Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 0188" !
Telephone: (781) 876-8210 Fax: (781) 876-8383  www. m.lw.ﬂmhncdboaﬁf

FULL LICENSE APPLICATION (‘Zw—if@ A

Application Fee: Please enclose 1 check or money order in the amount of $600.00 made payable to the Commonwealth of
Massachusetts. The application | ¢ 15 non-refundable.

Type of License Iu Hal Full License [] Administrative License [] Volunteer License
Check One: I~ Canadian Graduate ] International Graduate

Legal Name (do not use micknan es or iitials. unless they are part ol your legal name)

Ao wn (AC] £ llean

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

E{\I.[}. 0 po. O ewy [ Other degree 1 Male [Q"".F.cm.-l]u

Other Name(s) Used - List any ther name(s) you have used which may appear on your identilying documents, such as
medical education and examination records. 1Fnot applicable, check here. ]

Enure Last Name (type or print ¢'carly) Iirst Middle Suffix (Jr., ete )
il
NPI (National Provider Identificr - Number: [ (277 |S8¢
Place of Birth: _
City State/Province/ Territory Country if not USA

*\I‘“—““g \ddrth?‘: _ IL'l\-‘Ph"”C.__
Jm} el Street

Clity State/Province/ Territory Ziplor pn-lilr{ ~dL_

retepnone. | RN
umbeJanc

Iome Address:

City State/Province/ Terrtory Zip (or postal) Code
Business Address s ly ey '3 n lelephone: Zin- Y&/ - V2%
Numbor and Street
\
0T 11. ] A | 70
( !l}_ State/Provinee Territory Zip (or postal) Code

E-mail Address: ‘ax number; " - A% - Lo R

Yes [:1 No

“ The Board will use your Mailing Address for all correspondence

Are you applying for licensure through FOVS?

Full Lic App — Form 2 (Application), Page | o' 4, Rev. 7/14



Date Received: ___‘S__./__U_, 3 i

Check #: W74 gt

Check Amount: $ QOO Q_Ol_“
!TIi'\iLi]SI_,_L_“S__—




Pre-medical School From To

Name: I&fﬁ;’db\b g)y\,‘mik{ Degree: bs Year: 2o0f  Year:_ 2005

Street: . 415 Savs Sr o City: WelHictn State:_ M4
Name: Degree: Year: Year:
Street: City: State:

Medical School

Name: /l—ﬂuf\?{b Wms-ln., Sckaool 82 Mu)?u‘./\{_
Street: 4500 N. Prvad Sr City:

Name: Degree:

Degree: m.D,
PHL&.M?LFQ\ State: PA

Street: City: State:

4

Medical School Graduation Date: S / Lol
Month Year
Postgraduate Education:

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

From To

Facility: PGY Year: | L / 201 e/ o12

ot %sp;\rd

Specialty:

State: PA

WMemorid #usPIM

Facility:

Specialty: Ob/[pL‘,v'\

City: Auuam

PGY Year: ?—

b/ Jo1 G 1203

State: DA'

City:_Apigplon
d

PGY Year: 3

b 1205 (1 04

State: PA

l-‘acilny:%hm_mwwd thepited
kY
Specialty: 0 /(yu{m

Facility: MGVQ*OV\ WLQMAMJ u‘tbpl"r/l

Specialty: {)(b(f(ﬂ',v\

City: A'IoA,sz/\

PGY Year: ‘Lf

b 204 /

Facility:

Specialty:

City: /a\’lor\ﬂld'\ﬂ/\ State: PA
J

PGY Year: / /

City: State:

Full Lic App — Form 2 (Application), Page 2 of 4. Rev. 7/14



Examination History

Please contact the appropriate cxamination entity and have the examination scores sent to you in a sealed
envelope. If you are using I'C VS, your examination scores will be sent to the Board with your credentials packet.

List each licensure examination. U.S. or international, you have taken (USMLE. NBME, NBOME, LMCC, FLEX,
COMVEX. COMLEX or a state examination. If you answer “yes” to question #5 on the Full Supplement, you
must also complete the requircd information.

Examination Number of attempts Passed (P) or Failed (IF)
USMLE Step | . = [ Ar Or
USMLE Step 11 — \ @Ar  Or
USMLE Step 111 o= \ SO

NBME Part |

NBME Part [l

NBME Part [11

FLEX Component |

FLEX Component 2

FLEX Pre-1985

NBOME Part |

NBOME Part [l

NBOME Part 111

P [Or

COMLEX Level |

COMLEX Level 2

P D F

COMLEX Level 3

COMVEX P [F
P QOF
p [OF
P OF

P D I

LLMCC — Single

LLMCC - Part |

LMCC — Part 11

State Board Exam

|
i 0o O v 0 0 o O O O 0 0 0 G e
L

(State of examination and year)

Full Lic App — Form 2 (Application), Page 3 of 4, Rev. 7/14






COMMONWEALTH OF MASSACHUSETTS--BOARD OF REGISTRATION IN MEDICINE
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
www.mass.gov/massmedboard

AUTHORIZATION | OR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

 Lar Beoaw

(type/print your comp!cle name)

request and authorize every porson, institution, professional licensing board of any state in which 1 hold or may
have held a license to practice my profession, hospital. clinic. government agency (local, state. federal or foreign).
law enforcement ageney, or ol rer third parties and organizations and their representatives to release information,
records, transcripts and other «ocuments concerning my professional gualifications and competency, ethics,
character and other informatio | pertaining 1o me to the Massachusetts Board of Registration in Medicine.

