Affidavit and Authorization for Release of Information: You must aftach a recent {18ss than 6 months oid)
passpont quality, cofor photograph of yourself to this form. Take the form to a notary public and sign the form in
the presence of the notary puslic. The notarized form then must be sent direcily 1o this Board,

Affidavit
And
Authorization For Release of Information

I, the undersigned, being duly sworn, hereby certify under cath that | am the person named in this application,
that ali statements | have mads or shall make with respect therslo are true, that | am the original and lawful pos-
sessor of and person named in the various forms and credentiais furnishad or to be furnished with respect to my
application and that all documents, forms or coples thereof furnished of to b& furnished with respect 1o my appli-
cation are strictly true in every aspest.

Iacknowledge that | nave read and understand the Application for Physician Licensure and have answerad all
questions contained in the application truthiuily and completaly. | further acknowledge that failure on my part to

answer questions truthfully and completely may lead to my being prosecuted undsr appropriate fadaral and state
laws,

lauthorize and request every person, hospital, clinic, government agency (local, state, federal or foreign), cour,
association, institution or law enforcemant agency faving custody or control of any doctments, racoids and
other information pertaining to me to furmish to the Board ary such information, inciuding documents, records
regarding charges or complaints filed against me, formai or informal, pending or closad, or any othar pertinent
data and fc permit the Board or any of its agents or representatives to inspect and make copies ¢f such docu-
mants, racords, and other information in connaction with this application, ‘ )

I nereby release, discharge and exonsrate tne Board, its agants or representatives and any person, hospital,
clinic, government agency {local, state, federal or foreign), court, asseciation, institution or law enforcement
agency having custoty or controt of any documents, recerds and other information pertaining to me of any and
all lability of every nature and kind.arising out of invastigation made by the Roard,

| will immediately notify the baard in writing of any changes to the answers 1o any of the questions contained in

this application if such a change ocowrs at any time prior to & ficense to practice medicine baing granted to me
by the board. '

funderstand my failure to answer questions contained in this application truthfully and completely may lead to
derial, revosation, or other discipiinary sanction of my license or permit to practice medicine.

Applicant's Signature {must be signed in the presence of a notary) Appticant Fnotaoraph

‘ Securaly lape or gius
Applicant'’s Brinted Last Name P s square a qur

! rent front-view 27 x 2 [
pAESSPOn-type color i
Appiicant's Printed First Name, Middie initial, and Suffix (e.g., Jr) shologrash of your

self.

Date of Signature ' ‘ i

NOTARY
Cated__________ Signed
State of — County of :
SUBSCRIBED AND SWORN TG before me this_ __ .. dayof 20

My commission axpires:

(NGTARY PUBLIC SIGNATURE & SEAL)

Appiicant Name: ‘ Date:




EMPLOYMENT CONTRACT

{, an applicant for

(Applicant’s Name)

Certification as a Radiologist Assistant, am empioyed by

(Employer's Name)

for the period beginning

(Month/Day/Year)

Termination of my contract will cause my Certification to become null and void.

Signature of Radiologist Assistant | (Date)

Signature of Supervising Radiologist (Date)}

Print Name of Physician

NOTE! A contract from each separate emplovyer is reguired.



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4223

APPLICATION BY PROPOSED PRIMARY SUPERVISING RABDIOLOGIST

Name in full

(Last) (First) (Middle)

Address where RA will be supervised:

{Office Name})
(Street)
(City/State) (Z1p Code) {Telephone Number)
Vermont Physician License #:
Hospital(s) where you have privileges:
Hospital(s) Location

Whal arrangements have you made for supervision when you are not available:

List the names and addresses of all Radiologist Assistants you currently supervise:

CERTIFICATE OF PROPOSED PRIMARY SUPERVISING RADIOLOGIST

I hereby certify that, in accordance with 26 VSA, Chapter 52, 1 shall be legally responsible for all professional
activities of » RA. while under my supervision, | further certify that the
protocol attached to this application, and does not exceed the normal fimits of my practice. | further certify that
natice will be posted that & Radiologist Assistant is used, in accordance with 26 VSA, Chapter 52, Section 2863. |
also affirm that | have read and will abide by all provisions of 26 VSA, Chapter 52, and Section 5 of the Rules of the
Vermont Board of Medical Practice,

[ further certify that { have read the statutes and Board rules governing Radiologist Assistants.

