Maliling Address: . Office Location:
100 State Street =t One Prospect Street
Montpelier, VT 05609-1106 Montpelier, VT 05602
Tel: (802) §28-2673
Fax: (802) 828-3450

State of \;ermont
Beard of Medical Practice : -

June 6, 2002

Anne Hildreth, PA-C

RE: Physician's Assistant Certification
550030584

Dear Anne:

Congratuiations! On June B, 2002, you were presented and approved for certification as a
Physician's Assistant in the State of Vermont. Enclosed is your printed certificate. A professional
certificate has been sent to your employer. This is to be placed at your place of employment, to be
visible for the public.

Physician's Assistant certifications are renewed in January of every evenyear (no matter when you
received your initial certification). You will be sent a renewal form two months prior to the
expiration date. '

If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

¢ jL A \\/

Jernny M. Audet
Administrative Assistant

IT IS YOUR RESPONSIBILITY TO NOTIFY THIS BOARD OF ADDRESS CHANGE OR
TERMINATION OF EMPLOYMENT.

cc: Cheryl Gibson, M.D.

Enclosure



R

STATE OF VERMONT -
BOARD OF MEDICAL PRACTICE

PROFESSIONAL CERTIFICATE

L'hereby certify that the following named person is fuily qualified to practice as a Physician’s
Assistant in the State of Vermont:

Anmne Sarver Hildreth, PA-C

P.A, Certification Number: 55-0030584
Valid only while working under the supervision of Cherly Gibson, M.D. and
Susan Smith, M.D., at Planned Parenthood of Northermn New England, 23
Mansfield Avenue, Burlington, VT.

Valid through January 31, 2004.

IN TESTIMONY WHEREOF, I have hereunto set my
hand and affixed the official seal of the

VERMONT BOARD OF MEDICAL PRACTICE

at Montpelier, in the county of Washington, Staie of

Vermont,
this 6ih of June CAD. 2002
| —-
T\/ﬁ A A ,f/ ,ij TRy

Administrative Assistdnt
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Jenny Audet

From: Katherine Silta <katherine.silta@cvosm.org>

To: Jenny Audet (E-mail) <jaudet@medhd state.vt.us>
Sent; Thursday, May 30, 2002 12:23 PM

Subject: PA's
Hildreth and Bradley are all set. KAS

o B ldit

& 055 h(3055

W log 32002

5/31/02



Page 1 of 1

Jenny Audet

From: Katherine Silta <katherine.silta@cvosm.org>

To: Jenny Audet (E-mail} <jaudet@medbd.state vt.us>
Sent: Wednesday, May 08, 2002 12:26 PM

Subject: PA's

You can issue numbers to Krall, Allen,Potter. th showed up over an
hour late and rescheduled for interview....again. Cassie

5/8/02



MEMORANDUM

TO: Cassie Silta, PA Board Member

FROM: Jenmy M. Audet, Adminstrative Assistant \jﬁ‘wl\u g\;\,?r"*
DATE: Februvary 5, 2002

SUBJECT: Anne Hildreth, PA-C

S sk skt o o of o8 55 S ol s e e b o b s e s o sl o e o e st o s sk st st e el el e e e el s s s s se sk s s b e e O

Enclosed is a complete file on Anne Hildreth, PA-C who will be employed by Planned
Parenthood of Northern New England, 23 Mansfield Avenue, Burlington, VT.

She has not held other licenses in Vermont. Her supervisors will be Cheryl Gibson, MD and
Susan Smith, MD.
If you require any further information please feel free to contact me. Thanks.

/jma

Enclosure



Muiling Address:

109 State Sweet
Montpetier, VT 05609-1106
Tel.: (802) 828-2673

Fax: (802) 828-3450

Office Location:
One Prospect Strees
Montpelier, VT 05602

State of Vermont

Board of Medical Practice

February 5, 2002

Anne Hildreth PA-C

Dear Anne:

Your PA application file to work at Planned Parenthood of New England in Bu;h}wton VT
appears to be complete.

I have mailed a copy of your application file to the PA Board member Cassie Silta. She will
review your application, with particular emphasis on the Scope of Practice. She will than contact
you to set up an interview time that 1s convenient for both of vou.

Once you have mterviewed and she 1s satisfied with the resulis she will contact me to issue vou a
certificate number. 1 will notify you nnmediately and you can begin work. Your paper

certificate will be mailed after the next Board Meeting, which held the first Wednesday of each
month.

If you have any questions please feel free to contact me at (802) 828.2422.

Sincerely,
S
u\,x,\tmc‘\&ﬁ

Jenny Audet
Admunistrative Assistant



PEIYSICIAN ASSISTANT STATUS SHEET
DATE REC‘-}EIVED: C"/// -'1]/ of

NAME:  PHONE #)

ADDRESS:

1:-:&4;&()\’&1%:\?()& e Fenaact bood. o Aol de s Mecor Coenfonnd...
et O e Poteasdn V- 05001
ADDRESS: 243 .mﬁ%@zfﬁﬁﬁ SN EITY I B W)Y é’:rm;} g VT O SSO7

. . . . L - T W el
[nital License m Yermon(? _,ﬁ__\r ee . No Application Foo Paid 5. 4w
e _Zt?_ﬁ Completed Application for Certification as a Physician Assisiant m Vermont (Signed & duted

Employment Contract

_& Certified Copy of Birth Certificate DOB-
L

Primary Supervisor Physician Application (Signed by PA & Su HETVISOr)
f E pert

MDA b tiat Lic fi ol e Tt
A ST Y Ao 5990
M.D.: Lic#: -
MDD LdC# T o
M. FC D e
. M.D.; Lic#

Dhreet V riﬁcnti

N {lf‘ “'[ . y
} Szopc of

‘‘‘‘‘ ‘Practice {signed by PA and Primary Supervisery A detailed description
/[, OF the duties and scope of practice 1o include authority to preseribe medivations.
|

g e S
; ?f For/@nivcrsit}' trained applicants: /”}Z M g i
AL A. Direct Verification: Certificate of Physician Assistant Education VAR fprctogiriee

{ UM&ZE

2

kYA B. Direct Verification: Proof of sutisfactority complating the certification cxamination (;-/f Off S
aiven by NCCRA {Migm:ai Comuission on the Certification of Physiciun Assistants)y froim
NCCPA. Catteh,

e———

For Vermont Appreniiceship trained applicanis:
A. Documentation from the physician in charge of the applicant’s Board-approved

appremicg;sb’_ip program that the applicant has saticfactortly completed the program.

- B. Final PA trainee cvaluation conducted by the Board ensurmg thet the
applicant is qualified by education training and experience 1o perform the duiios owlined in lusther
scope of practice,

L\ RGZ
L Gloson w0
N St D

Twao (2 completed reference forms mailed directly to the Board by the Ph}fs;cmn.‘é M
___{#  physician Reference Form Number 1 %& Fons Tl et . OO TN

[ sfarenes R i s D e . Fasr-a
| Physician Reference Form Nunher 2 Cl‘fdiwug,ﬁ, /\jw/ e @
N ljéj,, Completed Form AL if applicunt answered Tves” in Section i
/

i

Child SupnortTax/Unemployment Form

7



STATE OF VERMONT - BOARD OF MEDICAL F’RACTICE
109 STATE STREET
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

e

APPLICATION FOR CERTIFICATION AS A PHYSICIAN'S ASSISTANT IN. VERMONT o
PAGE ONE OF SEVEN o '

FEE: Enclose a check in the amount of $ 7S.” initial certification {$50 if not lmtlai) made payab!e
to the Vermont Board of Medical Practice. :

important:

- Please print legibly or type your answers.

- Answer all guestions (front and back of each page) completely-it is not adequate to state that the
Board already has the information. Use the enclosed Form A to provide explanations fo "yes"
answers in Section i1,

- Incomplete applications will be returned.

- When space provided is insufficient, attach additional sheets.

- All documents must be received within six (6) months or thr apphcatlon becomes stale and new
documents must be submitted,

- Make a copy of this form and all attachments for your own records,

- Carefully complete the application as false statements are grounds for unprofessional
conduct.

- Thank you for your cooperation.

SECTION I
Name: 4 L DO1CT H AWK E S ACUR

{Last First

Maiting Address:

Office Address:__ 5 (¢ sveys v NS, ST

(Street)
Clawmnact KN £33 o2 -S4 Sl £
{City) {State) {Zip Code)} {FPhone)

Home Address:

City, State, Zip Code:
Daytime Telephone Number: {({p &> ) E¢H5 .

Date of Birth: M

Yo

Male gg Female

Place of Birth:

Basis for Licensure; & University Trained - NCCPA Examination

Vermont Apprenticeship Trained



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
APPLICATION FOR CERTIFICATION AS A PHYSICIAN'S ASSISTANT, PAGE TWO OF SEVEN

NAME FOR CERTIFICATE - NAME CHANGES . OTHER NAMES CERTIFIED/ LICENSED
Name as it should appear on your certification: ~ff§ AAC. Saley” DR ETT N

Have you ever legally changed your name? Yes g No
¥ Yes, enclose a certified copy of the legal document stating the change.

Other Name(s), if any, under which you were certified / licensed elsewhere: Aj j "11

EDUCATION (College Forward) ) .
) . . ™y : er o
Hehasmemas U, Fhida Ka. 1955 - 19F o A g EAcert -

{Name and location of Institution) (From/Toonth/Y ear} (Degree)
{Name and iocation of Institution) {From/To-Month/Year) {Degree)
{Name and location of Institution) {From/To-Month/Year) (Degree)
SUPERVISING PHYSICIANS

List name and specialty of supervising physician(s):
Supervisor's Name Supervisor's Specialty

g % g . o . ey, w\ oo ™y

L .%;’-’Lﬁﬂé_.;ﬁ‘ | (hlose O 10N ‘ 4 31?&"\ —

. . : - i b

ﬁ:}“‘ S :%( if'fEbC Y 64’“‘!’“} £ /’/ !""‘\ O (%\l ( ")'_z.gw\,w’\h

List name and specialty of secondary supervising physician(s):
Secondary Supervising Physician(s) Secondary Supervising Physician's Specialty

PRACTICE
MHave you ever held a Vermont Temporary Certification? Yes _# No If Yes, when:
Do you have hospital privileges? Yes % No

List ali hospitals where you have, or previously have had, privileges - include name, address, and dates:

NAME ADDRESS FROMITO SPECIALTY




STATE OF VERMONT - BOARD OF MERICAL PRACTICE
APPLICATION FOR CERTIFICATION AS A PHYSICIAN'S ASSISTANT, PAGE THREE OF SEVEN

TRAINING

List chronologically residency or other formal medical training programs. Give names, addresses of hospitals, exact
dates {(month, day, year), and type of training. Inciude COPIES OF CERTIFICATES.

Name Address From/To Training

List all other significant training affecting your work as a physician's assistant
(e.g., courses in such areas as laboratory or x-ray technology, physical therapy, EMT):

OTHER LICENSES OR CERTIFICATIONS

Do you hold, or have you ever held, a license/certification in any other state? "\ Yes No If yes, complete
the section below and send a Verification of Physician's Assistant Licensure or Gertification to each state.

State Certificate/License Number Date issued Status (Active or Inactive)
fﬂ& Sats e - - Ao lron (40 Cﬁ:»’g
5 i . . e - g b
i\? i E"‘-‘f'ia,.f*:zp Lo enny g*\){“r o vlen n EMFA_&E_W Ne # = N AE

i s

o b e L qor Ty UiCerino b Nitscn e of .’j X hee cy\

. “
Are you a graduate of a program accredited by the Committee on Allied Health Education and Accreditation
{CAHEA) or its successor agency? =< Yes No

Do you hold a NCCPA Certificate? ©%_ Yes No If yes, attach a copy.

NCCPA Certificate Number: / s iR )] Expiration Date:&! i ! O
£ 5 A LD

When are you scheduled to begin work in Vermont?

Have you previously applied for certification in Vermont? Yes 2 No
if yes: Under what name Year

What has been your physical residence (City, State) in the past ten years?
LA . B s .
Noneven BN, (9 - 1990
P19 2 =3 2§ T ot Bact AT

Have you ever discontinued your practice as a physician's assistant or physician’s assistant trainee for a period of
more than six months? Yes f& No If yes, explain:




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
APPLICATION FOR CERTIFICATION AS A PHYSICIAN'S ASSISTANT, PAGE FOUR OF SEVEN

SECTION It

PROVIDE A PHOTOGRAPH; Attach a photograph taken within the last 60 days (head and shoulders). Proofs not
acceptable. Sign the front of the photograph.

PHOTOGRAPH




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
APPLICATION FOR CERTIFICATION - PHYSICIAN'S ASSISTANT, PAGE FIVE OF SEVEN

SECTION ill

SECTION Hll - “Yes” answers to Questions 1 - 24 requires an expianation on the enclosed Form A.

1.

2.

10.

11.

12.

13.

14.

15.

18,

Have you ever appiied for and been denied a certification/license to practice as a PA or any healing art? Yes f ; No
Have you ever withdrawn an application for a certification/license to practice as a PA or any healing art? Yes X No

Have you ever voluntarily surrendered or resigred a certificationflicense to practice as a PA or any heatling art in lieu of
disciplinary action? Yes <\ _No

Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional PA association {(international, national, state or
local)? - Yes _x No

To your knowledge, are you the subject of an investigation by any other licensing board as of the date of this aiiiication?

Have you ever been denied the privilege of taking an examination before any State Medical Examining Board?

Yes _ % No
Have you ever discontinued your education, training, or practice for a period of more than three months? »
Yes S No
Have you ever been dismissed or asked fo ieave a residency training programy(s) before completion? Yes _x  No

Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced,
suspended or revoked; resigned from a medical staff in lieu of disciplinary action; or resigned from a medical staff after a
complaint or peer review action has been initiated against you? Yes "\ No

Have you ever been denied the right to participate or enroll in any system whereby a third party pays all or part of a patient’s

bill? . Yes _ %' No

Have you ever been notified as a responsible party of a confirmed quality concern (quality of hospita! care provided to
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere? Yes 2 No

Has any medical malpractice claim been made against you in the last ten years (whether or not a lawsuit was filed in relation
to the claim/complaint/demand for damages)? Yes “% No

Have you ever been turned down for coverage by a maipractice insurance carrier? Yes _#% No

Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, restricted
or surrendered by any jurisdiction or federal agency at any time? Yes_ ™ No

Have you, at any time, been a defendant in any criminal proceeding other than minor traffic offenses {Note: DWI - Driving
While Intoxicated - is NOT a minor offense)}? Yes *. No

To your knowledge, are you the subject of an investigation for a criminal act? _



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
APPLICATION FOR GERTIFICATION - PHYSICIAN'S ASSISTANT, PAGE SIX OF SEVEN

SECTION 1l CONTINUED - “Yes” answers to Questions 17 - 24 requires an explanation on the enclosed Form A.
For purposes of Questions 17 - 24, the following phrases or words are defined below: '

“Ability to practice medicine” is to be construed to include all of the following:

1. The cognitive capacity to make appropriate ciinical diagnoses and exercise reasoned medical judgments,
and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgicat procedures,
with or without the use of aids or devices, such as corrective lenses or hearing aids. '

“Medical condition” includes physiological, mental or psychological conditions or disorders, such as but not limited to orthopedic,
visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multipie sclerosis, cancer, heart disease,
diabetes, mental retardation, emotional or mental fliness, specific learning disabilities, HIV disease, tuberculosis, drug addiction, and
alcoholism. . .

“Chemical substances” is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a valid
prescription for legitimate medical purposes and in accordance with the prescriber’s direction, as well as those used illegally.

“Currently” does not mean on the day of, or even in the weeks or months preceding the compietion of this application. Rather, it
means recently enough so that the use of drugs may have an ongoing impact on one's functioning as a licensee, or within the past five
(5) years.

“liiegal use of controlled substances” means the use of controlled substances obtained itegally as well as the use of controlled
substances which are not obtained pursuant to a valid prescription or nict taken in accordance with the directions of a licensed health
care practitioner.

17. Do you have a medical condition which in any way impairs or limits your ability to practice as a PA wi i@ and
safety? If “yes,” please explain.

18. Does your use of chemical substance(s) in any way impair or limit your ability to practice as a PA wWand

safety? If "ves,” please explain,

19. Are the limitations or impairments caused by your medical condition reduced or ameliorated because you receive ongoing

treatment (with or without medications) or participate in a monitoring program? If “yes,” please ex
20. Are the limitations or impairments caused by your medical condition reduced or ameliorated beca i ;
the setting or the manner in which you have chosen to practice? H “yes,” please explain.

s : i [“yes,”

21, Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibition
please explain.

22 Are you currently engaged in the illegal use of controlled substances? _

23. if “yes,” are you currently participating in a supervised rehabilitation program or professional assistance program which
monitors you in order to assure that you are not illegally using controlled substances? If "yes,” pieh

24, Have you been diagnosed with or have you been treated for bipolar disorder, schizophrenia, paranoia, or anv other hotic

"~

5 fw HJ@B"Q kQ‘C_,



- EMPLOYMENT CONTRACT

I " §
I &A@@ﬁ? \g—\ﬁ\&f (ﬁwﬁ/\ , an applicant for
)

(Applicant’'s Name

Certification as a Physician's Assistant, am employed by

Qanned Yaterihod d 1.0ew Sm@@ﬁ c

(Employer's Name) -

v
for the period beginning ?\3@‘3‘7 :

(Month/Day/Year)

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

%Q Orane Rt G0 TAC [l

gnature of Physician’s Assistant (Date) |
i; /;‘f/ g o
W]
>{/‘) C{/@/ SUA_ auns 1i]z “Tﬁ”fé'm
/ Signature of Supervising Physician (Date)
Print Name of Physician: {T\h(w’ 13 i‘} {(" wb%ﬁ

NOTE: A contract from each separate employer is required.



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE -~ & . & % o
109 STATE STREET DI
MONTPELIER, VT 05609-1106 L

(802) 828-2673 o GED -2

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplate applications will be returned. Attach additional sheets as needed.

Namae in full @E bmﬂ Q&‘\@m& g

{Last) 4 (First)./ (Middie)
Malling Address @mﬂﬂfd @@Wﬁ(&\@(‘ﬁ @
lQ}fﬁce l\}ame)
A2 MorSiield PNC .
(Strest)
Eieg ol NT. (3ol A0 |
{City/State) - j "(Zip Code) (Telephone Number)

Vermont License Number: G2 -G0S Number of years you have been practicing medicine:

Hospital(s) where you have privileges Hospital(s} Location Sggcialty
EANC e neob) T C e
{ e

List alt physician’s assistants names and addresses you currently supervise:

-%ﬁ; QD&%}W\@H - %ch, opP
A&%ﬁkﬁﬁ% PO S - \L&\%&e_@m v OF |
s By - Bl €0 (@-ﬁ@ Phapoy

What arrangements have you made for supervision when you are not available or out of town:

R P

A st oot Sgiem
J

CERTIFICATE OF SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, | shali be legally responsible for all medical activities of

‘p&-ﬂ S I e H i LR ET N . P.A. while under my supervision. | further certify that
the protocet outlining the scope of practice, attached to this appiication, does not exceed the normat limits of my
practice. | further certify that notice will be posted that a physician’s assistant is used, in accordance with 26 VSA,
Chapter 31, Section 1741.

/ E/ .2 ?‘f 7o }(\3

(Date)

[ further certify that | have read the statutes and Board rules governing physici?jﬁg

C} 7 ?K@ 0

LS
' (Signature of Supewislr]_nghysician)

X e
y RAndA! EK\ o ,«)__ & ~
Co-signature of PA: (\% N ek Fifjﬂs( i,«(*}‘i;,«,th \\} E fﬁ\f:m
Note: A PA who prescribes controlled drugs must obtain an 1D number from DEA.  PA's DEA Number: [Y] T-{¢™ fCE’ C_;C?&}




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET o BEC -4
MONTPELIER, VT 05609-1106
(802) 828-2673

SECONDARY SUPERVISING PHYSICIAN APPL}“(,‘;‘A‘TIW‘“"

Please print. incomplete applications will be returned. Attach additional sheets as needed.

Name in full SM&% qk&&}& ™
{Last) {First) ) (Middle)
Mailing Address \Wxﬂg\ﬂﬁ(& Qﬁ»ﬁ{ ?\K\\(}ﬁ\&

(Offlce Name)

Pt ﬂ"\m‘»éqméx e

{Streat) \
ALY el WAt
(City/State) " (Zip Code) {Telephane Number)

Vermont License Number: Ol 'Q'Wﬂm\lumber of years you have been practicing medicine:
Hospitai(s) where you have privileges . Hospital(s) Location Speciaity

NG adie cx%%cw T () e

List alt physician’s assistants names and addresses you currently supervise:
'@ﬂ‘% Q;m@mm - %@W € Q @

Podaet Bums - Wwide Kowe ©@F

Qi Gudo - Hadl RO e

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, | shall be legally responsible for all medical activities of

wﬂaﬁf‘&@’ SOAL e A 'H LAINSHA, , P.A. oniy when the primary supervising physician is
unavailabie and only when consuited by the aforesaid Phys:man s Agsistant. | 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 31, Section 1741, the use of a physician’s assistant has been posted.

Hurther certify that | have read the statutes and Board rules governing physician’s asséstants

e &A@m g

{Date) {Stgnature of Secondary Supefvising Physicianh)




JE-As-a2 B2017 PM PLANNEDPARENTHOOQD EEE 343 oTa8 P.ag

01,06/02 TUE 15:04 FAX 502 528 5450 vI. Medical Bosrd gons
Reference Eorm#d - STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Ratumn Directly to Board 109 STATE STREET

MONTPELIER, VERMONT 05609-1106
(802) 8282673

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

Name of Applicant: Qﬂﬂﬁ \;\;\é\{‘f'% |

The physiclar's assistant named anove hag applled to the Vermont Bodrd of Medical Practice for a cedification o
practice &5 @ physician's assfetant in Vermant. The applicant has listed your name a5 one who has requisite
knowledge thraugh recent observatian of the applicants current clinica! competence, ethical character, and abifity o
werk conperatively with others. tn this regard, please rompiete the foliowing reference form, Thank yau for yeut

cooperation.
Plezse complete all parts of this form. I more om is reeded, please altach additivnal inforaton. .
vare e NOdeel  wew_P\aned Yagentinoocd

from %EC\\qL% to {%)(“'é &ﬁ'(ﬁ S Durtng that thae. he/she
was (Ligt status in the [nstitution): W\{;\ cia ' A‘S"f’ﬁg&i&ﬁ—\?

IMPOGRTANT NOTE: If you vite the applicant "paor” o *fai in @ particular category, plaase eﬁ@cg&;e on this aspect

ot the rafarsnce in as much detaill os passible. N6TE ', cul (‘Cﬁ'\ﬁ?)'&? ate fﬁ\ dﬁﬂﬁ) i@q\;ﬁ\gm\@{fﬁ‘ h)
The baslc medical knowledge Q\Kf@@g m(%(.)

i be expectad ina PA, __ Poor . Fair Pyerage ___ Above Average

Professional jutigmant: Y . Fair @u’ﬁfmmga ___ Apove Average &mﬁ CW@KI%.@ .
Sense of Responshility: ___Poor .. Falr M%’A/verage ___ Above Average

Mored characier )

N\

erhieal condurt: Paor Falr

- _ " Averags ___ Above Average
Compatence andt skills .// ' '
in the tasks delegated: Poor . Falr . hvarage Above Average
Conperativeness, l//
ahility to work with othars - Poot Fair L Average Above Average
Willingnaas % adoept directions and g
fimitzfions In role: Pacr Fair Y Avarage Above Average
History & physical exam i
tERing: o Pogr __ Falr Y aysrage  ___ Above Average
Record keeping: Poor Fair m_’«;_"__{&:rarage . Above Average
Patient manggement: Foor Fair wﬂvemge _ Above Average
P APatient " o
ralationship: Pogr Feir _____ Average Apove Average
Track record in adhering v/
1o eeope of practice: Poor ...Far i Averege Above Average
Abliity to communicate in reading, V/

writhg & sneaking the English language: Poor Fair : Averags o Above Average



J‘F.,:_ BE-BE @216 PH PLANNEDRFARENTHQOD cRE S4F% &T8S P.Aas

YU
5108702 TUE 15:03 FAX 802 B25 5430 VT.¥edical Board @
Reference Form !ﬂ .. STATE OF VERMONT - BOARD OF MEDHCAL PRACTICE
Ceontinued 109 STATE STREEYT

MONTPELIER, VERMONT 036081106
{802} 528-26873

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

Name of Applicant: Q{\ﬁ(’ w\ &:‘Hf;\{l | | | @

T the bast 8f your knowledge, doesidk! the applicant earty eut the dities snd responsibilities of the position at your

institudion in & satisfactory manner? i Yes No
Do you know of any emetional disturbance, mental iliness, eganic lness, alcohal or drug prodlem, which might
imgair the applicant's ability 1o prastice as a physician’s assistani? Yes N%
Do you know of aﬁy panding professional miscontuct proceedings or medical malsraclice 7
Cleims? e Yas Ne
Do vou know if the applicant has been & defendant in any crisinal proceeding other tian \tz)
einor fraffic offansas? Yasg Mo
Do you know of any suspensicn, restriction or temmination of training or puofessivnal

pitvliegas o7 taasans related tv mental or shysical impairment, incompatence, misconduct vp’

or malpractice? Yes ___No
Do you know of any resignation o withdrawal from fraining or of professional priviieges Y_‘j

to aveid imposition of disciplinary measures? . NI, No
Do you know of any confirnad quelity congem (quality of hcsbi‘.a} care prcw?dad

w Medicare patients) by the Peer Review Organization (FRC) in Vermom or elsewhera? Yes ‘(9 No
Do you Know of a fafuse of the appfoant t©o compleie 3 raining program(s)? . Yas _\_Q. Ne
Does the appiicant call upon consitts when nesdec? : ‘ N Yas Mo

tn addition to the information provided on the previous pege, please use the space below and the reverse side for
elaboration on the above and any addtional Informatian vou have avaitabls to sid the Board in evaluating this
appllcant. Of particular vaiug to us in evaluating sny candidate are comments regarding hisfher notable strengths
angm ;.;&aknasses We would appreciate such comments from you.  Any sdditional information should be attached
1 s farm

The above report is besed on:
Civse personal obagrvation

........ F . General inpression
i A composite of previous evaluatians . L(
_ Lther- Spacy: O AW u MMO}\ )
! further cerify that gt the Gime of complation of the above training, or during my asseciation with the physician's

assistant, helshe was competent 1o practice as a pnyslcm‘s asa:st&nr and hefshe was not the sulijsct of any
digciplinary action,

| recommand &xﬂﬂg \\&(&\ﬁ or Bcensyte In Varmant
0 T TN e o Nl g
Print or Type Name and Title: Q&\Qﬂfk Q‘ﬂ&mh__m Y. D
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01,0892 TUE 15:05 FAX 802 628 5430 VT.Medical Board g oos
Reference Form €2 . STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Return Dirgelly to Board 109 STATE 8TREET
MONTPELIER, VERMONT 05608-1106
(202) B28.2673

REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH RECENTLY
| PAGE ONE GF TWO

Name of Appiicant: Qﬁ’ﬂe %X\d{e}\%’\

The physician's assistant namad above has spplied o the Vermont Baard of Medieal Prastice for a centfication w
practice meditine in Vemmont, The applican! has lisled your name 8¢ anewha has reyuisiie knowledge througl'g
recent obsarvation of the applicant’s cument clinical competenae, ethical character. and ability to work cooperatively
wilh others. in thie regard, please complets the following reference form. Thank you for your eooparation.

Flaass complate all parts of this form. If more room is needed, please aﬁa&h additional information. .
Narme: ’(i)s’(\ﬂ sTXY’\ \C&f&\ was at @\Cmf\;z(\ Q@f : \'\md
from 8\Cﬂq\l‘ v | @ftSeﬁfﬁ , l_:}ﬁn'ng that ime, he/she was
(st status in the Insﬁtuﬁlon): '@\W\ \izc{{ ciah &8%“&&"?& ﬁ*

WPORTANT NOTE: If you rata the apphcant "poor™ or “fair in a particulgr category, please elabaras on this aspect %
of the referance in as much getad as possitle. W r O fﬁ\“'gﬁ ke Eﬁﬁﬁﬂ _ Qﬁ)ﬂj ’ @E‘L\Nﬁt\ i

-

The basic medical knowladge , o @O

to be expected in g PA I o Pai ...:‘_.’4\.@!39@ ___ Above Average

Professional judgment: . Poor o Fair _wsAverage  __ Above Average €12 111 &mﬁg‘g .
Sanse of Responsibility: Poor . Fair WP,‘L/A/-.remge s Bbtve Average P
Mora! character/ : (// :

ethics! conduct Poor Faiy Average Above Average

Competence and ekills e

in the tasks delegatad: Poor Fair Y Average ____ Above Average

Cooperativeness, : / :

abifity to work with others Poor Fair .~ Averge Above Averape

Wiilkngriess to accept directions anyg i

fmitations In role: Poos Fair oo Byerage Above Average

History & physical exam )

taking: Foor . Fair o Average AbGve Average

Racord keeping: Paor Fair V7 Average Abave Avarage

Patient mansgement. Poor Fair v Average Ahove Average

P.A -Patient e

retationship: “Poor Fair - T Average Aboue Average

Track record in aghering
to stope of practics: Pacr

Ablity to communicgte in neading, : ;

Average e, Abbve Avarage

wiiting & spaaking the English anguage: ___, Poor ____ Fair ¥ Aversge o Above Average

}
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01z08/02 TUE 15.0% FAX 802 828 5450 VT.¥edical Board g uue
Reference Form 92 STATE OF VERMONT - BOARD OF MEDICAL PRAGTIGE
Centinued 109 STATE STREET
MONTPELIER, VERMONT 05609-1108
[A0Z) B2B-2673

REFERENGE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH REGENTLY
. PAGE TWD OF TWO

Name of Apglicant: Aﬂﬂﬁ \L\'\\\(\fe\v\"\

T the best of your knowledge, does/dic the applicant carry qut the dulies and responsibiities of the positicn at your

inatitubion i & satisfactory manner? e Yea _ _Ne
Do you know of any ermotional disturbance, menta! tness, arganic iness, alcohol or drug problam, which might
impzir the appH=snArs abiity to practice as a physician’s assistent? e Yeu SN
Do yau kaow of any pending professional misconduct proceedings or mediesl maipractics

claime? _.Yes _..2_{_ No
Do you know ff the applicant has beer a defendant io any sriminal proceeding othar than e
minor tratfic offanses? e Yes N No
Do vou know of any suspension. resiriction or termiration of traiting or professionsl

privieges far reasons related to mental or physical zmpaxrmant, incempetence. misconduct K,

o malpractice? ‘ Yes No
Do you krow of any resignation ar withdrawa! from training or of professicnal privileges .