I further request and authorize that the requested information, documents, and records be sent directly
Board of Registration i Medicine
200 Harvard Mill Squ e, Suite 330
Wakefield. MA 01881

Attention: Licensing

Immunity and Release

I hereby extend absolute immi nity to and release, discharge, and hold harmless from any and all liability: 1) the
Board of Registration in Medicmne, its agents, representatives, directors and officers: 2) other agencies,
mstitutions, hospitals and clinics providing information, their representatives, directors and officers: and 3) any
third parties and organizations (or any acls, communications, reports, records, transcripts, statements, documents,
recommendations or disclosur s involving me, made in good faith and without malice, requested or received by
the Board of Registration in Medicine,

By my signature below, | ackiowledge that information. documents and records required 1o be turnished by
anpther organization, educatio ial institution, hospital, individual or any person or groups of persons has been sent
to me directly from the primin . source in a sealed envelope and that none of the seals have been broken. |
understand that the Board of [<cgistration in Medicine will not accept any such information, records or documents
forwarded by me unless they are in sealed envelopes.

A photocopy or facsimile ol 115 authorization shall be as valid as the original and shall be valid up 1o one year
Irom the date signed.

3/ivles

Applican?s Signature Date of Signature

 Brown , Cary E-

Applicant’s Printed Last Nam

First Name, Middlc Initial, Suffix (e.g.. Jr.)

Applicant s irth (mosith/day/vear)

Full Lic App = Form 6 (Authorization for Release), Page | of |, Rev. 7/14



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

MEDICARE/TAX FORM

INSTRUCTIONS:

Please sign this form and return it with your application. Massachusetts General Laws
Chapter 62C, §49A, requires that you complete this statement to obtain licensure to
practice a profession:

Goe Doy

(type or print name)

certify, under the peralties of perjury, to the best of my knowledge and belief, that |
have filed all state tax returns and paid all state taxes required by state law.

SIGNED: /Q % DATE: __ 3/13/18
Lﬂ"‘_/
Social Security Number: _

LA A SRS SESEEEEEEEE SRS EE R R E R Rl R E SRS R EE R R R SRR EE SRS RN ENREREERESENE;

Massachusetts Gencral Laws Chapter 112, §2, and 243 CMR 2.07 (15) require that
you complete the following statement:

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

Note: Signing this form does not imply that you will participate in the Medicare
program.

SIGNED: %P\ DATE: _ 5/13/¢S

Full Lic App = Form 3 ( Medicare/Tax Form), Page | of |, Rev. 7/14




ELECTRONIC HEALTH RECORDS (EHR) PROFICIENCY FORM

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

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

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

__x__ Participation in a Meaningful Use program as an eligible professional;

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

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

___ Completion of 3 hours of a Category 1 EHR-related CPD course that discusses, at a
minimum, the core and menu objectives and the Clinical Quality Measures (“CQMs”) for
Meaningful Use.

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

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

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

~ for an Administrative License;

___ fora Volunteer License;

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

_ for an Emergency Restricted License.

SECTION 3. SIGNATURE

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

NAME:  Cari Brown DATE: 7/17/15

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




Cari Brown, M.D.

Personal Information

pate o pireh: |
Place of Birch: N

phone: [

Education

Medical School: M.D. - Temple University School of Medicine, August 2007-May 2011
Undergraduate: B.S. - Anthropology and Biology, Brandeis University, August 2001-May 2005
Medical Licensure

Pennsylvania License Number - MD453255

Honors and Awards

Dean’s Award Scholarship
Temple University School of Medicine, 2007. Merit scholarship awarded to incoming medical students.

Resident Research Award
Abington Memorial Hospital, Department of Obstetrics and Gynecology, 2014. Annual award for a third
year resident, based on presentation of original research.

Society for Maternal Fetal Medicine Award for Excellence in Obstetrics
Abington Memorial Hospital, 2014. Annual award to a resident displaying distinction in provision of
obstetric care.

Previous Emplovment

Resident in Obstetrics and Gynecology
Abington Memorial Hospital, Abington, PA
June 2011-June 2015

Technical Research Assistant and Laboratory Radiation Safety Officer, September 2005- July 2007
Lipid Metabolism Unit, Massachusetts General Hospital, Boston, MA

Present Position

Maternity Leave, June 2015-Present



Bibliography
Journals

Fitzgerald ML, Xavier R, Haley KJ, Welti R, Goss JL, Brown CE, Zhuang DZ, Bell SA, Lu N, McKee
M, Seed B, Freeman MW. ABCA 3 inactivation in mice causes respiratory failure, loss of pulmonary
surfactant, and depletion of lung phosphatidyl glycerol. J Lipid Res 48: 621-632, 2007.

Tamehiro N, Zhou S, Okuhira K, Benita Y, Brown CE, Zhuang DZ, Latz E, Xavier RJ, Freeman MW,
Fitzgeral ML. SPTLC1 Binds ABCAI to negatively regulate trafficking and cholesterol efflux activity of
the transporter. Biochemistry 47 (23): 6138-47, 2008.

Poster Presentation

Maher Z, Brown C, Schuerch L, Trydestam C, Wong L, Hurley B, Matthews G, Burlingame E, Butera D,
Lyons P, Barry T, Reeves K. Temple University Emergency Action Corps: Service Learning and the
Makings of a Successful Student Run International Disaster Response Trip. Poster Presented at the
American Association of Medical Colleges Annual Meeting, 2008.

