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For Board Use Only

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

INITIAL LIMITED LICENSE APPLICATION

IMPORTANT: Read the accompanying instructions before completing this form, and print legibly

or type your answers. Please attach a $100.00 check payable to the Commonwealth of
Massachusetts.

CHECK ONE: [9/ Graduate of a Medical School in the United States, Canada, or Puerto Rico (USMG)
D Graduate of an International Medical School (IMG)

NOTE: GRADUATES OF INTERNATIONAL MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS.

SECTION A: Sworn Statement to be completed by applicant
I-A.  Name: (Last) S IV é}h (First) _ Auu la (M])_—
1-B.  Other Name(s)  — \

1) Since your graduation from medical school, have you ever been known
under a different name or been licensed under a different name?
2) Have you ever applied for licensure, or applied to sit for an examination, or
taken an examination under a different name?
ip

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

Current Address: [ RA reicohone Number
City: ! State: - Zip:

Date of Birth: — Place of Birth: —‘
Month Day Year
4. Sex: [_]Male [4Female 5. U.S. Social Security Number: _

6. Name of Massachusetts Training Program: _BWH - 0B8] 6N Iir‘mdc‘t.llj

Pz rawj
15 Hraneis S+ . Boston J

Street Address

o

W

City

Are you applying for licensure through the Federation Credentials Verification Services
(FCVS)? [ Yes [A No



ate Recetved! 7/ t £ 541y

Check #: $ 00

Check Amount: § /0 0. 6"

“nitials:____ & 1



PRINT NAME Anuia  Singh Page 2 of 6
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: A Name of premedical school(s): ___(olumloia  (Univevsitn
Location: New Yovk, NY ., USA H,

(City. State, Country)
8. Name of medical school(s): _ $an-Lovl Univevsity Sehool o8 Medcive
Location: _StuuCord , CA, USA =~

(City, State, Country)

Date of Graduation: _ 0 & / )5 /14 Degree: m D.[] D.O. Other (specify)

Month Day Year

9. Have you ever or are you currently engaged in postgraduate training in the U.S. [ ] Yes [LINo
or Canada?

Name of Postgraduate Training Program
City: State:

/

Training Dates: From:__ / / To: / /___ Specialty:

(Attach a list of any additional postgraduate training in the United States or Canada).

10. List states (abbreviations) where you ever had a license to practice medicine (include residency
training licenses). Not Applicable

ey Oeray _ [JFul) [ (Limited)

1. Please indicate all the licensing examinations that you have have completed with a passing score:

D (Limited)

USMLE [AStep | [/Step2(CK) [AStep2(CS) [ Step3
NBME [ JPart1 [] Partll [JPartiil [ JCOMLEX []LMCC

12-A. If you are a USMG, have you taken more than 4 years to complete medical school?
(Include leave of absence for research, public service, M.D./Ph.D program, and
personal reasons, etc.) (Contact your medical school to provide an explanation.)

12-B. If you are an IMG, have you taken more than 6 years to complete medical school?
(Include leave of absence for research, public service, M.D./Ph.D. program and
personal reasons, etc.) (Contact your medical school to provide an explanation.)

13. 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?
(Include past or current training programs)

If you answered “yes” to question #13,you must provide a timeline of all activities

in chronological order, by month and year, from the date that you graduated from medical
school to the present. The time line must be included in addition to your curriculum vitae.
Explain any gaps in your professional activities since graduation from medical school.
(See instructions.)
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SECTION B: TO BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE
TEACHING PROGRAM AT WHICH THE APPLICANT HAS RECEIVED AN APPOINTMENT

This certifies that M Jingh has been appointed

Wlame of Applicant)

to the position of  [_] Intem IyResidenl [] Fellow

in the specialty of 08/ 6\_/"\ asaPGY |
Department: OB./ 6\!"\ Subspecialty:

a__Brngham angl Womenr Hoipilad_

(Name of Healthcare Facility)

beginning (Q /_ﬁ ’q to anticipated completion of training; (0 I'h / '&.