10 avoid impasition of disciplinary measutes? : _ Yes _# No
D you know of any socfirmed quality concern fquailty of hospita! care provided "

to Medicare patiants) by the Peer Review Organization (PRO) In Vermont or sisawhare? Yes _ 7% No
Do you know of 7 failure of the applizent o complete 4 residency training program(s)? Ve __iﬁ Na
Doas the appicant call upon consults when needad? _ X Yes Nc

In addion to the information provided of tha previous page, please uas the space below and the reverse side for

sfaburation on the ahove and arty additions! information you have availabie to 4id the Board In evelualing this

applicant Of paricutar value 1o us in evaluating any candidate are comments regarding his/her notabds strenyths

;ngi’or fweameskes We would approciate such comments fmm yeu. Any additional information shoukd be attached
15 form,

The above repont is based on:
Close personal cheervalion
General impression

:M; Acompomtanfprewou“ valyation, . i a '
T Otrer- Specify: $UA oL Soakuelig @

1 hurther cerify that at the timo of completion of the abave trmining, or during my association with the physician's

gesisiant, he/she was competent o practice as a physician's assistznt and hefshe was not the subiset of any
distiptinary action.

i recommend Aﬁm tk\\dﬁéﬁ‘\ ~for licengurs in Vermaost,

ma of Physicis Assrﬁwnt

Srgned/ \/?j fi/ L{ e !  Date: i//f/ c’) &
Prntar Type Name and Title: QKLQ,)@{\ C\Rbm\\-\(\’




Narional Commission en Cerdfication
of Physician Assiszants

December 21, 2001

Vermont Board of Medical Practice
109 State Street
Mentpelier, VT 05609

RE: Anne Sarver Hildreth, PA-C

To Whom It May Concern:

Anne Sarver Hildreth is currently certified by the NCCPA and holds certificate no.1011311.

Initial certification was granted on January 15, 1983. Anne Sarver Hildreth will remain certified by
NCCPA until December 31, 2003.

if you have any questions regarding the information provided in this report, piease contact us at the
number below. To receive information about NCCPA's certification requirements and palicies via our

free fax on demand service, call 770.734.4500, select option 6 from the main menu and request
document # 101, Certification Maintenance Guidelines. Or visit our web site, www.nccpa.net.

Sincerely,

M5

Ragan Marrow,
Director of Certification Maintenance

The official NCCPA seal
is affixed above on the
original of this document.

Suite 800 - 157 Technology Parkway « Nozcross « Georgia » 30092 + Tel: 770.734.4500 « Fax: 770.734.4535 « Web: www.necpa.net



MCP Hahnemann University

College of Nursing and Health Professions

Physician Assistant Program

Advanced Physician Assistant Studies Program

Maif Stop 504 « 246 N. 15th Street = Philadelphia, PA 19102-1192
FEL 215.762.7135 = FAX 215.762.1184

wirmranephog, sy

UNIVERSITY

03 January 2002

State of Vermont

Board of Medical Practice
109 State Street

Montpelier, VT 05809-1106

iN RE: ANNE HILDRETH, PA-C
To whom it may concern:

This letter serves to verify that Ms. Anne Hildreth matriculated into the MCP
Hahnemann University Physician Assistant Program on September 2, 1980. She
successfully completed the program o June 10, 1982.

If further information is desire, please do not hesitate fo contact me.

Sincerely,

=% -

Patrick C. Auth, Ph-C, MS, PA-C
Assistant Professor and Director
FPhysician Assistant Program
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Commonwealth of Massachusetits JA::OEVEEN\Q/;FT
Division of Professional Licensure JENNIFER DAVIS GAREY
{Formerly Division of Registration) OFFICE OF CONSUMER AFFAIRS

239 Causeway Street ¢ Boston, Massachusetts 02114 WILLIAM G. WOOD

CIRECTOR

Board of Registration of Physician Assistants
phone # (617) 727-3069

Certified Statement of Registration

December 28, 2001

The individual named below is in good standing in the Commonwealth of
Massachusetts as a licensed Physician Assistant

Name:Anne 8. Hildreth

License No.: 574

Original Issue Date: January 4, 1994
Expiration Date: March 1, 1995

o™
s

Zr Cllor T SEAL

Board Administrator e
Board of Registration of Physician Assistants

Registration verification can be obtained over the Internet:
www state. ma.us/reg/boards/ap

The information provided in this “Certified Statement” is based on the records
maintained by the Massachusetts Division of Professional Licensure and its
licensing boards. individuals are deemed to be in good standing if their license is
current and not subject to any disciplinary status on the date of issuance of the
“Certified Statement.” Disciplinary status is defined as voluntary surrender,
revocation, suspension, or probation of a license.




State of New Hampshire

2 Industrial Park Drive, Suite 8
Concord, NH 03301-8520
(603) 271-6936

Verification Rep()l't

This 18 to certify that the records of the New Hampshire Board indicate the following information:

Licensee: ANNE S HILDRETH
Specialty; PA PHYSICIAN ASSISTANT
License Number: 0084
Issue Date: 10/24/83
Expiration Date: 12/31/02
Disciplinary Action: NONE

To expedite the certification of licensure process, the abave is the standard format for all

“F

professionals regulated by this Board. o /f
v
% .%ﬁ”}ﬁ/.{’;ﬁi X Jﬁ“éi,3,¢_‘,&,,,
Secretary )

G s~ D

SEAL Date



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE-PAGE SEVEN OF SEVEN
SECTION IV
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You mustanswer questions [ 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the person cemﬂeq that he or she is in good
standing with respect to or in full compliance with a plan 1o pay any and all child support payable under a support order as of the date the application is filed. "Good standing" means
that less than one-twelfth of the annual support obligation is overdue; or Habilivy for any suppon payable is being contested in a judicial or quasi-judicial proceeding: of he or she is in
compliance with a repaymeni plan approved by the office of child suppon or agreed 1o by the parties; or the licensing authority determines that immediate payment of support would impose
an uareasonable hardstip. (15 V.5 A2 § 795)

1. You must check one of the two statements below regarding child support regardiess whether or not you have children:

2% 1hereby certify that, as of the date of this application: {a} | am not subject to any support order or {b) | am subjeci to a support order and [ am in good
standing with respect to it, or {c) [ am subject to a support order and | am in full compliance with a plan to pay any and all child suppéit due under that
order.

: or

e 1 hereby certify that T am NOT in good standing with respect to child support dues as of the date of this application and I hereby request that the licensing

autherity determine that immediate payment of child support would impese an unreasonabie hardship. Please forward an "Application for Hardship”.
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed uniess the person certifies that he or she 1s in good

standing with the Deparment of Taxes."Good standing" means that no taxes are due, the tax Hability is on appeal, the taxpayer is in compliance with a payment plan approved by the

Cormmissioner of Taxes. or the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. {32 V.5.A. § 3113

2. You must check one of the two statements below regarding taxes:

——  1hereby certify. under the pains and penalties or perjury, that I am in good standing with respect to or in full compliance with a plan to pay any and al}
taxes due 1o the State of Vermont as of the date of this application. {The maximum penalty for perfury is fifteen years in prison, a $10,000.00 fine or
bath).

or

———  Llhereby certify that [ am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and | hereby request
that the licensing suthority determine that immediate payment of taxes would impose &n upreasonable hardship. Please forward an "Application for
Hardship”.

Regarding Unemployment Compensation Contributions

Tile 21 § 1378 requires that: No ageacy Ofihe state shall grant, issue or renew any hicense or other authority to conduct o trade or business {including a Heense to practice a profession)
to, of enter into, exiend or renew any coniract for the provision of goods. services. or real estate space with any employing unit unless such empioying unit shall first sign a written
declaration, under the pains and penalties of perjury, that the employing unit is in good standing with respect to or in full compliance with a plan to pay any and afl contributions or
payments in liew of coniributions due as of the date such declaration is made. For the purposes of this section, a person is in good standing with respect to any and all contribntions or
payments in lieu of contributions payable if: (1) no contributions or payments in lieu of coatributions are due and payabie; {2) the liability for any contribuzions or payments in hew of
contributions due and payable 15 on appeal: (3) the employing usit is in compliance with a payment plan approved by the Commissioner; or (4) in the case of a licensee, the agency finds
that requiring immediate payinent of contributions or payments in lieo of contributions due and payable would impose an unreasonable hardship.

3. You must check vne of the thiree statements below regarding unempleyment contributions or payments in lee of unemployment coniribulions:

—— @ hereby certify. under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a payment plan approved
by the Commissioner of Employment ard Training to pay any and all unemployment contributions or payments in lieu of unemployment contributions
to the Vermont Department of Employment and Training due as of the date of this application. {The maximum penaity for pequry is 13 yearq in priscn,
a $140, 000.00 fine or both.}

oF

— @ hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in liew of unemployment contributions due
to the Vermont Department of Employment and Training as of the date of this application and T hereby request that the licensing authority determine
that requiring immediate payment of unemployment contributions or payments in leu of unemployment contributions would impose an unreasonabie
hardship. Please forward an Application for Hardship.

- or
A hereby certify that 21 V.5.A. § 1378 is not applicable to me because | am not now, nor have I ever been, an employer.

Social Security #*_ Date of Birtt

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.8.C. § 405 (¢){2){C}, and will be used by the
Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to identify individuals affected by such
laws, and by the Office of Child Support.

STATEMENT OF APPLICANT
| certify that the information stated by me in this application is true and accurate to the best of my knowledge and that providing faise information or omission of
infermation is unlawful and may jeopardize my license/certification/registration status.

{ g . A PN s
Signature of Applicani..- e Ve b W} Date____fod ;;‘:“ff/%b

g




2 A BEEN PLAMMED PAREMTHOO TIECRSTHY 1A

PHYSICIAN'S ASSISTANT SCOPE OF PRACTICE
at Planned Parenthood of Northern New England

Mlanned Parenthood of Northern New England's Scope of Practice for Physician's Assistants
consists of several documents:

4]

standing G 50 Each PLAL practitioner annuafly signs the Standing Orders
that are approved by PPNNE's Medical Advisory Committee then co-signed by

PPNNE's Medical Director. Standing Orders define the prescriptive and medical
authority of the P.A. practitioner at PPNNE.

EPENNE's Medical Protocol: The exact duties of the P.A. are clearly defined in PPNNE's
Medical Protocol, a copy of which is on file with the Vermont Board of Medical
Practice.

Medical Oversight at PPNNE: Please refer to the attached docurmnent, Medical
Oversight at PPNNE, for information about the structure of supervision of P.A's at

PPNNE.

Planned Parenthood of Northern New England is a non-profit health care organization
with fifteen outpatient health centers in Vermont. Under the supervision of PPNNE's
Medical Director, Physician's Assistants at PPNNE health centers provide outpatient
gynelogical and preventive care for wornen and men as outlined in PPNNE's Standing
Urders and Medical Protocols,

Many of our sites are located in rural areas where access to health care may be
difficult. PPNNE offers a sliding fee scale basad on the individual's ability to pay. Cur
commitment to providing services regardiess of a client's ability to pay means that
thousands of Vermonters without health insurance have access to high quality
reproductive and preventive heaith care.

While the majority of our clients are between the ages of 20 and 34, 27% of our
patients are teenagers, and 15% are over 35 years old. In addition, many of cur
clients are economically disadvantaged.

As specified in Section |, Part | of the PPNNE Medical Protocol, each clinic site is

#



DR ELANMED FPAREMNT OO

required to inform patients how to obtain care in the event of an emergency. Sites

providing surgical services must also dacument a plan for handling emergencies
occurring in the clinic as well as the medical back-up arrangements with a physician ar

hospital, :

PPNNE's P.A. Practitioners do not independently prescribe or dispense controlled
substances and therefore, do not have DEA numbers.



State of New Hampshire S

2 Industrial Park Drive, Suite 8 9
Concord, NH 03301-8520

(603) 271-6936

Verification Report

This is to certify that the records of the New Hampshire Board indicate the following information:

Licensee:
Specialty:
License Number:
Issue Date:
Expiration Date:

Disciplinary Action:

ANNE S HILDRETH

PA PHYSICIAN ASSISTANT
0084

10/24/1983

12/31/2001

NONE

To expedite the certification of licensure process, the above is the standard format for all

professionals regulated by this Board.

SEAL

A J fb
B /" ¥
. fvmbﬂyﬁ'}f\ (_,&“e/{ff\,é‘ix’\

Secretary {jj

| }a—gf(i o)

3

Date



STATE OF VERMONT, BOARD OF MEDICAL PRACTICE _
108 STATE STREET

MONTPELIER, VERMONT 05608-1106 \,

(802) 828-2673

CERTIFICATE OF PHYSICIAN'S ASSISTANT EDUCATION

To be completed by an officer of your University

| hereby certify that H nne SAUea HicD {25k was admitted to the

{(Name)

Hahnemann university {presently MCP Hahnemann Universitﬁg])‘ysician,s Assistant

Program in {/) M,‘?Q PC:A . on

{City and State)

Sept. 2, 1980

{Date)
and completed all requirements for graduation on June 10, 1542
{Date)
A Physician Assistant certificate was granted ohine 10, 198z
(Specify certificate/diploma/degree) {Date)
Is this program CAMEA or suctessor agency approved? XXX Yes No

(AFFIX SEAL)

Date: 12 Vecember 2000

Signed: f"‘“ o q /' ,gu“i;’f AR Py

Patrick C. A@#ﬁ?o% ed fo;cgr ngrhgqst‘%?noo irector

TO PROGRAM: Return to above address



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

LIST OF TWO REFERENCES

The Board rules require that references be from allopathic or osteopathic physicians with whom the
applicant has worked recently, including one from the most recent primary supervisor. If the applicant has
recently graduated from a Board-approved physician’s assistant program, one must be from the Director
of the program. If the applicant has recently completed a Board-approved apprenticeship program, one
must be from the primary training physician. '

Detach the attached Reference Forms and send to the individuals designated below ALONG WITH

A COPY OF THE SIGNED FORM B RELEASE. Return this sheet to the Board with your application,
Individuals completing the reference forms must return the forms directly to the Board.

Names, addresses and telephone numbers of two references:

1} Reference #1 - Name of a Physician:

City, State

Tetephon

How iong has this individual known you? [:,ég,“ﬁq A } (’M) (’E;{ggﬁ Cx Ay ey

2} Reference #2 - Name of Physician: ij:}"ﬁ . < }M” ‘i&aj\;\ 611 lf)ﬁ:dﬁ ék\j
SR

M Ve P . 208N o
Address: Clo v omens (v (g S PERDE

22 Maonsteld  Are-
City, State, Zip Code: @{gfiat m’-»;?{? & ’ X_EMT

Telephone: (A ) - (??(f;&% . Cﬁﬁw}(j}f

How long has this individual known you? C{i/ A {Wi“ - Al LB
L.

OS5 S |




FORM B STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
- 109 STATE STREET
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

FORM B: 1) AUTHORIZATION FOR RELEASE OF RECORDS AND INFORMATION
AND 2} AUTHORIZATION TO COMMUNICATE WITH FUTURE EMPLOYERS REGARDING
THE STATUS OF YOUR APPLICATION
TO WHOM IT MAY CONCERN:

DNar o e s D e B '
11, AN S o H i) e BHEREBY AUTHORIZE YOU to furnish to
(Name of Appiicant)

the Vermont Board of Medical Practice or its designated representative, all materials and information within your
possession or control relating fo me, of whatever kind and wherever located and including, but not imited to, my
professional experience and qualifications, my licensing history, my practice as a physician’s assistant, and any
other material or information, including investigative files, which, in the soie diseretion of the Vermont Board of
Medical Practice, may be useful to said Board in its review of my licensing status.

Only in regard to this specific authorization for disclosure to.the Vermant Board of Medical Practice and for no other
purpose, | expressly WAIVE confidentiality and any privileges or immunities accorded this information by State or
Federal Law, and 1 hold yau harmiess from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report information, either orally or in writing, directly to the Vermont Board of
Medical Practice or its designated representative on a continuing basis until this authorization is revoked, by me, in
writing.

A CONFORMED PHOTOSTATIC COPY OF THIS AUTHORIZATION SHALL SERVE IN ITS STEAD.

2) [ further authorize the Vermont Board of Medical Practice to communicate with future employers and/or locum
tenens companies regarding the status of my application for certification.

Signature: @ Aae ‘N(h @r“(z N ~N <
Date: J77 1 iy { o G
Print or Ty AV

Address:
City, Stat
Telephon

day of Q:rrc;mf.hﬁq :

Subscribed and sworn o before me, this

f’it_ﬁme«ff Do Nas £

Notary Public

A CONFORMED COPY, ATTEST % m’&jﬁ,@m, o elcls
Notary Public "

RETURN ORIGINAL TO THE BOARD WITH YOUR APPLICATION

SEND COPIES WIiTH THE REFERENGE FORMS

LUANA WILSON-REYNOLDS, Notary Public
My Commission Expires November 8, 2008



Reference Form #1 STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Return Directly to Board 109 STATE STREET
MONTPELIER, VERMONT 05609-1106 i
{802) 828-2673 P

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

Name of Applicant: Q{\ﬂf %ﬁ\\(&&ﬁ%ﬂ

The physician's assistant named above has applied to the Vermont Board of Medical Practice for a certification to
practice as a physician’s assistant in Vermont. The applicant has listed your name as one who has requisite
knowledge through recent observation of the applicant's current clinical competence, ethical character, and ability to
work cooperatively with others. In this regard, please complete the following reference form. Thank you for your
cooperation.

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

Name Q‘W\ﬁj }ér\\éﬂ‘f&t\m ' wé%at @ g
from @X}ﬁﬂ%‘@\ to &:{\Qﬁk’p}% . During that time, he/she

was {List status in the Institution): @e% ;/ @\a@\(\!ﬂ&f ‘3\ g;%\(‘{“"ﬁ“\k“{‘{i§

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 knowledge

fo be expected in a P.A, Poor Fair Average iAbove Average
Professional judgment; Poor Fair Average ;l/://:\bove Average
Sense of Responsibiiity: FPoor Fair Average ﬂbove Average
Moral charactes/ / '

ethical conduct: Poor Fair Average Above Average
Competence and skills / '

in the tasks delegated: Poor Fair Average Above Average
Cooperativeness, / |

ahility to work with others FPoor Fair Average Above Average

Willingness to accept directions and

limitations in role: Poor Fair Average bove Average

History & physical exam

IS IN

taking: Poor Fair Average bove Average
Record keeping: Poor Fair Average _“° Above Average
Patient management; Poor Fair Average V’/ Above Average
P.A.-Patient

refationship: Poor Fair Average Above Average
Track record in adhering o

to scope of practice: Poor Fair Average «” Abave Average

Ability to communicate in reading,
writing & speaking the English language: Poor Fair Average L

=

bove Average



Reference Form #1 STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Continued 109 STATE STREET
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

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

ama ot pppican: 006 L\l

To the best of your knowledge, does/did the applicant carry out the duties and responsibilities of the position at your

institution in a satisfactory manner? ; Yes No
Do you know of any emotional disturbance, mental iliness, organic iliness, alcohol or drug problem, which might
impair the applicant's ahility to practice as a physician's assistant? Yes " No
Do you know of any pending professional misconduct proceedings or medical maipractice

claims? Yes \,// No
Do you know if the applicant has been a defendant in any criminai proceeding other than -
minor traffic offenses? Yes £~ No

Do you know of any suspension, restriction or termination of training or professionatl

privileges for reasons related to mental or physical impairment, incompstence, misconduct -

or malpractice? Yes L7 No
Do you know of any resignation or withdrawal from training or of professional privileges ‘\/’/
to avoid imposition of disciplinary measures? Yes No
Do you know of any confirmed quality concern {quality of hospital care provided -
to Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere? Yes 1.7 No
Do you know of a failure of the applicant to complete a training program(s)? Yes 1”7 No
Does the applicant calf upon consults when needed? ' \/’/Yes No

in addition to the information provided on the previous page, please use the space below and the reverse side for
elaboration on the above and any additional information you have available to aid the Board in evaluating this
applicant. Of particular value to us in evaluating any candidate 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 obhservation

General impression

A cotnposite of previous evaluations
Other - Specity:
[ further certify that at the time of completion of the above training, or during my association with the physician's
assistant, he/she was competent to practice as a physician's assistant and he/she was not the subject of any
disciplinary action.

| recommend %ﬁ\?%}i\%‘\&\g&%:\ﬂ\ for licensure in Vermaont.
ame ofFky '. }e s istant )
Zié/ﬁwdfﬁ/é(@ Date: / / / }(7 &/

Print o‘r Type Name and Title: (:k}u\s(\’” {gk Q:E @iiﬂ &ﬁi\
|




Reference Form #2
Return Directly to Board

REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED V\élTH RECENTL’Y '
PAGE ONE OF TWO i

fvne Hilve th

Name of Applicant:

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE .
109 STATE STREET 5
MONTPELIER, VERMONT 05609-1106
{802) 828-2673

The physician's assistant lamed above has applied to the Vermont Board of M
practice medicine in Vermont. The applicant has listed
recent observation of the applicant's current clinica! competence, ethical character, and abili

edical Practice for a certification to

your name as one who has requisite knowledge through
ty to work cooperatively

with others. In this regard, please complete the following reference form. Thank you for your cooperation.

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

E.cww\e ; ‘\Q”’x‘:e V‘ﬁf
i

Name: f\wmm? H;itl:’)\"%”\/‘r\

was a

&

[ W

. During thét time, he/she was

from E‘\%‘i\!‘;\ \ng

o e el

s n {
(List status in the Institution): /7 '?\A_}f'%%{'iﬂ WAL /L‘F,ggf S a\Z»tlAk‘\f

IMPORTANT NOTE: If you rate the applicant "poor” or "fa

of the reference in as much detail as possible,

The basic medical knowledge

to be expected in a P.A. Foor
Professional judgment: Poor
Sense of Responsibility: Poor
Moral character/

ethical conduct: Poor
Competence and skills

in the tasks delegated: Poor
Cooperativeness,

ability to work with others Poor
Willingness to accept directions and
limitations in role: Poor
History & physical exam

taking: Poor
Record keeping: Poor
Patient management: Poor
P.A.-Patient

retationship: Poor
Track record in adhering

o scope of practice: Poor

Ability to communicate in reading,

Fair
____Fair

____Fair
_ Fair
___ Fair
__ Fair
—_ Fair

Fair
Fair

Fair
Fair

Fair

writing & speaking the English language: Poor Fair

Average

r'in a particular category, please elaborate on this aspect

Average é ~Above Average

Average i ~ Above Average

. Average ;;(i{ﬁ\/b;)ve Average
__Average Mbove Average
__Average _MAbove Average
___ . Average MAbove Average

Average 17 Above Average

Average V/Above Average

Average V/Above Average

Average \//Above Average

Average " Above Average

Average \ / Above Average

| ~Above Average

Lx(;‘:) cf’ /UCAI‘J({/\Q Cin

T {/‘uj vtz



Reference Form #2 STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
Continued 109 STATE STREET
MONTPELIER, VERMONT 05609-1106
{802) 828-2673
REFERENCE FORM TO BE COMPLETED BY PHYSICIAN WORKED WITH RECENTLY
PAGE TWO OF TWO

Name of Applicant: A {aiaf? \‘J\ L.\a‘a!‘ﬁ-’m/\

To the best of your knowledge, does/did the applicant carry out the duties and responsibilities of the position at your

institution in a satisfactory manner? Vi es No
Do you know of any emotional disturbance, mental illness, organic illness, alcohol or grug problem, which might _
impair the applicant's ability to practice as a physician's assistant? Yes _[—No
Do you know of any pending professional misconduct proceedings or medical maipractice

claims? Yes _/ No
Do you know if the applicant has been a defendant inany criminal proceeding other than

minor traffic offenses? Yes V No

Do you know of any suspension, restriction or termination of training or professional
privileges for reasons related to mental or physical impairment, incompetence, misconduct

or malpractice? Yes | No
Do you know of any resignation or withdrawat from training or of professional privileges

to avoid imposition of disciplinary measures? Yes L No
Do you know of any confirmed quality concern {quality of hospital care provided

to Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere? Yes _{_~No
Do you know of a failure of the applicant to complate a residency training program(s)? “Yes { No
Does the applicant call upon consults when needed? L"Ves No

In addition to the information provided on the previous page, please use the space below and the reverse side for
elaboration on the above and any additional information you have available to aid the Board in evaluating this
applicant. Of particular value to us in evaluating any candidate 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

General impression

A composite of previcus evaluations
Other - Specify:

| s

| further certify that at the time of completion of the above training, or during my association with the physician's
assistant, he/she was competent to practice as a physician's assistant and he/she was not the subject of any
disciplinary action.

| recommend /\ AR qu\é‘“‘( i -RJT\ for licensure in Vermont,
lame of Physician's Assistant

Signed: A/YC,; Qj? ﬂ{ Soan, ] Mb Date: /2 / i Lf /20(’}(’3

Print or Type Name and %itle: —”\P\ j \ 11 ”R\_g\;\ T\}{ (;C'_‘u'\ a M \b : _
l\{\%{_z\&ia\\ V:Di@il“\@\f ( &+lw}i i—?’/’Bi /"?_mo)
Pawmes Qac 2 0ty of NorAlaon Ve {D\@ 4 »




FORM B STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VERMONT 05609-1106
(802) 828-2673

FORM B: 1) AUTHORIZATION FOR RELEASE OF RECORDS AND INFORMATION

AND 2) AUTHORIZATION TO COMMUNICATE WITH FUTURE EMPLOYERS REGARDING
: THE STATUS OF YOUR APPLICATION

TO WHOM IT MAY CONCERN;

1)1, _¥0ne Salped N RET R HEREBY AUTHORIZE YOU to fumish to
(Name of Applicant)

the Vermont Board of Medical Practice or its designated representative, all materials and information within your
possession or control relating o me, of whatever kind and wherever located and including, but not limited to, my
professional experience.and qualifications, my licensing history, my practice as a physician's assistant, and any
other material or informaffon, including investigative files, which, in the sole discretion of the Vermont Board of
Medical Practice, may be useful to said Board in its review of my licensing status,

Onily in regard to this specific authorization for disclosure to.the Vermont Board of Medical Practice and for no other
purpose, | expressly WAIVE confidentiality and any privileges or immunities accorded this information by State or
Federal Law, and | held you harmless from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report information, either orally or in writing, directly to the Vermont Board of
Medical Practice or its designated representative on a continuing basis unfil this authorization is revoked, by me, in
writing. *

-

A CONFORMED PHOTOSTATIC COPY OF THIS AUTHORIZATION SHALL SERVE INITS STEAD.

2) | further authorize the Vermont Board of Medical Practice to communicate with future employers and/or locum
tenens companies regarding the status of imy application for certification.

Signature: @f\ a n H(.GD (Q)LXXK%QC

Date: /2,! Y / o O

Print or Type Name: | ”q )DYD o H /(/DfZC(TN

Address:

City, State, Zip Code

Telephone Number:

’:D_p I

Subscribed and sworn to before me, this %} m day of

djﬂ”"ﬁl ’&}wm - {u{md{oﬁw
Notary Public : :
A CONFORMED COPY, ATTEST dﬁfxm& Ylboon Ao g .

o _ Notary Public !
RETURN ORIGINAL TO THE BOARD WITH YOUR APPLICATION
SEND COPIES WITH THE REFERENCE FORMS :

LUANA WILSON-REYNOLDS, Notary Public
My Commission Explres November 6, 2002
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¥

.Telephone Numbe

FORM B STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
‘ 109 STATE STREET
MONTPELIER, VERMONT 05809-1106
{(802) 828-2673

FORM B: 1) AUTHORIZATION FOR RELEASE OF RECORDS AND INFORMATION
AND 2) AUTHORIZATION TO COMMUNICATE WITH FUTURE EMPLOYERS REGARDING
THE STATUS OF YOUR APPLICATION

TO WHOM IT MAY CONCERN:

17 1, g NAR _SA/l e Ay (/E}’&THEREBY AUTHORIZE YOU to furnish to

(Name of Applicant)

the Vermont Board of Medicai Practice or its designated representative, all materials and information within your
possession or control relating to me, of whatever kind and wherever located and including, but not fimited to, my
professional experience and qualifications, my licensing history, my practice as a physician's assistant, and any
other materfal or information, inciuding investigative files, which, in the sole discretion of the Vermont Board of
Medical Practice, may be useful to said Board in its review of my licensing status.

Only in regard to this specific authorization for disclosure to.the Vermont Board of Medical Practice and for no other
purpose, | expressly WAIVE confidentiality and any privileges or immunities accorded this inrformation by State or
Federal Law, and | hold you harmless from disclosure of same to the Vermont Board of Medical Practice.

YOU ARE ALSO AUTHORIZED to report information, either orally or in writing, directly to the Vermont Board of
Medical Practice or its designated representative on a continuing basis until this authorization ig revoked, by me, in
writing. - :

A CONFORMED PHOTOSTATIC COPY OF THIS AUTHORIZATION SHALL SERVE IN ITS STEAD.

2} | further authorize the Vermont Board of Medical Practice to communicate with future employers andfor locum
tenens companies regarding the status of my applicati_o_n for certification.

Signature: Q JAW Y, Hl'\ Py, )»f%\_v)/\\.

Date: )KZ,‘I’\[OCJ

Print or Type N

City, State, Zip Co

day of ﬂ:i(‘_Qany\ ,

Subscribed and sworn to before me, this I Q—

r{lﬂrﬁ«/(l l@ﬂ.\ﬁm&mﬁ

Notary Public

A CONFORMED COPY, ATTEST ﬂ{x s g {opsstol

Notary Pubiic _ _
RETURN ORIGINAL TO THE BOARD WITH YOUR AFPPLICATION
SEND COPIES WITH THE REFERENCE FORMS o

LUANA WILSCN-REYNOLDS, Notary Publle
My Commission Expires November 8, 2002



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VERMONT 056091106
(802) 828-2673

APPLICATION FOR CERTIFICATION AS A PHYSICIAN'S ASSISTANT
INSTRUCTIONS AND CHECKLIST, PAGE ONE OF TWO

. Thank you for your interest in physician's assistant (PA)} certification in Vermont.

. Enclosed please find the application for certification. if You require an application status update,
please telephone the office. it takes a minimum of six weeks to complete the process if there is nothing
in the application requiring further Board review,

. Any applicant with a disability who needs an accommodation should contact the Board office,

* The following is a list of documents required (Unless noted, a copy of the original, if applicable--is
required to be submitted): e e o 0T T L e

: Fee of $77£. if initia} PA certification ($50 if not initial). Check made payable to the Vermont Board of /]
Medical.‘}?ra_ct‘iqe. _ o e

3V Complated APPLICATION FOR CERTIFICATION AS A PHYSICIAN'S ASSISTANT IN VERMONT.

el
@ Certified copy of Birth Certificate.