Book Chapters

Primary and Preventative Care

The Puerperium

Cari Brown, Edited by Stephen G. Somkuti. Pearls of Wisdom, Obstetrics and Gynecology Board
Review, Fourth Edition. McGraw-Hill, 2014.

In Preparation

Auscultation Alone as a Method of Identifying Fetal versus Maternal Heart Sounds. Brown C, Mackey A.
An evaluation of 98 labor and delivery providers and their ability to determine the source of fetal heart
sounds without additional clinical information.

Is Hypothyroidism a Risk Factor for Types of Uterine Cancer? Ward C, Brown C, Shahin M, Edelson M.
Retrospective cohort study of 600 patients with uterine cancer evaluated for type of cancer and
concomitant thyroid disease.

-Selected for oral presentation, Mid —Atlantic Gynecologic Oncologic Society, October, 2014.

-Selected for poster presentation Society of Gynecologic Oncologists Annual Meeting, 2015.

Committees
Obstetric Triage Work Group
Obstetric Multidisciplinary Work Group

Obstetrics and Gynecology Resident Education Committee



Admissions Committee, Temple University School of Medicine at St. Luke’s University Health Network
(member 2010-2011)

International Experience

Child Family Health International, Puerto Escondido, Mexico - engaged in medical Spanish lessons,
assisted in the regional public hospital and a rural clinic, and assisted with training activities for
traditional birth attendants. Oct, 2013.

Amerispan Study Abroad, Heredia, Costa Rica - participated in Spanish immersion program, assisted
with clinical care in a private general medical clinic. Feb, 2011.

Temple University Emergency Action Corps - participated in planning, executing and documenting
weeklong service trips to Bolivia and El Salvador to assist in disaster relief efforts. Mar, 2008; Mar, 2010.

Volunteer and Extracurricular Activities

Co-president, Medical Students for Choice, Temple University Chapter, 2008-2009.
Vice President, American Medical Student Association, Temple University Chapter, 2008-2009.
Patient Escort, Planned Parenthood, Philadelphia, PA, 2008-2009.

Languages

Working knowledge of medical Spanish



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

MALPRACTICE HISTORY REQUEST FORM

Applicant’s Instructions: Plezse list the names of your liability carriers and send a signed copy of this form
to each of your current and all past liability carrier(s). You must provide your malpractice history reports if you
ever had a full license in any state. You do not need to supply your malpractice history reports while
participating in an ACGME postgraduate training program unless you had a full license or you were named in
a malpractice case. This form must be returned to the Board with your license application.

Please provide the following information on the malpractice history report:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or information in its possession, custody or control on my current policy number,
and/or any other policy | have had with this or any other carrier

5. dates of policy coverage must be included.

g 009 =4

Liability Carrier's Instructions: Please report any open or closed cases that have gone to trial,
whether or not monies were paid, and provide a copy of the complaint or summons, disposition or
judgment and amount of monies paid on behalf of the applicant. If the applicant does not have any
claims history, please indicate that on your letterhead. If your company’s name has changed, please
provide any former company names. The information should be sent to the applicant.

Liability Carrier: _ (wosctr Qs Rebesbin Goop From: & /1205 To: _(» [ 20§
City: _ Paarliiiun State: __ v1 Policy #._E R o~ 14- Cod
J
Liability Carrier: From: / To: /
City: State: Policy #:
Liability Carrier: From: / To: /
City: State: Policy #:
Liability Carrier: From: / To: /
City: State: Policy #.
Liability Carrier: : From: / To: /
City: State: Policy #:
% , 2
Applicant's signature: B f’/ﬁ' 0 A - AL
Piaripi Date
Print Name: {inr \Dpou—

Address:
City: State: Zip code: i

Additional forms available at the Board's website at www.mass.qov/massmedboard.

Full Lic App — Form 13 (Malpractice History Form), Page 1 of 1, Rev. 7/14
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Seal Verified 6 h{»"

DATE: Board of Registration in Medicine Sealed Enve
200 Hzrvard Mill Square, Suite 330 - Wakefield, MA 01880 | 'I'J’HJ. k e
INITIALS: I clephone: (781) 876-8210  Fax: (781) 876-8383 niials:

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

PHOTOGRAPH CERTIFICATION OF MORAL AND
PROFESSIONAL CHARACTER
This certifies that | have been personally acquainted
with the physician named below;

'y o |f-‘_'.
LAt I 8 AN
[name of applicant |
or / years. | believe that the above
named physician is of good moral character and
wor‘(hy of confidence and recommend him/her to
Massachusgtts Board of Regastranon in
M in
ET /
PR - // // 4

Signature of applicant Sigrfattire of Certifying F’hysmian

| certify that the pho'ograph Mpo Ty PA’

above is a genuine Ikeness of the  License Number State

maker of the signatiie above.
Bethany vy
Type or print name clearly

ignaturé of Notary
’?/&Q /: 4 2& Telephone
My commissidn expires '
coOPMONWEALTH OF PENNSYLVANI/ Date: #1( 13 |15

Commonwealth of Massachusetts

J

m

NOTARIAL SEAL

\Nghn-'ﬁiqi—w
My Commission Expires July 26,

HNIFER B. MEISSNER, Notary Public

nty

016

Instructions to the certifying physician: Please answer every question, date this

form, and return it to the applicant in a sealed envelope with your signature

across the seal.

