvic Surgery Fellow

State University of New York
Health Science Center at Syracuse
Crouse Irving Memorial Hospital
736 Irving Avenue

Syracuse, New York 13210

July 1, 1988 - present

Publications:

Avers JW, Birenbaum DL, Menon KM. Luteal Phase Dysfunction in
Endometriosis: Elevated progesterone levels in peripheral and
ovarian veins during the f0111Cu1ar phase. FERT STERIL 1987
June 47(6) 925-9. )

/



CURRTCULUM VITAE

DEBRA L. BIRENBAUM, M.D.

Date of Birth:
Place of Birth:

Home Address:

Professional Address: Crouse Irving Memorial Hospital
Department of Obstetrics and Gynecology
3 West Tower
736 Trving Avenue .
Syracuse, New York 13210
(315)-470-7900

Social Security Number: _

Education: Bachelor of Arts - History
University of Pennsylvania
College 'of Arts and Science
Graduation with Distinction 1974-1978

Doctor of Medicine
Temple University
School of Medicine  ~* ° 1978-1982

Postgraduate Training: University of Michigan Medical Center
Department of Qbstetrics and Gynecology
July 1982 - June 1986

Certification and :
Licensure: Diplomate _ :
National Board of Medical Examiners, 1983
American Board of Obstetrics and Gynecology,
Part 1, June 1986

Michigan #48037 1984
Missouri #R2G68 1986
New York #174219-1 1988

Professional Society
Membership: Michigan State Medical Society
Washtenaw County OB/GYN Society
Junior Fellow - American College of Obstetrics
and Gynecology
Norman F. Miller Gynecologic Society
St. Louis OB/GYN Society



Employment: Attending Physician, Labor and Delivery
St. Louis Regional Medical Center
5535 Delmar Boulevard-
St. Louis, Missouri 63112
March 1987 - June 30, 1987

Instructor
. Department of Obstetrics and Gynecology
Washington University.
School of Medicine .
4911 Barnes Hospital Plaza
St. Louis, Missouri 63110
July 1, 1987 - June 30, 1988

pelvic Surgery Fellow

State University of New York
Health Science Center at Syracuse
Crouse Irving Memorial Hospital
736 Irving Avenue

Syracuse, New York 13210

July 1, 1988 - present

Publications:

Ayers JW, Birenbaum OL, Menon KM, Luteaﬁ.Phase Dysfunction in
fndometriosis: CElevated progesterone levels in peripheral and

ovarian veins during the follicular phase. FERT STERIL 1987 . .,

June 47(6) 925~9} T



TEMPLE -UNIVERSITY

OF THE-COMMONWEALTH - SYSTEM-OF -HIGHER -EDUCATION

BY-AUTHORITY-OF -THE-BOARD-OF - TRUSTEES-AND -UPON-RECOMMENDATION

OF -THE -FACULTY- HEREBY-CONTFERS-UPON  THiS IS A TRUE AND GORRECT
COPY OF THEURIGINAL

Bebra Lygrn Rirenbarm . Katlelos
JOANNE M. HALTON'

. THE - DEGREE - OF AN o
Cuaiflin O Gy . 14700
z.: : g no 34 County No. 16
Bortar of Medicine My Commission Expzes May 31, 198
TOGETHER-WITH-ALL-THE-RIGHTS - PRIVILEGES-AND-HONORS-APPERTAINING

THERETO - IN - RECOGNITION - OF - THE - SATISFACTORY - COMPLETION
‘OF - THE - COURSE - PRESCRIBED - BY - THE - FACULTY- OF - THE - UNIVERSITY

IN - TESTIMONY: - WHEREOF - THE - UNDERSIGNED - HAVE - SUBSCRIBED
THEIR - NAMES - AND - AF¥FIXED - THE - SEAL- OF -THE - UNIVERSITY

GIVEN-AT-PHILADELPHIA-PENNSYLVANIA-ON-THIS: TWENTY-S_EVENTH ‘DAY
OF-MAY -NINETEEN-HUNDRED ANDEIGHTY-TWO

U PRESIDENT-OF-THE- UNIVERSITV

@WM T
DEAN

A A

TSECRETARY Q) THE TNIVERSTTY




Whis is to certify that

Hebra I, Bivenbam, M. A.

as serfied s a

House Officer [, II, III, TV

e the

Aepartent of Obstetrics and Gynecology

i 3 THIS 1S A TRUE AND CORRECT
frone July 1, 1982 to FJune 30, 1984 oY OF THE ORIGINAL

‘7’7;}7%' el ;=_ ~

JOANNE #. HALTON _
Notary Public in the State of News York

:\Q;wc 3 /QZJ«/V‘S‘O\ .

Quaiified in Onondaga County No. 1647000
My Comm:s&on Expnfes Mayaf 19 97

ot

('mj!m. Medical ..%‘v(]uu[

%%g@%

Theafessor and Clairman
Departient of Nhstetrics and (huntmlugl_!

Executipe Dtrrrhl(‘ I{nnhrrs:lu j:] lsp:t als
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TEL. (503) 20tetstp” s -

State of Nefw Hampshire T—

STEPHEN A. TZIANABOS, M.D.
PRESIDENT

: ’ MARCEL R. DUPUIS. M.O.

BOARD OF REGISTRATION IN MEDICINE DOUGLAS M. BLACK, M.D.
HEALTH & WELFARE BUILDING — HAZEN DRIVE WALLACE £ BUTTRICK, M.D.

: ROBERT E. POATER, M D,

CONCORD. NEW HAMPSHIRE 03301 MAUREEN P. KNEPF, PA-C

JOHN § PERLEY
WILLIAM T. WALLACE, JR., M.D.
EXECUTIVE SECRETARY

271-1203

ﬁﬂ’ hallccoN s

NEW HAMPSHIRE BOARD OF REGISTRATION IN MDICIN@%@@

e

SUPPLEMENT TO APPLICATION FOR FULL LICENSE JUNZ 8 1q89

H BOARD ¢
REGISTRATION IN l\m;u wiik

TO BE COMPLETED BY APPLICANT. PLEASE TYPE OR PRINT.

NaME:  DEPRA L. BIRENBAUM HOSPITAL: 9frTmou N4 ieacoc K _NEnicat CERRER
PERMANENT ADDRESS: ;

LOCAL MAILING: Bappover, NH _D373%
ADDRESS IN (NH): [ effechve olilsa)
Y0U ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW. YES N0

1. Has any medical malpractice claim ever been made against
you in the last ten years (whether or not a lawsult was

filed in relation to the claim)? If So How Many ? v
2. Have you ever applied for licensure or to sit for an

examination or taken an examination, under a different

name? v
3. Have 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 college? v

4. Have you ever failed any of the following examinations:
the FLEX examination, any state Board examination or
failed to gain certification from the National Board
of Medical Examiners?

<



8.

10.

11,

12.

13.

14.

15.

Have you ever failed a forelgn licensing or certification
examination? :

Have you ever been denied a medical license, whether full,
limited or temporary, for any reason?

Have you ever had staff privileges, employment or
appointment in a hospital or other health care institution
denied, suspended or revokéd, or resigned from a medical
staff in lieu of disciplinary action?

Are any formal disciplinary charges pending or has any
disciplinary actlon been taken against you in the last ten
years by any governmental authority, by any hospital or
health care facility, or by any professional medical
association {international, national, state or local)?

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

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

Have you ever, for any reason, lost American Specilalty
Board Certification?

Have you been denied required recertification by one or
more specialty boards? If yes, which one(s)?

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

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

Have you ever had any emotional disturbance or mental

11lness which has impaired your ability to practice
medicine or to functlon as a student of medicine?

-2 -

NO

< | < ]\

| <

<

|x I~ <

<



YES NO

16, Are you now, or have you been in the past, dependent
upon alcochol or drugs? ' :

<

17. Have you ever held a license in New Hampshire or any other
state or country? If yes, list other juridsictioms.

MICHJ(‘aﬂ‘N . MisSova T . NEW MoRK

NOTE ON QUESTIONS .14-16: The harm that befalls physiciang and patients alike
when impairment goes undetected and untreated by the medical profescsion is
devastating. The Board wants impaired physicians treated in the early stages
of impairment before irreparable harm to the physician or patient occurs.