4) Copy of your employment contract. We have enclosed an employment contract form should
yvou wish to use it.
5} ‘*‘/ PRIMARY SUPERVISING PHYSICIAN APPLICATION must be completed by your primary
Do —j’ supervising physician and returned directly to this office. The Board may invite the supervising
A physician to an interview if the Board has not previously reviewed the system of care delivery in which you propose
to practice.

6) \35 SECONDARY SUPERVISING PHYSICIAN APPLICATION from any secondary supervising
physician(s).

e 7) L'/\‘/ERIFJCATION OF PHYSICIAN'S ASSISTANT LICENSURE OR CERTIFICATION must be
M\/\ completed by the Licensing Board of each state where you now or have ever been allowed to practice as a

‘ ZH)L’\ physician's assistant. Copies of certifications or licenses are not accepted.

8) _‘m{For University trained applicants:

A. A Certificate of Physician’s Assistant Education must be completed by your
Univarsity.

]’L) LJ - B. Proof of satisfactorily completing the certification examination given by NCCPA
{(National Commission on the Certification of Physician's Assistants) from NCCPA. - To be sent
directly to this office from the Examining Agency. %

e d

9) _i~"ForVermont Apprenticeship trained applicants:
A Documentation from the physician in charge of your Board-approved apprénticeship program that
you hav satisfactorily completed the program.
TTT=—B~Bubmit final PA trainee evaluation conducted by the Board to ensure that you are qualified by
education, training and experience to perform the duties cutlined in your scope of practice.

10) %" Scope of Practice (See attached definition): A detailed description of the duties and scope of practice

delegated to you by your supervising physician inciuding authority to preseribe medications.

11) Two (2) Completed Reference Forms mailed directly to the Board by the physician.




CENTRAL DFFICE
183 Talcott Road, Suite 101

Williston, VT
054052075

Phone 802.878.7232
Fax 802.878.8001

March 5, 2001}

Vermont Board of Medical Practice
Attn: Janice Fifield

109 State Street

Montpelier, VT 05609-1106

Dear Janice,
Enclosed you will find the primary and secondary supervising physician applications to
attach to Anne Hildreth’s Physician Assistants application, that was previously mailed to

you.

Please call me at (802) 878-7716 x 241, if you have any questions.

P

\ N
coe e STQ/ .
Beverly Dion-.

Credentialing Coordinator

Enc.

oy
Wk Primed on Recycled Paper



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
105 STATE STREET
MONTRELIER, VT 05609-1106
(BU2) 8282674
PRIMARY SUPERVISING PHYSICIAN APPLICATION

Pizzse prinl. Incomplete apgiications will be relurned. Atach addilionsl sheels 3¢ pesdad

Name inTull Qf}\\')mﬂ C—/\Y\Q%

{Last)

Maiting address ?\@{\QQ ."' O

] \ﬂ

o \M\\\S\@U m* S @;\2\;} BT,

(CI“}SI\:}{E’) ST fTE, =1 h e M H

Vermont License Numtser.UH.g“_(}nggv‘urnbe.’ of years you hgve been prachong medicing:

Hospitzl{s) where you have gnvilegss Hospitziis) cocalion
Peicner flen m\m& @{m

sy s s s s o, g TG WY - O Ve
%ﬂ\\:\ Qﬁmm\ W Qj@,ﬂ?ﬁi %&@m ot - W Al
Bugiss Guns - 00 \\q@e?@v\t ma.)\ W@g\d RF LNt
U By - 60 2 E Q& "m@ WG
N Yoo \i

_Xhanna Waugr - £ Expins "“'W_ ASEERVItE

W WE TS = yol mrde 0r sUpery not availebie or ou

mm o -Con @eﬂ\s‘ CQ

CERTIFICATE OF SUPERVISING PHYSICIA
|

I rersby centify that in accordance with 28 VS A, Chapter 31, 1 shal pe legally responsibie for s o

Qmﬁ’ 4\%1\&(:?’1%

the protacal outining the scops of praciice, s
praciice, | further ca: T’r mal fotns will e 5o
Chepter 31, Section 1747

Flumhet cerlify that | have read the stelvles 2nd Soard rules Soverning physicians asspsianis

2\%&@

Comsignntyng of PAL KA 8§ VA .
Note! A PA who prescribes canbioiled drugs most obloin ar0 D ndmosr from : s



STATE OF VERMONT - BOARD OF MEDICAL FRACTICR
108 STATE STREET
MONTPELIER, VT 030081104
(B02) 828-2673
SECONMDARY SUPERVISING PHYSICIAN APPLICATION
Plegse print. Incompleie applications will be relumed, Atlecn edditional sheeis as needsd

Name in full &‘ﬂ% S&}S@ﬁ

(Last) ) (Firsi) i

tMeailing Address _ Q}\Qﬂ md) %‘(mﬁ\@\é

\‘%svg @\Q@“\”\f \@

[Strewa

Vgrmont License ?\umber@mg% Mumber of years you have been practaing medicine

Hospitzi{s) whore you have piviieges Hospitalis) Location Sremrizily

------ o

Sards nzines and 300808 PLOUTTLY Sunaiving

Nar @? (\76 o
wa&: ans ef M@@&M .
e fudten | 00 &x«\m‘m  (owe)

CERTIFICATE DF SE:CC)M}/-’ERV S

{ Frereby certify that, in gccordance witn 26 V3A Chaplar 211 ol
e \%xx&:@s«

unavailable (;nd anly whien consulied D

autlining the scope of practice, ’macene'ﬁ ie this app T, dGes ER

in accordance with 20 VSA, Chaplar 37, Section 1747, the wsse of 3 phiys

&b@/@f

fDa*t




Planned
Parenthood”

of Northern New England

S E RV I N G MOA PN E N E W H A M P S H I R E AN D vV E R M O N T
CENTRAL OFFICE

183 Talcoit Road, Suite 101

Willisten, VT

Phone 802.878.7232 . R e
Fax 802.878.8001

1/18/2002

State of Vermont

Board of Medical Practice

109 State Street

Montpelier, Vermont 05609-1106

To Whom It May Concern:

Enclosed you will find two completed references on Anne Hildreth, a PA affricated with
Planned Parenthood of Northern New England. Please feel free to call me at (802) 878-
7716 x 241, 1f you have any questions.

Szncerely,

Beverly D1on
Credentialing Coordinator

Enclosure

\?_2‘ )
e Printed on Recycled Paper



Muiling Address:

109 State Street

Montpelier. VT 03609- 1106
Tel.: {802) 828-2673

Fax: (802) 828-3450

State of Vermont
Board of Medical Practice

;
me.@ S [ o

Office Location:
One Prospect Street
Montpelier, VT 03602

TO:
FROM: Ji.mmq

! . {
DATE: S 1L 9~

RE: ﬁ}/\mﬁ _,M { MM‘%"‘/\\ f A

e

Numnber of pages including cover sheet: D

Y

Message:

LS .

(u@ v fﬁr”u”\ .
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This fax contains confidential information and is intended solely for the person to whom it is
addressed. If this fax has been sent to you in error, please forward to the appropriate person or
notify this office immediately at the phone number indicated above. Thani Lo,



P ﬁ:‘!vi; C‘L.L‘ i\)l‘u‘E‘D

A Ly TH{.’.‘»C

boyy ATEMENF OF CONg; DENTMLITV
facsimy) frap aj A 7t i, may ky , Thitted i Y Conajy ; 3tion Which 74 “onfidentigf
v, ed 4 Inteng, v 5 he g, Tesse, ) acapyy g, dr’stn‘but‘ i
s of the Fax, o iz, Yo cCelve 1y i Pleage ROtify g
ey Will b, & JOr ey f th UTsjeng, t

" O Other Use qfthsﬂ
by DR frmem



FEE-—-L 422 131 z29 @il CT oAbl EY DR THO ZEz2Ee5

i)
]
b
1l
hy
5
e

e st e Connecticut Valley Qrthopaedi%
David L Mulier, MO & Sports Medicine, r.c.

Leonard M, Rudaolf, mo -

Fatherie AL Silla raC w\\
Sanclecy B Varma, Mo

——

B ORTHOPAEDIC
MEDICINE

“ Qceupational Injuries
= Arthiritis Case
= Spine Care

FACSIMILE COVER SHEET

DATE: ‘(z / .

NUMBRER OF PAGES (INCLUDING COVER SHEET) 2_

& e

& ORTHOPAEDIC N
SURGERY
= Arthroscopy TO: i BT Mf‘ﬂ e e

« Arthvoplasty
» Fraciure Care
* Reconstructive Surgery

FROM: <y i,%’;?@

B SPORTS MEDICGINE
CENTER

= Education

& Frovontion

© Sports Injury Care ATTENTION: This message is intended only for the individual to whom it is

» Sporvipedific Training addressed. Tt contains mformation that may be confidential under law. ff you

are not the' intended recipient or agent responsible for delivering this message,

do not read, copy or distribute this information. If you have recerved this

message in error, please notify us immediately by phone and return the

message to us by mail. Thank You

i Springficld, VT Office = 22
E Clarermnant, NY Qffige
i

P Lebanon, NH Office o 1257 Rlasiorn Sren o Lenzoon, MNew Harpomre, ©3755 ¢ £53-5335.4343
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PRHYSICIAN'S ADSISTANT SCOPE OF PRACTICE
at Plarned Pas enthoad of Northern New England
Monned Merenthoed of Nombers New Beoland's Scopa of Practico for Physipan's Assistants

convicts of cpverst docoments:

iy EERNE Srapding Ordecg: Esch P AL greostioner anruaily signs the Suanding foders
that arg approved by FRRNE s Medicst Advizary Committes than co-signed by
FENMNE's Madical Director Standiro Groace define the presoriptue and medeal
guthiomey of e PLA practiticner at PPRMNE.

HSTNNEs Medical Provosol Tre exact dut’es aof the PLA. are clearly dennad in PPRE's
gelical Prosooal a copy of which is on file with the Vermoent Board of Modical
Practice.

3] Mﬁ;ijgg}_f;);ggﬂgm_ﬁ_ﬁemuﬁ Pleasq rafer to the atta~had gocurment, Medical
Drvar dand gt EENME, for information abodut the structura of supervision uf P A w at

ERNME
] Additionasl information aboyt PERING's fealth cearars patient pocuation and DA,

practice atFanned Faruithood of Mocthern Mew England:

Flapnea Parentnood of Northers Rew England is a nernprafit heaith care crganization
vty ffteze cutpatient haalrt conrars in Vermons  Under the supsrvision of PRMNS's
Faadicn! Drentor, Physician's Assista e ol PPAMNE health cent=rs provide oumpatient
gyrelogicel and preventive csre Tor wormen and men as oubined 1y PPNNE's Standing
Urders and Medioat Frotooois,

Mary of aLre citzs sre located in rurs! greas whoare aesess to health care may ba
ditficulr PENME offere & ahdie g fee scale based 21 me individuat's ability to pay. Our
SoMmmiment Lo providing senices ragardiess o a client's aciity Ty poy Mekns Lhat
thousands of Vermonters withouws beskh insurence have access vo high gualiny
reproductive and praventive hoalth care.

While the maonity of cur clients are betwee= the ages of 20 and 34, 2794 of our
patiznts are zenagers and 15% are over 25 years oid. In 2ddivan, many of our

clignits are zoconoruically disadvantaged

Lg zpecified in Sactor |, Part ! of the PPNRE { dedicnt Pratacgl, each clinic site is

(e
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111, FIRST CLASS MAIL

WEEKLY COMPUTER

FIRST CLASS MAIL
PRINTOUT STATUS OF BILLS

L120. WEEKLY LEGISLATIVE CALENDAR
$25.00

NAME: !i/ i (it Tan

_ - _ (STREET) o N

f: Prowu e M iz LI IOA f? £~ 2201,

(CITY} f (STATE) (ZIP CODE) (TEL. NO.)
NAME OF PERSON SUBMITTING ORDER IF DIFFERENT FROM ABOVE

Name:

Tel. No,

$225.00 [121. ROLL CALL VOTES (House & Senate)
FIRST CLASS MAIL-weekly $75.00
[J12. THIRD cLASS MAIL $115.00 |
122 PICKED UP AT DOCUMENT ROOM $25.00
[J13. PICKED UP AT DOCUMENT ROOM  $60.00 ‘=
Mail this order form along with full payment to:
Joseph W. Mayo, Clerk of the House
2 State House Station
Augusta, Maine 04333-0002 i
-
Checks should be made payable to Treasurer, State of Maine. %
IF YOU HAVE ANY QUESTIONS REGARDING DOCUMENT SERVICE 7
PLEASE CALL CHRIS WORMELL AT (207) 287-1400. fi\“‘}
- = e @
MAILING ADDRESS (Please print name of person or company receiving documents) INE ) B

: OF JOETELA
COMPANY: 2L ANNE D Papz7/7/72 D

ADDRESS: 3 ] US  Povre ONE



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2004-2006 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION

[ hereby apply for the RENEWAL of my CERTIFICATION AS A PHYSICIAN ASSISTANT for the perlo{i
from 02/01/04 to 01/31/06,

**********************************************************##*****************************

TWO YEAR RENEWAL FEE: $75.00 for first certification; $50.06 for each additional certification
Please enclose a check in the proper amount made payable to the Vermont Board of Medical Practice.

. Note: Physician Assistants 80 years of age or older are exempt from payment of a renewal fee; hoWever, the Physician
Assistant certification renewal application must stifl be completed and submitted.

Important:
Please print legibly or type.
Answer all questions completely -- it is not adequate to state that the Board already has the information. Use
Form A to provide explanations to “yes” answers in Parts IT and I11,
When space is insufficient, attach additional sheets. '
Make a copy of this form and all attachments for your own recads.
Do not delegate this important task, as false statements on this form are grounds for findings of unprofessional
conduct.
Be sure to complete the Applicant’s Statement Regarding Child Support, Taxes, Unemployment Compensation
Contributions.
Please return the document in its entirely at your earliest convenience. Your current cemf' cate exprres on
January 30, 2004, : sy .

PART I

P
i
{
!
'

1. Name: Anne Sarver Hildreth

2. Gender: [0 Male ¥ Female

3. Vermont Certification Number: 0550030584

4. Other Name(s), if any, under which you were certified or licensed m V]

5. Home Address:

City, State, Zip

6. Work Address; é( ? S {-\V/} (\{L Y QTH

Lo Lelbaoo o, DNOZ7 % /

Please check your preferred mailing address o Home = Work
{This address will be public and listed on the Bogrd's website)

7. Email Address

8. Daytime Telephone Number: Area Code: ( (o003 ) &1 K. ) W C{D

9. Date of Birth {Month/Day/Year)

10. Place of Birth:

Vermont Department of Health-Board of Medical Practice-2004-2006 Physician Assistant Certification Renewal
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11. Certification Examination Taken— (Check box and enter date of examination):

& (/1 ) NCCAA gb (o0 0o

a (/1 9 State Examination-Identity by state:
c (/7 7 3 Other Examination specify:

12. Basis for Vermont Certification — (Check box):

o Apprenticeship Trained
M University Trained

13. Do you have hospital privileges in Vermont? [ Yes¥&l No

Hospital Name(s) and Location(s):

14. In what year did you start working as a physician assistant in Vermont? TR AT mDD

5. Did you practice in Vermont during the past 12 months? ﬁ;}[es:ﬁ TfNo

An applicant for certification renewal who has not practiced as a Physician Assistant for more than twelve months
amust submit a satisfactory evaluation by the Supervising Physician,

16. Other states where you now hold an active certification or license to practice: Y f““l

17. States where you previously were certified or licensed to practice: (\% =L
~ - P C”\—"'-“"“C" /
18. Specialty: (B & { (M&j DEA Number: 1 1) F‘%@ g [ &5 7T (75/@

19. Name and office address of current EMPLOYER:

Name Address

een e TS A ,:rD:ﬁ'T” SR L@L’/)C O fC_\ }:37\

KAl TloaST, 0] AP R S s
20. Please indicate the total number and list (use additional sheet if necessary) name(s and address{es) of physicians who

currently serve as your PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S).

Total number 5

Primary Supervising Physician(s):

Name: Cheryl A. Gibson
Address:
23 Mansfield Avenue
Burlington, VT 5401

Name Address

Vermont Department of Health-Board of Medical Practice-2004-2006 Physician Assistant Certification Renewa}
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Secondary Supervising Physician(s):

Name Address

Suscd Sy 2 A vensfield Aoe \%YLW(ﬁb]
%\ﬁm BN f
> _

21. Scope of Practice: The Board of Medical Practice requires that you and your primary supervising physician(s)
review the most current scope of practice for your practice setting, paying attention to any additions or deletions in
duties and procedures. Please review, date and sign your scope of practice and have your PRIMARY
SUPERVISING PHYSICIAN sign it as well. Attacha copy of your signed scope of practice to this application.

g s - £ s

a. Has there been a change in your scope of practice which has not been reviewed by the Board? O Yes & No

22. Please provide a letter from your Supervising Physician attesting to the fact that you have practiced as a Physician
Assistant within the past twelve months.

23. Continuing Medical Education (CME) requirements:

a. NCCPA certified Physician Assistant: Attach proof of current NCCPA certification; this will serve as adequate
proof of CME completion.

b. For ail others, an explanation of requirements and a logging form must be completed.

24. Primary Supervising Physician and Second Supervisory Physician forms are provided. They must be completed and
returned with this application.

PARTII
“Yes” answers to Questions 25 - 39 require an explanation on Form A,

Important note regarding the following questions: “Yes” answers on past renewals must be updated on Form A. For
example, if a previously reéported malpractice action has been dismissed, please indicate that on Form A.

Any "yes" response to the questions below must be fully explained on Form A.

Certification and Practice Questions

25. Have you ever applied for and been denied a license or certificate to practice medicine or any O Yes BWo
other healing art? ‘

26. Have you ever withdrawn an application for a license or certificate to practice medicine or any I Yes ﬁ:ﬁo
other healing art?

27. Have you ever voluatarily surrendered or resigned a license or certificate to practice medicine or O Yes QNO
any other healing art in lieu of disciplinary action?

28. Are any formal disciplinary charges pending or has any disciplinary action ever been taken O Yes [KQIO
against you by any governmental authority, by any hospital or health care facility, or by any
professional medical association (intemational, national, state or local)?

29. Have you ever been denied the privilege of taking an examination before any state medical 0 Yes CNo
examining board?

30. Have you ever discontinued your education, training, or practice for a period of more than three [T Yes E{No
months, for reasons other than a family situation?

31. Have you ever been dismissed or suspended from, or asked to leave a residency training program (1 Yes Ekao
before completion?

Vermont Department of Health - Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
Pagedof 11



32. Have you ever had staff privileges, employment or appointment in a hospital or other health care 1 Yes XNo
institution denied, reduced, suspended or revoked, or resigned from a medical staff after a
complaint or peer review action was initiated against you?

33. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, 0O Yes o
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time? _
34. Are you presently a defendant in a criminal proceeding? {J Yes N\No
PART III

Confidential Section (This section is exempt from public disclosure)
Any "yes" response to the questions below must be fully explained on Form A.

35. To your knowledge, are you the subject of an investigation by any other licensing or certification -
authority as of the date of this application?

36. To your knowledge, are you presently the subject of criminal investigation? -

MEDICAL QUESTIONS

Please answer “Yes” or “No” to the questions below. Definitions are provided to assist you in answering. Please explain
any “Yes” answers on Form A.

DEFINITIONS
In answering the guestions above, please use these definitions:
"Ability to practice medicine” - This term includes:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
Judgments, and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other
health care providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical
procedures, with or without the use of aids or devices, such as corrective lenses or hearing
aids.

"Medical condition” — This term includes physiological, mental or psychological conditions or disorders, such
as, but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental illness,
specific iearning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism.

"Currently" - This term means recently enough to have a real or perceived impact on one’s functioning as a
certified professional.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those
taken pursuant to a valid prescription for legitimate medical purposes and in accordance with the prescriber’s
direction, as well as those used illegally,

"Controlled substances” - This term means those drugs listed on Schedules I through V of Section 202 of the
Controlled Substances Act (21 USC § 812).

"llegal use of controlled substances” - This term means the use of drugs, the possession or distribution of
which is unlawful under the Controlled Substances Act, as periodically updated by the Food and Drug
Administration. This term does not include the use of a drug taken under the supervision of a licensed health

Vermont Department of Health - Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
Page4of 1l



care professional or other uses authorized by the Controlled Substances Act or other provisions of federal law.

37. Do you have a medical condition that in any way impairs or limits your ability to praciice
medicine in your field of practice with reasonable skill and safety?
In explaining a “Yes” answer on Form A, please provide reasonable assurances that your
medical condition is reduced or ameliorated because, for example, you have received or do

receive ongoing treatment (with or without medication) or have participated or do participate
in a monitoring program.

38. Are you currently engaged in the use of alcohol or other chemical substances that in any way
impairs your ability to practice medicine in your field of practice with reasonable skill and safety?
In explaining a “Yes” answer on Form A, please provide reasonable assurances that your use
is reduced or ameliorated because, for example, you have received or do receive ongoing

treatment {with or without medication) or have participated or do participate in a monitoring
program.

39. Are you curently engaged in the iilegal use of controiled substances?

In explaining a “Yes” answer on Form A, please provide reasonable assurances that such use
is not a real and ongoing problem in your practice of medicine.

IMPORTANT

Since 1999, board fees have been used to create and maintain the Vermont Practitioners Health Program, a confidential
program for the identification, treatiment and rehabilitation of practitioners, including physician assisiants, affected by the
disease of substance abuse. If you wish further information about this program, a service of the Vermont Medical Society,

call 802-223-0400 (a confidential line).

Part IV - Statutory Profiie Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Department of Health. Under this law, the
Department must collect certain information to create individual profiles on all health care professionals licensed,
certified, or registered by the Department pursuant to Title 26 of the VSA. Please try to answer the following questions
as best you can. You will receive a copy of your profile prior to its initial release to the public and each time the profile
is modified or amended. You will be given a reasonable time to correct factual inaccuracies that appear it such profile.
As noted below, certain questions do not need to be answered,

It is very important for us to receive photostatic copies of court papers, licensing or certification
authority decisions, and other documents refevant to the questions below in order to have a true and accurate
description of the actions taken.

40, Criminal Convictions {See 26 VSA § 1368{a)1)]

Please provide a description of all crimes (felonies and misdemeanors; this inciudes DU but not speeding or parking
tickets) of which you have been convicted within the past 10 years. For purposes of this question, “convicted” means that
you pleaded guilty or that you were found or adjudged guilty by a court of competent jurisdiction. Please provide copies
of papers fully documenting the convictions.

{Conviction Date) (Court) (City/State) {Crime}

Verment Department of Health - Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
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41. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)2)]

Please provide a description of all charges to which you pleaded “nolo contendere” ("I will not contest 1it”) or
where sufficient facts of guilt were found and the matter was continued withaut a finding by a court of
competent jurisdiction. Please provide copies of papers fully documenting these matters.

{Conviction Date) (Court) (City/State) {Charge)
{Conviction Date) {Court) {City/State) {Charge)
{Conviction Date) {Court) {City/State) {Charge)

42, Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)3}]

Piease provide a description of all formal charges served, findings, conclusions, and orders of the Board of
Medical Practice (including stipulations), and final disposition of such matters by the courts, if appealed.

(Date) (Final Disposition - Summary)
{Date) {Final Disposition - Surnmary)
{Date) ' (Final Disposition - Summary)

43. Licensing or Certification Authority Matters in Other States {See 26 VSA § 1368(a)4)]

Please provide a description of all formal charges served by licensing or certification authorities of other states
the findings, conclusions, and orders of such authorities, and final disposition of such matters by the courts, if
appealed, in those states. Please provide copies of papers fully documenting these matters,

]

(Date of Final Disposition) (Licensing or Certification Authority) (Court) {City/State) {Nature of Charge)

(Date of Final Disposition) (Licensing or Certification Authority) (Court) (City/State) (Nature of Charge)

44. Restriction of Hospital Privileges [See 26 VSA § 1368(a}(5)]

A, Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital privileges that
were related to competence or character and were issued by the hospital’s governing body or any other
official of the hospital after procedural due process (opportunity for hearing) was afforded to you.
Please provide copies of papers fully documenting these matters.

{Date) (Hospital) (State)  (Nature of Restriction)  {Reason for Restriction)

{Date) (Hospital) (State}  (Nature of Restriction)  (Reason for Restriction)

Vermont Departruent of Health - Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
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B, Other Restrictions

Please provide a description of all resignations from, or non-renewal of, medical staff membership or
the restriction of privileges at a hospital taken in lieu of, or in settlement of, a pending disciplinary case
related to competence or character in that hospital. Please provide copies of papers fully
documenting these matiers.

(Date) (Hospital) (State)y
(Nature of Action) {Action)
O In keu 0 In settlement

{Reason for Action)

45. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)]

A, Judgments
Please provide a description of all medical malpractice court judgments against you and all medical
malpractice arbitration awards against you in which a payment was awarded to a complaining party.

Please provide copies of papers fully documenting these matters.

O Judgement {1 Asbitration

{Date) (Court) {State)  (Nature of Case) (Amount Assessed Against You)

0 hudgement O Arbitration

{Date} {Court} {State)  (Nature of Case) (Amount Assessed Against You)

B, Setilements

Please provide a description of all settlements of medical malpractice claims against you in which a
payment was awarded to a complaining party. Please provide copies of papers fully decumenting
these matters, '

{Date) (Court) (State) (Amount of Settlement Against You)

(Date} (Court) {State) (Amount of Settlement Against You)

46. Years of Practice {See 26 VSA § 1368(a)(10)]

2 F
S e

f
What month and year did you start practicing as a Physician’s Assistanté;'J / {Cf
i

i
i

Vermont Department of Health ~ Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
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47. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #35 is optional. By answering, you are
granting permission to have this information posted on the web. (This form follows the statutory wording. Since most
appointments are teaching appointments, these questions may overlap.)

A, Appointments

Please provide information about your appointments to medical schoel or professional school faculties.

DaSmeEh A Naroues 0N Qcld 1n&H Fescee ¢

(School) {City) (State)  (Nature of Appointment) From (year) To (year) J
BAOO — ﬂgzm@‘,
{School) (City) (State)  (Nature of Appointment) From (year) To (year)
B. Teaching

Please provide information regarding your responsibility for teaching graduate medical education
within the past 10 years,

(School/Tnstitution) (City) (State)  (Nature of Teaching) From (year) To (year)

48, Publications {See 26 VSA § 1368(a)(13)]

Note: Answering #51 is optional. By answering, you are granting permission to have this information postad on
the web. Please provide information regarding your publications in peer-reviewed medical literature within the
past 10 years, '

(Title) (Publication) (Year)

(Title} {Publication) {Year)
49, Activities [See 26 VSA § 1368(a)(14)]

Note: Answering #52 is optional. By answering, you are granting permission to have this information posted on
the web. Please provide information regarding your professional or community service sctivities and awards.

{Activities or Awards)

50. Practice Setting {See 26 VSA § 1368(a)(15)]

Whiat is the location of your primary practice setting?

Town/City, State

51. Translating Services [See 26 VSA § 1368(a)(16)]

Please 1dentify any translating services available at your primary practice location.

Vermont Department of Health — Board of Medical Practice — 2004-2006 Physician Assistant Certification Rencwal
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Are any transiating services available at your primary practice location? I Yes I No

If yes, please describe the translating services available:

52. Medicaid/New Patients [See 26 VSA § 1368(a)(17)]

Al Medicaid participation
Do you participate in the Medicaid program? 4 Yes [I No
B, New Medicaid Patients

Are you currently accepting new Medicaid patients? B Yes £ No

Part V

. Are you current’ly active in clinical practice in Vermont’ [ Yes @\No . S O v

N2

If you do not provide patient care in Vermont, skip the rest of Part V and go to Part VL

™
)

For the practice location(s) in Vermont related to this certificate, please answer the questions below.

Please select the specialty codes from the list provided {link), and enter the average hours per week you spend providing
DIRECT PATIENT CARE. Include both AMBULATORY care and HOSPITAL care of patients who originate from this
site. Please exclude on-cal} hours.

Enter the Vermont town name for this location:

Select the ONE practice setting that best describes this practice:

(If you provide hospital care to patierits who originate from your office or clinic, choose only the setting from which they
originate.}

Community-Based practice (including associated hospital care - solo or group office, Community Health Center, etc.)
Hospital-based practice (Inpatient, Emergency Room, ete)

School or College Health Center

Business or Work Site

Extended Care / Nursing Home

Other:

Opoonn

I work as a locum tenens here [OYes CINo

if this is an office-based practice, please answer the following:

I currently have patients here covered by Medicaid OYes ONo
T currently have patients here covered by Medicare LiYes [INo
[ will accept new patients here [dYes ONo
I will accept new Medicaid patients here OYes CINo
[ will accept new Medicare patients here OYes [INo

Enter the number of weeks you spend providing direct patient care here in a year:
(48 weeks is considered to be "full time") _ [2 digits]

Verment Department of Health ~ Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
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Enter your specialty and the number of hours you spend providing direct patient care here under that specialty in an
average work week:

First Specialty: {4 digits] (see attached list or link) Hours per week: |2 digits]

Second Specialty: __ [4 digits] (see attached list or link) Hours per week: 12 dignts]

Do you plan to retire or reduce your patient care hours AT THIS SITE in the next 12 months? [lYes [CINo

If you work at another location or setting UNDER THE SAME CERTIFICATE please answer the questions below. If
you work only at one site under this certificate please stop here, leave Part V blank, and skip to Part V1. {(If you work at

another site under a different certificate, please describe your work at that site in the renewal form for that other
certificate, not here,) '

Enter the Vermont town name for the second location:

Select the ONE practice setting that best describes this practice:
{If you provide hospttal care to patients who originate from your office or clinic, choose only the setting from which they
originate.}

Community-Based practice {including associated hospital care - solo or group office, Community Health Center, etc.)
Hospital-based practice {Inpatient, Emergency Room, ete)

School or College Health Center

Business or Work Site

Extended Care / Nursing Home

Gther:

ooooono

I work as a locumn tenens here [Yes LiNo

If this is an office-based practice, please answer the foliowing:

[ currently have patients here covered by Medicaid Yes ONo
[ currently have patients here covered by Medicare OYes ONo
I will accept new patients here HYes CGNo
I will accept new Medicaid patients here [IYes [INo
I will accept new Medicare patients here CYes ONo

Enter the number of weeks you spend providing direct patient care here in a year:
(48 weeks is considered to be "full ime") _ [2 digits]

Enter your specialty and the number of hours you spend providing direct patient care here under that speciaity in an
average work week:

First Specialty: [4 digits] (see attached list or link) Hours per week: [2 digits]
Second Specialty: [4 digits] (see attached list or fink) Hours per week: [2 digits)
Do you plan to retire or reduce your patient care hours AT THIS SITE in the next 12 months? OYes CINo

If you work at more than two locations UNDER THE SAME CERTIFICATE please describe the additional site(s)
briefly, e.g., "same specialty and hours in additional towns: X and ¥";

Vermont Department of Health - Board of Medical Practice ~ 2004-2006 Physician Assistant Certification Renewal
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Part V]

Reminder - You must also complete the Applicant's Statement Regarding Child Support, Taxes, Unemployment
Compensation Contributions

1 hereby aver that the information provided above is true and accurate, and that [ have answered the questions to the
best of my knowledge and ability,

Date: foe / /O {/’ C’}‘\?) /J Fa. MWEO CQ/\ T —

v Applicant’s Signature T

Vermont Department of Health
Board of Medical Practice
P.O. Box 70, Burlington, VT 05402

532-34-1978

Vermont Department of Heaith — Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
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January 13, 2004
Vermont Board of Nursing

109 State Street
Mantpelier, Vermont 056809-11086

To Whom It May Concern:

This is to verify that for the last twelve months, Anne Hildreth has practiced as a Physician's
Assistant at Planned Parenthood of Northern New England.