Full Lic App—Form  (Certificate of Moral and Protessional Character). Page | of 1. Rev. 7/14
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COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF STATE

BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
POST OFFICE BOX 2649

HARRISBURG, PA 17105-2649
www.dos.pa.gov

04/01/2015

VERIFICATION/CERTIFICATION OF LICENSE

This is to certify that the individual named below is licensed by the Department of State, Bureau of
Professional and Occupational Affairs:

NAME: Brown, Cari

LICENSE TYPE: Medical Physician and Surgeon
LICENSE #: MD453255

LICENSE STATUS: Active

LICENSE ISSUE DATE: 09/18/2014

LICENSE EXPIRATION DATE: 12/31/2016

DISCIPLINARY HISTORY: S

lan J. Harlow, Acting Commissioner
Bureau of Professional and Occupational Affairs



From:

To:

Subject:
Date:
Attachments:

st-medicine@pa.gov
BORIM License Verification (MED)
PENNSYLVANIA VERIFICATION/CERTIFICATION OF LICENSE - MD453255

Wednesday, April 01, 2015 9:05:52 PM
3269825 LIC 12 MA - Massachusetts Board of Registration in MedicineApr 1 2015 7 22 09 483PM.PDF

Attached is a VERIFICATION/CERTIFICATION OF LICENSE for:

Licensee Information

NMDAEIIDELR

WIVTOO4L00

Licensee Type

Medical Physician and Surgeon

Last Name

Brown

First Name

Cari

Open the attachment to view and print the document. To verify the authenticity of the letter and/or
to download any disciplinary action documents if exist for the requested licensee, please click this
link https://www.mylicense.state.pa.us/L2KSupportSite/ReceiverVerification.

Verification Code:98AB2DCA-4797-43A4-9BAF-621485DA0103.
Please note that this link cannot be forwarded and will only be available for 30 days from the date of

this email.

Please contact the Pennsylvania board/commission at 7177831400 or email st-medicine@pa.gov

for any questions.

Thanks,
BPOA



PRINT NAME: GM B o - DATE: _ 5 4 13 /IS

FULL LICENSE APPLICATION SUPPLEMENT

IMPORTANT NOTE: If you answer “yes” to any ol these questions, you must provide the additional
information on pages 5-11.

UESTION

. While enrolled in v Hege. medical school, graduate school or postgraduate training
were you ever the subjeet of any disciplinary action? (This includes action that wis
formal or informal. val or written, voluntary or involuntary. A confidentiality
agreement does not (bsolve you ol your requirement to answer this question.)

2-A. Have you ever been lerminated or granted a leave of absence by a medical school or
any postgraduate bizning program or have yvou ever withdrawn from a medical
school or any postainduate training program or had to repeat a year of postgraduate
training?

2-B. Have you ever been placed on probation or remediation by a medical school,
graduate school or ooy postgraduate training program?

i It you are a LIS or Cunadian graduate, did you take more than four (4) years 1o
complete medical school: or if you are an international medical graduate, did you
take more than six ( 1) years to complete medical school?

4, Since your enrollment in college, have you been denied the privilege of taking or
nishing an examin ition or been accused of or found to have cheated or engaged in
improper conduet Jring an examination?

o Have you ever becn denied a medical license, whether full, limited. temporary, or
have you withdraw i an application for medical licensure?

0, Have you ever surrendered a license to practice medicine or any prolessional license
or has your license or certificate ever been revoked? (You do not need to report a
lapsed license.)

F Have you been den 'd American Board ol Medical Specialties or American Board ot
Osteopathic Medici e certification or has vour certification ever heen suspended or
revoked?

8-A. Are you aware of arv pending investigation or inquiry into your professional
conduct by any enti v or are any disciplinary charges pending against you?

8-, Since your completon of postgraduate training, has any disciplinary action ever been

taken against you'! A confidentiality agreement does not absolve you of your
requirement to ansy er this question, )

Full Lic App —Form 8 (Apylication Supplement), Page | of ||, Rev. 7/14



PRINT N

9-A.

9-B.

9-C.

10,

d

[4-A,

14-B.

AME: (v Bevwn

Have you ever relm uished any medical stalfmembership or association with a health
care facility?

I'as your medical s 11 membership. medical privileges. medical staff status or
association with a health care facility ever been limited, suspended. revoked. not
renewed or subject (o probationary conditions or has processing toward any ol those
ends been instituted or recommended by a medical staff committee, administration or
governing board”

IHave vou ever withirawn an application lor hospital privileges or appointment. or
have you ever been denied medical stall membership, advancement in medical stall
status or association with a health care facility, or

by a medical stall committee, administration or governing body?

1as such denial been recommended

Have you ever beer charged with any criminal offense? (You must report being
arrested. arraigned, ndicted or convicted. even il the charges against you were
dropped. iled. disitissed. expunged or otherwise discharged. A charge of operating
under the influence o its equivalent is reportable. A medical malpractice claim is a
civil, not a criminal matter and need not be reported for purposes of this question,)

IHas vour privilege o manulacture. distribute. administer, possess. dispense or
prescribe controlled substances ever been suspended, revoked, denied. restricted or
surrendered, or havi you ever been called before or warned by any state or othet
Jurisdiction including a federal agency regarding such privileges?

Has any profession: | liability insurance provider ever restricted. limited, terminated.
imposed a surcharg: or co-payment, or placed any condition on vour coverage or have
you ever voluntarily restricted, limited or tlerminated your insurance coverage i
response to any ingory by a professional liability insurance provider?