Month  Day Year Month  Day  Year
XES DNO
1. Is the program accredited by the ACGME? [ﬁ ]
2. If o, is there an ACGME-approved training program in the applicant’s specialty? [_] []
3. Have you reviewed Sections A and C of the limited license application? M ]

Designated Official’s Signature: %Wﬂ %W‘?.

Type or Print Name: _ LAUA MOWA ey

Official Title: ___ T2

Date: q / ‘s./ ’q Telephone Number: m‘B(ﬂ—m

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



Misted below fhat were sent o ma by ths physician it

DOCUMENTS RECEIVED FROM DESIGNATED, OFFICIAL ]

This s o corfirm that

Physician's Name: nvja - b,” 'mqh
= D Wiodis i Las Nafd

ks applying for a fimitd ficensa in Massachusalis. | recaived ang opened the documents

szaled envelopes or directly from fhs
primary souros; '

M Medical school verifieation form - MMedmf school transcripts
d 'Leﬁarﬁompmgﬁﬁw% [] Evakeafions [J Legye of absence
d Other documents (gwtbe): _ ERr N

S

I herabycerﬁﬁrundarﬁ)e_penafﬁes of petjury that | have not altered the attached
documents and they are forwardad fo the Board of Registrafion in WMedicine, with tha
orginal envelopss atiached, as received by me. |

D&signatedeﬂciah—MMﬂa;. | _ _Dae: _’-//’5//"/

__ 7
Tide:_License Admin.

Name of Insfitufion: Bricham and Women's Hospital

NOTE: Malpractica complaints, dismissals and ofher fa
direcly fo the Board of Registration in Medicine from _



LIMITED LICENSE APPLICANT - FORM A

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

MEDICAL EDUCATION VERIFICATION — FORM A

ALPPLICANT 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. Please Note: Fourth year medical students must include the letter to the medical school registrarand Form B

Waiver for Release of Information
| authorize the medical school/unweysnty hsl?below to provide any and all information pertainingto my medical education al your m_
o,

Applicant’s Signalure: A Date of Birth

Print or Type Name: Sivigh Apua e U.S. Social Security No _
(Last name) (First Ndme) (Middle Initial)

Other Name(s)
(Please type or print name(s)

Name of Medical School Srapovd Scuorl §] Mediiv)¢ -

Reyistver's 00 ce o v 4
Address: Merhial Geuonl 08 Bllg (265 welch R XS4 City: SHan o) State or Province: A

4]

MIWWWWM

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

envelope.
APPLICANT'S EDUCATIONAL HISTORY

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

Premedical Education: Does your school have a premedical school education requirement? {X Yes [_] No

If yes, indicate where the applicant completed premedical school

Applicant’s Undergraduate School: ___ C.o \Qmmgh_\lé | 5. \-’YL_,_( e e ————
Undergraduate School Address: NEW) YORX 3 N\/

(Continued on page 2)




LIMITED LICENSE APPLICANT - FORM A

Enroliment and Participation: Our records indicate that ____~ | NG P\‘NL)J A
(print the applicant’'s name): (Last name) (First name) (Middle initial)

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

ATTENDANCE DATES: EROM 10 EROM I0
Q9 /21/03 o NANO o0y /24 /12 OR /17/183
08 /20 /10 AR A3 \\ /23 N\ Db 1) /1A
09 /26 /\\ O6 NA/I2 / / /|

The applicant attended al@_total weeks (must be inclyded) of continuing on-campus education, not less than 32 weeks in each academic year

check one D was awarded a degree in on (month/day/year) / /

A will be awarded on Do/ \5 /2514 (Form B must also be completed and returned directly to the Board)

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant's medical education. All

questions must be answered. If you answer “YES" to any of the guestions below, please enclose an explanation.

YES NO
1. Was the medical school training more than four (4) years for U.S. graduates or 6 years for international medical graduates
or did the applicant take any leaves of absence, (i.e. for research, public service, panicw M.D./ Ph.D program)or
for any “personal reasons? = -
2. Was the applicant ever placed on probation? - TEI———;' / 19 e
3. Was the applicant ever disciplined or under investigation? N
4. Were any negative reports ever filed by instructors regarding the applicant? 1 idf :_SZ-—L———""‘”

Please provide a detailed explanation for any of the above questions

AFFIX INSTITUTIONAL SEAL HERE _ ; 2 2§ o
G s . Signature: "
(if the institution does not have a seal, this form must be

notarized) Print Name: _ DAUGLAS Mr’x \IC A

INTERNATIONAL MEDICAL SCHOOLS MUST ATTACHA  _ .