Please feel free to direct any questions you may have to our Credentialing Coordinator, Beverly
Dion, at {802) 878-7232.

Sincerely, /1 /177
,

Cheryl Gibson
Medical Director




/

The National Commission on Centification
of Physician A$sistants
affirms that
Anne Sarver Hildreth
ered all requirements

has successfulky conip
achieve or maintain NCCPA cert cation

Certificate Mumber: 1011311 mw\ @, J\P\\D

President
Expiralion Date! December 31, 2005
This card does not constinite proof of certificarnion.
Plogse contiact NCCPA for verificalion.



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

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full o el al

(Last) (Firsth (Middle)
Mailing Address ()\Q(\W"Q&L Q@\(? ﬁjﬁ\f\(\ﬁi\kak

. (Qffice Name)

22 Wonskiel & £e

. : (Street), ' .

B, vy oS Ko 432k

(City/State) ‘ (Zip Code) {Telephone Number)

Vermont License #; @*i g Y g”“‘ﬂt—ﬁk}%

Hospital(s) where you have privileges: . ospital(s) Location ~ Specialt
A Ry NGOV NT. S8l Q}\?l\})

What arrangements have you made for supervision when you are not available or out of town:
NN o0 Call Sevvice .
WO Bocke SN %e(;mcm% SeMSTA G %f’\\\!cs‘;i NTETRYN

CERTIFICATE OF SUPERVISING PHYSICIAN

Vherehy certify that, in acgopdance with 26 VSA, Chapter 31, I shall be legaily responsible for ali medical activities
of {-FNINE \?\W\(gﬂ'e » P.A. while under my supervision. [ further certify that the protocol
outlining the scope of practice, attached to this application, does not exceed the normal limits of my practice. |
further certify that notice will be posted that a physician’s assistant is used, in accordance with 26 VSA, Chapter 31,
Section 1741,

I further certify that I have read the statutes and Board rules goveminz@g\' cj?? %s Istarnts,
. ,/ ) 7.
e K K_ALD
{ f [ (Signatur

DateY mupervising Physician)
Cosignarweor P | ) ) g TY W HA—

Note: A PA who prescribes controlted drugs must obtain an ID number from DEA. PA’s DEA Number ﬂlﬁ Uﬁ 4 \%C@




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full S\’(\\‘)f\'\ SUSam —
(Last) (First) (Middle)

Mailing Address it \O\ﬂﬂ%& *Q(R‘CEIC‘TPF\OO d

% (Office Name)
oD WNSHelQ ANe -
(Street)

By T ool B3 - 632k

(City/State) ’ (Zip Code) (Telephone Number)
Vermont License #: QMo - GOG‘SCHO

Hospital(s) where you have privileges: Hospital(s) Location Specialty

ERMC —Badinglon ¥ T BV

List all physician’s assistants names and addresses you currently supervise:

Qo Soraman - 20 Bare  Johanna Vauser-2¢ Burblinatn Bar® NoR - 09 2,
It Bfens -0 Wde fari Yokt Kindor - 00 Gydindan Sanet Q-P Baurl,
Sue Burton - 0f &\sr\{ns’\nﬂ Qore Nidholas-P0 Audiation Sate Wy e Ei?ng-
€\

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of F\N\e ‘c\{\&feﬁx"\ . P.A. only when the primay supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. I further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

[ further certify that I have read the statutes and Board rules goverai hysician’s assistants.
2o ) on '

(Date) {Signature of Se%ary Supervising Physician)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full Bovmnan Yo m .
(Laét) (Fifst) (Middle)
Mailing Address Q\C&\'\ﬂ%é Q&\"é,ﬁ\"\’\ogd
égfﬁce Name)
23 NansReld. Ave -
. (Street)
wuingron N1 530 [ Izl

(City/State) JJ (Zip Code) (Telephone Number)
Vermont License #: 343 -00\0 89 vy

Hospital(s) where you have privileges: Hospital(s) Location Specialty
CANC T?;ur\\’rtcj*mr\ N1 QB E&}N

List all physician’s assistants names and addresses you currently supervise:

St Sakaman ~0.2 Gneee Sonaano Mausel - £0 Buringion  2ad Novh —P¢ B

Auolsy Pr0s - 28 Wde Yol Wotva Windod —22 Burly aiten mﬁ? Aurl.
Wt Buckon - 49 Mng\for\ Care W chD\as -2€ & o ~Sptirge
oo F«z\@"

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I'hereby certify that, in accordance with 26 VSA, Chapter 31, [ shall be legally responsible for all medical activities
of &(\Q‘g W\ Qe » P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant, I further certify that the protocol outlining the scope of

practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
~ VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

I further certify that I have read the statutes and Board rules gc?eming physician’s assistants.

{ / 11 / o /17 ﬂLW/L,,_«-»

(Date) (S'gn\zmre of *Secondary’ Sup)é/rvis'mg Physician)




Pianned Parg

Nthood of Northe
Consistg of sa

rn New Englang's % for Physician's Assistants
vearg| documents:
1) NN

ing Orge ‘Eachp
that are a

A. practitiong annually signs the Standi d
PNINE's Medica/ Advispp
PPNNE' Medi '

Y Committea then co-signed by
' Prescriptive and medicg
NE.
) PPNNEG v

L' The exact duties of the F.A. are clearly defined jn PPNNE's
» & copy of which ig on fila w;

ith the Vermont Board of Medicg|
3]

4

Engl

and is g Non-profis health care Grganizatf'on
- Under the SUpervision of PPNNES
88 PPNINE heaprs, CeNters provide outpatient

Men and mep, g4 Outlined in PPNNE's Standing

to Pay means that

ave access to high quality
.

A@%, each ¢f

Inic site is



JEL/29/2884  14:43 8828768001 PLANNED PARENTHOOD PAGE  B82/82

Vermont Department of Health - Board of Med ical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must anewer quastions 1, 2, and 3.

Regarding Child Support
Title 45 § 735 requires that: A professional licanse or other authority to conduct a trads or business may not be issued or renawad unless the
poerson certifies that he or she |5 in good standing with respact to or In full compliance with a plan to pay any and alf child support payable under
& support order as of the date the application is filed. "Good standing™ maans that less than one-twelfth of tha annual support abligation Is
ovaerdue; or Habitity for any support payable Iz being contested in a judicial or quasljudicial proceeding; or he or she Is In compilance with a
repayment plan approved by the office of chidd support or agread to by the parties; or the licensing authority determines that immediate payment
of support would impase an unreasonable hardship. (15 V.S A § 795)

1. You mus! chack one of the two statements beiow ragarding child support ragardless whether or not you have children:

ﬁ?u I hareby certlfy that, as of the date of this apglication: (s} | am not subject to any support order or (b} | am subjact to a support
order and | am In good standing with respect to f, or {c} Fam subject to & support ordar and | am in full compliarice with a plan to
pay any and zll chid support dua under that order.

or

Q ! hereby certify that | am NOT In goad standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority delarmine that immediate paymant of child support wolld impose an unreasonable hardship.
Pleasa forward an “Application for Hardship™, '

Regarding Yaxes
Titie 32 § 3113 requires that: A professional licanse or other authority to corwuct a trade or businass may not be issued or renewed unlass the
parsan certifies that he or she is In good standing with the Dapartment of Taxes."Good standing™ means that no taxes ara dua, the tax abifity is
on appeat, the taxpayer ks in compliance with 2 payment plan approved by the Commissioner of Taxes, or the licansing authority determines that
immediate payment of taxes would impose an uareasonable hardship. (I2V.S A § 311

2 Ygu must chack one of the two statemants below regarding taxes:
t hereby certify, undar the pains and penaltles or perjury, that t am in good standing with respact to or in full compliance with a plan
to pay any and ail taxes due to the State of Vermont as of the date of this application. {The maximum penalty for perjury Is fiftean
years in prigson, # $10,000.00 fine or bath).

or
0 1| hereby certify thar { am NOT in good standing with respect to taxes due fo the State of Vermont as of the date of this application
and | hereby request that the licensing authority determine that immeadiate payment of taxes would impose an unreasonable
hardship. Please forward an "Application for Hardship”.
Rogarding Unemployment Campensgation Contributions

Title 21 § 1378 requires that, No agency of the state shall grant, issue or ranew any license or other authority ta conduct a trade or business
(including a lcense to practice a profession] to, or enter into, extend or renew any contract for the provision of goods, services, or real astate
space with any smploying unit unless such employing unit shall first sign a writen daclaration, under the paing and penaltiss of perjury, thal the

all contributions or payments |n lieu of contributions payable it: (1) no contributions or paymants in lieu of contributions are due and payable; {2}
the tiability for any coneributions or payments in lisu of contributions due and payable is on appaal; (3) the employing unit is in compliance with a
payment plan approved by the Commissioner; or {4} in the case of 2 licenisee, the agency finds thal requiring immediate paymuent of contributions
or payments in liei of contributions due and payable would impose an unreasonabie hardship. ‘

contributiohs:
I hereby centify, under the painz and penalties of perjury, that | am in good standing with respect to or In full compilznce with a
payment plan approved by tha Commissianer of Employment and Training to pay any and all unermployment contributions or
paymenis in lieu of unemployment contribations to the Varmont Department of Employiment and Training due as of the dats of this
application. (The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or both.)
oF
T 1 hereby certlfy that | am NOT in good standing with respaci to unempicyment contributions or payments in lieu of unamployment
contributions dus to the Vermont Departmant of Employment and Training as of the date of this application and § hereby request
that the Hoensing authority detsrmine that requiring immediate payment of unemployment contributions or payments In (el of
unemployment contributions would impose an unraasonable hardship. Please forward an Application for Hardship,
. or
O 1 hereby certify that 21 V.5 A 8 1378 /s not applicabla to ma bacause 1 am not now, nor have  ever bean, an employer.

3. ?; must check one of the three statements below ragarding unemployment contributions or payments in liau of unsmployment

Date of Birth

* The disciosure of your socisl sacurity number is mandalory, It is solicited hy (he authority granted by 42 LL.S.C. § 405 {c){Z}(C), =nd will be used
by the Dapartment of Taxes and the Department of Employment and Training ln the administration of Vermont tax faws, to identify individuals
#ffectod by such laws, and by the Office of Child Supporr.

STATEMENT OF APPLICANT

| certify that the information stated by me in this appilcation is true and accurate to the best of my knowledge and that | understand providing
false information or omission of information s unlawful and may lsopardize my icersse/cortification/registration status.

signature of App!ican!K\O £ O 73/0 Dat V29

MiE WL DRE 11y
VYamont Department ef\Healh - Board of Medical Practice
Apphcant's Statement Regarding Chitd Suppar, Taxes, Unemployment Compensation Conlributians




PEPARTMENT OF HEALTH

BOARD OF MEDICAL PRACTICE \
108 Cherry Street, PO Box 70 o @
Burlington VT 05402-0070 s
802 657-4220 or 800-745-7371 /fO -
2006 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION ?ig:‘
T
PART &

Certificate # 055-0030584
1. Name: Anne Sarver Hildreth PA-C

2. Other Name(s), if any, under which you were certified or licensed in Vermont and elsewhere:

3. Home Address:

e~
\%% NV SR
i

‘(f\ () - PO T

— | \o¢ .
4. Work Address: B4 . MA 10 ST \ Yo Boy N

City, State, Zip Code: _L o (oY ons o0 N OA7 %‘«f %s?»--x,.a ! c—aff‘rff? VT.

Please check your preferred mailing address: mHome o1 Work
This address will be public and listed on the Board's website)

5. Email Address

DD ) AU - | Sple

6. Daytime Telephone Number: Area Code: {

7. Date of Birth: Month:

8. Place of Birth:

8. Certification Examination Taken — (Check box and enter date of examination):

o (/) NCCPA

O A State Examination-ldentify state:

N D
o (/[ ) Other Examination specify: [\ C £

10. Basis for Vermont Certification — {Check box):

2 Apprenticeship Trained
& University Trained

11. Do you have hospital privileges in Vermont? LI Yes & No

Hospital Name(s} and L.ocation(s}):

12. In what year did you start working as a physician assistant in Vermont?

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 1 of 1



12, In what year did you start working as a physician assistant in Vermont? ﬁ%@ ( &

13. Did you practice in Vermont during the past 12 menths? Mes LI No

14. Other states where you now hold an active certification or license to practice:
__Nhone —@’

15. States where you previously were certified or licensed to practice:

Ry

(;"xd&f}\iﬂ(ﬁ%@}\/ PRGN GT! eI TAVYeYalid AVES
16. Specialty: C:}»;u\i - G DEA Number: ___NHCT L2223 @)

17. Name and office address of current EMPLOYER:

Name Address

Plopned Gueenthaod <o wash @\i\m <. Sarre Ny, G5 -

g/
18. Please list (use additional sheet if necessary) name(s) and address(es) of physicians who currently serve

as your PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S).

Primary Supervising Physician{s):

Name Address

Creen G LS a0, ‘}am%f‘ﬁc«\ fve. AU VT estol @,

Secondary Supervising Physician(s):

Name ' Address

N S a2 () ‘}m%—fﬁ&é ANC HINT oSO ] &

19. Scope of Practice: The Board of Medical Practice requires that you and your primary supervising
physician(s) review the most current scope of practice for your practice setting, paying attention to any
additions or deletions in duties and procedures. Please review, date and sign your scope of practice and
have your PRIMARY SUPERVISING PHYSICIAN sign it as well. Attach a copy of your signed scope of
practice to this application.

a. Has there"been a change in your scope of practice which has not been reviewed by the Board?
O Yes & No (@9

20. Please provide a letter from your Supervising Physician attesting to the fact that you have practiced as a
Physician Assistant within the past twelve months.

21. Conﬁnuing Medical Education (CME) requirements:
a. NCCPA certified Physician Assistant: Attach proof of current NCCPA certification; this will serve as

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 2 of 19



24. Have you ever withdrawn an application for a certificate to practice medicine or any other heating art?
oyes  fno

25. Have you ever voluntarily suspended, surrendered or resigned a certificate to practice medicine or any other healing art in
lieu of disciplinary action?

pyes ofio
26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any

governmental authority, by any hospital or health care facility, or by any professional medical association (international,
national, state or local)?

. oyes  #xho
27. Have you ever been denied the privilege of taking an examination before any state medical examiring board?
nyes oo

28. Have you ever discontinued your education, training, or practice for a period of more than three maonths for reasons other
than a family need?

o yes fﬁ( no
29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before completion?
nyes ot

30. Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied,
reduced, suspended or revoked, or resigned from a medical staff after a complaint or peer review action was initiated against
you?

o yes @@o

31. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, tevoked, denied, or
restricted by, or surrendered to any jurisdiction or federal agency at any time?

oyes {no
32. Are you presently or have you ever been a defendant in a criminal proceeding?
nyes o

PART ill

(Unless otherwise ordered by a court, your responses to the questions in Part Il are considered exempt from public
disclosure.)
Any "yes" response to the questions below must be fully explained on the enclosed Form A.

33. Toyour knowledixe, are you the subject of an investigation by any other licensing board as of the date of this application?

34. To your knowledge, are you presently the subject of a criminal investigation?

The following definitions are provided to assist you in answering questions 35 through 37.

"Ability to practice medicineg” - This term includes: :

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments, and tc learn
and keep abreast of medical deveiopments; and

The abifity to communicate those judgments and medical information to patients and other health care providers, with
or without the use of aids or devices, such as voice amplifiers: and

The physical capability to perform medicat tasks such as physical examination and surgical procedures, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

“Medical condition” - Includes physiological, mental or psychological conditions or disorders, such as, but not limited
to, orthopedic, visual, speech, and hearing impairments, cerebrai paisy, epilepsy, muscular dystrophy, multiple
sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental ilness, specific learning
disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism,

"Currently" - This term means recently enough to have a real or perceived impact on one’s functioning as a licensee.

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 3 of 1



. "Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those taken
pursuant to a valid prescription for legitimate medical purposes and in accordance with the prescriber's direction, as
well as those used iHegally,

“Controlled substances” - This term means those drugs listed on Schedules | through V of Section 202 of the
Conirolled Substances Act (21 USC § 812).

"liegal use of controlled substances” - This term means the use of drugs, the possession or distribution of which is
unlawful under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This
term does not include the use of a drug taken under the supervision of a licensed health care professional or other
uses authorized by.the Controlled Substances Act or other provisions of federal law.

35. Do you have a medical condition that in any way impairs or limits your ability to practice medicine in your field of practice with
reason ' fety?

- In explaining a "Yes” answer on Form A, please provide reasonable assurances
that your medical condition is reduced or ameliorated because, for example,
you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

36. Are you currently engaged in the use of alcohol or other chemical substances that in any way impairs your ability to practice

medicine in iour field of practice with reasonabie skill and safety?

In explaining a “Yes" answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a
monitoring program.

37. Are iou currentli engaged in the illegal use of controlled substances?

In explaining a “Yes" answer on Form A, please provide reasonable assurances that such use is not a real and
ongaoing problem in your practice of medicine.

IMPORTANT

Since 1999, Board fees have been used to create and maintain the Vermont Practitioners Health Program, a
confidential program for the identification, treatment and rehabilitation of practitioners, including physician assistants,
affected by the disease of substance abuse. If you wish further information about this program, a service of the
Vermont Medical Society, call 802-223-0400 (a confidential line).

Part IV - Statutory Profile Questions

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository within the
Department of Health and to make individual profiles on all health care professionals licensed, certified, or registered by the
Department available to the public. Your practitioner profile is located at the following website
http://healthyvermonters.com/bmp/mbsearchform.shiml.

Please include photocopies of court papers, licensing authority decisions, and any other relevant documents if your
answers to questions 38 through 43 have changed since your last application, We cannot process your application
without them. .

38. Criminai Convictions [See 28 VSA § 1368(a)(1)] Qé Check here if none
Please provide a description of all crimes (felonies and misdemeanors: this includes DUI but not speeding cr parking

tickets) of which you have been convicted within the past 10 years Please provide complete copies of documentation
for each matier.

{Conviction Date) (Court) {City/State) {Crime)

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
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Since 1999, Board fees have been used to create and maintain the Vermont Practitioners Health
Program, a confidential program for the identification, treatment and rehabilitation of practitioners,
including physician assistants, affected by the disease of substance abuse. If you wish further
information about this program, a service of the Vermont Medical Society, call 802-223-0400 (a
confidential line).

Part IV - Statutory Profile Questions

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data
repository within the Department of Health and to make individual profiles on alf health care professionals
licensed, certified, or registered by the Department available to the public. Your practitioner profile is located
at the following website http://healthyvermonters com/bmp/mbsearchform.shtmi,

Please include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 38 through 43 have changed since your last application. We
cannot process your application without them.

38. Criminal Convictions [See 26 VSA § 1368(a)}(1)] A Check here if none &
Please provide a description of all crimes (felonies and misdemeanors; this includes DU! but not speeding

or parking tickets) of which you have been convicted within the past 10 years Please provide complete
copies of documentation for each matter.

{Conviction Date) (Court) (City/State) {Crime)

38. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)) wCheck here if none &

Please provide a description of all charges to which you pleaded “nolo contendere™ (I will not contest it”)
or where sufficient facts of guilt were found and the matter was continued without a finding by a court of
competent jurisdiction. Please provide complete copies of documentation for each matter.

{Conviction Date) (Court {City/State) {Charge)
{Conviction Date) {Court) {City/State) {Charge)
(Conviction Date) (Court) (City/State) {Charge)

40. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)] =Check here if none o

Please provide a description of all formal charges served, findings, conclusions, and orders of the
Board of Medical Practice (including stipulations), and final disposition of such matters by the courts, if

appealed.

{Date) (Final Disposition - Summary)
(Date) (Final Disposition - Summary)
(Date) (Final Disposition ~ Summary)

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
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41. Licensing or Certification Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
& Check here if none

Please provide a description of all formal charges served by licensing or certification authorities of other
states, the findings, conclusions, and orders of such authorities, and final disposition of such matters by
the courts, if appealed, in those states. Please provide compiete copies of documentation for each
matter.

(Pate of Final Disposition) (Licensing or Certification Authority) (Court) (City/State) (Nature of Charge)

{Date of Final Disposition) (Licensing or Certification Authority) (Court) (City/State) (Nature of Charge)

42. Restriction of Hospital Privileges {See 26 VSA § 1368(a)(5)] #Theck here if none &6
Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital privileges that
were related to competence or character and were issued by the hospital's governing body or any other
official of the hospital after procedural due process (opportunity for hearing) was afforded to you. Please
provide complete copies of documentation for each matter.

(Date) (Hospital) (State)  (Nature of Restriction)  (Reason for Restriction)
{Date) {Hospital) (State)  (Nature of Restriction) (Reason for Restriction)
B. Other Restrictions 2 Theck here if nonely

Please provide a description of all resignations from, or non-renewal of, medical staff membership or the
restriction of privileges at a hospital taken in fieu of, or in settlement of, a pending disciplinary case related
to competence or character in that hospital. Please provide complete copies of documentation for
each matter.

{Date) {Hospital) (Staie)
(Nature of Action) {Action) '
O in lieu O In settlement

(Reason for Action)

43. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a}{6A)}

A. Judgments er'Check here if none go

Please compfete the attached Form A and provide a description of all medical maipractice
court judgments against you and all medical malpractice arbitration awards against you within
the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party if not listed below. Please provide complete copies of documentation,
to include final disposition and, if possible, a copy of the complaint for each matter.

Vermont Department of Health ~ Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 6 of 19



0 Judgment 3 Arbitration

{Date) {Court) {State)  (Nature of Case) (Amount Assessed Against You)

0 Judgment 71 Arbitration

{Date) (Court) (State)  (Nature of Case) (Amount Assessed Against You)

B Settlements  =TCheck here if none &
n Please provide a description of all settlements of medical malpractice claims against you
within the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party if not listed below. Please provide complete copies of documentation,
to include final disposition and, if possible, a copy of the complaint for each matter.

(Date) {Court) (State) (Amount of Settlement Against You)

(Date) (Court) (State) (Amount of Settlement Against You)

44. Years of Practice [See 26 VSA § 1368(a)(10)]

) H Y@ .
What month and year did you start practicing as a Physician Assistant? AUS)K }Q{!\"’ %_\c’&}?ﬁ @

45. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #48 is optionail. By answering,
you are granting permission to have this information posted on the web. (This form follows the statutory
wording. Since most appointments are teaching appointments, these questions may overlap.)

A. Appointments
Please provide information about your appointments to medical school or professional school

faculties.

{School)  (City) (State) (Nature .oprpointment) From (year) To (year)

{Scheol)  (City) (State)  (Nature of Appointment) From {year) To (year)
B. Teaching

Please provide information regarding your responsibility for teaching graduate medical
education within the past 10 years.

{School/institution) (City} (State) {Nature of Teaching) From (year) To (year)

48, Publications [See 26 VSA § 1368(a)(13)]

Vermant Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
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Note: Answering #48 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your publications in peer-reviewed medical
literature within the past 10 years.

{Title) {Publication) _ (Year)

{Title) {Publication) {Year)
47. Activities [See 26 VSA § 1368(a)(14)]

Note: Answering #50 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your professional or community service
activities and awards.

(Activities or Awards)

48. Practice Setting [See 26 VSA § 1368(a){(15)]

What is the iocatlon of your primary practice getting? \
Boxte, VT f/ G0 kﬁ‘{“{\} \M VR

Town/City, State

anned Gterthod

49. Translating Services [See 26 VSA § 1368(a)(16)]

Please identify any translating services available at your primary practice location.
Are any translating services available at your primary practice location? [ Yes Ei’ﬁo &

if yes, please describe the translating services available;

50. Medicaid/New Patients [See 26 VSA § 1368(a){(17)]

A. Medicaid participation w
Do you participate in the Medicaid program? EYesONo
B. New Medicaid Patients o

Are you currently accepting new Medicaid patients? Yes [J No

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal -
Page 8 of 19



Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trazfor business may not be issued or renewed unless the
person certifies that he or she is in good standing with respect to or in full compilance with a plan to pay any and all child support payable under a
support order as of the date the application is fibd. "Good standing” means that less than onetwelfth of the annuat support obligation is overdue;
or liability for any support payable is being contested in a judiciat or quagudicial proceeding; or he or she is in compliance with a repayment plan
approved by the office of chitd support or agreed to by the parties; or the licensing authority determines that immediate payment of support would
impose an unreasonable hardship. (15 V.S.A. § 795)

1.  You must check one of the two statements below regarding dild support regardiess whether or not you have children: ‘

i ‘I hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support order
and | am in good standing with respect to it, or (c) | amsubject to a support order and | am in full compliance with a plan to pay any
and all child support due under that order. '

or
8O | hereby certify that 1 amNQT in.good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Application for Hardship".

Regarding Taxes
Title 32 § 3113 requires that: A professional license or other athority to conduct a trade or business may not be issued or renewed uniess the
person certifies that he or she is in good standing with the Department of Taxes!Good standing” means that no taxes are dueand payable and all
returns have been filed the tax liability is on appeal, the taxpayer is in compiiance with a payment plan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship, (32 V.S.A. § 3113)

2. You must check one of the two statements below regarding taxes:

L t hereby certify, under the pains and penalties or perfury, that | am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of thelate of this application. {The maximum penalty for perfury is fifteen
years in prison, a $10,000.00 fine or both).

or
O 1 hereby certify that | amNOT in good standing with respect to taxes due to the State of Vermont as of the date of this application ah
| hereby request that the licensing authority determine that immediate payment of taxes would impoese an unreasonable hardship.
Please forward an "Application for Hardship™. .
Regarding Unemployment Compensation Contributions

Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
{including a license to practice a profession) to, or enter into, extend or renew any contract for the provisivof goods, services, or real estate
space with any employing unit unless such employing unit shall first sign a writien deciaration, under the pains and penaities of perjury, that the
employing unit is in good standing with respect to or in full complianewith a plan to pay any and all contributions or payments in lieu of
contributions due as of the date such declaration is made. For the purposes. of this section, a person is in good standing with respect to any and
all contributions or payments in lisu é contributions payable if: (1) no contributions or payments in licu of contributions are due and payable; (2)
the liability for any contributions or payments in lieu of contributions due and payable is on appeal; (3) the employing unit is in compliancitiva
payment plan approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment of contributions
or payments in lieu of contributions due and payable would impose an unreasonable hardship.

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment
contributions:
tEI Fhereby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full compliance with
payment plan approved by the Commissioner of Employment and Training to pay any and al unemployment contributions or
payments in lieu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
application. {The maximum penalty for perjury is 15 years in prison, a $10, 800.00 fine or both.)
or
& ! hereby certify that | amNOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont R:partment of Employment and Training as of the date of this application and | hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in Heu of
unemployment contributions would impo® an unreasonable hardship. Please forward an Appiication for Hardship.
or
9 1hereby coertify that 21 V.5.A_8 1378 is not applicable to me because ] am not now, nor have | ever heen, an employer.

Social Security #° Date of Birth

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.5.C. § 408 (c}{2)(C), and will be used by
the Department of Taxes and the Department of Enployment and Training in the administration of Vermont tax faws, to identify individuals affected
by such laws, and by the Office of Child Support. )

STATEMENT OF APPLICANT

| certify that the information stated by me in this application is true and accutte to the best of my knqwiedge and that I understand providing false
information or omission of information is unfawful and may jeopardize my ficense/certificationfregiftration status,

\ A N\ 2| )
Signature of Applicant (ﬁ ‘x“\ i, ‘fw KW.“}C“—;‘% .... Y Date { }; g & 3

—

Vermont Department of Health — Board of Medical Practice — 2606-2008 Physician Assistant Certification Renewal
Page 16 0of t



- af Commwswn on Ce T

hereby affirms that

S Anne Sarver Hildreth

2
“
‘e

NC PA

has successfully completed all certification

requirements and earned the right to use the

Physician Assistant-Certified

designation.

Certificate Number: 1011311 %QQ%

Dorothy D. Pearsote=R&C, Chairman of the Board

Etfective On: November 4, 2005 QH/LGJ(/ Q Xw

Janet}. Lazgrop President

Expires On: Dacember 31, 2007 @%ﬁ
Ra nd nielkdn, PhD, PA-C, Secretary

This certificate s praperty of NCCPA and must be returnied upor requese. This cerificace does not constitute proof of cemification. For vaiid peoof of certification, coneace NCCPA.



