General ‘y Name
Information
k Age & Sex
)?‘ Secial Security #
% Training End Date
Residents &
Fellows only
Institution Sponsering
Affiliation Institution
E Primary
Employer
Coverage Pravious rers
History Attaghradditional

es if meressery.

8] Ter-yphr

Clai sHistorp/ﬁ'

Questions continue ox page two.

%Sponsoﬁng Tngtitution

N EHUUE PG

Physician Application

Please type or print rcsporsses in fuk, and answer all questions in full, If a question does
not apply 10 you, state “none” or “NA” (Not Applicable). If you require more room for
your answers, please attach additional pages,

Tf you have any questions, please contact the Underwriting Department at .
Risk Management Foundation, 617.495. 5100, YGU\’ de ar bdent DYV Ml*&z
?uzsr‘k'mrmo (GBI - e~ 1A 13) .

Risk Management Foundation of the Harvard Medicat Institutions
101 Main Sureet, Cambridge, MA 02142

&Ncw Appicant {2} Braens Change 23 Specialty Change [ Other

PRI - N TTTTTT O Degiee T
First paiidie . s

Fotn e, 2.0, “Cnisl of Serdce, " ~Ditertor.” - Cripl Madical Agsident.” gtc. o
aiwe' legal names you have or have hag, e.g. pre”'mamage

Date of Birth: || || D (] (IO 00 ovae  oFemate

tonth

COOO-oo-uoin

Year

When does your program terminate?

BAMDDYY}

BIDMC [N TN

Bstituton [ponscs G your malpiactics nsurance

Dv. Mol Zerdae(

et of Serviea

Deoantment

2 Qher; R
c g Founcatmhs i?r(, pruonal Comarations, Prysiaan F{ac(ire Grcum e(c

It vou checked “othen” you st complete the CRICEO Fiigibi."!r-- Sufiplernentasy Foym,

NJa_for Resdent  Lella)

Any claims?

fsurer Localion yhere you prichiced (faokity & state)

3 Yes [" No

Start date (MM/T 2IVY) £1:d date (M WDDVY)

insiarer Saiy o Locatian whers you peackced ffacity & statet
Anv chaims? T Yes . No

Siart dale ATEIT TIYY) End date aAIGDIY Y !

insurer Policy # {acatian where you pracbced (fachity & stawe}
Auy claims? [ Yes 2 No

5tart date (MMIDS/YY) End date {(MMDE/YY)

Attach all insurance company(ies) report{s) of claims history for your last ten years in
practice, The ten-year claims history should include your policy wumber(s), coverage dutes, and for
eack claim the claim nmber, description of lass, finad disposition, and settlement amewnt. You must
submit the report(s} whether or not you have ever been named in a claim or suil.

| Felfews



281 Physician Application

Addresses

Plense frovide

the address aof

et h site af wdiel
sert practice, Adach
additional puges

of nectysary.

E Business Address
{whule veorking
B BILMLY

Other Site
If appilicable

Home Address
Opitionat

m Contact
information

(while working
£or LWV D P

Primary Contact

Credentialing
Attach additinnal
Jergges if neeesag,

Medical
Education

License{s}

Coverage

T be rennplated
by the shonsoving
rusition.

Status

Employment
Status

(uestions condinue on page three,

page 2 of 6

M{O‘ i CAVA  Tndeanrt AL s
Depariment ’ Division
Deactly 1€ Pilpvins € o]
Buldwg/SuiteMumcer Street () .
KoS Yim MA- 08315
iy Stage Iip
Department Dhizion
Suddng/Suite/Numger Sirest
Cly T State W
Streat - T ipnewmentiond nomber
Cay - - T Hate o

bl3 b Foud ( )

Buimess Phone

Business fax

R < I )

Business E-roan Reeneriond hurmber
. ) N P
Meme Shone Horme fax

rieane f-mpil

Where would you like to receive correspondence from CRICO? {check one)

{1 Howne w1 £ NOU &Q‘f‘(‘} home ‘)\Eﬂﬁe

{1 Business

ongwer %10,

Medical School

Cy - ShaterCountry Sratiuanon Date {year}
Nedat sroon T

Cy -i\awffmmtry Fraduanoe Gate tyeair
State i@t Number Apnewal Jate PENDDITYS
State Ucehse Numtser e Retievral 3876 PTGV

Effective dale ol coverage:

Eebrafi-Physieianl [ Fellow \?(Rcsidem

¥Employee (minimum salary $13,000C)

MDY

06[23 [toro.

