FULL LICENSE APPLICATION

Application Fee: Please enclose a check or money order in the t of $600.00 made payable to the Commonwealth of
Massachusetts. The application fee is non-refundable.

Check One: E U.S./Canadian Graduate |l Intematiénal Graduate

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

FERZANDI TAMAZ 2.

Last Name (type or print clearly) First Middle Suffix (Jr., etc.)
KM.D.[] D.O[] PhD [ Other degree : [J Male [ Female
Other Name(s) Used - List any other name(s) you have used which may on your identifying documents, such as

medical education and examination records. If not applicable, check herc

Entire Last Name (type or print clearly) First Middle Suffix (Jr., ete.)

Date of Birth: _ Social Security Number: __

Month Day Year

piceof v

City
Home Address:_ [ NN

State/Province/Territory Country if nat USA

State/Province/Territory Zip (or postal) Code
Business Address;__ &30 Bloowu NE Pve
Numhnber and Street
TosToN MA. Dzzis
City State/Province/Territory Zip (or postal) Code

Business Home
Telephone:  (LOVV)_tP0- 2B ext. __Telephone: (N
il Addr_

Preferred Mailing Address: [] Business Address X Home Address




PRINT NAME: T&NRZ 2. FC/AZ’&AMBI PAGE 2 OF 3

Pre-medical School

‘ From To
Facility: QMI},L OF KAnIehs Degree: BA e/ /1484 oV /14649
Street: _ City: LduiRencte State: L5,

Facility: UNV OF KANSZAS MED CTZ Degree: MR &/ /A0 S/ /05
Street: 301 LAIMNBOW BLUD ~  City: JEANSR 0T State: KANSAR

Medical School

. From To

Facility: DMy KANSAe MRS CTE Degree: MD S/ /A 5/ i1e0y
Street: ' City: ¥AnN=AS Ty State: MONIAL
Facility: Degree: ____ Y A Y A ) -
Street: City: ‘ State:

Date of medical school graduation: 05 / 20 /20|

Note: U.S. graduates must include a written explanation for the duration of medical education longer than four (4)
years, and for any breaks in medical education. International graduates must provide a written explanation for the
duration of medical education longer than six (6) years and any breaks in medical education.

Postgraduate Educatioil:

List all postgraduate training in chronological order from medical school to the present. Include the name and
address of the facility, your position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must account for all
periods of training or postgraduate work from the time you graduated from medical school.

From To
Facility: DT (62n), DEPtONESS  Position: PEU-1 0/ /0l oy /b2
Street: 220 BPCOLMWE AVE City: BOSTOM State: (WA
Facility: DETA | 42pE. TEALMELS  PositionPM-2 o/ /02 (0 /B3
Street:. 230 Badcune City: TBORTCA State: MA
Facility: ZEAW |A2aE. DEpeohesy Position: POM-3 Lo/ /03 _l_ /4
Street: 220 RPOOCIANE. City: "BER TN State: MA
Facility: BETY (SQben. DEAcOEDL Position: YoU-4 oy /04 _lylb/05
Street: B0 BPaM#tNe pye City: PoSTond State: MWD
Pacility: _ Position: A S

Street: , City: State:




erint nave: _LAMAZ. R FEzzaUD | PAGE 3 OF 3

Hospital Affiliations and Employment

List hospital appointments, in chronological order, where you had active 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: S A A A
Street: City: State:
Facility: Position: Y S S S S
Street: City: State:
Facility: Position: N A S S S
Street: ‘ City: State:
Facility: Position:_ . Y A A A
Street: ' City: . State:
1. List other states (abbreviations) where you are currently or have ever been licensed:
2. Are you certified by the American Board of Medical Specialties? [] Yes B No
3. List Board Certification(s): Certification date: / l__.
Certification date: / /
4. Have you attached an up-to-date copy of your curriculum vitae? [X] Yes [ No

5. Reason for requesting a Massachusetts medical license: Bebi AL TV E P

6.
7.
8,

I UROGy NEwioyy

Name of Facility: MCUNT i1 Buend

Address: 230  WWT  PuBuen STREE]  City: CAMBADLE
Anticipated starting date in Massachusetts: M/, /05

Affidavit of Applicant

i, the undersigned applicant, hereby certify that all information included in this application for licensure constitutes
a true statement made under the penalties of perjury.

ANAD- A2slos

Signatu}é of @m Date

Rev: 10/21/2002




Authorization for NPl Dissemination

| authorize the Board of Registration in Medicine to provide my NPI to any authorized agency,
hospital, health plan, or health organization.

Signature: \D%WOW Date: 1! /20 ; oL

u
SuoIpaN &
- 1208
sonensifon 0P
' . Pk
License Number: 226218 e QEH
L] Visit Qur Website At http://www.massm%ﬁbéard.org
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Fields, Ray (DPH)

From: H
Sent: Tuesday, June 28, 2005 11:46 AM

To: webmaster@massmedboard.org
Subject: www.massmedboard.org - Physician Address Change

Last_Name = Ferzandi
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LIMITED LICENSE APPLICANT

gonwealth of Massachusetts Board of Registration in Medicine
10 West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086

r " MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please complete the waiver for release of information and forward this form to your university/medical school(s) or university
of graduation for verification.

Waiver for Release of Information
| authorize the medical schoo \ﬁmlversity listed bel §4 to provide any and all information periaining to my medical education at your institution.

Appiicant’s Signature: Date of Birth _
Print or Type Name: p EEZ‘Z/A l% TAM AZ K. Social Security No:—

(Last name) (First Name) (Middle Initial)
Cther Name(s)
Name of Medica! Sc!‘nool.gplease 'vpe or print name(s) UNNERSITY OF KANZAS
Address:_DU01 ZMINROW BAND. ciy:_KANsSAs UTY State or Province: KPANSAS

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete this form and forward it, together with a copy of the officlal transcript {(which Indicates courses taken,

dates and hours of attendance, and scores, grades, or gvaluations) to the applicant. Please sign or stamp across the seal on the envelope.
APPLICANT'S EDUCATIONAL HISTORY

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

Premedical Education: Does your school have a premedicat school education requirement? Yes D No
if yes, indicate where the applicant completed premedical school.

Applicant's Undergraduate School: __University of Kansas

Undergraduate School Address: Lawrence, Kansas

Continued on page 2
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Commonwealth of Massachusetts--Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118

MEDICARE - TAX FORM

INSTRUCTIONS:

Please sign this form and return with your application. Massachusetts General Laws Chapter

62C, §49, requires that you complete this statement to obtain licensure to practice a profession:

., ‘l("g;m; 2. Freano: |
@ or print name

certify, under the penalties of perjury, to my best knowledge and bellief, that | have filed all state

tax returns and paid all state taxes required by state law.

SIGNED: M DATE: 4“% los

Socist ecurty Nuroer. R

LA R R R A RS EEEEE SRR EREEEEREEEEEEEEREREEREEREREENRERERZEEEREEREINEZEREE

Massachusetts General Laws Chapter 112, §5, and 243 CMR 2.04 (2) (k) require that you
complete the following statement:

| will not charge to or collect from a Medicare beneficiary more than the Medicare “reasonable
charge” for senvices, in compliance with Chapter 475 of the Acts of 1985.

SIGNED: %/OW-@QI paTE: _4\25|o5

Revised 10/10/2002

o AT vnd 2T
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Commonwealth of Massachusetts--Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 (617) 654-9810

L CERTIFICATE OF MORAL AND PROFESSIONAL CHARACTER

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
a substantial period of time and is not a relative should execute this statement. The
Board of Registration in Medicine prefers statements from physicians licensed to
practice in Massachusetts.

TR LT £

[ CERTIFICATION OF MORAL AND
. PROFESSIONAL CHARACTER

This certifies that | have been personally acquainted
with the physician named below:

Tanaz  Fepzonid MD

(name of applicant )

-l

for 2.9  vyears. | believe that the above
named physician is of good moral character and
worthy of confidence and recom mend him/her to
the Massachusetts Board of Registration in
Medicine?

\/JOAUW\P\ QMWQ W 6“« %‘«
Signature{ of Applicant U Slgn?'t;‘e of Clertifying Physician
| certify that the photograph . 78 “ho b

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

Director, Bivisidn of a(51vneccgo::egt¢:= Gnco!ogy

A 000U et it

xture of Notary _City
.;..;_‘S’rate Zip: 5
Telep ) €2
8/29/p5 Date: (672—3@;-4040 =

My commission expires - = o (617) 667-4747 fax

Instructions to the certifying physician: Return the completed form to the
applicant in a sealed envelope with your signature across the seal.

Seal Veri.fi97
oaTE:_ a3




Commonwealth of Massachus§
560 Harrison Avenue, Suite #{ : MY,
www, massmedboard org

MALPRACTICE HISTORY

Applicant’s Instructions: Complete this waiver for release of information and forward a copy to each of your
current and past liability carrier(s) over the past ten (10) years. If you have been in a fraining program within 3
the past ten (10) years, a copy of this form must be forwarded to your training program risk management office. .
You must account for any gaps in your claims history. If you have additionat liability carriers, you may

photocopy this form. Please return the Malpractice History form(s) with your original signature to the

Board of Registration in Medicine.

Waiver for Release of Information

| authorize my professional liability carrier(s) listed below to release to the Commonwealth of Massachusetts,
Board of Registration in Medicine, my malpractice history and any and all claims or actions for damages,
including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and _

other disposition or information in its possession, custody or control

on my current policy number, and/or any other policy | have had with this
or any other cartier

5. dates of policy coverage must be inciuded.

b A

Liability Carrier’s Instructions: |f the applicant has any open or closed cases that have gone to trial,
whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and
amount of monies paid on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE.

Liabiligxigmer: @/?4(,0 From: {0 /2001 Te: 1 12005
City: __

OSTON State: _ NAFP—_ Policy Number:
Liability Carrier: From: / To: /
City: State: Policy Number:
Liability Carrier: From: / To:__- [

City: State: _, Policy Number:

Applicant's signature: QOJ\UJ—\Q 4@/\&1\&&

Print Name: ’DSxNP(Z d\)ﬁa\zmg&g\

raves: [ =~
state: [N

Additional forms available at the Board’s website at www.massmedboard.org
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Commonwealth of Massachusetts- Board of Registration in Medicine
10 West Street, Boston, Massachusetts 02111 - www.massmedboard.org

INITIAL LIMITED LICENSE APPLICATION

IMPORTANT: Read the accompanying instructions before completing this form, and print legibly
i or type your answers. Please attach a $50 check payable to the Commonwealth of Massachusetts.

‘ CHECK ONE:

X] Graduate of a Medical School in the United States, Canada, or Puerto Rico (USMG)
[] Graduate of an International Medical School IMG)
[ ] Graduate of an International Medical School applying under the Special Refugee Physician Program

NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS
SECTION A: Sworn Statement to be Completed by Applicant

1-A. Name: (Last) EERZA\QN (First)__TANNZ om_R.
1-B.  Other Name(s):

1-C.  Mother’s Maiden Name:_ OPGAR

1) Have you ever been known under a different name or combination of names? %ﬁ

2) Have you ever been licensed under a different name?

3) Have you ever applied for licensure, or applied to sit for an examination, or  [_]
taken an examination under a different name?

RIKBIE

If you answer yes, you must provide additional information. (See instructions.)

2. Current Residence: ;—Telephone N umbe_
cuy: |G ' state: [T —— zoo: L
3. Date of Birth: _ Place of Birth:-

(Month (Day) (Year)

4, Sex: D Male M Female 5. Social Security Number:g

6.  Name of Massachusetts Training Hospital: 63{ N 1sRpAEL DERLONESS

230 RROoKUNE Pue, POSTON , M DZU5

(Street Address) (City)




PRINT NAME Tm\u\z K. FerzAnD Page 2 of 6

10.

11.

12-A.

12-B.

13.

_ OO _— O®do

Name of premedical school(s): UWNWERSITN  of KANSAs
Location: LAwZeNte, K5 LA
(City, State, Country)

Name of medical school(s): ___UNI. 0F ILANSAS
Location: KANSAS M, K&, LA

(City, Statc, Country)
Date of Graduation: _ 02/ A 7 Ol Degree: X{ M. D.[[] D. 0. Other(specify)
(Month) (Day) (Year)

Have you had previous post-graduate training? ] No [ Yes []U.S.or ] international

Name of Institution:
Address:

Name of Program: ____ ' Dates of Training;
(If additional space is needed, please continue your answer on a separate sheet of paper.)

