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8TATE OF VERMONT
BOARD OF MEDICAL PRACTICE

PROFESSIONAL CERTIFICATE

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

Catherine Nichclas, M.8., PA

P.A. Certification Number: 55-0030046

Valid only while working under the supervision of Ellie Wegner,
M.D.; John Brumstead, M.D.; Anne Viselli, M.D.; Julia Johnson,
M.D.; Marjorie Meyer, M.D.; Peter Cherouncy, M.D.; Eleanor
Capeless, M.D.; Ira Bernstein, M.D. and Rebecca Walker, M.D. at
Vermont Women’s Health Center, 336 North Avenue, Burlington,
Vermont,

vValid through January 31, 2002.

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 1st day of Febkruary , A.D., 2000

Adminigtrative Assisﬁagﬁ/
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE /E > t
2000-2002 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE ONE OF SIX

| hereby apply for the RENEWAL. of my CERTIFICATION AS A PHYSICIAN'S ASSISTANT for the period

fromy 62/01/00 to 01/31/02. TWO YEAR RENEWAL FEE: $75. with each-additionai renewai-$50:
Enclose a check in the amount of $75. made payable to the Vermont Board of Medical Practice.

********t**********t*******************************ﬂ*********iﬂ*‘l’*********t*l’iit****************!I***Qt*t************

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 aiready has the information. Use the enciosed Forim A to provide explanations to "ves" answers in
Section 1.
- 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 Assistanis B0 years of age or older are exempi from payment of a renewal fee; however the
Physician's Assistant certification renewal application must be completed and submitted.
- Thank you for your cooperation ‘

SECTION |

{ . e
1. Name: C (- ﬁLl/bM fu‘ L& 1) { .4 2. Vermont Certification Number: 55-) Q ; 353(3 le ((3

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

4. Home Address:

City, State, Zip Code:

% gijmﬁdd_ﬁ)& AW ) vt a8 ;':f,fo‘V\ Cppshen”
DjQ(E:t\fr{ State, Zip Code: {‘5\)(! R &X’{?ﬁW'\ = ol SN L{‘ D (

‘Note: Circle your preferred mailing addréss. Please note that this address will be public and listed on the Board's

website _
6. Daytime Telephone Number: Area C @ &\ % (oA {4 g ‘?{
7. Date of Birth: Month: L ( Day C:‘;) Year (:v /

T )
8. Place of Birth___ I L“g C- 9. Sex: Male @

10. Certification Examination Taken - Check:

NCCPA . 3
State Examination-identify State: \!T
Other Examination Specify:

11. Basis for Vermant Certification: Mipprenticeship Trained
University Trained



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

L ) TN X e
12. Undergraduate Degree=Circle:B:A: { 8.5, AB. Other: Y’eal‘OT'Ut‘aGualion:“g

Degree Granting Institution: (.z; Yid «&M i%‘\/\ [\ ( % \}’/\ Cﬂ % K)‘(ﬂ’\/ g
Location:__ {65 LA '

First nstitution (If transfer): Location:
P.A. Diploma or Certificate: Other; Year of Graduation:
School: - Location:

13. Do you have hospital privileges in Vermont‘? Yes ‘X/ No

ra

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

14, Did you practice in Vermant during the past 12 months? Eé Yes No
15, Other states where you now hold an active certification or license to practice: T—
16. States where you previously were certified or licensed to practice: —

17. Specia@Bﬁ{/ C)\ f,j) {\j DEA Number: E[\j ;S(’

18. Name and office address of current employer:
2.7 A s
Name Address i WBQZ’ o gﬁ\\

Vermont Wornean & Heeh Congo/ Aoilio 3{“@«\ JT

19. Please list (or use additional sheet if necessary) your current Primary and Secondary Supervising
Physiclans:

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

Nare Specialty Address
7 6{ { le. N Q/C*:} ﬂ«QJ/ m! @t{j Cp) D
4

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

100 % O A SR LW D) Sarweor—
\)élw %ﬁufm (—fcwﬂ.ﬂﬂ 5}\« AR
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE.
2000-2002 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE THREE OF SIX

21. Please attach 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 definition) for your practice setting, paying attention to any
additions or deletions in duties and procedures.

a) Mas there been a change in your scope of practice which has not been reviewed by the Board? ,

Yes X 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
tetter 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 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
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
2000-2002 PHYSICIAN’S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FOUR OF SIX

SECTION I
SECTION It - “Y&s§” answars 16 Qliestions 1 2 24 retiiira an explanation on the enclosed Formy A, e
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 2000-2002 period if the answer to any of the questions on the next two pages changes from “No” to
“Yes”.

During 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 v{“ No

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

3. Have you voluntarily surrendered or resigned a certification/license to practice as a PA or any healing art in lieu of disciplinary
action? Yes Vl No

4. Are any formal disciplinary charges pending or has any disciplinary action been taken againsi you by any governmenial
authority, by any hospital or heaith care facility, or by any professional PA association (international, national, state or
local)? Yes } . No

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

8. Mave you been denied the privilege of taking an examination before any State Medical Examining Board? W

Yes No
7. Have you discontinued your education, training, or practice for a period of more than three months?

Yes }?{xNo

8. _Have you been dismissed or asked to feave a residency training program(s} before completion? Yes VNo
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 a
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
bili? o Yes _ ¥--No
11. Have you been notified as a responsible party of a confirmed quality concern (quality of hospital care provided t
Medicare patients) by the Peer Review Organization {PRO) in Vermont or elsewhere? Yes I No
12. Has any medicai malpractice claim been made against you (whether or not a lawsuit was filed in relation to the_,
claim/complaint/demand for damages)? Yes No
13. Have you been turned down for coverage by a malpractice insurance carrier? Yes Mo
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 fime? Yes_V—No
15. Have you been a defendant in any criminal proceeding other than minor traffic offenses (Note: DWI - Driving WhHlire
intoxicated - is NOT a minor offense)? Yes No

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



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

SECTION 1| CONTINUED - “Yes” answers to Questions 17 - 24 require an explanation on the enclosed Form A,

- Forpurposesof Questions 17 - 24; the foilowing 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, cerebra! palsy, spilepsy, muscular dystrophy, multiple scierosis, cancer, heart disease,
diabetes, mentat retardation, emotional or mental iliness, 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 2 valid
prescription for legitimate medical purposes and in accordance with the prescriber’'s direction, as well as those used liegally.

“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 lcensee, or within the past two {2} years.

“IiHegal use of controlied substances” means the use of controlled substances obtained illegally as welt 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.

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

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

treatment {with or without medications} or participate in a monitoring program? [f "yes,” please éx_
20. Are the limitations or impairments caused by your medical condition reduced or ameliorated becau i
the setting or the manner in which you have chosen fo practice? if “yes,” please explain.

liil Ii iiii'iliiT If “ves,”
22, Are you currently engaged in the illegal use of controlled substances? _

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

noia, of ani other psychotic

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

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 icense or other autherity to.conduct a trade or husiress 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 pian to pay any and all ¢hild
support payable under a support order as of the date the application is filed. "Good standing” means that less than one-twelfth of
the annua! support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-udicial
proceeding; or he or she is in compliance with a repayment pian approved by the office of child support ar agreed to by the parties;
or the licensing authority determines that immediate payment of support would impose an unreasonable hardship. (15 V.SA §
795)

i. 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 this applicatior@ am not subject to any support order or (b} 1 am subject to a
- suppoart 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 alt child support due under that order.
or

t hereby certify that | am NOT in good standing with respect to child support due as of the date of this application and |
hereby request that the licensing authority determine that immediate paymert 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 ather authority fo conduct a trade or business may not be issued or
renewed uniess the person certifies that he or she is in good standing with the Department of Taxes. "Good standing” means that
no taxes are 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 impese an unreasonable hardship. (32 V.8.A.
§ 3113) ’

2, f You must check one of the two statements below:

i hereby ceriify, 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 fo 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

| hereby certify that | 2m 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. 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 renewat 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 employing unit unless such employing unit shall first sign a written decfaration, 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 fo 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 goad standing with respect to any and all contributions or payments in lieu of contributions payabie if (1)
no contributions or payments in lisu of contributicns are due and payable; (2) the liability for any contributions or payments in lieu of
contributions due and payabie 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
tieu of contributions due and payable would impose an unreasonable hardship. :
3 You must check one of the two statements below regarding unemployment contributicns or payments in fieu of

i" unemployment contributions:

} | hereby certify, under the pains and penalties of perjury, that | am in good standing with respect 1o or in fult compliance

with 2 payment plan approved by the Commissioner of Employment and Training to pay any and ali unemployment

contributions or payments in lieu of unemployment contributions to the Vermont Department of Employment and Training

due as of tha date of this application. (The maximum penalty for perjury is 15 years in prison, a $10,000.00 fine or bath).
or

| hereby certify that | am NOY in good standing with respect to unempioyment contributions or payments in Hieu of

unempioymeant 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 impose an unreasonable hardship.

Plea
Social Security Date of Birth i { { C\ ! S !
* The disclosure of your social security number is mandatory, i solicited by the authority granted by 42 U.5.C. § 405 (c)(2}(C). and will be used by the Department of
Taxas and the Daparimant of Employment and Training, in the administration of tax laws, to identify individuals affectad 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. | understand that
providing false informati r omigsion ofmj,ﬂfgunaiign,ismyhg_lg‘v\f\ful and may jeopardize my license/certification/registration status.




VERMONT BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION
CONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS FOR PHYSICIAN'S ASSISTANTS

Certification by the NCCPAis accepted as adequate proofof CME compietion. if you are NCCPA certified, senda
copy of your current certification and disregard the information provided below.

A Physician's Assistant must log 100 CME hours every two years to meet certification renewal requirements. The
100 hours must include at least 40 Category | hours. The other 60 hours may be logged in Category i or in elective
Category ll credits. You may credit a maximum of 30 Category | hours into the next two-year period, if they have
been completed in the six months prior to January 1 of the current two-year certification renewal period.

The Vermont Board of Medical Practice will recognize any CME program recognized by the American Medical
Association {AMA), the American Academy of Family Physicians; the American Coliege of Surgeons; the National
Commission on Certification of Physician's Assistants; state medical associations; or any other agency approved by
the Board.

INSTRUCTIONS FOR COMPLETING CME RECORD FORMS

EW Ty

1. Piease provide all information required on the enciosed CME record.

2. You should gather all information and submit completed CME records for 100 CME hours
enclosing them along with your certification renewal forms to the Board.

3. Feel free to photocopy the blank CME record form or the Board will provide you with additional blank
CME record forms upon request. .

4, Attach documentation to the CME record.

DEFINITIONS OF CME CATEGORIES
CATEGORY I: Programs that have been accredited by the American Academy of Physician's Assistants (AAPA} or
the American Academy of Family Physicians {AAFP) or organizations accredited by the Accreditation Council on
Continuing Medical Education (ACCME) to grant Category | toward the Physician’s Recognition Award of which the
AMA is one. The program's publicity should specify the accrediting organization and number of Category | hours.

CATEGORY Il:

1. CME programs not recognized by the Vermont Board of Medical Practice; the American Medical
Association; the American Academy of Family Physicians; the American College of Surgeons; the National
Commission on Certification of Physician’s Assistants; etc.

2. Medica! teaching of personnel in the health professions.

3. Publication and Presentations made at medical meetings and at CME programs. Credit will be given for
each paper or publication, or each chapter of a book authored (first publication only).

4, Non-supervised individual continuing medical education activities: _
a. Seli-directed leaming through use of AV tapes; reading of medical publications; parlicipation in
a journal club; or individual participation in radio, TV or telephone networks.
b. Case review with a consultant; includes an organized presentation of current medical
knowledge, lasting one hour or more. Descriptive information should include giving the name of the
consultant, topic and date.
c. Patient care review through peer review; medical audits; chart audits, etc.

5. Coliege courses on related topics. .

6. Other activities that would contribute to medical education, to be approved on a case-by-case basis.

Hours for CME are calculated as one hour of CME for each hour clocked unless specified otherwise by the Board.



VERMONT BOARD OF MEDICAL PRACTICE
2000-2002 PHYSICIAN’S ASSISTANT CERTIFICATION RENEWAL APPLICATION
CONTINUING MEDICAL EDUCATION (CME) RECORD

NAME: p LLSR,, /U [ C h 67(?&..., DAYTIME BHONE: / 2 fflw:f’ / ??

SUPERVISING PHYSICIAN: F A (AAEA A
c .

Complete this CME logging form; keep a copy for your personal records and return the original with your
1998-2000 Physician’s Assistant certification renewal application.

You are required to log a minimum of 100 hours every two-year cycle, Atleast 40 hours musibein
Category I. You must do this to meet requirements for certification renewal. (See enclosed instruction
sheet for definitions of Category | and Category [l CMEs.}

CATEGORY L
Program Title | Date CME Hours Sponsor Location

p&z‘; P fgﬁf A 0t 19% (-5 W e | ROl oatsa
p&d\ oy g St (jﬂxiz*{ e k‘%\ é’) ASCE hovee o éﬁ«z
MudSoaood st | 196 WM (YW PescoTaAd,

Oy Ggmd fowndy. || PATC ol pateyy
TTT 199 ¢ | S [eAte | RolhOfer
: O
CATEGORY li:
Program Title | Date CME Hours Sponsor Location

VIt Py mcet g f/mQ ., i}{)}fi‘ ij U () {\fz, Vi
Adoliaconst v §7D4i/ 11 Lz/ |V D ; UM/\ B et
AClorucns (V) fe o] Ne dieele Y Sorfceeld Y
@,{Tm’-}%ﬂ\ ,,,,, o dbed o cowonse (fa gl

CJ 0) J e
Total Category | Hours: ﬁ D + Total Category !l Hours: g g = Total Hours: EB«%

Your Signature:




VERMONT WOMEN'S HEALTH CENTER

Executive Director

Bache] Atking, MUIVHL PAL

vyt Vermont Women's Health Center Scope of Practice for

Services and Education
Cate Micholas, M.&., P.A. P h ys E I's l an AS S I S -t an ts

Medical Director
Eltie Wepner, MID.

Phosicinn At Description of Practice Setting . Task and Duties:

| Y Physician assistants at the Vermont Women's Health Center perform those exams,
i Mamer procedures, diagnostic testing, and therapeutic treatments consistent with the
Mandy McDormort practice of office obstetrics and gynecology as defined by the American College of

Billing Coordinator

Sally Visssfond Obstetrics and Gynecology:

WMy Wallmyr, P
Jamet Young, FLA.

Board of Directors

;‘t\ii.\.(m Alvey Obstetric SerViceS
Elaine Alfano

o e » prenatal care
%“;iui Fedmon « post partum care
e . frw = related obstetrical services
e Ot nutritional counseling services
L g[l;i,m psychosocial counseling

Faner Youne

preconceptional counseling
antenatal screening/counseling
antepartum fetal surveillance
obstetric ultrasound examinations
childbirth education

Gynecologic Services
= primary and preventative care
» initial periedic evaluation and treatment of gynecological disease
» screening for gyn cancers, including breast cancer
« family planning, contraception
< evaluation and treatment of endocrine dysfunction and infertility
= abortion related services

336 North Avenue, Burlington, Vermont 05401 » (802) 8631386 FAX (802) 8631774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



VERMONT WOMEN’S HEALTH CENTER

Executive Dhrecror
Ra:.h:i i"\.t}zinu. MPH,FA . i )
» evaluation and treatment of incontinence.

Director of Medical
Services and Education
{lave Nichobs, M5 PAL

Medical Director Supervision:

e Wesner T The supervising physician is available in person, by phone or beeper at all times for
Karra K P&, back up unless she signs out to a secondary supervising physician or member of the
Jvet Youns, FA, call group. The supervising physician and the practitioners meet monthly in
M Mcimos  accordance with the VWHC Quality Assurance program. At that time, the
Hmm;cmim, gynecology service, prenatal service, colposcopy/LEEP service and the abortion
e service present a review of the previous month's cases. The physician also meets
with the physician assistant staff on an as need basis to review problem
management.  The Health Center has an evacuation plan in place in case of
emergency. Supervising physicians have admitting privileges and are on staff at the
Fletcher Allen Health Care Service Medical Center Hospital of Vermont Campus.

Physician Assistants

Board of Direetors
5

Ciail Cruerrera

- Olettinger
5

o Sites of Practice

The practice is located at offices at 336 North Ave in Burlington.

Authorization to prescribe medications:

The physician assistant named in this document is authorized to prescribe
medications in order to carry out protocols within the scope of practice outlined
above. Physician Assistants at the Vermont Women’s Health Center do not writ
prescriptions for controlled drugs and therefore do not have DEA numbers.

o
(,.w"

™y, v " ‘ i ™ g )
_______ S (Alag Cﬁz&fﬁm&w <A(lea

Primary supewisiﬂg,p‘

sician Physician Assistant

336 North Avenue, Burlington, Vermont 05401 = {S802) 8631386 FAX (802) 8631774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



" VERMONT WOMEN’S HEALTH CENTER

Executive Director

Rachel Arking, MEFH. AL
Direetor of Medical
Services and Education

Cace Nicholas, M5, PA,
Medical Director vermont Women|$ Health CEY‘Stel" Certification O‘F Practice

Ebie Wopner, 2D, for Phys ici an AS S ista nts

Jarer Young, TAL

Office Manager
Mandy McDiermaorr

Billing Coordivator ::elftify that Cate Nicholas MS,PA has practiced as a Physician Assistant
within the last 12 months.

