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.- Massachusetts Board of Regilstration in Medicine . ~
Physician Profile Cﬁ,LJe 4&&ng

CHERYL LYNN HAMLIN, MD ///’

[
Profile is not available for public release until 27 November 96

This
I. Physician Information
The information in gections I - V has been provided by the physician
Dr. Hamlin haa been in practice in Masaachusetts: 5 years
Accepting new patienta? Yes Accepts Medicaid? Yes
Primary work setting: Hospital \ . ] SF%
¢ ¢ 1d
Business address: 22 Millpst 4 l (43 OO\ M(O &ﬁ@a( %O{
Anlingtian 0R174-4738 .
Phne;/ $17-646- @a.m\oﬁé%" WA
Translation services available: Jolig N\OS)JV LQ/V\ ‘
Ingurance Plans Accepted Hospital Affiliations (\ﬁunxﬁbftcigg \A(jg(ﬂ‘ﬁlﬁ
No insurance plans reported gbﬂ:;4{¥gt<§92§;2§{:} :30¢NQALRtl{ \4QAP:TTA£)
IX. Education & Training
Medical School: University of Illinois College of Medicine
Graduation Date: 1988
Post Graduate Training: 07/01/88 - 06/01/92 Boston City Hospital
III. Sgecialtx
Obstetrices and Gynecology
Board Certified: Board of Obatetrice and Gynecclogy
IV. Honors and Awards
This physician has reported no awards.
V. Profesgsional Publications
This physician has reported no publications.
VI. Malpractice Information

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. 1In
these profiles, the Board has given you information about both the malpractice
history of the physician's specialty and the physician's history of paymentas.
The Board has placed payment amounts into three sgtatistical categories: below
avarage, average, and above average. To make the best health care decisions,
you should view this information in perspective. You could mias an opportunity
for high quality care by selecting a doctor basaed solely on malpractice history.

When considering malpractice data, pleasse keep in mind:

* Malpractice histories tend to vary by specialty. Some speclialties are more
likely than othera to be the subject of litigaticn. This report compares
doctors only to the members of their gpecialty, not to all doctors, in order
to make individual doctor's history more meaningful.

* This report reflects data for the last 10 years of a doctor's practice.

For doctors practicing less than 10 years, tha data covers their total
years of Eractice. You should take into account how long the doctor
has been in practice when considering malpractice averages.
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The Managea Care Csmzeny

RELEASE FORM

In compliance with the Board of Registration in Medicine's
(BORM) credentialing regqulations, 243 CMR 3.00, TAKP and
THP request that you sign the following release:

I hareby authorizas:

A. My primary hospital to releasa to Tufts Associated
Health Maintanance Organization, Inc.(TAHP) and Total
Health Plan, Inc. (THP) any credentialing information

in which I hava an interest which may be requested by
TAHP/THP: and

B. The Massachuesatts Board of Registration in Medicine
(BORM) to release to TAHP/THP my applications for
injitial or renewal rcqistrat:.on when requasted by

TAHP/THP.

. A\
Chot fordin /o Tl 37
PEYBICIAN'S NAME (please print) PEYSICIAN'S

LICENSE ¢

/%/ W nms_q_/ﬁ/,é

PEYSICIAN'S SIGNATURE

PRIMARY EOSPITAL AFFILIATION: L/ / /f‘lé/ éflﬁﬁ M

Tufts Associated Heuith Plans, Inc. fufts Associ Total Health Plan, inc. n‘"‘“ ':g‘::" lne.
333 Wyman Street Health Maintenance Pre;en'_ed Proﬂder W:::ffr: a

wo: lriox 9:\}]\2 husens 02254.9112 Organization, Inc. Ceganizanen Compaensation
Waitham, Massachuse

(617} 466.9400 Fox: {617} 466.8583


















U‘niversity Of Illinois Office of Admissions and Records

at Urbana-Chammpaign 10 Henry Administration Building
paig 506 South Wright Street

Urbana, IL 61801

February 7, 1991

TO WHOM IT MAY CONCERN:

This is to certify that Cheryl L. Hamlin (329-62-0375)

attended the University of Illinois at Urbana-Champaign from
August 30, 1982 to May 11, 1984 and was awarded the degree of
Bachelor of Science in (IAS) General Biclogy from the College

of Liberal Arts and Sciences on May 13, 19 Cheryl last

attended from August 23, 1984 to May 17, {1985/in the College

of Medicine.

A certified document will have the University Seal
embossed and the Registrar's signature in blue below.







Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street
Boston, Massachusetts 02111

617/727-3086

To all Applicants

M - e L e v e e e S S ey A R e g o - - —— . —— - —— " ———p — g — .t — -~

Massachusetts General Laws Chapter 62C, section 49A, requires that
you complete this statement to obtain licensure to practice a
profession.

I, OHERL L RamiLiN

Name

certify, under the pains and penalties of perjury, tha: I, to my
best knowledge and belief, have filed all state tax returns and
paid all state taxes required by state law.

Date: \ ! (ﬂ tqw signaCM :

. Optional

@ - - o —— . =t T Wt o g T e L A A Nk o M o SR A e e e e T W 2 - - — " —_ -

Massachusetts General Laws Chapter 12, section 5, and 243 CMR
2.04(2)(k) require that you complete the following statement:

I will not charge to or collect from a Medicare beneficiary more

than the Medicare "reasonable charge® for services, in compliance
with Chapter 475 of the Acts of 1985.

Date: \Jm !‘ll M




Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
1995-1997 Physician Registration Renewal Application

Regisiration No. Status Fee  RenewalDaie  Late Fee
74421 ACTIVE $250.00 06/15/96 $25.00 Cortection of Malling Address
Malling Address: Address (Mailing):
CHERYL LYNN HAMLIN, M.D.
City/Town:
Country:

—
—_—

Directions: Before proceeding, please read the instruction booklet. Some questions are optional.

* Fallure to renew in a timely manner will cause your license to lapse and may affect your
ability to practice medicine in the Commonwealth. (See enclosed letter).

« Add late fee if necessary.

» Make a copy of this form and all attachments for your owa records - you will need copies for
credentialing and other purposes. The Board will charge a fee for each copy it provides.

+ See instructions on detachable coupon at bottom of this page.

Pre-Printed Information Corrections of PM&QWQ TION

1. Other name(s), if any, under which you were licensed: AR
Name:

2. Businegs Address: @mwu:_

22 MILL ST STE 204 o —

_ : ip:

ARLINGTON, MA 02174-4738 Country:
3. Date of Birth: Sex: T Df“ﬂ of Birth M/D/Y): bl Sex M/F): po

Lic. Isue Dae: 06,726,915 [ NN Lic. Issue Date MD/Y): ——t—dom  SSH:

. Home: () Business: ()
(617)646-1043 Full Name of Medical School:

4. Name of Medical School:

Univergity of Illincis College of

Medicine Year Graduated: Degree (MD/DO):

Year Graduated: 88 Degree: MD

5. &) Other states where you are now licensed to practice (Abbr):

b) States where you previously were licensed to practice (Abbr):
6. Specialty Code(s) (See Table 1): Code, Hours pes Week in Mass.

Code  Hours per Week in Mass,
OBG 60 Obstetrics and Gynecology

If OS, print specialty:

7. 1f you are currently American Specialty Board certified, enter codes: (See Table 2)

Code: Code: Code: Q(J_ Code:

8. Drug license number(s), if any: a) Federal (DEA) Federal (DEA):
b) Massachusetts Mass:

9. Activity Status: 1 am applying to be registered with the following status: ACTIVE i INACTIVE
* T hereby certlfy that if requesting Inactive status, I will nnt practice medicine, Including writing prescriptions, in Massachusetts.

————

N




PRINT NAME AND NUMBER: Physician Last Name: ‘\‘—\,O N } \ A l%,egi,s/tration Number: 2 L_" t_’{a L

10. a) Current health care facility(ies) at which you have completed the credentialing process for the provision of patient care. Supply the
codes from Table 3 and place a check mark next to those facilities where you have itting privileges (AP).
Facility Code: — 2= A / M (AP)  Facility Code: — 3= G 1 \Z_ (AP) Facility Code: e o — / — (AP)

Facility Code: — __ A\ / M (Ap)  Facility Code: - __ ./ __(AP) FacilityCode: — — __ [ —_(AP)
If 999, print name(s):

b) Additional hospitals at which you previously held privileges and other health care facilities with which you were associated in the past 2 years.
(See Table 3)
Facility Code: —. .— — Facility Code: —— — .o Facility Code: . ___ Facility Code: . ___ Facility Code: o
If 999, write name(s):

11. My medical malpractice insurance is covered by (a) Insurance Carrier (b) Letter of Credit ____ If applicable, check one.
List Insurer: CRANCO
Akernatively, indicate as follows: I am registering with ACTIVE status, but I am not covered by medical malpractice insurance because I am
(Check One): (i) Not involved in direct/indirect patient care in Massachusetts: e (1i) Otherwise exempt:
State how otherwise exempt:
12. Are you currently in a post-graduate training program in Mass. as a resident or clinical fellow? Yes No ;ﬁ‘_ (Check one)
13. a) What is your principal work setting? (See Table 4) _l_ Q
b) Care of patients in Massachusetts (See instruction booklet.) L
i) How many hours per typical week are you currently involved in ouipatient care in Mass? hrs/wk

ii) How many hours per typical week are you currently involved in inpatient care in Mass? 1O hrsfwk
¢) Approximately what percentage of your patient care hours are in primary care? 9
(See instructions for definition of primary care.) O? 5 (%

Questions 14 through 24 refer to the past two years only Check either YES or NO (NOT N/A) to each questlon Prov:de details on
Forms R-1 and R-2 for all YES answers. Re { 0l : n and
| IN THE PAST TWO YEARS: |

14. CLAIMS MADE: Has any medical malpractice claim been made agamst you which has not yet been finally settled or
adjudicated, whether or not a lawsuit was filed in relation 10 the CIAIM? ........ccvveerimmmerectiesiess et e s e sracsonessesasons

15. CLAIMS RESOLVED: Has any medical malpractice claim against you been settled, adjudicated or otherwise resolved,
whether or not & lawsuit was filed in relation to the claim? ......cvveveeiesinvcninieein, T —————

16. Has any lawsuit, other than a medical malpractice suit, which is related to your competency to practice medicine, or your pro-
fessional conduct in the practice of medicine, been filed against you by a patient, or been settled, adjudicated or otherwise
1ESOIVEAY ... ssissrsvrrraerinasssssssns Aeueeanceamshertiassyarsrnerssasssanssaereazess reebsResR e sacng et s R SR TR s crsets

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

18. Have you been formally charged with or disciplined for any violation of the rules, by—laws or standards of practice of any
governmental authority, health care facility, group practice or professional society or 8s50CIAHONT ......cccicvevcmersrensanmremsessissores

19. Has your privilege to possess, dispense or prescribe controlled substances been surrendered to or suspended. revoked, denied
or restricted by any state or federal AGeNCY? .o i e s e rbe e bR e e e ee R shnre R SR pees

20. Have you withdrawn an application for a medical license or been denied a medical license for any reason? .........ovecerrrccrecnne.

21. Has any professional liability insurance provider restricted, limited, terminated or imposed a surcharge on your coverage or
have you voluntarily restricted, limited or terminated your insurance coverage in response to an inquiry by a professional
HaDIlity INSUFANCE PIOVIARIT ..oiieianiurmrerresecisssttunresssnses esesssstsasmaseresbacas seststsasens sems s e b4 448 S1anaeuasssrssasesdessossasesssssserearessssssresanennt sessaes

22. Have you been diagnosed with or do you have a medical condition which limits or impairs your ability to practice medicine? ..

