DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTIC
108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800-745-737 1

2008 PHYSICIAN ASSISTANT CERTIFICATION RENE

PARTI
Certificate #055-0030719

1. Namea: Stephanie Beth Stahl PA

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

3. Work Address: w‘iﬁ %—‘M\;r gi‘ﬁ\k,\, Pk Vediiiion

‘!\\iﬂg»::,\mw Do
Prortinsien, VT 530,

4, Home Address:
City, State, Zip Co

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

6. Daytime Telephone Number: Area Code:

7. Date of Birth:

8. P(ace..of Birth:

9. Certification Examination Taken — (Check box and enter date of examination):
> ©3/A208)  Neopa

= G A A State Examination-ldentify state:

g (/1 ) Other Examination specify:

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

o Apprenticeship Trained
ﬂ University Trained

11. Do you have haspital privileges in Vermont? [l Yes‘jzi No
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Hospital Name(s) and Locatior(s):

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

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

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

[
15. States where you previously were certified or licensed to practice:
LA
16. Specialty: {‘A}b‘{“&: s Nl DEA Number: Gﬂﬁ S o SR

17. Name and office address of current EMPLOYER:

Name Address

Fldace Dl Wsnms WS 1 Coldaesie, B B petinped UT b Wy

18. Please list (use additional sheet if necessary) name(s) and address{es) of physicians who currently serve
as your PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S).

Primary Supervising Physician(s):

Name Address

L

Gy Wony o Sl Dt W kol e, By

Secondary Supervising Physician{s);

Name Address

(_‘_.. [ .
TG Mg d Lot

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

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

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

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

b. For all others, an explanation of requirements and a CME Record form must be completed.

22. Primary Supervising Physician and Second Supervisory Physician forms are provided. They must he
completed and returned with this apptication.

PARTH

"Yes” answers to Questions 23 - 46 require an explanation on Form A.

23. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
oyes “y'no
24. Have you ever withdrawn an application for a certificate to practice medicine or any other heaiing art?

oyes ‘f‘g@o

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

oyes ﬁg{ho

26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by
any governmental authority, by any hospital or health care facility, or by any professional medical association
(international, national, state or focal)?

oyes Se(no

27. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

nyes ‘gno

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

1 yes “ﬁ‘no
29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before
completion?

nyes Wno

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

o yes }z’_\_no

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

o yes i)gij no
32. Are you presently or have you ever been a defendant in a criminal proceeding?

o yes ‘%‘io
PART HI

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

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

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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this application? _

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

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

"Ability {0 practice medicine” - This term includes:

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

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

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

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

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

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

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

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

35. Do you have a medical condition that in any way impairs or limits your ability to practice medicine in your field
of practice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

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

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

ability to iractice medicine in your field of practice with reasonable skill and safety?

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

37. ArWaged in the illegal use of controlled substances?

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

Vermont Department of Health ~ Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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IMPORTANT

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

¥

Part IV - Statutory Profile Questions

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data
repository within the Department of Health and to make individual profiles on all health care professionals
licensed, certified, or registered by the Department available to the public. Your practitioner profile is located
at the following website hitp://healthvermont.gov/hc/med_board/profile_search.aspx. o

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

T

38. Criminal Convictions [See 26 VSA § 1368{(a)(1)} ‘E(Check hare if none
Please provide a description of all crimes (felonies and misdemeanors: this includes DUI but not speeding

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

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

39. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)] ’;z[Check here if none

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

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

T
40. Vermont Board of Megical Practice Matters [See 26 VSA § 1368(z)(3)] ‘}(éheck. here if none

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

appealed.
(Date) : (Final Disposition - Summary)
(Date) (Final Disposition - Summary)

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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{Date) (Final Disposition - Summary)

41. Licensing or Certification Authority Matters in Other States [See 26 VSA § 1368(a)(4}]
“g@heck here if none

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

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

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

42. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)] \%Check here if none
Revocation/involuntary Restrictions

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

(Date) {Hospital) {State}  (Nature of Restriction) (Reason for Restriction)
(Date) (Hospital) (State)  (Nature of Restriction)  (Reason for Restriction}
B. Other Restrictions "%heck nere if none

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

each matter.
{Date) (Hospital) (State)
{Nature of Action) {Action)

O Inlieu G In settlement

{Reason for Action)

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

A Judgments E\X/Check here if none

Please complete the attached Form A and provide a description of all medical rhalpractice
court judgments against you and all medicai malpractice arbitration awards against you within
the past 10 years {10 years from payment date) in which a payment was awarded to a

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Cestification Renewal
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complaining party if not listed below. Please provide complete copies of documentation,
to include final disposition and, if possible, a copy of the complaint for each matter.

G Judgment i Arbitration

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

0 Judgment O Arbitration

{Date) (Court) {State)  (Nature of Case) (Amount Assessed Against You)
B. Settlements \yﬁChebk here if none

Please provide a description of all settlements of medical malpractice ciaims against you
within the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining parly if not listed below. Please provide complete copies of documentation,
to include final disposition and, if possible, a copy of the complaint for each matter.

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

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

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

Ny ey
What month and year did you start practicing as a Physician Assistant? Cf\/ Dy

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

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

faculties. o % "
o _b’;-\‘q\ﬁ ;Ef\\}b‘(\m,m%/ c P QN e e \3“‘1‘ ' (\j\}miel Q&""MEUC%\) -
(School)  (City) (State)  (Nature of Appointment) From {year) To (year)
{School) (City} (State)  (Nature of Appointment) From (year) To (year)
B. Teaching

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

Douood sk Neremst Suclmdnn A Rec s~y M Sddooky WS- Crese)
(School/nstitution) - {City) (State) {Nature of Teaching) From {year) To (year)

Vermont Department of Health ~ Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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48, Publications {See 26 VSA § 1368(a)(13)]

Note: Answering #46 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your publications in peer-reviewed medical
fiterature within the past 10 years.

N Dy _
(Title) (Publication) {Year)
{Tifle) (Publication) (Year)

47.  Activities {See 26 VSA § 1368(a)(14)]

Note: Answering #47 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your professional or community service
activities and awards.

NI

(Activities or Awards)

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

What is the location of your primary practice setting?
Sotinesas M
Town/City, State

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

Please identify any transiating services available at your primary practice location.
Are any translating services available at your primary practice location? B Yes O No

If yes, please describe the translating services available:

'\v\\i}(&uc\‘% Gy \@i-v:;,uc.\s

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

A. Medicaid participation _
Do you participate in the Medicaid program? \)Q’Yes B No

B. New Medicaid Patients
Are you currently accepting new Medicaid patients? ?J\(Yes 3 No

Vermont Department of Health — Board of Medical Practice — 20082010 Physician Assistant Certification Renewsl
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Part vV

[ hereby affirm that the information provided above is true and accurate, and that | have answered the
guestions to the best of my knowledge and ability.

Date: \%,’1 \Qﬁ%f WY f\“%lfyln%% 5j}J\4

Applicant’s Signature

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
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Vermont Department of Health - Board of Medical Practice

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

You must answer questions 1, 2, and 3.

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he or she is in good standing vith respect to or in full compliance with a plan to pay any and all child support payable under a
support order as of the date the application is filed. "Good standing” means that less than ontwelfth of the annual support obligation is overdue;
or liability for any support payable is being contested in a judicial or quagiudicial proceeding; or he or she is in compliance with a repayment ptan
approved by the office of child support or agreed to by the parties; or the licensing authority determines thahmediate payment of support would
impose an unreasonable hardship. (15 V.8.A. § 795)

1. Youmust check one of the two statements befow regarding child support regardless whether or not you have children:

ﬂ)‘ Fhereby certify that, as of the date of this apgication: {a) | am not subject to any support order or (b) | am subject to a support order
and | am in good standing with respect to it, or {c} | am subject to a support erder and | am in full compliance with a plan to pay any
and all child support due undr that order.

or
Q  Ihereby certify that | amNQT in good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose an uaasonable hardship.
Please forward an "Appiication for Hardship”,
Regarding Taxes

Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he orshe is in good standing with the Department of Taxes!"Good standing” means that no taxes are dusand payable and all
returns have been filed the tax liability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner $&xes, or
ihe iicensing authority determines that immediate payment of taxes wouid impose an unreasonable hardship. {32 V.S.A. § 3113)

2. You must check one of the two statements below regarding taxes:
t hereby certify, under the pains and penaities operjury, that | am in good standing with respect {0 or in full compliance with a plan
to pay aity and all taxes due to the State of Vermont as of the date of this application. {The maximum penalty for perjury is fiftean
years in prison, a $10,000.00 fineor both).

or
U thereby certify that | amNOT in good standing with respect to taxes due to the State of Vermont as of the date of this apphication and
! hereby request that the licensing authority determine that immediate payment of taxes would impose anrweasonable hardship.
Please forward an "Application for Hardship®,
Regarding Unempioyment Compensation Contributions
Titte 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade dmsiness
{including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or reai estate
space with any employing unit uniess such employing unit shali first sign a written deciaration, wer the pains and penalties of perjury, that the
employing unit is in good standing with respect to or in full compliance with a plan to pay any and all contributions or payments in Jieu of
contributions due as of the date such declaration is made. For th purposes of this section, a person is in good standing with respect to any and
all contributions or payvments in lieu of contributions payable if: (1) no contributions or payments in lieu of contributions are due and payable; (2)
the liabitity for any centributions or payments in lieu of contributions due and payable is on appeal; (3} the employing unit is in compliance with a
payment plan approved by the Commissioner; or {4) in the case of a licensee, the agency finds that requiring immediate payment obntributions
or payments in lieu of contributions due and payable would impose an unreasenable hardship,

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

U thereby certify, under the pains and penaities of perjury, that | am in good standing with respect to or in full compiiance with a
payment plan approved by the Commissioner of Employment and Training to pay any and all unemployment contributions or
payments in lier 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

& I'hereby certify that | amNOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
contributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request that
the licensing authority determine thatrequiring immediate payment of unemployment contributions or payments In lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.

or
\5( I hereby certify that 21 V.S.A. § 1378 is not applicable tone because | am not now, nor have | ever heen, an employer.

Social Security # Date of Birth

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

STATEMENT OF APPLICANT

| certify that the information stated by me in this application is true and accurate fo the best of my knowledge and that | understand providing false
information or omission of information is unlawful and may jeoparde my license/certification/registration status.

§ ; iy .
Signature of Applicant i ,S:‘a""' Date ik/ \Q‘_JDQ@W
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 65401
{802) 657-4228

PRIMARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full I )on o, Caeun g
(Last) — (Firsty (Middle)
Mailing Address mp\ -
. (Office Name)
Lit ij\ \ Q}ﬂw ‘\Lﬂ\ AN, %-.w\ S S
i
o , (Street) ) e
Pocliasden AN OB R0 Zod- g4 - 5204
(City/Stafe) ’ (Zip Code) (Telephone Number)
Vermont License #: & 5A-006 796
Hospitai(s) where you have privileges: Hospital(s} Location Specialty “.
Fietoherdf /6/4 Hea fih (e Ve DeRL6 Tond VT & YN ONCoLoE >/

What arrangements have you made for supervision when you are not available or out of town:
SECan DA/ S FERVISNG  CHY SWC 1400 5 Wou i D CoVEN

CERTIFICATE OF SUPERVISING PHYSICIAN

[hereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities of
STEAIAIE STA M

» P.A_ while under my supervision. I further certify that the protocol outlining
the scope of practice, attached to this application, does not exceed the normal limits of my practice, 1 further certify that

notice will be posted that a physician assistant is used, in accordance with 26 VSA, Chapter 31, Section 1741,

i ysician assistants,

{ L
(Siéna{'tf?gf Superv@ﬁlg Physician)
Co-signature of PA: %M\L('%‘l"m% ,(::;f,d\g

Y o
Note: A PA who prescribes controlted drugs must obtain an 1D number from DEA. PA’s DEA Number {‘{\\‘3_10_1_)_“

~
i

20

I fm’ch(r certify that I have read the statutes and Board rules ggfemi

H ol
V" YDate)

e

Vermoent Department of Health — Board of Medical Practice ~ 2008-2010 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
: 108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full LQCOVH be Sulie AN
(Last) ' (First) - (Middle)
Mailing Address $‘\{-‘\t\n¢‘r f}\\\u, Hﬁc\'\L\QMt - Lk)u\mu‘s Hlouk CD[L 56-!’01 (o
(Office Name)
1\ Qolt\w%er Rocoy, Y% Flag, ANCC- My Qﬁ\i&\’mw
_ _ (Street) :
det\lwkon NT D SYs ‘ ) B4~ W
(City/State) Zip Code) : (Telephone Number)

Vermont License # O4O™ da [T

Hospital(s) where you have privileges: Hospital(s) Location Specialty
L J;ﬁ/cﬁf Lt foas oy B,

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I'hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medicat activities
of athenme  SNang + P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, doés not exceed the normal limits of my practice andthat in aceordance with 26
VSA, Chapter 31, Section 1741, the use of a physician's assistant has been posted.

I further certify that [ have read the statutes and Boa

\O/ @ el SN S A

(Date) (Signatw Supervibing Physician)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional sheets as needed.
Name in full oW, it pnengel ;O
{Last) (First) (Middle)
Mailing Address ;\Q&tt\ﬂ:r AN ch\\\f\QMt - udﬁu‘s H%L\vk va_ Sy
, 7 (Office Name)
\\\ QA)‘H‘-\W-\N p\\\mw, b Flag, DCC- m;]\ Qil\je_\\'iam
7 (Street)
&\)t Vs NY DSYar (o2 B4 W
(City/State) (Zip Code) (Telephone Number)

Vermont License #: OO~ 65\0{3‘61

Hospita}l(s) where you have privileges: ., . Hospital(s) Location Specialty
Pt D etab o LT CB s
e P

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

f hereb certif{\that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of 2ohorme  Shang » P.A. only when the primary supervising physician is unavailable and

only when consulted by the aforesaid Physician's Assistant. 1 further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normat limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician's assistant has been PO, éd.

4

I urther certify that [ have read the statutes and Board rules govemi.x}{phlcian Pt
- ( !’/ 7
\O/S/0( L
{Date)

(Signature of Secondary Supervising Physician}



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in fuil Eﬁi\ obioald (ya\m&\
(Last) (First) (Middle)
Mailing Address LQ\Lh Q\nem ¢ Lt (JL( Nt syie Gn ¢ di.u_;:.,
: {Office Name)
{Street)
(City/State) (Zip Code) , {Telephone Number)

Vermont License #:

Hospital(s) where you have privileges: Hospital(s) Location Specialty
A Jotich e trm Wil Corte A, Dlbtng (G- Onveghuiy
ileay bogy - O sy
C.bw\ta‘ Mg ey H%;‘f;&f[ 7n . Oacls

Q‘)F:‘({r H-M‘J('-\a[ C)ﬂ.f,..,‘- oh(«i‘a‘\t
List all physician’s assistants names and addresses you currently supervise:
[y( Of 5% Elabbeli,

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, 1 shal! be legally responsible for all medical activities
of  Nepbeome b\nk[ . P.A only when the primary supervising physician is unavailable and
only when Consuited by the aforesaid Physician’s Assistant. I further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26

VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted,

I urther certify that [ have read the statutes and Board rules zoverning physician asgiSfants.

(Date) M Cﬁ/ignature OT‘Secondary Supervising Physician)
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BTATE OF VERMONT - BOARD OF MEMCAL FRAC TICE
© 108 CHERRY STREET
RURLINGTON, VT 08401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Anarh additior ol sheets a3 needed.

Name in full \i’mvﬁ\\i Nane.

T (Last) (First) - (Middle)
Mailing Address __ Vj} sk W) c.\:;.__."f_f.um‘ -
(Office Name)
W]l \.}\ i L.C,HL. AL e
) (Street) 3
u'.g‘lib'\m\ . NT HSUSY _ %:.}l\ C‘K}‘Q~7wg
(City/State) (Zip Code) T lephane Number)

vermont License #:  BHO Douw34

Hospital(s) where you have privileges: Hospital(s) Loca on Specialty

e —

List all physician's nssistents names and addresses you cumently sup visc:

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Ih certify that, in zecardaper with 24 VS A, Chapter 31, [shalf e lagally v onsibte foF 2l ruciicsl acTivines
of ~u_\: AP.A. only when the prieary supervisis 3 physicran is unovailatie and
only when comaulted by the aforesaid Physiclon’s Assistant. [ furtheés camify that i protocoi o Hainig the senpe of

practice, atiached 1o this application, does not exceed the narmal limite of my pra- ice andthat in‘secondance with 26
VSA, Chapter 3. Section 1741, the use of a physician’s assistent has been posiec.

t further cerify that | have rood The statutes wnd Board nifer pove

ing physiclan: gistant.
s ow _( \EMM_,

(Dats) (signature of Sécondary Superv Ing Physician)




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05461
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Q\mbm Do

(Last) (First) {(Middle)
Mailing Address \\{Q‘ tand Ute 4 htm\.\v Ay
R PV ol SRV |
Wil X \[T bgqcﬁmet) | EON €1D- 700
(City/State) (Zip Code) _ (Telepheone Number)

Vermont License #: 042 O 00%0

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of en bonie  Zoail , P.A. only when ihe primay supervising physician is unavailable and
only when consulted by the aforesaid Physw;an s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat tn accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

I further certify that { have read the statuies aﬂd Board rulg

190 ’ To’) Oy @s-aanmmm —

(Datey (S:gnatMondaw Super?i’smgW




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full C Yord Q LA
(Last) (First) (Middle)

Mailing Address i\ﬁ( Mods s Coqin

(Office Name)
AN Coldaals Are o
(Street)
Ruiiadbsr 5 DS | Lsy osoy
(City/State) - (Zip Code) {Telephone Number)

Vermont License #: 04 L~0 O )

Hospital(s) where you have privileges: Hospital(s) Location Specialty
< A e : B FLSL\ St DS QT\

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

L hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legaily responsible for all medical activities
of ‘S toglen S , P.A. only when the primary supervising physician is unavailable and
only when tonsulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

[ further certify that I have read the statutes and Board rules gavemiﬁph {cian assistants,

A — 1)
[oafsc S
{Date} {Signature of Secf)n'dary Supervising Physician)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full L&QN'\ X Date TR

(Last) (First) (Middle)
Mailing Address C% kgg \\\\i\:\x S e 0 ‘03 i(n\ﬂ\-\ CQ’M(' -, :E"'\L

T

(Office Name).
9 Ce Aeastey B\We
o (Street) _ § ~
Boelinaken ik GSw oy o LS OVvesy
(City/State) (Zip Code) _ {Telephone Number)
Vermont License #: 04 200 {132
Hospital(s) where you have privileges: . . Hospitagi) Location Specialty
Aeddeor AN Mot Conce V0L sedon Lt 08/6YN
3

)

List all physician’s assistants names a%d addresses gou currently supervise:
D (x Weasb oy Wisl 1y (U ot e V’t TV G

J

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

1 hereby certify that, in Qccordance with 26 VSA, Chapter 31, { shall be legally responsible for all medical activities
of Stephamie S tAd , P.A. only when the primary supervising physician is unavailable and
only when\consulted by the aforesaid Physician's Assistant. | further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use ofa physician’s assistant has been posted.

1 further certify that [ have read the statutes and Board rules governing physician assistants,

TIER | e OO b MO

{Date) (Signature of Secondary Supervising Physician)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full QD\ a\Le AUCNY o 0
(Last) (Fisty (Middle)

Mailing Address 12 [{; oo O LY
{:‘f C} (olc i vy MOfﬁce Name)

¢ 7 . .. freet to- L m P

Joud v ) s ete oS

(City/State) - (Zip Code) - {Telephone Number)
Vermont License # O00O0 H 2 E%/ o<

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

Moy e AV -

List all physician’s assistants names and addresses you currently ﬂ ise:
o Stendaraa_

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordancg with 26 VSA, Chapter 31, 1 shall be fegally responsibie for all medical activities
of e /JimMAAzL/ fm A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

} further certify that 1 have read the statutes and Board ru? goveming physician assistants.

1oiad 5{2//&/

{Date}) (Sagn’ature of Secondafy Supervising Physician)




11/01/2006 WED 09:15 FAX ' Boos

STATE OF VERMONT - ROARD OF MEDICAL PRAC| ICE
108 CHERRY STREET
BURLINCTON, VT 05401
(862} 6574220

SECONDARY SUPERVISING PHYSICIAN APPLI!ATION

Please print. Incomplete applications will be retumed. Attach additionz sheets as needed.

Name in full Tl 31 0f S0
{(Last) (First) , {Middle)
Mailing Address QL"*"‘Y b OO G

_ Office Name)

SS9 s&"iﬁn DM

- Street ' N

C 5y Ko T dsfﬁ(L ) “D:'\,g‘{,ol,

(City/State) {Zip Code) ' (Tele shone Number)

Vermont License . 72 & ya

Hospital(s) where you have privi_lages: _ Hospital(s) Location: Speciﬂg .
Fleer el ffen Pt [T C En Jin © s v

SPLlr /(,-x.{q-;(m gy p'./J?IJ g T

s e,

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

CERTIFICATE OF SECONDARY SUPERVISING Pl YSICIAN

Lhereby certify that, in accordance with 26 VSA, Chapter 31, I shal! be legal ly respon: bie for all medical activities
of __Fupharme S¥ab/ <4 P.A. only when the primary supervising pt*sician is unavailable and
only when consulted by the sforesaid Physician's Assistant. | further certify that the p - stocol outlining the scope of
practice, attached (o this application, does not exceed the normal limits of my practice _ndthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

§ further certify that [ have read the statutes and Board rules govering physician assist. s,

ul il SEE L 2 ﬁ .

* {Date) ' {Signatare of Secondaf Supervising !'hysician)




11/01/2006 WED 09:14 FAX @oos

STATE OF VERMONT - BOARD OF MEDICAL PRAC™ |CE
108 CHERRY STREET
BURLINGTON, VT 05407
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLI ‘ATION

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

Name in full (3 Me R :&1‘« A
(Last) (Firsty ~ ' (Middle)
Mailing Address Q"‘C Mplen. OOf iy,

(Office Name) )
SS [T eV RN

%S{cet)

Tosiy Juchon VT 0S4 SR TS
(Clty/State) (Zip Code) A (Tele; hone Number)

Vermont License #: Z &, 1’2 C}
Hospital(s) where you have privileges: Hospital(s) Locatior Specialty
Elededo Mo Kel bt Cood ™ B3 oon T S5,

T

‘List all physician’s assistants names and addresses you currently supervis

Stephanie Stehe

_— e

CERTIFICATE OF SECONDARY SUPERVISING PH YSICIAN

{ hereby certify tha, in accorg; ith 26 VSA, Chapter 31,  shall be fegally respons ! e for all medical activitics
of _ ég f%l Y. _ZZ ~__. P.A. only when the primay supervising phr-ician is unavailable and
onfy when cofisuited by the aforesaid Physician’s Assistant. 1 further ¢entify that the prtocol outlining the scope of

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

! further certify that [ have read the statutes and Board rules governing physici i assista s,

/1o

(Datey </ (Signa

of Secondary ;iipeﬁising 1 wsician}




AL/VLAGUUU MDY VD, L9 AL wWivyve

STATE OF VERMONT - BOARD OF MEDICAL PRACT CE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 6894220

SECONDARY SUPERVISING PHYSICIAN APPLIC ATION

Please print, Inéomp!ctc applications will be returned. Attach additiona sheets as needed. .

Name in full RV i - Evelyy,
(Last) (First) (Middle)
Mailing Address c\'\fr‘ﬂp e O/ &,
Office N .
SS ( (‘vifc T}&) S
Street : -
T ooy Somchn T ow(s fe_)_“_ﬁ__v_ AR
(City/State) (Zip Code) - (Tel¢shone Number)

Vermont License #: O 4 3 -000 &340

Hospital(s) where you have privileges: Hospitai(s) Location Special
Eretelier Mlen HealthCare  Burlngtun, VT )ré/zf/!/v

List all nhsieian's assistants names and addrcsscs you carrently supervi:¢;
g“"fﬁ Ihaerie S tawn

[

CERTIFICATE OF SECONDARY SUPERVISING Pl YSICIAN

I hersby certify that. in a,cccrdancc with 26 VSA, Chaprer 31, | shalf be tegally respon. ble for all medical activitics
é‘? € MVL& LR N R adey P 6 only when the primary supervising pli ssician is unavailable and
0niy when consu!ted bY te o. ....:a:d Phiysician’s Assistant. { further certify that the ¢ otoco! outlining the scope of
practice, sttached to this application, doesnot exceed the norma! limits of my practice wdthat in accerdance with 26

VSA, Chapter 31, Scction 1741, the use of a physician's agsistant has becn posted

phé‘-sician assist: mis.

of Secondary Superv_ising Physician)

| further certify that I have read the statuies and Board rule

(o &

(Date) (Si

QVCTn




STATE OF VERMONT . BOARD OF MEDICAL PR, CYICE
108 CHERRY STRERT
BURLINGTON, VT 0540
(8025 657-4220

SECONDARY SUPERVISING PHYSICIAN App ICATION

Please pring, Incomplete applications will be returned. Aeh

' additic g sheets ag needed,
Nemeinfll__ Xhibeul  p

{Last) (Firshhy -~ *'hm_ﬁm
Mailing Address —— @_"J‘iju__,__ —_———
o
Cocbh jue N ‘*"..ngwﬂ L BL3-T334
(City/State) (Zip Code) | (T¢ ephone Number)

Vermont License 4: L‘LQ\ - 00100,
Hospitai(s) where You have privileges: Hospital(sy Locati - n Specialty
“W%

— e TR -@‘@5«;}@%

List all oh sician’s assistunts names and addresses voy currently super: se:
phy ) ¥ supe

——

N e

T ———— ———

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

! hereby certify that, in acg danc? with 26 VSA, Chapter 34, 1 shall be legatly respor ible for alf medical activities
of : 1o &é

; — v F.A onlv when the primay supervising Il ysician Is unavailable and
only whentconsulted by the aforesaid Physician’s Assistant. I furthe

practice, attached to this application, does not exceed the normal |
VSA, Chapter 31, Section 174 L, the use of a physician ' assistant

T eertify thay the 1 otocol outlining the scope of
imits of my practie andthat in accordance wigy 26
has beer: posted.

I urther certify that 1 have read the statutes and Board rufes Boverning phyvsician asyis | ns,

T (&lc) {'Signatz:réf‘. 7

1004
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STATE OF VERMONT - ROARD OF MEDICAL FR,. CTICE
108 CHERRY STREET
BURLINGTON, VT ps4g)
(802} 657-4220

SECONDARY SUPERVISING PHYSICIAN APP TICATION

Please print. Incomplete applications will be returned. Anach additicyal sheets as needod.

Name in full %__99(1&¥m Lo TR
(Last) (First) T (Middiey
Mailing Addresg . - E_n__"ﬂ__ e
- (Office Name) I
... {Street) .
Coinden 0T o570 62 = 74
(City/State) (Zip Code) _ -(_Tc ephone Numbser)
Vermont License #: j’/l - 0u i 044
Hospital(s) whers you have privileges: Hospital(s) Locati'n Specialty

~ Faac e S 5 W

List all physician’s assistants names and addresses vou currently super- se-

CERTIFICATE OF SECONDARY SUPERVISING ¥ IYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapeer 31, Eshall be legally respoi iible for all medical activigies
of S fy dnre Stw bl » P.A. onlv when the primary supervising ¢l ysician is unavailable and
only wheén consulted by the aforesaid Physician's Assistant. 1 further tertily that the --otocgl vutlining the scope of
practice, attached to this application, does not exceed the normal limitg of Mty practics andrhat in accordance with 26
VSA, Chapter 31, Section |79 I, the use of a physictan’s assistant has been posted.

! further certify that I have read the statutes and Board rules go
nldloy
{Date) h— (5%

13N ASSIS s,




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. Attach additional
Name in ful} Q’c ddicle Da AN

(Last) ' {First) (Middle)
Mailing Address_ \&xther Pt MeettinCore - Wammens Meoli Core Sernien

. (Office Name)
\\\ QD\Q.\\LS%!{‘ h\){_’nu*, L{*L ‘:idg,« R(‘_{’ mh« QQ‘-JL\\.MA

(Street)
QNt\‘w&&h = DSYe \ree o3\ 4 1

(City/State) (Zip Code)

sheets as needed.

(Telephone Number)
’ I i
Vermont License #: D4o- LOIY]

Hospital(s) where you have privileges: Hospital(s) Location , Specialty
93)5 f»ﬂ/;i/,/g, "6?/. 2 ’af'ff?f’?é/ 4
¢

List all physician’s assistants names and addresses ou currently supervise:
phy y p

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I'hereby certify that, in accordance w;th 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of e_o\\cmt. SNy . PLA. only when the primay supervising physician is unavailable and
only when consulted by the aforesaid Phys:cxan s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal inits of my practice andthat in ge€ordance with 26
VSA, Chapter 31, Section 1741, the use of a physician's ass' L has been posted.

1 further cjy/th}/éave read the statutes and Board gy

/(D)




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

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

Name in full (\ﬂot 0L, QX/\{H.%\'\M,
(Last) % (First) (Middle)
Mailing Address Y‘\t&i\m Pl Heetnin Qoo - Wame-s Heoldt Care ST
, (Office Name)
W Caldhsyee Bocngy, U Flay, NCC- LIS Q&\}l\\lew
& (Street) ,
(5&“ Vimson  NIX DSYot ' (o 4 Y00
(City/State) (Zip Code) , (Telephone Number)

Vermont License #: 040 00d] ‘@“]

Hospital(s} where you have privileges: s Hospital(s) Location N %egiatty
f:/’:)f"\’(, j j} A {j’weg f; i ,7 C/{d f‘%"/w

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereb certif{‘that, in accordance with 26 VSA, Chapter 31, [ shall be legally responsible for all medical activitics
of echene S + P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant, [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practics andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

ve, ihg yAician assistants,
, ! f’ﬁ/ M T
Lo/a/ne [ [ Mt D

(Date) (Sign?fu_ré Secohdary §upewi§§ag Physician

! further centify that | have read the statutes and Board rules

|



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

SECONDARY-SUPERVISING PHYSICIAN A

N-APPEICATION

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

Name in full er« Qe te .
(Last) (First) - (Middle)
Mailing Address __ "Vktber Bl HeettinCare - Wamin-s Moot Cort Svrs «
, (Office Name)
W Cotehsy e Ntnu*, b Tlay, ALC- Mew Q_Nx\\l s
& (Street) S .
ottinson T DSYo. iy
{City/State) (Zip Code) {Telephone Number)
Vermont License #: 010~ 1099 43
Hospital(s) where you have privileges: Hospitai(s) Location Specialty
A'7Y 2t \Pwea, T OB Gy, JRET

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

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 e pher  SNaag » P.A. only when the primary supervising physician is unavailable and
only when consulied by the aforesaid Physician’s Assistant, [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

i further certify that [ have read the statutes and Board rules governing physician assistants.

16/ /D8 72

’ (Date) {Signature of Secondary Supervisi;g Physician}




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be retuned. Attach additional sheets as needed.
Name in full Q:)?um:%cal A L
{Last) ‘ (Firsty - (Middle)
Mailing Address ‘;\éﬁt\m‘r Al Hic\\L\Qau . L\Jamu‘ 3 Hioul. C‘.D:L NN
(Office Name)
W Cotdhusyre Bocow, Y% Flag, BCC- M Coydion
_ {Street) .
Lattin o X DSYs\ ' (o - Yoo
{City/State) (Zip Code) {Telephone Number)

Vermont License #: OM2 - Opo{o)

Hospital(s) where you have privileges: Hospital(s), Location Spegcialty

' - Y . i ; ";; e , ) S 4 :f
L rrede. W i ”?/”Xé:? z%fféfié, & 32, ‘ffiﬁ;/u’“gif? &7 %5" L

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

+ Chapter 31, 1 shall be legally responsibie for all medical activities

» P.A. only when the primary supervising physician is unavailable and
only when conisulted by the aforesaid Physician’s Assistant. | further certify that the protocol outtining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
V8A, Chapter 31, Section 1741, the use of a physician's assistant has been posted’

! hereb ccrtif{\ihas, in accordance with 26 VSA
of  hapherie S\

! furtthti that I have read the statutes and Board goy

[0 ¢

r (Date)

(Sighhture of Secéﬁdary SupervisitgPhysician)
p



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

SECOND ARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full P\ Wpoo Mo
(Last) (First) - (Middle)
Mailing Address ;-\Q;\Q—\"‘f\' !}\\\&h “("\\L\Qﬂ“ - L‘-)Mﬂc‘a‘s Hiel-\"- Qﬂn Sera o
, (Office Name)
\\\ C-D\Q—\f\lé'\!f Nmu%, L!*L pqu{ h\c«‘:“ mé‘ﬁ‘\ Qﬁ‘\if&\\‘mw
) {Street)
Q}Q%\,‘m\f(&yﬁ ) \3—( DSYal ‘ @03\ %47 lLfOO
(City/State) (Zip Code) ' (Telephone Number)
Vermont License #: C12-Dore22 o
Hospital@ where you have privileges: o }i’ospitai(s) Location Specialty
A5 Sl g PG fr 7 gl 5;?“;; £

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

S Ll S TEE L
[

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities
of : e,‘}\n.cn} £ SNoing » P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesatd Physician’s Assistant. | further certify that the protocol outlining the scope of

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

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

{/ (6 /bé mbu@\ \V oo ZCV?

" (Date) (Signature é\f Secondaly Supervising Physician}




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

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

Name in ful} mﬂbg&r : (\mf i Sl
(Last) ' (First) (Middle)
Mailing Address ‘;\i\t\fvr Nie, Heetain Qo . Waomeas Heoldt CJJ:L e c
_ (Office Name)
W Caldsyr Bucau, b Flag, NCE- {Nae Q&\i&\k o
‘ (Street) -
Butbinson \X DSYol o - 140
(City/State) (Zip Code) ‘ (Telephone Number)

Vermont License #: 042 =006

Hospi%(,s) where you have privileges: -, Hospital(s) Location _ Specialty
S CSet Loy 7 75

List all physician’s assistants names and addresses you currentl supervise:
phy . y y sup

4

SOt g A St

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, | shall be legally responsible for alt medical activities
of eghene  Shainyg » P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocel outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practicefandthat in accordance with 26

13

V5A, Chapter 31, Section 1741, the use of a physician’s assistant haf_ been posted,; /
a3

i

\0/’5/()[, i ./

| further certify that [ have read the statutes and Board rules g_o\{;émfng (zhysician
(Date) (Signaturé of Secbfidaty Sgﬁising Physician)




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

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

Name in full zt}iﬁtb Q aiket C..

(Last) ' (First)y (Middle)
Mailing Address __*V&xebye Mo Heewn Core - Worman-s Heottt, Care Sventco
_ (Office Name)
\\\ Q_.)\t\-‘nlﬂr p\)tﬂun L‘*{' ‘:lddr QC—C‘ mﬂx Q{N'a“.t B,
(Street) .
Qbm\l ngion N DSYal _ @a’n\ 4 10
(City/State) (Zip Code) , (Telephone Number)

Vermont License #: [ MO~(>to114

Hospital(s) where you have privileges: Hospital(s) Location Specialty,”’
Fledeher Allg, o W Covar FSL«L/[.'(;“L.,\ T O%\/U///MF@
= /4

List all physician’s assistants names and addresses you currently supervise:
«l 4 -

DY N AR Yy S

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

of aphon e A » P.A. only when the primary supervising physician is unavailabie and
only when consulted by the aforesaid Physician’s Assistant.  further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

I further centify that | have read the statutes and Board veftiing physician assistants,
Nov. 65 700k \\

{Date) {Signature gL.8e A ry Supervising Physician)




STATE OF VERMONT . BOARD OF MEDICAL PRACTICE
: 108 CHERRY STREET
BURLINGTON, VT 0540}
(802) 657-4220

~MWWSEC—GNBAR¥~S{}PERWSI-NG*PH&‘S{C—MKPPW#FTON

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

Name in full QQ(}E\&} E'\w’.&mr L
(Last) : (Firsty {(Middle)
Mailing Address ;‘\Gﬂ»\ﬂt‘r Rlie, ch\\‘ﬁQ‘m - l-*)dmu‘s Hﬁot-\i- Qou Sveevl e
. (Office Name) _
\\\ Q&)\Q\r\!b-\.‘{' Nmu!, Li*%' v lag, AL (- mél\ QQ\J—'«\U ain,
(Street) .
Batlnson DSYal o3 w10
(City/State) (Zip Code) _ {Telephone Number)

Vermont License #: O4D~ DL S

Hospi’;&}ﬁ where you have privileges: __Hospital(s) Location _ Specialty
- /‘52/?'(? /£ p%/}/q,ft: )"‘Qﬂ &t f%«f‘ﬁz’ﬂﬂ

List all physician’s assistants names and addresses you currently supervise:
pa y Y sup

- /s el
g alary \ Tyl

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

1 hereb cenif{\that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities
of ___Thapheric  Shany » P.A. only when the primary supervising physician is unavailable and

only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat i dance with 26
V3SA, Chapter 31, Section 1741, the use of a physician's assistant has been posted, /

I further certify that [ have read the statutes and Board g physici
Vr
L2/3/n |

il

/ (‘Efafc)yf (STgimttire of Secorﬁdary’ Supervisiuff Physician)




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

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

Name in full q&un‘\ : Q-&\e( C
(Last) ‘ (First) - (Middle)
Mailing Address " \exabee Bl WeettinQore - Warmn-s Mottt Care Serys ¢
_ (Office Name)
i\ Qi)l“»\‘\!&‘\f{' pd\)mu*, 4 Flag, ACC- N Q&\}J\\mu\
‘ (Street) ‘
N DSYot R S N
(City/State) (Zip Code) : {Telephone Number)

Vermont License #: &) ~00 { / 205

Hospital(s) where you have privi | Hospita s). Location Specialty
?! ? llféa/ @/( V\)\z/\ < § %{A

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

S o, ?ﬁz@?/ﬁ‘ R@=r v

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereb ccm that, in accordancc w1th 26 VSA, Chapter 31, [ shall be legally responsible for all medical activities

et » P.A. only when the primary supervising physician is unavailable and
onIy when consulted by the aforesa:d Phys:cxan s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of fy practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

I further certify that [ have read the statutes and Board rules govemmg p (yj%,asnstams

3@/3/0/Q ?