Have you ever

by any third-party p ivor. Medicare or Medicaid (any state) or have you ever been the

wd i1 application for membership as a participating provider denied

subject of any termiation, suspension or probation proceedings instituted by any
third-party payor. M edicare or Medicaid (any state) or have vou ever been restricted
Irom receiving payinents from any third-party payor, Medicare, Medicaid (any state)?

Has any medical molpractice claim ever been made against vou, whether or not a
lawsuit was filed 10 relation to the elaim or has such a suit been seutled., adjudicated or
otherwise resolved'

Has any lawsuit, otl er than a medical malpractice suit, ever been filed against you
which is related to v our practice of medicine or has such a suit been settled.

adjudicated or other wise resolved?

Full Lic App = Form 8 (Application Supplement). Page 2 of 1 1. Rev. 7/14
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PRINT NAME: _&x.‘ E}m\,ﬂm DATE: & L 5 | 2085

CONFIDENTIAL INFORMATION

[Manswering “yes™ (o any ol (I ¢ questions, provide details on the supplemental pages for questions 15 - 17. For
purposes of the following gue lions, “currently” does not mean on the day ol or even the weeks or months
preceding the completion al this application: it means recently enovgh (o impact one’s functioning as a physician.

YES NO

5. Do you have a medical or physical condition that currently impairs your ability to
practice medicine”

16, Have you engaged 11 the use of any substancets) with the result that your ability to
practice medicine i~ currently impaired?
17. Have vou ever relieed 1o submil Lo a test to determine whether you had consumed

and/or were under the influence ol chemical substances?

If vou have a substance use lisorder or mental or physical health diagnosts that impacts vour ability to
practice medicine, the Boar | encourages you 1o seek assistance voluntarily and 1o abide by any
recommendations of vour health care provider,

When the Board receives notice of a suhstance use disorder, its primary mission is o protect the public;
however, the Board also secks to ensure successful rehabititation through the physician s participation
in approved treatment progoams and supervised structured aftercare. Simitarly, when the Board
receives notice of a mental acalth or physical health diagnosis that impacts a physician's abilit (o
practice, the Board needs 1 ensure that the physician can practice medicine safely.

In regard to issues of physician impairment, whether the impairment is caused by a substance use
disorder, or a mental or ph sical health diagnosis, the Board works cooperatively with the
Muassachusetls Medical Soc cty's Physician Health Services (PHS) and encourages physicians to
contact PHS 1o determine v hat services may be available to then in order to ensure their safe practice
of medicine. Please call 1N at (781) 434-7404.

I your responses to Questic ns 1-17 change while your application is pending, you must immediately
notily the Board of the new information.

Full Lic App —Form 8 (Application Supplement), Page 3 of 11. Rev. 7/14



PRINT NAME: (]@;.‘ Byovan DATE: _ 9. [ 15 145

CERTIFICATIONS

e Pursuantto M.G.L.c. | 2. § 2 and 243 CMR 2.07(15), 1 certify that I will not charge to or collect
from a Medicare benelic iary more than the Medicare “reasonable charge™ for services. in
compliance with Chaptcr 475 of the Acts of 1985. (Note: Signing this certification does not imply
that you will participate in the Medicare program).

e  Pursuant to M.G.L.¢c. 6.C, § 49A. | certify under the penalties of perjury that, to the best of my
knowledge and beliel. | have filed any Massachusetts state tax returns and paid any Massachusetts
state taxes that are required under law. (Note: This applies even if you reside out of the state or out
ol the country.)

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

e Pursuant to M.G.L. ¢. | 19, § S1A. I certify under the penalties of perjury that I will fulfill my
obligation to report abu-¢ or neglect of children.

e [ will read the Board's r-gulations, 243 CMR 1.00 through 3.00.

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

Applicant’s Signature: %_ Date: FES FANT
pphce g e ¥ Date: 5 __é_/ S

Full Lic App — Form 8 (Application Supplement)., Page 4 of 11, Rev. 7/14



4 February 2017

Massachusetts Board of Registration in Medicine
Patient Care Assessment Unit 200

Harvard Mill Square, Suite 330

Wakefield, MA 01880

800.377.0550

Re: Written grievance for Dr. Cari Brown, MD (Mount Auburn Hospital and Harvard
Vanguard Medical Associates)

Date of violation: -2016

Provider Name: Sharon Mullen, Mount Auburn Hospital

Provider ID Number: 1407865439

Name of Staff: Cari Brown, MD:
www.mountauburnhospital.org/find-a-provider/profile/cari-brown/

Description:

Cari Brown improperly preformed a_on our newhorn baby at Mount
Auburn Hospital on 6 May 2016. He was rushed by ambulance to Boston Children's
Hospital for reconstructive surgery. The urological surgeon stated that standard
procedures were not followed during the || . Brown is on record stating that
there was no malfunction of tools, but that she did not follow procedure, which resulted
in the emergency surgery.

Brown treated our family terribly before and after her treacherous actions on our
newborn. We are haunted every day by her irresponsible actions. We are filing a lawsuit
that may help alleviate the future pain and suffering our family will have to endure.

Please share this information widely so that other families can be protected. | was very
alarmed to learn that two of my coworkers at Tufts University were seeking prenatal
care at Mount Auburn and were seen by Brown on more than one occasion. Obviously,
Mount Auburn has done nothing to discipline or stop Brown from practicing on other
patients,

Please see attached narrative, which was documented for the lawsuit.