COPY OF THE MEDICAL SCHOOL DIPLOMA AND A Tite:_ RE415 h"l e

TRANSCRIPT OR PROVIDE AN EXPLANATION. Date: 04 /09 /14 Telephone: (650) . 723-5085
E-mail address: ‘\'

This form must be stamped with the institutional seal or notarized. Please return to the applicant with the medical school transcripts in a sealed envelope
with the signature of the Dean or the seal of the medical school affixed on the back of the envelope. Thank you
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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. You must answer all questions or your application will be returned to you.

14. Have you ever been enrolled in a postgraduate training program where you were
required to repeat a year of training?

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

W

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 or granted a leave of absence for research, personal
reasons or any other reason by a medical school or a postgraduate training program?
(provide a detailed explanation for the leave of absence for research, public service,
participation in an M.D./Ph.D. program or for “personal reasons”.) Contact your
medical school or postgraduate training program to provide information.

(See Initial Limited Instructions, page 4).

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

16-C. Have you ever, for any reason, been placed on probation in medical school or any
postgraduate training program?

If you answered “yes” to 16-A, B or C, you must provide an explanation and
request a letter of explanation from your medical school or postgraduate
training program.

17. Since your enrollment in college, have 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?

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.)




, a.s
PRINT NAME P nuja o /1“ Pag
7

50f6

[¢]

(

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?

o
)

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

24, Have you ever voluntarily relinquished any medical staff membership, medical
staff privileges or medical staff status?

S
wn

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. In the 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 or has such a suit been
settled, adjudicated or otherwise resolved?

29. In the 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?
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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 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.

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 function as a physician?

3. 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 notify the Board of the
new information immediately. Please note that your license expires at the end of the academic year and must be
renewed. A limited licensee may practice medicine only at the institution or its affiliates. With a limited license
you are not allowed to “moonlight” under any circumstances.

~ AT ~
.

= Pursuant to M.G.L. ¢. 62C, § 49A, | certify under the penalties of perjury that, to the best of my knowledge and belief, I have
filed any Massachusetts state tax returns and paid any Massachuselts state taxes that are required under law and that | have
complied with all laws of the Commonwealth related to withholding and remitting child support. (Note: This applies even if
you reside out of the state or out of the country.)

* Pursuant to G.L. c. 112, § 1A, I will fulfill my obligation to report abuse or neglect of children as required by G.L. ¢. 119,
§S1A.
S 4

* 1 will read the Board's regulations, 243 C.M.R. 1.00 through 3.00. To the best of my knowledge, | meet the qualifications
for limited licensure in Massachusetts.

* Under the penalties of perjury, | declare that I have examined this limited license 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.

/
Applicant’s Signature: // / Date: /13 /Y
pplicant’s Signature L//')ﬂ/? J/A ite: 4

Revised: 10/31/2013




Limited License

COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE
200 Harvard Mill Square, Suite 300, Wakefield, Massachusetts 01880

, Auuja Siugh

(type/priit your comiplete name)

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.

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

Board of Registration in Medicine - 200 Harvard Mill Square, Suite 330
Wakefield, Massachusetts 01880
Website: www.mass.gov/massmedboard

Immunity and Release

| 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,
hospitals and clinics providing information, their representatives, directors and officers; and 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, | 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.

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.

t
4)z )14
Appllednt’s Sigfature Date of Sighature

Sivgl , Auuja
Applicant'$ Printed LastName, First Name, Middle Initial, Suffix (e.g., Jr.)

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

Medical School Verification Form

Applicants who are fo ear medical school students and who have com eted the
uirements for the M.D./D.O. degree. but have not yet been awarded the de ee are
also required to have this form completed by their medical school.

Original signature of the Dean or another medical school official is required to complete
the requested information. Si gnature stamps will not be accepted.

