Commonwealth of Massachusetts

Board of Registration in Medicine
200 Harvard Mill Square, Suite 330
Wakefield, Massachusetts 01880
(781) 876-8200

www.mass.gov/massmedboard

Enforcement Division Fax: (781) 876-8381
Legal Division Fax: (781) 876-8380
Licensing Division Fax: (781)876-8383

November 30, 2020

VIA EMAIL ONLY

Dear I

The Commonwealth of Massachusetts, Board of Registration in Medicine (the
“Board”), hereby responds to the above-referenced public records request, received on
November 22, 2020 (the “request”), wherein you requested “Would you kindly send all
the complaints, disciplined, closed claim reports, lawsuits, license applications and
reapplications, references, statutory reports, resumes, and everything else in your file
pertaining to Joshua H. St. Louis, M.D. License Number 273183.”

Enclosed are 35 pages of records responsive to your request, which consists of Dr.
Applewhite’s initial and renewal applications, and one waiver to permit the release of his
information. Please be advised that certain portions of the applications have been
redacted and/or some records withheld from production due to an exemption pursuant to
G.L.c. 4, 8 7(26), as specified below:

e Personal information, including but not limited to social security numbers,
drug provider identification numbers, home addresses, personal telephone
numbers, personal email addresses, and dates of birth (see G.L. c. 4, §
7(26)(a) and (c); see also G.L. c. 66A, 8 2; see also G.L. c. 93H; see also
Board Policy 98-02); and

e Physician evaluations and/or evaluative files, including but not limited to
character evaluations, academic evaluations, and academic transcripts (see
G.L.c. 4,87(26)(c)).

Dr. St. ouis has no closed complaints or disciplinary history with the Board



The Board reserves the right to retrieve any exempted, privileged, or otherwise
protected materials inadvertently included in this production. Any such production is not,
and shall not be considered or deemed, a waiver of any applicable privileges or
protections from disclosure.

The Board now considers this request closed.

If you believe the agency has violated G.L. c. 66, § 10, pursuant to G.L. c. 66, §
10A, and 950 CMR 32.08(1), you may submit an appeal to the Supervisor of Public
Records in the Office of the Secretary of the Commonwealth or seek judicial review by
commencing a civil action in Suffolk Superior Court.

Sincerely,

\ Ayt

Tara Douglas
Assistant General Counsel

Enclosure









Date Received: __7 ¢ 2 7/ , 7
Check #: 2 L3
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Pre-medical School From To

Name: 2 GQ — Degree: ;. 6 ' Year: (9005 Year: &m I
Strect: Cly BRATTLL, ST. City: AWM BRL tB(:!(" State:_ M0
Name: Degree: Year: Year:
Street: City: State:

Medical School

Name: TS UNMIVERS ITY  SCHOOL AF MEDIC RIE,  Degree: M D MPH

Street:_|1HS HARRISDI_ AUVE - City: Boston State;. MA
Name: Degree:
Street; City: State:

Medical School Graduation Date: OS / dbffl

Month Year
Posteraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, ¢.g. PGY 1. 2. fellow, ete. You must account for all periods of training or
postgraduate work from the time you graduated {rom medical school. Enter month and year only.

From To
- W\

Facility:_Lawrence Fam: “ Mediers LesdB6vear_ Y O 12O Posent
Specialty:  [Fevvwn (lzj aedocine City: {awrénc € State:__MA
Facility: PGY Year: / /
Specialty: City: State:
Facility: PGY Year: / /
Specialty: City: State:
Facility: PGY Year: / /
Specialty: City: State:
Facility: PGY Year: / /
Specialty: City: State:

Full Lic App — Form 2 (Application), Page 2 of 4, Rev. 3/15



Examination History

Please contact the appropriate examination entity and have the examination scores sent (o you in a sealed
envelope. If you are using FCVS, your examination scores will be sent to the Board with your credentials packet,

List each licensure examination, U.S, or international, you have taken (USMLE, NBME, NBOME, LMCC, FLEX,
COMVEX, COMLEX or a state examination.