(Date) (Signature of SBc ry Shperdsing Physieian)




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
: 108 CHERRY STREET
BURLINGTON, VT 65401
(802) 657-4220

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

Name in full L\) Ly p T\ Sebehl 'q
(Last) (First)y . (Middie)
Mailing Address ke Pl HeeinQars - Wapnens Heetit, Core Servicn
A ‘ (Office Name)
\\\ !\‘;ch-\rw%rr NLT\U‘; L,*L ‘:l"ldr Y\C-C* mé'el-\ QQ\!&\\‘.\“\
& (Street) .
N N RN iy
(City/State) (Zip Code) (Telephone Number)
Vermont License #:  OY%- OGY2921
Hospital(fl where you have privileges: | __Hospital(s} Location Specialty
foidlrd £ (Y P gf,?‘fi”w? &7 -4 ﬁ’:ﬁﬂ 4

List all physician’s assistants names and addresses you currently supervise:
S0 gt S THAC
-

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

| further certify that [ have read the statuies and Board rules governing physician assistants.

la- 3 - o Flulle — (Wooepar)

(Date} {Signature of Seconﬂary Superj ing Physician) \)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full \J\ o\ LigtA Q«J\:,Osv
(Last) (First) (Middle)
Mailing Address y\i’:kd\o— Pler \'{fci-\L\Cc:t 3 L)Af’hﬂm'b Ky
. o w(Ofﬁce Name) .
\\\ (A)\(t’\fd\'b b\u{_* L‘ gia.u &LL - mfl‘ 9‘“‘%!?&,};.,
(Street)
Qbui fomydte S O3 6 ‘ N oy
(City/State) (Zip Code) . (Telephone Number)
Vermont License #; D10 -binls SI0
Hospital(s) where you have privileges: P Hosgita}(s) Location _Specialty
LA s Luptiogrn, L7 RS, ,

List all physician’s assistants names and addresses you currently supervise:
DTl S T

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

L hereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be iegaily responsible for all medical activities
of Dvephene S\al + P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. I further certify that the protocof outlining the scope of
practice, attached to this application, does not excecd the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

! further certify thq] ! havesread the statutes and Board;/r;i;ﬁg:ove sigian assistants. 0

L) 14/ \
/ U(Dar!,é) / {Sighature of Secoridary Supervising PhW




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

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

Name in full Q)Qhﬁgq ) Elire Ll N
(Lasty ' (First) (Middle)
Mailing Address \:'\ém\nu Allee, Heetsi Care . Wamea s Heolde Core Svem L
, (Office Name)
W Cotdnrsyre Bowy, Y Flag, ACC- Ms Qﬁ\jg\\'ww
‘ (Street) \
Bartingon \F DSYal B3 547 1
(City/State) (Zip Code) (Telephone Number)
Vermont License #: { ZL! Q“'mwﬁl
Hospital(s) where you have privileges: T Hospital(s) Location Specialty
Lty e Bitlowin &7 2

pt

S X pthorer K 7oA

£

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereb cenif{\lhat, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of e pherit  SNaiag » P.A, only when the primay supervising physician is unavailabie and
only when consulted by the aforesaid Physician’s Assistant. I further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician's assistant has been posted.

I further certify that [ have read the statutes and Board rules governing physician ass

[0~ —0%

(Date) (SignatuWry Supervising Physician)




wivug

STATE OF VERMONT . BOARD OF MEDICAL PR.ACTICE
108 CHERRY STREET
BURL[NGTOM YT 0340)

(862) 657.4720

SECONDARY SUPERVISING PHYSICIAN app JCATION

Please print, Incomplete 2pplications wilj pe returned. Atlach additic, 2l sheets ag needed.

| Stima

Name in fyll }_-;Md_,:x“ e L .
(Last (Fiesyy 77—

(Middle)
Mailing Address Ok-‘ i
C} (Office Namey — = ™ —
C%L L(L'M& il\uc, )
N L S V4 TGhey T e
. i rt‘:(,t_) .
I OSTeL e _
{City/State) (Zip Code) _ {T¢ ephone Number} —

Vermont License #: A~ CUIIT 2

Hospital(s) where you have privileges:

Hospitalrs) Locati n Specialty

W.M

List all physician’s as'sista[ljsinam_f_i;_andaddwsseﬁ—ynudcu. Tently

VSupen ge:
——————

T e— e - s

T T e e e s

Y m—— T ————

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereh erify that, in accor ance with 26 vSa, Chupter 31, { shap be lepally Tesp0t :ible for el medieal activities
of %g_ aflf . pa only when the Primany SUPETViSing p - ysician is unavailable

and
enly when chasuired by the aforesaid Physician's Assistanr I further Certif that the | otocof outlining the scope of
practice, attached 1o thic application, does no exceed the no

mal limits of my Praciice wdthat in accordaney with 26
VSA, Chapter 31, Scotion 1741, the pse of a physician's assistant hag been pusted.

Efurther cenify that have read the statuges ung Board rules goveming physician assisr. nys,

Aniloe il A T
(Dare) {Signature of Ger any Supedeisy 8 hysician)



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 065401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full QDEA‘ nS% Xra
(Last) (First) ‘ (Middle)
Mailing Address M/{ﬂ?aﬂﬂ /%%4 /cff/f»‘jg /;‘jz%f ,/d;.%xfgf
C ) : (Office Name)
/' ,xf gyl g’f}ﬁ? d af”“;f’y/su)?:"fy{,. SV A€
D / . (Street) o _
S pag Ty YT Asrea KLY -for D
(City/State) (Zip Code) ' (Telephone Number)

Vermont License #: S"/Q 0w G

Hospital(s) where you have privileges: Hospital(s) Location Specialty
[ Ll [ T Cvss

List all physician’s assistants names and addr€§§es you currently supervise:
;g /\2’: ﬁ/}f‘»}/? /':/““ ki' /";}.r’f/é_?_féfé

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I'hgreby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible forall medical activities of
s\winm‘u ekt » P.A. only when the primary supervising physician is unavailable and only when

consulted by the aforesaid Physician Assistant. 1 further certify that the protocol outlining the scope of practiceattached

to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,

I further 7riify that I have read the statutes and Board ruléygoverni

Section 1741, the use of a physician assistant has been posted.
hysician agdidtants.

T {Date) (Signature of Secondify Su erv‘iﬁng?ﬁysiciam)
p

Yermont Department of Health ~ Board of Medical Practice - 2008-2010 Physician Assistant Certification Renewal
Page 16 of 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4226

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full = DhinSoi ANTY I
(Last) (Firs) . (Middle)
Mailing Address Lz J2hn A, *;’/,—4; i 73

- P (OfficeName)
,/ﬁ.,/ ,/f (/ a2 p //;r” ’ﬁf\{) h& /“f ,{ e 7 ”}S’ﬂﬁ e ?ﬂ

. | o (Street) e e _,
Rutlok 720 7 ol gu) Keb §2 -/,
“(City/State)  ~ (Zip Code) ' (Telephone Number)

Vermont License #: ﬁ;’f” L~ ol 9,
Hospital(s) where you have privileges: )xj}-iospitai('s) Location ;%F}pecialty
(A Lt fong Py LT CAr gy

List all physician’s assistants names and addresses you currently supervise:
ST phngse (el

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I here%iertify that, in accordance with 26 VSA, Chapter 31, [ shall be fegaliy responsible forall medical activities of

Yphen t bt . P.A. only when the primary supervising physician is unavailable and only when
consulted b}; the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice,attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted,

e
I further ceptify that I have read the statutes and Boardfg;uiesg‘é‘ffé’r’h‘i‘rrg\physi;ié‘x assist;im

i/ w g ; ) o
19 /09 g, (DCep,
/" (Date) {Signature of Secondary Supervising Physician) 7.

Vermont Department of Health - Board of Medicat Practice — 2008-2010 Physician Assistant Certification Renewal
Page 16 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

ro ] f‘r’_‘ﬂf /
Name in full é"»)é)/?(‘/“l { f’f Eond
(Last) (First) & (Middle)
Mailing Address LA LA P /5//;‘5;,)? "‘;’; e a3
o (Ofﬁceﬁ%&me)
Al LS T Ay e
oy, Bweey e g
D it gy T U7 PS40,  Kib) fe D58,
(City/State) (Zip Code) ' (Telephone Number)
Vermont License #: "i—f’,l ) ?ff":f;’é/‘f’}/
Hospital(s) where you have privileges: Hg;spitai(s) Location ﬂ_‘SpeciaEt.y.
[ A ot Long P T < ”{f s €
,;(;f s'/}? - f{;/ iem LT 7 Loy 02 o
ey & fzr,% e ef”"‘f"‘_ G e

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

F hereby certify that, in accordance with 26 VSA, Chapter 31, I shali be legally responsible forall medical activities of

%j‘“{_” VA 7 f e 7278 , P.A. only when the primary supervising physician is unavailable and only when
consulfed by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

/f!z/jﬁ/ 6F b
"(Date)y —V (Signature of Sec@iary Supe@g Physician)

Vermont Department of Health - Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
Page 16 of 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(862) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in ful]

(Middle)
A #_v._,..ﬂ -
Mailing Address /77 /LA /“‘"/ N ot L
A7 ) ) (Office Name)
Dl e Ty 7
“ (Street) ‘ P o
. Llrors (i 842 /590
(City/State) (Zip Code) : (Telephone Number)
Vermont License #: /742 .0d // 24 ¢
Hospital(s) where you have privileges: Hospital(s) Location  Specialty
LA ¢,5jié”’lw’é‘".-xi5-'wg;» Ay L0704 (e
List all physician’s assistants names and addj.esses you currently éupervise:
R L Ry W
)
CERTIFICATE OF SECONDARY SUPERVISING

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally respohsible forall medical activities of

S Bk S e . P.A. only when the primary supervising pj
consdlted by the aforesaid Physician Assistant. [ further certify that the protocol ofitlining the scope of practice,attached
to this application, does not exceed the normal limits of my practice and that in ackordance with 26 VSA, Chapter 31,

Section 1741, the use of a physician assistant has been posted.

(,ff/ - (/,T//,}, 4,/”/7 . ‘ N .
(Date) (Signature of $¢€omdarSupervising Physician)

Vermont Department of Health - Board of Medical Practice - 2008-2010 Physician Assistant Certification Renewal
Page 16 of 19



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

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

Name in full C:\-\ £ D\ Qt&!r
(Last) (First) (Middle)

Mailing Address __Wnnngn 5 e Cf@'(‘” paoce
. N 4, (Office Name)
Eank Gy Al lewel 4 W (olchestey POC

. ) b — (Street)
Dt Laaden Vi 07N
(City/State) ﬁ\ (Zip Co&e) ' (Telephone Number)
Vermont License #: f’!ﬂ} -Qeobss ¢
Hospitai(s) where you have privileges: , Ho%)ital(s) Location Specialty
f«f’” O (L Lrg 4 oy

L 'f;?«r,ﬂ’jzﬂ 027 S e n

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

$Z phare_ ST4/

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

Lelrtiny el » P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice,attached
to this application, does not exceed the normal limits of my practice and that in accos gance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

[ further certify that I have read the statutes and Board rulesgove

(Date) v (Signamrqigé%conﬁglﬁw’vising Physician)

Vermeont Department of Health — Board of Medigal Practice — 2008-2010 Physician Assistant Certification Renewai
Page 16 0f 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full maurtr ‘“Q(H
(Last) (First) (Middic)
Mailing Address 99 7 {bloav (o VL4
- (Office Name)
A
: - . (Street) i . .
o v don | 05499 Gr-94-]bo”

]

(City/State) | (Zip Code) (Telephone Number)
Vermont License #: 1 7-00 10177 )

Hospital(s) where you have privileges: Hogpital(s) Location ~ Specialty
T fovliagion , VT 0.5) G

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

%ﬁﬁ\am W b\

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I here%cjerrtify that, in accordance with 26 VSA, Chapter 31, T shal! be legally responsible forall medical activities of
Mthlheni & Dheli . P.A. only when the primary supervising physician is unavailable and only when

consulted by the aforesaid Physician Assistant. 1 further certify that the protocol outlining the scope of practice,attached

to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,

- Section 1 741; the-use-of a physician assistant has-been posted. e -

I further certify that [ have read the statutes and Board rules governing éﬁkn)ysician ﬁsﬁants.

ke | / \

(1*)ate) ! {Signature of Sﬂcondffry Supervising Physician)

Vermont Department of Health - Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
Page 16 of 19



The University of Vermont

DWISION OF GYNECOLOGIC ONCOLOGY
'AMBULATORY CARE CENTER

111 COLCHESTER AVENUE

MAIN PAYILION, | EVEL 4

BURLINGTON, VT 05401

PH; (802) 847-5110; FAX: (802) 8470498

Board of Medical Practice
Vermont Department of Health
PO Box 70

Burlington, VT 05402-9990

November 19, 2007

To Whom It May Concern:

Please allow this letter to serve as verification that Stephanie Stahl, P.A.-C has been
employed full time as a physician assistant with our practice since February 14, 2005.
She works as a physician assistant with our inpatient gynecology and gynecologic
oncology service, and also sees patients in our ambulatory care clinic for routine
gynecologic care.

Please feel free to contact me with any questions.

Cheung
Director, Bivision of Gynecologic Oncology
Associate Director, Residency Program in OB/GYN
University of Vermont / Fletcher Allen Health Care
802 847 3919 (phone)

802 847 0496 (fax)




(T Womau's ohe

Ol

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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Narre in full (j oo Q;\'\ULE{
(Last) {(First) : (Middle)
Mailing Address \_fr V\/(N\A@US aﬂ.@('(ﬁ
’ (Qffice Name)
23 MM@@M
Streei‘)

%ﬁm 4o _ 80) 263 .00\

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

Vermont License # VT FtlbS

Hospital(s) where you have privileges: Hospital(s) Location Spemaity
Flobcben (A’z (G ecdtin. Caie Bud %m\m il O/ }(é/;’,,f vi

List all physician’s assistants names and addresses you currently superwse
Kadva landov  Cade Nididas  Tarad \/ wif Hﬂtf&m& vatésﬂ i
_—}L\M, (’[ﬂf{/m’ﬁ/\ A\Aﬁw'ﬁ’f ?wvng q

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby cerllf[v\that in acc rdance with 26 VSA, Chapter 31, [ shalf be legally responsible forall medical activities of

Gt L ki . P.A. only when the primary supervising physician is unavaitable and only when
comulted by the aforesaid Physician Assmtant 1 further certify that the protocol outlining the scope of practice attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted,

1 further cer‘rify that { have read the statutes and Board rules go%mm&
/ /4 / }% (

L (Date) (Signature of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2008-2010 Physician Assistant Certification Renewal
Page 16 of 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
168 CHERRY STREET
BURLINGTON, VT 05401
(862) 657-4220 '

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete applications will be returned. /ﬁé.ttach additional sheets as needed.

A7

Name in full ;f’:j/} J AL .,;ifi'/gli? 7 ,f!&..
" (Last) (First) (Middle)

Mailing Address __(Mpiseolodn OB[Ggs

! (OlfﬁcéJN ame})

% fMain S -
£S5k ot I tref%%“ 2. 802 B19.(eon

(Zip Code) ' (Telephone Number)

(City/State)

Vermont License #: Q 5{,2 -007 / ‘%/é;é?

Hospital(s) where you have privileges: Hgspital(s) Location Specialty
5’“7_/4'{:‘” i C %ﬁ}flrb-v{*j‘ﬂﬂ"% T L5 i)

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

1 hergby certify that, in accordance with 26 VSA, Chapter 31, T shall be legally responsible forall medical activities of

. jﬁ /3 J’Ju’ ) Sl / , P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice,attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted,

I farther certify that I have read the statutes and Board rules governin g physician assistants.

A 5% R e

(Date) (Signature of Secondary Supervising Physician) “~

Yermont Department of Health - Board of Medical Practice ~ 2008-2010 Physician Assistant Certification Renewal
Page 16 0f 19



T iWomend Ueice

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

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

Name in ful} Q)u»! atTh V\ Yim
(Last) (First) . (Middle)

Mailing Address \n— ' ]_NWA:\:\ w@{f;@f
. Office Name)
22 Mmgf/nd& A -
. . {(Street ,
méﬁm VT 05155{ 02 80>, 9004

( Cify/ State) - (Zip Code) ' (Telephone Number)

Vermont License #;

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Uhergby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible forall medical activities of

tpbant bl » P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice,attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

1208 [ A~

(Date} {Signature O\F“S(econdary Supervising Physician)

Vermont Department of Health — Board of Medical Practice ~ 2008-2010 Physician Assistant Certification Renewal
Page 16 of 1%



T womeu's (lugice

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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full 0L “Suse N
(Last) (First) - (Middle)
Mailing Address , 2.3 Wé{d& e - \f_‘WCW?M% M(Q,
(Office Name)
(Streei)

n%\“csv\ OSHO! 802 863900
(Clty/ State) (Z}p Code) ‘ (Telephone Number)

Vermont License #: £47  cop S92¢

Hospltai(s) where you have privileges: Hospital(s) Location Spemaity
FH e Pu ;/Lw? (v WL Q;fm @c,f,&rgi

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Fhereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible forall medical activities of

Yoh e i & el » P.A. only when the primary supervising physician is unavailable and only when
constlted by the aforesaid Physician Ass&stant ! further certify that the protocol outlining the scope of practice attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rulwmlng ph / ssistants.

[sos e,

(Date) (Signatuf&or Secondary Superwsmg Physician)

Vermont Department of Mealth - Board of Medical Practice ~ 2008-2010 Physician Assistant Certification Renewal
Page 16 of 19



Choossplain V06yin

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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full g‘\u'\r\bx\,\ Voare
(Last) (First) o (Middle)
Mailing Address C&'@LU/D%AV’% @7%/ Gy
' (Offidk Name)

55 Man $t
Essex fot W(B?i%z _ B02.819.802

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

Vermont License #: {Y2- 06/ 08 F O

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

it
Ao Auc (e M&?;}zr\ 7 /I (’)6//,{/)//\_/

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hegeby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible forall medical activities of

Ughawe It - P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I fwther certify that | have read the statutes and Board rules governing physician assistants.
12/ st Tl
4 f{ s ay yye w e,

&

(Date) (Signatyfe of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2008-2016 Physician Assistant Certification Renewal
Page 16 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

,I‘j‘, fj 7 -
Namein full___ /75 At zncy
(Last) - (First) /. {Middle)
Mailing Address
(Office Name)

e T Jarset Steet 27‘@ &
tfreet)
aﬁfﬁxmﬁ}\f{{wﬂ /‘{' (\6“ /:?3

(City/State) (Zip Code) ' (Telephone Number)
Vermont License #: (_}(j t:;' 2( O f )f)%;(
Hospital(s) where vou have privileges: Hospital(s) Location ecx
A T ar urraé% Uj ( &%5’14:’1/7

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby cemfy that, in accordance with 26 VSA, Chapter 31, 1 shall be legaily responsible forall medical activities of

\, B e,y §/ ey / » P.A.only when the primary supervising physician is unavailable and only when
consulted by the aforesaid PHS/SICIQH Assrstant I further certify that the protocol outlining the scope of practice attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted,

I further certify that I have read the statutes and Board rulesgoverning physici?t( assistants.

\4log | o A

' {Date) (Slgnature of Secendar_\}' gup’i"vgsmg Physician)

Vermont Department of Health - Board of Medical Practice — 2008-2010 Physician Assistant Certification: Renewal
Page 16 of 19



WOMEN'S HEALTH CARE SERVICE I alliance with
The University of Vermonsz

State of Vermont — Board of Medical Practice
January 18, 2008

To. Whom It May Concern:

The enclosed information goes with the rest of Stephanie Stahl's packet that was

sent on January 8% 2008.

Sincerely,

g

‘ . T C\:\, “;i,.‘?"'m/ :
é(ﬁi‘;t(e_mﬁ_,{} é.e_.j.ﬁwifé;e;m,ﬁ:r
Earline §. Whitcomb
Financial Associate
FAHC - Women’s Health Care Service
802-847-7785

UHC CAMPUS | South Prospect Street Burlingten VT 05401 802.847.1400



PHYSICIAN ASSISTANT SCOPE OF PRACTICE

WOMEN’S HEALTH CARE SERVICES
FLETCHER ALLEN HEALTH CARE
111 COLCHESTER AVENUE
BURLINGTON, VT 05401

a) NARRATIVE

Fletcher Allen Health Care, Women’s Health Care Services is composed of a team of
professionals who provide the full scope of OB/GYN services. Physicians certified nurse
midwives, nurse practioners and now a physician assistant work in collaborative
arrangement. The physician assistant will provide GYN and OB care to our patient
population, as do our existing providers. Resident physicians and students rotate through
the Women’s Health Care Services during their training.

Physician Assistants practice under the supervision of attending OB/GYN physicians.
The primary role of the PA is to provide ongoing care for female patients as determined
by the PA’s training and experience and by the services provided by the supervising
physicians. In addition, PA’s are involved in both didactic and clinical training of
students.

b) SUPERVISION
Supervision of the PA is provided by the primary supervising physicians or one of the
secondary supervising physicians when the primary supervising physicians are not
available. One of the primary or secondary supervising physicians is available 24 hours a
day, 7 days a week. Supervision may include the following mechanisms:

1. direct supervision by an attending physician

2. consultation with an attending physician in person or by phone

3. retrospective chart review

4. partricipation in Women’s Health Services quality assurance

meetings.

c) SITES OF PRACTICE

Fletcher Allen Health Care, Women’s Health Care Services:
MCHYV Campus, 111 Colchester Avenue, Burlington, VT
UHC Campus, 1 South Prospect Street, Burlington, VT
UHC at Blair Park, Williston, VT

d) TASKS

The following list is intended to express a sense of involvement in medical care provision
and is not intended to be all inclusive or limiting, except as specifically excluded by the
Board of Medical Practice, health care facility, or law. At no time will the physician
assistant function in a capacity that exceeds the normal scope of practice of the
supervision physicians. The supervising physician may delegate any and all other tasks
that by reason of training and experience, the PA can be expected to perform.

Revised 12/07



elicit patient histories

. perform physican examinations

3. order laboratory exams, radiographic imaging and other diagnostic
testing

4. write nursing and other therapeutic orders to be carried out in

- accordance with hospital policy

mterpret diagnostic and screening studies

provide telephone advice

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

8. msertion of IUDs

9. perform routine gynecologic and obstetric tests, including, but not
limited to Pap smears, endometrial biopsies, vulvar biopsies

10. insert IV ines, catheters, obtain venous and arterial blood samples

11. administer or dispense medication in accordance with hospital policy

2. assist in gynecologic surgeries

3. initiate resuscitative measures in accordance with ACLS standards

and hospital policy
14. write prescriptions for medications, incuding coltrolled drugs and
devices in accordance with Vermont law and DEA regulations

N

A

e} PRESCRIPTIVE PRACTICE
The PA named in this document is authorized to prescribe medications, including

controlled drugs, in accordance with this scope of practice as approved by the Vermont
Board of Medical Practice. The PA’s DEA number is; MS 1057428

banos ook Y 3oy

Signature of Physician Assistant Date
% yd [ / %9 {&
Signature of Sup ising Physician Date |

Revised 12/07



The University of Vermont g

DIVISION OF GYNECCLOGIC ONCOLOGY
AMBULATORY CARE CENTER |

111 COLCHESTER AVENUE

MAIN PAVILION, LEVEL 4

BURLINGTON, VT 05401

PH: (802} 847-5110; FAX: (802) 8470498

Board of Medical Practice
Vermont Department of Health
PO Box 70

Burlington, VT 05402-9990

November 19, 2007

To Whom It May Concern:

Please allow this letter to serve as verification that Stephanie Stahl, P.A -C has been
employed full time as a physician assistant with our practice since February 14, 2005.
She works as a physician assistant with our inpatient gynecology and gynecologic
oncology service, and also sees patients in our ambulatory care clinic for routine
gynecologic care.

Please feel free to contact me with any questions.

Director, Bivision of Gynecologic Oncology
Associate Director, Residency Program in OB/GYN
University of Vermont / Fletcher Allen Health Care
802 847 3919 {phone)

802 847 0496 (fax)






ASS-MAZRT IO
| ' N Stephanie Beth Stahl £R
2 FAHC-Womens Health Care Services
NNERMOIQ! ' -1 South Prospect Street

BURL IWBTON, VT @541

Department of Health Agency of Human Seruices
Board of Medical Practice : [phone] B02-657-4220
108 Cherry Street - P.Q. Box 7o {tall free] BOO-745-7371

Burlington, VT 05402-0070

Ttty} 802-657-4227
healthvermeont.gov

Date: January 10, 2008

Dear Physician Assistant_:

Your 2008 Physician Assistant certification renewal application has been received by this office
and cannot be processed until the following information is received.

a $115 renewal fes
_ g $50 renewal fee '
Application :
rartl L1 ltem 21 /‘mﬁig
D ottem 1 3 item22 © O tem4o
U ltem2 Part il O ttem 41
L ttem3 ' U tem23 U ltem 42A
O lema Ll item 24 Q item 428
O items Q item2s O ttem 43A
L itema U ltem 26 O ftem 438
L rtem7y O tem27 L ttema4
U ems (1 item 28 Ll item 458A
L temeo L otemog d ttem 458
U item 10 U ttemao L lem 45.
Q item 11 O jtem 31 O tem 47
0 ttem12 O temaz O itemas
O item 13 _ Part il L ttem 49
O rem 14 9 ftem33 O ttem 504
Q tem s O ltem 34 O ttem 508
O tem1s U item 35 PartV
LY Hem 17 L ltem 36 ( Date -
O ttem 18 U item37 U signature
O ke 19 Part IV |
G tem20 ' d ttem 38 :
Child Support, Taxes, Unemployment Compensation . Primary Supervising Physician Application
Statement L3 Secondary Supervising Physician
U Number 1 — check one of the two Application(s)
statements L1 Primary Supervising Physician Letter stating
L] Number 2 — check one of the two rk for past year
statements ‘ /El/)é:ope of Practice
L] Number 3~ check one of the three , :
- statements NCCPA Certifigaion
Completed Form A . : %‘;f of NCCPA Certification
{3 Completed form

(copy of NCCPA certificate)
Supervising Physician Forms

The page(s) that needs completion (if applicabie) is attached. Please compiete the necesséry item, X
initial, date and return as soon as possible so-that processing may be finalized.
Thank you.




STATE OF VERMONT - BOARD OF MEDICALY
108 CHERRY STREET '
BURLINGTON, VT 05401

(802) 657-4220

[ sheets as needed.

Name in full Gﬁ < AN C(/\f/‘wi ( 7’[} A

(Last) (First) ' (Middle)
Mailing Address U@”LWLO’V‘G(’ ~ WWLM C&M‘Lﬁ_ } / (anr nod. )?DM’Z‘A%M
7 2 MWS% (j(c( Aﬂ\/& (Office Name) |
“Bun Waac’e) \/T(S tree%@{& | 2 ~§62 “Tob (

(City/Statd) (Zip Code) (Telephone Number)
Vermont License #: 71‘1% (E{____

Please print. Incomplete applications will be returned. Attach addifiong

I’IO_?pjstal(‘s} where you have privileges: Hospital(s) Location __Specialty

Nedzher Ao teaitn Care. ‘&mm?q&m M o8/ 5”, "

T

List all physician’s assistants names and addresses you currently supervise:
RAnu @w_gm% . M,u,ﬁ" Burtt ; P ihnaiisa Hﬁwyé’f , Am& Huldvedin,
Caba \iundor S Cale WNichder  Tared Vovere ‘

- CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I herelyy certify that, in agcordance with 26 VSA, Chapter 31, | shall be legally responsible for alf medical activities
of gﬁﬂwb’w{gf‘ S” . P.A. only when the primary supervising physician is unavailable and
only whén consulted by the aforesaid Physician’s Assistant. [ further certify that the protocel outlining the scope of
practice, attached lo this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

I further certify that | have read the statutes and Board rules governin /;;é ZSSistants_
;
o [+ W
Ty

(Date) {Signature of Secondary Supervising Physician)




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
{BOL) 65874229

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Pleasc print. Incomplete applications will be retumed. Attach additional sheets as needed.

v i o
Name in full S Mt &Wi S [
(Last) {First) {Middle)
Mailing Address ) M G (ﬂ elof A Ve / u/fi rmon Wormeng wﬁw‘é@’
B (Office Name)
{b(/{/i’ [fﬁf'{ij {"&7,\
(Street)
Vi OSY O
(Citv/State) (Zip Code) (Telephone Number)
Vermont License #0421 - ¢ 0o SD9C
IIOSplEdi(S) where you have privileges: Hospital(s} Location | Speualty
le bl "%%f/@* H o (- ﬂ’T (,é‘H'C e {{/ﬁ ﬁ% V{‘ 6‘}5"8" ol

)

List all physician’s assistants names and addresses you currently supervise:
A"NLQ P, AMPUJE‘ Purns P Dnanea Houeor | Avae Hhideclh
o Yl ndav ¥ Cale M(,i’u/!txxa JW V%Wf*

- CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

thereby certify that, in accordance with 26 VSA, Chapter 31, | shali be legally responsible for all medical activities
of {‘Qf? ihie <okl , P.A. only when the primary supervising physician ts unavzilable and
only when cbnsulted by the aforesaid Physlman s Assistant. [ further certify that the protocol outiining the scope of
practice, attached to this application, does not exceed the normal limits 0f my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted,

ey
{ further certify that I have read the statutes and Board rigles governing physigian assistants.

e for O@nd) Qu S~

' {Date} {Signature of Secondary Supervising Physician}




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(B02) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full @dj 7m pd ‘?’t’/ " M A -7

(Last) (First) (Middle)

Mailing Address \J[@«% pAfT e (A1 -
- {Office Name)
28 Mens Lol AV

b ) (Street) . L o

B (g2 T ISy e Bor-[8b3-Feor
(City/State) ¥ (Zip Code) (Teiephone Number)

Vermont License #: 04T~ 0} o762

Hospital(s) where you have privileges: Hospital(s) Location Specialty
R atan Crr b ceren VT Ol Ly
K R (\/ £ - LF

List all physician’s assistants names ancbaddresses you currently supervise:
Dt elbenit Stalb { (pees

- CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Ihereby certify that, in accordance with 26 VSA, Chapter 31, [ shall be legally respensibie for all medical activities
of _ (FEobpnie {prif . P.A_only when the primary supervising physician is unavailable and
only wihen clnsulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accardance 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 physician assistants.

(Date) {Signature of Se%ondaljf?ﬁpen'ising Physician)
7




11/01/2006 WED 08:14 FAX

108 CHERRY STREET
BURLINGTON, VT 0540
(R02) 6574220

I

SECONDARY SUPERVISING PHYSICIAN APPLI' ATIO

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

Name in full ol ey |
(Last) {First) {(Middle)
Q' .
MaifingAddress I\Chel{»‘.\ U_QDJ*‘”\{\‘ R LA L;.ém?
— (Office Name)
b 5 ‘niq‘l‘ I b\{"f -
- {Street)
ot Sumckis, NT D545 AR
{City/State) {Zip Code) (Tele hone Number)

Vermont License #: (54 > D005 50
ospital(s) where you have privileges: lospital(s? Logatior Specialty
b@’r ool g b U ie koA )%J e S5y

List all physician’s assistants names and addrcsses vou currently supervi: :-

CERTIFICATE OF SECONDARY SUPERVISING PF VSICIAN

I hesp y cepuify that, in accordance with 26 VSA, Chapter 31, { shall be legatly respons "ile for all medical activities

fEdP o daue 2 , LA, only when the primary supervising ph - sician is unzvailable and
only whén consulted by the aforesaid Physician’s Assistant, | further ¢ertifv that the prtocol outlining the scope of
practice, attached to this application, does not exceed the narmal limits of my practice 7. dthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted,

I further certify that | have read the statutes and Board rulcs(govc;vnin% Wfsidm assista s,

_alae o Srelist gy )

{Date) {Signature of Sﬁﬂdm}: Supervising |’ yysician)




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

e — SECONDARY-SUPERVISING PHYSICIAN APPLICATION — -

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

N
Name in full L“"\P‘{,&}h{‘g Eﬁ‘tw %—-{
(Last) (First) (Middle)
Mailing Address p\@(‘t\ﬂfr AP HQC\\L—\QOM . wama’a Hloilk Qz:; Sery; 'y
, (Office Name)
W Cotdhnre Bocey, 4% Flay, DOC- i Cegdiosm
(Street) (e . J
&BQ‘: \L‘i A SN \}.T DSYai @“:l\ %Y WOQ
(City/State) (Zip Code) (Telephone Number)
Vermont License #: MO - Doyoganb
Hospital(s) where you have privileges: Hospital{s) Location Specialty

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I'hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be tegally responsible for all medical activities
of e phene  SNaing : P.A. only when the primay supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. I further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posteei./fm\
e

I further certify that | hav7d the statutes and Board rules go isdan assista

7

(Daje) / (Signature of Se’coar;cjar?fupervi_giﬁg :Physician)




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

—————SECONDARY SUPERVISING PHYSICIAN APPEICATION ——

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

Name in full Magee Nrawy =
(Last) (First) (Middle)
Mailing Address __¥\Sxebner it Heetsin Care - Warmin s Heelbt, Care Serses
‘ (Office Name)
\\\ QQ\Q\'\,&%?( Ml g, Lf*"" ﬁ: l‘idr !\QC - g\né'\*\ QQ&\}‘&“}QW\
(Street) _ -
(Bow\’anmh NY DSHan @w\ L R TN
(City/State) (Zip Code) (Telephone Number)

Vermont License #:

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

List all physician’s assistants names and addresses you currenitly supervise:
phy P

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, [ shall be tegally responsible for all medical activities
of ke phormc SSxalag » P.A only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the norma! limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician's assistant has been posted.

I further certify that [ have read the statutes and Board rules gOVCl‘;{liﬂg physiciarpssistants.

wlas oo O W oo

\ (Date) (Signature of Sécendaxy Supervising Physician)




STATE OF VERMONT
BOARD OF MEDICAL PRACTICE

PROFESSIONAL CERTIFICATE

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

Stephanie Stahl, PAC

P.A. Certification Number: 055-0030719

Valid only while working under the supervision of Cheung Wong MD, Kimberly Blake
MD, Elizabeth Bonney MD, Robert Hayward MD, Elisabeth Wegner MD, Roger Young
MD, Eleanor Capeless- MD, Cathleen Harris MD, David Jones MD, Marjorie Meyer MD
Mark Phillippe MD, John Brumsted MD, Peter Casson MD, Christine Murray MD,
Daniel Riddick MD, Julie LaCombe MD, Emmanuel Soultenakes MD, Famal Eltabbakh
MD, Anne Viselli MD, Diane Charland MD, Patrick Clifford MD, Dale Lacroix MD,
George Till MD, John Gallagher MD, Jill Jertson MD, Amy Thibault MD, Julia Brock
MD, Jennie Lowell MD, and Julia Johnson MD, at the FAHC Women’s Health Care
Center, 1 South Prospect Street, Burlington, VT. :

>

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

VERMONT BOARD OF MEDICAL PRACTICE

at Burlington, in the county of Chittenden, State of
Vermont, this 17" day of November, A.D. 2006

A

-

Y i

Mt <, N T A
AL T O LD
Administrative gsjifi%tant <




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full el WA ol y 0
(Last) {First) {(Middle)
Mailing Address 7 /{ TEYe C?i&) o L
o - (Office Name)
O, (o lchalins
o _ o (Strget) : U S -
el v R $02 LCF OO S
(City/State) {Zip Code} {Telephone Number)

Vermont License # _(LCO0 U2 FFOS
Hospital(s) where you have privileges: Hospital(s) Location Specialty

v el

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

. S“J\/ WW% S"{/Eb‘-’i’\—)‘\

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordancg with 26 VSA, Chapter 31, I shall be legally responsibie for all medical activities
of b st iI%MA only when the primary supervising physician is unavailabie and
only when consulted by the aforesaid Physician’s Assistant, | further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal Hmits of my practice andthat in accordance with 26
v$A, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

{ futher certify that [ have read the statutes and Board rules ggveming physician aﬁ_sistants.

