STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996-1638 PHYSICIAN'G ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE ONE OF FOUR

1 hereby appiy for the RENEWAL of my CERT]FICAT!DN AS A PHYSICIAN'S ASSISTANT for the

period from 02/61/96 to 01/31/98. TWO YEAR RENEWAL FEE: $55.
Enclose a check in the amount of $55. made payable to the ermont Board of Mednca! .

Practice,
FERE - GRS

PR
e ofF Mo therrn ML

Important

- Please print legibly or type your answers. L -

- Answer all questions {front and back of each page) completely- -it is not adequate fo state ihat the
Board already has the information. Use the enclosed Form A to provide explanations to "yes"

answers in Section i,

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

- Do not delegate this imporfant task to an employee, as false statements on this form are grounds

for unprofessional conduct.
- Thank you for your cooperation. .
SECTION |
£ 4
1. Name,___i%, #~ (;.,zg&
3. Other Name(s), FF"'a{\y. under which you were certified or licensed in Vermont and elsewhere:

Y‘-"‘:/

oy

4, Home Address:

City, State, Zip C

o

5. Office Address: N Lo kR G0 AY T

City, State, Zip Code; Wpppe, UT odtay

6. Daytime Telephone Number. Area Code: (_ XUi. ) 4 3i. .0tk

o v L

9. Bex: Maie —Female

7. Date of Birth: Month:

8. Piace of Birth:

»
10, Certification Examination Taken - Check: _ i~ NCCPA

Other Examination Specify;

State Examination-ldentify State;_

11. Basis for Vermont Certification: Apprenticeship Trained
— i University Trained

12, Undergraduate Degree - Circle: B.A g’BS?; AB. Other: Year of Graduation:

Degree Granting'institgtion: Ly fadtA
Location:__ Lot Al Ty £

. ibé'} Py pad B3 2. Vermoni Ceriification Number: 55-_00 ki me’

First Institution (If fransfer): : ' . Location:
P.A. Diploma or Cerlificate; i\u !'mff; Other:; Year of Graduation:
School: Location:

&



ETATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996-1888 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE TWO OF FOUR

-

. o
13. Do you have hospital privileges in Vermont? Yes _»"  No
Name(s) and Location{s) of Hospital(s):

14. Did you pracﬁde in Vermoent during the past 12 months? ol .Yes No

16. Other states where you now hold an active certification or license to practice: _ fﬂ':&d}

16. States where you previously were certified or licensed to practice: __. i}f
17. Speclalty {r b . DEA Number _ o i &
18. Name and office a;dress of current employer:
Name Address
P Epoks ‘. ~ s A Ao A S %%ﬁ,. s U1 B A

19. Please review the atta}hed fist of current Primary and Secondary Supervising Physicians. Is the
information correct? _» Yes ____ No if no, contact the Board. if no list is attached, please fill out
the information befow: . :

Mame, specialty and office address of Supervising Physician(s):

Name Specialty Address

20. Name, specialty and office address of the Secondary Supervising Physic:an(s)
Name Specialty Address

21. Please attach & copy of your NCCPA certificate.

22. Scope of Practice: The Board of Medical Practice requires that you and your primary supervising
physician{s} review the most cumrent scope of practice (see attached definition} for your practice setting, paying
attention to any additions or deletions in duties and procedures. a) Has there been a change in your scope of
practice which has not been reviewed by the Board Yes _.- No b) Please review, sign and date by
PA and PRIMARY SUPERVISING PHYSICIAN your s::ope of practice. Please attach a copy of your signed
scope of practice.

23. Documentation showing practice as a Physician's Assistant within the past twelve months: Please provide a
letter from your Supervising Physician attesting to the fact that you have practiced as a Physician’s Assistant
within the past twelve months.

An applicant for certification renewal who has not practiced as a Physician's Assistant for more than twelve
months must submif a satisfactory evaluation by the Supervising Physician prior to renewal.

24. Continuing Medical Education (CME) requirements:
a. NCCPA certified Physician's Assistants: Attach proof of recertification; th:s will serve as adequate proof of
CME completion.

b. For all others, enclosed please find an explanation of requirernents and a logging form. i you have any
questions, please address them in writing to Board Member Jack Cassidy, P.A. at the Board's address,

25. All Physician's Assistants are required o have a Secondary Supervising Physician for their practice. We
have enclosed a form fo be retumed to this office if you do not have a Secondary Supervising Physician on file
with our office,



STATE OF VERMONT BOARD OF MEDICAL PRACT!CE
1998-‘1998 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPL%CATION PAGE THREE OF FOUR

SECTION li: PLEASE CHECK YES OR NO.

A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A,
Imporiant note regarding the following questions: Except for questions 1 and 4, "Yes” answers on past
certification renewals must be updated on Form A, For example, if a previously reported malpractice action has
been dismissed, please indicate that on Form A. You have a continuing obligation to update the Board during
the 1596-1898 period if the answer fo any of the questions below changes from "No”" to "Yes".
{Section 1 is for the reporting of information which is retained solely by the Board of Medical Practice and is not
part of the data base maintained by the Depariment of Health.)

During the past TWO YEARS:

1. Have you had any organic iliness, emotional disturbance or mental iliness which has impaired your ability o

practice as a physician’s assistant or to function as a physician’s assistant studentm

2. Have you been a defendant in any criminal proceeding other than minor traffic offenses? YES _1"NO

3. Are you currently under investigation for a criminal act?
4 Have you been dependent upon alcohol or drugs?
- 6. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any

govemmental authority, by any hospital or health care facility, or by any professional physician's assnsta i
assocaataon (intemational, national, state or local)? YES _j NO

6. Has any medical malpractice claim been made against you (whether or not a lawsuit was filed in reiagon fo
the claim/complaint/demand for damages)? YES / NO

7. Have you 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 fieu of disciplinary action or resigned from a
medical staff after & complaint or peer review action has been initiated against ‘ /

you? . YES NO

8. Have you voluntarlly surrendered or resigned a license or certification to prac’ﬂce as & physician’s assistant or
any healing art in lieu of disciplinary action? YES NO

8. Has your privilege fo possess, dispense or prescnbe controlled substances been suspended, revoked, denied,
restricied or surrendered by any jurisdiction or federal agency at any tme? . YES .~ NO

10. Have you been denied the right to parficipate or enroll in any system whereby a third party pays all BF part of

& patient's bili? 7 YES _i. NOD
11. Have you withdrawn an application for physician's assistant certification or license, or been demed a«

physician’s assistant certification or license for any reason? : . YES i~ NO
12. Have you been tumed down for coverage by a malpractice insurance camier? YES ‘n/’ NO

13. Have you been notified as a responsible party of a conﬁrmec! quaiity concermn {quality of hosp:tal care

provided to Medicare patients) by the Peer Review Organtzatuon (PRO) in Verment or L
elsewhere? YES _io NO
14. Have you been the subject of an investigation by any other licensing board? _
s
. 2
15. Have you been dismissed or asked {0 leave & resxdency fraining program(s) . ) l{,,../

before completion? YES _L"NO



SECTION il STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
$996-1998 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FOUR OF FOUR

Applicant's Statement Regarding Child Support -
Title 15 § 785 requires that the following statement be completed by anyone applving for a license, cartification or registration to
practice a profession in the state of Vermont.

A professional license or other authotity to condust a trade or busihess may not be issued or renewed unless the person certifies that
he or she is in good standing with respect {o or in full compliance with a plan to pay any and all child support payable under & 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; o liability for any support pavable is being 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 suppor! or agreed to by the parties; or the licensing authority detenmines that
mmmediate payment of support would impose an unreasonable hardship. (15 V.8.A. § 785)

You must check one of the two stataments below regarding child support regardless whather or not you
- have children:

{ hereby certify that | am not subject to any support order or am in good standing with respect to or in full compliance with a
plan to pay any and all child support due under a support order as of the date of this appiication.

or : ’
| hereby cerify that | am NOT in good standing with respect fo child support dues as of the date of this application and |
hereby request that the licensing authorty determine that immediate payment of child support would impose an
unreasonable hardship. Please forward an "Application for Hardship® {o the address below.

Appilicant’'s Statement Regarding Taxes
Tile 32 § 3113 requires that this form must be compieted by anyone applying for a license, certification or registration o prawce a
profession in the state of Vermont. .

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 the Department of Taxes. "Good standing” means that no taxes are due, the tax liability is on
appea!l, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or the licensing authority
determinas that immediate payment of taxes would impose an unreasonable hardship. (32 V.S.A. § 3113)

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

oy i hereby cerfify, under the pains and penalties or pedury, that { am in good standing with respect to or in full compliance
with a plan {o pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty
for perury is fifteen years in prison, a $10,000.00 fine or both).
] or
| hereby certify that | am NOT In good standing with respect 1o taxes due to the State of Vermont as of the date of this
apphication and | hereby request that the licensing authority determine that immediate payment of taxes would impose gn
unreasonable hardship. Please forward an "Application for Hardship™ to the address b

Social Security # * Date of Birth
* The disciosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C. § 403 (c}{2)(C), and
will be used by the Deparment of Taxes and the Department of Employment and Training in the adm;mstratlen of Vermont tax laws,
to identify individuals affected by such laws, and by the Office of Child Support,

. ‘Statsiment uf Applicant .
t further cerfify that ali the information contained in this renewal application {ncluding all pages and attachments) is true and accurate
to the best of my knowledge. Fallure to provide truthful and accurate lnfofmation may constifute grounds for denial of license renewal

or disciplinary action. ﬂ-;z “
Dy T AN T — W B e
Signature of Applicant X\ - co \21 e - - Date T B
! 3
4 ™, :
Return the completed form ln;! foe.to: Vermont Board of Medicsl Fractice
{Return envslope enciosad) } 109 State Street | '

Questions?: (802) 828.267 ; ' Montpelier, Verifiont 05608-1106
uestions?: (B - ) b

importani: Plesse be sure to write your certification number on your check. Check for the correct speliing of yeur name snd
proper address on the page cne jabel. Print eny changes in the adjoining space. Sign and date the applicetion. Enclosze the
corract fea of $55° in chock or monsy order payable io the Varmont Board of Medical Practice. {Medical Board Renewal Fee
$50 + Office of Professional Regulation (OPR) Fee: $5.00 = $55, OPR's $5.00 of the renewsl fee ropresents an assesement
for the Fee Limiting Subfund,) '

“Mote: Physician’s Assistants 80 years of age or oider are exempt from paymoent of a renewal fes; howsver the Physician's

Assistant certification renewal application must be complsted and submitted. -
. &
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National Commission on Certification of Physician Assistants, Inc.

IF ANY INFORMATION ON THIS VERIFICATION IS INCORRECT, PLEASE CONTACT NCCFA.

] - NATIONAL ggmmss:on
CERTIFICATION OF PHYSICIAN ASSISTANTS, INC.
CRU
,\% SR S T
[ . ] AMY S.° BORGMAN
has met the requirements for certification'and is entitled
830420 & o use the designations 777
AMY S BORGMAN PHYSICIAN ASSISTANT.CERTIFIED and PA-C
l _J Certificate No.: e; 8 830420 # ! (: .
' Expiration Date: f@o«s/ozﬁw s

%ﬁ‘? )

_ K Biecutive Vice President
: Ry e *# " and Managing Director
. This card is for identification purpofés ohlly and does not constitute proof
] of certification. For verification, please contact NCCPA



Phyzician’s Assistent Renewal 1996-1998

‘Please review the list of Primary and Secondary Supervisors below.

If these do not correspond with vour records,

please contact Debbie

Morehouse, Administrative Assistant, at the Board Office (802)

B28-2422.

Amy S, Borgmarn, FPA-C
550030098

Emplover: Flanned Parenthood of Northerrn Mew Ergland

23 Manmstfield Avenus
Burlington, Vermont ns401
Mordk Sites:

Q0 MNashinglton Street, Barre, Verirmont 05461
41 South Mzin Streelt, Randolph, Vermont O5080

Frimary Supervisor: Judith Tyson, M.D.

Secondary Supetrvisor: Chervyl Gibzon, M.D.



" PRIMARY SUPERVISING PHYSICIAN APPLICATION

submit in typewritten form. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full Gibson Cheryl
{Last) {First) {Middle) {Farmat)

Mailing Address Women's Cholce Q(ynecologic Associates

(Street) (City)
23 Mangfield Ave, Burlington, VT 08407 263-4001
(State) (Zip Code) (Phone)
Office Address same_as_above
(Street) (City)
(State) (Zip Code) (Phone)
Vermont License # __42-0007465 Number of years you have been practicing Medicine: 11
1QSPITAL(S) NAME WHERE YOU HAVE PRIVILEGES: HOSPITAL(S) LOCATION SPECIALTY
FPletcher Alien Health Care Burlington, YT OR/GYN

LIST ALL PHYSICIAN'S ASSISTANTS NAMES AND ADDRESSES YOU CURRENTLY SUPERVISE:
- Secondary Supervising Physician for:
Amy Bargman, August Burns, Sue Burton, Joanne Guit. Hanna Hauser,

Cafe Nichols, Belle Travers, Mary Wallmyn, Judy Wechsler

/hat arrangments have you made for supervision when you are not available or out of iown: pPUNT ' s medical

ok} rector, Judy f?yc‘.r\h MO ia.also a 'P'gﬂ"nm;:‘by anmmr-‘xqing Dhyq"lhinn for PPNNElg

Physician Assistants. In the event we are both unavailable, an acting Medical
Director is appointed to supervise PPNNE Physician Assistants.
CERTIFICATE OF SUPERVISING PHYSICIAN
hereby certify that, in accordance with 26 VSA, Chapter 31, I'shall be legally responsible for all medical activities
£ Amy Borgman ,P.A. while undermy supervision. Ifurthercertify thatthe protocol outlining
1e scope of practice, attached to this application, does not exceed the normal limits of my practice. I further certify

1at a notice will be posted that a physician's assistant is used, in accordancZ/ith 26NSA, chapter 31 section 1741.

1-17~96 %‘7{«'@)

{Date) (Signature of Applicant)

Vermont Secretary of State's Cffice, Board Of Medical Practice, Pavilion Office Building
. Montpelier Vermont 05602 Telephone - (802)828-2363



VERMONT BOARD OF MEDICAL PRACTICE
108 STATE STREET "
MONTPELIER, VT 05609-1106 ..
(802) 828-2673

| SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. incomplete applications will be retumed. Aftach sdditiona! sheets as needed.

Name in full Smith Susan
(Last) (First) (Middle) (Last)
Mailing Address_~ Women's Choice Gynecologic Associates
- {Street) . {City)
23 Mansiield Ave. Burlington. VT 05401  863-900]
(State) {Zip Code) : (Phone)
Office Address same as above
. (Streety - (City)
(State) {£ip Code) {(Phone)

Vermont License #: 270005990 Number of years you have been practicing Medicine;__ 19

HOSPITAL(S) NAME WHERE YOU HAVE PRIVILEGES HOSPITAL({S) LOCATION SPECIALTY

pletcher Allen Heglth Care Burlingtnn. YT OR/GYN

LIST ALL PHYSICIAN'S ASSISTANTS NAMES AND ADDRESSES YOU CURRENTLY SUPERVISE:

NONE ' .

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN
| hereby certify that, in accordance with 26 VSA, Chapter 31, [ shall be legally responsible for afl medical activities
of Amy Borgman , P.A. only when the supervising physician is unavailable and only when consulted
by the aforesaid Physician's Assistant. | further certify that the protocol outlining the scope of practice, stiached o
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 hes been posted.

7
1-17-96 m@k 1}%&@{\4 U@

(Date} (Signature of Secondary Supervising Physician)




Planned Parenthood

of Northern New England

The Family Planning Practitioner may:

Al

H.

Provide information and counseling on: family

Standing Orders for

Nurse Practitioners & Physician Assistants

Date Effective: January 1995

planning methods; sterilization: pregnancy; adoption; abortion;

common gynecological problems; sexually transmitted diseases: sexual assault; male reproductive health;

infertility; matemity care: midlife health:

well child care; general preventive health care,

1} Orcer and dispense hormonal contraceptives and HRT in accordance with the PPNNE Medical Protocol.
2) Manage routine hormonal contraceptive and HRT problems.

3) Order special laboratory tests needed to prescribe hormonal contraceptives and HRT.

1} Ingsert and remove the Norplant contraceptive system in accordance with the PPNNE Medical Protocol,
2} Manage routine Norplant problems.

1} inject Medroxyprogesterone acetate {Depo-prevera) in accordance with PPNNE Medical Protocol.

2) Manage routine DMPA problems.

1} insert and remove IUD's in accordance with the PPNNE Medical Protocol.

2} Manage routine IUD problems.

3) Order X-rays and sonograms for [UD localization,

1) Fit and check diaphragms and cervical caps in accordance with the PPNNE Medical Protocol.

21 Manage diaphragm and cervical cap problems. -

1} Order and dispense condoms and vaginal spermicides in accordance with the PPNNE Medical Protocol,
2} Manage condom and spermicide problems.

Counsel and provide continuing evaluation and support of the natural methods of birth control: BET, sympto-

thermal, cervical mucus and calendar.

Evaluate patient history, perform elermentary physical examination and pelvic examination, order and evaluate
laboratory and other tests as indicated and administer immunizations and other medications in accordance with

the PPNNE Medical Protocol.

Administer parenteral medications in accordance with the PPNNE Medical Protocol. These medications

specifically are:

Atropine

Cefoxitin

Ceftriaxone

Diphenhydramine (Benadryl)
Diptheria, Tetanus vaccine

Diphtheria, Tetanus, Pertussis vaceine
Epinephrine

Gentarnicin

Hepatitis B vaccine

Influenza vaccine

Lidocaine

Measles, Mumps, Rubella vaccine
Medroxyprogesterone acetate {Depo-provera)
Methylergonovine maleate (Methergine)
Penicillin

Pitocin

Pnieumococcus vaceine
Progesterone

Rh immune globulin
Spectinomycin
Streptomycin

Tigan

Tuberculin skin test
Vancomycin

The following parenteral medications may be administered
under physician orders:

Diazepam (Valium)

Phenobarbital

Othker Emergency Drugs

Order and dispense the following oral medications in accordance with PPNNE Medical Protocol:

Acetaminophen (Tylenol)
Acyclovir (Zovirax)
Amoxicillin

Ampicillin

ASAL

Azithromycin

Cefidme

Ciprofloxacin
Clindamycin

Mefenamic acid (Ponstel}
Methylergonovine maleate (Methergine)
Metronidazele (Flagyl)

Naproxen sodium (Anaprox)

Nicorette gum

Nordette {for MAP only)

Norfloxacin

Nystatin

M v 2 am



Conjugated estrogens (Premaring Ovral (for MAP only)

Biphenhydramine (Benadryl) Probenecid
Doxyceycline Pyridium
Erythromycin Pyridoxine (Vitamin B8)
Estradiol (Estrace) Sulfizoxazole {Gantrisin)
Fenoprofen {Nalfon} Tetracycline
Ferrous Fumarate ) Trimethoprim-sulfamethoxazole
Ferrous Gluconate (Bactrim, Septra)
Ferrous Sulfate Trivalent oral polio virus (TOPV)
Fluconazole
Ibuprofen (Motrin, Nuprin, Advil) And, all oral contraceptives currently stocked by PPNNE.
Ipecac syrup
Ketoconazole The following cral medications may be administered under
Ketorolac physician orders:
Macrodantin Diazepam (Valium)
Medroxyprogesterone acetate {Depo-provera) Oxazepam {Serax)
L. Order, dispense and use the following topical medications in accordance with the PPNNE Medical Protocol:
Acigel Lasgol's Solution
Acyclovir cream {Zovirax) Metronidazole vaginal gel {(MetroGel)
Ammonia inhalant Miconazote cream, suppositories (Monistat)
Detadine vaginal preparations Monsell's solution (Ferric subsulifate)
Butoconazole nifrate cream 2% Nicotine patches
{(Femstat) Nystatin suppositories, tablets
Ciindamycin vaginal cream ' Permethrin (Elimite 5%)
Clotrimazole cream, suppositories Podophyllin {various formulations)
{Myeelex, Gyne-Lotrimin) Synthetic pyrethrins (A-200, RID)
Condylox topical sotution Terconazole vaginal creams, suppositeries {Terazol)
Conjugated Estrogen Cream Transdermal Nicotine Systems
Crotamiton cream/lotion (Eurax) Trichloroacetic acid
Dienestrol Cream Trimethobenzamide (Tigan) Suppositories
Estradiol Cream Triple Sulfa creams, suppositories {Sultrin)
Estrogen patches Kylocaine gel, ointment

Gentian violet

M. Diagnose and order or dispense treatment for conditions covered in the PPNNE Medical Protocol as indicated in
the protocol.

N. Perform pregnancy diagnosis as per the PPNNE Medical Protocol. Order serum HCG pregnancy test, titers and
$OTIOgrams.
Q. Provide services to patients in the maternity care, abertion, vasectomy, cervical dysplasia, infertility, male

services, well child and midlife programs as per the PPNNE Medical Protocol and Medical Protocol Supplements.

P. Provide routine gynecologic and general preventive health care as per the PPNNE Medical Protocol. Manage and
follow-up routine and problem patients in accordarnce with the PPNNE Medica! Protacol.

Q. Perform venipuncture; start and maintain LY. 's.

R. 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.

The Family Planning Practitiener must;

A Adhere to the PPNNE Medical Protocol,

B. Obtain physician consultation in all non-routine clinical matters.

C. Follow-up and report all complications and all petential medico-legal incidents to the Medical Director.
[ agree to practice under the above standing orders

o~ %2_\,3\/7(—«\“ Pl (Loegty TL& m Clan /tf@

Signat}u re \ f N Date Collaboratini ﬁ‘hysician:

{ Judith Tyson, M.D., Medical Director, PPNNE
PPNNE - Form 44 12/95 vb



Ui 4 Hsuo dplda RFOULOFOLULL

Planﬁed

CENTRAL QFFICE th @
51 Taleots foad, 1 Parenthoo 02 - 8767232
Willistor, VT 053493 of Northem New England EAX 807 » 78-8001

SERVING MAINE, NEW HAMPSHIRE & VERMONT

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

Planned Parenthood of Northern New England’s Scope of Practice for Physician’s
Agsistants consists of several documents:

1 PPNNE Standing Orders: Each P.A. practitioner annually 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.

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

3) 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.

4) Additional information about PPNNFE’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 fourteen outpatient health centers in Vermont. Under
the supervision of PPNNE’s Medical Director and Associate 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 individuals
ability to pay. Qur 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.

In 1994, we provided health care services to 19,646 patients in Vermont.
While the majority of our clients are between the ages of 20 and 34, 156% of
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our patients are teenagers, and 13% are over 35 years old. In addition,
many of our clients are economically disadvantaged. In 1994, 56% of our
Vermont patients had incomes less than 150% of federal poverty guidelines.

As specified in Section I, page 14 of the PPNNE Medical Protocol, each
clinic site is required te inform patients how to obtain care in the event of
an emergency. Sites providing surgical services must also document a plan
for handling emergencies ocecurring in the clinic as well as the medical back-
up arrangements with a physician or hospital.

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

Physician’s Assistant:

ﬂ' al D
edjc irector:

Y ] A . f d
if/-m /L\}%dﬂ/\ /VL% Date: )/2“'471/9&)
Associat cal Divector: :

Z/I\M A Date: //2 3/ qxc'
Susan Wﬁecondaw Supervising Physician):
Datae: /aﬁc ﬁ({




Planned

CENTRAL OFFICE h d

®
51 Talcott Road, #1 Parent OO 802 .878-7232
Williszon, VT 05405 of Northem New England FAX 802 « 878-80C1

SERVING MAINE, NEW HAMPSHIRE & VERMONT

MEDICAL OVERSIGHT AT PPNNE

Physician Oversight

All PPNNE practitioners undergo a thorough orientation to PPNNE and our medical
protocol and are approved by the Medical Director before functioning in an
independent capacity. As part of a new practitioner’s orientation, a "Practitioner
Skills Assessment” checklist is completed. If further training in any expected area of
competence is needed, this is arranged.

The Medical Director and Associate Medical Director provide oversight and
supervision through on-site visits and consultations, telephone consultations, and
quarterly in-services. They are available for telephone back-up on a 24-hour basis. In
addition, the Medical Director works with the Affiliate Medical Committee, the
Medical Management Team and the Director of Quality Assurance to develop and
review protocols and audits and to 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 and approved by our Medical
Committee. Practitioners attend quarterly continuing education in-service for medical
training and discussion of protocol questions and other practice concerns.

We also have on staff a full-time Associate Medical Director, who is also a board
certified OB/GYN. She is also available for consultation on a daily basis and to serve
as Acting Medical Director when the Medical Director is on vacation or out of town.
Both the Medical Director and Associate Medical Director visit sites on a regular
basis for chart review and evaluation of patients with problems. In addition, we also
have community physicians who are available to our staff for consultation, telephone
back-up and periodic review of charts.

Affiliate Medical Committee

The Affiliate Medical Committee, comprised of physicians and allied health providers
from Maine, New Hampshire, and Vermont, meets two times per year, and is
charged with assuring that the medical protocol under which PPNNE operates meets
community standards and is in compliance with Planned Parenthood Federation of
America (PPFA) national standards and guidelines. It is responsible for approving the
protocols for any new medical service PPNNE undertakes, and for reviewing and
recommending PPNNE’s participation in any research project.



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 health
care, the National Medical Committee establishes standards and guidelines that all
Planned Parenthood 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 protocol after consultation with our own Medical
Committee as needed.

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 Quality Assurance

The Director of Quality Assurance develops, oversees and conducts on-going audits
of our medical programs.

1. Quality Assurance Site Audit

The Director of Quality Assurance conducts an annual on-site evaluation of
each clinic. This 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 audit topics are selected by the Director of Quality Assurance in
close consultation with the Medical Management Team. Some examples of
audit topic 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.

Results 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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SECTION IV

- To be completed only by physician's assistants practicing in Vermont.

Tﬁe combined PA ceriification renewal application and survey form in your hands represents & eollaborative
effort between the Vermont Board of Medical Practice and the Vermont Depariment of Health to address the
dalafinformation needs of both (and others) in as efficient way as possible.

The Vermont Department of Health is seeking certain information from this survey fo assess the distribution of
provider resources in order {o identify shortage aveas. The data will also be used in developing the primary care
section of the Health Resources Management Plan promulgated by the Vermont Health Care Authority, input to
Section IV has been solicited and obtained from the Vermont Health Care Authority, the Vermont Medical
Society, the Vermont Hospilal Assoclation and the Primary Care Access Committee, among others. A Provider
Registry, bullt from Sections | and 1V is maintained in the Center for Public Health Statistics, Vermont
Department of Health, with financia! support from the Primary Care Cooperative Agreement and the Rural Hezlth
Programs, Vermont Department of Health. For additional information on survey uses call 1-802-863-7300.

Please fry fo fill in the survey as best as possible.

‘Thank you for your careful cooperation in this impoitant 2ffort.

Page 1



VERMONT DEPARTMENT OF HEALTH SURVEY - D
. . SECTION IV CONTINUED |
{8). WORK SITE: NUMBER ONE R | )
lame of Practice(s): VP RoRY o .
street Address: 0w Ao e gy S ' J :
fown:. Sheni. U1 0L L _ ZipCoder
3 ycu: practice at this site affiliaed wnh an TPA HMO? ___Yes - __No . .
s your practicé at this site affilisted with G wpfStaﬁ BMO? —tes _No,
)oyouengagcmtcachinguth\sm? .No_____ e T
Myou engage in research at tb.as nic? Mg IS LT -l
is Wmna!mmcﬁom&ummwnmmdm(dﬂ&asmyuapply}
\fé _Feefor mwe . Capitation. . __Costbased ___ Other (please speafy)
'Ibceodatobensadfnﬂhe%ﬂ!@SEﬁINGmlumnmsfnﬂm i}

1 Solo Practice s 7 Hospital Owoed/Operated Office Practice

2 Group Practice: Single Specialty -1 & Hospital Emergency Room

3 Group Practice: Muld-Specialty | 9 Hospital Outpatient Clinic

4 FQHC/RHC Community Health Center | 10 Hospital Inpatient

" 1 § School or College Health Center - | 11 Extended Care Fadlity
6 Business or Worksite - . - § 12 Onher Specify

Please complete one full line for each SPEMWMYOUM&&% nte..

SPECIALTY(ES) ’ Do you plw ‘ .
Wi Wi

AT THIS STIE Avenagebouriper o o eontine fhe . meunt:mptm ucwz::dii;? mg{“;’?-
{Plense me week engaged In (e practice of Gils paticnts in this o b s s i fhis -
eodals) from the DIRECT PATIENT . m&hFl:mc”:)d gpecialty for the  § Epecialty? p‘mm mlﬁ
st o speclalry CARE | pexdt 12 monthe? § YES ox HO ‘ P "

) : YES or HO YES ® NO TES e NO
Ho | e i3 = e 1 e NI AT

Check the types o!’pnmaqmxemmtbﬂmp&rfmnmmm&emmgehompawwkofpaummmifﬂw
sexvice is not practiced as a specialty; |

| servies e By |
, | General pediatric medical care 1.
: ! Geverst sdotescent medfeatl Gore . 4 1 -
| _ General adult medical eare S

_gmamcmedic:lm
Ge.naalgynwological medical care . E?‘? S
General obstetric meieal eare ST RO

6

. 'Pageﬁ'-



vmmom DEPARTMENT OF HEALTH SURVEY - -

S ss;cxmn wcommm) )
?(‘b) WORK STTE: NUMBER ‘rwo ‘
Name or Practice(s): SATDES
Street Address: LIy % baA Ly ay ‘
Town' NN SN 7 _g.pCodc_ M g

iIs your practice at this site affiliated with 3 IPA H‘MO?

Es your practice at this site affiliated with & GmupfS!aﬂ‘ ,EMO?
Do you engage in teaching at this site?

Do you cngage in rescarch at &m sxte?

/n pcrscnz[

o
Yes

YINe ¢

Y&

e R T T
Yu .___‘t. LA .

3

mwms&om&nmsﬂebmcdm(&ed:smmyaswm :

o Fee for seavice . Capitation —Lost based e Ot2ET (p!me specify)
) - mmm&wﬁ&mm&mﬁwlmmasfoﬂm
1 Solo Practice . K Hospital Owned/Operated Ofﬁce Practice
. 2_Group Practice: Single Speciatty 8 Hospital Emergeicy Room * .
3 Group Practioe: Mult-Specihty . 9 Hospita! Outpsticnt Clinie  *
4_FQHC/RHC Community Health Center | 10 Hospital Inpatieat
5 Schoo! or College Health Center. - 11 Extended Care Facility
h 6 Business or Worksite . 12 OtherSpeufy
Plaascwmplmonchﬂhmformcﬁ%ﬂtﬁﬂ?@ﬂmn&sm .
T | o | iy | S | wn i | W | Sty
cime | Buifien | e | Dot (R | Dl prics s
mj’wﬂ“"’ CARE - Yo mstis? | VES@rNO YES e NO YES o NO
AT Rt 2 - L R g T el ‘o

&xkthetypesofpnmymmmﬂmyw
mmunmpmcuoeduaspecﬂqr

-

k]

pufmaz&‘isﬁt&mdw'gvmgehomwwﬂnfpﬁmm‘wimifﬂn

Bervice R 1 Hours
Gesersl pedisiic modicaleare  § - -
Geners! adolescent medical Care =
Geaeral sdult medical eare
Gevera) geriatic medical eare |
| Geveral gynecslogical medical care. .| (.

: ?&geé



VERMONT ngpmnmm OF HEALTH smzm | | L

. o szmoxq v com '
7(c). WORK SITE: NUMBER THREE

Name of Practice(s):
Street Address: ] - ) - ; ;
Town: N ' i . Zip Code:
tsyomprawcmmsmamhmdmmmm.mm Yes _:No - . . .
Is your practice a1 this site affiliated with 2 Group/Staff HMO? —ves  __ No. ot

Doymmgagemteac&ungmm,nw? S (- DL ——3 - R ,
Doywengagcmmrdammsm? e TTNa M. . SR N

Isympemnaimwmeﬁamzhmmoembasedm(cbeckumnysspply)' |
w—tlEy . Fee for service —Capitation __ Cost based Odmr(pmspec:fy)

nem:obemm'mménmmseammsmM
1 Solo Practice N 7 Hospital Owned/Operated Office Practice
2 Group Practice: Single Specialty 8 Hospital Bmergency Room
3 Group Practice Multi-Specialty - 9 Hospital Outpatient Clinic
4 FQHC/RHC Community Health Center | 0 Hospita! Inpatient N
5 School or College Health Center - 11 Extended Care Facility
6 Business or Worksite |12 Other: Specify

ﬂme complete one full line for each SPECIALTY that YOU praciice at this ite,

SPECIALTY(ES) : Do you plan y .

AT THIS STTE Average hours per $ conttome e Will you sccep wow |l yo F I i
. Practice Sctttng . Bew Medicald few Medicare

{Plense use wesk engaged i \ J practice of s paticuts in this o S ey

{use eodes prowided  f. Paticrts {n this patlers fn this

Cude(s) from the DIRECT PATIENT bove e thi 3 spedisity for the specialty? .. o

kst of gpecialty CARE page ucx 12 monthe? § YES or NO ’ YESIS:“;gNiO YESE«NO

eudes) . . - YESer NO . ) . :

meckthetypaofpnmaqam scmcsthﬁyou pa‘form uﬁmn&mdmavmgebmpawe&afpaﬁmtmmiftbc
mxcexsnotpractwedasaqmalty' -

+ .
IS

Service® o 1§ Hours
Geseral pediatric medical care '
Geoeral adolescent medical C‘lre
Geoeral sdult medical care. ™ -
Geperal geriatiic medical care
General gvoecological tmdicai oare
Geserel obstetric medical eare

2]

PageS .
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VERMONT DEPARTMENT OF HEALTH SURVEY |

S : ) , SECTION IV CONTINUED
I{d). WORK SITE: NUMBER FOUR S -
Jame of Practice(s):
Sreet Address: L
Town: Zip Code:

Is your practice 2t this site affilisted with sn IPAHMO? ___Yes  __ No

kyonrpmmxccmthxssztcafﬁhamdmthaGmupfShﬂWO? _Yes No |
Do you engage in teaching at this site? ___Yes | e No. -_‘; - . S
Doymmgagemrmrdxuthmaw? ’Yes - No TR e T
L T * « = -
kyompmonﬂmwm:&nm&mmwmbasedm(&e&asmmyasm)' )
—Salary Fecfarscrm Cupitation 08 Based Odnr(plasespecdy)
Thecod&stobenwifortbePRACHQSchdmmasfoﬁm
- 1 Solo Practice

% Hospital OWM&W Oﬁcc Practice

2 Group Practice: Single Specialty 8 Hospital Emgwcy Room

3 Group Practice: Multi-Specialty 9 Hospital Outpatient Clinic

4 FQHC/RHC Community Health Center | 10 Hospital Inpatient

- 5 School or College Health Center , { 11 Extended Care Facility

{ & Business or Worksite - - 12 Other] Specify

Please eomplete one full line for each SPECIALTY that YOU practice st this shie. .
SPECIALTY(QES) | , , Do you plan 10 . .