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

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed. |

Name in full GrosSom renpl )
(Last). (First) i J (Middle)

1

Mailing Address__ P\anned fhepthedd
E . (Office Name)
VR TEleorYT RP -

o ) . N . {Street) .y _ :
W SONNT. osuas G\ RR-1o2
(City/State) (Zip Code) {(Telephone Number)
Vermont License #:f“{f b;\ "‘@@Q‘QQ\QGS&
Hospital(s) where you have privileges: Hospital(s) Location Specialty

CevCher filen Headth Gare A 40 RV ()

What arrangements have you made for supervision when you are not available or out of town:
QaNeYaae Y GNGHe? ﬁk.}! NiClanm

" CERTIFICATE OF SUPERVISING PHYSICIAN

I hereby certify that, in agcprdance with 26 VSA, Chapter 31, I shall be legally responsibie for all medical activities of

Qwﬂﬁ\ © \%\ L 3{@ » P.A. while under my supervision. I further certify that the protocol outlining the scope of
;;réctice, attached to this application, does not exceed the normal limits of my practice. I further certify that notice will be posted that a
physician assistant is used, in accordance with 26 VSA, Chapter 31, Section 1741,

I further certify that 1 have read the statutes and Board rules governing pW%tams.
~ oo I/
2015165 U up

(Date) {Signature of Sﬁ'ﬁ”&vising Physician)

/M . -
Co-signature of PA: \_’s?f\},"‘\ N, (Q(Q} &:}1 @\ -

Note: A PA who prescribes controlled drugs must obtain an ID number from DEA. PA’s DEA Number ¢ HOLG=s g*““i(ﬁ

e 4F oss-003058Y

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 14 of |



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full b SUSHO s
(Last) (First) (Middle)

Mailing Address iﬁ?\@{\ﬁ@ Cﬁ QC’\‘(G E“”?‘\tw\ O C\
, o , (Office Name)
R Aoy B9, : ‘
LA ST = E55) IR~ TR

(City/ Stateﬁ (Zip Code) {Telephone Number)
Vermont License #: QL\ o C’GQ ‘S{\ q U
Hospital(s) where you have privileges: Hospital(s) Location Specialty

Teidher Ao Ve Wh Gire (50 i“"")ﬁ I {';?y}f\}

List all hyswlan s assistants names and addresses yoy currently supervi

W ooy, e, T Cadreang N\(H\(Mf M*( W\ﬁﬂ'\} N
#\U?ﬂ%\‘r ﬁ«"%rﬁg —Ucle ChRY T \%gﬁfm WO :{%1,1;;’{{ \Y
“W\Wmv Brukser — W ek T ‘Y(’xm% Ounoy  — ol VT

e WL ddh -~ GRRreNT.
CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN’

I hereby certify that, in ac ordance with 26 VSA, Chapter 31, I shall be }eg&lly responsible forall medical activities of
f@;ﬂ{w HRE ‘( , P.A. only when the primary supervising physician is unavailable and only when consulted by the
( aforesaid Physician Ass1stant I 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 31, Section 1741, the use of a physician assistant has
been posted.

I further certify that I have read the statutes and Board rules oovemmg physician assistants.

‘ [
52”5(;@ ﬁl’&éﬂﬂi\)} Lu»ﬁ»—;

(Date) { igr\rmme of Secondary Supervising Physician)

P -
R osS-003% SN

Vermont Department of Health — Board of Medical Practice - 2006-2008 Physician Assistant Certification Renewal
Page 15 of 1



Planned
Parenthood’

of Northern New England

S ER V I NG M A N E |, N E W H A M P § H I R E AN D VER MO NT

CENTRAL OFFICE

183 Talcott Road, Suite 101
Wiiliston, VT

(15495

Phone 802.878.7232

Fax 802.878.8001

December 15, 2005

State of Vermont-Board of Medical Practice
108 Cherry Street

Burhington, VT 05401

To Whom It May Concern:

This is to certify that the Physician’s Assistant named below has practiced under my
supervision, in Vermont, within the last twelve months:

« AmcHildeth Ao 0SS~ 0o20S &Y

In addition, the Physician’s Assistant named above maintains a Drug Enforcement
Agency certification, and will be authorized to prescribe medications in accordance with
Planned Parenthood’s Scope of Practice, which has been submitted to and approved by
the Vermont Board of Medical Practice.

Sincerely,

Cheryl Gibson
Medical Director

i
& Printed on Recycled Papes



planned Parenthocod o | ,_ . Standing Orders for
of Northern New England ___ Nurse Practitioners, Cerifed tee
heilanraitionray: R — S . .
' A Provide information and counsefing on: family planning methods: sterilization; pregnancy; adoption; abortion; common

gynecological problems; sexually transmitied diseases; sexual assault, male reproductive health; infertility; matemity care;
midiife health; well child care; general preventive health care. ' . :

Midwifes & Physician Assistant

| B. 1) Order and dispense hormonal contraceptives and HRT in accordance vith the PPNNE Medical Protocol.
2) Manage routine normonal contraceptive and HRT problems. ' _
3) ‘Order special laboratory tests needed to prescribe hormonal contraceptives and HRT. |
C. 1) insert and remove the Norplant contraceptive system in accordance with the PPNNE Medical Protocol.
2) Manage routine Nomiant problems.
D. 1) inject Medroxyprogesterone acetate (Depo-provera) in accordance with PPNNE Medicat Prolocol.
2) Manage routine DMPA problems. : - _
TN i TeTioVe IUD'S in BicCordance With the PPNNE Medicat Protocal: o o e
2) Manage routine |UD problems. o :
3) Order X-rays-and sonograrns for IUD locsiization. -
F. 1) Fit and check diaphragms and cervical caps in accordance with the PPNNE Medical Protocol.
‘ 2) Manage diaphragmand cervical cap problems. : _ ‘
G. 1) Order and dispense condoms and vaginal spermicides in accordance with the PPNNE Medkal Protocol.
2) Manage condom and spermicide problems. .
H. Counsel and provide continuing evaluation and support of the niatural methods of birth cdntroi:_ BBT, sympto-thermal, cervic:

mucus and calendar.

I Evaluate patient history, perform elementary physical examination and pelvic examination, order and evaluate laboratory am
other tests as indicated and administer immunizations and other medications in accordance with the PPNNE Medical

Protocol. .
J. Order, administer andfor dispense medications in accordance with the PPINNE Medical Protocol and siate aﬁd federal laws.
K. Diagnose and order or dispense treatment for conditions covered in the PPNNE Medical Protocol asindicated in the protoce
L. Perform pregnancy diagnosis as per the PPNNE Medicat Protocol. Order serum HCG pregnancy lest, iters and sonograms
M. Provide services to patientsia the materity care, abortion, vasectomy, cervical dysplasia, infertility, male services, well chil
and midlife programs as per the PEINME Medical Protocol and Medical Protocol Supplements.
N. Provide routine gynecologic and general preventive health care as per the PPNNE Medical Protocl, Manage and follow-u
- routine and problem patients in accordance with the PPNNE Medical Protocol. R
o. Perform venipuncture; stattand maintain LV.s. |
=3 Order and follow-tip on outside laboratory tests and dispense treatment for conditions not specificaly covered in the PPNNE
Medicai Protoco! under the direct guidance of a PPINNE physician with the Medical Director's appiuval,
Q. - pursuant to delegation fromthe Medical Director, to provide reproductive heaith care {o minors, induding &ard

aspeciaily contraception and disgnosis and reatment of sexually transmitted infections, as indicated with o withoui parentz

consent if the minor may suffer probable health hazards if such services are notprovided.

“The Family Planning practiioner must:

A Adhere to the PPNNE Medical Protocol,
B. Obiain physician consullatiors in all non-outinee clinical matters.
C. FEoltow-upand report ali complications and all potential medico-legal incidents to the Medical Uireclor.

| agree to practice under the af:mve stand‘?ﬁfders |
e '\%@é%/_ﬁ%% 0S S003
@ NS d\J“LQQD 2N §lo 7

rsm@ﬁamfe Date  Collaborating Physician: Cheryl Gbson, M 2, Medical Dire

PPNNE Form 10HR 9/21/04es ‘ \3@
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Medical Oversight at Planned Parenthood of Northern New England

Physician Qversight

All PPNNE practitioners undergo a thorough orientation to PPNNE and our medical protocol
before functioning in an independent capacity. If further training in any expected area of
competence is needed, this is arranged.

The Medical Director, a board certified OB/GYN., provides oversight and supervision through
on-site visits and consultations, telephone consultations and quarterly in-services. She is
available for telephone back up on a 24-hour basis. In addition, the Medical Director works with
the Medical Management Team and the Director of Clinical Quality Improvement to develop and
review protocols, audits, and {o evaluate any new developments in the medical field that may
affect PPNNE. All PPNNE mid-level practitioners practice under Standing Orders developed by
the Medical Director. Practitioners attend quarterly continuing education in-service for medical
training, discussion of protocol questions and other practice concerns. They also attend outside
CME conferences. In addition, we have community Physicians who are available to our staff for
consultation, telephone back up and review of charts.

Practice Protocols :

Our medical protocol is based on standards set by Planned Parenthood Federation of America,
and the U.S. Department of Health and Human Services. Comprised of nationally recognized
experts in specialties and sub-specialties of reproductive healthcare, the National Medical
Committee establishes standards and guidelines that all Planned Parenthood Federation of
America affiliates must follow. This committee provides us with updates and revisions to the
PPFA standards and guidelines on an on-going basis. These are incorporated into PPNNE’S
protocoi.

Medical Management Team

This team meets quarterly to discuss various medical management issues and to determine appropriate
resolution of these issues under the Medical Director’s

guidance and final approval.

Director of Clinical Quality Improvement
The Director of Clinical Quality Improvement develops, oversees and conducts on-going audits
of our medical programs.

1. Quality Assurance Site Audit:
The Director of Clinical Quality Improvement conducts an extensive annual on-site
evaluation of each clinic. The audit includes a comprehensive review of charts, laboratory
and pharmacy logs and practitioner performance, as well as an evaluation of the safety of the
clinic.

2. Medical Record and Patient Care Audits:
Medical Record and Patient Care Audits are conducted three times each year. The specific
topics are selected by the Director of Quality Assurance in close consultation with the
Medical Management Team. Some examples of audit topics include: follow-up of abnormal
pap smears, documentation of informed consent, and tracking of lot numbers for any
medications in the event of a recall.

Resulis of all these audits are shared with all medical staff. Corrective measures are taken
when indicated, and re-audits conducted when sites are found to be out of compliance.
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PHYSICIAN'S ASSISTANT SCOPE OF PRACTICE
at Planned Parenthood of Northern New England

Planned Parenthood of Northern New Engiand's Scope of Practice for Physician's
Assistants consists of several documents:

1)

2)

3)

PPNNE Standing Orders: Each P.A. practitioner annually signs the Standing
QOrders that are approved by PPNNE's Medical Advisory Commitiee then co-

signed by PPNNE's Medical Director. Standing Orders define the prescriptive
and medical authority of the P.A. practitioner at PPNNE.

PPNNE's Medical Protacol: The exact duties of the P.A. are clearly defined in
PPNNE's Medical Protocol, a copy of which is on file with the Vermont Board of

Medical Practice.

Medical Qversight at PPNNE: Please refer to the attached document, Medical
Oversight at PPNNE, for information about the structure of supervision of P.A's

at PPNNE.

Planned Parenthood of Northern New England is a non-profit health care
organization with fifteen outpatient health centers in Vermont. Under the
supervision of PPNNE's Medical Director, Physician's Assistants at PPNNE
health centers provide outpatient gynelogical and preventive care for women and
men as outlined in PPNNE's Standing Orders and Medical Protocols. '

Many of our sites are located in rural areas where access to health care may be
difficult. PPNNE offers a sliding fee scale based on the individual's ability to pay.
Qur commitment to providing services regardless of a client's ability to pay
means that thousands of Vermoniers without heaith insurance have access to
high quality reproductive and preventive health care.

While the majority of our clients are between the ages of 20 and 34, 27% of our
patients are teenagers, and 15% are over 35 years old. In addition, many of our
clients are economically disadvantaged.

As specified in Section I, Part | of the PPNNE Medical Protocol, each clinic site is
required to inform patients how to obtain care in the event of an emergency.
Sites providing surgical services must also document a plan for handling
emergencies occurring in the clinic as well as the medical back-up arrangements
with a physician or hospital.



DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800-745-7371

2008 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION

PART1
Ceriificate #055-0030584

1. Name: Anne Sarver Hildreth PA-C

2. Other Name(s), if any, under which you were certified or ficensed in Vermont and elsewhere:

and-
N

PnE- o Raoerds Noevh | 80 so.man sy
City, State, Zip Code: | QQ%GMNT OS‘V[Ql UJLQb ,M)!E} ‘
. SIS CH

Please check your preferred mailing address: Home r Work
(This address will be public and listed on the Board’s website)

6. Daytime Telephone Number: Area Code:

g g E"a‘ § m
_ E‘:?Z;iﬁ%gemu 'i‘& oy

7. Date of Birth: .
DEC 26

4 m Address:

8. Place of Birth:

Yeryored ?:Tm&w:} of
aipcical Practics

9. Certification Examination Taken — {Check box and enter date of examination™

of (/O] 07 NCCPA

o (/1 State Examination-ldentify state:

o (/7 [/ ) Other Examination specify;

10. Basié for Vermont Certification — (Check box):

G Appraenticeship Trained
Y University Trained

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewani
Page 1.of 19



11. Do you have hospital privileges in Vermont? OO Yes q No
Hospital Name(s) and Location(s):

12. In what year did you start working as a physician assistant in Vermont? igﬂ } &t ]o‘i }O (P
13. Did you practice in Vermont during the past 12 months? E\Yes 1 No

14. Other states where you now hold an active certification or license to practice: L:) H

15. States where you previously were certified or licensed to practice: //m /
. Aj - N ¥

16. Specialty. () &L/ C‘-f(/]# /D DEA Number. /M NO) @& ‘?8"@
17. Name and office address of current EMPLOYER:
Name Addréss

¢ QOIS (83 Iakeot? B4, 1144 S5T00 .

18. Please list (use additional sheet if necessary) name(s) and address(es) of physicians who currently serve
as your PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S).

Primary Supervising Physician{s);

Name Address

D Chone( GilasoD 13 Talce1Rot (D:447SToR, O

Secondary Supervising Physician(s);

PASusA DO TSR @fcdlt @, WD ulistsoy

19. Scope of Practice: The Board of Medical Practice requires that you and your primary supervising
physician(s) review the most current scope of practice for your practice setting, paying attention to any
additions or detetions in duties and procedures. Please review, date and sign your scope of practice and
have your PRIMARY SUPERVISING PHYSICIAN sign it as well. Attach a copy of your signed scope of
practice to this application.

a. Has there been a change in your scope of practice which has not been reviewed by the Board?
O Yes &No

20. Please provide a letter from your Supervising Physician attesting to the fact that you have practiced as a
Physician Assistant within the past twelve months.

21, Continuing Medical Education {CME) requirements:

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Reacwal
Page 2 ol 19



a. NCCPA certified Physician Assistant: Attach proof of current NCCPA certification: this will serve as
adequate proof of CME completion.

b. For all others, an explanation of requirements and a CME Record form must be completed.

22. Primary Supervising Physician and Second Supervisory Physician forms are provided. They must be
completed and returned with this application.

PART I

“Yes” answers o Questions 23 - 46 require an explanation on Form A,

23. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
oyes o

24. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?

Dyes 940

25. Have you ever voluntarily suspended, surrendered or resigned a certificate to practice medicine or any
other healing art in lieu of disciplinary action?

0 yes "5{(0'
26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by

any governmental authority, by any hospital or health care facility, or by any professional medical association
{international, national, state or local)?

O yes 'no

27. Have you ever been denied the privilege of taking an examination before any state medica! examining
hoard?

DYyes o
28. Have you ever discontinued your education, training, or practice for a period of more than three months for
reasons other than a family need?

oyes opg

29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before
completion?

rnyes 4o

30. Have you ever had staff privileges, employment or appointment in a hospital or other health care institution
denied, reduced, suspended or revoked, or resigned from a medical staff after a complaint or peer review
action was initiated against you?

oyes XNno

31. Has your privilege to possess, dispense or prescribe conirolled substances ever been suspended,
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time?

oyes ®mho
32. Are you presently or have you ever been a defendant in a criminal proceeding?
oyes &ho

PART NI

(Uniess otherwise ordered by a court, your responses to the questions in Part Il are considered exempt from
public disclosure.)
Any "yes" response tc the questions beiow must be fully explained on the enclosed Form A.

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
Page 3 of 19



this application?

34. To your knowledge, are you presently the subject of a criminal investigation? -

The following definitions are provided to assist you in answering questions 35 through 37.

33. To your knowledge, are iou the subiect of an investigation by any other licensing board as of the date of

"Ability to practice medicine" - This term includes:

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
judgments, and to learn and keep abreast of medical developments; and

The ability to communicate those judgments and medical information to patients and other heaith care
providers, with or without the use of aids or devices, such as voice ampiifiers; and

The physical capability to perform medical tasks such as physical examination and surgical
procedures, with or without the use of aids or devices, such as corrective lenses or hearing aids.

“Medical condition" - Includes physioiogical, mental or psychological conditions or disorders, such as,
but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy,
muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emational
or mental iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and
alccholism.

“Currently” - This term means recently enough to have a real or perceived impact on one’s functioning as
a licensee.

“Chemical substances” - This term is to be construed to include alcohol, drugs, or medications,
including those taken pursuant to a valid prescription for legitimate medical purposes and in
. accordance with the prescriber's direction, as well as those used illegally.

"Controtied substances” - This term means those drugs listed on Schedules | through V of Section
202 of the Controlled Substances Act (21 USC § 812).

“llegal use of controtied substances” - This term means the use of drugs, the possession or
distribution of which is unlawful under the Controlled Substances Act, as pericdically updated by the
Food and Drug Administration. This term does not include the use of a drug taken under the
supervision of a licensed health care professional or other uses authorized by the Controiled
Substances Act or cther provisions of federal law.

35. Do you have a medical condition that in any way impairs or limits your abiiity to practice medicine in your field
of practice with reasonable skill and safety?

in explaining-a “Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

36. Are you currently engaged in the use of aicohol or other chemical substances that in any way impairs your
ability to practice medicine in your field of practice with reasonable skill and safety?

In explaining a "Yes" answer on Form A, please provide reasonable assurances that your
use is reduced or ameliocrated because, for example, you have received or do receive
ongoing treatment (with or without medication} or have participated or do participate in a
monitoring program.

37. ArWaged in the illegal use of controlled substances?

In explaining a “Yes” answer on Form A, please provide reasonable assurances that such use is not a
real and ongoing problem in your practice of medicine.

Vermont Department of Health - Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
Page 4 of 19



IMPORTANT

Since 1899, Board fees have been used to create and maintain the Vermont Practitioners Heaith
Program, a confidential program for the identification, treatment and rehabilitation of practitioners,
inciuding physician assistants, affected by the disease of substance abuse. If you wish further
information about this program, a service of the Vermont Medicai Society, call 802-223-0400 {a
confidential line).

Part IV - Statutory Profile Questions

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data
repository within the Department of Health and to make individual profiles on afi health care professionals
licensed, certified, or registered by the Department available to the public. Your practitioner profile is located
at the following website http://heaithvermont.gov/hc/med_board/profile_search.aspx.

Please inciude photocopies of court papers, I:icensing authority decisions, and any other relevant
documents if your answers to questions 38 through 43 have changed since your last application. We
cannot process your application without them.

38. Criminal Convictions {See 26 VSA § 1368(2)(1)] KCheck here if none
Please provide a description of all crimes (felonies and misdemeanors: this includes DUI but not speeding

or parking tickets) of which you have been convicted within the past 10 years Please provide complete
copies of documentation for each matter.

{Conviction Date) {Court) (City/State) {Crime)

39. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a){2)] )‘Q Check here if none

Piease provide a description of alf charges to which you pleaded “nolo contendere” (“I wiil not contest it
or where sufficient facts of guilt were found and the matter was continued without a finding by a court of
competent jurisdiction. Please provide complete copies of documentation for each matter.

(Conviction Date) {Court) (City/State) (Charge)
{Conviction Date) {Court) {City/State) {Charge)
(Conviction Date) (Court) {City/State) {Charge)

40, Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)} MCheck here if none

Please provide a description of all formal charges served, findings, conciusions, and orders of the
Board of Medical Practice (including stipulations), and final disposition of such matters by the courts, if
appealed.

{Date) (Final Disposition - Summary)

Vermont Department of Health - Beard of Medical Practice — 2008-201¢ Physician Assistant Certification Renewal
Page 50f 19



{Date) : (Final Disposition - Summary)

{Date) (Final Disposition - Summary)

41. Licensing or Certification Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
?Q\Check here if none

Please provide a description of all formal charges served by licensing or certification authorities of other
states, the findings, conclusions, and orders of such authorities, and final disposition of such matters by
the courts, if appealed, in those states. Please provide complete copies of documentation for each
matter,

{Date of Final Disposition) {Licensing or Certification Authority) (Court) (City/State) (Nature of Charge)

{Date of Final Disposition) (Licensing or Certification Authority) (Court} (City/State) (Nature of Charge)

42. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)] @Qheck here if none
Revocation/involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital privileges that
were related to competence or character and were issued by the hospital’s governing body or any other
official of the hospital after procedural due process (opportunity for hearing) was afforded to you. Please
provide complete copies of documentation for each matter.

{Date) {Hospital) (State)  (Nature of Restriction)  (Reason for Restriction)

(Date) (Hospital) (State)  (Nature of Restriction) (Reason for Restriction)

~ OO zies
B. Other Restrictions - ®.Check here if none B

Please provide a description of all resignations from, or non-renewal of, medica! staff membership or the
restriction of privileges at a hospital taken in lieu of, or in settlement of, a pending disciplinary case related
to competence or character in that hospital. Please provide complete copies of documentation for
each matter.

{Date) {Hospital) (State)
(Nature of Action) {Action)
O In lieu G In seitflement

{Reason for Action)

43. Medical Malpractice Court Judgments/Settiements [See 26 VSA § 1368(a)(6A)]
A. Judgments Check here if none

Please complete the attached Form A and provide a description of all medical malpractice
court judgments against you and ali medical malpractice arbitration awards against you within

Vermont Department of Tlealth - Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
. Page 6 0f 19



the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party if not fisted below. Please provide compiete copies of documentation,
to include final disposition and, if possible, a copy of the complaint for each matter.

0 Judgment O Arbitration

{Date) {Court) (State}  (Nature of Case) (Amount Assessed Against You)
O Judgment = Arbitration
(Date) (Court) (State)  (Nature of Case) (Amount Assessed Against You)

Settlements E&Check here if none

Please provide a description of all settfements of medical malpractice claims against you
within the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party i not listed below. Please provide complete copies of documentation,
to include final disposition and, if possible, a copy of the complaint for each matter.

{Date) {Court) {State) (Amount of Settlement Against You)

{Date) (Court) (State) (Amaount of Settiement Against You)

44. Years of Practice [See 26 VSA § 1368(2)(10)]

What month and year did you start practicing as & Physician Asséstant?é//qg"li

45. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #45 is opticnal. By answering,

you are granting permission to have this information posted on the web. (This form follows the statutory
wording. Since most appointments are teaching appointments, these questions may overlap.)

A Appointments
Please provide information about your appointments to medical schooi or professional school
faculties.
{School}  (City) (State)  (Nature of Appointment) From (year) To (year)
(School)  {City) (State) (Nature of Appointment) From {year} To (year)

B. Teaching
Please provide information regarding your responsibility for teaching graduate medical
education within the past 10 years.

{School/institution) (City) {State) (Nature of Teaching) From (year) To {year)

Vermont Department of Health ~ Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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46.

47.

Publications [See 26 VSA § 1368(a)}{13)]

Note: Answering #46 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your publications in peer-reviewed medical
fiterature within the past 0 years.

(Title) {Publication) (Year)

(Title) {Publication) {Year)
Activities [See 26 VSA § 1368(a)(14)]

Note: Answering #47 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your profesmonai or community service
activities and awards.

{(Activities or Awards)

48. Practice Setling [See 26 VSA § 1368(a)(15)]

What is the location of yo imary practice settlng? 5 -
8 0. Tain S (U teogem U O3

Town/City, State

49, Translating Services [See 26 VSA § 1368(a)(16)]

Please identify any translating services available at your primary practice location. //
Are any translating services available at your primary practice location? O Yes 'No

If yes, piease describe the translating services available:

50. Medicaid/New Patients [See 26 VSA § 1368(a)(%7)]

A Medicaid participation
Do you participate in the Medicaid program? FELYes#No
B. New Medicaid Patients '

Are you currently accepting new Medicaid patients? ?‘Q Yes O No

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
Page 8 of 19



Part V

t hereby affirm that the information provided above is true and accurate, and that | have answered the

guestions to th ,best of my knowledge and abiiity.
Date: ”l/ /8‘70‘7 \/\Q/VIM 7 Cﬂdﬂ-%\ ‘@*(
¥

Applicant's Signature ™~

{

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unempioyment Compensation Contributions regardless of whether or not you have children

Vermont Department of Health — Board of Medical Practice - 2008-2010 Physician Assistant Certification Renewal
Page 9 of 19



Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES,
UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 1, 2, and 3.

Regarding Child Support
Titie 15 § 795 requires that: A professional flicense or other authority to conduct a trade or business may nhot be issued or renewed unless the
person certifies that he or she is in good standing vith respect to or in full compliance with a plan to pay any and all child support payable under a
support order as of the date the application is filed. "Good standing” means that less than ontwelfth of the annual support obligation is overdue;
or liabllity for any support payable is being contested in a judicial or quasjudicial praceeding; or he or she is in compliance with a repayment plan
approved by the office of child support or agreed to by the parties; or the licensing authority determines thahmediate payment of support woulid
impose an unreasonable hardship. (15 V.$.A. § 785)

1. You must check one of the two statements betow regarding child support regardiess whether or not you have ¢hildren:
ﬁb | hereby certify that, as of the date of this apgication: (a} | am not subject to any support order or {b} | am subject to a support order
and 1 am in good standing with respect to it, or {¢} | am subject {0 a support order and | am in full compliance with a plan to pay any
and all child support due undr that order.
or
L 1 hereby certify that | amNOT in good standing with respect to child support dues as of the date of this application and | hereby
-request that the licensing authority determine that immediate payment of child support would impose an uassonable hardship.
Please forward an "Application for Hardship”.
Regarding Taxes
Title 32 § 3113 requires that: A professionat license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he orshe is in good standing with the Department of Taxes!'Good standing” means that no taxes are dueand payable and alt
returns have been filed the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner $fixes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship, (32 V.S.A. § 3113}

2. You mustcheck one of the two statements below regarding taxes:
I hereby certify, under the pains and penalties operjury, that1 am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this appiication. {The maximum penally for periury is fiffeen
years in prison, a $10,000.00 fineor both).

or
U | hereby certity that | amNOT in good standing with respect to taxes due to the State of Vermont as of the date of this appiication and
| hereby request that the licensing authority determine that immediate payment of taxes would impose annmeasonable hardship,
Please forward an "Application for Hardship”,
Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade dmusiness
{including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or real estate
space with any employing unit unless such employing unit shall first sign a written declaration, wer the pains and penalties of perjury, that the
empioying unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in lieu of
contributions due as of the date such declaration is made. For th purposes of this section, a person s in good standing with respect to any and
all contributions or paymenits in lieu of contributions payable if: {1} no contributions or payments in ieu of contributions are due and payable; (2)
the liability for any coitributions or payments in lieu of contributions due and payable is on appeal; (3) the employing unit is in compliance with a
payment plan approved by tiie Commissioner; or {4) in the case of  licensee, the agency finds that requiring immediate payment ofntributions
or payments in lleu of contributions due and payable would impose an unreasonable hardship.

3 You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment
contributions:

O 1hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments in fieu of unemployment contribuiions o the Vermont Depariment of Employment and Training due as of the date of this
application. (The maximum penaity for perjury is 15 years in prison, a $10, 000.00 fine or both.)

or

W 1 hereby certify that | amNOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request that
the licensing authority determine thatrequiring immediate payment of unemployment contributions or paymentis in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.

or
@ th i 1378 is not applicable tone because | am not now, nor have | ever been, an employer.

Social Security # Date of Birth
* The disclosure of your social security number is mandatory, it is solicited bthe authority granted by 42 U.5.C. § 405 (¢)(2)(C), and wili be used by
the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws, to identify individuals affected
by such laws, and by the Office of Chid Support.

STATEMENT OF APPLICANT

t certify that the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or omirsio of information is unfawful and may jeopardie my license/certification/registration status,

Signature of Applica 5%/7V%<ZX Cﬂdﬂ/g\ Date ] % ji 8207

Vermont Department of Health — Board of Medica! Practice — 2008-2010 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full CE)% bgOﬁ QB(W@R)\ \ Q

(Last) (Firs‘ﬁj (Middle)
Maiting Address _ E\OINE Q&r@f\;\vhﬁﬁ}é
\%?) T@\ Q,Qj\’k“ D . .(Ofﬁce Name)
WMNSToaYT. osias™ =5 jU22.

(City/State) ) (Zip Code) (Telephone Number)
Vermont License #; C)L‘\”a ~C“:CG”‘~¥(QS
Hospital(s) where you have privileges: Hospital(s) Location Specialty

Hetther Alten Treath Qe BUICN L. (6B GV

What fu'rangements have you made for supervision when you are not available qr out of town:

ST on Qo Serwee |, baeed Lip \m, 0 DS

CERTIFICATE OF SUPERVISING PHYSICIAN

herehy certify thdt m aggordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities of
‘\{'\Q‘;’ » P.A. while under my supervision. I further certify that the protocol outlining
the scope of plactlce attached to this app[lcatlon does not exceed the normal limits of my practice. 1 further certify 1hal
notice will be posted that a physician assistant is used, in accordance with 26 VSA, Chapter 31, Section 1741.

! further certify that [ have read the stamtes and Boand rules go;r)mg phygician assistants,

12 Jia [ N
(531@) f (Szgn“fwe of Supervising Physician) p\

Co~signature of PA: (} ok W Lﬂ f@A Q
Note: A PA who prescribes confrolled drugs must obtain an ID number from DEA. PA’s DEA Number qsﬁcf g(p

Yermont Department of Health -- Board of Medical Practice — 2008-201¢ Physician Assistant Certification Renewal
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STATE OF VERMONT - BOGARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full SW\%#"\ SUESQT D o

{Last) (First) (Middle)
Mailing Address “@\@ﬁ’ﬂﬁ& Q@ijm}@d;
E%»% . T@\(\ m @ ) (Office Name)
N SonNT. osugs™ SRR-BUZ2

(City/Statej (Zip Code) - {Telephone Number)
Vermont License #: C’H@ ’“@Q(A}SCHU

Hospital(s) where you havg privi Hospital(s) Location _Jpecialty

leges:
Leicner Adien treatihaire AT OEl g

List all physician’s assistants names and addresses you currently supervise:

LN OGN G WS m;sz%m S Barre N
AoSRT AN S — 505 L0851 (AN Sk SN e T
hranna toustr -\ TTOXOYTRD. (RO I

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

oV —>

[ hereby certify that, in aggordance with 26 VSA, Chapter 31, 1 shall be legally responsible forall medical activities of
A0 &Kf{é (& » P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. [ 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 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that [ have read the statutes and Board rulesgoverning physic/i@;l assistants.
. LA 1o ..
2 figlon S hdy
(Date)* (Signature of Secondary Stipérvising Physician)

Vermont Department of Health — Board of Medical Practice —~ 2008-2010 Physician Assistant Certification Renewal
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Planned
) Parenthood”

of Northerrr New England

S ERVY I NG M AILNE

CENTRAL CFFICE

183 Talcott Road, Suite 101
Williston, VT

(15495

Phone 802.878.7232

Fax 802.878.8001

December 14, 2007

State of Vermont-Board of Medical Practice

Attn: Tracy Haves
[08 Cherry Street
Burlington, VT 05401

Dear Ms. Hayes,

NOE W HoOA

MmoP S H IR E A

vV ERMOTNT

This letter is to certify that the Physician’s Assistant named below has practiced under
my supervision, in Vermont, within the last twelve months:

¢ Anne Hildreth

In addition, the Physician’s Assistant named above maintains a Drug Enforcement
Agency certification, and will be authorized to prescribe medications in accordance with
Planned Parenthood’s Scope of Practice, which has been submitted to and approved by
the Vermont Board of Medical Practice.