Commonwesalth of Massachusetts

*!s
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CHARLES D, BAKER

Goavernor

KARYN E. POLITO

Lieuteanant Governor

MARYLOU SUDDERS
Secretary

Health and Human Services

MONICA BHAREL, MD, MPH

Commissionar

Department of Public Health

Cari E, Brown, M.D.
Docket Number: 17-106

RE:

Dear Ms. Rowe:

Board of Registration in Medicine

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

CANDACE LAPIDUS SLOANE, MD

Chair. Physician Member
KATHLEEN SULLIVAN MEYER, ESQ.
Vice Chair, Publie Member

MICHAEL HENRY, MD
Sacretary, Physician Member

www.mass.gov/imassmedboard
Enforcement Division Fax: (781) 876-8381
Legal Division Fax: (781) B76-8380
JOSEPH CARROZZA, MD
Licensing Division Fax: (781) 876-8383 Broveion Riembar
WOODY GIESSMANN, LADC-I, CADC, CIP, CAI

Public Mambet

ROBIN S. RICHMAN, MD
Physician MembDer
GEORGE ABRAHAM, MD
Physician Member
GEORGE ZACHOS, ESQ
Execufive Dueclor

April 4, 2017

The Board of Registration in Medicine has received your complaint regarding the above named
physician. The physician has been asked to respond in writing to your complaint.

If vou wish to bring additional information about your complaint to the attention of the Board,

please provide it to me in writing at the address above.

Any future correspondence regarding your

complaint should include the name of the physician and the docket number as it appears in this letter.

Once our review of your complaint has been completed, you will receive a letter informing you

of the outcome,

Thank you for bringing this matter to the attention of the Board

PH/dr

Very truly vours,

I’ t annon %%'M‘urg_ﬁ

Consumer Protection C Uordmdtur
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CHARLES D. BAKER

Governor

KARYN E. POLITO

Lisutenam Govéernor
MARYLOU SUDDERS
Secrelary
Health and Human Services
MONICA BHAREL, MD, MPH

Commissioner
Department ol Public Health

RE Cari E
Docket Number: 17-106

Dear Ms. -

LW

t |ol_‘?UlZ_‘-1lr_'>[HJ!!

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

www.mass.gov/massmedboard

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

WOODY GIESSMANN. LADC-l, CADC, CIP, CAl

Enforcement Division

Oclober 5, 2017

. Brown, M.D.

vieutcne

CANDACE LAPIDUS SLOANE, MD

Chair Physician Member

KATHLEEN SULLIVAN MEYER. ESQ.

Vice Chait Public Mambar
MICHAEL HENRY, MD
Secrelary, Physician Member

JULIAN N. ROBINSON, MD
Physician Membear

Public Member

ROBIN S. RICHMAN, MD

Physician Member

GEORGE ABRAHAM, MD

Physician Member

GEORGE ZACHOS, ESQ
Execulive Directar

Thank you for the information that you provided to the Board of Registration in Medicine.
A copy of your complaint, referenced above, was sent to the physician, who was required to

respond in writing. Enclosed please find a copy of the physician’s response.

Alter considering this matter on September 28, 2017, the Board's Complaint Committee
did not recommend disciplinary action and closed the complaint. However, your complaint and

the physician’s response will be placed in the physician’s file at the Board.

Thank you again for bringing this matter to the Board’s attention.

PH/df

Very truly yours,

%A’“"'ﬁ*\

Consumer Protection Coordinator

/e

Paula Hannon
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CHARLES D. BAKER

Govarnar

KARYN E. POLITO

Liewtenan! Governor

MARYLOU SUDDERS

Secratary

Health and Human Services

MONICA BHAREL, MD, MPH
G:’)I’T'l.“l‘.l'-j.'-.ll’:l'ﬁ:r
Departmant al Public Heallh

Commonwealth of Massachusetts
Board of Registration in Medicine

200 Harvard Mill Square, Suite 330

CANDACE LAPIDUS SLOANE. MD

Wakefield, Massachusetis 01880 Chair, Physician Member
(781) 876-8200 KATHLEEN SULLIVAN MEYER. ESQ.

www.mass.gov/massmedboard
Enforcement Division

Legal Division

Licensing Division

vice Chair, Public Member

MICHAEL HENRY. MD

Fai: {781) 876"3331 L] relary F‘hyﬁ:i' an Member
Fax: (781) 876-8380

JOSEPH CARROZZA, MD
Fax: (781) 876-B383 Physician Member

WOODY GIESSMANN, LADC-I, CADC, CIP, CAIl

Public Membier

ROBIN S. RICHMAN, MD
Physician Membtier

GEORGE ABRAHAM, MD

April 4, 2“]7 Physiciah Member

GEORGE ZACHOS, ESQ

Execulive Director

VIA CERTIFIED MAIL, RETURN RECEIPT REQUESTED

Re: Docket Number: 17-106

Dear Dr. Brown:

ri E. Brown. M.D.

The Board of Registration in Medicine has received a complaint regarding your conduct in the
practice of medicine, a copy of which is enclosed. Please provide a written response to the issues raised
in the enclosed material. As part of your response, you may include any materials you feel are relevant
in connection with the investigation of this matter. Pursuant to Board regulations and statutes, the
person filing the enclosed complaint may have access to your response and any attachments,

The Health Insurance Portability and Accountability Act (HIPAA) provides that otherwise
protected health information may be disclosed to a health oversight agency for activities that include
disciplinary actions. See 45 CFR section 164.512 (d). The Board clearly meets the definition of a

health oversight agency. See 45 CFR section 164.501.