AT THIS STTE - Average bours per - Practice Seitt coxvtione the Will you scoept pew Emﬁ :’g%ﬁ
(Fleate wse week engsged in (use codes practioe of this palicms i thds Sents b ghis oS fn this
wodels) fom the | DIRECT PATIENT - m‘“’m'm) { specislty for the | spoctaley? pancnts patents

fist 'of specialty CARE sbave wext 12 months? | YES & NO speclalty? specialty?

P - . M . . ‘-_J
O _,

(heck the types ofpnmarymmmﬂmyonpafamat&snm.mdmewmgebmpawukofpanmmwm;fm

service is not practiced as a specialty: |

.

R | ‘ | Genenal pediatic medical care
' General adolescent medical Care -
General adult medical care ‘ -
Geperal geriatric maﬁicﬂ care - A
General gvonecslogical Mcé.! care -

General obstenric medicaleare | -

Hom's

Page &
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1102
1163
1104
08

1201
1304

689
602

SPECIALTY CODES
{To bc used with Section I, #17,19 and Section IV #7a-7d )

ALLERGY & IMMUNOLUGY
CLIHICAL & LABORATORY IeSSMOLOGY

ANESTHESIOLOGY
ERITICAL CARE WEDICIME
PAIN MANAGEHENT

TOLOM & RECTAL SURGERY

DERMATOLOGY
DERMATOPATHOLOGY
CLIKICAL & LABDRATORY
DERKATOLOGICAL IMMUNOLOGY

EMERGERCY MEDICINE
MEDICAL TOXICOLOGY
PEDIATRIC EMERGEKRLY MEDICINE
$PURTS MEDICIKE

FAXILY PRACTICE
GERIATRIC MEDICINE
EPORTS MEDICIME

INTERNAL MEDICINE
ADOLESCENT MEDICINE
CARDIAC ELECTROPHYSIOLOGY
CARDIOVASCULAR DISEASE
CRITICAL CARE MEDJCINE
CLIKICAL & LABORATORY IMMUNDLOSY
ENDOCRINDLOGY DIABETES & METABOLISH
GASTROENTEROLOGY
GERIATRIC MEDICINE
HEMATOLOGY
INFECTIOUS DISEASE
MEDICAL ONCOLDGY
NEPHROLOGY
PULMONARY DISEASE
RHEUMATOLOGY
SPORTS MEDICINE

HEDICAL GEWETICS
CLINICAL BIOCHEMILAL GEWETICS
CLINTCAL BIDCHEMICAL/MOLECULAR GENETICS
CLIKICAL CYTOGEWETICS
ELINICAL GEKETICS (M.D.}
CLINICAL MOLECULAR GEMETICE

NEUROLDGICAL BURGERY
ERITICAL CARE MEDICINE

HUCLEAR MEDICIWE

CBSTETRICS & GYNECOLOGY
CRITICAL CARE MEDICIME
GYNECOLOGIC DHCOLOGY
MATERNAL & FETAL MEDICINE
REPRODUCTIVE ENDOCRINOLOGY

CPHTHALMOLOGY ’

DRTHOPAEDIL SURGERY
HAND SURGERY

OTOLARYREOLOTY

DTOLOGY FHEURDTOLDGY
PEDIATRIC OTOLARVHGOLOGY

CODES CONTINUED
ON BACK

1501
1502
1303
1504
1505
506
1507
1508
1500
1510
1511
1512
1513

- 1601

1602
1603
1604
1605
1606
1607
1608
1609
1610
1611
1612
1613
1614
$615
1614

o

1801
1802

190
1902
1903
1904

1908

2101
202
2103
2104
2103
2106
b ylirg

PATHOLOGY BOARD MAME - MOT A SPECIALTY)

ARATOMIC & CLINICAL PATHOLOGY

. ANATOMIC PATHOLOGY

- CLINICAL PATHOLOGY
BLOCD BANKING/TRANSFUSION MEDICINE
CHEKICAL PATHOLOGY
CYTOPATHOLOGY
DERMATOPATHOLDGY

© FORENSIC PATHOLOGY
HEMATOLOGY
THHUNOPATHOLDGY
MEDICAL MICROBIOLOGY
NEUROPATHOLOGY
PEDIATRIC PATHOLOGY

PEDIATRILE
ADDLESCENT MEDICINE
CLINICAL & LABDRATORY IMMUNOLOGY
MEDICAL TOXILOLOGY
HEOMATAL-PERINATAL MEDICINE
PEDIATRIC CARDIOLOGY
PEDIATRIC CRITICAL CARE MEDICINE
PEDIATRIC EMERGENCY MEDICIME
PEDIATRIC EHDOCRIROLOGY
PEDIATRIC GASTROENTERDLOGY
PEDIATRIC HEMATOLOGY-DNCOLDGY
PEDIATRIC INFECTIOUS DISEASE
PEDIATRIC NEPHROLODGY
PEDIATRIC PULMONOLOGY
PEDIATRIC RHEUMATOLOGY
PEDIATRIC SPORTS HEDIDINE

PHYSICAL MEDICINE & REMABILITATION

PLASTIC SURGERY
HAND BURGERY

PREVENTIVE MEDICINE
AERDSPACE MEDICINE
DCCUPATIONAL MEDICINE
PUBLIC NEALTH & GENERAL PREVENTIVE
MEDICAL TOXICOLOGY
UNDERSEAS MEDICINE

PEVCHIATRY & MEUROLOGY (BDARD NAME - BOT A
SPECIALYY)
PEYCHIATRY
WEUROLOGY
HEUROLOGY W/ SPECIAL QUALTFICATIONS 1N
EHILD NELROLOGY
ADDICTION PSYCHIATRY
EHILD & ADDLESCENT PEYCHIATRY
FOREMSIC PEYCHIATRY
GERIATRIC PSYCHIATRY
CLINICAL WEURDPHYSIOLDGY

RADIDLOGY
DIAGHOSTIC RADIOLOGY
RADEATION OMCOLOGY
RADIOLOGICAL PHYBICS
BUCLEAR RADIGLOGY
PEDIATRIC RADIOLOGY
VASCULAR & IWTERVENTIONAL WADICEOGY

EURGERY
SURCERY OF THE WAND
PEDIATRIC BURGERY
BURGICAL CRITICAL CARE
BENERAL VASCULAR ELRGERY

THORAEIE BURGERY
LROLOGY



. SPECIALTY CODES - CONTINUED
{ To be used with Section 1, #17, 19 and Section IV #7a-7d )

&00% ABDDMINAL SURGERY
&002 ACUPUNCTURE

4003 ADDICTION MEDICINE .
4004 ADULT RECONSTRUCTIVE ORTHOPEDICS -
&005 ALLERGY

4006 CARDIOVASCULAR SURGERY

4007 ELINICAL PHARMACOLOGY

4008 DIABETES

&009 FACIAL PLASTIC SURGERY

£010 GENERAL PRACTICE

&011 GYNECOLOGY .

4012 HEAD & WECK BURGERY

4013 HEPATOLOGY

4074 HOMEGPATHIC MEDECINE

015 THMUNOLOGY

&B16 LEGAL MEDICIWE

£017 BUSCULOSKELETAL ONCOLOGY

4018 HEURDRAD 1OLOGY

&01% HUTRITION

020 DBSTETRIES .
4021 ORAL & MAXILLOFACIAL SURGERY

&022 DRTHOPEDIC SURGERY OF THE BSPIHE .

4023 ORTHOPEDIC TRALMA

4024 PAIN MEDICIHE

4025 PEDIATRIC ALLERGY

4026 PEDIATRIC OPHTHALHOLOGY

&027 PEDIATRIC ORTHOPEDILS

4028 PEDIATRIC SURGERY (MEURDLOGY)

4029 PEDIATRIC URDLOGY

&030 PSYCHOARALYSIS

4031 RADIDISOTOPIC PATHOLDGY

4032 SPORTS MEDICIKE (ORTHOPEDIC BURGERY)

&033 TRAUMATIC SURGERY

999 OYHER ~ PLEASE SPECIFY IN ALL PLACES WHERE

THIS CODE 15 USED

CODES CONTTS\” UED
ON FRONT



(s). WORK SITE: NUMBER ONE

dame of Practice(s): ﬂ’%’/ﬁf
street Address: o4 f?}ﬂw’&'«%"w&ﬁ% ﬁ&’ﬁ

VERMONT DEPARTMENT OF HEALTH SURVEY |

. SECTION IV CONTINUED

town:__ v fLiig 740

W

3 yom' practice at this site affiliated thh an IPA HMO?
s your practice st this site affiliated m:h 2 Grnupfsmﬂ HMO? Y
Doywmgagcmteadﬁngmthum? .o
Dnyou engage in research azatus sxic?

vy F HNo
LNo .

Yu -

Yes

TR e LT

sy pemnﬂmwmﬁom&wmmmambmdm(&e&amyslppm

Salary

Feefotwywe

&pmﬁm

. Cost based - O&a@mw}

Zip Code: _&f 7o 7

%emwkwm&mmmmGodmmufoﬂm

1 Solo Practice

7 Hospital Owoed/Operated Office Practice

2 Group Practice: Single Specialty

-8 Hoq:im!'Emu"g;edcy Room

3 Group Practice: Multi-Specialty

$ Hospital Outpatient Clinic

4 FQHORHC Community Health Center

10 Hospitl Inpatient

5 School or College Health Center -

11 Extended Care Facility

§ Business or Worksite

n MT‘?&"'

Please complete oacﬁﬂihncforadlSPEClALTY&mYOUpmaiﬂma&

SPECIALTY(ES) Do you pim : :
AT THIS STIE Aversge boure per Practics St cotime e - Wi yoo aoop Bew :Ei:&ﬁ Eﬁm
{Piease oo week cogaged In (use codes practice of this palicmss fn i -—E-EE el
eodcls) fom e | DIRECTPATIENT | & o w"‘w'“"‘; speciaby forthe | specialey? paticats paticats
Hixofspeciaky | CARE P | gt 12 monte? | YES o NO 2 b sk
eodes) YES or NO x ki
éf Q'Fg i}wr E‘QI ‘}i{é? uf.éfm \@l’ﬂﬁb “7{?@)

Gae&:hetypesofpmaxymmwthnywpufmu&ummd&wmgchmp&wm&nfpauemmemifﬂn '
service is not practiced as & specialty: . 4 '

Service Hours
e

General pediavic medical care

Qwa‘alado!acwtmﬁm!g_ge A o
Gcaaa.!a&ukmaﬁu!m ' )

Gcn-a"g]_gﬂ"lamc mdic:a! care

Ge.ue:ra! mecolomm} medical gare

General ghstetric medieal eare

: "ﬁgﬁ_,

-

o

R S
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VERMONT DEPA?!TMENT OF HEALTH SURVEY

SECTION IV

- To be completed only by physician’s assistants practicing in Vermont.

Tﬁe combined PA certification renewa! application and survey form in your hands represents a collaborative
effort between the Vermont Board of Medical Practice and the Vermont Department of Mealth to address the
datafinformation needs of both (and others) in as efficient way as possible.

The Vermont Depariment of Health is seeking certain information from this survey to assess the distribution of
provider resources in order fo identify shortage ateas. The data will also be used in developing the primary care
section of the Health Resources Management Plan promuigated by the Vermont Mealth Care Authority, Input to
Section IV has beer solicited and obtained from the Vermont Health Care Authority, the Vermont Medical
Society, the Vermont Hospital Association and the Primary Care Access Committee, among others. A Provider
Registry, built from Sections | and IV is maintained in the Center for Public Health Statistics, Vermont
Department of Heatth, with financial support from the Primary Care Cooperative Agreement and the Rural Health
Programs, Vermont Department of Health. For additional information on survey uses call 1-802.863-7300.

Please try to fill in the survey as best as possible,

Thank you for your careful cooperation in this important effort.

Page 1
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1

nstroctions for completing this portion: Pleass wmp!ac & WORK SI‘IB section for each practice and Jocation whem yon

(Section IV is especially for the needs of health care
*Note: If you are retired or sre

SEC’!‘ION v

covide patient care. For example, if yoar patient care is distributad in the foIlowmg

ITE sections, ope for each combination of practice and site:

VERMONT DEPARTMENT OF HEALTH SURVEY - R

access plannmglphysaam recruitment and reteation eﬁ’orts in Vumont,)
not peacticing xn Va‘munt. do pot nomplctc Section IV,

manmr. ¥you would complete four WORK

Practice Site WORK SITE Section in this form
Moustain Pediatrics - 126 Chemry St, Budington NUMBER ONE

City Hospital Pine St., Budington ‘NUMBER TWO

Mountain Pediatrics Route 116, ‘Hinﬁbu:g e oM THREE - -
Lakeview Pediatrics Route 7, Vergemes NUMBER FOUR

le as detalled as possible. Esﬁma::ifenctﬁgmmmumnaﬁabt&

kmmmdudeﬁ:cmumw&myoum&wmg@wﬂm&

be eodes {0 be used fortheSPEC[ALTleumnmmdwedwwpaxmshm

Page 2 A .‘
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VERMONT DEPARTMENT OF HEALTH SURVEY

, : . SECTION IV CONTINUED

(s). WORK SITE: NUMBER ONE~ ) e

o e
tame of Practicelsy /A0 & ‘
treet Address: I gpian S57 -
fown:, 7’/»; Lo Flaade 7 Zip Code: 02D 5
syourpmcueea!tgunmafﬁlm:dwxmm[?AHMO? Yes - ___No
s your practice st this site affiliated with & GrouplSta!r BMO? —res  _No,
30 you engage in teaching at this site? - Yes 3/ Mo ... . -~ -,
Jnyou mgagcmresmdxath:saie? Ya i No, -..-. .o " e

Wpersomlmcomefmmﬂmpnmmnwbnwdw(dmkumysappty)
Tt for service (hpman e Cost baved - Od:u(plusespaufy)

'IbecodstobcusedfortbePRACHCESE‘IﬂNGco!ummmfunm

1 Sclo Practice 7 Hospital Owned/Operated Office Practics

2 Group Practice: Single Specialty $ Hospital Emergency Room

3 Group Practice: Muld-Specialty 8 Hospital Outpatient Clinic

4 FOHC/RHC Commuuity Health Center | 10 Hospital Inpatient

5 School or College Health Ceater - 11 Extended Care Facility'

6 Business or Worksite - 12 Other: Specify

lemmpld:mﬁmnmforeachSPECL&LTY&mYOUmcﬁeeazﬁmmc.

SPECIALTY(ES) Do you plin ©

verage continn: . Wl you acospt | Wi you mocept

ATTRSSIE | Avengebomper | povcon | e Wil you scaprew | WY A | WU you ot

Plezse we week engzged in practice of iz paticss In s mn—— hvyrwereny

eode(s) fom the | DIRECT PATENT | (XSS povideld | oy frthe | spectaley? puentnGis | pising -

Bstefspecialty | CARE sbove @ &5 P8 | pen 12 moots? | YES RO g"ﬁo g“ﬁo

odez) ' YES or NO =S ESarNO
' £ - Ve rs 1 ves A= 7Z1S

Gmd::hewpesofpnmarymrew:vwsmnympafmmumummdthewmgehmpcweckofpmemmm:fthe

service is pot practiced = & specialty: |

| Service

| General pediatric medical eare 1.
General adolescent meieal Care . 4 } R
Geoeral adult medical care T
Gmualmmcmediulwe
/ Gcnuﬂ__gyuwo!ogncalmcdimlwe : kj _
General obstetric medical care S

- ., - ) X - ”

b1
Houars
—
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE /
1998-2000 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE ONE OF SE

[ hereby apply for the RENEWAL of my CERTIFICATION AS A PHYSICIAN'S ASSISTANT or the per
from 02/01/98 to 01/31/2000. TWO YEAR RENEWAL. FEE: $50. \L,é
al

Enclose a check in the amount of $50. made payable to the Vermont Board of Medic Pf-@%t;ce
: “f'f%
G

*************‘***i‘********#******‘ki*********‘ki‘******!\‘**********‘k******************************************‘k**********

Important:
- Please print legibly or type your answers,
- Answer all questions (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 o "yes" answers in
Section 1L
- Make a copy of this form and all attachments for your own records.
- Do not delegate this important task to an employee, as false statements on this form are grounds
for unprofessional conduct _
Note: Physician’s Assistants 80 years of age or older are exempt from payment of a renewal fee; however the
FPhysician's Assistant certification renewa! application must be completed and submitted.
- Thank you for your cooperation.

SECTIONI

SR

1. Name._ &% g~y thao g pAn) 2. Vermont Certification Number: 55- &0 3 0 0% ¥

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

4. Home Address:

City, State, Zip Code:

5. Office Address: A0 LWASRIOGToA N
(‘“"«.\ . - X
City. State, Zip Code: Worpe., JU 0%a?ie

5. Daytime Telephone Number: Area Code: { ¥ 07 ) S0, ~le 3t

7. Date of Birth: Month; - Day- Year -
8. Place of Birth:____ 9.Sex: ___ Male %male)

10. Certification Examination Taken - Check:
¥ Neora
State Examination-ldentify State:

Other Examination Specify:

11. Basis for Vermont Certification: Apprenticeship Trained

X University Trained



STATE OF VERMONT - BOARD OF MED!CAL PRACTICE
1998-2000 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE TWO OF SEVEN

12. Undergraduate Degree - Circle:e-B-A2%¢ B.S?} A.B. Other Y f Graduation:
gra g @%J r._____ Yearof Graduation:_ } 1 & e
Degree Granting Institution: (veom e L AR ROTe ) LAMIU TR AT N

Location: . A%, e

First Institution {If transfer); Location:
P.A. Diploma or Certificate: Other: Year of Graduation:
School: Location:

13. Do you have hospital privileges in Vermont? Yes >’( No

Name(s) and Location(s) of Hospital(s}:

14, Did you practice in Vermont dusing the past 12 months? >( Yes No

15. Other states where you now hold an active certification or license to practice: __ gt

16. States where you previously were certified or licensed to practice: (8¢, s pot A

17. Specialty: O~ DEA Number: g A

18. Name and office address of current employer:
Name Address

PPrRIPNI T 2% basolCirely Aun

19. Please review the attached list of current Primary and Secondary Supervising Physicians. Is the
information correct? Yes No If no, contact the Board. If no list is attached, nlease fill out the
information below:

Name, specialty and office address of Supervising Physician(s):

Name Specialty Address

Tud vt TB%M Dy C}Bifg‘“iu POURT, S\ ThActeT RA, orcttyiod, T os495
C,\,kmj} U Cedsme, MD bl oann's Clanita, 23 Aanisadh Ave B uﬁ;;:f"
20. Name, specialty and office address of the Secondary Supervising Physician{s): °
Name Speciralty Address

Busnr S D a’bb! G M Lad S '8 C Loten, A3 P“&mgvﬁzﬁé? A, , bure VT

e;gtfai




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1998-2000 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE THREE OF SEVEN

21. Please attach a copy of your current NCCPA ceriificate.

22. Scope of Practice: The Board of Medical Practice requires that you and your primary supervising physician(s)
review the mast current scope of practice (see attached definition) for your practice setting, paying attention to any
additions or deletions in duties and procedures.

Yes

a) Has there been a change in your scope of practice which has not been reviewed by the Board? _O
No

b) Please review, sign and date by PA and PRIMARY SUPERVISING PHYSICIAN your scope of practice. Please
attach a copy of your signed scope of practice.

23. Documentation showing practice as a Physician’s Assistant within the past twelve months: Please provide a
letter frem your Supervising Physician attesting to the fact that you have practiced as a Physician's Assistant within
the past twelve months.

An applicant for certification renewal who has not practiced as a Physician's Assistant for more than twelve months
must submit a satisfactory evaluation by the Supervising Physician prior to renewat,

24. Continuing Medical Education (CME) requirements:

a. NCCPA certified Physician's Assistants: Attach proof of recertification: this will serve as adequate proof of CME
completion.

b. For all others, enclosed please find an explanation of requirements and a logging form. If you have any
guestions, please address them in writing to Board Member Jacqueline R. Goss, PA-C at the Board's address.

25. All Physician’s Assistants are required to have 2 Secondary Supervising Physician for their practice. We have
enclosed a form to be returned to this office if you do not bave a Secondary Supervising Physician on file with our
office.



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1998-2000 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FIVE OF SEVEN

SECTIONII

SECTION Il - “Yes” answers to Questions 1 - 24 requires an explanation on the enclosed Form A. During the past two years:

1.

2

10.

1.

12.

13.

14.

15.

186.

Have you ever applied for and been denied a certification/license to practice as a PA or any healing art? Yeos "/Nq
Have you ever withdrawn an application for a certification/license to practice as a PA or any healing art? Yes V/Eo

Have you ever voluntarily surrendered or resigned a certification/license to practice as a PA or any healing art in liewst
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 (internationat, national, state-or
local)? Yes ¥ No

To your knowledge, are you the subject of an investigation by any other ficensing board as of theMn?

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?
Yas ¥ No

e

Have you ever been dismissed or asked to leave a residency training program{s} before completion? Yes " No

-

Have you ever had staff privileges, employment or appointment in a haspital 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 enrcll in any system whereby a third party pays all or part}afpatient’s
bill? Yes _ ¥ No

Have you ever been notified as a responsible parly of a confirmed guality concern {quality of hospital care provided.to
Medicare patients) by the Peer Review Organization (PRQ) in Vermont or elsewhere? Yes No

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

\\\

Have you ever been turned down for coverage by a malpractice insurance carrier? Yes " No
Has your priviiege to possess, dispense or prescribe controiled substances ever been suspended, revoked, derjlgdfrestricted
or surrendered by any jurisdiction cr federal agency at any time? Yes_ " No

While Intoxicated - is NOT a minor offense)? Yes

Have you, at any time, been a defendant in any criminal preceeding other than minor traffic offenses (Note: DV}‘.:I/—J;}riving
No

To your knowledge, are you the subject of an investigation for a criminal act? Yas Z/Ng



STATE OF VERMONT - BOARD OF MERICAL PRACTICE
1998-2000 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATICN, PAGE SIX OF SEVEN

SECTION Il 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 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” 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, mulliple sclerosis, cancer, heart disease,
diabetes, mental retardation, emoticnal or mental iliness, specific learning disabilities, HIV disease, tuberculosis, drug addiction, and
alcohotism.

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

“Currently”, for purposes of this renewal application, does not mean on the day of, or even in the weeks or months preceding the
completion of this application. Rather, it means recently enough so that the use of drugs may have an ongoing impact on one's
functicning as a licensee, or within the past two (2) years.

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

care practitioner.

19. Are the limitations or impairments caused by your medical condition reduced or ameliorated becau i q
treatment (with or without medications) or participate in a monitoring program? I “ves," please ex

20. Are the limitations or impairments caused by your medicai condition reduced or ameliorated beca ; ctice,
the setting or the manner in which you have chosen to practice? If “yes,” please explain.

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

17. Do you have a medical condition which in any way impairs or #imits your ability to practice as a P
safety? If “ves,” please explain.

18. Does your use of chemical substance(s) in any way impair or limit your ability to practice as a PA
safety? If “yes,” please expiain.

f uyes‘v:

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

23, i "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,” p%_
—hmic

24. Have you been diagnosed with or have you been treated for bipclar disorder, schizophrenia, par.
disorder?




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE - PAGE SEVEN OF SEVEN
SECTION HI
STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
Applicant's Statement Regarding Chitd Support
Title 15 § 785 requires that: A professional icense or ether 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 ali chilg
support payable under a support order as of the date the application is filed. "Good standing” means that less than one-twelfth of
the annuai support abligation is overdue; or fiability for any support pavable 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 weuld impose an unreasonable hardship. (15 V.5.A. §
795)
1. You must check one of the two statements below regarding child support regardiess whether or not you have
_Children:

| hereby certify that, as of the date of this applicatior@am not subject to any suppart order or (b} | am subject to 5
support order and | am i good standing with respectMe?, or (¢} | am subject to a support order and | am in ful
compliance with a plan to pay any and all child support due under that order.
or

I hereby certify that | am NOT in goed standing with respect to child support due 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® |

Applicant’s Statement 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
unless the person certifies that he or she I3 in good standing with the Depariment of Taxes. "Good standing” means that no taxes
are due, 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. § 3143)

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

AV I hereby certify, under the pains and penalties of perjury, that t am in good standing with respect to or in full compliance
with a plan to pay any and al taxes dus 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

F hereby 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 authority determine that immediaie payment of taxes would impose an
unreascnable hardship. Please forward an "Application for Hardship®,

Applicant’'s Statement Regarding Unemployment Compensation Contributions
Title 21 § 1378 requires that:  No agency of the state shall grant, issue or renewal any lcense 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 provision of goods,
services or real estate space with any employing unit unless such employing unit shall first sign a written declaration, under the
pains and penalties of perjury, that the employing unitis in good standing with respect to or in full compliance with & 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 of contributions payable if: (1) nc
contributicns or payrments in lieu of contributions are due and payable; {2) the liability for any contributions or payments in lieu of
contributicns due and payabie is on appeal; (3) the employing unit is in compliznce with a 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
lisu of contributions due and payable would impose an unreasonable hardship.
3. You mugt check one of the two statements below regarding unemployment contributions or payments in lieu of

/ unemployment contributions;

I hereby certify, under the pains and penalties of perjury, that | am in goed 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 lisu of unemployment contributions to 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
I hereby certify that { am NOT in good standing with respect to unemployment contributions or payments in lieu of
unemployment centributions due to the Vermont Department of Employment and Training as of the date of this
application and [ hereby request that the licensing authority determine that requiring immediate payment of
unempioyment contributions or payments in lieu of unemployment contributions would impose an unreasonable hardship.
Piease forward an Application for Hardship.

* The disclosure of your social security number is mandatory, is solicited by the authonity granted by 42 U 8.0, § G . and will be used by the Depanment of

Taxes and the Depariment of Employment and Training, in the administration of tax laws, to identify individuals affected by such faws, and by the Office of Chitd 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. | understand that

providing fatse information ot omission ofﬁE{Tﬁﬁon is untawful and may jecpardize my license/certification/registration status.
.

!
m‘““‘*-w-,.,,,__w__ﬁ ; e ~
Signature of Applicant Date - S (% g‘ﬁ

.

.
i
i

y ™.,
H kS
T e \ P,

s



VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV

(Section IV is especially for the needs of health care access planning/physician recruitment and retention efforts in Yemont)

1. (@ Cie/c,k all of the activities that describe your current status as a physician:
‘. Active in clinical practice in Vermont
_\?Activc in clinical practice outside Vermont
Y Administration
y;/ Teaching
—_ Research
. Retired
.. Other

(b} How many hours per week do you spend on administration, teaching and research? % hours

2. Postgraduate training in Vermont:
(a) Are you currepsly in a postgraduate training program in Vermont as a resident or clinical feliow?
—.Yes 3 No Note: If you answered YES, please answer questions (b) and (c)
{(b) Are youa __Resident __ Clinical Fellow . Research Fellow?
(c) What is the medical school that you are affiliated with for this training?
—University of Vermont ___Dartmouth ___ Other (Please specify)

*** Note: If you are providing patient care in Vermont, C( INTINUE.
Otherwise, STOP and return this survey with your relicensing application.

3. What is the date you started practicing medicine (excluding residency or fellowship training)?
Month/Year \
( ) Al

4. What is the date you started practicing medicine in Vermont (excluding residency or fellowship training)?

(Mon&/Year} 9 \ ¥ Z,

5. Do you plan to retire or reduce your patient care hours in the next 12 months? _Yes m‘ffﬁ;



. SECTION IV CONTINUED
Instructions for completing this portion:

* Estimate if exact figures are not available.

* Please complete 2 WORK SITE section for gach location where you provide patient care.

* Do not include, as a separate site, hospitals and nursing homes where you provide care to patients
normally seen in an outpatient/office setting,

Be as detailed as possible.

Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name columns.
Do pot remove any pages from this dociment.

6(a). WORK SITE: NUMBER ONE

Town: B‘“”"“:“ U County: [ ASHIREGT 6 A
(*Note: Enter the town and county in which the site is located, not a mailing address or Post Office box.)

*

»*

Check the ONE practice setting from the selections below that most accurately reflects your practice at this site:

PRACTICE SETTINGS
- Solo Practice . Hospital Emergency Room
_,‘:_’/(‘}(;oup Practice _. Hospital Inpatient
A" Community Health Center or Clinic (Non-Hospital) —— Extended Care Facility / Nursing Home
—— Hospital Outpatient Clinic — Qther: Specify
—_ School or College Health Center
- Business or Work Site
 Average hours per week that you spend at this site
providing DIRECT PATIENT CARE. ‘Include both
AMBULATORY CARE and HOSPITAL CARE of
patients who originate from Lhzs site. - Please exclude
Please complete one full line for each SPECIALTY that YOU practice at this site: ) N\
Hours
Specialty Per
Code . . Specialty Name Week
Primary Specialty at this Site 104 Ol f{ﬂ;_,w A ) VL
Secondary Specialty at this Site P
Other Specialty at this Site
Do you plan to continue practice at this site for the next 12 months? ___’{?/cs __No
Will you accept new patients at this site? __L_;’YES _ No
Will you accept new Medicaid patients at this site? _L¥es __ No
Will you accept new Medicare patients at this site? ,j;’i’;; __No
Are you working with physician's assistants and/or nurse ractitioners at this site? i/f'cs __No
If yes, enter the number of: Physician's Assistants {-{i-¢\ Nurse Practitioners i Cﬁfi
T 1
For FAMILY and GENERAL PRACTITIONERS, PEDIATRICIANS and INTERNISTS (primary care): Do you provide primary
care services to adolescents (ages 10-20) at this site? ___ Yes . No

For FAMILY and GENERAL PRACTTTIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only No obstetrical services provided




Instructions for completing this portion:

*

*

Estimate if exact figures are not available.

* Please complete a WORK SITE section for gach location where you provide patient care.

Do not include, as a separate site, hospitals and nursing homes where you provide care to patients
normally seen in an outpatient/office setting.

Be as detailed as possible.

Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name columns.
Do not remove any pages from this document,

6(b). WORK SITE: NUMBER TWO

Town: %—f& Ao 3

SECTION IV CONTINUED

County: ORAV G T

(*Note: Enter the town and county in which the site is located, not a mailing address or Post Office box.)

Check the ONE practice setting from the selections below that most accurately reflects your practice at this site:
PRACTICE SETTINGS

~m Hospital Emergency Room.

— Hospital Inpatient

— Extended Care Facility / Nursing Home

— Other: Specify

—r Solo Practice

T;/gmup Practice
27 Commurity Health Center or Clinic (Non-Hospital)
_. Hospital Outpatient Clinic

- School or College Health Center

Business or Work Site

Please complete one full line for each SPECIALTY that YOU practice at this site:

Average hours per week that you spend at this sits )
providing DIRECT PATIENT CARE. Include bath *. .
AMBULATORY CARE and HOSPITAL CARE of -
patients who originate from this site, Please exclude
on-call hours, sl

N

Hours
Specialty Per
Code ___ . Specialty Name Week
Primary Specialty at this Site 1ol (0~ 1 } %
Secondary Specialty at this Site N

Other Specialty at this Site

Do you plan to continue practice at this site for the next 12 months?
Will you accept new patients at this site? _&’j’l’cs
Will you accept new Medicaid patients at this site? L/‘x/’cs

Wil you accept new Medicare patients at this site? /;cs

e

I

es No

o fp S

i

Are you working with physician’s assistants and/or nurse practitioners at this site? _@ No
If yes, enter the number of: Physician’s Assistants § -~ Nurse Practitioners

For FAMILY and GENERAL PRACTITIONERS, PEDIATRICIANS and INTERNISTS (primary care): Do you provide primary
care services to adolescents (ages 10-20) at this site? ___Yes

. No

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this

site? Prenatal care and delivery

Prenata] care only

No obstetrical services provided




Instructions for completing this portion:
* Estimate if exact figures are not available,
* Piease complete a WORK SITE section for gagh Jocation where you provide patient care.

»

SECTION IV CONTINUED

Do not include, as a separate site, hospitals and nursing homes where you provide care to patients

normally seen in an outpatient/office setting.

* Be as detailed as possible.
*

Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name columns.

* Do not remove any pages from this document.

6(c). WORK SITE: NUMBER THREE

Town:

County:

(*Note: Enter the town and county in which the site is located, not a maijling address or Post Office box.)

Check the QNE practice setting from the selections below that most accurately reflects your practice at this site:

Solo Practice
Group Practice

—— Community Health Center or Clinic (Non-Hospital)

—— Hospital Outpatient Clinic

— School or College Health Center

Business or Work Site

. Please complete one full line for each SPECIALTY that YOU practice at this site:

PRACTICE SETTINGS
— Hospital Emergency Room
_ Hospital Inpatient

e Other: Specify

— Extended Care Facility / Nursing Heme

L Average hours per week that you spend at this site
providing DIRECT PATIENT CARE. Include both
AMBULATORY CARE and HOSPITAL CARE of
paticnts whe originate from this site, Please exclude

Hours
Specialty Per
Code Speciaity Name Week
Primary Specialty at this Site
Secondary Specialty at this Site
Other Specialty at this Site
Do you plan to continue practice at this site for the next 12 months? __ Yes _No
Will you accept new patients at this site? __ Yes __No
Will you accept new Medicaid patients at this site? ___Yes __ No
Will you accept new Medicare patients at this site? __Yes __ No
Are you working with physician’s assistants and/or nurse practitioners at this site? ——Yes __ No
If yes, enter the number of: Physician's Assistants Nurse Practitioners

For FAMILY and GENERAL PRACTITIONERS, PEDIATRICIANS and INTERNISTS (primary care): Do you provide primary

care services to adolescents {ages 10-20) at this site? __Yes __ No

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this

site? Prenatal care and delivery

Prenatal care only

No obstetrical services provided




SECTION IV CONTINUED
Instructions for completing this portion:

* Estimate if exact figures are not available.