(Date} (Signaturg of Secemj{ﬁ,ﬂﬁupervising Physician)




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
188 CHERRY STREET
BURLINGTON, VT 05491
(802) 657-4220

————————SECONDARY-SUPERVISING PHYSICIAN APPEICATION,—

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

Name in full &Gh niY C\ire besl D
(Last) (First) (Middle)
Mailing Address r\:\ﬁ}*t\nfr P, Heetnin Care Wy Heoldt Capy Svegicq
(Office Name)
\\\ Q‘O‘\t\f\x’é-\f\t‘ p\\)w‘sutJ L‘*L ‘:iddr Y)\C-C" mé'-m QQ\J}“\ i,
_ (Street) . oS
BSutbinson T DSYat e RUSH Yo
{City/State) (Zip Code) (Telephone Number)

Vermont License #: _{ )4 D- 001844,
Hospital(s) where you have privileges: Hospital(s} Location Specialty

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

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 é\:e,e‘ncn.t SNl , P.A. only when the primary supervising physician is unavailable and
only when consulied by the aforesaid Physician’s Assistant. 1 further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

HHurther certify that [ have read the statutes and Board rules governing physician /

[ O~p~0g =

{Dare) (SignamW Supervising Physician}




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name 1n full ‘)l 5 LiaiAd Qﬁ{a(}%
(Last) (First) {Middle)
Mailing Address \;hé’:&(&u Wiler, Wertdl Coge - f bonens KL
. (Office Name}

L PAy Lot the b, P - Len Finn IB\LL ~ {ed. ?ﬂﬂ i

0 {Street) .

Ut bt T LAY G SRR XY

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

Vermont License #: b{@ f!\)b S0,

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

List ali physician’s assistants names and addresses vou currently supervise:
2 3 _

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I'hereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities
of ﬁcg&uw el , P.A. only when the primay supervising physician is unavailable and
only when consulted by the aforesaid Physician‘s Assistant. [ further cestify that the protocal outlining the scope of
practice, attached to this application, does not exceed the normal Hmits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

i further cemfy 1ha,] i have read the statutes and Boardyrui go;;n' 33\‘?} lan assistants. /7
/ / s / ) ?477 @7 /@7/

f (Daté) : (Sléﬁdturc of Secondazy S‘{Jperwsmg Phys maan)

’__,,,




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

e e R SECONDARY SUPERVISING PHYSICIANAPPLICATION

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

Name in full L\) Ll g E\'é Sobedl, Kv
{(Last) (First) (Middie)
Mailing Address ;\@Y{\ﬁ?r Pl MeetaiCare - Wamer-s Mootk Core Seruice
) (Ofﬁce Name)
W\ QD\Q-\'\.'A?( Fx\smuq Y Flag, DCC- My Qﬁ\h\\‘mw
_ (Street) o e
Q;qt\’mkj&uh‘ NT DSYHai &03\‘ - 00
(City/State) (Zip Code) (Telephone Number)

Vermont License #: Obﬁ’;?‘ Qa0

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

1 hereb; certify that, in accordance with 26 VSA, Chapter 31, [ shalf be legally responmble for all medical activities
of hke,c\wm L S¥alay . P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physmxan s Assistant. T further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

1 further certify that [ have read the statutes and Board rules governing physician assistants.

18- 3 -oL Fllie  (Wepar)

(Date) (Signature of Secondary Superviding Physician) \




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

oS ECONDARY-SUPERVISING PHYSICIAN APP LICATION

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

Name in full \‘iuuy\b Qm\”- Q_,
(1.ast) : (First) {Middle)
Mailing Address ;\l\t\n;r R Hectain oy - Wamnas Heoltt CJ)!L N
(Office Name)
WA Sandhsyre Powny, U™ Flay, NCC- M Qﬁ\.\}l\\\ s
_ (Street) ] )
Buttinson R DSYe\ (o3 ¥+ 1y
(City/State) (Zip Code) (Telephone Number)

Vermont License #:  (J i—r/:l ~C0 | / 2@ g

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

3 €5l
Fle fin ﬂf%f ﬁ?ﬁj@b\ (or e l@/r mj‘igx\ vT ‘“%W/é %/m

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shail be tegally responsible for all medical activities
of  hepherny SNt » P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. | further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

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

;mj/a A N o | [T

(Datey’ (Signature of SBcondary Shpervising Physieian)




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
168 CHERRY STREET
BURLINGTON, VT 0540]
{802} 657-4220

— - SECONDARY-SUPERVISING PHYSICIAN APPLICATION -

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

Name in full Qa(}i\cb} E\mm\f L
(Last) ' (First) (Middle)
Mailing Address \?_\éﬂ.\'ﬂ"r Allon Heettin Core . Warnma s Heoldt Core Seru L
. (Office Name)
\\\ Q‘.\!‘{t\\l’.sigff b\uu\.u'; Lf*i' ‘;hdr ‘{lt(' mﬁli‘\ Qﬁ\jﬁ“-\m«
(Street) oo
Bortingon T DSYal (o3 347 140,
(City/State) (Zip Code) (Telephone Number)

Vermont License # YD~ FOSASE

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

| hereb.y“certify that, in accordance with 26 VSA, Chapter 31, [ shall be legally responsible for all medical activities
of Skepghong SXNaokg , P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in.accordance with 26
V3A, Chapter 31, Section 1741, the use of a physician’s assistant has been posted, L

is.

w“"} B
! further certify that I have read the statutes and marwg physiciah
/30 A el
/ (’Efafe)u 7 (8ighattire of Secondary Supervisig§ Physician)

ista




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

e ———— SECONDARY SUPERVISING PHYSICIAN APPLICATION—

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

Name in full Hat {3 Cf“ﬂ le% n
(Last) (First) (Middle)
Mailing Address ‘;\@ﬁt\f\fr Pt Heotsin Cose . Wama s Healit Core Svru e
, (Office Name)
1\ Qaiﬁ\r\m%af p\umuf-; Y Ty, NCC- M Q%\}a\\}am
_ (Street) i
T DSYol (o %47+ 1y
(City/State) (Zip Code) (Telephone Number)

Vermont License #1042~ DOWD Y

Hozgtal(s) where you have privileges: Hospital(s) Location Speciaity

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

%1

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Ihereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsibie for ali medical activities
of Shephenin SoNakg » P.A, only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. { further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the norma! limits of my practice andthat 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 rule;%ov[ming physician assistants.

01yl gy (bt

(Datey' | (Signature of Stcondary Supervising Physician)




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

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

Name in full Novmes C} aighet Q
(Last) (First) (Middle)
Mailing Address \:‘\@:t\ncr TP HQC\-\\«Qau - Wapne s H%ML Qé)u, ey
_ (Office Name)
W Cotdhsvre Pucnu, 9% Flag, BCE- Mo Qogdiom
(Street) _ )
Q:vult\’mynw\ ANY D SYa @ma\ 47~ 1400
(City/State) {Zip Code) (Telephone Number)

Vermont License #: [ D-fniony

Hospital(s) where you have privileges: Hospital(s) Location Specialty,’
Flodther Allp, ot TG Boliglog , T 0Pl Yl

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

1 hereby certify that, in accordance with 26 VSA, Chapter 31, | shall be legally responsible for all medical activities
of Shaghornie SN . P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. | further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

! further certify that [ have read the statutes and Board w veffiing physicianassistants,
Nov. & j Q\@QLO \ &AJV\

{(Date) (Signawre of.8ebdndary Supervising Physician)




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

SECONDARY-SUPERVISING PHYSICIAN APPLICATION ———————

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

Name in full mi’.ﬁ@@a” ﬁ‘?m Lot
(Last) (First) (Middle)
Mailing Address ?\QS(Q_\V‘\(‘.; M. Heetnin Care . Wamma-s Heollt CJ,L Sveu oy
‘ (Office Name)
1\ ‘&)i&\w&f{ p*%qmuti Yoo Blay, BCC- M Qm\\xw
(Street) y
Bortinson VT DSYat B -ty
(City/State) {(Zip Code) (Telephone Number)

Vermont License #: O ~006s 1LY

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance thh 26 VSA, Chapter 31, | shall be legally responsible for all medical activities
of ephene SN aing » P.A. only when the primay supervising physician is unavailable and
only when consulted by the aforesaid Physu:lan s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practicefandthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been postedu
¥ ,

i’
1 further certify that T have read the statutes and Board rules gevcmmg physu;\xizésm 31}4
i
/

1O/ Bj0L LAY

F
{Date) (Signature of Sec%ﬁdﬁ?"y S:_iiiﬁ'ising Physician)




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

. ———— SECONDARY-SUPERVISING PHYSICIAN APPLICATION ——

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

Name in full Q\"“\\'i{zpa, {Qaci
(Last) (First) (Middle)
Mailing Address \—f-_\('}(t\m'r Nl\bﬂ H%R:\Lﬂcﬂﬂ - L\)-«w‘n&\.‘s HEOL\L CML h(ul i
n (Office Name)
\\\ QD‘-Q»\’\&%?( &\\J"q".u“. L{ ‘Fl‘lu( {AQ{ mh\ QQ\]E\\}.:‘«
{Street) ' i
Burbimson K DSYqi o - 1y
(City/State) {(Zip Code) (Telephone Number)

Vermont License #: w o

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Fhereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of ‘b‘va,g\\en ¢ SXalay » P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physwxan s Assistant. [ further certify that the protoco} outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician's assistant has been posted.

[ further certify that [ have read the statutes and Board rules govemmg physician assistants,

e (06 AN D e =)

U (Date) (Signature fSeconda}};’Supemsmg Physician)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full %3‘;‘ BN Sk ..
(Last) ' (First) (Middle)
Mailing Address t\:‘\@(t\m‘r [B\TE Hu\\k Qoo L\)me s H»‘lel-\L Qa; N
n (Office Name)
W Calehasyer Powoy, Y Flay, DCC- Mo Qﬁ\li\\\aw
_ (Street) .
Lot ensron X DSYai w0 % Yoo
(City/State) (Zip Code) {Telephone Number)

Vermont License #: 012 - O30 2\

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

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

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 Shaghirme Sl + P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician's assistant has been posted.

E(’,& r

turef Secc‘r?ldary SupervisitgPhysician)

! further ?erti that [ have read the statutes and Board

ga{é J¢

F(Date) (S'i




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

———————— . SECONDARY-SUPERVISING PHYSICIANAPPEICATION

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

ft&
Name in full _dsssim Qi%tr
(Last) : (First) (Middle)
Mailing Address ety Pl Keetsin Qo Womas Meolbt Core Serics
{(Office Name)
W Cotdhsyer Powoy, Y Flay, DCC- Mee Q‘Q\H\‘mw
_ {Street) _ .
Q)xsw Vit N DSYai @“3\ ) 00
(City/State) {Zip Code} (Telephone Number)
Vermont License #: QY7L ~ WesI
Hospital(s) where you have privileges: Hospital(s) Location Specialty
¥ Bue Dt tingbes, UT 08 G JRET

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

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

(o/ /DB i L

{Date) (Signature of Secondary Supervising Physician)




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

e ——SECONDARY SUPERVISING PHYSICIANAPPEICATION —

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

Name in full (\‘ﬁu‘; oL @a {sa%omg,
(Last) (First) (Middle)
Malhng Address ;\@(t\ﬂfr L\-\\\?A-\ H QQ\XL\QQH - L\)»-WV!-??L'S "‘QOL\'L Qﬂtg h(\.I; Ly
o . . (Office Name)
1 Qz)id\n%rr P&Jmu*, Y Flag, ACC- M Q“-\l AN
(Street) . »
Botliason T DSYo i o w47 Yoo
(City/State) {(Zip Code) (Telephone Number)

Vermont License # _O40-00 03l

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I'hereby certify that, in accordance with 26 VSA, Chapter 31, I shail be legally responsible for all medical activities
of b’tu@‘m rL SN oy , P.A. only when zhe primary supervising physician is unavailable and
only when consulted by the aforesaid Physman s Assistant. | further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s asmst t has been posted.

Lo/3laé
{(Date}




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplete appiications will be retumned. Attach additional sheets as needed.

Name in full @‘\i dabiele b e
{Last) (First) (Middle)
Mailing Address “\@tt\mﬁ‘r Pl Htc\x\mQau - wom@ys HQGHL Qau TN
(Office Name)
W Cotdhvrre Pucow, 4 Flay, ACE- (i Qegdliom
(Street) ) .
St Vom st NY R o AR
(City/State) (Zip Code) (Telephone Number)

A — Py g
Vermont License #: O%Q STV

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Ihereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of Sheghene SAahay » P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocol eutlining the scope of
practice, attached to this application, does not exceed the normal 1%@&5 of my practice andthat in geordance with 26
VSA, Chapter 31, Section 1741, the use of a physician's ass/ist h‘és been posted.

1 further centi th}t IAave read the statutes and Board 5 ? g physician assistasts. .
i Y7 7
F(Dkik) / ! 'W EAQE’: o upervising PW'siciEgn}
i




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

4 -
Name in full Lolombe. ulie n
(Last) ' (First) (Middle)
Malhng Address ?\Q}(Q\\r\f r m\&h H telibe, QOH - L\)..)hﬂ;b\. b \’119[-‘,1‘ Qg, v 5&(\1‘( <y
(Office Name)
_ W &)1&‘.\«.{53‘.-{’ p\umu-‘, st Flag, ACC- N Qw@\i‘mm
_ (Street) .
QD\H Ve AP NT DoYat @3’\33\ %47~ o
(City/State) (Zip Code) (Telephone Number)

Vermont License #:  DHD™ Doy ALY

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Thereby certify that, in accordance with 26 VSA, Chapter 31, { shall be legally responsible for all medical activities
of Sy pherie S\ gy » P.A_only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant, I further certify that the protocol outtining the scope of
practice, attached to this application, does not exceed the normat limits of my practice andthat in accordance with 26

VSA, Chapter 31, Section 1741, the use of a physician’s assistant has bee sted. - "“‘)_
P e -
. . e —
Hurther certify that [ have read the statutes and %{Wﬁgﬁ::an assiskants, </© Q
: : _ PRSI
o/ a6l L NS )y SO e
{Date} (Signatureﬁéggﬁdaw Supervising Physician)




STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
- 188 CHERRY STREET
BURLINGTON, VT 05461
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full fiﬁwi%mo'\m E(Wmmuc.( .
{Last) ' (First) (Middle)
Malhng Address ?\Qsﬂ{\neg mihﬂ HQ&\:\L*\ Qﬂrl: - L.)a [ al }'J\lauk QDIL 5{(\1{ .
(Office Name)
\\\ Qa\.t\r\u-\ff ikutnuf, Li*L ‘:me ‘{E\C.€~ m-s'u-. Q&\ji“’ﬂé“\
(Street) _ R
Q;m\‘m s NT DSYa, (3’“3\ 97~ 1400
(City/State) {Zip Code} {Telephone Number)

Vermont License #  OHMO~ 801t

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities
of Seegherme Skaing » P.A. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. [ further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Sestion 1741, the use of a physician’s assistant has been po %

d.

| further certify that [ have read the statutes and Board rules governing’ f)hy ician
\O/5/60 g

{Date) (Signature of Secondary Supervising Physician)




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

SECONDARY SUPERVISING PHYSICTAN APPLICATION

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

Narme in full E&a%&\é&\ L’yamf-‘l.
(Last) (First) (Middle)
Mailing Address LQ’-\(«L @«m ik Lo {D‘-t 11900 PPNTe @*n £ oo, 59 .
{(Office Name)
{Street)
(City/State) (Zip Code} (Telephone Number)
Vermont License #:
Hospital(s) where you have privileges: HOSpltal(s) Location Specialty
dzL“’CL\LJFJ*V‘“\ ?ﬂfbii(‘ (""’1’\"&.{’ ‘}\‘ N{’.‘»n{, Q (.}r\%”
ﬁl‘M‘ L)"?'v > (/J"»AAEJJI
Lé»w\wli PR bl H,a.:,{r Yo f {f?u o e iag
Q Srkey HM»‘L-G\Q( (‘_‘,&-jv» o O tadoy 1

List all physician’s assistants names and addresses you currently supervise:
Lo nm Tlab bkl

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

| hereby cem{y that, in accordance with 26 VSA, Chapter 31, 1 shall be fegally responsible for all medical activities
of e a ~omt  S\nh) , PAL only when the primay supervising physician is unavailable and
only when consulted by the aforesaid Physmnan s Assistant. | further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted,

1 further certify that T have read the statutes and Boaf{i rules ovemmg physician asq{sfants.
elzq9 (o o

(Date) (btgnalurc (}”’Secondary Supervising Physician)




OcT- @§ ;/E?Q?}E‘ Fs qBUFzgr% MT HE\?GGYNECDLDGV RS0 l8EegTeoeen To:g@de 847 8433 P.22

L AR LN

STAYE OF YERMONT - BOARD OF MEDICAL PFRAT TICE
108 CHERRY STREET
RURLINGTON, VT 05401
(8072} 6574220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplets spplications will be returned. Attech additior 11 sheots 85 needed.

Mame in fufl __ \\)'sﬁk\\i Pane

(Last) (First) {(Middle)
Mailing Address __ \_Jj__‘f\"su*v 8 Cigamersiag, .
(Office Namge)
~] ¥ \\"'\ AT a5 Y L&ﬂ_\ :‘l_t;:\s )
{Srreet) : c
Lot sen T BIHAT o1\ 2T
(City/State) (Zip Code) (T lephone Number)

vermont License#: DM BOs034

Hospital(s) where you have privileges: Hospitai(s) Loca on Specialty

[

Ligt all physician's assistonts names and addresses you cummently sup vise,

—

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

26, VSA. Chapter 51, 1 shalt be legally r&:j-onaible for ali medieal activities
B\ \P.A. only when the primary supervisii ; physican i3 unavaliatie and
i ’ it #v that | ¢ protocel oulining the senpe of
Ty when cotguited by the aforesaid Physiclen’s Assistant. | Furt_har: earfy | sl ‘
;?uZt;zeeaHacl'xcd 4] rh{a appliqmbn, does net excesd the sarm! Hmits of my pra ice andthat inberordance with 26
VaA C,napte-rBE, Section 1741, ihe use of 2 physisian’ g sasisant has bean postec.

[ further certify that | heve read the statutes und Bogrd miler pave

S\t Lag e

{ats) (Signature of Steandury Superv.ing Fhrysieian )

ing physlelan: histants.




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Ay ;
Name in full k_""\ evlon dl C‘ G
(Last) (First) (Middle)
Matling Address \(“t o 8! 1O shniio i‘%\;
Office Name)
-\ﬂ \J"e ﬂ'jth@wi_- Akt Mlq_ %Cb
N (Street) P
Wil s N\ NSy LA K100
(City/State) {Zip Code) (Telephone Number)

Vermont License #; 042 buw o0

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, | shall be legally respons;bie for all medical activities
of "“‘?‘qc’;p i Syahi , PLA. only when the primary supervising physician is unavailable and
only when consulted by the aforesaid Phys1c1an s Agsistant. [ forther certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

1 further certify that [ have read the statutes and Board rulgs-goveming-physician assistants.

wolslo, (| " o

(Date) (SignaturenfSecondary Supervising-Rhysiciany-—"




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full an?%fﬁw e Q’ ekl Li
(Last) (First) (Middle)

Mailing Address Afciiods 08 g

N (Office Name)

&i\m («.G"“».&NJ.%,,.@%{M & e
(Street)
Buodor vy DS | bL3x oxas
(City/State) (Zip Code) {Telephone Number)
Vermont License #: 0H1~p o R
Hospital(s) where you have privileges: Hospital(s) Location Specialty
- £ e G clombn ot 0% &
I ¥

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, [ shall be legally respons1ble for all medical activities
of & teaten. g,_a k. , P.A. only when the primary supervising physician is unavailable and
only when tonsulted by the aforesaid Physician’s Assistant. | further certify that the protocol outlining the scope of
praice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
W54, Chapter 31, Section 1741, the use of a physician’s assistant has been posted,

I futher certify that I have read the statutes and Board rules govcmlrxg 1P é&icxan assistants.
; £ { Ty fQ . a0
(Date) (Signature of Sec%ndary Supemsinﬁ“ Physician)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

y . . I
Name in full L@;\Q&m Dm 3 GGt o
(Last) (First) (Middle)
e N O R ‘ N L
Mailing Address M’i""" P K\i{ iy tiey o O {1 {;:'-_«,‘---Ev;\'; {:Ac_}k;,{"{ g
) ) {(Office Name) ) '
Yo Cotdnanvee Ao
5 oy . (Street) . ] )
o el AT LAY lﬁ Y 0 A i SROONG S
(City/State) {(Zip Code) (Telephone Number)
Vermont License #: U4 200 (0133
Hospital(s) where you have privileges: Hospital{s) Location Specialty

Flehdooy SO K “x“ﬁx o AN Mﬂc‘f‘:ﬂ& n L of fk“fb‘? Y

Jd

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

v N VS S X 'y R
1o (o R s oo (4 et W Q5% NG

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, En{accordance with 26 VSA, Chapter 31, [ shail be legally responsible for all medical activities
of “whe b e 3 beded , P.A. only when the primary supervising physician is unavailable and
only when‘consulted by the aforesaid Physician’s Assistant. | further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

! further certify that [ have read the statutes and Board rules governing physician assistants.

rojzuion T el MG bp Dy

(Date) (Signature of Secondary Suﬁervising Physician)




11/01/2006 WED 08:15 FAX @oo4

STATE OF VERMONT - BOARD OF MEBICAL PRACIICE
168 CHERRY STREET
BURLINGTON, VT $5404
{802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLI 'ATION

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

Nameinful_____ \il\ S 5L
(Last} (First) (Middle)
Mailing Address CL‘“"‘V“ - OO L"*‘!V\
5g fomceName)
— |V Er e~ ,f’“ L N
o (Street) .
E‘_ A5¢ Y %c\:w\ A SSUs ‘,7%»— \({:QL
(City/State) (Zip Codc) (Teleshone Number)
Vermont License #: 77 & &
Hospital(s) where you have privileges: Hospital(s) Locatior: Specialty :
e pae A %’cﬁ L5 e oo P ./jyc'l? ¢t

- ., oA
R PPN S i O P

List all physician’s assistants names and addresses you currently supervi e

CERTIFICATE OF SECONDARY SUPERVISING PI) YSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, [ shall be tegally respon: ble for all medical activities
of __cregharie S7aq/ 77 PA. only when the primay supervising pt ' sician is unavailable and
only when consulted by the aforesaid Physician's Assistant. { further certify that the p stocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice . adthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

{ further cettify that { have read the statutes and Board rules goveming physician assist us,

/1 [es o fpg 2 STl

¢ (Date) (Signatire of Secondafv Supervising I'hysician)




11/061/2006 WED 09:14 FAX @oo3

STATE OF VERMONT - BOARD OF MEDICAL PRAC ICE
I08 CHERRY STREET
BURLINGTON, VT 85401
(802} 6574220

SECONDARY SUPERVISING PRYSICIAN APPLI 'ATION

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

Name in fuli (D e\\cd« ir o
(Last) (First) - (Middle)
Mailing Address QL‘”"? o OO 0ol
(Office Name)
ST rrrin cedgsii

Street
‘4(\’1 )

F}b)rb Sunthom VT .03 Y- ydon
(City/State) (Zip Code) (Tele: hone Number)

Vetmont License #: 2 (f,x’ :@ O

Hospital(s) where you have privileges: , ;; .+ Hospital(s) Locatior Specialty
Eledetio, Bl bl H Cace ff?wimég?im UbGan )
¥

P b —

List all physician’s assistants names and addresses you currently supervi
Sfephanil Stz hi

CERTIFICATE OF SECONDARY SUPERVISING PB VSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, [ shall be legally respons ! e for all medical activities
of < //“{/ﬁtf%mﬁ gft {pr o P.A. Only when the primary supervising ph tician is unavailable and
only when cofisuited by the aforesaid Physician’s Assistant. | further certify that the pr-iocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice ¢ dthat in accordance with 26
VSA, Chapter 3|, Section 1741, the use of a physician's assistant has been posted,

{ further centify that [ have read the statutes and Board rules governing p ysician assista s,

/7104, N
(Date)’ </ (Signay of §

W A -
éndary Supervising 1 wsigian)

e



AL/ VES QUUY ML Wo.Ly AL

HE] VWY

STATE OF VERMONT - BOARD OF MEDICAL PRACT CE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 6874220

SECONDARY SUPERVISING PHYSICIAN APPLI4 ATION

Please print. Incomplete applicaﬁons will be returned. Attach additiona sheets as necded.

Name in full AV St . Eurl
(Last) (First) (Middle)
Mailing Address C\’\‘T"\plm‘\ Ob/ &,
_ _ (Office Name)
S Mew
—~— Street ‘
Gaors Somchor WX o¥SLT DRl
(City/State) (Zip Code) {Tele shone Number)

Vermont License #: O 4 > -000 &340

Hospital(s) where you have privileges: Hospital(s) Location Specialty
Fletidner Mllgn (Hep (1 Care Burlmgtun, ¥ T /)é/am

List alljhwﬁem s assistants pames and addrcsscs you currently supervi: ¢

Steplramie  Stah

CERTIFICATE OF SECONDARY SUPERVISING Pl 'YSICIAN

£ hereby certify that, | in accurdancc with 26 VSA, Chapter 31, I shall be legally respon . ble for all medical activities

’gﬁ“ € NG il //\_‘ P oniy when the primary supervising ph sician is unavailable and
only when consufted by e a... ..aaui Physician’s Assistant. [ further ccrtify that the £1otocol outimmg the scope of
prattice, attached to this application, does not exceed the normal Hmits of my practice ndthat in accordance with 26
VSA, Chapter 31, Scction 1741, the use of a physician’s assistant has been posted

| further certify that | have read the statutes and Board ruieggovemning physician assist: n}s.'

Tz Ut

(Date) (Sigda e of Secondary Superv_mn_e Physician}




B o004
Li/ULl/2008 WED 06:13 FAX

STATE OF VERMONT - BOARD OF MEDICAL PR, CTICE
108 CHERRY STREET
BURLINGTON, VT 0840
(%02) 657-4714

SECONDARY SUPERVISING PHYSICIAN APP ICATION

Please print, Incomplate applications wil] be returned. Attach additic ) sheets as needed.

Name in full _u_lk\'l‘g”’a"ilf_,_ — B.,S?,’“"I

e —

(Last) (Firsh {Middle)

m 0%
' —Of}ice th@_} S

Mailing Address -
O G e

B L ——

oy (Steety T T T
otihge  NT o544 ;2B
(City/State) @pCodey T T Sphone Number)

Vermont License #: 43; - 000G 0

Hospital(s) where you have privileges: Hospital(s) Locari n Specialty
e - —
%u ﬁ@{, )

List all physician’s assistants names and addresses you currentiy super gp:
pay \ ¥ Sup

e r—— e ———— e e o ——— e e
—. T me— e e e S e
TR e - ————

CERTIFICATE OF SECONDARY SUPERVISING PIIVSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, [ shall be tegally respor .ible for medical gctiviries
of 'f”’" W Chgid éf; _ . PLA onlv when the primay supervising £l ysician i unavaitabic ang
only when'consulted by the aforesaid Physician's Assistant. [ furthor certily that the 1 progol cutlining the scope of

practice, attached 1o this application, does not exceed the aormal Hinits of my practic angthat in fAccordarice with 26
YSA, Chapier 31, Bection 1741, the use of' g physician's assistant kag beer: pogted.

I further certify that § have read the statutes and Board rufes governing physician assis . ats,

% { Y N

g .
f Déic} T (‘Signafiﬂég e
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STATE OF VERMONT - ROARD OF MEDIC AL PR, CTICE,
168 CHERRY STREET
BURLINGTON, VT 0540
1802 657..4720

SECONDARY SUPERVISING PHYSICIAN APp ICATION

Please print. incomplete applications will be retumed. Anach additicsal sheets as needed.

Name in fu)] M_‘__%(_“'L;‘('__ — :Si\ e —
(Last) {First: (Middle)
Mailing Address_____~ [na A ———
L L2 o
Cocinghon gt 5905000 €2 -7,

(City/State) (Zip Code) (T¢ ephone Number)

Vermont License #: “f 2 - i OHHy

Hospital(s) where you have privileges: Hospitalfs) Locay p Speciaity
Hhcke -~ Y= -2 S Sty AT
T g X VN — O gy

List all physician’s assistants names and addresses vou currently super’ ge:

e e, - T e e e RO

CERTIFICATE OF SECONDARY SUPERVISING FAYSICIAN

I hereby certify that, in acoordance with 26 VSA, Chapter 31, | shal] be fegally respor iible for ail medioat activirics
of_é_;iy hM(? gfﬁh/ N + PA. onlv when the briman supsrvising [l ysiciun is uravaijable and
onty when consuited by the aforesaid Physician's Assistant. [ further eertily that the - -otoso] vutlining the scopy of
practice, attached ta this application, does not exceed the normal limits of my practict andthar in accordance with 26
VEA, Chapter 31, Section | 741, the use of a physician's assistant has been pasted,

! further centify that | have read the statutes and Board rules gove
holow
(Date)
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STATE OF VERMONT - BOARD OF MEDICAL PR.. CTICE
108 CHERRY STREET
BURLINGTON, VT 0849,
(812) 657-4220

SECONDARY SUPERVISING PHYSICIAN APP JCATION

Please print, Incomplete applications will be returned. Anach additical sheets as needed.

Name in full Ld.‘._):u L ‘__—‘__:g{_iﬂi‘- L
(Last) (Firsy) O (Midaw)
Malling address (e L
(Office Name) T
- . C}L CQ(U’T—'M&» wL
(Strect) B T .
Oucinpbn yv SHel s
(City/State) (Zip Codey {Tc ephone Number)

Yermont Licensc #: Z‘R{g -~ OUIUT 2y

Hospitai(s) where you have privileges: RHospitai(st Locati Specialty

'»”" " r— ———— T e s .
M T — R S,
v v

e e e e e S

List all physician’s assistants hames and addresses you currently supen ge:

e e e e T

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

ertily thaz, in accorgance with 26 VSA, Chapter 31, { shall be legally respor - ible for ant medical activitjies
“ i @_”ég fL £ P.A only when the PrIery supervising p- ysician is unavailable angd
only when cbnsulted by the aforesaid Physician's Assistanr | further certit that the | otocol outlining the scope of
practice, attached (o this application, does not exceed the nosmial Hisits of my Practice indthat in accprdance with 26
VSA, Chapter 31, Scction 1741, the use of a physician's assistant has beer posted,

Ffurther certify that [ have read the statutes and Hoard rules governing phvsician assisi . nig,

Wldew ) g;%{ i
__'{Dme) T (Stenature of Sec An Safpe ve..'ﬁegj%ysiciaﬁ}




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
Assistant in the State of Vermont:

Stephanie Stahl, PAC

P.A. Certification Number: 055-0030719

Valid only while working under the supervision of Cheung Wong MD, Kimberly Blake
MD, and Juiia Johnson MD, at the FAHC Women’s Health Care Center, 1 South
Prospect Street, Burlington, VT. '

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

VERMONT BOARD OF MEDICAL PRACTICE

at Burlington, in the county of Chittenden, State of
Vermont, this 26 day of October, A.D. 2006

Hacco Yoy O

Administrative AsSistant v
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> [ RECEIVE

STATE OF VERMONT - BOARD OF MEDICAL PRACTIC .
108 CHERRY STREET 0CT 26 2006
BURLINGTON, VT 05401

(802) 657-4220

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

Name in full Q?ﬁ a\Le %‘i;\ fon b by 0
(Last) (First) (Middle)
Mailing Address "'Hr[(ﬁ s (}ifga) ad
L. : o - (Gffice Name
O (L (olchalan ™ )
FGav V! C/;st‘-" O.) $09 (LT OO S
(City/State) (Zip Code) {Telephone Number)

Vermont License #0000 U2 § SO
Hospital(s) where you have privileges: Hospital(s) Location Specialty

ey Wby~

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordanc% with 26 VSA, Chapter 31, I shall be legally respensible for all medicat activities
of AP ININMAA N i > A, onty when the primary supervising physician is unavailable and
only when consulted by the aforesaid Physician’s Assistant. | further certify that the protocol outlining the scope of
practice, attached to this application, does not exceed the normal limits of my practice andthat in accordance with 26
VSA, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

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

olad 5T

(Date) {Signature of Secondafy Supervising Physician)
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DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70

Burlington VT 05402-0070
802 657-4220 or 800-745-7371

2006 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION

PARTI
Certificate # 055-0030719

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

N

3. Home Address: :

4. Work Address:
{.Llomm.'a Heatnl QQ(\L Ef ke h\ml::.:j\m{z,; Q&Gi Q(ﬁh&fff - {loon GQ,U';“%D% Leuet Y
W Coteinuar Butaus
City, State, Zip Code: )
Dorihygen, T DEYey - S0

Please check your preferred mailing address: o Home ) Work
(This address will be public and fisted on the Board's website)

e 0000000
Wb&t Area Code: ( D02 )

7. Date of Birth: Month:

8. Place of Birth

9. Certification Examination Taken — (Check box and enter date of examination):
PR GATIEN ) NCCPA

o (/1 1 3 State Examination-ldentify state:

1

(d )

Other Examination specify:

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

o Apprenticeship Trained
¥ University Trained

11. Do you have hospital privileges in Vermont? ;E(Yes-[] No
Hospitai Name(s) and Location(s):
Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
Page 1 of 19



ek Bl Mooty Coce . i um VT 05%0-

12. In what year did you start working as a physician assistant in Vermont? SO0k

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

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

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

16, Specialty: W = Healsl (ol ¥t DEA Number: (1SS 155 140%

17. Name and office address of current EMPLOYER:

Name Address

E‘z\""»%_dmm P, Meatik Core i Qmi&Lm%u ﬁmfmu(i Q’)U{iih\k&}-‘\ Ut O5Y 6!

18. Please list (use additional sheet if necessary) name(s) and address(es) of physicians who currently serve
as your PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S)

Primary Supervising Physician(s):

N@me . Address

Ultun, Wsmy . 00 A O e (o osilion Leoet M
4 7 ¥ g

tid QL‘-ML@%N {}&ut&wé, Q)a&r'iﬂw‘i“w VT o5 Yo - 3456

Secondary Supervising Physician(s);

Name i Address
Jislia Seka T, \igly] ?N,{{» p\mmg@i{gw Qa}.f. . {Llihsf?r'_ (\Qaih %\Do;\)‘alih,:ﬂ' Lagei 4

“@ C.(‘;sldw?é*\:f{ ﬁ‘hf_’%u@; D:}ur im\}%;k U“{- &SZ{GQ - :%f“’{gécé,

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

a. Has there been a change in your scope of practice which has not been reviewed by the Board?
P YesONo “uee = G g0 i

3 G e s g . ,
Y lraeri,, o B e ¥ bl Le Bl S, Oaid b adrid j(*?.’.;‘;cmfa‘.(‘y.

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

e tdayed fedhs -
21. Continuing Medical Education (CME) requirements:

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

Vermont Department of Health — Board of Medical Practice - 2006-2008 Physician Assistant Certification Renewal
Page2 of 19



adequate proof of CME completion.
b. For alf others, an explanation of requirements and a CME Record form must be completed.

22. Primary Supervising Physician and Second Supervisory F’hysician'forms are provided. They must be
completed and returned with this application.

PARTI

“Yes” answers to Questions 23 - 46 require an explanation on Form A,

23. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
oyes who

24. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
oyes ‘g no

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

ayes no

26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by
any governmental authority, by any hospitat or health care facility, or by any professional medical association
(international, national, state or local)?

ayes ‘Mo

27. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

oyes “gno

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

oyes Wno

29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before
completion?

oyes wno

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

oyes ¥no

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

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

PART Il

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

33. To your knowledge, are you the subject of an investigation by any other licensing board as of the date of
this application? h
Vermont Department of Health — Board of Medical Practice - 2006-2008 Physician Assistant Certification Renewal
Page 3 of 19



34, To your knowledge, are you presently the subject of a criminal investigation? -
The following definitions are provided to assist you in answering questions 35 through 37.

"Ability to practice medicine” - This term includes:

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

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

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

"Medical condition™ - Includes physiological, mental or psychological conditions or disorders, such as,
but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy,
muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional
or mental iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and
alcoholism., '

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

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

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

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

335. Do you have a medical condition that in any way impairs or limits your ability to practice medicine in your field

of practinie skill and safety?

In explaining a “Yes" answer on Form A, please provide reasonable assurances

that your medical condition is reduced or amelicrated because, for example,

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

36. Are you currently engaged in the use of alcohol or other chemical substances that in any way impairs your
ability to practice medicine in your field of practice with reasonable skill and safety?

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

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

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

IMPORTANT

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

Part IV - Statutory Profile Questions

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

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

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

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

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

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

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

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

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

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

appealed.

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

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

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

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

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

42. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)] ;& Check here if none .
Revocation/involuntary Restrictions

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

{Date) (Hospital) {State}  (Nature of Restriction}) ({Reason for Restriction)
{Date) {Hospital) (State)  (Nature of Restriction)  (Reason for Restriction)
B. Other Restrictions %Check here if none

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

{Date) {Hospital) {State)
{Nature of Action) {Action)
0 inlieu 0 In settlement

(Reason for Action)

43. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(BA)]

A. Judgments % Check here if none

Please complete the attached Form A and provide a description of all medical malpractice
court judgments against you and all medical malpractice arbitration awards against you within
the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party if not listed below. Please provide complete copies of documentation,
to include final disposition and, Iif possible, a copy of the complaint for each matter.
Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
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O Judgment O Arbitration

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

U Judgment O Arbitration

{Date) {Court) (State}  (Nature of Case) (Amount Assessed Against You)
B. Setflements jﬁCheck here if none

Piease provide a description of all settlements of medical malpractice claims against you
within the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party if not listed below. Please provide complete copies of documentation,
to inciude final disposition and, if possible, a copy of the complaint for each matter.