Board of DHrectors
Alizon Al
Flaine Al

M”f}

<& s B . e N
s ol Primary supewiséngfp’@sician Date Vo

L

336 Morth Avenue, Burlington, Vermont 05401 ¢ (802} 863-1386 FAX (BO2) 8631774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



£ B OF VYERMOMNT
BORRD OF EEDICAL PRAOTT

PROFESSIONAL CERTIFICATE

I herehy certify that the following named person is

to practice as a Physiclan’s Assistant in the State
Catherine Nicholas, M.g., =2
PR ﬁﬁrtiiigaﬁlam Humber: $5-00300446
Valid only while working under the supervision of Ellie Weagner,
M.D.; Jahn Brumstead, M.D.; Judith McBean, M.D.; Anne Viselli,
M.D. Julia Johnson, M.D.; Marjorie Meyver, M.D,; Deter Cherouny,
M.D. Eleanor Capeless, M.D.; Ira Bernstein, M.D. and Rebecca

& NHorth Avenus,

Walkerﬁ M.D. at VErmonf ng@n’g Health Center, 33
raingt@ﬁ, Vermon®.
alid throuwgh Janusry 31, 200

s

@

hav& hersunto soat m
‘ficial =eal of the

DICAL PRACTICE

£

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

Wy :
Fhm b e M i R




06,2599 FRI 11:37 FAX 8§02 8425 5450 VT, ¥edical Board

STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET |
MONTPELIER, VT 05609-1106
(502) 828-2673

SECONDARY SUPERVISING F‘HYS!C!AN APPLICATION

Please prnt. Incamplete applications will be returnad, Attach additional sheetu as needed

\n o ) P
vameintal NV ALKEK 'RC,DC:., Coapd . 6“\
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s Mertn e

(Street}
Burliamaden VT LT Bl A (BB
(ery.qtafc} {Zip Coge} (Telephene Number)
,_ 70 =
“&Varmcm License Number: _ LS Number of years you have been praciicing medicine: ),
Hospital{s) Location Specialty

Hospital(s) where you have privileges
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@’—_ List all physician's a,,mstanta names and addresses you cuirently uperv;se
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CERTIFICATE OF SECONDARY SUPERV!SING PHYSICIAN

, Grapter 21, | shall be legally rasponsible for alt medicsl aclivities of

1 hereby acrtify that, in actordance with 26 VEa

CU\U‘& [\} b k_j 1 jﬂ CU'? . P.A, orly whea the primary supervising physician is

ungvailable and only whan cunsuttw hy the aforesaid F‘hywmn & Assietant. 1 furiher certify that the profocal
application, does not exceed the norma lisits of my practice and that

pullining the scope of practice, attached to this &
in accordance with 26 VBA, Chapler 31, Section 1741, the use of a physician's assistant has been posted,

| furiner certify that | have read the statutes and Board ruias govarning phyaician's assistants.

& 7[2]¢ | &_ﬁm&:@%/

(Date} atgnature mﬁ%econdar\; Supervising Physician)
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State of Vermont
Board of Medical Practice

Professional Certificate

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

Catherine Nichelas, M.8., P.A.

P.A. Certification Number: 55-0030046

Valid only while working under the supervision of Ellie Wegner,
M.D.; John Brumstead, M.D.; Judith McBean, M.D.; Anne Viselli,
M.D.; Julia Johnson, M.D.; Marjorie Meyer, M.D. ;7 Peter Cherouny,
M.D.; Eleanor Capeless, M.D. and Ira Bernstein, M.D. at Vermont

Women s Health Center, 336 North Avenue, Burlington, 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,

21rd dayof ___ apris ,ADL1G oo

Qﬁm«:@% W 5/" Viza

Adminisfrative Asmstant




State of Vermont
Board of Medical' Practice

Professional Certificate

I hereby certify that the following named person is fully qualified to practice
as a Physician’s Assistant in the State of Vermont:
Catherine Nicholas, M.8., P.A.
P.A. Certification Number: 55-0030046
Valid only while working under the supervision of Ellie Wegner,
M.D.; John Brumstead, M.D.; Judith McBean, M.D.; Anne Viselli,

M.D. and Julia Johnson M.D. at Vermont Women’s Health Center,
336 North Avenue, Burllngton, Vermont.

valid through January 31, 2000.

IN TESTIMONY WHEREQOF, 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 30th daycﬁ January 19 28

@Wzm

Admidistrative A551stant




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VT 05609-1106

{802) 628-2673
SECONDARY SUPERVISING PHYSICIAN APPLICATICON
Please print. incomplete applications will be returned. Attach additional sheets as needed.

Name in full WWw? AA] //k/l Oi,/t E\ (\Y}’C. (:,.

(Lash (Fn'st;) (Middle)

Mailing Address I:/]ar 4’( UMM S Hﬁ—ﬂj\f\ S/CMQ CA__~

(Office Name) )

(Street)

r%u/ Lvadons OTowyg (086 - | 400

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

i ar
Vermont License Number: /s o f ! &5 Number of years you have been practicing medicine:

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

A HT Bt @3/6\%“

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

dsof\/wm/w
’(ﬁrm (f/(ﬁ/uq ~ g) A 473 UMH \(/LMJ
/,{Am)/u,k,\ Rabt My ,” mww&ww

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 28 V3A, Chapter 31, | shall be legat ly responsible for all medicaf activities of

p &,% rd L\P\Qi O_4-- M ”b » P.A. only when the primary supemsmg physician is

unavailable and only when consufted by the aforesaid thmr‘snn s Assistant. | further certify that the rotocoi
Y Yy p

outhnmg 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.

tHurther certify that | have read the statutes and Board rules governing physician's asséstant?l

4 f

f / g’f ;

(Date) (Szgnag,n‘e : f-g__ foon ﬁ S/ﬁﬁerwsmg/PhySfClan)




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VT 05609-1106

(8'02)“““8“2“8"‘26‘7‘3 S

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full c} ) € v iﬂj‘ﬁfkﬂ ({—:) - Wﬁ“w/ H /

{Last) T (First) (Middle)

Mailing Aderess = (4 (¢ A0 ¢ M«QQLY\ S A

{Office Name)

(Street)
@\u/ Lvadons OTowg (086 - (10 Q0
(City/State) ) {Zip Code) {Telephone Number)

Vermont License Number:

'S 5{: Number of years you have been practicing medicine:

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

FAHT Culbenfrn  SBIGYN

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

ngf\/wﬂ/w
"<~Prm (fA/u_J -0, Am_14 um/lle\\ \(/&MJ
//{Afk)/u}\.‘\ Q(MM Q—m./) mww&ﬂwr\}

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance wit 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities of

p CL?]L&/ M L\f\Q( G4 M S . P.A. only when the primary superwsmg physician is

unavailable and only when consulted by the aforesaid thqmmn s Assistant. | further certify that the protocol

outlmmg the scope of practice, attached to this apphcaticn does not exceed the normal imits of my practice and that
in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

1 further certify that | have read the statutes and Board rules governing physiciagn’s asg;ta‘ ts.

\lfleg W

\Date) (Slgnature of/Sec{")ndayS( Supervising Physician)

f



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
109 STATE STREET
MONTPELIER, VT 05609-1106

RN, mry ey oo

[Lelvr 4 8282673
SECONDARY SUPERVISING PHYSICIAN APPLICATION
Please print. Incomplete applications will be returned. Aftach additional sheets as needed.

Name in full C-’Q--E AN Eﬁiw 4}\/6\/ I

{Last) {First) (Middle)

Mailing Address {:/A I‘{/( \MMA/K‘ 5 M &M | CA__~

(Office Name)

(Street) ‘
Porlnvabeo OToyg SG-140 0
(City/State) ) (Zip Code) {Telephone Number)

o "f’,z’ oL T jm‘;/lf /,(B/’
Vermont License Number: Number of years you have been practicing medicine:

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

Fant Colemfn SBIGAN

List all physician's assistants names and addresses you currently supervise:
Q[Z) ‘o'f \/YM __ 7
Slosn d aNay ~ ) am gt UMZ/\) otz
VA dd s | Robt Muws” W\MJ:\)U\JM’W\\@'\)

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

f 0&/4{/ M ﬁ Lth a_4— M S , P.A. only when the primary supervising physician is

unavailable and only when consulted by the afaresaid Physician's Assistant. | further ceitity that the protocoi
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.

g T
FHurther certify that | have read the statutes and Board rules governing physician's assistants.ﬂ/ ' o

£ o y S
o ey

Vilii s LA

(Date) (Signature of Secondary Supervising Physiciany” -




STATE OF 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 returned. Attach additional sheets as needed,

Name in full 6’6’?’ WSt LA 1AA
{Last) (First) {Middle)
Mailing Address F/i/:lr !4’ { UKJQMQ LA S H{ﬂ—ﬁ‘;’h"\ é/ﬂ/b&} i CA_~
{Office Name)
. {Strest) _
Porlnzdno OTasg 0Se- 140 o
(City/Siate) L) (Zip_Code) (Telephone Number)

Vermaont License Number; a/a) ”7 Sﬂ&h :S Number of years you have been practicing medicine:

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

HaHT Cullerflrn  SBIGAN

List all physician's assistants names and addresses you currently supervise:
A OF A B ANy
Lt = —

”§~P{NY\ dM,ﬁw{ =RON/ VW Uf‘i\ﬁxv‘?f)\g E\&a_j\/‘w ;
Vaalda sy ahad Muvs” M U 088y N
‘ o -

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

f,{,l:){, M | U{‘g(‘}{ 04— !x*—&k 5 » P.A. only when the primary supervising physician is
unavailable and only when consulted by the aforesaid Physician’s Assistant. | further certify that the protacol
outlining the scope of practics, attached o this appiication, 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.

turther certify that | have read the statutes and Board rufes governing physician's assisfants.
h:\
%/ﬂ u&_

(Daley (Signigire-of Sy condary Supervisifig Physician)
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VERMONT WOMEN’S HEALTH CENTER

To: Jackie Goss, PA-C !
oo Dy, FrOm: Cate Nicholas, MS,PA

Pubed Adies PAMRE: Request for further delination of medical task performed by physician assistants at the

Director of Medical

Sorvicer oo E e Vermont Women’s Health Center
i are Nichelas, MS, P..‘\Date: 02 /03 [9 8

Madical Direcror
tHie Wepner S0D

?hvsii@n;ﬁmﬁam; Addendum to scope of practice for Vermont Women’s Health Center
STTH ndarn LA .

Mury Wallmen, PA
Linet Yoong, FA

Office Manager T as k 5

Anne Baran

Cate Nicholas, MS, PA

The following list is intended to express a sense of involvement in medical care provision, and is

Potient Accounts Manager A

Maplyne Wakeosn ot intended to be all inclusive or limiting, except as specifically excluded by Board of Medical
Advisory Board
Dyarna Car
?_'ﬁrn (BT

s, Practice, Vermont Women Health Center Policy or law. At no time will the physician assistant

2 function in a capacity which exceeds the normal scope of practice of the supervising physician.

0. The supervising physician may delegate to the PA any and all other tasks, that by reason of
training and experience, the PA can be expected to perform:

Mary Poweld

A Pugh. M
Hersy Rasern? 3
Susan Share, M D

elicit patient histories

perform physical examinations -

order laboratory tests, radiographic, imaging and other diagnostic tests

write orders to be carried out by support staff

in“terpre:% routine studies

. provide telephone advise

- provide education and counseling of patients and arrange for follow-up care and referrals

administer local anesthesia and paracervical blocks

VPN R W e

perform biopsies

10. insert intravenous lines, urinary catheters, obtain venous blood samples
11. provide prenatal and postpartum care and related obstetrical services
12. provide general nutritional counseling services

13. provide general psychosocial counseling and make appropriate referrals
14. provide preconception counseling

15. provide antenatal screening/counseling

16. provide antepartum fetal surveillance

17. perform obstetric ultrasound examinations

336 North Avenue, Burlington, Vermont 05401 « (802) 863-1386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Verment 05402



VERMONT WOMEN'S HEALTH CENTER
18. provide childbirth education

19. provide primary preventative care

Exccutive Dizectar

Rachel Arkins £, M20. - perform initial periodic evaluation and treatment of gynecological disease

Director of Medical 1
Services and Education

Cate Nichalas, M3, Fl‘\zz

screening for gyn cancers, including breast cancer

provide family planning, and contraception

Medical Director

Eilie Wegner, M.D. - fit cervical caps and diaphragms

oyl Auistants - instruct on use of spermicides and condoms
ey &:ﬂiﬁ*‘gﬁ’"“ - insert and remove IUDs

Office Manager - insert and remove Norplant

Anne Baran

- provide Depo provera

Patient Accounts Manager

Mary-Lyon, Walkanen - prescribe and manage oral contraceptives

Advisory Board
Diara Carminati, M.S.
Ellers Deesch, M.PH.

- educate regarding fertilty awareness for contracpetion and

Berra Geller, Ph.D). planning pregnancies

Mary Kehoe, Esq. . H

Joy Livingston, Ph.TL - p‘r‘GSCl"ibe emergEnC)/ Contraceptlon

Jeanne Morrisey . . . . .
Jewica vk Ba 23, evaluation and treatment of endocrine dysfunction and infertility
PAATY FUWe

Ann Pugh, MSWE
Bersy Rosenbluth, M.S.
Susan Shane, MDD

- order and interpret semen analysis
- perform and interpret endometrial biopsies
24, provide abortion and related services
25. evaluation and treatment of incontinence,
26, diagr—{osis and treatment of cervical dysplasia
- perform and interpret pap smears
- perform and interpret colposcopy
- perform and interpret biopsy reports
- perform LEEP and LEEP cones
27. participate as a clinical trial site for IRB approved studies
28. participate in didactic and clinical training of FAHC residents, UVM COM
medical students, nursing students, PA students , NP students and
practicing physicians.
29. initiate resuscitative measure for medical patients as needed.
30. provide on- call services outside office hours, triage calls to MD on call prn
and referral in case of emergency.

336 North Avenue, Burlington, Vermont 05401 ¢ (802) 863-1386 FAX {802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



from 02/01/98 to 01/31/2000. TWO YEAR RENEWAL FEE: $50. ;
Enclose a check in the amount of $50. made payable to the Vermont Board of Medical’ Eractlce

: V LA &
B rfé}
Wﬁ‘zﬁ N
Lezy

B T L S T T T A e T g e e e s e T e e e S e s S i L 2 L

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 to "yes"” answers in
Section il

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

- Do not delegate this important task to an employee, as faise 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
Physician's Assistant certification renewal application must be completed and submitted.

- Thank you for your cooperation.
SECTION E

AT ' N [ —_ -~ ‘-- .
1. Name: L GQHW@YLLQJ }\E f (X\(} \CL&L 2. Vermont Certification Number: 55- J 0 2 i:)‘:)“i kﬁ

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

4. Home Address:

City, State, Zip Cod
5. Office Address: \/ ) ‘%‘i‘ p U ﬁ%”é\{i < |
City, State, Zip Code:_ KoM AN LA ) 4’5\(\ N DSy D

o
<) > e <,
6. Daytime Telephone Number: Area Code: { ) TSR~ %‘if)) g,) S «38
7. Date of Birth: Month:__} -~ S5=-2554 pay S vear = |

8. Place of Birth: MWE& — 9. Sex: male < Femaled

10. Certification Examination Taken - Check:

NCCPA

o State Examination-Identify State: \,/J T

Other Examination Specify:

11. Basis for Vermont Certification: \//Apprenticeship Trained

University Trained



Ve

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

/

. . Vo o
12. Undergraduate Degree - Circle: B.A. B.S. A.B. Other !:{S Year of Graduation: \ﬂ 2
. w o
Degree Granting Institution; [ )\ AR \}“ML}{”L? ») %' ‘ \/]‘Q/V V\ﬁ‘-ﬁ\/\/%\
s @ )
Location: \'— :D\) / Lu/zg M\

First Institution (If transfer): Location:
P.A. Diploma or Certificate: Other: Year of Graduation:
Schoot: Location:__

13. Do you have hospital privileges in Vermont? Yes EL No

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

14. Did you practice in Vermont during the past 12 months? 9{ Yes No
|

15. Other states where you now hold an active certification or license to practice: 2

16. States where you previously were certified or licensed fo practice:
17. Specialty: == ‘73 AN DEANumber N A -

18. Name and office address of current employer:

Name i Address A
¥ mmﬁ+ LU Y YLe-LA S ‘J?J(ﬂf’z’wi—v-/’?\ - CM_,Q/./‘IL/‘H

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

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

Name Specialty Address \V’) M‘“) ﬂz”‘
Fllie odoxpoy 63%/ QU A 2o N M}?‘\. L,,/f»@,nt,u*w
) = 6WTO’Q\A6\A Y
0840/

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

Se e gt wcpod Lany i




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1898-2000 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE THREE OF SEVEN

21. Please attach a copy of your current NCCPA certificate. /\uf fjf

22. Scope of Practice: The Board of Madical 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 deietions in duties and procedures. PN G AN T 0wk

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 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 from your Supervising Physician attesting fo 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 &l others, enciosed piease find an expianation of requirements and a logging form. i you have any
questions, 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 a Secondary Supervising Physician for their practice. We 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
1998-2000 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FOUR OF SEVEN

SECTION H: PLEASE CHECK YES OR NO.
A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A.

important note regarding the following questions: "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 1888-2000 period if the answer to any of the
guestions on the next two pages changes from "Ne¢" to "Yes".

{Section il 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 Department of Health.}



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

SECTION H

SECTION Ii - “Yes” answers to Questions 1 - 24 requires an expianation 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? Yes X No
Have you aver withdrawn an application for a certification/license to practice as a PA or any healing art? Yes 2 ; No

Have you ever voluntarily surrendered or resigned & certification/license to practlce as a PA or any healing art ip lieu of
disciplinary action? o 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 heafth care facility, or by any professional PA association {international, national, Sﬁe or
local)? Yes No

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

Have you ever been denied the privilege of taking an examination before any State Medical Examining Board?
Yes No

Have you ever discontinued your education, training, or practice for a period of more than three months? .
Yes ‘X_No

Have you ever been dismissed or asked to leave a residency training program(s) before completion? Yes X No

= = —_—

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

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

hitl? Yes No

Have you ever been notified as a responsible party of a confirmed quality concern {guality of hospital care praviged to
Medicare patients) by the Peer Review QOrganization (PRO)} 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 relation
{o the claim/complaint/demand for damages)? Yes No

Have you ever been tumed down for coverage by a malpractice insurance carrier? Yes _X(No

Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denled, restricted
or surrendered by any jurisdiction or federai agency at any time? Yes No

Have you, at any time, been a defendant in any criminal proceeding other than minor traffic offenses (Note: DY} - Driving
While intoxicated - is NOT a minor offense)? ____Yes_/™ho

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



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1398-2000 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE SIX OF SEVEN

SECTION [ 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 fo 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 heaith care
providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physicat 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, mental retardation, emotionat or mental itness, speciiic learning disabifities, HiV disease, iubercuiosis, drug addiction, and
alcoholism.

“Chemical substances” is to be construed to include alcoho!, 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 enough so that the use of drugs may have an ongoing impact on one's
functioning as a licensee, or within the past two (21 vears,

“Illegal use of controlled substances” means the use of controiled substances obtained illegally 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.

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

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

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

treatment (with or without medications) or participate in a monitoring program? If “yes,” please ex_
20, Are the limitations or impairments caused by your medical condition recuced or ameliorated beca i tice,
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 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 controlled substances? If *yes," ple

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



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE - PAGE SEVEN OF SEVEN
SECTION flI
STATEMENT REGARDING CHILD SuppORT, TAXES, UNEMPLOYMENT COMPENSATION CONTRIBUTIONS
Applicant’s Statement Regarding Chiid Support

Title 15 § 795 requires that: A professional license or other authority to conduct & trade or business 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 a support order as of the date the application is filed. "Good standing” means that less than one-tweifth of
the annual support obligation is overdue; or liability for any support payable is being contested in a judicial or quasi-iudicial
proceeding; or he or she is in comgiiance with a repayrment 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. (15V.8.A. §

795)

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

Qf ¥ | 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

suppon order and | am in good standing with respect to it, or (c) | am subject to a support order and | 2am in full
compliance with a plan to pay any and all child suppoert due under that order,
or

| hereby certify that | am NOT in good 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. Piease forward an "Application for Hardship” .

Anplicant’s Statement Regarding Taxes
Titte 32 § 3113 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 the Departiment of Taxes, "Good standing” means thai no iaxes
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 autherity determines that immediate payment of taxes would impose an unreasonable hardship. (32 V.§.A. § 3113)

2. / You must check one of the two statements beiow:

| 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 ali 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

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 ang | hereby request that the licensing authority determine that immediate payment of taxes would impose an

unreasonable hardship. Please forward an "Application for Hardship®.

Applicant's Statement Regarding Unemployment Compensation Contributions
Tile 21 § 1378 requires that: No agency of the state shall grant, issue or renewal any license or other authority to conduct a frade
or business (including a ticense to practice a profession) to, or enter into, exiend 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 empioying unit is in good standing with respect fo 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 pavable if: {1)no
contributions or payments in lieu of contributions are due and payable; {2} the liabiiity 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 thal requiring immediate payment of contributions or payments in
lieu of contritritions due and payable would impose an unreasonable hardship.
3. You must check one of the two statements below regarding unemployment contributions or payments in lieu of
/ unemployment contributions: :
! | 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 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

| hereby certify that | am NOT in good standing with respect to unemployment contributions or payments in lleu of
unemplioyment 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 fisu of unempioyment contributions would impose an unreasonable hardship.

Please forward an Application for Hardship.
o1 Secur w S S
Soclal Security Date of Birth [ .

* The disclosure of your social security number is mandatory, 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 Degartment of Empioyment and Training, in the administration of tax laws, to identify individuais 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 o the best of my knowledge. | understand that

providing false information o ission of information is unlawful and may jeopardize my license/certification/registration status.

Date /2 / Lo~ 9 "}\\

Signature of Applicant
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VERMONT BOARD OF MEDICAL PRACTICE
1998-2000 PHYSICIAN’S ASSISTANT CERTIFICATION RENEWAL APPLICATION
CONTINUING MEDICAL EDUCATION (CME) RECORD

NAME: Cﬁ/‘iﬁ“& é\) ;E (‘jfx{ m)(j@z/g.ﬁ

Y

DAYTIME PHONE:

L N
SUPERVISING PHYSICIAN: _ % {04 v (402 0 o~ W

Complete this CME logging form; keep a copy for your personal récords and return the original with your
1888-2000 Physician's Assistant certification renewat application.

You are required to log a minimum of 100 hours every two-year cycle. At least 40 hours must be in

Category I. You must do this to meet requirements for certification renewal. {See enclosed instruction
sheet for definitions of Category | and Category It CMEs))

CATEGORY I:
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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 Yermont)

1. (a) Check all of the activities that describe your current status as a physician:
;ictive in clinical practice in Vermont
—. Active in clinical practice outside Vermont
_i:fj Administration
" Teaching
— Research
. Retired
. Other (!

(b) How many hours per week do you spend on administration, teaching and research? E d hours

2. Postgraduate training in Vermont:
{a) Are you cg}frently in a postgraduate training program in Vermont as a resident or clinical fellow?
—Yes ?}_No Note: If you answered YES, piease 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 wraining?
__University of Vermont ___Darmmouth ___Other {Please specify)

*%% Note: If you are providing patient care in Vermont, CONTINUE.
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) &5 {‘%’ {

4. What is the date you started practicing medicine in Vermont (excluding residency or fellowship training)?
{(Month/Year) e ! 4

5. Do you plan to retire or reduce your patient care hours in the next 12 months? __ Yes _Z<;NO



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 pot 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 document.

6(a). WORK SITE: NUMBER ONE C haA XD A ddr_
Town: :E\.’)(E ! M &\ —}W COUH{Y: \j E

(*Note: Enter the town and cotm@y 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

ﬁ Group Practice __.. Hospital Inpatient

— Community Health Center or Clinic (Non-Hospital) — Extended Care Facility / Nursing Home

—. Hospital Outpatient Clinic ——. Other: Specify

— 3chool or Cotlege Health Center LA MMM < i._,‘.,,_ L eh {/,L ﬁ\\u

__ Business or Work Site

CanTI AL

jAverage hours per week that you spend at this site
providing DIRECT PATIENT CARE. Include both
AMBULATORY CARE and HOSPITAL CARE of
patients who origitate from this site, Please exclude
on-call ko £

- 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 Hl AN A0
Secondary Specialty at this Site et =
Other Specialty a1 this Site
Do you plan to continue practice at this site for the next 12 months? Zé_ch __HNo

Will you accept new patients at this silc?x_’fcs —No
Will you accept new Medicaid patients at this site? /N Yes ___No
Will you accept new Medicare patients at this site? ;);,{;ch No

Are you working with physician's assistants and/or nurse practitioners at this site? A Yes No
If yes, enter the number of: Physician's Assistants Nurse Practitioners _k

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 N A

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 N Ji\‘




VERMONT WOMEN'S HEALTH CENTER

Executive Prector

Ravhel Ackins, BA. MEH.

Director of Medical ~ Vermont Women's Health Center Certification of Practice

Services and Education [ PR
Cate Nicholas, MLE. f’.f\for Phys ician Assistants

Medival Director
Ellie Wegner, M.

Phvsician Assistants
Katrs Kindan PA.
Mary Wail LPAL - . . v . . N
e v 1 1 certify that Cate Nicholas MS,PA has practiced as a Physician Assistant within the last 12
moriths.

Office Manager

Anne Barate

Parient Accounts Manager
Mary-Lynn Walkonen

'7 r
Advisory Board / Z ! / ) . -
Dhiona Carrninati, M.5, (.." /E{""{_...,h ™ i"{”/’S ; / Z / 2{ g ;),_
Eilen Diovsch, MPEHL 777 - -
Feres Celier, Th1). PriTnmary supe
Mary K !
Jov Living
Jeanne Morris
Jessica Oiski, Esq.
Mary FPowell
Ann Pugh, MSW
Betsy Rosenbluth, M5,

Susan shane, ML

A

S ng p‘r‘xysicia‘n Date

{

336 North Avenue, Burlington, Vermont 03401 ¢ (B02) 8631386  FAX (802) 863-1774
Mailing Address: F.O. Box 29, Burlington, Vermont 05402



VERMONT WOMEN’S HEALTH CENTER

Exccutive Directer

Rachel Atkins, PA. MBfermont Women's Health Center Scope of Practice for Physician Assistanis
Director of Medical  DeScription of Practice Setting , Task and Duties-

et Buatien Physician assistants at the Vermont Women's Health Center, under the supervision of a
Medicat Divec obstetrician/gynecologist, perform those exams, procedures, diagnostic testing, and therapeutic
Elle Wegner M. treatments consistent with the practice of ambulatory obstetrics and gynecology as defined by

Physician Assisianes 111€ Anierican College of Obstetrics and Gynecology:

Katra Kindat, PA. Obstetric Services

Mary Wallmyn, BA.

Janet Young, PA. ® ?l’eﬂatai care

Office Manager

Anne Barar » post partum care

Patient Accounts Manager « related obstetrical services

Mary-Lynn Walkonen . . .
nutritional counseling services

Advisory Board
Diana Carminazi, M.S. 1 H
e Saeminact M psychosocial counseling
Berta Geller, Ph.D. . +
Mary Kehoo, Esey preconception counseling
Living: , Ph.D. - "
iiiml!‘i‘f;??;y antenatal screening/ counseling
Jessica Oski, Esq, .
Mary Powell antepartum fetal surveillance
Ann Pogh, M.SW. .
Betsy Rosenbluth, M.5. obstetric ultrasound examinations

Susan Shane, M.D.
childbirth education
Gynecological Services

» primary and preventative care

« 1initial periodic evaluation and treatment of gynecological disease
* screening for gyn cancers, including breast cancer

» family planning, contraception

= evaluation and treatment of endocrine dysfunction and infertility
» abortion and related services

a

uation and lreatment of incontinence.
t

n
» diagnosis and treatment of cervical dysplasia

336 North Avenue, Burlington, Vermont 05401 o (802) 863-1386 FAX (802) 863-1774
: Mailing Address: P.O. Box 29, Burlington, Vermont 05402
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VERMONT WOMEN’S HEALTH CENTER

Exccutive Director .
Rachel Atkins, PA., M.P&iy pervi stlon 4
Directar of Medical Dr. Wegner is available in person, by phone or beeper at all times for back up unless she
Services and Education

i las, M.S., PA. . .. v .
Care Nicholas, M.S Signs out to a secondary supervising physician or member of the call group. The members of
Medical Director

Elie Wegner M. the call group consist of Dr. Wegner's partners at the Fletcher Allen Health Care Women Health

Physician Assistants - Services and the Vermont Perinatal Group. Dr. Wegner and the practitioners meet monthly in
atra fndar, AL

Mary Wallmyn, BA. 3 S R H H H
Janet Young, P, accordance with the VWHC Quality Assurance program. At that time, the gynecology service,

Office Manager prenatal service, colposcopy/LEEP service and the abortion service present a review of the

Anne Barati . .. . - \
revious month's cases. The physician also meets with the physician assistant staff on an as
p pay

Patient Accounts Manager

MaryLymn Walkenen vieed basis to review problem management. Dr. Wegner is consulted on complex cases and
ey eaet s, Patients are referred in house to Dr. Wegner for complex medical or surgical treatments.

;Zr;’éi,gip‘;;“‘ The Health Center has an evacuation plan in place in case of emergency utilizing the
Jor Do, Bh . Burlington Fire Department which is located 2 blocks from the office. Fletcher Allen Health

Jeanne Morrisey

Jesica O Bsq. - Care ER Is ~ 10 minutes away. Support staff and PA are certified in CPR yearly.
ary Powe
Ann Pogh, M.SW,

By Bty M.S, Dr. Wegner and secondary supervising physicians have admitting privileges and are on
BusnShane MO staff at the Fletcher Allen Health Care Service Medical Center Hospital of Vermont Campus,

When Dr. Wegner is on vacation or at a conference, a secondary supervising MD will often

cover at the office and the day call MDs are available for consultation and to see patients as
needed.

Sites of Practice

The practice is located at offices at 336 North Ave in Burlington. We are a non profit
ambulatory care women’s health center.

Authorization to prescribe medications:

The physician assistant named in this document is authorized to prescribe medications in
accordance with the scope of practice submitted to and approved by the Vermont Board of
Medical Practice. The physician assistant named in this document does not independently

presgiba or dispense controlled substances and therefore does not require a DEA number.

Zold gy i 0eAe P Gleo
Primary supif{%@ng physician Physician Assistant /‘L_,{g W/é%
- /

336 North Avenue, Burlington, Vermont 05401 e (802) 863-1386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



VERMONT WOMEN’S HEALTH CENTER

To:  Jackie Goss, PA-C :
e From: Cate Nicholas, MS,PA S
LRECULIVE rector

Rachl Addins. EALMRE:  Request for further delination of medical task performed by physician assistants at the

Directer of Medical . 3 .
Services and Education Vermont Women's He’aith Center

Cate Nichelas, M3, B/

Date: 02/03/98
Medical DHrector
Eilie Wegner, M.E2

Physician Avcistants- Addendum to scope of practice for Vermont Women’s Health Center
aira naan LA

Mary Wallmyn, FA r PN )

et Cate Nicholas, MS, PA

Ofice Manager Ta s k 5

Anne Barar . ... . . . . . .
The following list is intended to express a sense of involvement in medical care provision, and is

Patiemn Accounss Manager

MaryLynn Willkonen - ot intended to be all inclusive or limiting, except as specifically excluded by Board of Medical

Advisory Board
Ditana Carmipati, M.5.
Ellen: Dorsch, M EPH.

..... fun nina Capac:h: whict

Practice, Vermont Wowmen Health Center Policy or law. At no time will the physician assistant

Berta th‘:‘lic:r. Priobh Aid ‘C't§0' ok
Mary Kehoe, Esq. . ..
o Lismgion, LD The supervising physician may delegate to the PA any and all other tasks, that by reason of
Jeanne Morrisey

Jesica Ot B training and experience, the PA can be expected to perform:

Mary Powell

Ann Pugh, MW
Betsy Rosenbluch, M.S.
Sisan Sl‘l:l!\t', M.

exceeds the normal scope of practice of the supervising physician.

elicit patient histories
perform physical examinations

order laboratory tests, radiographic, imaging and other diagnostic tests

FowoN

write orders 1o be carried out by support staff

5. interpret routine studies

6. provide telephone advise

7. provide education and counseling of patients and arrange for follow-up care and referrals
8. administer local anesthesia and paracervical blocks

9. perform biopsies

10. insert intravenous lines, urinary catheters, obtain venous blood samples
11. provide prenatal and postpartum care and related obstetrical services
12. provide general nutritional counseling services

13. provide general psychosocial counseling and make appropriate refervals
14. provide preconception counseling

15. provide antenatal screening/counseling

16. provide antepartum fetal surveillance

17. perform obstetric ultrasound examinations

336 Morth Avenue, Burlington, Vermont 05401 « (802) 863-1386  FAX (B0OZ) 8631774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



VERMONT WOMEN’S HEAL'TH CENTER

18. provide childbirth education

19. provide primary preventative care
Exvcutive Phisector

Rachel Adeins, EALMB20. perform initial periodic evaluation and treatment of gynecological disease

pector of Medical 21 screening for gyn cancers, including breast cancer

Services and Edueation

Care Micholas, M.S. DA ; ; i f
e acholas, 22 provide family planning, and contraception

Medical Director . .
Ellie Wepner, M.I3 - fit cervical caps and diaphragms
Physician Assistants - instruct on use of spermicides and condoms

Kaera Kuinddar FAL
Mary Wallmyn, PA
Janet Youny, FA.

- insert and remove IHDs

f

insert and remove Norplant

Office Manager
Anne Barati

f

provide Depo provera
Patient Accounts Manaper
Mary-Lynn Waikonen

prescribe and manage oral contraceptives

Advisory Boasd educate regarding fertilty awareness for contracpetion and

Diana Carminati, M5
Elen Dorsch, MUPEL {.- VRIS P ona -
Berta Ueller, PhoD> planting pregrancies

Mary Kehoe, Fog . .

Jov Livingseen, PhoD, - prescnbe emergency contraception

Jeanne Morrisey .
frsica kg 23, evaluation and treatment of endocrine dysfunction and infertility
My Powe

non Bush, M8 W - order and interpretl semen analysis

wersy Rosenbluth, M3

Sasman, Shane, MDL

- perform and interpret endometrial biopsies
24, provide abortion and related services
25, evaluation and treatment of incontinence.
26. diagnosis and treatment of cervical dysplasia
- perform and interpret pap smears
- perform and interpret colposcopy
- perform and interpret biopsy reports
- perform LEEP and LEEP cones
27. participate as a clinical trial site for IRB approved studies
28. participate in didactic and clinical training of FAHC residents, UVM COM
medical students, nursing students, PA students , NP students and
practicing physicians.
29. initiate resuscitative measure for medical patients as needed.
30. provide on- call services outside office hours, triage calls to MD on call prn

and referral in case of emergency.

336 MNorth Avenue, Burlington, Vermont (05401 = (80Z) 863-1386 FAX (802) 8631774
Mailing Address: P.O. Box 29, Butlington, Vermont 05402



VERMONT WOMEN’S HEALTH CENTER

Jackie Goss, PA-C
N Physician Assistant Member
racbel atins P2 BOArd of Medical Practice
Director of Metical 109 State ST

Services and Education

Coe Nichels M5 2AMontpelier, VT -5609-1106

Medical Director
Elie "Wepner, MDD 0 l [1 6 /98
Physician Assistants

Kates Kindar, BA

Mary Waltmyn, FA. \ .
Janer Young, DA De 1 J a{:k{ev

ofiee Ve 1 have enclosed applications for five physician assistants at the VWHC.

Arnrpe [Paract

B Beside Dr. E. Wegner as our primary MD we have Drs. McBean, johnson,
Patiessi Accounts Manag

Mary L Welionen BrUMSsted, and Viselli on file as secondary supervising MDs.

Advisory Board

Piana Carminard, M5 . R .

Flen b M. We will be adding Drs. Meyers, Cherouny, Capeless and Bernstein as as well
Ferta Geller, PhoI), I ) . .

Many Koo, B, as any current fellows as additional secondary supervising MDs in the
Jov Livingston, Phi

]i)mn’c E;éa {m:(v vtear futbﬂ"e

Jessicn Cxded, Bag

Murey Powell

Anz Fugh, MSW

news Rt 15 Let e know if there is you need any additional materials.

fusan Shane, ML
HOPQ your recovery iIs a Speedy one,

Sincerely,

Director of Medlcal Services and Educataon

336 North Avenue, Burlington, Vermont 05401 ¢ (802) 8631386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



State of Vermont
Board of Medical Practice

Professional Certificate

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

Catherine Nicholas, M.5., P.A.

P.A. Certification Number: 55-0030046

Valid only while working under the supervigsion of Ellie Wegner,
M.D.; John Brumstead, M.D.; Judith McBean, M.D.:; Anne Viselli,
M.D.; and Julia Johnson, M.D. at Vermont Women's Health Center,
336 North Avenue, Burlington, Vermont.

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

Valid through January 31, 1998.

IN TESTIMONY WHEREOQOF, 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 _ 21st day of ___June JAD., 19 %°

Adnﬁnifstrative Assistant’/
W
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edical Di pieog uouliB  ©

T et anJack Cassidy, PA-C R o
Hlie¥egnn MB Vermont Board of Medical Practice &

Mo mpl 09 State ST,
Director of Medical Montpeﬁel", VT 05609‘}. 106

Services and Education
Cate Nicholas, M.S., A,

Manager of re:  Change of Primary Supervising Physician for PAs at VWHC
Administeative Services
Anne Barati

Physician Assistants 06 { 1 7 / 9 6

Toby Heidenreich, PA,

Katra Kindar, BA.

Mary Wallmyn, PA. .
Janet Young, BA. Dear JaCk,

awsoryiowd 1 have enclosed copies of change in Primary supervising MD and an additional
B Do Secondary supervising MD. I have also included new signed VWHC Scope of
My Kehor, b, Practice for PAs.

Joy Livingston, Ph.D

]eaz?m: Mm:rissey

WPl Dr. John Brumsted has been the primary MD since April of last year.

B Rt Beginning in August 1996, Dr, Ellie Wegner will become our new primary MD

Swen St M2 and Dr. Brumsted will be added to our secondary MD list,

Dr. Wegner has been working at our practice for last year as she completed her
chief resident year. We have already established a close working relationship.
She will become an attending with Fletcher Allen Health Care Women's Health
Care Services. She will enter a call group of 5 MDs. They will be available for
coverage as outlined in standing orders.

Dr. Wegner is available here on Friday June 21 from 1-5 pm at 863-1388.
After that date, you can reach her at home at 434-6028,

Please call with guestions.

Cate Nicholas, MS,PA
Director of Medical Services and Education

336 North Avenue, Burlington, Vermont 05401 ¢ {(802) 863-1386 TFAX (802} B63-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



IMedical Ditectors
John Brumsted, M.D.
Ellie Wegner, M.D.

Executive Director

Rachel Atkins, PA., M.

Director of Medical

Services and Education
Care Nichalas, M.S., PAs

Manager of

Administrative Services

Anne Barati

Fhysician Assistaiiis

Toby Heidenreich, FA.

Katra Kindar, PAL
Mary Wallmyn, PA.
lanet Young, PA.

Advisory Board
Diana Carminati
Ellen Dorsch, MPH
Berta Geller, Ph.D.
Mary Kehoe, Esq.
Joy Livingston, PhD
Jeanne Morrissey
Jessica Oski, Esq.
Mary Poweil

Ann Pugh, MSW
Betsy Rosenbiuth
Susan Shane, M.D.

Vermont

Women's Health Center S ' f Pr

_Physician Assistants
Description of Practice Setting , Task and Duties:

Physician assistants at the Vermont Women's Health Center perform those exams,

procedures, diagnostic testing, and therapeutic treatments consistent with the practice

of office obstetrics and gynecology as defined by the American College of Obstetrics
and Gynecology:

Obstetric Services

prenatal care

= post partum care

« related obstetrical services

nutritional counseling services
psychosocial counseling
preconceptional counseling
antenatal screening/counseling
antepartum fetal surveillance
obstetric ultrasound examinations
childbirth education

Gynecologic Services

primary and preventative care

initial periodic evaluation and treatment of gynecological disease
screening for gyn cancers, including breast cancer

family planning, contraception

evaluation and treatment of endocrine dysfunction and mferti!xty
abortion related services
evaluation and treatment of incontinence.

336 North Avenue, Burlington, Vermont 05401 « (802) 863-1386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



Supervision:

The supervising physician is available in person, by phone or beeper at all times for
back up unless she signs out to a secondary supervising physician or member of the
call group. The supervising physician and the practitioners meet monthly in
accordance with the VWHC Quality Assurance program. At that time, the gynecology
service, prenatal service, colposcopy/LEEP service and the abortion service present a
review of the previous month's cases. The physician also meets with the physician
assistant staff on an as need basis to review problem management. The Health
Center has an evacuation plan in place in case of emergency. Supervising physicians
have admitting privileges and are on staff at the Fletcher Allen Health Care Service
Medical Center Hospital of Vermont Campus. |

Sites of Practice
The practice is located at offices at 336 North Ave in Burlington.

Authorization to prescribe medications:

The physician assistant named in this document is authorized to prescribe medications
in order to carry out protocols within the scope of practice outlined above.

A

Primaty supervising physician Physician Assistant

Bl




Medical Directors

pmemet M0 Vormont Women's Health Center f Practice for
s Physician Assistants

Rachel Atkins, BA., M. PP

Director of Medical

Director of Medical . . . .

Sevices snd Edueaion Do scription of Practi etting , Task an i

Manager of Physician assistants at the Vermont Women's Health Center perform those exams,

Administrative Services

Anne Barati procedures, diagnostic testing, and therapeutic treatments consistent with the practice

hysician Assistants 2 3 . 1 ! i i
Physican Assiants.  of office obstetrics and gynecology as defined by the American Coliege of Obstetrics

Katra Kindar, PA. .
Maarv W:aiimm, PA. and Gynecoiogy.

Janet Young, RA.
Advisory Board _ Obstetric Services

Diana Carminati

S + prenatal care
Mary Kehoe, Esq.
Joy Livingston, Ph.D
Jeanne Morrissey

= post partum care

Jessica Oski, Esq. » related obstetrical services

Mary Poweli : . . .
Ann Pugh, MSW nutritional counseling services
Betsy Rosenbluth

Susan Shane. M.D psychosocial counseling

preconceptional counseling
antenatal screening/counseling
antepartum fetal surveillance
obstetric ultrasound examinations
childbirth education

Gynecologic Services
. primary and preventative care
» initial periodic evaluation and treatment of gynecological disease
» screening for gyn cancers, including breast cancer
« family planning, contraception _
+ evaluation and treatment of endocrine dysfunction and infertility
« abortion related services

evaluation and treatment of incontinence.

336 North Avenue, Burlington, Vermont 05401 ¢ (802) 863-1386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



Supervision:

The supervising physician is available in person, by phone or beeper at all times for
back up unless she signs out to a secondary supervising physician or member of the
call group. The supervising physician and the practitioners meet monthly in
accordance with the VWHC Quality Assurance program. At that time, the gynecology
service, prenatal service, colposcopy/LEEP service and the abortion service present a
review of the previous month's cases. The physician also meets with the physician
assistant staff on an as need basis to review problem management. The Health
Center has an evacuation plan in place in case of emergency. Supervising physicians
have admitting privileges and are on staff at the Fletcher Allen Health Care Service
Medical Center Hospital of Vermont Campus.

Sites of Practice
The practice is located at offices at 336 North Ave in Burlington.

Authorization to prescribe medications:

The physician assistant named in this document is authorized to prescribe medications
in order to carry out protocols within the scope of practice outlined above.

Thsuder [hee (>

Primary supervising physician Physician Assistant



bledical Directors

pmimciio. Vermont Women's Health Center Scope of Practice for
s e Physician Assistants
Rachel Atkins, PA., M.FTT.

Director of Medical ) . ) . . .
Services snd Educatin o scription of Practi tting , Task and Duties;
ate Nicholas, M.S., PA= y

Manager of Physician assistants at the Vermont Women's Health Center perform those exams,
Administrative Services

Anne Barari procedures, diagnostic testing, and therapeutic treatments consistent with the practice
Physician Assismas - of office obstetrics and gynecology as defined by the American College of Obstetrics

Toby Heidenreich, PA.
Katra Kindaz, PA. .
Mary Waliyn, PA, aﬁd GyneCOEOgY‘

Janet Young, PA.
Advisory Board Obstetric Services

Diana Carminati
Eilen Dorsch, MPH

Beria Geller, Ph.D. * Prenatal care

Mary Kehoe, Esq.

}o:r{ivingswn, Ph.D . pOSt Partum care

leanne Motrissey . .

Jessica Oski, Esa. = related obstetrical services

Mary Powell : . . .
pnn Fugh, MSW nutritional counseling services
Bewsy Rosenbluth

Susan Shane, MD psychosocial counseling

preconceptional counseling
antenatal screening/counseling
antepartum fetal surveillance
obstetric ultrasound examinations
childbirth education

Gynecologic Services
= primary and preventative care
initial periodic evaluation and treatment of gynecological disease
screening for gyn cancers, including breast cancer
family planning, contraception
evaluation and treatment of endocrine dysfunction and infertility
abortion related services
evaluation and treatment of incontinence.

e = = [ a

336 North Avenue, Burlington, Vermont 05401 ¢ (802} 863-1386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



Supervision: |

The supervising physician is available in person, by phone or beeper at all times for
back up unless she signs out to a secondary supervising physician or member of the
call group. The supervising physician and the practitioners meet monthly in
accordance with the VWHC Quality Assurance program. At that time, the gynecology
service, prenatal service, colposcopy/LEEP service and the abortion service present a
review of the previous month's cases. The physician also meets with the physician -
assistant staff on an as need basis to review. problem management. The Health
Center has an evacuation plan in place in case of emergency. Supervising physicians
have admitting priviteges and are on staff at the Fletcher Allen Health Care Service
Medical Center Hospital of Vermont Campus.

Sites of Practice
The practice is located at offices at 336 North Ave in Burlington.

Authorization to prescribe mgdicatign_s_:.

The physician assistant named in this document is authorized to prescribe medications
in order to carry out protocols within the scope of practice outlined above.

__ e SR ‘i X
Prlmary supervising physigian ;\mswtant

é/fv][{(,

Date



Medical Directors

pmemsct MO Vormont Women's Health Center Scope of Practice for

e i PVSician Assistants

Rachel Atkins, PA., M.PFE

DirrecmrnfMedicaE‘ . . . . .

Serices md B D@ scription of Practice Setting . Task and Duties:

Manager of Physician assistants at the Vermont Women's Health Center perform those exams,

Administrative Services

Anne Bari procedures, diagnostic testing, and therapeutic treatments consistent with the practice
Physician Assistants  of office obstetrics and gynecology as defined by the American College of Obstetrics

Toby Heidenreich, PA.

Kawra Kindar, PA. . .
Mary Walimypn, PA. and G_yneCO!Ogy.

Janer Young, PA.

Advisory Board Obstetric Services

Diana Carminati

B Gl Ph D> » prenatal care

Mary Kehoe, Esq.
Joy Livingston, Ph.D - POSt pa rtum care

Jeanne Morrissey

Jessica Oski, Esq. «. related obstetrical services
Maty Powell )

Ann Pugh, MSW nutritional counseling services
Betsy Rosenbluth .

Susan Shane, MO psychosocial counseling

preconceptional counseling
antenatal screening/counseling
antepartum fetal surveillance
obstetric ultrasound examinations
childbirth education

Gynecologic Services
» primary and preventative care
« initial periodic evaluation and treatment of gynecological disease
« screening for gyn cancers, including breast cancer
« family planning, contraception
= evaluation and treatment of endocrine dysfunction and infertility
=« abortion related services

evaluation and treatment of incontinence.

o

336 North Avenue, Burlington, Vermont 05401 e (802) 863-1386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



Supervision;

The supervising physician is available in person, by phone or beeper at all times for
back up unless she signs out to a secondary supervising physician or member of the
call group. The supervising physician and the practitioners meet monthly in
accordance with the VWHC Quality Assurance program. At that time, the gynecology
service, prenatal service, colposcopy/LEEP service and the abortion service present a
review of the previous month's cases. The physician also meets with the physician
assistant staff on an as need basis to review problem management. The Health
Center has an evacuation plan in place in case of emergency. Supervising physicians
have admitting privileges and are on staff at the Fletcher Allen Health Care Service
Medical Center Hospital of Vermont Campus,

Sites of Practice
The practice is located at offices at 336 North Ave in Burlington.

Authorization to prescribe medications:

The physician assistant named in this document is authorized to prescribe medications
in order to carry out protocols within the scope of practice outlined above.

I dd (o

Primary superwsmg(l}ys:c:an Phys:cxan Ass Stant
Ofr4/46
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Medical Directors
john Brumsted, M.D.
Eilie Wegner, M.D.

Executive Director
Rachel Atkins, BA., M.

Director of Medical
Cate Nicholas, M.S.. B

Administrative Services

Physician Assistants
Toby Heidenzeich, RA.
Katra Kindar, PA.
Mary Walimyn, BA.

Diana Carminati
Elien Dorsch, MPH
Berta Geller, Ph.D.
Wary Kehoe, Esq.
Joy Livingston, Ph.D
Jeanne Morrissey

Ann Pugh, MSW
Betsy Rosenbluth
Susan Shane, M.D.

n Assistan

Physician Assistants

senices and Edusion Do seription of Practice Setting . Task and Duti

Physician assistants at the Vermont Women's Health Center perform those exams,
procedures, diagnostic testing, and therapeutic treatments consistent with the practice
of office obstetrics and gynecology as defined by the American College of Obstetrics
and Gynecology: |

Obstetric Services

» prenatal care

post partum care

« related obstetrical services

*

nutritional counseling services
psychosocial counseling
preconceptional counseling
antenatal screening/counseling
antepartum fetal surveillance
obstetric ultrasound examinations
childbirth education

Gynecologic Services

primary and preventative care _

initial periodic evaluation and treatment of gynecological disease
screening for gyn cancers, including breast cancer

family planning, contraception

evaluation and treatment of endocrine dysfunction and infertility
abortion related services

evaluation and treatment of incontinence.

336 North Avenue, Burlington, Vermont 05401 e (802) 863-1386 FAX (802) 863-1774

Mailing Address: P.O. Box 29, Burlington, Vermont 05402
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Supervision:

~The supervising physician is available in person, by phone or beeper at all times for
back up unless she signs out to a secondary supervising physician or member of the
call group. The supervising physician and the practitioners meet monthly in
accordance with the VWHC Quality Assurance program. At that time, the gynecology
service, prenatal service, colposcopy/LEEP service and the abortion service present a
review of the previous month's cases. The physician also meets with the physician
assistant staff on an as need basis to review problem management. The Health
Center has an evacuation plan in place in case of emergency. Supervising physicians
have admitting privileges and are on staff at the Fletcher Allen Health Care Service
Medical Center Hospital of Vermont Campus.

Sites of Practice
The practice is located at offices at 336 North Ave in Burlington.

Authorization to prescribe medications:

The physician assistant named in this document is authorized to prescribe medications
in order to carry out protocols within the scope of practice outlined above.

ey, Sackeldrine '

Primary supervising physician Physician Assistant

___égéi/i_é_
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Supervision:

The supervising physician is available in person, by phone or beeper at all times for
back up unless she signs out to a secondary supervising physician or member of the
call group. The supervising physician and the practitioners meet monthly in
accordance with the VWHC Quality Assurance program. At that time, the gynecology
service, prenatal service, colposcopy/LEEP service and the abortion service present a
review of the previous month's cases. The physician also meets with the physician
assistant staff on an as need basis to review problem management. The Health
Center has an evacuation plan in place in case of emergency. Supervising physicians
have admitting privileges and are on staff at the Fletcher Allen Health Care Service
Medical Center Hospital of Vermont Campus.

Sites of Practice
The practice is located at offices at 336 North Ave in Burlington.

horization rescribe medications:
The physician assistant named in this document is authorized to prescribe medications
in order to carry out protocols withiri the scope of prdctice outlined above.

Céw%’(“/( (d*"/f P

anary supervising p ian Physician Assxstant
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Date




Medical Directors

meswmact i Vermont Women's Health Center Scope of Practice for

eune D Py Sician Assistants
Rachel Atkins, FA., M.
Divector of Medical

Services nd Educaion [) 0.6 C 1] tion of Practice Setting . Task and Duties:

Manager of Physician assistants at the Vermont Women's Health Center perform those exams,
Administrative Services :

Anne Barat procedures, diagnostic testing, and therapeutic treatments consistent with the practice

Pysician Assstants of office obstetrics and gynecology as defined by the American College of Obstetrics

Katra Kindar, PA. .
Mary Wallmyn, BA. arEd GyneCOIOgy_
Junet Young, PA.

Advisory Board Obstetric Services

Diana Carminati
Ellen Dorsch, MPH
Berta Gellet, Ph.D. » prenatal care

Mary Kehoe, Esq.
Jop Livingstar, Ph.D « post partum care
Jeanne Morrissey R .
Jssic Oski, « related obstetrical services

ary Powe
Ann Pugh, MSW 1 H i
Arn Fugh, MSW nutritional counseling services
Susan Shane, M.D).

psychosocial counseling
preconceptional counseling
antenatal screening/counseling
antepartum fetal surveillance
obstetric ultrasound examinations
childbirth education

Gynecologic Services
s primary and preventative care
« initial periodic evaluation and treatment of gynecological dnsease
» screening for gyn cancers, including breast cancer
+ family planning, contraception
« evaluation and treatment of endocrme dysfunction and infertility
« abortion related services
evaluation and treatment of incontinence,

a

336 North Avenue, Burlington, Vermont 05401 = {802) 863-1386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



*'PRIMARY SUPERVISING PHYSICIAN APPLICATION

Wegnex .

* Name in full

: ) {Uﬁﬂ
PO Box' 29
o{Street)
YT e
(Stat)
1330 NorthlAvenue

- .Mailﬁng Address

(802) 8631548

- (Phona)

«=0ffice Addrass

- {City)
8028631388 .

{le Cods) o tu e . (Phone)

(Slreet)

(Stam) :-T,,VJI::;,-‘ EE PR

a
F \!nrmont! icense # 042“0009221
l"f«

HOSPHAL(S‘} NAME WHERE YOU riAVE PRIVILEGES. . W e, SPECIALTY
Flatcher Allem Health Care - MCHV Campus 111_Qolchester Ave, Burlington. OB/Gyn

Number of years you have been practtcmg Med;csna 4

i

-

g

None

oy -

! What arrangments have you made for SUpervss;on when y you are not avas!abie of out oftown:
Fletcher ‘Allen Health Ce’ater ~ Women"s Health Services, Williston Group will cover.

s

frp———

ok CERT{FIC ATE OF SUPERVISING PHYSICIAN a5 - e
B hcreby ccrufy that, in accordance w1th 26 VSA, Chapter 31,1 shall be legally responsmle for all medical activities
o of Catherine Nicholas, MS™ 'p A whileundermy supervision. Ifurthercertify thatthe protocol outlining
the scope of practice, attached to this application,does not exceed the normal limits of my practice. I further certify -
that a notice will be posted that a physician's assistant is used, in accordance with 26 VSA, chapter 31 section 1741.

‘r
e e i N e

VT Board of Medical Practice

Ll ANn0 CF a4
} 109 State Street

ce, Pavilion Office Buliding

Montpelier VI  05609-1106 el




SECONDARY SUPERVISING PHYSICIAN APPLICATION

~\Submit in typewritten form. Incomplete applications will be returned. Attach additional sheets as needed.

Name in full Brumsted s John RObert
(Last} {First) {Middie) (Formar}
Mailing Address PO Box 29 Burlington
(Street) (City)
VT 05402 {802) 863-1388
{State) {Zip Code) {Phone)
Office Address 336 North Avenue Burlington
(Street) {City)
¥
VT 05401, (802) 863-1388
(State) {Zip Coda) _ (Phona)

Vermont License # ©44-0007101

Number of years you have been précticing Medicine: 18

Fletcher Allen Health Center - MCHV Campus 111 Coclchester Ave, Burlington, VI

-~ Reproductive
0B/Gyn Engocrgnoiogy

LISTALL PHYSICIAN’S ASSISTANTS NAMES AND ADDRESSES YOU CURRENTLY SUPERVISE:

Rachel Atkins, PA PO Box 29 Burlington, VI 05402

Catherine Nicholas, MS, PA PO Box 29 Burlington, VI 05402
Mary Wallmyn, PA PO Box 29. Burlington, VT 5402 e
Toby Heidenreich, PA_ PO Box 29 Burlington VT 054(}2

Janet Young, PA ’P0 Box 29 Burlington, VI 054

Katra Kindar, PA PO Box 29 Burlington, VI (}5402

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN
T hereby certify that, in accordance with 26 VS A, Chapter 31, I shall be legally responsible for all medical activities
of Catherine Nicholas, MS , P.A. only when the supervising physician is unavailable and only
when consulted by the aforesaid Physician’s Assistant. I further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice and that in accordance with
26 VSA, Chapter 31 section 1741, the use of a physician's assistant has been posted P

i a 0

(Date) (Signature of Apphcant)

VT Board of Medical Practice

ermont Segy 109 State Street ictice, Pavilion Office Building
Montpelier VT 05609-1106 ! ¥

REV 4/89 {802)828-2363



State of Vermont
Office of the Secretary of State

Professional Certificate

I hereby certify that the following named persons are fully qualified to practice

P LR » . .
e 22 B Phyedcian s Assistant - in the State of Vermont.

Catherine Nicholss, M.S5., FP.A.

P.A. Certification Number: 55-0030046

Valid only while working under the supervision of John
Brumstead, M.D,; Judith McBean, M.D.: a&nne Viselli, M.D.: and
Julia 30?*1;’130:‘1p M.D. at Vermont Women’ s Mealth Center, 3326 North
AvenLe, Burlington, Vermont. .

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

WMalid through January 31, 1998.

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

Ver-mont Board of Medical Phactlce

L T T LT T P TR ST PP PO e P

{Regulating Board or Court)

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

26th December 25
S wverneesrreseies A8y Of e e, BDL, 19

{Signature and Title)



: STATE OF VERMONT - BOARD OF MEDICAL PRACTICE -
1996»1998 PHYSICIAN'S ASSISTANT CERTIFICATION REHEWAL APPLICATION, PAGE ONE OF FGUR t

t hereby apply for the RENEWAL of my CERT?F!CAT!ON AS PHYS“IQIAN’S ASS!STANT for the e
period from 02/61/88 to 01/31/98. TWO YEAR RENEWAL FEE: $55.
Enciose a check in the amount of $55. made payable to thé-Vermont Board of !ﬁedaca! ;

Practice.

important:

- Piease print legibly or type your answers.

- Answer all questions {(front and back of each page) completely-ﬂ is not adequate fo stafe that 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 important task to an employee, as false staiements on this form are grounds

for unprofessional conduct. :

- Thank vou for your cooperation. ‘

SECTION 1}

1. Name: én,_ Liﬂfﬁfé’(x?’"ﬂ Ly d. ﬁ»\} LF e [ £ 2. Vermont Certification Number: 55- ) () = o %Wf -

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

5. Office Address__—> (o - 307 T Quc.

City, State, Zip Coder__ 4~ (LlAvA v~ (5T OS5/

6. Dayfime Telephone Number. Area Code ( W?JQ Y S35l D 15 g:'(/»,

7. Date of Birth: Month; i) ‘ Day '{w\ Year ié» /

8. Place of Birth; ’”’)ﬁ"‘“mw-g (. _o.sex ___ Mae _X Female

10. Gertfication Examination Taken - Check: ____ NCCPA I State Examination-identity State__LJ |
o DOther Examination Spedify. '

11. Basis for Vermont Certification: __Ei Apprenticeship Trained

University Trained

e ' = S
' 12. Undergraduate Degree - Circie: B.A. / 4 B j‘:f} AB DOther: Year of Graduation:’ ! E, g /Z)

o, for
Degree Granting institution;__ (1 &1}2\ N ) { é’
Leestion,___ {7 ¥y [ é) P
First Institution (If transfer): - : ' Location:
: i J G of
PA. Diplormna or Cerfificate: Other: Year of Graduation:__{ [ X J

Schook: Location:
A 7 j-—g SYSNCITE S aF Y Y £ f ﬁ VA A

o
bl




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996-1988 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE TWO OF FOUR

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

‘ 4
14. Did you practice in Vermont during the past 12 months? ,/: Yes No

15. Other states where you now hold an active certification or license to practice: fﬂf! ﬁ*
16. States where you previously were ceriified or ficensed to practice: g&f £

17. Specialty: __ 4 LA wJ | ' DEA Number:

f..,,-):
18. Name and oﬁ'rt’g address of current employer:
Name Address &}M;Q} /L f‘/g"}w f?ﬁfh_,@{

"g/ et oyl Pty oo »i 5 /ﬁzf’ 4 47 (’ 4 Let” gl vy o]
18. Please review the attached list of current Primary and Secondary Supervising Physicians. Is the
information correct? _____ Yes Mo ¥ no, contact the Board. f no iist is attached, please fill oui
the information below: )

Mame, speciaity and office address of Supervising Physician{s):
Name Specialty - Address

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

21. Please aftach a copy of your NCCPA certificate. N ﬁi

d . .
\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 atiached definition) for your practice sefling, 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 __% No b) Please review, sign and date by
PA and PRIMARY SUPERVISING PHYSICIAN vour scope of practice. Please attach a copy of your signed
scope of practice. '

23. Documentation showing practice as a Physician's Ass.istant within the past twelve months: Please provide a
letier from your Supervising Physician attesting fo the fact that you have practiced as a Physician's Assistant
within the past iwelve months.

An applicant for ceriification 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 'piease 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 Assistanis are required fo have a Secondary Supervising Physician for their practice. We
have enclosed a form to be returmed fo this office ¥ you do not have a Sewndary Supervising Physician on file
with our office.



: STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1996-1998 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE THREE OF FOUR

SECTION I: PLEASE CHECK YES OR NO. _

A "YES" ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A.
important 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 malpraciice action has
been dismissed, please indicate that on Form A. You have a continuing obligation to update the Board duiing
the 1886-1998 period if the answer to any of the questions below changes from "No" {o "Yes".
(Section il is for the reporting of information which is retained solely by the Board of Medica! Practice and is not
part of the data base maintained by the Department of Health.)

During the past TWO YEARS:

1. Have you had any organsc iliness, emotional dusturbance or mental finess which has impaired your ability o

practice as a physician’s assistant or to function as a physician’s assistant student, :m

2. Have you bean a defendant in any criminal proceeding other than minor traffic offenses? YES _X_NO

3. Are you currenfly under invesiigation for a cﬁminai aci? ‘ _
4. Have you been dependeni upon aicoho! of drugs? . _

- 8. 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 facllity, or by any professional physician's assustant
association (intemational, national, state or local)? YES X - NO

Y

6. Has any medical malpractice claim been made against you (whether or not a lawsuy i j
the claim/complaintdemand for damages)? .

7. Have you had staff privileges, employment or appointment in & 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 afier a complaint or peer review action has been initiated against N

you? : . ‘ YES ;‘/ NO

8. Have you voluntanly sumrendered or resigned a license or certification to practice as a physician's assistant or
any healing art in lieu of disciplinary action? YES ;,?(. NO

9. Has your privilege fo possess, dispense or prescribe controlled substances been suspended, revoked, denied,
restricied or surrendenad by any jurisdiction or federal agency at any fime? _ YES ¥ NO

10. Have you been denied the right to pariicipate or enroii in any system whereby & third parly pays ail or part of
a patient's bili? _ YES 24 NO

11. Have you withdrawn an application for physician’'s assistant cemﬁcauon or license, or been denled a
physician's assistant ceriification or license for any reason? ' YES }fi NO

12. Have you been tumed down for coverage by a malpractice insurance carrier? YES A NO

13. Have you been nofified as a responsible parly of 8 confirmed quality concem {quality of hospitai care
provided o Medicare patients) by the Peer Review Orgamzatton (PRO) in Vermont or | ]/
eisewhere? YES 7 RNO

14. Have you been the subject of an investigation by any other flicensing board? - '

15. Have you been dismissed or asked to leave & residency training program(s) . W
before completion? YES /( v NO




SECTION fil: STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
15961368 PHYSICIAK'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FOUR OF FOUR

Applicant's Statement Regarding Child Support -
‘i‘rﬂe 15 § 795 requires that the following statement be completed by anyone applying for a license, certification or registration to
practice a profession in the stale of Vement,

A professional ficense o ofher authority fo conduct a frade or business may not be issued or renewed uniess 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 afi child support payable under a support
order as of the date the application is fled, "Good standing™ means tha! less than one-tweffth of the annual support obligation is
overdue; or liability for any support payable is being contested in a judicial or quasiHudicial proceeding; of 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 unreasonabie hardship. {15 V.5.A. § 785} N

You must check one of the two statements below reganﬂng chiid support regardless whemer or not yon

have children:

v i hereby certify that 1| am not subject to any support order or am in good standing with respect to or in full corhpfianoe with a
plan to pay any and all child support due under a support order as of the date of this application.

or
| hereby certify that [ am NOT in good standing with respect to child support dues as of the date of this application and |
hereby request that fhe licensing autherity determine that immediate payment of child support would impose an
unreasonable hardship. Please forward an “Application for Hardship” to the address below.

‘Appiicent's Statement Regarding Taxes
Title 32 § 3113 requires that this form must be comple!ed by anyone applying for & #icense, cerification or registration to pradice 2
profession in the state of Venmont.

A professionat license or other authority fo conduct a trade or business may not be lssued 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, the tax liability is on
sppeal, 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.85.A. § 3113)

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

#

e '

v t hereby cerlify, under the pains and penalties or perury, that | em in good standing with respact to or in full compliance
with a plan to pay any and alf taxes due fo 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).

1 or
i 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 mquest that the licensing authority determine that immediate payment of taxes would impose an
unreasonable hardship. Please forward an "Application for Hardship”™ to the address below,
. . N ¥ ' <
Social Security * Date of Birth ! 5 [ [

* The disclosure 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 Depariment of Taxes and the Department of Employmant and Training in the admmislratson of Vermont tax laws,
1o Kentify individuais affecied by such laws, and by the Office of Child Support.

swtemant of Appifcant )
1 further certify that all ii’se information contained in this renewal application {including &l pages and attachments) is true and asccurate
ip the best of my knowiedge. Faiiure o provide xmthfui and aewraie lnfermailaﬁ may constitute grounds for denial of license renswal

or disciplinary action.
; ) Y S
- Date i f} ) /gii
. { {
Return the completed form and Re to! Vermont Board of Msdical Practice
{Roturn envelopes enclosed) 108 State Strost !
Montpelier, Varmont 05609-1108 )
Questions?: (802) 828-2673 o . v

Signature of Applicant

nportant Pleass be surs to writs your cortification number oh your check. Check for the cerrect spelilng of your name and
proper addrass on the psge one iabel. Print any changes in the adjoining space. Sign snd date the epplication. Encloss the
eorrect foe of $58* in check or money order payable to the Vermont Board of Medical Practice. (Medical Board Renswal Fee
$50 + Office of Professional Regulation (OPR) Fee: $5.00 = §55. OPR's $5.00 of the renewa! fos represents an sxsessment
for the Fee Limiting Subfund.} '

*Note: Physiclan’s Assistants 80 years of age or older ars exempt from payment of a renewal fee; however the Physician's

Agsistant certification menawal application must be completed and submibtted. -
. &



VERMONT DEPA?RTMENT OF HEALTH SURVEY

SECTION IV

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

‘E”i"ae combined PA cerlification renewal application and survey form in your hands represents a collaborative
effort between the Vermont Board of Medical Practice and the Vermont Department of Health to address the
datafinformation needs of both (gnd others) in as efficient way as possibie.

The Vermont Depariment of Heaith is seeking ceriain information from this survey o sssess the distribuiion of
provider resources in order to identify shorage avreas. 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
SGC-%‘(‘,' the Vermont HGS??{E’ Association and the | ulual]’ Care Access Committee, among othars. A Provider
Registry, buit from Sections | and IV is maintained in the Center for Public Health Statislics, Vermont
Department of Health, with financial support from the Primary Care Cooperative Agreement gnd the Rural Health
Programs, Vermont Depariment of Heafth. For additional information on survey uses call 1-802-863-7300.

Please try 1o §ll in the survey as besi &s possible.

Thank you for your careful coopergtion in this important effort

Page 1



VERMONT DEPARTMENT OF HEALTH SURVEY T s
) _ ' SECTIONIV
(Section IV is especially for the needs of bealth eare aodess

planningfphysician recruitment and reteation efforts in Vermont )
*Note: If you are retired of sre pot

practicing in Vermont, do not complete Section IV.

. -

[nstrnctions for completing this portion; Please wmplde & WORK SITE section for gach practice and location where you ™ -
provide patieat care. For example, if your patient eare is distributed in the

ollowing manner, you would complete four WORK
SITE sections, one for each combination of practics and site: ‘ o .
Practice R Site WORK STTE Section In this form
Mountain Pediatics - | 126 Coeary St Budington | NUMBER ONE
| ity Hospical Pise St, Budisgten NUMBER TWO
1 Movatais Pediamics Ronte 116, Hinesbarg S §NOMBER THREE . .
Lakeview Pediamrics Route 7, Vergennes . | NUMBER FOUR

Be as detailed as possible, Estimate if exact figures sre ped gvailable, -

Bc'mtoin:ludedmp;ﬁemm:hﬂx&u;mvidefmminmﬁwtmﬁng. e

The bodes fo be used for the SPECIALTY eolumn are enclosed ea mms&m '



VERMONT DEPARTMENT OF HEALTH SUR’VEY o S

, . . SECHON w Cﬂm
‘(s). WORK SITE: NUMBER ONE

oyl
QMAMX'_&SSZ ‘““‘}‘::2'“{5"7 [ATIS l?‘i (V’:w.ﬁ el

A ‘ufuj s *’\ ;_}
fown:, é:,/f L f 'y ’g{"f " Ty ( 35”}””

£
dame of Practice(s): _ A€}

%{{ oA {. v ﬁ (’ “ﬁ;i ‘%{,

Zip Code: 00/

% yompmcucc at this site affiliated vmh aﬁ 1PA HIMOT. &Yﬁ . "-

‘s your practicé st this gite affiliated with 2 GmupfSiafr BEMQ? ﬁ&n‘fes _ﬁé_No
mmmgagemmmumsm?_&m oMo E
Dcaym engage in research at :!m s:ie.? &_Y& N o

kmmwmmﬁom&ummmmwm(ﬁa&amum}y}
K Salwy __ Feeforservics _ Cupiafion. . Cosibased. ____ Other (please specify)

mmdmobemdfo::hemmm SETTING column are ws follows:
1 Solo Practice

2 Group Practice: Single Specialty

3 Group Practice: Muld-Specialty

4 FOQHC/RHC Community Health Center
§ School or College Health Ceater

ki Hospital OwnedJOpaawd Office Practice
& ﬁospmlﬁmgmcyﬂoom - : E
9 Hospital Outpatient Clinic k|
10 Hospitil Inpatient

11 Extended Care Facility

6 Business or Worksite - 12 Other: Specify ,
Hmwmplcieouefuﬂimcforw:h SPEC.’AL‘I‘YMYOUW::%M
SPECIALTY(ES) Do you phat © . :
AT THIS SUIE Avwcrage oy peg Practice Sttt enpdisoe G ‘| W you accepd mow E&ﬁ 2¥m
{Pleess wc week engaged in (use codes provided peactice of &k palicnss iz tis m—-——-—“m‘ paticnts i Gis
ecfolgjfom e | DIRECTPATENT | L0 S P ) | sty forde | gpeclaltd w2 o
fist of specialty CARE HPES | pen 12 wont? | YES ¢ NO ‘ww o mwﬁm
eodes.) YES ex HO & . .
il ol O 2 MED N en e Vo
p _ T [ . i g!
* A

ﬁmckmetypesofpnmarymr-emwﬁmamwfmmmma&m&mwmehmpexwmkofpmcmmmifﬁ?— _

service §s nol practiced a5 3 smmity"

-

Service - ! Fours |
General pediatric medical care .
General sdolescentmeeal Care -~ 4~ 1 -
Geperal sdult mediesl eare .
Geoeral geriatric medical eare
i qu‘algmwolognm] medicsl exre : :;} O
General obstetric medical care

",

: _-mgb_



VERMONT DEPARTMENT OF HEALTH SURVEY

. . SECTION IV CONTINUED |
7(t). WORK SITE: NUMBER TWO . T : .
o S Rg
Nmofpmacc(s) ij - N :}? P
Street Address: ph o0 e s TRl {xw 7 ‘
Town: K'} wf*w"x RS S SO LpCode:

Is yom practice at this site affiliated with an IPA HMO?,
is your practice at this site affiliated with a Gmupfsuﬂ’ HMO?

Do you engage in teaching at this site?
Doywmgagemresnrchuthume?

lsyourp&tonalmcomeﬁumthu

Salary

-

Feefwm

meon

mwmb&dm(&e&smsm) a
. O&u(p!memfy}

e D05t baged

Vs AN
‘Yﬁ K No . -
y Ym o No - i - - .
‘_X_No : ,' »,'_;”. .- :

mmwuwwmmm@mcwmman

1 Solo Prectee

2 Group Practice: Single Specialty

K Hospital Ownedf()pa'awd%cem

8 Koqﬁtn!Em:ga’icwam )

3 Group Practice: Multi-Specialty .

$ Hospital Outpatient Chinic

4 FQHC/RHC Community Health Center

10 Hospita! Inpatient -

5 School or College Health Center . -

1 Enmmcmsm'

§ Business or Workshie

iz Other: Specify

lescmmpletzoncﬁxnhnefomachSMALWMYOUW&&&M .

SPECIALTY(ES) : Do you pisa © . o
ATTHSSTE | Avengebompar | - eotmede - | Wil you scoepmew | Y0 TL RS Y Yo woce
Ploaste vse week engaged fn (e codeg gractcr of gils - patieady bo iy m wm
“gnde{s} fom e DIRECT PATIENT mﬂ%""mim wpeclalty for Bae | spociaiey? w? N
st efspecisiy | CARE o & sest 12 mcuthe?  YES ox MO ey b s
endes } YES ex KO .

Y Dordiismh T i\géiﬂlf;;ﬂ_ gLl Ay 5{“?’-~-«-/’§

. 1 : — ,

&ack:heaypescfpmmmmcﬁ&atym

Sexvice is pot practiced as a specislty:
T a Bervice e ) Bours
- 1 Geieral pediatric meficalere | -
Geoeral adolescent medical Care | |
Geperal sdult medical care o
: A General periatric medical eare -
V| Geverat gynecological medical care. cdt e 0
. Geoeral cbstewic medical care g o

pecform # this site, and the average bours per week d‘pﬁﬁem cars, evea if the




VERMONT BOARD OF MEDICAL PRACTICE
PHYSICIAN'S ASSISTANT SCOPE OF PRACTICE .

“Scope of practice” means a written document detailing those areas of medical practice including
duties and medical acts, delegated to the physician's assistant by the supervising physician for which the
licensee is qualified by education, training and experience. At no time ghall the scope of practice of the
physician's assistant exceed the normal scope of either the primary or secondary supervising physician(s)'
practice.

Physician's assistants practice medicine with physician supervision. Physician's assistants may
perform those duties and responsibilities, including the prescribing and dispensing of drugs and medical
devices, that are delegated by their supervising physician{s).

Physician’s assisiants shall be considered the agents of their supervising physicians in the
performance of all practice-related activities, including but not limited to, the ordering of diagnostic,
therapeutic and other medical services.

if is the obligation of sach team of physician{s) and the physician's assistani(s) to insure that the
written scope of practice submitted fo the Board for approval clearly delineates the role of the physician's
assistant in the medical practice of the supervising physician. This should cover at least the following
categonies:
.ﬁ"f’w .
- a) Mamstive: A brief description of the practice sefling, the types of patienis and patient encounters
gommon to}his practice and a general overview of the role of the physician’s assistant in that practice.
e

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

gx‘"”ﬂc:) Sites of Practice: A description of any and &ll practice sites (i.e. office, glinic, hospital outpatient,
hospital inpatient, industrial sites, schools, etc.). For sach site, & description of the PA's activities.

};f/d) Tasks/Duties: A fist of the PA’s tasks and duties in the supervising physician’s scope of praciice.
This list should express & sense of involvernent in the level of medical care in that practice. The supervising
physician may only delegate those tasks for which the physician’s assistant is qualified by education, training
and experience to perform. Notwithstanding the above, the physician's assistant should initiate emergency
care when required while accessing back-up assistance. Ai no time should a particular task assigned fo the
PA fali outside of the scope of practice of the supervising physician,

f - .

¢ e} An authorizstion fo prescribe medications which includes the following statements:

1) The physiclan's assisiant named in this document will be authorized to prescribe madications in
gceordance with the scope of practice submitied to and approved by the Vermont Board of Medical Practice.

2} The physician's assistant named in this document will be authorized to prescribe controlled drugs
in accordance with the scope of practice submitted to and approved by the Vermont Board of Medical
Practice. A physician's assistant who prescribes controlled drugs must obtain an identification number from
the federal Drug Enforcement Agency (DEA). The physician’s assistant DEA number is (insert DEA number).



VERMONT BOARD OF MEDICAL PRACTICE
CONTINUING MEDICAL EDUCATION REQUIREMENTS
FOR PHYSICIAN’S ASSISTANTS -

Certification by the NCCPA is accepted as adequate proof of CME completion. If NCCPA
certified, send copy of current certification and disregard below. ‘

A Physician’s Assistant must log 100 CME hours every fwo years o meel recertification
requirements for the State of Vermont The 100 hours must include at least 40 Category 1
hours. The other 60 hours may be logged in Category I or in elective Category T credits.
You may credit 8 maximum of 30 Category I hours into the next two-year period, if they
have been completed in the six months prior to Janvary 1 of the current two-year
registration period. '

INSTRUCTIONS FOR COMPLETING FORMS
1. Please provide all information required on the form.

2. You should gather all information and submit completed forms for 100 hours with the
re-registration forms to the Board.

3. The Board will provide you with additiona! blank forms upon reguest.

4. Attach documentation to form.

DEFINITION OF CME CATEGORIES

Cate_gc:ry I'toward the Physician’s Recognition Award - of which AMA is one. The program's -
publicity should specify the eccrediting organization and number of Category ] hours.

If you have any questions about approval, please contact this office.

CATEGORY IL

L. CME programs not recognized by the Vermont Board of Medical Practice, the
American Medical Association, the American Academy of Family Physicians, the American



CME Requirements : :
Page 2 -

L

College of Surgeons, the National Commission on Cenification of Physician’s Assistants,
etc.

2. Medical teaching of personne! in the health professions.

3. Publication and presentation made at medical meetings and &t CME programs. (redit
will be given for each paper or publication, or each chapter of & book authored (first
publication only). '
: I

4. Non-supervised individual continuing medical education activities:

2. sclf-directed learning through use of AV tapes, reading of medical publications,
participation in a joumal club, individual partcipation in radio, TV or telephone
nerworks.

-

b. caéc review with a consuitant; includes an organized presentation of cumrent
medical knowledge, last one hour or more. Descriptive information should include
giving the name of the consultant, topic and date.

c. padent care review through peer review, medical audits, chart audits, etc.
5. College courses on related topics.

6. Other activities that would contribute o0 medical education, t© be approved on 2 case-
by-case basis.

Hours for CME are calculated as one hour of CME for each hour clocked unless specified
otherwise by the Board. :



CONTINUING MEDICAL EDUCATION RECORD

NAME :
HOME ADDRESS:
SUPERVISING PHYSICIAN:

( A%t Moo loea

DAYTIME

PHONE :

Db (5%

Complete this CME logging.form, keep a copy for your personal records,
and return the original with your recertification application.

You are required to log a minimum of 100 hours eﬁery two-year cycle.

At least 40 hours must be in Category I.

requirements for recertification by the State of Vermont.
enclosure for definition of Category I and Category 11 CMEs.

You must do this to meet
{See

CATEGORY I1:
Program Title Date CHE Hours Sponsor location
e ) ) ;"R ‘ﬁf . - 5
Posta rdinode” ‘fi/ q}o\ SRS ) LV e
Oy ‘m,) J;ii = :i}f 1 ) .
Cosh mdeat  aho o]~ 4 UV M Lyl
Sl fxifa)\w Qgoad P2 IWHAGS 1O T Atc Buel
—~ Lo aq - [ ; }
(oD O i) 94 L4 FAGOG Ay
i %}‘_5_” ¥ !{‘ o N <N e -~ 4
Ceveey o len 15 O | Bt Cann conm
\ [
"§:}C) TOTAL CATEGORY I Hours
CATEGORY II: _
Program Title Date © CME Hours  Sponsor Location
[ op oz el 100 VO Ryl
WA ,rx.g_,ﬁ.w)}) "o . Y O - 50
Fj‘ e 99 €0y oy N
et ftavel | e %L WIS IR N
[_ {{s TOTAL CATEGORY II HOURS
TOTAL CMEs o Wels

Signature: ( .

T
/‘Fm
v




VERMONT WOMEN’S ELTH CENTER

Te Ablbon s Vermont Women's Health Center Scope of Practice for
Execeetive Director Ph&SiQiQﬂ ASSiS_EantS

Rachel Atkins, PA.

Director of Medical ¢ . o ° -

Somices and Eiveaion. [Je@gcription of Practi etting , Task and Duties:

Manager of Physician assistants at the Vermont Women's Health Center perform those
o e S axams, procedures, diagnostic testing, and therapeutic treatments consistent with

Anne Barau
mvicin Asssans  the practice of office obstetrics and gynecology as defined by the American
cby Hetdenreich, BA.

Fatra Kindar, BA. i :
e Minden TA. College of Obstetrics and Gynecology:
lanct Young, PA.

;‘xdvis(}(x_’y Board ObStEh‘iC SeI V i ces

diana Carminaci

Ellen Dorsch, MPH &

Berta (':?e.:Ile.r. P‘h.D prenatal care

o Tivimon B ® postpartum care

feanne Morrisse: ] :

Jesicn Ok, Eary ¢ related obstetrical services

Moy Powell - . N
Ann Pugh, MSW nutritional counseling services
El-rsy !Eoscnblunh . K

Suean Shane, M.TH, psychOSOC]_al Counsel}ng

Fat Torpie

preconceptional counseling
antenatal screening/counseling
antepartum fetal surveillance
obstetric ultrasound examinations
childbirth education

Gynecologic Services
¢ primary and preventative care
e initial periodic evaluation and treatment of gynecological disease
¢ screening for gyn cancers, including breast cancer
¢ family planning, contraception
e evaluation and treatment of endocrine dysfunction and infertility
¢ abortion related services

evaluation and treatment of incontinence.

®

336 North Avenue, Burlington, Vermont 05401 ¢ (802) 863-1386 FAX (802) 85631774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402



VERMONT WOMEN’S HEALTH CENTER

Medical Director
Jean Ahlborg, M.D.

Execative Director
Rachel Atkins, BA.

Director of Medical
Services wnd Education
Cate Nicholas, M.S, FA.

Manager of
Administrative Services
Anne Barad

Physician Assistants
Toby Heidenieich, PA.
Katra Kindar, PA.
Mary Waliavn, BA.

Janct Young, PA. Vermont Women's Health Center Certification of Practice
Advisory Board for Phy'SiCian ASSiStantS

Diana Carminati

Ellen Dorsch, MPH

Maury we, Lsq.
Joy Livingsten, PhuD
feanne Morrissey
Jessicas Ok, Esq.
Mary Powell

Ann Pugh, MSW/

powieentivn I certify that Cate Nicholas MS,PA has practiced as a Physician Assistant

Susan Shane, M.DL

Far Torpie within the last 12 months.

336 North Avenue, Burlington, Vermont 05401 « (802) 863-1386 FAX (802) 863-1774
Mailing Address: P.O. Box 29, Burlington, Vermont 05402
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VERMONT DEPARTMENT OF HEALTH SURVEY

SECTION IV

To be completed only by physician’s assistants practicing in Verﬁié'r‘it.

The combined PA certiication renewa apph&e{aon and survey form in your hands represenis a collaborative
effort ‘between the Vermont Board of Medical Practice and the Vermont Department of Health'to address the
datafinformation needs of both (and others) in 25 efficient way as possible.

The Vermont Department of Heatth is seeking uertam information from this survey to assess the distribution of
provider resources in order to identify shortage avreas. 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 o
Sectzon IV has been solicited ‘and obtained from the Vermont Health Care Aitthority, the Vermont Medical

ociety, the Vermont Hospital Association and the P'ama.y Care Access Comimitise, among others. A Provider
Reg:stry, buitt from Sections | and IV i :s maintained in the Center for Public Health Statistics, Vermont
Department of Health, with financia! support from the Primary Care Cooperative Agreement and the Rura! Health
Programs, Vermont Department of Health For additiona! information on survey uges call 1-802-863-7300.

Please fry to fill in the survey as be_st &s possible,

Thank you for your careful copperation in this important effort.

Page 1



VERMONT DEPARTMENT OF HEALTH SURVEY R

SECTION IV

L}

(Section IV is cspcaally for the peeds of health care sodess planning/physician recruitment and reteation cﬂ'oﬂs in Vcrmom.)
*Note: Ifyouammradormnctmngm chmoal..donot mmp}emSemanW

[nstfuctions for completing this portion: Please eompiqc &8 WORK STI'E section for each pramce #nd locafion Whuc you s

movide patieat care. For example, if your patient care is distiibuted in the fonowlng manner. you wonld eomplexe four WORK
SITE secuons on¢e for e.zda combination of p:acuoa aad s:te: ,

mn‘cﬁ.ée o Site WORK SITE Section In this form
Mouniam Ped:amcs : _ 126 Chu:}' Sz.. Bnﬂin,gton ”NUMBER ONE
my Hospual | -Pme St Bud.wgwn -Nmmm T™O |

1 Mosstais Pediatrics Route 116, Iﬁm mmmm m'am o
Lakeview Pediatics Route 7, vm NUMBER FOUR

Be as detailed as possible, &ﬁmﬁmﬂﬁmmmm

Bemtomcludcthepaumtmthayoum&mwmmﬁmm&

The podes to be used fm’theS?EGALTYcolumnmmdmﬁm mm

Pagez



VERMONT DEPARTMENT OF HEALTH SURVEY S

. . . SECTIONIV CONTINUED |
(). WORK STTE: NUMBER ONE’ S |
ame of Practice(s): _ VW = - :
reet Address:___ 2 Al AJ O3 Lo e — .
“ovm: &»@ugﬁ vdd Zip Code: L), *

syompmcuuax&nsatcafﬁhmdwnhanIPAHMG? “Lf/ -
s yout practice 2t this £ite affiliated with menp!Staﬂ‘ HMO? Yw __ No
)oyouengagemteadﬁngaﬂhnm? : -

)ayou mgagcmmsard:admai:? Y "'N"_Q 4 .-~‘ '._ o ,
Ef/yourpemnalmwmeﬁomﬁusmwnwbawdon(cbe&umasxppm . ;
Feefotw:vwc e Cupitation, Cost based - Othet(plusespeufy}

ﬁemdatobcusedfurtbe%ﬂl@&%ﬂﬂiﬁcolmmufoﬂm o

1 Sg!g ?mmac

7 Bosp::al OwnedIC)pm.wd Office Pucncc

2 Greup Pzama Smg!e Spaaaltv

: ] Hospml Em:gency Room

3 Gmup Pramnc: Mulu»Speual:y

9 Hospm} Outpanmt Clinic

4 FQHCIRHC Commumty Hcalth Cmta’

; 10 Hcspm! Inpauent

_ 11 Ex!mdedcaml’adﬁty

5 S.chool or Gollcgc H&Iﬂa Cm!:a _

6 Bunnwsm‘Woﬂcxxte . {12 Otba"Specxfy _
Mwmlmmﬁmnmfmummmwmmvmuﬁsﬁm_ ' . '
SPECIALTY(ES) | = Doyuptmw IR N :
ATTHISSIIE Avmgchmpa Prac Saﬁng comime the | Wil you acoeps sew :ﬁlmﬁaﬁ :*m;:um; .
{Plegee e weck enpaped dn (s codes md&h pasients In this lﬂmiﬂ”‘ yﬁmhﬁs N
exxdels) Brom the DIR.E_CI‘I_’A'I‘EM‘ atmr.unﬂ:hl mcn)d speciatty fore the specialey? L BEP m : M
fist of specialey .ms 1 ; ggw YES o HO ‘ml"""‘;m mwuao N
o1 {320 [ ~5 % YA S RO SN NV S
——— , e e e _ e

&ed:ﬁmtypaofpnmmmsemwsmefmnmmm&wmehmwwofmummmﬁﬂw
mceasaotpmcucudasaspem}tr o _

_General pediatric sodfial care N N -~
Geoeral adolescont mefferl Care . " { 1 R
Genu'a:ladu!imaéﬁalm ' ' o
/Genmlgmamcmdiu!m

Gmaﬂmwologlcdmedimlm ST
General gbstetric medical care - | B : ’

-

1 Hours
W

. ‘_ma..



VERMONT BF.PARTMENT OF HEALTH SURVEY

T smcnONwmmum _
7(b). WORK SITE: Nuwmzn 'rwo ‘

Name ofPracuce(s) ( 2 é {L} gx’

-

EI o

Street Address: “r"f,@__,a_w -

Town:_ —_ .;_xﬁt}/{ix&i/‘)%\/m\

Isyompmcuaeat!humm&fﬁhatdm:hmIPAmo feWNo T
Is your practice at this site affiliated with a Gmup.’suﬂ‘ Yes %;No '
Do you eagage in teaching af this site? _K_Yu . o . .

- Do you engagcmmrchumun&? —Xes ;#_No

-

hyompemnﬂmmmcﬁomﬁummbmdm(&e&umnys:pply)

Salzry o~ Fee for service ___qua.uon Bt based " e 0T (p!ase speuty)

. : mmm&w&wmm&mdemswm

I So!onar.nce DRI I 2 pr;&l@wnedfOp«medOfﬁmm

+
. "N

Groume:uc:.Smngpcmky R K Hasgm!!-:m:gencykoom )

Gmup Pramac.é&uiu—Speaa&y ' - 9 Hcspm! Outpmmt Gm:c

3
4: FQHCIRHC Commnm(y Halth Cumr j- 10 Hospm! lnpanent
5 School of Coﬂcge Ha!th Ceawr | 1 Emdad c:m Fad!xty

6nusm=ssorwoﬂcme o : nOtha-Spw:fy

Mmmplmoneﬁmhmformd:SPEﬂALTY&:&YOUman

-

SPEC:.ALT‘Y(!ES} o _.Duu;inu
CATTHISSITE | Avuaguhmw ; §eatiome e - | _mmwm
Prease we | wokengugeato Pmsm

| pacsecotois | puscoss 1o e
‘eode(s) fom & | DIRECT PATIENT ‘“‘”‘“"‘“‘“" | mestytcte | speciam

new Mediuid mﬁe_ég_m_
paticns in this paticots i this

wxﬁ’ shove ﬁk : ] w " ’"q
“ 0V ot T W T o | T Y s
o "' _ .-33_ " " .. S o v e .. ; " - - “ .!;J_‘: e ~ "

&eck ihe opes of pnmz.ry care services tha: yw pe.rfmn s this ﬁt’e. mdﬂnavmge hours per Wmi:.cf pmeat care, even if the

mmunmpracuoedasnrpemkr B _
- a : Service . L ,:_M - Honrs
1 Gw:mlmdimcmuﬁulwe SN R
- - || Geoeral adolescent medical Care - '
- ' | General sdult medical care -
T . General geriatiic medical eare _ 7
| A Geoeral proeiotogics pesicai care | e
. ' - Geoeral obstetsic medical care |

. Pagef?
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE ONE OF FIVE

t hereby apply for the renewal of my CERTIFICATION l( A F’%‘WSIC&AN S ASSISTANT for the period
from 02/01/84 to 01/31/96. TWO YEAR RENEWAL FEE\$55,
Enciose a check in the amount of $55. made payable {0 the Vermont Board of Medical Practice.

f‘\g L‘,(s &\f“
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Impaortant:

- Please print legibly or type your answers.

- Answert all guestions {front and back of each page) completely-it is
Board already has the information. Use the enciosed Form A to provi
in Section (I

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

- Uo not defegate this imporiani task to an employee, as faise statements on this form are grounds for
unprofessional conduct.

- Thank you for your cooperation.

&
S

SECTION |

1. Name: (J 5'1‘\3«7"}%‘1»?-‘-‘f*--‘""“ f\ij {%‘{? I o 2. Vermont Certification Number: 55- _{;} ;ym O M/& ﬂ:

3. Other Name(s), i any, under which you were certified or licensed in Vermont and elsewhare:
S
\fw

4. Home Address:

City, State, Zip Code:

5, Office Address: \} P {?f—&*«*{'tﬁ@w : ﬂ\} Gy g {j\ oy “ €A - iﬁ} i (;um :fgwy
City, State, Zip Code: jtﬁ?}{ﬂ (1\5 f’g{*fh fg%\'kwﬁwz ﬁ‘/# e Q"‘» f‘j{\/ R ——— f
W, {o ‘

6. Daytime Telephone Number: Area Code: (Soarsei. ) «:"_‘_"gf‘@ R

7. Date of Birth: Month: { \ DaymﬂgA
8. Place of Birth: Yi 4.1 ¢ 9. Sex:
[
10. Certification Examination Taken - Check: NCCPA  _ State Examnination-ldentfy Siatet_u\,};wl,_”
Other Examination Specify:

11. Basis for Vermont Certification: 2 ﬁ Apprenticeship Trained

__ University Trained

................ c"ri | L

12. Undergraduate Degree - Circle: B.A. i, B.S. ,) AB. Other __ . Ysar of Graduation: Wéﬁ L }
Degree Granting Institution: U\ nioeheh f é"‘“ {5'\ EE%(* W “‘“{ 'd Location:_ L/ S0 et
First Institution (If transfer): Location:
P.A. Diploma or Certificam' \fﬁ\\ Other:__ _ Yearof Graduation;___

School: Location:




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1904-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENE}/&AL APPLICATION, PAGE TWO OF FIVE
13, Do you have hospital privileges in Vermont? Yes Mo
Name(s) and Location(s) of Hospital{s):

14. Did you practice in Vermont during the past 12 months? j‘i; Yo . No

15, Other states where you now hold an active certification or license to pfactxcef? {“ﬁf’
16, States where you prewousiy ware cettified or licensed to practice: 7

17, Specialty: )Y‘i‘:}. g \L-}\ i ) DEA Number: S

oAb
18. Name and- oﬁ:ce ad&re;as of current smployer:
Name .&ddresﬁ

; . ' ey I i
Voo 4 ovey o 4 LS He: s H(C AL 202 g My (e

19. Name, specialty and office address of Supervising Physiclan(s):
MName Speciaily Address

») by {4& I\ { };;;:5-@”@:11\ (}3’1\5 k;\r 7 T

26. Narme, specialty and office address of the Secondary Supervising Physician(s}):
Name Specialty Addross

Cowis] Gileasyy  Derrd A b el AL e

. L

21, Please atizch a copy of your NCCPA certificate. §\§ [L{

22, Scope of Practice: The Board of Meadical Practice raquires that you and vour primary supervising phvsncuan{s}

“review the most current scope of practice for your practice setting, paying atiention 1o any additions or deletions ir
duties and procedures. a} Has your scope of practice changsd? Yes No b} Please review, sign and date
(include all parties) your scope of practice. ¢) Please attach a copy of your signed scope of practice.

23, Documentation showing practice as a Physiciarn's Assistant within the past twelve months: Please provide a
“letter {som your Supervising Physician atiesting tc the fact that you have practiced as a Physiclan’s Assistant within
the past twelve months.

An spplicant for certification renewal wha has not practiced as a Physician's Assistant for more than twelve months
must submit & satisfactory evaluation by the Supervising Physician prior to renewal.

24, Continuing Medical Education {CME) requilrements;

a. NCCPA certified Physician’s Assistants: Altach proof of recertification; this will serve as adequate proof of CME
compietion.

b. For ail 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. We have
enclosed a form 1o be returnad fo this office if you do not have a Secondary Supetvising Physician on file with our
office.



SECTION 1V: STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1996 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FIVE OF FIVE

A professional license or other authority to conduct a trade or business may not be renewed uniess the licensee cenifies that he
or she is in good standing with respect 1o 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 {ess than one-tweltth of the annual support
obligation is overdue; or lizbility 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.S8.A. § 795).

A professional license or other authority to conduct a trade or business may not be renewed uniess the licensee certifies that he
or she is in good standing with the Depariment of Taxes. "Good standing” means that no taxes are due, the tax Kability is on
appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or the licensing authonty
determines that immediate payment of taxes would impose an unreasonable hardship (32 V.S A, § 3113). The maamum penalty
for perjury is fifteen years in prison, a $10,000 fine, or both

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT

A
"{M/ Y 1hereby certify that | am not subject to any support order or | am subject to a suppon order and am in good standing

with respect to or in full compliance with a plan 1© pay any and all child support due as of the date of this application

i hereby certify thai | an NOT in good standing with respect to child support due as of the date of this application and |
hereby request that the licensing authonity determine that immediate paymaent of child support would impose an unreasonable
hardship, Please forward an "Application for Hardship” o the address below

APPLICANT'S STATEMENT REGARDING TAXES

| hereby certify, under the pains and penalties of perjury, that | am in good standing with respect to or in full complance
with a plan 1o pay any and ail taxes dus © the Siate of Vermont as of the daie of this application. {The maximum penalty for
perjury is fifteen years in prison, a $10,000 fine, or both}
OR
| hereby certity 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. Please forward an "Application for Hardship® to the address below

STATEMENT OF APPLICANY

| further certity that all information contained in this renewal application (including all pages and atiachments) is true and acourale
to the best of my knowledge. Failure to provide truthful and accurate information may constitute grounds for denial of license
renewal or discipfinary act

Social Security Number:

The disclosure of your social security nuniber is mandatory, Is solicited by the authority granted by 42 11.5.C. §
405(cH2NC), and will be used by the Department of Taxes in the administration of Vermont tax laws, to identify
individuals affected by such laws.

Date: /[ © [ i) Signature:
Return the completed form and fes to: Vermont Board of Madical Practice
{Return envelope enclosed) 109 State Straet

Montpelier, Vermont 05609-1106
QUESTIONS?: (802) 828-2673 - Toli Free (Within Vermont} 1-800-438-8683 {Ask for the Medical Board)

IMPORTANT: Please ba sure to write your certification number on your check. Check for the correct spelling of your name
and proper address on the page one label. Print any changes in the adjoining space. Sign and date the application. Enclose the
corract fee of $55 7 in check or money order payable to the Vermont Board of Medical Practice

(Medical Board Renewal Fee: $50. + Office of Professional Regulation (OPR) Fee. $56.00 = $56. OPR's $5.00 of the renewal fee
represents an assessment for the Fee Limiting Subfund.)

*Note: Physician’s Assistanis 80 vears of age or oider are exempt from paymeni of a renewal fee; however the
Physician’s Assistant certification renewal application must be completed and submitted.



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1984-1596 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE FOUR OF FIVE

SECTION Hl

1, What is the date yny(m:?m,ec‘l practicing as a physician's assistant (excluding residency training)?
(Month/Year) /i1 75 |

2. What is the date you started practicing as a physician's assistant in Vermont {excluding residency training}?
(Month/Yar) /i‘lf '

H

instructions for completing the next portion: Please complete one "site” section for each focation where you
practice. Be as detalled as possible. Estimate if exact figures are not available,

The codes o be used for the Employment Setting column are as follows {If applicable, list mullipie codes
at one practice sife):

1 Solo Practice 6 HMO (Health Maintenance Organization) 11 Teaching

2 Group Practice 7 Extended Care Facility 12 Other Spacify:
3 Community Haalth Canter 8 School/Caollege Health

4 Hosphal GQuipatient Clinic 4 Occupational Health

5 Hospital Inpatient 10 Emergency Hoom

4. Practice Site Number One g ]
Strest Adgress: 7€ g AY O {IY ) (/{*U Qj _

Town, §0 Ceemyen LTy LT T

I

Houre par Enploymant | o 0 practios of | Will yau Whast percent of LHIR Whist peresnt of Will you
Wesk Satting this spealalty be pocaplt hovw thaes patlenis accept rew | the petlents I s5CapE new
shgagead {Sae dlpcontnued within | patlsnts I thlz spsclalty are Blodicald thie spselaity are Medlears
In direct eodea ihe rext 12 manthe? | Whie spaclaity? funded by Medicald? petlents funded by Medictre T patients
3{39&8“}" patiant en (Yes cr Ho) [Yas er No) {Eatimate i n thie (Estimsta if in this
o } carad Page 4.) o necessary.) apeclalty? necsuaaty.) i spwcisity?
e Yok om0 WO B A £ Koy it 1= Jery Lpig o lpaail Ly ié“ :
ot H H
i
i
Check the financial organization which best describes this site: For-profit »{; MNonprofit

s

&, Practive Site Number Two

Straat Address: Town: Lipr
i Hows por | Eploymant | o practivs of | Will you ; What percent of ’ 1 Wil you Whst psréenri of will you . 1
| wmal Setting wis spaclelty ba Becopt paw | the pebents In | mocept rww the patierts i ectept newy |
engmgsd {Sme diacondnusd within | petlents i thiz specislty are Madleaid ihis specisily sre Wadlcors %
- L In a?rswt codes thes rext 12 months? | His speciaity? !Snded by Mediceld? petisnta funded by Medicare? patients i
‘;pgcgai[y patient or (Yos or Ha) (Yes or No} {Estimaie H in this {Eatirrate i In e ]
] i cars | Page 4. necessary.) apseistiyt NeCcEusary.) apeciatty ¥ i
j

Check the financial arganization which best describes this site. For-prefit  Nonprofit




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
1994-1596 PHYSICIAN'S ASSISTANT CERTIFICATION RENEWAL APPLICATION, PAGE THREE OF FIVE

SECTION Il PLEASE CHECK YES GR NQ.
A "YES” ANSWER REQUIRES AN EXPLANATION ON THE ENCLOSED FORM A,

1. Have you ever had any organic iliness, smotional disturbance or mental illness which has impaired your ability to

practice as = physician's assistant or to function as a physician's assistant student, res;im

2. Have you, &t any time, been a defendant in any criminal proceading other than minor traffic "
offenses? Y5 })(\ NG

3. Are you currently under investigation for a criminal act?

4. Are you now, of have you been in the past, dependent upan alcohol or drugs? _

& Are any formal discipinary charges pending or has any disciplinary action ever been taken against you by any
govermnmental authority, by any hospital or health care facility, or by any professional physician’s assistggxgt
YES PN RNO

association {international, national, state or locai)?

6. Has any madical malpractice claim been made against you in the last ten years (wheigg
filed in relation to the claim/complaint/demand for damages)?

7. Have you ever had staft privileges, employment or appointment in a hospital or other health care institution
denied, reduced, suspendad or revoked, resigned from a medical staft in lev of disciplinary action or resigned trom

a medical staft after a complsint or peer review action has been initiated against
you? ____YES  NO

8. Have you ever voluntarily surrendered of resigned a license to practice as a physician's assistant C‘E”Y healing
" .. YES {7 NO

9. Mas your privilege to possess, dispense or prescribe controlled substances ever been suspended, seyoked,
denied, restricted or surrendered by any jurisdiction or federal agency at any time? o YES \\ MNO

10, Have you ever been denied the right to participate or enrell in any system whereby a third parly pays @l or pan
of & patient's bill? O YES A0

11, Have you ever withdrawn an application for physician’'s assistant centification of licensé, or been (Yr)imd 2
physician's assistant certification or license for any reason? o YES ¥ NO

12. Have you ever been turned down for coverage by a malpractice Insurance carvier?  YES Eﬁ\& NG

13, Have you sver been notified as a responsible party of a Severity Lavel Il guality problem (quality of hospital
care provided to Medicare patients} by the Feer Review Crganization (FRO) in Vermont or Y
slsewhere? _YES P NO

14, To your kaowledge, are vou the subject of an investigation by any other lficensing bogg
application?

15, Have you ever been dismissed or asked (o leave from a residency training program(s) ‘p&
before completion? . YES NO



Medical Director
Tean Ahlhorg, M.D.

Executive Director
Fachel Atking, PA

Director of Clindcal
Services
Anne Barari

Tiirector of Medical
Services

{are Nicholas, M8, PA.

Physician Assistants
Toby Heidenteich, FA.
Katra Kindarn, PA.
Mary Wallmyn, FA.
Tanet Young, PAL

Advisory Board
Diana Carminati
Ellen Dorsch, MPH
Beres Claller, P,
Mary Kehoe, Esq.

J Livingston, Ph)
Jeanne Morrisey
Jessica Oski

Mary Powell

Ann Pugh, MSW
Petsy Rosenbluth
Susan Shane, ML
Fat Torpie

336 North Avenue, Burlington, Vermont 05401

VERMONT WOEN’S HEALUTH CENTER
Vermont Women's Health Center Scope of Practice for
Physician Assistants

Physician assistants at the Vermont Women's Health Center perform those
exams, procedures, diagnostic testing, and therapeutic treatments
consistent with the practice of office obstetrics and gynecology.

This includes but is not limited to:

* health maintenance exams

® contraceptive services

* problem gynecology

® prenatal care

¢ abortion and related services
colposcopy and related services.

The supervising physician is available in person, by phone or beeper at all
times for back up unless she signs out to a secondary supervising physician
or member of the call group.

The supervising physician reviews a sample of routine patient records and
meets with the physician assistant staff on an as need basis to review
problem management.

The Health Center has an evacuation plan in place in case of emergency.

Supervising physicians have admitting privileges and are on staff at the
Medical Center Hospital of Vermont.

7
. ;
s
VeV N o
SO p e g
Poan o T e e e P (R it
Pgimary supervising pHysician Date
e L ,;;«s%_; é_ i
Physician Assistant Date

« (802) 863-1386 FAX (BO2) 863-1774
Mailing Addresst P.O. Box 29, Burlington, Vermont 05402



VERMONT WOMEN’S HEALTH CENTER

Medical Director
Jean Ahiborg, M.D,

Executive Drector
Pached Atkins. FA.

Director of Clinical
Hervices
Anne Barati

Director of Medical
Services
Care Nichobss, M8, A

Physician Assistants
Toby Heidenreich, FA.
Ragea Kindag, RA,

Mary Wallinyi, B This is to certify that Cate Nicholas, MS, PA

Janet Young, BA.

advisory Board has practiced as a Physician Assistant
[Hana Carminati

Eilens Drotsch, MPH f@gﬂ the gaSt tW@iV@ m@mths Undief

Berra Geller, PRI,

Mury Kehoe, Bsg. el

Jav Livingston, Ph.D. m y S Li! p@ rV E S ! Q ﬁ "
Jeanne Mortisey

Jessioa Oski

Mary Powell

Anp Pugh, MSW

Bursy Rosenblugh : . I
Sasan Shane, M.D. N | A
Fat Torple i fd

Jean Ahébc}rg MD |
VWHC Medical Director

Date

336 MNorth Avenue, Burlington, Vermont 05401 = (802) 863-1386

EAX (BO2) 8631774

Mailing Address: PO, Box 29, Burlington, Vermont 05402



CONTINUING MEDICAL EDUCATION RECORD

NAME : le e MU ¢

HOME ADDRESS:

w1

it = R ]
4 A A~ e | éﬁ?ﬁ\yf?
. EJ

ot

SUPERVISING PHYSICIAN:

Complete this CME logging form, keep a copy for vour personal
and return the original with your recertification application.