* Please complete a WORK SITE section for gach location where you provide patient care.

Do not include, as a separate site, hospitals and nursing homes where you provide care to patients
normally seen in an outpatient/office setting, '
* Be as detailed as possible.

Use the enclosed yellow sheet to make selections for the Specialty Code and Specialty Name columns.
Do ngt remove any pages from this document, :

6(c). WORK SITE: NUMBER FOUR

Town:

x

County:
{*Note: Enter the town and county in which the site is located, not a mailing address or Post Office box.)

Check the QNE practice setting from the selections below that most accurately reflects your practice at this site:

PRACTICE SETTINGS
- Solo Practice - Hospital Emergency Room
e Group Practice —. Hospital Inpatient
__.. Community Health Center or Clinic (Non-Hospital) —— Extended Care Facility / Nursing Home
- Hospital Qutpatient Clinic —. Other: Specify
_ School or College Health Center
— Business or Work Site
LAverage hours per week that you spend at this site .
providing D{RECTPATEEK[ CARE. Includeboth - - -
AMBULATORY CARE and HOSPITAL CARE of -
[patients who originate from this site. Please exclude . .
Please complete one full line for each SPECIALTY that YOU practice at this site; \
' Hours
Specialty Per
Code Specialty Name Week
Primary Specialty at this Site
Secondary Specialty at this Site
Other Specialty at this Site
Do you plan to continue practice at this site for the next 12 months? —.Yes __ No
Will you accept new patients at this site? ___ Yes __No
Will you accept new Medicaid patients at this site? ___Yes __ No
Will you accept new Medicare patients at this site? — Yes _ No
Are you working with physician's assistants and/or nurse practitioners at this site? __ Yes No

If yes, enter the number of: Physician’s Assistants Nurse Practitioners

For FAMILY and GENERAL PRACTITIONERS, PEDIATRICIANS and INTERNISTS (primary care}: Do you provide primary
care services to adolescents (ages 10-20) at this site? __ Yes No

For FAMILY and GENERAL PRACTITIONERS: Which of the following obstetrical services do you provide to patients from this
site? Prenatal care and delivery Prenatal care only No obstetrical services provided




CENTRAL OFFICE
51 Talcott Road, #1
Williston, VT 05405

i Parenthood® | S02 - 878 1232

of Northem New England FAX 802 » 878-8001

SERVING MAINE, NEW HAMPSHIRE & VERMONT

MEDICAL OVERSIGHT AT PPNNE

Physician Oversight

Al PPNNE practitioners undergo a thorough orientation to PPNNE and our medica
protocol and are approved by the Medical Director before functioning in an '
independent capacity. As part of a new practitioner’s orientation, a "Practitioner Skills
Assessment” checklist is completed. If further training in any expected area of
competence is needed, this is arranged.

The Medical Director and Associate Medical Director provide oversight and
supervision through on-site visits and consultations, telephone consultations, and
quarterly in-services. They are available for telephone back-up on a 24-hour basis. In
addition, the Medical Director works with the Affiliate Medical Committee, the Medical
Management Team and the Director of Quality Assurance to develop and review
protocols and audits and to 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 and approved by our Medical Committee.
Practitioners attend quarterly continuing education in-service for medical training and
discussion of protocol questions and other practice concerns.

We also have on staff a full-time Associate Medical Director, who is also a board
certified OB/GYN. She is also available for consultation on a daily basis and to serve as
Acting Medical Director when the Medical Director is on vacation or out of town. Both
the Medical Director and Associate Medical Director visit sites on a regular basis for
chart review and evaluation of patients with problems. In addition, we also have
community physicians who are available to our staff for consultation, telephone back-
up and periodic review of charts.

Affiliate Medical Committee

The Atfiliate Medical Committee, comprised of physicians and allied health providers
from Maine, New Hampshire, and Vermont, meets as needed, and is charged with
assuring that the medical protocol under which PPNNE operates meets community
standards and is in compliance with Planned Parenthood Federation of America (PPFA)
national standards and guidelines. It is responsible for approving the protocols for any
new medical service PPNNE undertakes, and for reviewing and recommending
PPNNE's participation in any research project.



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 health
care, the National Medical Committee establishes standards and guidelines that all
Planned Parenthood 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 protocol after consultation with our own Medical
Committee as needed.

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 Quality Assurance

The Director of Quality Assurance develops, oversees and conducts on-going audits of
our medical programs.

1. Quality Assurance Site Audit

The Director of Quality Assurance conducts an annual on-site evaluation of each
clinic. This 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 audit topics are selected by the Director of Quality Assurance in
close consultation with the Medical Management Team. Some examples of audit
topic 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.

Results 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.



Planned Parenthood Standing Orders for

_Nurse Practitioners & Physician Assistants

The Family Pianning Practitioner may: Date Effective: September 1997

A, Provide information and counseling on: family planning methods; sterllization; pregnancy; adoption; abortion; common
gynecological problems; sexually transmitted diseases: sexuai assault; male reproductive health; infertiiity; maternity care;
midiife heaith; well child care; general preventive health care.

B, 1) Order and dispense hormaonal contraceptives and HRT in accordance with the PPNNE Medical Protocol.
2) Manage routine hormonal contraceptive and HRT problems.
3 Order special laboratory tests needed to preseribe hormonal confraceptives and HRT.

C. 1) Insert and remove the Norplant contraceptive system in accordance with the PPNNE Medical Protocol.
2) Manage routine Norplant problems.

D. 1) Inject Medroxyprogesterone acétate {Depo-provera) in accordance with PPNNE Medical Protocol.
2) Manage routine DMPA problems.

E. 1) Insert and remove IUD's in accordance with the PPNNE Medical Pretocol.
2) Manage routine IUD problems.
3) Order X-rays and sonograms for IUD localization.

F. 1} Fit and check diaphragms and cervical caps in accordance with the PPNNE Medical Protocol.
2) Manage diaphragm and cervical cap problems.

G. 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 confrol: BBT, sympto-thermal, cervical

mucus and calendar.,

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

Protocol.

J. Administer parenteral medications in accordance with the PPNNE Medical Protocol. These medications specifically are:

Atropine : Pitocin

Cefoxitin Pneumococcus vaccine.

Ceftriaxone ’ Progesterone

Diphenhydramine (Benadryl) Rh immune globulin

Diptheria, Tetanus vaccine Spectinomycin

Diphtheria, Tetanus, Pertussis vaccine Streptomycin

Epinephrineg Tigan

Gentamicin Tuberculin skin fest

Hepatitis B vaccine ' Vancomycin

influenza vaccine

Lidocaine The foliowing parenteral medications may be adminisiered under

Measles, Mumps, Rubella vaccine physician orders:

Medroxyprogesterone acetate {Depo-provera) Diazepam {Valium)

Methylergonovine maleate (Methergine) Phenobarbital

Penicillin Other Emergency Drugs
K. Order and dispense the foliowing oral medications in accordance with PPNNE Medical Protocol:

Acetaminophen (Tylenol) Mefenamic acid (Ponstel)

Acyclovir (Zovirax) Methylergonovine maleate {(Methergine)

Amoxicillin Metronidazole (Fiagyl)

Armnpicillin Naproxen sodium (Anaprox)

ASA. ' Nicorette gum

Azithromycin Nordette (for MAP only)

Cefixime Norfloxacin

Ciprofloxacin Nystatin

Clindamycin Ofloxacin

Conjugated estrogens (Premarin) - Ovral {for MAP only)

Diphenhydramine {Benadryl) Probenecid



Doxycycline
Erythromycin
Estradiol (Estrace)
Fenoprofen (Natfors)
Ferrous Fumarate
Ferrous Gluconate
Ferrous Sulfate
Fluconazoie
fbuprofen (Motrin, Nuprin, Advil)
Ipecac syrup
Ketoconazole
Ketorolac
Macrodantin

Medroxyprogesterone acetate (Depo-provera}

Pyridium

Pyridoxine (Vitamin B6&)

Sulfizoxazole (Gantrisin)

Tetracycline

Trimethoprim-sulfamethoxazole
(Bactrim, Septra)

Trivalent oral polio virus (TOPV)

And, ali oral contraceptives currently stacked by PPNNE.

The foliowing oral medications may be administered under
physician orders;

Diazepam (Valium)

Oxazepam (Serax)

Order, dispense and use the following topical medications in accordance with the PPNNE Medical Protocol:

Acigel

Acyclovir cream (Zovirax)

Ammionia inhalant

Betadine vaginal preparations

Butoconazole nitrate cream 2%
(Femstat)

Clindamycin vaginal cream

Cleocin Vaginal Cream

Clotrimazole cream, suppositories
(Mycelex, Gyne-Lotrimin)

Condylox topical solution

Conjugated Estrogen Cream

Crotamiton cream/lotion (Eurax)

Dienestrol Cream

Estradiof Cream

Dimethyl Ether (Histofreeze)

Estrogen patches

Gentian violet

Lugol's Solution

Metronidazole vaginal gel (MetroGel)
Miconazole crean, suppositories (Monistat)
Monsell's solution (Ferric subsulfate)
Nicotine patches

Nystatin suppositories, tablets

Permethrin (Elimite 5%)

Padaphyllin {various formulations)
Synthetic pyrethrins (A-200, RID)
Terconazole vaginal creams, suppositories (Terazof)
Transdermal Nicotine Systems
Trichioroacetic acid

Trimethobenzamide (Tigan) Suppositories
Triple Sulfa creams, suppositories (Suitrin)
Xylocaine gel, ointment

Diagnose and order or dispense treatment for conditions covered in the PENNE Medical Protocol as indicated in the protocot.
Perform pregnancy diagnosis as per the PPNNE Medical Protocol. Order serum HCG pregnancy test, titers and sonograms.

0. Provide services to patients in the maternity care, abortion, vasectomy, cervical dysplasia, infertility, male services, well child
and midiife programs as per the PPNNE Medical Protocol and Medical Protocol Supplements.

P. Provide routine gynecologic and general preventive health care as per the PPNNE Medical Protocel. Manage and follow-up
routine and problem patients in accordance with the PPNNE Medical Protocol.

Q. Perform venipuncture; start and maintain 1L.V.'s.

R. Order and follow-up on outside laboratory tests and dispense treatment for conditions not speciically coverad in the PPNNE
Medical Protocol under the direct guidance of a PPNNE physician with the Medical Director's approval. _

S. Pursuant to delegation from the Medical Director, to provide reproductive heaith care to minors, inciuding and
especially contraception and diagnosis and treatment of sexually fransmitied infections, as indicated with or without parentai
consent 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 consultation in all non-routine clinical matters.
C. Follow-up and report all complications and alf potential medico-legat incidents to the Medical Direcior.

| agree to practice under the above standing orders

T .
A N e J N ER L K ¢

Signature ; ( N Date
!W‘,.-——'-»--A“L,m,h.._. e i
Fom 44 o




Planned
Parenthood® G0z - 75723

of Northern New England FAX 802 - 878-8001

CENTRAL OFFICE

51 Talcott Road, #1
Williston, VT 05465

SERVING MAINE, NEW HAMPSHIRE & VERMONT

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

Planned Parenthood of Northern New England's Scope of Practice for Physibian's
Assistants consists of several documents:

1) PPNNE Standing Orders: Each P.A. practitioner annually 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.

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) 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.

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 fourteen outpatient health centers in Vermont. Under the
supervision of PPNNE's Medical Director and Associate 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.

In 1996, we provided health care services to 20,575 patients in Vermont.
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. In 1996, 60% of our Vermont



patients had incomes less than 150%

of federal poverty guidelines.

As specified in Section I, page 16 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.

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

Physician's Assistant:

) S

N
U
Medical Director:

ﬁ/«_ﬁ Qf) /T\—L{ ﬁ;u ﬁ’{b Date

i

sdl/ Director:

Date

Susan Smith, M?D. (Secondary Supervising

i Nt

Date:

E!WM%

A2 [29/g%

: /#m/@—

Physician):

Date: f/ é'/ 76
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TbJS Verzf Tes ti}dt ﬁﬁf’w 5 BGHQMQN

172686

Hds mez !fze reqwrements 311d is reregistefed
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THE ABOVE VERIFICATION OF RERE(:ISTRA TION VALIDATES THE NCCPA CERTIFICATE FOR THE
NEXT TWO YEARS.

IF ANY INFORMATION ON THIS VERIFICATION IS INCORRECT, PLEASE CONTACT NCCPA.

NATIONAL COMMISSION

[ 830420 ]

AMY 5. BORGHMAN

, Certiffcare No.:

Lapiration Date:

BErecutive Vice President

This card is for identification {purpose‘s on{y ana’ does not constitute proof’
of certilication. For venification, please contact NCOPA.
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of Northem New England FAN 72« H7R-R00]

CENTRAL QFf I
31 Talcon Road, =1
Williston, VT 03-pas

SERVING ALUNENEW JAAMPSIHTIRE & VERMONT

January 19, 199% ‘ o di

Vermont Board of Medical Practice . ‘ |
109 State Street
Montpelier, Vermont 05609-1106

Dear Friends:

This is to certify that the Physician's Assistants named below have practiced as
Physician's Assistants under my supervision in Vermont within the last twelve
months.

In addition, the Physician's Assistants named above will be authorized to prescribe
medications in accordance with the Scope of Practice submitted to and approved by
the Vermont Board of Medical Practice. Practitioners at Planned Parenthood of
Northern New England do not independently prescribe or dispense controlled drugs
and therefore are not required to obtain an identification number from the federal
Drug Enforcement Agency (DEA).

Sincerely,

TR Y s

Judy Tyson, M.D.
Medical Director
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State of Vermont
Office of the Secretary of State

Professional Certificate

I hereby certify that the following named persons are fully qualified to practice
By & Physician’s Assistant

neeeeereatetsmastastnnnannn : in the State of Vermont.

Amy S, Boragman, PA-C

P.A. Certification Number: 55-0030098

Valid only while working under the supervision of Judith Tysaon,
M.D.: Cheryl Gibson, M.D.; and Susan Smith. M.D. at Planned
FParenthood of Northern New England, S0 Washington Street, Barre,
vermont and obther FPlarrmed Parenthood of Northern New England
offices in Vermont. :

Under the Scope of Practice approved by the Vermont Board of
Medical Practice.

VYalid through January 31, 1998.

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

Vermont Board of Medjcalwpﬁactice

(Regulating Board or Court)

-----------

at Montpelier, in the county of Washington, State of Vermont,

Administrative Assistant
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STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

PROFESSIONAL CERTIFICATE

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

Amy S. Borgman, PA-C

P.A. Certification Number: 355-0030098
Valid only while working under the supervision of Cheryl A. Gibson, M.D. and
Susan F. Smith, M.D. at Planned Parenthood of New England, 90 Washington
Street, Barre, 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, State of
Vermont,

this  24th of January , A.D. 2002

| kﬂuw (Tuait.

Admmstrative Assistant




STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

PROFESSTONAL CERTIFICATE

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

amy S§. Borgman, PA~C
P.A. Certification Number: 535-003009%8

Valid only while working under the supervision of Judith Tyson,
M.D.; Cheryl Gibson, M.D. and Susan Smith, M.D. at Planned
Parenthood of Northern New England, 90 Washington Street, Barre,
Vermont.

valid through January 31, 2002.

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

VERMONT BOARD OF MEDICAL PRACTICE

at Montpelier, in the county of Washington,
State of Vermont,

this 1st day of February , A.D., 2000

Ade;?étratlve A551stéﬁt
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2000-2{302 PHYSICIAN'S ASS!STANT CERTIFICATION RENEWAL APPLICATION, PAGE ONE OF 8IX

t hereby apply for the RENEWAL of my CERTIFICATION AS A PHYSICIAN'S ASSISTANT for the period
from 02/01/00 to 01/31/02. TWO YEAR RENEWAL FEE: $75. with sach additional renewal $50.
Enclose a check in the amount of $75. made payable to the Vermont Board of Medical Practice.

EL R A e g et s T R T L s e T R e Ed

Important:

- Please print legibly or type your answers.

- Answer all questions (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 fo provide explanations fo "yves" answers in
Section it

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

- Do not delegate this Important task to an employee, as false statements on this form are grounds
for unprofessional conduct

Mote: Physician's Assistants 80 years of age or otder are axempt from payment of a renewai fee; however the
Physictan's Assistant certification renewal application must be complsted and submltted

- Thank you for your cooperation.

SECTION|

1. Name: k A \b 30 RO, s 2. Vermont Certification Number: 55- ® 22 pe ™ ¥

3. Other Name(s}7if any, under which you were certified or licensed in Vermont and eisewhere:

4. Home Address:

City, State, Zip Code;

5. Office Address: A0 VARSI G A %f

City, State, Zip Code: Tf\"\ Gt VT 05 e

Note: Circle your preferred mailing address. Please note that this address will be public and fisted on the Board’s
wabsite

6. Daytime Telephone Number: Area Code: {8 ¢i - ) "7 - i

. ,«"’H\
9. Sex: Male @E@

7. Date of Birth: Month:
8. Place of Birth:

10. Certification Examination Taken - Check:

-

-

L"Neepa

State Examination-ldentify State:
Other Examination Specify:

11. Basis for Vermont Certification: _Apprenticeship Trained
.~ University Trained




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE TWO OF SIX

12. Undergraduate Degree - Circle: @ B.S. AB. Other: . Year of Graduation:__} A

Degree Granting Institution, S 1A ™ (2 hibevn
—

Location:__ % hibewn I

First Institution (if transfer): Location:

P.A. Diploma or Certificate: B 5 Other: Year of Graduation:___\ :\ -
School: (¢ 2sttr Whtwitned Avwisay Location_ 2 ASH D L

13. Do you have hospital privileges in Vermont? Yes @

Name(s) and Location(s) of Hospital(s):

14. Did you practice in Vermont during the past 12 months? _@ No

15. Other states where you now hold an active certification or license to practice:

16. States where you previously were certified or licensed to practice: V1R ¢onc A —~ i KL(

17. Specialty: O w0 DEA Number: et

18. Name and office address of current employer:

Mame Address

E P e

18. Please list (or use adds‘taonai sheet If necessary) your current Primary and Socondary Supewismg
Physicians:

Mame, specialty émd office address of Supervising Physician(s):

Name Specialty ‘Address

T s Tagen coleun  OONNE B3 TNCoH RD. m\\\\s\mwT ONS
DI y B 50 Mo b wesh idemanon 1 oRTRY

e s oelouy PNE_22 mansPied e Bur VT esto y

20. Name, specialty and office address of the Secondary Supervising Physician(s):
Name Speclalty Address

Susan Smidks o%\mp PME 23 ranshied ae. Bud N ool




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE THREE OF SiX

Z1. Please aftach a copy of your current NCCPA certificate.

22. Scope of Practice: The Board of Medical Practice requires that you and your primary supervising physician{s)

review the most current scope of practice {see attached deﬁmtion) for your practice setting, paying attention fo any
additions or deletions in duties and procedures.

a} Has there been a change in your scope of practice which has not been reviewed by the Board?

__ Yes f \/

b} Blease review, sign and date by PA and PRIMARY SUPERVISING PHYSICIAN your scope of practice. Please
attach a copy of your signed scope of practice.

23. Docurnentation showing practice as a Physician's Assistant within the past twelve months: Please provide a

letier from your Supervising Physician attesting to the fact that you have practiced as a Physician's Assistant within
the past twelve months.

An applicant for certification renewal who has not practiced as a Physician's Assistant for more than tweive months
must submit a satisfactory evaluation by the Supervising Physician prior to renewal.

24, Continuing Medical Education {CME) requirements:

a. NCCPA certified Phys:cran s Assistants: Attach proof of recertification; this will serve as adequate proof of CME
completion.

b. For all others, enclosed please find an explanation of requirements and a logging form. If you have any
guestions, please address them in writing to Board Member Katherine A. Silta, PA-C at the Board's address.

25. All Physician's Assistants are required to have a Secondary Supervising Physician for their practice. We have

enciosed a form to be returned to this office If you do not have a Secondary Supervising Physician on file with our
office.



STATE OF VERMONT - BOARD OF MEDICAL PRACTECE
2000-2002 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FOUR OF SIX

_ SECTION Il
SECTION Il - “Yes” answers to Quastions 1 - 24 reguire an explanation on the enclosed Form A.
tmportant note regarding the following questions: “Yes” answefg on past renewals must be updated on Form A. For example, if 2
previously reported malpractice action has been dismissed, please indicate that on Form A, You have a confinuing obligation to

update the Board during the 2000-2002 period if the answer to any ¢f the questions on the next two pages changes from “No™ to
“Yes”.

Puring the past two years:

1. Have you applied for and been denied a certification/license to practice as a PA or any healing art? Yes

2. Have you withdrawn an application for a certification/license to practice as a PA or any healing art? Yes

3. Have you voluntarily surrendered or resigned a certification/license to practice as a PA or any healing art in lieu of{d%;linary
action? Yes No

4, Are any formal disciplinary charges pending or has any disciplinary action been taken against you by any governmental
authority, by any hospital or health care facitity, or by any professional PA association {international, national, state-g
focaly? _ ___ Yes g

5. To your knowledge, are you the subject of an investigation by any other licensing board as of the

6. Have you been denied the privilege of taking an examination before any State Medical Examining Board?
____Yes “@

7. Have you discontinued your education, training, or practice for a period of more than three months? )

Yes @
8. Have you been dismissed or asked {0 leave a residency training program(s} before completion? Yes fNo '
9. Have you 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 med:cai staff aff
complaint or peer review action has been initiated against you? 63

10. Have you been demed the right to participate or enroll in any system whereby a third party pays ali or part of a patient's
bill? Yes 4 NO
11. Have you been notified as a responsible party of a confirmed quality concern (guality of hospital care provided to .
Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere? __Yes No)
12 Has any medical malpraciice claim been made against you {whether or not a lawsuit was filed in re|atlon to the
claim/complaint/demand for damages)? Yes N@
13. Have you been turned down for coverage by a malpractice insurance carrier? Yes f No
14. Has your privilege to possess, dispense or prescribe controlied substances been suspended, revoked, denied, re trigted
or surrendered by any jurisdiction or federal agency at any time? Yes__ ( No
15. Have you been a defendant in any criminal proceeding other than minor traffic offenses (Note: DWI - Driving Whtl&\
Intoxicated - is NOT a minor offense)'? __Yes____\

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



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN'S ABSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FIVE OF SIX

SECTION Il CONTINUED - “Yes” answers to (uestions 17 - 24 require an axpian.ation on the enclosed Form A,
For purposeas of Questions 17 - 24, the following phrases or words are defined below:

*Ability to practice medicine” is to be construed to inciude all of the'foitowing:

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 examinaﬁon 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, muscufar dystrophy, multiple sclerosis, cancer, heart disease,
diabetes, mental retardation, emotional or mentat iliness, specific learning disabilities, HIV disease, tuberculosis, drug addiction, and
aicoholism.

“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 iliegaily.

“Currently”, for purposes of this renewal application, does not mean on the day of, or even in the weeks or months preceding the
completion of this application. Rather, it means recently encugh so that the use of drugs may have an ongoing impact on one's
functioning as a licensee, or within the past two (2) vears.

“fllegal use of confrolied substances” means the use of controlled substances obtained illegally as well as the use of controlled .
substances which are not obtained pursuant fo a valid prescription or not 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
safety? 1f "yes,” please explain.

18. Does your use of chemical substance(s) in any way impair or iimit your ability to practice as a P
safety? W "yes,” please explain.

19. Are the limitations or impairments caused by your medical condition reduced or ameliorated bec_ause ou receive ongoin
treatment {with or without medications) or participate in a moniforing program? 1f "ves,” please ex

20. Are the imitations or impairments caused by your medical condition reduced or ameliorated beca
the setting or the manner in which you have chosen to practice? If “yes " please explain.

21. Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitioni
© 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 ass:s

menitors you in order to assure that you are not illegally using controlled substances? if “yes”

24, Have you been diagnosed with or have you been treated for bipolar disorder, schizophrenia, para
disorder?




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE - SECTION Hi
2000-2002 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION - PAGE SIX OF SIX
STATEMENT REGARDING CHILD SuPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
Applicant's Statement 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 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 payabie under a support order as of the date the application is filed. "Good standing™ means that fess than one-twelfth of
the annual support obligation is averdue; or liability for any support payable is being contested in a judicial or quasi-judiciat
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 immediaie payment of support would impose an unreascnable hardship. (15 V.5.A §
795)
1. You must check one of the two statements below regarding child support regardless whether or not you have

ildren:

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 (¢} | 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.

or

| hereby certify that { am NOT in good standing with respect to chitd support due 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® .

Applicant’s Statement Regarding Taxes

Titie 32 § 3113 requires that: A professional ficense or other authority to conduct a frade or business may 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
nc taxes are due, 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 ha{dsh;p (32V.5.A
§3113)

2, e You must check one of the two statements below:
" | hereby certify, under the pains and penalties of 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, & $10,000.00 fine or both).
or
| hereby 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 authority determine that immediate payment of taxes would impose an
unreasonable hardship. Piease forward an "Application for Hardship™.
Applicant’s Statement Regarding Unempioyment Compensation Contributions
Title 21 § 1378 requires that:  No agency of the state shall grant, issue or renewal any license or other authority to conduct a trade
or business {including a license to practice a profession) to, or enter inte, 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, under the
pains and penalties of perjury, that the employing unit is in good standing with respect to of in full compliance with a pian to pay any
and all contributions or payments in fieu of contributions due as of the date such declaration is made. For the purposes of this
section, & person is in good standing with respect to.any and all contributions or payments in lieu of contributions payable if: (1)
no contributions or payments in lieu of coniributions 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 contributions due and payable would impose an unreasonable hardship.
3. " You must check one of the two statements helow regarding unemployment contributions or payments in lieu of
/ unemployment contributions:
i hereby 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 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 $10,000.00 fine or both).
or
| hereby certify that | am NQT in good standing with respect to unemployment contributions or payments in ieu of
unemployment confributions due to the Vermont Department of Employmen! and Training as of the date of this
application and | hereby request that the licensing authority determine that requising :mmed[ate payment of
unempioyment contributions or payments in lieu of unemployment contribufi

Please forward an Application for Hardship.

* The disclosure of your sociat security number is mandatory, is solicited by the authority granted by 42 11.5.C. § 405 {¢}2}(C}, and will be used by tha Department of

Taxes and the Depariment of Employment ard Training, in the administration of tax laws, to identify individuals affectad by such laws, and by the Offica of Chitd Support.
STATEMENT OF APPLICANT

| cerfify that the information stated by me in this application is true and accurate to the best of my knowledge. [ understand that

providing faise information or omission of information is unlawful and may jeopardize my license/certification/registration status.

o

Y J T ST’
Signature of Applicant - Date P MY

[

hardship.
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Standing Orders for
Nurse Practitioners & Physician Assistant

Planned Parenthood

The Family Planning Practitioner may:

* Date Effective: December 1998

A. Pravide information and counseling on: family planning methods; sterilization; pregnancy, adoption; abortion; common
gynecological problems; sexually transmitted diseases; sexual assault; male reproductive health; infertility; maternity care;
midiife health; well child care; general preventive health care.

B. 1) Order and dispense hormonal contraceptives and HRT in accordance with the PPNNE Medical Protocol.
2) Manage routine hormonal 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 Norplant problems. :

D. 1) Inject Medroxyprogesterone acetate (Depo-provera) in accordance with PPNNE Medical Protocol.
2} Manage routine DMPA problems,

E. 1) insert and remove IUD's in accordance with the PPNNE Medica! Protocol.
2) Manage routine 1UD problems.
3 Crder X-rays and sonograms for IUD ocalization.

F. 1) Fit and check diaphragms and cervical caps in accordance with the PPNNE Medical Protocol.
2) Manage diaphragm and cervicat cap problems.

G. 1) Order and dispanse condoms and vaginai spermicides in accordance with the PPNNE Medical Pratocol.
2) Manage condom and spermicide problems.

H. Counset and provide continuing evaluation and support of the natura! methods of birth conirol: BBT, sympto-thermal, cervical

mucus and calendar.

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

Protocol.
J. Administer parenteral medications in accordance with the PPNNE Medical Protocol. These medications specifically are:
Atropine Piocin
Cefoxitin Pneumococcus vaccine
Ceftriaxone Progesterone
Diphenhydramine (Benadry) Rh immune giobulin
Diptheria, Tetanus vaccine Spectinomycin
Diphtheria, Tetanus, Pertussis vaccine Streptomycin
Epinephrine Tigan
Gentamicin Tuberculin skin test
Hepatitis B vaccine Vancomycin
influenza vaccine
Lidocaine The following parenteral medications may be administered under
Measies, Mumps, Rubella vaccine physician orders:
Medroxyprogesterone acetate (Depo-provera) Diazepam (Valium)
Methylergonovine maleate (Methergine) Phenobarbitai
Penicillin Other Emergency Drugs
K. Order and dispense the following oral medications in accordance with PPNNE Medical Protocol:

Acetarminophen (Tylenol)
Acyclovir (Zovirax)
Amoxicillin

Ampicillin

ASA.

Azithromycin

Cefixime

Ciprofloxacin

Clindamycin

Conjugated estrogens (Premarin)
Diphenhydramine (Benadry!)
Doxycycline

Mefenamic acid (Ponstel)
Methyiergonovine mateate {Methergine)
Metronidazole (Flagyl)
Naproxen sodium (Anaprox}
Nicorette gum

Nordette (for MAP only)
Norfloxacin

Nystatin

Cfiaxagin

Ovral {for MAP only)
Probenecid

Pyridium



Erythromycin
Estradiol (Estrace)
Fenoprofen (Nalfon)
Ferrous Fumarate
Ferrous Giucenate
Ferrous Suifate
Fluconazote
Ibuprofen (Motrin, Nuprin, Advil)
Ipecac syrup
Ketoconazole
Ketorolac
Macrodantin

Medroxyprogesterone acetate (Depo-provera)

Pyridoxine (Vitamin B6)

Sulfizoxazole (Gantrisin)

Tetracycline

Trmethoprim-sulfamethoxazole
{Bactrim, Septra)

Trivalent oral polio virus (TOPV)

Zyban

And, all oral contraceptives currently stocked by PPNNE,

The following oral medications may be administered under
physician orders:

Diazepam (Valium)

Oxazepam (Serax)

Order, dispense and use the following topical medications/supposiiories in accordance with the PPNNE Medical Protocot:

Acigel

Acyclovir cream {Zovirax)

Ammonia inhalant

Betadine vaginal preparations

Butoconazoele nitrate cream 2%
(Femstat)

Ciindamycin vaginal cream

Cteocin Vaginal Cream

Clotrimazole cream, suppositories
(Myceiex, Gyne-Lotrimin)

Condylox topical solution

Conjugated Estrogen Cream

Crotamiton cream/flotion (Eurax)

Dienestrol Cream

Denavir Cream

Estradiol Creamn

Dimethy! Ether (Histofreeze)

Estrogen patches

Femizol-M cream, suppositories

Gentian violet

tugol's Solution

Metronidazole vaginal get (MetroGel)
Misoprostol

Monsell's solution (Ferric subsulfate)
Nicotine patches

Nystatin suppositories, tablets

Permethrin (Elimite 5%)

Podophyllin (various formulations)
Synthetic pyrethrins {A-200, RID)
Terconazoie vaginal creams, suppositories (Terazol)
Transdermal Nicotine Systems
Trichloroacetic acid

Trimethobenzamide (Tigan) Suppositories
Triple Sulfa creams, suppositories (Sulirin
Kylocaine gel, ointment

M. Diagnose and order or dispense treatment for conditions covered in the PPNNE Medical Protoce! as indicated in the protocol.
N. Perform pregnancy diagnosis as per the PPNNE Medical Protocel. Order serum HCG pregnancy test, titers and senograms.
0. Provide services fo patients in the maternity care, abortion, vasectomy, cervical dyspiasia, infertility, male services, well child

and midlife programs as per the PPNNE Medical Frotocol and Medical Protocol Suppiements.

P. Provide routine gynecologic and general preventive health care as per the PPNNE Medical Protocot. Manage and follow-up
routine and problem patients in accordance with the PPNNE Medical Protacol,

Q. Perform venipuncture; start and maintain [.V.'s.

R. 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 Medica! Director's approval.

3. 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 parantal
consent if the minor may suffer probable heatth hazards if such services are not provided,

The Family Pianning Practitioner must;

A, Adhere o the PPNNE Medical Protocol.
B. Obtain physician consultation in all non-routine clinical matiers.
C. Follow-up and report ali complications and all potential medico-legal incidents to the Medical Direcior.

| agree to pracn&' e under the at%o»e standing orders

T \“Y_“ prroz il T\)&[\} @®

Signature . Date Coliaborating Physician:
Judith T

on, MD, Medical Director, PPNNE

s

11/88 ec/



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

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

D

2)

3)

4)

PPNNE Standing Orders: Each P.A. practitioner annually 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.,

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.

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.

Additional information about PPNNE's health centers, patient population
and P.A. practice at Planned Parenthood of Northern New Encland:

Planned Parenthood of Northern New England is a non-profit health care
organization with fourteen outpatient health centers in Vermont. Under the
supervision of PPNNE's Medical Director and Associate 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.

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, page 16 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.

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

Physician's Assistant;

Meditg];irector:

W\E X wQﬂj\}\ w{:?? o /\;{D Date: _] j[ 3 r/ 20
ASSOCiT@f;?? irector:
/@ fi\\‘ i/l/ﬁ Date: f:/ / Q/ 24V

¥

Susan Smith, M Dy (Secondary Supervising Physician):

5/%@“ /> y W%’T Date: _/ 5/ / ’9/ o




Planned
Parenthood”®

of Northern New England

CENTRAL OFFICE

183 Talcort Road, Suite 101
Witlisron, VT

05495-2075

Phene 802.878.7232

Fax 802.8758.8001

January 10, 2000

Vermont Board of Medical Practice
109 State Street
Montpelier, Vermont 05609-1106

Dear Friends:

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

* Amy Borgman

In addition, the Physician's Assistants named above will be authorized to prescribe
medications in accordance with the Scope of Practice submitted to and approved by
the Vermont Board of Medical Practice. Practitioners at Planned Parenthood of
Northern New England do not independently prescribe or dispense controlled drugs
and therefore are not required to obtain an identification number from the federal
Drug Enforcement Agency (DEA).