23, Have you engaged in the use of any chemical substance(s) which in any way interfered with your ability to practice? .............

24. Have you voluntarily modified or otherwise limited your scope of practice of medicine for any reason other than a medical
COTAILON? <.veeverersinimsererertinesesssnetsiammantosaresaassessaenrnsas sasstessissss ses et sosss st sasessesassnrnntssatsnssses shbssind suss1sns 10ResFgethsernnnsenssastsesshbssasass sunstenrsanss

25. I have completed my CME requirements in the two years preceding my renewal date:  Yes
No, training program exemption (see instruction booklet).
If requesting a waiver you must fill out a separate Waiver Form. The waiver must be granted by the Board before your license will be
renewed. See instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application.
« Pursuant to G.L. c. 112, sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare reasonable charges.

« Pursuant to G.L. ¢. 62 C, sec. 49A, I hereby certify under the pains and penalties of perjury that, to the best of my knowledge and belief,
I have filed all Massachusetts state tax returns and paid all Massachusetts state taxes that are required under law. NOTE: This applies
even If you reside ont-of-state or out of the United States.

+ Pursuant to G.L. c. 112, sec. 1A, I hereby certify that I will fulflll my obligation to report abuse or neglect of children as required by
G.L. c. 119, sec. 51A.

« I hereby certify under the pains and W?Mn all information on this form and Forms R-I and R-2 Is true.
/
Signature: \/(/ - - Date: l [1 ] i Z (D

No, waiver requested




1. RHYSICIAN INFORMATION

16738.000.

N e T S
B R T a8 T
Mass License # 74421 . . First Issue Date _06/26/91._ ..
Licensc Status... ACtive .
Hospital Affiliation
22 Mill St. Ste 204 Mount Auburn Hospital
Arlington, MA 02174-4738 Somerville Hospital
U.S.A, Symmes Hospital

(617) 646-1043

Make address correcrions Rere: ...

Muake aity correciions to above fiere!....

II. EDUCATION & TRAINING

Unwersn:y of lllinois College of Medicine

Accepting New Patients? ﬁ‘[es [[INo

---------------- Accept Medicaid? JX]\‘Yes [INo
{Please correct as necessary)
MD 88

Make correciions here

Residency Prograkd(s)

bﬁbﬁh\ug ...... HO\ D\ O“{))/G AN z(fzfﬁ"lfnd(ﬂma‘
11t
TSSOSO - B, .
Start
End
................................................................................................................................................. S m”"

Residency Program(s)

III. SPECIALTY

Primary Specialty: ~ Obstetrics and Gynecology

Secondary Specialty:
Make any corrections here:

Board of Registration in Medicine

BOARD CERTIFICATION

o ‘€

Certifying Board Name: fypgr (G Cell @y
Certifying Board Name: bl (‘37"\

Make any corrections here;



4

16738.0000

IV, *BOARD DISCIPLINE
Final Decisions and orders issued by the Massachusetts Board of Registration in Medicine.

Nature Date Board Action

V. HOSPITAL DISCIPLINE
Hospital

Disciplinary Action

]
=
T

VI. CRIMINAL CONVICTIONS
The Board of Registration is unable to obtain accurate data for this category at the present time, This information will be
included when the court system is fully computerized. Please list any criminal convictions. Include conviction date and nature
of complaint

VH. MALPRACTICE
Details of ¢claims paid for Dr. HAMLIN

No. of Years in Practice; #

Aok ng -

Date, €152 xAaMPY, (R 00000 Basis for Complaint

Date . ..... Amount Paid Basis for Complaint

Date .. Amount Paid Basis for Complaint =~

Date .. Amount Paid Basis for Complaint "

Date Amount Paid Basis for Complaint

Date .o Amount Paid ... Basis for Complaint e
VUI, PHYSICIAN HONORS & PEER-REVIEWED PURLICATIONS e

Please enter any peer-reviewed publications to which you have contributed and anyv awards for community service or
professional recognition vou have been given.

Awards, Honors Publications

Note: Please return the survey in the enclosed envelope to:
Atlantic Associates, Inc., 8030 South Willow Street, Manchester, NH 03103

Board of Registration in Medicine Physician Profile



COMMONWEALTR OF MASSACRUSETTS FOR OFFICE USE ONLY

BOARD OF REGISTRATION IN MEDICINE Limited License Application __ _
SUPPLEMENT TO APPLICATION FOR Pending Approved
LIMITED LICENSE License §

TO BE CONPLE\TjD BY APPLICANT.
NAME: HeRY A7
PERMANENT ADDRESS:

PLEASE TYPE OR PRINT. B s /
OSPITAL: 505#_)1 C’J/ﬁ jyf

\

ppress:  JL%
LOCAL MAILING

ADDRESS IN (MA): ,

YOU ARE REQUIRED TO COMPLETE THE QUESTIONS BELOW. )

1. Has any medical malpractice claim ever been made against

you in the last ten years (whether or not a lawsuit was filed

in relation to the claim)?

2. Have you ever bheen denied the right to participate or enroll
in any system whereby a third party pays all or part of a
patient’s bill?

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

4, Have you ever been denied the privileges of takiag or
finishing an examination or been accused of cheating and/or
improper conduct during an examination since your matriculation
in college? b,
5. Have your ever failed an examination (including the FLEX
Examination) before any state or the National Boards?

6. Have vou ever heen denied a medical license, whether full,
limited or temporary, for any reason? 6.
7. Have you ever had staff privileges, employment or appointment
in a hospital or other health care institution, denied, suspended
or revoked, or resigned from a medical staff in lieu of
disciplinary action? 7.
B. Are any formal disciplinary charges pending or has any
disciplinary action been tsken agasinst youv in the last ten years
by any governmental authority, by any hospital or health care
facility, or by any professional medical association
(internaticnal, national, state, or local)? 8.
9, Have you ever voluntarily surrendered a license to

practice medicine or any healing art? The Board‘s regulations
define "disciplinary action." Please refer to 243 CMR 3.02,

attached. 9.
10. Have you ever withdrawn an application for medical

licensure, hospital priviledges or appointment, for any reason? 10.
11. HRave you ever for any reason, lost American Specialty

Board Certification? 11.
12. Have you been denied required recertification by oue or

more specialty boards? 1f yes, which one(s)? 12.
13. Have you, &t any time, been a defendant in any criminal

proceeding other than minor traffic offenses? 13.
14, Has your privilege to possess, dispense or prescribe
controlled substances ever been suspended, revoked, deniéd,
restricted, surrendered or have you been called before

or warned by this state or any other jurisdiction including
a federal agency at any time? .

15. Have you ever had any emotional disturbance or mentel
illness which has impaired your ability to practice medicine
or to function as a student of medicine? 15.
16, Have you ever had an organic illness which has impaired
your ability to practice medicine or to function as a student of
medicine?

17. Are you now, or have you been in the past, dependent upon
alcohol or drugs? 17.
18. Have you ever held a license in Massachusetts or any other
state or country? If yes, list other jurisdictions.

14,

16.

18.

.

NOTE ON QUESTIONS 15~17: The harm that befalls physicians and patients alike when
impairment goes undetected and untreated by the medical profession is devastating.
The Board wents inpaired physicians treated in the early stages of impairment before

irreparable harm to the physician or patient occurs.

1f you have snswered "yes" to any of the above except 18 please explain on the
reverse side. Attach additional 8 1/2" x 11" sheets if necessary, 1 will read
the Board's regulations, 243 CMR 1,00 through 3.00 within 60 days of
commencement of hospital appointment in the Comwonwealth of Massschusetts. To
the best of my knowledge I meet the qualifications for Limited Licensure in

Massachusetts. .

I hereby certify under the penalty of perjury'that all information on this form
(front and back) including agtached sheets is true.

SIGNATURE: (7 (//y() Az,(: ¢ DATE! E! /7/535)
ot T |

(SEE REVERSE SIDE)




Commonwealth of Massachusetts
Board of Registration in Medicine

Ten West Street .
Boston, Massachusetts 02)1 11

o
'

(617) 727-3086

X
1

DINESH PATEL, M.D.
CHAIRMAN

ALEXANDER F. FLEMING An Agency within the Executive Office of Consumar Affairs and B:Lih_i(pess Regulation
EXECUTIVE DIRECTOR ot

August 8, 1991
Dear Physician:

Please acknowledge receipt of this wall certificate by
signing the statement below.

Sincerely yours,

7{5&# Awf:.‘,

Kate H. Graca
Licensing Chief

I hereby acknowledge the receipt of an original wall
certificate bearing my name, medical school, certificate

number, and date of issue.
CHerNL Hﬁm Cond

NAME (Please Print)

Cle WA

STGNATURE

‘fo—f&t

License




Homtn, o L.

NAME Last ] First MiddiefOther Social Security Number
*SIGNATURE Date of Request
SEND TO:

Cw \etwvr\Ql/vu NORTHERN ILLINOIS
UNIVERSITY
Office of
Registration & Records
DeKalb, Nlinois 60115

The following indicatas
item(s) completed by UNIVERSITY CERTIFICATION
the university:
YES NO
1, O i 1. Currently enrolled for the Semester, 19
{J Full Time {1 Hatf Time [ Part Time
2. M N 2. Was enrolled from to
) month/year month/year
{J Full Time {_] Haif Time [__I Part Time
3 ] @ 3. Degree conferred Date
Major Minor
a. XP 0 4. Other%ﬂmwdmu_o
- R —_ .
Aroi A ~
5 ] [Sﬁ 5. Student Classification
*STUDENT AUTHORIZATION NEEDED FOR THE FOLLOWING ITEMS:
6. O ’E&l 6. Total Hours Earned
7 (] \EQ 7. Good Academic Standing With the University
O Yes (J No [ Confidential
8. I Kﬁ 8. Grade Point Average (on 4.00 system)
Preceding Term (] Confidential
Cumulative
9, [1 ﬂ] 9. CLASS RANK out of PERCENTILE
i
A copy of  this W@wéé \‘3"‘7/
f:erttflcatlon s rfr;amtamed Signature D1R@H0Fing Official Date
in  the  Office of (“fice of Registration and f?f”-']rds

Registration & Records.
A $3.50 fee is charged per certification.

THIS INFORMATION IS BEING FORWARDED ON THE CONDITION THAT IT CANNOT BE RELEASED IN WHOLE OR
PART TO ANY OTHER PARTY WITHOUT THE WRITTEN CONSENT OF INDIVIDUAL TO WHOM IT PERTAINS, IN
ACCORDANCE WITH THE FAMILY EDUCATIONAL RIGHTS AND PRIVACY ACT OF 1974,

R678-8/90



THE COMMONWEALTH OF MASSACHUSETTS
BOARD OF REGISTRATION IN MEDICINE J%P\ Aijiﬁj‘:i/

APPLTCATION FOR LIMITED REGISTRATION AS INTERN, MEDICAL OFFICE UR FELLOW N
(Fee of $25.00 must accompany application-no currency or pers na] ChECk%;::fEEEéiﬁﬁ’

FOREIGN MEDICAL GRADUATES MUST SUPPLY A NOTARIZED COPY OF \ FOR OFFICECHSE Q
ECFMG CERTIFICATE. IF NO PREVIOUS LIMITED LICENSE HAS BEEN

HELD TN MASSACHUSETTS, SUBMIT A NOTARIZED PHOTOCOPY OF THE Date Re‘?‘-‘“’ed é?"/ A~ Y
INTERIM ECFMG CERTIFICATE. A NOTARIZED COPY OF THE STANDARD Certificate #
ECFMG MUST BE SUBMITTED WITH FIRST RENEWAL. By: CQ Arorm of Fee: (LR

A}

SECTION A: Sworn statement to be completed by applicant. Please type or print.