{Date} (Signature of Proposed Primary Supervising Radiologist)

(Date) : (Signature of Radiologist Assistant)



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 6574223

APPLICATION BY PROPOSED SECONDARY SUPERVISING RADIOLOGIST

Name in full

(Last) (First) _ (Middle)

Address where RA will be supervised:

(Office Name)
{Street)
{City/State)} {(Zip Code) _ (Telephone Number)
Vermont Physician License #; L
Hospitai(s) where you have privileges:
Hospital(s) Location

What arrangements have you made for supervision when you are not available:

List the names and addresses of all Radiologist Assistants you currently supervise:

CERTIFICATE OF PROPOSED SECONDARY SUPERVISING RADIOLOGIST

Fhereby certify that, in accordance with 26 VSA, Chapter 52, I shall be legally responsible for all professional
activities of . RA. while I am supervising him/her. 1 further certify that the
protocol atrached to this application, does not exceed the normal limits of my practice and that in accordance with
26 VSA, Chapter 52, Section 2863. I also affirm that I have read and will abide by all provisions of 26 VSA,
Chapter 52, and Section 5 of the Rules of the Vermont Board of Medical Practice,

| further certify that | have read the statutes and Board rules governing Radiologist Assistants.

(Date) (Signature of Proposed Secondary Supervising Radiologist)



VERMONT BOARD OF MEDICAL PRACTICE
RADIOLOGIST ASSISTANT PROTOCOL

A protocol means a written document detailing those areas of medical practice including duties and medical acts, defegated to the
Radiologist Assistant by the supervising pirysician for whom the physician is qualified by education, training and experience. Al no time shalj
the protoco! of the Radiologist Assistant exceed the normal scape of either the primary or secondary supervising physician{s) practice.,

Radiologist Assistants practice medicine with physician supervision. Radiologist Assistants may perform those duties and

responsibitities, including the prescribing and dispensing of medical devices that are delegated by their supervising physician(s).

- Radiologist Assistants shall be considered the agents of their supervising physiclans.in the performance of all practice-related
activities, including but ot Himited to the ardering of diagnostic, therapeutic and other medical services,

ltis the obligation of each team of physician(s) and the Radiologist Assistant(s) to insure that the written seope of practice
submitted to the Board for approval clearly delineates the role of the Radic fogist Assistant in the medical practice of the supervising
physician. This should cover at least the following categories: ' '

a) Narrative: A brief description of the practice setting, the types of patients and patient encounters comman to this practice and a
general averview of the role of the Radiologist Assistant in that practice. '

b) Supervigion: A detailed explanation of the mechanisms for on-site physician supervision and communication, back-up and
secondary supervising physician utilization. Included here should be 3 description of the method of ransport and back-up procedures for
immediate care and transport of patients who are in need of emergency care when the supervising physician is not on premises, This
explanation should include issues such as, ongoing review of the Radiologist Assistant's activities, retrospective chart review, co-signing of
patient charts, and utilization of the services of non-supervising physicians and consultants,

¢) Sites of Practice: A description of any and all practice sites (ie. office, clinic, ouipatient, hospital inpavient, industrial sites,
sehools, et} For each site, include o description of the RA's activides, ‘

dy Tasks/Duties: A Hst of the RA s tasks and duties in the supervising physician’s scope of practice,

This lst should express a sense of involvement in the Jevel of medical care in that practice. The supervising physician may only dslegate
those tasks for which the Radiologist Assistant is qualified by education, fraining and experience to perform. Notwithstandmg the above, the
Radiologist Assistant should initiate emergency care when required while accessing back-up assistance. At no time should a particular task
assigned to the-RA fall outside of the scope of practice of the supervising physician.



STATE OF VERMONT ~ BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VERMONT 05401
(802) 657- 4220
RADIOLOGIST ASSISTANT

VERIFICATION OF LICENSURE OR CERTIFICATION

This section must be completed by the regufatory authority in the states in which you now hold or have
ever held z license or certification to practice as a medical practitioner. '

., on behalf of the

- State Board of ' . certify that
{or other authority)

was granted Certificate/License Number

to practice as a ' in the State of

on the day of

and that said certificate or license has never been revoked, suspended or conditioned in any way, or the
certificate holder or ficensee has never been disciplined by this authority in any way.