You are welcome to have an attorney represent you in this matter. Please note that if an attorney
does represent you, either you or your attorney may write your response, but you must sign or co-sign it
as the licensee. Your response must be sent 1o me within thirty days of this letter.

Upon receipt, your response will be reviewed (o determine the course of action. You will be
notified of this decision. Thank you for your attention 1o this request.

PH/df

Enclosure

Very

I/ M; ?{é;ul,ﬁ.ﬁ\w

xuu]u Hannon

ruly yours,

Consumer Protection Coordinator



CAPPLIS, CONNORS & CARROLL, PC
ATTORNEYS AT LAW

www.ccclaw.org

Sean E. Capplis » o Admitied in California
Matthew R. Connors @ * * Admitted in Connecticul
Judith A, Carroll » & Admitted in New Hampshire
Jeftrey W, Colman » Admitted in New York
Sandra P. Wysocki Capplis Admitted Rhode Island

Mary Beth Connors

Manasi Tulpule Tahiliani o OF Counsel

I'homas M. Dolan [11 Hon, Frances A. Melntyre (Ret. )
lessica L. Cummings »

Alysson M. Gray mconnors(@ceclaw.org

Allyson L. Gy

Jameson ). Pasck

Tarek R. Zutet May 2. 2017
Christy Hepbum Teel

Paula Hannon, Consumer Protection Coordinator
Board of Registration in Medicine

200 Harvard Mill Square. Suite 330

Wakefield, MA 01880

Dear Ms. Hannon:

o e I
VS; “arl Brown, M,D.

Docket # 17-106
Our File: CRICO1150

Kindly allow this letter to serve as my notice of appearance on behalf of Carri Brown M.D. A
copy of Dr. Brown's response to the complaint is enclosed.

If you need any additional information from Dr. Brown. please let me know.

Very truly vours,

MATTHEW R. CONNORS

MRC/

Enclosure

Please direct all I'H?'J'i‘\\'fﬂlﬂi.ljl'-‘N'l’ tev oo Beston office
I8 Tremaont Stregl e Suile 330 Contt House Sqiie

Boston. MA 02108 33 Pine Sireet ¢ Providence, RI 02903
Phone 617.227.0722  Fax 617.227.0772 Phone 401 2702111



tre”

Harvard Vanguard Somerville

D¢ Medical Associates R Lo
Atriug Health (31 /-624.8000 tel

wwvw hiarviirdvamgumd arg

May 2, 2017

Paula Iannon

Consumer Protection Coordinator
Board of Registration in Medicine
200 Harvard Mills Squate, Suite 330
Walkefield, MA 01880

RE:  Dockel Number: 17-106

Deur Ms, | Tannon:

Thunk you for providing me with a copy of the complaint that hus been filed b}’_
- A copy of my note from the procedure is attached. My response [ollows.

- . re understandably upsct by the unfortunate
complication that oceurred during _ This complaint is the latest in a

series ol complaints that they have liled sgainst me and they have indicated that they are also
planning to file a lawsuit against me. It appears that thelr anger and planned lawsuit hus caused
thern to include in their complaint very odd and inflammatory allegations suggesting that | am
depressed or have some psychological problem. 1 would invite the Board to address thesc
allegations, if it feels the need Lo do so, with any physician who has practiced with me or with
the other physicians that are identified in the complaint.

With respect to the treatment at issue, [ was in the nurses' station on the Stanton postpartum floor
post|

and was asked by the patient's nurse to perform '.hc_un-Zm(i. The
obstetrician, Dr. wits not available at that time to perform the circumeision. 1 entered the

room and Ms. [ NG s on the phone. [ waited until M i ok

and | introdueced myself. 1 explained that | was an obstetrician for another group but was
available to perform their lmby's_il' they wanted me to. | then verbally reviewed the

A atfiliota of Hoverd Modiool St hool

- o ] - ) Lo L - =
o 2l 22 LT9:0l JeidNonNgn dajdndoH :wWo-t4 92160 ) Ta2-cR-A0kl



preprinted informed consent form with the parents and offered them the opportunity to ask me
any questions. The patents asked il they could watch the | NN d | 2dvised that my
practice was not to allow parents Lo uhscrvu_ They then discussed this and degided

thut they wanted to go forward with U‘m_md Ms._signed the

consent form, Tdid explain the risks and potential complications,

At the time, | believed that | exercised my judgment appropriately and used the surgical devices,
including the I&:ppropriately. 1did not ask for guidance in the use of the -prim' lo
starting the procedure. | was trained using Ll“n:- and | use it for ull _l

perlorm. | would estimate | have performed approximately 80 to | 00 [~ my coree

[n retrospeet, only with knowledge of the outcome, it appears that o lm'gcr-mdfm‘ less
During the

procedure, | did adjust th to achieve what 1 believed at the timc to be the proper

position for the

may have resulted in an improved outcome. Unlortunately, in an etfort lo

or the proper cosmetic elfect, too much _
removed Iram even though it appearcd to be appropriale during

the procedure.

| explained the complication that occurred (o the parents and explained that we were
recommending transfer of the baby to Children’s Hospital. The parents inilially wanted a
pediatric urologist to come to Mount Auburn Haspital 1o care for the buby but I explained to
them that this was not possible. D/jJilla pediatrician who had been caring lor the infant. as
well as Dr‘-he chair of the department of OB/GYN, and Dr, the chair of
pediatrics, bath of whom | had asked for input os to management afler recognition of this
complication, were part of this conversation and participated in the discussion regurding our

recommendation that the baby be transferred,

Unfortunately, there is no way to ensure that complications will not occur in surgical procedures.

wave known complications,

Documented eurly complications such as
Late complications include

These complications can unfortunately occur irrespective of the type ol
technique that is utilized.

| am very sorry that this complication oceurred and | did my best to reach out to the parents (o

answer their questions and address their complaints and concerns. Prior to her leaving Mount
Auburn Hospital and traveling to Children's Hospital, | provided Ms.-vith my
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personi! cell phone number, and advised her that she could call with any guestions, or that she
could call simply to discuss these cvents il she would like. In the week alter the procedure |

culled Ms'_nd left a message. | told Ms. | NN o | wanted (o
know how she and the baby were doing and told her that | would be happy to talk with them if
they desired. 1 did not recejve a call back.