Name: (' HeRvL B INTY, Hamy o Mailing Addres
First i Last

Date of Birth:

Pre-medical School: Um\,eh,limv L6 VRS Medical School: (/}1,(-(9,—.,,4% of /Lt iners ~ Rock ford
Ci\an \u’}v&

Have you ever held a prev1ous LIMITED REGISTRATION IN MASSACHUSETTS? Ao ]
(give number, if applicable)

YES § NO

Have you ever had any medical license revoked, suspended or cancelled?
Have you ever been denied a medical license?

Have you ever been denied the privilege of taking an examination before
any State Medical Board?

Have you ever failed an examination before a State Medical Board?

Has your privilege to possess, dispense or prescribe controlled sub-
stances ever been suspended or revoked in this state or any other?

Have you ever been warned, censured, had your privileges restricted or
been requested to withdraw from a hospital staff?

Have you ever been a patient for the treatment of a mental illness?
Have you ever been under treatment for drug dependency or alcoholism?
Has a judgement ever been returned against you in a malpractice suit?
Have you ever been convicted of any criminal offense other than minor
traffic offenses? 10.

If you answered YES to any of the above questions, please provide a detailed statement.

SIGNATURE OF APPLICANT: Céé#vé DATE ; %7/4’%’ .

o NS

()] (&5 9 ~0
M P

SwoN
10| c3 0

SECTION B: To be completed and signed by the Superintendent or Administrator of the Hospital
in which the applicant has received an appointment.

This certifies that _ Cheryl L. Hamlin has been appointed to the position of
PGY-1 in BOSTON CITY HOSPITAL
(Name of Hospital)
beginning July 1, 1988 and ending June 30, 1989
Is the purpose of this appiication participation in a training program? (yes or no)

If yes, is this program ACGME or RRC accredited? _YES (yes or no) If tﬁe program is not
so accredited (1 e. fellowshlp), -does your institution have an ACGME or RRC accredited

residency training program in the applicant's specialty? (yes or no)
Maxine E. Kessler, é%%:giizzzziéiﬁbirector of Medical Affairs 4/12/88

SIGNATURE OFFICIAL CAPACITY DATE

ALL INFORMATION SUPPLIED CONSTITUTES A TRUE STATEMENT MADE UNDER PENALITIES
O PERJURY.

F




To be completed only if you attended college gutside of the United States, Canada or Puerto Rico.

L)

VERIFICATION OF PRE-MEDICAL EDUCATION
(to be completed ONLY by the Dean of the School)

Date 19

I hereby certify that ' ‘ has creditably completed two years of
a pre-medical course.
From To

Month Day Year Moanth Pay Year
From To

Month Day Year Month Day Year
School Seal

Dean
School
All Medical Graduales
VERIFICATION OF MEDICAL INSTRUCTION AND GRADUATION
(to be completed ONLY by the Dean of the School)

[ hereby certify that Cheryl L. Hamlin _ has creditably completed at
least three and one-half years of medical education.
From __ 8 23 84 To 5 _ 17 B 85

Month Day Year Month Day Year
From 8 29 853 To 6 11 _,_-_“___86

Month Day Year Month Day Year
From 6 . 23 86 To 6 12 87

Month Day Year Month Day Year
From 6 22 87 To 6 12 . 88

Manth Day Year Mornth Day Year
From To

Month Day Year Month Day Year
and has received the degree of _ _Doctor of Medicine on June 12 19 88

Will
from University of Illincis College of Medicine
{(name of Medical School) /
LY [y g ' e +
School Seal ) - > ~
signature af Dean

If candidate has attended more than pne medical school, additional verification of medical instruction is required.




y7-/001-72

Commonwealth of Massachusetts Board of Registration in Medicine
Ten West Street, 3rd Floor, Boston, Massachusetts 02111
Limited License Application, Page 1 of 2

Board Use Only: i \ QOS ®)
Registration No. Status Fee Date
__$25

MR Y S
v (Bl AN
Bk i
ch SR _,,/E$
D.E I
FI L m— g,

Impaortant:

. Read the accompanying instructions in their entirety before completing this form.

. Print legibly or type your answers.

. Answer all non-optional quastions (front and back of form) complete/y—Even though the Board may have the information, it Is not adequate to state that the
Board already has the information.

. Sign the application at the bottom of page one and fill in the number of attached pages In the paragraph above the signature.

. Make a copy of this form and all attachments for your own records--you must give hospitals and other heaith Z facilitias copies for credentialing purposasE/

Applicants pleasa chack one: | am a 1) Graduate af & Medical School in the U.S., Canada or Puerto Rico 2) Graduate of Foreign Medical School
) &aduate of Forelgn Medical School applying under the Special Refugee Physician Program .

This Is a (chack one) 1) New Application___ 2) Renowal_& If renewal, indicate current Limited Licanse Numbor(,.( ‘ 3) Change of Program____

PLEASE NOTE: GRADUATES OF FOREIGN MEDICAL SCHOOLS MUST COMPLETE ADDITIONAL FORMS AS PART OF THE APPLICATION PROCESS.

Applicants please circle one: { willbe a PGY1 ("PGY2 ) PGY3 PGY4 PGYS PGYS PGY7 Other (Specify):

SECTION A: Sworn Statement 10 be Completed by Applicant. (Complete Reverse Side Also)

1. a) Name (LAST:) H-Am e (FrsTy__ (O HeR YL L

; ieba) s(o)tsh :’rcl:lfgr?ae n(?):a ﬁl;ac%e J:gu ?nvgfr“mrr\‘ )l:mown under a different name or combination of names? Have you aver been licensed under a different name? If yes,
A O

1. ¢} ]l;l;nve you ever applied for licensure or to sit for an exami a(ti)on or taken an sxamination under a different name? If yes, please
specify:

2.0 curone s i) ons (o] 90

2. b) New Address (Mailing) (Valid After ): ‘6) 98] l}{b‘\; { by Samo

2. ¢) Address (Work/Hospital):__ (> 0<tON) (_J'\‘*r‘\% \—\ns(i){i-ml
Hve  VaRRicon  Bue.

2. d) Telephone (Work/Hospital): { ‘;L—é l_ lg _(4_ Extension 2. e) Telephone {(Home):

3. Date of Birth (MO/DA/YR):ﬂ 4.Sex: MALE _ FEMALE—] 6. Social Security No. (Option

6. 8) Medical School Name: e LA s s ,),

6. b) Year Graduated: 1 18% 6. o} Degree: M.D.J D.O.__ Other (Specity) / ‘ ““ oy
6. dy Country: U.S.lj_ State \L- Canada___ Province___ i Other write Name:

7. Specialty: O 6 l G *? }i\)
8. Name of Pre-maedical School(s):
Location: (City.l State, Country)

~a,

s, list the license numbers you have®Rid and name the ingifiitions”

tts? YesSé No if ya ]
of @ institutions invoived and the registration nu ars gt

()
9. Have you ever held a limited licenss in Massachuse
involved: Number of Massachusetts limited licenses:

e e
10. If you have had any one of the following, please circle which one and attach an explanation to this form: 1) A leave of absence franTTigdical school 2) More
than four years of medicai school education, Question 10 applies fo me: Yes NOQ I have attached an explanation: Yes___ No

Pursuant to M.G.L. ¢.62C sec.49A, | certify under the penaltles of perjury that, to my best knowledge and bellef, | have filed any Massachusetts state ta
raturns and pald any Massachusetts stat'z taxes that g:a req uirodpuen!wry hw.t' Notc:y This npplluqogvon it you reside out-ol-aun! or out of the co:#t,ry. X

:Vlwill reahd the“ Board'’s regulations, 243 CMR 1.00 through 3.00. To the best of my knowledge, | meet the qualifications for limited licensure In
assachusetts.

I hereby certify under the penalties of perWl information on this form--front and back and attached pages--is true.
HKIO

Data: (5 / & /E‘f

Applicant's Signature:

(See reverse side - You must complete Section C)
FURM 1/89



Massachusetts Board of Registration in Medicine Limited License Application, Page 2 of 2

) ‘(Z §\E'§IIQN B: To be completed and signed by the Designated Officlal of the Institution at which the Applicant has received an appointment.

This certifles that Cheryl Hamlin has been appointed to the position of PGY 2 in
(Specialty) Obstetrics & Gynecology at Boston City Hospital
beginning__July 1989 and ending June 1990

This program is accredited by the ACGME: Yes X No
If no, we have an ACGME approved training program in the applicant’s speciaity: Yes_ No__  Anficlpated completion date of training

program:  June 1992 / ( ; 7
Dasignated Official's Signature: . . } ;/&% - di . az & é{a P
¢ T Maxine E. Kessler, Adm. Di ] (‘f/”

Type ot Print Name and Title: __ Medical Affairs” : Date: 3/13/89

ician is in good standing in the Residency/Fsllowship indicated. Has the physician been subjact to past or

'-/ s .
Type or Print Name and Title: Kennih . Edelin, Director Date: 3/13/89

._}’;Il renewal, | hereby certify that the above-named ph
pending disciplinary action in this program? Y

%Signature of Designated Official

B0y e 2 e e e e 0 e e S o o O S 0T e o e o e e o A e e T A ke o e e ok o e st o o 0 o e o oy R e e

SECTION C: Sworn Statement to be Completed by Applicant (Compiete Reverse Side Also)

11, Other States where you are now licensed to practice
(Abbreviate): | ONY e

12, States whers you previously were licensed to practice (This Includes Residency Training Licenses) (Abbreviate): N Oy &

13. If more than one year will have passed between the date of your graduation from medical school and the anticipated stért'date of your limited licensure in
Massachusetis, pleasa list your professional activitiggup to the present time, in chronological order, Pleass include employment experiences and training
programs. Question 13 appliestome: Yes  No I have attached an explanation: Yes_ No_

14, Have you ever been enrolled in a residency tmlnlng pro‘ﬂram(s) that you did not complete? Yes N#D L'c¥“' ?leass attach an explanation detalling
your feasons for not completing the program(s). In addition, you must provide a {etter frorn the Pragrafi Birector at the training program that you did not
complets, certifying the circumsatances under which you left the program. This letter must be sent direciiy to the Board by the Program Direotar, | have
attached an explanation: Yes___ No___ Program Director's Ceriification has been requested: Yes

Questions 15 through 24, Check either YES or NO (not N/A) to each question. Provide details on Form 16B, attached,

15. Has any medical malpractice claim been made against you (whether or not a lawsuit was filed in relation to the Clalm)?...........coceerivmeereeeiesnninn,

16, Have you been a defendant in any criminal proceeding other than a minor traffic offense?.............cvciii s

17. Are any formal disciplinary charges pending or has any disciplinar% action (as defined by Board regulations; See Attached Form 15B) been take
agailnstlyou by ar}y gr.B/?emmental authority, hospital or other health care facility, or professional medical association (international,
NALIONAL, SEAIB OF IOCBIND .....vvicerisirrsrriresasiressienierisissirossbressiassesinststsssesssoneasesssensoneessssessssessntssssss atastesiessrasesaessensoesssatinsisommunsissesstsnireienionsasson

18. Has your privilege to posgess, dispense or prescribe controlled substances been suspended, revoked, denied, restricted, surrenderad, or
have you been callea before or been warned by this state or any other jurisdiction including a federal agencﬂ .......... PO e eI A IR ea s sa e e e st