If you have answered "yes" to any of the above except #17 please explain on °
the reverse side. Attach additional 8 1/2" X 11" sheets if necessary.

To the best of my knowledge I meet the qualifications for Full Licensure in
New Hampshire. '

I hereby certify under the penaity of perjury that all information on this
form- including attached sheets is true.

NAME (PLEASE PRINT) DEBRA L. BipeN BAv

SIGNATURE: Bm C- ﬁ%@wﬂﬁf’ DATE (o) A5 }&C;

1]

1/4/88
NEWFORM



&
d_@"\ _.“_4’1392
y
Srivate Other (Specify)  (rvorwg Retired?
L}

o
/YOU CERTIFIED BY THE AMERICAN BOARD OF MEDICAL SPECIALTIES? Y4

" ves NO IF YES, DESIGNATE SPECIALTY O B[94 Yn

SOCIAL SECURITY NUMBER
I do not intend to renew by license - please place my license on inactive.

$75.00 DUE ANI) PAYABLE PRIOR TOQ JUNE 30, 1992.
$75.00 RENEWAL FEE + $75.00 LATE FEE FOR ALL RENEWAL CARDS RECEIVED AFTER JULY 1, 1992.

MAKE CHECK PAYABLE TO: TREASURER, STATE OF NH

CHANGE OF ADDRESS

Wefe L BIRENEAUN "D L
DARTKOUTK-KITCHCCCK - ..
MEDICAL OENTER. -
LEBANCN Leo C375€




ST REGISTRATION PERIOD:

HAS, ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION OR LIMITATION OR

RESTRICTION, OR ANY AGREEMENT FOR ANY REASON INCLUDING REHABILITATION i J

BEEN TAKEN OR ENTERED BY A LICENSING BOARD? YES NO
2. HaS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/ /

REVOCATION OF YOUR DEA? YES ND
3. HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE? YES \/ NO
4. EAVE YOU FAILED A WRITTEN (INCLUDING SPEX) OR QRAL EXAMINATION

FOR LICENSURE QR COMPETENCY DETERMINATION? YES \/ NO
5. HAVE YOU BEEN HOSPITALIZED OR TREATED WITH MEDICATION FOR ANY

PSYCHIATRIC, NEUROLOGICAL, OR COMMUNICABLE ILLNESS FOR A PERIOD J

EXCEEDING THIRTY DAYS? YES NO
6. HAVE YOU BEEN FOUND GUILTY GR ENTERED A PLEA OF NQ CONTEST T¢ - /

ANY FELONY, OR TO A MISDEMEANOR INVOLVING MORAL TURPITUDE? YES RO
7. - HAVE YOU EVER BEEN REPCRTED TO THE NATIONAL PRACTITIONER DATA j

BANK? YES NO
8. ARE YOU OR HAVE YOU BEEN THE SUBJECT OF AN INVESTIGATION OR - ‘/

DISCIPLINARY PROCEEDING, BY ANY HOSPITAL, PROFESSIONAL SOCIETY,

OR OTHER HEALTH CARE FACILITY? YES NO
9. HAVE ANY HC‘)SPITA.L PRIVILEGES BEEN SUSPENDED, LIMITED OTHER THAN . \/

FOR MEDICAL RECORDS YIOLATIONS, OR DENIED. . YES NO

IF THE ANSWER [5 YES, PLEASE FILE A WRITTEN EXPLANATION.

1
1 HEREBY CERTIFY, UNDER FENALTY OF PERIURY, THAT ALL INFORMATION ON THI$ FORM i3 CURRENTLY
ACCURATE.

ﬂew C By~ Sufat

Signature of Licensee (Signature Stamp Not Accepted} Date

LIST ALL HOSPITAL AFFILIATIONS: Q‘(A/\ T‘}‘V‘\Du-)'&-z H'\ k’/& WUL(—

L{\’!\PiI 4{__1’ FgAvA F&V




STATE OF NEW HAMPSHIRE
JUN 1 8 1933

B . . . M ..
06/3@/1994 oard of Registration in Medicine

EXPIRES:
Please check appropriate mailing address.

Name in full DAV L BlRenpALWMA
m Darrments  Hhikbcocdc

DEBRA L BTRENBAUM MD
DARTMOUTH-HITCHCOCK

MEDICAL CENTER
LEBANON NH @3756




Other (Specify) 611.71-'\0 Retired?

Practice? Private

Specialty

Sacial Security #
1 DO NOT intend to renew my license - please place my license on inactive status.

.t all hospitat atfilations: QT/\A’ b Mo 1 !"d’.-f)/\cot K H?dl U\l C%MV

. what other states do you hold license:

- HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON INCLUDING REHABILITATION /
BEEN TAKEN OR ENTERED BY A LICENSING BOARD? . . . . . ..ottt it et e e e s,
HAVE YOU EVER BEEN DENIED OR YOU HAVE SURRENDERED A LICENSE IN ANY OTHER STATE? . . . . .. .
. HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OR YOUR DEA? ...
. HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANGE? . . . . .. ..ttt i oo e
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IF THE ANSWER IS YES TC ANY OF THESE QUESTIONS, PLEASE FILE A WRITTER EXPLANATION

| HEREBY CERTIFY, UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS CURRENTLY ACCURATE.

Detrt Lo G dip s Wl ]9z

Signatura of Licensee (Signature Stamp Not Accepted) Date




\). . ) STATE OF NEW HAMPSHIRE
w23 e
L 06/39/1995 Board of Registration in Medicine

EXPIRES: | _
Please check appropriate mailing address.

Name in full D’EB{U@ LYW RIRENBGUM

Place of employment DH-mc

LEBANoN NH

@

Business Tel: W& 0-%

DEBRA L. BIRENBAUM MD.
DARTMOUTH-HITCHCOCK MED CTR o Home Address

1 MEDICAL CENTER DR
LEBANON NH @3756

Home Tel:



HAVE YQU BEEN CONTINUOUSLY ENGAGED IN THE ACTIVE FRACTICE OF MEDICINE? YES L NGO ____  IF NO, PLEASE EXPLAIN

SPECIALTY OR G\fN BOARD CERTIFIED? JES
) DO NOT INTEND TO RENEW MY LICENSE - PLEASE PLACE MY LICENSE ON INACTIVE STATUS.
LIST ALL HOSPITAL AFFILIATIONS. DHm FeRonon pH

{N WHAT OTHER STATES DO YOU HOLD |LICENSE:

1. HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON

INCLUDING REHABILITATION BEEN TAKEN OR ENTERED BY A LICENSING BOARD? .
HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OF YOUR DEA? , .
HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE?

HAVE YOU BEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST TO ANY FELONY. OR TO A MISDEMEANOR? ., . .
HAVE YOU BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA BANK? IF YES, PLEASE SUBMIT A COPY OF THE FlEF'ORT
HAVE YOU BEEN THE SUBJECT OF AN INVESTIGATION OR DISCIPLINARY PROCEEDING?  , , .

HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED, OR DENIED OTHER THAN FOR MEDICAL HECOHDS V\OLAT\ONS OH
HAVE YOU BEEN PLACED ON ADMINISTRATIVE LEAVEY . . e e e e e e e
10. HAVE ANY MEDICAL MALPRACTICE CLAIMS BEEN MADE AGAINST YOU? SEE A'I'I'ACHED REFPORTING FORM

@ mNDo R W

IF THE ANSWER IS YES TD ANY OF THESE QUESTIONS, PLEASE FILE A WFIITi'EN EXPLANATION.

HAVE YOU BEEN DENIED OR HAVE YOU SURRENDERED A LICENSE IN ANY STATE OTHER THAN FOR RELOCATION OH RETIHEMENT‘?