If you have uny further questions, or need any additional information from me, please let me
know.

Sincerely,

Cari Brown, M.D.
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Physician Member
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Physician Member
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October 5, 2017

C/o Matthew R. Connors, Esquire
Capplis, Connors and Carroll PC

18 Tremont Street- Suite 330
Boston, MA 02118

RE: Docket Number: 17-106

Dear Dr. Brown:

The Complaint Committee of the Board of Registration in Medicine met on September 28,
2017, and considered the above-referenced matter. We have decided not to recommend

disciplinary action and closed the complaint.

However, information concerning this matter will be kept on file at the Board. We reserve
the right to reopen the complaint should you commit any violation of Board statutes or

regulations in the future.

GMA/df

Sincerely,

Wbl

GeorgWM.D.
Complaint Committee Chair



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

Current Status: Active License Expiration Date: 9/1/2020

1) Activity Status: Active

2) Address & Contact Information
Mailing Address:

Home Address:
Business Address: Harvard Vanguard Medical Associates
40 Holland Street
Somerville
Massachusetts - 02144
United States of America

(215) 481-7824

3 Emall Address: |

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 Opstetrics & Gynecology Obstetrics and Gynecology

7) Drug License Numbers

A e

8) Other states where you are now licensed to practice
MNone Reported

9) States where you were previously licensed
Pennsylvania

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

WorksSite Location
Harvard Vanguard- Somerville
Mount Auburn Hospital

Page1 of 9 Date: 6/16/2020 Time: 9:12 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

Winchester Hospital

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 1 hrsfwk
b) outpatient care 36 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?
og 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
emplayer 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 medicing?

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?

Page 2 of 9 Date: 6/16/2020 Time: 9:12 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

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) 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 9 Date: 6/16/2020 Time: 9:12 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

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?

Page 4 of 9 Date: 6/16/2020 Time: 9:12 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

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

Page 5 of 9 Date: 6/16/2020 Time: 9:12 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

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. ¢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 pursuantto 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. ¢. 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: Cari E Brown, M.D. License No.: 263885

[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: Cari E Brown, M.D. License No.: 263885

Current Status: Active License Expiration Date: 7/28/2016

1) Activity Status: Active

2) Address & Contact Information
Mailing Address:

Home Address:
Business Address: Harvard Vanguard Medical Associates
40 Holland Street
Somerville
Massachusetts - 02144
United States of America

(215) 481-7824

3 Email Adaress: |

4) Fax Number: (215) 481-2048

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
MNone Reported

7) Drug License Numbers

Massachusetts Federal |DEA) Federal (DEA) XS

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

9) States where you were previously licensed
Mone Reported

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

WorkSite Location
Harvard Vanguard- Somerville
Mount Auburn Hospital
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 24 hrsiwk
b) outpatient care 24 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) 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) Hawve any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today”?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues

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

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

¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
|g_|roup 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: 6/28/2016 Time: 6:54 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

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: 6/28/2016 Time: 6:54 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

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?

Paged of 7 Date: 6/28/2016 Time: 6:54 PM



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

25) Electronic Health Records Proficiency
| have demonstrated proficiency in the use of EHR by employment with, credentialed to provide patient
care at, or in a contractual agreement with an eligible hospital or critical access hospital that has a CMS
Meaningful Use program.

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: Cari E Brown, M.D. License No.: 263885
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

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. ¢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 pursuantto 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. ¢. 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
Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

Current Status: Active License Expiration Date: 7/28/2018

1) Activity Status: Active

2) Address & Contact Information
Mailing Address:

Home Address:
Business Address: Harvard Vanguard Medical Associates
40 Holland Street
Somerville
Massachusetts - 02144
United States of America

(215) 481-7824

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

ﬁiiii“iﬁi iiiiiil Iiiﬁl Federal (DEA) X$

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

9) States where you were previously licensed
Mone Reported

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

WorkSite Location
Harvard Vanguard- Somerville
Mount Auburn Hospital
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 24 hrsiwk
b) outpatient care 24 hrs/wk

12) Medical Liability Insurance Information

Insurance Carrier Policy Start Date Policy End Date Policy Type
CRICO 01/01/2018 12/31/2018 Claims made with tail coverage

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

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

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

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

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

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

18) Other Issues

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

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

¢) Have you been the subject of an investigation by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, health care facility,
|g_|roup 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: Cari E Brown, M.D. License No.: 263885

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: Cari E Brown, M.D. License No.: 263885

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: Cari E Brown, M.D. License No.: 263885

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

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Cari E Brown, M.D. License No.: 263885
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885
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Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Cari E Brown, M.D. License No.: 263885

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. ¢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 pursuantto 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. ¢. 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: Cari E Brown, M.D. License No.: 263885

[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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