Form B — Supplement to Application

Supplemental Questionnaire for OB-GYN

1 Do you limit your practice to Gynecology only Yes No
2 Do you employ or ___ supervise any nurse midwives? . ___Yes__No
3. How many deliveries do you perform a year?

What percentage of your deliveries are: C Section %

Vaginal %
4. Since the retro date requested, have you terminated any pregnancy by
any means? Yes No

5. Do you perform abortions?: Yes No. If yes, how many abortions do you perform per year and how many

abortions have you performed in the past 5 years?

6. Do you now or have you ever performed indicated abortion(s) or third trimester dilation
and extraction?
Yes No

If Yes, how many have you performed?

7. If you answered Yes to question 5 and/or 6, are all these procedures performed in a clinic or hospital setting?
__Yes__No
8. Have you ever delivered a child or participated in the delivery of a child in the last 10 years where the child was

diagnosed as having any kind of brain damage, mental retardation or neonatal seizures?

9. Have you ever delivered a child or participated in the delivery of a child in the last 10 years where the child was diagnosed
as having seizures in the first 72 hours of the child’s life?

10. Have you ever delivered a child or participated in the delivery of a child in the last 10 years where the parents complained
of the baby having shoulder dystocia or brachial plexus injury?

11. Have you ever delivered a child or participated in the delivery of a child in the last 10 years where a placenta abruptia
occurred and the mother died?

12. Have you delivered any babies in the last 5 years that have died? Yes No
13. Have you reported any and all sub-optimal results or outcomes to your current or prior carriers?
____Yes No

If you answered yes to any of these questions numbered 8-13, above, please complete Form A and report these incidents
immediately to your current or prior carrier.
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