List states (abbreviations) where you currently have a license to practice medicine (include
residency training licenses). Indicate whether full license (F) or residency or training license (L).

O Ho L L)

List states (abbreviations) where you were previously licensed to practice medicine (include
residency-training licenses). Indicate whether full license (F) or residency or limited license (L).

_ ey —— O»ldu—— Oenldo — O o
YES NQ

If you are a USMG, have you taken more than 4 years to complete medical school?

If you are an IMG, have you taken more than § years to complete medical school?
If yes, you must provide additional information. (See instructions).

Has more than one year passed between the date of your graduation from medical
school and the anticipated start date of your limited licensure in Massachusetts?
If yes, you must provide additional information, including your curriculum vitae
and the months and dates of any gaps in your professional activities since graduation from
medical school. (See instructions.)

17y
V]

A
153




Page 3 of 6

SECTION B: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE
INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN APPOINTMENT

This certifies that ___ \ &N\ ‘\:Q..‘(\ RN r\é { has been appointed
{Name of Applicant)

to the positionof  [_] Intern (Y Resident (] Fellow

in the specialty of O&\_ G \lN asaPGY |
Department: (’l&\ G \Ln Subspeciality:

2t P~ N\ oA\
(Name of Healthcare Facility} C.

beginning‘_(lg_f La / { O\ to anticipated completion of training: ( D / _ZD_/( 1; )

(Month) (Day) (Year) (Month) (Day) (Year)
YES NO
1. Is the program accredited by the ACGME? el

2. If no, is there an ACGME-approved training program in the applicant’s specialty ? (] (]

3. Have you reviewed Sections A and C of the lumted license application? m ]
Designated Official’s Signature:
Type or Print NMW ( \74{\

Official Title: L ACRLNLN
Date:i_fm/ ( 2\ Telephone Numbert I q ~ 5_

SECTION C: PAGES 4-6 MUST BE COMPLETED BY APPLICANT

=l

R g e )
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PRINT NAME: Tanne B Fegzannt Page 4 af6 ,39

15

SECTION C: Read the instructions. Check either YES or NO to each question. Do not answer N/A.
If you answer YES to any of these questions, you must provide details on the Limited License ..
Supplement. *

YES NO

14. Have you ever been enrolled in a residency program(s) where you were
required to repeat a year of training? (See instructions).

If you answered “yes” to question 14, you must provide an explanatlon and
a letter from the program director is required.

15.  Since your enrollment in college, have you been subject to any disciplinary
action (see definition) at any academic institution?

16-A. Have you ever been terminated by a medical school or postgraduate training program?

16-B. Have you ever been granted a leave of absence by a medical school or a
postgraduate training program?

16-C. Have you ever voluntarily feft, transferred or withdrawn from a medical school or
postgraduate training program?

If you answered “yes” to 16-A, B or C, a letter from your medical school(s) or
postgraduate training program(s) is required.

17.  Since your enrollment in college, bave you been denied the privilege of
taking or finishing an examination or have you been accused of cheating and/or
improper conduct during an examination?

18. Have you ever, for any reason, been denied a medical license, whether full,
limited or temporary, or have you withdrawn an application for medical licensure?

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




ae
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e I Gt

PRINT NAME: /(P\l\l,D\Z Q : FEQ%MD\ Page 5 of 6

YES NO

20.  Are any formal disciplinary charges pending against you, or do you have knowledge
of any pending investigation into your professional competence or conduct by any
governmental authority, health care facility, group practice or professional medical
society or association (international, national, state or local)? (See definition).

21.  Has any disciplinary action ever been taken against you for violation of
laws, rules, by-laws or standards of practice by any governmental authority,
health care facility, group practice, or professional medical society or
association (international, national, state or local)? (See definition).

22.  Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committee or
governing body?

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

24.  Have you ever voluntarily relinquished medical staff membership?

25.  Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or
recommended by a medical staff committee or governing board?

26.  Have you ever been charged with any criminal offense, other than a minor
traffic offense?

27.  Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended, revoked, denied, restricted or surrendered, or have you ever been called
before or warned by any state or other jurisdiction including a federal agency
regarding such privileges?

28.  Inthe past ten (10) years, has any medical malpractice claim been made against you,
whether or not a lawsuit was filed in relation to the claim?

29.  Inthe past ten (10) years, has any lawsuit, other than a medical malpractice suit, which
is related to your competency to practice medicine, or your professional conduct in
the practice of medicine, been filed against you or has such a suit been settled,
adjudicated or otherwise resolved?




PRINT NAME: /(P‘W’Q R. FERZANDI Page 6 of
CONFIDENTIAL MEDICAL INFORMATION

Before completing the ?ol]owing questions, refer to the instructions for definitions and additional information. If
answering “yes” to any of the questions, you must provide details on the Limited License Supplement. For purposes of
the following questions, “currently” does not mean on the day of, or even the weeks or months preceding the completion
of this application. It means recently enough to have an impact on one’s functioning as a licensee, or within the past two
years.

YES NO

30.  Since becoming a medical student, have you been diagnosed with or treated for a
medical condition which in any way currently limits or impairs your ability to
practice medicine or to function as a physician?

31. Do you currently have a medical condition which in any way limits or impairs
your ability to practice medicine or to function as a physician?

32.  Within the past two years, have you engaged in the use of chemical substances with
the result that your ability to practice medicine is currently limited or impaired?

33.  Have you ever refused to submit to a test to determine whether you had consumed
and/or were under the influence of chemical substances?

34.  Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?

35.  Within the past five years, have you voluntarily modified or otherwise limited your
scope of practice of medicine for any reason other than a medical condition?

If your responses to Questions 15-35 change while your application is pending, you must netify the Board of the
new information immediately. Please note that your license ¢xpires at the end of the academic year and must be
repewed. A limited licensee may practice medicine only at the institution or its affiliates. With a limited license
you are not allowed to “moontight” under any circumstances.

CERTIFICATIONS:

e Pursuant to M.G.L. c. 62C, § 494, I certify under the penalties of perjury that, to the best of my knowledge and belief, 1 have
filed any Massachusetts state tax returns and paid any Massachusetts state taxes that are required under law and that T have
complied with all laws of the Commonweaith related to withholding and remitting child support. (Note: This applies even if
you reside out of the state or out of the country.)

e Pursuant to G.L. c. 112, § 1A. T will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119,
§51A.

¢ I will read the Board’s regulations, 243 C.M.R. 1.00 through 3.00. To the best of my knowledge, I meet the qualifications
for limited licensure in Massachusetts.

[ certify under the penalties of perjury that all information on this form (front and back, and all attached pages) is true, to the best
of my knowledge.

Applicant’s Signature: \AQME\)(Q : \9121(30&_49 Date: O /09 /01

Ty
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COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE
10 WEST STREET, BOSTON, MA 02111 - (617) 727-3086

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

L T 2. Gezzandt

(type/print your complete name)

request and authorize every person, institution, professional licensing board of any state in which 1 hold or may have
held a license to practice my profession, hospital, clinic, govemment agency, (local, state, federal or foreign), law
enforcement agency, or other third parties and organizations, and their representatives to release information,
records, transcripts, and other documents, conceming my professional qualifications and competency, ethics,
character, and other information pertaining to me to the Massachusetts Board of Registration in Medicine.

{ further request and authorize that the requested information, documents and records be sent directly to:

Board of Registration in Medicine
10 West Street, Boston, MA 02111
Attention: Licensing

Immunitv and Release

| heraby extend absolute immunity to, and release, discharge, and hold harmless from any and ail liability: 1) the
Board of Registration in Medicine, its agents, representatives, directors and officers; 2) ather agencies, institutions,
hospitals and clinics providing information, their representatives, directors and officers; and 3} any third parties and
arganizations for any acts, communications, reports, records, transcripts, statements, documents, recommendations
or disclosures involving me, made in good faith and without malice, requested or received by the Board of
Registration in Medicine.

By my signature below, | acknowledge that information, documents and records required to be furnished by another
orgamzatuon educahonal mstutu’uon hospltal mdnwduai or any person or groups of persons gg geen sent to me
A : l i t he seals ha brol

A photocopy or facsimile of this authorization shall be as valid as the original and shall be valid up to one year from
the date signed.

\OOUM»;\/R éw\owul 04-2-0)

Applicant's Sighature Date of Signature

Cerzpnd! TAMPCL R.

Applicant’s Printed Last Name, First Name, Midd!e !nitial, Suffix {e.g., Jr)

Applicant's Date of Birth (month/day/year)




TANAZ R. FERZANDI - CURRICULUM VITAE
I
PERSONAL
Date of Birth:
Telephone:
E-mail:

EDUCATION
Candidate for Doctor of Medicine
University of Kansas Medical Center, August 1997 to May 2001
Master of Arts, Cell Biology
University of Kansas Medical Center, May 1995
Bachelor of Arts, Biology
University of Kansas, Lawrence, Kansas, January 1989

PUBLICATIONS/THESIS .
“Thapsigargin shifts the Ca** Set Point of Parathyrond Cells to Lower Extracellular [Ca).” £ndocrine Journal, Dec. 1997.

“The Effect of Thapsigargin on the Secretion of Parathyroid Hormone from Parathyroid Glands.” Master’s Thesis, 1995.
“The Effect of Thapsigargin on PTH Secretion.” Abstract and Poster Presentation, American Society of Cell Biology, Dec. 1993,
“PTH Secretion and Thapsigargin.” Abstract and Poster Presentation, Ninth Int'l Meeting of Endocrinology, Sept. 1992.

HONORS AND SCHOLARSHIPS

Frank Dewitt Bennett Scholarship, 2000

RM Gouldner Medical Scholarship, 1999

Dr. Thornton L. Waylan Scholarship, 1999

Leslie Friend Dalton Foundation Scholarship, 1997

“Honorary Mention” Award, 22" Annual Student Research Forum, University of Kansas Medical Center, 1994
Research Travel Scholarship, University of Kansas Medical Center, 1993 and 1992

CONFERENCES

Kansas City Gynecological Society Meeting, Kansas Clty, Missouri, May 2000.
Kansas Association of Family Practice, Kansas City, Missouri, 1998

22" Annual Student Research Forum, University of Kansas Medical Center, 1994
Meeting of the American Society of Cell Biology, New Orleans, Louistana, 1993
Ninth International Meeting of Endocrinology, Nice, France, 1992

ACTIVITIES AND ORGANIZATIONS

Medical School: Undergraduate:
Wahl Academic Society QOverland Park Medical Center ER Volunteer
American Heart Association Screening Yolunteer Ronald McDonald House Charities
Student Representative — Microbiology Curriculum United Way of Lawrence
Rosedale Community Outreach Project Volunteer University of Kansas Govemning Student Council
Conversational Spanish Group - UMKC Zoroastrian Association of Kansas
American Medical Association Alpha Delta Pi Sorority

American Medical Wemen’s Association
American Medical Students Asscciation
Zoroastrian Association of Kansas

WORK EXPERIENCE 4

Shook, Hardy & Bacon Law Firm, Kansas City, Missouri. Research Analyst, 1996-1997.

Wisap/Market-Tiers, Inc., Lenexa, Kansas, FDA Liaison, 1995-1996. -

Worthington Biochemical, New Jersey. Research Assistant for Development of Hepatocyte Culture Kits, 1992-1994,
Shook, Hardy & Bacon Law Firm, Overland Park, Kansas. Part-time Legal Assistant, 1987-1997.
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Division of Student Services

April @, 2001

RE: TANAZ FERZANDI
SSN #:

TO WHOM IT MAY CONCERN:

This is to certify that TANAZ FERZANDI entered the University of Kansas School of
Medicine August 11, 1997, and is currently enrolled in the FOURTH year of a four year
medicine program. She will be enrolled fulltime from 7/3/00 until 4/21/01. She is scheduled
to complete requirements for graduation on 4/21/2001. Tanaz is then scheduled to be awarded
the degree Doctor of Medicine at the next regularly scheduled commencement date for the

University of Kansas. ( May 20, 2001 )

Sincerely,

Anne Flaherty
Assistant Dean of Students / Registrar

3901 Rainbow Blvd., Kansas City, Kansas 66160-7190 « (913) 588-7055

Student Registrar Student Counseling
Financial Aid 588-7065 & Academic Services
588-56170 588-6580

Student Student Resources/  Student Kirmayer
Heatth Wellness/Diversity Administration  Fitness Center
588-1941 588-6681 System 688-7701

. 588-4691

£
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The University of Kansas

University Registrar " Date: 05/01/01
Ctrl No: o10s01 7428 001

PAT HESS

OFFICE OF THE REGISTRAR
UNIVERSITY OF KANSAS MED. CTR.
39TH AND RAINBOW BLVD

KANSAS CITY KS 66160-7191
913-588-7055

We are providing the enclosed transcript as requested.