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

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

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

What month and year did you start practicing as a Physician Assistant? Ot/ 200

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

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

faculties. ‘
b v Y 4 i . PRRE T -]
U""-“"éu e ik‘?”é o k\"%"ﬁ st Qﬁ)n@ Ly s ‘jﬁ«é Crrnlk - (‘:w— ceidel Disiqupdoe « edT § reget
(School)  (City) {State} (Nature of Appointment) From (year) To (year)
{(School)  (City) (State)  (Nature of Appointment) From (year) To {year)
B. Teaching

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

U.\\é {ﬁmf Q"“)n{ {im ohy o \\} T inﬂ 1f iy Y\ﬂfoz Wk = whbak 5 @{\ 35 e (ot g imad
{School/lnstitution) {City) (State) (Nature of Teaching) From {(year) To (year)

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

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
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Note: Answering #49 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your publications in peer-reviewed medical
literature within the past 10 years.

(Title) (Publication) (Year)

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

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

{Activities or Awards)

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

What is the location of your primary practice setting?
Flaeler Mo, Heasl, Core
Town/City, State
Jf("ﬁ‘f‘-:')»\a,hj \Jh‘:
49. Translating Services [See 26 VSA § 1368(a)(16)]

Please identify any transiating services available at your primary practice location.
Are any translating services available at your primary practice location? MY@S [T No

If yes, please describe the translating services available:

o | »‘ [ e \ f o, Yo, :
Z L Cond ey "6/.3-3 Y v by £ Q‘vhii Vi ‘!-«‘ 2o, o ek e bin, G =y

: ; o - VT SN { s
l\f‘m LT N T e Ly s i, Lo Lo~ olsn mog o Wap alomis 80 p, 0,
Sy i T T
(et SM, f’ﬁmm# sy
k]

50. Medicaid/New Patients [See 26 VSA § 1368(2)(17)]

A. Medicaid participation
Do you participate in the Medicaid program? H.Yes OO No

B. New Medicaid Patients
Are you currently accepting new Medicaid patients? ‘B Yes £ No

Verment Department of Health - Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
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Part V

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

Date: 1/ /280y ,B*}ﬂ[mw J\—\ﬁ-ﬂ fa- ¢

Applicant's Signature

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardiess of whether or not you have children

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewa!
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Vermont Department of Health - Board of Medical Practice

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

You must answer questions 1, 2, and 3. :
. Regarding Child Support

Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he or she is in good standhig with respect to.or in full compliance with a plan to pay any and all child support payable under a
support order as of the date the application is filed. “Good standing” means that less than onéwelfth of the annuaf support obligation. is overdue;
or liability for any support payabie is being contested in 2 judicial or quagidicial proceeding; or he or she is in compliance with a repayment pian
approved by the office of child support or agreed to by the parties; or the licensing authority determinedat immediate payment of support would
impose an unreasonable hardship. (15 V.5.A. § 795) :

1. Youmust check one of the two statements helow regarding child support regardless whether or not you have children:

‘J{u hereby certify that, as of the date of thisapplication: {a) | am not subject to any support order or (b) | am suhject to a support order
and | am in good standing with respect to it, or (¢) 1 am subject to a support order and | am in full compliance with a plan to pay any
and al! child support dueunder that order.

or

0O i hereby certify that | amNOT in good standing with respect to child support dues as of the date of this application and | hereby
request that the licensing authority determine that immediate payment of child support would impose aunreasonable hardship.
Please forward an "Appiication for Hardship”.

Regarding Taxes
Title 32 § 3113 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that heor she is in good standing with the Department of Taxes"Good standing” means that no taxes are dueand payable and all
returns have been filed the tax liability Is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissionef Taxes, or
the iicensing authority determines that immediate payment of taxes would impose an unreasonable hardship. {32 V.5.A. § 3113}

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

ﬁ I hereby certify, under the pains and penaltis or 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 penaity for perjury is fifteen
years in prison, a $10,000.00 fne or both).

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

Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trader business
{inciuding a license to practice & 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 empioying unit shali first sign a written declarationnder the pains and penalties of perjury, that the
employing unit is in good standing with respect to or in full compliance with a pian to pay any and ali contributions or payments in lieu of
contributions due as of the date such declaration is made. Fothe purposes of this section, a person is in good standing with respect to any and
all contributions or payments in lieu of contributions payable if: (1} no contributions or payments in lieu of contributions are due and payable; (2}
the liability for ary contributions or payments in lieu of contributions due and payable is on appeal; (3} the employing unit is in compliance with a
payment plan approved by the Commissioner; or (4} in the case of a licensee, the agency finds that requiring immediate payment contributions
or payments in lieu of contributions due and payable would impose an unreascnabie hardship,

3. You must check one of the three statements below regarding unemployment contributions or payments in lieu of unemployment
contribufions:
{ hereby certify, under the pains and penaliies of perjury, that { am in good standing with respect to or in full compliance with a
payment pian approved by the Commissiener of Employment and Training fo pay any and 2l unemployment contributions or
payments intieu 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 bath.)
or
3 I'hereby certify that | amNOT in good standing with respect to unemployment contributions or payments in lieu of unemployment
coniributions due to the Vermont Department of Employment and Training as of the date of this application and | hereby request that
the ficensing authority determinethat requiring immediate payment of unemployment contributions or payments in lieu of
unemployment contributions would impose an unreasonable hardship. Please forward an Application for Hardship.
or
& I hereby certify that 21 V.5.A. § 1378 is not applicald to me because [ am not now, nor have [ ever been, an employer.

Social Security #"'_ Date of Birth-

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

STATEMENT OF APPLICANT

t certify that the Information stated by me in this application is true and accurate to the best of my knowledge and that | understand providing false
information or emission of information is unlawful and may jecgrdize my licenselcertification/registration status.

Signature of Applicant M]’L—\Mf’i; PA.- - pate_ L4/ DS _/ci}ﬁ}b‘f
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

PRIMARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full m}; ar R k

(Lasf) (Firsty (Middle)
Mailing Address my'm&n Meatil, Care Boranic (;“‘?i prT - M Flaye AT W, Paunbinen

(Office Name)
Y\ \ % ‘m :;si dr’"sz S f 3\ PSS
_ (Street) .
Unacling den NT Do) Roay B0 Stie
(City/State) (Zip Code) {Telephone Number)

Vermont License #:
Hospital(s) where you have privileges: Hospltal(s) Location Specialty
Plebeirr Al Heatil Cage Cosrinens VT Byregatenie Oneying

Wh(gt arrangements have you made for buperwsmn when you are not available or out of town:
Lﬁ\'}wu"f g h’“ﬁdé\jta‘f fg:s'- \ g‘i"‘—"“,*fiﬁq"m b § i :k‘\\*‘-‘"ﬂ"‘g"fﬂhfg‘} . {}{@{Jﬂ( 2. E{i’”*‘{f”‘z"f

CERTIFICATE OF SUPERVISING PHYSICIAN

i hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
e e bonre ety » P.A. while under my supervision. I further certify that the protocol outlining
the scope of practice, attached to this apphcation does not exceed the normal limits of my practice. 1 further certify that

notice will be posted that a physician assistant is used, in accordance with 26 VSA, Chapter 31, Section 1741,

I further certify that I have read the statutes and Boad rules govemif /ph sician assistants.

Wiletny /
(Date) (slgn{am/ of Sup?ﬁising Physician)

Co-signature of PA: f\:}'{ ‘?""“‘WJ m«{ S

Note: A PA who prescribes controlled drugs must obtain an ID number from DEA. PA’s DEA Number ﬂfﬁ' fos) o

Vermont Department of Health — Board of Medical Practice — 2006-2008 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full St il \/
(Last) (First) , (Middie)
Mailing Address \\:’Hs%é&g A é"%-ﬁa ik Car- Lhemn's MO 5 B R Bl e fou { €,
. (Office Name)
L Ceilcleste Boe
) (Street) e .
s lindbe NT 5% W l) BT 1
(City/State) (Zip Code) (Telephone Number)
Vermont License #:
Hospltal(s) where you have privﬂeg_.,es Hospﬂal(s) Location /Specialty
{W‘QL_‘U Do e tun {«-—Mft M'“fmr"z}“"ﬁ \j'\. Wiy Ing Easfe gy N £T

List all physician’s assistants names and addresses you currently supervise:
T e ek oot Prpplics by Lunlol b Loshing Dow Basne Sencton W o5y SaN

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby cert:fy that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible forall medical activities of

s 0 ok S L1 , P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Ass:stant I further certify that the protocol outlining the scope of practice,attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rl;les governing physwlan as§istants.

(/2 w o =N Iy A
(Dﬁte) | (Signattre of Secondary Sup‘euv1sﬁa§*Pﬁyswan)( /

Vermont Department of Health — Board of Medicai Practice — 2006-2008 Physician Assistant Certification Renewal
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PHYSICIAN ASSISTANT SCOPE OF PRACTICE

Women’s Health Care Services
Fletcher Allen Health Care
Ambulatory Care Center
111 Colchester Avenue
Burlington, VT 05401

a. Narrative

Women’s Health Care Services at Fletcher Allen Health Care is composed of a team of
professionals who provide the full scope of OB/GYN services. Physicians, certified nurse
midwtives, nurse practitioners and now, a physician assistant (PA), work in collaborative
arrangement. The PA will provide gynecologic and obstetric care to our patient population, as
do our existing providers. Resident physicians and students rotate through the Women’s Health
Care Services during their training.

Physician assistants practice under the supervision of attending OB/BYN physicians. The
primary role of the PA is to provide ongoing care for female patients as determined by the PA’s
training and experience and by the services provided by the supervising physicians. In addition
PA’s are involved in both didactic and clinical training of students.

3

b. Supervision

Supervision of the PA is provided by the primary supervising physicians or one of the
secondary supervising physicians when the primary supervising physicians are not available.
One of the primary or secondary supervising physicians is available 24 hours a day, 7 days a
week. Supervision may include the following mechanisms:

Direct supervision by an attending physician,

Consultation with an attending physician in person or by phone.
Retrospective chart review,

Participation in Women’s Health Care Services quality assurance meetings.

B

¢. Sites of Practice
Women’s Health Care Services, Fletcher Allen Health Care:

Ambulatory Care Center, 111 Colchester Avenue, Burlington, VT
Blair Park, Williston, VT

d. Tasks

The following list is intended to express a sense of involvement in medical care provision
and is not intended to be all-inclusive or limiting, except as specifically excluded by the Board of



Medical Practice, health care facility, or law. At no time will the PA function in a capacity that
exceeds the normal scope of practice of the supervising physicians. The supervising physician
may delegate any and all other tasks that by reason of training and experience, the PA can be
expected to perform.

B =

© 0 NG

10.
IT.
12.
13.
14.

Elicit patient histories,

Perform physical examinations.

Order laboratory exams, radiographic imaging and other diagnostic testing.

Write nursing and other therapeutic orders to be carried out in accordance with hospital
policy.

Interpret diagnostic and screening studies.

Provide telephone advice.

Provide education and counseling of patients and arrange for follow-up care and referrals.
Perform euglycemic clamps.

Perform routine gynecologic and obstetric tests and procedures including, but not limited
to Pap smears, endometrial biopsies, vulvar biopsies, IUD insertion, in-office treatment of
genital warts.

Insert LV. lines, catheters, obtain venous and arterial blood samples.

Administer or dispense medication in accordance with hospital poficy.

Assist in gynecologic surgeries.

Initiate resuscitative measures in accordance with ACLS standards and hospital policy.
Write prescriptions for medications, including controlled drugs and devices in accordance
with Vermont law and DEA regulations.

e. Prescriptive Practice

The PA named in this document is authorized to prescribe medications, including controlled

drugs, in accordance with this scope of practice, as approved by the Vermont Board of Medical
Practice. The PA’s DEA numberis: (0o 105742 ¥

ﬂlibgwmehm Ity W/ /200y

Signature of Physician Assistant Date

(\é é]/i{\i\( g{Haf{

Signature of %pé\:‘%jising Physician Datel
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In alliance with
The University of Vermont

WOMEN'S HEALTH
CARE SERVICE

Board of Medical Practice
Vermont Department of Health
PO Box 70

Burlington, VT 05402-9990

To Whom It May Concern:

Please allow this letter to serve as verification that Stephanie Stahl, P.A.-C has been
employed full time as a physician assistant with our practice since February 14, 2005.
She works as a physician assistant with our inpatient gynecology and gynecologic
oncology service, and also sees patients in our ambulatory care clinic for routine
gynecologic care.

Please feel free to contact me with any questions.

Sincerely,

eung Wong,
Director, Gynecologic Oncology
Fletcher Allen Health Care

4" Floor, Main Pavilion ACC
Burlington, VT 05401
(802)847-5110

UHC CAMPUS 1 South Prospect Street  Burlington, VT 05401 862.847.1400



dos2/002

The Natonal Commission on Certification
: of Physician Assistants
affirms that

Stephanie Beth Stahl

has successfully completed all requirements to

i . . N s . N
achieve or maintain NCCPA certfication. \pﬁ’““ »

FAHC Womens Health

802 847 8433

FAX

12/16/72005 17:22

Certificate Number: 1059860 Ex

Expiration Date. Dacamber 31, 2007 President
This card does not constituie progf of certification.
Please contact NCCPA for verification.

i,
ENCCPAS

e
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Vermont Department of Health
Board of Medical Practice

Agency of Human Services

January 5, 2005

Steihaiii i‘ii' ii

RE: Physician's Assistant Certification
055-0030719

Dear Ms. Staht:
Congratulations! On January 5, 2005, you were presented and approved for

certification as a Physician Assistant in the State of Vermont. Enclosed is your printed
certificate. This is to be placed at your place of employment, to be visible for the public.

Physician’s Assistant certifications are renewed in January of every even year.
You will be sent a renewal form two months prior to the expiration date.
If you have any questions or concerns, please do not hesitate to contact me at

(802) 657-4223.

Sincerely,

%
DN

Tracy Hayes.
Administrative Assistant

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

108 Cherry Street « PO Box 70 o Burlington, VT 05402-0070  TEL 802- 657-4220 or 800-745-7371
FAX 802- 657-4227



Dear Cassie:

The application
enclosed for.yo

or Stephanie Stahl, P.A. appears complete and is
s PA has previously been licensed in Vermont. You may
first, regularly scheduled Board meeting.

------ . oaletme know. (802) 657-4223,

108 Cherry Street = PO Box 70 -« Burlingﬁon, VT (5402-0070 TEL 802- 657-4220 or 800-745-7371
FAX B02- 6574227



. PHYSICIAN ASSISTANT SECONDARY CERTFICATION STATUS SHEET
P . . . . kK .
NAME: PN

L

PHONE: _

ADDRESS
ewpLovi. TOW L D0 OBy o
ADDRESS: ___ | 0D O‘\&f’;{){f} ey
- gk(_kﬁ AV B YO

DATE RECEIVED: 19/@4;5 )C\k%

_____ XL- Application Fee of $50

Complated Application for Certification as a.Phvsicia

i ~ Child Support/Tax/Unemployment Form

N %2 Employment Contract
Primary Sugervisor Physician Application (Signed by PA & Supervisor) L e
B MPCS @}@“ﬂg &ds . OGBS
g i 5
\?K Secor 1 __ " o >---i-ian Annlications
Ve RS SA\EN QQYTDUCBD Lic#: (3 F) OGRS
M.D: Lic #:

Scope of Practice {signed by PA and Primary Supervisor} A detailed description
Of the duties and scope of practice to include auchority to prescribe medications.

&
b7

Completed Form A, if applicant answered Ayess in Section Ti]

Federation Disciplinary C



VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 Cherry Street, PO Box 70
Burlington VT 05402-0070
802 657-4220 or 800 745-T371

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

FEE: Enclose a check in the amount of $100 If initial certification {$50 I not lnitial) mada payabie to the
Vermont Board of Medical Practice,

important:

- Please print legibly or type your answers.

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

- Incomplete applications will be returned.
- When space provided is insufficient, altach additional sheets.

- All documents must be received within six (6) months or the application becomes stale and new
documents must be submitted.

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

- Carefully complete the application as faise statements are grounds for unprofessional conduct.
- Thank you for your cooperation, -

_ - SECTION
Name: Sﬁ‘ GL\% \ be‘t«:@ bham e Q; ek N .
{Last) (First) {Middie) (Former}

pe—

{City) (State) {Zip Code) {Phone)
Office Address:

(Street)

(Ciy)

i I

{Zip Code} {Fhone)

£

3
——

Place of Birth: _—___ Sex: [ Male 'm Female

Basijs for Licensure:

;aj University Trained - NCCPA Examination
& Vermont Apprenticeship Trained




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

NAME FOR CERTIFICATE - NAME CHANGES - OTHER NAMES CERTIFIED/ LICENSED
, < :
Name as it should appear on your certification: %”‘Tﬁ\{:\;hgh} ¢ ak

Have you aver legally changed your name? Yes _v No
if Yes, enclose a cerified copy of the legal document stating the change.

Other Name({g), if any, under which you wers Certified / ficensed slsewhere:

EDUCATION (Collegs Forward)

j o . , ~ :

t) h‘@“iﬁ'\ﬁ i“"( e {:’3" -Sw‘\smd\.‘) Gi/fﬁ( - [:)\S/! YZ?TL{ (:) “:*3 {l}lkb[x}s
(Narne and location of Institution) (From/To-Month/Year) {Degree)

Qum Uniase Suke b %/90~:'»e; - DA Phasice B %ﬂxﬁﬂ/\ﬁms%w ok
{iName andg localion of institution) {FromdTo-MontivY ear} {Degies) W i =

o Al e
{Name and location of Institution) (From/To-Month/Year) {Degree)
SUPERVISING PHYSICIANS

List name and speclatty of supervising physician{s):
Suparvisors Name _ Supervisor's Specialty
TQW&&L\% ?\3‘('1 a?reia@f O, &, U%th Qﬂ(@
List name snd speclalty of secondary supow!sing physician(s):
Secondary Suparvising Physician(s) Secondary Supervising Physiclan's Specizity

g}‘{fﬁ £ gﬁ\\l‘mﬁtflr Qi} . {B::’}"Ea?ﬂ"“iﬂi & \fh‘sﬁ"i L4 R

PRAGTICE
Hava you ever held a Vermont Temporary Certification? ___ Yes_i~No #f Yes, when:

Do you hava hospital privileges? ______ Yes /No
List all hospitals whara you have, orpreviouslyhavehad privileges - - include nams, address, and dates:

NAME ADUDRESBS FROMITO SPECIALTY




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

TRAINING

List chronologically residency or other formal medical fraining programs. Give names, addresses of Bospitals, exact
dates (month, day, year), and type of iraining. include COPIES OF CERTIFICATES.

Name Address From/To Teaining

List alf other significant training affecting your work as a physician's assistart
{(2.9., courses in such areas as taboratory or x-ray technology, physical therapy, EMT):

E‘(Y\I,z Aty ecbicad Tedan, it~ ?Q,N et o il ; ﬁ\QL:D ¢t &

OTHER LICENSES OR CERTIFICATIONS

Doyouhbid.orhaveyoueverheid.aicansdwﬁﬁeaﬁmhanyomerstahe? Yes .~ No if yes, complete
the gection below and send a Verification of Physician's Assistant Licensure or Certification fo sach state.

State Cartificatel/Licenss Number Date Issued Status (Active or Inactive)

Are you a graduate of & program accredited by the Committee on Aliisd Health Education and Accreditation
{CAHEA) or its successor agency? ¥~ Yes No

Do you hoki 2 NCCPA Certificate? o~ Ves Mo If yes, sttach a copy.
NCCPA Certificats Numbar: | 333 %L 0 Expiration Date: 4t/ 1/ 200y

When are you schedulad to begin work in Venmont? (34 bl Do 3

Have you previously applied for certification In Vermont? <~ Yes Mo,
if yes: Under what name G R N Wl T Yoar__ oY

What has been your physicat residence {Ciy, State) In the past ten years? £ seex S i cion NI LOH 05 - presaad
{t\‘v\‘z otd Wiy, Bl ‘\\b%f VASL - B Doy @%.mw e (- ﬁ?f,\
Uelosne, Thtnss W% 113N

Have you ever discontinued your practice as a physiclar’s assistant or physicien’s assistant trainee for a period of
mors than six months? Yas . Noif yos, explak:




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

SECTION 1l

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




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

SECTION it

SECTION 1l - “Yes™ answers to Cuestions 1 - 24 requires an sxplanation on the enclosed Ferm A,

1. Have you ever applied for and been denled a cerificationfficense (0 practice as a PA or any haaling art? Yes _v“No

2. Have you ever withdrawn an application for a certificationficense to practice as a PA or any healing art? Yes i~ Mo

Have you ever voluntarily surrendered or resigned a certficationficense 10 practice as a PA or any healiing art in lleu of
disciplinary action? Yes__ i Na

Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any governmental
authority, by any hospital or health care fadiity, or by any professional PA association (intemational, national, state or

local)? __Yes__.~No

@

To your knowladga, pre you the sublact of an investiaation by any othar ficansing board as of the dai of thig iiﬁﬁon?

Have you ever been denied the privilege of taking an examination before any Slate Medical Examining Board?
Yes _ ..~ No
Have you ever discontinued your aducation, training, or practice for 3 pariod of more than three months?
Yes " No
Have you ever been dismissed or asked o lsave a residency training program(s) before complation? Yas _ " No
9. Have you everhad staff privileges, employment or appointment in a hospital or other hea'th cars institdion denisd, reducad,

suspendad or revoked; resigned from 2 medical staff in lew of disciplinary acion; or resigned from a medics! staff afiera
cornplaint or pear review action has been iniated against you? _ Yes .~ No

10. Have you ever been denled the right to participate or enrolf in any system whereby a third party pays all or part of a patient's

bit? . Yes . No

Have you ever been notified as & responsiple party of & confinmed quality concam {quality of hospital care provided to
Medicare patients) by the Pesr Reiew Organization (PRO) in Vermont o elsewhers? Yas .~ Ho

.

12, Has any medical maipractice claim been made against you in the last ten years (whether or not g lawsult was filed in relation
to the claim/complaint/damand for damages)? Yes .~ No

13. Have you ever been tumed down for coverage by a malpractice insurance carrier? Yes .7 No

14. Has your privilege to possass, dispensa or prescribe coniroied subsiances sver baen suspended, revoked, denipd, restricied .
or surmsndangd by any jurisdiction or fadaral ageacy at any tma? Yes No

[

15, Have you, at any time, been a defendant In any criminat proceeding other than minor traffic offenses. {Note: DWW - Driving
Whita infoxicated - is NOT a minor offense)? _Yen o

16. To your knowlsdge, are you ihe subject of an investigation for & ¢riminal act? _



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

SECTION Ul CONTINUED - “Yes™ answars to Questions 17 - 24 requirex an expianation on thae snclosed Form A
For purposes of Qugstions 17 - 24, the following phrases or words are defined balow:

“Ability to practice medicine” is to be construed 1o include all of the following;

1. The cognitive capacity to make appropriate clinical diagnoses and ax;aft:ise reasoned medical judgments,

and fo leam 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 alds or devices, such as volce amplifiers; and

The physical capabiiity to perform madical tasks such as physical examination and surgica! procedures,
with or without the usa of aids or devices, such as comective lensas or hearing aids.

“Medical condition” includes physiological, mental or psychological conditions or disorders, such as but not limited to orthopédic.
visual, speach, and hearing impalrments, cerebral paisy, opltepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease

diabeles, mantal retardation, emotional or mental finess, specific leaming disabillties, HIV disease, tuberculosis, drug addcﬁon.'ané
aicoholism,

“Chemical substances™ Is to be construed to include sicohol, drugs, or medications, inchuding those taken pursuant to a valid
presoripion for lagiimate medical purposes & In accordancs with the presciber’s direclion, as well 2s hose used Bagally.

“Currently” does not mean on the day of, or even in the weeks or months precading the complation of this application. Rather, it

means recently enough so that the useofdrugsmayhaveanongohgmmononesfunmommasaueenm of within the past five
{3) yoars.

“Hlegal use of controlied substances” means the use of controlied substances obtained iflegally as well as the uss of controlled

substances which are not obtained pursuant to 2 valld prescription or not taken in accordance with the directions of a ficensed haalth
care practiioner.

17, Doyou!'ravean‘eedlwgondiﬂonwhichmanywaympaarsorMyomabﬂitymptacﬁoaasaPAwiﬁ:reamabhskmand

safely? if yes,” please explain.
iﬁbie siill and

Are the Emitations or impairants caused by your medical condttion reduced or ameficrated because you receive ongoing
treatment (with or without medications) or parficipate In @ monitoring program? i “yes” pleasaexplam-

18. Does your use of chemical substance(s) In any way Impair or fimit your ability to practice as a PA with

safety? Y “yes ™ pleass euplain,
19,

20, Ara the limitations or impainments caused by your madical condition reduced or ameliorat

wd becauss of the field of practice,
the setting or the manner In which you have chosen to practice? if “yes.” pleaseexpiah

21, Have you ever been diagnosed as havinq or have ynu aver baen treated for padophilia, exhib| r tem? if “yes,”
ploasa explain.
22. Are you currently engaged in the illegal use of controfted substances? _

23. H*yes," arg you currently participating in a supendsed rehabilitation program or professional assistance program which

monkars you in order to assura that you are not Blegally using controfled substances?

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

diworder?



STAYE OF VERMONT - BOARD OF MEDICAL PRACTICE - PAGE SEVEN OF SEVEN
SECTION Y
STATEMENT REGARDING CHILD SUPPORT, TAXES, UNEMPLOYNENT COMPENSATION CONTRIBUTIONS
Applicant's Statement Regarding Child Support

Tithe 15 § 785 requires that A professional kcense or offwer suthardty to conduct & trade or business may not ba jssued of renewed
uniess the person certifies that he or she ks In good standing with nespeact to or kn full compliiance with 2 plan to pay any and alf child
suppor payable under a support omder as of the date the application Is fled. "Goud standing” means ihat ss tan ona-twalith of
the anfusl support obligaton is overdus; or Bability for any support payable 18 baing contssted in a judicial or quasiHudticlat
procesding: of he or she Is in compiancs with 3 sepayment plan approved by the offics of chitd siipport or agresd o by the parties;
grgg;e&wwmg authority deterrnines that immediate payment of support would kmpose an unmsasonable hardship. {(1ISV.S.A S

i

v

! hereby cortty that, a of the date of this appication: (a) | am not subject 4o any support order or (u) | 2m subject to
suppact order and 1 em in good standing with respect o i, or (¢} | am subject %0 @ support order and Tam in full
vompiiance with & plan © pay any end sfl chiid support due undex that order,

You must chesk one of the two statemaents beiow regarding child support regardiess whether or aot you have
children:

or
1 heretry certify that 1 am NOT in good standing with respect 1 child support due a3 of the date of this application and |
hereby request hat the koensing authorly Geleming Bt Invnediate payment of chiid suppork woukd impose an
urreasonable handship, Please forwand an "Applcation for Hariship” .
Applicant’s Staternem Regecdng Tauwes
Tide 32 § 3113 requires that A professional Scanse or other suthordly %o conduct a trade or business may not be lssued of renewad
unless the norsan certifias that he or she i in gnod standing with the Deoartmaent of Taxes. “Good standing” means hat no taxes
#re dus, the tax abliity s on appasl, the taxpayer Is i comphance with @ payment plan approved by the Comenissioner of Taxes, or
the ficensing authorily determines that immediate payrnent of liies would Impose sn unreasonable hardship, (32 V.5.A. §3113)

Z You must check ona of the two statements balow:
¥ 1 harsby certity, under the paing and penaities of perjury, $sat { am in good standing with respect to or in fulf compiiance
with a plan to pay any snd alt baxes due o the State of Vermont as.of the date of Bils application. (The maximum penalty
for perfury is fifteen years in prison, 2 $10,000.00 fine o both).
or .
| horeby ooy that | sm NOT In pood standing with respect o taxes due o the State of Vermont as of the date of this-
apolication and | hereby request that the Ticensing suthority determine that immediate payment of taxes would imposs an
unveasonable hacgship, Please Rward & "Application for Hardship®.
. Applicant's Statement Regarding Unemployment Compansation Contributions
Tithe 21 § 1378 requires that: No agancy of tha stata shall grant, lssus or renewal ary Roense or othar authority to conduct a trade
abwhusﬂmhdnga!mbpmeﬁaapmbubmb.ormhb.m«wwmhhmdm.
senvioss or real satabe soa0s with any employving unit entess such smploying unit shall first sign & wiitten dediacation, under e
pains and ponalties of pedury, that the employing unitis In pood stending} with respact %o or In full compliance with @ pian o pay eny
and ak contributions or payrmsnts n Sisu of contributions due 38 of the dale such declaralion s made, For the purposss of this
saciion, 3 person is in good standing with respect to sy end ¥ contsibutions o payrments I feu of contiftrdions payables i (1ino
mbhm«wmﬂhhudmﬂ&ﬁusmﬂﬂw%@)h%kmmﬁ%&uumhhuﬁ
contribuions dus and paysble s on appaak; {3) the smploying unit is In compliance with a payment plan spproved by the
Commizsionsn or (4} It e case of 2 ficsnses, the agency finds that requiring Immediaie paymsant of contribulions or payments 1o
feu of contrinutions due and peysbis would imposs an unfsosonable kardship, .
3 You must cheok ons of the bwo staisments batow mgarding ynemployment contributions or pryments in Heu of
unsmployment sonzihutions:

" 1 hereby cerily, under the pains and panalties of perjury, that | am in good standing with respect 1 or I full compliance
with 2 paywment plan approved by the Commizaione: of Employment and Tralning & pay asty and &l unemploymant
contributions or paymants In Sau of unemployment contribulions to the Vermont Dapsrment of Employmant and Training
dus 38 of the date of this appication, (The maxinwem penalty for perury is 15 years in prizon, 1 $10,000.00 fne or both).

o

I heveby certity that | am NOT in good standing with respect 10 unemployment contributions or psyments in fleu of
umemploymant contributions dus 10 the Vermont Dagarimant of Empioyment and Tralsing ss of e date of this
application and | nersby request that e Scensing authonty determine el requiring Immadiste payment of
UNSITPIOY TNt

cortitniions of PRYMSNS ky Hea of pnemployment contridutions would imposs an upneasonable hardship,
Phsasa forward an Appication for Hardship.

Soclsl Seaualty &
= Tha Geciosure of YU Docia BECUTHY TRbEr & wofihed vy
Towea et Bie Depavtment of Employment and Treining, in

Data of Birth

5 L] wranid by 42 U.B.C. § 403 [GHENE), a0t o ko used by tie Daparment of

the sdeinisisntion o B swe. Io iderily ndividuate siiactad iy auch imee, aad by e Ofic of Child Support.
STATEMENT OF AFPPLICANT

1 cartify that the iformation stated by me In this application iy tue and scouriie ) Sw best of my krowiedge. | urderstand that

providing faise Wfrmation of omisslon of Information is unlawiy! and may jsopansice My Scensalcartfication/regiatration status.

Skynaturs of Applicant }jlw-i%m Exegt Dot~ {0/ ey




EMPLOYMENT CONTRACT

, qt\x"g E,,\,,I!n Oy & iﬁfz\‘ﬁl‘h‘g

, an applicant for
{Applicant's Name)

Certification as a Physician's Assistant, am employed by

%VW\’\{J'\H‘ l}\ﬁ”h i‘w'u%—L Lmiref Dpc ﬁ%m% M {‘){iﬂifﬂib; ,/ [)e«fnzwu e C}mu “f
(Employer's Name)

for the period beginning Oy 0Bf Dosy
' . {(Month/Day/Year)

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

M\% D EN

Signature of Physician's Assistant (Date)

(heovers Wi 12/ 4

Signature of Supérvising Bh{sician " (Date)

Print Name of Physician: CL&’ v149 h/o o}

/ /

NOTE: A contract from each separate employer is required.



VERMONT DEPT OF HEALTH
BOARD OF MEDICAL PRACTICE -
108 CHERRY ST PO BOX 70
BURLINGTON VT 05402-0070
802-657-4220

PRIMARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomnplete applications wili be retumed. Attach additional sheets as needed.

PR/ & X
Name in full Y (g, L/WIW"R%
{Last) [ {First) J (Middie)
! e T y
Maiing Address WA / [ FAC
/ {Office Nama)
: : . pe C s
[ 5. Prospect oneet
; (St {0
T \ T 7T O 0 P
P Cowdfn A JT U550 BOL[ o4~ ST
{City/State) ] "7 (Zip Code} {Telephone Numbar)
Vermont License Number.(»s{iil” ﬁﬂbj‘“ j’}_(ﬁ%‘: Number of ysars you have bsen practicing medicine: i PR ny
9]
Hospital(s) where you have privileges Hospital(s) Location Speciaity
RN - P . /T SIS
FARC Pl ie V] J.}Zﬁ/ Slf

i
/
i

List all physiclan's assistants names and addressas you currently supervise;

What arrangaments have you made for supervigion when you are not avaliable or out of town:

by Frdia N

CERTIFICATE OF SUPERVISING PHYSICIAN
F hereby certify that, in accordance with 26 VSA, Chapter 31, 1 shatl be legaily responsible for alf medical activities of

e £ iy '3
Sttptiaaie SHbl , PA. whils under my suparvision. | further certify that
tha protachl bulfining the scops of practice, stiached o this application, does notl excsad the normal limits of my

practice. | further certify that notice will ba posted that a physiclan's assistant is used, In accordance with 26 VSA,
Chapter 31, Section 1741.

{ further certify that | have read the statutes and Board rules goveming physician's assistants,

12/ j4 Chovrewy Wirse

_i {Ddte) {Signature S Bupervising Phygictan)

cosgratreatpa MNshe: D

Note: A PA who prescribes controlied drugs must obtain an ID number from DEA. PA's DEA Number, 113 105 745§




VERMONT. DEPT OF HEALTH
BOARD OF MEDICAL PRACTICE
108 CHERRY ST PO BOX 70
BURLINGTON VYT 05402-0070
B02-687-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

Please print. Incomplate applications will be returned. Attach 2dditional sheets as needed.

R

- . Ve
Name in full l = fﬂ i Y% - wj L \w;»; v
{Last} (First) {Middle)
Malling Address M fw}?:/ / ‘!L f#:{“{ -
) {Odfice Name} .
| So Picspect

- _ (Sm“ % L - _ f\g’ o Z;D
Q@szﬁf\ VT esYS ] suy jyoe

(City/State) / {Zip Code) {Telephone Number}
Vermmont Uicense Number, Zfz i k1*( C Number of years you have been practicing medicine: g Z?L
Hospital{s) where you have privileges Hosptital(s} Location S;:ecaatty
fz:::é’}\ [P0 e ,E':) P H T ‘;{ /
Nate R Ot Ling tme U7 &0
Y

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN
I hersby certify that, in accordance with 26 VSA, Chapter 31, | shall be fegally responsible for all medical activities of

“w‘;'f"i?ﬁl/iifﬁ{f’ '<JTC{ (ﬁ . P.A only when the primary supervising physician is
unavaitable and only when consultad by the aforasakf’ﬁhysldan s Assistant, [ further certify that the protoco!
outliring the scope of practice, attached o this application, does not axceed the normal Tmits of my practice and that
in accordance with 28 V3A, Chapter 31, Section 1741, the use of a physician’s assistant has been posted.

[ further certify that | have read the statutes and Board rules govemlng physiclan’s assistants,

o Ll Bresy
/ -—2/ 21 4o (/( / Aﬂéi Lf ( /f(}-{ S
Y(Date) (

P *(Signature of Secondary Supervlsmg Physiclan) o



PHYSICIAN ASSISTANT SCOPE OF PRACTICE

WOMEN’S HEALTH CARE SERVICES
FLETCHER ALLEN HEALTH CARE
111 COLCHESTER AVENUE
BURLINGTON, VT 05401

a) NARRATIVE

Fletcher Allen Health Care, Women’s Health Care Services is composed of a team of
professionals who provide the full scope of OB/GYN services. Physicians certified nurse
midwives, nurse practitioners and now a physician assistant work in collaborative
arrangement. The physician assistant will provide GYN and OB care to our patient
population, as do our existing providers. Resident physicians and students rotate through
the Women’s Health Care Services during their training.

Physician Assistants practice under the supervision of attending OB/GYN physicians.
The primary role of the PA is to provide ongoing care for female patients as determined
by the PA’s training and experience and by the services provided by the supervising
physicians. In addition, Pas are involved in both didactic and clinical training of students.
b) SUPERVISION
Supervistion of the PA 1s provided by the primary supervising physicians or one of the
secondary supervising physicians when the primary supervising physicians are not
available. One of the primary or secondary supervising physicians is available 24 hours a
day, 7 days a week. Supervision may include the following mechanisms:

1. direct supervision by an attending physician

2. consuliation with an attending physician in person or by phone

3. retrospective chart review

4. participation in Women’s Health Services guality assurance meetings

c) SITES OF PRACTICE

Fletcher Allen Health Care, Women’s Health Care Services:
MCHYV Campus, 111 Colchester Avenue, Burlington, VT
UHC Campus, 1 South Prospect Street, Burhington, VT
UHC af Blair Park, Williston, VT

d) TASKS

The following list is intended to express a sense of involvement in medical care provision
and 1s not mtended to be all inclusive or limiting, except as specifically excluded by the
Board of Medical Practice, health care facility, or law. At no time will the physician
assistant function in a capacity that exceeds the normal scope of practice of the
supervising physicians. The supervising physician may delegate any and all other tasks
that by reason of training and experience, the PA can be expected to perform.