(AFFIX SEAL)

(Authorized Representative) {Date)



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VERMONT 05401
(802) 657- 4220

CERTIFICATE OF RADIOLOGIST ASSISTANT EDUCATION

| nereby certify that, was admitted to the
(Name)

Radiologist Assistant

Program in . ‘ on

{City and State) (Date)

and has completed all requiremenis for graduation on

(Date)

A was granted on

(S-p@cify certificate/diploma/degree) (Date)

s this program recognized by the ARRT under its “recognition Criteria for RA educationa! srograms?”

(AFFIX SEAL)
Date:

Signed;

{(Authorized Officer of the School)

TO PROGRAM: Return to above address



Referance Form #1

Name of applicant:

Return Directly to the Boarg

STATE OF VERMONT ~ BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VERMONT 05401

(802) §57- 4220

The person named above has appiied to the Vermont Board of Medical Practice for a sertification to practice as a Radiologist
Assistant in Vermont The applicant has fisted your name es one who has requisite knowledge fhrough recent observation of the

applicant’s current clinical competencs, ethical ch
complete the following reference form. Thank you

aracter, and ability to work cooperatively with others. In this regard, please
for your cooperation.

Please complete all paris of this form. If more room is needed, please attach additional information,

Name

From

1o

was

at

was (st status in the instiution):

IMPORTANT NOTE: If you rate the applicant "
reference in as mugh detall as possibie,

The basic medical
knowiedge to be
zxpecied an RA
Professional judgment:

Sense of responsibifity:

Moral character/ethical
conduct:

Competence and skills
i the tasks delsgated:

Cooperativenass abifity
to work with others:

Witiingness to accept

directions and imitations
n role:

History & physical exam
Record keeping:
RA-Patient relationship:

Track record in adhering
o scope of practice;

Aptlity to communicate in
reading, writing and
speaking the Enghsh
language:

During that time, he/she

Poor

. roer

FPoor
Poor
___ Poor
Poor
. Poor
Poor

Foor

Poor

Poor

Fair

_ Fair

Fair

Average

Average

Average

Average

Average

__Average

Average

Average

Average

_ Average

Averags

. Average

‘poor” or “fair' in a particular category, please elaborate on this aspect of tha

. Abave Averags

Above Average

_ Above Average

. Above Average
.. Above Average
___ Above Average
. ADOVE Average
o Above Average
.. Above Average

Above Average

Above Average

Above Average



Reference Form #1

Return Directly o the Board
Contin ued

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
) 108 CHERRY STREET
BURLINGTON, VERMONT 05401
{802) 657- 4220

REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH MOST RECENTLY PAGE TWO OF TWO

Name of appiicant:

To the best of your knowledge, does/did the applicant carry out the duties and Yes No
responsibilities of the position at your institution in a satisfactory manner?

Do you know of any emotional disturbance, menial iness organic ffiness, Yes “Ne
b r

alcohol ordrug problem, which might impair the applicant's abilify to practice as
a Radiolegist Assistant?

De you know of any pending professional misconduct proceedings or medical Yes No
mahractice claims? '

Do you know if the applicant has been a defendant in any criminal proceeding Yes No
othar than minor traffic offenses?

Do you know of any suspension, restriction or ermination of fraining ot Yes No
professional priviieges for reasons refated to mental or physical impairment,
incompetence, misconduct or malpractice? :

Do you know of any resignation or withdrawal from training or of professional Yes No
privileges to avold imposition of disciplinary measures?

Do you know of any confirmed quéi%ty concern {quality of hospital care provided VYes No
to Medicare patients) by the Peer Review Organization {(PRO) in Vermont or

gisewhere?

Do you know of & fallure of the appiicant to complete a training program(s)? Yes No

in addition to the information provided on the previous page, please use the space below and the reverse side for etaboration on
the above and any additional information you have available o aid the Board in evaiualing this applicant. Of particular vaiue fo
Us in evaluating any applicant are comments regarding his/ner notable strengths and/or weaknesses. We would appraciate such
comments from you Any additional information'should be attached to this form,

The above report is based on:

Close personal chsarvation

General impression.