Examination Number of attempts Passed (P) or Failed (F)
USMLE Step 1 l Xp [JF
USMLE Step II I Mp  [OF
USMLE Step 111 1 Mep [JF
NBME Part | >ger [OF
NBME Part 11 dr [OF
NBME Part I e QOF
FLEX Component | e (F
FLEX Component 2 OOep (Q4r
FLEX Pre-1985 Or 0OF
NBOME Part | Oer [F
NBOME Part Ii Oe [JF
NBOME Part I11 Oep F
COMLEX Level | Or [OF
COMLEX Level 2 Or QOF
COMLEX Level 3 ger  OF
COMVEX Opr [OF
LMCC - Single (e (IF
LMCC - Part | e [OF
LMCC - Part II Or [OF
State Board Exam Or OF

(State of examination and year)

Full Lic App — Form 2 (Application), Page 3 of 4, Rev. 3/15



Hospital Affiliations and Emplovment

List hospital appointments, in chronological order by month and year where you ever had medical staff privileges.
Include the name and address of the facility, your position and dates of affiliation. Also include periods of
unemployment or employment outside of medicine. Attach a separate sheet of paper if necessary.

From To
Facility: Position: / /
Street: City: State:
Facility: Position: / /
Street; City: State:
Facility: Position: / /
Street: City: Statc:

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

2. a) Are you certified by the American Board of Medical Specialties? O Yes E No
b) Are you certified by the American Board of Osteopathic Medicine? O Yes @ No

3. List Board Certification(s):__ NON ¢

4. List your practice specialt(ies): _FQm {’{\_rl Medicang.

5. Have you completed the Opictd and Pain Management traiming? (See Instructions) @Yes (] No

6. Have you completed training to recognize and report suspected child abuse or neglect? IE—YCS [ Ne
(Your license will not be processed uniil you complete the required training — sce instructions.)

7. Reason for requesting a Massachusetis medical license: intend to LLQC;[tV\, % ~5 ¢ g .
/

8. Namc of Facility: ("}ﬂl’ﬁ\"—e(‘ Lainenre Famiiy  Hea i d,f,f/\,W
Address: 9 Hawd rhili St ’ J City: RNAIT AR
9. Anticipated starting date in Massachusetts: iO 1Ol 33”

10. Curriculum vitae (CV) listing activities by month and year must be enclosed with your application.

Under the penalties of perjury, I declare that [ have examined this full application and all its accompanying
instructjons, forms and statements, and to the best of my knowledge and belief, the information contained herein is

03 _/ 03/92013

Month Day Year

Full Lic App — Form 2 (Application), Page 4 of 4, Rev. 3/15






ELECTRONIC HEALTH RECORDS (EHR) PROFICIENCY FORM

Pursuant to M.G.L. c. 112, § 2, an applicant for licensure must demonstrate proficiency in the
use of electronic health records (EHR). This is a one-time requirement.

Complete Section 1 (Demonstrating Proficiency) OR Section 2 (Claiming an Exemption)
and Sign in Section 3.

SECTION 1. DEMONSTRATING PROFICIENCY
I. I have demonstrated proficiency in the use of EHR in one of the following ways:

____Participation in a Meaningful Use program as an cligible professional;

__ Employment with, credentialed to provide patient care at, or in a contractual agreement
with an eligible hospital or critical access hospital with a CMS Mecaningful Use program;

____ Participation as either a Participant or an Authorized User in the Massachusetts Health
Information Highway.

___ Completion of 3 hours of a Category | EHR-related CPD course that discusses, at a
minimum, the core and menu objectives and the Clinical Quality Measures (“CQMs") for
Meaningful Use.

SECTION 2. CLAIMING AN EXEMPTION (Exemptions must be claimed each licensing
cycle, if applicable. If you are exempted from the EHR proficiency requirement. please select
the appropriate exemption.)