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

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

My signature below certifies that__-&t_\h_]..J £ Si N &4

(Student's Name)

has completed the requirements for the M.D. degree [ ] D.O. degree

from __ \Stanfmen University S.0 M-

(Name of Medical School)

and will receive the degree on(06/ | 5 12014

Signature of Certifying Official: M %M,
Original Signature is requirué~ Stamps not accepted)

Printed Name:_T}A: 20 LAS Mr‘;k\.lf.ﬁ_
Tile R ciatyy p
Date;:_ A !OC\J/ZOI 4‘

The completed Form B may be faxed to the Limited License Coordinator at (781)
876-8383 or mailed to the Board of Registration in Medicine, 200 Harvard Mill
Square, Suite 330, Wakefield, MA 01880 - Telephone: (781) 876-8210. Thank you

Medical School Verification form
FormB
10.15.2013









9.

Compliance with Legal Responsibilities

| certify that | have complied with my obligations to report abuse of disabled persons pursuantto G.L. ¢.
19C, sec. 10, and | understand the punishment for failure to comply.

| certify that | 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.

| certify that | have complied with my obligations to report the treatment of wounds, burns and cther injuries
pursuant to G.L. c. 112, sec. 12A.

| certify that | have complied with my cbligations to report the treatment of victims of rape or sexual assault
pursuant to G.L. c. 112, sec. 12A %%

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

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

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

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

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

10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts.

11.Under the penalties of perjury, | declare that | have examined this limited 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 limited license to
practice medicine, | 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.

[X] [Ihave reviewed the statements above that require me to understand and comply with specific
requirements and | certify that | understand the responsibilities and obligations of each and agree to

comply with said responsibilities and obligations.

Page 3 of 3



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Anuja Singh, M.D. License No.: 259942

1. Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: Obstetrics and Gynecology

2. Address & Contact Information

Mailing Address: Brigham and Women's Hospital, Department of Obstetrics and Gynecology
75 Francis St.
Boston
Massachusetts - 02115
United States of America

Home Address:

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 259942

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
Is the above named physician in good standing in the training program? N
Has the physician been subject to past or pending disciplinary action in this Program®?

Name: Date:
Designation: Telephone:

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This certifies that has been appointed as

Department of

Is the program accredited by the ACGME:

Designhated Official’'s Name: Date:
Designated Official’'s Title: Telephone:

6-A. Have you been terminated, granted a leave of absence, withdrawn or had to repeat a year ina
postgraduate training program?
6-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7. Have 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?

Page 1 of 3 Date: 1/25/2016 Time: 10:12 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Limited Renewal Application

Physician Name: Anuja Singh, M.D. License No.: 259942

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

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

10.  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).

1. Has any disciplinary action 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).

12. Have you 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?

13. Have you, for any reason, withdrawn an application for hospital privileges or appointment?

14. Have you voluntarily relinquished medical staff membership?

15. 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??

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

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

18. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in
relation to the claim or has such a suit been settled, adjudicated or otherwise resolved?

19.  Has any lawsuit, other than a medical malpractice suit, which is related to your competency to
practice medicine, or your professicnal conduct in the practice of medicine, been filed against you or
has such a suit been settled, adjudicated or otherwise resolved?

20. 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', describe the specifics of your condition and
any related treatment, including dates and diagnoses.

21. 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
chemicalsubstances, describe the specifics of the treatment, including dates and diaghoses.

Page 2 of 3 Date: 1/25/2016 Time: 10:12 PM



9.

Compliance with Legal Responsibilities

| certify that | have complied with my obligations to report abuse of disabled persons pursuantto G.L. ¢.
19C, sec. 10, and | understand the punishment for failure to comply.

| certify that | 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.

| certify that | have complied with my obligations to report the treatment of wounds, burns and cther injuries
pursuant to G.L. c. 112, sec. 12A.

| certify that | have complied with my cbligations to report the treatment of victims of rape or sexual assault
pursuant to G.L. c. 112, sec. 12A %%

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

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

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

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

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

10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts.

11.Under the penalties of perjury, | declare that | have examined this limited 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 limited license to
practice medicine, | 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.

[X] Ihave reviewed the statements above that require me to understand and comply with specific
requirements and | certify that | understand the responsibilities and obligations of each and agree to

comply with said responsibilities and obligations.

