Affidavit and Authorization for Release of information: You must attazh a recan (less than 6 months old)
Passport quality, color photograph of vourself 4o this form. Take the form {0 a notary pubiic and sign the form in
the presence of the notary public. The notarized form then must be sent directly to this Board,

Affidavit
And ‘
Authorization For Release of information

{, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this application,
that =il siziements | have made or shall make with respect thersto are frue, that | am the original and lawfu) pOos-
sessor of and person named in the various forms and credentiale furnished or to be fumished with respect o my
apolication and that all documents, forms or copies thereof furnished ar to be furnished with respect io my apoli-
cation are striclly true in every aspect

I acknowledge that | have read and understand the Application for Physician Licansure and have answered ali
questions contained in the asplication truthfully and completely. | further acknowisdge that failurs on my part to
answer guestions truthfuliy and completely may lead to my being prosecuted under appropriate fedaral and state

1EWE,

Pauthorize and request every person, nospital, clinic, government sgancy floca!, state faderal or foreign), court,
agsociation, institution or law enforcement agency having cusfody or control of sny documants, records and
other information periaining to me to fumnieh o the Board any such information, ncluding documents, records
regarding charges or complaints fled against me, formal or infermal, perding or closed, or any other partinent
data and to permit the Board or any of its agents or representatives fo napect and make coptes of such docus
ments, racords, and othar information in connaction with this application,

" hereby rejease, discharge and exonarste the Board, its agents or representatives and any person, hospitat,
clinic, government agency (local, state, federal or foreign), court, assosiation, institution or law enforcement

agency having custody or contral of any documends, rezords and ather information pertaining to me of any and
ait liability of-every nature and kind arising ouf of invastigation made by the Board, ' -
Fwilf immediately notify the board in writing of any changes to the answers {0 any of the guestions contained in
this appiication if such & change ocours at any tims prior 10 2 licanse to practice madicine being granted 1o me
by the board.

! understand my fallure to answer questions contained in this application truthfully and compietely may lead to
denial, revocation, or other disciptinary sanction of my license or permit to practice medicine,

Applicant's Bignature [must be sighed I e presence of & notary) Applicart fnotogrmpn

Seourely tape of give
i i = g !

A T T - boan this souere 8o . 8

Appiicant’s Prinfed Lasf Name _ rent fronbiews 23 2% |

N ‘ . passpen-type cokin

Applicant’s Frinted First Name, Middie Inifial, end 54t {eg., Jrj o areRn of your

Cate of Signature

NOTARY
Dated_ Signed
Stats of. ' County of -
o

SUBSCRIBED AND SWORN TO before me this_____ day of, 20

My commission axpiras.

NCITARY PUBLIC SIGNATURE & SEALY

Applicant Narms: ) Date:




EMPLOYMENT CONTRACT

, ‘ . an applicant for
{Aoplicant’s Name)

Certification as a Anesthesiologist Assistant am employed by

(zmplover's Name)

for the period beginning
‘ (Month/Day/Year)

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

Signature of Anesthesiologist Assistant (Date)

| Signature of Supervising Physician (Date)

Print Name of Physician

NOTE: A contract from each separate employer is required.



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

APPLICATION BY PROPOSED PRIMARY SUPERVISING ANESTHESIOLOGIST

Please print.
Name of Supervisor:

(Last) (First) (Middle)

Address where AA will be supervised:

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

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

List the names and addresses of all anesthesiologist agsistants vou currently supervise:

CERTIFICATE OF PROPOSED PRIMARY SUPERVISING ANESTHESIOLOGIST

I hereby certify that, in accordance with 26 VSA, Chapter 29, I shall be legally responsibie for all professional activities
of ,» A AL while under my supervision. 1 further certify that the protocot outlining
the scope of practice, attached to this application, does not exceed the normal Emits of my practice, 1 further certify that
notice will be posted that an anesthesiologist assistant is used, in accordance with 26 VSA, Chapter 29, Section 1637, |
also affirm that | have read and will abide by all provisions of 26 VSA, Chapter 29, of the Statutes of the Vermont Board
of Medical Practice,

I further certify that I have read the statutes and Board rules governing anesthesiologist assistants,

{Date)(Signature of Proposed Primary Supervising Anesthesiologist)

Co-signature of A. A. Applicant:

Note: An AA who prescribes controlled drugs must obtain an 1D number from DEA.
AA's DEA Number



STA'TE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

APPLICATION BY PROPOSED SECONDARY SUPERVISING ANESTHESIOLOGIST
Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name of Supervisor

(Last) (First) (Middle)

Address where AA will be supervised:

{Office Name)
(Street)
(City/State, Zip Code) (Telephone Number)
Vermont License #: L
Hospital(s) where vou have privileges:
Hospital(s) Location Specialty

List all the names and addresses of anesthesiologist assistants you currently supervise:

CERTIFICATE OF PROPOSED SECONDARY SUPERVISING ANESTHESIOLOGIST

1 hereby certify that, in accordance with 26 VSA, Chapter 29, 1 shall be legally responsible for all prefessional activities
of , A A while | am supervising him/her. 1 further certify that the protocol
outlining the scope of practice, attached to this application, does not exceed the normal limits of my practice and that in
accordance with 26 VSA, Chapter 29, Section 1657, | also affirm that | have read and will abide by all provisions of 26
VSA, Chapter 29, of the Statutes of the Vermont Board of Medical Practice.