0 Volunteer-HSDM

{1 Retiree

T Other (eg. non-employed physician): Gomplets CRICO Eligibility Supplementary form



U Physician Application

18] Specialty

Fatownette the

Specialty Class a)  Specialties with No Surgery

page 3 of 6

perrentage of % Cardiology o Gedaries 1 % Neurglogy (inc. hild) 8
, brofessional lime ., % Dematalagy ematology o Madear Medicine iagnostic)
devoted to each % Diabetes o Immunology % Oncology % . Rheumatelegy
tif zero, leawe blank). % Endotrinology ;'.{oglnfectious Pisease % iOphthalmology % | Other:
% Family Pratice % :ntensive Care Med, % Pathology
% Gastroenterology 00U, % Internal Medicine % Pudiatrics % | Other;
% Genelics % i Nephrology %  Podiatry
b) Specialties with Minor Surgery
Cardlology: % : Family Praclice % infernal Medicine Radiology:
%,wsm catheter Y% Gastroenterology | % ! Nephrology % with anterlography
% without catheter :'__““/o_Geriawics R % Neutology % with invasive
% Dematdlogy | %:Gynecolagy P2 procedures
% Digtetes : % Pod L orer
% Endocrinelogy %grPu!rﬁonaryDisease
9]
L Ophtalmology L % Thoradc
% Cardiac %N N Otarhinolaryngslogy: %Elﬁ[?!é}l}%@{ -
wGeneal | % Obsterics | % withplastic ), Vaseuda
% - Gynecslogy % Oncolgy 1% without plastic
' -‘f;nimérgengy Medicine % Oral Surgery % Plastic
%, Hand % Orthopedic % 1 Podiatric
d)  Oiher Specialiies
Yo: Allergy % {intensive Care Med, Psychiatry: B %ﬂ?hﬁi‘g}_ﬁg Mediene
%: Dentisiry "% Neonataiogy % with ECT o Orher:
%, Emergency Medicine | %:Oceupational Med, % iwithout ECT
e} Are you a Hospitalist? ] Yes f}fNo
EE Procedures Please estimate the numler you perform per month,
Seane specific
pracedwres influence # Acupureture 1% Beachoscopy L ;Co%mcsmpy I# “Pacemaker platement
underuriting # . Amoiocentesls Cardia ¥ |Endoscopy {lemporaty) |
class assignment. 4 Angogaphy catheteripation ¥ Hysweroscogy Pacemaker placement
#  tAneriography 14 .Catheter piacement  |# Haparoscopy permanent)
# 0 rAItescopy {renuat anery. Swan-Gana ~ Laser Fherapy ‘ iveries
# i Biapsy {rerves, musdes, wmbrlcal; A ELibcsucticn
signrdtzant intemal organs) | # Circurncision # QOthes: o

Chrastions eontinue on page four

bt g s
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L Physician Application

Board
Certification(s)

Professional
Activities
& Volume

Indicute your averaon

fevel of achivily.

Professional
Functions

teontined)
Professional
Functions

Lagal
Background

ave a menher,

Teaching Status
Harvard Academic
Appotntment oily.

Student Type

Cleck olf that apply.

Hospital Discipline

Including
restriction

af privileges

State Board
Disciplines

Or other ‘K

governmendal body

Criminal
Convictions

Criminal .y

Indictments

(Questions continue on page five,

page 4 of 6
Nzrod of Boars -
Rame o Boars ”“ o ”
fameotBoaz - T
Supervised {Precepting)
| DraciPateatCave & “euen: Cace Adwminisiration Research Teachng |
Hours per week | 4 8 0 .9 . L # 4
Patierts pes bow
in gn offcs setung * ] 5 ¥ S

#____ office sessions per week
#_ ... total number of patients for whom you are responsible {panel sizc)
N/ﬁ %r EES idﬁﬂ‘}g_‘/ F€”0| O Directcare 3 Indivect care
Haspital Cate (MMIDBA )
U3 Directcare {1 Indireci care
Hospital Bate IMBM/DDIYY}

Prafessionyl Corparation of Physician Fractice Group (Do eotinclude medical assecialions of sotietes,}

intependent Practice Association

Physician Hospital Organization

2 Instractor/Lecturer
Vot applicable

%()Lher: ,hc E,W\‘fm(ﬂ_\.l E‘E “W M WGL(‘M"\,’L

7 Full Professor
{ ¢ Assoctaie Professor
— Assistant Professor

L ANUTECN
SResidants/fellows
O e e e -

LoAtending physiclany
. Dental sindents
= Medical stadents

Name of Hospilat City and State of Cry #n € abetry

Oate of acion Result of Acten

[ T have had no hospital disciplinary actions or restrictions of privileges in the past ten years.

Board Name City end State or City ahe Country

Date of Ag'ton Result of Action

{3 1 have had no state board disciplinary actiens in the past ten years.