19. Have you withdrawn an application for a medical license or been denied a medical licanse for any reason? Have you ever voluntarily surrend
praciice medicine or any healing art in lieu of disciplinary action (as defined by Board regulations; See Attached Form 15B)?...cccururrn Ve

20. Have you had any mental iliness which has impaired your ability to practice medicine or to function as a student of medicine?........cu.. RN
21. Have you had any organic iliness which has impaired your ability to practice medicine or to function as a student of medicine?...........cc...........
22, Are you now, or have you been in the.past, dependent upon alCohol Or drugs?.........cmincninr i e ressneren. PR

23. Hava you ever been denied the privilege of takln? or finishing an examination or been accusad of cheating and /or improper conduct during an exami
or ¢;ther,wzee t:;een ﬁubje‘;:t to any disciplinary action (as defined by Board regulations; See*Attached Form 15B) at an academic institution, since you
PANICUIRHOT I COIBGET covcvversiai it en bbb a4 141108008888 AR R et a4 A s e b AR R4 Rae b b a e n e s emiaastes R bbb s s bren

24, Have you ever had staff privileges, employment or appeintment in a hospital or other health care institution denied, suspended or revoked, or have
resignyed from a medical staff in lisu oFdlgg.piin&ry action (as defined bypBoard regulations; See Attached Form 159)?...‘.’: ................................. h o

TR W e o e R e e e e ke e ol e e sl e e o ok o e e o e e e i sk e o 3 e e e e i e e o oo 3R ol o e i e e Rl o g o e o O R o o ek o o e o e e



Commonwaealth of Massachusetts, Board of Registration In Medicine
Ten West Street, 3rd Floor, Boston, Massachusetis 02111

Limited License Appllcatbn, Pag. 1of2
Renewsl __| .
Fifty Dollar Fee Ptylbh 0 TheC

Hoard Use Oniv: -
Reglstration No. Status Feo Date
_$50

important:

« Read the socompanying inatructiona in-their entirety before completing this form.
« Print legibly or lype your answers.
« Amawer ail non-optional questions ({ront and back of form) completely—~-Even though the Board may have the information, it Is not adequate to state that
the Board siready has the information,

Sign the appilication at the botiom of page two.

. Make a oopy of this form and ali aitschmants for your own records--you must give hospitals and other health care facilities copies for cradentisling
purpases.

m Mmﬂhummthho@omphhd“lwlhm&(canm Reverse Side Also)

Cr ERIL

3. Name & Adcress of Training Hospital;__C VW osPiTH L
: 1% _WRAERISON AVE | GOSTON (ND

4. Currant Limited Liosnse Number,_& 1=/229 = -

8. Change of Frogram Applicsnt:

Ust previous license numbers, Training Institutions and Programs involved:

8a. Wao a preroqulalto for entarin this prog ram No f no, lnn detall
osrtl hq rouml sy % ohdar ' &u.mua provig, Thlt rmustho .e”.?:'ﬁ’" ram you dd
e in ° W “"ﬂ’o"ﬂm& &wa

“’"m' aﬁﬂ' ':%gougﬁ npnhy;/wlluiolal o g o0 WS eanGng o Reskdoncy/Fellowship indicated. Has the physloian been subjectto pastor pending

Type or Print Name and Title David/Acker, M.D.,Thief of Obstetrics/Gynecology
Signature of Program Dlmwr_/?\—/ C"\—-f Date, \?/ {Z ZQ_

8EC HON BEI}I'O BE COMPLETED AND SIGNED BY THE DEBIGNATED OFFICIAL OF THE INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN -

This oertifes that Cheryl Hamlin has been appalated 1 the position of Intem , Resident v

Fellow_____in Program___ Obstetri a/Gynecology__m Boston City Hospital _ beginaling __7/1/90  and
Anadpmd completion date of wain Tnstiaton]

Ifno we mmAggPﬁ?bthA lmlrﬁnav r;mN%'ﬁapnllunrs lpoolalty' Yes___No___

Designated Official's Bhnm’g_me
E. Kessaler, Adm. D:Lrector of
TypeorPrhtNammd'mio Medical Affaij _Date___3/12/90

Whvmlm-Ywmiqu
FORM 11/89



“
“ g W

i.,‘.’.m'c‘i'mmmiénmmrqnd muid_Ue-nu'Appuloumh-,; Pagegof2 .. ..

Ll . ¥ by Tirieeeey

gmmmtummto u}comwnpwmueommmommmy

7o&m8hh|whmyoumnowfu*ylbemdtopm PR
(Abbreviate): : NnNa

: 'aumlmllhnughunouppl ble. : :
: ‘mmnnswmhu cmok_“, YESorNO(nocN/Ammqunﬂm Pmawuensamwa lthohod

18, Hes any medioal mlwuoo'oqrm been made sgeinet you (whether of noia leWsult was filed In fsistion to monlnrr
16, Have you been nmmm lnl ': oriminal: pmndlna otlnrttunu minor traffio oftense?

e T S e W

o w.wmr-m_- mwzmwnmwmmmmﬂ.mm |
S T s RS L

20, l-m.vﬁuhldtnymnulll Mmmundmlbﬂlmemmmmmorbmmnnu!udomolmdhlm
21, Have you had sniy erganio| 'which has Impsired your sbilfty:to prsctice medioine ar to function as a mdcnl of mmdnﬂ
22, Are you now; of hwwou esn/In the past, dependent upon slochel or drugn

-amm *z*é '- “*% i IR b a.m:wm WJ““‘“'
'»W"'m’q"ﬂﬁnﬁw "'er mg?u“tn(:nwgym |

‘- | rmml? OHANGE DURNG THE T"! TH‘ ”FUOAT'QN -] PENDNQ: THE m um MAKE THE IOARD R
A S I T R ey

: h\vll’m]dllnm‘mmﬂonqpﬂmmmmmhaoo 'I'olhtlmtofmykmlodqo.lmmm-qualmuhmlorlhnm‘lmmh .

. Wummom-«mdmwm«a lnlormnlcnon mumn-mmmmkm ALL_M«! plga-lomnbﬁnhmduw

mel?l‘bib

_- Applioant’s almm_____,_
Fomnm . :




Commonwealth of Manachuutts, Board of Registration In Medicine

Ten West Street, 3rd Floor, Boston, Massachusstts 02111 -+,
’Z \ Limited License Application, Page 1 of 2 o
Renows! ;
Fifty Dollar Fee Payabie to The Commoanwaeaith of Massachusetts ' K :
1 i
Fee Date
$50.
MR
v\ pr
Bk,
Ch.
'APR 2 2 1991 DE.
El.
U —— _ p Ry S —
Impartant:
. Raad the accompanyling instructions in their entirsly before complating this form.
. Print legibly or type your answers,

. Answer all nen-optional questions (front and back of form) mpk:dy—!m though the Board may have the information, it Is not adequate to state that
the Board siready has the informatien.’ ;
Sign the appilcation at the bottom of page two.
. Make 2 copy of this form and all attachments for your own records--you must give hospltals and other heaith care facllities coples for credentisling
purposss.

SECTION A: Sworn Statement to be Completed by Applicant. (Complete Reverse Side Also)

3. Name & Address of Training Hospital:_ROS TN, Gt

4, Medical Schoal Name; QQNCRS\W OF
§, Current [Jmitad Licensa Number; :

8. To be completed by Program Director:

| hatoby above-named physicianis in nnndl in the Res! /Fellowship Indicated. Has the clan been subject to past or '
pending :g-.;lu ng'ryn acut'i.on in this progrug!?w "v °°°d ng denoy P physl ject to pa

2%%&?#3& 0 BE COMPLETED AND SIGNED BY THE DESIGNATED OFFICIAL OF THE INSTITUTION AT WHICH THE APPLICANT HAS RECEIVED AN

This certifies that_Cheryl Hamlin has been appeinted 10 the position of intem________, Resident _X_~__,
Feflow___In mrmmg,%%mm%ﬁmn&_wmuwx_w
Anticipated completion date of training, 6/30/92 |

This program s ”?;'&‘"’“ by the ACGME: Yes X

If no, we have sn ACGME approved tralning p m [AHe applicent's s Yes___No___ '
Deaignated Official's Signature: 2 ; C“zji A g M 2

Type or Print Name and Title:_Maxine Kesggler
Adm, Dir. ,Med. Affairs

{Applicant See reverse side - You must complate Section C)

FORM 191



: 17.MOII|Y tmaj disglplinary char

. .20, Have you had any mental Illnqn whhh hes impaired your abllity to pmﬂu Moho o to funotion as & student of modlolno?

Massachusétis Board of Registration in Medicine Limited Liconse Application, Page 2 of 2 e

. X i X - - oo
) v -
------------------ L * v 4

SEOTION C: Sworn Statement 10 ﬁc Completed by Appuum (Complete Rnnm Bide Also) 1.
7. Gthr States where you are now ﬁdly fioensed to practice: o
(Abbreviae) | O

' N ' ] - -
Questions 8 through 14 nb_tappll hll :
Questions 15 through-24, -Check YES orNO (not N/A) m m qumlon Provido dmila on Form 18B, attached.

18, Hao'afty madical malpractice gialm been made agulmt you (whcﬂm er ml a lawauit was filed in relstion o the clalm)?
16, Have you been a defendant in sny oriminsi proceading other than s miner tratfio offense?

R Iog LRt --mnn'“mwmﬁmw '-’"""f"

ﬂﬁ' n‘“ml. te m

MW« %’3‘&" ‘WWM &‘l. state or any mﬂmm&'&‘
19, Have you withd | for a%d grne?.n. ﬂn‘g‘:‘ﬁ :‘na.qlal JI a%( m&m you over

AT

A, Have you had any orglnlo lllm« whioh has impaired your sbility t6 practice madioine or to functich ss & student of medicine?
zz. Are you now, or have you bnp In the past, dependent upon alochel or druge?

g‘ """..8 xam “2’,'31 ’"“E&L‘ﬁ: rl'ln mmlmgm’i. umr;g”ndlerl m«mdum

.- Form1g8)atan sondemic Ingiutio
. 24. m’;ﬁyﬁf ::"‘::Id ataff, mm_ ”%o’lgmm ln ﬂﬁu"'l" or Pm%m mn dlnhd

Amﬁ%mm !‘gm Aw CHANGE DURING THE TIME THE AFPUGATION 18 PENDING, THE APPIJOANT MUI‘I’ MAKE TH!!O _
e L o Lt S A TR SO N

l mlfy that | will fulfilt my-cbligation to ropovl ubuse ot negleat of chiidren pmunm 10 M.Q.L.o.119 ae0, 51A -
| will u:hd th.g‘geud'o regulations, 243 CMR 1,00 through 3,00, To the best of mv knowisdge, | meet the qmlmuﬁom for limited llmun In

o Lhmbv oerilty undc: the. pammh ol porlury Q?I sllinformation on this forme=trant and back and ALL_ amahod pagu—h true 1o the Isnt of my

Applicant's Signature____




VERIFICATION OF MEDICAL INSIRUCVIUN AND GRADUATION

This secticn of the application must be completed by the Dean of your medical school, If you
have attended mcre than one medical school, additional verification of medical instruction in
the other school will be required.

oate: __pioldr 1Sy
[ hereby certify that CHERYL L- HAMLIN has attended | years of
instruction of oot Tess than thirty-two weeks in each year in:

- Universivn 0@ tLuNors - Recleforel
(Name of medicaP school, location)
Exact dates of attendance of each year:

From: Month: 9 Day: 17  Year: 84 To: Month: 5 Day: 17 year: 85
From: Month: 8  Day: 29 Year: _85 To: Month:_ 6 Day: 11 Year: 86
From: Month: 6 Day: 23  Year: _86 To: Month: 6 Day: 12 Year: 87
From: Month: 6  Day: 22  vear: &7 To: Month: _ © Day: 12 vear: 88
From: Month: Day: Year: To: Month: Day: Year:

From: Month: Day: _ _ Year: To: Month: Day: Year:

AND HAS RECEIVED THE DEGREE OF DOCTOR OF MEDICINBy _ June 12 19 88 from

University of Tllinois College of Medicine.- Rockford
(Name of medical school)

W’ éi’
¢
Vi

ignature of Dean

SCHOOL SEAL

CERTIFICATE OF MORAL AND PROFESSIONAL CHARACTER

photograph. |This certificate must be completed and signed by a physician
ure voucher legally authorized to practice medicine in the United States.
The statement should be executed by someone other than a
relative who knows you well and for a substantial period of
time. The Board especially seeks statements from physicians
Ticensed to practice in Massachusetts.