2. I am exempt from the EHR Proficiency requirement because | am an applicant

__who will not be engaged in the practice of medicine as defined in 243 CMR 2.01(4);

____for an Administrative License;

____fora Volunteer License:

____on active duty as a member of the National Guard or of a uniformed service called into
service during a national emergency or crisis; or

____foran Emergency Restricted License.

SECTION 3. SIGNATURE

1, the undersigned applicant, hereby certify that all information included in this EHR Proficiency
Form constitutes a true statement made under penalties of perjury.

paTE: Q713 [Qoi 7

Full Lic App — Form 3A (EHR Proficiency Form), Page 1 of I, Rev, 3/15
















LIMITED LICENSE APPLICANT — FORM A

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

I MEDICAL EDUCATION VERIFICATION - FORM A J

. Please complete the waiver for release of information and forward this form to your university/medical school(s) or university
of graduation for verification. Please Note: Fourth year medical students must include the letter to the medical school registrar and Form B.

Waiver for Release of Information

| authorize the medical school/gmivegsity limovide any and all information pertaining to my medical education at your institution.
Applicant’s Signature: - ) Date of Birth

Print or Type Name: é—h \_Dtk)‘)S H_ oSO H U.S. Social Security No:

(Last.#ame) N J (First Name) (Middle Initial)
Other Name(s)
(Please or print name(s) . :
Name of Medical School: " Unisers: WL\,/ ool of N.f,dlC‘_(\/\Q
Address:_| 2(p HANVISON AYe City:_ B(RID N State or Province: _ M1 0 2.0

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete Form A and complete Form B if the above named applicant has not been awarded a degree. Please include a copy of the official
transcript (which indicates courses taken, dates and hours of attendance, scores, grades, or evaluations) and return to the applicant in a sealed

envelope.
APPLICANT'S EDUCATIONAL HISTORY

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

Premedical Education: Does your school have a premedical school education requirement? E Yes [ No

If yes, indicate where the applicant completed premedical school.

Applicant's Undergraduate School: He Vo e C{* / / L€

Undergraduate School Address: U birid ‘j € - 1A

(Continued on page 2)



LIMITED LICENSE APPLICANT — FORM A

Enrollment and Participation: Our records indicate that S"L LO s TOS hua. /—/ .
(print the applicant's name): (Last name) (First name) (Middle initial)

attended our medical school on the following dates (indicate the month, day and year separately for each academic year in the section below):

ATTENDANCEDATES: EROM I EROM IO
B 171 (D _S I2Y1 4/ g 1 /33 Y 195174
¥ IS 1/ Y 1221/ . L.y
S | 71 N 1/9 1A / / |
The applicant attended itotal weeks (must be included) of co 7\Inu|ng on-campus education, not less than 32 weeks in each academic year
check one D was awarded a degree in ﬁ'(\ ja'd) / on (month/day/year) / /

K’ will be awarded on 3 1 /8 1 /Y (Form B must also be completed and returned directly to the Board)

Unusual Circumstances: The followmg questlons apply to unusual cnrcumstances that occurred dunng y part of the applicant's medical education. All
questions must be answered. answy DS s be ba S e X >

YES NO

1. Was the medical school training more than four (4) years for U.S. graduates or 6 years for international medical graduates

or did the applicant take any leaves of absence, (i.e. for research, public service, participation in an M.D./ Ph.D program) or

for any “personal reasons?
2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any negative reports ever filed by instructors regarding the applicant?
Please provide a detailed explanation for any of the above questions
AFFIX INSTITUTIONAL SEAL HERE , ﬂ

_ T Signature: //1;1, S o
(if the institution does not have a seal, this form must be C &7l § B &
notarized) Print Name: ) 5 m =
INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A Title: Assistant Dean for Student Enroliment/Registrar §-
COPY OF THE MEDICAL SCHOOL DIPLOMA AND A o g
TRANSCRIPT OR PROVIDE AN EXPLANATION. Date: |/ ( /9 Telephone: (M) LBL-LSLS
E-mail address: (G2 | 44 /3 cdo

This form must be stamped with the institutional seal or notarized. Please return to the applicant with the medical sc I transcripts in a
with the signature of the Dean or the seal of the medical school affixed on the back of the envelope. Thank you



Form B

Medical School Verification Form

Applicants who are fourth year medical school students and who have completed the

requirements for the M.D./D.O. degree, but have not vet been awarded the degree are
also required to have this form completed by their medical school.

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

the requested information. Signature stamps will not be accepted.

Any state medical board to whom you have certified an applicant’s graduation would
wish to be notified immediately regarding a medical school’s determination that the
applicant will not graduate.