Page 3 of 3



Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Limited Renewal Application

Physician Name: Anuja Singh, M.D. License No.: 259942

1.

Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: Obstetrics and Gynecology

2. Address & Contact Information

6-A. Have you been terminated, granted a leave of absence, withdrawn or had to repeat a year ina
6-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7.

Mailing Address: Brigham and Women's Hospital, Department of Obstetrics and Gynecology
75 Francis St.
Boston
Massachusetts - 02115
United States of America

Home Address:

Email Address: [N

Massachusetts Limited License
Your current Massachusetts Limited License Number is: 259942

Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
Is the above named physician in good standing in the training program?
Has the physician been subject to past or pending disciplinary action in this Program®?

Name: Laura Morrissey Date: 1/26/2016
Designation: License Administrator Telephone: (857) 307-0852

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This certifies that Anuja Singh has been appointed as Resident
Department of Obstetrics and Gynecology

Is the program accredited by the ACGME:
Designhated Official’'s Name: Laura Morrissey Date: 1/26/2016
Designated Official’'s Title: License Administrator Telephone: (857) 307-0852

postgraduate training program?

Have 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?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Name: Anuja Singh, M.D.

Physician Limited Renewal Application

8.

10.

1.

12.

13.
14.
18.

16.
17.

18.

19.

21.

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

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

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).

Has any disciplinary action 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).

Have you 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?

Have you, for any reason, withdrawn an application for hospital privileges or appointment?
Have you voluntarily relinquished medical staff membership?

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??

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

Has your privilege to possess, dispense or prescribe controlled substances been suspended,
revoked, denied, restricted or surrendered, or have you been called before or warned by any state or

other jurisdiction including a federal agency regarding such privileges?

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

Has any lawsuit, other than a medical malpractice suit, which is related to your competency to
practice medicine, or your professicnal conduct in the practice of medicine, been filed against you or
has such a suit been settled, adjudicated or otherwise resolved?

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 'ves', describe the specifics of your condition and
any related treatment, including dates and diagnoses.

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
chemicalsubstances, describe the specifics of the treatment, including dates and diaghoses.
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9.

Compliance with Legal Responsibilities

| certify that | have complied with my obligations to report abuse of disabled persons pursuantto G.L. ¢.
19C, sec. 10, and | understand the punishment for failure to comply.

| certify that | 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.

| certify that | have complied with my obligations to report the treatment of wounds, burns and cther injuries
pursuant to G.L. c. 112, sec. 12A.

| certify that | have complied with my cbligations to report the treatment of victims of rape or sexual assault
pursuant to G.L. c. 112, sec. 12A %%

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

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

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

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

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

10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts.

11.Under the penalties of perjury, | declare that | have examined this limited 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 limited license to
practice medicine, | 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.

[X] Ihave reviewed the statements above that require me to understand and comply with specific
requirements and | certify that | understand the responsibilities and obligations of each and agree to

comply with said responsibilities and obligations.
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\ RECEIVED
Commonwealth of Massachusetts JAN 20 2017

Board of Registration in Medicine Board of Regstratoi
200 Harvard Mill Square, Suite 330, Wakeficld, MA 01880 " Vedone
Telephone (781) 876-8230
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.)

SEND LICENSE A
VERIFICATION TO: Amu}a S\V'*ql,y

ADDRESS: 5, Wadington St. Uuet 2
CITY:__Bvpoliy (€ STATE: Mk ZIP:_ 0244

PHYSICIAN'S NAME:__Airujzs Stz

BUSINESS ADDRESS: 35 Fiancrs S+ 0 Yarza Nunez A3 —6DYA

CITY:___ Bosgkon STATE:_MA_ 7P 92115 %
\ -

MASSACHUSETTS LICENSE NUMBER: 4 L5 ‘lﬁ 47

SIGNATURE OF PHYSICIAN: W - ///
/ Signed whder the penalties of perjury
DATE:_\[1%}/(23 ’ S
I 7 \.:;
Q&

This release shall remain valid for one (1) year from the date _\t_:rﬁexecurigti}‘ "

AN ; (/)




Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Limited Renewal Application
Physician Name: Anuja Singh, M.D. License No.: 259942