Sincerel%%?
T

Cheryl Gibson, M.D

Fersonal Care,

Personal Choices.

T
Y Printed on Racyoied Paper
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DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70

Burlington VT 05402-0070 \\

802 657-4220 or 800-745-7371
2010 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION

PART |
Certificate #055-0030584

1. Name: Anne Sarver Hildreth PA-C

2. Other Name(s), if any, under which you were certified or licensed in Vermont and elsewhere:

Mgl}s

3. Work Address:

4. Home Address:

City, State, Zip Code:

Please check your preferred maifing address: & Home o Work
(This address will be public and tisted on the Board's website)

5. Email Address:

6. Daytime Telephone Number: Area Code:

7. Date of Birth:

e i

9. Cettification Examination Taken - (Check box and enter date of examination);
o (/1) NCCPA

o Y State Examination-ldentify state:

o (__/ [/ ) Other Examination specify:

10. Basis for Verment Certification ~ (Check box}:

o1 Apprenticeship Trained

w University Trained
Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal

Page 1 of 1

-8 0
8. Place of Birth: - e



11. Do you have hospital privileges in Vermont? 1 Yes¥I No
Hospital Name(s) and Location(s).

12. In what year did you start working as a physician assistant in Vermont?

13. Were you in active clinical practice in Vermont during the past 12 months? E Yes [3 No

14. Other states where you now hold an active certification or license to practice:

AN T = I
15. States where you previously were certified or licensed to practice:
OLH. MA
16. Specialty, O 1A (e DEA Number: () HO AT G K (o

17. Name and office address of current EMPLOYER;
Name Address
PPIOL %

18. Please list {(use additional sheet if necessary) name(s) and address{es) of physicians who currently serve
as your PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S).

Primary Supervising Physician{s):

Name Address

Cheny Gbs) 28 aanshad Ave. Bad VT oo

Secondary Supervising Physician(s):

Name Address

SN NN a2 Danskied Ave. pud 7. 0S40/

19. Scope of Practice: The Board of Medical Practice requires that you and your primary supervising
physician(s) review the most current scope of practice for your practice setting, paying attention to any
additions or deletions in duties and procedures. Please review, date and sign your scope of practice and
have your PRIMARY SUPERVISING PHYSICIAN sign it as well. Attach a copy of your signed scope of
practice to this application.

a. Has there been a change in your scope of practice which has not been reviewed by the Board?
O Yes B No

20. Please provide a letter from your Supervising Physician attesting to the fact that you have practiced as a
Physician Assistant within the past twelve months.
Vermont {epartment of Health — Board of Medicai Practice — 2010-2012 Physician Assistant Certification Renewal
Page 2 of |



@Cont%nuing Medical Education {CME) requirements:

a, NCCPA certified Physician Assistant: Attach proof of current NCCPA certification; this will serve as
adequate proof of CME completion,

b. For ail others, an explanation of requirements and a CME Record form must be completed.

22. Primary Supervising Physician and Second Supervisory Physician forms are provided. They must be
completed and returned with this application.

PART II

“Yes” answers to Questions 23 - 47 require an explanation on Form A,

23. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
oyes @& no

24. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
fyes mgno

25, Have you ever voluntarily suspended, surrendered or resigned a certificate to practice medicine or any
other healing art in lieu of disciplinary action or any other reason?

oyes g@no

26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by
any governmental authority, by any hospital or health care facility, or by any professional medicat association
{international, national, state or iocal)?

oyes @no

27. Have you ever been denied the privilege of taking an examination before any state medicat examining
board?

oyes w@no
28. Have you ever discontinued your education, training, or practice for a period of more than three months?
aoyes ®no

29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before
completion?

Oyes gno

e 4.

30. Have you ever had stalf privileges, employment or appuointment in & hospital or other heaith care institution
denied, reduced, suspended or revoked, or resigned from a medical staff after a complaint or peer review
action was initiated against you?

nyes  @no

31. Has your privilege fo possess, dispense or prescribe controlled substances ever been suspended,
revoked, denied, or restricted by, or surrendered to any jurisdiction or federal agency at any time?

ayes #no
32. Do you currently or have you ever prescribed any prescription medication over the internet? This does not
include prescribing you would do using electronic medical records in your practice.

oyes gno
33. Are you presently or have you ever been a defendant in a criminal proceeding?

oyes gno

Vermont Department of Healtl: ~ Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 3 of 1



PART il

{Unfess otherwise ordered by a court, your responses to the questions in Part I are considered exempt from
public disclosure.)
Any "yes" response to the questions below must be fully explained on the enclosed Form A.

yming board under which you
al mvii"ii"ii Inder which you have not

The following definitions are provided to assist you in answering questions 36 through 38.

34. To your knowledge, are you the subject of an investigation b
have not been charged as of the date of this application?

35. To your knowledge, are you presently the subject of a crimin
been charged?

"Ability to practice medicine" - This term includes:

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
judgments, and to learn and keep abreast of medical developments; and

The ability to communicate those judgments and medical information to patients and other health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

The physical capability to perform medical tasks such as physical examination and surgical
procedures, with or without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as,
but not timited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy,
muscular dystrophy, multiple sclerosis, cancer, heatt disease, diabetes, mental retardation, emotional
or mental iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and
alcohotism.

"Currently” - This term means recently enough to have a real or perceived impact on one’s functioning as
a licensee.

“Chemical substances" - This term is to be construed to include aicohol, drugs, or medications,
including those taken pursuant to a valid prescription for legitimate medical purposes and in
accordance with the prescriber’s direction, as well as those used illegally.

“Controlled substances" - This term means those drugs listed on Schedules 1 through V of Section
202 of the Controlled Substances Act (21 USC § 812),

"lllegal use of controlled substances" - This term means the use of drugs, the possession or
distribution of which is uniawful under the Controlled Substances Act, as periodically updated by the
‘Food and Drug-Administration. This term does not include the use of a drug taken under the
supervision of a ficensed health care professional or other uses authorized by the Controtied
Substances Act or other provisions of federal law.

36. Do you have a medical condition that potentially or in any way impairs or limits your ability to practice medicine
in your field of practice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonabie assurances

that your medical condition is reduced or ameliorated because, for example,

you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

37. Are you currently engaged in the use of aicoho! or other chemicai substances that potentially or in any way
impairs your ability to practice medicine in your field of practice with reasonable skill and safeiy?

In explaining a "Yes" answer on Form A, please provide reasonable assurances that your

use is reduced or ameliorated because, for example, you have received or do receive

Vermont Department of Tiealth — Board of Medical Practice — 20102012 Physician Assistant Certification Renewal
Paged of |



ongoeing treatment (with or without medication) or have participated or do participate in a
monitoring program.

38. Are iou cur;’entli engaged in the illegal use of confrolled substances?

In explaining @ “Yes” answer on Ferm A, please provide reasonable assurances that such use is not a
real and ongoing problem in your practice of medicine.

IMPORTANT

Since 1999, Board fees have been used to create and maintain the Vermont Practitioners Heaith
Program, a confidential program for the identification, treatment and rehabilitation of practitioners,
including physician assistants, affected by the disease of substance abuse. If you wish further
information about this program, a service of the Vermont Medical Society, calf 862-223-0400 (a
confidential line).

Part 1V - Statutory Profile Questions

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data
repository within the Department of Health and to make individual prefiles on all health care professionals
licensed, certified, or registered by the Depariment available to the public. Your practitioner profile is located
at the following website http://healthvermont.gov/hc/med_board/profile_search.aspx.

Please include photocopies of court papers, licensing authority decisions, and any other relevant
documents if your answers to questions 38 through 43 have changed since your last application. We
cannot process your application without them.

39. Criminat Convictions [See 26 VSA § 1368(a)(1)] ﬁéheck here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but not speeding
or parking tickets) of which you have been convicted within the past 10 years Please provide complete
copies of documentation for each matter.

(Conviction Date) {Court) (City/State) {Crime)

40. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)] ’C/iieck here if none

Please provide a description of all charges to which you pleaded "nolo contendere” (“I will not contest it")
or where sufficient facts of guilt were found and the matter was continued without a finding by a court of
competent jurisdiction. Please provide complete copies of documentation for each matter.

(Conviction Date) (Court) (City/State) {Charge)

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 5 of'1



41. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)}(3)} @ Check here if none

Please provide a description of all formal charges served, findings, conclusions, and orders of the
Board of Medical Practice (including stipulations), and final disposition of such matters by the courts, if
appealed.

{Date) (Final Disposition - Summary)

42. Licensing or Certification Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
& Check here if none

Please provide a description of ali formal charges served by licensing or certification authorities of other
states, the findings, conclusions, and orders of such authorities, and final disposition of such matters by
the courts, if appealed, in those states. Please provide compiete copies of documentation for each
matter.

{Date of Final Dispasition) (Licensing or Certification Authority) (Court) {City/State) {Nature of Charge}

43. Restriction of Hospital Privileges {See 26 VSA § 13568(a)(5)] & Check here if none
Revocation/Invoiuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital priviteges that
were related to competence or character and were issued by the hospitaf’s governing body or any other
official of the hospital after procedural due process (opportunity for hearing) was afforded to you. Please
provide complete copies of documentation for each matter.

{Date) (Hospital) (State)  (Nature of Restriction)  (Reason for Restriction)

B. Other Restrictions g Check here if none

Please provide a description of all resignations from, or non-renewal of, medical staff membership or the
restriction of privileges at a hospital taken in lieu of, or in settlement of, a pending disciplinary case related
to competence or character in that hospital. Please provide complete copies of documentation for
each matter.

{Date) (Hospital) (State)
(Nature of Action) {Action)
0 In lieu 0 In setilement

(Reason for Action)

44. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)]
A Judgments & Check here if none

Vermont Department of Health — Board of Medical Practice —~ 2010-2012 Physician Assistant Certification Renewal
Page 6 of 1



Please complete the attached Form A and provide a description of ali medical malpractice
court judgments against you and all medical malpractice arbitration awards against you within
the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party if not listed below. Please provide complete copies of documentation,
to include final disposition and, if possible, a copy of the complaint for each matter.

None reported SA

O Judgment O Arbitration

{Date) (Court) (State)  (Nature of Case) (Amount Assessed Against You)

0 Judgment D Arbitration

(Date) {Court) (State)  (Nature of Case) (Amount Assessed Against You)
B. Settlemenis & Check here if none

Please provide a description of all settlements of medical maipractice claims against you
within the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party if not listed below. Please provide complete copies of documentation,
to include final disposition and, if possible, a copy of the complaint for each matter.

None reported

(Date) (Court) {State) (Amount of Settlement Against You)

- (Date) (Court) (State) (Amount of Settlement Against You)

45. Years of Practice [See 26 VSA § 1368(a){10)] 1984

What month and year did you start practicing as a Physician Assistant? 5-&"! { C‘?%L;

46. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #46 is optional. By answering,
you re granting permission to have this information posted on the web. (This form follows the statutory
wording. Since most appointments are teaching appointments, these questions may overiap.)

A. Appointments

Please provide information about your appointments to medical school or professional school
faculties.

Dartmouth
Hanover, NH

Adjuinct Faculty

Vermont Department of Health - Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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47,

48,

200

{School)  (City) (State) (Nature of Appointment) From (year) To (year)

(School}  {City) (State}  (Nature of Appointment) From (year) To {year)
B. Teaching

Please provide information regarding your responsibility for teaching graduate medical
education within the past 10 years.

(School/Institution) (City) (State) (Nature of Teaching) From (year) To {year)

Publications {See 26 VSA § 1368(a){(13)]

Note: Answering #47 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your pubiications in peer-reviewed medical
literature within the past 10 years.

None reported

(Title) (Publication) (Year)

(Title) {Publication) (Year)
Activities [See 26 VSA § 1368(a)(14)]

Note: Answering #48 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your professional or community service
activities and awards.

None reported

{Activities or Awards)

48. Practice Setting [See 26 VSA § 1368(a)(15)]

What is thekiocation of your primary practice setting?
_lo Pooeds Nogth  RQuBand NT

Towr/City, State

50. Translating Services [See 26 VSA § 1388{a)}(16)]

Please identify any translating services available at your primary practice location.
Are any translating services available at your primary practice location? B Yes [I No

If yes, please describe the translating services available: Ncne

Vermont Department of Health — Board of Medical Practice — 20102012 Physician Assistant Certification Renewal
Page 8 of 1



51. Medicaid/New Patients [See 26 VSA § 1368(a)(17)]

A Medicaid participation
Do you participate in the Medicaid program? £ Yes O No
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? 8 Yes [ No
PartV

I hereby affirm that the information provided above is true and accurate, and that | have answered the
guestions to the best of my knowledge and ability.

oste_L1[ 20] 04 @M%’N me N

Applicant's Signature

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

Verment Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 9 of 1



Please print. Inco

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
168 CHERRY STREET
BURLINGTON, VT 05401
(B62) 657-4220

PRIMARY SUPERVISING PHYSICIAN APPLICATION

mplete applications will be returned. Attach additional sheets as needed.

Name in full G\r '}S@N QSN‘;’ W\ \ Q
(Last) (First)” (Middle)
Mailing Address Q\G\iﬂf’ Q\\ ‘QCF\ME"\US (\
, [y, (Office Name
= ﬁhﬂﬁ'@ﬁ@\g e -
: : ’ . (Streety =~ .
_ Buingronat ol i <eo |
(City/State) - (Zip Code) (Telephone Number)

Vermont License #:C HD -CO] tﬁ@S
Hospital(s) where you have privileges: Hospital(s) Location Specialty

SR
N

I A m o 2 Los
HeN TR G SV e

N
)

What arrangements have you made for supervision when you are not available or out of town:

ZS\IITAES

SR

A TSeNTee {/’cmweﬂ :\;Ajg-%mn TS

CERTIFICATE OF SUPERVISING PHYSICIAN

ance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of

the scope of practice, attac

notice will be posted th

I turther certify that 1 h

ave read the statutes and Board rules govern; hy ﬁﬁ /As
(2/22/09 (7“ w«%

» P.A. while under my supervision. I further certify that the protocol outlining
hied to this application, does not exceed the normal Jimits of my practice. I further certify that
at a physician assistant is used, in accordance with 26 VSA, Chapter 31, Section 1741,

sistants.

{Date)

Note: A PA who prescr

(Signatuye of gupcrvising Physici

an;
Co-signature of PA'?(\ @f\ M _Of Z“I\C e Qm

.y

S

ibes controlled drugs must obtain an ID number from DEA. PA’s DEA Number M‘Q

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full i}ﬂ\ A*\*x SUSGM -
(Last) (First) (Middle)
Mailing Address %) \ QNNe d @C&‘f@ %@G d
A i~ (Offi g:e Name)
(T iR \U\ﬁ S glc

(Street) _ ‘ '
Earingon S @sw Fa>-00 |
(City/State) ‘J(th Code) (Telephone Number)
Vermont License #@HSI. "QQC}SCW
Hospital(s) where you have privileges: Hospital(s) Location Specialty

A

Soe SYUIG @*sfff\,@,m}

ist all physmlan s assistants names and addresses you currently supervise:
Ao G0 WashNaon gv Pagre NT
\W{\f\a\%‘?&a%%( A ARSI A, RV
{3\{\‘1’\{"‘ toifeyh b Poeedes Nooh @uiiand, VT @NW

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

ereby certify that in cordance with 26 VSA, Chapter 31, T shall be legally responsible for all medica) activities of

{\f\fi é , P.A. only when the primary supervising physician is unavailabie and only when
consulted by the afmesa]cl Physician Assistant. I 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 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board ruies gov%j%physwian ssan
ir4fgg | O

{Date) {Ssgnature of Secondary Supervising Phys;c;an)

Vermont Department of Health — Board of Medical Practice - 2010-2012 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full %Cljmm ) \@ A 19

(Lasty/ (Fizkt) (Middle)

Mailing Address Q\ﬂﬁ\f\i&"(\l Qﬁfﬁf\%kf “OC) A
((ftice Name

3D W\c:m%we\c\ 1

(Street) . v Jeey
Boinskon T Mol %3900
(City/State) (Zi{p) Code) (Telephone Number)
Vermont License #: Oq 2A00H GFSCE‘Q
Hospital(s) where you have privileges: Hospital(s) Location Specialty

A i ion o @Bf@r\j

List all physician’s assistants names and addressgs you curren supervlse
ARGy G0 KQO\‘”\’Y‘\M 0D SV W@QQ N
hanng, Sauser 22 Nardsteld Ave ALyl
aniy »\«We&h b Kovetss NG @udt\and T

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN Glg((i’

{ hereby {:ertlfy thdt 1 2050 dance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of ﬂf—\€ » P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physmlan Assistant. I 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 31, Section 1741, the use of a physician assistant has been posted.

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

(Date) (Signature of Secondary Supervising Physician)




Vermont Department of Health — Board of Medical Practice
108 Cherry Street, P.O. Box 70
Burlington, VT 05402-0070

http://healthvermont.gov/hc/med_board/bmp.aspx
802-657-4220

Consent to Disclosure of Prescriber-ldentifiable Information for, Marketing or
Promoting Prescription Drugs

Under Vermont law, a prescriber may give consent so that his or her identifiable data in prescription
drug records may be used for marketing or promoting prescription drugs. If a prescriber chooses not to
consent, the use of prescriber-identifiable data in prescription drug records is restricted as provided for in
the law. The text of the law is found at 18 V.S.A. § 4631, and a copy of the law appears on the reverse side
of this consent form.

If you choose to consent to the use of your identifiable data in prescription drug records for marketing
or promoting prescription drugs, please check the “l consent” box below and sign next to it. Your consent is
effective for this licensing or certification period.

If you do not wish to consent, you do not need to complete this consent form.

If you do complete this form, please return it to the Board of Medical Practice with your completed
ficense or certification application or renewal form.

You may revoke your consent at any time by signing a Revocation of Consent form and sending it to
the Board of Medical Practice. The Revocation form may be obtained directly from the Board or on the
Board’s website.

| consent

Sighature Date

Print Name Vermont License or

Certification Number

Print Mailing Address

Telephone

Vermont Department of Health — Board of Medical Practice ~ 2010-2012 Physician Assistant Certification Renewal
Page 20 of 1



CCPA

Narional Commission on Cerrificarion
November 21 2009 of Physician Assistants

********************AU‘I‘O**M]XED AADC 550 '1‘105 Pl
Anne Sarver Hildreth

ERERRER] IIIIIHIIlI;Ii!IiII”

*278436%
W AR

Dear Physician Assistant-Certified designee:

Enclosed you will find your NCCPA wallet card for your next two-year certification cycle. Please note two important picces of
information: your Dee. 31, 2011 certification expiration and your 7-digit NCCPA identification number.

In our technologically-savvy world, the nisk of fraudulent use and falsification of paper documentation is increasing. Thus, to
help safeguard the integrity and security of the PA-C credential, NCCPA has eliminated the paper certificates once issued to Pas
every two years, This change to issuing only a wallet card is aimed at curtailing the use of the printed certificate as proof of
certification. The only valid proof of NCCPA certification is orimary source verification through the NCCPA.

We encourage you to use the Verify PA Certification tool on our Web site (www.necpa.net). This tool allows you, your
employer, state licensing board or others to obtain the primary source verification that you need with just a few clicks, provided
at no cost to you. The tool provides you the flexibility to print the Web screen, request an e-mailed PDF file or a2 mailed letter.
The tool also offers you the flexibility to have NCCPA submit your certification information directly to a third party by entering
their contact information.

For those desiring a document appropriate for display commemorating your achievement of NCCPA certification, we provide
such a document that has no expiration date. If you are interested in receiving one, please contact us at neepai@nccpa.net.

Please note that for your 2009-2011 certification maintenance cycle, the deadline for earning and logging the required CME
hours and paying the certification mamntenance fee is June 30, 2011 to receive the $50 discount. Log your hours online at
www.ncepa.net as you eam them to keep a running total. While there, you can also view a personalized record of all your
certification maintenance requrements.

Sincerely,
& Sy L. Nens

Cindy L. Nalls
Manager of Certification Maintenance

P.S. NCCPA is making & conscious effort o protect the
environment. As part of our efforts, we are “going green™.

With that in mind, as of the 2008-2010 certification maintenance
cvcle, we are no longer accepting paper logging forms. Please
don’t hesitate to contact us for assistance if you are new to our
onlinge CME logging process.

12000 Findlev Road - Suite 200« Duluch - Georgia « 30097+ Tel: 678.417.8100 - Fax: 678.417.8135 » Web: www.neepanet



serving
Meaine,

Mew Hampshire,
& Yermont

CENTRAL OFFICE
183 Taicott Road, Suite 101, Williston, VT 05495
Phone B802-878-7232  Fax 802-878-8001

December 17, 2009

State of Vermont-Board of Medical Practice
Attn: Tracy Hayes

108 Cherry Street

Burlington, VT 05401

Dear Ms, Hayes,

This letter is to certify that the Physician Assistant named below has practiced under my
supervision, in Vermont, within the last twelve months:

s  Anmne Hildreth

In addition, the Physician’s Assistant named above maintains a Drug Enforcement
Agency certification, and will be authorized to prescribe medications in accordance with
Planned Parenthood’s Scope of Practice, which has been submitted to and approved by
the Vermont Board of Medical Practice.

Ute U7

Cheryl Gibson, MD

PERSGRAL CARE, PERSONAL CHOICES, PoOWRRY, RO OTE ’*ﬁfk



?PHYSICIAN ASSISTANT SCOPE OF PRACTICE
a;t Planned Parenthood of Northern New England

Planned Parenthood of Northern New England’s Scope of Practice for Physician's
Assistants consists of several documents:

1) PPNNE Standing Orders: Each P.A. practitioner annually signs the Standing
Orders tl%lat are approved by PPNNE's Medical Advisory Committee then co-

signed by PPNNE's Medical Director. Standing Orders define the
prescrip jive and medical authority of the P.A. practitioner at PPNNE.

|
2) PPNNE's Medical Protocol: The exact duties of the P.A. are clearly defined in

PPNNE's Medical Protocol, a copy of which is on file with the Vermont Board
of Medical Practice.

3) Mediecal l)versiaht at PPNNE: Please refer to the attached document,
Medical bversiaht at PPNNE, for information about the structure of
supervision of P.A.'s at PPNNE.,

4) Additional information about PPNNE's health centers, patient population
and P A, practice at Planned Parenthood of Northern New England:

Planned Parenthood of Northern New England is a non-profit health care
organization with thirteen outpatient health centers in Vermont. Under the
supervisjon of PPNNE's Medical Director, Physician's Assistants at PPNNE
health centers provide outpatient gynelogical and preventive care for women
and men|as outlined in PPNNE's Standing Orders and Medical Protocols.

Many of our sites are located in rural areas where access to health care may
be difficult. PPNNE offers a sliding fee scale based on the individual's ability
to pay. Our commitment to providing services regardless of a client's ability
to pay means that thousands of Vermonters without health insurance have
access to high quality reproductive and preventive health care.

As specified in Section I, Part I of the PPNNE Medical Protocol, each clinic
site is required to inform patients how to obtain care in the event of an
emergency. Sites providing surgical services must also document a plan for
handling emergencies occurring in the clinic as well as the medical back-up
arrangements with a physician or hospital.

Q 0 Mﬂﬁrp”@% g\g =Y /09\)

Physician Assistant (P’fN\\S‘é ;{ST.\@(\@&Q Date
o |2/ 22405
Supervising Physician Date




. PLANNED PARENTHOOGD - Standing Orders: Nurse Practitioners, Certified
~ of Northern New England Nurse Midwifes & Physician Assistants

The Family Planning Practitioner may:

A. Provide information and counseling on: family planning methods; sterilization; pregnancy; adoption; abortion; common
gynecological problems; sexually transmilted diseases; sexual assault; male reproductive health; infertility; midtife health,
general preventive health care.

B. 1} Crder and dispense hormonal contraceptives and HT/ET in accordance with the PPNNE Medical Protocol.
2) Manage routine hormonal contraceptive and HT/ET problems,
3) Crder special laboratory tests needed to prescribe hormenal contraceptives and HRT.
C. 1) Insert and remove implant contraceptive systems in accordance with the PPNNE Medical Protocol.
2} Manage routine implant system problems.
D, 1) Inject Medroxyprogesterone acetate in accordance with PPNNE Medical Protocol.
2) Manage routine DMPA problems. _
E. 1) Insert and remaove [UD's in accordance with the PPNNE Medical Protocol.
2) Manage routine [UD problems.
3 Order X-rays and soncgrams for IUD localization.
F. 1) Fit and check diaphragms, cervical caps and other barrier devices in accordance with the PPNNE Medical Protocol
2) Manage diaphragm, cervical cap and other barrier device problems.
a, 1 Order and dispense condoms and vaginal spermicides in accordance with the PPNNE Medical Protocol.
2) Manage condom and spermicide problems.
H. Counsel and provide continuing evaluation and support of the natural methods of birth control: BBT, sympto-thermal, cervical

mucus and calendar.

b Evaluate patient history, perform elementary physical examination and peivic examination, order and evaluate taboratory and
other tests as indicated and administer immunizations and other medications in accordance with the PPNNE Medical

Protocol.

4 Crder, administer andfor dispense medications in accordance with the PPNNE Medical Protocol and state and federal laws.

K. Diagnose and order or dispense treatment for conditions covered in the PPNNE Medical Protocol as indicated in the protocol.

L. Perform pregnancy diagnosis as per the PPNNE Medical Protocol. Order serum HCG pregnancy test, and scnagrams.

M. Provide services to patients in the aboriion, cervical dysplasia, infertility, male services, and m;dhfe programs as per the
PPNNE Medical Protocol and Medical Protocol Supplements. .

N. Provide routine gynecologic and general preventive health care as per the PPNNE Medical Protocol. Manage and follow-up
routine and problem patients in accordance with the PPNNE Medical Protocol.

0. Perform venipuncture; start and maintain L.V.'s.

P, Order and follow-up on outside laboratory tests and dispense treatment for conditions not specifically covered in the PPNNE

Medical Protoco! under the direct guidance of a PPNNE physician with the Medical Director's approval,

Q. Pursuant to delegation from the Medical Director, to provide reproductive health care to minors, including and
especially contraception and diagnosis and treatment of sexually transmitted infections, as indicated with or without parental.
censent if the minor may suffer probable health hazards if such services are not provided.
The Family Planning Practitioner must:
A, Adhere to the PPNNE Medical Protocol.
B. Obtain physician consuitation in all non-routine clinical matters.
C. Follow-up and report all complications and all potential medico-legal incidents to the Medical Dlrector

| agree to practice under the above standing orders

Dane Hiidret .
Qﬁ)f\uﬁ\tﬁl va\(_ 2lanjed i

“Signature Date Collaborating Physician: Cheryl Gibson, MD, Medical Director

Print Name

PPNNE Form 10HR 03/08sem



State of Vermont
Department of Health

Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court
for Fines or Penalties for a Violation or Criminal Offense

I hereby state that I am in good standing with respect to any unpaid judgment issued by the
judicial bureau or district court for fines or penalties for a violation or criminal offense.

I understand that a license may not be issued or renewed without such a statement.

I further understand that, for the purposes of this section, a person is in good standing with
respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for
a violation or criminal offense if}

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

(2) the person 1s in compliance with a repayment plan approved by the judiciary.

Signature:Q N2 Hw&%\ ?P‘ -

Date: ! / [;L,;] [ 0

Vermont Department of Health — RBoard of Medical Practice — 2010-2012 Physician Assistant Certification Rencwal
Page 19 of 1



Vermont Department of Heaith - Board of Medical Practice

AéPLiCANT‘S STATEMENT REGARDING CHILD SUPPORT, TAXES,
. UNEMPLOYMENT COMPENSATION CONTRIBUTIONS

You must answer questions 4, 2, a%nd 3.

! Regarding Child Support
Tile 15 § 795 requires that: A professional llcense or other authority to conduct a trade or business may not be Issued or renewed unless the

person cartifles that he or she is In good standing with respect to or in full compliance with 2 plan to pay any and alt chifd support payable under a
support order as of the date the application is filed. “Good standing” means that less than one-twelfth of the annual support obligation is ovardue;
or llability for any support payable |s baing contested in a judicial or quasi-judicial proceeding; or he or she Is in compiiance with a repayment plan

approved by the office of child support or agreed to by the parties; or the licensing authority determines that Immediate payment of support would
impose an unreasonable hardship.| (15 V.S.A. § 795)

1. You must check one of the two statements below regarding child support regardless whether or not you have chitdren;

K ! hereby certlfy that, as of the date of this application: {a} | am not subject (o any support order or {b} 1 am subject to a support order
and | am in good standing with respect to &, or (¢) tam subject to a support order and | am in full compliance with a plan to pay any
and all child support| dus under that order.

or

O 1hereby certify that lam NOT in good standing with respect to child support dues as of the date of this application and | herehy
request that the licensing authority determine that Immediate payment of child support would impose an unreasonable ha rdship.
Pleasa forward an "Application for Hardship".

Regarding Taxes

Title 32 § 3112 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed uniess the

person certifies that he or she is in'good standing with the Department of Taxes. "Good standing” means that no taxes are due and payable and ait

returns have heen filed, the tax Rability Is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or

the licensing authority determines that immadiate payment of taxes would impose an unreasonable hardship. (32 V.S.A. § 3113)

2 You must check one of the two statements below regarding taxes:
| hereby certify, un‘:%r the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a pian

to pay any and all taxes due to the State of Vermont as of ths date of this application. (The maximum penalty for perjury is fiftean
years in prison, a $14,000.00 fine or both).
i or
& | hereby certify that tam NCT in good standing with respect to taxes due to the State of Vermont as of the date of this application and
| hereby request that the liconsing authority determine that immediate payment of taxes would impose an unreasonable hardship.
Please forward an ", 'ppflcat!on for Hardship”,
: Regarding Unemployment Compensation Contributions
Titte 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
(inctuding a licensa 1o practice a profession) to, or anter into, extend or renew any contract for the provision of goods, services, or real estate
space with any empioying unit unless such employing unit shall first sign a written declaration, under the pains and penaities of perjury, that the
emiploying unit is In good standing with respect to or in full comphance with a plan to pay any and all contributions or payments in Heu of
contributions due as of the date such declaration is made. For the purposes of this section, a person Is In good standing with respect to any and
ail contributions or payments in liey of contributions payable if: (1) no contributions or payments in lieu of contributions are due and payable; {(2)
the liability for any contributions or|payments In lieu of contributions due and payable is on appeal; (3) the employing unit is in compliance with a
payment plan approved by the Commissioner; or {4) in the case of a licenses, the agency finds that requiring immediate payment of contributions
or payments in lieu of contribttions due and payable would impose an unreasonable hardship,
|

3. You must chock one of th% three statements below ragarding unempioyment contributions or payments In lisu of unemployment
contributions: i
| hereby certify, undei' the pains and penaities of perjury, that | am in good standing with respect to or in full compliance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments it lleu of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
application. (The maximum penalty for perjury is 15 years in prisen, 2 §10, 000.60 fine or hoth.)
or
O 1hereby certify that | am NOT In good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this appiication and | hereby request that
the licensing authority determine that requiring Immediate payment of unemployment contributions or payments in lleu of
unemployment contributions would impose an unreasonable hardship, Please forward an Application for Hardship.
| or
03 | hereby certify that 2' V.S.A. 8 1378 Is not applicable to me because | am not now, nor have | ever been, an employer.