B

N LA

8.
9.

10.
il.
12.
13.
14.

e)

elicit patient histories

perform physical examinations

order laboratory exams, radiographic imaging and other diagnostic testing

write nursing and other therapeutic orders to be carried out in accordance with
hospital policy

interpret diagnostic and screening studies

provide telephone advice

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

perform euglycemic clamps

perform routine gynecologic and obstetric tests, including, but not limited to Pap
smears, endometrial biopsies, vulvar biopsies

insert [V lines, catheters, obtain venous and arterial blood samples

administer or dispense medication in accordance with hospital policy

assist in gynecologic surgeries

initiate resuscitative measures in accordance with ACLS standards and hospital policy
write prescriptions for medications, including controlled drugs and devices in
accordance with Vermont law and DEA regulations

PRESCRIPTIVE PRACTICE

The PA named in this document is authorized to prescribe medications, including
controlied drugs, in accordance with this scope of practice as approved by the Vermont
Board of Medical Practice. The PA’s DEA number is {43 3557403

}\_W\L?'MM Ibaly VYo by

Signature of Physician Assistant Date

/Z Zﬁ (24

Slgnat ¢ of Bupervising Physician ! Date



B

A

8.
9.

10.
11.
12,
3.
14.

e)

elicit patient histories

perform physical examinations

order laboratory exams, radiographic imaging and other diagnostic testing

write nursing and other therapeutic orders to be carried out in accordance with
hospital policy

mterpret diagnostic and screening studies

provide telephone advice

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

perform euglycemic clamps

perform routine gynecologic and obstetric tests, including, but not limited to Pap
smears, endometrial biopsies, vulvar biopsies

insert IV lines, catheters, obtain venous and arterial blood samples

administer or dispense medication in accordance with hospital policy

assist in gynecologic surgeries

initiate resuscitative measures in accordance with ACLS standards and hospital policy
write prescriptions for medications, including controlled drugs and devices in
accordance with Vermont law and DEA regulations

PRESCRIPTIVE PRACTICE

The PA named in this document is authorized to prescribe medications, inchuding
controlled drugs, in accordance with this scope of practice, as approved by the Vermont
Board of Medical Practice. The PA’s DEA number is '3 557409

NNbphers Dbaly 1Y/ 2y oY

Signature of Physician Assistant Date

/é F f2hol4-

Signafﬁr L(f}uperwsmg Physician o Date
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE 6\
108 CHERRY STREET \
BURLINGTON, VT 05401 “\
(B0Z) 657-4220 : 2 Q
SECONDARY SUPERVISING PHYSICIAN APPLICATION </
Please print. Incomplete applications will be returned. Attach additional sheets as needed.
. Y R ] v oo
Name in full %“\% A\ 2 A A :flk\\w ¥y SOUAS E
(Last) (First) vy (Middle) v
' »\\ \ 1 J L\J E ol he v I T \ooeeng K0S
Mailing Address Y LR e Wy s E : eSS
: - NI
(Office Name) NUANERS
; o . Street) - \
T g e _ (Buee) - - .
W AN TSRS AT QSHAT [ kb'?;:\,s N i el
(City/State) ‘(Zip Code) (Telephone Number)
Vermont License # L\ 3& = Q00 %4 (_;ck
Hospital(s) where you have privileges: Hospital(s) Location Specialty
N\ C . X 0w LwETo o _UT Ty { vl

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

ey — P 3
SUEVSRNE. Sond RN

CERTIFICATE OF SECONDARY SUPERVISING PHVSICIAN

[ hereby centify that, in accordance with 26.VSA, Chaprer 31, 1 shall be legally responsibie for ali medical activities of

SR ERRE ”.?C\'\ Yol P.A only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician;Assistant. 1 further certify that the protocol outlining the scope of practice, atizched to this application, does not
exceed the normal lunits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. :

I further certify that I have read the statutes and Board rules governing, ghys&%\ian assistants,

; _— A . . R
‘ E‘ﬁ R E LS YR !""\(:\,?'\;t )\A Mww\“ W { /}
(Dare) (Signature of Secondary Supervising Physician) -

Vermont Department of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19
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. 001
STATE OF VERMONT - BOARD OF MEDICAL PRACTICE e ke, Ssbs
108 CHERRY STREET I rh
BURLINGTON, VT 05461 - UYL eananq

(802) 657-4220
SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ,25'1/%1{ ot e ohg !CE%/\
{Last) (First} (Middle)
Mailing Address #=A {j{ wngn i ;/\ TV & yer, DaoD
(Office Name)
b e ) ’ . I‘C‘-dm--««\l et e e
W i TON VT 19-656-5 285
(City/State) (Zip Code) (Telephone Number)
Verment License #:_ 02 DR vy
Hospital(s) where you h_ag§ privileges: Hcspi':[a};(s) Location Specialty

FARL

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereb certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for ali medical activities of
L § Lowie  Smda L , P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesmd Physician Assistant. [ further certi"y that the protocol vutlining the scope of practice, attached to this application, does not

exceed the normal Hmits of my practice agd that in accordance with 26 VSA, Ch&pter 31, Section 1741, the nse of a physician assistant bas
been posted.

T further certify that I havc read the statutes and Board.niles governing phys:csfm &7“

a0-12 Wk P

(Trate) /( ; amre of ¢ Second u’pemsmg Physmian)

JAN 25 oom
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Qﬁﬁ s e :&\)\s @
(Last) (First) (Middle)
Mailing Address \J Ly haol C‘S‘q & Colo iy
| (Office Name)
%_\‘.\ Y L\) 1 h\?&*‘ba\ ({ZIONJ\[)_ Sm S‘L b S -
i (Street) ,

mu% &)r“"m‘wv* N b‘;(‘? b3 &\)D\L{Q%’“L’LLB

(City/State) (Zip Code) (Telephone Number)
Vermont License #: N{Z 2&*’“ (,2(’)/ @ "/é/ /
Hospital(s) where you have privileges: Hospital(s) Location Specialty

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

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
_ qhkfw(}kmm Dl » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. 1 further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal fimits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. ,

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

i f
et g Lo b ; "2,,»' S ]
" (Date) ~ .. (Signature of Secondary Supervising Physician)
gnature p

A"

Vermont Department of Health — Board of Medicat Practice — 2012-2014 Physician Assistant Licensure Renewal
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DEALL P VEKNIUNL - BUAKID UF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(892) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ‘?h\m—%% WKora
(Last) ‘ (First) (Middle)
(® |
Mailing Address b smplon D6 [,
_ (Office Name)
ES’ (‘nﬂvﬁ“ bj\r&‘r
. . _ {Street)
E e RN L \]“’( oS 4g 1 C&ba\ “67@ -1 %07
(City/State) (Zip Code) (Telephone Number)

. = f F M? 4
Vermont License #: w > 70

Hospital(s) where you have privileges: Hospiial(s) Location__ Specialty
— A HP & 60/’?’@?%%} I b /6‘}//\/

List all physician’s assistants names and addresses you currently supervise:
St {7 ’i7 At 1 & 5 4'97/“ !", EE
7

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Ihereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
7 i L{}L cwit Tdhaieg » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

]

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. .

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

1o 2oy, Y 7= S °X

- I
{Date) (Signature . . secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

BURLINGTON, VT 05401
(802) 657-4220  /6\,>
SECQNDARY SUPERVISING PHYSICIAN APPLICATION

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

Namein full (9,4, 4 [y IMATAACET
(Last) (First) {Middle)
Mailing Address U@mp,« v Gg‘w,w/ - Vi}
(Off’ eName
: . (Street) . o
§0~ @w’“ﬂf%«{"ﬁf\ VT ogwed Jor gy 202
(City/State) - {(Zip Code) (Telephone Number)

Vermont License #: (42 - @0 12341

Hospitai(s) where you have privileges: Hospital(s) Location Specialty
FAnc - T i«\mjw A ST Gt tlof]

List ail physician’s assmta%ts names ang/} ;a.%circsses you currcntly supervise:

g i %‘ﬁf t’\é?gu'\J\: L 7

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordancc with 26 VBA, Chapter 31, I shall be legally responsible for all medical activities of
o bl & S i s P.A. only when the primary supervising physician is unavailable and only when consulied by the
aforesaid Physician Assistant. I further Cﬂrtlfy that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been postad.

i further ceriify that I have read the statutes and Board rules gov&mzn hysician asgistants,

i O AT

{Date} {Bignature of Seconfiary Ydpervising Physician)

%‘1 |
cER 23 AR 4

Vertmont Department of Health — Bowrd of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Y W lag e {E\ Ly e

Mailing Address {‘Q&* ke
(Office Name)
\Cﬁ\g Tkli—&l Q(\"QL«
. ) (Street) - ) o
Dok Bocinden \(y DSber O™ XLD-1137y
(City/State) (Zip Code) (Telephone Number)

Vermont License #: QH 2' OO ! @ Cﬂ 0 &
Hospital(s) where you have privileges: Hospital(s) Location Specialty

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

70,

O

{/

s P.A. only when the primary supervising physician is unavailable and only when consulted by the

Aforesaid Physician Assistant. 1 further certify that the protocol outlining the scope of practice, attached to this application, does not
exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant hag

been posted,

1 further certify that ¥ have read the statutes and Board rules governing physician assistants.

{Date) (Signature of Secondary Supervising Physician)

FER 16 200
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. STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

s

- Name in full NGy B i = L
(Last) (First) (Middle)
: y A B
Maﬂ-ing Address i:‘f; SR P ﬁ\u{,\ & Lolin Co £ ' iwb P l“{iiét‘iﬂm«_ ‘Ca‘l . Sy —
(Office Name)
W G Chesve e [ Yo B, Doe Mo $aus fa
’ (Street) _ o
Q?*‘Jr‘ﬁi noXe MY DS Y Tha D, HM7- 140
(City/State) 'l (Zip Code) {Telephone Number)

Vermont License #: 0¥ ~ G195/ 0 E?Lf

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

L hereby ceriify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for ail medical activities of
%\ o o st . P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. | further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. .

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

g
TT)ne 200 YONA~—
(Date) - (Signaturek@ary Supervising Physician)

Vermont Department of Health ~ Board of Medical Practice - 2012-2014 Physician Assistant Licensure Repewal
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BOARD OF MEDICAL PRACTICE

108 Cherry Street, PO Box 70 .

Burlington VT 05402-0070 \f\”‘ ‘”é
802 657-4220 or 800-745-7371 :

DEPARTMENT OF HEALTH ’ ( %(/

2012 PHYSICIAN ASSISTANT LICENSURE RENEWAL APPLICATION

PART |
License # 055-0030719

1. Name: Stephanie Beth Stahl PA

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

3. Mailing Address(es):

FAHC-Womens Health Care Services
111 Colchester Avenue 4th Floor {
BURLINGTON VT 05401

4, Home Address:

City, State, Zip Coée:

5. Email Address:

8. Daytime Telephone Number: Area Code:

7. Date of Birth:

p—

9. Certification Examination Taken — (Check box and enter date of examination); _
w (B1/22/0%) . NCCPA

o I ) State Examination-ldentify state:

o [ Other Examination specify:

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

o Apprenticeship Trained
¢ University Trained

11. Do you have hospital privileges in Vermont? ' Yes O No
Hospital Name(s) and Location(s):

Fletcher Allen (FAHC, MCHV)
Burlington, VT
{2005-)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physiciar: Assistant Licensure Renewal
Page 1 nf 10



1% In what year did you start working as a physician assistant in Vermont? ) b

13. Were you in active clinical practice in Vermont during the past 12 months? i Yes O No

14. Other states where you now hold an active certification or license to practice:
ﬂ:’\@}‘\'a Leion 45 e Drp st v Mg Mol sy Y b oaikiye %\D\G?ﬂ\, ey 6o ﬁf&{}mu”a Vi ttan e

Doonaeg 4o aobit L Gense B Oy Siabi -t

15. Sgates where you previously were certified or licensed to practice:
E\j o b

16. Specialty: L_\\smw‘ Q?»q.«.‘ Drtolony DEA Number: (0 o571 40%
: -

17. Name and office address of current EMPLOYER(S):
FAHC Womens Heath Care Services, 111 Colchester Avenue, Burlington, Vt 05401

Name Address

18. Please list (use additional sheet if necessary) name(s) and address(es) of physicians who currently serve as your
PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S). Attach signed sheets for each practice location.

Primary Supervisiﬂg Physician{s): '

Name ) Addréss

Q-\’\E_U'n N \J\E‘aﬂm 5 g kk)‘a-ﬂw‘b %‘\{,-"B,- Gq il Sk e t@%«tw\a‘ﬁ Wi C-C?\\s.—t\ tibes “\;}tUL “L{{A\ ?1&);’ ﬁ\QL [n?
Bor tingre. VT DS 40I

Secondary Supervising Physician(s):

Name Address

See BM oy deg biak

19. Delegation Agreement: The Board of Medical Practice requires that you and your primary supervising physician{s) review
the most current delegation agreement for your practice setting, paying attention to any additions or deletions in duties
and procedures. Please review, date and sign your delegation agreement and have your PRIMARY SUPERVISING
PHYSICIAN sign it as well. Attach a copy of your signed delegation agreement to this application. This shouid be done
for each practice lecation and included with this renewal. '

a. Has there been a change in your delegation agreement which has not been reviewed by the Board?
0O Yes kI No

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

21. Continuing Medical Education (CME) requirements:

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

b. For all others, an explanation of requirements and a CME Record form must be completed.

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

PART Hl

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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~Yes" answers to Questions 23 - 47 require an explanation on Form A.

23. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
OYyes rno

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

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

oyes wno |
26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by any

e S L

governmental authority, by any hospital or health care facifity, or by any professionai medical association {international,
national, state or local)?

oyes ‘gho _
27. Have you ever been denied the p'rivilege of taking an examination before any state medical examining board?
oyes ®no '
28. Have you ever discontinued your education, training, or practice for a period of more than three months?
oyes ‘gno
29. Have you ever been dismissed or suspended from, or asked to leave a residency training program before completion?
ryes ‘®no ' ‘ '

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

oyes ‘mno

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

myes ‘wno
32. Do you currently or have you ever prescribed any préscription medication over the internet? This does not include
prescribing you would do using electronic medical records in your practice.

oyes "mNo
33. Are you presently or have you ever been a defendant in a criminal proceeding?
ayes mho
PART il
(Untess otherwise ordered by a court, your responses to the questions in Part 11l are considered exempt from public

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

34. To your knowledge, are you the subject of agd igati any other licensing board under which you have not been
charged as of the date of this application?

35. To your knowledge, are you presently the suWai investigation under which you have not been charged?

The following definitions are prdvided to assist you in answering questions 36 through 38.

"Ability to practice medicine” - This term includes:

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments, and fo leam
and keep abreast of medical developments; and

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

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensurc Renewal
Pape3 of 19



. The physical capability to perform medical t'asks 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 fimited
to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrephy, multiple
sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental iliness, specific learning
disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and alcoholism.

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

"Chemical substances" - This term is to be construed to include 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 illegally. :

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

"ltlegal use of controlled substances” - This term means the use of drugs, the possession or distribution of which is
unlawful under the Controlled Substances Act, as periodically updated by the Food and Drug Administration. This

term does not include the use of a drug taken under the supervision of a licensed health care professional or other
uses authorized by the Controlled Substances Act or other provisions of federal law.

36. Do you have a medical condition that potentially or in any way impairs or limits your ability to practice medicine in your field of
practice with reasonable skill and safety?

In explaining a “Yes" answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

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

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

to pracW your field of practice with reasonable skill and safety?

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

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

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

IMPORTANT

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

Part iV - Statutory Profile Questions

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

Please include photocopies of court papers, licensing authority decisions, and any other relevant documents if your
answers to questions 39 through 44 have changed since your last application. We cannot process your application

Vermont Department of Health — Board of Medical Practice ~ 2012-2014 Physician Assistant Licensure Renewal
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"y
“without them. ém“%: Tl
| “L\,L B obgg. bodend
39. Criminal Convictions [See 26 VSA § 1368(a}{1)] % Check here if none ‘)ﬁ?gx PR YAES

Please provide a description of all crimes (felonies and misdemeanors; this includes DUTBUE 1 ‘t.‘speed“fh_g"‘ r-parking~
tickets) of which you have been convicted within the past 10 years Please provide compiete ‘copies of documeritataon !
for each matter. : ‘

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

40. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)] )& Check here if none S Vs

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

{Cunviction Daie) {Court

41. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)] Y Check here if none 4y %/

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

(Date) (Final Disposition - Summary)

42. Licensing or Certification Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
'w Check here if none

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

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

43. Restriction ofHospita Privileges [See 28 VSA § 13588(a)(5)] =1 Check here #f none
Revocation/Involuntary Restrictions

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

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

" B. Other Restrictions w2 Check hére if none

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

Vermont Department of Health — Board of Medical Practice ~ 2012-2014 Physician Assistant Licensure Renewal
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{Date) (Hospital) . {State)

{Nature of Action) | {Action) 0 Inlieu
0 In settlement :
{Reason for Action)

44. Medical Malpractice Court Judgments/Settiements [See 26 VSA § 1368(a)(6A))
A Judgments g Check here if none
Please complete the attached Form A and provide a description of all medical malpractice court judgments
against you and all medical malpractice arbitration awards against you within the past 10 years (10 years from
payment date) in which a payment was awarded to a complaining party if not fisted below. Please provide
compieie copies of documentaﬂon to include final disposition and, if possible, a copy of the
compflaint for each matter.

None reported

0 Judgment [ Arbitration

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

0 Judgment (0 Arbitration

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

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

None reported

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

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

45. Years of Practice [See 26 VSA § 1368{(a)(10)] 2004

What month and year did you start practicing as a Physician Assistant? _ OVjaosY

L

46. Appointments/Teaching [See 26 VSA § 1368(a)(12)] Note: Answering #46 is optional. By answering, you re granting
permission to have this information posted on the web. (This form follows the statutory wording. Since most appointments
are teaching appointments, these questions may overiap.)

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

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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47,

48.

University of Vermont
Burlington, VT

Clinical Instructor

2005
{Schoot)  (City) (State) (Nature of Appoiniment) From (year) To (year)
{School) (City) (State)  (Nature of Appointment) From (year) To (year)

B. Teaching
‘ Please provide information regarding your responsibility for teaching graduate medical education within the
past 10 years.
University of Vermont
Burlington, VT

Precepting Medical Students

2005

(School/Institution) (City) (State) {Nature of Teaching) From (year) To (year)
Publications [See 26 VSA § 1368(a)(13)]

Note: Answering #47 is optional. By answering, you are granting permission to have this information posted on the
web. Please provide information regarding your publications in peer-reviewed medical fiterature within the past 10
years.

None reported
(Title)

(Publication) {Year)

(Title)

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

Note: Answering #48 is optional. By answering, you are granting permission to have this information posted on the
web. Please provide information regarding your professional or community service activities and awards.

None reported

{Activities or Awards)

49. Practice Setting [See 26 VSA § 1368(a)}(15)]

What is the location of your primary practice setting? Burlington, VT

Town/City, State

Vermont Department of Health — Boaidl of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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50. Translating Services [See 26 VSA § 1368(a)(16)]

Please identify any translating services available at your primary practice location.
Are-any transiating services available at your primary practice location? E Yes [ No

If yes, please describe the franslating services availabie: None
W e o %05 Buplesr B¥aithe Y’\su phbdoinny & teabalus, | by im&»m Dt

51. Medicaid/New Patients [See 26 VSA § 1368(a)(17)] > lubvrs Cre Symiehie dor o, Loy, i
BE Ly {fﬂ{» iy ¢ tiatedey, A0 e O t @*‘-*‘\E«mv‘xa

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

Are you currently accepting new Medicaid patients? {4 Yes (1 No
Part V

I hereby affirm that the information provided above js true and accurate, and that | have answered the questions to the best of
© my knowledge and ability,

, . |
Date: V=] 2% ;2“ A4, J ’Lwi
Applicant's Signature

s,

Reminder - You must also complete the enclosed Apphcant s Statement Regarding Child Support and Taxes, regardless of
whether or not you have children

Vermont Department of Health — Board of Medical Practice - 2012-2014 Physician Assistant Licensure Renewal
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Vermont Department of Health - Board of Medical Practice
Form A

PLEASE PROVIDE EXPLANATIONS TO "YES" ANSWERS ON THIS FORM

(Questions 23 and 24)Withdrawal or denial of License - Attach documents

State ' Year
Circumstances under which license was withdrawn, denied, revoked, not renewed, or otherwise
terminated '

(Question 25) Voluntarily surrendered or resigned a license to practice medicine or any healing art - Attach
documents

State Year

Circumstances

{Question 26) Disciplinary charges or action - Attach documents

Name of organization involved . Date

Duration

Action taken (circle all that apply)

01 Revocation of right or privilege 12 Leave of absence

02 Suspension of right or privilege 13 Withdrawa! of an.application
03 Censure 14 Termination or non-renewal of contract
04 Written reprimand or admonition 15 Medical Records Suspension
05 Restriction of right or privilege 16 Probation

06 Non-renewal of right or privilege 17 Assurance of Discontinuance
07 Fine 18 Consent Agreement

(8 Required performance of public service 18 Letter of Agreement

09 Education/Training/Counseling/Monitoring 20 Expuision from Membership
16 Denial of rights or privilege 21 Renrimand

11 Resignation 22 Other (specify)

Circumstances

{Question 27) Denial of examination privileges - Attach documents

State ' ‘ Year

Circumstances under which examination privileges denied

(Questions 28 and 29) Residency Training Program(s) not completad - discontinued education, training, practice -
Attach documents

Vermeont Department of Health — Board of Medical Practice —- 2012-2014 Physician Assistant Licensure Renewal
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Residerncy Tra'ining Program(s)

Location of Programs Year

Circumstances

(Question 30) Affecting Health Care Institution Staff Privileges, Employment or Appointment - Attach documents

Institution involved

Location Year

Circumstances

(Question 31} Privilege to prescribe controlied substances - Attach documents

Name of organization involved

Type of restriction Date

Circumstarices of restriction

(Question 32) internet prescribing

Piease provide a general description of your practice of internet prescribing

(Questions 33 and 35) Criminal investigation - Proceeding - Attach documents

Court

City and State

Charge

Description

Status

Conviction? Yes No Date
Plea? Yes No Date

Vermaont Department of Health — Board of Medieal Practice — 2012-2014 Physician Assistant Licensure Renewal
Pace 10 af 19



f(Ques&ibn 34) investigation by any other licensing board - Attach documents

Name of Licensing Board Date

Location of Licensing Board

Circumstances

(Questions 36-38) Medical condition, treatment, use of chemical or illegal substances

Treating organization

Address Telephone

Type of diagnosis, condition or treatment - field of practice - use of chemical substances

Dates of illness or dependency to

Dates of treatment to

Name of Rehabilitation/Professional Assistance or Monitoring Program

Address - Telephone

Contact person at Program

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 11 of 19



“{Question 44) Medical Malpractice Claim

Please provide the following information regarding each instance of alleged malpractice. This section should be photo copied and filled
out separately for each claim. Additional sheets may be obtained/used if necessary.

Insurer

Claimant name

Description of alleged claim (allegations only): This does not constitute an admission of fault or liability,

Please indicate:

1. Patient's condition af point of your involvement;

2. Patient's condition at end of treatment;

3. The nature and extent of your involvement with the patient;

4. Your degree of responsibility for the course of freatment in leading to the claim; and
5. Narrative of event.

If the incident resulted in patient's death, indicate cause of death aCcording to autopsy or patient chart;

Your role {circle one):

01 Anesthesiclogist S PGY 4

02 Primary Care Physician 12 PGY 5

03 Referring Physician 13 PGY 6

04 Attending Physician 14 PGY 7

05 Consultant Specialist 15 Workmen's Compensation Evaluator
06 Surgeon . 16 Court Psychiatrist

07 Fellow 17 On-Cail Physician

08 PGY 1 18 Group Practitioner/Partner

0O PGY 2 19 Other: Specify

10 PGY 3 20 Unknown

Your Legal Representative in this matter (include name, address and telephone number)

Name

Firm

Address

City, State, Zip

Phone

Indicate Decision, Appeal, Settiement, Dismissal:
if a Court or Arbitration Panel heard your case, indicate the following:

Court

Court's location

Docket number
Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 12 of 19




‘Date the action was filed

Decision determined by (check one): Judge Jury Arbitration Panel
Decision: Award:

if your case was appealed, indicate the following: Date appeal filed (month, day, year) / /
Date appeal decided: {month, day, vear) / / :

If your case was settled, indicate the following:

Settlement amount paid on your behaif:

Total settlement amount;

Date of settlement: {month, day, year) / /

Case dismissed against you Against alt defendants

mportant: In addition to the above information, please attach a copy of the complaint and final judgment, settlement
and release, or other final disposition of the cfaim. This information can be obtained from your iegal representative.

Additional information, if any:

Vermont Department of Health — Board of Medical Practice ~ 2012-2014 Physician Assistant Licensure Renewal
Page 13 of 19



State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standin

Regardmg Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines
or Penalties for a Vielation or Criminal Offense

I hereby state that [ am in good standing with respect to any unpaid judgment issued by the judicial bureau
or district court for fines or penalties for a violation or criminal offense.

i understand that a license may not be issued or renewed without such a statement.

I further understand that, for the purposes of this section, a person is in good standing with respect to any
unpaid judgment issued by the judicial burean or district court for ﬁnes ot penalties for a violation or ¢riminal
offense if:

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

(2) the person is in compliance with a repayment plan approved by the judiciary,

Signature: H"’ U\ fﬁxm

Date: Eﬁ;g&é} b

Verment Department of Health ~ Board of Medical Practice — 2012-2014 Physician Assistant [Licensure Renewal
Page 18 of 19



Vermont Department of Health - Board of Medical Practice'

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES

You must answer questions 1 and 2

Regarding Child Support
Title 15 § 795 requires that: A professional license or other authority to conduct a trade or business may not be issued or renewed unless the
person certifies that he or she Is in good standing with respect to or in full compiiance with a plan to pay any and all child support payable under a
support order as of the date the application is filed. "Good standing” means that less than one-twelfth of the annual support chligation is overdue;
or liability for any support payable is being contested in a judicial or quasi-judicial proceeding; or he or she is in compliance with a repayment pian
approved by the office of child support or agreed to by the parties; or the licensing authority determines that immediate payment of support would
impese an unreascnable hardship. {15 V.8.A. § 795)

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

@/«; t hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b} | am subject to a support order

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

or .

U 1{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 the licensing authority deterfine that immediate payment of child support would impose an unreasonable hardship.
Please forward an "Application for Hardship™.

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

2. -_fou must check one of the two statements below regarding taxes: ‘
- Ihereby certify, under the pains and penaities or perjury, that { am in good standing with respect to or in full compliance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen

years in prison, a $10,000.00 fine or hoth).

or
U Ihereby certify that ! am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this application and
{ hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship.
Please forward an "Application for Hardship”.
g

Social Security #_ Date of Birth _

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

STATEMENT OF APPLICANT

F certify that the information stated by me in this application is true and accurate to the best of my knowiedge and that I understand providing false
information or omission of information is unlawful and may jeopardize my licensef/certification/registraticn status.

e, \,. i - .
Signature of Applicant__. w\:és"’k\.___% m Date ‘wiff};ﬂéjq

Vermont Departrnent of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
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FEALTEH C6FRE erﬂ\%“;

In alliance with
The Universivy of Vermont

The
UNIVERSITY

GYNECOLOGIC ONCOLOGY

MEDICAL CENTER CAMPUS
332MP4

111 Colchester Avenue
Burlington, VT 05401
pHonNE {ROZ) 847-5110
FAX (802} 847-049¢

Gynecologic Oncologists December 231 2011
Cheung Wong, MD, Director
Emmanue! Soultanakis, MT

To Whom It May Concern:

Please allow this letter to serve as verification that Stephanie Stahl,
P.A.-C has been employed full time as a physician assistant with our
practice since February 14, 2005. She works as a physician assistant
with our inpatient gynecology and gynecologic oncology service,
and also sees patients in our ambulatory care clinic for routine
gynecologic care, as well as helping to care for our gynecologic
oncology patients who are receiving active freatment and are in long
term follow up.

Please feel free to contact me with any gquestions.

Singere,

Chéung Wong,
Director, Gyn&cplogic Oncology
Fletcher Allen Health Care

111 Colchester Avenue
Burlington, VT 05401

802-847-5110



MCCPA: My Record ’“’bg‘q‘e\,\aﬁm Suiala ' hitps://'www ncepa.net/PA/Home aspx
Litne D3V 007

Personat Certification Record

Stephanie Reih Sl Yo Gortael info

NCCPA Identification # 1059860 Address: > Make correction:

Initial Certification Date: September 19,
2003
Expiration Date: December 31, 2013

You have outstanding requirements for the

208 B Paymenia

2011-2013 cycle. Use the links below to learn
more about how to maintain certification. You have an outstanding balance for the

2011-2013 cycle. Please verify that you
have logged yvour CME hours to earn the

SRS bt
LI G

Certified PAs must earn and log 100 CME hours, 950 discount before you pay.
including 50 Category | hours. > View details about your fees & payments

Earning CME for the 2011-2013 cycle begins on
05/01/2011 and ends on 12/31/2013.

Earning CME for the 2013-2015 cycle begins o You have answered 'no’ to the three
05/01/2013 and ends on 12/31/2015. background questions. No further action

wili be required.
You have not fogged ail required CME for the

2011-2013 cycle.

2 L.O(} NG\N CME‘ > View CME frpeslont Dhtes & Doadines
Summary

2011-2013 CME hours and pay the discouniad
cerification maintenance fee.

iertifzsd ng{; can tak? :;e rec&:tr.?flc?tlon examin - 12/31/2013; Last day to fulfill any outstanding
the Sth or years of tneif cerntiication CME requirements and pay the $130

maintenance cycle. certification maintenance fee for the 2011-201:

Your 5th Year: 2014 Your 6th Year: 2015 °Ycle:

Toois for Marketing Your Credential, ¢ligk here for more information.

Not registered for a specialty Certificate of Added Qualification (CAQ) yet? Click here to learn how.



Stephanie Stahl, PA-C. VT license # 055-0030719
PHYSICIAN ASSISTANT SCOPE OF PRACTICE

WOMEN'S HEALTH CARE SERVICES
FLETCHER ALLEN HEALTH CARE
11T COLCHESTER AVENUE
BURLINGTON, VT 05401

a) NARRATIVE

Fletcher Allen Health Care, Women’s Health Care Services is composed of a team of
professionals who provide the full scope of OB/GYN services. Physicians, certified
nurse midwives, nurse practitioners, and a physician assistant work in collaborative
arrangement. The physician assistant provides Gyn and OB care to our patient
population, as do our existing providers. Resident physicians and students rotate
through the Women’s Health Care Services during their training.

Physician Assistants practice under the supervision of attending OB/Gyn physicians.
The primary role of the PA is to provide ongoing care for female patients as
determined by the PA’s training and experience and by the services provided by the
supervising physicians. In addition, PA’s are involved in both didactic and clinical
training of students.

b)SUPERVISION
Supervision of the PA is provided by the primary supervising physicians or one of the
secondary supervising physicians when caring for their patients. One of the primary
or secondary supervising physicians is available 24 hours a day, 7 days a week.
Supervision may include the following mechanisms:
1} direct supervision by an attending physician
2) consultation with an attending physician in person or by phone
3) retrospective chart review
4) participation in Women’s Health Services quality assurance
meetings
¢} SITES OF PRACTICE
Fletcher Alien Health Care, Women’s Health Care Services
MCHV Campus, 111 Colchester Avenue, Burlington, VT
ACC Campus, 4" floor, Main Pavilion, Burlington, VT
Alice Hyde Hospital, Gynecologic Oncology outreach clinic
183 Park St. Suite 8 Malone, NY

d) TASKS
The following list is intended to express a sense of involvement in medical care
provision and 1s not intended to be all inclusive or limiting, except as specifically
excluded by the Board of Medical Practice, health care facility, or law. At no
time will the physician assistant function in a capacity that exceeds the normal
scope of practice of the supervising physicians. The supervising physician may



delegate ay and ali tasks that by reason of training and experience, the PA can be
expected to perform.

Elcit patient histories

Perform physical examinations

Order laboratory test, radiographic imaging, and other diagnostic testing.

Write nursing and other therapeutic orders to be carried out in accordance

with hospital policy

Interpret diagnostic and screening studies

Provide advice over the telephone

7. Provide education and counseling of patients and arrange for follow up

care and referrals

Insertion of IUDs

9. Perform routine gynecologic and obstetric tests, including, but not limited
to pap smears, endometrial biopstes, vulvar biopsies

10. Insert IV lines, catheters, obtain venous and arterial blood samples, and
nasogastric tubes

11. Adminsster or dispense medication in accordance with hospital policy

12. Assist in gynecologic surgeries

13. Initiate resuscitative measures in accordance with ACLS standards and
hospital policy

14. Write prescriptions for medications, including controlled drugs and

devices in accordance with Vermont law and DEA regulations.

S PO T N T

AN

@

e) PRESCRIPTIVE PRACTICE
The PA named in this document is authorized to prescribe medications, including
controlled drugs, in accordance with this scope of practice as approved by the Vermont
Board of Medical Practice. The PA’s DEA number is MS 1057428

i A P YO

Signature of Physician Assistant Date
m 0/’\ / ! \1)\&‘1"'/
S;gna‘mﬁ of S} rwsmg Physician Datel |

Reviwed 12/2011
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MDb Practice _ Signed
Cheung Wong FAHC WHCS, 4th Ficor ACC, 111 Colchester Ave. Burlinton VT 05401 o
Elizabeth Bonney FAMHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 e
Robert Hayward FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 "
Elisabeth Wegner FAHC WHCS, 4th Fioor ACC, 111 Colchester Ave. Burlinton VT 05401 v
Roger Young FAHC WHCS, 4th Floor ACC, 111 Coichester Ave. Burlinten VT 05401 "
Eleanor Capeless FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 W
David Jones FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401

Marjorie Meyer FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 o
Mark Phillippe FAHC WHCS, 4th Floor ACC, 111 Coichester Ave. Burlinton VT 05401 v
John Brumsted FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 v
Peter Casson FAMC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 o
Christine Murray FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401

Emmanusal Soultanakis FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401

Stephen Brown FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 L
Tracy Maurer FAHC WHCS, 4th Floor ACC, 111 Coichester Ave. Burlinton VT 05401 30
Ira Bernsiein FAHC WHCS, 4th Floor ACC, 111 Coichester Ave. Burlinton VT 05401 1
Diane Charland FAHC WHCS, 4th Floor ACC, 111 Coichester Ave. Burlinton VT 05401

Elise Everett FAHC WHCS, 4th Floor ACC, 111 Coichester Ave. Burlinton VT 05401 e
Christy Broadwell FAHC WHCS, 4th Fioor ACC, 111 Colchester Ave. Burlinton VT 05401 v
Erica Hammer FAHC WHCS, 4th Floor ACC, 111 Coichester Ave. Burlinton VT 05401 W
Brian Nielsen FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 el
Julie Phillins FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401

Renju Raj FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 w
George Till FAHC WHCS, 4th Ficor ACC, 111 Colchester Ave. Burlinton VT 05401 v
Hishalah Zvulon FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401

Anne Visell Vermont Urogynecology, 71 Knight lane, Suite 1. Williston, VT 056485

Patrick Ciifford Affiliates in OB Gyn, 96 Colchester Ave, Burlington VT (05401 v
Dale LaCroix Affiliates in OB Gyn, 96 Colchesier Ave, Burlington VT 05401 W
Kimberly Biake Affiliates in OB Gyn, 96 Colchester Ave, Burlington VT 08401 V4
Greta Hanson Affiliates in OB (Gyn, 96 Colchester Ave, Burlington VT 05401 v
John Gallagher Champlain OB Gyn, 55 Main Street, Essex Junction VT 05452 v




Jitl Jertson

Champlain OB Gyn, 55 Main Street, Essex Junction

VT 05452

Sally Stockwell

Champlain OB Gyn, 55 Main Street, Essex Junction

VT 05452

Kara Flaherty

Champlain OB Gyn, 55 Main Street, Essex Junction

VT (05452

Pauta Miner

Champlain OB Gyn, 55 Main Street, £ssex Junction

VT 05452

Maria Carracino

Champlain OB Gyn, 55 Main Street, Essex Junction

VT 05452

Amy Thibault Maitri 185 Tilley Drive, South Burlington, VT 05403

Julia Brock Maitri 185 Tilley Drive, South Burlington, VT 05403

Jennie Lowell Maitri 185 Tilley Drive, South Burlington, VT 05403 v

Julie Wade Maitri 185 Tilley Drive, South Burlington, VT 05403 o/

Rosa Mojdehi Maitri 185 Tilley Drive, South Burlington, VE 05403 v
MU

Chery Gibson Vt women's Choice 1775 Williston Road, Suite 110, South Burlington, VT 05403 N

Kym Boyman Vit women's Choice 1775 Williston Road, Suite 110, Scuth Burlington, VT 05403

Susan Smith Vt women's Choice 1775 Williston Road, Suite 110, South Burlington, VT 05403 1+

Julia Brock Vit women's Choice 1775 Williston Road, Suite 110, South Burdington, VT 05403

Nancy Fisher [ - 50 i | s

Former supervising physicians

Gamal Eltabbakh Lake Champlain Gynecclogic Oncology, 364 dorset Street. So Burlington, VT 05403

Kristen Wright

FAHC WHCS, 4th Ficor ACC, 111 Colchester Ave,

Burlinton VT 05401

Daniel Riddick

FAHC WHCS, 4th Floor ACC, 111 Colchester Ave.