Sincerely, o
ATy~

Judith Tyson, M.D.
Medical Director

'\_3/)8 Friritaci on Reaycled Paper



Planned
 Parenthood”

of Northern New England

5 E R V I N & MoA I N E . N E W H A M P S H | R E A N D VoE

CENTRAL OFFICE

183 Talcotr Road, Suite 101
Willisron, VT

05495-2075

Phone 802.878.7232

Fax 802.878.8001

MEDICAL OVERSIGHT AT PPNNE

Physician Oversight

All PPNNE practitioners undergo a thorough orientation to PPNNE and our medical
protocol and are approved by the Medical Director before functioning in an
independent capacity. As part of a new practitioner's orientation, a "Practitioner Skills
Assessment" checklist is completed. If further training in any expected area of
competence is needed, this is arranged.

The Medical Director and Associate Medical Director provide oversight and
supervision through on-site visits and consultations, telephone consultations, and
quarterly in-services. They are available for telephone back-up on a 24-hour basis. In
addition, the Medical Director works with the Affiliate Medical Committee, the Medical
Management Team and the Director of Quality Assurance to develop and review
protocols and audits and to 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 and approved by our Medical Committee.
Practitioners attend quarterly continuing education in-service for medical training and
discussion of protocol questions and other practice concerns.

We also have on staff a full-time Associate Medical Director, who is also a board
certified OB/ GYN. She is also available for consultation on a daily basis.and to serve as
Acting Medical Director when the Medical Director is on vacation or out of town. Both
the Medical Director and Associate Medical Director visit sites on a regular basis for
chart review and evaluation of patients with problems. In addition, we also have
community physicians who are available to our staff for consultation, telephone back-
up and periodic review of charts.

Affiliate Medical Committee

The Affiliate Medical Committee, comprised of physicians and allied health providers
from Maine, New Hampshire, and Vermont, meets as needed, and is charged with
assuring that the medical protocol under which PPNNE operates meets community
standards and is in compliance with Planned Parenthood Federation of America (PPFA)
national standards and guidelines. It is responsible for approving the protocols for any
new medical service PPNNE undertakes, and for reviewing and recommending
PPNNE's participation in any research project.

A
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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 health
care, the National Medical Committee establishes standards and guidelines that all
Planned Parenthood 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 protocol after consultation with our own Medical
Committee as needed.

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 Quality Assurance

The Director of Quality Assurance develops, oversees and conducts on-going audits of
our medical programs.

1. Quality Assurance Site Audit

The Director of Quality Assurance conducts an annual on-site evaluation of each
clinic. This 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 audit topics are selected by the Director of Quality Assurance in
close consultation with the Medical Management Team. Some examples of audit
topic 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.

Results 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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Be it known that

has successfully completed all requirements to achieve or
maintain NCCPA certification, and may therefore use the designations

Physician Assistant-Certified and PA-C
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STATEMENT OF CONFIDENTIALITY

This facsimile wansminal sheet, sné any documents that may be pansmined with i mey contain kfbrmation which is confidental and/or priv
and is intended solely for the use of the sddressee, then any disclosure, photocopying, diseibution o ather use of the contents of this fved
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State of Vermont
Board of Medical Practice

Professional Certificate

I hereby cemfy that the following named person is fully qualified to practice
as a Physician’s Assistant in the State of Vermont:
Amy S. Borgman, PA-C
P.A. Certification Number: 55-0030098 .
Valid only while working under the supervision of Judith Tyson,
M.D.; Chervl Gibson, M.D. and Susan Smith, M.D. at Planned
Parenthood of Northern New England, 90 Washington Street, Barre,

Vermont.
Valid through January 31, 2000.

IN TESTIMONY WHEREOF, 1 have hereunto
set my hand and affixed the official seal of the

Vermont Board of Medical Practice

at Montpelier, in the county of Washington,
State of Vermont,

30th dayof January AD 19 98

%KW

Adnumstrat{(!j/ Assistant
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P4 CHECK SHEET
2002-2004 RENEWAL

Name. {i\rw\ E)@"”Cf v
Cerification # ' (155 - 07536099
Date Received - -0 7

x/ F eeﬁi;."r?gf %
| Application Pages Complete

v
m Form A
e

v

NCCPA Proof of CME
Scope of Practice (Sign and Date -- PA and Primary)

v Letter from Primary Supervisor attesting to practice within past
12 months
v/ Primary Supervisor Form
v Secondary Supervisor Form

See Rule 5.3 and 5.5. The Board is requiring updates on these
Jorms during this vrenewal cycle. This is the classic situation
where the greatest number of PA's are in compliance with the
requirements of updating the Board on changes in supervisor,
but the few who have not, make it necessary that everyone
submit the updates to guarantee the files are complete.

: v(’S"L;ww\



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE

2002-2004 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION
PAGE ONE OF §IX

I hereby apply for the RENEWAL of my CERTIFICATION AS A PHYSICIAN ASSISTANT for the period
from 02/01/02 to 01/31/04. TWO YEAR RENEWAL FEE: $75.00 with each additional renewal $50.00
Enclose a check in the proper amount made payabie to the Vermont Board of Medical Practice.

s e st o s e ok o o ok ok o o of ok o ke ok sk oo ke o ok 2K 5 3K ok ok o ok oo o 3 3k o K oK 3K oK o8 o 58 e ok e ok ke 8 ke o o ko8 ok o o o K e ke o 3 e 38 2k ke o ok sk o of 3k 3 3 o8 s 300K 3K ok e sk R R ok

Important:
Please print legibly or type.
Answer all questions (front and back of each page) completely-it is rot adequate to state that the Board
already has the information. Use the enclosed Form A to provide explanations to "yes” answer
Section I1.
Make a copy of this form and all attachments for your own records,
Do not delegate this important task, as false statements on this form are grounds for unprofessional
conduct.
Note:  Physician Assistants 80 vears of age or older are exempt from payment of a renewal fee; however, the o
Physician Assistant certification renewal application must still be compieted and submitted. : o

SECTION I

1. Name: ﬁ‘\ P \g G R e b0 JERE 2 fJ
E

2. Vermont Certification Number: 055- &< ™S 233 %

3. Other Name(s), if any, under which you were certified or licensed m Vermont and clsewhete:

4. Home Address:

City, State, Zip Code:

" Office Address: ) MO ALHU o AY WA

I

City, State, Zip Code: \f‘)\, errt. UL 0C0LY !

NOTE: CIRCLE YOUR PREFERRED MAILING ADDRESS. This address will be public and listed on the

Board’s web site.
6. Daytime Telephone Number: Area Code: ( ¢ 2- ) H4 ™o~ ol iy

7. Date of Birth: Month:
8. Place of Birth:

9, Certification Examination Taken - Check:

" NCCPA
State Examination-Identity State:

Other Examination Specify:

10. Basis for Vermont Certification: _ Apprenticeship Trained
a// University Trained



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE ‘
2002-2004 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION
PAGE TWO OF SIX

11. Do you have hospital privileges in Vermont? Yes \/’;Io

Hospital Name(s) and Location(s):

12. Did you practice in Vermont during the past 12 months? \//Yes No

13. Other states where you now hold an active certification or license to practice: Qé

£
14. States where you previously were certified or licensed to practice: k- GuotA
15. Specialty: é:)“'\*it N DEA Number:

16. Name and office address of current EMPLOYER:

Nane Address
T} L em il \} M\\/\WQ (L,,\i\)wr*@"'\lw { % LY hi Y P\._\\ i o |
_ . AT B VR U T E P Ry ey
17. Please list {or use additional sheet if necessary} your current PRIMARY and SECONDARY SUPERVISING
PHYSICIAN(S).

Primary Supervising Physician(s):

Name ‘ Address

c,ww?ﬁ;}; Cobn, 22 MNanchieid axe. QT oS

Secondary Supervising Physician(s):

Name Address

Susan Swi 25 Manskeld Ave . Bud NT. oSURZ.

18. Scope of Practice: The Board of Medical Practice requires that you and your primary supervising physician(s)
review the most current scope of practice (see attached definition) for your practice setting, paying attention to any
additions or deletions in duties and procedures. Please review, sign and date by PA and PRIMARY
SUPERVISING PHYSICTAN your scope of practice. Please attach a copy of your signed scope of practice.

a) v}/las there been a change in your scope of practice which has not been reviewed by the Board? Yes
No



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2002-2004 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION
PAGE THREE OF SIX

19. Documentation showing practice as a Physician Assistant within the past twelve months: Please provide a letter from
vour Supervising Physician attesting to the fact that you have practiced as a Physician Assistant within

the past twelve months.

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

20, Continuing Medical Education (CME) requirements:

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

b. For all others, enclosed please find an explanation of requirements and a logging form.

21. Primary Supervising Physician and Second Supervisory Physician forms are enclosed to be completed and returned with
this application.



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2002-2004 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION
PAGE FOUR OF 8IX

SECTION I
SECTION II - “Yes” answers to Questions I -24 require an explanation on the enclosed Form A.
Important note regarding the following questions: “Yes” answers on past renewals must be updated on Form A. For example, if a
- previously reported malpractice action has been dismissed, please indicate that on Form A. You have a continuing obligation to
update the Board during the 2002-2004 period if the answer to any of the questions on the next two pages changes from “Neo* to
“Yes.”

DURING THE PAST TWO YEARS:

i. Have you applied for and been denied a certification/license to practice as a PA or any bealing art? _ Yes n&//No
2. Have you withdrawn an application for a certification/license to practice as a PA or any healing art? Yes e No
3. Have you voluntarily surrendered or resigned a certification/license to practice as a PA or any healing
art in fiew of disciplinary action? Yes __do

4. Are any formal disciplinary charges pending or has any disciplinary action 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)?

5. To your knowledge, are you the subject of an investigation by any other ficensing board as of the date of this
application?

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

7. Have you discontinued your education, training, or practice. for a period of mote than three months?

8. Have you been dismissed or asked to leave a residency training program(s) before completion?

9. Have you 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 complaint or peer review action has been initiated against you? Yes No
10. Have you been denied the right to participate or enroll in any system whereby a third party pays all or part of /
a patient’s bifl? Yes No

11. Have you been notified as a responsible party of a confirmed quatity concern (quality of hospital care provided

to Medicare patients) by the Peer Review Organization (PRO) in Vermont or elsewhere? Yes / _No
12. Has any medical malpractice claim been made against you (whether or not a lawsuit was filed in relation to the /
claim/complamt/demand for damages)? Yes No

i3. Have you been turned down for coverage by a malpractice insurance carzier? Yes /No

14. Has your privilege to possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricted or surrendered by any jurisdiction or federal agency at any time? Yes m/ No

15. Have you been a defendant in any criminal proceeding other than minor traffic offenses (Note: DWI - Driving /
While Intoxicated - is NOT a minor offense)?

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



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
2002-2004 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION
PAGE FIVE OF 81X

SECTION II CONTINUED - "Yes” answers to Questions 17-24 require an explanation on the enclosed Form A. For purposes of
Cuestions 17-24, the following phrases or words are defined below:

“Ability to practice medicine” as to be construed to include alf of the following:

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” 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, mentai retardation, emotional or mental illness, 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 illegaliy.

“Currently”, for purposes of this renewal application, does not mean on the day of, or even in the weeks or months preceding the
completion 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 two {2) years,

“IHegal use of controlled substances” means the use of controlled substances obtained illegally as well as the use of controlled
substances which are not obtained pursuant to a valid prescription or not 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
with reasonable skill 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
with reasonable skill and safety? If "yes”, please explain,

19. If *yes", 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? Please explain.

20. Are the limitations or impairments caused by your medical condition reduced or ameliorated because
of the field of practice, the setting or the manner in which you have chosen to practice? If “yes”,
please explain.

21. Have you ever been diagnosed as having or have you ever been treated for pedophilla, exhibitionism,
or voyeurism? If "yes”, 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 controlied

substances? If “yes," please explain.

24. Have you been diagnosed with or have you been treated for bipolar disorder, schizophrenia, paranoia,
or any other psychotic disorder?




STATE OF VERMONT - OFFICE OF PROFESSIONAL REGULATION
APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
You mugt answer questions 1. 2. and 3. PAGE SIX OF SIX
Regarding Child Support

Tile 15 §.795.reguires that A professional license os other authority o conduct a trade of business may not beissued or renewed unjess Lhe persen vertifies that he or she s in good
standing with respect 10 or i full compliance with 4 plan to pay any and ali chikl suppon payable under a support order as of the daie the application is filed. "Good standing” means
that Jess than one-iwelfth of the annual suppen obligation is overdue; or hability for any support payable is being contested in a judiciai or quasi-judicial proceeding: of he or she is in
compliance with a repayment plan approved by the office of child suppon or agreed to by the parties; or the licensing authority determines that immediate payment of support would iImpose
an unreasonable hardship. ¢15 V.5.A. § 793)

1. You musi check one of the two statements below regarding child support regardless whether or net you have children:

__L"» § hereby cestify that, as of the date ol this application: (a) I am not subiect Lo any support order or {b) | am subject o & support order and 1 am in good
standing with tespect (o i1, or {c} | am subject Lo a support order and I an in full compliance -with a plan e pay any and all child support due under thal
order.

or

—— Ihereby cenify that I am NOT in good standing with respect to child support dues as of the date of this application and 1 hereby request thal 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 lcense or other authority to corduct a trade or business may 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 o taxes are due. the 1ax lability is on appeal. the axpayer is in comphiance with a paymeni plan approved by the

Comsmissioner of Taxes, or the licensing authority determines that immediate, payment of taxes would irnpose an unreasonable hardship, 132 V.S AL § 3143y

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

_‘é_ | hereby centify. under the pains and penalties or perjury, that I am in good standing with respect to or in full compliance with a plan lo pay any and all
taxes due 1o the Stare of Vermom as of the date of this application. (The maximum penalty for perjury is fifleen years in prison. & $10.000.00 fine or
both).

or

. 1hereby cenify that | am NOT in good standing with respect 10 taxes due to the Siate of Vermont as of the date of this application and [ hereby request
that the licensing authorily determnine that immediae payment of taxes would impose an unreasonable hardship. Please forward an “Application for
Hardship™.

Regarding Unemployment Compensation Contributions

Titie 21 § 1378 requires that: No agency of the state shall grant, issue O renew any license or other authority o conduct a rade or busiaess {including a license 1o practice o profession)

(0. oT enter into. exiend 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 2 writen

declaration, uader the pains and penalties of perjury. that the employing unit is in good standing with respeci to or in full compliance with a pian to pay any and ail contributions o

payments in lieu of contsibutions due as of the date such declaration is made. For the purposes of this section. a person is in good standing with respect 1o any and ail contributions or

payments in heu of contributions payabie if: (1 no contributions or payments in lieu of contributions are due and payable: (2) the Kability for any contributions or payments it licu of
contributions due and payable is oa appeat: (3) the employing unit is in compliance with a paysment plan approved by the Commissioner: or (43 in he case of a licensee. the agency hmds
that requiring smmediate payment of contrihutions or payments in heu of contributions due and payable would impose an unreasonable hardship.

3. You musl check one of the three staternents below regarding unemployment contributions or payments in lieu of unemployment contributions:

I hereby certify, under the pains and penalties or perjury, that I am in good sianding with respect to or in full compliance with a payment pian approved
by the Commissioner of Employment and Training to pay any and all unemployment contributions or payments in lieu of unemployment contributions
10 the Vermont Department of Employment and Training due as of the date of this application. {The maximum peralty for periury is 15 years in prison.
2 $10, 000.00 fine or both.}
or
e | hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in Heu of unemployment contributions due
10 the Vermont Department of Employment and Training as of the date of this application and 1 hereby request that the licensing authorily delermine
that requiring immediate payment of unemployment contributions or paymenis in lieu of unemployment contributions weuld impose an unreasonable
/" hardship. Please forward an Application for Hardship.
or
¥ Inereby certify that 21 V.8.A, § 1378 is not applicable to me because 1 am not now. nor kave | ever been. an employer.

Soctal Security #_ Date of Birth _

* The disclosure of your social security number is mandatory, it is solicited by the authority pranted by 42 U.S.C. § 405 (¢)(2)(C), and will be used by the
Department of Taxes and the Department of Employment and Training in the administration of Yermoni tax laws, to identify individuals affected by sueh
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 10 the bes: of my knowledge and thal providing false information or omission of
inforraation is unlawful and may jeepardize my license/certification/regisiration status.

'-»—._‘_._-“ f/h“‘-w\ -
Signature of Appticant / *\(J'} ‘xﬂ";: Dae_ {28 &—

OFFICEOF THE SECRETARY OF STATE -OFFICE OF PROFESSIONAL REGULATION
.




The ‘National Conunisston on Certification of
Physician Assistants

hereby affurms that
Amy S. Borgman

Tias successfully completed all certification requarements and
earned the rght to use the
Physician Assistant- (Cf)/‘lz}/l,‘czd designation.
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I Karhrvn Hillo MEd, F?(CL‘LH'[\’(‘ Director Certificate Number: 1011373

Issue Date: June 6, 2001
{ Q/ 2 £ C/&‘, ,_/&1 A7, /). Expiration Date: December 31, 2003
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(B Wincheseer, MDD, Secretary



Planned Parenthood Standing Orders for

h ' h Pla a

A Provide information and counseling on: 'family planning methods: sterilization; pregnancy; adoption; abortion: common
gynecolegical problems; sexuvally ransmitied disesses; sexual assault: male reproductive health; infertility; maternity care:
midlife heaith; well child care; general preventive health eare.

B. 1 Order and dispense hormonal contraceptives and HRT in accordance with the PPNNE Medical Protocol.
2) Manage routine hormonal contraceptive and HRT problems.
3) Order special laboratory tests needed to prescribe hormonal contraceplives and HRT.

C. 1) Insen end remove the Norplant contraceptive system in accorcance with the PPNNE Medical Protocol,
2) Manage routine Norplant problems.

. 1} Inject Medroxyprogesterone acetate (Depo-provera) in accordance with PPNNE Medicai Protocol.
2) Manage routine DMPA problems. .

E. 1 Insert and remove IUD's in accordance with the PPNNE Medical Protogel.
2) Manage routine 1UD probiems.
3) Order X-rays and sonograms for IUD localization.

F. 1) Fit and check diaphragms and cervical caps in accordance with the PPNNE Medical Protocol.
2) Manage diaphragm and cervical cap problems. :

G. 1 Crder 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.

I, Evaluate patient history, perform etementary physical examinstion and pelvic examination, order and evsluate laborsiory and
other fesis as indicated and administer immunizations and other medications in accordance with the PPNNE Medical

Protocol.
J. 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 conditicns covered in the PPNNE Medical Protocol as indicated in the protocaol.
L. Perlorm pregnancy diagnosis as per the PPNNE Medical Protocol. Order serum HCG pregnancy test, titers and sonograms,
M. Provide services to patients in the maternity care, abortion, vasectomy, cervical dysplasia, inferlility, male services, well child

and midlife programs as per the PPNNE Medica! Protoco! and Medical Protocol Suppiements.

N. Provide routine gynecclogic and general preventive health care as per the PPNNE Medicai Protocol. Manage and follow-up
routine and problem patients in accordance with the PPNNE Medical Protocol.

Q. Perform venipunciure: start and maintain LV.'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 8 PPNNE physician with the Medicai Director's approval.

Q. Pursuant to delegation from the Medical Director, to provide reproductive health care to minors, including and
especially contraception and diagrosis and treaiment of sexually transmitted infections, as indicated with or without parental
consent if the minor may suffer probabie health hazards if such services are not provided.

The Family Planning Praclitioner must:

A. Adhere to the PPNNE Medical Protocol.
B.  Obtain physician consultation in all non-routine clinical matters.
C. Follow-up and report all complications and all potentiai medico-legal incidents to the Medical Director.

] agreie to practice under the above standing orders X J j ‘
§ Q\\\‘b o )C/f P
ﬁ o N [ L — 3“3 a

N ! " Mate [P PO N o

Signature R




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

Pianned Parenthood of Northern New England's Scope of Pragtice for Physician's Assistants
consists of several documents:

1)

PPNNE Standing Orders: Fach P.A. practitioner annuaily signs the Standing Orders
that are approved by PPNNE's Medical Adviscry Committee then co-signed by

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

PENNE's Medical Pratocol: 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.

Madical 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.

Additional information ghout PPNNE's health centers, patient populagion and P.A.
practice at Planned Parenthood of Nerthern New Encland:

Planned Parenthoad of Northern New England is a non-profit health care organization
with fifteen outpatient health centers in Vermoent. 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 an 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.

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 |, Part | of the PPNNE Medical Protocol, each clinic site is



required to inform patients how £c 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.

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

Aﬂw'\ S Daroprn \ 3

Physician’s Assistant O Date

\Md/)/é/\%;\ Al f/;’?%z

watDirector Date
Cheryl Gibson

aj/& VR ¢ "Zfr/u"@”\ ity | / /Y[

\\Eusan Smith, M.O. Date
econdary Supervising Physician




 Planned
Parenthood®

of Northern New England

S ERV I NG M A TN E N E W H A M P 3 H I R E AN D Y ER M O N T

CEMTRAL OFFICE

183 Talcolt Road, Suite 101
Williston, VY

05455

Phone 802.878.7232

Fax 802.878.8001

January 14, 2002

Vermont Board of Nursing
108 State Street
Montpelier, Vermont 05603-1106

To Whom It Miay Concern:

This is to certify that the Physician's Assistant named below has practiced under my supervision,
in Verrmont, within the last twelve months.

¢ Amy Borgman

In addition, the Physician’s Assistant named above will be authorized to prescribe medications in
accordance with the Scope of Practice submitted to and approved by the Vermont Board of
Medical Practice. Practitioners at Planned Parenthood of Northern New England do not
independently prescribe or dispense controlled drugs and therefere are not required to obtain
an identification number from the federal Drug Enforcement Agency {DEA].

Sincerely,

Cheryl Gibson
Medical Director

-
’{;f‘}' Printed on Recycled Paper



Planned
Parenthood”

of Northern New England

gl

S ER VYV I NG MoA LN E L N E W H A M P S Mt R E A N D V.t R M ONT

CENTRAL OFFICE

183 Talcott Road, Suite 101
Williston, VT

05495

TPhone 802.878.7232

Fax 802.878.8001

MEDICAL OVERSIGHT AT PPNNE

Physician Oversight

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., provide oversight and supervision
through on-sjte 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 1o develop and review protocols, audits, and to evaluate any new
developments i the medical field that may affect PPNNE. Al 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 concemns. They also atiend outside
CME conferences. In addition, we have community physicians who are available to our
staff for consultation, telephone back up and period 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 Commitiee 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 protocol.

b . . N
& Prieted on Recycled Pager



Medical Management Team

This team meels quarterly to discuss various medical management issues and to
determine appropnate resolution of these 1ssues 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 Audst

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.

Results 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.

Revised 1/02



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

PRIMARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full (onsoN (jq@(u L A.

 (Last) (Firsf) (Middle)
Mailing Address P\ Gﬂﬂ@& @ﬁgﬁf\%ﬁ@ﬁéj o
' (Office Name)
22 tansteld Ave -
. (Street)
Burhnafon NT. o3tol e 8a-ta2k
(City/State) J (Zip Code) (Telephone Number)

Vermont License #: o2 - &}Q‘\%

Hospital(s) where \{'ou have privﬂeg@

Hospital(s) Location pecialfy
Pedhet Alen Yrea th Coge - ()Bi I’\j

nm_% Alen Bk, VT

What arrangements have you made for supervision when you are not ava‘labl; oy out of town:
X

Co\aa\a%e\a)\—\mo et 28 MO Susan S an yn as

CERTIFICATE OF SUPERVISING PHYSICIAN

1 hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of Qmu %qu ™ , P.A. while under my supervision. I further certify that the protocol
outlining thd scopé:)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 gove

s | /\\/ [T )

{ESa;e) ) (Egnature of Supervising Physician)

Co-signature of PA: ;\\’\»ﬂv\ % oS M

Note: A PA who prescribes controlled drugs must obtain an ID number from DEA. PA@EA Number Nl& _




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full S‘K\\’\'}V\ SAsSaly FQU{

(Last) - (First) (Midhie)
Mailing Address Q\Q(\E\eé p&ﬁﬁ“\"\ﬂQﬁd

{Office Name)
22 Manstield owe -
. (Street)
Sudingion, T ool &) Bu3 b3k
(City/State) ~ (Zif) Code) (Telephone Number)

Vermont License #: Cj"\a - QC)OS‘:’FJ\ N

Hospital(s) where you have privi]egeszgq

Hospital(s) Location Specialty
¢ Ben Yven W, Cate - OBX

P\ . VL-\‘\TV bLE«ﬂ

List all physician’s assistants names and addresses you currently supervise:
Sy Botanan - 20 Borfe NT - Joante Gurt 29 Deru T Coke Nichelgs €€ dud VT
STRAOS - 0f Nyde PUNT  Tohanoa Yousel €0 BNANT Barbaa W €€ Bud,vT
Sae Garrol - .0 Bid VT Vo'we Yindar €€ et 3T, Sudt wednde{ £0 @ VT.
' “Sanet Nong 66 Gud N T
CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordgnce with 26 VSA, Chapter 31, [ shall be legally responsible for all medical activities
of ALY &cj(qm(x » P.A. only when the primary supervising physician is unavailable and
only when coﬁsuited”efy 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 and that in accordance with
26 VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

I further certify that [ have read the statutes and Board rules gove{ﬁﬁlg bhysician’s/ﬁ’gsistants.

Uiylew Yale /78 Lyufaﬂ:f%&v@

g{Iﬁat':e)" (Signature of Secondary Supervising Physician)




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

I hereby apply for the RENEWAL of my CERTIFICATION AS A PHYSICIAN ASSISTANT for the period
from 02/01/04 to 01/31/06,

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

TWO YEAR RENEWAL FEE: $75.00 for first certification; $50.00 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 stili 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 1T and I11.
When space is insufficient, attach additional sheets.
Make a copy of this form and all attachments for your own records.
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 eariiest convenience. Your current certificate expires on

January 30, 2004,

o S e e AU g b B P i

DECETVET,
{

PARTI

I, Name: Amy S. Borgman

i3

S

£
2. Gender: IﬁlMaIe:LET"Female : P
. P

!

;

3. Vermont Certification Number: 055-0030098 E‘j %}: JAN 28
4. Other Name(s), if any, under whichyou were certified or iicensfed i Venéont and elsewhere: !
. s I

5. Home Address:

City, State, Zip Code:

PoLm L
83t A%k e Gus N

BaRre UT 65 6o

6. Work Address:

Please check your preferred mailing address: o Home ,m/ Work
{This address will be public and listed on the Board’s website)

7. Email Address

8. Daytime Telephone Number: Area Code: ( %562~ ) “ b b {,

9. Date of Birth (Mg
10. Place of Birth:

edical Practice-2004-2006 Physictan Assistant Certification Renewal
Page 1 of 1]

Vermont Department o




11. Certification Examination Taken — {Check box and enter date of examination):

o (/1700 NCCAA Cor¥e duweal GlGlet o
o (/7 State Examination-Identity by state:
o (/7 ) Other Examination specify:

i2. Basis for Vermont Certification - (Check box):

o Apprenticeship Trained
e University Trained

13. Do you have hospital privileges in Vermont? [ Yes ENo

Hospital Name(s) and Location(s);

14. In what year did you start working as a physician assistant in Vemont? LR Yy
15, Did you practice in Vermont during the past 12 months? IZI/Yes 1 No

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

16. Other states where you now hold an active certification or license to practice: (:(‘3
17. States where you previously were certified or licensed to practice: VIR Gt A
18. Specialty: CR Y, DEA Number: %A% p 1 3754

19. Name and office address of current EMPLOYER:
Name . Address
Plaoned Qmm\-\mm& G0 WS r\c;x&(sw X i\ll‘mﬂ LN ORAL

20. Please indicate the total number and list (use additional sheet if necessary) name(s) and address(es) of physm;ans who
currently serve as your PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S).

Total number 3)
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 Renewal
Page 2 of 11



Secondary Supervising Physician(s):

Name Address

SUSEN Sty a3 mq(‘ﬁ%ﬁk_\, Ne . &AVL;JW oSuo/
\%m qu \ '

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. 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

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 all 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.

PART I
“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 Farm A, For
example, if a previously reported 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 3 Yes iZﬁ‘W\Jo
other healing art?

P
26. Have you ever withdrawn an application for a license or certificate to practice medicine or any O Yes EI,\TO
other healing art? ,

27. Have you ever voluntarily surrendered or resigned a license or certificate to practice medicine or O Yes B'No
any other healing art in lieu of disciplinary action?

28. Are any formal disciplinary charges pending or has any disciplinary action ever been taken 03 Yes &I ﬁo
against you by any governmental authority, by any hospital or health care facility, or by any
professional medical association {international, national, state or local)?

-
29. Have you ever been denied the privilege of taking an examination before any state medical [7 Yes B'No
examining board?

30. Have you ever discontinued your education, training, or practice for a period of more than three O Yes @No
mwonths, for reasons other than a family situation?

-
31. Have you ever been dismissed or suspended from, or asked to leave a residency training program 0 Yes 1 No
before completion?

Vermont Department of Heaith ~ Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
Page 3 of 11



32. Have you ever had staff privileges, employment or appointment in g hospital or other heath care O Yes LZ’J(\EO
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, [ Yes lZ/No
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? O Yes EI'No

PART HI

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 mvestigation 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 questions 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 eondition" ~ 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 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
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 illegaily. :

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

"Ilegal use of controlled substances' - This term means the use of drugs, the possession or distribution of
which is unlawful under the Controlied 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
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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 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.

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
prograrm.

39. Are you currently engaged in the illegal use of conirolled substances?

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

IMPORTANT

Since 1999, board fres have been used to ereate and maintain the Vermont Practitioners Health Program, o confidential
program for the identification, treqtment and rehabilitation of practitioners, including physician assistants, affected by the
disease of substance abuse. [ you wish firther information about this program, a service of the Vermont Medical Society,
call 802-223-0400 (a confidential line},

Part1V - 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 ali health care professionals licensed,
certified, or registered by the Department pursuant to Title 26 of the VSA. Please fry 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 in 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 relevant 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 includes DUT 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 decumenting the convictions,

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

Vermont 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 it”) or
where sutficient facts of guilt were found and the matter was continued without 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)]

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)

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.

H

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

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

A, Revocation/Inveluntary 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)

Verment Department of Health — Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
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B. Qther 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 settiement of, a pending disciplinary case
related to competence or character in that hospital. Please provide copies of papers fully
documenting these matters,

“{Date) {Hospital) _ {State)
(Nature of Acticn) (Action)
U In lieu 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 Jjudgments against you and ail medical
malpractice arbitration awards against you in whick a payment was awarded to a complaining party.

Please provide copies of papers fully documenting these matters.

C Judgement O Arbitration

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

0 Judgement {1 Arbitration

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

B. Settlements

Please provide a description of all settiernents of medical malpractice claims against you in which a

payment was awarded to a complaining party. Please provide copies of papers fully documenting
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))

What month and year did you start practicing as a Physician’s Assistant? 3 E g
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47. Appeintments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #35 is optional. By answering, vou are

48.

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 facaities.

(School) {City) (State}  (Nature of Appointment) From (vear) To {year)
{School} {City) (State)  (Natre of Appointment) From {year) To (year}
B. Teaching

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

{Schoo¥/Institution) {City) (State}  (Nature of Teaching) From (year} To (year)

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

Note: Answering #51 is optional. By answering, vou 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)
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 activities and awards,

{Activities or Awards)

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

What is the location of your primary practice setting?
Ao s AAHIIGTEN B Vot T 55 64 |
Towr/City, State

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

Please identify any translating services available at your primary practice location.

Vermont Department of Health ~ Board of Medical Practice — 2004-2006 Physician Assistant Certification Renewal
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Are any translating services available at your primary practice location? [l Yes @/Eilo

If yes, please describe the translating services available:

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

A Medicaid participation
Do you participate in the Medicaid program? EYes O No
B. New Medicaid Patients

Are you currently accepting new Medicaid patients? E/?es I No
PartV

Are you currently active in clinical practice in Vermont? @ ¥es O No

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

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-call hours.

Enter the Vermont town name for this location: &\Pﬁ) [ A (VN

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

3

/Ef Community-Based practice (including associated hospital care - solo or group office, Community Health Center, etc.)
O Hospital-based practice {Inpatient, Emergency Room, ete) '
[ School or College Health Center
O Business or Work Site
[0 Extended Care / Nursing Home
0 Other:

I work as a focum tenens here DYe's/E'j'I\Io

If this is an office-based practice, please answer the following;

I currently have patients here covered by Medicaid ZYes ONo
[ currently have patients here covered by Medicare HlYes ONo
I will accept new patients here £Yes ONo
[ will accept new Medicaid patients here JdYes ONo
[ will accept new Medicare patients here /E’Yes [INo

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

- Vermont Department of Health — Board of Medical Practice — 2004-2006 Physiclan 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: 11 ©1 14 digits] (see attached list or link) Hours per week: "D [2 digits)

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

Do you plan to retire or reduce your patient care hours AT THIS SITE in the next 12 moaths? [IYes {2@

If you work at another location or setting UNDER THE SAME CERTIFICATE please answer the guestions 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: \?A ATy H

Select the ONE practice setting that best describes this practice;

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

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

School or College Health Center

Business or Work Site

Extended Care / Nursing Home

Other:

oooon

I work as a locum tenens here DY&?ﬂ:\‘IO

If this is an office-based practice, please answer the following;

I currently have patients here covered by Medicaid }Zers [ONo
_ Lcurrently have patients here covered by Medicare JdYes [INo
I will accept new patients here JdYes ONo
T wili accept new Medicaid patients here FYes ONo
I will accept new Medicare patients here JdYes ONo

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

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: _'\_'\_@_i“ [4 digits] (see attached list or link) Hours per week: {0 [2 digits]

Second Specialty: ____ [4 digits] (sce attached list or link) Hours per week: 2 digits)

Do you plan to retire or reduce your patient care hours AT THIS SITE in the next 12 months? DYes Eﬁ;

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 Y":

R i T W %t{ T . B P
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Part Vi

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

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

a ™ , .
Date: Lhi oy A“ﬁ«\ D B V@-m...

b Applicant’s Signaﬁﬁi‘e\
P E\ )

Vermont Department of Health
Board of Medical Practice
P.O. Box 70, Burlington, VT 05462

487-34-1720
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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 trade or business may not be issued or renewed untess the
person certifies that he or she is in good standing with respect to or in fuil compliance with a plan to pay any and ali child support payable under
a support order as of the date the appiication is filed. "Good standing” means that fess than one-twelfth of the annual support obligation is
overdue; or liabifity 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.5.A. § 795}

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

Mi hereby certify that, as of the date of this application: {a} 1 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 {¢) | am subject to a support arder and | am in fuli compliance with a plan to
pay any and all child support due under that order.

or

Q I hareby 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 immaediate payment of child support would imposs an unreasonable hardship.
Please forward an "Application for Hardship™ '

Regarding Taxes
Title 32 § 3113 requires that: A professional Hcense 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 the Department 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 Commissioner of Taxes, or the licensing authority determines that
immediate payment of taxes would impose an unreasonable hardship. (32 V.$.A. § 3113)

I 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).