Social Security # Date of Birth

* The disclosure of your soclal secuytty numbsr Is mandatory, it is solicited by the authority granted by 42 U.S,G. § 405 {c)(2)(C), and will be used by
the Department of Taxes and the Deparimeant of Employment and Tralning in the administration of Vermont tax laws, to identify individuals affacted
by such laws, and by the Office of Child Support.

STATEMENT OF APPLICANT

| certify that the information stated by me In this application is trua and accurate o the best of my knowledge and that | understand providing false
information or omission of informatlon Is uniawful and may jeopardize my license/certification/registration status.

Signature of Applicant, Qﬂ 7 mr‘ DOMV Date ! 2/ [ Ce ‘/ ) Q\}

Vermont Department of Health Medical Practice ~ 2010-2012 Physician Assistant Certification Renewal
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& VERMONT

Department of Health
Board of Medical Practice
108 Cherry Street - PO Box 70

{phone)

g e veny v e e maman menes e A

Bo2-657-4220 .
[toll free] BO2-745-7371 e

Burlington, VT 05402-0070 [fax] B02-657-4227

healthvermont.gov = '

Date: January 8, 2010 (I shi 1A iy *5
i L

Dear Physician Assistant:

Your 2010 Physician Assistant certification renewal application has beén recelved by fhlS.OffICE .

and cannot be processed until the following information is received. e

Q3 $115 renewal fee

Q $50 renewal fee

i} Additionai $65 renews fee

Application

Part | O ltem 21 O item 39
W em 1 0 item22 O ttem40
U tem2 Part Il O tem 41
O lem3 1 item23 O tema42
O ltem4 U item 24 O ltem 43A
O item5 O item 25 1 item 438
O tems QO item 26 O ltem 44A
2 item7 o ttem 27 O item 448
Q items A7 item 28, O item 45
O item 9 T ttem 29 O ttemasA
& otem 10 O item 30 [ item 468
3 nem 11 Ll tem 31  tem47
Ll ttem 12 W item 32 L1 itemn 48
O item13 Part i ' O item49
O ttem 14 U item 33 O em 50
O ltem1s O item 34 3 temsia
0 item 16 J item 35 0 item 515
D ftem 17 D [tern 36 Part V
E:] ltem 18 Q item 37 D Date
0 e 19 Part v O Ssignature
O ttem 20 L item 38

Child Support, Taxes, Unemployment Compensation
Statement

Number 1 — check one of the two

/" statements

statements

— "VK statements

\ Dﬁﬁmpleted form A

, Number 2 ~ check one of the two

; Number 3 — check one of the three

Supetvising Fhysician Forms
Primary Supervising Physician Application
U Secondary Supervising Physician
Application(s)
L Primary Supervising Physician Letter stating
work for past year
[J Scope of Practice

NCCPA Certification .

L] Proof of NCCPA Certification
(copy of NCCPA certificate)

Completed Statement of Good Standing

The page(s) that needs completion (if appiicable) is attached. Please complete the necessary item
initial, date and return as soon as possible se that processing may be finalized.
Thank you.

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

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full /V\(‘\C\ \ex’ Qﬁﬁﬁx'ﬁ Nei

(Last) (Firkty (Middle)

Mailing Address A ﬂﬂam@{e d ANeNyY e

(Office Name)

SoNNEOD. NT e840l Ry Agaole

(City/State) \_} (Zip Code) (Telephone Number)
Vermont License # () ia 2008} aa‘b\{’
Hospital(s) where you have privileges: Hospital(s) Location Specialty

AN Ca O LT DARESS v L C SEER

What arrangements have you made for supervision when you are not available or out of town:
e\ PR ,
SV ON GOV SAAVICE

CERTIFICATE OF SUPERVISING PHYSICIAN

! hereby certify that, in accpydance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities
of_£3N0e QA , P.A. while under my supervision. [ further certify that the protocol
outlining the scope of practice, attached 1o this application, does not exceed the normal imits of my practice. |
further certify that notice will be posted that a physician assistant is nsed, in accordance with 26 V3A, Chapier 31,
Section 1741,

{ further ceytify that | have read the statutes and Board pules governjiig, physician assistants.

P 2/y [ °
7 (Dhte) \\Wm’e ol supervising Physician)

)( Co-signamraofPAzgﬁ AL ﬂ r( ,D(@ 1N 5E ) T ¢

\
Naote: A PA who prescribes controlled drugs must obtain an [D number from DEA, PA’s DEA Number@wﬁ t]i 5%6@?




STATE OF VERMONT - BOARD OF MEDICAL PRACT}CE
168 CHERRY STREET

BURLINGTON, VT 05401 ! )
(802) 657-4220 APR 20 201

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full VTC“:}‘\J/GW‘YTW \(:C:\T&}ﬂ\gg B | YYWY*(J

(Last) (P rst) e
ey i PlanIod Kisethocd) )
NS ﬁa\cé%?%“ﬁﬁ*@

_unism N osiqs SR8-3129,

(City/State) (Zip (Jode) {Telephone Number)
Vermont License #: Q@”@Q&Q \(C}B
Hospital(s) where you have privileges: Hospital(s) Location Specialty

e Regnal WEal_(Orsmah i oBleos

What arrangements have you made for supervision when you are not available or out of town:
A ) I -
AN NN SEWNICE

CERTIFICATE OF SUPERVISING PHYSICIAN

herpby cerm‘\i hgt,in aggprdance with 26 VSA, Chapter 31, I shali be legally responsible for all medical activities

jf%ﬂ TR LY , P.AL while under my supervision, I further certily that the protocotl
outlining the scope of praclice, attached to 1hzs application, does not exceed the normal limits of my practice. |
further certify that notice will be posted that a physician assistant is used, in accordance with 26 VSA, Chapter 31,
Section 1741

t further certify thai I have read the statutes and Board rules governing physician assxstfmrb
+

e ¥ Fatideew M. Tocdan,

{Datg) y {Signature o upervz%ms Physmlar )

Co-signature of P?f/ (‘H CD C@

NIy o]
Nate: A PA whe prescribes controlled drugs must obtain an ID number from DEA. PA’s DEA Numbérﬂ !‘H \‘78\? %




. ' STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
- ' 108 CHERRY STREET
| BURLINGTON, VT 05401

APR 20 2000 (802) 657-4220
~ SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. | .Incom.plélt\:e: é?plicatiahs will be returned. Attach additional sheets as needed.

Name in full N@\(()\ \C) @Qﬂﬁ’ﬁ

(Last) (First) (Middle)

Miailing Address @\@Iﬂﬂﬁé @Qgﬁ iﬂ@(}d
|62 Tl Coty ‘S RS
wihston, oy eﬁ%@S %% 32

(City/State) (pr Code) (Telephone Number)
Vermont License #(”)LX.;) ~-Q0 ‘ HO(S
Hospital(s) where you have privileges: Hospital(s) Location Specialty
T ASCRE ] Bosrtal—— (adSOr VT, OBICR
DN - @D N%ér OB % ™
List all physician’s assistants names and addresses you currently supervise:
Tohanna Youse( g% ifele: H1d ANE %\A\/ W’&"isfﬂ \ﬂ"
ne Nichoias u
_Dere \{mmg L \t WL n ¥

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapier 31, I shall be legally responsible for all medical activities
of {-\-’{\ﬁﬁ 3@—\;{\&,{&% , P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician Assistant. [ 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 31, Section 1741, the use of a physician assistant has been posted.

I further c7tzfy th/a/tl have read the statutes and Board ! es g el W&/mms

(Dat } 1 ature of Secondary Supervising Physician)




STATE OF VERMONTY - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4226

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full Naye o Henee. ——
(Last) (First) (Middie)

Mailing Address P\@«Wﬂec\_\/ Q@f@\*\f’\r\GQé
Office Name
b Roloerrs Neith
Stre .
P and A os0) Ms-o2a

(City/State) (Zip Code) (Telephone Number)
Vermont License # OHOL0OWAS
Hospital(s) where you have privileges: Hospital(s) Location | Specialty
oSt Ascm\e\, TS NS N 0BG UN
DY Leboondn NYL AP Cz(j N

What ar rangements have you made for supervision when you are not available or out of town:

ZQH\‘) OGN TN <ENiTe

CERTIFICATE OF SUPERVISING PHYSICIAN

U hepeby certify that, i acgordance with 26 VSA, Chapter 31, I shall be tegalty responsible for afl medical activities
ﬁ“ﬂ{ jR Y QL (¢ , P.A. while under my supervision. [ further certify that the protocol
outlmmg the sco;!ae of practice attached to tms application, does not exceed the normal limits of my practice. |
further certify that notice will be posted that a physician assistant is used, in accordance with 26 VSA, Chapter 31,
Section 1741,

| further certify that I have read the statutes and Board 1

3hjanl Rt

(Date) \\‘(élgnamrc of Supervising Physician)

Co-signature of PA: \@f\ A.Q?N ?‘0 @& \

Note: A PA who prescribes controlied druge must obtain an 1D number from DEA. PA’s DEA Number H \ Zg’bSiq




g

1
6
H

STATE OF VERMONT - BOARD OF MEDICALP?RAC’I?ICE;,;; L o
108 CHERRY STREET I P

BURLINGTON, VT 85401 :

(802) 657-4220 G e !

e

ot

SECONDARY SUPERVISING PHYSICIAN APLP“ﬁ"fC}{TION

Please print. Incomplete applications wil} be returned. Attach additional sheets as needed.

Name in full @:Qb&”]ﬂ C})P 19 ! A

(Last) (Firstyo) (Middle)

Mailing Address 91(‘ inpect QQ (e ﬂ‘h"“}@dd

' ' {Office Name)

8> Taldott o

: {Street) o .

WINSYuN T os4qS 2869432

(City/State) {'Zip Code) (Telephone Number)
Vermont License #: ( Eq QQOQEM (05
Hospital(s) where you have privileges: Hospital(s) Location Specialty
A eSUTaVe @R OBIe(r

List ali physician’s assistants names and addresses you currently supervise: ‘
fripuy Homan 99 washinatun st Barre, Vi OSol f
Sdhennag Haysel 25 MansHeld Ave. By VAN VT 0!
Pine Biidreth b Ralbertss NO. Rutand f,\ﬂ"f OSZ0

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN @\}Ee)
~7

- Phereby centify that, m agcordanage with 26 VSA, Chapter 31, T shali be legally responsible for all medical activities
of 0 Yl et _» P.A. only when the primary supervising physician is unavailable and
onty when consulted by the aforesaid Physician Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normat limits of my practice and hat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician assistant has been posted. .

Ffurther certify that | have read the statutes and Board rules govertipd piy'sifidn assistants.

302 SR/
(Date) Signature of Secondary Supervising Physician)




DEPARTMENT OF HEALTH %

BOARD OF MEDICAL PRACTICE N e
108 Cherry Street, PO Box 70 o ){ “‘gm
Burlington VT 05402-0070 )
' 802 657-4220 or 800-745-7371 -
& £
2012 PHYSICIAN ASSISTANT LICENSURE RENEWAL APPLICATION \ 5‘
PART | e e - b

License # 055-0030584
1. Name: Anne Sarver Hildreth PA-C

Al 16 0

2. Other Name(s), if any, under which you were certified or licensed in Vermdht and elsewhere:

3. Mailing Address(es):

4. Home Address:

City, State, Zip Code:
5. Email Address:

6. Dayt%%ne Telepho

5
9

7. Date of Birth

8. Place of Birth:

9. Certification Examination Taken — (Check box and enter date of examination):

o (@RPAT7 ) NeoPA -~ Diieo! D ~

o (./ 1 ) State Examination-ldentify state:

) (_;_/ i) Other Examination specify: Mﬁ(“;ﬂ@ﬁ) Q,QJYT‘
065 5620584

10. Basis for Vermont Certification — (Check box):

o Apprenticeship Trained
& University Trained

11. Do you have hospital privileges in Vermont? 11 Yes B No
Hospital Name(s) and Location(s):

12.1n what year did you start working as a physician assistant in Vermont?

13. Were you in active clinical practice in Vermont during the past 12 months?

Vermont Departmeni of Health — Board of Medical Practice — 2012-2014 Phymcxan A551stant Licensure Renewal
Page 1 of 19




14. Other states where you now hold an active certification or license to practice: M H

15. States where you previously were certified or licensed fo practice:

PR A AT

186. Specialt},r:(';'l\()-xﬁi (1 4 Y\\) DEA Number: IV HO 1G4S 9 & (p
17. Name and office addrgsgf current EMPLOYER(S):

PPNNE,

oot E— 12 8 LakesidaPie Scite an
‘Name Address %&V\Sﬁ_’)@‘ ATT. OSYO K

18. Please [ist (use additional sheet if necessary) name(s) and address(es) of physicians who currently serve as your
PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S). Attach signed sheets for each practice iocation.

Primary Supervising Physician{s);

Name Address

Secondary Supervising Physician(s):

"Name _ Address

19. Delegation Agreement; The Board of Medical Practice requires that you and your primary supervising physician{s) review
the maost current delegation agreement for your practice sefting, paying aitention to any additions or deletions in duties
and procedures. Please review, date and sign your delegation agreement and have your PRIMARY SUPERVISING
PHYSICIAN sign it as well. Attach a copy of your signed delegation agreement to this application. This should be done
for each practice location and included with this renewal.

a. Has there been a change in your delegation agreement which has not been reviewed by the Board?
O Yes O No

20. Please provide a letter from your Supervising Physician attesting to the fact that you have practiced as a Physician
Assistant within the past twelve months.

21. Continuing Medical Education (CME) requirements:

a. NCCPA certified Physician Assistant: Attach proof of current NCCPA certification; this will serve as adequate proof of
CME comp!etior_z.

b. For ali others, an explanation of requirements and a CME Record form must be completed.

22. Primary Supervising Physician and Second Supervisory Physician forms are provided. They must be completed and
returned with this application.

PARTH

*Yes" answers to Questions 23 - 47 require an explanation on Form A.
23. Have you ever applied for and been denied:a certificate to practice medicine or any other healing ar?

OB5 OOZS

Vermont Department of Health — Board of Medical Practice - 2012-2014 Physician Assistant Licensure Renewal
Page 2019 1\ ‘ &
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J -'myas‘&o A(‘]{‘\C’ ‘HFL,D/\P“H/\ O%S 063 m
24, Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
oyes p¢ino '

25. Have you ever voluntarily suspended, surrendered or resigned a certificate to practice medicine or any other healing art in
lieu of disciplinary action or any other reason? .

ovyes ho

26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any
governmental authority, by any hospital or health care facility, or by any professional medical association (international,
naticnal, state or local)?

oyes po
27. Have you ever been denied the privilege of taking an examination before any state medical examining board?
oyes X no | o
28. Have you ever discontinued your education, training, or practice for a period of more than three months?
oyes smo
29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before completion?
oyes owgp

30. Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied,
reduced, suspended or revoked, or resigned from a medical staff after a complaint or peer review action was initiated against
you?

oyes  who

31. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, or
restricted by, or surrendered to any jurisdiction or federa! agency at any time?

oyes ¥po
32. Do you currently or have you ever prescmbed any prescription medication over the internet? This does not include
prescribing you would do using electronic medical records in your practice.

cyes oo

33. Are you presently or have you ever been a defendant in a criminal proceeding?
oyes Xno
PART il

{Unless otherwise ordered by a court, your responses to the questions in Part IIE are considered exempt from public
disclosure.)
Any "yes" response to the questlons below must be fully explained on the enclosed Form A.

34. To your knowledge, are you the subject of agd igati y other licensing board under which you have not been
charged as of the date of this application?
35. To your knowledge, are you presently the suWal investigation under which you have not been charged?

The following definitions are provided toassist you in answering questions 36 through 38.

"Ability to practice medicing” - This term includes:

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn
and keep abreast of medical developments; and

The ability to communicate those judgments and medical information to patients and other health care providers, with
or without the use of aids or devices, such as voice amplifiers; and

The physical capability to perform medical tasks such as physical examination and surgical procedures, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition” - Includes physiclogical, mental or psychological conditions or disorders, such as, but not limited

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple
sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental iiness, specific learning
disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism.

“Currently” - This term means recently enough to have a real or perceived impact on one’s functioning as a licensee.

"Chemical substances” - This term is to be.construed to include aicohol, drugs, or medications, including those taken
pursuant to a valid prescription for legitimate medical purposes and in accordance with the prescriber’s direction, as
well as those used illegally.

“Controlled substances” - This term means those drugs listed on Schedules | through V of Section 202 of the
Controlled Substances Act (21 USC § 812).

“lllegal use of controlled substances” - This term means the use of drugs, the possession or distribution of which is
unlawful under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This
term does not include the use of a drug taken under the supervision of a licensed health care professional or other
uses authorized by the Controlled Substances Act or other provisions of federal law.

36. Do you have a medical condition that potentially or in any way impairé or limits your abifity to practice medicine in your field of
practice with reasonable skifl and safety?

In explaining a "Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitpring program. :

37. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way impairs your abifity
to prac igine iz your field of practice with reasonable skill and safety?

In explaining a "Yes" answer on Form A, please provide reasonable assurances that your
use is reduced or ameliorated because, for example, you have received or do receive
ongoing treatment (with or without medication) or have participated or do participate in a
monitoring program. ~

38. Are iou currentli eniag_ed in the illegat use of controlied substances?

In explaining a "Yes" answer on Form A, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

IMPORTANT

Since 1999, Board fees have been used to create and maintain the Vermont Practitioners Health Program, a
confidential program for the identification, treatment and rehabilitation of practitioners, including physician assistants,
affected by the disease of substance abuse. If you wish further information about this program, a service of the
Vermont Medical Society, call 802-223-0400 (a confidential line).

Part IV - Statutory Profile Questions

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data repository within the
Department of Health and to make individual profites on alf health care professionals licensed, certified, or registered by the
Department available to the public. Your practitioner profile is located at the following website
http://healthvermont.gov/hc/med_board/profile_search.aspx.

Please include photocopies of court papers, licensing authority decisions, and any other relevant documents if your
answers to questions 39 through 44 have changed since your last application. We cannot process your application

without them,
O nnedivonst\
OS5 0HK @Sk_f_

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 4 of 19

39. Criminal Convictions [See 26 VSA § ?368(@)(1)} )é Check here if none



Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but not speeding or parki ng
tickets) of which you have been convicted within the past 10 years Please provide complete copies of documentation

for each matter.

(Conviction Date) {Court) {City/State) (Crime)

40. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2}] ){5 Check here if none

Please provide a description of all charges to which you pleaded “nolo contendere” (“ will not contest it") or where
sufficient facts of guilt were found and the matter was continued without a finding by a court of competent jurisdiction.
Please provide complete copies of documentation for each matter.

F

{Conviction Date) (Court) (City/State) {Charge)

41, Vermont Board of Medical Practice Matters ISee 26 VSA § 1368(2)(3)] m\Check here if none

Please provide a description of aii formai charges served, findgings, conciusions, and orders of the Board of Medicat
Practice (including stipulations), and final disposition of such matters by the courts, if appealed.

(Date) (Final Disposition - Summary)

heck here if none

42, L%z%rjg or Certification Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

Please provide a description of all formal charges served by licensing or cemﬁcatlon authorltles offother states the
findings, conclusions, and orders of such authorities, and final disposition of such matters by the courts, if appealed in
those states. Please provide compiete cop:es of documentation for each matter :

L JAN 24200

(Date of Final Disposition) _ (Licensing or Certification Authority) (Courl) (Clty/State) (Nature of Charge)

43. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)] )@ Check here if none

Revocation/involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital privileges that were related to
competence or character and were issued by the hospital's governing body or any other official of the hospital after
procedural due process (opportunity for hearing) was afforded to you. Please provide complete copies of

documentation for each matter.

(Date) {Hospital) (State) (Nature of Restriction)  (Reason for Restriction)

B. Other Restrictions §<heck here if none

Please provide a description of all resignations from, or non-renewal of, medical staff membership or the restriction of
privileges at a hospital taken in lieu of, or in settiement of, a pending disciplinary case related to competence or character
in that hospital. Please provide complete copies of documentation for each matter.

( Déte) (Hospital) (State)

- Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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{Nature of Action) {Action) T Inlieu
[J In settlement
(Reason for Action)

44, Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)]

A

Judgments  &<Check here if none

Please complete the attached Form A and provide a description of all medical malpractice court judgments
against you and all medical malpractice arbitration awards against you within the past 10 years (10 years from
payment date) in which a payment was awarded to a complaining party if not listed below. Please provide
complete copies of documentation, to include fmal disposition and, if possible, a copy of the
complaint for each matter.

None reported

0 Judgment 0 Arbitration

(Date) (Court) (State)  (Nature of Case) (Amount Assessed Against You)

O Judgment 0 Arbitration :

{Date) (Court) (State)  (Nature of Case) (Amount Assessed Against You)

Settlements i Check here if none

Please provide a description of all settlements of medical malpractice claims against you within the past 10
years (10 years from payment date) in which a payment was awarded to a complaining party if not listed
below. Please provide complete copies of documentation, to include final disposition and, if possible,
a copy of the complaint for each matter.

None reported

(Date) (Court) (State) (Amount of Settlement Against You)

(Date) {Court) (State) (Amount of Settlement Against You)

45, Years of Practice [See 26 VSA § 1368(a}(10)] 1984

What month and year did you start practicing as a Physician Assistant? Q\Ju ne 9% C‘g'

46. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #46 is optional. By answering, youre granting

permission to have this information posted on the web. (This form follows the statutory wording. Since most appomtments
are teaching appointments, these questions may overlap.)

Appointmenis
Please provide information about your appoiniments to medical school or professional school faculties.

Dartmouth

Hanover, NH

Vermont Department of Health — Board of Medicat Practice — 2812-2014 Physician Assistant Licensure Renewal
Page 6 of 19
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Adjuinct Faculty | Yi\ﬂnﬁ H WCORETH O 535 00-305 5;,(74

200

Frandl i n Prerco PAac Prce.. Q@\d\f’um QW SO =0 |
(School)  (City) (State)  (Nature of Apgoiment) From (year) To (year)
(School)  (City) (State) (Nature of Appointment) From (year) To {year)

B Teaching
Piease provide information regarding your responsibility for teaching graduate medical education within the

past 10 years. ?/\C) cAn o &J\les
F—foc\}((m?\w‘cg@z(ﬁ?cx LO-Llraoo WONNIo -3 ]

(School/Institution) (City) (State) {Nature of Teaching) From (year) To (year)

47, Publications [See 26 VSA § 1368(a)(13)]

Note: Answering #47 is optional. By answering, you are granting permission to have this information posted on the
web. Please provide information regarding your publications in peer-reviewed medical literature within the past 10
years,

None reported

(Title)

(Publication) _ (Year)

(Title)

{Publication) (Year)
48. Activities [See 26 VSA § 1368(a)(14)]

Note: Answering #48 is optional. By answering, you are granting permission to have this information posted on the
web. Please provide information regarding your professionaf or community service activities and awards.

None reported

{Activities or Awards)

49. Practice Sefting [See 26 VSA § 1368(a)(15)]

What is the location of your primary practice setting?
Loes. Lelamag o, W 0375

Town/City, State

50. Translating Services [See 26 VSA § 1368(a)(16)]

Please identify any translating services available at your primary praciice location.
Are any translating services available at your primary practice location? @Qfes O No

If yes, please describe the translating services available: None

51. Medicaid/New Patients [See 26 VSA § 1368(a)(17)]

A Medicaid paricipation
Do you participate in the Medicaid program? Yes [1 No

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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8. - New Medicaid Patients
Are you currently accepting new Medicaid patients? KY@S {3 No

Part V

I hereby affirm that the information provided above is true and accurate, and that | have answered the questions to the best of
my knowledge and ability.

Date: \[[H?I\ | @xxmwd@@&

Applicant's Signature

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support and Taxes, regardless of
whether or not you have children ,

H

065 00>0554

Vermont Department of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines
or Penalties for a Vielation or Criminal Offense

I hereby state that I am in good standing with respect to any unpaid judgment issued by the judicial bureau
or district court for fines or penalties for a violation or criminal offense.

I understand that a license may not be issued or renewed without such a statement,

I further understand that, for the purposes of this section, a person is in good standing with respect to any
unpaid judgment issued by the judicial bureau or district court for fines or penalties for a violation or criminal
offense if:

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

(2) the person is in compliance with a repayment plan approved by the judiciary.

Signature: O@ ANV KI\\‘\QJ (" /\%“\\

Date: Vil \ [N

O SS - 005068%
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Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES

You must answer questions 1 and 2

Regarding Chiid Support
Title 15 § 796 requires that: A professional license or other authority te conduct a trade or business may not be issued or renewed unless the
person certiffes that he or she is in goed standing with respect to or in full compliance with a plan to pay any and all child support payable under a
support order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support obligation is overdue;
or liability for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment plan
approved by the office of child support or agreed to by the parties; or the ficensing authority determines that immediate payment of support would
impose an unreasonable hardship. (15 V.S.A, § 795) :

1. oy must check one of the two statements below regarding child support regardless whether or not you have children:

§<-'I hereby certify that, as of the date of this application: (a} | am not subject to any support order or (b} | am subject to a support order
and 1 am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to pay any
and ali child support due under that order.

or

{3 Ihereby certify that | am NOT in good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Application for Hardship”.

Regarding Taxes
Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed uniess the
person certifies that he or she is in good standing with the Department of Taxes, "Good standing" means that no taxes are due and payabie and alt
returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. {32 V.S.A, § 3113)

2. You must check one of the two statements below regarding taxes:
- i hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a pian
to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both). .
or
U Phereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and
I hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship.
Please forward an "Application for Hardship",

d
_ £,
Social Security # ate of Bi

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 405 {c)(2}(C), and will be used by
the Department of Taxes in the administration of Vermont tax laws, to identify individuals affected by such laws, and by the Office of Child Support,

STATEMENT OF APPLICANT

I certify that-the information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or omission of information is uniawful and may jeopardize my license/certification/registration status.

Signature of Applicant Q)/\JM W)CZ Date h } i ! } \l

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 19 of 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
168 CHERRY STREET
BURLINGTON, VT 05401
(862) 657-4220

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name infull 7 hejler Regan Nell
(Last) (First) (Middle)
Mailing Address _Flanned Fareathood of Northern New Enalanst
(Office Name) ¢
/83 St. Fawl Street
(Street)
Burlingtan VT p540] 90296346326
(CityBtate) (Zip Code) {Telephone Number)
Vermont License #: p42-00/22 4%
Hospital{s} where you have privileges: Hospital(s) Location Specialty

Flefcher allen Health Care 1) (ulchester A pB\GIN
Burling fon v
054017

What arrangements have you made for supervision when you are not available or out of town:
,24)‘/7 ch_call Servite

CERTIFICATE OF SUPERVISING PHYSICIAN

I herebyy certify that, in accordance with 26 VSA, Chapter 31, 1 shall be tegally responsible for all medical activities
of  _Anhe '/-h/ dret A P.A. while under my supervision. 1 further certify that the protocol
outlining the svepe of practice, atiached to this application, does not exceed the normal Hmits of my practice. |
further certify that notice will be posted that a physician assistant is used, in accordance with 26 VSA, Chapter 31,
Section 1741,

-,

e
\w@@@mmm of Supervising Physician)

O
Co-signature of PA:CX}\JM !"‘! L&CM 9

INote: A PA who preseribes controlled drugs must obtain an ID number from DEA, PA’s DEA Number MHIT 17@?55@

VAT

(Date)

i further certify that [ have read the statutes and Ca”/d;uies ?Vemiﬁg pliy sician sssistants.




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

SECONDARY SUPERVISING PHYSICIAN AFPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.

Name infull _ Nove//p . Renee - YA
(Last) ' (Frfst} (Middle)

Meiling Address _Placnned Farenthood of Motthern New gfﬁ@/&&ﬁ{
(ﬁfiwc Name}
/;.a Z? fra éﬁ P’“'/ﬁﬁ Nor
('Streﬁ:i

Rutland, v 057 3‘{&@ $02-775-23%83
{CityfState) ; {Zip Code) (Telephone Numbet)

Vermont License #: pi2-p0/] 195

Hmspxtai(s) where you have ;mw}egm Hospital(sy Ltsc:atit}s:z Spevialty
Mt Ascr spital ans 289 Cowenty Roasl. __ pBIGYN.

fﬁi&{#\ Qﬁ%a‘f&* R M}'idi‘gé" TAYS :

- 0B0F
List afl physician’s assastants names and addresses you currently supema{,
Ay Borgman., 90 Washinatsn 5. Barce, VT 0564 »
chlr) B ,z B EMAin ST -ﬁ@ﬁ@rﬁ VITaEES.
Jallanna. ngmw 1835t Paul SF. Rurll ;»qukm Vi esYsl
TR OVE Y

CERTIFICATE OF SECONDARY SUPERVISING PHVSICIAN

. Pherehycertify thut, in accordande with 26 VSA, Chapter 31, T shall be legally responsible for all midisal sckivities
of ﬂm & et ¢ ST . & only-wlien the primary supervising physician iy unaviitabile sad
only when wmu}m{i i;vy the aforesait Physician Assismne. 1 further certify that the protocol. ms;,immg the spopeof

practice, attached to this application, does not exceed the normal Hits of Ty practice and hat in accordance with 26
V8A, Chapter 31, Ssction 1741, the use of a physician assistant has been posted,

[ turthey cert rhati ave read the statutes and Ba?ﬁ/ivoven y swmna ,
LYt i/t

{Da?e) {Signature of Sccond&ry Supewmmg Physman)




Anne filolreth, 10 Woshington SF Bae kT 0864
Sarndk Vensel, fEB St Pm{&“ 5mr!riz,ﬁﬁﬁ Vroesds]
Janet detﬁ 193 St. Rud SF, ; Burltigtvy, VT 0544




Maine,
New Mampshire,

& Yeormont

Scope of Practice
And
Plan of Supervision
at Planned Parenthood of Northern New England

Planned Parenthood of Northern New England's Scope of Practice for Physician Assistants consists of
several documents:

1) PPNNE Standing Orders: Each P.A annually signs the Standing Orders thar are approved by
PPNNE's Medical Advisory Committee then co-signed by PPNNE's Medical Director. Standing
Orders define the prescriptive and medical authority of the P.A at PPNNE.