Date: Jlatefa 19 4
This certifies that I have been personally acquainted with
Mﬂav\«ﬂ A of _Posia Ouin

()
. CZICﬁéD?I@K? for Eﬁ years; that I believe he/” to be of good moral
SRR R IOT AEAPR and professional character, and in every respect worthy of

' hot h
;bgs;t}:yatz::u§2: $1ﬁeﬁg§§pof confidence. [ recommend he/ to the Massachusetts Board of

the maker of ghe signature above. |Registration in Medici

ng. % /
W J\A&Aﬂm-tmh O SS M.D.

(signature of certifying physician)

Address:

{expiration date of commission)

HALANY state _JA A,

License #

AFFADAVIT OF APPLICANT:

I, the undersigned applicant, hereby certify that all information included in this application
for licensure examination constitutes a true statement made under penalty of perjury,

Ol e 5(O0A) g

)




Commonwealth of Massachusetts Board of Registration in Medicine
Ton West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086, ext. 320

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet.
» Copy this form and all attachments for your own records; you will need copies for credentialing and other purposes.

* Remit $250.00 for renewal fee. * Return renewal application in GREEN envelope.
+» Add late fee of $25.00, if necessary. * Enclose check with coupon in BLUE envelope
Registration No.: 74421 Renewal Date:  06/15/2000 1. Current Status: Active

If you want to change your current status, please indicate below: (Check one).
[ Active [C] Retiring (see instructions) [C] Inactive (see below *) [C] Do not wish to renew

Please make corrections (type or print)

2. Other Name(s), if any, under which you were licensed:
. RS Other Name(s):

3. A) Mailing/Business Address:

Mailing Address:
CHERYL LYNN HAMLIN City/Town: State:
Zipp______ Country:

: ///\/{bther Address:

" | City/Town: State:
Zip:___________ Country:
Business Phone: ¢\ o Business: () %) @@L - ) (o0 0
4, A)Date of Birth: Sex: F SD;;e of Birth: (-M/D/Y?: 1 _Sex:[OM [JF
B) S8#; e T e

Full Name of Medical School:
5. A) Name of Medical School:

University of Illinois College of Medicine

B) Year Graduated: 1988 C) Degree: M.D. Year Graduated: Degree: [ ] M.D. D D.O.
6. Specialty Code(s) (See Table 1) Code(s) Hours Per Week in Massachusetts
Qﬁ%ﬂ Hours Ber Wegk in Mass. -
0 stetrics and Gynecology
0 If OS, Print Specialty:
7. Current American Board of Medical Specialties Certification (See Table 2) Code: Code:
Code: OG Code:

8. Drug License Numbers, if any: Federal (DEA):
A) Federal (DEAY: _ Fodeesl (DEA)
B) Massachusetts: '

9. A) Other states where you are now licensed to practice

Abbr: Abbr:
B) States where you previously were licensed to practice
Abbr: Abbr:

*If requesting Inactive status, you agree not to practice medicine, including writing prescriptions, in Massachusetts.

O




or
i

. . '\
PRINT NAME AND NUMBER: Last Name:  HAM L1 N Registration Number:_ 2 HY )

10. Current health care facilities at which you have completed the credentialing process for the provision of patient care. Supply )
the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP). Next‘io
each facility, write the approximate percentage of patient care hours that yon provide in each facility.

Facility Code: 5 &)2[1_ (AP) \oO % FacilityCode: ___ / (AP)___ % Facility Code:____ / (AP) %,
Facility Code: _____ /___ (AP)_____ % FacilityCode:___ _ /__ (AP)____ % Facility Code:_____/ (AP) %
If 999, print name(s):
11, My medical malpractice insurance is covered by a) @\Insurance Carrier  b) [] Letter of Credit

Name of Insurer: O Cil QO Alternatively, indicate as follows:

I am registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a) [] Notinvolved in direct/indirect patient care in Massachusetts b) [] Otherwise exempt
Please explain exemption:
12. Are you currently in a post-graduate training program in Massachusetts as a resident or clinical fellow? (check one) [] Yes No
13. A. What is your principal work setting? (See Table 4) _ \ Q_
B. Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: a) outpatient care _&D_hrs/wk b) inpatient care _I_Qhrs/wk
2) What is the approximate percentage of your patient care hours in primary care? .& %

PART A - QUESTIONS REFER ONLY TO THE PAST TWO (2) YEARS

Questions 14 through 22 refer to the past two (2) years only. Check either YES or NO (NOT N/A) to each question, Provide
details on Form R for all YES answers except for question 22, Refer to the instruction hooklet for additional information and

definitions. You must answer ALL questions, or this form will be returned to you and your license renewal may be delayed.
YES

14, CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15, CLAIMS RESOLVED: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. 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 been settled, adjudicated or
otherwise resolved?

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

18. Have you been formally charged with or disciplined for any violation of laws, rules, by-laws or standards of
practice of any governmental authotity, health care facility, group practice or professional society or association?

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

20. Have you withdrawn an application for a medical license or been denied a medical license for any reason?

21. Has any professional liability insurance provider restricted, limited, terminated, imposed a surcharge or
co-paymet, 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
waraene. - professional liability insurance provider?

22, CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? [ﬁ\Yes (] No
7] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [C] CME exemption
See Instructions for CME requirements. Do not submit documentation of your CMEs with your renewal application,

*  Pursuant to G.L. ¢. 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount.

¢ Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NOTE: ‘This applies even if you reside out-of-state or out of the United States,

¢ 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, § 51A.
s [hereby certify under the penalties of perjury that all the information on the Renewal Application and Form R Is true.

Signature: N&M Date: L\ / ZI 100

YOU MUST SIGN AND INCLUDE PART B, WITH YOUR RENEWAL APPLICATION



PRINT NAME AND NUMBER: Last Name: __\"\ Qq (\’.\ \ \\r\ Registration Number: _° 2 L\L\ a \

CONFIDENTIAL MEDICAL INFORMATION
PART B

Questions 23 and 24 refer to the past two (2) years only. Check either YES or NO (NOT N/A) to each ;
question. Provide details for all YES answers in space below. Before completing the following questions,
refer to the instruction booklet for definitions and additional information, o

IN THE PAST TWO (2) YEARS: 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.

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.

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

I hereby certify under the penalties of perjury that all the information on the Renewal Application and
Form R is true.

Signature: Q/[ZM Date: L' / / | /OO

COPY ALL PAGES OF YOUR RENEWAI APPLICATION BEFORE MAILING




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

Physician Registration Renewal Application

Before proceeding, please read the instruction booklet. C s form and gl h u 3 you will

need copies for credentialing and other purposes. This completed renewal form with attachments must be returned in the
green _envelope at least 4 weeks before your renewal date,

sRemit $400.00 for renewal fee (non-refundable). * Return renewal application in GREEN envelope.
sAdd tate fee of $25.00, if necessary. +_Enclose check with coupon in BLUE envelope.

Please review carefully the following information for accuracy and completeness. Make any corrections or
alterations as required. All guestions must be answered or your renewal will be delayed.

1. Current Status: ~ Active Registration No.; 74421 Renewal Date: 06/15/2004

If you want to change your current status, please check one of the following boxes to indicate your pew status: (Check only one)

] Active [[] Retiring (see instructions) [[J Inactive (see instructions) (] Do not wish to renew

Pl i
2, Other Name(s), if any, under which you were licensed: ease make corrections (print)

A) Mailing/Business Address: ] Other Name(s)  [_] Name Change (enter name below)
3. CHERYL LYNN HAMLIN

Mailing Address:
City/Town: State:

Zip: Country:

Business Address:

--------

A

City/Town: State:
Zip: Country:
Business Telephone: (_(0\})_(olo S = QRO
Home Address:
City/Town: State:
Home Phone: Zip: Country:
) Home Telephone:  ( )
Business Phone: PLEASE NOTE: Only one address can be a P.O. box. The
mailing address cannot be a P.O. Box.
4, a)Date of Birth: ﬁb) Sex: ¥ 7. Current American Board of Medical Specialties Certification (See Table 2)
Code: OG . Code:
c) SS#
- 8.Drug License Numbers,

5. a)lN f Medical School: .
2 mlvgrsr}/tly of linois College of Medicine ag) I;;i:giﬁ iﬁg: _

b) Year Graduated:|ggg ¢) Degree: nrpy
6. Specialty Code(s) (See Table 1)

Q_QELBB Mt%%ynccology b) States where you were previously licensed (Abbr.)

0

9, a) Other states where you are now licensed to practice (Abbr.)

o

10. List all current health care facilities at which you are affiliated or have completed the credentialing process for the provision of patient

care. (Supply the codes from Table 3 and place a check mark next to those health care facilities where you have admitting privileges (AP).

Next to each facility, write the approximate percentage of patient care hours that you provide in each facility). ___ No affiliations.
Facility Code: 5 ?1&/_ (AP) 1O QO % FacilityCode:__ 7/ (AP) % Facility Code: H/ (AP) %
FacilityCode: __ __ _/ __ (AP) % FacilityCode:_____/__(AP) % FacilityCode:_____/ (AP) __ %

If 999, print name(s):




PRINT YOUR LAST NAME: H oo Lo LICENSE NUMBER: _ 4 H4 Q|
11, My medical malpractice insurance is covered by urance Carrier [l Letter of Credit

Insurer’s name, (Required): Q e D Policy dates: From: § | / O} /0: To: A Q/ AL/ O
Alternatively, indicate as follows: Iam registering with Active status but I am not covered by medical malpractice insurance
because [ am: Check One: [[] Not involved in direct/indirect patient care in Massachusetts [] A government employee.

[[] Otherwise exempt Please explain exemption:

12. What is your principal work setting? (See Table 4) _'a~ _@ If you are affiliated with a healthcare facility or credentialed
for the provision of patient care you must complete guestion #10 on page 1 and list your affiliations.

13, Care of patients in Massachusetts (see instruction booklet).
1) Average weekly hours involved in: A) inpatient care _&O_hrs/wk B) outpatient care g)_hrs/wk
2) What is the approximate per;centage of your patient care hours in primary care? _[é,_%
PART A - QUESTION F ‘ ONLY THE PAST TWO (2) YEARS (SE TRUCTIO

14. ADE (New or Pending): Has any medical malpractice claim been made against you that has not
yet been finally settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS (Resolved): Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the claim?

16. Has any lawsuit, other than & 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 been settled, adjudicated or
otherwise resolved?

17. Have you been charged with any criminal offense?

18. Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, health 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 application for a medical license or been denied a medical license for any reason?

21. Has any professional liability insurance provider 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
professional liability insurance provider?

22, CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? mes [ No
. [J CME Waiver. CME waiver form must be submitted at least 30 days prior to license expiration date,
CME EXEMPTION: Check one:' [ Inactive status [J Residency/Fellowship training (See instructions).
See Instructions for CME waiver or exemptions. Do not submit documentation of your CMEs with application,
» Pursuant to G.L. ¢. 112, Sec 1A, I understand my obligations to repert abuse or neglect of children under G.L. . 119, Sec. S1A
and the punishment for failure to comply.

o Pursyant to G.L. c. 112, Sec. 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule
amount,

e Pursuant to G.L. ¢. 62C, 494, 1 pertify that T have complied with all laws of the Commonwealth related to the filing of
Massachusetts state tax returns and payment of all Massachusetts state taxes; reporting of employees and contractors under
G.L. c. 62E; and withholding and remitting child support pursuant to G.L, ¢, 119A, (See instructions).

I hereby certify under the penalties of perjury that all %ﬁq&tylﬁnewﬂ Application, Part B and Form R is true.
!
, , /
Signature: ‘ Date: ) ARY, &-(

OU MUST SIGN ANE PART B, WITH YOUR RENEWAL APPLICATION
Board Regulations require that you notify the Board, in n any change of address

MAKE A COPY OF YOUR:; APPLICATION AND ALL ATTACHMENTS BEFORE MAILING,




\
PRINT NAME AND NUMBER: Last Name: ”\ U\ \ (v License Number: 2 El Y & l

CONFIDENTIAL MEDICAL INFORMATION i
PARTB i:: :-i;‘l

or NO (NOT N/A to each question. Provide details for all YES answers in space below Before —

completing the following questions, refer to the instruction booklet for definitions and additional
information,

IN THE PAST TWOQ (2) YEARS; E

xxxxxxx

w
‘2

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

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.

YOU MUST SIGN AND INCLUDE PART B WITH YOUR RENEWAL APPLICATION

I hereby certify under the penalties of perfury that all the information on this Renewal Application, Part B and
Form R is true,

Signature: OA)Q/% Date: 6 / ToN /O

COPY ALL PAGES OF YOUR RENEWAIL APPLICATION BEFORE MAILING




Massachusetts Physician Renewal Application

Physician Name: Cheryl Lynn Hamlin License No.: 74421
PART A
1) Current Status: Active - Renewal Due Date: 05/18/2006 Birth Date: ||

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 [0 Retiring 3 Inactive [3 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)

RECEWED Mailing Address:

City/Town: State:

MAR 16 Zﬁﬂﬁ Zip: . Country:

[ Check here to change this address

cteation
I Board of Registratio
2b) HOME ADDRESS . in Medicine ———
City/Town: State:
_ Zipp ___ Country:_
Phone: Home Telephone: ( )
[ Check here to change this address Home address cannot be a Post Office Box
2¢) BUSINESS ADDRESS e
1493 Cambridge Street
Cambridge, MA 02139 ity Tomn —

Zip: Country:

Business Telephone: { )

Phone: (617)665-1660

3 Check here 10 ¢ Business address cannot be a Post Office Box

3) E-mail Address:

4) Fax Number:
5) Specialties (See Renewal Instructions, page 4.) Delete? Additional specialties:
Obstetrics and Gynecology a
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 or AQA| Certificate/Subspecialty ' Correct? Delete?
Obstetrics & Gynecology ~ABMS Obstetrics and Gynecology ,b& O
a O
a O
a O

Page 1 of 7




Massachusetts Physician Renewal Application

Physician Name: Cheryl Lynn Hamlin License No.: 74421
(See Renewal Instructions, page 4.) Please make corrections as necessary
7) Drug License Numbers, if any: 8a) Other states where you are now licensed to practice (Abbr.)
a) Massachusetts: o
b) Federal (DEA):- 8b) States where you were previously licensed (Abbr.)
¢) Federal (DEA) XS: ‘

9) What is your principal work setting? (See Renewal Instructions, page 4.}
Principal Work Setting: Clinic Change to:

Please enter the approximate number of work hours at your principal work setting:

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 S 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. Piease provide 21l information for additional
facilities on a separate sheet, if necessary.

No Afﬁliati(;ns O Please enter the approximate number of work hours for each Health Care Facility below:
Health Care Facility (See Renewal Instructions, page 4.) Delete? | ~ rent Sl Cmggz oge " ﬁopf::':;':.":‘,’“k
Cambridge Public Hith- Commission (The) O {Admitting 4O
. D o
e
O
O
O
O
11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours invoived in: a) inpatient care _20  hrs/wk Changeto: _____ hrs/wk
b) outpatient care 20 _ hrs/wk Changeto: ___ hrsiwk

12) Medical Liability Insurance Information (See Renewal Instructions, page 5.)
g« medical liability insurance is provided through: (check one)
I

nsurance Carrier {complete below)

Current Insurance Carrier: CRICO ‘ Change to:
Policy dates:  From \__/_Gl/ (s To \B\[gl /flge
(required)

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

] ¥ am registering with Active status but ¥ am not required to have medical liability insurance because I am:

Check one: _
[J Not involved with direct or indirect patient care in Massachusetts

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

Page 2 of 7



Massachusetts Physician Renewal Application

Physician Name: Cheryl Lynn Hamlin License No.: 74421

13) Do you perform any sdrgery in your office? (See Renewal Instructions, page 5.) i-
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 questibns. 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 malpract:ce 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 Lhat 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?
c¢) 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 govemmental authority, health care facility, group practice or professional society or association?

19) Has your privilege to possess, dispense or prescribe controlled substances been suspended revokcd
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 conduict 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? ﬁ‘ Yes [] No

b) if no, are you requesting a CME waiver?

[ Check to request CME Waiver. A CME waiver request form must be submitted at least 30 days prior to
your license explratlon date. (See Renewal Instructions, page 8.)

c) If you are exempt from CME requirements, check reason for exemption. (See Renewal Instructions, page 8.)
CME EXEMPTION: (check one) [ Inactive Status [0 Residency/Fellowship training

Page 3 of 7



Massachusetts Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin ' License No.: 74421

Y

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 you 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.
R -~ Date: '8/ l;/©{£
| w— .g .

MAKE A COPY OF YOUR APPL]CAT]ON AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR
RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.

Signature:
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| Massachusetts Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin . License No.: 74421

v B »

PHYSICIAN PROFILE

,EI I have reviewed my Physician Profile at profiles.massmedboard.org and confirm that the information is accurate.
- O 1have reviewed my Physician Profile and attached a copy of the Profile with corrections.

[1 My status is Inactive and 1 do not have a Physician Profile. (See Renewal Instructions, page 10.}

CERTIFICATIONS

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

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

4) 1 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.L.c. 112, sec. 12A 172,

6} I certify that I 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 1 have complied ‘my obligations related to charging and collecting fees from Medicare beneficiaries in
accordance with the Medicare fee schedule, and 1 understand my obligations under G.L. ¢.112, sec. 2.

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

9) I certify that | have comp]ied with my obligations related to the reporting of employees and contractors pursuant to G.L.
c.62E. :

10) I certify that 1 have complied with my obligations related to the withholding and remitting of child support pursuant to
G.L.c. 119A,

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

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. 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: 5 j Date: ?)/ q .’Ob

v % :
MAKE A COPY OF YOUR APRLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR

-

RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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Massachusetts Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin , License No.: 74421

. 4

A

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 NPI will replace all other identifiers assigned to health care providers, such as those assigried by health plans, government programs
and healith care purchasers for purposes of conducting these business transactions.

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:

Qpnon Supply the Board of Registration in Medicine with your valid NPI. You can apply for an NP1 dlrectly by using the NPPES web
site at www.NPPES.cms.hhs. gov.

Option 2: Certify you have personally applied for your NP1 and you have not received it yet. Once you have received your NP1 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 NPI on your behalf and you have not received it yet (supply
institution’s name). Once you have received your NPT 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 NPI on your behalf.

Option 5: If your license status is INACTIVE, you may elect not to obtain an NPI number.

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

[J My current NPI is: DDD D |:I D D D I:I:!

@\I’ have personally applied for an NP1
[J 1 have applied for an NPI using a third party (enter name): (follow instructions for Option 3)

O By checking this option and signing the bottom of this page, 1 hereby authorize the Board to apply for an NP1 on my behalf.
O As an inactive physician, I do not wish to obtain an NPI.

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: @ Elﬂ Ia O@ [ 6 ‘fu\)
Providgr Taxonomy: D D ED D D D D I-—I_l
Provider Taxonomy: D D ED I:I D D D I_I—]

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 1o apply for an NP1 on your behalf.

Social Security Number:
State of Birth (if US):

Gender: 0O Male

Penalties for Falsifying Information on the National Provider Identifier 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 fraudulent 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 statute.

1 authorize the Board of Reglstf%:) Medicme to provide my NPI to any authorized hospital, health plan, or health organization.
Date: 6 / / l‘{/ O ()
W4 v :

PLEASE MAKE A COPY OF ALL PAGES OF 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 Board of Registration in

Ten West Street, 3rd Floor, Boston, MA 02111 (617) 727-3086
http://www.massmedboard.org

Physician Registration Renewal Apphcatlon

l
Medicine

Before proceeding,

need copies for credentlaling and other purpy
green envelope 4 weeks before your renewalg

* Remit $250.00 for renewal fee,

+ Add late fee of $25.00, if necessary
Please review carefully the followi

alterations as required.

1. Current Status:  Active

If you want to change your current status, pleas
[l Retiring (see instructions)

] Active

2, Other Name(s), if any, under which you were licensed:

A) Mailing/Business Address:

3, CHERYL LYNN HAMLIN
S
I
Home Phone:

Business Phone:

achments for your ot

v records; you will

pse check with coupon in B

Re¢

gistration No.74421

] nactive (see instructions)

skm with attachments must be returned in the

en renewal application in GREEN envelope.,

Please make corrections (type or print)

UE envelope.

ind completeness. Make Tny corrections or

Renewal Date: 06/15/2002
e check one of the following boxes to indicate your new status; |(Check only one)

] Do not wish to renew

Other Name(s):

Maijling Address:

City/Town:

State:

Zip: _ __ Country:

Business Address:

City/Town:

State:

Country:

Zip:
Business Telephone: (

)

Home Address:

City/Town:

State:

Zip: Country:

)

Home Telephone:  (

PLEASE NOTE: No P.O. Box addresses for home or
business addresses. r

4. a) Date of Birth:
c) SS#:
5. a) Name of Medical School:

University of Illinois College of Medicine

b) Year Graduated:
1988
6, Specialty Code(s) (See Table 1)
Code(s) Hours per Week in Mass.

OBG 0

0

b) Sex:

¢) Degree:
) Deg -

Obstetrics and Gynecology

Code: og Code:

8. Drug License Numbers, if any:
a) Federal (DEA).
b) Massachusetts:

7. Current American Board of Medical Specialti%s Certification (See Table 2)

. a) Other states where you are now licensed to|practice (Abbr.)

O

b) States where you were previously licensed (Abbr.)

10. Current health care facilities at which you hav
the codes from Table 3 and place a check may

Facility Code: _____/

) (AP) __
If 999, print name(s):

% PFacility Code:. ~ /

(AP) % Facility Code:___ _ /

¢ completed the credentialing process for the provision of patlel‘lt care. (Supply
k next to those health care facilitics where you have admitting }:uvﬂeges (AP).
Next to each facility, write the approximate pgrcentage of patient care hours that you provide in each facility).

