APPLICANT’S NAME:


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

Telephone: (781) 876-8210    Fax: (781) 876-8383
www.mass.gov/massmedboard
Reactivation from Retirement Application
Application Fee:  Please enclose a check or money order in the amount of $600.00 in U.S. currency, made payable to the Commonwealth of Massachusetts. 

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

Last Name (type or print clearly)

 
First



Middle
 
Suffix (Jr., etc.)

Medical Degree:
 FORMCHECKBOX 
 M.D.      FORMCHECKBOX 
 D.O.      FORMCHECKBOX 
 Ph.D.      FORMCHECKBOX 
 Other degree___________
Other Name(s) Used:  List any other name(s) you have used which may appear on your identifying documents, such as medical education and examination records. If not applicable, check here   FORMCHECKBOX 

Entire Last Name (type or print clearly) 

First



Middle

Suffix (Jr., etc.)

Date of Birth:  ____/____/____     NPI (National Provider Identifier) 


           Month  Day    Year


     

Place  of Birth: 




City




State/Province/Territory
           Country if not USA

Home Address: 



             Number and Street










City





State/Province/Territory
 
Zip (or postal) Code

Business Address: 




Number and Street

 
City





State/Province/Territory

Zip (or postal) Code
Business




                      Home

Telephone:
(_____)________________, ext. _______  Telephone: (_____)________________

E-mail Address______________________________________  Fax Number: 

*Preferred Mailing Address:     FORMCHECKBOX 
 Business Address      FORMCHECKBOX 
 Home Address

*The Board will use your Mailing Address for all correspondence.
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Hospital Affiliations and Employment

List in chronological order all hospital appointments where you had active staff privileges, including the name and address of the facility, your position and dates of affiliation in postgraduate training.  Also include periods of unemployment or employment outside of medicine.  Attach a separate sheet of paper if necessary.










 

          From

      To

Facility:________________________________ Position:_____________  ____/____/____   ____/____/_____

Street:  _______________________________________ City: ___________________    State: ____________
Facility:________________________________ Position:_____________  ____/____/____   ____/____/_____

Street:  _______________________________________ City: ___________________    State: ____________
Facility:________________________________ Position:_____________  ____/____/____   ____/____/_____

Street:  _______________________________________ City: ___________________    State: ____________
Facility:________________________________ Position:_____________  ____/____/____   ____/____/_____

Street:  _______________________________________ City: ___________________    State: ____________
Continuing Medical Education Credits

Read instructions for continuing medical education requirements before completing. 

Category 1 credits _______

Risk Management Category 1  ______

Category 2 credits _______

Risk Management Category 2  ______

Continuing medical education credit requirements must be completed before the license is reactivated.  
(See Reactivation from Retirement Application Instructions.)
1.
List other states (abbreviations) where you are currently or have ever been licensed:____ ____ ____  ____
2.
Are you certified by the American Board of Medical Specialties (ABMS)?       FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

3.
List only ABMS certification(s):

4.
Reason for seeking reactivation from retirement


5.
Practice plan: 

(Attach a separate sheet of paper if necessary.)
6.
Attach your current curriculum vitae.
CERTIFICATIONS

1) I certify that I have complied with my obligations to report abuse or neglect of children pursuant to G.L. c. 119, sec. 51A, and I understand the punishment for failure to comply.
2) I certify that I have complied with my obligations to report abuse or neglect of disabled persons pursuant to G.L. c. 19C, sec. 10, and I understand the punishment for failure to comply.
3) I certify that I have complied with my obligations to report abuse, neglect or financial exploitation of elderly persons pursuant to G.L. c.19A, sec. 15, and I understand the punishment for failure to comply.
4) I certify that I have complied with my obligations to report the treatment of wounds, burns and other injuries pursuant to G.L. c. 112, sec. 12A.
5) I certify that I have complied with my obligations to report the treatment of victims of rape or sexual assault pursuant to G.L. c. 112, sec. 12A 1/2.
6) I certify that I have complied with my obligations to report a physician to the Board of Medicine, pursuant to G.L. c. 112, sec. 5F, when I have a reasonable basis to believe that person violated any provisions of G.L. c. 112, sec. 5 or any Board regulation.
7) I certify that I have complied my obligations related to charging and collecting fees from Medicare beneficiaries in accordance with the Medicare fee schedule, and I understand my obligations under G.L. c.112, sec. 2.
8) I certify that I 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 I make these certifications under penalties of perjury.
9) I certify that I have complied with my obligations related to the reporting of employees and contractors pursuant to G.L. c.62E.
10) I certify that I have complied with my obligations related to the withholding and remitting of child support pursuant to G.L. c. 119A.
11) I certify that I have complied with my obligations to file an Incident Report with the Board when certain adverse events occur in my private office, pursuant to G.L. c. 112 sec. 5 and 243 C.M.R. 3.00 et seq., and I understand that the Patient Care Assessment (PCA) programs at the health care facilities where I practice report certain Major Incidents to the Board.

Under the penalties of perjury, I declare that I have examined this Reactivation From Retirement application and all its accompanying instructions, forms and statements, and to the best of my knowledge and belief, the information contained herein is true, correct and complete.
Signature: ________________________________________
Date: _____/_____/_____
MAKE A COPY OF YOUR APPLICATION AND ALL ATTACHMENTS BEFORE MAILING, FOR YOUR RECORDS, FOR CREDENTIALING AND OTHER PURPOSES.
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