Requested by: FERZANDI TANAZ R

Copies: o1
Delivery: ¢

Name on Record: FERZANDI TANAZ R
* Current Name:

% Social Security Number:
# Date of Birth:
% Self-reported information

Sincerely,

Fedap £ Mometl

Richard C. Morrell
University Registrar

121 Strong Hall % Lawrence, Kansas 66045 % (785) 864-4422




| Commonwealth of Massachusetts
Board of Registration in Medicine

560 Harrison Avenue, G-4 ' &
Boston, Massachusetts 02118

(617) 654-9800 :
K
5
MITT ROMNEY Enforcement Division Fax: (617) 451-9568 MARTIN CRANE, MD t
: Legal Division Fax: (617) 357-8453 BOARD CHAIR i85
KERRY HEALEY H i viai . " NANCY ACHIN A
“LIEUTENANT GOVERNOR Llcenslng Division Fax. (617) 426-9358 EXECUTW"-’EIDIFI;(’)?EF?SE
i
(R
June 20, 2005

Tanaz R Ferzandi, M.D.

Mount Auburn Hospital

330 Mount Auburmn Street
Cambridge, Massachusetts 02138

Re: Application Number 226218
Date Application Received: _~ 06/08/2005
: Dear Df. Ferzandi :

Your application for a full medical license in Massachusetts was received on the
above date.

The Licensing Unit will assist you in expediting the processing of your
application, however, please be advised that it can take up to twelve {(12) weeks
to process an application. Throughout this process, we will provide you with
periodic updates regarding the status of your license application.

You will receive a notification of missing documents for your full license
application in four weeks. Please be advised that if your full license application
-is incomplete after 6 months, you will be required.-to update the application and
specific documents that are 6 months old. For additional licensing information,
you may access the Board’s website at www.massmedboard.org . '

Sincerely,

Licensing Staff

L %} Visit Qur Website At: http://www.massmedboard.org




. Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118 (617) 654-9810
- www.massmedboard.org '

_ MALPRACTICE HISTORY

~ Applicant’s Instructions: Complete this waiver for release of information and forward a copy to each of your
current and past liability carrier(s) over the past ten (10) years. If you have beenina training program within

the past ten (10) years, a copy of this form must be forwarded to your training program risk management office.

You must account for any-gaps in your claims history. if you have additional liability carriers, you may
photocopy this.form. Please retum the Malpractice History form({s) with your original signature to the
- Board of Registration in Medicine. . : :

Waiver for Release of Information ' ‘

| authotize my professional fiability carrier{s) listed ‘below to release to the Commonwealth of Massachusetts,
Board of Registration in Medicine, my malpractice history and any and all claims or actions for damages,
including the following: . - : - '

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and ' -

other disposition or information in its possession, custody or control '
- on my-current policy number, and/or any other policy 1 have had with this =~~~
= - L oranyomermmer_, Cer e ZLm - - T . _._" ..

5. . dates of policy coverage must be included.

Liability Carvier’s Instructions: if the applicant has any open or closed cases that have gone to trial,
whether or not monies were' paid, a copy of the complaint or summons, disposition or judgment and
amount of monies paid on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
‘CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.

TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
- OF COVERAGE. ' -

PWN-

Liability Carrier: _ From: [___Toi___ |/
-City: State: . ~ Policy Number:
Liability Carrier: : - From:: /. To: /.
- City: - , State: Policy Number:
- Liability Carrier: . From: I To: ¥
- City: _ State: _ Policy Number:
Applicant's signature: | . | ' / /
o Date -
- Print Name; _
Address: - City:
State: ' Zip code:

Additional forms available at the Board’s website at www.massmeédboard.org

. o
T ‘( RN -
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- Commonwealth of Massachusetts Board of Registration in Medicine

560 Harrison Avenue, Suite #G-4, Boston, MA 02118 {617) 654-9810 ,5
- www.massmedboard.org g
. . . . ' . 4
. MALPRACTICE HISTORY ' . B2
- Applicant’s Instructions: Complete this waiver for release of information and forward a copy to each of your
current and past liability canier(s) over the past ten (10) years. f you have beenin a training program within C
the past ten (10) years, a copy of this form must be forwarded to your training program risk management office. ~

~ You must account for any gaps in your claims history. If you have additional liability carriers, you may
-, photocopy this form. Please return the Malpractice History form(s) with your original signature to the
- Board of Registration in Medicine. ‘ : :

Waiver for Release of Information ' ‘ ' )

| authotize my professional Yiability carrier(s) listed below to release to the Commonwealth of Massachusetts,
Board of Registration in Medicine, my malpractice history and any and all claims or actions for damages,
including the following: . . : :

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and ' &

other disposition or information in its possession, custody or control

on my current policy number, and/ar any other policy | have had with this
- -orany othercamier - . - o -
5. . datesof policy coverage must be included.

PWON -

Liability Carrier's Instructions: If the applicant has any open or closed cases that have gone to trial,

whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and

amount of monies paid on behaif of the applicant must be forwarded directly to the Board. IF THE

APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
‘CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.

TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
. OF COVERAGE. _ ' ' , .

Liability Canier: L From: __ /__ To:__J
-City: State: . ~ Policy Number:

' Liability Carvier: - | __ From:___[. Toi__ /.
City: L . State: _ Policy Number:

- Liability Camier: : From: {___To: /
City: _ ___State: _ Policy Number:
Applicant’s signature: . ' / /

: Date -
Print Name: .
Address: - City;
State: Zip code:

Additional forms available at the Board’s website at ww.massmﬂmard.org |
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Commonwealth of Massachusetts Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4, Boston, MA 02118  (617) 654-9810 www.massmedboard.org

POSTGRADUATE TRAINING VERIFICATION

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

Appllcant s Signature: s)m% Q Qe Q. Date: = ] 2‘5 2005
Print or Type Name: A \"(B)?: /?\ CEQP 200 Q\ D
Name of Institution: /1\ 2AN e (\ C\e,\—beQ Va8 ‘%‘:a m.Q_(‘\, eASNY Q AR

INSTRUCTIONS TO THE PROGRAM DIRECTOR

" Please complete this form and forward it to the applicant in a sealed envelope, signed across the seal. If the department was a “rotating” or “transitional”

program, please submit documentation of the rotations, dates and hours of training.
Name of institution:% Q,-\—\(\ =2 0o\ e pene s W\?CX\Q\Q\ CAR

If name of Institufion was different whén applicant attended, please enter name:

Enrollment and Participation: Our records indicate that \ WA ’?\ FQ\P 2 \(\cSL \"f\\ participated in the following program:
(Print applicant's name)

Dates Attended Accredited By
Prfogram Type PGY Department or {MONTH/DAY/YEAR) Completed (ACGME, RSC, AOA
{(internship, residency, {1,2,3,4) | type of specialty FROM TO _ {YESINO) or not accredited
fellowship) training
Tadena MO Vloedova e adeo! Y AC Gme,
N\

e demu:x\) 9 loloin EATIPEE Lo\ 2|03 \ VC eMe
veg\dgm S O?)\(s\lr\ 1\_ oz \o\as\_m \\ __lac ome
e © L\_Q,YAP 4 b’%\ Gun [l \ o4 \o\\\n\os \l achme

{Continued on page 2)
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POSTGRADUATE VERIFICATION FORM PAGE - 2

APPLICANT’'S  NAME: \m\(\\a\%/?\ \",Qx%ﬂr\cx \0\\

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

QUESTIONS

1. Did the applicant take any leaves of absence or breaks from histher pdst-
graduate training?

2. Was the applicant ever placed on prabation?
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?

6. During the applicant’s participation, our postgraduate medical training [} was accredited by: E/@ME Oother:

COMMENTS;

_Certification: | hereby certify that the above information is correct, to the best of my knowledge.

AFFIX INSTITUTIONAL SEAL HERE m
ST _ Program Director’s Signature: 433((
(lf‘ the insﬁ;ution does not have a seal, Print Name: \\\"B’DD/Q\\C’C O \‘A\ m\
-:l:;;uf:)m: Tuft B nowlzed by & notary Academic Tit/'Q\Q_(D\\ClQ m%ﬁx CQQ\O{‘
o R Telephone: (LDL‘_)\O\O? Q’Q %% Today'’s Date: b_/ _&B_/ C 25)

PLEASE RE'] URN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE
ACROSS THE SEAL OF THE ENVELOPE.

sea! Verified
£5TE: &é s

[}
o g




SUPPLEMENT FORM

.:J

prNTNAME:__IANAZ R, Fepzseio pATE: _ 4 /75,05 8

| i

'IMPORTANT NOTE: If you answer “yes” to any of these questions, you must provide the additional [i\‘

information on pages 4-10.

QUESTIONS ' YES NO

[l
1.  Since your enrollment in college, have you been subject to any disciplinary action (see W

definition) at an academic institution?

2. Have you ever been terminated or granted a leave of absence by a medical school of medical
post-graduate training program or have you ever withdrawn from a medical school or medical
postgraduate training program or had to repeat a year of postgraduate training?

3. Have you ever applied for licensure or to sit for an examination or taken an examination under
a different name? If so, previous name:

4.  Since your enrollment in college, have you been denied the privilege of taking or finishing an
examination or been accused of cheating and/or improper conduct during an examination?

5. Have you ever failed any of the following examinations: FLEX, any State Board examination,
any part of the National Boards, any Step of the USMLE, NBOME, or have you failed to gain
certification from the National Board of Medical Examiners, any other certification body or
any foreign licensing or certification body?

6-A. Have you ever, for any reason, been denied a medical license, whether full, limited, temporary,
or have you withdrawn an application for medical licensure?

6-B. Have you ever voluntarily surrendered a license to practice medicine or any healing art?

7.  Have you ever, for any reason, lost American Board of Medical Specialty or been denied
required recertification by one or more specialty boards?

8-A. Are any formal disciplinary charges pending against you, or do you have knowledge of any
pending investigation into your professional competence or conduct by any governmental
authority, health care facility, group practice or professional medical society or association
(international, national, state or local)? (See definition).

8-B. Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws, or

standards of practice by any governmental authority, healthcare facility, group or professional
medical society or association ( national, state or local)?

Applicant’s Signature: \QRD %(M Date: 4 |25 O5




9-A.  Have you ever voluntarily relinquished any medical staff membership?

9-B.  Has your medical staff membership, medical privileges or medical staff status at any
hospital been limited, suspended, revoked, not renewed or subject to probationary
conditions or has processing toward any of those ends been instituted or recommended by
a medical staff committec or governing board?

9-C.  Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committee or
governing body?

9-D.  Have you ever, for any reason, withdrawn an a.pphcatlon for hospital privileges or
appomtment?

10.  Have you ever been charged with any criminal offense, other than a minor traffic offense?

11. Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended revoked, denied, restricted or surrendered, or have you ever been called before
or warned by any state or other Junsdlctxon including a federal agency regarding such
privileges?

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

13. Have you ever been the subject of any suspension or probation proceedings instituted Blue
Cross or Blue Shield, Medicare, Medicaid, or any other medical Reimbursement plan; or
have you ever been restricted from receiving payments from any Blue Cross or Blue
Shield, Medicare, Medicaid (any state), or third party programs?

14, Have you ever had an application for membership as a participating provider rejected by
any HMO/PPO/IPA or other prepaid health care plan or your contract as a pamc1patmg
provider terminated by any HMO/PPO/IPA or other prepaid plan?

15-A.  Inthe past ten (10) years, has any medical malpractice claim been made against you,
- whether or not a lawsuit was filed in relation to the claim?

15-B.  Inthe past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is
related to your competency to practice medicine, or your professional conduct in the
practice of medicine, been filed against you or has such a suit been settled, adjudicated or
otherwise resolved?