Facility Codex?) 2 ;}_\[ (AP) YOO % Facility Code: _ /

(AP) %

% Facility Code:__

- (AP)___

(AP) %




PRINT YOUR LAST NAME: \’\P\’ AP \\\v LICENSE NU]\!IBER ) =

{1, My medical malpractice insurance is covered by a) E Insurance Carrier  b) [ ] Letter of Credit
Name of Insurer: Bl Alternatively, indicate as follows:

1 am registering with Active status but I am not covered by medical malpractice insurance because I am (check one)
a) ly|_ Not involved in direct/indirect patient care in Massachusetts b) [ Otherwise exempt

Please explain exemption:__ | MMQN and \nee WV\O\DUPVO '\)(\)l‘ )\ S,Q,D)r 009

12. Are you currently in a post-graduate training program in Nhssachusetts asa re51dent or clinical fellow? (check one) [] Yes’M‘Ip
13, A. What is your principal work setting? (See Table 4) & i\ Y &34
B. Care of patients in Massachusetts (see instruction bookiet).
1} Average weekly hours involved in: a) outpatient care 1z;.C;)_hrs/Wk b) inpatient care J_hrs/wk
2) What is the approximate percentage of your patient care hours in prlmary care? ‘?20_%
PART A — QUESTIONS REFER ONLY TO THE PAST TWO (2) YEA

ns ough fer ast 2 nly. k either YES or NO (NOT N/A) to each ion, Provi
dﬂa_ﬂg_gnw S € for ion 22. r to the instruction booklet for additio
nswer ALL questions, or this form will eturned to vou and vour license renewal mav be delayed.

14. CLAIMS MADE: Has any medical malpractice claim been made against you that has not yet been finally
settled or adjudicated, whether or not a lawsuit was filed in relation to the claim?

15. CLAIMS RESQLVED: Has any medical malpractice claim that has been made against you been settled,
adjudicated, or otherwise resolved, whether or not a lawsuit was filed in relation to the ¢laim?

16. 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 been settled, adjudicated or
otherwise resolved?

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

18. Have you been charged with or disciplined for any violation of laws, rules, by-laws or standards of practice of
any governmental authority, health 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 application for a medical license or been denied a medical license for any reason?

21. Has any professional liability insurance provider 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
professional liability insurance provider?

22. CME CERTIFICATION: Have you completed your CME requirements preceding your renewal date? %es [J No
[C] CME Waiver requested (CME waiver form due 30 days prior to date of license expiration) [] CME exemption

See Instructions for CME requirements. Do not submit decumentation of your CMEs with your renewal application,

Pursuant to G.L. c. 112, § 2, I will not charge to or collect from a Medicare beneficiary more than the Medicare fee schedule amount,

Pursuant to G.L. ¢. 62C, § 49A, to the best of my knowledge and belief, I have filed all Massachusetts state tax returns and paid all
Massachusetts state taxes that are required under law. NOTE: This applies even if you reside out-of-state or out of the United States.

¢ Pursuant to G.L c. 62C, § 474, to the best of my knowledge and belief, I am in compliance with M.G.H.C. 1194 relating to
withholding and remitting Child Support.
¢ Pursuant to G.L. c. 112, § 14, I will fulfill my obligation to report abuse or neglect of children as required by G.L. c. 119, § 51A.

o [ hereby cerfify under the penalties of perjury that all the information on the Renewal Application and Form R is true.

Signature: < ;‘iw Date: \O /__\‘& O—B

7

YOU MUST SIGN AND INCLUDE P B. WITH YOUR RENEWAIL APPLICATIO
Board Regulations require that otify the Board, in writing, of any change of addres,
MAKE A COPY OF YOUR APPLICATION AND ALIL ATTACHMENTS BEFORE MAILING.
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IN THE PAST TWO (2) YEARS: YES NO i
23. Have you been diagnosed with or dd you have a mcdxcal condmon which in any way limits or impaaiis
your ability to practice medicine? Iflyour answer is “yes," set forth the specifics of your condition and

any related treatment, including dates and diagnoses.

T i

24. Have you engaged in the use of any ¢

practice medicine? If you have obtain

forth the specifics of the treatment, inc

et ek
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d
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ing dates and diagnoses.
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Commonwealth of Massachusetts
BOARD OF REGISTRATION IN MEDICINE
560 Harrison Avenue, Boston, MA 02118 — (617) 654-9810 www.massmedboard.org

LOST, STOLEN OR MISPLACED WALLET SIZED CARD

Please submit the following:

* A personal check or money order for $18.00, made payable to the
Commonwealth of Massachusetts.

e An explanation for the loss of your wallet card and signature on the
statement below.

Please explain the loss of your wallet card:___ |t ¢ reloa mff T gﬁ\\ﬁ oM

'LKJL,'\" 1 Cud 1[)?/\(,"\ L‘t ‘

[ have made every reasonable attempt to locate my wallet card to no avail. I declare
under the pains and penaZt'?s of @;’ury that my statements are true and correct.

10/9 ©l
Signature Date
PRINT NAME: OHEM( Hami) LICENSE # /Y43{

MAILING ADDRESS:

CITY: state: ZIP:-

Please forward the completed torm with your check for $18.00 to the Board of
Registration in Medicine at the above listed address. Thank you.

For Office use only

Date Received: /O / | 2/ Ao Date Completed: /O / [7/0 L

Completed by: Oy ~—
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L Massachusetts PhySIClan Renewal Apphcatlon

Physician Name: Cheryl Lynn Hamlin, M.D.

License No.: 74421

PART A
1) Current Status: Active

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

Renewal Due Date: 05/18/2008
1f you want to change your current status, please check one of the following boxes to indicate your new status:

[ 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

Htivet

Mailing Address:

O Check here 10 change vus “"M’gj m 1 8 "ﬂﬂﬂ
off RS
mgh e

2

rrone: I

[ Check here to change this address

2¢) BUSINESS ADDRESS
1493 Cambridge Street
Cambridge, MA 02139

Phone: (617)665-1660
@C heck here to change ihis 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: 2D T Wubo(n St
City/Town: OGNW(&%

Zip:_ 0yl 5q Country ')
Business Telephone: (01 7)_ 499 - S) LQl

State: i! lﬁ ‘

Business address cannot be a Post Office Box

Correct iourl E-mail and Fax Number below:

4) Fax Number:
5) Specialties (See Renewal Instructions, page 4.) Delete? List Additional Specialtiés:
Obstetrics and Gvnecelogy 0
o
0O

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

6) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association {AQA) Information.

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 Delete?
Obstetrics & Gynecology ABMS Obstetrics and Gynecology O
0O
O
0o

Page 1 of 9
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: —Méséai(;ﬁusétts Physic_igﬁR;:newal Appi-i“(;étiohA

Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

(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
¢) Federal (DEA)

9) States where you were previously licensed

10) List all work sites in Massachusetts, including health care facilitics (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.

(Enclose a copy of the certificate of insurance or the face sheet)

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

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

Check one:

E]  Otherwise exempt (Please expiain)-

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

List the names of alf work sites in Massachusetts Location
State Delete?
(See above and description on page 4,) (City or Town)
Cambridge Public Hith Commission (The) 0
0
(N
O
O
11) Care of patients in Massachusetts (See Renewal Instructions, page 4.)
Average weekly hours involved in: a) inpatient care 20 prsiwk Change t0: hrs/wk
’ b) outpatient care 20 prsiwk 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:
(1 Insurance Carrier (complete below)
. - gutrently bedny
Current Insurance Carrier: CRICO Change to: N =7
Policy dates:  From Il To / / (ene m
— & mT Avw
Type of Policy: [ Claims made with tail coverage [0 Occurrence Policy HO(P' '{”‘-0

13) Do you perform any surgery in your Massachusetts office? (See Renewal Instructions, page 3.)
if Yes, please complete Form PCA-O "Office Based Surgery” Form on page 8.

Page 2 of 9



SRS Massachusetts Physnclan Reriewal Apphcatlon
Physician Name: Cheryl Lynn Hamiin, M.D. License No.: 74421

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 $.)

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.c., any claims that havc
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 1o 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, aliowed 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? é{es O No

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

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

CME EXEMPTION: (check one) [ Inactive Status 3 Residency/Feliowship training

Page 3 of 9 /
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IR Massachusetts Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

CONFIDENTIAL MEDICAL INFORMATION

=R

e

PART B

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

license renewal with this Board_through and including the day you sign this renewal application, g’

(See Renewal Instructions, page 10.)

YES NO

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 9



" Massachusefis Physician Renewal Application

Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421 {?
PART C B
Check One: PHYSICIAN PROFILE 42
ﬁ I have reviewed my Physician Profile at http://profiles.mmassmedboard.org and confirm that the information is accurate. i{g;
(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.)
[0 TIhave reviewed my Physictan 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 11.) A

CERTIFICATIONS

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

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

3) I certify that 1 have complied with ry obligations 1o report abuse, neglect or financial exploitation of elderly persons pursuant to
G.L. c.19A, sec. 15, and | understand the punishment for failure to comply.

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

5) 1 certify that 1 have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. ¢. 112,
sec. 12A 172,

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

7) 1 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 1 understand my obligations under G.L. ¢. 112, sec. 2.

8) I certify that 1 have complied with my obligations to file Massachusetts 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 | make these certifications under penalties of

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

11) I centify 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 the Patient Care Assessment Regulations, 243 C.M.R. 3.00 et seq. 1 understand that
the Patient Care Assessment (PCA) programs at the health care facilities where | practice report certain Major Incidents to the Board.

12) [ certify that I have complied with my obligations to disclose my ownership interest in any partnership, corporation, firm or other
legal entity to which I 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 Hlstory Systems Board only and that it will not necessarily disqualify me from
licensure.

e (DY e Y (6,08

MAKE A COPY OF YOUR APPL CATION AND ALL ATTACHMENTS BEFORE MAILING. YOU MUST RETAIN A
COPY OF YOUR APPLICATION FOR YOUR RECORDS, FOR CREDENTIALING AND FOR OTHER PURPOSES.

Page 50of 8




Cor Massachusetts Physman Renewal Apphcatlon ,
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421 {&

NATIONAL PROVIDER IDENTIFIER (NP1 Li)

The primary purpose of the NP is to uniquely identify health care providers as “health care providers” in HIPAA standard transactions. ,gf
The NPI 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 transactions. p

Under the final HIPAA NP! Rule, all individuat 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 NP1 You can apply for an NPI directly by using the NPPES wepp
site at www.NPPES.cms.hhs.gov. "J

Option 2: Certify you have personally applied for your NPI and you have not received it yet. Once you have received your NP1 Number,
you must notify the Board. Please complete the NPI form at the Board's web site at www.massmedboard.org.

OQtlou 3: Certify another authorized institution has applied for an NPI 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 NP form at the
Board's website (see Option 2). '

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

Option S: If your license status is INACTIVE, you may elect not to obtain an NP1 number.

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

[] My current NPl is: EB;]E”I“EIE' Elm

[ 1 have personally applied for an NPI. (Y ou must provide your NPI number to the Board when received.)

3 1 have applied for an NPI u‘sing a third party (enter name): (follow instructions for Option 3)
[J By checking this option and signing the bottom of this page, | hereby authorize the Board to apply for an NPI.on my behalf.
[ As an inactive physician, 1 do not wish to obtain an NPI.

HIPAA TAXONOMY CODES

Please provide the HIPAA taxonomy (specialty) codes (refer to Renewal Instructions, page 21 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 NP1 on your behalf.

Taxonomy (Speciaity) Code Taxonomy Description (Print)

Primary Provider Taxonomy: @ @ m IE IE' L—Ql m O@J_G\(/{n

Provider Taxonomy: D D Dj EI D D I_—_l m
Provider Taxonomy: D D Dj D D D D D:I

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

Gender: [ Male B(female

Penalties for Falsifying Information on the National Provider Identifier 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 wiilfully falsifies, conceals or covers up by any trick, scheme or device a material fact, or makes any false,
fictitious or fraudulent 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 statute.