Burlinton VT 05401

Jule LaCombe

FAHC WHCS, 4th Floor ACC, 111 Colchester Ave.

Burlinton VT 05401

Peter Cherouny

FAMHC WHCS, 4th Floor ACC, 111 Colchester Ave.

Burlinton VT 05401




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full f:}.‘&c:,u Wamaler s %vm oot f
(Last) (First) (Middle)
Mailing Address__ TAUE oy Hes  Sogs of bore Bucois
N . (Office Name) '
H\g Qw%«&}*\m\wﬁw @&«JLMEM _ Lin E&%\P Bt ma Qﬁa.m% Sy
_ ’ (Street) : )
Bor b V1 b e ooy 671 Su,
(City/State) (Zip Code) (Telephone Number)

Vermont License #:  (\H4D - botust )

Hospital(s) where you have privileges: Hospital(s) Location Specialty
1t i’i‘iﬂ\ﬂf E&,ﬁ/&;m e \t.v-_?v:"’i‘wy_ 1%; v 3 ‘-N?,ﬁ - Oy [ f.,»}_,%

List all physician’s assistants names and addresses you currently supervise:
1Y

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

t hereby certify that, in accordance with 26 VSA, Chapter 31, I shal! be fegally responsible for all medical activities of

S phewr T i » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. [ further certify that the protocol outlining the scope of practice, attached to this application, does not
exceed the normal limits of my practice and that in accordance with 26 VSA, ;.;hapter 31, Section 1741, the use of a physician assistant has
heen posted. 7

I further certify that [ have read the statutes and Board rules governing f

FEUTANS e
(Date) {Signatufe oF Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION -

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

Name in full _ netiand £ ame
(Last) (First) (Middle)
Mailing Address \EE 2ie e Mllen i““{u-\*« i Cor, Lb P Héeuk Care Dirume
(Office Name)
\‘“; Cus. C_‘/\a‘gkir %ﬂ\)g L{“‘ F\;u:;.. &&L _ f‘rg(ium 9*”-‘-05 i}*“\
’ (Street) i
%dr\mﬁm NT DS Y e 947 1400
(City/State) ' (Zip Code) (Telephone Number)

Vermont License#: OT2Z o0vlgh 50

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

L hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
.%\ Lpboni: el t , P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant, 1 further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. .

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

e,

fu)in (D) o S

5(Daté) (S\Ignatur@ao.ﬂs.a mnda»iﬁy”s:ﬁpervising Physician) -

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 0f 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

B 5 R T o, g,_t«cf”b\m @}%ﬂ; f(\) Q\\«’? j@w“\%"\-{w

Nafne in full

(Last) (First) (Middle)
Mailing Address F\iﬁ.'\%e&e_: o Oh- (;'u; o
{Office Name)
%L aktkz}:\& AN
(Street)
szmm N D5 Yo ¥ . Ls Yl gy
(City/State) ' (Zip Code) (Telephone Number)
Vermont License #:_0Y2.¢C 16133
Hospital(s) where you have privileges: Hospital(s) Location Specialty
fledter Aven. Mec b coce. Bl reben /A AT

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

i L0knpnes  SRak | . P.A. only when the primary supervising physician is unavaifable and only when consulted by the
aforesaid P\hysician Assistant. I further certify that the protocol outhining the scope of practice, attached to 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 assistant has
been posted. ' :

I further certify that I have read the statutes and Board rufes governing physician assistants,
Aty | TN L o o
i) C_D RN o

' (Daté} (Signature of Secondary Supervising Physician)

ey

Vermont Plenastmant afTlalih Mo 1 _fve s 1.



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 03401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

_rﬁame in full E‘{gﬁ,‘” £8 5 t—%ﬂ [ bt ) T T
(Last) (First) | (Middle)
Mailing Address -{:E g ber Ml Hee Wi Corg L Js roin w baeiib, Care DErune
.  (Office Name) _
\\“‘ Lot thesyr o ﬁu*, AT Moo Mo gﬂluz%mw
. . ’ (Street) o
Q3xé v e e, AT NS Chamdy, BMT tMos
(City/State) ) (Zip Code) (Telephone Number)

Vermont License #: 0%:2 ~ £00 G 57

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
by aphhav T abt s P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal fimits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

&

I further certify that I have read the statutes and Board rules governing phypician ass sty
fA*’*?-/'Z.Gﬁ 2. - ! y
vy

L (14
(Date) (Signature of :

pi% Physieian)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



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

PRIMARY SUPERVISiNG PHYSICIAN APPLICATION

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

Name in full Ldon Chionsg
(Last) (First) (Middle)
Mailing Address PR Losmans MO Dhasi. b [%g citoliyin s ey
N (Ofﬁce Name)
Bt Gotehgve By, Yim Ty, BEC W8
{Street) E
Q‘)g}?’\ié'\ '%"9 \\;‘{ L}HJ'I %Qg\%%}“%u%
(City/ State) : (Zip Code) {(Telephone Number)
Vermont License #: (3 %22 — H06 ‘}‘f/ e
Hospital(s) where voul have privileges: Hospital(s) Location - Specialty
{i%\‘f‘i [ \\ R\ Q,ALL\E 1Y L @\ua &;g ‘\;/\*‘k}.\_\‘s kY Q"SL&*}"‘ (‘}\1,‘ L_}( m\g{),ﬁ
L T "'\ \&hmu\k 1“»\3&!, ; %_\{ ‘\ “\‘ a e L ?Lmﬁd Q}f‘% \‘Hn . U'; b;?{ﬁ-} L (} U»Lwi 3%
i\{ [ \J\\ﬂ o mﬁ—ﬁk'{ AN Qﬁkkc - i; h o '\C‘d WSl {\{l g e ,)'h):‘f k\.g.’. - h Lok e 4

What arrangements have you made for supervmion when you are not available or out of town:
ELOG e -?L‘Ws l‘fg"\’“ b“fz\“‘ {?“&f" ij}xf‘tvi\—"\id\j ‘\":“;"‘(‘k" sy 4 %"Ki‘“'\fl“‘ B e t\ by %\é{a{‘(&\\

CERTIFICATE OF SUPERVISING PHYSICIAN

I hu ehy cert]fy that, m accordance with 26 VSA, Chapter 31, { shali be legally responsible for all medical activities of
= t;\h(‘» Wit Tk el , P.A. while under my supervision. | further certify that the protocol outlining the scope of
practice, attached to this appilcatlon does not exceed the normal ligaits of my practice. I further certify that notice will be posted that a

physician assistant is used, in accordance with 26 VSA, Chapter 71, Setion 1741,

I further certify that I have read the statutes and Board rules g@verning physicfan assistants.

Ki}f W FIY AN
{Date) . (Signature of Super&iﬁing Physician)

Co-signature of PA: H-‘(»\;‘ﬂmw m

Note: A PA who prescribes controlled drugs must obtain an 1D number from DEA. PA’s DEA Number ¥ 3l 574714

Vermont Department of Health — Beard of Medical Practice — 2012.2014 Physician Assistant Licensure Renewal
Page 14 of 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05461
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full e sve. o lea
{(Last) (First) (Middle)
Mailing Address '{:‘ bebabir  Bbtan ! telnin Cor wa i Mie il Cave “Diruse
' (Office Name)
Wy (g Claesyr e P i‘(“‘ Flav. Do e &(ﬁ.u: fes
’ {(Street) , o
Boetin e, s DS Yoy o, BT 14os
(City/State) (Zip Code) {Telephone Number)

Vermont License #: O %2 — 007515

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for ajl medical activities of
al Lo w o el , P.A. only when the primary supervising physician is unavailable and only when consuited by the
aforesaid Physician Assistant. | further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
heen posted. -

[ further certify that I have read the statutes and Boan%\g@ physician assistants.
12{8/13 .

ernihg
(Date) 3 \{S%g'natjefy@econdary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 0f 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, V¥ 45401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full O Ve o .’ ' O “

(Tast) (First) (Middle)
Mailing Address IXQQU&U ] (,-&! .

(Office Name)
%L C)j\(.L«i}%tf P
. (Street) ‘
Q;\»usi-hﬁuh NTX 03 Yol ¥00 . Ls 9. 49y
(City/State) (Zip Code) (Telephone Number)

Vermont License #: (O-dl - OOOSKO S

Hospital(s) where you have privileges: Hospital(s) Location Specialty
A Vo Ve U T EEEN A

List all physiqian’s assistants names and addresses you currently supervise:
Ste g Shpo oAl

CERTIFICATE OF SECONDARY SUPERVISING PHYS.ICIAN

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

NeQlhona | Shalt » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. 1 further certify that the protoco] outlining the scope of practice, attached to this application, does not
exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. ' :

I further certify that I have read the statutes and Board rules gdven}ing: ician assistants.
. -

B [ 161 vy /_j,//"

FANEE 4
(Date) (Signﬁure &t Secondary Supervising Physician)




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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ;\i}%}sﬁm?/ﬁ ;‘E BWhebidd,
(Last) ' (First) (Middle)
Mailing Address \gl th e Ml Hee win Cary Lo g i, Cape SDEry
(Office Name)
Wy (o s s Ty, Y Flow. Do e P v s~
. (Street) , | o
Boctin e Vs DS Y oty B9~ 10
(City/State) (Zip Code) (Telephone Number)

Vermont License #: £4 2 — 00 /0% G/

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
Naghaw e Talt » P.A. only when the primary supervising physician is unavaiiable and only when consulted by the
aforesaid Physician Assistant.” I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. :

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

PN O e /éﬂ;‘,’ﬁ-‘”“‘\
TS A : .

(Date} (Sigrure of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

- & £
~ Name in full Vvaad paedd SO v
(Last) (First) | (Middle)
Mailing Address % B Ldopmen s M
~ (Offic Nam
W oo P sm Bt g
- (Street) - _
(b bingen N3 D34 (oo} B 60
(City/State) (Zip Code) (Telephone Number)

Vermont License #: 44 - cost 5%

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereb }'certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
é&g_@\.\ st Xkt , P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further cemfy that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

I further certify that I have read the statutes and Board rules gove @Mm assistants.

N ] gen
b (Date) (Signature of $econ arySuperv1smg Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewa}
Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

~ Name in full Poriie BTN
(Last) (First) (Middle)
Mailing Address \Xf:‘ux chie Bl Heoinin Cor o e Meotuls Care Sy
(Office Name)
W Cotcinesier P Yo Pun Bee Fee Bovpen
(Street) : .
G‘:‘deﬂ*ﬁu Soa¥oe MY NERTY bt 61 LYoo
(City/State) (Zip Code) (Telephone Number)

Vermont License #: (f:} 5’/;&? — {0/ J} & é:f

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

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

N\.

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

o hcrébéiertify that, 1n accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
ephaws T akt » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

1 further certify that | havg\\sad the statutes and Board rules governing/bHysician asgigtants.

NG AT

(Date)' (Signatur@So y pervising Physician)

Vermont Department of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewa
Page [5 0719



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

""" Name in full UST U tashig o hin 0 -
(Last) (First) {Middle)
Mallmg Address ,FE Ly e [ - ﬁ\ﬂ Eam %'% Lo b Qw £ L:L,L; e i“{v’c li b C:& e C:,n“ e
(Office Name)
1y C»»i Limtnkt - }%\;; L{“ Flos. Do Mo Qﬁu fa
’ (Street) .
Gﬁ\jrk‘- K \3":' t}“‘i i‘fQ,l l\j&,\:. ’?:3‘? %}L{} - lﬁ"f(‘éu
(City/State) (Zip Code) (Telephone Number)

Vermont License #: () 7~ OO0 TIO!

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

thereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be tegally responsible for all medical activities of
é\ Lxhan kool » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. 1 further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

I further certify that I have read the statutes and Board rules governin ;:ﬁ i zﬂ
uﬂ_ ( Wale N
{Date) (Sié}étnre of Secondary Supervising Physician)

Vermont Department of Heaith — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewsi
Page 150f 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT (3401
{802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

- Y e
Name in full ‘&:_,Beﬁzg\ ?&:32@&\\.’
(Last) (First) (Middle)
Malhng Address %:E{Sg vy %E\U.b\ !"{{:a\\ 2% CE}E; ;iah)"} g i»{«"d\&!m Qa r E‘J‘E’g’";“q;‘&
(Office Name)
W Cotibesvee B Y% B Dol Mo Bouiin
' _ ’ (Street) _ ,
Q}x}r\\ A X M T DS Yo o M- e
(City/State)  ~ (Zip Code) (Telephone Number)

Vermont License #: (%4 — DOOCLE }Y

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
%\e_;: boaws ekt » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section /L’lf&/-], the use of a physician assistant has
been posted. ! :

e
I further certify that I have read the statutes and Board rules go;,hysician assi g‘ré,//
// . .' - . .

7y e (gl

" (Date) (Signare of Secondary Supé@ising Physician} -

Vermont Department of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in fuil s ,fﬁUQ Gy g\*‘g
(Last) (First) (Middle)
Mailing Address VEHSS NN "v\\?ﬁﬁ"‘%ﬁw‘:"(ﬁé
(Office Name)
- 1 . (Street)
o {"‘)\ﬂ”"\“w“@f{wa‘lﬁ{“ N O =L —f:j
(City/Statey ™ (Zip Code) {Telephone Number)

Hospital(s) where you have privileges: Hospital(s) Location Specialty
R A T W'i}\*"«(/‘\r%?‘m A Gi:wfk‘\

List all physician’s assistants names and addresses you currently supervise:
WO ARG Ta) *‘”ibf—\"«;«
Lasoy NeMao: x DN

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

thereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities of

e oo = \ . P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesatd Physician Assistant. | further certify that the protocol outlining the scope of practice, attached to this application, does not
exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

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

lfl‘\i 20 \ 3 }\1\) {’vaxm,ﬁ:x”{; jl ——
(Date5 : (gignature of S?%or?dary Supervising Physician)

T

Vermeont Department of Health — Board of Medical Practice - 2012-2014 Physician Assistant Licensure Renewal
Page 15 0f 19



DLALE UK VEIIVIUING - BUAKE U MEDICAL PRACTICE
18 CHERRY STREERT
BURL{NGTON, VT 054031
{802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICAT ION

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

(avvagivio Moy .
Name in full , | . 7
(Last) (First) (Middle)
"
Mailing Address Q\ﬂm{; lan DG L,
n (Office Name)
SS Mee S
{(Street) L )
c DN x Sua b Nt DSy s o C@Oi)\ %7% -4 fﬁ;b?t__
(City/State) (Zip Code) (Telephone Number)

. D FO ’2}2 g ip
Vermont License #: O 2+ O ol 24

Hospital(s) where you have privileges: Hospital(s) Location Specialty, .
Flefeter Atlen Hop fthiCare. £otr i n 5; fors, U7 ORG ""7‘5"\-J
(

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

Steptvinie CSfahy

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
i Ly hanse  “Daing _» P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. [ further certify that the protocol outlinin ice, attached to this application, does not

exceed the normai iimits of my practice and that in accordance with 26 VSA ic the use of a physician assistant has
been posted.

I further certify that I have read the statutes and Board rules governj

el [

&Date) v (Signature of Secondary

Vermont Department of Health — Board of Medicai Praciice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Namein Al Cansom Pl e "
(Last) (First) (Middle)
" i, - : . ;
Mailing Address ‘Pf;a aheber Plte, Moo Cor Losmn s Mu e Cave rpne
(Office Name)
\‘\;‘% :u Limest o f-c,_, i"{ iR E;Kg - ?:x L4 6”’? S %"L‘J‘E fan
' (Street) ‘ _ o
Ql‘fm% A Ko M LS Y ik '&sm D T tMos
(City/State) (Zip Code) (Telephone Number)

Vermont License #:; (/ %2 ~ 009G ¥ i

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

i heret%iertify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
gho Tl L , P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. | further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

I further certify that I have read the statutes and Board rules goveraing physitjan assistants.
u-//e;/,zz CY—

" (Date (Signature of Sécondary Sﬁpervising Physician)

Vermont Department of Health — Beard of Medical Practice ~ 2012-2014 Physician Assistant Licensure Renewal
Page 1501 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ik EW:& Cakn i
(Last) (First) (Middle)
Mailing Address ﬁ?;ﬁ-‘kzam - {M L
A (Office Name)
%b Lolihasier oo
) (Street) . .
qu Lo | N 055 Y ¢ Tony L LY. Yy
(City/State) (Zip Code) {Telephone Number)
Yermont License #; OWL -0 G T4y,
Hospital{s) where you have privileges: Hospital(s) Location Specialty

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

S T T , P.A_only when the primary supervising physician is unavailable and only when consulted by the
aforesaid P\hysician Assistant. T turther certify that the protocol outlining the scope of practice, attached to this application, does not
exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. :

| further certify that [ have read the statutes and Board rules gov@?ph}fsician assistants,
/

. )
AT\ A —
{Date) (Signafure of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
168 CHERRY STREET
BURLINGTGON, VT 05401
{802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

[

“Name in full FUeRhe T 1o EhRoc
(Last) (First) ' (Middle)
Mailing Address x‘@hx cher Pl W totnin Cor, {&b%«,\ o Mecsbe Care Sfruia
.  (Office Name) _
\\i\# Lod :\—Er\i’.:. ik ﬁ{\)g i g:‘.«n- e&\“LL ) {“Q G g‘*‘!‘v"i {lan
_ ’ (Street) . o
Boet v VT DS Y Gamd, 4T 1Hos
(City/State) ' (Zip Code) (Telephone Number)

‘Vermont License #: 042 ~ 650 /2.0 55

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
é\ e ol » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant.” I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. : .

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

22 /i f~ )

7 (Dat {Signature of econdary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 0of 19



SIALEUR VIESIVIUNT - BUAKRD UK MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full gf "‘:f i f?ﬁf@%}ﬁ /- { jﬁ n
(Lasyy 7/ (First) (Middle)
B
Mailing Address Nbsmptan DG b,
- ) (Office Name)
’B S fﬂ gn b)\ rech
‘ . ~ (Street) _ i _
Coty Tandwa Nt OSUS A (Fon 479- 1502
(City/State) (Zip Code) (Telephone Number)

Vermont License #&Q’Z bed,

7090

Hospital(s) where you have privilegps: ,  Hospital¢s) Location gjecialty :

N =7/ 7%%5} “ﬁiﬁw ,h Ll 4. V% V{_f‘fﬂ@&/%ﬁ? wr
)

7

oy )
A
List all physician’s assistants names and addresses you currently supervise; -

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I herfiby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
e phen e Doy s P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the nommal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. : .

F further certify that I have read the statutes and Board rules goverping p
s / Z @v/ # {Ny

(Date) /

. i -
PRecondhry

Vermont Department of Health — Board of Medicai Practice ~ 2612-2014 Physician Assistant Licensure Renewal
Page 15 0of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full C:; %l e @mw N
(Last) (First) (Middle)
Mailing Address \} {5 (Rl Q:u Loty ygq
. (Office Name)
Ny Lo usten, Qoo Suide by

~ {Street) ’

Dok Bl vT BSY 4 O ¥ -4

(City/State) (Zip Code) (Telephone Number)
Vermont License #: U?M Eal2
Hospital(s) where you have privileges: Hospital(s) Location Specialty

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

) P () 38 » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. 1 further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant hag
heen posted. ,

I further cerfify that I have read the statutes and Board rules govemin%p si assistants.

l;z;/gz,c:‘ff(! [ Ll

{Date) ’ (Signature of Secondary Supervising ?hysicién)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 150f 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in [all H&%mv © ile
(Last) (First) (Middle)
Mailing Address \-\; B e L. [l % ‘Vi s
- (Ofﬁc;@ Namﬁe)
‘%g‘\ % Lue_ﬁ,l !‘.._,E“"&‘I’.gk L {:\U i Ugl“\ T 3 Y Lﬁ;\ L {.\‘ﬁ?
, (Street) . S i
(” P PIPVE VR B S (€00 -,

(City/State) (Zip Code) (Telephone Number)
Vermont License #: %2 = 00 /2103 |

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
%»‘w,‘: hawiw  —Xalat » P.A. only when the primary supervising physician is unavailable and only when consuited by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. : '

I further certify that I have read the statutes and Board mlg§.gpvemmg pﬁyﬁ?@’ﬁﬂl assistants.

, K e &, i""“’ e tiomsraonc
(Date)

{(Signature of Seéondary Supervising Physician)
/

{

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 150f 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ?@mm Foingn % G Cedroo

(Last) {First) (Middle)
Mailing Address F\KE.'\‘»@%; v OG- (su; &
[ (Office Name)
Qﬁq C&LR:;%U NS
' (Street) )
Bactingon V= 53 Yo d AR PR AT
(City/State) ' (Zip Code) (Telephone Number)
Vermont License #:j'% 100 “\% 0\
HOSP%(W&G you have privileges: Hospiltal(s) Location Specialty
Y NI ool 036\6\13(’1 »

List all physician’s assistants names and addresses you current'ly supervise:

Ne oo .

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN .

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

R T E T el » P.A. only when the primary supervising physician is unavailable and only when consulted by the
atoresaid Physician Assistant. | further certify that the protoco! outlining the soope of practice, attached fo this application, does not
exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. :

I further certify that I have read the statutes and Board rules gove physician assistants,

1222 SON
(Date) | (Signaﬁre’f)fgecondary Supervising Physician) -

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal

Thoama 18 740



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 65401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

~ Name in full Vlaon ook Wb L A
(Last) (First) (Middle)
Mailing Address i e ber Plie Hetun Car, o o s Macinbe Care “ofruie
~ {Office Name)

\\“5 {i'“*;‘ Llagsie e :ﬁ‘{\.)g i’f“‘ iy, hee el g-”lv'% fis

_ (Street) , _

Q}Jff\z A skoe AT DS Yot Tho YT 1o

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

Vermont License #: 0492~ 0006592,

Hospital(s) where you have privileges: Hospital(s) Location Specialty
F il : _ JF - & =4

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
é\' Lehavis Tkalnt » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

5
Pa
. i’
Z gd}eq{ﬂlg.physician assistants/

rd . e (::‘; { ‘ /.z:ff
AN Wi 7

(Thate) L/ V(’Sigxfjiufé of Secox;{dary Supervising Physician)

'y
I further certify that [ have read the statutes and Board ru,i‘%
e

Vermont Department of Health ~ Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewa)
Page 15 of 19



PLIALL UF VERNMUNL - BUAKD Up MEDICAL PRACTICE
HIS CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Seag., Sl B
(Last) (First) (Middle)
Mailing Address Q\ham? o DG ().‘ b
_ (Office Name)
3 S m Wgn ":),5\ redh _
, (Street) _ )
N T ORI N 0S4s 4 oy 979- t5an
(City/State) (Z1p Code) (Telephone Number)
Vermont License #: a0
Hospital(s) where you hav : Hospital(s) Location Specialty

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
i L0 hone  Dhoig » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. | further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted, , '

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

- (Dafe) : (Signaterefor econda{rjf §{ipervising Physician) S /}}/ / %
&
v

Vermont Departiment of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 0f 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full L toe ' Sey, A
(Last) (First) (Middle)
Mailing Address \(\bi* ey
(Office Name)
(495 T Weg Q\(\ Y
‘ (Street) -
Dol Bocinden v DS Loy SO\ KLD-13y
(City/State) ' (Zip Code) (Telephone Number)

Vermont License #:

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be tegally responsible for all medical activities of
Meghame  DNeby » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

120l LORAGLE L/

i (Date) (Signffture of Sécgndary Supe/rvising Physician)

i further \c{ertify that I have read the statutes and Board rules governing physician assistants.

Vermont Department of Heaith — Board of Medical Practice - 2012-2014 Phvsician Assistant T irencire D o



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET

(802) 657-4220
SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

~ Name inTull” P T ody
(Last) (First) | (Middle)
Mailing Address \{:‘5 v eiue Bl Heiun Cor b s Mestsbn Cany ey |
(Office Name)
Wy (o laesvee fhu, Yo B, Ble Mo $ruifion
(Street) ‘ o
Qﬂaéri- A K \3": g Yot i;‘iy,x,.\. "l\ WY Vo
(City/State) (Zip Code) (Telephone Number)

Vermont License #: %20 - 50 /0/ 777

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
é‘tq,;z\.\ s Thalat , P.A. only when the primary supervising physician is unavailable and only when consultéd by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of 2 physician assistant has
been posted. :

I further certify that I have read the statutes and Board rules governing physician ssistants.

BN N e

(Dé‘te) \ {Signature of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 150f 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT $5401
(802) 657-4220

SECO_NDARY SUPERVISING PHYSICIAN APPLICATION

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

“Name in full Withir Torare T
(Last) (First) (Middle)
Mailing Address \i:i i be  Blto. (S teliim Lot b g = Hee i, Case "o
(Office Name)
Wy Oy Cheshes Bor M9 B BDCC Mo Boviiion

. _ ’ {Street) o
Boctin e, s 0 Yo Gady BYT- thos

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

Vermont License #: J42 - DOOT 745

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of _
é\u{ havin  oXabal , P.A. only when the primary supervising physician is unavailable and only when consulied by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

I further c%iﬂfy th? I have read the statutes and Board rules gfve ing physician assistants.

W20 I h o~

/
{(Date)! (Si?ﬁla,yfe@f Sjg:ﬁﬁdary Sue@fﬁﬁng Physician)

[/

Vermont Department of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 0f 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full M ine '/ i frula
(Last) (First) (Middle)
Mailing Address C.\wt: ~f\e iy o &um
B " (Office Name)
=5 Oﬂ&w\ g::ﬁ'( e b
- (Street) ‘ ] 7
T osey  Sunden N7 DSUSD Sy 8 1602
(City/State) (Zip Code) (Telephone Number)
s

»—5*‘\1' ermont License # (P L.~ Ot {Mloly

" Hospital(s) where you have privileges: Hospital(s) Location Specialty
&L
{;T e“g’/ (1% P Il%“h&ﬁw:\';i\m \fﬂw{w (,.% iy “‘Iﬁ.}

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

¢ hevde, Shein e __, P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not
exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. :

! further certify that I have read the statutes and Boerd miles governing phwsisian £53stants.
A i

i (I W et

‘(Date) (Signatue or>

‘E‘b@naaay ?iupervising Physician)

Verment Department of Health — Board of Medical Practice ~ 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT’ 05461
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full m ) J gl : Qau 24,
(Last) (First) (Middle)
Mailing Address fn‘“' bey
(Office Name)
V43S T ey Oy yo 3
_ ' (Street)
Dokl Bociodes (v DS hes SO KLD-133y
(City/State) (Zip Code) (Telephone Number)

. Vermont License #: O 20012010

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
N st DNl » P.A. only when the primary supervising physician is unavailable and only when consulted by the

aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted, .

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

-~ - 4 e
JA g | 1 188N

(Date) (Signature of Secondary Supervising Physician) B

Vermont Department of Health - Board of Medical Practice — 2012-2014 Pharcinian Acaiotane T 1on .



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

“Name in full INTTE, T
(Last) (First) (Middle)
Mailing Address ? D Ldopmen o MOS
A (Office Nan(}e)
W Colthede B T Yhae bt Oef
\. : (Street) o

iV LI (o) “40- 1o
(City/State) (Zip Code) - (Telephone Number)

Vermont License #: (J%52 ~ 6 /2.7 57

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Lhereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities of
é\u:\-, A Xt , P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. [ further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. :

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

J2=-} e )
(Date) _~(Signafure of Secondary Supervising Physician)
 AIER

Vermont Department of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
' Page 150119



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

~Name in full !\;i\;uigﬁ@, LT
(Last) (First) | (Middle)
Mailing Address ﬁ"i:"t; th e ber  Faliea W taivia Car, {mb i s Heinte Larr v
(Office Name)
\\.‘i C,u;t %L\LJ‘M’ o fkd; e’i“‘ E"'ﬁo Y 55\1.,& E‘“{L-\ %ﬁv %.E\-‘a\
_ (Street) o
Qﬁu;‘zﬂ‘ AR NT ST Thamy BMT- tYeo
(City/State) ! (Zip Code) (Telephone Number)

Vermont License #: )77 — OO TO 3000

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

List all physician’s assistants names and addresses you current'ly supervise:

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Lhereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
Napha o THalat » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. )

I further certify that I have read the statutes and Board rules governing physician assistants.
2] DN s L/W)
© (Date) (Signature ofiSecondary Supervising Physician)

Vermont Depariment of Health — Board of Medical Practice - 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

G — - .
~Name in full Vil o L
(Last) (First) (Middle)
Mailing Address oo Los Pria s Wi
n (Ofﬁc? Name)
i Vgl Lt g\?’\us Yy oo BLw e
_ (Street) o y
Biclingn Vs D34 NS AAN LT
(City/State) (Zip Code) (Telephone Number)

Vermont License #: (D40 ~ 003/ 1.5 5L,

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereb }'certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities of
{\ Lehow v T aint , P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. ]

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

12/l St

7 (f.)ate) {Signature of Second’éry Supervising Physician)

Vermont Department of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

& £
Name in full Wag Vi
(Last) (First) ' (Middle)
Mailing Address VM. (Dupmen s HES
i P (Office Name)
‘%‘ % }’@- L(,L}ké !..._éx’\-:‘ _;ji i# g\""\x,i H &%L = \f }z Ry ?;”\ fu L ﬁﬁ?
| (Street) s ol hm
(:g)?“'( ‘i . e \\JM‘T i:)“; {{ sk k"‘?{:‘):}“‘; Wg“i’} -4 s .
(City/State) (Zip Code) (Telephone Number)

Vermont License #: H%.2 ~ 06/20 56

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

| hereb%iertify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
eghanie X4t , P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted.

i further certify that I have read the statutes and Board rules governing phy
\'Z\U% W | LenTa AT wo,

(Date) (Signature of Secotidafy Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-422(

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Dk Do
(Last) (First) (Middle)
Mailing Address \] i Mol C‘sq nd Carbor ys
(Office Name)
VY Witusten Qong Sodde g
) (Street) 7
Dot bouciage. NT D54 40 QOO Y -4y
- (City/State) (Zip Code) (Telephone Number)

Vermont License #: O 2 - & oS C/‘C} e,

Hospital(s) where you have privileges: Hospi?ai(s/) Location Specialt

e b L AU £ {;{TCMW Een Lf/b{é; bx,. A % e Mf@&w

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, [ shal] be legally responsible for all medical activities of
_ N o Tl _» P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. .

t further certify that I have read the statutes and Board rules governing, hysician assistants.

b2t XY ULe

(Date) (Signature of ﬁe‘éondary Supervising Physiciith)

Vermont Department of Health ~ Board of Medical Practice ~ 2012-2014 Physician Assistant Licensure Renewal
Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

‘ i il
%

Name in full Vit b@w .
(Last) (First)’ (Middle)
g ! [
Mailing Address i; BM - Ldsfmen s i
(Office Name)
§ %y P L £ Liie \ i
bR ia;_.g}“‘ {.,._;‘r\%'.gji [ LYY i : Faae ?“\ {4 ‘;‘,"\"'{’?
i (Street) T
(hie b N oMb SCORXARETE
(City/State) (Zip Code) (Telephone Number)

Vermont License #: 072 — (VOO /74 f?/f

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
g\"“i hawe Xkt » P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of 2 physician assistant has
been posted. . '

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

o - A
/ J_/ /5 /?f/ r/‘ f “vﬂ}:ﬂfﬂﬁg u"- &y . (:/:\,// ,4// t.':,:/ ; f’% ,’f:m/,,?
‘ {Date} (Signature of Secofidary Supervising Physician)

Vermont Department of Health - Board of Medical Practice - 2012-2014 Physician Assistant Licensure Renewal
Page 15 0of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

' /
Name in full \J@&a &ul‘w W %’ i

(Last) (First) (Middle)
Mailing Address \(\Wcu ke

(Office Name)
45 Tittey Oy e
‘ (Street) i
Dokl Gocindes VY DNLo’ SO X130y
(City/State) (Zip Code) (Telephone Number)

Vermont License #: 041 - oo HiZie

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

Phokthare b Lac

List all physician’s assistants names and addresses you currenily su ervise:
phy I y Y sup

Aol o Stalal VA
CALRTETSo= L
ROFAGR I 7o, irgm

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Fhereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
i fhmamt DXNal, — P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. | further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of 2 physician assistant has
heen posted. ’

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

)14 A Wade i
‘ (Date) (Signature of Second@ewising Physician)

Vermont Department of Healih — Board of Medical Practice — 2012-2014 Physician Acsistant T inoncien Mo .1



STATE OF VERMONT - BGARD OF MEBICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 03401
{802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full L i T T
(Last) - (First) (Middle)
Mailing Address \l\:k ahaber Bl i"{éa‘x& Qo L i s Maelib, Qa0
{Office Name)
Wy G Caesve s fy, é{"‘"‘ Flov. Al Moo Ew; fis~
9  (Street) - o
\“’)i“i"ht“”lk"*‘- NT LS Ha Homy BT - You
(City/State) - (Zip Code) (Telephone Number)

Vermont License #: O %2 - D00 G20 f

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

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

i herebgertify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of

2obave o X4kt s P.A. only when the primary supervising physician is unavailable and only when consulted by the

aforesaid Physician Assistant, I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has

been posted.

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

{2-12~ ot : 'Z/ﬂ/\jgﬁ .
(Date) (Signature of Secondary Sy 'Sﬁ?ﬁhysician)
N

o,

Vermont Department of Health - Board of Medical Practice — 2012-2014 Physician Assistant Licensure Renewsi

Page 15 of 19



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

______ Ay . —
- Name in full e o W ot )
(Last) (First) (Middie)
p [ Paet 3 H Al [
Mailing Address T thebie Miles Vavn Torn Gpmon s Mecii, Care Sfrune
R ~ (Office Name) ‘
\\Xi fowi i_%.qé}&%t -~ ﬁh{\‘jg L{M‘ ;{:‘\,g Y J;\é.,{.m {‘U’}CJ“ Qﬂ‘l\dw gi'\-&”\
. (Street) : o
Boct a7 N B D47 THos
(City/State) " (Zip Code) (Telephone Number)
Vermont License #: 0%.2 — 00/ )2 65
Hospital(s) where you have privileges: Hospital(s) Location Specialty

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

CERTIFICATE OF SECONDBARY SUPERVISING PHYSICIAN

Lhereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
é\u: haw  oSxalet , P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I turther certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31, Section 1741, the use of a physician assistant has
been posted. .

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

» f/ ! \r”k/ H % o L0 / o

Date) (Signature of Secondiry Supervisigﬁg Ph?rsi%ian)
H .,

Vermont Department of Health — Board of Medical Practice —2012-2014 Physician Assistant Licensure Renewal
Page 150f 19



i

S1ALEUE VEKVMIUNL - BUARD UF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full bl b / RSV K AL, /Q V)
(Last) (First) (Middle)
%
Mailing Address Ciee melen DO L.
- (Office Name)
\ S (ﬂm i ‘D‘\ rect
_ (Street) ,
1= O%ix  Sundiea T BSYsS 4 @Oy 99 1 %02
| (City/State) ’ (Zip Code) (Telephone Number)
i

% Vermont [icense #: CHA- oo s 70

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

- [e 1[7 bon Alie 0L/ 6 A

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

Selerflonr Siwd, F

T

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
%&L{BL\ cnvt  Ohalg

_ : > P.A. only when the primary supervising physician is unavailable and only when consulted by the
aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached to this application, does not

exceed the normal limits of my practice and that in accordance with 26 VA, Chapter 31, Section 1741, the use of a physician assistant has

been posted.
i further certify that I have read the statutes and Board iulss governing, physician assistangs.

2. /r9/1/ Ay TN =

{ { Déte)

]

o

(Signature of Secondary%uﬁérvisingl?:—ﬁian)

T
H

i

Vermont Depariment of Health — Board of Medical Practice — 2012-

2014 Physician Assistant Licensure Renewal
Page 15 of 19



Hi Tracy,
Here are some additional signatures for my license (Stephanie Stahl, # 055-0030719).
I still have 6 others to get, and will send them (o you as soon as I have them.