Applicant’s Signature: JP L‘”-\O/UL()Q/ ' Date: 4 125 | D5

Ja




CONFIDENTIAL MEDICAL INFORMATION

Before completing the following questions, refer to the instructions for definitions and additional )
information. If answering “yes” to any of the questions, you must provide details on the )’
supplemental pages for questions #16-A to 19. For purposes of the following questions, “currently” R
does not mean on the day of, or even the weeks or months preceding the completion of this —
application. It means recently enough to have an impact on one’s functioning as a licensee, or . B
within the past two years of this application.

16-A.  Since becoming a medical student, have you been diagnosed with or treated for a medical
condition which in any way currently limits or impairs your ability to practice medicine or
to function as a physician?

16-B. Do you currently have a medical condition which in any way limits or impairs your ability
to practice medicine or to function as a physician?

17-A.  Within the past two years, have you engaged in the use of chemical substances with the
result that your ability to practice medicine is currently impaired or limited?

17-B.  Have you ever refused to submit to a test to determine whether you had consumed and/or
were under the influence of chemical substances?

18. Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?

19.  Within the past five years, have you voluntarily modified or otherwise limited your scope
of practice of medicine for any reason other than a medical condition?

If your responses to Questions 1-19 change while your application is pending, you must immediately
notify the Board of the new information,

Pursuant to M.G.L. ¢. 62C, § 49A, I 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 Massachusetts state taxes that are required
under law. (Note: This applies even if you reside out of the state or out of the country.)

Pursuant to G.L.c. 62C, § 49A, to the best of my knowledge and belief, ] am in compliance with G.L.c. 119A
relating to withholding and remitting Child Support.

Pursuant to M.G.L. ¢. 119, § S1A, I certify under the penalties of perjury that I will fulfill my obligation to report -
abuse or neglect of children. I will read the Board’s regulations, 243 CMR 1.00 through 3.00. To the best of my
knowledge, 1 meet the qualifications for full licensure in Massachusetts.

I certify under the penalties of perjury that all information on this form (front and back, and all attached pages) is
true, to the best of my knowledge.

I authorize the Board of Registration in Medicine to access any and all criminal case information on me held by
the Massachusetts Criminal History Systems Board.

Applicant’s Signature: . @% M D:ate:A'_lﬁl_Di5
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COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE

560 Harrison Avenue, Suite #G-4, Boston, MA 02118 (617) 654-9810 www.massmedboard,org
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AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

Thaine . Fepranie |

(type/print your complete name)

L

request and authorize every person, institution, professional licensing board of any state in which [ hold or may
have held a license to practice my profession, hospital, clinic, government agency, (local, state, federal or foreign),
law enforcement agency, or other third parties and organizations, and their representatives to release information,
records, transcripts, and other documents, concerning my professional qualifications and competency, ethics,
character, and other information pertaining to me to the Massachusetts Board of Registration in Medicine.

~ I further request and authorize that the requested information, documents and records be sent directly to:

Board of Registration in Medicine
560 Harrison Avenue, Suite #G-4
Boston, Massachusetts 02118
Attention: Licensing

Immunity and Release

I hereby extend absolute immunity to, and release, discharge, and hold harmless from any and all liability: 1) the
Board of Registration in Medicine, its agents, representatives, directors and officers; 2) other agencies, institutions,
hospitais and clinics providing information, their representatives, directors and officers; ard 3) any third parties
and organizations for any acts, communications, reports, records, transcripts, statements, documents,
recommendations or disclosures involving me, made in good faith and without malice, requested or received by
the Board of Registration in Medicine.

By my signature below, T acknowledge that information, documents and records required to be furnished by
another organization, educational institution, hospital, individual or any person or groups of persons has been sent
to me directly from the primary source in a sealed envelope and that none of the seals have been broken, I
understand that the Board of Registration in Medicine will not accept any such information, records or documents
forwarded by me unless they are in sealed envelopes.

A photocopy or facsimile of this authorization shall be as valid as the original and shall be valid up to one year
fr e date signed.

o 4| 250

Appﬁ%nt’s @ature o Date of Signature
Fepzanion, TANAZ 2,

Applicant’s Printed Last Name, First Name, Middle Initial, Suffix (e.g., Jr.)

Applicant’s Date of Birth (month/day/year)




Massachusetts
Board of Registration in Medicin

Physician Profile D E G 5 IR E

| L JUL 11 0

BOARD OF '
L REGISTRATION IN MEDICINE

This Profile is not available for public release until 07/13/2005.

1 T | TANAZ R FERZANDI MD _

" | - o 23@9M7

L. Physician information

(The information in sections | - V has been provided by the physician.)

| License Status: Active
| License Issue Date: 06/27/2005
Accepting New Patients:  No

Accepts Medicaid:  No , _
Primary Work Setting: None Reported EOS'\'D\A U.M?@dumwﬂﬂﬂdvl Auoe _
Business Address:  MeuntAuburm-Hospital-,
et M75 ovd Ave, F 3300

CAMBRIDEE MA-62438  Coum bridae, Ma onize
Phone:  Nene-Reperted {o\"\- RE4._5452,

Translation Services Available: None Reported

Insurance Plans Accepted:
. None Reported

Hospitals:  None Reported




Commonwealth of Massachusetts

Board of Registration in Medicine

560 Harrison Avenue, Boston, Massachusetts 02118
Telephone (617) 654-9810 www.massmedboard.org

. CITY: &P(“.ABZ{D(JE

SIGNATURE OF PHYSICIAN: ﬂ\rUa\Owg_aQ.

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of
Registration files to the entity listed below. This waiver form must be properly executed
and no other waiver form is acceptable.

Information released pursuant to this waiver is based entirely on review of open and
closed complaint files and does not include information in the license application,
renewal application or any documentation that the Board of Registration is required to
obtain by statute, e.g. court documents, insurance verifications and information from
health care entities.

“I hereby authorize and direct the Massachusetts Board of Registration in Medicineto. .
release any and all information it may have in its possession- or control, including but
not limited to the substance of any complaints or communication it may have received
and the action or actions it may have taken in response, to the entity named below:”

(Yype or print clearly)
SEND LICENSE MEDICAL STAFF SERVICES

VERIFICATION T0:_ NEWTON-WE ELLESIEY HOSPrRA
4 WASHINGTON STREET -

ADDRESS:

[] ‘z _
CITY: ' - STATE: __ZIP:

gg{fs?gﬁﬁgmm: TaNkz =, FerzaNDY
BUsiNgss appress: 125  Contorp Ave

MASSACHUSETTS
LICENSE NUMBER: CUoS

@ed under the penalties of perjury
pATE. W~ 15-05

This Release shall remain valid for one (1) year from the date of execution




. " Massachusetts Physician Renewal Application

Physician Name: Tanaz R Ferzandi

License No.: 226218

PART A
1) Current Status: Active

Renewal Due Date: 12/25/2005

siren Dot [

If you want to change your current status, please check one of the following boxes to indicate your rew status:

(Check only one). (See Renewal Instructions, page 3.)
O Active [J  Retiring

] Inactive

[ Do not wish to renew

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

Business addresses CANNOT be a Post Office Box.

2a) MAILING ADDRESS RECEIVED
DEC 19 2005
Board of Regigtration
O Check here to change this address in Medicine
2b) HOME ADDRESS
RECEIVED

DEC 29 2005

Phone 30210 of Registragy
[ Check here to change this address 11 edicine
2c) BUSINESS ADDRESS
Boston Urogynecology Assoc.
725 Concord Ave Ste 3300
Cambridge, MA 02138

Phone: (617)354-5452
[O Check here o change this address

Please make corrections (print)

Mailing Address:

City/Town: State:
Zip: Country:
Home Address:
City/Town: State:
Zip: Country:

Home Telephone: ( )

Home address cannot be a Post Office Box

Business Address:

City/Town: State:
Zip: Country:
Business Telephone: ( )

Business address cannot be a Post Office Box

3) E-mail Address:
4) Fax Number: nr- 4401- 1503
5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Obstetrics and Gynecology a
Urogynecology O
O

6) Current Ameriean Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA) Information.

(See enclosed instructions and Renewal Instructions, page 4.)

List Certifying Board(s) below:

Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.

Board Name ABMS or AQA| Certificate/Subspecialty Correct? Delete?
O O
0 o
.a m]
o 0o

Page 10of 7
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Massachusetts Physician Renewal Application

Physician Name: Tanaz R Ferzandi License No.: 226218
(See Renewal Instructions, page 4.) . Please make corrections as necessary da
7) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.) "I‘\)
bpo
a) Massachusetts: o
b) Federal (DEA): 8b) States where you were previously licensed (Abbr.) gf‘lﬁ
¢) Federal (DEA) XS: 70
9) What is your principal work setting? (See Renewal Instructions, page 4.)
Principal Work Setting: Hospital Change to:
Please enter the approximate number of work hours at your principal work setting: _| 9 O\ \2fzelog o
10) List all current health care facilities where you are affiliated or have completed the credentialing process for the
provision of patient care. (Supply the name of the health care facility from Reference Table 5 on Page 16 of the
Instruction booklet). Next to each facility, write your staff category at that facility (Admitting, Active, Courtesy,
Associate or Consulting), and the approximate number of hours of patient care that you provide at that facility.
Include any affiliations with on-line prescribing services or companies. Please provide all information for additional
facilities on a separate sheet, if necessary.
No Affiliations [} Please enter the approximate number of work hours for each Health Care Facility befow:
o . Staff Cat A imat
Health Care Facility (See Renewal Instructions, page 4.) Delete? | c\erent anta cgg':;ngc # H(l}}f:: ;'::‘:uk
Beth Isracl Deaconess Hospital (| MW\, H\“ 4 2 \O
Mount Auburn Hospital O A.dw\\'\wd 30
Tufts - New England Medical Center Hospitals O MW H'\V\’;' 10
Newoton | wellusley  Hospitad O [Adwitiur’ D-2
0 J
O
()
11) Care of patients in Massachusetts (See Renewal Instructions, page 4.) 5
Average weekly hours involved in: a) inpatient care 0 browk Change to: _______ hrs/wk
b) outpatientcare __ 0 hrs/wk Change tou:' hrs/wk
12) Medical Liabilify Insurance Information (See Renewal Instructions, page 5.)
My medical }iability insurance is provided through: (check one)
E/]nsura nce Carrier (complete below)
Current Insurance Carrier:  CARALO (C'“.PL -Qop- 2005) Change to:MTAp( - LRALD - L-GLPL- \D4]2- 2000
Policy dates:  From 6 /20 05 To 12/31,06 'PO‘A&\ P&AOd ;
(required) l/| ,0\”‘ \'L{ 3'/0(0

[ Letter of Credit subject to Board approval (attach a copy)

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

Check one:
[0 Not invotved with direct or indirect patient care in Massachusetts

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

Pége 20f7



-~ Massachusetts Physician Renewal Application
Physician Name: Tanaz R Ferzandi License No.: 226218

13) Do you perform any surgery in your office? (See Renewal Instructions, page 5.) -—
If Yes, please complete Form PCA-O "Office Based Surgery”

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

license renewal/application, to the day you sign this renewal application, inclusive. (See Renewal Instructions, page 3.)

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

YES NO

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

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

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

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.

a) New: Have there been any lawsuits, other than medical malpractice claims, been filed against you
during this time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this time period?

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

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

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

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

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

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

22) CME CERTIFICATION:
a) Have you completed your CME requirements preceding your renewal date? [3Yes [ No
b) If no, are you requesting a CME waiver?

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

CME EXEMPTION: (check one) [ Inactive Status Residency/Fellowship training
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Massachusetts Physician Renewal Application
Physician Name: Tanaz R Ferzandi License No.: 226218

L3

CONFIDENTIAL MEDICAL INFORMATION

PART B

When answering Questions 23-24, refer to the time period beginning on the day you signed your last

license renewal with this Board through and including the day vou sign this renewal application.
(See Renewal Instructions, page 9.)

YES NO

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

24) Have you engaged in the use of any chemical substance(s) which in any way interfered with your -
ability to practice medicine? If you have obtained medical treatment related to your use of chemical

substances, set forth the specifics of the treatment, including dates and diagnoses.

Under penalties of perjury, I declare that I have examined this renewal application and all its

accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct, and complete.