HAVE YOU HAD ANY EMOTIONAL DISTURBANCE OR MENTAL ILLNESS WHICH HAS IMPAIHED VOUR ABILITY TO PHACT[CE MEDiCINE?

| HEREBY CERTIFY, UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS CURRENTLY ACCURATE.

[etra L B erdouimne H-ti-9v

Signature of Licenses (Signature Stamp Not Accepted) Date

RENEWAL FEE:

o ®n

@ NEoes e N

——0 YES
—  YES
—— YES
— YES
— YES
— YES
— YES
— YES

— YES
e YES

- $100.00



o STATE OF NEW HAMPSHIRE
JuN14 933 '

06/30/1996

EXPIRES: 8151 '

- Board of Registration in Medicine

Please check appropriate mailing address.

Nameinful DERLA L BiRenBAVM
Y Place of erﬁploymen’t_ D HmMC
Topanon NH 0335%

Business Tel: 3-0%0- 2143 T

Home Address

DEBRA L BIRENBAUM MD
DARTMOUTH-HITCHCOCK MED CTR
1 MEDICAL CENTER DR

LEBANON BH 03756

Home Tel:




HAVE YOU BEEN CONTINUQUSLY ENGAGED IN THE ACTIVE PRACTICE OF MEDICINE? YES & s NO ___  IF NO, PLEASE EXPLAIN

spggmm 0B &6 V N BOARD GERTIFIED? yES

} DO NOT INTEND TO RENEW MY LICENSE - PLEASE PLACE MY LICENSE ON INAGTIVE STATUS.

LIST ALL HOSPITAL AFFILIATIONS: D Hm C LQJ’E:W\W NH

IN WHAT QTHER STATES DO YOU HOLD LICENSE- N DN £

IN THE PAST 12 MONTHS:

LR

10.

HAS ANY ACTION, INCLUDING ANY DISCIPLINARY AGTION, LIMITATION, RESTRICTION, OR AN‘AGHEEMENT FOR ANY REASON
INCLUDING REHABILITATION BEEN TAKEM OR ENTERED BY A LICENSING BOARD? . . . . .

HAVE YOU BEEN DENIED QR HAVE YOU SURRENDERED A LICENSE IN ANY STATE OTHER THAN FOR RELDCATIDN OH RETIHEMENT?

HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OF YOUR DEAT
HAVE YOU BEEN THEATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE?

HAVE YQU HAD ANY EMOTIONAL DISTURBANCE OR MENTAL ILLNESS WHICH HAS IMFAIRED YOUH ABILETY TO PHACTICE MEDICINE?

HAVE YOU BEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST TO ANY FELONY, OR TO A MISDEMEANOR? | | | .
HAVE ¥YOU BEEN REPQRTED TO THE NATIONAL PRACTITIONER DATA BANK? IF YES, PLEASE SUBMIT A COPY OF THE REF‘OHT .
HaVE YOU BEEN THE SUBJECT OF AN INVESTIGATION OR DISCIPLINARY PROCEEDING? . . .

HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENCED, LIMITED, OR DENIED QTHER THAN FOR MEDICAL RECOHDS V\OLATIONS OFI
HAVE YOU BEEN PLACED ON ADMINISTRATIVE LEAVE? . . , ., e
HAVE ANY MEDICAL MALPRAGTICE CLAIMS BEEN MADE AGAINST YOU? SEE ATI'AGHED HEPOHTING FORM e e a A

IF THE ANSWER 1S YES TO ANY OF THESE QUESTIONS, FLEASE FILE A WRITTEN EXPLAMATION.

| HEREBY CERTIFY, UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS CURRENTLY ACCURATE.

Detra L B vardoirrn— _ 5- §-95

Signature of Licansea {Signature Stamp Not Accepted) Date

AENEWAL FEE:

©

I o

$100.00
—_ YES _ NO
—_ves “no
___YE VN
vee Zno
. -
—_— YES —_ NGO
— YES NO
— YES Z‘ NG
—__YES _~ NO
— YES %No
—YEs _='NO



STATE OF NEW HAMPSHIRE

Board of Medicine %0\@“9 ‘

Please check appropriate mailing address.

MAY 0 2 1996
EXPIRES: 06/30/1997

Name in full

/ Place of employment _ ~ ) HMC

"

Business Tel: _ 03 ~ 4 5p-¢ 14 2

DEBRA L BIRENBAUM  MD : Home Address
DARTMOUTH-HITCHCOCK MED CTR '
1 MEDICAL CENTER DR ]

LEBANON NH 03756 _ " Home Tel:




HAVE YQU BEEN CONTINUOUSLY ENGAGED IN THE ACTIVE PRACTICE OF MEDICINE? YES ¥ J NO __ IF NO, PLEASE EXPLAIN
SPECIALTY D Q’l 6 \’ N BOAHD CERTIFIED? \,c q

1 GO NOT INTEND TO RENEW MY LICENSE - PLEASE PLACE MY LICENSE ON INACTIVE STATUS.

AENEWAL FEE:  $300.00

LIST ALL HOSFITAL AFFILIATIONS: 0 m o

IN WHAT OTHER STATES DO YOU HOLD LICENSE: _ nene

IN THE PAST 12 MONTHS:

s
1. HAS ANY ACTION, INCLUDING ANY DISCIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASCN

INCLUDING REHABILITATION BEEN TAKEN OR ENTERED BY A LICENSING BOARD?  , e e e e e e e . __ves VYo
2. HAVE YOU BEEN DENIED OA HAVE YOU SURRENDERED A LICENSE IN ANY STATE OTHER THAN FOR HELCCATION on HETIHEMENT? e e e e e e 2 __YEs <L NO
3. HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OF YOUR DEA? . . . . & & & + 4 4 o v v e e e e 2 __YES Y NO
4. HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE? , . .. e e e, a __ves “ no
5. HAVE YOU HAD ANY EMOTIONAL DISTURBANCE OR MENTAL ILLNESS WHIGH HAS IMPAJRED YOUR ABILITY TQ PRAGTICE MEDIGINE? G e e e e 5 . YES ~ nQ
6. HAVE YOU BEEN FQUND GUILTY OR ENTERED A PLEA OF NO CONTEST TC ANY FELONY, OR TO A MISDEMEANOR? . . e e e e e e 6 _—_ves o
7. HAVE YOU BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA BANK? IF YES, PLEASE SUBMIT A GOPY OF THE HEPORT e e e e e e e 7 YES 4 NO
8. HAVE YOU BEEN THE SUBJECT OF AN INVESTIGATION OR DISGIPLINARY PROCEEDING? P . ... .. B. __ YES W NO
8. HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED, OR DENIED OTHER THAN FOR MEDICAL RECORDS VIOLATIONS. OR

HAVE YOU BEEN PLACED ON ADMINISTRATIVE LEAVE? , , . . e e e e .. . 9. _ YES 7-’ NO
10. HAVE ANY MEDIGAL MALPAACTICE CLAIMS BEEN MADE AGAINST YOU? SEE ATTAGHED REPORTING FORM e e e e e e e e e 1. _— ¥ES _¥ NO

IF THE' ANSWER IS YES TO ANY OF THESE QUESTIONS, PLEASE FILE A WRITTEN EXPLANATION, '

| HEREBY CERTIFY, UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS CURRENTLY ACCURATE.

Detoa 1 Brorcs b Y-10~%4

Signature of Licensee (Signature Stamp Nat Accepted) Data




STATE OF NEW HAMPSHIRE A5G

WAY 23 1997
: Board of Medicine
6/30/98
EXPIRES:- :
Please check appropriate mailing address.
‘ R ‘ ‘Name in full. Desen L Bipendawy
. - 5 \ B
v Place of employment DM
‘ ' Business Tel: - -8l
DEBRA L BIRENBAUM, MD o Co3-L50-Blp
DARTMOUTH-HITCHCOCK MED CTR Home Address

1 MEDICAL CENTER DR
LEBANON NH 03756

Home Tel:



J ———7

HAVE YOU BEEN CONTINUQUSLY ENGAGED IN THE ACTIVE PRACTICE OF MEDICINE? YES ___ —— IF NO, PLEASE EXPLAIN

ENEWAL FEE:  $100.00
SPECIALTY 0 & lq \{ N BOARD CERTIFIED?