Please complete Form A and return it to the sender. This Form B must be sent to
the Board of Registration in Medicine after the student completes the degree
requirements.

My signature below certifies that J Q'b/\ va St Lowes

(Student’s Name)

has completed the requirements for the DI M.D. degree D D.O. degree

from Tufts University School of Medicine

(Name of Medical School)

and will receive the degree on 5 /18 / 2014 |
Signature of Certifying Official: /fV/

(Original Sr’gnau.& 15 req;/red/Slamps not accepted)

! . D
Printed Name: Cazol A. Duffey

Title: Assistant Dean for Student Enrollment/Registrar

Date: 5/19/14

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

Medical School Verification form
Form B



Sealeqd

Commonwealth of Massachusetts EﬂVe!ope

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

I CERTIFICATE OF MORAL AND PROFESSIONAL CHARACTER I

INSTRUCTIONS TO THE APPLICANT: This form must be signed by a physician legally
authorized to practice medicine in the United States. Someone who has known you for
at least one year and is not a relative should execute this statement. The Board of
Registration in Medicine prefers statements from physicians licensed to practice in
Massachusetts. The form must be notarized by a U.S. Notary Public.

PHOTOGRAPH CERTIFICATION OF MORAL AND
PROFESSIONAL CHARACTER
A This certifies that | have been personally acquainted
p with the physician named below:
p - 'd i T ] —
JoShva St.Loy S
‘ (name of applicant )
E

for ,3 years. | believe that the above

named physician is of good moral character and
worthy of confidence and recommend him/her to
the Massachusetts Board of Registration in
= Medicine.

BT

Wy ror——
y ,ﬁ@lﬁev of appticant Signature o¥Certifying Physician
| céflify that the photograph Z414 337 NMA

-

above is a genuine likeness of the License Number State
maker of the signature above.

\Weedy  RBace

Type or print name clearly

Address: 31 BavecWi\l sY,

City: Lemvenw  State: MA Zip: o8|
Telephone: ( 432 ) LBT1 (LL3Dd
Date: ¥+ /14 /1%

s, ‘ o the certifying physician: Please answer every question, date this Sea/ Ver,'ﬁ
220000 I'teturn it to the applicant in a sealed envelope with your signature ~/ -
WWSs the seal. Date: /- 7 /—/"

In”fafs:
Full Lic App — Form 5 (Certificate of Moral and Professional Character), Page 1 of 1, Rev. 7/14 \@\



Sealed

Envelope Board of Registration in Medicine
s 200 Harvard Mill Square, Suite 330
s Wakefield, MA 01880

Telephone: (781) 876-8210 Fax: (781) 876-8383
www.mass.qov/massmedboard

POSTGRADUATE TRAINING VERIFICATION

APPLICANT’S AUTHORIZATION: | authorize the release of information from my postgraduate training
program listed below, as requested by the Massachusetts Board of Registration in Medicine.

f}f‘ 3 —

Applicant's Signature" Date: _F(2([(}

T

Print or Type Name: JE_‘){“\LL& St Llowis

Name and Address
of Institution:

Greater \awrence Tomly Hegltih (enter

A4 Haver il Sreet

Lowrente, WA o4\

TO BE COMPLETED BY PROGRAM DIRECTOR

Please complete this form and forward it to the applicant in a sealed envelope, signed across the seal.
Name of Institution: _(Sreadtr | awrence Tamily Heoin (enter

Name of Institution, if different when applicant attended:

Josuo QF . Loyis

Verification for:

(Print applicant's name)

Department or Type of
Program Type Specialty Training Accredited
(Report (Use one section per by
internships, Fodd department/specialty. If the Dates Attended Completed (ACGME,
(1,2,3.4, . (Month/Day/Year) (Yes/NofIn
residencies, and etc.) department/specialty was a FROM TO Progress) AOA, RSC,
fellowships “rotating” or “transitional” 9 or not
separately.) program, please provide a accredited)
schedule of rotations.)
| NSl o \ Tomly Medicioe, | wzomn] o Bozas] €S | ACGME
T L]
Resideney L Tam vy Nedicne 171005 2200 €S AGaME
] T
’Res\dtm\! 2 Tam W Medicine 17\ /] b 2072001 Nes ACGEME
Residenny ] aravy Medialne T/4 2001 /20208 \n ﬂu:\.,res) ACEME
B L[]
!/ /I

Report incomplete training levels (years) separate from those that were successfully completed. If the training
level (years) is currently in progress, report the expected completion date in the “TO"” field.