Signature: \OaALﬂd\ /R \QW pate: I\ /10, OB

MAKE A COPY OF YOUR'APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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.~ Massachusetts Physician Renewal Application
Physician Name: Tanaz R Ferzandi License No.: 226218

¥

PHYSICIAN PROFILE

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

O  Ihave reviewed my Physician Profile and attached a copy of the Profile with corrections.

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

CERTIFICATIONS

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

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

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

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

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

6) I certify that 1 have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112,
sec. 5F, when I have a reasonable basis to believe that person violated any provisions of G.L. ¢. 112, sec. 5 or any Board
regulation.

7) I certify that | have complied my obligations related to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and I understand my obligations under G.L. c.}12, sec. 2.

8) | certify that I have complied with my obligations to file Massachusetts tax returns and to pay Massachusetts taxes, and 1
understand that, pursuant to G.L. c. 62C, sec. 49A, my license shall not be issued or renewed unless I make these
certifications under penalties of perjury.

9) I certify that 1 have complied with my obligations related to the reporting of employees and contractors pursuant to G.L.
c.62E.

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

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

Under penallties of perjury, I declare that I have examined this renewal application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information contained herein is true, correct, and complete. I authorize the Board of Registration in
Medicine to access any and all criminal case information on me held by the Massachusetts
Criminal History Systems Board.

Signature: \DaMﬂ/\ \Q \QUI\M | pate: 1 7/ 10 /05

MAKE A COPY OF Y(@) APPLICATIO]\@N)D ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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C ~ Massachusetts Physician Renewal Application
Physician Name: Tanaz R Ferzandi License No.: 226218

- ¥

NATIONAL PROVIDER IDENTIFIER (NP1
The primary purpose of the NP1 is to uniquely identify health care providers as “health care providers” in HIPAA standard
transactions. The NP1 will replace all other identifiers assigned to health care providers, such as those assigned by health plans,
government programs and health care purchasers for purposes of conducting these business transactijons.

Under the final HIPAA NPI Rule, all individual and organization covered providers will be required to obtain an NP1 by
May 23, 2007.

In order for your license to be renewed you must take one of the following actions:

Option 1: Supply the Board of Registration in Medicine with your valid NPL. You can apply for an NPI directly by using the
NPPES web site at www.NPPES.cms.hhs.gov.

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NPI
Number, you must notify the Board. Please complete the NPI form at the Board's web site at www.massmedboard.org.

Option 3: Certify another authorized institution has applied for an NP1 on your behalf and you have not received it yet (supply
institution's name}). Once you have received your NPl Number, you must notify the Board by completing the NPI form
at the Board's website (see Option 2).

Option 4: Authorize the Board of Registration in Medicine to apply for an NP1 on your behalf.

Check the appropriate box below, supply appropriate information, and sign the bottom of the page.

™ My current NP1 is: m@

[J 1 have personally applied for an NPL

3 1 have applied for an NP1 using a third party (enter name): (follow instructions for Option 3)

;ﬁ-checking this option and signing the bottom of this page, I hereby authorize the Board to apply for an NPI on my behalf,

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 13 for more information). In addition to
providing the taxonomy code, please indicate your specialty in the space provided (Taxonomy Description). The primary provider

taxonomy code is required if you authorize BORIM to apply for an NPi on your behalf.

Taxonomy {(Specialty) Code Taxonomy Description (Print)

Primary Provider Taxonomy: I:I D D:l I:l D DD D:I

Provider Taxonomy: [:I D I:I:I |:| D I:l D I_I_I

Provider Taxonomy: D D D:I D I:I I:I D I_I—l

NP1 REQUIRED INFORMATION

In an ongoing effort to improve the quality of the information we collect, please review the following information and make
corrections as necessary. Please note: This information is required if you authorize BORIM to apply for an NPI on your behalf,

Social Security Number: [:] D D ' I:I D - I:I D I:] D

State of Birth (if US): Country of Birth (if outside the US):

Gender: B Male 3 Female

Penalties for Falsifving Information on the National Provider ldentifier Application
18 U.S.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction of any department or
agency of the United States knowingly and willfully falsifies, conceals or covers up by any trick, scheme or device a material
fact, or makes any false, fictitious or frandulent statements or representations, or makes any false writing or document knowing
the same to contain any false, fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to
$250,000 and imprisonment for up to five years. Offenders that are organizations are subject to fines of up to $500,000. 18
U.S.C. 3571(d) also authorizes fines of up to twice the gross gain derived by the offender if it is greater than the amount

specifically authorized by the sentencing statu@
\D U/;\OAL& pate: I\ /\O /2009

PLEASE MAKE A C(QPJ)F ALL PAGES YOUR RENEWAL APPLICATION AND ALL ATTACHMENTS
BEFORE MAILING YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Page 6 of 7
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Commonwealth of Massachusetts BOarUG
L . . 4 . * . .+ ® [rg
Board of Registration in Medicine ing
- &

560 Harrison Avenue, Boston, Massachusetts 02118
Telephone (617) 654-9810 www.massmedboard.org

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of informatien from the Board of
Registration files to the entity listed below. - This waiver form must be properly executed
and no other waiver form is acceptable. _ -

Information released pursuant to this waiver is based entirely on review of open and
closed complaint files and does not include information in the license application,
renewal application or any documentation that the Board of Registration is required to -
obtain by statute, e.g. court documents, insurance verifications and information from
health care entities. '

~“I hereby authorize and direct the Massachuselts Board of Registratién in Medicine to

release any and all information it may have in its possession or control; including but
rot limited to the substance of any complaints or communication it may have received
and the action or actions it may have taken in response, to-the entity named below:”

(type or print clearly)

| | MEDICAL STAFE S
SEND LICEN . ER
VERIF%éATIgIE 1o, NEWTON-WELLFS1. YICES -

. ASHING

ADDRESS: GT.QN STREET
T 2902
CITY: STATE: ZIpP:
(TYPE OR PRIND ,
* PHYSICIAN’S NAME: Tanaz R. Ferzandi, M.D.
Boston Urogynecology Associat

BUSINESS ADDRESS: 7_2‘5- con_g_qrd Ave. #3300

g Cambridge, MA 02138
CITY: - STATE: A

\ Sigried under the penalties of perjury
pate, - 15-0W

This Release shall remain valid for one (1) ye'ar JSrom the date of execution:
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C "i'rﬁlonwealth of Massachusetts ~

of Registration in Medicine
Harrison Avenue, G-4, Boston, Massachusetts 02118
Telephone (617) 654-9830

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of Registration files:
to the entity listed below. This waiver form must be properly executed and no other waiver form is :
acceptable.

Information released pursuant to this waiver is based entirely on review of open and closed complaint
files and does not include information in the license application, renewal application or any
documentation that the Board of Registration is required to obtain by statute, e.g. court documents,
insurance verifications and information from health care entities.

“I hereby authorize and direct the Massachusetts Board of Registration in Medicine to release any
and all information it may have in its possession or control, including but not limited to the substance
of any complaints or communication it may have received and the action or actions it may have taken

in response, to the entity named below:”

(type or print clearly)
SEND LICENSE
VERIFICATION TO: Newton-Wellesley Hospital — Medical Staff Services
ADDRESS: 2014 Washington Street
CITY: Newton STATE: MA ZIP: 02462
(TYPE OR PRINT)

PHYSICTAN’S NAME: TANAZ FERZANDI, M.D.

BUSINESS ADDRESS: 1125 (onwod Pve 3F 3300
CITY: C(lvmbv'\d?}\g/ STATE: MA  zIp:. OZiI36

MASSACHUSETTS
LICENSENUMBER: __C TP TUH

SIGNATURE OF PHYSICIAN: @ LY 2N Y - VR VYA
U Signed under the penalties of perjury

DATE: 08 — O@&- 700N

This Release shall remain valid for one (1) year from the date of execution



Massachusetts Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

PART A

1) Current Status: Active Renewal Due Date: 12/25/2007 Birth Dat-

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

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

2) Addresses & Contact Information. Please confirm your addresses and make changes, if necessary. You are
required to notify the Board of Registration in Medicine within 30 days of any change of address. Home and
Business addresses CANNOT be a Post Office Box.

: Please make corrections (print)
2a) MAILING ADDRESS AECENED -
_ Mailing Address:
oec 6 00 | |™
shration City/Town: State:
Boar{i oifﬂﬂglg&sntga : Zip:____ Country:
O Check here to change this address in Ve
2b) HOME ADDRESS Home Address:
City/Town: State:
Zip: Country:

Phone:

' Home Telephone: ( )
O cth address Home address cannot be a Post Office Box

2c) BUSINESS ADDRESS

Business Address;
Boston Urogynecology Assoc.
725 Concord Ave Ste 3300 City/Town: State:
Cambridge, MA 02138 Zip: Country:

Business Telephone: )

Phone: (617)354-5452

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

Correct your E-mail and Fax Number below:
3) E-mail Address: [ NN

4) Fax Number:  617-497-7503

5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialties:
Obstetrics and Gynecology O
Urogynecology O
O

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

List Certifying Board(s) below: Update General Certificates and Subspecialty Certificates
below. Please add additional Certifications as required.
Board Name { ABMS },.— AOA/| Certificate/Subspecialty Delete?
Coservics \ Guyielogy | Generat Cevtidicanon zoon o

oja(o
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Massachusetts Physician Renewal Application

Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers Corrections: 8) Other states where you are now licensed to practice
a) Massachusetts: _@
b) Federal (DEA) 9) States where you were previously licensed
c) Federal (DEA) XS:

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

List the names of all work sites in Massachusetts Location State Delete?
(See above and description on page 4.) (City or Town)
Mount Auburn Hospital CO mbh dq v MA O
Newton-Wellesley Hospital (\] e,w*o? MA O
Tufts - New England Medical Center Hospitals Boston MA O
-zzzBeth Israel Deaconess Hospital Toston MA O
C

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

Average weekly hours involved in: a) inpatient care 5 hrs/wk Change to: hrs/wk
b) outpatient care __10 _ hrs/wk Change to: hrs/wk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
Check one. Locum tenens must list policy dates. My medical liability insurance is provided through:
B/Insurance Carrier (complete below)
Current Insurance Carrier: CRICO Change to:
Policy dates:  From Q) /p(/01 To V2 /3V /0N

Type of Policy: [J Claims made with tail coverage [ Occurrence Policy /
{Enclose a copy of the certificate of insurance or the face sheet) (}ﬁ“

O Letter of Credit subject to Board approval (Artach a copy.)

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

Checkone: [  Not involved with direct or indirect patient care in Massachusetts
O A Government Employee under Federal Tort Claims Act (FTCA)

O  Otherwise exempt (Please explain):

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 5. )_
If Yes, please complete Form PCA-O "Office Based Surgery" Form on page 8.

Page 2 of 7



Massachusetts Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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

license Renewal Application to the day you sign this Renewal Application. (See Renewal Instructions, page 5.)
You must check either YES or NO to each question. Provide details on Form R if you answer “YES” to any questions. Refer to

Renewal Instructions for additional information and definitions.

YES NO

14) CLAIMS MADE

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

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

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

16) OTHER CIVIL LAWSUITS
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.

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

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

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

18) INVESTIGATIONS AND DISCIPLINARY ACTIONS
a) Have you withdrawn an application to any governmental authority, health care facility, group practice,
employer or professional association?

b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢) Have you been the subject of an investigation by any governmental authority, health care facility, group
practice, employer or professional association?

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

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

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

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

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

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

A CME waiver request form must be submitted at least 30 days prior to your license expiration date.

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

c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)

Page 3of 7
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Massachusetts Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

CONFIDENTIAL MEDICAL INFORMATION

PART B

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

(See Renewal Instructions, page 10.)

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

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

Page 4 of 7
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Massachusetts Physician Renewal Application .

Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218
PART C S "
Check One: PHYSICIAN PROFILE i

BT  Ihave reviewed my Physician Profile at hitp:/profiles.massmedboard.org and confirm that the information is accurate.
(Please note that if you changed or corrected your business address, business phone number, practice specialty, board
certification and/or hospital affiliations on your renewal application, your Physician Profile will also be updated.)

I have reviewed my Physician Profile and attached a copy of the Profile with corrections. b

O
O My status is Inactive and [ do not have a Physician Profile. (See Renewal Instructions, page 11.)