Included 1n this batch are:
Elizabeth Bonney

Paula Miner : :
Elisabeth Wegner

Stephen Brown Vo cen 17 W0
Jill Jertson : oot

John Gallagher

Jane Lowell %

Thanks! Please call me (page through PAS at-) with any questions.
Stephanie Stahl



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT (5401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Qﬁtmntw‘ i tobntim,
(Last) (First) {Middle)
Mailing Address e Bl Voot Coro - Lls s Weenin Care Dtruce
(Office Name)
W Coltharvee Puy

~ (Street) _ 3

L Y R PN N DR Yoy ﬂé:)\ %ulﬂi" 0s

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

Vermont License #: Sy 2 oo/ ¢ Cf?//

Hospital(s) where you have privileges: Hospital(s) Location . Specialty , . _
F 2 A St liist. V7 Cﬁ{j /v

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

%}/ﬁ[f ALl S %MJ

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby ceytify that, in agcordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities of

Zi il PR M ,@, , P.A. only when the primary supervising physician is unavaitable and only when
consylted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rules govemning physician assistants,

ST /50 9 MM;S;’“M

{Date) (Signature of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice —2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full (0 iy  Haue
(Last) (First) (Middle)
Mailing Address C_\\ﬂf‘w e DB 6‘—;»«
_ (Office Name)
53 mﬂ«a T %
- (Street)
E Sk éu'\f‘&‘gus\ ] i DSL@ k]
(City/State) (Zip Code) (Telephone Number)

Vermont License # 7L - 004 b (s

Hospital(s) where you have privileges: Hospital(s) Location Specialty
[,//’AQ’L { i{% o Ao L/’l’\\é;}\‘“/‘ . v LE{% -4 '?(\._}

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

¥ hereby certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medicai activities of

SH o by € S » P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rules goveming physician assistants,

~ j25000 P
{Date) (Bignature of %condary Supervising Physician)

Vermont Department of Health — Board of Medical Practice - 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ST ¥ faceien
(Last) (First) (Middle)
Mailing Address ke Bl Mease Core- Lo WAUNEIN Ve e Co v
(Office Name)
i Cn'\“\uhﬁ P
(Street) ,
Bortmaron N DSYou BN BHY- Mo
(City/State) (Zip Code) (Telephone Number)
Vermont License #:  OMZ-Opeq2724
Hospital(s) where you have privileges: /Pjiospital(s) Locaﬁon Specialty
le bt Al oo Coue O] tr*iai‘{‘*:v‘{ Vi (1)“%/ £ g
ek -

List all physician’s assistants names and addresses you currently supervise:
'T?‘Fﬁ{)ﬁw ae Stapil :

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

S}Qp R wui , LA, only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

iy’ - : . A
[2-14 -2 Tiloe ey )
(Date) (Signature of Secondary Supervisirﬁ’i}f‘gsician) - !

Verment Department of Health - Board of Medical Practice — 2016-2012 Physician Assistant Certification Renewal
Page 16 0f 23



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05461
(862) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full U o S hin
(Last) (First) (Middie)
Mailing Address Vltkdne Bl Veaue Core- W prus Ve i Care Strvice
(Office Name)
W Cotehaye Do
(Street)
Bortnsior, NI SR HODN B4 Uy
(City/State) (Zip Code) (Telephone Number)
Vermont Licenée #: C)q;'zw (o l\\fé:,
Hospital(s) _,where_ you have privileges: Hospital(s) v_Lo’catiqn{ ~ Specialty
Fhcee g%m&ms-m VT OB/

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

M.“Ef(fl‘,ﬁ;({/@ S

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
%’&QMQ i » P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

F further certify that I have read the statutes and Board rules governing physician assistants.
YZ\\Q &8 \ éi‘\é .

(Date} {Signature of Secdgdaf@%ﬂf)zrvising Physictan)

Verment Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECUONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full St Sl
(Last) . (First) (Middle)
Mailing Address C_\‘«\aﬂe e DG B.M
- (Office Name)
£s mﬁi ~ “Thrg L
(Street)
Eoos Suvken AT PR 0]
(City/State) (Zip Code) (Telephone Number)

Vermont License #: (Y > ~0 00 934 (&

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

Ity .
FAHC - Buriin ylur, ;7 oR /Y Co Y/

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

5 ‘Hf{) PPV Q\;fa, , P.A, only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

{Date) (Siggature of Secafidary Supervising Physician)

Vermont Department of Health - Board of Medical Practice — 2010-2012 Physician Assistans Certification Renewal
Page 16 0f 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full (3 alle b = bm
(Last) (First) (Middle)
Mailing Address . C}\vwm@ e D8 Lo
_ (Office Name)
g E:) m"‘\ ~ (;:.-:“J\ Teg %r
~ — (Street)
omwer e Kgem, . 471 DYYSD
(City/State) (Zip Code) (Telephone Number)
Vermont License #: ﬁzf) f ) 7O (/O
Hospital(s) where you have privileges: Hospital(s) Location, Specialty

< bt / /i//?@ A /’{_)ZZM VK Cﬂiz? £ /gfxﬁﬂzgfdfj ot j 8

List all physician’s assistants names and addresses you currently supe }ise:
jff{}q boitims at () ChALRY

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accprdange with 26 VSA, Chapter 31, I shall be fegally responsible for all medical activities of

(f //f - / A stnact KT <> P.A. only when the primary supervising physician is unavailable and only when
consulted Ey the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,

Section 1741, the use of a physician assistant has been posted,

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

2/ Joa 4
(Date) / (Signature of:Secondaty Supervising PhySictar———

Vermont Department of Health — Board of Medical Practice — 2016-2012 Physician Assistant Certification Renewal
Page 16 0f 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full L%ﬁ;‘s\ | Temace (3 Qﬂ"\‘@\}
(Last) (First) ’ (Middle)
Mailing Address (Madk,
e e A (Office Name)
1S Ty Dyve |
- A (Street) - Y
S Bud b g oy T 0sYed & o2 - Fbz )30y
(City/State) ! (Zip Code) (Telephone Number)
Vermont License #: %{;2 - OC}, 7@/
Hospital(s) where you have privileges: - Hospital(s) Location Specialt
Pletehor Alleyy Mool Cade B ui \nﬂg sy AT O8-G Y

List all physiciari%?ssista ts names and ngg@_sses you currently supervise:
/;;07 e AL '

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

¥ eo e Sﬁq\f\\ » P.A. only when the primary supervising physician is unavailable and only when
consuited by the aforesaid Physician Assistant. I further certify that the protocs! cutlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

) 221 - 09 TONAOL .4/

(Date) (Signaturfff/ OTSecondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



VDEPARTMENT OF HEALTH A
BOARD OF MEDICAL PRACTICE .
108 Cherry Street, PO Box 70 Q}
Burlington VT 05402-0070
802 657-4220 or 800-745-7371
2010 PHYSICIAN ASSISTANT CERTIFICATION RENEWAL APPLICATION

PART I
Certificate #055-0030719

1. Name: Stephanie Beth Stahl PA

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

3. Work Address:

e Ty Y

?’ e [ENTPN ‘f@ fathh Sopee

i LI . ; HE o A :
by sk bt ter E’l\%_f "f‘i‘k‘ie:fwf L Tlee Paulin,

i _ (hortamen NT BS54

City,

Please check your preferred mailing address: o Home mWork
{This address will be public and listed on the Board's w%p_gjge.)__ ‘

8. Daytime Telephona Number: Area Code:

7. Date of Birth: I

8. Place of Birth:

e il

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

W (U122/08)  Neepa
o {11 ) State Examination-identify state:
o {_/ ! 3 Other Examination specify:

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

o Apprenticeship Trained
“w University Trained

Vermont Department of Health — Board of Medical Practice - 2610-2012 Physician Assistant Certification Renewal
Page t of 23



11. Do you have hospital privileges in Verment? T Yes OO No
Hospital Name(s) and Location(s):

‘ii»%-c_llxsif: i NITAL. Letr iﬂ Wﬁ‘d«m%@r %ﬁ\\ﬁ«.ﬂ_ {%&thhiﬁ‘ﬁm‘\}"{" Cbgf«f@,g
£ foty E) z

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

13. Were you in active clinical practice in Vermont during the past 12 months? ' Yes O No

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

o B

15, Staﬂtes where you previously were certified or licensed to practice:
!\j,},.-«-k‘

16. Specialty: st s Hoainde DEA Number: _{§1 31051409

17. Name and office address of current EMPLOYER:

Name Address

[ i % . 3 Y e
E:'EQ"\&Q}""’&'F p&‘zmm ZEN&\AL\ Core U&q Q.m\*?\f*\&;v\?{g [ gi:ﬂ-)‘“ g W D\:’iﬁi‘#t

18. Please list (use additional sheet if necessary) name(s) and address(es) of physicians who currently serve
as your PRIMARY and SECONDARY SUPERVISING PHYSICIAN(S).

Primary Supervising Physician{(s):

Name ‘ Address -
\'Y\i\)i» 3 \\A}‘M“h m*{:} \ﬁﬁ QJ)‘ &"i‘\‘w\}( r ‘E{)\Ui‘ Q}J(‘\:--\& %\h:‘\. \5_( (W] E‘e"-"‘\

Secondary Supervising Physician(s):

Nameg, Address

hact 7y ﬁl’*&:‘! ok g g »i'.}»\

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

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

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

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 2 of 23



21. Continuing Medical Education {CME) reguirements;

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

b. For all others, an explanation of requirements and a CME Record form must be completed.

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

PART K

“Yes" answers o Questions 23 - 47 require an explanation on Form A.

23. Have you ever applied for and been denied a certificate to practice medicine or any other healing art?
oyes f=no

24. Have you ever withdrawn an application for a certificate to practice medicine or any other healing art?
o yes =%no

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

cyes “gno

26. Are any formal disciplinary charges pending or has any disciplinary action ever been taken against you by
any governmental authority, by any hospitat or health care facifity, or by any professional medical association
(international, national, state or local)?

oyes ‘mno

27. Have you ever been denied the privilege of taking an examination before any state medical examining
board?

o yes Sgno
28. Have you ever discontinued your education, training, or practice for a period of more than three months?
O yes Sgno

29, Have you ever been dismissed or suspended from, or asked to leave a residency training program before
compietion?

oyes mno

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

ayes mno

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

o yes no
32. Do you currently or have you ever prescribed any prescription medication over the internet? This does not
include prescribing you would do using electronic medical records in your practice.

oyes “mno
33. Are you presently or have you ever been a defendant in a criminal proceeding?

o yes N0

Vermont Department of Health — Board of Medical Practice — 2610-2012 Physician Assistant Certification Renewal
Page 3 of 23



PART !

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

i ani other licensing board under which you

35. To your knowledge, are you presently the subject of a criminal investiiation under which you have not

34. To your knowledge, are you the subject of an investigation b
have not been charged as of the date of this application?

been charged?

The following definitions are provided to assist you in answering questions 36 through 38.

"Ability to practice medicine" - This term includes:

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
judgments, and io tearn and keep abreast of medical developments; and

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

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

"Medicat condition” - Includes physiclogical, mental or psychological conditions or disorders, such as,
but not limited to, orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy,
muscular dystrophy, multipie sclerosis, cancer, heart disease, diabetes, mental retardation, emotional
or mental iliness, specific learning disabilities, hepatitis, HIV disease, tuberculosis, drug addiction, and
alcoholism,

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

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

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

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

36. Do you have a medicai condition that potentially or in any way impairs or fimits your ability fo practice medicine

in your field of iractice with reasonable skill and safety?

In explaining a “Yes” answer on Form A, please provide reasonable assurances

that your medical condition is reduced or ameliorated because, for example,

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

37. Are you currently engaged in the use of alcohol or other chemical substances that potentially or in any way
impairs iour abiliti to iractice medicine in your field of practice with reasonable skill and safety?

In explaining a “Yes" answer cn Form A, please provide reasonable assurances that your

use is reduced or ameliorated because, for example, you have received or do receive

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 4 0f 23



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

38. Are iou currentti enfaged in the illegal use of controlled substances?

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

IMPORTANT

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

Part IV - Statutory Prefile Questions

The following questions are required by Vermont law, 26 VSA § 1368, to update and maintain a data
repository within the Depariment of Health and to make individual profites on all health care professionais
licensed, certified, or registered by the Department available to the public. Your practitioner profile is located
at the following website http://healthvermont.gov/hc/med_board/profile_search aspx.

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

39. Criminal Convictions {See 26 VSA § 1368(a)(1)]  mCheck here if none

Please provide a description of all crimes (felonies and misdemeanors; this includes DUI but not speeding
or parking tickets) of which you have been convicted within the past 10 years Please provide complete
copies of documentation for each matter.

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

40. Nolo Contendere/Matters Continued {See 26 VSA § 1368(a)(2}] I Check here if none

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

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

Verment Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 5 of 23



41. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)] js{’Check here if none

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

(Date) (Final Disposition - Summary)

42. Licensing or Certification Authority Matters in Other States [See 26 VSA § 1388(a)(4)]
‘tCheck here if none

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

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

43. Restriction of Hospital Privileges [See 26 VSA § 1368(a)(5)] Check here if none
Revocation/Involuntary Restrictions

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

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

B. Other Restrictions ‘_E{Check here if none

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

{Date) {Hospital} (State)

{Nature of Action) {Action)
O Inlieu 0 In settlement

{Reason for Action)

44. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)]
A Judgments & Check here if none

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 6 of 23



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

None reported

0 Judgment O Arbitration

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

U Judgment 3 Arbitration

(Date) (Court}) (State)  (Nature of Case) (Amount Assessed Against You)
Settlements g Check here if none

within the past 10 years (10 years from payment date) in which a payment was awarded to a
complaining party if not listed below. Please provide complete copies of documentation,

to inciude final disposition and, if possibie, a copy of the complaint for each matter.

None reported

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

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

45. Years of Practice [See 26 VSA § 1368{(a){10)] 2004

Py

What month and year did you start practicing as a Physician Assistant? LY ooy

46. Appointments/Teaching [See 26 VSA § 1368{(a)(12)] Note: Answering #46 is optional. By answering,

you re granting permission to have this information posted on the web. (This form follows the statutory
wording. Since most appointments are teaching appointments, these questions may overlap.)

A

Appointments

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

University of Vermont
Buriington, VT

Clinical Instructor

Vermont Department of Hezlth — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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2005

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

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

University of Vermont
Burlington, VT
Precepting Medical Students

2005

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

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

Note: Answering #47 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your publications in peer-reviewed medical
literature within the past 10 years.

None reported

(Title) (Publication) {Year)

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

Note: Answering #48 is optional. By answering, you are granting permission to have this information
posted on the web. Please provide information regarding your professionai or community service
activities and awards.

None reported

(Activities or Awards)

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

What is the location of your primary practice setting? Burlington, VT

Vermont Department of Health - Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewai
Page § of 23



Town/City, State

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

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

If yes, please describe the transiating services available: None
mt bhoue & Nleto iy, o b e SV ebla, Yy oloreiin ¢euws o Ebr Ohy lonquoy
51. Medicaid/New Patients {See 26 VSA § 1368(a)(17)]

A Medicaid participation
Do you participate in the Medicaid program? 42 Yes O No
B New Medicaid Patients

Are you currently accepting new Medicaid patients? T Yes [0 No
Part Vv

| hereby affirm that the information provided above is true and accurate, and that | have answerad the
guestions to the best of my knowledge and ability.

Date:_ 11/ /D6 M”QWW e

' Applicant's Signature

Reminder - You must also complete the enclosed Applicant's Statement Regarding Child Support, Taxes,
Unemployment Compensation Contributions regardless of whether or not you have children

Vermont Department of Healih — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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State of Vermont
Department of Health

Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court
for Fines or Penalties for a Violation or Crimina! Offense

I hereby state that I am in good standing with respect to any unpaid judgment issued by the
judicial bureau or district court for fines or penalties for a violation or criminal offense.

Iunderstand that a license may not be issued or renewed without such a statement.

I further understand that, for the purposes of this section, a person is in good standing with
respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for
a violation or criminal offense if:

(1) 60 days or fewer have elapsed since the date a judgment was issued; or

(2) the person is in compliance with a repayment plan approved by the judiciary.

Signature: E:L*«ﬁkm b

Date: 12/ 6

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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Vermont Department of Health - Board of Medical Practice

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

You must answer questions 1, 2, and 3.

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

1. You must check one of the two statements below regarding child support regardless whether or not you have children:
“?c t hereby certify that, as of the date of this application: (a) ! am not subject to any support order or (b) | am subject to a support order
’ and | am in good standing with respect to it, or (¢} | am subject to a support order and | am in full compliance with a plan to pay any
and all child support due under that order.
or
O lhereby certify that | am NOT in good standing with respect te child support dues as of the date of this application and | hereby
reques{ that the licensing authority determine that immediate payment of chiid support would impose an unreasonable hardship.
Please forward an "Application for Hardship”. ’
Regarding Taxes
Title 32 § 3113 requires that: A professional Hcense or other authority to conduct a trade or business shall not be issued or renewed unless the
person certifies that he or she is in good standing with the Department of Taxes. "Good standing” means that no taxes are due and payable and all
returns have been filed, the tax Hability is on appeal, the taxpayer is in compliance with a payment plan approved by the Commissioner of Taxes, or
the licensing authority determines that immediate payment of taxes would impose an unreasonable hardship. {32 V.S.A. § 3113}

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

“ﬁi VP hereby certify, under the pains and penalties or perjury, that | am in good standing with respect to or in full compiiance with a plan
to pay any and all taxes due to the State of Vermont as of the date of this application. {The maximum penaity for perjury is fifteen
years in prison, a $10,000.00 fine or both).

or
O 1hereby certify that | am NOT in good standing with respect to taxes due to the State of Vermont as of the date of this appfication and
I hereby request that the licensing authority determine that immediate payment of taxes would impose an unreasonable hardship.
Please forward an “Application for Hardship". '
Regarding Unemployment Compensation Contributions

Title 21 § 1378 requires that: No agency of the state shall grant, issue or renew any license or other authority to conduct a trade or business
{(including a license to practice a profession) to, or enter into, extend or renew any contract for the provision of goods, services, or reat 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 {o or in full compliance with a plan to pay any and all contributions or payments in lieu of
contributions due as of the date such declaration Is made. For the purposes of this section, a person is in good standing with respect to any and
all contributions or payments in lieu of contributions payable if: {1} no contributions or payments in lieu of contributions are due and payable; (2)
the liability for any contributions or payments in lieu of contributions due and payable is on appeal; (3) the employing unit is in compliance with a
payment plan approved by the Commissioner; or (4) in the case of a licensee, the agency finds that requiring immediate payment of contributions
or payments in lieu of contributions due and payable would impose an unreasonable hardship.

3. You must check one of the three statements below regarding unempioyment contributions or payments in lieu of unemployment
contributions:

U ! 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

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

oF
“,Efw { hereby certify that 21 V.5.A. § 1378 is not applicable to me because | am not now, nor have | ever been, an employer,

Social Securlty #_ Date of Birth _

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

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

I n o
Signature of Appficant lﬁmwm"""‘m‘h [y Date Vi) A/ DGR

VYermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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MD Fractice Signed
Cheung Weng FAHC WHCS, 4th Floor ACC, 111 Colchester Ave, Burlinton VT 05401 L
Elizabeth Bonney FAHC WHCS, 4th Floor ACC. 111 Coichester Ave. Burlinton VT 05401

Robert Hayward FAHC WHCS, 4th Fioor ACC, 111 Colchestar Ave. Burlinton VT 05401 e
Elisabeth Wegner FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton V1 05401

Roger Young FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT (05401 -
Eleanor Capeless FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 e
David Jones FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 ™
Marjorie Meyer FAHC WHCS, 4ih Floor ACC, 111 Colchester Ave. Burlinton VT (5401 e
Mark Phillippe FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 e
John Brumsted FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Buriinton VT 05401 o
Peter Casson FAMC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 s
Christine Murray FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401

Danie! Riddick FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 el
Jute LaCombe FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401

Emmanuel Soultanakis FAHC WHCS, 4th Floor ACC, 111 Colchaster Ave. Burlinton VT (35401 o
Stephen Brown FAHC WHCS, 4th Ficor ACC, 111 Colchester Ave. Burlinton VT 05401

Tracy Maurer FAHC WHCS, 4th Floor ACGC, 111 Colchesier Ave. Burlinton VT 05401 o
ira Bernstein FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 L
Peter Chercuny FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton V1 05401 g
Kristen Wright FAHC WHCS, 4th Floor ACC, 111 Colchester Ave. Burlinton VT 05401 "

Gamal Eftabbakh

Lake Champlain Gynecologic Oncology. 364 dorset Street. So Burlingion, V

—
e}
<
o,
[
o

\Lag&t'g Lidoan &‘\&r&, M/
Anne Visell] Vermont Uregynecology, 71 Knight lane, Sulfe 1. Williston, VT 05485
Diane Charland YVermont Urogynecology, 71 Knight lane, Suite 1. Williston, VT 05485 el
Patrick Clifford Affiliates in OB Gyn, 86 Colchester Ave, Burlington VT 05401 v
Dale LaCroix Affiliates in OB Gyn, 86 Colchester Ave, Burlington VT (5401 o
Kimberly Blake Affiliates in OB Gyn, 96 Colchester Ave, Burlingion VT (5401
Greta Hanson Affiliates in OB Gyn, 95 Colchester Ave, Burlington VT 05401 -
George Till Champlain OB Gyn, 55 Main Street, Essex Junction VT 05452 o
John Gallagher Champlain OB Gyn, 55 Main Streef, £Essex Junction VT 05452
Jill Jertson Champlain OB Gyn, 55 Main Street, Essex Junction VI 05452
Sally Stockwell Champlain OB Gyn, 55 Main Street, Essex Junction VT 05452 v
Kara Flaherty Champlain OB Gyn, 55 Main Street, Essex Junction VT 05452
Paula Miner Champlain OB Gyn, 55 Main Street, Essex Junction VT 05452
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Amy Thibault

Maitri, 868 Colchester Ave, Burlington VT 05401

Julia Brock Maitri, 96 Colchester Ave, Burlington VT 05401 -
Jennie Lowell Maitri, 98 Colchester Ave, Burlington VT 05407

Julie Wade Maitri, 98 Colchester Ave, Buriington VT 05401

Chery Gibson Vi Womens Choice, 23 Mansfield Ave, Burlington VT 05401 o
Kym Boyman Vit Womens Choice, 23 Mansfield Ave, Burlington VT 05401 e
Susan Smith Vit Womens Choice, 23 Mansfield Ave, Burlington VT 05401 e

Nancy Fisher




STATE OF VERMONT - BOARD OF MERICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT (5401
(802) 657-4220

PRIMARY SUPERVISING PHYSICIAN APPLICATION

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

A
Name in full Wy (ORI,
(Last) (First) (Middle}

Mailing Address Fleohee e Yook, Core | 4§, Bie mp

{Office Name)

[N C,c;\ derster Pt ot
{Street) _ o
(Nustingen \IT s thoth M-S
(City/State) (Zip Code) {Telephone Number)
Vermont License #: 02 -20sWLs
Hospital(s) where you have privileges: Hospital(s) Location . Specialty
F‘\ﬂ%d"'!} @S\i"’\‘ Hhu% Cf‘!'w {Rae 4 LM [t {:_}\fﬂ E.Wiw\l-* {)swﬁ..d;,y;

What arrangements have you made for supervision when you are not available or out of town:
%-im_ﬁ"\‘(@{}l’\c w i, P o Uiy -{:3-":\4)!‘{;- anted %1\f Q-«i{ c}%-%«:i PR %’W # g,'i“\\:» 4'«,*\‘ j“a\i. aﬁb‘{‘"&%ﬂ' Y
i ¢ 3 [ L
Pt Core S

CERTIFICATE OF SUPERVISING PHYSICIAN

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

Tmv b bt SRl . P.A. while under my supervision. I further certify that the protocol cutlining
the scope of practice, attached to this application, does not exceed the normal limits of my practice. I further certify that
notice will be posted that a physician assistant is used, in accordancg with 26 VSA, Chapter 31, Section 1741.

I further certify that I have read the statutes and Board rules govgrmni ﬂ/sician assistants.

2oy 0

(Date) (Signa\uﬁ’o\lﬁ’Super g Physician)
Pt L
Co-signature of PA; }:\\k’{'\ m

Note: A PA who prescribes controtled drugs must obtain an 1D number from DEA. PA’s DEA Number

Vermont Depariment of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Gisose Claey Al
(Last) (First) (Middle)
Mailing Address Nt ot oo G
. (Office Name)
O (Memshicid  fue
X N . (Street)
G;}\;r Vmgtee, N D55 oy
(City/State) (Zip Code) {Telephone Number)
Vermont Licens.e #: qi—((og
Hospital(s) where you have privileges: Hospital(s) Location Specialty
Hedcdher folon Heaudun Cone ’i?mf‘m\(mf\ T e /gﬂ,f P

Below is the list of current VT PA’s;

Amy Borgman, 90 Washington Streetf, Barre, VI 05641

Johanna Hauser 23 Mansfield Ave, Burl, VT 05401

Anne Hildreth, 6 Roberts North, Rutland, VT 05701

Cate Nicheolas, 23 Mansfield Ave, Burl.

Katja Von Sitas, 80 Fairfield Street, St. Albans, VT 05478

Janet Young, Mansfield Ave, Burl. R :

Pruspor Budg PA . &€ o Mam §t | Wesltllovry VT 28036

1 hereby certify that, in accordance with 26 'VSA, Chapter 31, { shall be legally responsible for all medical activities of
hanie Staint PA  pa. only when the primary supervising physician is unavailable and only when

consulted hiy the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached

to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,

Section 1741, the use of a physician assistant has been posted.

List all physic

b e e

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

7
) clEn‘assistants,
P / %
e ( z .

(Date) {Signature of Secoﬁdﬁfy Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full _ QD?’-\ DA~ Yogm {U\N“z:] P o
(Last) (First) Middle)

Mailing Address Necomot bomey Chace

' {Office Name)

;DE) m‘?”" &S‘('\Lte‘« @\\JL
_ (Street)
('}JQK Lty s, NT DLy oY
(City/State) (Zip Code) (Telephone Number)

Vermont Licens.e 4 O 2r o0 | O §g ?P

Hi),spital(s) where you have privileges: Hospital(s) Location ecialty
Fhrte Burliogron VT o5[Crr
e 1. Amy Borgman, 90 Washington Street, Barre, VT 05641
2. Johanna Hauser 23 Mansfield Ave, Burl, VT 05401
List all physici 3. Anne Hildreth, 6 Roberts North, Rutland, VT 05701
4. Cate Nicholas, 23 Mansfield Ave, Burl.
5. Katja Von Sitas, 80 Fairfield Street, St. Albans, VT 05478
6. Janet Young, Mansfield Ave, Burl.

5 ﬁ’fbﬂz@wj—}/ s, P4 lagty f%;:\ _{pg—-’ Lm}fx é{fﬁW’y L
CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
é%’(f breete § b | » P.A. only when the primary supervising physician is unavailabie and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted,

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

> (F(°] / T

(Date)} {Signature of §edbndéf§r Sup@rvising Physician)

Vermont Department of Health — Board of Medical Practice - 2010-2012 Physician Assistant Certification Renewal
Page 16 0f 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full oAl N0
(Last) (First) (Middle)
Mailing Address \[ 2ot ot Chuee
(Office Name)

;:2‘7;3 m@.r\ &S‘(‘;cj& TS

(Street)
By binawa NT OShey
(City/State) (Zip Code) (Telephone Number)

Vermont License #; L/ Z “00o (;7 .7 o

Hospital(s) where you have priviicges: B . ~ Hospital(s) Location Specialty
T le toler Alles rC C c:,a&gﬁ

Below is the list of current VT PA’sz | am -the Sccsndary
L Seper Vi FL S Aatat {w
Amy Borgman, 90 Washzngté’n Street,nﬁalr‘gel,“{}'l‘ 05641
Johanna Hauser 23 Mansfield Ave, Burl, VT 05401
Anne Hildreth, 6 Roberts North, Rutland, VT 05701
Cate Nicholas, 23 Mansfield Ave, Burl.
Katja Von Sitas, 80 Fairfield Street, St. Albans, VT 05478
Janet Young, Mansfield Ave, Burl. :
Chvguwn bt Burns, PA 5% So Mawm S+ Water .ém”/ﬁ :
CERTIFICATE UF SEUCUNDAKE SUFILKY isivt PHYSICIAN

|
ad DR L

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

fephanie St . P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rules governingphysician assistants. ‘“W
(2] 9lo4 : S;Lf@u C/

(bate)l" I (Signature of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full (\}'\f\ A tot (e pie
(Last) (First) (Middle)
Mailing Address T ltkibe Bl WMeatt Goree Wdoprass Yoo Coce Dtruiee
(Office Name)
W Totchave Puc
(Street)
Borirsto, \T DS Usy RO B4
(City/State) (Zip Code) (Telephone Number)
Vermont License #1047 -0 00320
Hospital(s) where you have privileges: Hospital(s) Location Specialty
Fleteher fllen Pl e o ST CpHlCyp

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

St phame. LAl

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

STETEmvd STAG L » P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rules g(;?\ing physician assistants,

" (Date) (Signaturelof Second/afy upervising Physician)

Vermont Department of Health — Board of Medical Practice ~ 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in fuli et ivese _ Lia
(Last) . (First) (Middle)

Mailing Address ¥ ke M Yeae Gor - Wpness Ween G Soriec

' (Office Name)

W Coithaye Pus _
(Street) ,
Bortmsio, X Dslot WO %) o
(City/State) (Zip Code) (Telephone Number)

Vermont License # (42— OO 75 (/J

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

[letche Fllen Tl #o (ore . Vo //,};/r:; . U/%/AV/L/ |

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

oF ff/!’l%,mx 54‘&,/1,@ PFI-

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Ih -&y certify that z(ccordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
W}M,) %‘F@ . P.A. only when the primary supervising physician is unavailable and only when

consult by the aforesaid Physu:]an A551stant I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

1 further certify that I have read the statutes and Board 7&? ing phyglcian assistants,

Z[G\lﬂo’\ i MO

{Date) (Slgnécyéf Secox{daly Superwsmg Physician)

Vermont Department of Health — Beard of Medical Practice ~ 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Nameinfull __ C lark Kelley
(Last) (First) (Middle)
Mailing Address T lekebe M Meae Core - Worues Wreni Gore Struiee
(Office Name)
M Caﬂd'\u\tﬁ Pue
(Street) _
Bortington X BSban RO R e
(City/State) (Zip Code) (Telephone Number)
Vermont License #: 047 OO oY1 4
Hospital(s) where you have privileges: Hospital(s) Location Specialty
SAHC Py /E,mﬂ)/[!’% b e

List all ysician’s{gssistants names and addresses you currently supervise:
Slephans o el : '

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

T : , P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,

Section 1741, the use of a physician assistant has been posted.

I heg’e{?icerﬁfy that, }fn/ accci ance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of

I further certify that I have read the statutes and Board rules govegl":é physician assistants.
g

27 / 2 }?}/ ”"77 ﬁ!f;z 7.

{Date) (Signature of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Tl Govote
(Last) (First) (Middle)
Mailing Address T lekne Blem Mean Coro - Lo prens Viee i Care “Dtruiee
(Office Name)
iy {Ly'\d‘\u\{v Py
{Street) _ ,
Burtesio.  NT DS o HON %4 4y
(City/State) {Zip Code) (Telephone Number)
Vermont License #: 7 7 4 %’
Hospital(s) where you have privileges: ~ Hospital(s) Location Specialty

Llefelice /P,y e T s B /w/ ¢ fond (/T ﬁﬁ/ 4 544

List all physician’s assistants names and addresses you currently supervise:
5 ’%«;ﬂﬁ'ﬁ b BT '

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

g 74( et LT /{ / » P.A. only when the primary supervising physician is unavailable and only when
donsulréd by the aforesaid Phy’sician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

; cmy — 7
o) 7/ < (s 2 T

(Date) {Signature of Secorﬁar} Supervising Pilysician) ‘

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONBARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Sones Doud
(Last) (First) (Middle)
Mailing Address Wtk Bum Meanr Core- Woprecss Vieeni Core Soruiec
(Office Name)
W Colthaye LENTY
_ (Street)

Burtnston,  NT D5 Yo RLODN R4 4oy

(City/State) (Zip Code) (Telephone Number)
Vermont License #: 94200 10174
Hospital(s) where you have privileges: Hospital(s Locaﬁjgn Specialty

P behen Mo Ve i Becelingfor. V7 2 byn /i

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

Stephane Stwll

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

phaidy § » P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

[ further certify that I have read the statutes and Board rules governing physician assistants.
Lo ‘,‘|i

21/ - DN] I~
{Date) (Signature of S(e/concfaffy upervising Physician)
5,

o,

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 0f 23



STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT (5401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Qg B
(Last) (First) (Middle)
Mailing Address Tltkihe Mium Meadt Coru - oy Weetni Coce Dviee
(Office Name)
W Cotthayen Por
(Street) ,
GBurtimsio, NI L BROON MY Yo
(City/State) {(Zip Code) (Telephone Number)
Vermont License #: %2~ f0p 3.2 ‘f}
Hospital(s) where you have privileges: Hospital(s) Location Specialty \
FAHC Berlington VT _____OR/IEW
/

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

[y

Veedante il PA

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

; 57‘[ 4 ﬂf)/fﬁ e : f;ﬁf{ ﬁ / » P A, only when the primary supervising physician is unavaiiable and only when
consultéd by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted,

ﬂ’,’r
I further cert/'fy that I have read the statutes and Board r\}llé’s gove
/

214 ‘\ﬂq ;{/ ,f'/%‘\

(Date)

(SigﬁWf@econdaw"ﬁper@iﬁng Physician)

Vermont Department of Health — Board of Medical Practice - 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in fuil “iﬁtﬁlgwa i loter
{Last) . (First) (Middle)
Mailing Address Tk B Mease Coroe Lo Dreas’s Yoo Coe Seruice
(Office Name)
i C;oi\"«l’m\u o
(Street)
Burtnsio,  NT DS Yoy RO R4 o
(City/State) (Zip Code) (Telephone Number)
Vermont License #: ({f,' 9/6 L
Hospital(s) where you have privileges: Hospital(s) Location Specialty
H N 7 - L
FA N ig'dﬁ" /Icq&,nfd‘n ﬁﬁ/[j—fxm

List all phzsiciqn’s assistants names and addresses you currently supervise: . -
Stepbspe  §7a4 /) FAN C/ b pmen ¢ NS il (ol besVeor e -
f f Buorlive (oun , ¢rc 985 947

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
S T hG e 4 i A { » P.A. only when the primary supervising physician is unavailable and only when
consuffted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further ~ertif3§. that [ have read the statutes and Board rulgs governing physician assistants. '
02 irlu P |
()9 )0 V22 /P g V1200

(Date) ' (Signdfture of Seconc_iar)ﬁ Supervising Physician) f

Vermont Department of Health -- Board of Medical Practice —2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

o (o s i
Name in full Sl oo _ L3
(Last) (First) (Middle)
Mailing Address N letihe Pl Yeade Corvr Wsgrenss Weets Care Strvice
(Office Name)
WM Cotehate Pue
{Street) )
Bortmaton,  NT DS lo R0 R N TTINY
(City/State) (Zip Code) (Telephone Number)

Vermont Licensc #: 04/102‘“ 7%4;?
Hospital(s) where you haye privileges; . Hospital(s) Location Specialty
IRk G A

List all physician’s assistants names and ?d esses you currently supervise:

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I herfﬁy cerfify that, Wnce with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
;,S LG iy ol , P.A, only when the primary supervising physician is unavailable and orly when

consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

physician assistants,

I further certify that I have read the statutes and Boardyies ove

1/9/% L

(Dste) (Signature of Secondary Su ervising\f’hysician}
3 P

Vermont Department of [Health — Board of Medical Practice — 2010-2012 Physician Assisiant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full . 0\\{*{15( {\f‘w IRCT
(Last) (First) (Middle)
Mailing Address Ve B Yl Core - Lo precss Wioe it Cace Drruice
(Office Name)
\\\ CA}'\L&'\Q\,V %XJ\,
(Street) _
Borimsion NS 05 bo ROV BMY- 1o
(City/State) (Zip Code) (Telephone Number)
Vermont License #: Lﬁ [Q/Q ~ H00 ? ? 55
Hospital(s) where you have privileges: ' Hospital(s) Location Specialty ‘
FARC Puriington VT~ 10/ -YAALY,
WJ

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

Strphiaie Stk P

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I ;te;EE}y certify that, jh aéigr/'dance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of

ey Qﬁmj%&n, B , P.A. only when the primary supervising physician is unavailable and only when
consulféd by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of niy practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I/hava read the statutes and Board rules governing physiCian assistants.
AR

#

(Date)" {Signature of Sf;éoﬁc{a'ryg; JSrﬁdg?(fis‘iﬂg PHysician)
A A /

;Y L)

Vermont Department of Health ~ Board of Medical Practice - 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Lo i Wt
(Last) (First) (Middie)
Mailing Address Tl Bl Yeene Coro- L Prem s Ve i Core Drrvicg
. (Office Name)
W Cotthaye Puc
{Street)
Bortmsr, T sl BOON BM)- Mo
(City/State) {Zip Code) {Telephone Number)
Vermont License #: (M7~ 0C 1w
Hospltai(s) where you have prwﬂeges Hospital(s) Location Specialty
Flerrles A 14n pf.f/\\ﬂ\ (Lot @c {mrﬂ foa, NT D& n

List all physician’s assistants names and addresses you currently supervise:
<lephe, ae Sz

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

! hereby certify t;)at in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of

5 }'(, Dot T , P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician A551stant [ further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal fimits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rules govemmg physw:an assxstants
A

(Date) (Signature of Secondary Supervising Physician)

/ Y

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Nameinfull  Clwersigng Qete,
(Last) (First) (Middle)
Mailing Address Ve B Meadt oo bsonss Weenn Qo Doruec
N (Office Name)
\\\ Lol thay . P
_ (Street)
Gurtnston,  NT s boy RO B4 0
(City/State) (Zip Code) (Telephone Number)
Vermont License #: #1008 s5%
HospnaL s) Whe e you /iba,x’re privileges: . Hosp;tai( ocatlon ‘ Spec1alty
f”’ 8 2PN (QJ‘-’\ y t) z’y\!) A /_FM&-? Lty / /10 T’Iaz Oyn/()}’/»/

List all physmlan s assistants names and addresses you currenﬂy supervise:
g J? W‘JU\/!/L&-’ \ T ]

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I hereby certify that, m accordgnee with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of

Ve 2 /0 ? » P.A. only when the primary supervising physician is unavailable and only when
consuited’ by the aforesaid Physician A551stant I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted. p

"

1 further certify that I have read the statutes and Board rules govgr_gmg phys ¢ian assistants.