1 DO NOT INTEND TQ RENEW MY LICENSE - PLEASE PLACE MY LICENSE ON INACTIVE STATUS.

LIST ALL HOSPITAL AFFILIATICNS: D Hm C

IN WHAT CTHER STATES DO YOU HOLD LICENSE:

IN THE PAST 12 MONTHS: .
1. HAS ANY ACTION. INCLUDING ANY DISGIPLINARY ACTION, LIMITATION, RESTRICTION, OR AN AGREEMENT FOR ANY REASON v
INCLUDING REHABILITATION BEEN TAKEN OR ENTERED BY A LICENSING BOARD?  , , e e e e e e 1. __YES __NO
2. HAVE YOU BEEN DENIED OR HAVE YOU SURRENDERED A LICENSE IN ANY STATE OTHER THAN FOR HELOCATION 'OR RETIREMENT? L e e e e e 2 _——YES _~ NO
3. HAS THERE BEEN ANY DENIAL, RESTRICTION, SUSPENSION OR LOSS/REVOCATION OF YOUR DEA? . . . . . . . v v v v a e e e v e v 3. ___ YES £ NO
4. HAVE YOU BEEN TREATED FOR USE OR MISUSE OF ANY CHEMICAL SUBSTANCE? , e e e e e e 4. ___YES _¢ NO
5. HAVE YOU HAD ANY EMOTIONAL DISTURBANCE OR MENTAL ILLNESS WHICH HAS IMPAIRED YOUR ABILITY TO PRACTICE MEDICINE? N I S 5 —YES _“<no
6. HAVE YOU BEEN FOUND GUILTY OR ENTERED A PLEA OF NO CONTEST TO ANY FELONY;OR TO A MISDEMEANCR? . . . PR R 6., v YES .Y NO
7. HAVE YOU BEEN REPORTED TO THE NATIONAL PRACTITIONER DATA BANK? IF YES, PLEASE SUBMIT A COPY OF THE REPORT e e P 7.7 YES ’,;_ NO
8. BAVE YQU BEEN THE SUBJECT OF AN INVESTIGATION GR OISGIPLINARY PROCEEDING?  , , . e e e e e e e 8 _—_ YES MO
9. HAVE ANY HOSPITAL PRIVILEGES BEEN SUSPENDED, LIMITED, OR DENIED OTHER THAN FOR MEDICAL Reconns VIOL.ATIONS or v
HAYE YOU BEEN PLAGED ON ADMINISTRATIVE LEAVE? , . . . e e e e e . 9. ____YES ___NO
10 HAVE ANY MEDICAL MALPRACTICE CLAIMS BEEN MADE AGAINST YOU? ~SEE ATTACHED REPORTING FORM 1. __ ves ~ noO

IF THE ANSWER IS YES TO ANY QF THESE QUESTICNS, PLEASE FILE A WRITTEN EXPLANATION. -

| HEREBY CERTIFY, UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS CURRENTLY ACCURATE.

L Y-22-97

Signatura of Licensee (Signature Stamp Nol Accepted) Date




JUN 0 8 1998

BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

RENEWAL APPLICATION ‘
For expiration on: 6/30/1999 - Renewal Fee: $100.00

If you do not wish to renew your license, check here. D
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-{, all licensees must inform the Board of any
change in address within 30 days of the change.

Specialty: OBG ~ Board Certified: (Y/N)
Please list ABMS Board Specialty: 0B

Licensed in the states of: (2 letter state abbrev.)

Please mark the box next to the address you would prefer to list as your mailing address.

License #: 8151 File #: gos¢
Work Address: - l:l Home Address:
DEBRA L BIRENEAUM, MD
DARTMOUTH-HITCHCOCK. MED

1 MEDICAL CENTER DR
LEBANON, NH 03756

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

DARTMOUTH-HITCHCOCK MEDICAL CENTER. .

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 12 months: ' YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any

reason, including rehabilitation by a licensing board? 4
2. Have you been denied or have you surrendered a license in any state other than for relocation

or retirement? v
3. Have you been subject to any denial, restriction, suspension or loss/revocation of your

DEA certificate? ‘ : v

. Y

4, Have you been treated for use or misuse of any chemical substance? v
5. Have you had any emotional disturbance or mental or physical illness which has impaired

your ability to practice medicine? v
6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor? v
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a J

copy of the report.

£ Jf o —_—

8. Have you been the subject of an investigation or disciplinary proceeding?
) [ el N ) oy

9. Have any hospital privileges been suspended, limited, or denied other than' for médical' !
records violations, or have you been placed on administrative or medical leave?

e
/

10. Have any medical malpractice claims been made against you? See attached reporting form.

1 HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

Debra L B odarn 5= 29-9

Signature of Licensee (Signature Stamp Not Accepted) Date




SN 0 2 1999

BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

RENEWAL APPLICATION
For expiration on: 6/30/2000 Renewal Fee: $100.00 .

If you do not wish to renew your license, check here. D
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of any
- change in address within 30 days of the change.

Specialty: OBG Board Certified: (Y/N) :
Please list ABMS Board Specialty: opg

Licensed in the states of: (2 letter state abbrev.)
Please mark the box next to the address you would prefer to list as your mailing address.

License #:  g5) File #: ggs¢

O

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
1 MEDICAL CENTER DR
LEBANON, NH 03756

Phone: 603*650-8370

¥l

Hospital Affiliations: (If not 2 NH hospital, please list city and state where hospital is located.)

DARTMOUTH-HITCHCOCK MEDICAL CENTER

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAIL APPLICATION.

In the past 12 months: B YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any y

reason, including rehabilitation by a licensing board?
2. Have you been denied or have you surrendered a license in any state other than for relocation

or retirement?

- 3. Have you been subject to any denial, restriction, suspensiﬁﬁ"ﬁ)ss/revocation of your

DEA certificate? " 4
4. Have you been treated for use or misuse of any chemical substance? /
5. Have you had any emotional disturbance or mental or physical illness which has impaired

your ability to practice medicine? v
6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor? J
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a

copy of the report. v
8. Have you been the subject of an investigation or disciplinary proceeding? '~ *" J

* T o R, r N i, N . L

9. Have any hospital privileges been suspended, limited, or denied other than for medical

records violations, or have you been placed on administrative or medical leave?" J/
10. Have any medical malpractice claims been made against you? See attached reporting form. /

[ N oy

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

Detrvar & Pugods—  5/9/93

Signature of Licensee (Signature Stamp Not Accepted) Date




- MAY 3 1 2000
STATE OF NEW HAMPSHIRE BOARD OF MEDICINE

- 2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

Telephone #: 603-271-6934

‘ RENEWAIL APPLICATION
For expiration on: 6/30/2001 , Renewal Fee: $100.00

If you do not wish to renew your license, check here. I__..' .
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of any
change in address within 30 days of the change.

Specialty: OBG Board Certified: (Y/N) v .
Please list ABMS Board Specialty: OBG

Licensed in the states of: (2 letter state abbrev.)
Please mark the box next to the address you would prefer to list as your mailing address.