CERTIFICATIONS

1) 1 certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 119, sec. S1A, and [
understand the punishment for failure to comply.

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

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

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

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

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

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

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

perjury.
9) I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. 62E.
10) I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. ¢.119A.

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

12) I certify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which [ have referred a patient for physical therapy services pursuant to G.L. ¢. 112, sec. 12AA.

Under penalties of perjury, I declare that I have examined this renewal application and all its accompanying
instructions, forms and statements, and to the best of my knowledge and belief, the information contained
herein is true, correct, and complete. As an applicant for renewal of a license to practice medicine, I
understand that a criminal record check may be conducted for conviction and pending criminal case
information from the Criminal History Systems Board only and that it will not necessarily disqualify me from
licensure.

Signature: MM Date: |1 /20 /2007

/
MAKE A COPY (@PYQI_J@APPLICATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.
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FORM PCA-O (OFFICE BASED SURGERY ) i}lﬁl

If you answered “Yes” to Question #13 on your Renewal Application you must complete this PCA-O form, and
include it with your renewal application. Please refer to the Massachusetts Medical Society (MMS) Office Based
Surgery Guidelines and Instruction Booklet when completing this form. The Office Based Surgery Guidelines have =
been endorsed by the Board and are available at the Board’s website at www.massmedboard.org. ‘

Please be advised that the Board will use the information on this form to evaluate office based surgery standards

across the state of Massachusetts only. The Licensing staff will forward this form directly to the Patient Care B
Assessment (PCA) office where your license number and name will remain confidential and will not be used for
disciplinary purposes.

1. Please indicate your Office Facility Classification under the MMS Office Based Surgery Guidelines:

O Level I Office O Level Il Office O Level Il Office

2. If you indicate that you are a Level II or Level III Office please complete the following:

a) Provide the name of the Organization that accredited your practice:

b} Provide a brief description of the types of surgery performed in your office.

c) Do you bave the Training required and defined in the MMS Office Based Surgery Guidelines for the
Level of office surgery that you are performing (Level Il or Level II1)? Oves O No

d) Do you have written policies and procedures for Emergency Care and Transfer; Medical Record and
Anesthesia Care documentation; Infection Control and Patients’ Bill of Rights as required and defined in
the MMS Office Based Surgery Guidelines? O ves ONo

e) Do you have written policies and procedures for compliance with applicable federal and state laws and
regulations, and reporting adverse incidents to the Massachusetts Board of Registration in Medicine, as
required and defined in the MMS Office Based Surgery Guidelines? O ves O No

f) Do you have a written Performance Improvement Program as required and defined in the MMS Office

Based Surgery Guidelines? O ves O No

3. If you responded “No” to any of the questions noted above, please briefly explain your response.

Signed: Date:__ / /

See frequently asked questions and description of Levels 1. II and IIT on the attached instruction sheet.

Page 6 of 7



Massachusetts Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

FREQUENTLY ASKED QUESTIONS
REGARDING OFFICE BASED SURGERY- FORM PCA-O

Question #1:
“If I only do simple office procedures like freezing warts for removal, suturing simple lacerations,
bone marrow biopsies, and I&D, under local anesthesia, do I have to fill out the form?”

Local Anesthesia is Level I Thus, you need only check the Level I box and sign the form. You do
not need to fill out the form it its entirety for the questions on the form are related to Level Il and
Level Il Office Based Surgeries. The offices doing more than local anesthesia must determine what
level they are and then fill out the form in its entirety. Guidelines for determining levels are
available at: www.massmedboard.org

Question #2:
“I work in an Emergency Department and I give conscious sedation, do I have to fill out the form?”

The form is for office-based surgery. The Emergency Department is not an office; it is a department
in a hospital. If the physician has a private office outside the Emergency Department, they need to
Sill out the form, and guidelines are available at: www.massmedboard.org

Question #3: :
“If T have a Massachusetts license, but practice outside Massachusetts, in another state, and that
practice includes Level 11 or Il office based surgery, do I have to fill out the form?”

You only have to fill out the form if vou perform office-based procedures in Massachusetts.

Question #4:
“I work in an office based surgery practice, but I do not perform office based surgery. Do I have to
fill out the form?”

No, you do not need to fill out the form if you do not perform office based surgery or assist in the
performance of office based surgery.

Question #5
“I work in a diagnostic and treatment center and my friend works in an ambulatory surgery center,
do we need to fill out the form?”

You do not need to fill out the form if you perform procedures in a Massachusetts hospital, and/or
diagnostic and treatment center, including ambulatory surgery centers. If you perform the Level I
I or Il procedures in a private office at any time, you must fill out the form.

Page 7 of 7
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This Profile is not available for public release until 12/25/2007.

Tanaz R. Ferzandi, M.D.

o

Physician Information

(The information in sections | - VI has been provided by the physician.)

License Status:

License Issue Date:
Accepting New Patients:

Accepts Medicaid:

Primary Work Setting:

Business Address:

Phone:

Translation Services Available:

Insurance Plans Accepted:

Hospitals:

. Education & Training

Medical School:

Graduation Date:

Post Graduate Training:

Physictan Profile for Dr. Ferzandi.

Active
08/27/2005
No

No
Hospital

Boston Uragynecology Asset. AéSO(;t otes

725 Concord Ave Ste 3300
Cambridge, MA 02138

(617) 354-5452

None Reported

None Reported

Mount Auburn Hospital{Admitting)
Newton-Wellesley Hospital(Admitting)
Tufts - New England Medical Center Hospitais(Admitting)

GHBeth Israel Deaconess Hospital(Admitting)

The University of Kansas, School of Medicine
2001

Beth Israel Deaconess Medical Center - Resident - Obstetrics and
Gynecolegy (6/17/2001 - 6/16/2005)

Mount Auburn Hospital - Feliow - Urogynecology (7/1/2005)

12/11/2007



HI. Specialty

Area of Specialty:  Obstetrics and Gynecology =

Urogynecology jj;

iy}

Y

V. Board Certifications

American Board of Medical Specialties (ABMS)

Board Name General Certification Subspecialty R
Obstetrics & Gynecology Obstetrics and Gynecology
V. Honors And Awards
2005 Professor Louis Burke Award for Excelience in
Colposcopy.
2001 Coghilt A
1994 StudentResaerchjAward in Cell Biology.
1984-Yatedictoriah~
1984 NatiomatHererSesiaty.
1964 FPresidents SehetarAward
VL Professional Publications

Thapsigargin Shifts the Calcium Set Point of
Pathathyroid Cells to lower Extraceilutar
Calcium Endocrine Journal 12/97.

Physician Profile for Dr. Ferzandi 12/11/2007



Fields, Ray (MED)

borimweb @ capewebi .meianet.net on behalf of Tanaz Ferzandi

From:

Sent:
To:

Ce:
Subject:

Last_Name

webmas'ter@'massr’nedboar'd.org; WebMaster
Fields, Ray (MED)
www.massmedboard.org - Physician Address Change

First_Name

fax number = 617-636-8315
Board Number = 226218
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Massachusetts o
Board of Registration in Medicine ha
Physician Profile (/72 Q (0 ;2 ( 8/
i
This Profile is not available for public releasc until 05/20/2009.
Tanaz R, Ferzandi, M.D.
I. Physician Information
(The information in sections | - VI has been provided by the physician.)
License Status: Active
License Issue Date: 0B/27/2005
Accepting New Patients: m \‘@ >»CcBe
Accepts Medicaid: m‘ Nes _ Medicoid
Primary Work Setting: Hospital N\Ed\l('ﬂﬂ-—'
Business Address: Tufts Medical Center Tudtr
800 Washington Street, Box 324 Z.41.2,
Boston, MA 02111 b ::\\‘;C'
Phone: (617) 636-5890 . N c '
Translation S Availabl aed e U.6. Heatd,
ranslation Services Available: NonaRapored a, .
ex: st Ciowss
Insurance Plans Accepted;  None-Reperied Yes —7 ﬂ o
Hospitals; | Beth lsrael Deaconess Medical Center Ao ‘\\Eﬂl’fk

Mount Auburn Hospital
NewtenWetiestey-Hespital gLk
Tufts - New England Medical Center Hospitals

. Education & Training

Medical Schoo); The University of Kansas, School of Medicine
Graduation Date: 2001 ‘

Post Graduate Training: Beth Israel Deaconess Medical Center - Resident - Obstetrics and
Gynecology (6/17/2001 - 6/16/2005)

Mount Auburn Hospital - Fellow - Urogynecology {711/2005)- U\?D \-wos) ‘

Physician Profile for Dr, Ferzandi. 5/18/2009
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. Specialty 5
1

Area of Specialty: Obstetrics-ard-Synecotgy f‘ﬁ

Urogynecoiogy gu.d 'Peu,—‘\r. chmshfutb‘dc.
e Siyen
)

s]
V. Board Certifications '

American Board of Medical Specialties (ABMS)

Board Name General Certification Subspecialty
Obstetrics & Gynecology Obstetrics and Gynecology
V. Honors And Awards

2005 Professor Louis Burke Award for Excallence in
Colposcopy.

2001 Coghill Award for Cell Biclogy.

1994 Student Research Award in Cell Biology.

VL. Professional Publications

Thapsigargin Shifts the Calcium Set Point of
Pathathyroid Cells to lower Extracellular
Calcium Endocrine Journal 12/97.

Physictan Profile for Dr, Ferzandi. - 5/18/2009



18/88/20P9 13:26 6176363258 ONCOLOGYGYNECOLOGY PAGE
Vil. Malpractice Information

Vil

Some studies have shown that there is no significant correlation between malpractice history
and a doctor's competence. At the same time, the Board believes that consumers should
have access to malpractice information. In these profiles, the Board has given you
information about both the malpractice history of the physician's specialty and the physician's
history of payments. The Board has placed payment amounts into three statistical
categories: below average, average, and above average. To make the best health care
decisions, you should view this information in perspective. You could miss an opportunity for
high quality care by selecting a doctor based solely on malpractice history.

When considering malpractice data, please keep in mind:

Malpractice histories tend to vary by specialty, Some specialties are more likely than
others to be the subject of litigation, This report compares doctors only to the
members of their specialty, not to all doctors, in order to make individual doctor's
history more meaningful,

This report refiects data for the last 10 years of a doctor's practice. For doctors
practicing less than 10 years, the data covers their total years of practice, You

- should take into account how long the doctor has been in practice when considering
malpractice averages.

The incident causing the malpractice claim may have happened years before a
payment is finally made. Sometimes, it takes a long time for a malpractice lawsuit to
move through the legal system. '

Some doctors work primarily with high risk patients, These doctors may have
malpractice histories that are higher than average because they specialize In cases
or patients who are at very high risk for problems.

Settlement of a claim may occur for a variety of reasons which do not necessarily
reflect negatively on the professional competence or conduct of the physician, A
payment in settlernent of a medical malpractice action or claim should not be
construed as creating a presumption that medical malpractice has occurred.

You may wish to discuss information provided in this report, and malpractice generally, with
your-doctor. The Board can refer you to other articles on this subject.

Dr. Ferzandi has not made a payment on a malpractice claim in Massachuselis in the Jast ten
years.

Disciplinary and/or Criminal Actions

Criminal Convictions, Pleas and Admissions:

The information in this section may not be comprehensive. The courts are now required by law to supply this

information to the Board.

Dr. Ferzandi has had no criminal convictions in the past ten years.

Physician Profile for Dr. Ferzandi.
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B. Hospital Discipline W

This section contains several categories of disciplinary actions taken by Massachusetts hospitals during the past f{;
ten years which are specifically required by law to be released in the physician's profile.

Dr. Ferzandi has no record of hospital discipline in the past ten years.

C. Board Discipline

This section includes final disciplinary actions taken by the Massachusetts Board of Registration in Medicine
during the past ten years.

Dr. Ferzandi has not been disciplined by the Board in the past ten years.

Physician Profile for Dr. Ferzandi. | ' 51872009
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Print Name: /(OMQ’L R GD( Z.00A 0 License Number,_ ZZU R

LIST ONLY INFORMATION, CORRECTIONS OR ADDITIONAL CERTIFICATIONS THAT ARE
NOT CURRENTLY ON YOUR PHYSICIAN PROFILE. :

POSTGRADUATE TRAINING: List only corrections or additional postgraduate training facilities that
are not currently on your Physician Profile.