1. Training Program
Current Training Program

Facility: Brigham & Women's Hospital
Program: Obstetrics and Gynecology

2. Address & Contact Information

Mailing Address: Brigham and Women's Hospital, Department of Obstetrics and Gynecology
75 Francis St.
Boston
Massachusetts - 02115
United States of America

Home Address:

4. Massachusetts Limited License
Your current Massachusetts Limited License Number is: 259942

5. Other states where you are now licensed to practice medicine
None Reported

SECTION B: To be completed by the Program Director.
Is the above named physician in good standing in the training program?
Has the physician been subject to past or pending disciplinary action in this Program®?

Name: Joanna Hazell Date: 1/31/2017
Designation: Manager, BWH Provider Services Telephone: (617) 582-1192

To be completed and signed by the designated official of the health care facility where the applicant has
received an appointment.

This certifies that Anuja Singh has been appointed as Resident
Department of Obstetrics and Gynecology

Is the program accredited by the ACGME: Yes
Designhated Official’'s Name: Joanna Hazell Date: 1/31/2017
Designated Official’'s Title: Manager, BWH Provider Services Telephone: (617) 582-1192

6-A. Have you been terminated, granted a leave of absence, withdrawn or had to repeat a year ina
postgraduate training program?
6-B. Have you, for any reason, been placed on probation in any postgraduate training program?

7. Have 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?
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Limited Renewal Application

Physician Name: Anuja Singh, M.D. License No.: 259942

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

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

10.  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).

1. Has any disciplinary action 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).

12. Have you 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?

13. Have you, for any reason, withdrawn an application for hospital privileges or appointment?

14. Have you voluntarily relinquished medical staff membership?

15. 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??

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

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

18. Has any medical malpractice claim been made against you, whether or not a lawsuit was filed in
relation to the claim or has such a suit been settled, adjudicated or otherwise resolved?

19. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to
practice medicine, or your professicnal conduct in the practice of medicine, been filed against you or
has such a suit been settled, adjudicated or otherwise resolved?

20. 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 'ves', describe the specifics of your condition and
any related treatment, including dates and diagnoses.

21. 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
chemicalsubstances, describe the specifics of the treatment, including dates and diaghoses.
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9.

Compliance with Legal Responsibilities

| certify that | have complied with my obligations to report abuse of disabled persons pursuantto G.L. ¢.
19C, sec. 10, and | understand the punishment for failure to comply.

| certify that | 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.

| certify that | have complied with my obligations to report the treatment of wounds, burns and cther injuries
pursuant to G.L. c. 112, sec. 12A.

| certify that | have complied with my cbligations to report the treatment of victims of rape or sexual assault
pursuant to G.L. c. 112, sec. 12A %%

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

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

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

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

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

10.To the best of my knowledge, | meet the qualifications for limited licensure in Massachusetts.

11.Under the penalties of perjury, | declare that | have examined this limited 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 limited license to
practice medicine, | 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.

[X] Ihave reviewed the statements above that require me to understand and comply with specific
requirements and | certify that | understand the responsibilities and obligations of each and agree to

comply with said responsibilities and obligations.
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Commonwealth of Massachusetts

\ O 0’ Board of Registration in Medicine _

' 200 Harvard Mill Square, Suite 330, Wakefield, MA 01880/ 0N
AT Telephone (781) 876-8230
\‘) www.mass.gov/massmedboard

A
Ref \OQO

-

WAIVER FOR RELEASE OF INFORMATION s s

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.)

SEND LICENSE _
VERIFICATION TO: Minmesttd Roavd of Medig| fvachiod

ADDRESS:_ 26724 Uaiversity e Ce, Suike 500
CITY:__|Mianeapoll’s STATE:_MN ZIP: 55414 - 324k

PHYSICIAN’S NAME: f\vaiq Sx‘ug\d

Howal
pusivess ADDREsS:_ [N
crry:___ [ state:_ R v

EMAIL ADDRESS: F

MASSACHUSETTS LICENSE NUMBER: 2949472

& //
SIGNATURE OF PHYSICIAN:_/ /// :
< Signed under the penalties of perjury

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

Rev. 072019