Ticense #: 8151 File #: 8956

D'-TA.Hoi_né‘l.ﬁdar:éss{'fff:f.;"f T

Work Address e

DEBRA L BIRENBAUM, MD - i
DARTMOUTH-HITCHCOCK MED

1 MEDICAL CENTER DR

LEBANON, NH 03756

Phone: 603*650-8164

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)

DARTMOUTH-HITCHCOCK MEDICAL CENTER- LEBANON, NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 12 months: YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any

reason, including rehabilitation by a licensing board? Y.
2. Have you been denied or have you surrendered a license in any state other than for relocation

or retirement? v
3. Have you been subject to any denial, restriction, suspension or loss/revocation of your

DEA certificate? o ' v
4. Have you been treated for use or misuse of any chemical substance? v
5. Have you had any emotional disturbance or mental or physical iliness which has impaired

your ability to practice medicine? v
6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor? N4
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a

copy of the report. v
8. Have you been the subject of an investigation or disciplinary proceeding? v/
9. Have any hospital privileges been suspended, limited, or denied other than for medical

records violations, or have you been placed on administrative or medical leave? v/
10. Have any medical malpractice claims been made against you? See attached reporting form. v

[ HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL.INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

W -, | 5‘/:&/@_

Signature of Licensee (Signature Stamp Not Accepted) Date




APR 2 5 2001

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE

2 Industrial Park Dnive, Suite 8
Concord, NH 03301-8520 _
O S 6403

Telephone #: 603-271-6934

RENEWAL APPLICATION
For expiration on: (dated30/2002 Renewal Fee: $150.00

If you DO NOT wish to renew your license, check here. D

If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of any
change in address within 30 days of the change.

Specialty: OBG Board Certified: (Y/N) Y
Please list ABMS Board Specialty: 0BG

Licensed in the states of: (2 letter state abbrev.)
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 8151 File #: 8956

X L]

Work Address Home Address

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
! MEDICAL CENTER DR
LEBANON, NH 03756

Phone:  603%650-8164

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)
DARTMOUTH-HITCHCOCK MEDICAL CENTER- LEBANON, NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

n th 12 months: \ YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any

4. Have you been treated for use or misuse of any chemical substance?

reason, including rehabilitation by a licensing board? v
2. Have you been denied or have you surrendered a license in any state other than for relocation
or retirement? v
3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
. v
DEA certificate?
v

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

- |-

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report. '

8. Have you been the subject of an investigation or disciplinary proceeding?

|

9. Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

~1s

10. Have any medical malpractice claims been made against you? See attached reporting form.

IHEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

Petrng U Pvantonm— 4l2fo |

Signature of Licensee (Signature Stamp Not Accepted) Date




APR 1 0 2002

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
2'Industnal Park Drive, Suite 8 4;, 15 15

Concord, NH 03301-8520

Telephone #: 603-271-6934

RENEWAL APPLICATION

For expiration on: Renewal Fee: $150.00

6/30/2003

If you DO NOT wish to renew your license, check here. D O
If you choose not to renew, your license will be placed on 1nact1ve status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Boa}d of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, ‘all'lic_:ensees must inform the Board of any
change-in address within 30 days of the change.

Specialty: OBG Board Certified: (Y/N)
Please list ABMS Board Specialty: opg

Licensed in the states of: (2 letter state abbrev.)
Please mark the box next to the address you would prefer to list as your mailing address.
License # 8151 i File #: goss

& Work Address D Hom-e Address

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
1 MEDICAL CENTER DR
LEBANON, NH 03756

Phone:  603*650-8164
Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located.)
DARTMOUTH-HITCHCOCK MEDICAL CENTER- LEBANON, NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a

complete written explanation of the circumstances including any required documents. DO EQ [ RESUBMIT
INFORMATION REPORTED ON_A PRIOR RENEWAIL APPLICATION.

MMA_MM:

1.

10. Have any medical malpractice claims been made against you? See attached reporting form.

Have you been subject to any disciplinary action, limitation, restriction, or agreement for any

reason, including rehabilitation by a licensing board?

Have you been denied or have you surrendered a license in any state other than for relocation

or retirement?

Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

Have you been treated for use or misuse of any chemical substance?

Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

Have you been the subject of an investigation or disciplinary proceeding?

Have any hospital privileges been suspended, limited, or denied other than for medical
records violations, or have you been placed on administrative or medical leave?’

YES NO

<

v

’x ’&

" lx

< <

<]

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

Nebvy L vt 3125 [0 2

Signature of Licensee (Signature Stamp Not Accepted) Date



MAY 14 2003

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8

Concord, NH 03301-8520

AAIOFG

Telephone #: 603-271-6934

RENEWAL APPLICATION
For expiration on: 06/30/05 Rene

If you DO NOT wish to renew your license, check here. D
If you choose not to renew, your license will be place on inactive status. To reactive the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please
make any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board
of any change in address within 30 days of the change.

Specialty: OBG Board Certified: (Y/N) Y
Please list ABMS Board Specialty: OBG

Licensed in the states of: (2 letter state abbrev.)

Please mark the box next to the address you would prefer to list as your mailing address.

License #: 8151 File #: 8956
E Work Address I:I Home Address
DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
t MEDICAL CENTER DR

LEBANON, NH 03756

Phone;  603*650-8164

Hospital Affiliations: (If not a NH hospital, please list city and state where hospital is located)

DARTMOUTH-HITCHCOCK MEDICAL CENTER- LEBANON, NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to ahy question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 12 months:

1.

10. Have any medical malpractice claims been made against you? See attached reporting form.

Have you been subject to any disciplinary action, limitation, restriction, or agreement for any

reason, including rehabilitation by a licensing board?

Have you been denied, or have you surrendered, a license in any state other than for relocation

or retirement?

Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

Have you been treated, other than through the Physician Health Program, for abuse or
misuse of any chemical substance, including alcohol?

Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

Have you been found guilty or entered a plea of no contest to any felony or misdemeanor?

Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

Have you been the subject of an investigation or disciplinary proceeding?

Have any hospital privileges been suspended, limited or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

YES NO

/

v

I HEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

Detnn L enty— j’j!/ﬂj

Signature of Licensee (Signature Stamp Not Accepted) Date



STATE OF NEW HAMPSHIRE BOARD OF MEDICINE

‘ % 7 2 Industrial Park Drive, Suite 8
Telephone # 603-271-6934 JUN 0 1 2005 Concord, NH 03301-8520 /j;
RENEWAL APPLICATION /7Yl

For expiration on: 06/30/07 Renewal Fees $300.0 7
If you DO NOT wish to renew your license, check here. I:l é ﬁﬂ

If you choose not to renew, your license will be place on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in address within 30 days of the change.

Specialty: OBG Board Certified: (Y/N) Y
Please list ABMS Board Specialty: OBG

Licensed in the states of: (2 letter state abbrev.)

NONE
Please mark the box next to the address you would prefer to list as your mailing address.

License #: 2151 File # 8956

I:I Work Address |:| Home Address

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
1 MEDICAL CENTER DR
LEBANOCN, NH 03756
(163-9312
Phone: 603%650-316<4—

Business Fax Number:
Business Email Address: |

Hospital Affiliations: *** Please list city and state where hospital'is located.
privileges you hold for each Hospital

eck off type of

Hospital Privilege Full Courtesy Consult
DARTMOUTH-HITCHCOC LEBANON NH W ]

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Ye_s”, your must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 24 months: - ' YES NO

1. Have you been subject to any disciplinary action, limitation, restriction, or agreement for any

reason, including rehabilitation by a licensing board? S __\/.
2. Have you been denied, or have you surrendered, a license in any state other than for relocation
or retirement?
3. Have you been subject to any denial, restriction, suspension or loss/revocation of your /
DEA certificate?
4. Have you been treated, other than through the Physician Health Program, for abuse or J

misuse of any chemical substance, including alcohol?

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

[~

6. Have you been found guilty or entered a plea of no contest to 'any felony or misdemeanor

that has not been annulled by a court? - __\i_
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report. - _‘/
8. Have you been the subject of an investigation or disciplinary proceeding? —_ L
9. Have any hospital privileges been suspended, limited or denied other than for medical J
records violations, or have you been placed on administrative or medical leave? -
v

10. Have any medical malpractice claims been made against you? See attached reporting form.

THEREBY CERTIFY UNDER PENALTY OF PERJURY, THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

Dty L Prerdinmn sh3/os

Signature of Licensee (Signature Stamp Not Accepted) Date




RECEIVED

BOARD OF MEDICINE 2 9 2007

2 Industrial Park Drive, Suite 8
Concord, NH 03301-84d BOARD

MAY 20 2007

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

RENEWAL APPLICATION
For expiration on:  06/30/2009

If you DO NOT wish to renew your license, check here. D
If you choose.not to renew, your license .will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessarv changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in address within 30 days of the change.

Specialty: __OBG Board Certified: (Y/N) y
Please list ABMS Board Specialty:_OBG

Licensed in the states of: (2 letter state abbrev.) NONE

Please mark the box next to the address you would prefer to list as your mailing address.

License #: 8151 File #: 8956

@ Work Address I:I Home Address

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
1 MEDICAL CENTER DR
LEBANON, NH 03756

Phone: 603%653-9312

- Business Fax Number:
Business Email Address: ] ]
Hospital Affiliations: ***Please list city and state where hospital is located. Check off type of

privileges you hold for each Hospital

Hospital Privilege Full Courtesy Consult
DARTMOUTH-HITCHCO  LEBANON NH O O
.
I e
_
[

: (RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)




Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION. :

In the past 24 months: YES NO

1. Have you been subject to any disciplinary action, limitation, restriction or agreement for any
reason, including rehabilitation, by a licensing board?

2. Have you been denied, or have you surrendered, a license in any state other than for relocation
or retirement?

3. Have you been subject to any denial, restriction, suspension or loss/revocation of your
DEA certificate?

4. Have you been treated, other than through the Physician Health Program, for abuse or
misuse of any chemical substance, including alcohol?

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

6. Have you been found guilty or entered a plea of no contest to any felony or misdemeanor
that has not been annulled by a court?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

SIS s << Tl

8. Have you been the subject of an investigation or disciplinary proceeding? Please exclude
investigations and disciplinary proceedings conducted by the New Hampshire Board of
Medicine.

9. Have any hospital privileges been suspended, limited or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

RN

10. Have any medical malpractice claims been made against you? See attached reporting form.

**Pursuant to RSA 125:25-c, I, please attach a list of ALL diagnostic and therapeutic services in which
you have an ownership interest.

I HEREBY CERTIFY UNDER PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE. '

ﬁchﬂfét A Py 5’]{9/0—?

Signature of Licensee (Signa'tgre“étarnp Not Accepted) Date




- MAY 189009 RECEIVED g
STATE OF NEW HAMPSHIRE, \ 13 2009 (FOR

Telephone #: 603-271-6934 NH BOARD

BOARD OF MEDICINE
2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520

s A
For expiration on: 06/3072011 RENEWAL APPLICATION Renewal Fee? $300 O# 40[(21 7
: ; : \ 0;\; O(

If you DO NOT wish to renew your license, check here. D
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in address within 30 days of the change.

OBG

Specialty: Currently Board Certified? (Y/N) Y OBG

Please list ABMS Board Specialty:

Currently licensed in the states of: (2 letter state abbrev.) NONE

You must provide both home and business street address. PO Boxes are not acceptable.
Please mark the box next to the address you would prefer to list as your mailing address.
License #; 8151 File #: 8956

@ Work Address : I:I Home Address

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
I MEDICAL CENTER DR
LEBANON, NH 03756

Phone: 603*653-9312 Phone
Bnginess Fax Number:
Business Email Address:

Hospital Affiliations: ***Please list city and state where hospital is located. Check off type of
privileges you hold for each Hospital

Hospital Privilege Full Courtesy Consult
DARTMOUTH-HITCHCO  LEBANQN NH ' ] ] M
2
&)
5 2]
A

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 24 months:

1.

10. Have any medical malpractice claims been made against you? See attached reporting form.

With regard to any and all Boards or licensing bodies with which you hold or have held

a license to practice medicine, have you been subject to any disciplinary action, limitation or

restriction on your license, or entered into any agreement with a licensing body for any
reason, including but not limited to rehabilitation? :

Have you been denied, or have you surrendered or allowed to lapse, a license to practice
medicine in any state other than New Hampshire?

Have you been subject to any investigation or to a denial, restriction, suspension, loss
or revocation of your DEA certificate?

Have you been treated, other than through the Physician Health Program, for abuse or
misuse of any chemical substance, including alcohol?

. Have you had any emotional disturbance or mental or physical illness which has impaired

your ability to practice medicine?

. Have you been found guilty or entered a plea of no contest to any felony, misdemeanor

or alcohol or drug related offense that has not been annulled by a court?

Have you been reported to the National Practitioner's Data Bank? If yes, please submit a
copy of the report.

Have you been the subject of an investigation or disciplinary proceeding regarding the
practice of medicine? Please exclude investigations and disciplinary proceedings

dral el daai,

Have any hospital privileges been suspended, limited or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

YES

NO

< R kK

‘ <

<

l\ <

**Pursuant to RSA 125:25-c, I, please attach a list of ALL diagnostic and therapeutic services in which
you have an ownership interest.

IHEREBY CERTIFY UNDER PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE.

Qe L Provtr— v[17 )03

Signature of Licensee (Signature Stamp Not Accepted) Date



et L0 201 RECEIVE

BOARD OF MEDICINE

STATE OF NEW HAMPSHIRE 201
06 2 Industrial Park Drive, Suite 8
Telephone #: 603-271-6934 Concord, NH 03301-8520
AMILINANADMY
NTTDOURRYY

5]

RENEWAL APPLICATION Renewal FeCS300.00°)
For Office Use Only:

Date Pd: S —c" ( ce éilec];(}; S(Jqse)j

For expiration on:  06/30/2013

If you DO NOT wish to renew your license, check here. D

If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application. '

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in address within 30 days of the change.

Specialty:  9B¢ Currently Board Certified? (Y/N) Y

Please list ABMS Board Specialty:  OBG

Currently licensed in the states of: (2 letter state abbrev.) NONE

You must provide both home and business street address. PO Boxes are not acceptable.
Please mark the box next to the address you would prefer to list as your mailing address.
License #: 8151 File #:  ggsq

m' Work Address D Home Address

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
1 MEDICAL CENTER DR
LEBANON, NH 03756

Ph
Phone: 603%653-9312 on

Business Fax Number:
Business Email Address:

Hospital Affiliations: ***Please list city and state where hospital is located. Check off type of
privileges you hold for each Hospital

Hospital Privilege Full Courtesy Consult
DARTMOUTH-HITCHCOC LEBANON NH [] M
(e

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a
complete written explanation of the circumstances including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 24 months: YES NO

1. With regard to any and all Boards or licensing bodies with which you hold or have held
a license to practice medicine, have you been subject to any disciplinary action, limitation or
restriction on your license, or entered into any agreement with a licensing body for any
reason, including but not limited to rehabilitation?

<

2. Have you been denied, or have you surrendered or allowed to lapse, a license to practice
medicine in any state other than New Hampshire?

’&

3. Have you been subject to any investigation or to a denial, restriction, suspension, loss
or revocation of your DEA certificate?

‘ <

4. Have you been treated, other than through the Physician Health Program, for abuse or
misuse of any chemical substance, including alcohol?

5. Have you had any emotional disturbance or mental or physical illness which has impaired
your ability to practice medicine?

S s

6. Have you been found guilty or entered a plea of no contest to any felony, misdemeanor
or alcohol or drug related offense that has not been annulled by a court?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a
copy of the report.

s

8. Have you been the subject of an investigation or disciplinary proceeding regarding the
practice of medicine? Please exclude investigations and disciplinary proceedings
conducted by the New Hampshire Board of Medicine.

<

9. Have any hospital privileges been suspended, limited or denied other than for medical
records violations, or have you been placed on administrative or medical leave?

<

10. Have any medical malpractice claims been made against you? See attached reporting form. v

**Pursuant to RSA 125:25-¢, I, please attach a list of ALL diagnostic and therapeutic services in which
you have an ownership interest,

IHEREBY CERTIFY UNDER PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE. I acknowledge that I am governed by the Medical Practice Act (RSA 329),
the New Hampshire Code of Administrative Rules (Med 100-500), and the American Medical
Association’s Code of Medical Ethics. T have familiarized myself with these documents and acknowledge
that deviation from the standards set therein may subject me to disciplinary action by the New
Hampshire Board of Medicine.

Nt & Brot— yls [

Signature of Licensee (Signature Stamp Not Accepted) Date




S Y 08 4B
" BOARD OF MEDICINBECEIVE

2 Industrial Park Drive, Sui e,
Concord, NH 03301-8520 1R 2.9 2013

STATE OF NEW HAMPSHIRE

Telephone #: 603-271-6934

RENEWAL APPLICATION Renewal Fee: g?o%g)ARD
For expiration on: - -
6/30/2015 r Office Use Only:
X Date Pd:L1 Fﬁﬁ [ l>> Chc:ck):iE SSS S/
If you DO NOT wish to renew your license, check here. |:| :

If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in address within 30 davs of the change.

Specialty: OBG ' Currently Board Certified? (Y/N) Y
(If yes, provide proof of board certification.)
Please list ABMS Board Specialty: 9BG
Currently licensed in the states of: (2 letter state abbrev.) NONE

You must provide both home and business street address. PO Boxes are not acceptable.
Please mark the box next to the address you would prefer to list as your mailing address.
License #: g4, File #: 3956

Work Address ‘ D Home Address

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
1 MEDICAL CENTER DR
LEBANON, NH 03736
Please provide current Email, Fax and Phone Numbers below:

Phone: 603%653-98#2 43 ¥ Phone: 802-649-3249
Business Fax Number:_
Business Email ESs, . . ey 1
OSplt?].IFA iliations: ***Please list city and state where hospital is located. Check off type of
privileges you hold for each Hospital

Hospital Privilege Full Courtesy Consult

DARTMOUTH-HITCHCOC 1LEBANON NH ] Ol

' (]
[]
L] (]
[m] L]
(] (m]

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



The Board will'deny licensure if you refuse to submit your social security number (SSN). - Your professional license will
not display your SSN. Your SSN will not be made available to the public. The Board is required to obtain your SSN for

mendaroy. S Socortey urmver: Aoty
mandatory. Social Security Number:

**Please answer each of the following questions. If your answer to any question is “Yes”, you must provide a complete
written explanation of the circumstances including any required documents. DO NOT RESUBMIT INFORMATION
REPORTED ON A PRIOR RENEWAL APPLICATION,

In the past 24 months OR since you last reported to the Board of Medicine if greater than 24 months:

‘ . YES NO
1. With regard to any and all Boards or licensing bodies with which you hold or have held
a license to practice medicine, have you been subject to any disciplinary action, limitation or
restriction on your license, or entered into any agreement with a licensing body for any ,
reason, including but not limited to rehabilitation? v
2. Have you been denied, or have you surrendered or allowed to lapsé, a license to practice
medicine in any state other than New Hampshire? v
3. Have you been subject to any investigation or to a denial, restnctlon suspension, loss
or revocation of your DEA certificate?
4. Have you been treated, other than through the Physician Health Program, for abuse or
misuse of any chemical substance, including alcohol? v
5. Have you had any emotional disturbance or mental or phys1ca1 illness which has inpaired _
your ability to practice medicine? ‘ 4
6. Have you been found guilty or entered a plea of no contest to any felony, misdemeanor
or alcohol or drug related offense that has not been annulled by a court? 7
7. Have you been reported to the National Practitioner’s Data Bank? If yes, please subrnit a g
copy of the report.
8. Have you been the subject of an investigation or disciplinary proceeding regarding the
practice of medicine? Please exclude investigations and disciplinary proceedings ;
conducted by the New Hampshire Board of Medicine.
9. Have any hospital privileges been suspended, limited or denied other than for medical
records violations, or have you been placed on administrative or medical leave? v/
J/

10. Have any medical malpractice claims been made against you? See attached reporting form.

**Pursuant to RSA 125:25-c, 1, please attach a list of ALL diagnostic and therapeutic services in which you have
an ownership interest.

ITHEREBY CERTIFY UNDER PENALTY OF PERJURY THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE. I acknowledge that I am governed by the Medical Practice Act (RSA 329), the New
Hampshire Code of Administrative Rules {Med 100-500), and the American Medical Association’s Code of Medical
Ethics. I have familiarized myself with these documents and acknowledge that deviation from the standards set
therein may subject me to disciplinary action by the New Hampshire Board of Medicine. :

Sty L 7 E y[as 13

Signature of Licensee {Signature Stamp Not Accepted) Date




. Seargh Now ‘ Page 1 of 2

R
3%

ABMS MOC®

.

You are logged in as: Sharon.Canney@nh.gov  change Profile Sign out

Enter the doctor’s information below or you can search by location and specialty. f you are
unsure of any of the fields, leave it blank.

Last |birenbaum | First |debra |
Name Name _~— :
City | | State/Provin{:[Select]
Zip Code I ‘ Specialty

[Select] -]

View Search FAQs

Back To Results

Physician Certification

Name
Debra L. Birenbaum

Education
MD

Location l First citi and state listed is the last known location )

Certification ( For a definition of a specialty or subspecialty click here }
American Board of Obstetrics & Gynecology

Obstetrics & Gynecology - General (General indicates Primary
Certificate) .

S

74 Meeting Maintenance of Certification {(MOC) Requirements
American Board of Obstetrics & Gynecology { Learn more about Meeting Board's MOC
Regquirements )

Obstetrics & Gynecology Yes

For'some ABMS Member Boards, physicians who achieved Board
Cértiﬁcation before those Boards established their MOC programs are

httbs://www‘certiﬁcationmatters.org/is-_your-doctor-board—certiﬁed/ search-now.aspx 5/7/2013



S  RECEIVED

JUN 05 2015

STATE OF NEW HAMPSHIRE BOARD OF MEDICINE

121 South Fruit Street, Suite 30INH BOAR.

Telephone #: 603-271-6934 Concord, NH 03301-2412

RENEWAL APPLICATION Renewal Fee: $350.00 -

U onl
| e ve LRSI 72
If you DO NOT wish to renew your license, check here. |:|

If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application.

For expiration on:  6/30/2017

The followmg mformatmn represents the mformat]on on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in business or home address within 30 days of the change. '

Specialty: OBG Currently Board Certified? (Y/N} _ v
(If yes, provide proof of board certification.)
Please list ABMS Board Specialty:  ©BG
Currently licensed in the states of: (2 letter state abbrev.) NONE

You must provide both home and business street address. P.O. Boxes are not acceptable without a street
address provided. Please mark the box next to the address you would prefer to list as your mat!mg address.

License #: 8151 ' , File #: 8956
Work Address
[:l Home A_ddress

DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
1 MEDICAL CENTER DR
LEBANON, NH 03756

Please provide current Email Féx and Phone Numbers below:

Phone: 603*653-938
Business Fax Number:
Business Emait Address:
Hospital Affiliations: ***Please list city and state where
privileges you hold for each hospital.

Hospital Privileges Full Courtesy Consult Other

DARTMOUTH-HITCHCO  LEBANON NH % M O O
'
(] = L]
Ol L
O _ (]
(w] ] L] m

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



The Board will deny licensure if you refuse to submit your social security number (SSN). Your professional license will not display
your SSN. Your SSN will not be made available to the public. The Board is required to obtain your SSN for the purpose of child

MW with RSA 161-B:11. This collection of your SSN is mandatory. Social Security Number:

**Please answer cach of the following questions. If your answer to any question is “Yes”, you must provide a complete
written explanation of the circumstances including any required decuments. DO NOT RESUBMIT INFORMATION
REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 24 months OR since you last reported to the Board of Medicine if greater than 24 months:

YES NO

1. With regard to any and all Boards or licensing bodies with which you hold or have held a license to practice
medicine, have you been subject to any disciplinary action, limitation or restriction on your license, or

entered into any agreement with a licensing body for any reason, including but not limited to rehabilitation?