Full Lic App — Form 10 (Postgraduate Training Verification), Page 1 of 2, Rev. 8/16




APPLICANT'S NAME: oS St Loy S

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any
part of the applicant's medical education. If you answer “yes” to any of these questions, please enclose
an explanation.

QUESTIONS YES NO
1. Did the applicant take any leaves of absence or breaks from his/her postgraduate
training?

2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any negative reports ever filed by instructors regarding the applicant?

5. Were any limitations or special requirements imposed on the applicant because of
questions of academic incompetence or disciplinary problems?

COMMENTS:

Certification: | hereby certify that the above information is an accurate account of this individual's record and
is true and correct.

AFFIX P

P i 's Si y
INSTITUTIONAL rogram Director's Signature s
SEAL HERE Print Name: __ W €Nk TBary D, NPH, MSCE
(If the institution does not PRE N » | 2
have a seal, this form must Acaduimic Twe: L(DC\\)\’QP{\ Director
:::‘:::;”“d by a notary Telephone: (AT1% ) 1265-TY\O Today's Date: _ 1 / Z1| / 20\

E-mail address: wbarc@a\fhe . om
2 S

PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED
WITH YOUR SIGNATURE ACROSS THE SEAL OF THE ENVELOPE.

Ss, 2
% O
Y. o
%. X

Full Lic App — Form 10 (Postgraduate Training Verification), Page 2 of 2, Rev. 8/16












PRINT NAME~J Ost UA > . L ou S paTE: 3 4 3 4 (F

CERTIFICATIONS

¢ Pursuantto M.G.L.c. 112, § 2 and 243 CMR 2.07(15)}, I centify that I will not charge to or collect
from a Medicare beneficiary more than the Medicare “reasonable charge” for services, in
compliance with Chapter 475 of the Acts of 1985. (Note: Signing this certification does not imply
that you will participate in the Medicare program).

e Pursuant 1o M.G.L. c. 62C, § 49A, | certify under the penalties of perjury that, to the best of my
knowledge and belief, I have filed any Massachusetts state tax returns and paid any Massachusctts
state taxes that are required under law. (Note: This applies even if you reside out of the state or out
of the country.}

o Pursuant to G.L.c. 62C, § 49A, (o the best of my knowledge and belief, I am in compliance with
G.L.c. 119A relating to withholding and remitting child support.

o Pursuantto M.G.L.c. 119, § 51A, I certify under the penalties of perjury that I will fulfill my
obligation to report abuse or neglect of children.

¢ 1 will read the Board’s regulations, 243 CMR 1.00 through 3.00.

1 certify under the penalties of perjury that all information on this form, and all attached pages, is
true, to the best of my knowledge.

,M?ﬂ Dalc:—1 /-3 /(:}'

Applicant’s Signatuge:

Full Lic App — Form & (Application Supplement), Page 4 of 11, Rev. 1/16









Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Joshua H St. Louis, M.D. License No.: 273183

22) Have you completed all of the CPD requirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes

Page 3 of 5 Date: 2/2/2018 Time: 3:25 PM






Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Joshua H St. Louis, M.D. License No.: 273183

Compliance with Legal Responsibilities
Online profile:
[X]!| have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L. c. 119 sec. 01A and | understand the punishment for failure to comply.

2) | understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. ¢c. 19C sec. 10 and | understand the punishment for failure to comply.

3) |understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

4) | understand and agree to comply with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to comply.

5) | understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. c. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when | have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) |understand and agree to comply with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. ¢. 112 sec. 2.

8) | understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢c. 82C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. c. 119A.

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuant to M.G.L ¢c. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which | have referred a patient for physical therapy services,
pursuant to M.G.L c. 112 sec. 12AA.

13)!| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
Identifier (NPI) number.