I further certify that 1 have read the statutes and Board rules governing anesthesiologist assistants.

(Date) (Signature of Proposed Secendary Supervising Anesthesiologist)



VERMONT BOARD OF MEDICAL PRACTICE
ANESTHESIOLOGIST ASSISTANT SCOPLE OF PRACTICE

AScope of practices means o writien docurnent demmling those areas of medical practice including dutes and
inedical sets, delegated 1o the anesthesslogist assistant by the supervising physician for which the physician s quatified
by edacation rasming and experience, At ao time shall the scope of practice of the anesthesiologst assistant exceed the
normnd seope of sither the primary or secondary supervising physician(sh= practice.

Anesl

hesiologist assistants praciice medicine with physictan supervision, Anesthesiclogist assistants may
nerferm (hose duties and responsibilites, meluding the preseribing and dispensing of drugs and medical davices, that
are delegated by their supervising physiciants).

Anesthesialogist assistanes shall be considered the agents of their supervising physicians in (he performance of
all practice-related retivilies, including but not lmited 1o, the ordenng of diagnossic, therapeutio and other medical
SUTVICES,

Itls the obligauon of sach team of physician(s) and the anesthesiologist assistane(s) 1o msure hat the writie
seope of practice subraitied to the Board [or approval clearly delineates the role of the anesthasiologlst asswtant in die
medieal prectice of the supervising physician, This should cover af least Use following categories:

Al Marrative: A Biried deseripton of the praclics seting, the types of palents and pasest encountery
common o s practice and » genaral averview of e role of e anesthesiologist as

sistansl b that practice,

) Supervision: A detailed explanation of e mechamams for on-site physician superision and
communication, back-up and sceondary supervising sbiysician wtilizaton. Included here should Le o description of the
method ol ansport and bacieup procedures for immediate care and wansport of patienis who are i nead of
cmergency sare when the supervising physician js nol on preraises, This explmation shauld include issues sueh s,
angomg reniew of the anesthesiologist assistant's activites. retrospeciive chart review, co-sigring of patient charts, and
ulilization of the services of no-supervising physicians and consuliants,

¢} Sues of Practice: A description of any and all practice sites (Lo, office, clinic, outpatiend, hospital
“inpationt, mdusial sites, schools, ete). For each site, 4 description of the AA's activities, -

di Taska/Dnries: A st of the AA=s et and duties in the supervising physiclanc scope of practice.

list should express » sense of volvement in the level of medical care in that practics. The supervising, physician
i ! i
may oniy defegate those wmsks for which

the anesthesiologist assistant is gualified by education, tralsing and axpeiense
fa perlorm. Notwithstanding the ahove, the anesthesio)ogisl assistant should nitinle emergency care whan required
while accessing back-up assistance. Al uo tme should a partieular tash assigned (o the-AA Tall outside of the scope of
practics of the supervising physician,

o) Anau thurizagion to preseribe medications which includes the loftowing staerments:

anesthesiologist assistant named i Uss document witl he aulhorized 1o oreseribe medications o,

1) The
the scapg of pracice submited 1o and approved by the Vermont Board of Medical Practice.,

!
secordances wath £
2 The anesibesiologist assistart named in this document will he suthorized to preseribe comralled drugs in
accordance with the scope of practice subnited to ard approved by the Vermont Board of Medical Practice, A
ssthesiolegist assistant whe presonbes conirolled drugs must obtan an identdfeaton number from the federal
Fafrearent Ageney (DEA), The anesthesiclogist assistant DEA number is (inges DEA number)

Drug



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

VERIFICATION OF LICENSURE OR CERTIFICATION

This section must be compiated by the regulatory zuthority in the states in which you now hold
or have ever held a ficense or certification 1o practice as a medical practifionar.

, on bahalf of the

tate Board of . certify that
{or other authorty)

was granted Certificate/License Number

o practice as an in the State of

on the ‘ day of

and that said certificate or icense has never baen revoked, suspended or conditioned in any way,
or the certificate holder or licenses has never been discipiined by this authority in any way.

[AFFIX SEAL)

(Authorized Represantative) {Date)