Erom To
Facility:}&b._—mm:&m& Position:_~etow I I
City: State: Country:
Facility: Position: I ;1
City: State: _Country:
Facility: Position: : I .
City: State: Country:
Facility: Position: [ d__ A
City: State: Country:

4
[

Board Certifications: Please list your Board Certification(s) ~-Only American Board of Medical Spacialties
Certification (ABMS) that are not currently on your Physician Profile. _

I am ABMS Board certified in:

Specialty: Date certified/recertified: /1
Specialty: Date certified/recerlified: / /
Specialty: Date certified/recertified: - /
Specialty: ‘ Date certified/recerlified; 1

Honors & Awards: List honors and awards that are not currently listed on your Physician Profile. include
dates beside title of award or honor.

Title: . Year:
Title: Year:
Title: | ' .~ Year:
Title: Year:

'Professional Publications: Please list Publications that are currently not on youir Profile.

———ey

| hereby Certify under the penalties of perjury that all of the information provided is true.

Signed: YOI J Date: 05. 20- 2004
v
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FACSIMILE TRANSMITTAL SHEET

Division of Urogynecology and Pelvic Reconstructive Surgery
Department of Obstetrics and Gynecology
Tufts Medical Center, 800 Washington Street - Box 232, Bostan, MA 02111
Tel: 617-636-5890 .// fax: 617-636-3258

Date: | (10- Og - Oq
To: BP’M Company:

Fax # qﬁ\"' 8’“0*8883 Phone #: 1&1-8'“‘9, SIZ@'_').

RE KPVO{G\UJ Mm"%ﬂ :

From: Rhonda Graham (for Tanaz R. Ferzandi, M.D.)

Number of pages, includi’ng‘this cover sheet: /l

NOTES / COMMENTS: - |

Urgent i Please confirm receipt Pleas: Comment

Plean soke thansg 40 pofte

This fax Is Intended only for particulor reciplents and may contain confidentiol informotion.

if thj:s.was sent to yﬁu in error, please notify us at the telephone number listed obove,

i

o

W

i
)

[
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Commonwealth of Massachusetts g
Board of Registration in Medicine - *

200 Harvard Mill Square, Suite 2:30
Wakefield, Massachusetts 01880
(781) 876-8200 ‘f; :

DEVAL L. P%TRICK

Tim 21 P, MURRAY Enforcement Division Fax: (781) 876-8381
Legal Division Fax: (781) 876-8330
Licensing Division Fax: (781) 87651383

May 18, 2009
Tanaz R. Ferzandi, M.D.

Dear Doctor Ferzandi:

This letter forwards to you the most current information that the Physician Profiles Project has in your file. We will
withhold your Profile from public release until the date indicated on the proflle If you find factual inaccuracies,
please correct them directly on the Profile and return only the sections requiring changes expeditiously to the
Board, ATTN: Profiles. Or fax the corrections to the Profiles Department at (781) 876-8382..If no changes are
necessary, please do not return the Profile to us.

In our continuing effort to provide the most accurate and up-to-date information to the public, we have made
several changes to the way your information is presented on the profile. Please review the following carefully.

We now display all Massachusetts Hospilal affiliations you report to us on vour renewal application.

The restriction of a maximum number of listed insurance plans has been lifted: we will now shiow all

insurance plans you accept,

We will now list more than 6 training sites for post-graduate education, if you provide this information to

us; please identify the [ocation, dates, and nature of the training.

Please be aware that the sections for practice specialties and Board certifications have changed. We will

now display every practice specialty you report in Section Iil, The Board Certifications are shown in a

separate section |V, again, the previous restriction of 2 has been lifted. We also provide more detailed

information regarding your certification, as collected on your renewal appiiciation. The certifying entity

(ABMS or AQA\) is clearly identified, along with the certifying Board. Each general certification is

—_ accompanied by the subspecialty, if you chose to provide us with this inforrmation,

5, The sections for "Honors and Awards” and "Professional Publications” have been renumberexi to sections
V and VI, respectively.

6. We may have done some minor editing to fit your information into cur data fields.

7. If you do not have a business address, the law requires the Board to subm1; the next address of record,

the maliing address, even if the mailing address is the same as your home address.

> w NA

Thank you for your help, past and present, in keeping the data as correct and current as possible

Very truly yours,
Public Information Unit

Physician Profile for Dr. Ferzandi. _ 5/18/2009



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

Current Status: Active License Expiration Date: 1/22/2010

1) Activity Status: Active

2) Address & Contact Information
Mailing Address:

Home Address:

Business Address: Tufts Medical Center
800 Washington Street - Box 232
Boston

Massachusetts - 02111
United States of America
(617) 636-5890

4) Fax Number: (617) 636-3258

5) Specialties
Urogynecology

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)

Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers

[T receral (DR XS

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Mount Auburn Hospital Cambridge
Tufts - New England Medical Center Hospitals Boston

Page 1 of 4 Date: 12/9/2009 Time: 8:50 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 5 hrs/wk
b) outpatient care 30 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Tufts Medical Center Indemnity Company, L110/01/2009 09/30/2010 Claims made with tail coverage

13) Do you perform any surgery in your Massachusetts office?

14) Claims Made ) - ) , ‘ '
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues

a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?

b) Have you ever taken a leave of absence from any health care facility, group practice or employer?

¢) Have you been the subject of an investigation by any governmental authority, health care facility, grou
practice, employer or professional association?

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

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

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

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

Page 2 of 4 Date: 12/9/2009 Time: 8:50 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Recluirement: 40 hours credit in Categor¥1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used any chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 3 of 4 Date: 12/9/2009 Time: 8:50 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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 ¢ 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. ¢. 19C sec. 10 and | understand the punishment for failure to comply.

3) |understand and agree to comply with my abligations to report abuse, neglect or Financial exploitation of
elderly persons pursuant to M.G.L. ¢c. 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 pursuantto 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 pursuantto 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 i 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, pursuantto MG L. ¢c. 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. 682C 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 not 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 4 of 4 Date: 12/9/2009 Time: 8:50 AM



Commonwealth of Massachusetts ?o 1

Board of Registration in Medicine ¢ 2 %

200 Harvard Mill Square, Suite 330, Wakefield, MA 01880 ff?'a,
Telephone (781) 876-8200 2%

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of
Registration files to the entity listed below. This waiver form must be properly executed and
no other waiver form is acceptable.

Information released pursuant to this waiver is based entirely on review of open and closed
complamnt files and does not include information in the license application, renewal application
or any documentation that the Board of Registration is required to obtain by statute, e.g. court
documents, insurance verifications and information from health care entities.

"I hereby authorize and direct the Massachusetts Board of Registration in Medicine to
release any and all information it may have in its possession or control, including but not
limited to the substance of any complaints or communication it may have received and the
action or actions it may have taken in response, to the entity named below:"

(type or print clearly)
SEND LICENSE
VERIFICATION TO: Tufts Medical Center/Medical Staff Office

ADDRESS: 800 Washington Street, Box336 % 6 2l

CITY: Boston STATE: MA ZIP: 02111

(TYPE OR PRINT) _
PHYSICIAN'S NAME: Tanaz R. Ferzandi M.D.

BUSINESS ADDRESS: &0 WA st GTON STREET- BOY 232
CITY: . ‘Boston STATE: _ MA  zip. O\

MASSACHUSETTS
LICENSE NUMBER: 226218

SIGNATURE OF - T
PHYSICIAN: : _ lJate Received: ! ‘_/ | = /&3\;0

0 (/ Signed under the penalgﬁ% g{ gfﬂjmym & & a

DATE: w\w\to CheckArromm=S !Q ~

This Release shall remain valid for one (1) year from the :{'Hité'ijq- execution (/\
NOV 0 9 2010
MEDICAL STAFF OFFICE




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

Current Status: Active License Expiration Date: 1/22/2012
1) Activity Status: Active

2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Tufts Medical Center
800 Washington Street - Box 232
Boston

Massachusetts - 02111
United States of America
(617) 636-5890

4) Fax Number: (617) 636-3258

5) Specialties
Urogynecology

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)

Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers

R . rederal GRS

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Mount Auburn Hospital Cambridge
Tufts - New England Medical Center Hospitals Boston

Page 1 of 6 Date: 11/23/2011 Time: 11:27 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 5 hrs/wk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Tufts Medical Center Indemnity Company, L110/01/2011 09/30/2012 Claims made with tail coverage

13) Do you perform any surgery in your Massachusetts office?

14) Claims Made ) o ) ' ] 4
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have no
been resolved, settled or adjudicated during this time period?

16) Claims Closed .
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today??
d) Are any Application of Issuance of Process pending against you?

18) Other Issues
a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

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

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

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

Page 2 of 6 Date: 11/23/2011 Time: 11:27 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

22) Have you completed all CME requirements (100 hours of CME of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used an¥ chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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.
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WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of
Registration files to the entity listed below. This waiver form must be properly executed and
no other waiver form is acceptable.

Information released pursuant to this waiver is based entirely on review of open and closed
complaint files and does not include information in the license application, renewal application
or any documentation that the Board of Registration is required to obtain by statute, e.g. court
documents, insurance verifications and information from health care entities.

"I hereby authorize and direct the Massachusetts Board of Registration in Medicine to
release any and all information it may have in its possession or control, including but not
limited to the substance of any complaints or communication it may have received and the
action or actions it may have taken in response, to the entity named below:"

(type or print clearly)
SEND LICENSE
VERIFICATION TO: Tufts Medical Center/Medical Staff Office

ADDRESS: 800 Washington Street. Box 836

CITY: Boston STATE: MA ZIP: 02111

(TYPE OR PRINT)
PHYSICIAN'S NAME: Tanaz R. Ferzandi M.D.

BUSINESS ADDRESS: 800 wasmu\ﬂm,\ Shveet - Boy 222

ary: _ RBOson STATE: _ MA zip: Ozl
MASSACHUSETTS

LICENSE NUMBLER: 226218 Date Received: éz// JJ- //y
SIGNATURE OF _ , $/
PHYSICIAN: \D%’&‘%aa‘l—é Check #: 2\
Signed under the penaltiés’of perjury Check Amount: $ /0. o

DATE: Ol 2w 103 Initials: ____ .

This Release shall remain valid for one (1) year from the date of execution
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Board of Registration in Medicine "%,

200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
Telephone (781) 876-8200

Commonwealth of Massachusetts

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of
Registration files to the entity listed below. This waiver form must be properly executed and
no other waiver form is acceptable.

Information released pursuant to this waiver is based entirely on review of open and closed
complaint files and does not include information in the license application, renewal application
or any documentation that the Board of Registration is required to obtain by statute, e.g. court
documents, insurance verifications and information from health care entities.

"I hereby authorize and direct the Massachusetts Board of Registration in Medicine to
release any and all information it may have in its possession or control, including but not
limited to the substance of any complaints or communication it may have received and the
action or actions it may have taken in response, to the entity named below:"

(tvpe or print clearly)
SEND LICENSE
VERIFICATION TO: Tufts Medical Center/Medical Staff Office

ADDRESS: 800 Washington Street, Box 836

CITY: Boston STATE: MA ZIP: 02111

(TYPE OR PRINT)
PHYSICIAN'S NAME: Tanaz R. Ferzandi M.D.

BUSINESS ADDRESS: ) S - Bov 232
ary: Boston STATE: MA zip: 0211\
MASSACHUSETTS

LICENSE NUMBER: 226218

" Date Received: C) ;/ >/ { =

SIGNATUREOF | T
PHYSICIAN: \_.Dx(uxw Check #: S ‘i__%_, =

Signed under the penali fp l’_]"rv Check Amannt: & /0 00

paTE: 05 lZG\‘ZOl'?— Imitials: o “

This Release shall remain valid for one (1) year from the date of execution




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

Current Status: Active License Expiration Date: 1/22/2016
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Tufts Medical Center
800 Washington Street - Box 232
Boston

Massachusetts - 02111
United States of America
(617) 636-5890

4) Fax Number: (617) 636-3258

5) Specialties
Female Pelvic Medicine and Reconstructive Surgery

Gynecology
Urogynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers

R receral (PR XS

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Tufts - New England Medical Center Hospitals Boston

Page 1 of 7 Date: 12/28/2015 Time: 1:11 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 5 hrs/wk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Tufts Medical Center Indemnity Company, L110/01/2015 09/30/2016 Occurrence Policy

13) Do you perform any surgery in your Massachusetts office?

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today??
d) Are any Application of Issuance of Process pending against you?

18) Other Issues

a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?

b) Have you taken a leave of absence from any health care facility, group practice or employer for
reasons related to your competence to practice medicine?

¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or Professional association?

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

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

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used an¥ chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

25) Electronic Health Records Proficiency
| have demonstrated proficiency in the use of EHR by participation in a Meaningful Use program as an
eligible professicnal.

26) Requirement to Complete Training in Recognizing and Reporting Child Abuse
Have you completed training to recognize and report suspected child abuse or neglect? Yes
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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.
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WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of
Registration files to the entity listed below. This waiver form must be properly executed and
no other waiver form is acceptable.

Information released pursuant to this waiver is based entirely on review of open and closed
complaint files and does not include information in the license application, renewal application
or any documentation that the Board of Registration is required to obtain by statute, e.g. court
documents, insurance verifications and information from health care entities.

"'l hereby authorize and direct the Massachusetts Board of Registration in Medicine to
release any and all information it may have in its possession or control, including but not
limited to the substance of any complaints or communication it may have received and the
action or actions it may have taken in response, to the entity named below:"

(type or print clearly)
SEND LICENSE
VERIFICATION TO: Tufts Medical Center/Medical Staff Office

ADDRESS: 800 Washington Street, Box’836/ /L% 7

CITY: Boston STATE: MA ZIP: 02111
(TYPE OR PRINT}

PHYSICIAMS NAME: __LOulz B Eevrzands
BUSINESS ADDRESS: &0 LOOQW%\—W s, Pox 232
CITY: ’E\Q&'\-OV\ STATE: _(VAA zip: Ol

MASSACHUSETTS
LICENSENUMBER: LW

SIGNATURE OF

PHYSICIAN: A’Q\ U,a QAT ?ﬁ \ y
Signed under the penalties of perjury
73 \/6/
DATE: __ W~ |- :
o: o




TANAZ R. FERZANDI, M.D., M.A

_

PERSONAL
Telephone:
Date of Birth:
E-mail:

EDUCATION & TRAINING
Obstetrics and Gynecology, Residency 2001 - 2005 (present)
Beth Israel Deaconess Medical Center/Harvard Medical School, Boston, Massachusetts
Doctor of Medicine
University of Kansas Medical Center, Kansas City, Kansas, May 2001
Master of Arts, Cell Biology
University of Kansas Medical Center, Kansas City, Kansas, May 1995
Bachelor of Arts, Biology
University of Kansas, Lawrence, Kansas, January 1989

RESEARCH & PUBLICATIONS

“VIN and VaIN: Conservative Management and Analysis.” Colposcopy Clinic 1990-2000.
Beth Israel Deaconess, Boston, Massachusetts. In progress with Dr. Louis Burke.

“Thapsigargin shifts the Ca™" Set Point of Parathyroid Cells to Lower Extracellular [Ca].”
Endocrine Journal, December 1997.

“The Effect of Thapsigargin on the Secretion of Parathyroid Hormone from Parathyroid Glands.”
Master’s Thesis, 1995.

“The Effect of Thapsigargin on PTH Secretion.” Abstract and Poster Presentation.
American Society of Cell Biology, New Orleans, LA, December 1993.

“PTH Secretion and Thapsigargin.” Abstract and Poster Presentation.
Ninth International Meeting of Endocrinology, Nice, France, September 1992,

HONORS & SCHOLARSHIPS

Coghill Award for Cell Biology, 2001

Frank Dewitt Bennett Scholarship, 2000

RM Gouldner Medical Scholarship, 1999

Dr. Thornton L. Waylan Scholarship, 1999

Leslie Friend Dalton Foundation Scholars}up, 1997

“Honorary Mention” Award, 22™ Annual Research Forum, Univ. of Kansas Medical Center, 1994
Research Travel Scholarship, University of Kansas Medical Center, 1993 and 1992

Valedictorian, Governor’s Scholar, President’s Scholar, Kansas Honor Student, 1984

National Honor Society, 1983

CONFERENCES

CREOG Leadership Conference, Chicago, illinois, May 2004

Kansas City Gynecological Society Meeting, Kansas City, Missouri, May 2000.
Kansas Association of Family Practice, Kansas City, Missouri, 1998

22" Annual Student Research Forum, University of Kansas Medical Center, 1994
Meseting of the American Society of Cell Biology, New Orleans, Louisiana, 1993
Ninth International Meeting of Endocrinology, Nice, France, 1992
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ACTIVITIES & ORGANIZATIONS
Chief Resident Council, Beth Israel Deaconess Medical Canter, 2004
QA Committee Member, Department of Ob/Gyn, Beth Isracl Deaconess Medical Canter, 2005
Junior Fellow, American College of Obstetrics and Gynecology, 2001
Massachusetts Medical Society, 2001
Medical School:
2001 Graduation Committee
Wahl Academic Society
American Heart Association Screening Volunteer
American Medical Association
Rosedale Community Outreach Project Volunteer
American Medical Students Association
American Medical Women’s Association
Christmas in October Volunteer Projects
Student Representative — Microbiology Curriculum
Zoroastrian Association of Kansas
Undergraduate:
Overland Park Medical Center Emergency Department Volunteer
Ronald McDonald House Charities
United Way of Lawrence
University of Kansas Governing Student Council
Zoroastrian Association of Kansas
Alpha Delta Pi Sorority

WORK EXPERIENCE

Shook, Hardy & Bacon Law Firm, Kansas City, Missouri. Research Analyst, 1996-1997.
Wisap/Market-Tiers, Inc., Lenexa, Kansas. FDA Liaison, 1995-1996.

Worthington Biochemical, New Jersey. Research Assistant for Development of Hepatocyte Culture Kits,
1992-1994.

Shook, Hardy & Bacon Law Firm, Overland Park, Kansas. Part-time Legal assistant, 1987-1997.

Ahura, Inc., Kansas City, Missouri. Accounts assistant, 1989-1992.

Halls, Inc. Kansas City, Missouri. Retail sales, 1989-1990.
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Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

Current Status: Active License Expiration Date: 1/22/2014
1) Activity Status: Active

2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Tufts Medical Center
800 Washington Street - Box 232
Boston

Massachusetts - 02111
United States of America
(617) 636-5890

4) Fax Number: (617) 636-3258

5) Specialties
Female Pelvic Medicine and Recc

Gynecology
Urogynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers

Massachusetts Federal |DEA| Federal (DEA) XS

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Tufts - New England Medical Center Hospitals Boston

Page 1 of 6 Date: 11/15/2013 Time: 11:26 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 5 hrs/wk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Tufts Medical Center Indemnity Company, L110/01/2013 09/30/2014 Occurrence Policy

13) Do you perform any surgery in your Massachusetts office?

14) Claims Made ) o ) ' ] 4
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

16) Claims Closed .
Has any medical malpractice claim against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today??
d) Are any Application of Issuance of Process pending against you?

18) Other Issues
a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?
b) Have you ever taken a leave of absence from any health care facility, group practice or employer?
¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or professional association?

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

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

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

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

Page 2 of 6 Date: 11/15/2013 Time: 11:26 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

22) Have you completed all CPD requirements (100 hours of CPD of which 10 hours must be in risk
management. Requirement: 40 hours credit in Category 1 and 60 hours in Category 2) for this Yes
renewal period? (If you are in an approved Residency/ Fellowship program, or if your are
renewing your license for the first time, please answer Yes)
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used an¥ chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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 6 of 6 Date: 11/15/2013 Time: 11:26 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

Current Status: Active License Expiration Date: 1/22/2018
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: Tufts Medical Center
800 Washington Street - Box 232
Boston

Massachusetts - 02111
United States of America
(617) 636-5890

4) Fax Number: (617) 636-3258

5) Specialties
Female Pelvic Medicine and Reconstructive Surgery

Gynecology
Urogynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers

e rederal (OER) XS

8) Other states where you are now licensed to practice
None Reported

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
Tufts - New England Medical Center Hospitals Boston
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 5 hrs/wk
b) outpatient care 40 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Tufts Medical Center Indemnity Company, L110/01/2017 10/01/2018 Claims made with tail coverage

13) Do you perform any surgery in your Massachusetts office?

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today??
d) Are any Application of Issuance of Process pending against you?

18) Other Issues

a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?

b) Have you taken a leave of absence from any health care facility, group practice or employer for
reasons related to your competence to practice medicine?

¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or Professional association?

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

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

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used an¥ chemical substance(s) which in any way interferes with your ability to
practice medicine?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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.
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Commonwealth of Massachusetts 2
Board of Registration in Medicine 7% .

e >
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880 e "\~ T‘;)
Telephone (781) 876-8230 ‘o
www.mass.gov/massmedboard =~ ,/}’

WAIVER FOR RELEASE OF INFORMATION

Completion of this waiver will authorize the release of information from the Board of Registration files
to the entity listed below. This waiver form must be properly executed and no other waiver form is
acceptable.

Information released pursuant to this waiver is based entirely on review of open and closed complaint
files and does not include information in the license application, renewal application, or any
documentation that the Board of Registration is required to obtain by statute, e.g. court documents,
insurance verifications, and information from health care entities.

“I hereby authorize and direct the Massachusetts Board of Registration in Medicine to release any
and all information it may have in its possession or control, including but not limited to the substance
of any complaints or communication it may have received and the action or actions it may have taken
in response, to the entity named below:”

(Please type or print clearly.) 0)30/& Ma ‘TOV*{ « Mo x/t\-al

SEND LICENSE ,
VERIFICATION TO: MEDItAL Boarod ot CAuroenip «

ADDRESS: 2005 EJERGREEN STREET,  SUTE (Zo0
arry: SALEAMENTO STATE. CA 71p. ASBIG ° |
PHYSICIAN'SNAME: __|ANRAZ . FEZzAND) C
BUSINESS ADDRESS: ¥00 UJASH (NGTON ST,

CITY: “Y2ostonNd STATE: MA  zpp. OZ (1|

MASSACHUSETTS LICENSE NUMBER: £ 20 Z| &

SIGNATURE OF PHYSICIAN: \m& . CUADS
' Slgn der the penalties of perjury
DATE: ‘5\} a|zoq {9"

This release shall remain valid for one (1) year from the date of execution.



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

Current Status: Active License Expiration Date: 1/22/2020
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: USC Keck School of Medicine
2020 Zonal Avenue, IRD 234
Los Angeles

California - 90033
United States of America
(323) 409-3416

4) Fax Number:

5) Specialties
Female Pelvic Medicine and Reconstructive Surgery

Gynecology
Urogynecology
6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AOA)
Information
ABMS/AOA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers

Massachusetts Federal iDEA) Federal (DEA) XS

8) Other states where you are now licensed to practice
California

9) States where you were previously licensed
None Reported

10) Work Sites
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private
office, clinics, nursing homes, etc

WorkSite Location
None Reported
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care O hrs/wk
b) outpatient care 0 hrsiwk

12) Medical Liability Insurance Information
| am not required to have malpractice insurance.
Not involved with direct or indirect patient care in Massachusetts.

13) Do you perform any surgery in your Massachusetts office?

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has
any medical malpractice claim been made against you during this time period?
b) Pending: Are there any unresolved malpractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time period?

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

16) Other Civil Lawsuits
Question 16 refers to claims or actions related to your competency to practice medicine or your
professional conduct in the practice of medicine.
a) New: Have there been any claims, other than medical malpractice claims, filed against you during this
time period?
b) Resolved: Have you resolved, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a) Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today??
d) Are any Application of Issuance of Process pending against you?

18) Other Issues

a) Have you withdrawn an application to any governmental authority, health care facility, group practice
employer or professional association?

b) Have you taken a leave of absence from any health care facility, group practice or employer for
reasons related to your competence to practice medicine?

¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
group practice, employer or Professional association?

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

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

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

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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

23) Do you have a medical or physical condition that currently impairs your ability to practice
medicine?

24) Have you engaged in the use of any chemical substance(s) with the result that your ability to
practice medicine is currently impaired?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Tanaz R Ferzandi, M.D. License No.: 226218

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: Tanaz R Ferzandi, M.D. License No.: 226218

[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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