Authorization for NP1 Dissemination

Check one box: @ 1 authorize [J 1do not authorize the Board of Registration in Medicine to provide my NP1 number to any
authorized hospital, health plan, or health organization.

Please sign and date tmo firp that all of the information on this form is true and accurate.
hi

Date: _"L/l&/%

Signature:

Page 7 of @



Commonwealth of Massachusetts
Board of Registration in Medicine

Physician Renewal Application

Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

Current Status: Active License Expiration Date: 6/15/2010

1)

Activity Status: Active

2) Address & Contact Information
Mailing Address:
Home Address:
Business Address: 330 Mt. Auburn Street
Cambridge
Massachusetts - 02139
United States of America
(617) 499-5161
4) Fax Number:
5) Specialties
Obstetrics and Gynecology
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
Wiiii“iiﬁ iiiiiil 'iir) 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
Mount Auburn Hospital

Page 1 of 4 Date: 4/12/2010 Time: 11:37 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsivk
b) outpatient care 20 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/02/2010 12/31/2010 Claims made with tail coverage

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

14) Claims Made ) o ) . . .
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) {}Iew: Havg?there been any claims, other than medical malpractice claims, filed against you during this
ime period”
b) ResoFI)\/eed: 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?
¢) 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?

c¢) 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?

Page 2 of 4 Date: 4/12/2010 Time: 11:37 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: 4/12/2010 Time: 11:37 AM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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 physical 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: 4/12/2010 Time: 11:37 AM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

Current Status: Active License Expiration Date: 6/15/2012
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 330 Mt. Auburn Street
Cambridge
Massachusetts - 02139
United States of America
(617) 499-5161

4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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

A ™ e R

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

Page1 of 5 Date: 4/22/2012 Time: 10:42 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsivk
b) outpatient care 20 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
Controlled Risk Insurance Company of Verm 01/01/2012 12/31/2012 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) {}Iew: Havg?there been any claims, other than medical malpractice claims, filed against you during this
ime period”
b) ResoFI)veed: 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?
¢) 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?
c¢) 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 5 Date: 4/22/2012 Time: 10:42 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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)

Page 3 of 5 Date: 4/22/2012 Time: 10:42 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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?

Page4 of 5 Date: 4/22/2012 Time: 10:42 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Page 5 of 5 Date: 4/22/2012 Time: 10:42 PM
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

Current Status: Active License Expiration Date: 6/15/2014
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 330 Mt. Auburn Street
Cambridge
Massachusetts - 02139
United States of America
(617) 499-5161

3) Email Adaress: [

4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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

I rederel GERXS

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
joseph m smith community health center waltham , ma
Mount Auburn Hospital
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsiwk
b) outpatient care 20 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2014 12/31/2014 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?

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?
¢) 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: 4/28/2014 Time: 4:11 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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)

Page 3 of 6 Date: 4/28/2014 Time: 4:11 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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?

Page 4 of 6 Date: 4/28/2014 Time: 4:11 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: 4/28/2014 Time: 4:11 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

Current Status: Active License Expiration Date: 6/15/2016
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 330 Mt. Auburn Street
Cambridge
Massachusetts - 02139
United States of America
(617) 499-5161

4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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 IDEAI 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
Mount Auburn Hospital

Page 1 of 7 Date: 4/16/2016 Time: 2:14 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsivk
b) outpatient care 20 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2016 12/31/2016 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) {}Iew: Havg?there been any claims, other than medical malpractice claims, filed against you during this
ime period”
b) ResoFI)veed: 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?
¢) 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?

Page 2 of 7 Date: 4/16/2016 Time: 2:14 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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

Page 3 of 7 Date: 4/16/2016 Time: 2:14 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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?

Page 4 of 7 Date: 4/16/2016 Time: 2:14 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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 7 of 7 Date: 4/16/2016 Time: 2:14 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

Current Status: Active License Expiration Date: 6/15/2018
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 330 Mt. Auburn Street
Cambridge
Massachusetts - 02139
United States of America
(617) 499-5161

4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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 iDEAi Federal (DEA) XS

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

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

Page 1 of 6 Date: 4/22/2018 Time: 9:43 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsivk
b) outpatient care 20 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2018 12/31/2018 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?

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) {}Iew: Havca?there been any claims, other than medical malpractice claims, filed against you during this
ime period”
b) Reso?veed: 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?
¢) 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: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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

Board of Registration in Medicine NP,
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880 Q;;}P ST N
Telephone (781) 876-8230 N I

www.mass.gov/massmedboard ""_‘-'.','._ *;0/)

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

VERIFICATION TO: (X V155 1SS i ‘D—) C %"W\? gd@&de@ N\Orh OCL( Lt@,e(/\SUf e

ADDRESS: @ quGQS {‘)\ dCLO PNJI A\(\C \ Bl (“raf\e@\c& Q

CITY: \aQELSOI\ STATE: w\g zir: 291, D,
Quite

PHYSICIAN’S NAME: O/\/\Qru\ Heam\n 320~

BUSINESS ADDRESS: 52 ) ')\N\ ountWavorn oF

CITY: (\uw\hﬁ&%f stateMA_ zie: DAULD

MASSACHUSETTS LICENSE NUMBER: 7 k{ % a \

SIGNATURE OF PHYSICIAN: W

Signed underYhe penalties of perjury
DATE: 6\.\'7 1\

\166'
This release shall remain valid for one (1) year from the%‘?e of exe.




Commonwealth of Massachusetts

Board of Registration in Medicine
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
Telephone (781) 876-8230

www.mass.gov/massmedboard

PHYSICIAN LICENSE VERIFICATION REQUEST

INSTRUCTIONS

REQUESTS FOR REVIEW OF COMPLAINT FILES MUST BE ACCOMPANIED BY A WAIVER
FORM PROVIDED BY THE BOARD OF REGISTRATION IN MEDICINE. NO OTHER FORMS
WILL BE ACCEPTED.

The attached Waiver for Release of Information form must be completed as directed and signed by the
physician requesting a License Verification, Certified Statement, or Letter of Good Standing (all are
considered the same form).

The fee for completing a License Verification, Certified Statement, or Letter of Good Standing is $10.00
(ten dollars) per verification request. (Full License verifications and Limited License verifications are
separate requests; the fee for each license verification is $10.00.)

Please make your check or money order payable to the Commonwealth of Massachusetts and forward
it to the address below. We cannot accept cash payment.

License Verification

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

License Verification requests will not be processed if the waiver form is substituted or incomplete,
or if the $10.00 processing fee for each license verification request is not included.

Please include a stamped envelope with the name and address of the recipient. If you wish to have the
verification sent via overnight delivery, please include a prepaid USPS envelope. We cannot send the
requests via UPS or FedEx.

Please allow at least three (3) weeks for procissing of license verification requests.

NOTICE TO THE APPLICANT - |

THIS REQUEST IS BEING RETURNED FOR THE FOLLOWING REASON(S):

% The Board’s waiver form is not included P, lea c Q),,L(P(efc & /g &L

The $10.00 fee has not been received and/or is incorrect



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 namedbelow:"

(Please type or print clearly.)

RECEIVED
SEP 13 2019

Board of Registration in Medicine

SEND LICENSE
VERIFICATION TO: Alabama Board of Medical Examiners

ADDRESS:P.O Box 946

CITY; Montgomery STATE: AL ZIP: 36101

PHYSICIAN'S NAME: Cheryl L Hamlin

BUSINESS ADDRESS: 330 Mount Auburn Street

CITY: Cambridge STATE: MA
ZIP: 02138

EMAIL ADDRESS: [ date Received: (7 / ) /lj

MASSACHUSETTS LICENSE NUMBER:___ 74421 Check #: /%z ?
Chec o, / [)ﬁ
SIGNATURE OF PHYSICIAN: M heck Amount: $ [) /)
Signed under the penalties of perjury nials: x i
DATE: 9/5/19

This release shall remain valid for one (1) year from the date of execution.
Rev. 072019



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

Current Status: Active License Expiration Date: 6/15/2020
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 330 Mt. Auburn Street
Cambridge
Massachusetts - 02139
United States of America
(617) 499-5161

4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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 Federal (DEA) XS

8) Other states where you are now licensed to practice
Alabama
Mississippi

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
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsivk
b) outpatient care 10 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2020 12/31/2020 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?
¢) 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: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421

[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

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

Current Status: Active License Expiration Date: 6/15/2022
1) Activity Status: Active
2) Address & Contact Information

Mailing Address:

Home Address:

Business Address: 330 Mt. Auburn Street
Cambridge
Massachusetts - 02139
United States of America
(617) 499-5161

3) Email Adaress: |

4) Fax Number:

5) Specialties
Obstetrics and Gynecology

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

i el R

8) Other states where you are now licensed to practice
Alabama
Mississippi

9) States where you were previously licensed
None Reported

10) Work Sites ‘ N _ ‘
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
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 20 hrsivk
b) outpatient care 10 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2022 12/31/2022 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?
¢) 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: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421

23) Do you have a medical or physical condition that currently impairs your ability to practice
medicine? If your answer is 'yes', please provide a detailed explanation.

You may answer 'NO’ if the behavior or condition is known to the Massachusetts Medical
Society’s Physician Health Services {PHS) and you are complying with all PHS requirements for
evaluation, treatment and/or monitoring as recommended.

24) Have you engaged in the use of any chemical substance(s) with the result that your ability to
practice medicine is currently impaired? If your answer is 'yes', please provide a detailed
explanation.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

25) Alzheimer’s Training Requirement

| did not complete the required Alzheimer's and Dementia Training.

Licensees applying to renew a license must complete the required course by November 7, 2022.
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cheryl Lynn Hamlin, M.D. License No.: 74421

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: Cheryl Lynn Hamlin, M.D. License No.: 74421

[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 7 of 7 Date: 4/18/2022 Time: 6:55 PM



	CL
	JULIAN N. ROBINSON, MD
	CHARLES D. BAKER
	KARYN E. POLITO
	MARYLOU SUDDERS
	MARGRET R. COOKE
	WOODY GIESSMANN, LADC-I, CADAC, CIP, CAI
	DEBORAH LEVINE, MD
	HOLLY J. OH, MD
	NAWAL M. NOUR, MD, MPH, FACOG
	BOOKER T. BUSH, MD
	FRANK M. O’DONNELL, JD, MPA
	GEORGE ZACHOS, ESQ

	74421---HAMLIN------MED-FL-Application---1-1-1985_Redacted
	74421---HAMLIN------MED-FL-Moral-and-Prof---1-1-1985_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---1-14-2002-PCA-O-_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---3-15-2004-PCA-O-_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---3-20-2006-PCA-O--PRESENT_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---7-1-2002-PCA-O-_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---11-3-2006-PCA-O-_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---5-12-2008-PCA-O--PCA-O-PRESENT_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---4-17-2010-PCA-O--NONE_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---4-23-2012-PCA-O--NONE_Redacted
	74421---HAMLIN---CHERYL-LYNN---FULL---MED-FRN-Copy-Request---9-11-2014
	74421---HAMLIN------MED-FRN-Renewal-Application---4-29-2014-PCA-O--NONE_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---4-18-2016-PCA-O--NONE_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---4-23-2018-PCA-O--NONE_Redacted
	74421---HAMLIN------MED-FL-Waivers---3-23-2017
	74421---HAMLIN------MED-FL-Waivers---10-11-2019_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---4-21-2020-PCA-O--NONE_Redacted
	74421---HAMLIN------MED-FRN-Renewal-Application---4-19-2022-PCA-O--NONE_Redacted