2) Medical Oversight at PPNNE: Please refer to the attached document, Medical Oversight at PPNNE,
for information about the structure of supervision of P.A’s at PPNNE.

3) The Primary or Secondary Supervising Physician will have scheduled charts review for each
Physician Assistant throughout the duration of their employment at PPNNE.

4) Additional information about PPNNE's health centers, patient population and P.A’s at Planned
Parenthood of Northern New England:

Planned Parenthood of Northern New England is a non-profit health care organization with health
centers in Vermont, Maine and New Hampshire. Under the supervision of PPNNE's Medical
Director, P.A’s at PPNNE health centers provide outpatient gynelogical and preventive care as
outlined in PPNNE's Standing Orders and Medical Protocols.

Many of our sites are located in rural areas where access to health care may be difficult. PPNNE
offers a sliding fee scale based on the individual's ability to pay. Our commitment to providing
services regardless of a client’s ability to pay means that thousands of Vermonters without health
insurance have access to high quality reproductive and preventive health care.

As specified in Section I, Part I of the PPNNE Medical Protocol, each clinic site is required to
inform patients how to obtain care in the event of an emergency. Sites providing surgical services
must also document a plan for handling emergencies occurring in the clinic as well as the medical
back-up arrangements with a physician or hospital.

- —
C} NM’*&@W 2} 2l

Anne Hildreth : Date \ '

vl

/ /)M \-(&“‘\1{ )

%Rega’ﬁ Theiler M.D Date

Supervising Physician




NCCPA: My Record

Personal Certification Record

Anne Sarver Hildreth

NCCPA Identification # 1011311

Initial Certification Date: January 15,
1983
Expiration Date: December 31, 2011

You have completed all requirements for the 2009-

2011 cycle. Your certification will be updated in
Dacember 2011.

You have outstanding requirements for the 2011-
2013 cycle. Use the links below to learn more
about how to maintain certification.

CME info

Certified PAs must earn and log 1060 CME hours,
including 50 Category | hours.

Earning CME for the 2008-2011 cycle begins on
05/01/200% and ends on 12/31/2011.

Earning CME for the 2011-2013 cycle hegins on
05/01/2011 and ends on 12/31/2013,

You have logged all required CME for the 2008-
2011 cycle.

You have not logged all required hours for the
2011-2013 cycle.

> Log New CME > View CME Summary

Exam Notes

Certified PAs can take the recertification exam in the
Sth or §th years of their certification maintenance
cycle.

Your 8th Year: 2012 Your 6th Year: 2013

Page 1 of 1

Your Contact info

Address:

> Make corrections

E-mail

Fees & Payments

You do not have an outstanding
balance for the 2008-2011 cycle.

Legat

You have answered 'no’ to the three
background questions. No further
action will be required.

important Dates & Deadlines

05/01/2011: First day to start earning
CME for the 2011-2013 ¢ycle,

06/30/2013: Last day to earn_and log
2011-2013 CME hours and pay the
discounted certification maintenance fee.

12131/2013. Last day to fulfill any
outstanding certification maintenance
requirements for the 2011-2013 cycle.

Tocls for Marketing Your Credential, ¢lick hera for more information.

Not registered for a specially Certificate of Added Qualification (CAQ) yet? Click here to learn

how.

https://'www.neccpa.net/PA/Home.aspx

12/8/2011



-2 VERMONT

Bepartment of Health

Board of Medical Practice ' [phone]

108 Cherry Street - PO Box 70
Burlington, VT 05402-0070 [fax]
healthvermont.gov

Date: January 17, 2012

Dear Physician Assistant:

. Your 2012 Physician Assistant License renewal appiication has been received by this office and

cannot be processed untll the following information is received.

[ $170 renewal fee

Application

Part |
tem 1
ltern 2 Part LI
tern 3
ltem 4
ltem 5
Hem B
ltem 7
ltem 8
item @
‘item 1C
ltem 11
item 12
ltem 13 Part {)
ltem 14
ltem 15
ltem 186
ltem 17
Iltem 18
llem 19
Item 20

Part IV

Logduodoodouoooodoogn

Child Support, Taxes, Unemployment Compensation
Statement

3 Number 1 - check one of the two

statements

Number 2 - check one of the two
statements

[ Completed form A
] Completed Statement of Good Standing

The page(s) that needs completion (if appiicable) is attached. Please compiete the necessary item,

0 00000 OCOU0DDCO000 OU

ltem 21
item 22

ftem 23
ltem 24
ltem 25
tem 26
ltem 27
ltem 28
item 29
ltem 30
ltem 31
tem 32

Item 33
ltem 34
ltem 35
ttem 38
ltem 37

ftem 38

802-657-4220
{toll free] S8O0-745-7371
B02-657-422

0
.

U

Part v

Supervising Physician Forms
L erimary Supervising Physician Application
L} Secondary Supervising Physician

Application(s)

oo oodoodoooouooo

ftem 39
tem 40
ftem 41
tem 42
ltem 43A
item 438
ltem 444
ltem 44B
Hem 45
ltem 46A
ltem 468
ltem 47
ltem 48
ltem 49
ltem 50
tem 51A
ltem 518

Date
Signature

L1 Delegation Agreament

NCCPA Certification

L1 Proof of NCCPA Certification

initial, date and return as soon as possible so that processing may be finalized.

Thank you.

Enclosures




Renewal - 055.0030584 Page 1 of 11

Renewal - 055.0030584

Name Anne Sarver Hildreth
Credential 055.0030584
Fee Details
Renewal $170.00
$170.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
PO BOX 70, Burlington, VT 05402

Phone: 802-657-4223
Fax:802-657-4227
Toll: 800-745-7371

www.healthvermont.gov

Physician Assistant License Renewal

This application includes your Physician Assistant License Renewal Application. Please follow the instructions below and submit the
completed application with uploaded documentation and credit card payment. If you have any questions or need additional
information do not hesitate to contact us at 802-657-4220, 800-745-7371 or medicalboard@state.vt.us. Your licensure will lapse if
we have not received your completed application and fee by the due date.

INSTRUCTIONS
You may download all forms that must be submitted to complete this application here.

enter, correct, or update all information

answer all questions completely, even if you believe the information is already on file with the Board

provide explanations to “yes” answers in Parts Il — IV

do not delegate this important task to any other person. False statements on this form may be grounds for charges of
unprofessional conduct

Be sure to complete, submit or upload:

completed application and appropriate attachments, e.g. Primary and Secondary Supervising Physician Applications, CME
Form, NCCPA Certificate, Scope of Practice, etc.

Please send all appropriate documentation to the Board and submit the completed application, attachments and fee
no later than January 15 to facilitate timely processing and avoid an interruption in your ability to practice because
of a lapsed license.

Please Note:

Licensees have a continuing obligation during each two-year renewal period to promptly notify the Board of any change or
new information including, but not limited to, disciplinary or other action limiting or conditioning their license or ability to
practice in any jurisdiction. Failure to do so may subject the licensee to disciplinary action by the Board.

Thank you.

Renewal Part |

1. Last Name:
Hildreth

2. First Name:

Anne

3. Middle Name:
Sarver

4. All other names used:

Previous Name From Month ||From Year To Month To Year |Reason for Change

|| September 2012 |

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



Renewal - 055.0030584

5. Enter your MAILING ADDRESS information:
Attention

strect NN
city [N state ]

E-mail Address |

Telephone Alternate Phone (e.g.
Pager)

6. Enter your PUBLIC ACCESS address information:
Attention PPNNE

Street 128 Lakeside Avenue
City Burlington State VT
Country United States
Telephone
E-mail Address

Alternate Phone (e.g.
Pager)

7. Date of Birth:

8. Birth City:

9. Birth State/Province:

10. Birth Country:
United States

zio L

Zip 05408

Page 2 of 11

Country United
States

11. Select the certification examination taken (verification must be sent directly to this office from the Examining Agency):

University Trained - NCCPA Examination

12. Date NCCPA Examination was taken (if applicable):
12/18/2013

13. Date VT Apprenticeship Examination was taken (if applicable):
14. Basis for Vermont Certification:
University Trained

15. Do you have hospital privileges in Vermont?
No

16. List all hospitals where you have, or previously have had, privileges:

|Faci|ity Name |State

||Start Date

17. In what year did you start working as a physician assistant in Vermont?

2012

18. Were you in active clinical practice in the past 12 months?
Yes

19. Other states where you either now hold an active certification or license or previously were certified or licensed to practice:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



Renewal - 055.0030584 Page 3 of 11

20. Specialty:
OB/GYN

21. DEA Number:
MH0195986

22. Enter information for all Primary and Secondary Supervising Physicians. If you are to be supervised by a Doctor of Osteopathic
Medicine please provide your response(s) in the next question. Enter ONLY those supervisor(s) who ARE NOT Doctor(s) of
Osteopathic Medicine here.

Supervisor Relationship Type Practice Location
042.0012264 : THEILER REGAN Primary Supervising Professional PPNNE
042.0011195 : NOVELLO RENEE Secondary Supervising Professional PPNNE

23. If you are to be supervised by a Doctor of Osteopathic Medicine, enter the information for those Primary and Secondary
Supervising Physicians. Enter ONLY those supervisors who ARE Doctor(s) of Osteopathic Medicine here.

|DO Supervisor |Re|ationship Type |Practice Location |

24. Has there been a change in your scope of practice which has not been reviewed by the Board?
No

Continuing Medical Education (CME) Requirements

25. NCCPA certified Physician Assistant: Upload proof of current NCCPA certification; this will serve as adequate proof of CME
completion.

26. For all others, an explanation of requirements and a CME Record form must be completed and uploaded here.

Primary Supervising Physician and Second Supervisory Physician forms are available here. They must be completed and
returned to the Board to complete this application.

Renewal Part Il

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

27. Have you ever applied for and been denied a license or certificate to practice medicine or any other healing art?
No

28. State:

29. Year:

30. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:

31. Denied certificate to practice medicine or any other healing art - Upload documents

32. Have you ever withdrawn an application for a license or certificate to practice medicine or any other healing art?
No

33. State:

34. Year:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



Renewal - 055.0030584 Page 4 of 11

35. Circumstances under which license or certificate was withdrawn, denied, revoked, not renewed, or otherwise terminated:

36. Withdrawal or denial of license or certificate - Upload documents:

37. Have you ever voluntarily surrendered or resigned a license or certificate to practice medicine or any other healing art in lieu of
disciplinary action or any other reason?
No

38. State:
39. Year:
40. Circumstances:

41. Voluntary surrendered or resigned a license or certificate to practice medicine or any healing art - Upload documents:

42. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any governmental
authority, by any hospital or health care facility, or by any professional medical association (international, national, state or local)?

No

43. Name of organization involved:
44. Date:
45. Duration:

46. Action Taken (add all that apply):

47. Circumstances:

48. Disciplinary charges or actions - Upload documents:

49. Have you ever been denied the privilege of taking an examination before any state medical examining board?
No

50. State:
51. Circumstances under which examination privileges denied:

52. Denial of examination privileges - Upload documents:

53. Have you ever discontinued your education, training, or clinical practice for a period of more than three (3) months NOT including
premedical education?
No

54. If yes, please explain and include the dates over which your education, training, or clinical practice was discontinued:
55. Discontinued Education, Training, or Clinical Practice - Upload documents:

56. Have you ever been dismissed or suspended from, or asked to leave a training program before completion?
No

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



Renewal - 055.0030584 Page 5 of 11

57. Training program(s):
58. Location of program(s):
59. Year:

60. Circumstances:

61. Have you ever had staff privileges, employment or appointment in a hospital or other health care institution denied, reduced,
suspended or revoked, or resigned from a medical staff after a complaint or peer review action was initiated against you?
No

62. Institution involved:
63. Location:

64. Year:

65. Circumstances:

66. Affecting health care institution staff privileges, employment or appointment - Upload documents:

67. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, or restricted
by, or surrendered to any jurisdiction or federal agency at any time?
No

68. Name of organization involved:

69. Type of restriction:

70. Date:

71. Circumstances:

72. Privilege to prescribe controlled substances - Upload documents:

73. Do you currently, or have you ever, prescribed any prescription medication over the internet? This does not include any

prescribing you would do using electronic medical records in your practice.
No

74. Please provide a general description of your practice of internet prescribing:

75. Are you presently, or have you ever been, a defendant in a criminal proceeding?
No

76. Court:

77. City and state:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



Renewal - 055.0030584 Page 6 of 11

78. Charge:
79. Description:

80. Status:

Renewal Part Il

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from public
disclosure.)

Any "yes" response to the questions below must be fully explained.

81. To your knowledge, are you the subject of an investigation by any other licensing or certification board under which you have not
been charged as of the date of this application?

82. Licensing or certification board:
83. Date:
84. Location of Licensing Board:

85. Circumstances:

86. Investigation by other licensing or certification board - proceeding - Upload documents

87..To your knowledge, are you presently the subject of a criminal investigation under which you have not been charged?
88. Court:

89. City and state:

90. Charge:

91. Description:

92. Status:

93. Date:

94. Criminal Investigation - proceeding - Upload documents

MEDICAL QUESTIONS

Please answer "Yes" or "No" to the questions below. Definitions are provided to assist you in answering. Please explain any "Yes"

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



Renewal - 055.0030584 Page 7 of 11

answers.

DEFINITIONS
In answering the following questions, please use these definitions:
"Ability to practice medicine" - This term includes:

1. The cognitive capacity to make and exercise reasoned medical judgements, and to learn and keep abreast of medical
developments; and

2. The ability to communicate those judgments and medical information to patients and other health care providers, with or
without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks and procedures, with or without the use of aids or devices, such as
corrective lenses or hearing aids.

"Medical condition" - Includes physiological, mental or psychological conditions or disorders, such as, but not limited to,
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart
disease, diabetes, mental retardation, emotional or mental iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis,
drug addiction, and alcoholism.

"Currently” - This term means recently enough to have a real or perceived impact on one's functioning as a Physician Assistant
licensee.

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a
valid prescription for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.

"Controlled substances" - This term means those drugs listed on Schedules | through V of Section 202 of the Controlled
Substances Act (21 USC § 812).

"lllegal use of controlled substances™ - This term means the use of drugs, the possession or distribution of which is unlawful
under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This term does not include the
use of a drug taken under the supervision of a licensed health care professional or other uses authorized by the Controlled
Substances Act or other provisions of federal law.

95. Do you have a medical condition that in any way impairs or potentially impairs or limits your ability to practice medicine in your
field of practice with reasonable skill and safety?

96. In explaining "Yes" answer to the previous question, please provide reasonable assurances that your medical condition is
reduced or ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or
have participated or do participate in a monitoring program.

97. Please upload any documents you have that are relevant to this matter.

98. Are you currently engaged in the use of alcohol or other chemical substances that in any way impairs or potentially impairs your
ability to practice medicine in your field of practice with reasonable skill and safety?

99. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that your use is reduced or
ameliorated because, for example, you have received or do receive ongoing treatment (with or without medication) or have
participated or do participate in a monitoring program.

100. Please upload any documents you have that are relevant to this matter.

101. Are you currently engaged in the illegal use of controlled substances?

102. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

103. Please upload any documents you have that are relevant to this matter.

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



Renewal - 055.0030584 Page 8 of 11

IMPORTANT

Since 1999, part of each physician license fee has been used to create and maintain the Vermont Practitioners Health Program, a
confidential program for the identification, treatment and rehabilitation of practitioners affected by the disease of substance abuse. If
you wish further information about this program, a service of the Vermont Medical Society, call 802-223-0400 (a confidential line).

Renewal Part IV

Statutory Profile Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Department of Health. Under this law, the Department must collect
certain information to create individual profiles on all health care professionals licensed, certified, or registered by the Department
pursuant to Title 26 of the VSA. Please try to answer the following questions as best as you can.

104. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets)? For purposes of this question, “convicted” means that you pleaded guilty or that
you were found adjudged guilty by a court of competent jurisdiction.

No

105. Criminal Convictions [See 26 VSA § 1368(a)(1)] Please provide a description of all crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets) of which you have been convicted. For purposes of this question, “convicted”
means that you pleaded guilty or that you were found adjudged guilty by a court of competent jurisdiction. Please provide copies of
papers fully documenting the convictions.

|Date of Conviction |Court of Conviction |City ||State |Description |

106. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Have there been any charges to which you pleaded "nolo contendere” ("l will not contest it") or where sufficient facts of guilt were
found and the matter was continued without finding by a court of competent jurisdiction?

No

107. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Please provide a description of all charges to which you pleaded "nolo contendere" ("l will not contest it") or where sufficient facts of
guilt were found and the matter was continue without finding by a court of competent jurisdiction.

|Date of Charges |Court |City ||State |Description of Charges |

108. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have there been any formal charges served, findings, conclusions, and/or orders of the Board of Medical Practice (including
stipluations), and/or final disposition of such matters by the courts, if appealed?

No

109. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of Medical Practice
(including stipluations), and final disposition of such matters by the courts, if appealed.

IDate IFinaI Disposition Summary I

110. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have there been any formal charges served against you by licensing or certification authorities of other states?
No

111. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

Please provide a description of all formal charges served by licensing or certification authorities of other states, the findings,
conclusions, and orders of such authorities, and final disposition of such matters by the courts, if appealed, in those states. Please
provide copies of papers fully documenting these matters.

|Date of Disposition |Licensing Authority |City |State |Description of Disposition |

Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)]

112. Have your hospital privileges ever been revoked or involuntary restricted in relation to competence or character?
No

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



Renewal - 055.0030584 Page 9 of 11

113.

A. Revocation/Involuntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital privileges that were related to competence or
character and were issued by the hospital's governing body or any other official of the hospital after procedural due process
(opportunity for hearing) was afforded to you. Please upload copies of papers fully documenting these matters.

|Date of Restriction |Hospita| Name |State |Nature of Restriction |Reason for Restriction |

114. Have your hospital privileges ever been restricted, or have you ever resigned or not renewed your medical staff membership at
a hospital in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital?

No

115.

B. Other Restrictions

Please provide a description of all resignations from, or nonrenewal of, medical staff membership or the restriction of privileges at a
hospital taken in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital. Please
upload copies of papers fully documenting these matters.

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

116. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)] Have you ever been involved in a
Malpractice Liability Claim? Please provide a description of all medical malpractice court judgments against you and all medical
malpractice arbitration awards against you, and any pending malpractice cases.

No

117.

A. Judgments
Please provide a description of all medical malpractice court judgments against you and all medical malpractice arbitration awards

against you, and any pending malpractice cases.
|Date of Judgment |

118.

B. Settlements Please provide a description of all settlements of all pending settlements and settlements of medical
malpractice claims against you. Please complete the below information and provide copies of papers fully documenting
these matters.

|Date Of Settlement |

Medical Malpractice Claim

For each response provided in the previous Medical Malpractice Judgements and/or Settlements questions you must complete the
form located here. Please download the form, complete it for each response, and then upload to each respective response. This
information is required for each and every response provided for Judgements and/or Settlements.

119. Years of Practice
What year did you start practicing as a medical professional?
1983

120. Hospital Privileges [See 26 VSA § 1368(a)(11)] List all hospitals where you currently have hospital staff privileges:
|Faci|ity Name |City |State |Start Date |End Date |

Appointments/Teaching [See 26 VSA § 1368(a)(12)]

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

121.

A. Appointments
Please provide information about your appointments to medical school or professional school facilities.

School City State INature of Position Date Started Date Ended
Dartmouth Hanover [New Hampshire Adjuinct Faculty
Franklin Pierce University Lebanon [New Hampshire Perdieum Proctor 01/01/2010 01/01/2011
122.
B. Teaching
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Please provide information regarding your responsibility for teaching graduate medical education within the past 10 years.
School / Institution City State Nature of Teaching Date Started Date Ended
Frankling Pierce University Lebanon [New Hampshire Proctor 01/01/2010 01/01/2011

123. Publications [See 26 VSA § 1368(a)(13)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your publication in peer-reviewed medical literature within the past 10 years.

[Title |Publication |Publication Date |

124. Activities [See 26 VSA § 1368(a)(14)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and awards.

|Activity or Award |

125. Provide the following information for each practice location. Be sure to indicate which is to be your primary practice location.
Practice Name |City State |Primary Practice |Languages |Accepts Medicaid? |Accepts New Medicaid Patients?
PPNNE Burlington|Vermont|Yes Yes Yes

Statement of Good Standing
126.

State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or Penalties for a Violation or
Criminal Offense

| hereby state that either:

A. This does not apply to me because | don’t have any unpaid judgment issued by the judicial bureau or district court for fines or
penalties for a violation or criminal offense, or

B. I am in good standing with respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for a
violation or criminal offense.

| understand that a license may not be issued or renewed without such a statement.

| further understand that, for the purposes of this section, a person is in good standing with respect to any unpaid judgment issued by
the judicial bureau or district court for fines or penalties for a violation or criminal offense if:

1. 60 days or fewer have elapsed since the date a judgment was issued; or
2. the person is in compliance with a repayment plan approved by the judiciary.

Yes

127. Date:
01/13/2014

Statement Regarding Child Support, Taxes
Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.

Regarding Child Support
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Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed
unless the person certifies that he or she is in good standing with respect to or in full compliance with a plan to pay any and all child
support payable under a support order as of the date the application is filed. "Good standing" means that less than one-twelfth of the
annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-judicial proceeding;
or he or she is in compliance with a repayment plan approved by the office of child support or agreed to by the parties; or the
licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15 V.S.A. § 795)

128. You must select one of the two statements below regarding child support regardless whether or not you have children:
| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support
order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business shall not be issued or renewed
unless the person certifies that he or she is in good standing with the Department of Taxes. "Good standing" means that no taxes are
due and payable and all returns have been filed, the tax liability is on appeal, the taxpayer is in compliance with a payment plan
approved by the Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes would impose an
unreasonable hardship. (32 V.S.A. § 3113)

129. You must select one of the two statements below regarding taxes:
| hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compliance with a plan

to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both.)

The disclosure of your social security number is manditory, it is solicited by the authority granted by 42 U.S.C. § 405 (c)(2)(C), and
will be used by the Department of Taxes and the Department of Employment and Training in the administration of Vermont tax laws,
to identify individuals affected by such laws, and by the Office of Child Support.

130. Social Security Number:

131. Date of Birth:

132. | certify that the information stated by me in this application is true and accurate to the best of my knowledge and that |

understand providing false information or omission of information is unlawful and may jeopardize my license/certification/registration
status.

Yes

133. Date:
01/13/2014

Workforce Survey

You must complete the workforce survey before you may complete your application to renew your license. The mandatory workforce
survey is accessed by clicking here

134. | hereby certify that | have completed the workforce survey per the above instructions
Yes

Renewal Payment

135. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.

Credit Card

Review

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21034&key={519CA3... 6/2/2015



pm{\(\% -

‘Vermont License #

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

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHY SICIAN APPLICATION
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Physician Assistant Delegation Agreement

Narrative;

Planned Parenthood of Northern New England is a non-profit health care organization with health centers in Vermont,
Maine and New Hampshire. Under supervision of PPNNE’s Medical Director, P.A.s at PPNNE health centers provide
outpatient gynecological and preventive care.

Supervision:

All PPNNE practitioners undergo a thorough orientation to PPNNE and our medical protocol before function in an
independent capacity. If further training in any expected area of competence is needed, this is arranged and takes
place through on-line courses, live and recorded webinars and in-person trainings, including longitudinal proctoring,
as needed.

The Medical Director, a board certified Family Practice MD, is the primary supervising physician, and provides oversight
and supervision through on-site visits and consultations, telephone and written consultations and in-services. The
secondary supervising physician is a board certified OB/GYN MD, and provides oversight and supervision in the same
manner as the Medicat Director. Medical back-up is available by telephone on a 24-hour basis. In addition, the
Medical Director works with the Medical Clinical Quality Improvement Team and the Director of Quality and Risk
Management to develop and review protocols, audits, and to evaluate any new developments in the medical field that
may affect PPNNE.

All PPNNE mid-level practitioners practice under Medical Standards and Guidelines, as well as Standing Orders
developed by the Medical Director. Practitioners attend continuing education in-service for medical training,
discussion of protocol questions and other practice concerns, as well as attending outside CME conferences. In
addition, we have community physicians who are available to our staff for consultation, telephone back-up and review
of charts.

Sites of Practice:

PPNNE’s Physician Assistants see patients throughout Vermont, Maine and New Hampshire. Many of our sites are
located in rural areas where access to health care may be difficult. PPNNE offers a sliding fee scale based on the
individual’s ability to pay. Our commitment to providing services regardless of a client’s ability to pay means that
thousands of Vermonters without health insurance have access to high quality reproductive and preventive health
care.

Each PPNNE site is required to inform patients how to obtain care in the event of an emergency. Sites providing surgical
services must also document a plan for handling emergencies occurring in the clinics as well as medical back-up
arrangements with a physician or hospital.

Tasks/Duties:

The Delegation Agreement for each Physician Assistant shall include probiems and procedures typicaily encountered

in the practice of Gynecological and Preventive care, which the PA has been trained to handle, and shali not exceed the
normal scope of problems and procedures dealt with by the supervising physician(s) and must be in accordance with
the policies of PENNE.

There follows a list of tasks allowed to be included in the PA’s Delegation Agreement which is intended to express a
sense of involvement in the medical care and not intended to be a limiting one, except as specifically excluded by the
Board of Medical Practice or by taw. Participation in the practice of PPNNE’s health centers shall include the
performance of the following tasks:

A. Provide information and counseling on: family planning methods; sterilization; pregnancy; adoption; abortion;
common gynecological problems; sexually transmitted diseases; sexual assault; male reproductive health;
infertility; midlife health; general preventive health care.

B. Order and dispense hormonal contraceptives and HT/ET in accordance with PPNNE Medicat Protocol.

Manage routine hormonal contraceptive and HT/ET problems.
Order special laboratory tests needed to prescribe hormonal contraceptives and HRT.

C. Insert and remove implant contraceptive systems in accordance with the PPNNE Medical Protocol.
Manage routine implant system problems.

D. lInject Medroxyprogesterone acetate in accordance with PPNNE Medical Protocol.
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Physician Assistant Delegation Agreement

Manage routine DMPA problems.

E. Insert and remove 1UD’s in accordance with the PPNNE Medical Protocol.

Manage routine IUD problems,
Order X-rays and sonograms for 1UD localization.

F. Fitand check diaphragms, cervical caps and other barrier devices in accordance with PPNNE Medical Protocol.
Manage diaphragm, cervical cap and other barrier device problems.

G. Order and dispense condoms and vaginal spermicides in accordance with the PPNNE Medical Protocol.

Manage condom and spermicide problems,

H. Counsel and provide continuing evaluation and support of the natural methads of birth control: BBT, symptom-
thermal, cervical mucus and calendar.

. Evaluate patient history, perform elementary physical examination and pelvic examination, order and evaluate
laboratory and other tests indicated and administer immunizations and other medications in accordance with the
PPNNE Medical Protocol.

. Order, administer and/or dispense medications in accordance with the PPNNE Medical Protocol and state and
federal laws.

K. Diagnose and order or dispense treatment for conditions covered in the PPNNE Medical Protocol as indicated in the
protocol.

L. Perform pregnancy diagnosis as per the PPNNE Medical Protocol. Order serum HCG pregnancy test, and
sonograms.

M. Provide services to patient in the abortion, cervical dysplasia, infertility, male services and midlife programs as per
the PPNNE Medical Protocol and Medical Protocol Supplements.

N. Provide routine gynecologic and general preventive health care as per the PPNNE Medical Protocol. Manage and
follow-up routine and problem patients in accordance with the PPNNE Medical Protocol.

0. Perform venipuncture; start and maintain .V.’s.

P. Order and follow-up on outside laboratory tests and dispense treatment for conditions not specifically covered in
the PPNNE Medical Protocol under the direct guidance of a PPNNE physician with the Medical Director's approval.

Q. Pursuant to delegation from the Medical Director, to provide reproductive health care to minors, including and
especially contraception and diagnosis and treatment of sexually transmitted infections, as indicated with or
without parental consent if the minor may suffer probable health hazards if such services are not provided.

R. Where permissible by law, provide abortion services in accordance with the PPNNE Medical Protocol.

S. Authorization to prescribe medications.

1. The physician assistant named in this document will be authorized to prescribe medications in
accordance with the Delegation Agreement submitted to and approved by the Vermont Board of

- Medical Practice.

2. The physician assistant named in this document will be authorized to prescribe controlled drugs in
accordance with the Delegation Agreement and approved by the Vermont Board of Medical Practice. A
physician assistant who prescribes controlled drugs must obtain an identification number from the
federal Drug Enforcement Agency (DEA).

MHIFR 3950

PA’s VT DEA Number

I have reviewed the above and acknowledge that these proposed activities do not exceed the scope of my current
practice within Planned Parenthood of Northern New England, and that | will act as a principal supervising physician for
the physician assistant named below, in their practice within this scope.

Bona hldath M Q\OMS@J\MA’f@% \ Jio/i4

Print Name Signature Date
Donna Burkett, MD W [-9-,¢
Collaborating Physician/Medical Directar Signature Date ’
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Certifieation, oo, Exeellence,

January 13, 2014

ATTENTION: Tracy Hayes
To Whom It May Concern:
The following score report for Anne Sarver Hildreth is provided for your information.

Exam:. Physician Assistant National Recertifying Examination (PANRE)
Exam Date: December 18, 2013

Score: 434

Minimum Passing Score; 379

Pass/Fail Status: Pass

Anne Sarver Hildreth is currently certified by NCCPA and holds NCCPA identification number 1011311,

NCCPA identification number 1011311 will remain valid until December 31, 2015. This PA was initially
certified on January 15, 1983. However, this PA may or may not have been continuously certified during this
time frame,

Should you have any questions regarding the information provided in this report, please contact us at the
number below. To receive information about NCCPA''s certification requirements and policies, visit our Web
site at www.nccpa.net or call 678.417.8100 to speak with one of our Information Service Representatives.

Sincerely,

Q-:Mdj Nalls

Cindy Nalls
Manager of Certification Maintenance

P.S. You can verify the certification status of a PA by visiting our Web site at ww.nccpa.net,
The original version of this document includes
NCCPA s raised seal, affixed above.

e National Commission on Certification of Physician Assistants ——ro
IR0 Pindliey Ref,, Ste. 100, Jobne Cooel, G& 30057 o Tel 6754178100 ™ By 870,410 B13E « VORI N OTES. et
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