Chame of vihich y0u vier cobvicted

City and State or €y akg Courty whate charged

Dale ol Convalor Serterce

73 1 have not been convicted of any crimes by any governmental agency in the past ten years.

Rreusaton iy s et or Ciy ars Couiy whers ndicted

Date ¢ Ingiciment Resaht of ndhormend

7 T have not been under indictment for any criminal or civil offense in the past ten years.

TR LR



PhysicianApplication

Signatures

Relegse of
information
Note: Your
signalure Is
required following
this Release of
Information
statenend.

Physician’s
Attestation

Autharization
T be conplated
by the spomsoring
iustitalion.

¥ herehy authorize Controlled Rish Insurance Company of Vermont, Inc. and
Contralled Risk Insurance Company, 1.td. (GRICO} ond Risk Munagement
Foundation {RMF} to abtain full information from any insurance company
or from any person with vespect tn wme or my medical practice, including,

but not Emited to, any claim or suit or incident pertaining to professional
acts ot omissions asserled against me and/or my parinershify or professional
corporation, I understand all information so furnished to CRICO and
RME whether vrally, in uriting, or electronically, shall be leld in confidence
and used solely for the purpiose of providing professional Bability insurance,
including underworiting risk and reporting as veguired by law, [ expresshy
veloase and discharge from liability any insurance company or persons fro-
viding suck information. I further axthorize that @ pholocopy of this relerse
hee wecepted with the some guthovity as the ovigimal.

Persanal Signature of Applicant D:‘s'!homSzgr‘:ea '

The information I have provided is complate und aveurate.

page S o6

Fersunal Signature of Applicant o 3:;1; S{gnec

It is the responsibility of the sponsoring institution Lo review and meet
CRICO cligibility requiréments prior to adding any new physicians,

JCATIO requirement met? 0 Yes 0 Ne
State requirement met? {1 Yes 1 Ne

Anne Marie M Director ORsSA- + RC.

ame of athonized initdution reprasentative (print

Authonzed signatie Pwe Signec

A written notice of coverage acceptance or coverage denial
will be issued within 30 days of receipt of this application.

Tewdil 4o

bRy



) Physician Application: CRICO Eligibility Supplement

I vou seleered “other™ on question 17 of the CRICO Physician Application, you must complete this
supplementary form (o derermine your eligibility for che CRICO insurance prograin.

Admitting
Privileges

Tospital
Afhiiation
Attach additional
pages if necessary.

Founding

Member Work

Physician Group
Practice Group Cwinership
Affiliation

Complete this section

of Yot ve @ member

of n Physician HPHC
Practice Group. Enroliment

Contractual
Relationship

Physician
Signature

Signature

page & of 6

Tist all institutions to which you admit patients, and the percent of your patients

admitted 1o each.

lrsstitguit

% admtied
Institution % adm:m:c{ﬂ
$ngtitution % admilied
Inswaton % sdm tec

What percent of vour clinical practice and protessional effort do vou conduct at one or
mare of the CRICO member institations* or subsidiaries?

s 50%

O30 and s75%

I »754%

Docs your sponsoring instination have ownership equity

in your group?

I “yes.” what percent docs the sponsor own? e

Whal percent of your patients are enrolled

O yes " no

rhrough Harvard Pilgrim Health Care?

Do you have a contractual relationship for patient care sevvices Cyes
with your sponsoring institution?

The information I have provided is complete and accurate.

I no

Skyatuie

frnd Narme

Cate

/ *{RICG Member iastitetions

The Children's Medicol Canter
Camsbridge Health Afliance
LareGroup, e

BIDNC —Hoetnen anyidy

Mount Ayt Humia
Sz Srighand Saphist Hospial

Dana-Farber Cancer Institete, Ine

Harvard Vanguard Medicol Asseriates, Inc
Harvprd Fitqiim Health Care, Inc,

f#residents snid Fellows of Harvard College
Harvars Wedicrl Sehool
Harvarg Sl of Dental Medicing

Narvaid Schogl of Pulil Health
Harvard Urrvprsity Hosdth Sandees

Aot el Deatuness Medical Tt Ind,

leshin Diabetes Cenien, Ing,

Judge Baker Childrens Conter, Ing.
Massuchyseits Ry ang Ear Infirmary
Massachusetts tnstitute of Technolagy

Parinwrs HeatlhCaze System, g,
Grigham amd Womren's Rogpital
Faulknes Hospiat
The Massarchusetts General prospital
el ean ilospitat
North Shore Medical Center
Hewon Welleslay Hogpital
Spavidiag Rehablfirgton Hosptal

R