2. Have you been denied a license to practice medicine, or have you surrendered a license due to an J
investigation or disciplinary action, in aty state other than New Hampshire?

3. Have you been subject to any investigation or to a denial, restriction, suspension, loss or revocation
of your DEA certificate?
of any chemical substance, including alcohol?

5. Have you had any emotional disturbance or mental or physical illness Wl’llCh has impaired your ability

edd
4. Have you been treated, othcr than through the N.FL Professmna]s Health Program for abuse or misuse J
to practice medicine? v

6. Have you been found guilty or entered a plea of no contest to any felony, misdemeancr or alcohol or
drug related offense that has not been annulled by a court?

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a copy of the report.
8. Have you been the subject of an investigation or disciplinary proceeding regarding the practice of medicine?
Please exclude investigations and disciplinary proceedings conducted by the New Hampshire Board

of Medicine,

9, Have any hospital privileges been suspended, limited or denied other than for medical records violations,
or have you been placed on administrative or medical leave? .

10. Have any medical malpractice claims been made against you? See attached reporting form.

11. Are you practicing in any other location other than the principal business address listed on the front of this
rencwal? If so, please attach a list with all additional business address(es) and business phone number(s).

v
12. Have you registered with the Controlled Drug Health and Safety Program (also known as the N.H. e ?
Prescription Drug Monitoring Program)? Y5

13. Have you completed the New Hampshire Department of Health and Human Services, Division of Public
Health’s Physician Licensure Survey?

I~

|

**Pursuant to RSA 125:25-¢, |, please attach a list of ALYL diagnostic and therapeutic services in which you have an
ownership interest,

| HEREBY CERTIFY UNDER PENALTY GF PERJURY THAT ALL INFORMATION ON THIS FORM IS CURRENTLY
ACCURATE. I acknowledge that I am governed by the Medical Practice Act (RSA 329), the New Hampshire Code of
Administrative Rules (Med 100-500), and the American Medical Association’s Code of Medical Ethics. 1 have familiarized
myself with these documents and acknowledge that deviation frem the standards set therein may subject me to dlsclplmary
action by the N.H. Board of Medicine.

Doty ¢ Beord—r— v[3]15

Signature of Licensee (Signature Stamp Not Accepted) Date




RECEIVED
BOARD OF MEDICINE

121 South Fruit Street, slat’e JUN 05200
Concord, NH-03301-241, H BO g E

RENEWAL APPLICATION Renewal Fee: $350.00

For expiration on:  6/30/2019 - E‘f s Onlye]
. . Cheek #l o l L’
If you DO NOT wish to renew your license, check here. D

Date Pd:(ﬂ
yim .
If you choose not to renew, your license will be placed on inactive status. To reactivate the license, you
will be required to file a reinstatement application. -

STATE OF NEW HAMPSHIRE

. Telephone #: 603-271-6935

The following information represents the information on file for you with the Board of Medicine. Please make
any necessary changes. Please note that pursuant to RSA 329:16-f, all licensees must inform the Board of
any change in business or home address within 30 days of the change.

Specialty: _OBG Currently Board Certified? (Y/N)
(If yes, provide proof of board certification.)
Please list ABMS Board Specialty: OBG
Currently licensed in the states of: (2 letter state abbrev.) nowE  AH

You must provide both home and business street address. P.O. Boxes are not acceptable without a street
address provided. Please mark the box next to the address you would prefer to list as your mailing address.

License #: §i51 File #: gose .

@Work Address D Home Address

'DEBRA L BIRENBAUM, MD
DARTMOUTH-HITCHCOCK MED
1 MEDICAL CENTER DR

LEBANON, NH (3756 . : .
Please provide current Email, Fax and Phone Numbers below:

ease list city and state where hospital is located.

Phone: 603*653-938.
. —- Rusiness Fax Number:
Business Email Address:

Hospital Affiliations:

Hospital Privileges
DARTMOUTH-HITCHCOCK MEDICAL CENTER LEBANON NH

(RENEWAL APPLICATION CONTINUED ON REVERSE SIDE)



The Board will deny licensure if you refuse to submit your social security number (SSN). Your professional license will not display
your SSN. Your SSN will not be made available to the public. The Board is required to obtain your SSN for the purpose of child

support enforceme i
Security Number

**Please answer each of the following questions. Affirmative answers to any question between 1 and 10 requires a
complete written explanation of the circumstances, including any required documents. DO NOT RESUBMIT
INFORMATION REPORTED ON A PRIOR RENEWAL APPLICATION.

In the past 24 months OR since you last reported to the Board of Medicine if greater than 24 months:

YES

1. With regard to any and all Boards or licensing bodies with which you hold or have held a license to practice
medicine, have you been subject to any disciplinary action, limitation or restriction on your license, or

entered into any agreement with a licensing body for any reason, including but not limited to rehabilitation?

2. Have you been denied a license to practice medicine, or have you surrendered a license due to an
investigation or disciplinary action, in any state other than New Hampshire?

3. Have you been subject to any investigation or to a denial, restriction, suspension, loss or revocation
of your U.S. Drug Enforcement Agency (“DEA”™) certificate?

4. Have you been treated, other than through the N.H. Professionals Health Program, for abuse or misuse
of any chemical substance, including alcohol?

5. Have you had any emotional disturbance or mental or physical illness which has impaired your ability
to practice medicine? .

6. Have you been found guilty or entered a plea of no contest to any felony, misdemeanor or alcohol or
drug related offense that has not been annulled by a court?

NN AN N A

7. Have you been reported to the National Practitioner’s Data Bank? If yes, please submit a copy of the report.
8. Have you been the subject of an investigation or disciplinary proceeding regarding the practice of medicine?
Please exclude investigations and disciplinary proceedings conducted by the New Hampshire Board
of Medicine.

9. Have any hospital privileges been suspended, limited or denied other than for medical records violations,
or have you been placed on administrative or medical leave?

10. Have any medical malpractice claims been made against you? See attached reporting form.

I1. Are you practicing in any other location other than the principal business address listed on the front of this
renewal? If so, please attach a list with all additional business address(es) and business phone number(s).

{\ ’&|\ |\

12. Have you registered with the Controlled Drug Health and Safety Program (also known as the N.H.
Prescription Drug Monitoring Program)? Vv

13. Do you have a DEA license number? If so, please provide the statg of issuance and the expiration date.

State of Issue:___ 1\ I Expiration Date:___ 77 1/3! y /8 v

**Pursuant to RSA 125:25-c, 1, please attach a list of ALL diagnostic and therapeutic services in which you have an
ownership interest.

THEREBY CERTIFY UNDER PENALTY OF UNSWORN FALSIFICATION THAT ALL INFORMATION ON THIS FORM IS
CURRENTLY ACCURATE. Iacknowledge that | am governed by the Medical Practice Act (RSA 329), the New Hampshire
Code of Administrative Rules (Med 100-3500), and the American Medical Association’s Code of Medical Ethics. 1 have
familiarized myself with these documents and acknowledge that deviation from the standards set therein may subject me to
disciplinary action by the N.H. Board of Medicine.

Netvro C b 6i]17

Signature of Licensee (Signature Stamp Not Accepted) Date




	00000001
	00000002
	00000003
	00000004
	00000005
	00000006
	00000007
	00000008
	00000009
	00000010
	00000011
	00000012
	00000013
	00000014
	00000015
	00000016
	00000017
	00000018
	00000019
	00000020
	00000021
	00000022
	00000023
	00000024
	00000025
	00000026
	00000027
	00000028
	00000029
	00000030
	00000031
	00000032
	00000033
	00000034
	00000035
	00000036
	00000037
	00000038
	00000039
	00000040
	00000041
	00000042
	00000043
	00000044
	00000045
	00000046
	00000047
	00000048
	00000049
	00000050
	00000051
	00000052
	00000053
	00000054
	00000055
	00000056
	00000057
	00000058
	00000059
	00000060
	00000061
	00000062
	00000063
	00000064
	00000065
	00000066
	00000067
	00000068