14)! understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

15)! understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will nct necessarily disqualify me.

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

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.

Page 5 of 5 Date: 2/2/2018 Time: 3:25 PM


















Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Joshua H St. Louis, M.D. License No.: 273183

25) MassHealth Enroliment Status
| am already enrolled with MassHealth as a fully participating provider or a nonbilling provider.

26) Domestic Violence and Sexual Violence Training Requirement
Have you completed training and education on the issue of domestic violence and sexual violence? Yes

Page 5 of 7 Date: 2/3/2020 Time: 2:07 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Joshua H St. Louis, M.D. License No.: 273183

Compliance with Legal Responsibilities
Online profile:
[X]!| have reviewed my Physician Profile and confirm that the information is accurate.

1) | understand and agree to comply with my obligations to report abuse or neglect of children pursuant to
M.G.L. c. 119 sec. 01A and | understand the punishment for failure to comply.

2) | understand and agree to comply with my obligations to report abuse or neglect of disabled persons
pursuant to M.G.L. ¢c. 19C sec. 10 and | understand the punishment for failure to comply.

3) |understand and agree to comply with my obligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.L. ¢. 19A sec. 15 and | understand the punishment for failure to comply.

4) | understand and agree to comply with my obligations to report the treatment of wounds, burns and other
injuries pursuant to M.G.L. ¢. 112 sec. 12A and | understand the punishment for failure to comply.

5) | understand and agree to comply with my obligations to report the treatment of victims of rape or sexual
assault pursuant to M.G.L. c. 112 sec. 12A 1/2 and | understand the punishment for failure to comply.

6) | understand and agree to comply with my obligations to report a physician to the Board of Medicine
pursuant to M.G.L. ¢. 112 sec. 5F, when | have a reasonable basis to believe that a person violated any
provisions of M.G.L. ¢. 112 sec. 5 or any Board regulation.

7) |understand and agree to comply with my obligations related to charging and collecting fees from Medicare
beneficiaries in accordance with the Medicare fee schedule, pursuant to M.G.L. ¢. 112 sec. 2.

8) | understand and have complied with my obligations to file Massachusetts tax returns and to pay
Massachusetts taxes and | understand that, pursuant to M.G.L. ¢c. 82C sec. 49A, my license shall not be
issued or renewed unless | make this certification under penalties of perjury.

9) | understand and agree to comply with my obligations related to the reporting of the wages of employees
and contractors pursuant to M.G.L. ¢. 62E Sec. 2.

10)! understand and agree to comply with my obligations related to the withholding and remitting of child
support payments pursuant to M.G.L. c. 119A.

11)! understand and agree to comply with my obligations to file an Incident Report with the Board when certain
adverse events occur in my private office, pursuantto M.G.L. ¢. 112 sec. 5 and 243 CMR 3.00 et seq. and |
understand that the Patient Care Assessment (PCA) programs at the health care facilities where | practice
report certain Major Incidents to the Board.

12)! understand and agree to comply with my obligations to disclose ownership interest in any partnership,
corporation, firm or other legal entity to which | have referred a patient for physical therapy services,
pursuant to M.G.L. c. 112 sec. 12AA

13)!| am aware of my obligations and responsibilities under the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), including the requirement that | obtain and provide to the Board a National Provider
Identifier (NPI) number.

14)! understand and am in compliance with HIPAA and all other federal and state obligations placed upon me
as a physician.

15)! understand that as an applicant for a license renewal to practice medicine a criminal record check may be
conducted for conviction and pending criminal case information only from the Criminal History Systems
Board and that it will nct necessarily disqualify me.

16)By signing this form, | am providing my consent for the Massachusetts Board of Registration in Medicine
and, where relevant, their supervising state agencies and the Massachusetts Executive Office of Health and
Human Services, and where relevant, its provider enroliment vendor, to obtain, read, copy, and share with
Ie_aoh othertintformation regarding my MassHealth application and enrollment status and Massachusetts
icensure status.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Joshua H St. Louis, M.D. License No.: 273183

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

[X] Under penalties of perjury, | declare that | have examined this renewal application and all of its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, |
certify that the information contained herein is true, accurate, and complete.
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