You are required to log a minimum of 100 hours every two-year
At least 40 hours must be in Category I. You must do this to

records,

cycle.,
meet

requirements for recertification by the State of Vermont. (See
enclosure for definition of Category I and Category II CMEs.
CATEGORY I:
Program Title Date CME Hours 'Spoﬁ30f _ Location
Vilyer Bloese lulto | 15 AsccpP (SwhHsdet
— _ 3
C’@f%}}% D f:féz(!{ 2 ﬁ 2 45 A sce P C hica 40
ool gpdinte 690 | 1205 (i VAA AN
V o i&;\%@z’ﬁ LA |4 § %1 . € oV AL S
L
£S5 5 TOTAL CATEGORY T Hours
CATEGORY IL:
Program Titlefkjftl . Date CME Hours Sponsor Location
N SN EEY UV ] Pt
P ohdimes Mk ﬁ 7l 0 o HT Rt
Cefpenyyypry (1 y g w L1100 U Reae
%
1 ﬂii} TOTAYI, CATEGORY I1 HOURS
TOTAL CMEs Joe N

Signature:




I hereby apply for the renewal of my: Certification as a Phygitian’s Ss:s?ant

VERRUI o st

01/31/92 02/01/92 TO 01/31/94 50.00

Renewals postmarked after the expiration date must include a late fee of $25.00

INFORMATION NEEDED

PLEASE CIRCLE YES OR NO. A "YES" ANSWER REQUIRES AN EXPLANATION.

Have you ever had any emotional disturbance or mental ilin i impaired your ability to practice as a physician’s assistant or
to function as a physicisn’s assistant student or apprentice?

Have you ever had an organic iliness which has iggaad ability to practice as a physician’s assistant or io function as a
physician’s assistant student or apprentice?

Have you, at any time, been a defendant in any criminal proceeding other then minor traffic offenses? YE NO

Are you now, or have you been in the past, dependent upon alcohol or drugs?-

Are any formal disciplinary charges pending or has any disciplinary action been taken against you in the last ten years by any
governmental authority, by any hogpital or health care facility, or by any professional physician's assistant association {international,
|

national, state or lecal)? YES{

Has any medical malpractice claim been made against you in the last ten years (whether or not a lawsuit was filed in
relation to the claim)? YESINO)

Have you ever had staff privileges, employment or appointment in a hospital or g thu health care institution denied, suspended or
revoked, or resigned from & medical staff in lieu of disciplinary action? YEZINCGY

Have you ever voluntarily surrendered certification or license to practice as a physician's assistant or any healing ant? YES @

Has your privilege to possess, dispense or prescribe controlled substances ever been suspended, revoked, denied, restricted or
surrendered, or have you been called before or warned by this state or any other jurisdiction including a federal agency ai any
time? YESRNQ

Have yo Sf'v been denied the right to participate or enroll in any system whereby a third party pays all or part of a patient’s
Bill? YE g@

Have you withdrawn an application for physician's asgistant certification or }icense or been denied physician’s assistant's
certification or license for any reason? YE

Have you ever been turned down for coverage by a malpractice insurance carrjer? YBS@

J—

Other states where you are now certified or licensed to practice:

Telephone Numbeg Ll

Home Address: - " _— - ;
Physician's Assistant Schodl or Apprenticeship, City, State: 3/ : el E g{?
Please attach a copy opour NCCPA certificate. DEA #: om0 4

Primary Supervisor: o o me™ Secondary Supervisor: ot A

You must sign the reverse side or your license will not be renewed



ek ok e AR e e e ook e ke e
ook s el ol s o bk Rk kddkE

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 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).
The maximum penalty for perjury is fifteen years in prison, a $10,000 fine, or both,

STATEMENT OF APPLICANT

1 hereby certify that ¥ am not subject to any support order or I 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 all child support due the State of Vermont as of the date of
this application.

I hereby certify, under the pains and penalties of perjury, that I am in good standing with respect to or in fuil
compliance with a pian to pay any and all taxes due to the State of Vermont as of the date of this application,

I further certify that all information contained in this renewal application is true and accurate to the best of my
knowledge.

Social Security -:his information must be furnished fo the Commissioner of Taxes under 32 V.8.A,

§ 3113 ().
1 ,Ei”» T:TMHMWM“h%“MM“* .
Date ! j Zi i {1 e Signature™7" -""ww""”} T
’ { Print Name ™ (oAt }/’i | (gl

IMPORTANT: Please be sure to write your license number on your check. Check for correct spelling of name and proper
address. Print any changes in the adjoining space. Sign and date the application. Enclose the correct fee in check or money
order payable to the Secretary of State.

® % sk ddkd Fhdhddoradgddibpripddddh ikl g 2R E LRI LRI 2SS I FHFFHFFFF LR S g
FOR OFFICE USE ONLY:
P T T TR R R e PRI T PR P P P PR S PP L e A PR PR R R S LTS B R AR s T L
Renewal: Complete: Sent to Board for Review:

Posted: Returned from Board for posting: /

date initials
License Printed:

Vermont Board of Medical Practice
109 State Street
Montpelier, Vermont 03609-1106
(802) 828-2673



CONTINUING MEDICAL EDUCATION RECORD

NAME [ﬂ fe /) chblaa 1S) L payrnim prone. ey £ o

HOME ADDRESS:

) o N e
SUPERVISTNG PHYSICTAN. | AR,

Complete rhis CME logging form, keep a copy for your personal records,
and return the original with your recertification application.

You are required to Log a minimum of 100 hours every two-year cycle.
At least 40 hours must be in Category 1. You must do this fo meet
reauirements for recertification by the State of Vermont. (See
enclosure for definition of Category 1 and Category 11 CMEs.

CATEGORY L:

Program Title ___Date CME Hour's Sponsor Location
- iy s (07 .- _ = YT T
et et ol 990 LS lAoe |

v J . : T B ‘ . ! b 1

(ot TR LT 1 4 _/;Q_L_..‘_‘ S S jé%é,—:uﬁj_:@__fii-‘-‘_%_._...A b OTTN
.. - e Lo T,r L /-( [ J ‘_ Lo ’.) - - Ty - -
Vo ), C-ﬁiﬁ%&i::gji__f:f_i'_.*ﬁi?ii_m s VS —

STD arfeacesnls 90 | 73 25| St dleatin

et SN e e v ——

— L ,
/jj . /5 TOTAL CATEGORY T Hours

CATEGORY I1:

Program Title = Date - ﬁlﬂi;ijgyzig_%gonsog” _____ Location
FJ L g yy e #fx/ __j__‘%_,%_ﬁﬁﬁ_ - B
/I 7y
g /e did

T e 5 e |

( ¢ 0 TOTAL CATEGORY I1 HOURS

- — .
TOTAL CMEs [ { fg; i) E)

M LT ///'_"'
Signature [ D TN {
e .




VERMONT WOMEN’S HEALTH CENTER

STANDING-ORDERS

The practitioner mav perform the fellowing tasks in accordance
with the Vermont Women's MHealth Center approved medical protocols:

1. LEvaluate medical history of woman and family, evaluate
laboratory data and perform elementary physical examin-
ation and pelvic exam.

7. Provide information (o woman to aid in the esse”amont of
contraceptive method in relationship to lifestyle and
health

it oand check diaphragms, dispense and manage related

Lt

L
problems
| it oand chech worvical cap., dispense and managze

j
related problem

Choose and dispense oral contraceptives, manase pill
related problems, order velevant laboratory tests

6. Manage 1UD related problems, remove 1UD's, order any
velevant Iaboratory or vadiological exam required

fo Dilspense condons ;1n<* vaginal spermicides, manag
associated problem:s

£. Counsel and ptnwﬁd( evaluation and support for the use
of symptothermal !od of natural birth control

9. Diagnose and treat the following:

Moniliasis

Gardnerella vaginalls vaginitis

Trichomonas vaginalis vaginitis

Non specific initi

All sexually traﬂ
yunwrrhcﬁ~ Gt :

Vulvar and per;nual 1csions

Pelvic abnormalities

Abnormal pap smears

Management of DES exposed women

Cervicitis

Actinomvycetes

= infections (i.e, syphilis,
dhoe coame o, ob bamvd o D Bamns i

336 North Avenue Burlington, Vermont 05401 (802) 863- 1386
Mailing Address: P.O. Box 29 Burlington, Vermont 05402



17.

Premenstrual syndrome

Conditions related to menopause including HRT
Dysmenorrhea Y
Anomalies of the menstrual cycle

Pelvic pain and masses

Non gynecological conditions: hypertension, TSS,

raectal bleeding, anemia, constipation, etec.

Perform colposcopy and manage any related problem

Perform cryosurgery and manage any related proble

Perform pregnancy diagnosis and sizing, order and

perform urine HCG, order scrum HCG

Perform scnogram for gestational sizing

Provide antepartum and postpartum care
I A

Explain and perform pregnancy terminatlons up Lo
including 15 weeks from LMP

Diagnese, order, dispense treatment or refer (or
- < T ’ o i ’

for the tollowing conditions related to abortion
post aborticn care:

Periovation

Cervical laceration
Vagel reaction

sSyncope

Convulsions
Hyperventilation
Unsuccessful abortion
Post abortal pain syndrome
Uterine hemorrhape
Anaphylaxis

Shock

Post aborticen infection
Continued pregunancy
Post abortion bleeding

Administer subcutaneous medication

Epinephrine
Rubellsa vaccine

breast
problems, UTL, rubella vaccinations, GI problems,

“
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G
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18.

19.
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Administer IM medications in accordance with VWHC protocols.
These medications include but are not limited to:

Atropine sulfate
Methergine
Penicillin

Pitocin

Rh immune globulin
Spectinomycin
Ceftriaxone

Order and dispense from the following groups: e
Analgesics, antiprostiglandins, antifungal, antiparisitic
antitrichomonal, systemic antifungal), anti-infectives(topicals
and systemic), anti-nauseants, iron supplements, drugs acting
at synaptic and neuroeffector junctional sites, CNS drugs,
uterine motility drugs, antiseptics and disinfectants, hormones
and drugs used in treatment of C.acuminala

Pertorm venipunclure

Manege and follow up on routine and problem visits

Order and follew up on laborarory and radiclogical tests

Dispense treatment for those conditions not specifically
ilsted in the VWHC protocols under the suidance of the
supervising M.D.

Consult with the M.D. in all non routine medical mattiers
Adhere to VWHGC medical pretocols :
Follow up on all complications and referrals



Board of Medical Practice
Secretary of State

109 State St.

Montpelier, Vt  05609-1106

To whom it may concern:

This is to certify that Cate Nicholas MS, PA has been
practicing as a Physician Assistant for the Jast
12 mopths at/{?}e Vermont Women's Health

o g },‘

ibson, MD
Medical Tirector

316 Marth Avenoe Burlington, Vermont O5400(507) 8631384
Mailing Address: PO, Box 59 Brrlingron, Verrone 05402



RENEWAL OF CERTIFICATION AS A PHYSICIAN'S ASSISTANT

PART II

Name and office address of current employer:

uww@umuwaXsH&&dV»QW*”/

22 MoYtn Guar

Guslidon UT 050

Name and office address of the Supervising Physician:

. B lherrn AAD
B

Enclose a copy of your current Scope of Practice.
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 muost
submit a satisfactory evaluation by the Supervising Physician prior to renewal.

PART III

Continuing medical education (CME} requirements:

a. For those NCCPA certified Physician’s Assistants, you need only to send in proof of recertification 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 to Cate Nicholas, P.A, at the Board's address.

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



RENEWAL APPLICATION

I hereby apply for the renewal of my Physician’s Assistant Certification for the period covering
02/01/1996 to 01/31/92, under the provisions of Title 26, Chapter 31 VSA.

Renewal Fee /%

55-0030046

NICHOLAS CATHERINE

VT WOMENS HEALTH CENTER

226 NORTH AVE - BOX 29
BURLINGTON VT 05402

SPECIAL INSTRUCTIONS

The "Renewal Application” must be complete. The "Affidavit of Supervising Physician” must be
completed and signed by the physician who will be supervising your work at the location indicated in
the Renewal Application. At this time, or at any time a change occurs with the Scope of Practice, it is
the responsibility of the Supervising Physician to notify the Board Office of such changes immediately.

AFFIDAVIT OF SUPERVISION PHYSICIAN

In accordance with 26 V.§ A. Chapter 31, 1 hereby certify that [ shall be deemed legally liable for all
medical activities of (S‘&jn%\gjm%x# cAYES YA , P.A. while under my
supervision, I further certify that the Physician’s Assistants Scope of Practice is the same as the one
currently on file and approved by the Board of Medical Practice.

I have read the law governing the supervisory responsibilitics of this arrangement and understand that
should 1 knowingly violate any provision thereof 1 can be charged with unprofessional conduct as defined

in 26 V.8.A., Chapter 23.

1S S Cnecy |l ©Eibs o~ M

Date Physt ‘ié)j%ﬂq
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Vermont License # 42- (}UD 7%;{«3
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A new law provides that a professional license may not be renewed unless 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 labifity is on appeal, the taxpayer is in compliance with the payment plan approved by the
Commissioner of Taxes, or the licensing authority determines that immediate payment of taxes would
impose an unrcasonable hardship (32 V.S.A. § 3113).

The maximum penalty for perjury is fifteen years in prison, a $10,000 fine, or both.
Remember, if you don’t sign this certificate, your license will not be renewed.

I hereby certify, under the pains and penalties of perjury, that I am in good standing with respect to or
in full compliance with a plan 1o pay, any and all taxes due the State of Vermont as of the date of this
application.

I further certify, that all information contained in this renewal application is true and accurate to the best
of my knowledge and that my Scope of Practice is the same as the one currently on file and approved
by the Board of Medical Practice.

{,r’

. /{"n. 7 v i/ Ty
Date | } [y / \{ 0 Physician’s Assistant Signature 1 AN DKL’L’L--"'?f“"?)ww'

IMPORTANT: Check for correct spelling of name and proper address. Print any changes in the
adjoining space. Sign and date the application. Enclose the correct fee in a check or money order
payable to the Secretary of State.

12/89
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RENEWAL APPLICATION FOR CONTINUING PRACTICE AS A PHYSTCIAN'S ASSISTANT
PLEASE ENCLOSE RENEWAL FEE OF $15.00

I hereby apply for the renewal of my Physician's Assistant Certification for
the period of 02/01/1988 through 01/31/1990 under the provisions of Title 26

Chapter 31, 6J

H

TO:

: . E Ly ) A

****************ﬁ*****%**#**************%*****&#%***************#**%******k*****

‘-AFFIDAVIT.OF PHYSICIAN'S ASSISTANT

In accordance with 26 V.$.,A., Chapter 31, T hereby apply for renevyal of my
certification as a Phy31c1an s Assxstant and I certify that my Scope of
Practice is the same as the one currently on file and approved. by the Vermont
Board of Medical Practice,

g“e.&)f’fm,u;w yu/;&ubm Gdh

PHYSICIAN'S ASSISTANT SIGHATURRE

Sl d ket %ﬁxx“wn****kkxwk%**%*k#***k*******%mi**ﬂww*****w"******w**#k*****

AFFIDAVIT OF SUPERVISING PHYSICIAN

deemed legally liable for all medical activities of u;k?ﬁQﬂlﬂ”“"Y\(g,ké\iﬂ
P.A. while under my supervxslou I further certify that the Physician‘s
Assistants Scope of Practice is the same as the ome currently on file and

approved by the Vermont Board of Medical Practice.

In accordance with 26 V.S.A. Chapter 31, I hereby ce?;gfy that. I shall be

I have read the law governing the supervisory responsibilities of this arrange-

ment and understand that should T knowingly violate any provision thereof I can
be charged with unprofessional conduct as definea in 26 V.S5.A., Chapter 23.

w - q
| \M AR | S () D

" DATE \ _ ' hy81c1ans (Pleaspe Print)
| o [ WSl 7£

- SUPERVISING FPHYSICAN'S SIGNATURE

L ma
VERMONT LICENSE #42-000 67
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INSTRUCTIONS

The "Renewal Application" must be complete. The "Affidavit of Supervising
Physician" must be completed and signed by the physician who will be

‘supervising your work at the location-indiCated in the Renewal Application.
AT THIS TIME, OR AT ANY TIME A CHANGE OCCURS WITH THE SCOPE OF PRACTICE, IT

IS THE RESPONSIBILITY OF  THE SUPERVISING PHYSTICIAN TO NOTIFY THE BOARD COFFICE
" OF %UCH CHANGES IMMEDIATELY
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RENEWAL APPLICATION FOR CONTINUING PRACTICE AS A PHYSICIAN'S ASSISTANT

I hereby apply for the renewal of my Physician's Assistant Certification for
the period C1/31/84 to 01/31/86 under the provisions of Title 26, Chapter 31.

CERTIFICATION # 300 & {p

TYPE OR PRINT ONLY

(e S

NAME & LUV ends F g AT ~
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PHONE NUMBER ( REQUIRED)

DATE TR AR-a:
i

L 3

AFFIDAVIT OF SUPERVISING PHYSICIAN

In accordance with 26 V.S.A. Chapter 31, I hereby certify that I shall be
deemed legally liable for all medical activities Ofiﬁﬁﬁﬁﬁﬂﬁﬁggg_iligﬁmi_&AEPA
while under my supervision. I further certify that The physician's assistants
scope of practice is the same as the one currently on file and approved by the
Board of Medical Practice.

I have read the law governing the supervisory responsibilities of this
arrangement and understand that should I krowingly violate any provision
thereof 1 can be charged with unprofessional conduct as defined in 26 VSA
Chapter 23,

. o - wif
Dated this :1{3 day of njiﬁ;QLj,gbb 1.4 , 19K f.
e SN e B

fﬂ“} § Y
Signed: _ /%f‘”& 3}/’?5"&:}"?@ ] /j\rj - C;]) $riva Y /)
SUPERVISING PHYSICIAN

VERMONT LICENSE # 42-000 ‘o /|

e R e Nt B 340, e

INSTRUCTIONS

"Renewal Application” must be complete. Be sure Lo date and sipgn Ehis section.
"Affidavit of Supervising Physician" must be completed by and signed by the
individual who will be supervising your work at the location indicated in the
Renewal Application.

Enclosed is a copy of the Scope of Practice on file with the Board of Medical
Practice. This Scope of Practice represent the nature and extent of practice
under which the PA functioms under physician supervision. AT THIS TIME, OR AT
ANY TIME THAT A CHANGE OCCURS WITH THE 3COPE OF PRACTICE, IT IS THE
RESPONSIBILITY OF THE SUPERVISING PHYSICIAN TO NOTIFY THE BOARD OF SUCH CHANGE
IMMEDIATELY.