2. \D’;m/ r;lust check one of the two statements below regarding taxes:
2

or

U thereby certify that  am NQT 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 authority determine that immediate payment of taxes would impose 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 provision of goods, services, or real estate
space with any empioying unit unless such employing unit shail first sign a written declaration, under the pains and penaities of perjury, that the
employing 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 the purposes of this section, a person is in good standing with respect to any and
all contributions or payments in lieu 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 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
contributig:y' .

| i hereby certify, under the pains and penaities of perjury, that I 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 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, 000.00 fine or both.) )

or :

O 1 hereby certify that { am NOT in good standing with respect to unemployment contributions or payments in ffeu of unempioyment
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 that requiring immediate payment of unemployment contributions or payments in fieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.

or
O Ihereby certify that 21 V.5.A. § 1378 is not applicable to me because | am not now, nor have | ever been, an empioyer.

Social Security # Date of Birth
* The disclosure of your social security number is rmandatory, 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 taws, 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
faise information or omission of information is unlawfut and may jeopardize my license/certification/registration status.

Signature of Applicant [ \\ Q\ 1&@/ Date 'Ll §%
- ==

Vermont Department of Health-~BEard of Medical Practice )
Applicant's Statement Regdrding Chiid Support, Taxes, Unemployment Compensation Contributions




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 Ooveson &"\EML A

(Last) (First) ™ (Middle)

Mailing Address Q\Q‘(\(\C& ‘QC\{‘@(\&;L\QQ é,

(Office Name)
235 N eld BNe -

B UG ON N 1. O B3 -2,

(City/State) - @1}3 Codeﬁ (Telephone Number)
Vermont License #: 0\‘\'2 OGS

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

Ty O Bring o, 9T G306} oeibqr\) ‘

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

ay \“1 on Q\Qr\\ Strvx(:e

CERTIFICATE OF SUPERVISING PHYSICIAN

[ hereby certify that, in accordange with 26 VSA, Chapter 31, I shall be legally responsibie for all medical activities
of /‘3\3‘(\’\9\}\ & o@® N\\Cﬁﬂ\j . P.A. while under my supervision. [ further certify that the protoco!
outlining the\}cope of\g}actlce attached to thls application, does not exceed the normal limits of my practice. I
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 1 have read the statutes and Board rules goverm?/w ﬁts

{ ate) Signature of- S/perwsmg Physician)

Co-signature of PA: F\“‘*——’\ % \5“"\{“/’ T

Note: A PA who prescribes controlled drugs must obtain an ID number from\}QA PA’s DEAgumber i UO qb 522

{

g



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
168 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 %CNmO\f\ \4\3\m 1.
(Ladt) (Kifst) ~ (Middle)
Mailing Address 9 \annred Qﬁi‘tﬁ‘%o@d

fice Name)

23 Nansteld Ae
Stree
2uingon .\7("\1‘“. %Sk\b\ V> 32k

(City/State) J (Zip Code) (Telephone Number)
Vermont License #: 33 -00\D SS9/

Hospital(s) where you have privileges: Hospital(s) Location Specialty
FAN.C T—.sur\irlcj*mr\ N % b>\l\7 ;

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

S Gotaan -2 aRee Sohanno Mauset - 20 Buringion Badb Nevh —P9 2l
Auolst Pr0S ~28 Wde B Kodea Windod —€2 Bar e ey —m\ﬁ? Aurl..,
Sire Bueron - 09 bﬁﬂinj\‘bf\ Ca’ve Wi chi\gs -#F mr\n{g\w Heve @\ -SPANR-

fad
CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN -

Ihereby certify that, in accordance with 26 VSA, Chapter 31, T shall be legally responsible for all medica! activities
of iy, SotGeman _, P.A. only when the primary supervising physician is unavailable and
only when gonsulted 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: A

I further certify that | have read the statutes and Roard rules governing physician’s assistants.

([r2foy | I/ )/511\/‘&%

{Date) (S{gnhture of Secondary‘ %x‘vising Physician)

r



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\'\/\\‘\'\’\ SUSan —
(Last) (First) {Middle)

Mailing Address ¥ \cmﬂec\, Q@V@{\H’\oo C\,

' (Office Name)
& MNgnsHield eNe |
(Street)

Budl v T ool B3 -632k

(City/State) " (Zip Code) (Telephone Number)
Vermont License #: CH Q- QOQSCFTO

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

EAN.C me\;nghn N B[GIN-

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

Bion Soraman - 20 Bhake, Tehanna Youser-2¢ Burlingin Sar® N\ - 09 .
Auadsk Bfrns —0¢ Wde far Kok o Kindar - 00 g daf - 9.0 eurl,
Sue turtonN - 64 e:ur\\'n:u;\nn Qo Nicholas-00 fur . N Ot Piidshep Sp

ﬁe‘\‘g‘? ‘

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

L hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of Ay O(GMG M » P.A. only when the primary supervising physician is unavailable and
only when_ionsuitéé_bfy the aforesaid Physician’s Assistant. 1 further certify that the protoco! 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 [ have read the statutes and Board r governing physicy assistants,

22| oy (S?gﬂ o

(Dhte) v ature of Secondary Supervising Physician)



PHYSICIAN'S ASSISTANT SCOPE OF PRACTICE
at 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 Ordars

that are appravad 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.

PENNE'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
Fractice.

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

FPNNE.

dditional informatia 's health center ti tion and P.A.
racki t Planned Parenthood of Narther I :

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

gynelegical 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 regardiess of a client's ability to pay means that
thousands of Vermonters 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 oid. In addition, many of our
ciients are economically disadvantaged.

As specified in Section [, Part | of the PPNNE Medical Protocal, each clinic site is
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Raspital.”
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A\ Cheryl Gibsar ‘ " Data
Primary Supervising Fhysician
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Planned
Parenthood”

of Northern New England

S ER V I NG M A T NE . NE W H A MPS HI R E AN D VERMONT

CENTRAL OFFICE

183 Talcott Road, Suite 101
Williston, VT

(05495

Phone 802.878.7232

Fax 802.878.8001

MEDICAL OVERSIGHT AT PPNNE

Physician Oversight

All PPNNE practitioners undergo a thoron gh 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 Medjcal Director, a board certified OB/GYN.,, provide 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 Medica]
Director works with the Medical Management Team and the Director of Clinical Quality
Improvement 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 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 period 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 Buman Services. Comprised of
nationally recognized experts in specialties and sub-specialties of reproductive
healthcare, the National Medical Commitiee establishes standards and guidelines that all
Planned Parenthood Federation of America affiliates must follow. This commitiee
provides us with updates and revisions to the PPFA standards and guidelines on an on-
going basis. These are incorporated into PPNNE’S protocol.

é;,?; Printedt on Recycled Paper



Pla nned Parenthood Standing Orders for

9f Northern New England

Nurse Practitioners & Phusician Ass slanls

amily Planning Practitioner may:
Frovide information and counseling on: femily piznning methods; slerilization; prepnancy; adoption; sbortion; common
gynecological problems; sexuzily ansmitted disezses: sexuzaf gsszull; male reproductive heatih; infertility; maternity care:
midlife healh; well child care; general preventive hesith care.

Order and dispense hormonal conttaceptives end HRT in accardance with the PPNNE Medical Protocol.

B. 1)
2) Manage routine hoimonsl contraceptive and HRT problems.
3) Crder specigl lsboiatory tests needed 1o prescribe hormonal contraceptives and HRT.
C. 1} insert and remove the Norplan contisceplive system in sccotdance with the PPNNE Medical Protoco.
2} Manage routine Norplant problems.
O. 1) Inject Medroxypropesterone scetate (Depo-provera) in accotdance with PPNNE Medical Frolocol.
2} Manage routine DMPA problems,
E 1) Insert and remove IUD's in sccordance with the PENNE Medical Protocol,
2) Mansge routine iUD problems,
3} Order X-1ays and sonograms for 1UD localization,
F 13 Fit end check disphraoms and cervical caps in accorgance with the PPNNE Medical Piotocol.
2) Manege dizphiagm and cervical cap preblems.
G. 1) Crder and dispense condoms and vaginal spermicides in sccordance with the FPENNE Medical Protocol,

2) Manage condorm and spermicide problems.

Counsel snd provide confinuing evaluation and support of the natural methods of birth control: BET, symplo-thermal, cervical

mucus and calendar.
Evaluzste pstient history, perform elementary physicat examination and pelvic examination, order and evaluste lzboratory and
other tests as indicated and administer immunizations and other medications in accordance with the PPNNE Medical

Protocol.
&‘ Order, administer and/or dispense medications in accordsnce with the PPNNE Medical Protocol and stete and federst laws.,

Dizgnese and order or dispense hieatment for conditions covered in the PFNNE Medical FProtocol as indicsted in the pioiocol.

Perform pregnancy diagnosis as per the PPNNE Medical Protocol. Oider serum HCG pregnancy lest, titers and $0N0grams.

esig, inferlility, maje services, well chiid

Frovide services 1o patients in the maternity care, eborlion, vasectomy, cervical dyspl
lements.

and miglfe programs s per the PPNNE Medical Protocol and Medical Protocol Supp

Provide routine gynecologic end general preventive health care =5 per the PPNNE Medical Protocol. Manage and follow-up

rouling and problem patients in accordance with the PPNNE Medical Protocol.

Pertorm venipuncture; start and maintzin LV.'s.
Grder and follow-up on outside lzboratory tests and dispense trestment Jor conditions not specifically covered in the PPNNE
Medical Protocol under the ditect guidance of 8 PPNNE physician with the Medical Director's approval,

productive health care to minars, including and
» @8 indicated with or without parental

ed.

Pursuant to delegation from the Medical Director, to provide re
especislly contraception and disgnosis and treaiment of sexually ransmitied infections
consent if the minor may sufler probable heahh hazards i such services are not provid
2 Family Planning Practitioner must:
A. Adhere o the PPNNE Medical Protocol.
Cbtain physician consultetion in ali non-routine clinical maters.

B.
C. Follow-up and report all complications and sl potential medico-tegal incidents to the Medical Direclor,

1ee o practice under the above sianding orders
5 .

t Name
—. SRR
P i pstn
oS _ (D] Collaborating Physician: Chery! Gibson, MB, Medical Director

! sle

sture N
/—-— /

JE Form 10HR 12/01mm \H)(j\ e




January 13, 2004
Vermont Board of Nursing

103 State Street
Mongpelier, Vermont 05608-1106

To Whom It May Concern:
This is to verify that for the last twelve months, Amy Borgman 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, Baverly
Dicn, at (802) 878-7232.

Vs /

Cheryl Gibson
Medical Director




The National Commissior

n on Certification of
Privusician Assistanits

L

-3 B

hereby affirms that

Amy S. Borgman

has successfully completed all certification reguirements and

 LAF L
earned the right to use the
Prysician Assistant-Certified designation

%, (e, & L ety don
2

o v T - ;
Gary E. Winchester, MD, Chairman of the Board

-
5 |
k = Q Antiigp
' g Jfanet ] Lg !

: Certificate Namber: 1011373
throp, President Issue Date:

November 3, 2003
§0 @m}%@ Qm S‘@g - Expiration Date:
\3

Becember 31, 2665

N )
Dm‘othyff). Pearson, PA-C, Secretary



DEPARTMENT OF HEALTH }( =
BOARD OF MEDICAL PRACTICE ) @/)
108 Cherry Street, PO Box 70 @ .
Burlington VT 05402-0070 ’

802 657-4220 or 800-745-7371
2006 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION

‘ PARTI
Certificate # 055-0030098

1. Name: Amy 8. Borgman PA-C

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

3. Home Address:

4. Work Address:
QO WALHIPGTeO AT

City, State, Zip Code:
RARRL VT 05 6y

Please check your preferred mailing address: © Home ork
(This address will be public and listed on the Board's website)

5. Email Address

6. Daytime Telephone Number: Area Code: { )
Y b - bbb

7. Date of Birth: Month:

8. Place of Birth:

9. Certification Examination Taken — (Check box and enter date of examination):
o (3 /\6/2mi NCCPA

o {4 1 State Examination-Identify state:

o ( / /) Other Examination specify:

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

o Apprenticeship Trained
/zr University Trained

11. Do you have hospital privileges in Vermont? O Yes ET'No
Hospital Name(s) and Location(s);
Vermeont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page | of 19



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

13. Did you practice in Vermont during the past 12 months? O Yes O No

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

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

16. Specialty: DEA Number:

17. Name and office address of current EMPLOYER:

Name Address

18. PEea.se 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

Secondary Supervising Physician(s):

Name Address

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?
[0 Yes O No

20. Please provide a letter from your Supervising Phyéician 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 Medica! Practice — 2006-2008 Physician Assistant Certification Renewal
Page 2 of 19



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 il

“Yes" answers to 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 g no

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

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

oyes o

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)?

0yes #no

27. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

oyes #no

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 @noe

29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before
completion?

[ yes zno

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?

ayes prho

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

©nyes gno
32. Are you presently or have you ever been a defendant in a criminal proceeding?
Dyes pno

PART Il

(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.

this application?
Vermont Departm = rd of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 3 of 19

33. To your knowledge, are iou the subject of an investigation by any other licensing board as of the date of



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 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 fenses or hearing aids.

“Medical condition” - Includes physiological, menta! 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 disabifities, 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 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).

“lilegal 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 nat include the use of a drug taken under the
supervision of a licensed health care professional or other uses authcrized 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 reasonable skill and safety?

In explaining a "Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or amefiorated 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 _icine in your field of practice with reasonable skill and safety?

n 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 ongoing problem in your practice of medicine.

IMPORTANT

Vermont Department of Health — Board of Medical Practice — 2006-Z008 Physician Assistant Cerlification Renowal
Page 4 0f 19



Since 1999, Board fees have been used to create and maintain the Vermont Practitioners Health
Program, a confidential program for the idertification, 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 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 all health care professionals
licensed, certified, or registered by the Department available to the public. Your practitioner profile is located
at the following website hitp.//healthyvermonters.com/bmp/mbsearchform.shtml.

Please include phdtocopies 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 § 1388(a)(1)] o Check 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 [Seé 26 VSA § 1368(a)}(2)] 01 Check here if none

Please provide a description of all charges to which you pleaded “nolo contendere” {*F 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)
(Conwiction Date) {Court) ' (City/State) {Charge)

40. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)] o 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}
(Date) (Final Disposition - Summary)
(Date) - (Final Disposition - Summary)

Vermont Department of Health ~ Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 5 0f 19



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 discipiinary case related to competence or character
in that hospital. Please provide complete copies of documentation for each matter.

(Déte) {Hospital) {State)

{Nature of Action) {Action) 1 In tieu
0 in settlement
{Reason for Action)

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

g Judgment O Arbitration

{Date) {Court) (State)  (Nature of Case) (Amount Assessed Against You)
B. Setilements = 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 parly if not listed
below. Please provide compiete 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)]

] ’:’ o & i -. :/z—- 3
What month and year did you start practicing as a Physician Assistant? D0 e ! Qg j

45. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #48 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 guestions may overlap.)

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

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



O Judgment [ Arbitration

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

O Judgment 7 Arbitration

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

B. Settlements &1 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.

{Date) : {Court) {State) {(Amount of Sett!ément Against You)

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

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

What month and year did you start practicing as a Physician Assistant?

45. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #48 is optional. By answering,
you are granting permission to have this information posted on the web, (This form foliows 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 of Appointment) From {year) To (year)

(Schoo!) {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/lnstitution) {City) (State) {Nature of Teaching) From (year) To (year)

46. Publications [See 26 VSA § 1368(a)(13)]

Vermont Department of Health — Board of Medical Practice - 2006-2008 Physician Assistant Certification Renewal
Page 70f 19



Note: Answering #49 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your publications in peerreviewed medica
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 location of your primary practice selting?

Town/City, State

49, Transiating Servi'ces [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? I Yes [J No

Ifyes, please describe the translating services available;

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

A Medicaid participation
Do you participate in the Medicaid program? 0 Yes O No

B. New Medicaid Patients _
Are you currently accepting new Medicaid patients? O Yes [INo

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



PartV

| hereby affirm that the information provided above is true and accurate, and that | have answered the
questions to the best of my knowiedge and ability.

Date:___[1-\%-0S /\“\ %Wfﬁf'ﬁ“
BAppIEcant's Si@
—

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

Vermont Department of Health - Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 9 of 19



Vermont Department of Health - Board of Medical Practice ED @qur j

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT, TAXES, ~ 0 Oo= DOZ00G %
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 trade or business may not be issued or renewed uniess the
person certifies that he or she is in good standig 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 ontwelfth of the annual support obligation is overdue:
or liability for any support payable is being contested in a judicial or quagiudicial proceeding; or he or she Is in compliance with a repayment pian
approved by the office of child support or agreed to by the parties; or the licensing authority determinehat immediate payment of support would
impose an unreasonable hardship. (15 V.5.A. § 795)

1. You must check one of the two statements below regarding child support regardless whether or not you have children:
% | hereby certify that, as of the date of thisapplication: (a) | am not subject to any support order or (b} | am subject to a support order
and | am in good standing with respect £0 it, or (¢) | am subject to a support order and I am in full compliance with a plan to pay any
and ail ¢child support dueunder that order. .
or
U 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 annreasonable 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 Is In good standing with the Depariment of Taxes"Geood standing” means that no taxes are dueand payabie and ait
returns have been filed the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissionef 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:
! hereby certify, under the pains and penaltis or perjury, that i 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 penaity for perjury is fifteen
years in prison, a $10,000.00 fne or both).

or
0 | hereby certify that | amNOT 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 faxes would imposan unreasonable hardship,
Please forward an "Application for Hardship®.
Regarding Unemployment Compensation Contributions

Title 21 § 1378 requires that: No agency of the state shafl grant, issue or renew any license or other authority to conduct a tracwr business
{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 declarationinder the pains and penaities of perjury, that the
smploying unit is in good standing with respect to or in full compliance with a ptan to pay any and ali contributions or payments in lieu of
contributions due as of the date such declaration is made. Fothe purposes of this section, a person is in good standing with respect to any and
all contributions or payments in lieu of contributions payable if: (1) no contributions or payments in lieu of contributions are due and payable; (2)
the liability for ary 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 licensee, the agency finds that requiring immediate paymeof contributions
of 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

contributigns:

/T%g | heraby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full compiiance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unempioyment contributions or
payments intieu of unemployment contributions to the Vermont Department of Employment and Tralning due as of the date of this
application. (The maximum penalty for perjury is 15 years in prison, a $10, 000.00 fine or both.)

or
©  Ihereby 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 determinethat requiring immediate payment of unempioyment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.
or :
WU 1hereby certify that 21 V.S.A. § 1378 is not applicatd to me because | am not now, nor have | ever been, an employer,

* The disclosure of your social security number is mandatory, it is solicitedy the authority granted by 42 U.S.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 ofChild 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 | understand providing false
information or omission of information is unlawful and may jeogrdize my license/certification/registration status.

Signature of Applicant /-\ % RT\\ e Date 11-1%.86%

Vcrm‘@LDépm‘hmft of Health - Bog

Medical Practice ~ 2006-2008 Physician Assistant Certification Renewal
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hereby affirms that

Amy S. Borgman

has successfully completed all certification

requirements and earned the right to use the

5

designation.

Certificate Number: 1011373 SRR Q. Qs

Derothy D. Pearsotr—Ra, Chairman of the Board

Effective On: November 7, 2005 Qﬁ/k ﬂk&djuwﬂ
| it () XeoAs)




VERMONT DEPARTMENT OF HEALTH

Q’m& &oamm 0SS - 0030097

BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlingten VT 05402-0070
802 657-4220 or 800 745-7371

2006-2008 PHYSICIANS ASSISTANT CERTIFICATION RENEWAL APPLICATION
CONTINUING MEDICAL EDUCATION {(CME) RECORD

You are required to record a minimum of 100 hours every two-year cycle, at lzast 40 of which must be in
Category I. Compiete this CME Record form using the definitions provided on the reverse side of the form,
keep a copy for your personal records and return the original with your 2006-2008 Physician Assistant

Certification Renewal Application.
CATEGORY |

Program Title | Date CME Hours Sponsor Location
RALEMNPER VL R - .
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Total Category | Hours: % - &+ Total Category Il Hours: = Total Hours: 2% ¢

Your Signature:

A
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VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800 745-7371

2006-2008 PHYSICIANS ASSISTANT CERTIFICATION RENEWAL APPLICATION
CONTINUING MEDICAL EDUCATION (CME) RECORD

You are required o record a minimum of 100 hours every two-year cycle, at izast 40 of which must be in
Category I. Complete this CME Record form using the definiticns provided on the reverse side of the form
keep a copy for your personal records and return the original with your 2006-2008 Physician Assistant
Certification Renewal Application.

t

CATEGORY |

Program Title | Date CME Hours Sponsor L.ocation
WEDRTE (o REPRD -
DUTWE RULTH (66T 2% 2004 b AkrA_ PRA Do Sc A oY

cuumMie Ay pugp
Ulkor oF Tebhceo Tx | O o 2006y
PrAC TR SERVICE

\-s RMA ppa for oo Ratl
eAte Wx. Ravuws | Tuwp to 2e0q | (o ArA TRA RAADS K U
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Thaey ercmih | hpri) A0, Lond \ AAP A Fonoshad
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FARCH AL 2004 & Z ARA PRA CoNCoD *,NH
CATEGORY % T
Program Title | Date CME Hours Sponsor | Location
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Total Category | Hours: _~ 1+ Total Cateéjory if Hours: =Total Hours: 3%

Your Signature: /\ 2 *\\/@__
— (D

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 17 of 19
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VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800 745-7371

2006-2008 PHYSICIANS ASSISTANT CERTIFICATION RENEWAL APPLICATION
CONTINUING MEDICAL EDUCATION (CME) RECORD

You are required to record a minimum of 100 hours every two-year cycle, at least 40 of which must be in
Category I. Complete this CME Record form using the definitions provided on the reverse side of the form,

keep a copy for your personal records and return the original with your 2006-2008 Physician Assistant
Certification Renewal Application.

CATEGORY |

Program Title | Date CME Hours Sponsor Location

LS MESS WYATTR

Vocus o LheuAz vy | OCT. |1 297D L AmA PRA Conscofd MOH
ASVARTE Y Tp2

Lo ATRACY PTLp A OCT. oo 1~ AARA Mowo Gty
WE PARADIG M 8 Fuft

b rene puldel Qoarfen QCT: 20873 - AAPA MorosRaty
Cterva U Alr -

M Mt [Mth,  OCT. 2003 (= AReA fe 020G pA P
’awwm\v hm

A T AN 14, 20073 R Arar pen kanoGrast
CATEGORY Il

Program fitle | Date CME Hours Sponsor * | Location
PARECPT =P uvem

LTAD T 2B, SAP . ARRIC 2evq | RO POMNE. BARRe VT
Total Category | Hours: L\  + Total Category Il Hours: 2.2+ = Total Hours: a%‘l Vab?)

Your Signature: [\% N/M\ 39 ?%L

=0
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Vermont Depariment of Health — Board of Medical Practice ~ 2006-2008 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

Name in full @\\*}5@5‘\ Q,WM\_ % :

(Last) (First)./ (Middle)

Mailing Adciress @\Gf\ﬂ@d&. *a?(,x\ﬁ“ﬁ\“\cj(\d
) (Office Name)
B2 Ta@ilokt KD
Aaent A . (Street) ' SN
LAV SO N OSHass (%w\a‘.»

(City/State)’ (Zip Code) (Telephone Number)

Vermont License #; C}"\ «% “QC}CSAQ u@%

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

Dether D Yeah el ,mi'm@?xm B mjm’

L3

What arrangements have you made for supervision when you are not available or out of town:
P A € i
ey mff \‘df} GOGHDeT Y ;E\SW GO
. .

dERTIFICATE OF SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, | shall be legally responsible for all medical activities of
3ERVEY { ORI . P.A. while under my supervision. I further certify that the protocol outlining

the scope })f pracfsiggg 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 I have read the statutes and Board rules governjig pfl’l "7_’

21510 /)( 7z
(Date) \ (Signature of Supervising Physician)
f\\ 2, Q‘\ U

\ 7 \“H‘\ . e
Note: A PA who prescribes controlled drugs must obtain an ID nu;r;ggx,fmm‘“DEA. PA’s DEA Nu1ﬁbkerﬂ\\§f)@q \ng ?)“{

Co-signature of PA: _/

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 15 af 19
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLENGTON, VT 05401
(802} 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full SHsh SN ?

(Last) (First) {Middle)
( v ‘ :

Mailing Address @ Cijﬁi”‘ﬁé-(‘{\ ( ng;f\%h}@ { %

Ve e P (Office Name)

B2 a\dory RO -

Nt F g _ o “(Street) - L e .
WNSYen T e Ges\sag-doas
(City/State) (Zip Code) (T‘é’iephtjme Number)
Vermont License # (42 COOSTG0

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

Brefthoc Mien Sath oo EMAEn ol

List all physician’s assistants names and addresses you currently supervisg: _ o
Qo Yovaman - Gadet  COoiberme Mdnoias-Agiin g VT
Aoslisy Byons— Byde NT Vodtro Wirelay — taagl )
SO¥oaner YaSe -GSOV ST Fanet YOung — Gyl N1
’ SOOI h ~ e VT
CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible forall medical activities of

-ﬁ»ﬁ‘\\‘\\ N YOG ™ . P.A. only when the primary supervising physician is unavailable and only when
consulteda@;ﬁthe aforesaid Physician Assistant. [ further certify that the protocol outlining the scope of practiceattached
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 apd Board rwi‘ésgoveming phyuswiciaagiasséstants.

[2]i18 05 >< .72 JE”U’%F%
£

(Date) ! nature of Secondary Supervising Physician)

!

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 16 0F 19 '
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CENTRAL OFFICE

183 Talcott Road, Suite 101
Williston, VT

05495

Phone 802.878.7232

Fax 802.878.8001

December 15, 2005

State of Vermont-Board of Medical Practice

108 Cherry Street

Burlington, 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:

¢ Amy Borgman

[n 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, )

A7
Cheryl Gibson
Medical Director

-
&% Printd on Recycted Paper
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planned Parenthood L g T ot
of Northern New England

The Family Planning Ption _y:

urse Practitioners, Certified Nwse Midwifes & Prysicion sess

A Provide infonnation and counseling on: family planning methods; starilization; pregnancy; adoption; abortion; common

gynecological probiems; sexually transmitted diseases; sexual assault; male reproductive health; infertility; rnatemity care;
midiife health; well child care, general preventive health care. ' ‘ ‘

B, 1 Order and dispense hormonal contraceptives and HRIT in accordance with the PPNNE Medical Protocol.
2) Manage routine homonal contraceptive and HRT problems, '
3) Order special laboratory tests needed to prescribe hormonal contraceptives and HRT. o
C. 1) insert and remove the Norplant contraceptive system in accordance withthe PPNNE Medical Protocol.
‘ 2y . Manage foutine Norplant problems. :
f), 1) Inject Medroxyprogesterone acetate (Depo-provera) in accordance with PPNNE Medical Protocol.
2) Manage routine DMPA probiems. ' : _
TETTTTy T insert and férmove IUD'S In actordante with' the PPNNE-Medical-Protogol;- v
2) Manage routine IUD probiems. - :
3) Order X-rays and sonograms for IUD locatization. ‘
F. 1) Fit and check diaphragms and cenvical caps in accordance with the PPNNE Medicai Protocol.:
2) Manage diaphragmand cervical cap problems. .
G. 1) Order and dispense condoms and vaginal spermicides in accordance with the PPNNE Medical Prdtocdl;
2) Manage condom and spermicide problems. _
H. Counsel and provide continuing evaluationand support of the natural methiods of birth control: BBT, sympto-thermal, cervic:

mucus and calendar.

L Evaiuate patient l:sistdry, pertorm e!emeptary physical examination and petvic examination, order andevaluate Iabofaiory am
: © other tests as indicated and administer immunizations and other medications in accordance with the PPNNE Medical

Protocol.
g Order, administer and/or dispense medications in accordance with the PENNE Medical Protocol and state and federal laws.
K. Diagnose and order or dispense treatment for conditions covered in the PPNNE Medicél Protocol asindicated in the protoce
L. Perform pregnancy diagnosis as per the PPNNE medical Protocol. Order serum HCG pregnancy lest titers and sonograms
M. Provide services to patients inthe matemity care, abortion, vaseciomy, cervical dysplasia, infertility, male services, well chil
and midiife programs as per the PPININE Medical Protocol and Medical Protocol Supplements.
N Provide routine gynecoiogic and general preventive health care as per the PPNNE Medical Protocol. Manage and follow—ﬁ
routine and probiem patients in accordance with the PPNNE Medical Protocol. :
O. perform venipuncture; start and maintain LV.s. ' : _
P. Order and follow-up on ouiside laboratory tests and dispense treatmant for conditions not specificaly covered in the PPNNI
Medicat Protocol under the direct guidance of @ PPNNE physician with the Medical Director's approval,
Q. - Pursuantto delegation from the Medical Direclor, to provide reproductive health care to minors, induing and

-especially contraception and diagnosis and freatment of sexually transmitted infeclions, as indicated with o without parent:
consent if the minor may suffer probable heatth hazards if such services are not provided.

The Famiisr Planning Practitioner must:

A Adhere tothe PPNNE Medical Protocdl, .
B Optain physician consutation irs all non-routinne clinical matters.
c. Follow-up and report gl complications and ali potential medicolegal incidents to the Medical Dirctor.

| agree to practice under the above stading orders

: %MEOLG AriAn) Pf“——

g-l1es _ ‘
Date Colaborating Physician: ChentSbsn, MDD, Medical Dir:

PPNNE Form 10HR o/21/04es
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PHYSICIAN'S ASSISTANT SCOPE OF PRACTICE
at 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)

3)

4)

PPNNE Standing Qrders: Each P.A. practitioner annually 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 prescnptlve

“and medical authority of the P.A. practitioner at PPNNE.

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

Medical Practice.

Medical Oversight at PPNNE: Please refer to the attached document, Meadical
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.
Our commitment {o 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.

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 |, Part | of the PPNNE Medical Protacol, 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.
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Medical Oversight at Planned Parenthood of Nerthern New England

Physician Oversight ,

All PPNNE practitioners undergo a thorough orientation to PPNNE and our medical protocol
before funciioning 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 to 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
Cornmunittee 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 mto PPNNE'S
protocol.

Medical Management Team

This team meets quarterly o 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.

Results 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.



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

PART
Certificate #055-0030098

1. Name: Amy S. Borgman PA-C

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

3. Work Address:
PPNNE
183 Talcolt Read
WILLISTON VT 05495

4. Home Address:

City, State, Zip Code;

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

5. Email Address

8. Daytime Telephone Number: Area Code:

(802) 476-6696

7. Date of Birth:

Yermont Bozard of

8. Place of Birth: Medical Practice

9. Certification Exami enter date of examination):

o (19/15/07) NCCPA

State Examination-identify state:

o (/1 ) Other Examination specify;

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

o Apprenticeship Trained
University Trained

Vermont Department of Health — Board of Medical Praciice — 2008-2010 Physicizan Assistant Certification Renewal
Page { of 19



11. Do you have hospital privileges in Vermont? ] Yesk}lo
Hospital Name(s)} and Location{s): ‘

12. in what year did you start working as a physician assistant in Vermont? 1486

13. Did you practice in Vermont during the past 12 monihs? JZ\Yes O Neo

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

ket

15. States where you previously were certified or licensed to practice:
1r<&“‘;e4;rh o LA
e W

16. Specialty: G4 DEA Number: _ f @ o™ B3¢

17. Name and office address of current EMPLOYER:

Name ' Address

Eeem ... 1Y% TALLTT BD eoiiwlon)  054a s

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 . ) N -
m.\uw% Goabeyenn 23 Ao FLe o Ave.,  Buloncion VT 0Sded

M

Secondary Supervising Physician{s):

N:gme Address

oeanan B et 2% Yamdriceet Ave,  Bopamcran VT 8%<e |

18. 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&ere been a change in your scope of practice which has not been reviewed by the Beard?
[ Yes A 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 Renewal
Page 2 of 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.

PARTII

"Yes” answers to Questions 23 - 46 require an expianation on Form A.

23. Have you e§r applied for and been denied a certificate to practice medicine or any other healing art?
Cyes Ano

24, Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?

ayes Xho

25. Have you ever voluntarily suspended, surrendered or resigned a certificate to practice medicine or any
other healing art in lieu of disciplinary action?
oyes 2Xno

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 heaith care facility, or by any professional medical association
{internationat, national, state or local)? '

oyes X no

27. Have you ever been denied the privilege of taking an examination before any state medical examining
hoard?

D yes 93%0

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

oyes @#ho

29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before
completion?

oyes ﬁno
3C. 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 ;}\jno

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

o yes Qﬁqc

32. Are you presently or have you ever been a defendant in a criminal proceeding?
L yes "\ﬁo
PART HI
(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from

oublic disclosure.) _
Any "yes" response to the questions below must be fully explained on the enclosed Form A,

Vermont Department of Health — Board of Medical Practice — 2008-2016 Physician Assistant Certification Renewal
Page 3 of 19



33. To your knowledg bject 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 & criminal investigation? -

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

“Ability to practice medicine" - This term includes:

The cognitive capacity to make appropriate clinicat 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, stuch as,
but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy,
muscuiar dystrophy, multipte sclerosis, cancer, heart disease, diabetes, mental retardation, emotional
or mental iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and
aicoholism.

“Currently” - This term means recently enough to have a real or perceived impact on one's functicning as
a licensee.

"Chemical substances” - This term is to be construed to include aicohdi, 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 Hegally.

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

“Hlegal use of controlied 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 inciude 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 pracﬁbie skiii and safety?
n explaming a "Yes" answer on Form A, please provide ressonable assurances

that your medical condition is reduced or ameliorated because, for exampie,
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 ' icine 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
maonitoring program,

37. Aanaged in the illegal use of controlled substances?

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

Verment Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Ceriification Renewal
Page 4 of 19



IMPORTANTY

Since 1699, 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 fine).

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 professionais
licensed, certified, or registered by the Department available to the public. Your practitioner profile is located
at the following website http://healthvermont.gov/hcimed_boardiprofile_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.

38. Criminal Convictions [See 26 VSA § 1368(a)(1)] Wheok 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 {S'ee 26 VSA § 1368(a){2)] "%%heck here if none

Prease provide a description of all charges to which you pleaded “nolo contendere” (*! will nat 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 compiete 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)) ‘E;@heck 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 finai disposition of such maiters by the courts, if
appealed.

{Date) (Final Disposition - Summary)

Vermont Depariment of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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(Date) (Final Disposition - Summary)

{Date) {Final Disposition - Summary)

41. Licensing or Certification Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
LT!}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.

74

(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 Hosp#al Privileges [See 26 VSA § 1368(a)(5)] ‘g Check here if none
Revocation/Inveluntary Restrictions

Please provide a description of any revocation or involuntary restriction of your hospital priviieges 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.

75

(Datg) {Hospital) (State)  (Nature of Restriction)  (Reason for Restriction)
{Date) {Hospital) (State)  (Nature of Restriction) {Reascn for Restriction)
B Other Restrictions %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)
(i inlieu I In settlement

{Reason for Action)

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

Al Judgments X’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 maipractice arbitration awards against you within

Vermont Department of Health — Board of Medical Practice ~ 2008-2010 Physician Assistant Certification Renawal
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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 complete copies of documentation,
to include final disposition and, if possible, a copy of the compiaint for each matter.

0 Judgment [0 Arbitration

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

O Judgment I Arbitration

(Date) (Court) {State)  {Nature of Case) (Amount Assessed Against You)
Settlements %Cheok 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.

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

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

44. Years of Practice [See 26 VSA § 13688(a)(10)]

What month and year did you start practicing as a Physician Assistant? L ME 95{2"-'”

45. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #45 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 overiap.)

A. Appointments
Please provide information about your appointments to medical school or professional school
faculties.
{School) (City) {State}) (Nature of Appoiniment) 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)

Vermont Department of Health — Board of Medical Practice ~ 2008-2010 Physician Assistant Certification Renewal
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48. Publications [See 26 VSA § 1368(a)}(13)]

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 vears.

{Title) (Publication) (Year)

{Title) {Publication) {Year)
47. 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 professional or communi ity setvice
activities and awards.

{Activities or Awards)

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

What is the location of your primary practice setting?
B AvRS AY

Town/City, State

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

Please identify any translatmg services available at your primary practice facgion.
Are any translating services available at your primary practice location? Yes OO No

if yes, please describe the translating services available:
(j:‘/% e 1‘/\@%‘%’:9 oY P A o, - f’iﬂ im ‘-'i_‘a:}:?vm_ E&\M&&wﬂ Wmnﬂ}‘:?

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

A Medicaid participation .
Do you participate in the Medicaid program? wes [ No
B New Medicaid Patients
Are you currently accepting new Medicaid patients? Yes [0 No

Vermont Department of Health — Board of Medical Practice - 2008-2010 Physician Assistant Certification Renewal
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Part vV

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.

~
Date; (1 %071 }\\\, ?\ ‘i%gﬁm
. / “Applicant's @W.Bture

"

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

Youmust answer questions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or busipess may not be issued or renewed uniess the
person certifies that he or she {s 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 onéwelfth of the annual support obiigation is overdue;
or liability for any support payable Is being contested in a judicial or quagiudicial 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 thinmediate payment of support would
impose an unreasonable hardship. (15 V.S.A. § 795)

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

X I hereby certify that, as of the date of this apfication: (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 undr that order.

or
L I hereby certify that | amNOT in good standing with respect to child support dues as of the date of this application and | hereby
refguest that the licensing authority determine that immediate payment of child support would impose an veasonable 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 orshe 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 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. Yeou must check one of the two statements below regarding taxes:
S | hereby certify, under the pains and penalties omerjury, that | am in good standing with respect to or in full compliance with a plan
=" * to pay any and alt 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 fineor both).
or
(3 Ihereby certify that } amNOT 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 authority determine that immediate payment of taxes would impose annreasonable 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 dusiness
{including a license to practice a profession) to, or enter into, extenc 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
employing unit is in good standing with respect to or in full compliance with a pian 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 is in good standing with respect to any and
all contributions or payments in lieu 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 plap approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment obntributions
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 Heu of unemployment
contributions:

O | hereby 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 lial of unemployment contributions to the Vermont Department of Employment and Training due as of the date of this
appiication. {The maximum penalty for perjury is 15 years in prison, a $10, 0600.00 fine or both.)

or

d  Fhereby certify that | amNOT in good standing with respect to unemployment contributions or payments in Hieu 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 payments in lieu of
unemployment contributions would impose an unreasonable hardship, Please forward an Application for Hardship,

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

* The disclosure of your social security number is mandatory, it is solicited bthe authority granted by 42 U.8.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 Chid 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 f understand providing false
information or omission of information is unlawful and may jeopardie-ty licenselcertification/registration status.
ey

\\w : - —
Signature of Applicant y . /% (l\(\“ Date ‘f [ ) Q{? .
/

oy -

Verm%@%ﬁﬂﬁ of Health - Board\of M&Hcal Pragtice ~ 2008-2010 Physician Assistant Certification Renewal
o~ ./ Pagel90f19



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 (e bSonN Creny| A

(Last) (First./ (Middle)
Mailing Address 5‘?\@:"\{\6 A. Q@\ ‘i”@\“\'\’\(g@(\
. - (Office Name)
&2 a0 Rooal
. _ (Street) ‘ .
VAN ST orY S

(City/State)” (Zip Code) (Telephone Number)

Vermont License #: ¢ Mo~ @(::J(j}"M (’5)5

Hospital(s).where you have privileges: Hospital(s) Location Spect lty
é{@gcher ﬁﬁ\&ﬂﬂe(ﬂ%\ Bye. @\M{ NY. ﬂ-%)@ﬁ

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

AW ONcall Sew(ce, heled P By OO 'S -

1

CERTIFICATE OF SUPERVISING PHYSICIAN

I Rereby certify that, in accordance with 26 VSA, Chapter 31, I shall be tegaily responsible for ali medical activities of

™ @Q‘@WY\ . P.A. while under my supervision. I further certify that the protocol outfining
the SCmeqJ}f practice/ attached to this 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,

i 1/ assistants.

I further certify that | have read the statutes and Board rules goverpimmg phrys
f : './'a i
(2] 17/ / / s

{Date) (Signatdre of Supervising Physician)

ke ) - \w“\
Co-signature of PA: /\}3 1 \/"N

Note: A PA who preseribes controlled drugs must obtain an 1D nLl:T’lB,e}fpem“BE%. PA’s DEA Number) b 03 2434

&

Vermont Department of Heéalth — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
168 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ﬂ"‘ﬂ%\ﬁ TUSGN —
(Last) (First) (Middle}

Mailing Address QC’W\Y\E’Q\ ‘PCM’”GM%QCE\
) Office Name
B2 Eeay @D - T
G SonT T o A% Kz

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

Vermont License #; ma “OLY‘FSC‘T‘?D

Splt wherey u have privile Hos ital(;?)\l_xocat_ion ' %T ialty
Helcher Al Beotiihcare "B o i

List all physician’s assistants names and addresses you current!y sypervise:
Wy SOSION-S0 (as NN R Baee T -
AUSs T EIMNS — U Easy o ST Qe \»’(WK W
henne RouSe! - 5 aitary K. AN STOD N

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

OVEr—

1 hereby cerfify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible forall medical activities of

YAV YQW‘{\\ » P.A. only when the primary supervising physician is unavailable and only when
consull@gj by the 4idresaid E’hysmlan Asmstfmt 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 govemmg physm?a;sxstants

(219 g Nugze. Ohed

(Date’) ( 'onature of Secondary Superwsmg Physician}

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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Planned

of Northermn New England

S E RV I NG MoA N E, NEW HAMPSHIRE AN D V ER M O NT

CENTRAL OFFICE

183 Talcott Road, Suite 101
Williston, VT
(154495

Phone 802.878.7232
Fax 802.874.8001

December 14, 2007

State of Vermont-Board of Medical Practice
Attn: Tracy Hayes

108 Cherry Street

Burlington, VT 05401

Dear Ms. Hayes,

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

¢ Amy Borgman

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, M.D

I

Personal Care. Personal Choices. 445 Printedt on Recyeled Paper



hereby affirms that

Amy S. Borgman

has successfully completed all certification

requirements and earned the right to use the

designation.
Certificate Number: 1011373 %Q.th
Dorothy D. Pearsom >, Chairman of the Board
Effective On: November 7, 2005 Oﬂ A ﬂ';% /‘1 %ﬁ«f—ﬁ A M




PHYSICIAN'S ASSISTANT SCOPE OF PRACTICE
at 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)

2)

3)

4)

PPNNE Standing Orders: Each P A, practitioner annually 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.

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.

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.

Additional information about PP.NNE'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 fourteen outpatient health centers in Vermont. Under the

supervigion 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 elinic
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.

12/2007



PLANNED PARENTHOOD Standing Orders: Nurse Practitioners, Certified
_&.fﬁsn‘hem New England _ Nurse Midwifes & Physician Assistants

The Family Planning Practitioner may:

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. ' :

1) Order and dispense hormonal contraceptives and HT/ET in accordance with the PPNNE Medical Protocol.
2) Manage routine hormonal contraceptive and HT/ET problems. o
3) Order special laboratory fests needed to prescribe hormonal contraceplives and HRT.
1) insert and remove implant contraceptive systems in accordance with the PPNNE Medical Protocol.
2} Manage routine implant system problems.
1} Inject Medroxyprogesterone acetate in accordance with PPNNE Medical Protocol.
- 2) Manage routine DMPA problems. :
1) insert and remove 1UD's in accordance with the PPNNE Medical Protocol.
2y Manage routine IUD problems. o
3) Order X-rays and sonograms for {UD localization.
1) Fit and check diaphragms, cervical caps and other barrier devices in accordance with the PPNNE Madical Protocol.
2} Manage diaphragm, cervical cap and other barrier device problems. -
1) Order and dispense condoms and vaginal spermicides in accordance with the PPNNE Medical Protocol.
2) Manage condom and spermicide problems.

Counsel and provide continuing evaiuation and support of the natural methods of birth control: BBT, sympto-thermal, cervical
mucus and calendar. .

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

Protocol.
Order, administer and/or dispense medications in accordance with the PPNNE Medical Protocol and state and federal laws.

Diagnose and order or dispense treatment for conditions covered in the PPNNE Medical Protocol as indicated in the profocol.
Perform pregnancy diagnosis as per the PPNNE Medical Protocol. Order serum HCG pregnancy test, and sonograms.
Provide services to patients in the abortion, cervical dysplasia, infertility, male services, and midlife programs as per the
PPNNE Medical Protocol and Medical Protocol Supplements.

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.

Perform venipunciure; start and maintain L.V.'s:

Order and follow-up on outside laboratory tests and dispense treatment Tor conditions not specifically covered in the PPNNE
Medical Protocol under the direct guidance of a PPNNE physician with the Medical Director's approval.

Pursuant to delegation from the Medical Director, to provide reproductive health care to minors, including and
especially contraception and diagnosis and treatrment of sexually transmitted infections, as indicated with or without parental
consent i the minor may suffer prebable health hazards i such services are not provided.

The Family Planning Practitioner must:

A. Adhere to the PPNNE Medical Protocol.
B. Obtain physician consultation in all non-routine clinical matters.
C. Follow-up and report all complications and alt potential medico-legal incidents to the Medical Director:

| agree to practice under the above standing orders

A‘W&\(&\ i@”\m(ﬂ”\@ﬂ

X

‘r?mt Name

{;f Signature

e Y H&‘ﬁ_? / )

Date Collaborating Physictan: Cheryl Gibson, MD, Medicai Director

\w) ,b‘\*"*"\ \,Q\\:‘-{“‘“"\

rd

PPNNE Form 10HR 03/06sem



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET .
BURLINGTON, VT 65401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in fll Hovinan Yaim M
(Laft) “(@irst) T (Middle)

Mailing Address P\ﬁm‘)é‘(\ ?C\\ &:ﬁ% \’\QC‘} C\,
- , (Off\ce Name)

2 Tl (ot Keoe

Yoo 4 AStreet o
WISV N T SH ARE -T2
(City/State) (Zip Code) . (Telephone Number)

Vermont License #: bikg&(},\@

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

Reicher Sden Reatthoare. G ;\ﬁ‘ﬁ:ﬂ;{ﬁ ) t{aﬁl\f

List all physician’s assistants names gind addresses you currently supervise: (%‘ _ - :
Sioou, GoCaiNan, AugUST Aurns, Whanna thauSer, Ydlva Kindar
Qrierine/vchAias, Janet YOIG: -

AN

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 {3 Qﬂﬁ‘sﬁ\(‘i\&ﬁ , P.A. only when the pritary 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 I have read the statutes and Board rules govemW.

(Date) (Signature of Secondary Sefpervising Physician)




STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

PROFESSIONAL CERTIFICATE

[ hereby certify that the following named person is fully qualified to practice as a Physician
Assistant in the State of Vermont:

Amy Borgman, PA _
P.A. Certification Number: 055-0030098 :
Valid only while working under the supervision of Cheryl Gibson MD, Susan Smith MD

and Kym Boyman MD, at Planned Parenthood of Northern New England, 183 Talcott
Road, Williston, VT. '

b

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

VERMONT BOARD OF MEDICAL PRACTICE

at Burlington, in the county of Chittenden, State of
Vermont, this 21* day of February, A.D. 2007

ﬁ/@c%t \r‘\CU\)}QD

Administrative Ass{st



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 #055-0030098

1. Name: Amy S. Borgman PA-C

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

eI

3. Work Address: ;; - o .
PPNNE B |
183 Talcott Road S
WILLISTON VT 05495 i

4. Home Address:

City, State, Zip Code:

Ptease check your preferred mailing address: o Home FWork
(This address will be public and listed on the Board's website)

8. Daytime Telephone Number, Area Code:

5. Email Address:

(802) 476-6696

7. Date of Birth:

9. Certification Examination Taken ~ (Check box and enter date of examination):
o (011597 NeePA

o (/I State Examination-ldentify state;

0 ) Other Examination specify:

/.

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

O pprenticeship Trained
University Trained
Vermont Department of Health — Board of Medical Practice ~ 2030-2012 Physician Assisiant Certification Renewal
Page 1 of 23



1. Do you have hospital privileges in Vermont? O Yes Mﬁo
Hospital Name(s} and Location(s}:

12. In what year did you start working as a physician assistant in Vermont? 1 % %{p

13. Were you in active clinical practice in Vermont during the past 12 months? Mes O No

14. Other states where you now hold an active certification or license to practice:
B

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

16. Specialty: ___G M 2 DEA Number: _ 11 &0 b 3 R34

17. Name and office address of current EMPLOYER:

Name Address Vel TALCT REL
3 g AT
Flomomadd ?mmz.,ﬂﬁg:&,\mqg,_ 5 WF\,}[_. P e B0 "éﬂ-w\{ﬁm,ﬂg eIiLedsten VI eisigy
\“*} o

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 ) o
T Lt Gllonan L3 RaAbsiech Avp. piat. VT atyad

Secondary Supervising Physician(s);

N ; Add . . 1 _ e
afngs;eﬁ-.;‘;%ﬁ“\ SN AN EY e THA ANC h@b\ﬂ.@\ﬂl 040!

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 g!:e been a change in your scope of practice which has not been reviewed by the Board?
O Yes Kl 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 tweive months.

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 2 of 23



21. Continuing Medical Education (CME) requirements:

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

b. For all others, an expianation of requirements and a CME Recard 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 Il

“Yes” answers to Questions 23 - 47 require an explanation on Form A,

23. Have you evepapplied 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?

o yes @’é

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

0 yes no

28. 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 Q,ﬁé

27. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

O yes \;Aﬁ
28. Have you ever discontinued your education, training, or practice for a period of more than three months?
o yes :JM

29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before
completion?

o
nyes ¢no

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 é;;vﬁo

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

G yes -uzéo

32. Do you currently or have you ever prescribed any prescription medication over the internet? This does not
include prescribing you would do using electrenic medical records in your practice.

oyes who
33. Are you presently or have you ever been a defendant in a criminal proceeding?

oyes gho

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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PART HI

(Unless otherwise ordered by a court, your responses to the questions in Part 11l are considered exempt from
public disclosure.)
Any "yes" response to the questions below must be fully explained on the enclosed Form A.

Wing board under which you
Mndef 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 presentiy the subject of a crimi
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 judgmenis 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.

“Medicai condition” - Includes physiological, mental or psychological conditions or disorders, such as,
but not limited to, orthopedic, visual, speech, and hearing impairments, cerebra! 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
alcohctism.

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

"Chemical substances" - This term is to be construed to inciude alcohol, drugs, or medications,
including those taken pursuant to a valid prescription for legitimate medical purposes and in
accerdance 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).

"Hllegal 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 periodicaily updated by the
Food and Drug Administration. This term does not include the use of a drug taken under the
supervision of & licensed health care professional or other uses authorized by the Controlied
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 g ice with reasonable skill and safety?

fn 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 & monitoring program.

37. Are
impairs

ngaged in the use of alcohol or other chemical substances that potentially or in any way
ractice medicine in your field of practice with reasonabie skill and safety?

n explaining a “Yes" answer on Form A, please provide reasonable assurances that your

use is reduced or ametlioraied because, for example, you have received or do receive

Vermont Department of Health — Board of Medical Practice ~ 2010-2612 Physician Assistant Certification Renewal
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ongoing treatment (with or without medication) or have participated or do participate in a
monitoring program.

38. Are “ngaged 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.

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 Medicai Society, call 802-223-0400 (a
confidential line).

Part IV - Statutory Profile Questions

The following guestions 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://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. Criminal Convictions [See 26 VSA § 1388(a)}1)] e@/gﬁeck 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.

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

40. Nolo Contendere/Matters Continued {See 26 VSA § 1368(a)(2)] kzéheck 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 — 20$0-2012 Physician Assistant Certification Renewal
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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 dISpOS tion 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 descripticn of all formal charges served by licensing or certification authorities of cther
states, the findings, conclusions, and orders of such authorities, and finat disposition of such matters by
the courts, if appealed, in those states. Please provide compiete copies of documentation for each
matter.

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

43. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)] g’é/heck 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 M/gheck 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)
o Inlieu 0 In seftlement

(Reason for Action)

44. Medicat Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A))

A Judgments Mémck here if none

Vermont Departiment of Health — Board of Medical Practice — 2610-2012 Physician Assistant Certification Renewal
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Please complete the attached Form A and provide a description of all medical malpractice
court judgments against you and all medica! 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,
fo include final disposition and, if possible, a copy of the complaint for each matter.

None reported

O Judgment [ Arbitration

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

[l Judgment O Arbitration

(Date) (Court) (State)  (Nature of Case) (Amount Assessed Against You)
B. Settlements @/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 Settiement Against You)

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

45. Years of Practice [See 26 VSA § 1368(a)(10)] 1982~

- .. : 4 IR
What month and year did you start practicing as s Physician Assistant? A e

[,

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 professionat school
facuities. .
LA IRy Oy gt e

oF poearsiar &
Bapentton VU kbgumel Fhauet™ 1los - S{ip

(School)  (City) (State) (Nature of Appointment) From (year) To (year)

{School)  (City) (State)  (Nature of Appointment) From {year) To (year)

Vermon: Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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B. Teaching

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

Mmoo of Mapsin 6 Boune YT PRECEIT ol ADGE, 2 ppata ok
{School/lnstitution) {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 professional or community service
activittes and awards.

None reported

{Activities or Awards)

49. Practice Setting [See 26 VSA § 13568(a}(15)]

What is the location of your primary practice setting? Barre, VT
o Washin [N g, oSdy

Town/City, State

5C. Translating Services {See 26 VSA § 1368(a)(16)]

Please icentify any transiating services available at your primary practice location,
Are any translating services available at your primary practice location? {"Yes O No

if yes, please describe the translating services available: None
?‘v»ﬁ)me%ﬂ«ﬁmya th:%" o {ﬂ ? ﬁ.&%{j{.%ﬁ ] iAm.Q-- v%f {\\amj‘;t\m%‘ 4 L;w.mk LAY Sy
: .
51. Medicaid/New Patients [Seé’@fs VSA § 1368(a)(17)] J

A, Medicaid participation g/
Do you participate in the Medicaid program? Yes {1 No

B. New Medicaid Patients

Vermont Depariment of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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Are you currently accepting new Medicaid patients?  [¥Yes [J 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: L\ 09 f{\\\ ﬁ \1‘?\\\ L Q}\?W
* Applicant's Signature (\\)

Reminder - You must also complete the enclosed Applicant's Statement Regarding Chiid Support, Taxes,
Unempioyment Compensation Contributions regardless of whether or not you have children

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

PRIMARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Q:w 0N C&NF’W\ { \C}

(Last) (First) ./ (Middle)

Mailing Address P\@ﬂﬂgd Q@gm(} (\
o2 Manstield e
- ¢ treel) e g
Pudingen Yool e -Sa0 |

(City/State) \_J(Zip Cbde) (Telephone Number)
Vermont License #: @“4:3 =X ?QWLE @@g
Hospital(s) where you have privileges: Hospital(s) Location Specialty

Plcher Zne e RCRRe e N ® U

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

T G CALTSAVC /AR G ENEEAPANE
{

CERTIFICATE OF SUPERVISING PHYSICIAN

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

MR %W?{Mﬂﬂ My ; P.A. while under my supervision. I further certify that the protocol outlining
the scqw’of pracﬁqd attached to this application, does not exceed the normal limits of my practice. 1 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 [ have read the statutes and Board rules govemipgﬁ sidian asﬁ_i‘%tants.
_ .

12/22/,4 [ et

(Date) (Signaturg of Supervising Physician)

Co-signature of PA: /\j\ M f’/"‘l\..____.-

Note: A PA who prescribes contralled drugs must obtain an TD numbﬁDfA. PA’s DELE\%}&' MBeNe 3 ay Y

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 Sm VP\"}, Su SAan _—
(Lasty (First) (Middle)

Mailing Address Q\(‘nﬁ{?d @C&F@ﬂb@@\c&
(M fFee Name
33 Mansred AN€

i O RIO0 T %Lf%) 952960 |

(City/State) ./ i(Z1p Code) (Telephone Number)
Vermont License #: _TOU&% =-0Q0 SCTC? @
Hospital(s) where you have privileg Hospital(s) Location 4~ Specialty
< \B\m N TL oG,
[
List all physician’s assistants names and addresses you currently supervise:

S, Boeaman. 90 Wasn(nEion. S @anne |
TOMANNONAUSRE 53 NanSHeld Ave - B \II'\‘ \
D00¢ WAEYh €0oe AN MO RUusH\and NI @\{ e )

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

_’r{\’\b Q)@ m , P.A. only when the primary supervising physician is unavailable and only when
consultegéyjne afdre Physmlan Assistant. 1 further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,

Section 1741, the use of a physician assistant has been posted,

[ further certify that I have read the statutes and Board rules gov&rnmg physician ass;ﬁnm
(x]25fog v

(Date} (5§ 'ﬁ?‘mre of Secondary Supervising Physician)

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 085401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ai;e)(“ RATR ™ K\j s m
(Last) ) (Rizdt) (Middle)

Mailing Address ___ \NNEC @Fggmiwm A
=5 M(xﬂbgig\(i :g;*\fﬁ
treet , '
G\ mkuw ool 900 )

(City/State) Z}p Coll e) (Telephone Number)
Vermont License #: GLE & OO}OSC%O
Hospital(s) where you have privileges: Hospital(s) Location Specialty

EAN VAN VN OBLEGN

l

List all physician’s assistants names and addresses you curr ently pervise:
%m\ﬁx Soerran 40 Wosh e, ST - NONT-
SONANNEENGUSET B NonsH A NG, B NTT
iy \-\\\M&‘ﬁm b 2ooet NO ool at

& -

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I her by certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of Ty p-)@ TEOWAE ™ , PLA. only when the primary supervising physician is unavailable and
only WhQ% jonsultedjy the aforesaid Physmlan Assistant. 1 further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal fimits 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.

|-< o [

(Date) (Signature of Secondary Supervising Physician)




NCCPA: NCCPA Connect: Certification Status Report Page 1 of 1

Cetification Status Report Advansing Cestifled PAs
Fromuoting Excellence
NGCPA noapad@neonanet « (678) 417-8100 « 12000 Findley Road Suite 200 « Duluth, GA 30097 Making & Diffsrence

Amy Borgman is currently cerdified by NCCPA and holds identification no 1011373,

Identification no. 1011373 wilt remain valid until 12/31/2011. This PA was inftially certified on 1/15/1983.
However, this PA may or may not have been continuously certified during this imeframe.

Copyright @ 2008 NCCPA, All rights resarved, Code of Conduct for

Gmriified and Cerfifying PAs

https://www.nccpa.net/pa/CredentialPublicPrinter.aspx 12/7/2009



serving
Maine,

Mew Hampshire,
& Yermont

CENTRAL OFFICE
183 Talcott Road, Suite 101, Williston, VT 05495
Phone 802-878-7232 = Fax 802-878-8001

December 21, 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, as a volunteer provider, in Vermont, within the last twelve months:

¢ Amy Borgman

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, M.D

PERDOMAL CARE, PERSBOMAL CHOMES, PR DL OTE @3



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

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

D

2)

3)

4)

PPNNE Standing Orders: Each P.A. practitioner annually 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.

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.

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.

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
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. 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.

/\%j\/—’\ V2109

Physmla sgistant

Date

ﬁ%ﬂ%ﬂ e "W’S&“ﬁ@;@,\
ko o

Superwsmg Yshyszczan Date




PLANNED PARENTHOOD Standing Orders: Nurse Praciitioners, 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 transmitted diseases; sexual assault; male reproductive health; infertility; midlife health;

general preventive heaith care.

B. 1) Order and dispense hormonal contraceptives and HT/ET in accordance with the PPNNE Medical Protocol.
2) Manage routine hormonat contraceptive and HT/ET problems.
3) Order special laberatory tests needed to prescribe hormonal contraceptives and HRT.
C. 1} insert and remove implant contraceptive systems in accordance with the PPNNE Medical Protocol. -
2} Manage routing implant system problems.
D.. 1) Inject Medroxyprogesterone acetate in accordance wﬁh PPNNE Medical Frotocol,
2) Manage routine DMPA problems.
E. 1) Insert and remove [UD's in accordance with the PPNNE Medical Protocel.
2) Manage routine 1UD problems:
3) Order X-rays and soncgrams for 1UD localization.
F. 1) Fit and check diaphragms, cervical caps and other barrier devices in accordance with the PPNNE Medmal Protocol.
2) Manage diaphragm, cervical cap and other barrier device problems.
G. 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.

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

Protocol.
J. COrder, administer and/or dispense medications in accordance with the PPNNE Medica!l Protocol and state and federal laws,

Diagnose and order or dispense treatment for conditions covered in the PPNNE Medicat Protoco! as indicated in the protocol.

L. Perform pregnancy diagnosis as per the PPNNE Medical_ Protocol. Order serum HCG pregrancy test, and soncgrams. -

M. Provide services to patients in the abortion, cervical dysplasia, infertility, male services, and midlife programs as per the
PPNNE Medical Protocol and Medical Proiocol 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 venipunciure; 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 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 reprodugtive 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,

The Family Planning Practitioner must:

A. Adhere to the PPNNE Medical Protocol.
8. Obtain physician consultation in all non-routine clinical matters.
C. Follow-up and report ali complications and all potential medico-legal incidents to the Medicai Director.

} agree to practice under the above standing orders
\Qsmu\ YOG ING N ,
Print Name -
l 2 24,9 %
A Y. AAA

" Signature Date Collaborating Physician: Cheryl Gibson, MD, Medical Director
: \' ! /f .

PPNNE Form 10HR 03/06sem




Vermont Department of Health - Board of Medical Practice

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

You must answer guestions 1, 2, and 3.

Regarding Child Support
Titie 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;
of 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.5.A. § 795)

1. Yc_;u 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 3 support order
- and | am in good standing with respect to it, or {¢} | am subject to a support order and | am in full compiiance with a plan to pay any
and all child support due under that order.
or
3 Thereby certify that { am NOT in good standing with respect to child support dues as of the date of this application and | herebhy
request that the licensing authority determine that immediate payment of ¢hild 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 utiless 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)

2. You must check one of the two statements below regarding taxes:
ﬁ | 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),
or
W 1 hereby 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
t hereby request that the licensing authority determine that immediate payment of taxes would impose 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 ficense 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 provision of goods, services, or real estate
space with any employing unit unless such employing unit shali 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 all contributions or payments in fieu 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 fo any and
ali contributions or payments in lieu 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 licensee, the agency finds that requiring immediate payment of contributions
or payments in lieu of contributions due and payable would impose an unreasenable hardship. :

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment

contributipns:

E’_ ) hereby certify, under the pains and penalties of perjury, that i am in good standing with respect to or in full com piiance with a
payment plan approved by the Commissioner of Employment and Training to pay any and ail 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 perjury is 15 years in prisen, a $10, 000.00 fine or both.)

or
3 I hereby 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 application and | hereby request that
the licensing authority determine that requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impese an unreasonable hardship. Please forward an Application for Hardship.
or
U Thereby certify that 21 V.S.A. § 1378 is not applicable to me because | am not now, nor have | ever been, an employer.

Soctal Security Date of Birth

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.S.C, § 405 {cH2){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

1 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.

A
Signature of Applicant )(C)} T m\*f(ﬁ\\‘ (7/7:“““”“ Date }f' (o0 QE
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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 Viclation 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.

[ understand that a license may not be issued or renewed without such a statement.

1 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: / \\ A \\/,.._\\ Vﬁu—-—/
DR
E Foil,-a™

Drate:

Vermont Department of Health ~ Board of Medical Practice ~ 2010-2012 Physician Assistant Certification Renewal
Page 19 of 23



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-identifiable 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 “I 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 compilete this form, please return it to the Board of Medical Practice with your completed
license 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

Signature Date

Print Name Vermont License or
Certification Number

Print Mailing Address

Telephone

Vermont Department of Health — Board of Medical Practice — 20106-2012 Physician Assistant Certification Renewal
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PDEPARTMENT OF HEALTH \3\
BOARD OF MEDICAL PRACTICE YN

108 Cherry Street, PO Box 70 o ,a/\
~ Burlington VT 05402-0070 R
'802 657-4220 or 800-745-7371 L/
2012 PHYSICIAN ASSISTANT LICENSURE RENEWAL APPLICATION N |
PART |

License # 055-0030098
1. Name: Amy S. Borgman PA-C

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

3. Mailing Address(es): }t %Q
, o B N S T it XD
PPNNE e s LCNeamsy MG BT (T
% n Street \'} 5 L TR 4;&};& pﬁl \f OE Wi‘“iif A
BAR 06641

4. Home Address:

City, State, Zip Code:

5. Email Address:

6. Daytime Telephone Number: Area Code:
(802) 476-6696 , S
7. Date of Birth: ' :

8. Place of Birth:

JAN =9 201

9. Certification Examination Taken — ox and enter date of examination):

%" (1e /15/077) NCCPA

I S S A State Examination-ldentify state:

o (/1 ) Other Examination specify:

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

o Apprenticeship Trained
A University Trained

11. Do you have hospital privileges in Vermont? {]Yes
Hospital Name(s) and Location(s):

12. In what year did you start working as a physician assistant in Vermont? { X‘« 4 i

13. Were you in active clinical practice in Vermont during the past 12 months? ﬁf’YeS i No

Vermont Department of Health — Board of Medical Practice ~ 2012-2014 Physician Assistant Licensure Rtnewal
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14. Other states where you now hold an active certification or license to practice:
B\)q,w (LRI e el

\

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

§7 Qs Wmvwggh\%& y MO LA,
&

16. Specialty, ¥ At *»A:) Rl ampih G DEA Number: __ M B ey 63234
17. Name and office address of current EMPLOYER(S):
PPNNE, 23-Mensfield-Avente; Burlington, VT 05401

TR LAV ESNY AV
Name 3avSE Yo Address

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). Attach signed sheets for each practice location,

Primary Supervising Physician(s):

Name , Address
RQT_‘?W TW 2 e~ gt 183 ok Pold ot Dome Ul oS Ue |

Secondary Supervising Physician(s):

Name Addreds

?\MAJ__ j\) ovetl o Ehop B &gm 0] o—{ﬁﬁbx \)\_,vj&-n,-fy)@ Ut 580

19. Delegation Agreement: The Board of Medical Practice requires that you and your primary supervising physician(s) review
the most current delegation agreement for your practice setting, paying attention 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 completion.

b. For all others, an exptanation of requirements and a CME Record form must be completed.

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

PART Hi

“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?

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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" oyes /}(ho
24. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
o yes ‘P{no -
25. Have you ever voluntarily suspended, susrendered or resigned a certificate to practice medicine or any other healing art in
lieu of disciplinary action or any other reason?

ayes Xno

26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any
governmentat authority, by any hospital or health care facility, or by any professional medical association (international,
national, state or local}?

oyes no

27. Have you ever been denied the privilege of taking an examination before any state medical exarmining board?
oyes Mno

28. Have you ever discantinued your education, training, or practice for a period of more than three months?

}iyes 0 no

29, Have you ever been dismissed or suspended from, or asked to leave a residency training program before completion?

oyes JXno

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

oyes X no
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 federal agency at any time?

nyes no o
32. Do you currently or have you ever prascribed any prescription medication over the internet? This does not include
prescribing you would do using electronic medical records in your practice.

oyes  wno
33. Are you presently or have you ever been a defendant in a criminal proceeding?

oyes xno
PART N

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

34. To your knowledge, are you the subject of gaad iaat v any 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 sMa[ investigation under which you have not been charged?

The following definitions are provided to assist you in answering questions 36 through 38.

"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 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 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, cerebrai 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 licensee.

"Chemical substances” - This term is to be construed to include alcohol, drugs, or medicétions, 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 iliegally.

“Controlied substances" - This term means those drugs listed on Scheduies | 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
unlawfui 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 Controlied Substances Act or other provisions of federal law.

36. Do you have a medical condition that potentially or in any way impairs or fimits your ability to practice medicine in your field of

praotichie 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.

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

to pfacW 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 engaged in the illegal use of confrolied 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 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, 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:i/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.

39. Criminal Convictions [See 26 VSA § 1368(a)(1)] %Cheok here if none

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewai
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" 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)

‘ 00 ndyg,
40. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)] ,>Z*% Check here if none @) ? i e

Please provide a description of afi charges fo which you pleaded “nolo contendere” (“1 will not contest it"y 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)

. . Ga?%t(u,fiiﬂ
41. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)] f}gxéheck 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. Licgnsing or Certification Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
}Cheek here if none

Please provide a description of all formal charges served by ficensing or certification authorities of other states, the
findings, conclusions, and orders of such authorities, and final disposition of such matters by the couris, 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)

43. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)] /giCheck 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 of character and were issued by the hospital's governing body or any other official of the nospital after
procedural due process (opportunity for hearing) was afforded to you. Please provide complete copies of
documentation for each mafter. :

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

B. Other Restrictions %heck here if none (] f‘} Rt Hardog

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 compiote copies of documentation for each maiter.

kS

(Date) (Hospital) ' (State)

Vermont Department of Health ~ Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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{Nature of Action) {Action) _ G Inieu
7 In settiement
{Reason for Action)

44. Medical Maipractice CourtcJudgments/Settlements [See 26 VSA § 1368(3)(6A)}

h . ;! ',7 3 e
Judgments #hCheck here if nane GQ’?W“’ A

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 final disposition and, if possible, a copy of the
complaint for each matter,

None reported

O Judgment O Arbitration

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

C Judgment 0O Arbitration

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

Settlements 'g}(:heck 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 dispesition and, if possible,
a copy of the complaint for each matter.

None reported

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

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

45. Years of Practice [See 26 VSA § 1368(a)(10)] 1982

1 ¥ e

What month and year did you start practicing as a Physician Assistant? Se \3"’%“ TR

o t

46, Appointments'fTeachinq [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 appoinfments
are teaching appointments, these questions may overlap.)

A

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

WM e VT A wnct $a,5. iR > 12y
{School) {City) (State) (Natife of Appointment) From (year) To {year)

Vermont Department of Health — Board of Medical Practice - 2012-2014 Physician Assistant Licensure Renewal
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47.

48.

{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. :

A M BurL (VAY D MLl p“wr’“ uﬁéwﬁﬁgg (BERY
(School/Institution) (City) (State)  (Nature of Teaching) From (year) To (year)

Publications [See 28 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)
Activities {See 26 VSA § 1368(a)(14)]

Note: Answering #48 is optiohaf. 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)

49. Practice Setting_ [See 26 VSA § 1368(a)(15)]

What is the location of your primary pra“EtEcé setting? - Barre, VT

Town/City, State

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

Please identify any translating services available at your primary practice lagation.
Are any translating services available at your primary practice location? Yes [0 No

If yes, please describe the translating services available: None

R O P f‘v:ﬁ:;p; e

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

A. Medicaid participation ,
Do you participate in the Medicaid program? /é\\’es O No
B. New Medicaid Fatients
Are you currently accepting new Medicaid patients? ,E Yes [0 No

PartV

Vermont Department of Health — Board of Medical Praciice — 20122014 Physician Assistant Licensure Renewal
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| hereby affirm that the information provided above is frue and accurate, and that | have answered the guestions to the best of
my knowledge and abilify.

Date: AR VR /\ \ : <<1 \\L:\“/m\ @”“‘“{

Applicant's Signature

) T

Reminder - You must also complete the enclosed Applicant's Statement Regardlng Child Support and Taxes, regardiess of
whether or not you have children

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

(Questions 23 and 24)Withdrawal or denial of License - Attach documents

State [/ SFpn 1 5T Year  A.® i}
Circumstances under which Ilcense was withdrawn, denied, revoked, not renewed, or otherwise
ferminated

SN

{Question 25) Voluntarily surrendered or resigned a license to practice medicine or any healing art - Attach
documents

State Year

Circumstances

{Question 26) Disciplinary charges or action - Attach documents

Name of organization involved Date

Duration

Action taken (circle all that apply)

01 Revocation of right or privilege 12 Leave of absence

02 Suspension of right or privilege 13 Withdrawal of an application
03 Censure 14 Termination or non-renewal of contract
04 Written reprimand or admonition 15 Medical Records Suspension
05 Restriction of right or privilege 16 Probation

06 Non-renewal of right or privilege 17 Assurance of Discontinuance
07 Fine 18 Censent Agreement

08 Required performance of public service 19 Letter of Agreement

09 EducatlonfTram|ng/Counselmg!Monltormg 20 Expulsion from Membership
10 Denial of rights or privilege ; 21 Reprimand

11 Resignation 22 Other (specify)

Circumstances

{Question 27} Denial of examination privileges - Attach documents

State . Year

Circumstances under which examination privileges denied

(Questions 28 and 29) Residency Training Program(s) not completed - dlscontmued education, trammg, practice -
Attach documents

VYermont Department of Heaith — Board of Medicai Practice — 2012-2014 Physician Assistant Licensure Renewal
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Residency Training Program(s) _ L a p Y @\\}%nﬂm §Piors 2
Location of Programs ' Year
Circumstances ‘%’\em“h?iw;\%“e—'\J L2 anut fﬂ ("‘i Y TR 8 5 1Y ili"i’o -3y ”‘3:»-! 47
- wldr = 2] 91

v

(Question 30) Affecting Health Care Institution Staff Privileges, Employment or Appointment - Attach documents

institution involved

Location : G Year

Circumstances

(Question 31) Privilege to prescribe controlled substances - Attach documents

Name of organization involved

Type of restriction ' Date

Circumstances of restriction

{Question 32) Internet prescribing

Please provide a general description of your practice of internet prescribing

{Questions 33 and 35} Criminal Investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date

Plea? Yes No Date

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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: {Question 34} Investigation by any other licensing board - Attach documents

Name of Licensing Board - Date

Location of Licensing Board

Circumstances

(Questions 36-38) Medical condition, treatment, use of chemical or illegal substances

Treating organization

Address Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of iiness or dependency to

Dates of treaiment to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address Telephone

Contact person at Program

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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~ (Question 44) Medical Malpractice Claim

Please provide the following information regarding each instance of alleged malpractice. This section should be photo copied and fiiled
out separately for each claim. Additional sheets may be obtained/used if necessary.

Insurer

Claimant name

Description of alleged claim (allegations only): This does not constitute an admission of fault or liability.

Please indicate:

1. Patient's condition at point of your involvement;

2. Patient’s condition at end of treatment;

3. The nature and extent of your involvement with the patient;

4. Your degree of respensibility for the course of treatment in leading to the ¢laim; and
5. Narrative of event,

If the incident resuited in patient's death, indicate cause of death according to autopsy or patient chart;

Your role {circle one):

01 Anesthesiologist “11PPGY 4

02 Primary Care Physician 12PGY 5

03 Referring Physician 13 PGY 6

04 Attending Physician 14 PGY 7 :

056 Consultant Specialist 16 Workmen's Compensation Evaluator
06 Surgeon 18 Court Psychiatrist

07 Fellow 17 On-Call Physician

08 PGY 1 18 Group Practitioner/Partner

39 PGY 2 . 19 Other: Specify

10 PGEY 3 20 Unknown

Your Legal Representative in this maiter {(include name, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

Indicate Decision, Appeal, Settlement, Dismissal;
If a Court or Arbitration Panel heard your case, indicate the following:

Court

Court's location

Docket number,
Verment Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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Date the action was filed

Decision determined by (check cne): Judgé Jury Arbitration Pane!
Decision: Award:

If your case was appeaied, indicate the following: Date appeal filed (month, day, year) / /
Date appeal decided: (month, day, year) / /

If your case was settled, indicate the following:

Settlement amount paid on your behalf,

Total settlement amount:

Date of settlement: (month, day, year) / !

Case dismissed against you Against alt defendants

Important: In addition to the above information, please attach a copy of the complaint and final judgment, settlement
and release, or other final disposition of the.claim. This information can be obtained from your legal representative.

Additionat information, if any:

Vermont Department of Health — Board of Medical Practice ~ 2012-2014 Physician Assistant Licensure Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(BOZ) 657-4220

PRIMARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full T/) f,’/'/f’f” @f”?aﬁ Nell
{Last) First) (Middie)
Maiting Address _ Flanned Farenthood of Northern New E@ég@_
(Office Name)
(83 St Fawl Street '
(Street)
Burlinatsn VT p540] $02-963-6320
(CityBtate) (Zip Code) (Telephone Number)
Vermont License #: p42-001226Y
Hospital(s) where you have privileges: Hospital(s) Location Specialty

Fletcher allen Health Care 1) (alchester Ave. pBlGYN
Burlina Hn ST A
05451 °

What arrangements have you made for supervision when you are not available or out of town:
.Z‘t‘/'? ch_call Service

CERTIFICATE OF SUPERVISING PHVYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities
Cof Am v _Bara Ak . P.A. while under my supervision. I further certify that the protocot
outlining the/scope of ractice, attached o this application, does not exceed the normal limits of my practice. 1
further certify that notice will be posted that a physician assistant is used, v accordance with 26 VSA, Chapter 31,
Section 1741,

f further certify that [ have read the siaiutes and BoargA

Wl

I[Da‘f&:)

Tes lus-

Fing physiclan assistants.

£

Signature of Supervising Physician)

Co-signéﬁure of PA: ,ﬁ,‘/\ \; - (\\j\ﬁ
D )
Moto: A PA who prescribes controlled drugs must obtain an I num®er from DEA. PA’N EA}mber MBLT7632 34

& oo S5~ 003008 ¥



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(80%) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full. N&V»&ﬁ'@ L Kenee T _
(Last) (First) (Middley
Mailing Address _[P/ahrié s farenihood of Novider:
(C)fﬁua Naihé')'
[éa Poberts Nord
- Strcct)
=:M/Ma£ VT 05760 ?!.2,@ - %g, 775~ 03@3
~(City/State) - {Zip Code) ' (Telephone Numbsr)
Vermont License # _g4f2 - Do {1 95
Hosprtai(s) wherc you have privileges: Hospztal(s} Locatmn Speciafty
Mt Ascutney thspital aned. §9. Cotarity Poasl. PRGN
falc:qg,f%k {Iem‘f» o _ Mmﬁ‘rw
L5089
List all physician’s assistants names and addresses you currently supervise:
,Aiémq E{}?‘&?Mﬁﬁ ‘?{ﬁ? W&m&enﬁfm& Barcl, ST DECH ..
Ariebieed Burns, 203 E A 37‘ mmm VI 65655
R T W St Baad SF, M‘ﬂﬁ%ﬁ Y 06“!&/ _
) ——— OV

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

L hf:why m&rtsfy thm m fmmxc%anw with 26 VSA, Chapter 31, T shall he legally responsible Tor alf Pmedical setivities

éf » Ba B Y » P.A. only when the primary supervising physicianis unavaitable and
onty when otisuled] jyf 'the: aﬁamam ?kysman Assistant. 1 further certify that the protocol: mit}mmg the seopeof
practics, attached fo fhis application, does not exceed the normal limits of vy practice and hat in aceordance with 26
VSA, Chapter 31, Section 1741, the use of a physician assistant has been. posted.

[Hurther cortify that | have read the statites and %m’a"’ %g n physmtanasswmnts
W4 Y

P (ate) S“;gnat{ﬁ'e U%‘Secondary Supervising Physician)

v SS00300%%



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.

Iunderstand 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 é_repayment plan approved by the judiciary.

£

Signature: // 5 G\‘"\M{"‘\ gﬁi__,_w ,,,,,

Ghei Boi
Date: A

Aﬂ'\/\/m\\k\}ﬁ R aan-0

. . . o . AR S L 4
Vermont Department of Health ~ Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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Vermont Depa&ment of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES

You must answer questions 1 and 2

Regarding Child Support
Title 15 § 798 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 $he 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 liabllity for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment pian
approved by the office of ¢hifd support or agreed fo by the parties; or the licensing authority determines that immediate payment of support would
impose an unreasonabie hardship. (15 V.5.A. § 795) ‘

1. You must check one of the two statements below regarding child support regardiess 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 | am in good standing with respect to it, or (¢} | am subject to a support order and 1 am in full compiiance with a pian to pay any
and ali child support due under that order. .

or

0 I'hereby certify that | am NOT in goed standing with respect to child support dues as of the date of this application and | hereby
request that the icensing authority determine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Appiication for Hardship".

_ Regarding Taxes :
Title 32 § 3113 requires that: A professional Hcense 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 alf
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 Heensing authority determines that immediate payment of taxes would impose an unreasonable hardship. (32 V.S.A. § 3113)

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

E I'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 hoth).

or
O Ihereby 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",
]

* The disclosure of your social security number is mandatory, it is solicited by the authority granted by 42 U.5.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

| 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 f\ . \\{f\ /h” Date (-1 & ! I

i

—

;;rwﬂ}}) o8RG A
&L ga300% ¥

Vermont Department of Health ~ Board of Medical Practice - 2012-2014 Physician Assistant Licensure Renewal
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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: Fach P.A annually signs the Standing Qrders that are approved by
PPNINE'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. OQur 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 clinig 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.

Amy 'ﬁc;gmanﬁ k Date
1;.}/‘ -,

E e iZ«K 2,«% i4
Regan Theiler M.D Date

Supervising Physician

Fﬂm\>§ OfG pAnd
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National Comenission on Certificarion
of Physician Assistants

November 21, 20611

ATTENTION: Amy Borgman
RE: Amy 8. Borgman
To Whom It May Concern:

Amy 8. Borgman is currently certified by NCCPA and holds NCCPA identification
number 1611373,

NCCPA identification number 1011373 will remain valid until December 31, 2013, This
PA was initially certified on January 15, 1983. However, this PA may or may not have
been continuously certified during this time frame.

If 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.ncepa.net or call 678.417.8100 to
speak with one of our Information Service Representatives.

Sincerely,

Q;Mxﬁ Natis
_J

Cindy Nalls R
Manager of Certification Maintenance

P.5. You can verify the certification status of 2 PA by visiting our Web site at
www.ncepa.net and clicking on Verify PA Certification.

The original version of this document includes
NCCPA s raised seal, offixed above,

W opan-00300R Y

12000 Findley Road * Suite 100 ¢ Johns Creek © Georgia = 30097 = Tel: 678.417.8100 » Fax: 678.417.8135 s Web: www.nccpa.ner



~ VERMONT

Amy Borgman PA-C

Department of Health

Board of Medical Practice [phone]
108 Cherry Street - PO Box 70 [tol} free)
Burlington, VT 05402-0070 Ffax]

healthvermont.gov

Date: January 10, 2012

Dear Physician Assistant:

Your 2012 Physician Assistant License renewal application has been received by this office and
cannot be processed until the following information is received.

o $170 renewal fee

Application
Paril
fterm 1
ltem 2 ' Part il
ltem 3
ltem 4
liem 5
ltem 6
tem 7
ftem 8
ltem 9
ftem 10
item 11
tem 12
item 13 Part il
ltem 14
ftem 156
item 18
ltem 17 -
ltem 18
ltem 19 Part IV

ltem 20

dopdouopuoooooopoeodd

Child Support, Taxes, Unempioyment Compensation

Statement

2 Number 1 - check one of the two

statemenis

L1 Number 2 — check one of the two
statements

LI Completed form A
L1 Completed Statement of Good Standing

L 0O0Uo0 opoppooooon L9

802-657-4220
Bo0-745-7371
8o2-657-4227

tem 21
ftem 22

liem 23
ltern 24
tem 25
Hem 26
ltem 27
item 28
ltem 29
Item 30
Item 31
ftem 32

ltem 33
ltem 34
liem 35
ltem 38
ltem 37

ftem 38

0 ttem 39

A e 40
) /@“’Ii,m 41
L} lem42
a /J;em 43A
Hem 438
/@” ltem 44A
liem 448

fama A
w5

ltem 464
ltem 468
ltem 47
ltlem 48
ltem 49
ltem 50
ltem 51A

ltem 518
Part v

Date
Signature

DU Doodooouoe

Supervising Physician Forms
& Primary Supervising Physician Application
i Secondary Supervising Physician
Application(s)
L1 Delegation Agreement

NCCPA Certification
L1 Proof of NCCPA Certification

The page(s) that needs comp?eﬂon (if applicable) is attached. Please complete the necessary item,
initial, date and return as soon as possible so that processing may be finalized.

Thank you.

Enclosures

R
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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 fuil 'Th € \ﬁ( Q\Q@O\ﬁ Ne\

(Last) (_First) (Middle)

Mailing Address 8\:)) (‘ﬂ!o\ﬂSQf(’,\d 7'35\56(\\}@

{(Otfice Narne)

Hodlinaton. NT o018 -1k

(City/State) \_} (Zip Code) (Telephone Number)
Vermont License #: QL‘S - f X )\ aaloq,
Hospital(s) where you have privileges: Hospital(s) Location Specialty
Hopicatian in PRCCSS Wit RV RGN

What arrangements have you made for supervision when you are not available or out of town:
F- .\ P -
T o e =Evice

CERTIFICATE OF SUPERVISING PHYSICIAN

['hergby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities
of A OO » P.A, while under my supervision. I further certify that the protocol
outiining the scope(@bractice. attached 1o this application, does ant exceed the normal limirs 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,

Fning physician assistants.

P

| further f;rt1'7 that [ have read the statutes and

glrofif

I (tbate)

ignature of Supervising Physician)

)<Co-signamre of PA: /\/Q h\ﬁ Y S—




.
STATE OF VERMONT - BOARD OF MEDICAL PRACTICE .~ .~
108 CHERRY STREET E
BURLINGTON, VT #5401 ; )
: i i ] TR e
(802) 657-4220 L APR 25 oom

PRIMARY SUPERVISING PHYSICIAN APPLICALTIO’NZ

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

Name in full ’Y@NO\\X’*Q _ \‘;/\(}r\;jh \ED (T Y’:Dﬂ@

(Last) (Firsy (Middle)

Mailing Address Q\ (i ﬂlm ?Qf(’\ﬁ\%@ A
o (OfTce Name
) B Tadety b

N {Street) - ) 5 . )
WIMSIeD T oSUG) %% -JUR.
{Clty/State) {Z}p—Code) (Telephone Number)
Vermont License #: ( J:&Q *@3 ZQ\ @,7)
Hospital(sy where you have privileges: Hospital(s) Location | Speciaity

. 4 i i ) 4 kG S
AESTaRs M@xk\na\ -W%i{?‘i‘m Ya ﬁsmo\m&%i‘s\m (15 («:E:sijf\

What arrangements have you made for supervision when you are not available or out of lown:
- ] _
A7 an TS ee

CERTIFICATE OF SUPERVISING PHYSICIAN

I herely certify that, in accordance with 26 VSA, Chapter 31, 1 shal! be legally responsible for ail medical activities
of MY N W O{Goa » PLA. while under my supervision. [ further certify that the protoco!
euiléﬁing Qe)scope of {Q@&ricc', attached to this application, does not exceed the nonmal imits of my practice. |
further certify that notice will be posted that a physician assistant is used, in accordance with 26 VSA, Chapter 31,
Sectlon 1741,

tlurther certify that { have read the statutes and Board rules governing physician assistanis,

Y

_Huly A Kathleea )T owpusn

{Date) " {Signature of Supgrvising Physician}

s‘%{ ~ ‘E\k\ T {/’“'1W
Co-signature of PA , NS ] '

f S { . Y
Note: A PA whe prescribes controlled drags must obtain an 1D number &Gm DEA. PA's DEA I\-‘Q:\"ﬂheri i; \6@‘7 [{9 ))‘ \%ijl




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 N@%‘f@\ \O Q\@ﬂ“ﬁﬁ

(Last) (First) (Middle)
Mailing Address @ﬂgf‘é 6@{6{%‘% @@d

(Ofﬁce Nanie)
182 Talto- Ragd
Wit v FRUAS 5% U
(City/State) (le Code) (Telephone Number)
Vermont License #OL%Q - OO ui qs
Hospital(s) where you have privileges: Hospital(s) Location Specialty
V. ASCGY nw ‘\%ﬁm—m l \IQQ SOV VT @I EUN
DNC SIS =STR N n IR V- SGTCY IS N

W/

List all physician’s assistants names and addre S:):s‘fes you currently supervise: (ﬁ%{g’)

ohanna Yous={ 93 fele ad AN@ Q)\w\ 0
ne Nichaias  »
WM%\“ \{!nm 5? W \L \L \1 N

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of ﬁ“\\'\ t&w{"}\f@{ TR Y , P.A, only when the primary supervising physician is unavailable and
only when cepbulied by she 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 ce zfy that ] have read the statutes and Board rules w;fs;czan assxsta;,}ts
S //?m mmmmmm .

(Daté) g ature of Secondary Superwsmg Physician)




‘ ! ¥ ’ e C 0 ’,'Z-I“Wi's‘ : ( £
STATE OF VERMONT BGARD OF MED[CAL PRACTICE . ! /‘}
108 CHERRY STREET
BURLINGTON, VT 05401 -

(362) 657~4220 _
PRIMARY SUPERVISING PHYSICIAN APPLICATION

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

Narme in full Nb@*@“@ Q@ﬂeﬁ e

(Last) (First) (Middle)
Mailing Address @\C\ﬁé\ﬁd QO\(@’\"‘Y ”\{“’BC\d
b Robedt s NOGHA
Rau\and, T csol IS -2333

(City/Staze) (Zip Code} {Telephone Number)
Vermont License #: QLKQ 00 H 95

Hospital(s} where you have privileges: Hospital(s) Location | Specialty
i ASCRNED (aGpTal WINASSENT OBIETN
DENC Levoanan, A ol é‘w/& N

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

2T cn Call et e

CERTIFICATE OF SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shali be | legally responsible for all medical activities
of... e ‘{Q)G CO KR, P.A. while under my supervision. . I further certify.that the protocol....
outlmmg tha\gﬂope of pradtice, aﬂached to ﬂliS 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,
Wysmi asm
villy

{Signature of Supervising Physician)

Co-signature of PA;{ /f k\ % i\'\\/“\ &'1____”
Note: A PA who prescribes controlled drugs must obtain an ID numberfrom I DEA PA’s D!(%A\Mj\ber “ i i / }B&}SLE

! further certify that [ have read the statutes and Board fliles 80

Anlaol

(Ddte}




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE,
108 CHERRY STREET
BURLINGTON, VT 45401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full @ib&‘)ﬂ C})Qm [ A’

(Last) (Firsth/ (Middle)
Meiling Address 0 lcnned QO\ f (’ﬂ'&‘%@dd
(Office Name)

&3 Taldart i)
WIMSTon T os4qS 288 -843D

(City/State) {Zip Code) (Telephone Number)
Vermont License #: { Qq QQOQ]L‘ ‘@S .
Hospital(s) where you have privileges: Hospital(s) Location Specialty
AT ST~ T oBlielN
J ' s
B BOaD Go tosiineiin o B T oJel|

‘Sebanng HauSe( 23 MaosHEld Ave. UG T (540

Ane Bldiedhy b Raberks NO. RQudiand NT- oSeal

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN CN&’£>

- Dhereby certify that, in accordance with 26 VSA, Chapter 31, 1 shali be fegally responsible for ail medical activities
of B RLSHIA GN . P.A, only when the primary supervising physician is unavailable and
only whén consufied by.ihe aforesaid Physician Assistant. [ further certify that the protocol outlining the scope of
praclice, atiached to this application, does not exceed the normai iimits of my practice and it in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician assistant has been posted.

[ further certify that | have read the statutes and Board rules g?( Y / Gian assistants.
i

31311 AAX g0
(f)ate) Signature of S@Eondary Supervising Physician)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplefe applications will be returmed. Attach additional shects as needed.

Name in full ‘\b\ﬂ’ D @\Qﬂﬁ(«i
(Last) (First) (Middle)
Mailing Address ‘Q\ X ﬂﬂﬁc\/ QC}\{@THWOO A

flice Name)

b Rdperss O@ '
@Uﬁ*bm ) W%SQQ\ U0S-3333

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

Vermont License #: O%& OO\ \ \(% <~

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

ATy TG WO NT. OGN
XA WY e ool ned . Che | elaain on /N -H"-k{jﬁ%{ ®5fl/]

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

RARSW ISR =3 MoNsreid-Ale. BN NTION T 630 |
Ly

.

NSt AIA 7\ ﬁ(ﬂ%ﬁ&" { Y Y X
Catreate MdviaS u X h
Sasan Nense | 0 W N W @; 6@)

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shali be legally responsible for all medical activities
of ;Qfﬂf\kj\ SO0 Giﬂ”\(X‘N » P.A. only when the primary supervising physician is unavailable and
only whe&m’hsulte&bj 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.

1 further certify that [ have read the statutes and Board pulés, ;%nm { i In assistants.
b W P / P/
iiglie =y,

(Date) {gigﬁsaﬁ/re of Sedondary Sup

xSl . A ———
ervising Physician)



9@1\&\(\% =

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

PRIMARY SUPERVISING PHYSICIAN APPLICAT! ON

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

Naxﬁe in full ‘&urk&.‘\:\' : Doﬂl’\ﬁ )
(Last) (First) (Middle)
Mailing Address __Planned  Phanthoed  of MWE
' _ . {Office Name) -
AR Llakeside. Ave Sk R0
, - {Street) ‘ :
borliaesn, VT _ORHD) $2-H4%- 931 F
(City/Stake) (Zip Code) ~ (Telephone Number)

Vermont License #: g4 g, O012F39

Hospitai(s) where you have privileges: Hospital(s) Location Specialty
deher Allen Bur'llf\&!‘nﬂi VT Tami ]‘f Prckica

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

Srong /Um\m\%onshila b.)t“\ UV{/\ + FAHRC. Tamily MQA\M, ne  +
- < N

. | : e e,
instanc Wy nad  hespitalizabion + T dw aok available_
'V CERTIFICATE OF SUPERVISING PHYSICIAN

| hereby Cer{if},’é’i&t, in accordance With_ZGVSA. Chapter 31,1 shall be legaily responsible for all medical activities
of Qm\. T » P.A, while under my supervision. 1 further certify that the protocol
outlining the scope &5 practice, attached to this application, does not exceed the normas Himits of my practice. |

further certify that notice will be nosted that a physician assistant is used, in accordance with 26 VSA, Chapter 31,

Section 1741,

I further certify that | have read the statutes and Board rules verning physician assistants,
PILVESS MR T
oot (Date} : (Signature ompervising Physician)

. V ,
Co-signature of PA: /\) 3 W

.

, \
Note: A PA who prescribes controlled drugs must obtain an 1D number ffom DEA. PA’S{DEA Number M_&_O}(QSQ?;L\



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

SECONDARY SUPERVISING PHY SICIAN APPLICATION

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

Name in full /"UQUQ.H& ) %WL
(Ladt) (First] (Middle) ‘
Maiting adaress __Plamnad Posanthood o /‘/or'“Mm Mus Eﬂﬂ[ar\d
. {Office Name)
(2% Lakeside Avm{ Suthe 30} e
. : ~ (Streety ' '
—__Burlingben VI 08HD)  gp2-HHYE ~97(9
-~ (City/Statej N (Zip Code} (Telephone Number)

Verment License #: OH = 0011 19A

. Speuéaity ‘
MHampshire, 0B )6NY

Hospital(s) where you have nriviieges: His/piiai(s) Location
_ Da ub

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

Bmﬁk Corny E\D &Yia‘xrﬁu.\d ;&\';I : AS 8 oHORL
_.Edn Ha, . _ A W T ! .
Ao Hild. b W% VT _
Tamir Monarby—lowany a4 Panacook S Manchishee U 03104

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

VT 054#Y

Fhereby certify thay, in accordance with 26 VSA, Chapier 31,1 shall be legally respensible far ali medical activities

of ey r&m&h__UJ P.A. only when the primary supervising physician is unavafiable ang
only when corbiuked by e aforesaid Physician Assistant, T forther certify that the protocol outlining the scope of
practice, attached te this apolication, does not excesd the normal Timits of my practice and dat in accordance with 26

VEA, Chapter 31, Section 1741, the use of a physician assistant has been posted.
i further 'rtify that | have read the statutes and Ey@é;i;,o Frning physicifhssisiants,
Llrs) /b B
" = .
/ (

/ fate) Biendure o\f’Secondar}*gupervising Physician)




RECEIVED
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Fxcellence.

e

bl3

i

Certification. |

December 23, 2013

Board of Medical Practice, State of Vermont
108 Cherry Street
Buriington, VT 05401

RE: Amy S. Borgman
To Whom It May Concern:

Amy S. Borgman is currently certified by NCCPA and holds NCCPA identification
number 1011373,

NCCPA identification number 1011373 will remain valid until December 31, 2015. This
PA was imtially certified on January 15, 1983. However, this PA may or may not have
been continuously certified during this time frame.

If 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.ncepa.net or call 678.417.8100 to
speak with one of our Information Service Representatives.

Sincerely,

Q?m
_j Naus

Cindy Nalls
Manager of Certification Maintenance

P.S. You can verify the certification status of a PA by visiting our Web site at
www.neepa.net and clicking on Verify PA Certification.

The original version of this document includes
NCCPAS raised seal, affixed above,

National Commission on Certification of Physician Assistants
12000 Findley Rd., Ste. 100, Johns Creek, GA 30097 & Tel: 678.417.8100 @ Eax: 678.4717.8135 @ www.neepa.net



Physician Assistant Delegation Agreement

Narrative:

Planned Parenthood of Northern New Engtand 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,

Supetrvision:

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 longitudina! 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 Medical Director. Medical back-up is available by telephone on a 24-hour basis. In addition, the
Medicatl 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 chans.

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 problems and procedures typically encountered

in the practice of Gynecological and Preventive care, which the PA has been trained to handle, and shall 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 PPNNE.

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 law. 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 heaith; general preventive health care.

B. Order and dispense hormonal contraceptives and HT/ET in accordance with PPNNE Medical Protocol.

Manage routine hormonal contraceptive and HT/ET problems.
Order special laboratory tests needed to prescribe hormonal contraceptives and HRT.

C. Insertand remove implant contraceptive systems in accordance with the PPNNE Medical Protocol.
Manage routine implant system problems.

D. Inject Medroxyprogesterone acetate in accordance with PPNNE Medical Protocol.

S:\Credentialing\Scope of Practice\Physician Assistant Delegation Agreement 01.07.2014



Physician Assistant Delegation Agreement

Manage routine DMPA probiems.

E. Insert and remove IUD’s in accordance with the PPNNE Medical Protocol.

Manage routine D problems.
Order X-rays and sonograms for IUD 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 Medica! Protocol.

Manage condom and spermicide problems.

H. Counsel and provide continuing evaluation and support of the natural methods of birth control: BBT, symptom-
thermal, cervical mucus and calendar.

I 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.

J. 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
protecol.

L. Perform pregnancy diagnosis as per the PPNNE Medical Protocol. Order serum HCG pregnancy test, and
sonograms.

M. Provide services fo patient in the abortion, cervical dysplasia, infertility, male services and midlife programs as per
the PPNNE Medical Protocot 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.

Perform venipuncture; start and maintain |.V.’s.

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.

Where permissible by law, provide abortion services in accordance with the PPNNE Medical Protocol.

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 controlied 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).

Mb CH,3234
PA’s VT DEA Number

o0

e

[ 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 I will act as a principal supervising physician for
the physician assistant named below, in their practice within this scope.

/ I =
Amy S Pomman PA \ & / [ lo- 1y
Print Name \! SigﬂatuLg___/ < e

Donna Burkett, MD N I 77
Collaborating Physician/Medical Director Signature Date
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Renewal - 055.0030098

Name Amy S. Borgman
Credential 055.0030098
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:
Borgman

2. First Name:

Amy

3. Middle Name:

S.

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?gabid=21146&key={3AFBF0... 6/2/2015



Renewal - 055.0030098 Page 2 of 11

5. Enter your MAILING ADDRESS information:
Attention

strect
city [N state ] zic 1N Country United

States

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 Zip 05401
Country United States
Telephone (802) 476-6696

E-mail Address |

Alternate Phone (e.g.
Pager)

7. Date of Birth:
8. Birth City:
9. Birth State/Province:

10. Birth Country:

11. Select the certification examination taken (verification must be sent directly to this office from the Examining Agency):

12. Date NCCPA Examination was taken (if applicable):
13. Date VT Apprenticeship Examination was taken (if applicable):

14. Basis for Vermont Certification:

15. Do you have hospital privileges in Vermont?

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?
18. Were you in active clinical practice in the past 12 months?

19. Other states where you either now hold an active certification or license or previously were certified or licensed to practice:
|State |Profession |License Number |Issue Date |Expiration Date |Status |

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=21146&key={3AFBF0... 6/2/2015



Renewal - 055.0030098 Page 3 of 11

20. Specialty:
21. DEA Number:

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?

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:

35. Circumstances under which license or certificate was withdrawn, denied, revoked, not renewed, or otherwise terminated:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=21146&key={3AFBF0... 6/2/2015
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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?

Yes

54. If yes, please explain and include the dates over which your education, training, or clinical practice was discontinued:
4 month leave of absence after birth of children, 12/90 to 4/91 and 6/92 to 10/92

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

57. Training program(s):
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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:

78. Charge:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=21146&key={3AFBF0... 6/2/2015
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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..T0 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"
answers.

DEFINITIONS

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=21146&key={3AFBF0... 6/2/2015
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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 illness, 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.

IMPORTANT
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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.

IDate of Charges ICourt ICity ||State IDescription of Charges I

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

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
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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?
1982

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 Nature of Position Date Started Date Ended
University of Vermont Burlington Vermont Adjunct Professor 06/01/2009 12/01/2011

122.

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 Date Started Date Ended
University of Vermont Burlington Vermont Preceptor 06/01/2004 12/01/2011

123 Puhlications [See 26 VVSA § 1368(a)(13)]
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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 Languages |Accepts Accepts New Medicaid
Practice Medicaid? Patients?

PPNNE Burlington|Vermont|Yes Yes Yes

Planned Parenthood of Northern |Barre Vermont|Yes Yes Yes

New England

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:
12/22/2013

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

Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?gabid=21146&key={3AFBF0... 6/2/2015



Renewal - 055.0030098 Page 11 of 11

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:
12/22/2013

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?gabid=21146&key={3AFBF0... 6/2/2015



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1886 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE TWO OF FIVE

13. Do you have hospital privileges in Vermont? Yes Ne
Namae{s) d"fﬁq@gﬁé@@iﬁiﬁospitaf(s}:
i

ol

oy i =5 ’

";', : b s ..’im" v
14;'@%(1 you Mcg};&%rmo’r}f‘guring the past 12 months? /Yes No
15§z,®ther stat grdfou nofjhold an active certification or license to practice:
16?{%}@195%&‘%@@%@evi0u§1 were cerified or licensed to practice: LR G A

RN Y.
17. Spadialy: G ﬁ?ﬁ?f DEA Number:
18. Name and office address of current emplover:
Name Address _
TIV SR Lo wWASHELGTeL 5T B AREE VT 05k

18. Name, speciaity and office address of Supervising Physician(s):

Name Specialty Address
Do d o T'“\{%mn FD ffvv‘\\?\) i DPMLE. XY mApggited Avg
\_wj i et N
E}if\ﬁ—{, Wi 0T G
20. Name, specialty and office address of the Sacondary Supervising Physician{s):
Name Speciaity Address
Caad Galoiers MDD G A A o MOAELE cisic s a3 MAPSFECY AV
A
?;M o UT S5

21. Pleass attach a copy of your NCCPA cerificate.

22. Scope of Practice: The Board of Medical Practice requires thatwyou 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. a) Has your scope of practice changed? Yes No b) Please review, sign and date -
(include all parties) your scope of practice. c¢) Please attach a copy of your signed scope of practice.

23. Documentation showing practice as a Physician's Assistant within the past twelve months: Plaase provide a
letter from your Supervising Physician attesting to the fact that you have practiced as a Physician's Assistant within
the past twelve months.

An applicant for certification renewal who has not practiced as a Physician’s Assistant for more than twelve months
must submit a satisfactory evaluation by the Supervising Physician prior to renewal.

24. Continuing Medical Education (CME) requirements:

a. NCCPA certified Physician's Assistants: Attach proof of recertification: this will serve as adequate proof of CME
completion.

b. For all others, enclosed please find an explanation of requirements and a logging form. If you have any
questions, please address them in writing to Board Member Jack Cassidy, P.A. at the Board's address,

25. All Physician’s Assistants are required to have a Secondary Supervising Physician for their practice. Wa have
* enclosed a form to be returned to this office if you do not have a Secondary Supervising Physician on file with our
office. ‘



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE THREE OF FIVE

SECTION [f: PLEASE CHECK YES OR NO.
A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A,

1. Have you ever had any organic illness, emotional disturbance or mental illness which has impaired piity 10
practice as a physician's assistant or to function as a physician’s assigtant student, resid

2. Have you, at any time, been a defendant in any criminal proceeding other than minor traffic e
offenses? YES ¥ NC

3. Are you currently under investigation for a criminal act?

4. Are you now, or have you been in the past, dependent upcn alechol or drugs?

5. Are any formal disciplinary charges pending or has any disciplinary action sver been taken against you by any
governmental authority, by any hospital or health care facility, or by any professional physician's assistagt/'
association {internationai, national, state or local)? YES _ Y NO

6. Has any medical maipractice claim been made against you in the last ten years {(whether o not a lawsuit was
filed in refation to the claim/complaint/demand for damages)? wee Sowm A S YES _ NO

7. Have you ever had staff privileges, employment or appointment in a hospital or other health care instiution
denied, reduced, suspended or revaked, resigned from a medical statf 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

8. Have you ever voluntarily surrendered or resigned a ficense to practice as a physician's assistant or any. healing
ar? . YES 7 NO

9. Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revgked,
denied, restricted or surrendered by any jurisdiction or federal agency at any time? YES 7 NO

10. Have you ever been denied the right to participate or enroll in any system whereby a third party pays alf or pan

of a patient’s bill? YES v NO
11. Have you ever withdrawn an application for physician's assistant certification or license, or been denied a

physician's assistant certification or license for any reason? YES mfi NO
12. Have you ever been turned down for coverage by a malpractice insurance carrier? ___YES _"s/ NO

13. Have you ever been notified as a responsible party of a Severity Level lll quality problem {guality of hospital

care provided to Medicare patients) by the Peer Review Organization (PRO) in Vermont or v
elsewherg? YES Y NO
4. To your knowledge, are you the subject of an investigation by any other licensing is
application?

15. Have you ever been dismissed or asked to lsave from a residency training programis) /
before completion? YES _ v NO



STATE OF VERMONT - BOARD OF MEDICAL PHACTICE
1584-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FOUR OF FIVE

SECTION il

1. What is the date you started practicing as a physician's assistant {excluding residency training}?
{(Month/Year) €5 / %

2. What is the date you started practicing as a physician's assistant in Vermont {excluding residency training}?
{(Month/Yeary A /24 '

instructions for completing the next portion: Please complete one “site” section for each location where you
practice. Be as detailed as possible. Estimate if exact figures are not avaliabie.

The codas to be used for the Employment Setting coiumn are as follows {If applicabie, list multipie codes
at one practice site); :
1 Solo Practice 6 HMO (Health Maintenance Organization) 11 Teaching

2 Group Practice ’ 7 Extended Care Facility 12 Other Specily: Eia»«wél Por ratlon, & -

3 Community Health Center 8 School/College Heaith €~ ,M-,;b\) Plavmei, Cluyie
4 Hospital Outpatient Clinic 9 Occupational Health - 3

5 Hospital Inpatient 10 Emergency Foom

4, Practice Site Number One

Street Address: A2 w AVRIMGTOL ST -
Town: Bakle T Jipt 256w
[ Houre par Employmant Witk the practics of Wit you What percant of ! Will you What parcent of T wi your ‘)
‘ woek Satting this epecielty bt sccopt new the patients in sccept new tha patiersta in sccapd now J
| engaged (Ses discontinued within | petients In thie spaclalty are Hadlcaid this spacisity nre Modicars |
In direct todas the next 12 monthe? | his spsclaity? | Junded by Madicaid? patients funded by Medicars? | petients |
Specialty patient on (Yes ot Ha) (Yo of Ho) (Estimate it in this (Estimata it in this {
care Page 4.) necoseary,) spaciplty? necasary.) apaclalty? |
Sonido Plavaa 1S T Mo Nas ~ 00, NMes 2\, Y3
3 3 .
Chack the financial arganization which best describes this site; . Forprofit ﬁ:{Nonproii%

i USRI

i

e e R
5. Practice Site Number Two
Street Address; T T L Town: R £ Dol PH Zip: 0506d
! Hours par Em;.ﬂoymnm Will the praciics of | Wil you ¥hat parcent of Wil you : What percent of Wil you i
[ weai Satting this specialty ba sccapt new the patients in accept how the patiants in accapt new 1
:nglag:i gi«;« discongnuad within | patients in this speciaity ora M@c&ld this speciaity sra Modlcare \
s ) | Ind ml todes the next 12 manths? | Whis specialty? !uncfed by Medicaid? p&me.nu fundsd by Medicare? patients i
pecialty petion on (Yas or No} {Yes o7 No) (Estimate if in this {Eslimata If in this |
— | cara Page 4.) necessary.) spaciaty? necessary.) wpacialty 7 |
. y . ) ) N “ v
el Vewa lo-% | 1 Ao §e3 Wo-48 ') | Vs b 2,
J J ] j i
— | | ;

Check the financial organization which best describes this site: For-profit S Nonprofit



SECTION IV: STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1986 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FIVE OF FIVE

A professional license or ather authority to conduct a trade or Susiness may not be renewed unless the licensse certifies that he
or she is in goed standing with respect to or in full compliance with a plan to pay any and all child suppon payable under a
support order as of the date the appiication is filed. "Good standing” means that less than one-twelfth of the apnual sUDDOrt
abligation is overdus; or liability for any support payable is being contested in a judiciai 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 Jicensing

authority detarmines that immediate paymant of support wouid impose an unreasonable hardship (15 V.S.A. § 795y,

A professional license or other authority to conduct a trade or business may not be renswed uniess the licensee certifies that he
or she is in good standing with the Department of Taxes. "Good standing” means that no taxes are due, the tax lizbility is on
appeal, the taxpayer is in compliance with a payment plan approved by the Commissfoner of Taxes, or the licensing authority
determines that immediate payment of taxes would impese ar unreascnable hardship (32 V.SA § 3113). The maximum penalty
for perjury is fifteen years in prison, a $10,000 fine, or bath,

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT

| kereby certify that | am not subject to any support order or | am subject to a support order and am in good standing
with respect to or in full compliance with a plan to pay any and ai child support due as of the date of this application.
OR
| hereby certify that | an NOT in gocd standing with respest to child support due as of the date of this application and
hereby request that the licensing authority determing that immediate payment of child support wouid impose an unreasonable
hardship. Please forward an "Appiication for Hardship” ta the address below.

APPLICANT'S STATEMENT REGARDING TAXES
"// | hereby certify, under the pains and penaities of perury, 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 Vermant as of the date of this application. {The maximum panalty for
perjury is fifteen years in prison, a $10,000 fine, or both)
OR
| hereby certify that | am NGT in good standing with respect to taxes due to the State of Vermont as of the date of this

application and | heraby request that the licensing authority determine that immediate payment of taxes would impose an
unreasonabie hardship. Please forward an "Application for Hardship® 1o the address below.

STATEMENT OF APPLICANT

| further certify that ali infoermation contained in this renewal application (including all pages and attachments) is true and accurate
to the best of my knowledge. Failure to provide truthiul and accurate information may constittite grounds for denial of license
renewal or disciplinary action. :

Social Security Number:

The disclosure of your social security number js mandatory, is solicited by the authority granted by 42 U.5.C. §
405{c)(2)(C}, and will be used by the Department of Taxes in the administration of Vermont tax {a ws, to identify
individuals affected by such laws.

L B '—""-L-._,.L_H_\ T, a -
Date: [hu i Signature: Q‘t \ N \/( A
7
Return the completed form and fee to: Vermbnt Board.of Medical Practice __/
{Return envelope enclosed) ”TD?FEIQ"S!reet
Montpelier, Vermont 05509-1106

QUESTIONS?: (802} 828-2673 - Toll Free (Within Vermont) 1-800-430-8683 {Ask for the Medical Board]

IMPORTANT: Pieasa be sure to write your certification number on your check. Gheck for the comect spelling of your name
and proper address on the page ons label. Print any changes in the adjoining space. Sign and date the application. Enclose the
sorrect fee of $55.* in check or money order payable to the Verment Board of Medical Practice.

{Medical Board Renewal Fes: $50. + Office of Professional Regulation (OPR} Fee: $5.00 = $55. OPR’s $5.00 of the renewal tee
represents an assessment for the Fee Limiting Subfund.)

*Note: Physician’s Assistants 80 years of age ot older are exempt from payment of a renewal fee; however the
Physician’s Assistant ceriification renewal application must be compleied and submitied,



FORM A - PLEASE PROVIDE EXPLANATIONS TO SECTION 1l "YES" ANSWERS ON THIS FORM

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE ONE OF SiX

SECTION A: MEDICAL MALPRACTICE CLAIM (You will need TABLE | on Page 3 to complete this section,)
Please supply the following information regarding each instance of alleged malpractice: This form should be
photocopied and filled out separately for each claim. Additional sheets may be attached If necessary, Please type or
print cleariy.

Y

V& L‘
Your Name: A YA L o

d

- .
Do A r
3,

fnsurer: ‘Plf\mmﬂ.‘gg Qn@"i; q,,c_’k.\'l"if\ LA Rgap Aty (b,,a : 4‘_‘“% q,sQ -

Ciaimant Name: N 4:> e Cadiny g ple
=
Description of Alleged Basis(es) of Claim {Allegations Only: This does not constitute an admission of fault or
liability.) See Codes on TABLE I, Page 3.
— .

Y
Basis Cade: %j L ! Basis Code:

Basis Code: _Basis Code:

Additional Descriptive Information - Please indicate:

1) Patient's condition at point of your involvement:

2} Patient's condition at end of treatment;

3) The nature and extent of your involvement with the patient: and

4) Your degree of responsibllity for the course of treatment in teading to the claim.

If the incident resulted in patient’s death, indicate cause of death according to autopsy or patient chart:

PLEASE NOTE: Submission of copies of pertinent medical records will be necessary in soms instances.

Incident Location {circle one):

01 Emergency Room 02 LaborDelivery 03 Labaratory/X-Ray/Testing 04 Operating Room

05 Dutpatient ' 06 Patient Room 07 Hospital-Other 08 HospiaHUnknown
09 HMO 10 Clinic 11 Nursing Home 12 Physician's Cffice
13 Walk-In Center 14 Cther 15 Unknown

Section A continued on next page



STATE OF VERMONT - BCARD OF MEDICAL PRACTICE
FORM A 1994-1996 PHYSICIAN’S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE TWO OF SIX

SECTION A: MEDICAL MALPRACTICE CLAIM CONTINUED

Your Role (circle one):

01 Anesthesiclogist 11 PGY 4
{02PA Physician's Assistant 12 PGY 5
03 Referring Physician 13 PGY 6
04 Attending Physician 14 PGY 7 .
05 Consultant Specialist 15 Werkmen's Compensation Evaluator
(8 Surgeon 16 Court Psychiatrist
07 Fellow 17 On-Call Physician
08 PGY 1 18 Group Practiloner/Partner
09 PGY 2 18 Other; Specify
10 PGY 3 20 Unknown

Legal Representative (inciude name, address and telephone number):

0o g : 3 [
Name: bR { L L L
Firm: P AL YRAS L 3 Calline Tina.
4 Iy h4)
Address: TS
N —
City, State, Zip: [y LY G A W TR 7

Telephone Number: { %97 ) fo 59 =009 4

indicate Decision, Appeal, Settlement, Dismissal:
lf the Court has heard your cass, indicate the following:

Decision determined by {Check one): Judge Jury

Decision: Award:

If your case was appealed, indicate the foliowing: Date Appeal Filed (Month, Day, Year) _
Date Appeal Decided: / /

If your case was settied, indicate the following:
Settlement amount paid on your behali;
Total settlement amount;

Date of Setflement: (Month, Day, Year) ! /

Case dismissed against you Against all defendants

Important: In addition to the above information, please attach a copy of the complaint and final judgment,
seftlement and release, or other final disposition of the claim. This information can be obtainad from your legal
represeniative.

Additional information, if any:

Tl . 1% g1l Q_z L ey

\ J

Table | for Section A on the next page
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I was a physician’s assistant at Planned Parenthood of Northern New England in March 1989
when the claimant, Nyra Whipple came to our outpatient clinic for an annual exam. In the
course of my examination of her breasts, I noted an area of what I believed to be fibrocystic
changes. 1 ordered a routine baseline mammogram for her which was mandated by her
protocols. The mammogram report showed no cancer, but the radiologists questioned the
need for correlation of asymmetrical density seen on the mammogram with the clinical
findings. The radiography report was discussed with the Medical Director of Planned
Parenthood, Judith Tyson, M.D., who after discussing my findings with me advised that the
patient should have repeat mammography at one year.

Repeat annual exam of the breasts and repeat mammography in the following year showed
only fibrocystic changes and no cancer.

Almost two years after my exam, at her next annual exam, the patient was noted to have a
lesion consistent with cancer. The lesion was biopsied and cancer was found. In a lawsujt
against my employer, Planned Parenthood of Northern New England, plaintiff is apparently
claiming my care, as well as that of Dr. Tyson and the other provider, a Nurse Practitioner,

was substandard.

Plaintiff had a mastectomy and treatment with chemotherapy and, to the best of my
knowledge, is alive and well.



DEAGNOSIS RELATED

DO+ Delay in Diagnosis

Failure to Dlagnose:

noz Abdominal Problems (other than appendicitis or ulcer)
D03 AIDS/AIDS Related Gomplex

Dod Allergy

Dos Appendicitis

D06 Arthritis

Do7 Bladder Problern

008 Bowel Problem

D09 Breast Cancer

D0 Cancer {other than breast)

D11 Cardiac Disordertlliness/Problem {not myocardial infarction)
D12 Circulatory Problem

13 Diahetes

D14 Fracture/Dislocation

D15 Gali Bladder Disorder

D16 Genetic Disarder

17 Hemorrhage

D18 Hernia

519 tnplanted Foreign Body

D20 infection

0121 Kidney Disorder

{22 Liver Disordar

023 Meningitis

124 Myocardiat Infarction

D285 Neurclogical Disorder

L26 Orthopasdic Problem {othar than fracture/disiocation)
D27 Preumonia/Pneumothorax

{228 Poisoning

029 Respiratory Problem

030 Tendon Injury

£331 Thrombesis

032 Tumar

33 Uleer or Complication{s) of Ulcer

D34 Other Specity:

D35 Failure to Obtain Consent for Diagnostic Procedures/Exceeding consent obtained
036 Misdiagnosis

D37 Ordering/Performing Unnecessary Diagrostio Tests/Procedures

DaB Failure to Perfonn Diagnostic Test{s)

(39 Other Diagnosis Related Injury

EQUIPMENT

£01 Equipment: Misuse

E02 Equipment: Malfunction
£03 Equipment: Other Specify:

IMPROPER TREATMENT

To1 Delay in Treatment

T2 Failure 1o Obtain Informed ConsentExcesding Consent Obtaned
T03 tmproper Choice of Treatment

TO4 infection

TO5 Fracture/Dislocation

T06 Chronic Vegetative State Resulting from Medical Intervention

Improper Treatment: Anesthesia Related

T07 Failure 1o obtain informed consent/exceeding consent oblained
TO8 Faifure {0 take adsquate patient history

TOQ Failure to monitor

T10 Faiture to test squipment/improper use of squipment

T11 brproper intubation

T12 Improper positioning

T13 Wrong amountiype of anesthesia prescribed

T14 Allergiciadverse reaction
T16 Testh damage

T16 Other Specify:
TRANSFUSION

TR17 Mismatch

TH18 Caused AIDS

THIG Caused Hapatitis

TR20 Other Specily:

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A 1994-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE THREE OF SIX
TABLE | - BASIS CODES - ALLEGATIONS ONLY

Improper Treatment: Medication Related

T21 Faillure to obtain informed consentexceeding consent obtained
T22 Fallure to take adequate patient history

T23 Fallure to diaghose drug related problemis) {other than addiction)
T24 Fallure o diagnose drug addiction

126 Presarhing 10 a known addict

T26 Wrong medication ordered

T27 Wrong dosa of medication ordered

T28 Iproper route of administration

129 Drug side effect

T30 Failurs to prescrice
T31 Drug toxicity/overdose
T32 Othar Specity -
lmpreper Treatment: Mental liineass Reiated

T33 Fadure to eblain informed consent/exceeding consent obtained
T34 Fatlure to diagnose mental diserder/illness/protlem

T35 lmproper medication prescribed

T36 Impropsr commiment

T37 lmproper gischarga

T38 Improper monitoring

133 frrproper use of seclusion/restraints

T4 Suicida/Suicide atternpt by inpatient

T41 Suicide/Suicide attempt by outpatient

Ta2 Other Specify:

improper Treatmert: Gbstetrics-Gynecology Related

T43 Failure 1o obtain isforned consentfexceeding consent ablained
T44 Fallure to diagnoss pragnancy, nommal

T4b Faiture 1o diagnose pragnancy related probiem

T46 Failure to diagnose eclopic pregnancy

T47 Failure tc diagnose endornetiosis

T48 Faillure 1o diagnose fetal distress

T48 Failure 1o dentify mother-ietus bigod problem

T80 #roproper parormance of abortion

T51 Improper managamen! of pregnancy

752 improper management of deivery

753 Improperly performed vaginal delivery

T84 Impropearly performed Cesection

T55 Delay in perarming C-section

T56 Delay in treating fetal distress

T97 Failed sterilization

T58 Wrongiui ife/brrth

158 Fefal deativatifborn

T60 Maternat deaih related to delivery

T&1 Other Specity:

tmproper Treatment: Surgery Related

T62 Failure to obtam miormed consentexceeding consent oblamed
T83 improper periormance

164 Failure to diagnose post-operative complications

765 improper treatment of post-operative compications

T66 Retained foreign bodies (&g needie, sponga, mslrument, eic.)
187 Delay in surgery

T88 Unnacessary surgery

T&9 Wrong body pant

T70 Laceralion or penslration nat within seope of surgary

T71 Death .n the course offresulling from surgery

772 Other Specify:

Improper Treatment: Specified Procedures
T73 Angiography

T74 Areriography

T75 CAY scan

T?6 Catherrzaton

T77 Colonoscopy

T78 Cryosurgery

T7¢ Discogram

T80 Eiectroconvuisive Therapy
T81 Endoscopy

T82 Esophageal Dilatalions
T83 Injaction/immunization
T84 Laparoscopy

T85 Lasers, used ih reatment
T86 Myelography



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A 1994-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FOUR OF SIX

SECTION B: CRIMINAL PROCEEDING - ATTACH DOCUMENTS

Court: Charge: Date:
Description:

Status:
“Conviction?; Date:

Plea?: Date:

SECTION C: DISCIPLINARY CHARGES OR ACTION - ATTACH DOCUMENTS

Name of Organization Involved:

Date:

Curation:

Acticn Taken (circle all that apply):

01 Revocation of right o privilege

02 Suspension of right or privilege

03 Censure

04 Written reprimand cor admonition

05 Restriction of right or privilege

06 Non-renewal of right or privilege

07 Fine

08 Required performance of public service
09 Educaticn/Training/Counseling/Monitoring
10 Denial or right or privilege

11 Resignation

Circumstances:

12 Leave of absence

13 Withdrawal of an application

+4 Terminaticn or non-renewal of contract
15 Medical Records Suspension

16 Probation

17 Assurance of Discontinuance

18 Consent Agreement

19 Letter of Agreement

20 Expulsion frem Membership

21 Reprimang
22 Cther Specify:

SECTION D: PRIVILEGE TO PRESCRISE CONTROLLED SUBSTANCES - ATTACH DOCUMENTS

Name of Organization involved:

Type of Restriction:

Date:

Circumstances of restriction:




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
FORM A 1994-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FIVE OF SIX

SECTION E: WITHDRAWAL OR DENIAL OF LICENSE OR CERTIFICATION- ATTAGH DOCUMENTS

State: Year:

Circumsiances under which license/certification was withdrawn or denied (revoked, not renewed, ar otherwise
terminated):

SECTION F: INVESTIGATION BY ANY OTHER LICENSING BOARD - ATTACH DOCUMENTS

Nama of Licensing Board: Date:

Location of Licensing Board:

Circumstances:

SECTION G: RESIDENCY TRAINING PROGRAM(S) NOT COMPLETED - ATTACH DOCUMENTS

Residency Training Program(s):

Location of Program(s): Year:

Circumstances:

SECTION H: TREATMENT FOR EMOTIONAL DISTURBANCE OR MENTAL ILLNESS, ORGANIC ILLNESS,
ALCOHOL OR DRUG DEPENDENCY

Treating Organization:

Address:

Telephone: { )

Person Respensible for Treatment:

Type of Condition and Treatment:

Dates of lliness/Dependency: to

Dates of Treatment: to




STATE OF VERMONT - BGARD OF MEDICAL PRACTICE
FORM A 1994-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE SiX OF SIX

SECTION I: AFFECTING HEALTH CARE INSTITUTION STAEF PRIVILEGES, EMPLOYMENT OR APPOINTMENT
ATTACH DOCUMENTS
Institution involved:

Date:

Circumstances:

SECTION J: VOLUNTARILY SURRENDERED OR RESIGNED CERTIFICATION OR LICENSE TO PRACTICE AS
A PHYSICIAN'S ASSISTANT OR ANY HEALING ART - ATTACH DOCUMENTS

State: Year

Circumstances:

SECTION K: DENIAL OF RIGHT TO PARTICIPATE OR ENROLL - THIRD PARTY PAYER - ATTACH DOCUMENTS

Third Party Payer: Year:

Circumstances:

SECTION L: TURNED DOWN FOR COVERAGE BY MALPRACTICE INSURANCE CARRIER - ATTACH
DOCUMENTS

Malpractice Insurance Carrier: Year:

Circumstances;

SECTION M: SEVERITY LEVEL lll NOTICE BY PEER REVIEW ORGANIZATION (PRO} - ATTACH DOCUMENTS

PRO: Year:

Location of PRO;

Circumstances;
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Planned
P&E’@ﬁﬁ’?@@@@ 802+ 878.7232

of Northern New Fngland FAX 802 * §78-8001

CENTRAL OFFICE:
51 Talcotr Road, #1
Williston, VT 05495

SERVING MAINE, NEW HAMPSHIRE & VERMONT

January 26, 1994

Vermont Secretary of State’s Office
Board of Medical Practice

Pavilion Office Building @
Montpelier, Vermont 05602

To whom it may concern:

Enclosed is a Physician’s Assistant Certzﬁcanon Renewsal Application for Amy Borgman and a
check for the renewal fee.

I believe that she has a copy of a Secondary Supervising Physician Application on file with you.
Please let me know if you are missing it for Amy.

I believe that you also have a copy of our medical protocol on file,
Please contéct me if I can be of further assistance to you as you process these applications. Thank

you.

Sincerely,

Valerie Wilkins
Assistant o the Associate Director



51 Talcott Road, #1
Williston, VT 05495

Planned
Parenthood®

of Northern New England

SERVING MAINE, NEW HAMPSHIRE AND VERMONT

Lxecutive Disector, Jim LeFevre

Medical Director, Judy Tyson, M.D.

Board of Diieciors
President,
Alan E. Guttmacher, M.D., Vermont
First Vice President,
Betsy Ruff, Maine
Secomdd Viee President,

fudith B, Rowan, Ph.D., New Hampshire

Secrelury,
- Luey Karl, New Hampshire
Trensurer,

Victoria Staebler, Vermont

Frederick Barton, Maine

Debby Bergh, Vermont

Caron Navdi Clark, Vermont
Jennifer Currie, Maine

Blizabeth Davis, Vermont
Catherine Frank, Vermont

Bonnie Groves, New Hampshire
Sheilah M. Hillimarn, Maine
Bonnie Johnson-Aten, Vermont
James Lee, Vermont

Peter Lehman, Maine

Wendy Libby, Maine

Elsa Luker, New Hampshire

John MacDonald, Maine

Susan Mayer, New Hampshire
John Maeschler, M., New Hampshire
Satlie Nealand, Maine

Julie Peddie, Vermont

Irene Racz, Vermont

Elen Reynolds, New Hampshire
Neil Rolde, Maine

Howard E. Russell, Vermont
Cyndy Ryder, New Hanapshire
Eileen Sparling, New Hampshire
Marie Steinsteck, New Hampshire
TFoot Wentzell, New Hampshire
Katie Wheeler, New Flampshire
Michael Winograd, New Hampshire

Henorary Board Members

E. Chandlee Archer, New Hampshire
Joan Babbott, ML, Vermont
Elizabeth Bischoff, New Hampshire
The Rt Rev. Harvey Butterfield, Vermaont
Ruth Chapman, New Hampshire
Ruth Ewing, New Hampshire

Polly Holden, Vermont

Maisie Jackson, New Flampshire
Frarcesca Keelar, Vermont

Joan MacKenzie, Vermont

Rdward Shepard, MDD, Vermont
Barbara Snelling, Vermont

The Rt. Rev. Douglas Theuner, New Fampshire

Laura Twvitchell, Vermont
Friscilla Welsh, Vermont

January 10, 1994

Vermont Secretary of State’s Office
Board of Medical Practice

Pavilion Office Building
Montpelier, Vermont 05602

To whom it may concern:

Amy Borgman has practiced as a Physician’s Assistant in the
last twelve months. She will be working with Planned
Parenthood of Northern New England’s (PPNNE's) Medical
Protocol under my supervision. Copies of PPNNE’s Medical
Protocol and Standing Orders are on file with you.

Please contact me if I can be of further assistance to you as you

process her application. Thank you.

Sincerely,
U AT A
TR Gn

Judith Tyson, M.D.
Medical Director, PPNNE

802 878-7232
FAX: 802-878-8001



Planned Parenthood
of Northern New England

Standing Orders for Physician Assistant:

Date Effective: January 1993

The Family Planning Practiticner may:

AL

C

Provide information and counseling on: family planning methods, sterilization,
unintended pregnancy, and options; abortion; common gynecologica; problems; sexually
transmitted diseases; sexual assault; male reproductive health; infertility; maternity

.care; midlife health; well child care; general preventive health care.

1} Order and dispense oral contraceptives in accordance with the PPNNE Medical
Protocol.

2} Manage routine oral contraceptive problems.

3) Order special laboratory tests needed to prescribe oral contraceptives te patients
with special risk factors.

1) Insert and remcve the Norplant contraceptive system in accordance with the PENNE
Medical Protococl.

2) Manage routine Norplant problems.

1} Insert and remove IUD’s in accordance with the PPNNE Medical Protocol.

2} Manage routine IUD problems.

3% Crder X-rays and sonograms for IUD localization.

1) Fit and check diaphragms, cervical caps and sponges in accordance with the DFPNNE
Medical Protoccl.

2} Manage diaphragm, cervical cap and sponge problems.

5 Order and dispense condoms and vaginal spermicides in accordance with the PONNE
Medical Protocol.

23 Manage ccondom and spermicide problems. -

Counsel and provide continuing evaluation and support of the natural methods of birth
centrol: BBT, sympto-thermal, cervical mucus and calendar.

Evaluate patient history and laboratory data and perform elementary physical examination
and pelvic examination in accordance with the PPNNE Medical Protocol.

Administer parenteral medicaticns in accordance with the PPNNE Medical Protoccol. These
medications specifically are:

Atropine Lidocaine
Benadryl Penicillin
Ceftriaxone Pitocin
Depo-medroxyprogesterone acetate Progesterone
Diazepam ' Rh immune globulin
Epinephrine RhoGam
Gentamicin Rubella vaccines
Hepatitis B vaccine Spectinomycin

: Streptomycein

Order and dispense the following oral medications in accordance with PPNNE Medical
Protocel: .

Acetaminopen (Tyvlenol) Ibuprofen (Motrin, Nuprin, Advil)
Acyclovir (Zovirax) Macrodantin

Amoxicillin Medroxyprogesteronae acetate {Provera)
Ampicillin : Mefenamic acid (Penstel)

Anaprox _ Methergine

A.S.A. Metronidazole (Plagyl}
Azithromycin Naproxen sodium (Anaprox)
Benadryl Nicorette gum

Cefixime Norfloxacin

Ciprofloxacin Nystatin

Ccnjugated estrogens (Premarin} Cfloxacin

Doxyeveline Probenecid

Erythromycin : Pyridium

Estradicl {Estrace) Pyridexine (Vitamin B6&)
Fenoprofen {Nalfon! Sulfizoxazole {Gantrinsin)
Ferrous Fumarate Tetracycline

Ferrcus Gluconate Trimethoprim-sulfamethoxazole
Ferrous Sulfate {Bactrim, Septra)

PPNNE - Form 44B 1/93 ab



K. Order, dispense and usge the following topical medications in accordance with the PPNI'E

Medical Protocol:

Acigel

Acyclovir cream (Zovirax)

Ammonia inhalant

Betadine vaginal preparations

Butoconazole nitrate cream 2%
{Femstat)

Clindamycin wvaginal cream

Clotrimazole cream, suppositories
{Mycelex, Gyne-Lotrimin)

Condylox topical solution

Crotamiton cream/lotion (Eurax)

Estrogen patches

Miconazole cream, supposgsitories
{Monistat)}

Monsell's solution (Ferric
subsulifate}

Nicotine patches”

Nystatin suppositories, tablets

Podophyllin (various formulations)

Synthetic pyrethrins (A-200, RID}

Terconazole vaginal suppositories (Terazcl)

Trichlorcacetic acid _

Triple Sulfa creams, suppositeries
(Sultrin)

Vagisec douche, suppositories

Metronidazole wvaginal gel
Xylaocaine gel, ointment

(Metro Gel}

L. Diagnose and order or dispense treatment for conditions covered in the PPNNE Medical
Protocel as indicated in the protocol.

M. Perform pregnancy‘diagnosis as per the PPNNE Medical Protocol. Order serum HCG
pregnancy test and titers.

N. Provide services to patients in the maternity care, abortion, vasectomy, cervical
dysplasia, infertility, male services, well child and midlife programs as per the PPNNE
Medical Preotocol and Medical Protoceol Supplements.

0. Provide routine gynecologic and general preventive health care as per the PPNNE Medical
Protocol. Manage and follow-up routine and preblem patients in accordance with the

FPNNE Medical Protocol.
P. Perform venipuncture; start and maintain I.V.'s,

Q. 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

PENNE physician with the Medical Director’s approval.

‘'The Family Planning Practitioner must:

A, Obtain physician consultation in all non-routine clinical matters.

B. Adhere to the PPNNE Medical Protocol.
C. Follow-up and report all complications and all potential medico-legal incidents to

the Medical Director.

T Go—

Collaborating Physician: Judith Tyson, M.D., Medical Director, PPNNE

I agree to practice under the ahove standing orders

N \ 3 w%")\’“‘/\\_/\ P

Signature

Ao 93

Date