/7/7/0

"(Dhate) (Signatufe of Seccﬁ _ﬂarg/ Supervising Physician)

Verment Department of Health — Board of Medical Practice — 201G-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full . \’i Ouims Qv*%:;t v
(Last) (First) (Middle)
Mailing Address ke Bl Mease Gore- Lhpnis Maen Cond Souce
(Office Name)
1A &:\U’\u\«v Pase,
{Street)
Bortinsto, NT ELTY O %Y o
(City/State) (Zip Code) (Telephone Number)
Vermont License #: DY 2 ~ OO0/ 205
Hospital(s) where you have privileges: Hospital(s) Location Specialty
[r J " y f 7 - LA " j
reteher Filen w/é{fﬁ/j{!ﬂdﬂ{ﬁm V7 CDICYA

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

ﬁf{’;ﬁfﬁml)ﬁi SAahl, FPH

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

D7e f_’)}] ANIE jﬁq / » P.A. only when the primary supervising physician is unavailable and onfy when
consulted by the aforesaid Physician Assistant. T further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I urther certify that I have read the statutes and Board rules governing physician agsistants,

1%/ (/6% N 2 V)

! {Date) (Signature of S%oﬁdary Supgrvisi i

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 0f 23 A



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full D MNandas S gem ol
(Last) (First) (Middle)
Mailing Address Tt Niem Meate Core - bboness Hretnin Cord v
(Office Name)
W Colthaye Prae
_ {(Street) _
Bortnsron T PELLT OO Y- e
(City/State) (Zip Code) {(Telephone Number)
Vermont Licenée #: (Q’D! 1%; QQ\QQDD(\\
Hospital(s) where you have privileges: Hospital(s) Location Specialty
Fleldher dllen

Tt v;myi-—@ 8] ST OH / 6%\\

.

List all physician’s assistants names and addresses you currently supervise:
fﬁﬂﬁﬁ)k& aie Ve g '

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Lhereby certify that, in accordance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of
Ty Narie Sain i > P.A. only when the primary supervising physician is unavailable and only when

‘consulfed by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached

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

N/
I further certify that I have read the statutes and Board rules governing p?ysxcgn’asg@,tgﬁts.
L A
. Wy
/2 fr0 /o]

Y
(Date)

{Signature of Seco?fdary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full . Q")f ek gh Nhon
{(Last) . | (First) (Middle)
Mailing Address Ve M Yeade Gor - Wapness Vet Goce “orrviee
(Office Name)
4 C;o\f-‘*’\f.s‘yxf FLNTY
(Street) :
hortmston, NT D5 Us HODN Y- M
(City/State) (Zip Code) (Telephone Number)
Vermont License #: 4420~ npo 770§
Hospital(s) where you have privileges: Hospital(s) Location Specialty
Fripe. Burd. VT~ OB L

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

o TP A TR
¥

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

[ hg;eﬁgéce ify that, in acgordance pjith 26 VSA, Chapter 31, 1 shall be legaily responsible for all medical activities of

WA, P.A. only when the primary supervising physician is unavailable and only when
consuited'by the aforesaid Physician Assistant. 1 further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted. o

I further cer‘;i[y that I have read the statutes and Board rules

(Date) (Sig&*ﬁture of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 20102012 Physician Assistant Certification Renewal
Page 16 0f 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Q@gm % Y oms e
(Last) . (First) {Middle)
Mailing Address Tletibe B Meagr Coro- Lopruns Wrenie Car Struice
(Office Name)
Y C,oi thoh o Py
(Street) ‘ ,
Burtnsre, NT DS ton ST A BEUTINY
(City/State) (Zip Code) (Telephone Number)

Vermont License #: (7 Y2 Creot 51/

Hospital(s) where you have privileges: Hospital(s) Location Specialty
P J , Vieg
e

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

e A { \—* 7 ?
JT“{}JM\QA\JAF 5//;3/ 4 /{‘;

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

Steh sa Nkt » P.A. only when the primary supervising physician is unavailable and only when
consultéd by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,

Section 1741, the use of a physician assistant has been posted. /)

-

I further certify that I have read the statutes and Board rules goyf/rgi(g%hysigﬁwsta’ﬁis.
o ""/”/

’ ’ ‘ —
/245107 s
(Date) (Signature of Secondary Stipervising Physician)

Vermont Department of Health ~ Board of Medical Practice - 2010-2012 Physician Assistant Certification Renewai
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Lo Crwy nic
(Last) (First) {Middle)
0oL
Mailing Address NGty 0 08 Eyn
(Office Name)
%L &:KLL*&\{@ Poae
{Street)
B ingnn Y DT HOL
(City/State) {(Zip Code) (Telephone Number)

Vermont License #: OY2R 004§ (52

Hospital(s) where you have privileges: Hospital(s) Locatipn Specialty
et A oo W\ Love, B, (vs:isib‘{\ N Ot l ey o)

List all physician’s assistants names and addresses you currently supervise:
Shreoboin e el N\g '

£ AR N oo g s Ngk-cﬂ\ i N

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

iy 2 At &5-\’0&&&9». , P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

ol oa TRl A

| \(Date) (Signature of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice - 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full ChSeea Qﬂh\ i
(Last) ' (First) (Middle)
AT
Mailing Address DGy o 00 by
: o (Office Name)
é‘:i{a Cu\l:.‘kf\k\{b__ @g‘\._nw
A {Street)
Bociman NIT 0% 4ot

(City/State) (Zip Code) (Telephone Number)
Vermont License #: & 4 2. -0 ~
Hospital(s) where you have privileges: Hospital(s) Location Specialty

EAq e borlne VT Cy Sy

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

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

Sdepbwsn St . P.A, only when the primary supervising physician is unavailable and only when
consuited by the aforesaid Physician Ass;stan I further certify that the protocel outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rules governing phys L?Xasswtants

U5 { o //

{Date) (Signature of Secondary Supervising Physician)

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Goro el So
(Last) (First) (Middle)
Mailing Address mmka} %&Lf fio Cffph’. ,,éw( Wzﬂfb—t’/& P, L.
(Office Name) Y

(98 Tritee, (2ryve 7
. (Street)
S b tio o VT _oSY/82  G01.8,2.3379

(City/State) “  (Zip Code) (Telephone Number)

Vermont License #; 4‘9& =00 10y 4 |

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

Flehder Atten Heuibe Cae. gL-H’ﬁ”JWW 08¢ Y/

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

G PAS  exee pi— 2l e dfsdl
& /v B35t on blery e

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

Stz ohtrn; e i , P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

I further certify that I have read the statutes and Board rules gb

{7///1 re i

' (Date) ' {Signaturéof Seconda Supervising Physician)

wgIning physician assistants.

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Nameinfull . Checlad Diome
(Last) . (First) {Middle)
Mailing Address \1’“ (ot \)So‘&u;mwi 241
(Office Name)
ﬁ’ K“;Q}L\% \_Qki, , em.);\t._ A
. {Street)
L) diston NIT 03Uy
(City/State) (Zip Code) (Telephone Number)

Vermont License #: O 47 < 00 | 00KD

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

Fletlier Allen Dot o

P

ENFAR = A NT  ayw

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

:“\)"\'ﬁ{“ph 1 EA‘S? “}\h‘t !?\ {

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

Y -@g-@ }/’1(,\@’! T4 Sﬁ“* alal . P.A. only when the primary supervising physician is unavailable and only when
consulted by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

210 SR

' (Date) (Signature of Secondary Supervising Physician)

Vermeont Department of Health — Board of Medical Practice ~ 2010-2012 Physician Assistant Certification Renewal
: Page 16 0f 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full \\)\a TN (5ecka
(Last) (First) (Middle)

Mailing Address 1\%:‘% Cebes 1 OG Gy

(Office Name)

CV.» CQOQ\LX-»*D\’&_ Do
(Street)
G ngen \IT e
(City/State) (Zip Code) - (Telephone Number)

Vermont License #: {f) ?’/ /’E/’”)/ /Dé ?

Hospital(s) where you have rm( Hospital( Locau Speczaity
Fldelaoy J%\ n v _(»Ju,ﬁ%ﬁ\ (\_&\&w 5 }U\ﬂ V'i E \.m

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

MNove

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Iﬁlqereby certify that, in @Sg& e with 26 VSA, Chapter 31, I shall be tegally responsible for all medical activities of

@AMQ, » P.A. only when the primary supervising physician is unavailable and only when
consuﬁed by the aforesaid Physwlan Ass1stam I further certify that the protoco! outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

1 further certify that I have read the statutes and Board I@S%Pv g physician assistants.
Ao . -

(Date) hature 01 S¢ Secondary Superwsmg Physmian)

Vermont Department of Health — Board of Medical Practice — 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



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

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in fuil oot | e ‘H%
(Last) (First) (Middle)

Mailing Address C__\«am@ PN bﬁh_ L.’y-fn

- (Office Name)

55 (. Aot
{Btreet)
© sux _ &%ck\u\, AT OSSO
(City/State) {Zip Code) (Telephone Number)

oy -+
B0

Vermont License #:

Hospital(s) where you have privileges: «~, Hospital(s) Location Specialty
@-w}—f e e Bricly i T © yn.

(3

List all physician’s as,s,.i}\.sﬁants names and addresses you currently supervise:

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

Lhefeby cgrtify that, in,accqrdance with 26 VSA, Chapter 31, I shall be legally responsible for all medical activities of

CAAU L e o %?\L{i L‘jﬂ » P.A, only when the primary supervising physician is unavaiiabie and only when
consulted by the aforesaid Physician Assistant, | further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

SN B¢ GO
1214 04 & 2104 gﬁﬁrﬁ,&f&)} 4B
‘(Date) (Signature of Secopdary Supervising Physician)
S

Vermont Department of Health - Board of Medical Practice ~ 2010-2012 Physician Assistant Certification Renewal
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STATE OF VERMONT - BOARD OF MEDICAL PRACTICE
108 CHERRY STREET
BURLINGTON, VT 05401
(802) 657-4220

SECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Meveee Trmu&
(Last) (First) (Middle)
Mailing Address Tlekibhe Bl Meane Coro- Lo VRN Voot Coc Dtruice
. {Office Name)
W Colthaye. P
(Street) . )
Bortnsion,  NX SR O\ Y- Mo
(City/State) (Zip Code) (Telephone Number)
Vermont Licenée # dr-ooiei 17
Hospital(s) where you have privileges: i[ospitai(s) Locaﬁon Specialty
E e orlinetoa, VT 05) by

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

Hfephanic Srenl P S sovme  po oldbove

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

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

by gt S5y PA, only when the primary supervising physician is unavailable and only when
consulted'by the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted,

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

1) wlog /\ | \/(,/t (s

(Dgate) v (Signature of Sec'?)—nc_iary S\hpervising Physician)

Vermont Department of Health — Board of Medical Practice ~ 2010-2012 Physician Assistant Certification Renewal
Page 16 of 23



PHYSICIAN ASSISTANT SCOPE OF PRACTICE

WOMEN'S HEALTH CARE SERVICES
FLETCHER ALLEN HEALTH CARE
111 COLCHESTER AVENUE
BURLINGTON, VT 03401

a) NARRATIVE

Fletcher Allen Health Care, Women’s Health Care Services is composed of a team of
professionals who provide the full scope of OB/GYN services. Physicians, certified
nurse midwives, nurse practitioners, and a physician assistant work in collaborative
arrangement. The physician assistant provides Gyn and OB care to our patient
popuiation, as do our existing providers. Resident physicians and students rotate
through the Women’s Health Care Services during their training.

Physician Assistants practice under the supervision of attending OB/Gyn physicians.
The primary role of the PA 1s to provide ongoing care for female patients as
determined by the PA’s training and experience and by the services provided by the
supervising physicians. In addition, PA’s are involved in both didactic and clinical
training of students.

b)ISUPERVISION
Supervision of the PA is provided by the primary supervising physicians or one of the
secondary supervising physicians when caring for their patients. One of the primary
or secondary supervising physicians is available 24 hours a day, 7 days a week.
Supervision may include the following mechanisms:
1) direct supervision by an attending physician
2) consultation with an attending physician in person or by phone
3) retrospective chart review
4) participation in Women’s Health Services quality assurance
meetings
¢y SITES OF PRACTICE
Fletcher Allen Health Care, Women’s Health Care Services
MCHY Campus, 111 Colchester Avenue, Burlington, VT
ACC Campus, 4 floor, Main Pavilion, Burlington, VT
UHC at Blair Park, Williston, VT

dy TASKS
The foliowing list is intended to express a sense of involvement in medical care
provision and is not intended to be all inclusive or limiting, except as specifically
excluded by the Board of Medical Practice, health care facility, or law. Atne
time will the physician assistant function in 2 capacity that exceeds the normal
scope of practice of the supervising physicians. The supervising physician may



delegate ay and all tasks that by reason of training and experience, the PA can be
expected to perform.

1. Elicit patient histories

2. Perform physical examinations

3. Order laboratory test, radiographic imaging, and other diagnostic testing.

4. Write nursing and other therapeutic orders to be carried out in accordance
with hospital policy

5. Interpret diagnostic and screening studies

6. Provide advice over the telephone

7. Provide education and counseling of patients and arrange for follow up
care and referrals

8. Insertion of IUDs

9. Perform routine gynecologic and obstetric tests, including, but not limited

to pap smears, endometrial biopsies, vulvar biopsies

10. Insert IV lines, catheters, obtain venous and arterial blood samples, and
nasogastric tubes

1. Administer or dispense medication in accordance with hospital policy

[2. Assist in gynecologic surgeries

13, Initiate resuscitative measures in accordance with ACLS standards and
hospital policy

14. Write prescriptions for medications, including conirolled drugs and
devices in accordance with Vermont law and DEA regulations.

e) PRESCRIPTIVE PRACTICE
The PA named in this document is authorized to prescribe medications, inciuding
controlled drugs, in accordance with this scope of practice as approved by the Vermont
Board of Medical Practice. The PA’s DEA number is MS 10574728

Nl J=n /1108

Signature of Physician Assistant Date

,. [ .. - . P
Signature ol\&uparvzsmg Physician Date

Revised 12/2009



The University of Vermont

DIVISION OF GYNECOLOGIC ONCOLOGY
AMBULATORY CARE CENTER

111 COLCHESTER AVENUE

MAIN PAVILION, LEVEL 4

BURLINGTON, VT 05401

PH: (802) 847-5110; FAX: (802) 847-0406

December 1, 2009

To Whom It May Concern:

Please allow this letter to serve as verification that Stephanie Stah], P.A.-C has been
employed full time as a physician assistant with our practice since February 14, 2005.
She works as a physician assistant with our inpatient gynecology and gynecologic
oncology service, and also sees patients in our ambulatory care clinic for routine

gynecologic care,

Please feel free to contact me with any questions.

Smcere],y 1
vy
e/

Cheung Wong, M

Director, Gynecgldgic Oncology

Fletcher Allen ﬁealth Care

111 ColchestetAvcnue

Burlington, VT 05401

802-847-5110




NCCPA: NCCPA Connect: Certification Status Report Page [ of |

Certification Status Report

NCCRA nocpahnosna.nat = (878 417-8100 = 12000 Findley Road Sulte 200 - Duluth, GA 300¢

Stephanie Stahlis currently certified by NCCPA and holds identification no. 1058860,

dentification ne. 1088880 will remain valid umtil 12/31/2011. This PA was initially certified on 9/19/20023.
However, this PA raay or may not have heen continuously certified during this timeframe,

Copyright © 2009 NCCPA, All rights reserved.

hrtns:/Aaww . neenanet/PA/Credential PublicPrinter. aspx 1241772066



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

SKECONDARY SUPERVISING PHYSICIAN APPLICATION

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

Name in full Vdoeoiy Ay
(Last) (First) (Middie)
Mailing Address M,
. (Office Name)
V55 Tiley  Onve
. o __ (Street)
“OonsbAe VO ey oy AVA TSTUOR  [ooe Bpaa- 1538
(City/State) (Zip Code) (Telephone Number)
Vermont Licenée #:
Ho}gpﬁal(s) where you have privileges: Hospital(s) Location Specialty

EAH-C

List f%} physmIan s assistants names and addresses you currently supervise:

(/D \Z 17 € Ma gl

CERTIFICATE OF SECONDARY SUPERVISING PHYSICIAN

I he:eb certify that, in accordance with 26 VSA, Chapter 31, 1 shall be legally responsible for all medical activities of

W LT 4 A e @Z’ iq / P.A. only when the primary supervising physician is unavailable and only when
consulted b Ly the aforesaid Physician Assistant. I further certify that the protocol outlining the scope of practice, attached
to this application, does not exceed the normal limits of my practice and that in accordance with 26 VSA, Chapter 31,
Section 1741, the use of a physician assistant has been posted.

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

[2{1Y(05 i Q&fkbm@/

(Date) ' (Signature of Secoridary Supervising Physician)

L ODEC 16 2009

i

Vermont Department of Hezalth — Board of Medical Practice -- 2010-2012 Physician Assxstant Cemﬁcauon Renewa] e

Page 16 of 23
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Renewal - 055.0030719 Page 1 of 12

Renewal - 055.0030719

Name Stephanie Beth Stahl
Credential 055.0030719
Fee Details
Renewal $170.00
$170.00

Renewal Introduction

VERMONT DEPARTMENT OF HEALTH
BOARD OF MEDICAL PRACTICE
PO BOX 70, Burlington, VT 05402

Phone: 802-657-4223
Fax:802-657-4227
Toll: 800-745-7371

www.healthvermont.gov

Physician Assistant License Renewal

This application includes your Physician Assistant License Renewal Application. Please follow the instructions below and submit the
completed application with uploaded documentation and credit card payment. If you have any questions or need additional
information do not hesitate to contact us at 802-657-4220, 800-745-7371 or medicalboard@state.vt.us. Your licensure will lapse if
we have not received your completed application and fee by the due date.

INSTRUCTIONS
You may download all forms that must be submitted to complete this application here.

enter, correct, or update all information

answer all questions completely, even if you believe the information is already on file with the Board

provide explanations to “yes” answers in Parts Il — IV

do not delegate this important task to any other person. False statements on this form may be grounds for charges of
unprofessional conduct

Be sure to complete, submit or upload:

completed application and appropriate attachments, e.g. Primary and Secondary Supervising Physician Applications, CME
Form, NCCPA Certificate, Scope of Practice, etc.

Please send all appropriate documentation to the Board and submit the completed application, attachments and fee
no later than January 15 to facilitate timely processing and avoid an interruption in your ability to practice because
of a lapsed license.

Please Note:

Licensees have a continuing obligation during each two-year renewal period to promptly notify the Board of any change or
new information including, but not limited to, disciplinary or other action limiting or conditioning their license or ability to
practice in any jurisdiction. Failure to do so may subject the licensee to disciplinary action by the Board.

Thank you.

Renewal Part |

1. Last Name:

Stahl

2. First Name:
Stephanie

3. Middle Name:

Beth

4. All other names used:

Previous Name From Month ||From Year To Month To Year |Reason for Change

|| September 2012 |

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21267&key={6CE1A... 5/18/2015



Renewal - 055.0030719 Page 2 of 12

5. Enter your MAILING ADDRESS information:
Attention

streot N
city [IIIIEGEGE state JJ] zio R Country United

States
E-mail Adaress
Telephone | A'ternate Phone (e.o. [N

Pager)

6. Enter your PUBLIC ACCESS address information:
Attention FAHC-Womens Health Care Services

Street 111 Colchester Avenue 4th Floor
City BURLINGTON State VT Zip 05401
Country United States
Telephone (802) 878-7651

E-mail Address |

Alternate Phone (e.g.
Pager)

7. Date of Birth:

8. Birth City:

9. Birth State/Province:

10. Birth Country:
United States

11. Select the certification examination taken (verification must be sent directly to this office from the Examining Agency):
University Trained - NCCPA Examination

12. Date NCCPA Examination was taken (if applicable):
04/22/2009

13. Date VT Apprenticeship Examination was taken (if applicable):
14. Basis for Vermont Certification:
University Trained

15. Do you have hospital privileges in Vermont?
Yes

16. List all hospitals where you have, or previously have had, privileges:

Facility Name State Start Date
Fletcher Allen (FAHC, MCHV) \Vermont 01/01/2005

17. In what year did you start working as a physician assistant in Vermont?
2004

18. Were you in active clinical practice in the past 12 months?
Yes

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21267&key={6CE1A... 5/18/2015



Renewal - 055.0030719

Page 3 of 12

19. Other states where you either now hold an active certification or license or previously were certified or licensed to practice:

State Profession License Number Issue Date Expiration Date Status
New York PA 015404-1 11/30/2014 Active
20. Specialty:

Women's Health/gynecologic oncology

21. DEA Number:
MS 1057428

22. Enter information for all Primary and Secondary Supervising Physicians. If you are to be supervised by a Doctor of Osteopathic

Medicine please provide your response(s) in the next question. Enter ONLY those supervisor(s) who ARE NOT Doctor(s) of
Osteopathic Medicine here.

Supervisor

Relationship Type

|Practice Location

042.0009968 :

WONG CHEUNG

Primary Supervising Professional

FAHC - Womens Health Care Services

042.0010080 :

CHARLAND DIANE

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0010133 :

LACROIX DALE

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0009874 :

MURRAY CHRISTINE

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0007565 :

BERNSTEIN IRA

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0008805 :

BLAKE KIMBERLY

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0010491

: BONNEY ELIZABETH

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0011186 :

BROWN STEPHEN

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0007101

: BRUMSTED JOHN

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0006511

: CAPELESS ELEANOR

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0008079 :

CARLSON NANCY

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0012266 :

CARRACINO MARIA

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0009989 :

CASSON PETER

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0007412 :

CLIFFORD PATRICK

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0012288 :

EVERETT ELISE

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0007040 :

GALLAGHER JOHN

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0007465 :

GIBSON CHERYL

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0012103 :

HAMMER ERICA

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0011559 :

HANSON GRETA

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0006592 :

HAYWARD ROBERT

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0010721 : LOWELL JANE Secondary Supervising Professional FAHC - Womens Health Care Services
042.0010177 : MAURER TRACEY Secondary Supervising Professional FAHC - Womens Health Care Services
042.0007765 : MEYER MARJORIE Secondary Supervising Professional FAHC - Womens Health Care Services
042.0011466 : MINER PAULA Secondary Supervising Professional FAHC - Womens Health Care Services

042.0012157 :

NIELSEN BRIAN

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0011596 :

PHILLIPS JULIE

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0012086 : RAJ RENJU Secondary Supervising Professional FAHC - Womens Health Care Services
042.0005990 : SMITH SUSAN Secondary Supervising Professional FAHC - Womens Health Care Services
042.0007744 : TILL GEORGE Secondary Supervising Professional FAHC - Womens Health Care Services
042.0011126 : WADE JULIE Secondary Supervising Professional FAHC - Womens Health Care Services

042.0009221

: WEGNER ELISABETH

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0010570 :

FLAHERTY KARA

Secondary Supervising Professional

FAHC - Womens Health Care Services

042.0008739 : VISELLI ANNE Secondary Supervising Professional FAHC - Womens Health Care Services
042.0010606 : THIBAULT AMY Secondary Supervising Professional FAHC - Womens Health Care Services
042.0010174 : JONES DAVID Secondary Supervising Professional FAHC- Womens Health Care Services
042.0010597 : BOYMAN KYM Secondary Supervising Professional FAHC Womens Health Care Services

23. If you are to be supervised by a Doctor of Osteopathic Medicine, enter the information for those Primary and Secondary
Supervising Physicians. Enter ONLY those supervisors who ARE Doctor(s) of Osteopathic Medicine here.

IDO Superviso

r IReIationship Type

IPractice Location

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

No

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qabid=21267&key={6CE1A...

5/18/2015



Renewal - 055.0030719 Page 4 of 12

Continuing Medical Education (CME) Requirements

25. NCCPA certified Physician Assistant: Upload proof of current NCCPA certification; this will serve as adequate proof of CME
completion.
NCCPA certification verification.pdf

26. For all others, an explanation of requirements and a CME Record form must be completed and uploaded here.

Primary Supervising Physician and Second Supervisory Physician forms are available here. They must be completed and
returned to the Board to complete this application.

Renewal Part Il

ANY "YES" RESPONSE TO THE QUESTIONS BELOW MUST BE FULLY EXPLAINED.

27. Have you ever applied for and been denied a license or certificate to practice medicine or any other healing art?
No

28. State:
29. Year:
30. Circumstances under which you applied and were denied a certificate to practice medicine or any other healing art:
31. Denied certificate to practice medicine or any other healing art - Upload documents
32. Have you ever withdrawn an application for a license or certificate to practice medicine or any other healing art?
No
33. State:
34. Year:
35. Circumstances under which license or certificate was withdrawn, denied, revoked, not renewed, or otherwise terminated:
36. Withdrawal or denial of license or certificate - Upload documents:
37. Have you ever voluntarily surrendered or resigned a license or certificate to practice medicine or any other healing art in lieu of
disciplinary action or any other reason?
No
38. State:
39. Year:
40. Circumstances:
41. Voluntary surrendered or resigned a license or certificate to practice medicine or any healing art - Upload documents:

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

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21267&key={6CE1A... 5/18/2015



Renewal - 055.0030719 Page 5 of 12

No

43. Name of organization involved:
44. Date:
45. Duration:

46. Action Taken (add all that apply):

47. Circumstances:

48. Disciplinary charges or actions - Upload documents:

49. Have you ever been denied the privilege of taking an examination before any state medical examining board?
No

50. State:
51. Circumstances under which examination privileges denied:

52. Denial of examination privileges - Upload documents:

53. Have you ever discontinued your education, training, or clinical practice for a period of more than three (3) months NOT including
premedical education?

No

54. If yes, please explain and include the dates over which your education, training, or clinical practice was discontinued:

55. Discontinued Education, Training, or Clinical Practice - Upload documents:

56. Have you ever been dismissed or suspended from, or asked to leave a training program before completion?
No

57. Training program(s):

58. Location of program(s):

59. Year:

60. Circumstances:

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

No

62. Institution involved:

63. Location:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21267&key={6CE1A... 5/18/2015



Renewal - 055.0030719 Page 6 of 12

64. Year:
65. Circumstances:

66. Affecting health care institution staff privileges, employment or appointment - Upload documents:

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

No
68. Name of organization involved:
69. Type of restriction:
70. Date:
71. Circumstances:
72. Privilege to prescribe controlled substances - Upload documents:

73. Do you currently, or have you ever, prescribed any prescription medication over the internet? This does not include any
prescribing you would do using electronic medical records in your practice.

No
74. Please provide a general description of your practice of internet prescribing:
75. Are you presently, or have you ever been, a defendant in a criminal proceeding?

No

76. Court:

77. City and state:
78. Charge:

79. Description:

80. Status:

Renewal Part Il

(Unless otherwise ordered by a court, your responses to the questions in Part lll are considered exempt from public
disclosure.)

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

81. To your knowledge, are you the subject of an investigation by any other licensing or certification board under which you have not
been charged as of the date of this application?

82. Licensing or certification board:

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21267&key={6CE1A... 5/18/2015



Renewal - 055.0030719 Page 7 of 12

83. Date:
84. Location of Licensing Board:
85. Circumstances:

86. Investigation by other licensing or certification board - proceeding - Upload documents

87. To your knowledge, are you presently the subject of a criminal investigation under which you have not been charged?

88. Court:

89. City and state:
90. Charge:

91. Description:
92. Status:

93. Date:

94. Criminal Investigation - proceeding - Upload documents
MEDICAL QUESTIONS

Please answer "Yes" or "No" to the questions below. Definitions are provided to assist you in answering. Please explain any "Yes"
answers.

DEFINITIONS
In answering the following questions, please use these definitions:
"Ability to practice medicine" - This term includes:

1. The cognitive capacity to make and exercise reasoned medical judgements, and to learn and keep abreast of medical
developments; and

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

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

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

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

"Chemical substances" - This term is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21267&key={6CE1A... 5/18/2015



Renewal - 055.0030719 Page 8 of 12

valid prescription for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.

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

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

95. Do you have a medical condition that in any way impairs or potentially impairs or limits your ability to practice medicine in your
field of practice with reasonable skill and safety?

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

97. Please upload any documents you have that are relevant to this matter.

98. Are you currently engaged in the use of alcohol or other chemical substances that in any way impairs or potentially impairs your
ability to practice medicine in your field of practice with reasonable skill and safety?

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

100. Please upload any documents you have that are relevant to this matter.

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

102. In explaining a "Yes" answer to the previous question, please provide reasonable assurances that such use is not a real and
ongoing problem in your practice of medicine.

103. Please upload any documents you have that are relevant to this matter.

IMPORTANT

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

Renewal Part IV

Statutory Profile Questions

Vermont law, 26 VSA § 1368, creates a data repository within the Department of Health. Under this law, the Department must collect
certain information to create individual profiles on all health care professionals licensed, certified, or registered by the Department
pursuant to Title 26 of the VSA. Please try to answer the following questions as best as you can.

104. Criminal Convictions [See 26 VSA § 1368(a)(1)] Have you been convicted of any crimes (felonies and misdemeanors; this
includes DUI but not speeding or parking tickets)? For purposes of this question, “convicted” means that you pleaded guilty or that
you were found adjudged guilty by a court of competent jurisdiction.

No

105. Criminal Convictions [See 26 VSA § 1368(a)(1)] Please provide a description of all crimes (felonies and misdemeanors; this
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includes DUI but not speeding or parking tickets) of which you have been convicted. For purposes of this question, “convicted”
means that you pleaded guilty or that you were found adjudged guilty by a court of competent jurisdiction. Please provide copies of
papers fully documenting the convictions.

|Date of Conviction |court of Conviction [city [state |Description |

106. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Have there been any charges to which you pleaded "nolo contendere” ("l will not contest it") or where sufficient facts of guilt were
found and the matter was continued without finding by a court of competent jurisdiction?

No

107. Nolo Contendere/Matters Continued [See 26 VSA § 1368(a)(2)]
Please provide a description of all charges to which you pleaded "nolo contendere" ("l will not contest it") or where sufficient facts of
guilt were found and the matter was continue without finding by a court of competent jurisdiction.

|Date of Charges |Court |City ||State |Description of Charges |

108. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Have there been any formal charges served, findings, conclusions, and/or orders of the Board of Medical Practice (including
stipluations), and/or final disposition of such matters by the courts, if appealed?

No

109. Vermont Board of Medical Practice Matters [See 26 VSA § 1368(a)(3)]
Please provide a description of all formal charges served, findings, conclusions, and orders of the Board of Medical Practice
(including stipluations), and final disposition of such matters by the courts, if appealed.

IDate IFinaI Disposition Summary I

110. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]
Have there been any formal charges served against you by licensing or certification authorities of other states?

No

111. Licensing Authority Matters in Other States [See 26 VSA § 1368(a)(4)]

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

IDate of Disposition ILicensing Authority ||City IState IDescription of Disposition I

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

112. Have your hospital privileges ever been revoked or involuntary restricted in relation to competence or character?
No

113.

A. Revocation/Involuntary Restrictions

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

|Date of Restriction |Hospita| Name |State |Nature of Restriction ||Reason for Restriction |

114. Have your hospital privileges ever been restricted, or have you ever resigned or not renewed your medical staff membership at
a hospital in lieu of, or in settlement of, a pending disciplinary case related to competence or character in that hospital?
No

115.

B. Other Restrictions

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

|Date |Hospital Name |State |Action |Nature of Action |In Lieu or In Settlement |

116. Medical Malpractice Court Judgments/Settlements [See 26 VSA § 1368(a)(6A)] Have you ever been involved in a
Malpractice Liability Claim? Please provide a description of all medical malpractice court judgments against you and all medical
malpractice arbitration awards against you, and any pending malpractice cases.

No

https://webmail.vdh.state.vt.us/CAVU/SnapshotViewer.aspx?qgabid=21267&key={6CE1A... 5/18/2015



Renewal - 055.0030719 Page 10 of 12

A. Judgments
Please provide a description of all medical malpractice court judgments against you and all medical malpractice arbitration awards

against you, and any pending malpractice cases.

|Date of Judgment |

118.

B. Settlements Please provide a description of all settlements of all pending settlements and settlements of medical
malpractice claims against you. Please complete the below information and provide copies of papers fully documenting
these matters.

|Date Of Settlement |

Medical Malpractice Claim

For each response provided in the previous Medical Malpractice Judgements and/or Settlements questions you must complete the
form located here. Please download the form, complete it for each response, and then upload to each respective response. This
information is required for each and every response provided for Judgements and/or Settlements.

119. Years of Practice
What year did you start practicing as a medical professional?
2004

120. Hospital Privileges [See 26 VSA § 1368(a)(11)] List all hospitals where you currently have hospital staff privileges:
Facility Name City State Start Date End Date
Fletcher Allen (FAHC, MCHV) Burlington Vermont 01/01/2005

Appointments/Teaching [See 26 VSA § 1368(a)(12)]

Note: Providing the following Appointments and Teaching information is optional. By answering, you are granting permission to have
this information posted on the web. (This form follows the statutory wording. Since most appointments are teaching appointments,
these questions may overlap.)

121.

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

School City State Nature of Position Date Started Date Ended
University of Vermont Burlington Vermont Clinical Instructor 01/01/2005

122.

B. Teaching

Please provide information regarding your responsibility for teaching graduate medical education within the past 10 years.
School / Institution City State Nature of Teaching Date Started Date Ended
University of Vermont Burlington  |Vermont |Precepting Medical Students 01/01/2005

123. Publications [See 26 VSA § 1368(a)(13)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your publication in peer-reviewed medical literature within the past 10 years.

[Title |Publication |Publication Date |

124. Activities [See 26 VSA § 1368(a)(14)]
Note: Answering this question is optional. By answering, you are granting permission to have this information posted on the web.
Please provide information regarding your professional or community service activities and awards.

Activity or Award

Served as Secretary of the PA academy of Vermont, 2011-2014

125. Provide the following information for each practice location. Be sure to indicate which is to be your primary practice location.

Practice Name City State |Primary Languages |Accepts Accepts New Medicaid
Practice Medicaid? Patients?

FAHC-Womens Health BURLINGTON]Vermont|Yes Yes Yes

Care Services
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Statement of Good Standing
126.

State of Vermont
Department of Health
Board of Medical Practice

Statement of Good Standing

Regarding Any Unpaid Judgment Issued by the Judicial Bureau or District Court for Fines or Penalties for a Violation or
Criminal Offense

| hereby state that either:

A. This does not apply to me because | don’t have any unpaid judgment issued by the judicial bureau or district court for fines or
penalties for a violation or criminal offense, or

B. I am in good standing with respect to any unpaid judgment issued by the judicial bureau or district court for fines or penalties for a
violation or criminal offense.

| understand that a license may not be issued or renewed without such a statement.

| further understand that, for the purposes of this section, a person is in good standing with respect to any unpaid judgment issued by
the judicial bureau or district court for fines or penalties for a violation or criminal offense if:

1. 60 days or fewer have elapsed since the date a judgment was issued; or
2. the person is in compliance with a repayment plan approved by the judiciary.
Yes

127. Date:
12/13/2013

Statement Regarding Child Support, Taxes

Vermont Department of Health - Board of Medical Practice

APPLICANT'S STATEMENT REGARDING CHILD SUPPORT AND TAXES
You must answer these questions.
Regarding Child Support

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

128. You must select one of the two statements below regarding child support regardless whether or not you have children:
| hereby certify that, as of the date of this application: (a) | am not subject to any support order or (b) | am subject to a support
order and | am in good standing with respect to it, or (c) | am subject to a support order and | am in full compliance with a plan to
pay any and all child support due under that order.

Regarding Taxes

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

129. You must select one of the two statements below regarding taxes:
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to pay any and all taxes due to the State of Vermont as of the date of this application. (The maximum penalty for perjury is fifteen
years in prison, a $10,000.00 fine or both.)

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

130. Social Security Number:

131. Date of Birth:

132. | certify that the information stated by me in this application is true and accurate to the best of my knowledge and that |
understand providing false information or omission of information is unlawful and may jeopardize my license/certification/registration

status.
Yes

133. Date:
12/13/2013

Workforce Survey
You must complete the workforce survey before you may complete your application to renew your license. The mandatory workforce
survey is accessed by clicking here

134. | hereby certify that | have completed the workforce survey per the above instructions
Yes

Renewal Payment
135. You must choose one of the following payment options to complete your application. Note: Your application will NOT be
processed by the Medical Board until payment is received. If you are a commissioned officer on active duty in the armed forces, you
must submit a copy of your current active duty orders.

Self / Credit Card

Review
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