A composite of pravious evaluations
Cther ~ Specify;

Further certify that at the time of completion of the above fraining, or during my association with the Radiclogist Assistant, -
he/she was competant to practice as a Radioiogist Assistant and he/she was not the subject of any disciplinary action.

I recommend for certification in Vermaont,

Signed: Date:

Print or Type Name and Title:




Reference Form #2 Return Directly fo the Board
STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
08 CHERRY STREET
BURLINGTON, VERMONT 05401
(802) 657- 4220

Namea of applicant:

The person named above has applied to the Vermont Board of Medica! Practice for 2 certification to practice as a Radiciogist
Assistant in Vermont. The applicant has fistad your name as one who has requisite knowledge through recent observation of the
applicant's current clinical competence, ethical character, and abiilty to work cooperatively with others. In this regard, please
complete the following reference form. Thank you for vour cooperation.

Flease complete all parts of this form. If maore room is needed, please attach additional information.

Name 0 was at

from to . Durjng that time, he/she

was (iist status in the institution):

IMPORTANT NOTE: If you rate the applicant “poor” or “fair” in a particular category, please elaborate on this aspect of the
reference in as much detail as possible.

The basic medical __Poor Falr Average _ Above Average
knowiedge to be
expecied an RA:

Professional judgment; rPoor Fair Averags Above Average
Sense of responsibility: .. Poor Fair  _ Average Above Average
Moral character/athical Poor i Fair Average .. Above Average
conduct: .

Competence and skilis - Poor __fair _Average _ Anove Average
in the tasks dalegated:

Cooperativeness ability Poor _Fair Average . PDoOvVe Average
o work with others; ' ‘

Witlingness to accept ... Poor _Fair Average _._ Above Average
directions and imitations

in role;

History & physical exam: _ Poor Fair Average Above Average
Record keeping: - . Poor Fair . Average Above Average
RA-Patient reigtionship: Poor Fair ___Average Abave Average
Track record in adhering Foor LA Average _ Above Averags

o scope of practice:

Ability to communicatein  __ Poor Fair Average . Above Average
reading. writing and

speaking the English

lmnguage:



Reference Form #2 Return Directly to the Board
Continued
STATE OF VERMONT ~ BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VERMONT 05401

(B02) 657- 4220

REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH MOST RECENTLY PAGE TWO OF TWO

Name of applicant

Te the best of your knowledge, does/did the applicant carry cut the duties and Yes e
responsibiities of the pesition at your instiiution in & satisfactory manner?

Do you know of any emotional disturbance, mental iiness, organic finess, Yes No
aicohot or drug probiem, which might impair the applicant’s ability to practice as
a Radiologist Assistant?

Do you know of any pending professionat misconduct proceedings or medical Yes No
maipraciics claims? ‘

Do you know If the applicant has been a defendant in any criminal proceeding Yes No
other than minor fraffic cffenses?

Do you know of any suspension, restriction or termination of training or Yes No
professional privileges for reasons reiated to menial or physical impairment,
incompetence, misconduct or malpractice?

Do you know of any resignation or withdrawal from training or of profession sl . Yes No
privileges 10 avoid imposition of disciplinary measures?

Do you know of any confirmed quality concern {quality of hospitat care provided Yes No
o Medicare patients) by the Peer Review Organization (PROCY In Vermont or
alsewharg?

Do you know of a failure of the applicant to compiete a training program(s)? Yes No

in addition to the information provided on the previous page, piease use the space below and the reverse side for efaboration on
the above and any additional information you have available 1o aid the Board in evaluating this applicant. Of particular value to
us in evaiuating any applicant are comments regarding his/her notable strengths and/or weaknesses. We would appreciate such
comments from you. Any additional information should be attached to this form.

The above report is based on:

Close personal observation
- Generat imprassion
A composite of previous evaluations
. Other - Specify: '

turther certify that at the time of completion of the above fraining, or during my association with the Radiologist Assistant,
he/she was competent to practice as a Radiologist Assistant and he/she was nof the subject of any disciplinary action.

i recommeand for certification in Vermont,

Signed: Date;

Frint or Type Name and Titie:




